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Abstract 

 According to the Children’s Bureau (2018), 4.3 million referrals for child maltreatment 

were made to Child Protective Services (CPS) in 2018.  Of the confirmed cases of child 

maltreatment, only 391,661 children received services (Children’s Bureau, 2018).  For children 

who face maltreatment, they also face potential long-term health deficits such as depression, 

post-traumatic stress disorder (PTSD) and anxiety (Young & Widom, 2014).  Nurses in the 

inpatient setting play a unique role in being able to care for children for extended periods of time, 

which gives them a better chance of being able to detect or report these cases of child 

maltreatment earlier.  This thesis will explore the barriers that currently exist in the inpatient 

setting that might hinder nurses from being able to successfully detect and report maltreatment.  

Evidence-base recommendations on how nurses can be more successful at detecting and 

reporting child maltreatment will be created based off of research findings and studies collected 

through CINAHL database.  Best practice recommendations will then guide an educational 

module that could be implemented to help nurses become more effective at reporting and 

detecting child maltreatment, in order to potentially avoid the long-term trauma that abused 

children face.  
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Chapter One: Introduction 

 Child maltreatment has become a largely overlooked issue in the United States.  Due to 

the age and maturity level of children, it is possible that some children experience maltreatment 

for years before any intervention occurs.  However, health care providers play in integral role in 

being able to see children in settings that allow for physical assessment and careful monitoring.  

Nurses specifically have the opportunity to remain with a child or family for an extended period 

of time.  For nurses working in the inpatient setting specifically, they can be with a child for up 

to 12 hours at a time.  This extended period of time gives nurses the unique ability to monitor 

and assess for signs of maltreatment more accurately, as they can develop a complete sense of 

the patient’s day to day interactions.  This thesis will explore a nurse’s unique role in being able 

to detect potential signs of child maltreatment and their role in intervening with children who are 

abused.  This thesis will also explore how effective nursing interventions are at improving and 

preventing the adverse effects of prolonged child maltreatment.  For the purpose of this thesis, 

only physical abuse and neglect will be looked at specifically.  These terms will both be 

addressed as ‘child maltreatment’.  Chapter One will explain these types of maltreatment along 

with risk factors and the nurse’s role in the inpatient setting.   

Child Maltreatment 

 Child maltreatment is defined by the Center for Disease Control (CDC) as, “Any act or 

series of acts of commission or omission by a parent or other caregiver that results in harm, 

potential for harm, or threat of harm to a child” (Leeb, Paulozzi, Melanson, Simon & Arias, 

2008, p. 11).  There are three main categories of child maltreatment that fall under acts of 

commission.  This includes physical, sexual, and psychological abuse.  Child neglect is a form of 

child maltreatment that falls under acts of omission (Leeb et al., 2008).  Because neglect is the 
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most common form of maltreatment followed by physical abuse, these types of maltreatment will 

be the focus of this thesis.  Physical abuse can include behavior from a parent or caregiver such 

as shaking, hitting, poisoning, burning, scalding, or suffocation (El-Radhi, 2015).  Signs of 

physical abuse may include irregular bruising patterns, black eyes, cigarette burns, multiple 

fractures, or recurring injuries.  Physical abuse may also manifest in areas that rarely bruise such 

as the eyes, mouth, neck, buttocks, lower back and chest.  Child neglect is the most prevalent 

type of maltreatment.  Neglect is defined as, “persistent failure to meet a child’s basic physical 

and psychological needs” (El-Rahid, 2015, p. 771).  Examples of child neglect may include 

failure of a parent or caregiver to provide food, clothing, hygiene, medical needs, shelter, or 

protection from harm.  Signs of neglect from a child includes abnormal behavior, withdrawal, 

weight loss, ill-fitting clothes, and poor interaction with others.  

 There are several risk factors that put certain groups of children at a higher risk of being 

abused.  Different characteristics of the child, the parents, and the environment can all affect a 

child’s likelihood of being abused.  For instance, there are certain characteristics of parents that 

make them more likely to become a perpetrator.  Biological parents are the most frequent type of 

perpetrators, with nonparents accounting for only 16% of perpetrators (Moyer, Carpenter, 

Landon, Mack & Champion, 2015).  Biological mothers are the most frequent perpetrators of 

fatal injury; however, biological parents in general make up the largest category of perpetrators 

(Moyer et al., 2015).  Younger parents and single parent families are also at a higher risk of 

being a perpetrator due to limited knowledge and lack of support (Hockenberry, Wilson, & 

Rodgers, 2017).  Families and parents that are socially isolated with little support are also more 

likely to be abusive.  This can include parents with more stressors, little education, or lower 

income.  Additionally, parents that have low self-esteem, limited knowledge, or poor role models 
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are at higher risks.  The concern with identifying potential perpetrators is that many perpetrators 

may not appear to have any of these risk factors.  Many perpetrators still have full time jobs and 

may have no past record of being a perpetrator.  Perpetrators often hold positions such as 

teachers, coaches, and volunteers, which can make it more difficult to detect (Hockenberry et al., 

2017).  Because of this, it become important to understand other possible risk factors that might 

make a child more susceptible to abuse.  

 Although there are circumstances that put parents at a higher risk of abusing, there are 

also characteristics that put children at a higher risk of being abused.  For instance, children 

under the age of one are at the highest risk of being abused (Hockenberry et al., 2017).  Because 

smaller children are more difficult to care for, parents are more likely to get frustrated and 

stressed.  This leads to impulsive acts or potential physical abuse.  Children that were unwanted, 

have cognitive impairments, or have disabilities are all placed at a higher risk of being abused as 

well.  Children that are more difficult to care for are more likely to be abused if their parents do 

not have proper support.  This can include premature infants, because of the high amount of 

stress it can put on the parents (Hockenberry et al., 2017).  Prematurity can also disrupt the 

natural bond that forms between parents, which further increases their risk for abuse. 

 Lastly, there are several environmental aspects that can put a child at a higher risk of 

being abused.  Families that deal with chronic stress, divorce, poverty, poor housing, substance 

abuse, and lower socioeconomic class all contribute to an environment that can be potentially 

damaging to a child.  No matter the risk factor, children across all demographics are still abused.  

Many cases are overlooked due to a child’s ability to be taken advantage of and their inability to 

understand proper parental behavior (Hockenberry et al., 2017).  
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The Nursing Role 

For nurses working in the inpatient setting, there is a clear outline of what nurses are 

mandated to do if they suspect a case of child maltreatment.  While it is not a nurse’s role to get 

involved in the investigation of a child, a nurse plays two key roles in detecting and reporting 

child maltreatment.  First of all, accurate detection and thorough assessments are important for 

nurses to be able to accurately spot potential cases of maltreatment.  It is every nurses job, 

regardless of specialty, to be able to perform a comprehensive assessment on their patient.  For 

nurses with pediatric patients this includes an even more detailed assessment of the child’s 

physical and emotional status.  Even if a nurse does not have a pediatric patient, often times 

children visit their loved ones in hospitals.  Through assessment findings, observation, and 

behavioral assessment, even non pediatric nurses may have the opportunity to pick up on 

maltreatment.  Secondly, every nurse is legally mandated to report potential findings of child 

maltreatment to social services (Children’s Bureau, 2018).  Reporting assessment findings is 

essential to getting children involved with CPS and treatment.  Both the detection and the ability 

to report maltreatment are essential for nurses to effectively help children that may be facing 

abuse.  Without proper assessment or timely reporting, children who suffer abuse may continue 

to be abused, and their time in the hospital may become a missed opportunity for help.  

Therefore, it is essential that every nurse is equipped with the knowledge and support they need 

to accurately assess and report maltreatment in order to get children involved in early treatment.  

In each of the 50 states in the United States, there are specific professions that are legally 

mandated to report victims of child maltreatment to CPS.  This occurs through child abuse and 

neglect reporting laws (Children’s Bureau, 2018).  While each state varies in legislation, each 

state legislation is guided by federal law such as The Child Abuse Prevention and Treatment Act 
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(CAPTA) (Children’s Bureau, 2018).  Within each state’s legislation there are also protocols 

about mandated reporting that differ from hospital to hospital.  Nursing is one of the specific 

professions where reporting child maltreatment is a mandatory part of the job.  However, many 

nurses still fail to report suspected cases of maltreatment due barriers surrounding nurses in the 

inpatient setting. 

Conclusion 

 While there are several types of child maltreatment, the two most common types are 

physical abuse and neglect.  There are many risk factors that place children at a higher risk of 

being abused, and parents at a higher risk of abusing.  For nurses working in the inpatient setting, 

they have the ability to assess for signs of maltreatment for an extended period of time.  

Therefore, it is important that every nurse has the knowledge and support they need to accurately 

detect and report suspected child maltreatment when they see it.  Nurses are also legally 

mandated to report maltreatment when they see it in order to get children involved in the next 

steps for treatment.  However, many nurses still fail to either recognize or report maltreatment 

when they see it.  Chapter Two will look at various research articles that explain the barriers 

surrounding a nurse’s ability to accurately detect and report child maltreatment in the inpatient 

setting.   
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Chapter Two: Review of Literature 

 This chapter will review research that is focused on the nurse’s role in detecting and 

reporting child maltreatment in the inpatient setting.  The PICOT question used to guide the 

literature review was: Among staff nurses, what barriers exist that prevent nurses from 

effectively detecting and reporting child maltreatment in the inpatient setting?  In this review the 

research was divided into three main categories: barriers to mandated reporting, interventions, 

and long-term effects.  The articles were found by searching CINAHL and PubMed database 

through The University of Arizona Health Sciences Library.  A subheading search was done 

under the phrase “childhood abuse/physical abuse” with key words such as “nursing” 

“prevention and control” “signs and symptoms”.  Other phrases such as “early childhood 

intervention” and “nursing interventions” were also used to find articles.  Articles that focused 

on detecting maltreatment, mandated reporting, and nurse interventions were chosen.  Articles 

were chosen from the last 10 years and include different types of nursing across the inpatient 

setting specifically, or address physical abuse and neglect specifically.  A total of 10 articles 

were chosen for review.  

