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ABSTRACT 

Purpose: The purpose of this quality improvement (QI) Doctor of Nursing Practice (DNP) 

project was to educate pediatric providers on the Safe Environment for Every Kid (SEEK) model 

to improve their knowledge of psychosocial risk factors for child maltreatment (CM) and support 

their identification of these targeted risk factors in the primary care setting. 

Background: Child maltreatment is a significant problem in the United States (US) that is 

highly preventable. Pediatric primary care providers (PCPs) are in a unique role to aid prevention 

efforts; however, the majority of providers do not routinely screen for CM and associated 

psychosocial risk factors. Key barriers to provision of CM screening and anticipatory guidance 

include lack of provider knowledge, training, comfort, and lack of validated and recommended 

screening tool. The SEEK model was created to address this gap in care and serves as an 

effective, evidence-based program for use in the primary care setting to educate and support 

providers in preventing child maltreatment.  

Methods: This QI project utilized pretest/posttest design with an evidence-based educational 

PowerPoint presentation that summarized SEEK provider training modules. Participants were 

pediatric PCPs from Agave Pediatrics in Arizona. The 10-question pretest survey and 11-

question posttest survey contained five of the same knowledge-based questions about 

presentational content. Additional survey questions measured participant perception of 

knowledge level, as well as level of comfort assessing and addressing CM risk factors. 

Results: Four providers (n=4) completed the pretest survey, educational presentation, and 

posttest survey. Project data demonstrate that there was statistically significant (p<0.05) 

improvement in knowledge following educational intervention. Participants’ perception of their 
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knowledge following educational intervention demonstrated an improvement, although not 

statistically significant (p=0.88). All participants agreed that educational presentation increased 

their levels of comfort in assessing and addressing psychosocial stressors and risk factors 

associated with child maltreatment. 

Conclusions: This DNP projected demonstrated a statistically significant improvement in 

provider knowledge following an educational presentation on CM and SEEK model. This project 

adds to current body of evidence supporting educational interventions as an effective method to 

improve provider knowledge of CM risk factors and associated psychosocial concerns, 

specifically through the utilization of the SEEK model. 
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INTRODUCTION 

Child neglect and abuse—collectively referred to as child maltreatment (CM)—is a 

serious public health problem in the United States (US). The Centers for Disease Control and 

Prevention (CDC) (2020) reports that at least one in seven children has experienced child abuse 

or neglect in the last year. Child maltreatment is any act or acts of commission or omission by a 

parent or caregiver that results in a threat of harm, the potential for harm, or actual harm to a 

child. Acts of commission include physical, sexual, and psychological abuse, whereas acts of 

omission involve physical, emotional, medical, and educational neglect (CDC, 2020). Child 

maltreatment is preventable, but it requires a comprehensive focus on creating safe, stable, and 

supportive environments and relationships through the modification of practices, policies, and 

societal norms (CDC, 2015; Fortson et al., 2018). Research has shown that identification of 

potential CM risk and referral to services that can reduce risk and promote protective factors is 

key to the prevention of child maltreatment (Ashraf et al., 2020). The pediatric primary care 

setting is the optimal place to detect early indicators of risk and inform care. It is the role of 

pediatric primary care providers (PCPs) to promote child safety and well-being and to support 

parents and caregivers in raising healthy children in a safe, stable, and nurturing environment 

(Flaherty, Stirling, & Committee on Child Abuse and Neglect [CCAN], 2010). 

Background Knowledge and Significance 

Maltreatment among the pediatric population in the US is a significant cause of morbidity 

and mortality. Children who experience neglect and abuse experience considerable physical and 

mental health consequences that can extend into adulthood (U.S. Department of Health and 

Human Services [USDHHS], 2021). Each year in the US, Child Protective Services (CPS) 
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receives more than 3.3 million reports of child abuse and neglect involving almost 6 million 

children (Dubowitz, 2014). These children may suffer immediate injuries such as bruises, 

lacerations, or broken bones, as well psychological and emotional problems (CDC, 2015). They 

are also at increased risk of injury, substance abuse, future violence victimization and 

perpetuation, and sexually transmitted infections. If left untreated, child maltreatment can have 

lifelong health implications and negatively impact brain development (CDC, 2015).  

Fatalities are the ultimate consequence of child maltreatment (USDHHS, 2021). A 

national estimate by The National Child Abuse and Neglect Data System (NCANDS) reported 

656,000 documented child maltreatment cases in 2019 (USDHHS, 2021). Furthermore, this 

report notes that 1,840 children died due to neglect and abuse, with roughly 45% of all child 

fatalities occurring in children younger than one year of age and 70.3% occurring in children 

younger than three years of age (USDHHS, 2021). In addition to the tragic health consequences 

that result from child maltreatment, it is important to note the economic burden of this public 

health problem. The lifetime economic cost of nonfatal child maltreatment per victim was 

estimated to be $830,928, and the fatal per-victim cost was estimated to be $16.6 million 

(Peterson, Florence, & Klevens, 2018). Estimates of lifetime costs are associated with the 

consequences of abuse or neglect including healthcare, child welfare, criminal justice, 

productivity losses, and special education (Kilka, Rosenzweig, & Merrick, 2020). Applying these 

estimated per-victim costs to the 3,533,597 investigated cases of child maltreatment in 2018, the 

national lifetime economic burden is estimated at nearly $2.94 trillion. This figure rises to $2.96 

trillion when accounting for the additional cost of the 1,738 fatal cases of child maltreatment in 

2018 (Kilka, Rosenzweig, & Merrick, 2020).  
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Research suggests that not all children experience child maltreatment at the same rates. 

Race, ethnicity, and family income are factors shown to affect a child’s exposure to abuse and 

neglect (Fortson et al., 2018). Risk factors for victimization include the age of the child and 

factors that increase caregiver burden, such as developmental disabilities and chronic illnesses 

(Fortson et al., 2018). Risk factors that perpetuate child maltreatment include—but are not 

limited to—child age less than four years, low parental income, single parenthood, young 

parental age, household substance abuse, parental childhood history of maltreatment, 

nonbiological male living in the home, community violence, and parental mental health issues 

(Fortson et al., 2018; Hornor et al., 2017). Protective factors include a supportive family 

environment, adequate housing, caregiver employment, and access to healthcare and social 

services (Fortson et al., 2018). 

The consensus from the data shows that child maltreatment is preventable. Evidence-

based child maltreatment prevention methods must incorporate all social ecology levels and aim 

to impact individual, relationship, societal, and community sectors (Fortson et al., 2018). 

Research-supported prevention strategies include reinforcing family-centered economic supports, 

providing quality care and education early, changing social norms to promote positive parenting, 

strengthening parenting skills to support healthy child development, and intervening to reduce 

harms and prevent risk (Fortson et al., 2018). There are three tiers of child maltreatment 

prevention: primary, secondary, and tertiary (CDC, 2015; Fortson et al., 2018). Primary 

prevention aims to prevent child maltreatment before it ever occurs; secondary prevention aims 

to reduce the impact of child maltreatment after it has already occurred; and tertiary prevention 

aims to reduce or lessen the impact of maltreatment-related illness or injury that has long-term 
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effects. Primary prevention is vital, as it results in preventing maltreatment before it occurs, 

thereby keeping children safe, preventing loss of young lives, and reducing the substantial 

economic burden associated with child maltreatment. Primary prevention strategies aim to 

ameliorate child maltreatment by promoting protective factors for optimal family functioning 

including early care and education, clinic-based programs, home visitation, school-based 

initiatives, and community mobilization and education programs (CDC, 2015; Fortson et al., 

2018).  

Pediatric PCPs—including pediatricians (MDs), nurse practitioners (NPs), and physician 

assistants (PAs) who specialize in pediatrics—are key players in the prevention of child 

maltreatment. Primary prevention and anticipatory guidance are the cornerstones of primary care 

and the pediatric medical home (Kairys, 2019). Furthermore, pediatric PCPs play essential roles 

in early detection, advocacy, and care management. PCPs are in the unique position to provide 

preventative care and guidance to families, as they see their young patients a minimum of 14 

times in the first several years of life. Providers can help prevent child maltreatment by 

enhancing families’ ability to protect their children, address child maltreatment risk factors, and 

connect families with community resources that prioritize child welfare (Christian, 2015; 

Flaherty, Stirling, & CCAN, 2010). Although pediatric PCPs have the potential to provide such 

guidance and support to families, surveys conducted by the American Academy of Pediatrics 

(AAP) suggest that most providers do not regularly do so. Research suggests that clinicians lack 

knowledge and confidence in addressing psychosocial stressors and risk factors associated with 

child maltreatment (Eismann et al., 2018; Hornor et al., 2017). While provider-focused resources 

offering guidance on child maltreatment risk factors, promoting child safety, and injury 
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prevention exist in significant numbers, there are currently no recommendations for primary care 

interventions to prevent child maltreatment (Ashraf et al., 2020). The absence of comprehensive 

CM prevention approaches combined with gaps in provider knowledge and skills addressing CM 

risk factors impede child maltreatment prevention efforts in the primary care setting.  

In 2009, the Safe Environment for Every Kid (SEEK) model was created by the 

University of Maryland School of Medicine Department of Pediatrics’ Division of Child 

Protection to address this gap in care. The SEEK model is a practical tool to support PCP 

assessment and identification of key psychosocial risk factors that contribute to CM. SEEK 

focuses primarily on provider education and training so providers can serve a preventative role in 

identifying and responding to prevalent psychosocial issues that impair family and parental 

functioning, which ultimately increase the risk for child maltreatment (Dubowitz, 2014). 

Furthermore, SEEK aids in helping PCPs address common social determinants of health that 

improve the care provided. Doing so helps strengthen families, support parents, promote 

children’s health and safety, and ultimately prevent child maltreatment.  

The goals of the SEEK model are to prevent child abuse and neglect by addressing 

prevalent psychosocial problems, supporting parents, strengthening families, and promoting 

children’s safety, health, and development (Dubowitz, 2014). The SEEK model consists of 

primary and secondary prevention methods including training for PCPs, a parent questionnaire, 

algorithms, parent handouts, and knowledge of local resources. Online clinician training provides 

videos and supplementary materials to educate providers on the use of the tool in their practice. 

SEEK’s efficacy has been highlighted by its presence on the websites of the CDC, the AAP, the 

U.S. Preventative Service Task Force (USPSTF), the Agency for Healthcare Research and 
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Quality (AHRQ), and the California Clearinghouse for Evidence-Based Interventions in Child 

Welfare (CEBC) (Dubowitz et al., 2020). 

Local Problem 

Arizona’s Department of Child Safety (DCS) reports that one in four Arizona children 

under the age of six years have experienced two or more adverse child experiences (ACEs) 

(Arizona DCS [ADCS] & First Things First [FTF], 2019). ACEs are potentially traumatic events 

that occur during childhood. These events are associated with a variety of challenges including 

poverty, caregiver mental health problems, parental substance abuse, and parental incarceration, 

all of which may result in child maltreatment (ADCS & FTF, 2019; CDC, 2019). Arizona DCS 

data reveals that greater than one in every four children under the age of six live in poverty, and 

one in every five children live in a home that is food insecure. Furthermore, roughly two out of 

three Arizona children do not go to preschool and more than three out of every four do not 

receive timely screenings for developmental delays or disabilities (ADCS & FTF, 2019). 

Together, these factors place Arizona children at increased risk for maltreatment.  

The National Child Abuse and Neglect Data System (NCANDS) 2018 report indicates 

that for the federal fiscal year, Arizona had 87,862 investigated cases of child maltreatment—

15,504 of which were substantiated cases—and 48 child deaths as a result of child maltreatment 

(Kilka, Rosenzweig, & Merrick, 2020). According to these 2018 data points, the lifetime 

economic burden of these cases is approximately $73 billion, $12 billion, and $797 million, 

respectively. These child victims will incur tangible and monetized intangible costs of the 

aforementioned value as a result of their maltreatment and associated sequalae over their 

lifetimes (Kilka, Rosenzweig, & Merrick, 2020). 
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According to the Arizona Child Fatality Review Team (ACRFT) (2020), there was a 33% 

increase in the abuse/neglect death rate from 2018 to 2019. Of the 100 pediatric maltreatment-

related deaths identified in the ACRFT annual report, males and children less than one year of 

age were more likely to be affected. Furthermore, ACRFT data demonstrated that the child’s 

mother was the perpetrator in 66% of these deaths and the child’s father was the perpetrator in 

35% of deaths. Blunt force trauma and suffocation were the top two causes of death. Racial 

disparities were shown, with American Indian/Alaska Native and Black/African American 

children being disproportionately affected. Lastly, almost half of reported abuse/neglect-related 

deaths involved parental or caretaker substance use (ACFRT, 2020).  

A needs assessment was conducted at Agave Pediatrics, a primary care pediatric (PCP) 

practice consisting of five locations in southern Arizona, to evaluate pediatric PCPs current 

practices regarding screening of psychosocial concerns, evaluation and management of CM risk 

factors, allocation of community resources, and the clinic’s desired practices for the future. 

Agave Pediatrics is founded on the idea that medical care for children should be holistic, with the 

goal to provide comprehensive care that fosters children’s growth and development. This needs 

assessment identified several gaps in the clinic’s knowledge, practice, and skill that may prevent 

the achievement of the aforementioned goal. First, 41% of the practice’s current patients are 

under the age of five, placing a large majority of their patient population in the age group at 

greatest risk for child maltreatment. Second, Agave providers have not undergone formal 

education or training to assess, evaluate, or mitigate CM risk factors. Finally, although the 

practice does screen for psychosocial problems or social determinants of health—including food 

insecurity, parental depression, major parental stress, harsh punishment, and substance use—the 
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only formal screening tool currently utilized by Agave that addresses these concerns is the 

Edinburgh Postnatal Depression Scale (EPDS). Agave providers do not currently utilize the 

SEEK model or any other formal screening tool to specifically assess patients for risk of CM. As 

a result, a need to improve current clinical practices was determined, which subsequently led to 

the development and implementation of a provider-focused educational quality improvement 

(QI) project. The necessity of this QI project was further magnified by the increased risk of CM 

secondary to the COVID-19 pandemic. Research by Wu and Xu (2020) reports that CM risk has 

been increased throughout the COVID-19 pandemic as the result of numerous related stressors 

including mental and physical health problems, homeschooling challenges, intensified parent-

child dynamics, economic burdens, and marital conflicts including intimate partner violence. 