Barriers to Mandated Reporting  

 A large part of every nurse’s role in handling child maltreatment in the inpatient setting is 

reporting suspected findings to either a charge nurse or nurse manager.  However, many nurses 

feel unsure of what situations require mandatory reporting (Lee & Kim, 2017).  Many nurses 

also feel uncomfortable reporting situations or feel fearful of getting involved in a lawsuit 

(Barrett, Denieffe, Bergin & Gooney, 2016).  This in return can affect a nurse’s likelihood to 

handle and/or report situations that may be abusive.  Barriers such as these then prevent nurses 

from reporting maltreatment and getting children help.  There are several aspects of a nurse’s job 
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that affect their ability to report, whether it is personal bias, emotional attachment, or lack of 

support.  The next five articles will analyze the different barriers that have the potential to affect 

how a nurse either assesses or reports child maltreatment.  

Varying Perceptions of Child Maltreatment 

 This descriptive cross-sectional study done by Ho and Gross (2015) explores the 

discrepancies among what inpatient pediatric nurses consider physical abuse for children.  The 

study aims to understand how personal bias affect a nurse’s perception of what they considered 

physical abuse.  It also aims to understand how this perception affects a nurse’s actions towards 

the child.  This study used Q methodology to create 71 different statements to be sorted from 

“most unacceptable” to “most acceptable”.  Forty-eight inpatient pediatric nurses were invited to 

partake in the study at Johns Hopkins Hospital through recruitment flyers placed around the 

hospital.  Each nurse sorted the 71 statements based on their own perception of what they 

thought was acceptable or unacceptable behavior for physical punishment for a child.  In order to 

create the 71 statements, another study was performed using Chinese American mothers who 

provided examples of common physical punishments for 3-6 year-olds.  The interviews were 

conducted and used to create the basis for the 71 statements that were created.  Some of the 

statements include, “causing the child to have bruises, not allowing the child to watch television, 

making the child stand facing a wall for 5 minutes”.  Using an internet drag-and-drop interface, 

the nurses were then able to drop each statement under a ranking system from -6 to +6, each 

number corresponding to a degree of unacceptable or acceptable.  

 Of the 48 participants, 27 nurses provided distinctly different viewpoints.  These 

viewpoints were separated into two factors: factor one and factor two. Factor one included 21 

responses and factor two includes six responses.  The nurses in factor two were found to be 
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statistically younger and showed more “acceptable” and “not sure” responses than the nurses in 

factor one.  Nurses in factor two also found statements related to long term punishment more 

unacceptable than nurses in factor one.  This included punishments such as isolation and 

attention withdrawal.  Nurses in factor two also ranked statements dealing with negativity, or 

statements related to food as punishment lower than the nurses in factor one.  Physical 

punishment in the form of hitting was considered the most unacceptable punishment by both 

factors.  However, nurses in factor one found it unacceptable to hit children with any type of 

tool, whereas nurses in factor two found “hitting children with objects less likely to cause injury” 

as acceptable.  The defining difference between the factors was that the nurses in factor one 

found all forms of physical abuse as more unacceptable than the nurses in factor two, who 

viewed physical punishment more acceptable than other forms of punishment.  Of the total 71 

statements, 28 were found not be statistically significant among either factor. 

This study ultimately found that there are many discrepancies among what nurses 

consider acceptable forms of punishment and discipline for children.  The study explains how 

this affects the likelihood of nurses to report certain assessment findings based on if they 

perceive it as an acceptable or unacceptable action.  The study explains how this is mostly due to 

age differences among nurses and the number of years they have been a pediatric nurse.  Overall, 

this study explains how these discrepancies can create complications with nurses intervening 

with child maltreatment based on how they assess and detect various signs.  One limitation of the 

study was the use of convenience sampling to gather the participants, as these results may not be 

highly generalizable.  However, the use of Q methodology to analyze the data is a strength of the 

study, as it allows for multiple perspectives to be analyzed through computer technology.  
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 In a cross sectional survey by Lavigne, Portwood, Warren-Findlow, and Brunner Huber 

(2017), the authors examine the different perceptions that inpatient pediatric nurses have towards 

child maltreatment.  An online survey was used to collect responses from 80 inpatient pediatric 

nurses working at various children’s hospitals in southeastern Unites States.  An email was sent 

to 314 inpatient nurses from nine pediatric units, and 80 nurses participated in the survey.  The 

survey included a questionnaire with three sections, each section covering a different aspect of 

child maltreatment.  In sections two and three, the nurses were asked direct questions meant to 

guide a response towards identifying the nurse’s attitude towards child maltreatment.  The same 

questions have been used in previous studies with law enforcement officials, physician assistants, 

and mental health professionals.  The nurses were then asked to rate 19 different factors that may 

be perceived as abuse in their own order of importance. To record the responses, QuestionPro 

was used as the software. 

 The study found that while 98.75% of the participants agreed that nurses are responsible 

for identifying and reporting maltreatment, only 63.75% of the participants had reported a 

suspected case of maltreatment.  Another notable finding was that 40% of the participants stated 

they were not familiar with the laws regarding reporting child maltreatment, and 41.25% of the 

participants had not received any training on how to deal with child maltreatment.  

 Of the 19 factors that were rated, ‘demonstrated or actual physical harm’ had the highest 

mean rating of 6.70 on the 1-7 scale.  A score of seven is ‘one of the most important factors’ and 

a score of 1 is ‘not at all important’.  The factor of ‘whether the perpetrator was mentally ill’ 

received a mean score of 3.68, and ‘the age of the child’ received a mean score of 2.98.  The 

study then discussed various forms of maltreatment and discussed the mean score of importance 
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for each scenario.  Scenarios touched on physical abuse, sexual abuse, emotional abuse, and 

neglect.  

 Overall, the study found that nurses from this study placed little emphasis on important 

risk factors for maltreatment such as age of the child, mental health of the perpetrator, whether 

the perpetrator abuses substances, and the sex of the victim or perpetrator.  The study also found 

that a large portion of nurses do not feel supported enough to report potential signs of 

maltreatment.  The study concluded that nurses need to be properly trained on how to handle 

potential cases of maltreatment.  The study also discussed the need for a clearer outline of the 

laws regarding mandatory reporting and how nurses should be involved with reporting child 

maltreatment.  The study further shows the discrepancies that exist between nurses and their 

perceptions of what is considered acceptable and unacceptable behavior that might illicit abuse.  

One limitation of this study is the use of convenience sampling to gather participants, and the 

low response rate of 25.5%.  One strength of the study was the use of QuestionPro to distribute 

anonymous surveys to each of the participants to preserve the quality of the study.  

Impact on Nurses 

 In a descriptive cross-sectional survey, Lee and Kim (2017) look at various nurses’ 

understanding of mandatory reporting for suspected cases of child maltreatment.  The study took 

place in Korea, where 116 inpatient pediatric nurses were chosen by convenience sampling to 

complete self-administered questionnaires.  The questionnaire aimed to test the nurses 

understanding of child maltreatment, awareness of mandatory reporting, and identify their 

attitude towards mandatory reporting. To examine the nurses’ understanding of child abuse, 30 

items were developed for the participants to answer either ‘yes’ or ‘no’.  Following the same 

pattern, five items were created to test their awareness of reporting, and 18 items were used to 
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measure their attitudes towards reporting.  Professionalism was also examined through a series of 

18 statements, where the participants were asked to rate various statements on a scale of 1-5.  

Therefore, the questionnaire consisted of a total of 35 ‘yes’ or ‘no’ questions, each with a 

designated correct answer, and 12 statements involving a rating scale.  

 The study found that the nurses who worked in the pediatric emergency room reported 

less knowledge on child abuse than members of other departments, with a p value of .017.  A 

significant difference was found in the extent of knowledge on reporting, and monthly income 

and education, where p =.023.  The study also found that the statement with the lowest 

percentage of correctness was, “bodily injury is common in childhood and thus cannot be 

concluded as a sign of abuse”, where only 22.9% of the participants answered this correctly.  The 

item for child abuse reporting that received the lowest score was “there must be physical 

evidence of child abuse when reporting a suspicious case”.  One of the most significant findings 

was the attitudes of nurses towards reporting.  The item with the lowest mean score was 

“Reporting child abuse will help the child”, which received a mean score of 2.08.  

 Overall, this study aimed to identify the different factors that influence a nurse’s attitude 

towards reporting child abuse.  This study found that only 56% of the participants received 

education on child abuse during nursing school.  The study concludes that from their research, 

many nurses do not report suspected cases because they do not feel like they have enough 

substantial evidence to report.  Nurses with a greater education and more substantial education 

were found to be significantly more likely to report cases, concluding the need for more 

education on mandatory reporting.  One limitation of this study is selection bias among the 

participants, as only pediatric nurses were included in the study. One strength of the study was 

the relatively large sample size of 116, which helps to have a more complete understanding of 
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the topic, and diversity in responses.  It is also important to keep in mind cultural differences that 

might play a role in this study.  

 Einboden, Rudge, and Varcoe (2019) use discursive analysis to understand how nurses 

handle disclosure about child neglect and abuse (CN&A), and how nurses use mandatory 

reporting to prevent child maltreatment.  This study followed Fairclough’s dialectical-relational 

critical discursive analysis (DRCDA) in order to analyze nurse texts and interviews in British 

Colombia, Canada.  Nurses in this region are required to report any potential case of CN&A to 

the Ministry of Child and Family Development (MCFD) in order for an investigation to be 

considered.  Therefore, various texts were chosen and analyzed discursively for linguistics and 

social relations that might affect nurses reporting to the MCFD, and how their view of the 

MCFD in return influenced their likelihood to report abuse.  A second part of the study analyzed 

written text from interviews with 21 registered nurses (RNs) on how they navigate the legal and 

professional aspects of mandatory reporting.  

 The study found many important aspects of the reporting system that all lead to the 

central theme of children not being protected by the measures put in place to protect them.  Many 

of the nurses interviewed expressed the need to intervene in earlier stages of abuse but reported 

having little support to report.  Nurses also expressed that their concerns for children were 

repeatedly dismissed by members of the MCFD unless the situation was severe.  The study also 

found a central theme that nurses are often not respected or viewed as equal healthcare 

employees.  The study examined the deeply rooted idea that a nurse’s role is to ‘watch and wait’, 

and that it is ultimately the family’s role to protect their children.  The study’s analysis showed 

how nurses feel that their efforts are often undervalued, and that nurses feel that authorities do 

not see them as knowledgeable people able to contribute to the issue.  The study concluded how 
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this deeply rooted issue has created a cycle where nurses feel they are not taken seriously, which 

affects their likelihood to report, which in the end harms children.  The study concluded that the 

authority and legislation put in place to help nurses report is actually what prevents and hinders 

nurses from being able to properly intervene with CN&A.  

Barrett et al. (2016) explored different pediatric nurses’ views on how to deal with 

children who have suffered child maltreatment, specifically physical injury.  A qualitative design 

with purposive sampling was used to conduct semi-structured interviews with 10 inpatient 

pediatric nurses in Ireland.  Nurses were chosen off of certain criteria that included at least two 

years of experience with children who had suffered a non-accidental injury (NAI).  The 

interviews were conducted for an average of 29-49 minutes and took place over eight months.  

One limitation of the study is the small sample size, that might not allow a broader view of the 

subject.  The study also addressed the importance of reflexivity during the interview process, as 

the interviewees have an established understanding of the material which may lead to a lack of 

detail in certain answers.  However, this might also help the data as there is a positive 

relationship during the interview process, which may help aid responses.  The diversity of the 

sample group is a strength that helped to counteract this study’s small sample size. 

 In order to analyze the data, each interview was recorded and transcribed by the 

researcher.  The transcripts were then read and used to create key concepts and themes.  Four 

final themes were created from the interviews including: personal impact, professional roles, 

nurse-client relationships, and resources.  The theme ‘personal impact’ discusses how each of the 

nurses felt personally impacted from dealing with a case on NAI.  Nurses discussed how dealing 

with these types of situations can have lasting negative emotions, trauma, and anger in their own 

life. In the ‘professional role’ theme, the nurses discussed their role with other healthcare 
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workers when working with trauma cases.  Nurses found it essential to keep giving family 

centered care to families regardless of the situation going on.  Nurses also discussed how it is a 

professional obligation to observe parent-child interactions when dealing with cases of physical 

abuse.  One nurse expressed the fear of reporting cases of maltreatment due to the fear of being 

summoned to court or facing a lawsuit, which was also a common theme found in this group. 

The ‘nurse-client relationship’ theme discussed how the relationship between the nurse and 

family was essential to dealing with cases of NAI.  This was the most discussed theme 

throughout all of the interviews, and the nurses explain how it is important to be able to remove 

personal emotions when dealing with child maltreatment.  Other nurses discussed trying to 

maintain professionalism with the family and being able to not let the situation affect their 

interactions with the family or their care for the child. The final theme ‘resources’ explains the 

different resources that nurses used to report and deal with NAI.  For nurses, their primary source 

was other nurses with similar experiences.  The nurses also discussed the importance of being 

properly educated on how to deal with cases of NAI. 

 The article concludes that for a nurse, dealing with a case of NAI is very emotionally 

taxing.  However, it is important for nurses to know how to properly handle these experiences, 

and understand what resources are available to them Through these interviews, the research 

found that many nurses go through similar experiences and feel the same hardships when dealing 

with NAI.  

Nursing Interventions 

 Along with being able to successfully detect and report signs of child maltreatment, it is 

important for nurses to understand how to handle situations of child maltreatment in the inpatient 

setting.  When dealing with child maltreatment, it can be difficult for nurses to know what to say 
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and how to respond.  Many nurses feel uncomfortable or scared to talk with families, or many 

not know what to do to help the situation.  These can also create barriers for nurses that prevent 

them from getting involved in situations of maltreatment.  The following articles discuss both 

effective and ineffective interventions and screening tools for nurses to use when interacting with 

children who face child maltreatment.   

Screening for Abuse 

 In this systematic review, McCrae and Brown (2018) discuss the effectiveness of various 

child maltreatment screening tools.  The study focused on screening tools meant for children 10 

years or younger, and used literature searches through Web of Sciences, dissertations, 

PsycINFO, and major national organizations to analyze.  Data search was performed in 2007 and 

2016, which resulted in 100 possible articles for review.  Articles that included specific screening 

for children under 10 years old were included, and tools that were made to screen for specific 

developmental concerns were excluded.  The study also included tools that screen for specific 

symptoms of child maltreatment that have the ability to be administered by child welfare 

workers.  The final review included 24 screening tools based on the specific inclusion and 

exclusion criteria.  

 The 24 instruments that were reviewed were grouped based on the age of the children 

screened and the measurement properties.  Ten screening tools were identified for very young 

children including infants, toddlers, and preschoolers.  Instruments in this category were found to 

be costlier than screening tools for older children and were designed to be completed by a parent 

or caregiver.  Seven screening tools were identified for young and school-aged children 

including toddlers through 16 years old.  All of the screening tools in this group displayed good 

consistency and had been tested over a longer period of time.  Six screening tools were identified 
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for school-aged children, including children aged five years or older.  McCrae and Brown (2018) 

provide a detailed analysis of each article reviewed, how much it cost, who performs the screen, 

what is screened for, and how effective the screening device is.  

 The study found that screenings for older children tend to be less effective as they screen 

for type of symptoms rather than range of concerns.  The study also found that most screening 

tools are filled out by parents even when children may be old enough to self-report.  Based on 

analysis, the most effective screening tools for very young children include the ASQ-SE, 

BITSEA, and the PKSBS-2 tools.  The most effective for school-age or older children include 

PSC and SDQ, ECBI and ISSC tools.  The study concludes that in order for a screening tool to 

be successful, child welfare worker’s need to be able to integrate the screening tool with their 

own theories and understanding of child maltreatment and mental health.  The study also found 

that child input is essential for the effectiveness of a screening tool.  

 In a pre-test/post-test study by Carson (2018), a quality improvement project aimed to 

implement an evidence-based child abuse screening program in a pediatric Emergency 

Department (ED).  The ED was part of a hospital in Tucson, Arizona.  This quality improvement 

project followed included implementation of a systematic screening protocol, a validated 

screening tool developed by Louwers et al. (2012), and a 20-minute educational session with ED 

health care providers (HCP). The educational session aimed to increase knowledge and 

confidence in recognizing and screening for child physical abuse.  A pre-test/post-test design was 

used to evaluate the effectiveness of the program.  After the comprehensive screening program 

was implemented, a survey was administered four months later to evaluate the effectiveness of 

the screening education program.  Nurses, physicians, and other HCP’s working in the ED were 
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asked to participate voluntarily in both the educational session pre-test/post-test and the final 

project survey. 

 First, each HCP received an in person 20-minute educational session on types of physical 

abuse and types of injuries that raise suspicion for abuse.  During this session they also received 

instructions on how to use the Escape Instrument, the steps in the systematic screening protocol, 

and how to document findings.  After this session, the systematic screening protocol was 

implemented in the ED and copies of the protocol were printed and displayed at the nurse’s 

station and in the provider documentation room.  Every ED HCP was also provided laminated 

copies of the Escape Instrument and the protocol to put on their badge.  

 To measure the success of the implementation of this protocol, the International 

Classification of Diseases, 9th and 10th edition diagnostic codes (ICD-9 and ICD-10) were used 

for HCP to input suspected and confirmed cases of physical abuse.  The ICD-10 codes were then 

recorded for 30 days before the implementation of the protocol, and for 30 days after the 

implementation of the screening program.  

 For the nurses specifically, their role in the protocol was to complete the Escape 

instrument for children under 18 years old and document their results as a nursing note.  If a 

child screened positive for the Escape instrument, they were to report the findings to either the 

physician or nurse practitioner on the floor.  

 The results indicated that there was a statistically significant increase in HCP knowledge 

on child physical abuse after the 20-minute educational session, where p <.001.  Similarly, HCP 

confidence about detecting and screening for child physical abuse significantly increased after 

the 20-minute educational session, where p<.001.  Other results found that 11 of the 14 HCP that 

participated in the screening program felt that it should be implemented across the hospital.  
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Important barriers that the participants noted about the screening protocol included: inadequate 

nurse training on screening for physical abuse, and delays in getting an abuse team consult.  

Overall, the study found that the screening protocol did help to facilitate child maltreatment 

screening and detection, and majority of the participants found the Escape Instrument to help 

facilitate accurate screening for possible child maltreatment.  The study explains how screening 

programs such as this can help facilitate knowledge and confidence for HCP to be more 

successful at detecting cases of physical abuse.  One limitation of this study was lack of access to 

ICD coding data due to a transition in the hospital’s electronic health record, which resulted in 

only 30 days of post-implementation data being available.  A strength of this study was the 

consistency in the data collection, that allowed for easy comparison between pre and post-test 

data collection.   

Preventing Maltreatment 

 In this scoping review by Lines, Grant, and Huttin (2018) the authors discuss the 

effectiveness of various child maltreatment interventions performed by nurses.  The review used 

Arksey and O’Malley’s framework for scoping reviews to guide their research through a 

database search of CINAHL, Medline, Scopus, and Web of Science.  Forty-one studies from 

seven countries were included in the review based on specific inclusion and exclusion criteria.  

 The study explored interventions including prevention and detection of abuse, 

interventions to mitigate the effects of abuse, post-natal home visits, parent’s education, and 

assessment following sexual abuse.  This study found that the most successful intervention that 

nurses can perform is preventing physical abuse and neglect.  This was achieved through in-

home visits and was the most effective with vulnerable families experiencing poverty, family 

violence, or young mothers.  Other effective interventions include parent education on topics 
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such as shaken baby syndrome, and sexual abuse education for females.  The study explains how 

nurses were more frequently involved with measure to prevent abuse than interventions with 

actual child maltreatment or suspected child maltreatment.  