This QI project has the potential to address current gaps in care by improving providers’ 

knowledge of CM risk factors and providing an evidence-based practice model that aids PCPs in 

addressing concerns to better support families and promote children’s health and safety. 

Intended Improvement 

Project Purpose 

The purpose of this quality improvement (QI) Doctor of Nursing Practice (DNP) project 

was to educate pediatric providers on the SEEK model to improve their knowledge of 

psychosocial risk factors for CM and support their identification of these targeted risk factors in 

the primary care setting. SEEK has been shown to improve pediatric PCPs knowledge and ability 

to identify targeted risk factors, as well as prevent child maltreatment at the primary prevention 

level (Dubowitz, 2014). The goal of this project was to deliver a provider-focused, evidence-
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based educational presentation based on the SEEK model to increase provider knowledge of CM 

risk factors. 

Project Question 

Does a provider-focused educational presentation on the SEEK model increase pediatric 

primary care providers’ knowledge of psychosocial risk factors for child maltreatment? 

Project Objectives and Aims 

The primary goal of this project was to increase pediatric providers’ knowledge of CM 

risk factors and support their identification and evaluation of these targeted risk factors in the 

primary care setting. To achieve this objective, this DNP QI project included four specific aims:  

Aim 1: Deliver a 30-minute educational presentation to improve pediatric primary care 

providers’ knowledge of factors and characteristics that place a child at risk for 

maltreatment.  

Aim 2: Introduce providers to the SEEK model as a means of evaluating and managing 

identified CM risk factors and demonstrate how to utilize the model to support 

evidence-based clinical practice. 

Aim 3: Evaluate the effectiveness of the evidence-based, provider-focused educational 

presentation through analysis of pretest and posttest survey data assessing 

providers’ knowledge of CM risk factors and use of the SEEK model in clinical 

practice. 

Aim 4: Determine provider’s perception of how the educational presentation impacted 

their comfort in assessing and addressing targeted CM risk factors in the primary 

care setting. 
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In addition to the above aims, results of this project have the potential to further demonstrate the 

benefit of provider education and training for CM risk factors and the usefulness of the SEEK 

model as an evidence-based clinical tool in the pediatric primary care setting.  

Theoretical Framework 

The theoretical framework that drove this project was the Adult Learning Theory (ALT) 

developed by Malcolm Knowles in 1968. Adult Learning Theory (ALT) explains the educational 

processes required to motivate adult learners to acquire new knowledge, mindsets, and skills 

outside the context of their perceived professional needs and previous experiences (Dewitt, 

2003). While the medical community recognizes the need for routine CM prevention methods, 

current healthcare provider education focuses on recognizing and evaluating CM and reporting to 

the appropriate authorities (Froula et al., 2017). Prevention of CM requires knowledge of 

common triggers and risk factors as well as the ability of providers to support families in healthy 

problem-solving and effective relationship-building strategies at every stage of child 

development (Froula et al., 2017). To advance incorporation of CM prevention into daily 

pediatric practice, healthcare provider education programs must include formal instruction of 

CM risk factors and encourage the routine practice of preventive strategies (Froula et al., 2017). 

Understanding the factors that influence adult learning allows for the development of an optimal 

educational approach to train primary care providers on the SEEK model and its use in the 

outpatient clinical setting. 

Malcolm Knowles’ Theory of Andragogy is among many adult learning theories that 

have provided valuable insight into teaching and learning strategies applicable to adult learners 

(Taylor & Hamdy, 2013). Knowles (2002) proposed five assumptions of adult learners: self-
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concept, adult learner experience, readiness to learn, orientation to learning, and motivation to 

learn. These assumptions assert that as individuals mature, their self-concept shifts from 

dependent to self-directed. Over time, adults accumulate experiences that serve as a resource for 

learning. Furthermore, adults' readiness to learn becomes increasingly oriented to the tasks of 

their function in society, and their motivation to learn is internal. Lastly, as individuals mature, 

their orientation to learning shifts from subject-centered to problem-centered (Knowles, 2002). 

Knowles (2002) applied these assumptions to create four applied principles of andragogy: (1) 

adult learners must be involved in the planning and evaluation of their education, (2) experience 

provides the basis for learning practices, (3) adults are most interested in learning information 

that has immediate relevance and impact on themselves, and (4) adult learning is problem-

centered rather than content-oriented.  

While multiple adult learning theories exist, they collectively emphasize the importance 

of acknowledging the adult learner’s existing cognitive learning models, utilizing these models, 

and expanding upon them (Froula et al., 2017). Healthcare providers are taught to evaluate 

presenting signs and symptoms by completing a health history and physical, considering 

differential diagnoses, utilizing appropriate lab and imaging studies, and compiling collected 

data to inform a diagnosis and treatment plan (Froula et al., 2017). The SEEK model follows this 

structured, clinical problem-solving framework, which lends to the effective delivery of new 

knowledge and techniques (Dubowitz, 2014).  

In keeping with Knowles’ assumptions, educational content must be perceived as 

necessary to the learner, congruent with established attitudes, and incorporated into the adult 

learners' current practice so that the perception of competence is attained to ensure that pediatric 
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providers are motivated to learn the SEEK model (Froula et al., 2017). Successful education 

must also create a sense of personal responsibility on the part of the learner. Introducing the 

SEEK model as a tool to increase provider knowledge of CM risk factors and a means for CM 

prevention highlights the relevance and significance in current practice. These steps will satisfy 

Knowles’ problem-centered assertion of adult learning. To further motivate providers, the 

educational introduction of SEEK must emphasize the pediatric PCP’s role in promoting child 

well-being and supporting families in creating safe, stable, and nurturing environments for their 

children. Doing so incorporates Knowles’ assertion of adult learning being oriented to the tasks 

of an individual’s function in society and includes content that has immediate relevance and 

impact on the practice of pediatric PCPs.  

According to Knowles, it is also necessary to consider the role of the learners' 

experiences and orientation to learning (Taylor & Hamdy, 2013). A needs assessment was 

conducted at Agave Pediatrics to highlight the pediatric primary care providers' learning needs 

concerning CM prevention and the SEEK model. Furthermore, evaluating the pediatric 

providers' value for SEEK content prior to providing education and training allows for the 

necessary modification of curriculum to match learners' specific practice needs and interests 

(Dewitt, 2003). 

Literature Synthesis 

Evidence Search 

A comprehensive literature search was conducted to identify studies regarding current 

practices and provider training/education related to child maltreatment risk factor identification 

in the primary care setting. Credible search engines including PubMed, CINAHL, and Google 
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Scholar were utilized to search for articles. The search terms “child abuse,” “child neglect,” 

“child maltreatment,” and “adverse child experiences,” were used as the primary search terms 

and were linked individually with additional terms. Additional search terms that were combined 

with primary search terms using Boolean phrases “AND” and “OR” included: (risk factor OR 

risk OR predisposing factor) AND (identification OR assessment OR screening OR evaluation) 

AND (primary care OR primary care provider OR pediatrician OR pediatric nurse practitioner) 

AND (guideline OR training OR education OR tools). The combined initial database searches 

yielded over 600 results. To narrow down the search, the following limiters were applied: peer 

reviewed/scholarly resources, last five years, and English language. Search results were further 

reduced by removing duplicate findings, assessing for relevance, and application of inclusion and 

exclusion criteria. 

The primary inclusion criteria included that the study directly addressed child 

maltreatment risk factor assessment or identification in the primary care setting, including (1) 

current education, (2) practices and recommendation guidelines, (3) barriers and facilitators to 

implementation of risk factor assessment, and/or (4) interventions to improve provider evaluation 

and resource provision. The primary exclusion criteria included (1) studies that focused on 

approaches/programs or practices outside of the primary care setting, (2) if the main focus was 

not on risk factor identification and/or mitigation, and (3) screening for evidence of current child 

maltreatment. The search was expanded to include three novel studies that were performed prior 

to the last five years due to their critical findings and foundational support of this project. 

Ultimately, 15 articles were included in this summative literature review (Appendix G). 
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Current Recommendations and Practices in Primary Care 

The consensus from the research is that child maltreatment is a significant problem in the 

US that is highly preventable, and pediatric PCPs are key players in prevention efforts. Key 

familial psychosocial risk factors place children at increased risk for CM, including household 

domestic violence, poverty, parental childhood history of CM, parental depression and mental 

illness, caregiver substance abuse, and corporal punishment (Hornor et al., 2017). The ACE 

study conducted by Felitti et al. (1998) provided landmark research that established the 

relationship between experiencing CM and its psychosocial risk factors and negative health 

outcomes in adulthood (Hornor et al., 2017). Statistics demonstrating the high prevalence of 

ACEs in the US offer justification for routine screening and interventions to mitigate these 

negative psychosocial experiences and prevent CM (Rairden et al., 2021). Organizations 

including the AAP, USPSTF, CDC, and the National Association of Pediatric Nurse 

Practitioners (NAPNAP) note the strategic position of pediatric PCPs to screen for risk and 

protective factors of CM, provide anticipatory guidance, and implement primary prevention 

strategies to mitigate risk factors and support families. Several studies highlight that pediatric 

primary care providers have frequent contact with children, particularly during the first several 

years of life when children are at increased risk for maltreatment (Dubowitz, 2014; Kairys, 

2020). The subsequent argument is made that providers must take advantage of the opportunity 

to offer prevention interventions during clinical encounters (Ashraf et al, 2020; Fortson et al., 

2016). To do so, research suggests that identification of risk factors and signs of maltreatment, 

parental education, appropriate referral to local resources, and utilization of the public health 

prevention framework should be incorporated into routine care (Ashraf et al, 2020; Dubowitz, 
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2014; Fortson et al., 2016; Harden et al., 2016; Kairys, 2020). A study by Hornor et al. (2017) 

strongly echoes this idea, stating that screening and anticipatory guidance regarding psychosocial 

risk factors is a vital component of comprehensive care and enables the identification of 

problems and appropriate interventions that can prevent child maltreatment. Research further 

supports that consideration of children and families at increased risk for experiencing child 

maltreatment promotes the early application of prevention strategies and anticipatory guidance 

(Dubowitz, 2014; Fortson et al., 2018).  

Despite the prevalence of CM and the established role of the pediatric PCP in 

preventative care, research demonstrates that a significant number of providers do not routinely 

screen for CM and associated psychosocial risk factors. The 2016 National Survey of Children’s 

Health found that 45% of all children in the US have experienced at least one ACE, with 10% of 

children having experienced three or more ACEs, yet only 4% of pediatricians actively screened 

for ACEs (Rairden et al., 2021). In the 2013 AAP Periodic Survey, questions were included 

about identifying adverse experiences among children (Kerker et al., 2016; Szilagyi et al. 2016). 

Research by Kerker et al. (2016) reviewed ACE specific data from these surveys, noting that 

only 4% of pediatricians reported inquiring about or screening for seven key ACEs and 32% of 

pediatricians reported not routinely asking about any. Of pediatricians who reported screening or 

inquiring about ACEs, 46% asked about maternal depression and 42% asked about parental 

separation or divorce (Kerker et al., 2016). Szilagyi et al. (2016) reviewed the same AAP survey 

data, noting that 61% of pediatricians did not inquire about ACEs despite endorsing the impact 

of positive parenting on children’s’ lives (96%), that their guidance can influence parenting skills 

(79%), and that screening for psychosocial risk factors are within their scope of practice (81%). 
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Similarly, a study by Hornor et al. (2017) found that a significant number of pediatric nurse 

practitioners (PNPs) do not routinely screen for psychosocial risk factors and CM. Study findings 

demonstrated that 51% of PNP participants reported never or rarely asking about domestic 

violence, and 30% reported never or rarely inquiring about methods of discipline (Hornor et al., 

2017). Furthermore, 53% of PNP participants reported discussing infant crying and how parents 

coped with crying, and 50% reported performing anogenital examinations and educating patients 

on private parts and appropriate touching (Hornor et al., 2017). Lastly, the majority of PNP 

inquiries for all psychosocial risk factors addressed by Hornor et al. (2017) reportedly occurred 

when there was a provider concern and not as a part of routine practice. 

Barriers to Screening and Preventative Care 

Numerous barriers have been associated with insufficient screening and addressing 

psychosocial risk factors for CM in the primary care setting. The majority of research has been 

conducted on pediatric PCP practice behaviors regarding screening for ACEs, which includes 

evaluating for the presence of CM and associated psychosocial risk factors. Perceived barriers 

reported by providers include lack of time, feasibility, lack of provider training/knowledge, lack 

of provider comfort or skills addressing uncomfortable questions, concern of discomfort for 

parents, and lack of a validated screening tool (Hornor et al., 2017; Rairden et al., 2021; Szilagyi 

et al., 2016). Research appears to debunk several of these perceptions and provides further 

support for implementation of screenings into routine care. Rairden et al. (2021) found parents to 

be supportive of ACE screenings as a part of routine primary care visits, with the large majority 

reporting little or no discomfort with ACE screening. Furthermore, respondents conveyed that 

ACE screening enhanced their relationship with providers and increased their trust in their 
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clinician (Rairden et al., 2021). Several studies reported the feasibility of ACE screenings and 

anticipatory guidance in the primary care setting (Dubowitz et al., 2009; Eismann et al., 2019; 

Flynn et al., 2015; Rairden et al., 2021). Clinicians reported screening to be easier than 

anticipated, with their comfort rising with experience (Rairden et al., 2021). Furthermore, 

inclusion of ACE screenings into routine practice did not cause significant disruptions in 

workflow and did not increase the average visit time (Eismann et al., 2019, Rairden et al., 2021). 

Research reports that high ACE scores only slightly increased the need for extended visit time, 

with the average ACE conversation lasting less than five minutes (Dubowitz et al, 2009; 

Eismann et al., 2019, Rairden et al., 2021).  