 The study concludes that nurses most successfully intervene with child abuse through 

prevention.  This can include preventing abuse by working with parents and educating them on 

reducing the risks of abuse.  Educational interviews with parents proved to be the most effective 

in reducing risks of abuse.  Intervention and prevention were also found to be the most effective 

in nurses who recognized families with risk factors for abuse.  In order to provide appropriate 

prevention of abuse, nurses needed to be able to recognize risk factors and perform  

comprehensive assessments of both the children and the parents.  

Long Term Effects 

 When a child experiences prolonged abuse for an extended period of time, it can cause 

various long term affects.  However, research supports a link between early intervention and 

therapy, and less psychological effects in the long run (Melville, 2017).  The next two articles 

discuss both the psychological and physical affects that long term abuse can have on children.  

 In a longitudinal study by Melville (2017), children from ages 0-2 years are specifically 

examined for how early adverse childhood experiences (ACE) impact adult health later on in 

life.  The study specifically focuses on this age group because this group has the least amount of 

data and is at the highest risk of abuse.  The study used 18 waves of a Midwest cohort in the 

United States and the Longitudinal Studies on Child Abuse and Neglect (LONGSCAN) to 

analyze the data.  Two hundred and forty-five children under the age of two were recruited 

during 1992-1994.  Then, from 2009-2011, 138 children followed up with adult health when they 

were 18.  While the study assessed ACE scores and the effect on adult health, the study also 
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followed household dysfunction and assessed caregiver mental health, incarceration, substance 

abuse, and divorce, and how these factors affected children’s ACE scores.  

 The study defines an ACE as any adverse experience such as physical abuse, emotional 

abuse, and physical neglect (Melville, 2017, p. 209).  The ACE scores were measured through an 

instrument used by the child’s caregiver and through information from CPS.  To measure 

caregiver variables such as substance abuse and domestic violence, questionnaires, depression 

scales, criminal records, and personal surveys were all used to gather data.  The ACE scores 

were calculated on a scale of 0-6 and categorized into three groups: 0 ACEs, 1 ACE, 2 ACEs, 

and 3+ ACEs (Melville, 2017, p. 210).  Logistic regression was then used to identify a 

correlation between the ACE score and adult self-report.  

 The study found that 18% of the participants had experienced an early ACE score of 

three or more, with ACE scores being higher for females.  There was a significant correlation 

between a higher ACE score and caregiver mental illness, physical neglect, and caregiver 

substance abuse.  The study states that, “the findings from this study point to early childhood 

adversity as a critical point in the prevention of many long-term adult health outcomes” 

(Melville, 2017, p. 212).  The study also indicated that even ACE scores of 2 at such an early age 

can have lasting impacts on adults.  One strength of this study is the use of CPS reports to 

develop early ACE scores, as it provides more validity to the ACE.  One of the biggest 

limitations of this study was that it could not capture other adverse effects that happened after the 

age of two and how those could have an impact on adult health.  The study concludes that the 

findings can be used as a framework to help prevent early ACEs from occurring and prevent 

adult trauma from occurring later on in life.  
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 In this prospective cohort study, Young and Widom (2014) aimed to see if childhood 

maltreatment has long term implications on emotional processing abilities later on in adulthood.  

The study analyzed this objective through four hypotheses.  Data was obtained from adult 

criminal court records from families across midwestern metropolitan areas in the United States.  

The first hypothesis was, “Participants with a history of childhood maltreatment will be less 

accurate overall in recognizing affective pictures than controls, suggesting general deficits in 

processing emotional cues” (Young & Widom, 2014, p. 1371).  The second hypothesis was, 

“…victims of childhood physical abuse will be more accurate in recognizing negative images, 

but less accurate in recognizing positive and neutral images, than matched controls.” (Young & 

Widom, 2014, p. 1371).  The third hypothesis states, “As a result of impoverished social and 

emotional environments, it is predicted that neglected children will be less accurate in 

recognizing negative and positive images than controls.” (Young & Widom, 2014, p. 1371).  The 

fourth hypothesis states, “It is hypothesized that IQ, psychopathology, and psychopathy will each 

mediate the relationship between child abuse and neglect and emotion processing accuracy.” 

(Young & Widom, 2014, p. 1371). 

For this study, children from ages 0-11 years who had documented cases of physical 

abuse and neglect between the years 1967 and 1971 were compared with children of the same 

age who did not experience childhood physical abuse and neglect.  These two groups were 

classified as the ‘abuse/neglect’ group and the ‘control’ group.  There were 908 children in 

abuse/neglect group, and 667 children in the control group.  Children were matched based on 

similar race, age, and family social class.  Later in adulthood, children in both groups were asked 

to complete in home interviews where both the interviewer and the participants were blind to the 

study.  Of the original group, 1,196 of the children participated in the 1989-1995 interviews, 896 
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completed the 200-2002 interviews, 808 completed the 2003-2005 interviews, and 649 

completed the 2009-2012 interviews.  

To measure emotional information processing, the International Affective Picture System 

(IAPS) was used.  This uses different photos and images to depict positive, negative, and neutral 

content.  It has been used in other studies to test the processing of emotional stimuli (Young & 

Widom, 2014).  The participants were given the images on a computer screen and asked to recall 

which of the images they had seen before, after being shown the first set of images.   

A psychiatric assessment, The Diagnostic Interviews Schedule, was also administered in 

1989-1995 to test for generalized anxiety disorder (GAD), PTSD, major depressive disorder 

(MDD), and dysthymia.  Ordinary Least Squares regression model was used to analyze data 

between the cohorts.  

The results were consistent with the hypothesis, in that children who were physically 

abused or neglected were less accurate in being able to recognize reoccurring pictures, compared 

to the children who had not been abused.  This was statistically significant where p<.01. For 

children who were neglected specifically, they had an overall lower recognition than children 

who were physically abused.  The abuse/neglect group also had less accuracy in recognizing 

positive pictures compared to the control group.  For children who were physically abused or 

neglected, they were significantly more likely to develop MDD, dysthymia, PTSD, psychopathy, 

and a low IQ (p<.01) compared to the control group.  Overall, this study’s findings were 

consistent with all four hypotheses, and concludes that children who face childhood physical 

abuse and neglect are less likely to develop emotional information processing, and more likely to 

experience MDD, dysthymia, PTSD, and a lower IQ.  One important limitation of this study is 

that the records were obtained from court records, which means that the cases of abuse were 
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most likely the more extreme cases of abuse.  This means that the results may not be highly 

generalizable.  However, the large sample size and high response rate between cohorts 

strengthens the reliability of the data.  

Conclusion 

 After review of 10 research articles, many different barriers have been recognized that 

interfere with nurses being able to successfully detect and report child maltreatment. This 

includes lack of awareness of the prevalence of child maltreatment, lack of support, disinterest in 

getting involved with maltreatment cases, and lack of resources to cope with child maltreatment. 

When these barriers prevent nurses from either accurately assessing or reporting child 

maltreatment, it creates a missed opportunity for children to get help.  The research highlighted 

many of these barriers and showed that many nurses feel unequipped to effectively detect or 

report child maltreatment. This missed opportunity may mean that children are more likely to 

face mental health issues later on in their life. The research also showed that children who are 

continually abused are more likely to develop MDD, PTSD, and lower emotional processing 

(Young & Widom, 2014). Because of these long-term effects, it is essential that nurse understand 

the importance of being able to spot potential abuse and report it. More effective nurse detection 

and reporting could have the potential to prevent some of the long-term effects of child 

maltreatment. The next chapter will discuss evidence-based recommendations for overcoming 

these barriers in order to help nurses become more successful at detecting and reporting abuse. 

These best practice recommendations will aim to give nurses the resources and support they need 

in order to potentially prevent the long-term damage that results from untreated child 

maltreatment.   
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Chapter Three: Best Practice Recommendations 

After analysis of the above articles, the following best practice recommendations were 

created (See table 1).  These recommendations are geared towards improving the barriers that 

currently prevent nurses from effectively detecting and reporting child maltreatment in the 

inpatient setting.  These recommendations aim to provide nurses with the support and knowledge 

they need in order to effectively detect abuse and report it when necessary.  As a result, these 

recommendations can help nurses become more successful at getting children involved in early 

treatment for maltreatment in order to prevent future physical and psychological trauma. 

In the United States, nurses are mandated to report suspected signs of child maltreatment 

as a part of their job.  While the process involved in reporting may vary by state, every nurse is 

legally mandated to report child maltreatment.  Despite the fact that reporting is mandated, many 

nurses still do not report.  This is due to the fact that there are many barriers in the inpatient 

setting that prevent nurses from successfully detecting maltreatment.  This is evident by the 

difference in the number of children reported for maltreatment, and the number of medical 

professionals that report maltreatment.  In 2017, 7.5 million children were referred to CPS for 

child maltreatment (Child Welfare Information Gateway [CWIG], 2017).  However, 9.6 percent 

of the referrals to CPS were from medical personnel (CWIG, 2017).  The majority of referrals 

come from law enforcement and educated personnel.  Of the suspected 7.5 million children 

reported for abuse only 674,000 children were treated for maltreatment (CWIG, 2017).  

Therefore, there is a large disconnect between the number of children referred to CPS, the 

personnel who are reporting, and the children who are actually being treated for maltreatment.  

However, nurses have the ability to change these numbers by being able to contribute to more 

successful detection of maltreatment.  Because nurses have the knowledge and the environment 
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to be able to assess children, nurses can make a large impact on the ability to accurately assess 

children and get them involved in early intervention for maltreatment.  By identifying the 

barriers that prevent nurses from effectively assessing maltreatment, recommendations can be 

created to help nurses become more successful at detecting and reporting child maltreatment.  

The following best practice recommendations (see Table 1) discuss ways to overcome these 

barriers to help prevent the long term damage associated with child maltreatment. 
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Table 1 

Best Practice Recommendations for Overcoming Barriers to Detecting and Reporting Child 

Maltreatment 

 
Recommendation 

 
Rationale 

 
References 

Level of 
Evidence 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Nurses need 
formal training on 
how to effectively 
detect child 
maltreatment in 
order to encourage 
nurse reporting. 

 
Many nurses 
never receive 
formal training 
on how to 
properly detect 
maltreatment. 
 
 
 
Nurses are more 
successful at 
preventing child 
abuse when they 
are trained and 
supported.  
 
 
 
Nurses are less 
likely to report 
maltreatment if 
they have limited 
knowledge on 
the topic. 
 
 
 
 
Screening tools 
help nurses more 
effectively detect 
increased risk of 
maltreatment. 
 
 
 
 

 
Lavigne, J. L., Portwood, S. G., Warren-

Findlow, J., & Brunner Hubber, L. 
R. (2017). Pediatric inpatient 
nurses’ perception of child 
maltreatment. Journal of Pediatric 
Nursing, 34, 17-22. doi: 
http://dx.doi.org/10.1016/j.pedn.20
17.01.010. 

 
Lavigne, J. L., Portwood, S. G., Warren-

Findlow, J., & Brunner Hubber, L. 
R. (2017). Pediatric inpatient 
nurses’ perception of child 
maltreatment. Journal of Pediatric 
Nursing, 34, 17-22. doi: 
http://dx.doi.org/10.1016/j.pedn.20
17.01.010. 

Lee, S. & Kim, K. J. (2017). Factors that 
influence mandatory child abuse 
reporting attitudes of pediatric 
nurses in Korea. Journal of 
Forensic Nursing, 14(1), 31-41. 
doi: 
10.1097/JFN.0000000000000186.  

 
 
Carson, S. (2018). Implementation of a 

comprehensive program to improve 
child physical abuse screening and 
detection in the emergency 
department. Journal of Emergency 
Nursing, 44(6), 576- 581. 
https://doi.org/10.1016/j.jen.2018.0
4.003  

 
Level VI 
 
 
 
 
 
 
 
 
Level VI 
 
 
 
 
 
 
 
 
Level VI 
 
 
 
 
 
 
 
 
 
Level III 
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Formal 
education and 
systematic 
protocols help 
guide nurses to 
be more 
effective at 
detecting abuse. 
 

 
McCrae, J. S., & Brown, S. M. (2018). 

Systematic review of social-
emotional screening instruments for 
young children in child welfare. 
Research on Social Work Practice, 
28(7), 767-788. doi: 
10.1177/104973151668669. 

Carson, S. (2018). Implementation of a 
comprehensive program to 
improve child physical abuse 
screening and detection in the 
emergency department. Journal of 
Emergency Nursing, 44(6), 576- 
581. 
https://doi.org/10.1016/j.jen.2018.
04.003  

 

 
Level V 
 
 
 
 
 
 
 
Level III 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
Nurses need a 
clear 
understanding that 
their role is 
clinically 
significant in 
preventing future 
maltreatment for 
children.  
 

 
Early treatmet 
for abuse can 
prevent long 
term health 
outcomes in 
adult life. 
 
 
Children who are 
abused are 
significantly 
more likely to 
develop MDD, 
PTSD, and face 
deficits in 
emotion 
processing. 
 
Nurses most 
significant 
intervention is 
preventing 
maltreatment 
through 
educating and 

 
Melville, A. (2017). Adverse childhood 

experiences from ages 0-2 and 
young adult health: Implications for 
preventative screening and early 
intervention. Journal of Child 
Adolescent Trauma, 10, 207-215. 
doi: 10.1007/s40653-017-0161-0  

 
Young, J. C., & Widom, C. S. (2014). 

Long-term effects of child abuse 
and neglect on emotion processing 
in adulthood. Child Abuse & 
Neglect, 38, 1369-1381. 
http://dx.doi.org/10.1016/j.chiabu.2
014.03.008  

 
 
 
Lines, L., Grant, J., & Huttin, A. (2018). 

How do nurses keep children safe 
from abuse and neglect, and does it 
make a difference? A scoping 
review. Journal of Pediatric 
Nursing, 43, 75-84. 
https://doi.org/10.1016/j.pedn.2018.
07.010  

 
Level IV 
 
 
 
 
 
 
 
Level IV 
 
 
 
 
 
 
 
 
 
Level V  
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helping at risk 
families.   
 

 
 

 
 
 
 
 
 
 
 
Setting aside 
personal biases 
and perceptions of 
maltreatment can 
help nurses 
recognize more 
cases of abuse. 

 
Many 
discrepancies 
exist between 
what nurses 
perceive as 
normal behavior 
and what is 
clinically 
considered 
abuse. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Personal biases 
prevent effective 
nursing 
assessment. 
 

 
Ho, G. W. K., & Gross, D. A. (2015). 

Pediatric nurses’ differentiations 
between acceptable and 
unacceptable parent discipline 
behaviors: A Q-study. Journal of 
Pediatric Health Care, 29(3), 255-
264. 
http://dx.doi.org/10.1016/j.pedhc.20
14.12.004 

 

Lavigne, J. L., Portwood, S. G., Warren-
Findlow, J., & Brunner Hubber, L. 
R. (2017). Pediatric inpatient 
nurses’ perception of child 
maltreatment. Journal of Pediatric 
Nursing, 34, 17-22. doi: 
http://dx.doi.org/10.1016/j.pedn.20
17.01.010. 

 
 
 
Ho, G. W. K., & Gross, D. A. (2015). 

Pediatric nurses’ differentiations 
between acceptable and 
unacceptable parent discipline 
behaviors: A Q-study. Journal of 
Pediatric Health Care, 29(3), 255-
264. 
http://dx.doi.org/10.1016/j.pedhc.20
14.12.004 

 

 
Level VI 
 
 
 
 
 
 
 
 
 
 
Level VI 
 
 
 
 
 
 
 
 
 
 
 
Level VI 

 
 
 
 
 
 
 
 
 

 
Nurses that feel 
undervalued are 
less likely to 
report cases of 
abuse 
 
 
 

 
Einboden, R., Rudge, T., & Varcoe, C. 

(2019). Beyond and around 
mandatory reporting in nursing 
practice: Interrupting a series of 
deferrals. Nursing Inquiry, 26, 1-
12, 
https://doi.org/10.1111/nin.12285   

 

 
Level VI 
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A safe and 
supportive 
environment 
encourages nurses 
to report more 
frequently. 

Nurses feel that 
the power 
structure 
between doctors 
and social 
workers prevents 
them from 
reporting abuse. 
 
Nurses report 
lack of support 
from fellow 
colleagues when 
they have report 
in the past. 
 
 
 
Nurses are able 
to more 
successfully 
prevent child 
abuse when they 
are supported. 

Einboden, R., Rudge, T., & Varcoe, C. 
(2019). Beyond and around 
mandatory reporting in nursing 
practice: Interrupting a series of 
deferrals. Nursing Inquiry, 26, 1-
12, 
https://doi.org/10.1111/nin.12285  

 

Lavigne, J. L., Portwood, S. G., Warren-
Findlow, J., & Brunner Hubber, L. 
R. (2017). Pediatric inpatient 
nurses’ perception of child 
maltreatment. Journal of Pediatric 
Nursing, 34, 17-22. doi: 
http://dx.doi.org/10.1016/j.pedn.20
17.01.010. 

 
Lavigne, J. L., Portwood, S. G., Warren-

Findlow, J., & Brunner Hubber, L. 
R. (2017). Pediatric inpatient 
nurses’ perception of child 
maltreatment. Journal of Pediatric 
Nursing, 34, 17-22. doi: 
http://dx.doi.org/10.1016/j.pedn.20
17.01.010. 

 

Level VI 
 
 
 
 
 
 
 
 
Level VI 
 
 
 
 
 
 
 
 
Level VI 

 
 
 
 
 
A clear 
understanding of 
hospital policies 
and state and 
federal laws 
encourages nurses 
to report more. 

 
Nurses that fear 
getting caught in 
a lawsuit are less 
likely to report. 
 
 
 
 
 
Many nurses 
admit to being 
unfamiliar with 
the laws 
regarding 
reporting child 
abuse. 
 
 

 
Lavigne, J. L., Portwood, S. G., Warren-

Findlow, J., & Brunner Hubber, L. 
R. (2017). Pediatric inpatient 
nurses’ perception of child 
maltreatment. Journal of Pediatric 
Nursing, 34, 17-22. doi: 
http://dx.doi.org/10.1016/j.pedn.20
17.01.010. 

 
Lavigne, J. L., Portwood, S. G., Warren-

Findlow, J., & Brunner Hubber, L. 
R. (2017). Pediatric inpatient 
nurses’ perception of child 
maltreatment. Journal of Pediatric 
Nursing, 34, 17-22. doi: 
http://dx.doi.org/10.1016/j.pedn.20
17.01.010. 

 
Level VI 
 
 
 
 
 
 
 
 
Level VI 
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Providing nurses 
with outlets to 
cope with the 
emotional trauma 
of abuse helps 
them to detect and 
report more.  

 
Handling child 
abuse in the 
clinical setting 
can cause 
emotional 
distress in the 
nurse’s personal 
life. 
 
The emotional 
distress of 
handling child 
maltreatment 
prevents some 
nurses from 
getting involved. 

 
Barrett, E., Denieffe, S., Bergin, M., & 

Gooney, M. (2016). An exploration 
of pediatric nurses’ views of caring 
for infants who have suffered non-
accidental trauma. Journal of 
Clinical Nursing, 26, 274-2285. 
Doi: 10.1111/jocn.13439  

 
 
 
Barrett, E., Denieffe, S., Bergin, M., & 

Gooney, M. (2016). An exploration 
of pediatric nurses’ views of caring 
for infants who have suffered non-
accidental trauma. Journal of 
Clinical Nursing, 26, 274-2285. 
Doi: 10.1111/jocn.13439  

 

 
Level VI 
 
 
 
 
 
 
 
 
 
Level VI 

 

Summary of Best Practice Recommendations 

 Child maltreatment has become an issue in the U.S. that affects hundreds of thousands of 

children each year.  When child maltreatment continues to go undetected by healthcare workers 

and others, children are at more risk for developing psychologic trauma and physical abuse in the 

future.  Therefore, trying to detect child maltreatment at a young age is the best indicator for a 

child’s future mental and physical wellbeing (Melville, 2017).  