While some perceived barriers have shown to be inconsequential, research consistently 

reports lack of provider knowledge, training, and comfort—along with lack of a validated and 

recommended screening tool—to be key barriers to the provision of CM screening and 

anticipatory guidance in pediatric primary care (Hornor et al., 2017; Kerker et al., 2016; Rairden 

et al., 2021; Szilagyi et al., 2016). Subsequently, researchers convey the critical need of provider 

education regarding CM and associated psychosocial risk factors, the devastating consequences 

that ACEs have on pediatric health outcomes, and the necessity of CM screening, intervention, 

and anticipatory guidance in routine care. Training should also include practical approaches to 

assist providers in discussing ACEs with families (Kerker et al., 2016; Rairden et al., 2021). A 

systematic review by Rairden et al. (2021) found that education and training regarding ACEs, 

their health impacts, and trauma-informed care increased provider knowledge and confidence in 

addressing ACEs. Screening must then be followed by the implementation of appropriate 

interventions and provision of resources (Rairden et al., 2021).  
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The lack of agreement regarding which screening tool providers should use and the 

absence of clinical pathways to address positive screens impedes ACE prevention efforts (Kerker 

et al., 2016; Rairden et al., 2021; Szilagyi et al., 2016). Prevention programs and resources aimed 

to support children and families, and subsequently mitigate risk factors associated with CM, exist 

in large numbers (Ashraf et al., 2021). Importantly, neither the AAP nor the USPSTF currently 

have recommendations for primary care interventions to prevent CM (Ashraf et al., 2021). 

Processes that support providers in bridging the gap between screening and identification of 

ACEs and referral to appropriate support services is crucial. Not surprisingly, the development of 

a practical, comprehensive primary care CM prevention model that incorporates screening and 

care management processes is a major priority echoed throughout the literature (Hornor et al., 

2017; Kerker et al., 2016; Rairden et al., 2021; Szilagyi et al., 2016). 

SEEK Model 

SEEK is a comprehensive model that incorporates primary care provider CM training and 

continuing education, psychosocial risk factor screening, algorithms to aid providers in 

prioritizing concerns and addressing barriers, parent handouts, and assistance in finding local 

resources (Appendix D). Two large federally funded novel randomized controlled trials (RCTs) 

have been conducted on the SEEK model; the first focusing on a very low-income population 

(SEEK I), and the second on training pediatric residents in primary care to address psychosocial 

problems and prevent child maltreatment (SEEK II). SEEK I resulted in lower rates of severe or 

very severe physical assaults, fewer abuse and neglect cases reported to CPS, and fewer neglect-

related medical problems (Dubowitz et al., 2009). SEEK II revealed that providers trained to use 

the SEEK model were significantly more likely to screen for and address risk factors for child 
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maltreatment than the control subjects (Feigelman et al., 2011). Furthermore, SEEK II 

demonstrated increased comfort and competency in screening for and addressing targeted 

psychosocial risk factors among residents (Feigelman et al., 2011). These benefits were sustained 

for up to 36 months (Feigelman et al., 2011). Parents seen by a provider in the intervention group 

also reported improved satisfaction with their care compared to those in the control group 

(Feigelman et al., 2011).  

The consensus from the research supports SEEK as an effective, evidence-based program 

for use in the primary care setting to support providers in preventing child maltreatment (Ashraf 

et al., 2020; Eismann et al., 2018; Forston et al., 2016; Harden et al., 2016; Kairys, 2020). 

Numerous governing bodies have expressed support for the SEEK model. SEEK is listed as an 

enhanced primary care program by the CDC in their technical package for child abuse and 

neglect prevention (Forston et al., 2016). The U.S. Agency for Healthcare Research and Quality 

Innovation (AHRQ) and the California Evidence-Based Clearinghouse for Child Welfare support 

SEEK as an effective, evidence-based primary prevention program. In the years since the 

publication of SEEK I and SEEK II, several research studies have listed the SEEK model as 

containing robust primary and secondary prevention strategies (Ashraf et al., 2020; Harden et al., 

2016; Kairys, 2020). Research by Eismann et al. (2018) reported tremendous provider 

endorsement of the SEEK model as a meaningful framework and concludes that SEEK 

successfully identifies psychosocial stressors and risk factors associated with child maltreatment. 

Furthermore, several studies have demonstrated the feasibility of implementing the SEEK model 

in the primary care setting (Eismann et al., 2018; Flynn et al., 2015; Lane et al., 2020). Eismann 

et al.’s (2018) study on primary care clinicians reported significantly improved thinking and 
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practice addressing targeted risk factors without requiring more time with patients, finding that 

implementing SEEK added less than five minutes to their clinical visit. In addition, completing 

the parent questionnaire (PQ-R) (Appendix D) before provider encounters saved time during 

visits (Dubowitz et al., 2020). Finally, implementation of SEEK costs $3.38 per child annually 

and demonstrates a savings of $306 per child maltreatment experience prevented (Lane et al., 

2020). This data supports SEEK as a time efficient, cost-effective method of CM prevention in 

the pediatric primary care setting. 

Strengths of Evidence 

There are several strengths of the evidence presented in this literature synthesis 

(Appendix G). Research conducted by Hornor et al. (2017), Kerker et al. (2016), and Szilagyi et 

al. (2016) is based on a nationally representative sample of PNPs and pediatricians. These studies 

also utilized survey research methods, which are cost effective, generalizable, and dependable. 

Systematic reviews by Ashraf et al. (2020), Flynn et al. (2015) and Rairden et al. (2021) provide 

a comprehensive review of the best available evidence regarding CM prevention practices in the 

primary care setting. Strong support for SEEK is apparent in the reviewed meta-analyses, 

systematic reviews, and RCTs (Ashraf et al., 2020; Eismann et al., 2018; Forston et al., 2016; 

Harden et al., 2016; Kairys, 2020). The reviewed evidence found that SEEK utilizes robust, 

evidence-based prevention approaches, requires limited implementation time, and serves as an 

effective cost-saving prevention method. Moreover, SEEK demonstrates a significant and 

sustained increase in provider knowledge and perceived competence in recognizing and 

addressing targeted risk factors. 
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Weaknesses of Evidence 

One weakness found in the evidence of the reviewed literature includes the use of survey 

research data by Hornor et al. (2017), Kerker et al. (2016), and Szilagyi et al. (2016). While there 

are many strengths to survey research, potential weaknesses include inflexibility and lack of 

depth. With regard to research specific to SEEK, one notable weakness is that most of the RCT 

studies were led by the same primary investigator and were conducted in the state of Michigan. 

Furthermore, few studies on the efficacy of SEEK in the prevention of child maltreatment and its 

impact on pediatric clinicians have been conducted in the last five years. Eismann et al. (2018) 

assessed the generalizability of the SEEK model to a wider range of primary care settings in 

Ohio, with study findings further supporting SEEK. However, additional RCTs on SEEK in 

primary care clinics throughout the US are needed to further support model efficacy and 

generalizability. 

Gaps and Limitations 

Several gaps and limitations to the presented evidence have been identified. Hornor et al. 

(2017), Kerker et al. (2016), and Szilagyi et al. (2016) list low response rate as a study limitation. 

Although surveys utilized in each of these studies were weighted for non-response bias, authors 

note that the potential for nonresponse bias still exists; the possibility of response bias was also 

discussed. The risk of provider bias was also mentioned as a limitation by Eismann et al. (2018). 

Flynn et al. (2015) note the high risk of publication bias given that only one of the studies in the 

systematic review had negative findings. Rairden et al. (2021) list the fairly small sample sizes 

and varied methodology of the studies included systematic review. Szilagyi et al. (2016) further 

note that data from their study is cross-sectional and, therefore, study results do not imply 
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causality and must be considered associations. The same limitations can be noted of evidence 

presented by Hornor et al. (2017) and Kerker et al. (2016). Meta-analysis by USPSTF found 

insufficient evidence to recommend for or against CM prevention methods in primary care 

setting, expressing a need for further research (Curry et al., 2018). Interestingly, SEEK did not 

meet eligibility requirements for inclusion of this recommendation. Despite strong evidence in 

support of the SEEK model, it has not been widely adopted in the US. Intervention strategies for 

optimizing the adoption, implementation, and sustainment of SEEK remain to be studied. 

METHODS 

Project Design 

This QI project used a quantitative, pretest/posttest, single-group design to evaluate and 

compare pediatric PCPs’ knowledge of CM risk factors before and after an evidence-based 

educational presentation (Appendix D). The purpose of this quality improvement (QI) project 

was to increase providers’ knowledge of CM risk factors and support their identification and 

evaluation of these targeted CM risk factors in the primary care setting. This was accomplished 

through an educational intervention on the SEEK model and how this tool can be used to 

efficiently assess for and address modifiable CM risk factors. A 10-item pretest was completed 

by providers prior to the educational intervention and an 11-item posttest was completed 

immediately following the educational intervention, which allowed for comparison of 

participants’ baseline knowledge of CM risk factors and assessment with post-educational 

knowledge (Appendix D). 
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Model for Implementation 

The Institute for Healthcare Improvement’s (IHI) Model for Improvement was utilized to 

guide the development and implementation of this project. This model is a tool used for 

accelerating improvement and has two parts including three fundamental questions and the Plan-

Do-Study-Act (PSDA) cycle (Figure 1). The IHI Model for Improvement asks the following 

questions: (1) What are we trying to accomplish?, (2) How will we know that a change is an 

improvement?, and (3) What change can we make that will result in improvement? These 

questions focus on setting aims, establishing measures, and selecting changes (IHI, 2021a). The 

aim of QI should be measurable, time-specific, and define the specific system or patient 

population that will be affected (IHI, 2021a). The principal investigator (PI) for this project 

intended to teach the Safe Environment for Every Kid (SEEK) model and how to utilize it in the 

pediatric primary care setting. The project also aimed to educate providers on (1) psychosocial 

factors and characteristics that place a child at risk for maltreatment and (2) how to evaluate and 

address identified risk factors using motivational interview techniques. The degree to which 

these outcomes were met were analyzed by comparing the pretest and posttest data from surveys 

completed by the participating providers.  

The PDSA cycle is the scientific method adapted for action-oriented learning and is used 

to test changes in real work settings, guiding the test of a change to determine if the change is an 

improvement (IHI, 2021b) (Figure 1). The first step of the PDSA cycle is the Plan step. This step 

entails identification of specific objectives and development of a plan including identification of 

when, where, and how the plan will be implemented, along with predicted outcomes (Christoff, 

2018). Next, the Do step involves implementation of the plan and documentation of relevant data 
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and observations. This is then followed by the Study step, in which data is evaluated to compare 

documented data to predicted outcomes to determine if the plan is succeeding. This step also 

includes the discussion and documentation of what is learned based on study findings. Act is the 

final step in the cycle, where the tested intervention is either adopted, adapted, or abandoned 

based upon the data evaluation in the Study phase (Christoff, 2018). 

Figure 1 

The Model for Improvement  

 

 
(Adapted from Model for Improvement, by the Institute for Healthcare Improvement, retrieved from 
http://www.ihi.org/resources/Pages/HowtoImprove/default.aspx, Copyright 2019). 

This DNP project utilized the PDSA cycle to guide the implemented change and 

subsequent analysis to determine if the change (the educational intervention) led to improved 

knowledge of CM risk factors and risk factor evaluation by clinic providers. First, a plan was 

developed to address questions to be answered, tasks were assigned, and outcomes were 

predicted (IHI, 2020). Furthermore, a plan to test the change was formulated including the 

timeframe of the test, individuals involved in the test, and what data would be collected 

Plan

Do
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(Christoff, 2018). For this project, the goal was to increase pediatric provider knowledge of CM 

risk factors, to educate PCPs on identification of these risk factors using the SEEK questionnaire, 

and to teach providers how to utilize motivational interviewing to further assess identified risk 

factors. In order to test the change, the plan was to provide an educational presentation on CM 

risk factors and the SEEK model. The next step in the plan was to collect data by administering a 

pretest and posttest survey to pediatric primary care providers immediately prior to and 

following the educational session. It was predicted that the providers’ posttest survey scores 

would increase following the educational intervention, which will demonstrate increased 

provider knowledge regarding CM risk factors and the SEEK model. Furthermore, the planning 

phase included identification of who would be involved in the project, any specific needs of the 

clinic, and individuals within the clinic that would serve to champion the changes sought in this 

QI project. The team identified for this project included the Agave Pediatrics’ owner, all clinic 

PCPs, and administrative staff. 

The project plan was implemented in the Do phase. Upon obtaining authorization from 

the University of Arizona Institutional Review Board (IRB), a date and time for the live “lunch 

and learn” presentation was coordinated with the clinic site. The PI then recruited participants 

via email with the assistance of the Agave Pediatrics practice manager, inviting all pediatric 

PCPs to participate in the project (Appendix C) and providing a disclosure statement (Appendix 

B). The practice manager coordinated a Microsoft Teams meeting for the educational 

presentation on behalf of the PI. One week prior to the educational presentation, an email was 

sent to providers with project details advising them about the project including project 

objectives, the educational intervention, and how to participate (Appendix C). Reminder emails 
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were sent 72-hours and 24-hours prior to the presentation (Appendix C). On the day of the 

educational presentation, participants received an email with the project components including 

the pretest survey link, the educational presentation link, and the posttest survey link (Appendix 

C). A final email was sent to providers following the presentation to thank them for their 

participation and encourage their completion of the posttest survey if they had not already done 

so (Appendix C). The Do phase was considered complete once the posttest survey data was 

collected.  

The Study phase began with the review of pretest and posttest data. This data and 

descriptive statistics were then analyzed using the paired t-test to measure for an increase in 

provider knowledge. Finally, in the Act phase of the project, Agave Pediatrics will either adopt, 

adapt, or abandon implementation of the SEEK model training for all providers based upon the 

data evaluation and discussion performed in the Study phase (Christoff, 2018). Following this 

evaluation, the PI disclosed results with the project participants at Agave Pediatrics and plans for 

sustainability were discussed. 

Setting and Stakeholders 

This DNP project was conducted at Agave Pediatrics, a pediatric primary care practice 

(PCP) comprised of five Southwest Arizona locations: Phoenix, Scottsdale, Chandler, Goodyear, 

and Glendale. There are a total of seven pediatricians, five nurse practitioners, and three 

physician assistants currently working at Agave Pediatrics, as well as five certified lactation 

consultants, and one physician that specializes in osteopathic manual medicine (OMM). 

Additional staff members include medical assistants, front office staff, practice managers, 

care/referral coordinators, and billing staff, for a total of 115 employees. Agave Pediatrics 
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provides a full spectrum of pediatric primary care including well child checks, same day sick 

visits, sports physicals, osteopathic manual medicine services, breastfeeding support, feeding and 

myofunctional therapy, and allergy testing, in addition to a comprehensive tongue tie program. 