 Many children come through the hospital that are brought in for reasons other than abuse.  

For instance, children may be in the hospital for an unrelated illness or may be in the hospital if 

one of their caregivers is in the hospital.  Although pediatric nurses deal with children every day, 

any type of nurse may come across a child that is facing maltreatment.  Because of this, it is 

essential that every nurse has a clear understanding of how to detect the signs of maltreatment 

and report them when necessary.  While there are specialized nurses and physicians who can 
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intervene and detect signs of abuse, if all types of nurses can more effectively get involved with 

child maltreatment, a significant impact can be made in the percentage of children who receive 

early treatment for abuse.  

 For children that are routinely abused and neglected, they may not have many 

opportunities to properly be assessed and screened.  The inpatient setting allows children to be 

assessed for maltreatment by more thoroughly and for longer periods of time.  This unique 

ability to perform a thorough assessment and background check on children in an environment 

where it is acceptable is the key to nurses being able to make an impact.  Because of this, it is 

essential that all types of nurses working in an inpatient setting know how to effectively detect 

and assess children for possible signs of maltreatment.  The proposed best practice 

recommendations provide ways to improve the barriers that currently prevent nurses from 

effectively detecting and reporting abuse.  In return, these best practice recommendations can be 

used to create a hospital based educational module for nurses, that reduces these barriers in the 

inpatient setting.  The proposed implementation of these best practices would involve the 

creation of a mandatory training seminar for nurses in order to receive the knowledge and 

support they need to more effectively detect and report maltreatment.  In chapter four, 

implementation and evaluation of this hospital based educational model will be discussed.  
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Chapter Four: Plan for Implementation and Evaluation 

 The three previous chapters have analyzed and discussed the barriers surrounding 

detecting and reporting child maltreatment in the inpatient setting.  Based on key findings from 

various research articles, best practice recommendations were created on how to improve the 

barriers surrounding detecting and reporting child maltreatment.  This chapter will discuss how 

these best practice recommendations can be implemented in the hospital setting.  For the sake of 

this thesis, one hypothetical hospital will be the focus for implementation.  However, certain 

aspects will be taken into consideration if the educational module was to be implemented across 

different hospitals.  The evidence based Stetler Model will be used as a framework to guide the 

implementation of these best practice recommendations.  

The Stetler Model 

The Stetler Model is an evidence-based model that uses critical-thinking and decision-

making in the application of research findings to new practices in healthcare (Stetler, 2001).  It 

consists of five phases, which include preparation, validation, comparative evaluation/decision 

making, translation/application, and evaluation (Stetler, 2001).  These phases can be identified in 

Figure 1 below.  The previous chapters have addressed the first three phases of the Stetler 

Model: preparation, validation, and comparative evaluation/decision making.  This chapter will 

focus on phases IV and V of the Stetler Model in order to guide the implementation of the best 

practice recommendations into an educational module for nurses to use. 

The first part of the Stetler Model includes a diagram of each phase, which can be seen in 

Figure 1. Specific details for each phase are broken down in part two of the model, which can be 

seen in Figure 2. The next part of this thesis will apply part one and two of the Stetler Model to 

this thesis’ specific evidence-based recommendations. 
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Figure 1. Stetler Model, Part I: Steps of Research Utilization to Facilitate EBP (Stetler, 2001). 
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Figure 2. Stetler Model, Part II: Additional, per phase details (Stetler, 2001). 
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Phase IV: Translation/Application 

A. To implement the best practice recommendations, a cognitive, direct method of 

application will be used to target change at an organizational level.  According to Stetler 

(2001), a cognitive approach aims to increase awareness and change an individual’s 

personal way of thinking.  A direct approach includes policy changes, protocol, or 

procedures to implement change at the level of a whole organization (Stetler, 2001).  

Applying these concepts, I will create the template for the educational module based off 

of my best practice recommendations.  I will then introduce the template module to the 

Nursing Supervisor at the hospital in order to receive input and formalize a final module 

for implication.  Together we will then work with computer technicians to transfer the 

educational module into a functioning interactive online platform.  The goal of the 

educational module will be to increase individual nurse awareness on child abuse 

reporting and detection in order create a larger change throughout the whole hospital.  

The educational module will be a requirement as part of the hospital’s orientation process 

for newly hired nurses, which enables nurses of all specialties to receive training. The 

educational module will be a direct instrument in the implementation of the best practice 

recommendations and will instill cognitive change in both nurse awareness and 

organizational thinking. While this thesis is targeting one specific hospital for 

implication, the goal would be for this process to be replicated at other hospitals based on 

their individual protocols and regulations.  

B. Following the ‘USE’ format of the Stetler Model, the educational module will be 

implemented in order to apply the best practice recommendations to the hospital setting.  

This module will consist of four sections that each address the six different Best Practice 
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Recommendations.  A template for this educational module can be seen in Table 2.  

When implementing this educational module, the goal will be for hospitals to require all 

new nurses to complete the online educational module as part of their orientation to the 

hospital.  The module can be completed by new nurses at home on a personal computer 

and takes an estimated 78 minutes to complete.  For nurses that may not have access to 

internet or computers at home, they can have the option to complete it at the hospital.  

The module will be accessible through the hospital’s online database that allows 

employees to upload information and complete other tasks.  Therefore, nurses will be 

able to access the module through the hospital’s route for employee information, and the 

online database that they already use to complete other mandatory hospital modules.  As 

for completing the module, nurses will be financially compensated for the time it takes 

them to complete the educational module.  This will be in accordance with their 

contracted salary and their payment for the new hire orientation.  Further funding for 

completing the module would need to be discussed with nurse managers and the house 

supervisor for the hospital.  Further funding for this module would need to be discussed 

with the director of the hospital.  The cost of utilizing computers, technology, and the 

time it takes to create a functioning online module would all need to be taken into 

consideration.  Additionally, the time it takes for nurses to complete the module may 

vary, which may affect how much each nurse is paid.  Following the Stetler Model for 

application, a pilot study is required before full implementation.  Therefore, a pilot study 

will be done with a small group of nurses to test the functionality of the online module.  

These participants will be chosen from nurses at the hospital who volunteer to be a part of 

the study.  The participants will also be paid for their time in the pilot study.  During the 
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pilot study, the nurses will see if the online module works, if it is easy to navigate, how 

difficult it is to complete, and if they face any other complications while completing it.  

As part of the pilot study they will take the whole course including the pre-test and post-

test.  Therefore, we will be able to see if the nurse’s post-test results are higher than the 

pre-test results, indicating that the educational module is effective in increasing nurse 

knowledge of child maltreatment.  After the pilot study, any changes that need to be 

made will be made before full implementation at the hospital.  

Phase V: Evaluation 

 The next phase of the Stetler model involves creating a goal for each ‘USE’ from part B 

of phase IV.  The goal of the educational module is to increase nurse awareness and education 

regarding detecting and reporting child maltreatment at their specific hospital.  After completing 

the educational module, a nurse should feel more confident in detecting the signs of child 

maltreatment, should know who to report suspected abuse to and when, and should feel more 

confident in their knowledge of child maltreatment.  When a nurse meets these goals, they 

should then be able to more effectively spot child maltreatment on their unit and report it when 

necessary.  The overarching goal with this module is to increase nurse knowledge and awareness 

of detecting and reporting child abuse on their unit, in order to get children earlier help for 

potential maltreatment.  

 Formal evaluation of these goals will be achieved through the pre-test and post-test that is 

included in the educational module.  Nurses will be required to achieve a score of 85% or greater 

on the post-test, which shows an above average level of understanding of the topic.  Nurses will 

then need to generate the certificate and send it to their unit manager as a way to demonstrate 

completion of the module.  This is to ensure that every nurse has been exposed to the 
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information.  Overall evaluation of this education module will be assessed by the cases of child 

maltreatment that are detected and reported throughout the hospital.  If more cases of child 

maltreatment are detected and reported following the implementation of the educational module, 

then a conclusion about the effectiveness of the module can be made.  This also includes 

evaluation of the educational module as a part of routine practice at the hospital.  If the 

educational module is deemed to be effective, then it can be implemented as a permanent 

practice for the hospital.  

Implementing an Educational Module for Hospital Orientation 

Table 2 

Standardized Module Template 

Section Content Estimated Time to 
be Completed  

Best Practice 
Recommendation 
Addressed  
 

Introduction How to navigate the 

module, instructions 

on reading all of the 

content.  

 

3 minutes N/A 

Pre-test 10 questions 

 

15 minutes N/A 

Background Slide 1: Prevalence in 

the U.S 

 

Slide 2-3: Types of 

Abuse 

 

Slide 4-5: Risk 

Factors  

 

10 minutes 1. Nurses need formal 

training on how to 

effectively detect 

child maltreatment in 

order to encourage 

nurse reporting. 

Nursing Assessment  Slide 6-7: Detecting 

Abuse in the Clinical 

Setting (how abuse 

presents in the 

clinical setting, what 

to look for) 

15 minutes 1. Nurses need formal 

training on how to 

effectively detect 

child maltreatment in 

order to encourage 

nurse reporting. 
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Slide 8: Screening 

Tools to Aid 

Assessment 

 

Slide 9: 

Understanding how 

Bias Affects 

Assessment 

  

 

3. Setting aside 

personal biases and 

perceptions of 

maltreatment can 

help nurses recognize 

more cases of abuse. 

Reporting 

Maltreatment 

Slide 10: Legally 

Mandated 

 

Slide 11-12: *State 

specific reporting 

laws, Hospital 

specific reporting 

protocols 
 
Slide 13-14: *Who to 

Report to and When 
 

Slide 15: Why 

Reporting is Essential 

 

15 minutes  2. Nurses need a clear 

understanding that 

their role is clinically 

significant in 

preventing future 

maltreatment for 

children. 

 

5. A clear 

understanding of 

hospital policies and 

state and federal laws 

encourages nurses to 

report more. 

Supporting One 

Another  

Slide 16: *Hospital 

and State Resources 

for coping with 

emotional stress 
 
Slide 17: Supporting 

other coworkers  

 

Slide 18: Why you 

make a difference  

5 minutes 2. Nurses need a clear 

understanding that 

their role is clinically 

significant in 

preventing future 

maltreatment for 

children.  

 

4. A safe and 

supportive 

environment 

encourages nurses to 

report more 

frequently. 

 

6. Providing nurses 

with outlets to cope 

with the emotional 

trauma of abuse helps 

them to detect and 

report more. 
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Post Test Same 10 questions 

from Pre-test  

 

85% needed to pass 

the module. 

 

15 minutes  N/A 

Certificate of 

Completion  

After completing the 

pre-test, modules, and 

post-test with an 

85%, a certificate of 

completion will be 

generated. Certificate 

includes the nurse’s 

name, their post-test 

score, and the date of 

completion. 

Certificate will be 

emailed to the 

recipient. 

 

Total Estimated 

completion time: 78 

minutes 

N/A 

*These sections will vary based on each hospital’s specific policies if the module is to be 

replicated at other hospitals 

 

Conclusion 

 Ineffective reporting and detection of potential child maltreatment from nurses is a 

current issue that the United States faces.  As stated previously, in 2018 there were nearly 4.3 

million referrals for child maltreatment made to CPS (Children’s Bureau, 2018).  Nurses play a 

critical role in their ability to effectively detect and report child maltreatment in the inpatient 

setting.  With that comes the need for nurses to be properly educated and supported on the topic, 

so that they can be more effective at detecting and reporting potential cases of maltreatment 

when they see it.  If not, missed opportunities may occur where children do not receive 

treatment, which may also put them at a higher chance of continuing to be abused.  In order to 
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look at this issue more closely, 10 articles were chosen for review on the topic.  After review of 

the 10 articles, six best practice recommendations were created in order to help address the 

barriers and issues that currently prevent nurses from being able to effectively detect and report 

child maltreatment in the inpatient setting.  These best practice recommendations were then used 

to guide the implementation of an educational module for nurses to take during hospital 

orientation.  This educational module uses the six best practice recommendations to educate 

nurses on what child maltreatment is, how it appears in the clinical setting, who and when to 

report maltreatment, and how they can be supported throughout this process.  This educational 

module aims to address the barriers that currently prevent nurses from effectively reporting and 

detecting abuse by using research findings and evidence-based recommendations.  In conclusion, 

this thesis could have the potential to increase support, education and awareness for nurses 

dealing with child maltreatment in the inpatient setting in order to overcome the barriers that 

may currently stand in their way.  In return, thousands of children may have the opportunity to 

potentially receive treatment for maltreatment and lessen the long-term damage that results from 

child maltreatment.  
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Appendix A: Table of Findings 

Author(s) and 

Date 

Questions, 

Variables, 

Objectives, 

Hypothesis 

Design, Sample, 

Setting 

Findings Notes 

Lines, L., Grant, 

J., & Hutton, A. 

(2018). 

This study 

analyzed the 

effectiveness of 

nursing 

interventions at 

protecting abused 

children, in order 

to identify which 

interventions 

were the most 

successful for 

future practice. It 

also explored the 

extent of child 

protection 

performed.  

This study is a 

scoping review. It 

used electronic 

databases such as 

CINAHL, 

Medline, Scopus, 

Web of science to 

find articles.  

All types of 

nurses were 

examined.  

41 studies from 7 

different 

countries were 

used to analyze 

child abuse and 

neglect 

specifically. 

The most 

effective 

intervention to 

keep children 

safe preventing 

abuse. Other 

effective 

interventions 

include 

detecting abuse, 

post-natal home 

visiting, 

parental 

education, and 

assessment 

following 

abuse. It is 

unclear whether 

nurses make an 

impact on direct 

measures of 

abuse. Nurses 

keep children 

safe through a 

variety of 

interventions 

most 

prominently 

including 

prevention and 

detection.  

This study was 

guided by 

Arksey and 

O’Malley’s 

framework.  

Important 

limitation: 

nurse 

education, 

some nurses 

more educated 

than others 

Ho, G.W. K., & 

Gross, D. A. 

(2015). 

This study 

examined 

inpatient pediatric 

nurses’ 

perception of 

acceptable and 

unacceptable 

parental 

discipline in 

This study is a 

descriptive cross-

sectional design. 

Convenience 

sampling was 

used to gain 48 

pediatric 

participants. Q 

methodology was 

Nurses varied 

on how they 

viewed physical 

force as 

discipline, 

which led to 

discrepancies 

with reporting 

child abuse. 

Nurses needed 

at least 2 years 

of pediatric 

experience to 

be chosen.  

Majority were 

white female 

nurses. Only 

26 nurses 
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order to 

understand what 

motivates nurses 

to report potential 

child 

maltreatment. 

used for 

participants to 

analyze 71 

statements related 

to child abuse. 

FlashQ was used 

to organize 

statements from 

“most 

unacceptable” to 

“most 

acceptable.” 

Nurses sorted the 

Q set based on 

what they 

perceive as 

mandated report. 

Responses were 

analyzed by 

dividing common 

Reponses as 

factor 1 and the 

more unaccepted 

responses ad 

factor 2 and then 

comparing the 

responses. This 

was done at John 

Hopkins Hospital 

in the United 

States.  

There was 

significant 

difference in 

how nurses 

view hitting as 

an unacceptable 

form of 

punishment, 

and viewing 

physical harm 

as unacceptable. 

The two distinct 

viewpoints 

between factors 

1 and 2 created 

room for 

discrepancy 

among 

reporting abuse.    

reported 

formal child 

maltreatment 

training 

McCrae, J. S., & 

Brown, S. M. 

(2018). 

This study aimed 

to evaluate the 

psychometric 

properties of 

screening 

instruments 

designed for 

children ages 10 

and younger. It 

evaluated the 

effectiveness of 

screening tools 

and how they 

could be 

This study is a 

systematic 

review. Articles 

were found 

through literature 

searches of Web 

of science, 

dissertation 

abstracts, 

PsycINFO, 

websites of major 

national 

organizations, 

and review of 

Mental 

Any screening 

tool alone is not 

sufficient 

enough to 

successfully 

identify child 

abuse. Many 

tools were 

completed by 

parents, or not 

tested on 

representative 

sample. The 

most effective 

tools include 

Inclusion 

criteria: met 

age range 

criteria, tolls 

designed as a 

screen and not 

an assessment, 

screens for 

symptoms, and 

includes 

psychometric 

testing in US 

populations. In 

order for 

screening tools 
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implemented in 

hospitals.  

The variables 

used to determine 

effectiveness 

were reliability 

and validity.  

Measurements 

Yearbook. The 

key terms, ‘child 

mental health 

screening’, 

‘screening and 

child welfare’, 

‘social and 

emotional 

screening’, 

‘screening tool’ 

were used to find 

articles. 

24 instruments 

were reviewed 

for the study. 

Studies were 

limited to the 

United States.  

ASQ-SE, 

BITSEA and 

PKBS-2 for 

young children. 

The most 

effective tools 

for school-aged 

and older 

children include 

PSC and SDQ. 

The most 

effective tools 

to identify 

depressive 

symptoms 

include ECBI 

and ISSC.  

to be effective, 

they need to be 

coupled with 

educated 

health care 

professionals. 

Melville, A. 

(2017). 

This study 

examined the 

independent and 

cumulative 

contribution of 

various childhood 

adversities from 

age 0-2 on adult 

health. Variables: 

early childhood 

ACE scores and 

adult health 

outcomes.  

This is a 

longitudinal study 

that used logistic 

regression 

models. 245 

children under 2 

were recruited 

from 1992-1994, 

and 138 of these 

children followed 

up at age 18 from 

2009-2011. Data 

was taken from 

children across 

the Midwest in 

the United States.  

Exposure to 

ACE were 

higher for 

females and 

African 

Americans. 

44% of people 

in the study had 

experienced 2 

or more ACE’s 

by age 2. The 

most common 

type of 

household 

dysfunction 

included 

exposure to 

domestic 

violence, 

caregiver 

mental illness, 

substance 

abuse. Early 

childhood ACE 

predicted health 

concerns as an 

adult. ACE 

Used 

LONGSCAN 

data set 

Looked at 5 

national data 

collection sites 

from NCAAN. 

Past studies 

found that 

ACE scores of 

4 or more have 

been 

associated with 

increased risk 

factors in 

adulthood, but 

this study 

found that 2 or 

more within 

early 

childhood can 

also be 

detrimental.  
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scores of 4 or 

more have been 

associated with 

increased risk 

factors in 

adulthood.  

Findings 

suggest that 

ACE prevention 

can lead to 

better health 

outcomes for 

adults.  

Barrett, E., 

Denieffe, S., 

Bergin, M., & 

Gooney, M. 

(2016). 

This study 

reviewed 

inpatient pediatric 

nurse’s views of 

caring for small 

infants that have 

suffered non 

accidental injury 

(physical abuse).  

This study 

focuses on 

children 2 years 

or younger that 

have experienced 

physical abuse. 

The is a 

qualitative study 

that used semi-

structured 

interviews. 

Purposive 

sampling was 

used with 10 

pediatric nurses. 

Men and women 

with at least 2 

years of pediatric 

experience were 

chosen. The study 

took place in a 

pediatric unit in 

Ireland.   

Four main 

themes were 

established 

from the 

interviews: 

‘Personal 

impact’, 

‘Professional 

roles’, ‘Nurse-

client 

relationships’, 

and 

‘Resources’. 

Findings 

include that 

dealing with 

physical abuse 

is emotionally 

traumatic for 

pediatric nurses. 

Other findings 

state that nurses 

find many 

difficulties 

communicating 

with parents 

that hinder an 

assessment.  

Sample size 

was achieved 

through letters 

of request to 

the hospitals.  