Currently, Agave Pediatrics has 36,871 patients under the age of 18, with 41% of patients 

being five years of age or younger. Of Agave Pediatrics’ many patients, 25-50% are Hispanic, 

with less than 25% of families in the practice primarily speaking Spanish. Of the remaining 

patients, 25-50% are white, less than 25% are African American, less than 25% are Asian, and 

less than 25% identify as more than one race. Fifty-one to 75% of children who receive care at 

Agave Pediatrics are covered by private insurance, 25-50% are covered by Medicaid or Medicaid 

managed care, less than 25% are covered by Tricare, less than 25% are self-pay, and less than 

25% have no insurance. Agave Pediatrics does bill for current procedural terminology (CPT) 

code 96160, which covers the administration of a patient-focused health risk assessment, and 

CPT code 96161, which covers a parent or caregiver-focused health risk assessment to benefit 

the patient. Medicaid pays $2.27, private insurance pays $1.85, and Tricare pays $2.65 for each 

of these health risk assessment codes. Families do not receive a bill for this screening.  

Stakeholders in this QI project included Agave Pediatrics PCPs, support staff, and 

administrators, as well as pediatric patients and their families. Benefits to be derived by the 

stakeholders as a result of this project include increased provider knowledge and skill, earlier 

identification of risk factors for CM, improved preventative care and pediatric safety, improved 

allocation of community support services, and improved patient and family satisfaction. The 

project is low risk in that the only identified burden is that of the time it took the providers to 

complete the pretest/posttest surveys and view the educational presentation. 
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Planning the Intervention 

The educational intervention for this project consisted of a 30-minute PowerPoint 

presentation, which was delivered by the PI (Appendix E). The PI obtained authorization from 

the practice owner and practice manager to conduct the intervention at Agave Pediatrics 

(Appendix A). During intervention planning, the PI completed the online SEEK independent 

training in accordance with SEEK requirements for use of the model. The PI also obtained a 

license agreement approved by Dr. Howard Dubowitz, the developer of the SEEK model, 

granting use of the SEEK model in this educational QI project at Agave Pediatrics (Appendix A). 

The educational presentation used for the project intervention consisted of an overview of 

CM risk factors, a summary of SEEK provider training content, and a review of the SEEK PQ-R 

questionnaire. Project participants were recruited and provided a disclosure agreement via email 

(Appendix B). After completing a pretest, participants viewed the educational PowerPoint 

presentation, which was initially delivered during a live, virtual “lunch and learn” session via 

Microsoft Teams and subsequently delivered as a prerecorded presentation via PowerPoint 

(Appendix E). The educational presentation included a summary of the information from SEEK 

online training videos, an overview of the SEEK parent questionnaire, and an example of SEEK 

algorithms. Topics addressed included parental depression, major parental stress, substance 

abuse, intimate partner or domestic violence, food insecurity, and harsh punishment. Additional 

content included information to support relationship building, motivational interviewing, and 

addressing barriers to parental engagement (see Appendix E for the outline of the educational 

presentation and script). Immediately following the educational presentation, participants 
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completed the posttest, which allowed for the evaluation of statistically significant increases in 

knowledge regarding assessing and addressing psychosocial risk factors for child maltreatment. 

Participants and Recruitment 

Providers at Agave Pediatrics were invited to participate in this quality improvement 

project via email with the assistance of the Agave Pediatrics Goodyear office manager. The 

targeted number of participants for this DNP QI project was 15 pediatric PCPs. A convenience 

sampling method was used, and participation was voluntary. The PI obtained approval from the 

University of Arizona IRB prior to the dissemination of any project materials (Appendix A). An 

introduction to the project, instructions for participation, as well as all pretest and posttest 

surveys and educational materials were provided to participants via email. A disclosure form was 

provided within the email, and participants were asked to read this document in its entirety 

(Appendix B). Participants were then invited to complete the pretest survey and were notified 

that completion of the survey indicated their consent to participate in the QI project. Next, 

participants viewed the live educational presentation at the scheduled date and time. Following 

this educational presentation, participants were invited to complete a posttest survey. Once data 

collection was completed, a recording of the educational presentation was made available to all 

Agave Pediatrics providers, regardless of their participation in the project. In addition, a link to 

the SEEK website was provided, and providers were encouraged to complete the free official 

SEEK training to further their education as desired. 

Consent and Ethical Considerations 

The PI submitted a determination of human research form to the University of Arizona 

IRB to obtain approval to complete this DNP project. Approval by the University of Arizona 
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IRB ensured that the safety and privacy of all human subjects was preserved and substantiated 

the credibility of the DNP project. Participants received a recruitment email with pertinent details 

about the project that included a disclosure form with the determination of research form should 

they wish to review it (Appendix B). There were no anticipated physical, emotional, or financial 

risks or unnecessary burdens for the participating providers. The educational intervention took 

30 minutes, and the pre- and post-test surveys took participants no more than 10 minutes each to 

complete (Appendix D), for a total time commitment of approximately 50 minutes. No conflicts 

of interest were identified in this project.  

The ethical principles of beneficence, respect for human dignity, and justice were closely 

observed throughout the implementation of this DNP project. Beneficence imposes a duty on 

researchers to promote good and maximize benefits while preventing or removing harm (Polit & 

Beck, 2017). The focus of this project was to educate and strengthen the skills of pediatric 

providers in their assessment and mitigation of CM risk factors so they can better support 

families and foster children’s safety. No vulnerable populations were included in this project. 

While children may benefit from this project, they were not direct participants in the project or 

data collection. No foreseeable risks were associated with this project.  

Respect for human dignity includes the right to full disclosure and the right to self-

determination (Polit & Beck, 2017). This means that participants have the right to make 

informed and voluntary decisions regarding their participation in a research study, without the 

risk of being penalized or treated with prejudice (Polit & Beck, 2017). This DNP project ensured 

the ethical principle of respect for human dignity by providing full disclosure to participants 

prior to their participation and ensuring that participation was strictly voluntary. Providers that 
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chose to participate in the project did not receive any rewards or compensation, and those 

choosing not to participate were not penalized. Educational content was provided to all providers 

following the conclusion of the data collection and analysis period, regardless of their 

participation in the project.  

Lastly, the principle of justice includes participants’ right to privacy, and fair and equal 

treatment (Polit & Beck, 2017). Participants’ privacy was protected through the use of 

randomized identification numbers for pretest and posttest survey collection. The data collected 

from the surveys was assessable only to the PI and was secured on a password-protected 

computer. To ensure that participants were treated equally and fairly regardless of their 

contribution to the DNP project, the educational presentation was made available to all providers 

following data collection. 

A timeline (Appendix F) was created to ensure optimal progress of the QI project. The 

timeline dates and progress were adjusted as necessary based on the approvals received by the 

University of Arizona College of Nursing and IRB, participants’ availability, and project 

implementation. 

Data Collection and Analysis 

Initial Project Implementation Phase 

The initial educational presentation took place on February 17, 2022, via a live Microsoft 

Teams meeting. The Agave Pediatrics practice manager graciously coordinated the meeting on 

behalf of the PI and blocked off time in all providers’ calendars so they could attend the 

educational presentation. The pretest survey link was distributed via email to all 15 pediatric 

primary care providers at Agave Pediatrics the morning prior to the educational presentation and 
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again the morning of the presentation (Appendix D). A total of six providers attended the live 

virtual educational session, demonstrating a practice participation rate of 40%. Following the 

session, a post-presentation follow-up email including the posttest survey link was sent to all 

providers (Appendix D). The posttest survey link was made available for 24 hours following the 

presentation. Data analysis demonstrated 0% participation in the pretest and posttest surveys. 

Upon follow-up discussion with the Agave practice manager, the PI was advised that the initial 

project emails containing the links for the pretest and posttest surveys were not successfully 

delivered to the participants, which prevented their completion of the pretest and posttest during 

the initial implementation phase. 

Second Project Implementation Phase 

Due to lack of participant response during the initial project implementation phase, a 

second implementation was warranted. All 15 providers were emailed links for the pretest and 

posttest surveys and a recording of the educational PowerPoint presentation on March 31, 2022 

Participants were granted 72 hours to complete all elements of the project (pretest, viewing of the 

recorded educational presentation, and posttest) before the survey links became unavailable. 

Individuals who had already completed the educational presentation during the first 

implementation phase were asked not to participate in this second implementation phase to 

ensure true data for the pretest and posttest surveys. Four providers viewed the educational 

presentation and completed the pretest and posttest surveys in full; one participant completed 

only the posttest survey and therefore was not included in the statistical analysis for this project.  

The pretest and posttest surveys each took approximately 5–10 minutes to complete and 

were administered via QualtricsTM. Participants were assigned random identification numbers via 
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QualtricsTM to ensure anonymity while allowing for comparison of pre- and post-test data. 

Question formats included yes/no, multiple choice, multi-select, and 5-point Likert scale 

responses. There was one fill-in-the-blank question on the pretest, which was meant to qualify a 

“yes” response regarding previous child maltreatment training. The pretest (Appendix D) 

contained a total of 10 questions: three demographic questions, one Likert-scale question 

regarding provider’s knowledge of CM risk factors, one Likert-scale question regarding 

participants’ familiarity with the SEEK model, and five knowledge-based questions that were 

obtained from the SEEK training exam. Participants completed the pretest survey prior to 

viewing the educational presentation. Project participants then viewed the 30-minute prerecorded 

educational presentation given by the PI via PowerPoint. Following the educational presentation, 

participants completed the posttest survey to assess for increased knowledge in assessing and 

addressing CM risk factors. The 11-item posttest (Appendix D) contained the same Likert scale 

question regarding provider’s knowledge of CM risk factors, as well as the same five 

knowledge-based questions included on the pretest. The posttest also contained an additional 

four questions obtained from the SEEK training exam to assess provider knowledge of key 

presentation content, along with one Likert scale question ascertaining the impact of the 

educational presentation on the provider’s level of comfort with assessing and addressing 

psychosocial stressors and risk factors associated with child maltreatment.  

All multiple-choice questions included in the pretest/posttest surveys were drawn directly 

from the SEEK training exam, in conjunction with the content for the presentation, so content 

expert review was not deemed necessary for purposes of this project. Pretest and posttest survey 

results were accessible only by the PI and were stored on the PI’s password protected computer 
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for data analysis purposes. Following the analysis of project data, project results and all 

educational content were provided to the Agave Pediatrics Goodyear office manager and 

distributed to participants, marking the completion of the QI project. 

Data analysis began with a review of pretest/posttest survey data and descriptive 

statistics. Data was collected from Qualtrics upon participant completion and exported to a 

Microsoft excel document for editing and storage. Likert scale results of the pretest and posttest 

surveys were analyzed as ordinal data and were assigned a numeric value according to response. 

A “strongly disagree” was assigned a score of “1,” “disagree” was assigned a score of “2,” 

“uncertain” was assigned a score of “3,” “agree” was assigned a score of “4,” and “strongly 

agree” was assigned a score of “5.” A paired t-test was used to measure for an increase in 

provider knowledge of CM risk factors and their assessment in clinical practice after the 

educational presentation based on pretest/posttest survey results. Additional posttest data was 

analyzed to determine impact of the educational session on each provider’s level of comfort in 

assessing and addressing psychosocial risk factors for CM, as well as new knowledge gained on 

correct implementation of the SEEK model in clinical practice. Following data analysis, 

providers were emailed project findings, and appropriate project-related recommendations were 

made. All project data was removed from the PI’s computer and transferred to the UACON 

password-protected cloud storage, where it will be stored for six years. 

RESULTS 

Outcomes 

Demographic data from the pretest survey demonstrated one participant (25%) was a 

MD, two participants (50%) were NPs, and one participant (25%) was a PA. Two participants 
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(50%) indicated working as a pediatric provider for 1-4 years, one participant (25%) indicated 5-

7 years of experience, and one participant (25%) had greater than 10 years of experience as a 

pediatric provider. None of the participants had previously completed education or other formal 

training in child maltreatment. With regard to familiarity of the SEEK model prior to the 

educational session, three participants (75%) were slightly familiar, and one participant (25%) 

was moderately familiar.  

The pretest and posttest surveys contained the same Likert-scale question regarding 

provider’s knowledge of CM risk factors. When answering this prompt in the pretest survey, 

three out of four participants (75%) agreed with the statement and one participant (25%) strongly 

agreed; in the posttest survey, two participants (50%) agreed with the statement and two 

participants (50%) strongly agreed. The paired posttest score – pretest score difference for this 

question regarding provider’s knowledge of CM risk factors was p=0.88. The posttest survey 

also included one Likert scale question ascertaining the impact of the educational presentation on 

the provider’s level of comfort with assessing and addressing psychosocial stressors and risk 

factors associated with child maltreatment; all four participants (100%) who completed the 

posttest survey agreed with this statement.  

The pretest and posttest surveys contained five identical knowledge-based questions 

(Appendix D). A score of “1” was given for questions answered correctly, and a score of “0” for 

incorrect answers. A paired sample t-test was performed to determine if the difference in the 

means was statistically significant by an alpha less than 0.05. These calculations were used to 

determine if the QI project was successful in its goal to improve provider knowledge. Table 1 

shows the descriptive statistics for the first five knowledge-based questions. The knowledge 
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scores for all four participants who completed the pretest and viewed the educational 

presentation improved on the posttest: three participants (75%) by one point, and one participant 

(25%) by two points. The posttest score – pretest score difference was greater than “0” (p = 

0.015), indicating a statistically significant increase in provider knowledge following the 

educational intervention.  

Table 1  

Effect of Educational Intervention: Paired Sample Statistics  

*paired T-test 

The pretest results revealed that question 3 and question 5 were most missed. In Question 3, 

participants were asked to select all that apply in response to the prompt, “Risk factors that 

perpetuate child maltreatment include.” On the pretest, one out of four participants (25%) 

answered this question correctly, compared to three out of four (75%) on the posttest. Question 5 

evaluated participant’s knowledge with the question, “Which one of the following statements 

about motivational interviewing is correct?”, with one out of four participants (25%) answering 

this question correctly on the pretest, compared to three out of four (75%) on the posttest. The 

highest correct scoring question on both the pretest and posttest surveys was Question 2, in 

which participants were asked to select all that apply in response to the prompt, “Prevalent 

psychosocial problems associated with child maltreatment include.” All participants (100%) 

scored correctly on Question 2 on both the pretest and posttest surveys; therefore, no 

Variable Pretest Posttest p-value* 

Mean (sd) 2.75 (0.96) 4 (0.81) 
0.015 

Median (min, max) 2.5 (2, 4) 4 (3, 5) 
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improvement after the educational session was possible. Table 2 presents the pretest/posttest 

educational presentation knowledge comparison. 

Table 2 

Educational Presentation Knowledge Comparison 

 

The posttest survey contained an additional four questions to assess provider knowledge of 

key presentation content regarding the SEEK model. Two participants (50%) scored correctly on 

all four additional questions. The highest scoring question, which was answered correctly by all 

participants, was Question 6, “When should the SEEK PQ-R be given to parents?” The 

remaining three questions were each answered correctly by three out of four participants (75% 

for each question, respectively).  

DISCUSSION 

Summary 

Current research reports lack of provider knowledge and training and lack of a 

comprehensive screening tool to be key barriers to the provision of CM screening and 
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anticipatory guidance in pediatric primary care. Given the prevalence and impact of CM in the 

US, offering PCPs education and resources regarding CM and associated psychosocial risk 

factors is critical to facilitate prevention methods. The purpose of this QI project was to increase 

pediatric providers’ knowledge of CM risk factors. Furthermore, this project sought to support 

provider identification and evaluation of these targeted risk factors in the primary care setting. 

To accomplish these goals, this QI project employed an educational presentation that outlined the 

evidence-based SEEK model and summarized SEEK model training contents. A total of four 

participants who viewed the educational session completed both the pretest and posttest surveys. 

Paired pretest and posttest survey data was collected and analyzed to measure for a post-

education increase in provider knowledge of CM risk factors and their assessment in clinical 

practice. This QI project’s aim to increase pediatric PCP knowledge of CM risk factors was met 

as evidenced by an increase of all participants’ posttest scores compared to pretest scores. 

Interpretation 

The educational presentation was successful in improving provider knowledge of CM 

risk factors and use of the SEEK model in the pediatric primary care setting. None of the 

participants reported having previously completed education or other training related to CM, 

further supporting current research noting the educational and associated practice gaps 

addressing the subject. Furthermore, three out of four participants stated being slightly familiar 

with the SEEK model and one participant stated being moderately familiar with the SEEK model 

prior to this project’s educational intervention. Current research suggests that a key barrier to 

screening for ACEs and CM is the lack of a validated screening tool. However, this project’s 

finding may suggest that it is a lack of provider awareness of such evidence-based screening 
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tools rather than the actual absence of a tool that impedes providers in CM screening. The SEEK 

model has proven to be effective tool and has gained endorsement from such notable 

organizations as the CDC and AAP. It may be necessary for supportive governing bodies to 

make greater efforts to increase provider awareness of the model and its use in clinical practice. 

Project data demonstrate that there was a statistically significant (p<0.05) improvement in 

knowledge following the educational intervention. This indicates that knowledge regarding CM 

risk factors improved following the educational presentation. Participants’ perception of their 

knowledge following the educational intervention demonstrated an improvement, although not 

statistically significant (p=0.88). Still, all participants agreed that the educational presentation 

increased their levels of comfort in assessing and addressing psychosocial stressors and risk 

factors associated with child maltreatment, which echoes existing research findings. However, it 

is important to note the very small sample size of this project (n=4), which may or may not have 

impacted the level of significance of the educational intervention. Although further study is 

warranted, this project adds to the current body of evidence supporting educational interventions 

as an effective method to improve provider knowledge of CM risk factors and associated 

psychosocial concerns, specifically through the utilization of the SEEK model. 

Implications 

Practice 

Pediatric PCPs are uniquely positioned to provide CM preventative care and anticipatory 

guidance to the families and caregivers of their pediatric patients. This QI project demonstrated a 

significant increase in pediatric PCP knowledge of CM risk factors as well as an increase in 

providers’ level of comfort in assessing and addressing psychosocial stressors and CM risk 
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factors following an educational presentation. The implications for practice include more 

knowledgeable clinicians who are better equipped to provide comprehensive, evidence-based 

care, thereby enabling them to better support families and foster children’s safety.  

Education 

 Provider knowledge of CM and management of associated psychosocial risk factors is a 

crucial precursor to the prevention of CM. The results of this project demonstrate limited 

baseline knowledge on this subject among pediatric PCPs, further supporting the need for 

provider education and training. The evidence-based presentation created for this project was 

adapted from the SEEK provider training modules, providing easier access to a summary of 

important evidence-based resources so that clinicians can continue to learn and strengthen their 

skills in the assessment and mitigation of CM risk factors. Additionally, future educational 

sessions or continuing education modules are recommended to further support provider 

knowledge, assessment, and management of CM risk factors, including utilization of the SEEK 

model in the pediatric primary care setting. 

Research 

The literature synthesis conducted as a part of this project generated a wealth of 

information on current recommendations and pediatric primary care practices regarding CM, 

including barriers to screening and preventative care and the role of the SEEK model. 

Furthermore, the results of this DNP project add to current research by supporting the need for 

and benefit of provider education and training regarding CM risk factors. Further investigations 

should aim to obtain data from a larger sample of participants and explore whether the 

knowledge increases observed following a brief educational session are sustained over time. In 
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addition, future research on the implementation of the SEEK model is necessary to bolster 

support for its efficacy and positive outcomes in the pediatric primary care setting.  

Policy 

Healthcare policies are a vital part of the healthcare system that help establish 

fundamental guidelines to inform healthcare access, cost, and delivery. Preventative care 

strategies have incredible potential to positively impact the health and financial well-being of the 

US population. Data gathered in this project can add to the current body of evidence to inform 

healthcare policy, including provider education requirements and clinical practice guidelines that 

have the power to create system-wide changes in patient care. These can ultimately lend to the 

prevention of CM and result in significant financial savings at all economic levels. 

Limitations 

There were several limitations to this QI project. First, this project was only conducted at 

one PCP in a localized area and is therefore not generalizable to other practices. In addition, the 

pediatric practice where the project was implemented is comprised of five different practice sites, 

with both full and part time providers. Upon scheduling the initial educational session, efforts 

were made to set the meeting time for a time in which the largest number of providers would be 

working. However, due to the variability of providers’ schedules, not all providers were available 

at the chosen meeting time. Following the initial implementation phase, the PI was made aware 

that practice providers did not receive project-related emails. It is unclear what impact this had 

on provider participation, but it negatively impacted the data collection phase of this project. The 

subsequent implementation phase allowed providers 72 hours to complete all intervention 

elements, including the pretest, viewing of the recorded educational session, and posttest. While 
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this may have provided participants with more flexibility, it may also have allowed for providers 

to forget to participate amidst their busy schedules. Additional limitations included the use of 

email correspondence as the primary source of communication for the project, which left room 

for messages to be overlooked. On the other hand, the geographic distance between practice 

locations made the idea of in-person administration of pre/posttest surveys challenging. 

Ultimately the practice participation rate in the project was low at 26.7%, or only four 

participants. Lastly, despite being encouraged not to, it is possible that some of the providers 

who participated in the initial educational session also participated in the second implementation 

phase, resulting in the possibility of skewed data. 

DNP Essentials Addressed 

The DNP is a terminal degree in nursing practice that prepares graduates to deliver 

patient-centered care, emphasizing evidence-based practice, quality improvement, and systems 

leadership (American Association of Colleges of Nursing, [AACN] 2006). The eight DNP 

Essentials address the foundational outcome competencies deemed necessary for all DNP 

graduates. This QI project addressed five essentials of doctoral education for the DNP degree. 

DNP Essential I: Scientific Underpinnings for Practice 

DNP Essential I emphasizes the DNP graduate’s role in integrating nursing science and 

other discipline sciences as the basis for practice and utilizing science-based theories. 

Furthermore, this essential prepares the graduate to develop and evaluate new practice 

approaches based on nursing and other theories (AACN, 2006). In this DNP project, Knowles’ 

Theory of Andragogy was used as a theoretical framework to inform the PI and support the 

development of the educational presentation in a format that motivates participants to learn.  
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DNP Essential II: Organizational and Systems Leadership for Quality Improvement and 

Systems Thinking 

DNP Essential II emphasizes the DNP graduate’s role in assimilating nursing science and 

practice to ensure accountability for quality health care and patient safety (AACN, 2006). For 

this DNP project, the PI performed a needs assessment and created an educational presentation 

based on the results of that assessment specific to the project’s clinical site. This QI project also 

utilized the IHI’s model for improvement, including the PDSA model, to measure and analyze 

data. Lastly, the PI developed professional relationships with providers and employed leadership 

skills to improve the quality of patient care by increasing provider knowledge of CM through the 

implementation an evidence-based educational presentation. 

DNP Essential III: Clinical Scholarship and Analytical Methods for Evidence-based 

Practice 

DNP Essential III prepares the graduate to use analytic methods to critically appraise 

existing literature and other evidence to determine and implement the best evidence for practice 

(AACN, 2006). For this DNP project, research literature on CM was reviewed and analyzed, 

evidence was critically appraised, and an evidence-based educational presentation was used to 

increase CM knowledge among pediatric PCPs. 

DNP Essential VI: Interprofessional Collaboration for Improving Patient and Population 

Health Outcomes 

DNP Essential VI prepares the graduate to facilitate effective interdisciplinary 

collaborative and communication skills, lead interprofessional teams in analysis of practice and 

organizational issues and utilize leadership skills to create change in healthcare (AACN, 2006). 
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This project required the use of interprofessional communication and collaboration between the 

PI, clinic president, clinic manager, and primary care providers to successfully plan, implement, 

and achieve project aims. This project also targeted providers in varying professional roles 

including pediatricians, nurse practitioners, and physician assistants. Lastly, the knowledge 

gained by project participants has the potential to improve patient health outcomes by reducing 

the number of children who are victims of maltreatment. 

DNP Essential VIII: Advanced Nursing Practice 

DNP Essential VIII prepares the graduate to demonstrate advanced levels of systems 

thinking, clinical judgement, and delivery of evidence-based care (AACN, 2006). This essential 

also prepares the DNP graduate to educate, support, and guide both individuals and groups to 

achieve excellence in nursing practice (AACN, 2006). Throughout this DNP project, the PI 

demonstrated advanced levels of systems thinking, clinical judgement, and accountability 

throughout the design, implementation, and evaluation of the evidence-based educational 

intervention. For example, the PI to utilized systems thinking to analyze and address barriers 

encountered during the initial implementation phase of this project and to create a successful 

secondary implementation phase. Finally, the PI educated and supported participants to increase 

their knowledge of CM and the SEEK model in efforts to achieve excellence in future practice. 

Conclusions 

CM is a significant public health concern in the US that results in the immediate and 

long-term suffering of young victims, with fatalities being the ultimate consequence of such acts. 

In addition to the tragic health consequences that result from CM, this public health problem 

creates a significant economic burden. Luckily, research demonstrates that CM is preventable. It 
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is the role of pediatric PCPs to promote child safety and well-being, placing them in the unique 

position to aid in CM prevention efforts. However, all too often providers lack the education, 

training, and tools necessary to do so, limiting their ability to serve in this critical preventative 

role. The purpose of this project was to educate pediatric PCPs on the SEEK model to improve 

their knowledge of psychosocial risk factors for CM and support their identification of these 

targeted risk factors. This DNP project demonstrated a statistically significant improvement in 

provider knowledge following an educational presentation on CM and the SEEK model. Along 

with the existing body of evidence, this project demonstrates the benefit of provider education 

and training for CM risk factors and the usefulness of the SEEK model as an evidence-based 

clinical tool in the pediatric primary care setting.  

Plan for Sustainability 

The PSDA cycle was utilized to develop a plan for sustainability, including providing the 

educational presentation to all providers at Agave Pediatrics. Providers can access this recorded 

educational presentation and associated resources at any time for future reference in clinical 

practice. In addition, information regarding formal SEEK training and free SEEK resources were 

provided should the practice decide to officially implement the SEEK model in the future. This 

includes the ability for providers to receive continuing education (CE) credit for completion of 

SEEK training, which medical professionals may need for state licensure and for board 

certification purposes. Finally, the SEEK parent questionnaire (PQ-R) is accessible electronically 

via the Child Health and Development Interactive System (CHADIS) and can be billed for under 

CPT code 96160 for reimbursement purposes, which further supports sustainability of this 

project. 



 

 
57 

Plan for Dissemination 

The findings from this DNP project were shared with the providers at Agave Pediatrics 

via email distribution. The educational presentation PowerPoint and SEEK questionnaire were 

also provided, in addition to the correct answers to the survey questions and a summary of the 

pretest and posttest survey responses. In addition, an executive summary of this project will be 

shared via email with the SEEK model developer and his colleagues. Lastly, the results of this 

project were presented to PNP faculty at the University of Arizona College of Nursing as a part 

of a DNP project final defense. 
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APPENDIX A: 

SITE APPROVAL LETTER / SEEK LICENSE AGREEMENT / THE UNIVERSITY OF 

ARIZONA INSTITUTIONAL REVIEW BOARD AUTHORIZATION LETTER 
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DNP Project Site Approval Letter 
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SEEK License Agreement
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APPENDIX B: 

CONSENT DOCUMENT (DISCLOSURE AND CONSENT FORM) 
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DISCLAIMER 
 

Evidence-Based Education on Child Maltreatment Risk Factors for Pediatric Primary Care 
Providers 

 
By: Kaitlin Allen 

 
This Doctor of Nursing Practice quality improvement project was developed to conduct an 
educational presentation on the topic of child maltreatment and how to address targeted 
psychosocial risk factors in the primary care setting. 
 
You are invited to participate in this project. If you choose to participate in the project, you will 
be asked to fill out a brief pretest survey that will take approximately 5-10 minutes to complete. 
There are no associated risks or discomforts known with completing this survey other than any 
discomfort or stress related to the survey questions or taking the survey itself. The survey is 
completely confidential and no personal identifiable information will be obtained. 
 
Your participation in this study is voluntary and you may choose to discontinue participation at 
any time without penalty. In addition, you may skip any question you choose not to answer. By 
participating, you do not give up any personal legal rights you may have as a participant in this 
project. By taking this survey, you agree to have your responses used for project purposes. Thank 
you for your time and attention, your participation in this important project is greatly 
appreciated. 
 