Each interview 

ranged from 

24-49 minutes 

and was 

conducted over 

an 8 month 

period.  

The semi-

structured 

interviews 

aimed to 

reduce the risk 

of lack of 

depth and 

clarity on the 

subject.  

The findings 

of this study 

support the 

findings of 

Rowse (2009) 

and Nayda 

(2004).  

Lavigne, J. L., 

Portwood, S. G., 

Warren-Findlow, 

J., & Brunner 

This study 

examined 

inpatient pediatric 

nurses’ 

perceptions about 

This was a cross 

sectional survey. 

The survey 

consisted of an 

online 

41.25% of the 

nurses surveyed 

said that they 

did not receive 

adequate 

Approval from 

the 

Institutional 

Review Board 

was obtained 
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Hubber, L. R. 

(2017). 

child 

maltreatment 

(abuse and 

neglect). 

questionnaire that 

could be 

completed in 10-

25 minutes. The 

survey consisted 

of yes or no 

questions and 

was broken into 3 

sections.  

80 inpatient 

pediatric nurses 

were recruited 

and asked to fill 

out an online 

survey. The 

survey took place 

at a children’s 

hospital in 

Southeastern 

United States. 

Nurses from 

pediatric 

rehabilitation, 

pediatric 

intensive care 

unit, neonatal 

intensive care 

unit, and 4 

inpatient 

medical/surgical 

units were 

included in the 

survey.  

training or had 

never received 

formal training 

on child 

maltreatment 

identification. 

40% of nurses 

stated they were 

unfamiliar with 

the laws 

surrounding 

mandated 

reporting.  

for the study. 

The response 

rate of the 

initial 

recruiting 

email was 

25.5% 

QuestionPro 

we-based 

software was 

used to 

conduct the 

surveys.  
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Lee, S. & Kim, 

K. J. (2017). 

This study aimed 

to identify 

inpatient pediatric 

nurses’ 

knowledge and 

awareness of 

child abuse 

(physical abuse) 

reporting and 

factors that 

influence 

attitudes towards 

mandatory 

reporting. The 

aim was to 

identify the 

extent of a 

nurse’s 

knowledge of 

child abuse, their 

awareness of 

reporting, and 

how these factors 

affected their 

attitudes about 

mandatory 

reporting.  

The variables 

measured 

include: ‘personal 

characteristics’, 

‘knowledge of 

child abuse’, 

‘awareness of 

child abuse 

reporting’, 

‘attitudes towards 

mandated 

reporting’, and 

‘professionalism’.  

The study design 

was a descriptive 

cross-sectional 

survey with self-

administered 

questionnaires. 

Convenience 

sampling was 

used to obtain 

116 pediatric 

nurses working at 

two different 

university 

hospitals. The 

study took place 

in Korea. 

 

To measure 

‘knowledge of 

child abuse’ an 

index of 30 items 

was used based 

off of previous 

studies. 

 

To measure 

‘awareness of the 

child abuse 

reporting’, 5 

items related to 

reporting were 

used following 

the Feng (2003) 

outline. 

 

To measure 

‘attitudes towards 

mandatory 

reporting’, 12 

statements were 

created based off 

of previous 

research from 

(Lee 2015; Yang, 

2015). 

 

Knowledge, 

awareness, and 

reporting were 

all statistically 

low. Attitudes 

towards 

reporting 

strongly 

correlated with 

the nurse’s 

professionalism. 

The influences 

of nursing 

autonomy and 

intention to 

report affected 

attitude 

significantly.  

About 56% of 

respondents had 

received 

education on 

child abuse, but 

82.8% had no 

experience in 

detecting child 

abuse. 96.6% 

had no 

experience 

reporting child 

abuse. 45.1% 

reported 

difficulty 

reporting when 

the evidence 

seemed unclear. 

Nurses in the 

pediatric 

emergency 

room reported 

less knowledge 

on child abuse 

than any other 

department, 

where p=.017. 

There was a 

Pearson 

correlation 

coefficients 

and 

hierarchical 

regression 

analysis was 

used for data 

analysis.  

The 

questionnaire 

was created 

based off of 

relevant 

research and 

the Validity 

Index that was 

calculated off 

of Lynn 

(1986). 
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To measure 

‘professionalism’, 

an index of 18 

statements was 

created based off 

of work from 

Han, Kim, and 

Yun (2008).  

statistically 

significant 

difference in the 

extent of 

awareness of 

child abuse 

reporting based 

on educational 

attainment 

where p=.023. 

Nurses who 

reported child 

abuse training 

had a higher 

average 

awareness of 

child abuse 

reporting where 

p=.001.  

Einboden, R., 

Rudge, T., & 

Varcoe, C. 

(2019). 

This study 

analyzed nursing 

responses to child 

neglect and 

physical (CN&A) 

abuse by looking 

at how nurses 

prevent CN&A in 

their practice.  

This study is a 

discursive 

analysis. 

Fairclough’s 

2009 dialectical-

relationship 

critical discursive 

analysis 

(DRCDA) was 

used to examine 

the responses. 

Texts were 

assembled from 

interviews with 

21 Registered 

nurses. The study 

took place in 

Sydney, 

Australia.  

The nursing 

process of 

assessing for 

CN&N is 

complex. 

Nurses stated a 

need to respond 

earlier to abuse 

but felt they did 

not have 

enough support 

to do so. Nurse 

concerns were 

routinely 

dismissed 

unless the 

situation was 

severe. Nurses 

felt that they 

were asked to 

watch and wait 

instead of being 

supported to 

report.  

Nurses are 

rarely treated 

with respect of 

having 

knowledge and 

experience. 

When nurses 

feel more 

supported, 

they are more 

effective at 

preventing 

abuse.  The 

Ministry of 

Child and 

Family 

Development 

are required to 

initiate an 

investigation 

based off a 

nurse’s report.  
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Carson, S. 

(2018). 

This study aimed 

to see if the 

implementation 

of a screening 

protocol helped 

HCP in a 

pediatric ED feel 

more confident at 

screening for 

child physical 

abuse.  

Pre-test/post-test 

design. 

14 HCP in an ED 

in Tucson 

Arizona. 20 

minute in person 

education session 

before 

implementation 

of the protocol. 

30 days of 

screening 

program. 4 

months follow up 

survey after 

implementation 

of screening 

program.  

Used 

International 

Classification of 

Diseases, 9th and 

10th edition 

diagnostic codes 

to analyze data 30 

days before 

implementation 

and 30 days after 

implementation.  

Statistically 

significant 

increase in HCP 

knowledge of 

child abuse. 

Majority of 

participants felt 

the screening 

program should 

be implemented 

across te 

hospital. The 

screening 

protocol 

significantly 

helped facilitate 

child abuse 

screening in the 

ED. The Escape 

instrument 

should be 

implemented to 

help guide 

screening for 

physical abuse.  

P <.01 

The protocol 

guides nurses 

to use the 

Escape 

instrument to 

identify 

potential cases 

of abuse to 

report to the 

MD or NP. 

From there, the 

provider 

performs an 

exam to decide 

if the child 

may be 

abused. If the 

assessment is 

relevant, then 

the physician 

documents the 

findings, 

ensures the 

child’s safety, 

and contacts a 

social worker.  
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Young & 

Widom, (2014). 

Hypotheses: 

1. Participants 

with a history of 

childhood 

maltreatment will 

be less accurate 

overall in 

recognizing 

affective pictures 

than controls, 

suggesting 

general deficits in 

processing 

emotional cues 

2. Victims of 

childhood 

physical abuse 

will be more 

accurate in 

recognizing 

negative images, 

but less accurate 

in recognizing 

positive and 

neutral images, 

than matched 

controls. 

3. As a result of 

impoverished 

social and 

emotional 

environments, it 

is predicted that 

neglected 

children will be 

less accurate in 

recognizing 

negative and 

positive images 

than controls 

4. It is 

hypothesized that 

IQ, 

psychopathology, 

and psychopathy 

will each mediate 

908 children in 

the abuse/neglect 

group. 667 

children in the 

original control 

group. 

 

Data taken from 

court cases filed 

from 1967-1971. 

Interviews 

conducted in 

1989-1995, 200-

2002, 2003-2005, 

and 2009-2012.  

Results matched 

the hypotheses.  

Abuse/neglect 

group 

significantly 

more likely to 

develop MDD, 

dysthymia, 

PTSD, 

psychopathy, 

and a low IQ. 

Children who 

face childhood 

physical abuse 

and neglect are 

less likely to 

obtain 

emotional 

information 

processing. 

Abuse/neglect 

group 

significantly 

more likely to 

recognize 

reoccurring 

pictures 

compared to 

control.  For 

children who 

were neglected 

specifically, 

they had an 

overall lower 

recognition than 

children who 

were physically 

abused 

the 

International 

Affective 

Picture System 

(IAPS) used to 

measure 

emotional 

information 

processing 

 

The Diagnostic 

Interviews 

Schedule used 

to measure 

MDD, PTSD, 

GAD, 

dysthymia, and 

IQ 

 

P<.01 
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the relationship 

between child 

abuse and neglect 

and emotion 

processing 

accuracy 

 

Variables: 

abuse/neglect 

group and the 

control group 

 

The aim of this 

study was to 

identify if early 

childhood 

physical abuse 

and neglect 

played a role in 

decreased 

emotional 

processing in 

adult life.  
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Appendix B: Levels of Evidence 

Level of Evidence Description 

Level I 

Evidence from a systematic review or meta-

analysis of all relevant randomized controlled 

trials (RCTs), or evidence based clinical 

practice guidelines based on systematic 

reviews of RCTs 

Level II 
Evidence obtained from at least one well-

designed RCT 

 

Level III 

Evidence obtained from well-designed 

controlled trials without randomization (quasi-

experimental) 

Level IV 
Evidence from well-designed case-control and 

cohort studies (studies of prognosis) 

Level V 
Evidence from systematic reviews of 

descriptive and qualitative studies 

Level VI 
Evidence from a single descriptive or 

qualitative study 

Level VII 
Evidence from the opinion of authorities 

and/or reports of committees 
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