If you have any questions regarding your participation in this project, what it entails, or any other 
general questions, please email ksallen@email.arizona.edu 
 
Kaitlin Allen, BSN, RN, DNP-PNP student 
University of Arizona, College of Nursing 

 

mailto:ksallen@email.arizona.edu
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APPENDIX C: 

RECRUITMENT MATERIAL (RECRUITMENT EMAIL / REMINDER EMAIL / 

PRESENTATION DAY EMAIL / POST-PRESENTATION EMAIL) 
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Recruitment Email 
Good morning, 
 
You are invited to participate in a Doctor of Nursing Practice (DNP) quality improvement (QI) 
project involving an educational presentation on the topic of child maltreatment and how to 
address targeted psychosocial risk factors in the primary care setting. The 30-minute PowerPoint 
educational session will be presented live via Zoom on date and time. The project will also 
include an 8-question pretest survey and 12-question posttest survey. Each survey will take 
approximately 5-10 minutes to complete. The links for the pretest survey, educational 
presentation and posttest survey will be provided to you via email when they become available. 
In total, the project will take approximately 50 minutes to complete, and it is being conducted by 
Kaitlin Allen, a DNP-PNP student through the University of Arizona College of Nursing. If you 
are interested in participating, please complete the pretest survey via the link enclosed within the 
subsequent project email. Attached is the project disclosure statement for your review. 
Completion of the pretest survey will indicate your consent to participate in this QI project.  
 
If you have any questions regarding your participation in this project, what it entails, or any other 
general questions, please email ksallen@email.arizona.edu.  
 
Thank you for your time. I look forward to your participation. 
 
Sincerely, 
 
Kaitlin Allen, BSN, RN, DNP-PNP Student 
  

mailto:ksallen@email.arizona.edu
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Reminder Email 

Good morning, 
 
If you would like to participate in the Doctor of Nursing Practice (DNP) quality improvement 
(QI) project involving an educational PowerPoint presentation on the topic of child maltreatment 
and how to address targeted psychosocial risk factors in the primary care setting. Please 
complete the pretest survey, which is available via the link enclosed within this email. 
Completion of the pretest survey indicates your consent to participate in this QI project. The 
presentation is scheduled for date and time, and participation is completely voluntary. The 30-
minute presentation will be conducted live via Zoom and includes an 8-question pretest survey 
and a 12-question posttest survey. Each survey will take approximately 5-10 minutes to 
complete. The links for the educational presentation and posttest will be provided to you via 
email on the day of the presentation, which is scheduled for date and time. In total, the project 
will take approximately 50 minutes to complete, and it is being conducted by Kaitlin Allen, a 
DNP-PNP student through the University of Arizona College of Nursing.  
 
If you have any questions regarding your participation in this project, what it entails, or any other 
general questions, please email ksallen@email.arizona.edu.  
 
Thank you for your time. I look forward to your participation. 
 
*Pretest survey link* 
 
Thank you, 
 
Kaitlin Allen, BSN, RN, DNP-PNP student 
  

mailto:ksallen@email.arizona.edu
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Presentation Day Email 

Good morning, 
 
If you would like to participate in the Doctor of Nursing Practice (DNP) quality improvement 
(QI) project involving an educational PowerPoint presentation on the topic child maltreatment 
and how to address targeted psychosocial risk factors in the primary care setting, the links for 
pretest survey and Zoom presentation are enclosed within this email. Completion of the pretest 
survey indicates your consent to participate in this QI project. The presentation is scheduled for 
today (date) at (time). Participation is voluntary, and ALL primary care providers are invited to 
attend the 30-minute presentation regardless of your decision to complete the pre-and posttest 
surveys. If you have NOT already completed the 8-question pretest survey and would like to 
participate in the data collection portion of this project, please complete the pretest survey prior 
to the presentation. The link to the pretest survey is enclosed below. This link will expire at 
presentation date and time. A handout has also been attached for your reference throughout the 
presentation. Please DO NOT view the handout prior to completion of the pretest survey. The 
presentation will conclude with a 12-question posttest survey, which will take approximately 5-
10 minutes to complete. The link to the posttest will be emailed immediately after the 
presentation and should ONLY be completed by participants who completed the pretest survey. 
 
If you have any questions regarding your participation in this project, what it entails, or any other 
general questions, please email ksallen@email.arizona.edu.  
 
Thank you for your time. I look forward to your participation. 
 
*Pretest survey link* 
 
*Zoom link* 
 
*SEEK questionnaire*  
 
Thank you, 
 
Kaitlin Allen, BSN, RN, DNP-PNP student 
  

mailto:ksallen@email.arizona.edu
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Post-Presentation Email 
Good afternoon, 
 
Thank you for participating in this Doctor of Nursing Practice (DNP) quality improvement (QI) 
project presentation on child maltreatment and how to address targeted psychosocial risk factors 
in the primary care setting. At this time, please complete the posttest survey, which is available 
via the link enclosed within this email. This link will expire 24 hours after the presentation and 
will conclude the project’s data collection. If you did NOT complete the pretest survey and 
attend the educational presentation, please do NOT complete the posttest survey. 
 
*Posttest survey link* 
 
The educational presentation and link to SEEK website has also been attached for future 
reference. 
 
I appreciate your participation in this project. 
 
Thank you, 
 
Kaitlin Allen, BSN, RN, DNP-PNP student 
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APPENDIX D: 

EVALUATION INSTRUMENTS (CHILD MALTREATMENT RISK FACTOR AND SEEK 

EDUCATIONAL PRESENTATION PRETEST AND POSTTEST / SEEK PARENT 

QUESTIONNAIRE – R) 
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Child Maltreatment Risk Factor & SEEK Educational Presentation Pretest 
 

PRETEST 
What is your current role/position? 
 

(1) Physician (MD/DO) (2) Nurse Practitioner (PNP/FNP) (3) Physician Assistant (PA) 
 
How many years have you worked as a pediatric provider? 
 

(1) <1 year  (2) 1–4 years (3) 5–7 years (4) 8–10 years  (5) >10 years 
 
Have you previously completed CEUs/CMEs or other formal training in child maltreatment? 
 

(1) Yes  (2) No 
 
If yes, how long ago? 
 
I am knowledgeable about factors that place children at risk for maltreatment.  
 

(1) Strongly disagree (2) Disagree  (3) Uncertain  (4) Agree  (5) Strongly agree 
 
How familiar are you with the Safe Environment for Every Child (SEEK) model? 
 

(1) Not familiar (2) Slightly familiar (3) Moderately familiar (4) Very Familiar (5) Extremely 
Familiar 

 
Knowledge-Based Questions 
 
1. Approximately how many children are reported for possible maltreatment in the US each year? 

a. 400,000 
b. 900,000 
c. 4,000,000 
d. 7,000,000 

 
2. Prevalent psychosocial problems associated with child maltreatment include (select all that apply): 

a. Parental/caregiver depression 
b. Major parental stress 
c. Parental/caregiver substance abuse 
d. Intimate/domestic partner violence 
e. Food insecurity 
f. Harsh punishment 

 
3. Risk factors that perpetuate child maltreatment include (select all that apply): 

a. Child age less than 4 years 
b. Nonbiological male living in the home 
c. Community violence 
d. Access to healthcare and social services 
e. Low parental income 
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4. Which one of the following statements is correct? 
a. Stress is a physical or emotional reaction to a situation perceived as unfamiliar, 

threatening, or harmful 
b. Parents who are stressed are less emotionally available to their children, but are not more 

likely to abuse their children 
c. Child health professionals’ role is limited to assessing the impact of stress on the child 

and helping link the child to resources 
d. Major stress requires the presence of severe life upheavals 

 
5. Which one of the following statements about Motivational Interviewing is correct? 

a. Motivational Interviewing is an effective method of advising parents what they should do 
b. Motivational Interviewing gives the parent ownership of the problem, and of the solution 
c. Research on Motivational Interviewing has demonstrated its effectiveness in addressing 

excessive drinking, drug use and harsh punishment 
d. Motivational Interviewing is not effective with parents who are not thinking about 

changing their behavior 
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Child Maltreatment Risk Factor & SEEK Educational Presentation Posttest 
 

POSTTEST 
 
I am knowledgeable about factors that place children at risk for maltreatment.  
 

(1) Strongly disagree (2) Disagree  (3) Uncertain  (4) Agree  (5) Strongly agree 
 
The educational presentation increased my level of comfort in assessing and addressing psychosocial 
stressors and risk factors associated with child maltreatment.  
 

(1) Strongly disagree (2) Disagree  (3) Uncertain  (4) Agree  (5) Strongly agree 
 
Knowledge-Based Questions 
 
1. Approximately how many children are reported for possible maltreatment in the US each year? 

a. 400,000 
b. 900,000 
c. 4,000,000 
d. 7,000,000 

 
2. Prevalent psychosocial problems associated with child maltreatment include (select all that apply): 

a. Parental/caregiver depression 
b. Parental/caregiver substance abuse 
c. Major parental stress 
d. Intimate/domestic partner violence 
e. Food insecurity 
f. Harsh punishment 

 
3. Risk factors that perpetuate child maltreatment include (select all that apply): 

a. Child age less than 4 years 
b. Nonbiological male living in the home 
c. Community violence 
d. Access to healthcare and social services 
e. Low parental income 

 
4. Which one of the following statements is correct? 

a. Stress is a physical or emotional reaction to a situation perceived as unfamiliar, threatening, 
or harmful 

b. Parents who are stressed are less emotionally available to their children, but are not more 
likely to abuse their children 

c. Child health professionals’ role is limited to assessing the impact of stress on the child and 
helping link the child to resources 

d. Major stress requires the presence of severe life upheavals 
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5. Which one of the following statements about Motivational Interviewing is correct? 
a. Motivational Interviewing is an effective method of advising parents what they should do 
b. Motivational Interviewing gives the parent ownership of the problem, and of the solution 
c. Research on Motivational Interviewing has demonstrated its effectiveness in addressing 

excessive drinking, drug use and harsh punishment 
d. Motivational Interviewing is not effective with parents who are not thinking about changing 

their behavior 
 
6. When should the SEEK PQ-R be given to parents? 

a. Once initially, and then when family circumstances change (e.g., new baby, divorce) 
b. At selected checkups from 0-5 years of age 
c. At either regular checkups or “sick visits” 
d. At the first visit with the family 

 
7. Which one of the following statements about the SEEK model is correct? 

a. The SEEK model aims to screen, assess, and treat child maltreatment.  
b. The psychosocial problems screened for in the SEEK PQ-R rarely occur in families but are 

commonly associated with child maltreatment.  
c. Health professionals and parents have trusting relationships, making primary care a good 

setting to address psychosocial problems. 
d. The health care team, consisting of the child’s primary care provider and the parent’s 

therapist, is a key aspect of the SEEK model. 
 
8. The SEEK model includes the Reflect – Empathize – Assess – Plan (REAP) approach. Which one of 

the following examples does not fit the REAP approach? 
a. Reflect to the parent on the information the parent has disclosed (e.g., “I see from the 

questionnaire you’ve been feeling down”) 
b. Empathize with the parent by conveying that you care about her, not just her kids (e.g., “This 

must be hard on you and on your kids…”) 
c. Briefly assess the problem, what’s been tried, and what the parent wishes to do (e.g., Are you 

OK applying for Food Stamps?) 
d. Tell the parent what she should do about her problem (e.g., Here’s a referral to a mental 

health counselor who can help you) 
 
9. Core components of the SEEK model that providers can utilize to help address targeted problems 

include all the following except: 
a. SEEK algorithms with suggested responses to barriers 
b. SEEK parent handouts 
c. “Finding Resources” search engine on the SEEK website 
d. The 24-hour SEEK hotline 

  



 

 
79 

 



 

 
80 

APPENDIX E: 

PARTICIPANT MATERIAL (CHILD MALTREATMENT AND SEEK EDUCATIONAL 

SESSION LEARNING OBJECTIVES / PRESENTATION OUTLINE SCRIPT) 
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Child Maltreatment and SEEK Educational Session Learning Objectives 

Upon completion of the educational session, participants will be able to: 

1. Identify common psychosocial problems and risk factors that perpetuate child maltreatment. 

2. Describe motivational interviewing and its use in clinical practice. 

3. Explain the components of the SEEK model and how it can be used in the primary care 
setting. 

  



 

 
82 

Child Maltreatment and SEEK Model Educational Presentation Outline Script 
 
Slide 1: Title Slide 
 

Evidence-based Education on Child Maltreatment Risk Factors for Pediatric Primary Care Providers 
 

By: Kaitlin Allen, BSN, RN 
DNP-PNP Student 

University of Arizona College of Nursing 
 
Slide 2: Presentation Overview 
 

• Child Maltreatment 
o Definition 
o Prevalence 
o Risk and protective factors 

• Child Maltreatment Prevention and the Pediatric Provider 
• Safe Environment for Every Kid (SEEK) Model 

o What is SEEK and what does the model encompass? 
o Summary of SEEK provider training information 
 SEEK Parent Questionnaire 
 Motivational Interviewing & REAP method 
 Targeted psychosocial problems associated with child maltreatment  

• Content Review/Conclusion 
 
Slide 3: Educational Session Expected Learning Outcomes 
 
Upon completion of the educational session, participants will be able to: 

• Identify common psychosocial problems and risk factors that perpetuate child maltreatment 
• Describe motivational interviewing and its use in clinical practice 
• Explain the components of the SEEK model and how it can be utilized in the primary care setting  

 
Slide 4: Introduction: Child Maltreatment 
 
• Child neglect and abuse—collectively referred to as child maltreatment (CM)—is a serious public 

health problem in the United States (US), with approximately 700,000 children known to be 
maltreated in the U.S. each year 

• Child maltreatment is any act or acts of commission or omission by a parent or caregiver that 
results in a threat of harm, the potential for harm, or actual harm to a child. Acts of commission 
include physical, sexual, and psychological abuse, whereas acts of omission involve physical, 
emotional, medical, and educational neglect 

o The lifetime economic cost of nonfatal child maltreatment per victim was estimated to be 
$830,928 

o the fatal per-victim cost was estimated to be $16.6 million  
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Presenter notes: Children who experience neglect and abuse experience considerable physical and 
mental health consequences that can extend into adulthood. In addition to the tragic health consequences 
that result from child maltreatment, it is important to note the economic burden of this public health 
problem 
 
Slide 5: Factors Associated with Child Maltreatment 
 
• Risk factors of child maltreatment include:  

o Child age less than 4 years 
o Single parenthood 
o Parental childhood history of maltreatment 
o Nonbiological male living in the home 
o Community violence 
o Lack of access to healthcare and social services 
o Low parental income 

 
• Psychosocial problems associated with CM: 

o Parental/caregiver depression 
o Major parental stress 
o Parental/caregiver substance abuse 
o Intimate/domestic partner violence 
o Food insecurity 
o Harsh punishment 

 
Presenter notes: Research has shown that identification of potential CM risk and referral to services that 
can reduce risk and promote protective factors is key to the prevention of child maltreatment. Protective 
factors include a supportive family environment, adequate housing, caregiver employment and access to 
healthcare and social services 
 
Slide 6: Child Maltreatment Prevention and the Pediatric Provider 
 
• Primary prevention and anticipatory guidance are cornerstones of primary care, making pediatric 

primary care the optimal environment for child maltreatment prevention 
• Providers can help prevent child maltreatment by: 

o Enhancing families’ ability to protect their children 
o Addressing child maltreatment risk factors 
o Connecting families with community resources that prioritize child welfare 

• Research shows that providers are NOT screening or addressing child maltreatment and associated 
psychosocial risk factors 

 
Presenter notes: Barriers frequently cited by providers include lack of education/training, lack of 
comfort/confidence addressing psychosocial concerns and lack of validated/recommended screening tools 
as key barriers (as well as lack of time, reimbursement) 
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Slide 7: Safe Environment for Every Kid (SEEK) Model 
 
• SEEK is a practical, evidence-based tool supported by the CDC and AAP that supports providers in 

the assessment and identification of key risk factors that contribute to child maltreatment  
• The goals of the SEEK model are to prevent child abuse and neglect by addressing prevalent 

psychosocial problems, supporting parents, strengthening families, and promoting children’s safety, 
health, and development 

• The SEEK model consists of: 
o Training for PCPs  
o A parent questionnaire (PQ-R) 
o Algorithms and responses to barriers 
o Parent handouts 
o Supplemental materials/information including information on national and local resources 

 
Presenter notes: SEEK focuses primarily on provider education and training so providers can serve a 
preventative role in identifying and responding to prevalent psychosocial issues that impair family and 
parental functioning, which ultimately increase the risk for child maltreatment. 
 
Slide 8: SEEK Parent Questionnaire (PQ-R)  
• The SEEK PQ-R briefly and systematically screen parents for prevalent and targeted psychosocial 

problems that are risk factors for CM:  
o Parental depression 
o Parental substance abuse 
o Major parental stress 
o IPV 
o Food insecurity 
o Harsh punishment 

• Includes 16 yes/no questions and takes approximately 2-3 minutes to complete  
• Can be administered on paper or electronically via CHADIS and is available in English and Spanish 
• Should be administered several times between 0-5 years of age, such as at: 2, 9, 15, 24 months of 

age, and the 2, 3, 4, and 5 years well child visits 
• Providers can bill for screening 

Presenter notes: In the event that the SEEK PS-Q is positive for one or more of the evaluated 
psychosocial problems, the provider should address the positive screening elements during the visit. 
Implementing SEEK has been shown to add less than 5 minutes to clinical visits. However, should time 
be a concern, providers may briefly address positive screens, provide topic specific SEEK 
handouts/resources, and suggest the parent/caregiver return for a subsequent appointment to further 
address concerns/provide support. When greater time is available, providers can delve further into the 
SEEK model components by practicing motivational interviewing and utilizing SEEK algorithms as a 
means to partner with parents/care takers in addressing identified concerns. 
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Slide 9: SEEK and Motivational interviewing  
• Motivational interviewing is a parent or patient-centered approach to motivating someone who is 

ambivalent about to resistant to changing their behavior.  
o Parents are “experts” on their life, partners in setting goals and making decisions 
o Affirm their autonomy, their right to direct the plan 
o Prioritize their needs 

• When implementing MI providers should: 
o Ask open-ended questions  
o Assess the importance of an issue to a parent/readiness to change 
o Assess parent(s) confidence in changing their behavior  
o Practice reflective listening: seek to understand the parent’s idea or feeling then reflect it back 

to confirm it’s been understood 
o Focus on strengths and affirm positives  

 
Presenter notes: Style of interaction rooted in being empathic, nonjudgmental, and supportive in the 
efforts to empower parents to identify goals, behaviors to change, strengths, skills, barriers, and solutions 
 
Slide 10: SEEK and the REAP approach  
 

• The SEEK model utilizes REAP (reflect, empathize, assess, plan) to help guide approach to 
different problems: 
o Reflect on the problems that the parent has disclosed, “I see from the questionnaire that 

you’ve been feeling down” 
o Empathize: important to foster strong connection “I’m sorry to hear that you have been 

feeling this way” 
o Assess: briefly assess what nature of the problem, what has been tried, and what the parent 

would like to do.  
o Plan: done together with the parent (offer useful information, handout to facilitate referral, 

express interest to help) 
 
Presenter notes: The REAP approach: (1) Probes the parent’s view of the problem, (2) Explores their 
readiness to change (3) Explores options with the parent (4) Involves jointly developing a plan 
 
Slide 11: SEEK & Parental Depression 
 

• Parental depression negatively impacts children including poor growth, elevated stress hormones 
(NE and cortisol) learning problems, abuse & neglect 

• Research shows that children benefit when parents with depression are treated 
• Research supports screening for parental depression in the pediatric primary care setting 

 
Slide 12: SEEK & Major Parental Stress 

• Stress is defined as the physical or emotional reaction to a situation perceived as unfamiliar, 
threatening, or harmful  

• Parents experiencing major stress are less emotionally available, experience increased health 
problems, increased substance use and abuse, and are less tolerant of child’s behavior, resulting in 
increased CM 
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Presenter notes: When parents own needs are met, they are better able to meet the needs of their children 
(airline safety metaphor: place oxygen mask on self before placing on child). What is one thing that YOU 
can do for YOU? Reinforce parents’ strengths, tackle one thing at a time 
 
Slide 13: SEEK & Parental Substance abuse 
• At some point in their lives, approximately 4 out of 10 children in the U.S. live with someone who 

is abusing drugs or alcohol 
• Parents/caretakers that abuse drugs or alcohol are at increased risk for neglecting and abusing their 

children, increased use of harsh punishment,  
• AAP recommends at a minimum that providers screen for family drug and alcohol abuse, be 

familiar with local resources, and provided support and follow-up 
 
Presenter notes: Inquire: Is child having any externalizing behavior problems (acting out, getting into 
fights/arguments), internalizing behavior problems (withdrawn) as a result? Expect resistance; 
ultimately, key is to help parent to take steps that are important to keep the child safe 
 
Slide 14: SEEK & Intimate partner or domestic violence 
• 7 million children are exposed to severe IPV in the U.S. each year 
• When mothers are asked about IPV, they often disclose 
• Children can be harmed by IPV directly (witnessing IPV) and indirectly; may result in cognitive 

and emotional impairment, increased risk of experiencing CM  
i. IPV and CM often co-occur 

 
Presenter notes: There are NO “typical” victims: crosses racial and ethnic groups, adults of all ages, 
and all incomes. AAP strongly recommends evaluating for IPV. Provide SEEK parent handout resources 
for DV advocate, counseling, legal help, a safety plan  
 
Slide 15: SEEK & Food insecurity 
• Food insecurity is defined as not having access to enough food to fully meet basic needs at all times 
• Approximately 20% of all families with children in the U.S. are affected by food insecurity each 

year 
• Food insecurity can negatively impact children’s growth and development 
• Children who are hungry may be irritable putting them at higher risk for harsh punishment 

 
Presenter notes: Assess: what parents do when there is not enough food, are parents receiving WIC or 
SNAP services. Express a wish to help and let parents know that resources are available/provide them 
with resources regarding WIC, SNAP, local food pantries 
 
Slide 16: SEEK & Harsh punishment 
• Discipline: training that develops self-control and character (can be positive or negative) 
• Punishment: imposing one’s will on another, through harness, with the goal of obedience 

i. Corporal punishment includes slapping or spanking a child with a hand or object, yelling at, 
or belittling a child are also harmful 

ii. Research demonstrated that corporal punishment is associated with aggression, 
delinquency, emotional problems (suicide), perpetuation of harsh punishment. Injuries can 
result, and can cross the line to abuse 

• Discourage PUNISHMENT and encourage DISCIPLINE 
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Presenter notes: Teach parents what is normal, developmental behavior. Acknowledge that normal 
behavior (ex. boundary pushing, tantrums, throwing things, not listening to instructions) can be 
challenging. Provide parents with strategies to help remove fragile items, prevent battles, praise child for 
even small cooperation, active ignoring and redirecting, time outs (quiet place for 1 minute per year of 
age, explain the technique of time out prior to offending behavior if possible, don’t dwell on why child 
was in time out following the time out and redirect to a new activity), “time in”: good time spent with 
child that is positive 
 
Slide 17: Conclusion/review 
• Child maltreatment is a serious public health problem in the US, and it can be prevented! 
• Pediatric PCPs are key players in preventing child maltreatment  
• The SEEK model is a comprehensive, evidence-based tool that PCPs can utilize in child 

maltreatment prevention efforts 
o Implement screening at 2, 9, 15, 24 months of age, and the 2, 3, 4, and 5 years well child 

visits 
o Motivational interviewing and the REAP (reflect, empathize, assess, plan) help to guide 

approach to different problems and to partner with parents  
• Utilize SEEK handouts and algorithms to help address barriers and provide families with supportive 

resources! Follow up as needed  
• Visit the SEEK website for further information and supplemental materials 

 
Slide 18: References 
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APPENDIX F: 

PROJECT TIMELINE 
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Date Project Stage Task 

January-July 
2021 Planning 

 
Research child maltreatment, risk factors, and SEEK 
model. 
Identify clinic needs.  
Obtain permission from site to implement project.  

August-
September 2021 

Pre-
implementation 

 
Prepare recruitment and educational materials. 
Obtain authorization for use of the SEEK model. 
Prepare a project proposal.  

October-
November 2021 

Pre-
implementation 

 
Finalize recruitment and educational materials. 
Obtain formal letter of approval to implement project 
from Agave Pediatric president.  

December 2021 Pre-
implementation 

 
Defend project proposal  
Obtain IRB approval to implement project. 
 

January 2022 Implementation 

 
Recruit Agave Pediatric providers via email 
Deliver 30-minute educational presentation to 
participating Agave Pediatric providers 
Collect online pre/posttest survey data from participants  

February-
March 2022 Evaluation 

 
Analyze data collected from participants. 
Create a sustainability plan for future use of the 
intervention at Agave Pediatrics. 
Present results of study and plans for sustainability to 
Agave providers.  
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Project Question: Does a provider-focused educational presentation on the SEEK model increase pediatric primary care providers’ 
knowledge of psychosocial risk factors for child maltreatment? 

Pub. Year; 
Author’s Last 

Name 

Title of 
Publication 

Type of 
Study Main Outcomes of Findings Support for and or Link to 

Project 

Ashraf, I. J., Pekarsky, 
A. R., Race, J. E., & 
Botash, A. S. (2020). 

Making the most of 
clinical encounters: 
prevention of child 
abuse and 
maltreatment. 

Systematic 
review 

• Identification of RF’s and s/sx of CM, 
referral to local resources, parenting 
education, and application of the public 
health prevention framework should be 
integrated into clinical encounters. 

• USPSTF = PCPs are uniquely positioned 
to identify child maltreatment 

• AAP = recommends clinician 
involvement in preventing CM, and 
provides guidance on risk factors, 
protective factors, and clinical 
management 

• Neither USPSTF nor AAP have 
recommendations for primary care 
interventions to prevent CM 

Gaps in provider knowledge and skills, and 
discomfort in addressing child maltreatment 
impede prevention efforts.  
 

• A gap exists in provider 
knowledge resulting in impeded 
prevention efforts.  

• Resources to mitigate risk factors 
exist in large numbers but 
providers need to develop skills in 
identifying risks for CM and 
preparation for offering necessary 
resources that not only reduce RFs 
but promote protective factors 

SEEK enables PCPs to identify and help 
address psychosocial problems 
associated with abuse and neglect 

Curry, S. J., Krist, A. H., 
Owens, D. K., Barry, M. 
J., Caughey, A. B., 
Davidson, K. W., ... & 
US Preventive Services 
Task Force. (2018). 

Interventions to 
prevent child 
maltreatment: US 
Preventive Services 
Task Force 
recommendation 
statement 

Meta-
analysis 

Limited evidence supporting the use of risk-
assessment instruments to identify children at 
risk of child maltreatment. Further research to 
determine effective methods for clinicians to 
identify children at increased risk should be a 
priority. 
 
USPSTF found insufficient evidence to 
recommend for or against CM preventive 
interventions in primary care settings. No 
evidence of HARM  

• Child maltreatment is a large 
problem, PCPs are in a unique 
position to address and prevent.  

• AAP has no recommendations on 
preventive interventions but 
strongly recommends providers 
involvement in preventing child 
maltreatment and provides guidance 
and information on risk factors, 
protective factors, and clinical 
management 
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Pub. Year; 
Author’s Last 

Name 

Title of 
Publication 

Type of 
Study Main Outcomes of Findings Support for and or Link to 

Project 
SEEK did not meet eligibility requirements 
for inclusion of this recommendation. 
 

Dubowitz, H., 
Feigelman, S., Lane, W., 
& Kim, J. (2009). 

Pediatric primary care 
to prevent child 
maltreatment: the safe 
environment for every 
kid (SEEK) model 

RCT There were significantly fewer instances of 
child abuse and neglect among intervention 
group children (13.3%) compared to control 
group children (19.2%) at follow-up: odds 
ratio 1.5, P = .045. There were significantly 
fewer instances of possible neglect among 
intervention group children compared to 
control group children based on review of 
child's medical records No difference between 
intervention and control groups on parent 
reported nonviolent discipline, psychological 
aggression, or minor physical assault. 
Significant difference between groups on 
parent reported severe or very severe physical 
assault: mean 0.11 vs 0.33, P = .04.  
 
Model care resulted in significantly lower 
rates of child maltreatment in all the outcome 
measures: fewer child protective services 
reports, fewer instances of possible medical 
neglect documented as treatment 
nonadherence, fewer children with delayed 
immunizations, and less harsh punishment 
reported by parents. 
 

The safe environment for every kid 
(SEEK) model of pediatric primary care 
seems promising as a practical strategy 
for helping prevent child maltreatment. 

The study offers a promising strategy for 
modestly modifying pediatric primary 
care to help prevent child maltreatment, 
and enhance children’s health, 
development, and safety. 

Dubowitz, H., Lane, W. 
G., Semiatin, J. N., 
Magder, L. S., 
Venepally, M., & Jans, 
M. (2011).  

The safe environment 
for every kid (SEEK) 
model: impact on 
pediatric primary care 
professionals 

RCT Comparing baseline scores with 6-, 18-, and 
36-month follow-up data, the HPQ revealed 
significant (P _ .05) improvement in the 
SEEK group compared with controls on 
addressing depression (6 months), substance 

The SEEK model led to significant and 
sustained improvement in several areas. 
This is a crucial first step in helping HPs 
address major psychosocial problems 
that confront many families. SEEK 
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Pub. Year; 
Author’s Last 

Name 

Title of 
Publication 

Type of 
Study Main Outcomes of Findings Support for and or Link to 

Project 
abuse (18 months), intimate partner violence 
(6 and 18 months), and stress (6, 18, and 36 
months), and in their comfort level and 
perceived competence (both at 6, 18, and 36 
months). SEEK HPs screened for targeted 
problems more often than did controls based 
on observations 24 months after the initial 
training and the medical records (P_.001). 
 

offers a modest yet promising 
enhancement of primary care. 

Dubowitz, H., Lane, W. 
G., Semiatin, J. N., & 
Magder, L. S. (2012). 

The SEEK model of 
pediatric primary care: 
can child maltreatment 
be prevented in a low-
risk population? 

RCT In the initial and 12-month assessments, 
SEEK mothers reported less Psychological 
Aggression than controls (initial effect size = 
−0.16, 95% confidence interval [95% CI] 
−0.27, −0.05, P = .006; 12-month effect size 
= −0.12, 95% CI −0.24, −0.002, P = .047). 
SEEK mothers reported fewer minor physical 
assaults than controls (initial effect size = 
−0.16, 95% CI −0.29, −0.03, P = .019: 12-
month effect size = −0.14, 95% CI −0.28, 
−0.005, P = .043). At 6 months, there were 
trends in the same positive direction although 
they were not statistically significant. There 
were few instances of maltreatment 
documented in the medical records and few 
child protective services reports. 
 
The SEEK model was associated with reduced 
maternal psychological aggression and minor 
physical assaults. Although such experiences 
may not be reported to protective services, 
ample evidence indicates their potential harm. 
SEEK offers a promising and practical 
enhancement of pediatric primary care. 
 

This is the first study to evaluate a 
model for enhancing pediatric primary 
care by addressing prevalent risk factors 
for CM in a low-risk population. Finding 
of the study offer support of SEEK 
model as a practical and promising 
approach for enhancing pediatric 
primary care 
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Pub. Year; 
Author’s Last 

Name 

Title of 
Publication 

Type of 
Study Main Outcomes of Findings Support for and or Link to 

Project 

Eismann, E. A., 
Theuerling, J., Maguire, 
S., Hente, E. A., & 
Shapiro, R. A. (2018).  

Integration of the safe 
environment for every 
kid (SEEK) model 
across primary care 
settings 

RCT All practices successfully implemented 
SEEK, with screening completion rates from 
75% to 93% and brief intervention rates from 
61% to 81%. Major parental stress (14%) and 
food insecurity (11%) were the most common 
risk factors. Providers found SEEK 
worthwhile for improving their knowledge, 
skills, and ability to address psychosocial 
concerns and provide whole person care. 
Barriers included limited time and resources, 
incomplete resource knowledge, and lack of 
follow-up. Facilitators included on-site 
support staff to assist with communication 
and referrals. 

This project has shown that adapting the 
SEEK model for use in different primary 
care settings is a constructive and 
acceptable way for health care providers 
to reach families living in adversity. 
Addressing psychosocial risk factors in 
addition to physical health issues 
through the SEEK model was a 
worthwhile and sustainable change to 
standard clinical care. The SEEK model 
opened the door to valuable 
conversations with caregivers that were 
not otherwise happening and resulted in 
resources and referrals for caregivers 
that could potentially reduce the 
adversity experienced by their children 
and prevent the downstream effects of 
toxic stress. 
 

Flynn, A. B., Fothergill, 
K. E., Wilcox, H. C., 
Coleclough, E., Horwitz, 
R., Ruble, A., ... & 
Wissow, L. S. (2015). 

Primary care 
interventions to 
prevent or treat 
traumatic stress in 
childhood: a 
systematic review 

Systematic 
review 

The intervention approaches taken in the 
studies included in the systematic review 
were diverse and included the implementation 
of screening programs or tools, training 
clinicians to recognize and discuss 
psychosocial issues with patients and their 
families and providing primary care 
professionals with community resource lists. 
Nine out of 10 studies included in the review 
reported favorable results. 
 

Findings suggest that interventions to 
prevent or treat traumatic stress in 
childhood in pediatric primary care 
settings are feasible and can favorably 
affect clinical practices and families' 
outcomes. 

Fortson, B. L., Klevens, 
J., Merrick, M. T., 

Preventing child abuse 
and neglect: a 
technical package for 

Meta-
analysis 

Child abuse and neglect is highly preventable 
and requires a comprehensive focus that 
crosscuts key sectors of society including 

Child maltreatment is preventable. One 
approach including enhancement of 
primary care. Evidence to support 
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Pub. Year; 
Author’s Last 

Name 

Title of 
Publication 

Type of 
Study Main Outcomes of Findings Support for and or Link to 

Project 
Gilbert, L. K., & 
Alexander, S. P. (2016) 

policy, norm, and 
programmatic 
activities  

public health, government, education, social 
services. Strategies to prevent CM include 
strengthening economic supports to families, 
changing social norms to support parents and 
positive parenting, providing quality care and 
education in early life, enhancing parenting 
skills to promote healthy child development, 
and intervening to lessen harms and prevent 
future risk.  
 

enhanced primary care includes 
programs like SEEK.  
 
Endorses SEEK model and states 
positive effects on child abuse and 
neglect.  

Hornor, G., Bretl, D., 
Chapman, E., Herendeen, 
P., Mitchel, N., 
Mulvaney, B., Quinones, 
S. G., & Van 
Graafeiland, B. (2017) 

Child maltreatment 
screening and 
anticipatory guidance: 
a description of 
pediatric nurse 
practitioner Practice 
behaviors 

Descriptive 
study 

Two hundred forty-three PNPs responded to 
the survey, which represents a response rate 
of 3%. Approximately half of the participants 
(n = 121; 51%) stated that they never/rarely 
ask parents questions about domestic 
violence, more than one-fourth (n = 71; 30%) 
reported that they never/rarely ask parents 
questions about discipline, and half of the 
responding PNPs (n = 120; 50%) reported that 
they perform an ano-genital exam at well 
visits. 
 
Barriers to child maltreatment screening and 
anticipatory guidance were identified by 
participating PNPs, with time being reported 
as a barrier by most respondents (67%). Lack 
of training (48%) and lack of comfort (31%) 
were also reported by PNPs as barriers to this 
practice behavior.  
 
Clearly nursing education, as well as 
education for all health care providers, needs 
to include content that discusses the 
importance of screening, intervention, and 

This study demonstrates that a 
significant number of PNPs do not 
routinely screen for child maltreatment 
and psychosocial risk factors. This is 
especially true regarding sexual abuse 
screening and anticipatory guidance. 
 
PNP report lack of time, training, and 
lack of comfort as barriers to CM 
screening and anticipatory guidance. 
There is a clear need for healthcare 
provider education on this topic. 
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Pub. Year; 
Author’s Last 
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Title of 
Publication 

Type of 
Study Main Outcomes of Findings Support for and or Link to 

Project 
anticipatory guidance related to child 
maltreatment, its psychosocial risk factors, 
and the devastating effects that these ACEs 
can have on overall psychological and 
physical health. 
 

Harden, B. J., Buhler, A., 
& Parra, L. J. (2016).  

Maltreatment in 
infancy: a 
developmental 
perspective on 
prevention and 
intervention 

Literature 
review 

• Infants and toddlers are 
disproportionately exposed to trauma and 
show severe and long-lasting 
developmental consequences of this 
exposure. Extant data suggest that this 
population is most likely to experience 
maltreatment and is most vulnerable to 
the adverse sequelae of maltreatment. 
Given this evidence, it is critical to 
design effective interventions that 
prevent the maltreatment of very young 
children and that prevent the cascade of 
negative outcomes that they may endure 
because of maltreatment. 

• Primary prevention programs for infants, 
toddlers, and their families aim to reduce 
the incidence of maltreatment and related 
outcomes (e.g., infant mortality) through 
the implementation of population-based 
programs. 

The SEEK model aims to reduce 
maltreatment by engaging mothers at their 
community pediatric primary care facilities 
and connecting them with appropriate 
community services. 
 

Addresses critical need of interventions 
to prevent child maltreatment in the 
context of a public health prevention 
framework 
 
Supports SEEK as a primary prevention 
method for prevention of child 
maltreatment 
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Pub. Year; 
Author’s Last 
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Title of 
Publication 

Type of 
Study Main Outcomes of Findings Support for and or Link to 

Project 

Kairys, S. (2020). Child abuse and 
neglect: the role of the 
primary care 
pediatrician 

Literature 
review 

• Primary care has yet to incorporate 
trauma prevention guidance, early 
screening and identification of trauma 
and abuse, and care management 
processes to optimize outcomes for 
children so affected. 

• Primary care pediatricians as the 
advocate and care manager for children 
who are abused can be extremely 
important to ameliorate the impact of 
abuse 

• Pediatricians have the potential to 
provide such guidance and support to 
families in their care that would focus on 
many of the triggers that escalate the risk 
for abuse and neglect, but research shows 
that most do not regularly do so do not 
regularly provide such guidance  

Many screening questionnaires have been 
proposed for early detection, but the only one 
that seems to show promise and an actual 
ability to decrease reports of child abuse is the 
SEEK questionnaire. 
 

Majority of pediatric primary care 
providers are not fulfilling their 
responsibility to prevent child abuse and 
neglect despite available resources to 
support them in this task.  
 
Training of clinical and nonclinical staff 
is critical to providing trauma informed 
care and should include content and 
process components.  
 
Clinical practices should include 
prevention through anticipatory 
guidance and screening of ACES 
 
Supports SEEK as an early detection 
screening method to decrease CM 

Kerker, B. D., Storfer-
Isser, A., Szilagyi, M., 
Stein, R. E., Garner, A. 
S., O’Connor, K. G., ... 
& Horwitz, S. M. (2016).  

Do pediatricians ask 
about adverse 
childhood experiences 
in pediatric primary 
care? 

Descriptive 
study 

Only 4% of pediatricians usually asked about 
all 7 ACEs; 32% did not usually ask about 
any. Less than 11% of pediatricians reported 
being very or somewhat familiar with the 
ACE study. Pediatricians who 
screened/inquired about ACEs usually asked 
about maternal depression (46%) and parental 
separation/divorce (42%). Multivariable 
analyses showed that pediatricians had more 

Few pediatricians ask about all ACEs. 
Pediatric training that emphasizes the 
importance of social/emotional risk 
factors may increase the identification of 
ACEs in pediatric primary care. 
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than twice the odds of usually asking about 
ACEs if they disagreed that they have little 
effect on influencing positive parenting skills, 
disagreed that screening for social emotional 
risk factors within the family is beyond the 
scope of pediatricians or were very interested 
in receiving further education on 
managing/treating mental health problems in 
children and adolescents. 

Lane, W. G., Dubowitz, 
H., Frick, K. D., 
Semiatin, J., & Magder, 
L. (2021).  

Cost effectiveness of 
SEEK: a primary care-
based child 
maltreatment 
prevention model.  

Cost 
analysis of 
RCTs 

Implementing SEEK in all 18 practices would 
have cost approximately $265,892 over 2.5 
years; $3.59 per child per year; or $305.58 
($229.18-$381.97) to prevent one incident. 
Based on a very conservative cost estimate of 
$2779 per maltreatment incident, SEEK 
would save an estimated $2,151,878 in health 
care costs for 29,610 children. 

The SEEK model is cost saving. Cost 
per case of psychological and physical 
abuse averted were significantly lower 
than the short-term costs of medical and 
mental health care for maltreated 
children. SEEK model expansion has the 
potential to significantly decrease 
medical, mental health, and other related 
costs associated with maltreatment. 
 

Rariden, C., Smith 
Battle, L., Yoo, J. H., 
Cibulka, N., & Loman, 
D. (2021) 

Screening for adverse 
childhood 
experiences: literature 
review and practice 
implications 

Systematic 
review 

All the studies examined in this literature 
review found most patients willing to 
complete ACE screenings. study results 
revealed that parents were supportive of ACE 
screenings as a means of being identified for 
additional services and altering the course of 
intergenerational adversity patterns; parents 
also viewed the pediatric clinician as a guide 
for helping families address ACE exposure. 
 

Parents support ACE screenings by 
clinicians in the primary care setting as a 
component of general health care visits, 
and view pediatric clinicians a as guide 
for helping families address ACE 
exposure  
 
ACE screening is feasible 
 
ACE screenings did not cause 
significant disruption office flow or 
visits. High ACE scores only slightly 
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increased change for a longer office 
visit. 

Szilagyi, M., Kerker, B. 
D., Storfer-Isser, A., 
Stein, R. E. K., Garner, 
A., O’Connor, K. G., ... 
McCue Horwitz, S. 
(2016).  

Factors associated 
with whether 
pediatricians inquire 
about parents’ adverse 
childhood 
experiences. 

Descriptive 
study 

Despite endorsing the influence of positive 
parenting on a child's life-course trajectory 
(96%), that their advice can impact parenting 
skills (79%), and that screening for social-
emotional risks is within their scope of 
practice (81%), most pediatricians (61%) did 
not inquire about parents’ ACE. Pediatricians 
who believed that their advice influences 
positive parenting skills inquired about more 
parents’ ACE. 

As of 2013, few pediatricians inquired 
about parents' ACEs despite recognizing 
their negative impact on parenting 
behaviors and child development. 
Research is needed regarding the best 
approaches to the prevention and 
amelioration of ACEs and the promotion 
of family and child resilience. 
Pediatricians need resources and 
education about the AAP’s proposed 
dyadic approach to assessing family and 
child risk factors and strengths and to 
providing guidance and management. 
 

 

https://www-sciencedirect-com.ezproxy2.library.arizona.edu/topics/medicine-and-dentistry/scope-of-practice
https://www-sciencedirect-com.ezproxy2.library.arizona.edu/topics/medicine-and-dentistry/scope-of-practice
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