Child Abuse and Neglect

Definition:  Behavior which is outside the norms of conduct and entails a substantial risk of causing a child physical or emotional harm. Four categories of maltreatment are physical abuse, sexual abuse, neglect, and emotional maltreatment.
 In this report, child abuse and neglect are measured by the number of children in referrals accepted for investigation by Child Protective Services.
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There were 40,086 accepted referrals to child protective services for child abuse and neglect in Washington in 2000.  These involved 39,231 different children and youth age 0 – 17.  Child maltreatment causes suffering directly, has long-term effects on physical and emotional well-being,
 and increases the risks of delinquency, substance abuse, adolescent pregnancy, suicide attempts, and HIV-risk behaviors as the affected child grows up. 
,
,
 

Child abuse is a serious problem by any measure, but accurate measurement is hindered by underreporting, varying definitions, changes in community perceptions over time, and other issues.
  Nurse home visiting to high-risk families during pregnancy and infancy can reduce maltreatment for up to 15 years.
  There is a need for more accurate measures and for development and evaluation of long-term, multifaceted programs that are effective in preventing maltreatment.

Time Trends
In 2000, almost 40,000 different children in Washington were involved as victims or potential victims in a Child Protective Services (CPS) accepted referral (one which passed an initial screening to determine whether investigation is required), equivalent to a rate of 25.9 per 1000 children.  These numbers suggest that, compared to many factors affecting the health of children, child maltreatment is relatively common.

These data have been unduplicated, that is, each child is counted only once in that year.  Unduplicated statewide totals have been available since 1998 (42,587 in 1998, 42,636 in 1999 and 39,231 in 2000).  However, unduplicated data are not available for years prior to 1998, at the county level, or by types of abuse. Therefore, data have not been unduplicated in the detailed information reported below.  In 2000, 58,827 children were involved in accepted referrals, prior to removing those counted more than once, equivalent to a rate of 38.9 per 1,000 children.

Of the total children (not unduplicated) involved in accepted referrals in 2000, 61% were involved in referrals for neglect, 23% for physical abuse, 7% for sexual abuse, and 9% for other forms of abuse such as emotional abuse, mental injury, exploitation, or abandonment.

In 1999, the most recent year US data are available, the rate of total maltreatment in Washington, as measured by the number of children in CPS accepted referrals, prior to unduplication (38.4 per 1,000) was similar to the national rate (40.2 per 1,000).

Washington’s CPS referral acceptance rates (the percent of referrals that are accepted for investigation) dropped from 62% in 1991 to 52% in 2000.  The apparent reduction in the number of children in CPS accepted referrals between 1991 and 2000 might be due to these changes in CPS referral acceptance rates, changes in public willingness to report abuse, or an actual decline in abuse.  Nationwide, although deaths of children aged 14 years and younger declined by over 20% between 1989 and 1996, child death rates from homicide remained stable.

Year 2000 and 2010 Goals
Comparable Washington data are not available for the Healthy People Year 2000 goal to reduce abuse and neglect to below 22.6 per 1,000 children per year (1995 Revisions).   This goal was based on a combination of data sources, including police, hospitals and schools, as well as CPS records.  

One of the Healthy People Year 2010 goals is to reduce verified (substantiated or indicated) abuse to 11.1 per 1,000 children.  Comparable Washington data are not available.  Another Healthy People Year 2010 goal is to reduce child maltreatment fatalities to 1.5 per 100,000 children.  In 1999, six children died who had open CPS cases within the year prior to death, equivalent to a rate of 0.4 fatalities per 100,000 children.  This comparison might suggest that the Healthy People 2010 goal for child maltreatment fatalities has been met.  However, preliminary data from Washington Child Death Review investigations suggest these six deaths probably include fewer than half those actually caused by maltreatment.
Geographic Variation
Apparent county-to-county variation in CPS accepted referrals might be explained by differences in levels and methods of reporting, organizational policies for dealing with maltreatment, and other factors, as well as actual variation in rates of maltreatment.

Urban and Rural

State data are not available, and there is little other information on possible urban-rural differences in rates of child maltreatment.  One nationwide study
 did not find differences between rural and urban areas, but the study was not designed to detect subtle differences.

Age and Gender

In 2000, children age 6-12 had the highest rate of accepted referrals (46.2 per 1,000 children), followed by  0-6 (40.7 per 1,000 children) and 13-17 (21.6 per 1,000 children).  These differences might reflect variability in reporting (that is, schools can serve as reporters only for school-age children).  Overall rates were similar for boys and girls. National 1999 CPS data suggest that age and gender differences vary by type of maltreatment.  Based on children who were found by a CPS agency to have experienced or be at risk for maltreatment, nationally, neglect rates were highest for age 0-3, regardless of gender.  Girls were four times more likely than boys to be sexually abused.  Rates of physical abuse of boys and girls were similar; however, girls were abused at later ages.  The peaks were age 12-15 for girls and 4-11 for boys.  
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Race and Ethnicity

State data are not available.  Although some researchers have identified racial/ethnic differences in rates of child maltreatment, the patterns of differences are not consistent.  The reasons for any racial/ethnic differences are not known and might include associated risk factors, such as poverty. 

Income and Education

State data are not available.  National data indicate that low income and education are risk factors for maltreatment.  

Other Measures of Impact and Burden

Washington surveys.  One-fifth to one-quarter of Washington adults and adolescents report some history of childhood physical or sexual abuse.  Because females are more often sexually abused, lifetime rates of abuse are higher for females than males.  Rates and 95% confidence intervals for each type of abuse are provided in the following table, based on a 1995 Washington school-based survey of youth in grades 9-123,4 and a 1997 Washington Behavioral Risk Factor Surveillance System household survey of adults.5 

	
	Teen Females
	Teen Males
	Adult Females
	Adult Males

	Sexual Abuse
	9.2%
(( 2)
	2.4%
(( 1)
	13.8%
(( 2)
	4.6%
(( 1)

	Physical Abuse
	10.7%
(( 1)
	12.1%
(( 2)
	4.4%
(( 1)
	9.4%
(( 2)

	Both Types of Abuse
	14.6%
(( 2)
	2.6%
(( 1)
	6.6%
(( 1)
	2.2%
(( 1)


Rates of self-reported history of being sexually abused in Washington are average compared to surveys of the US and of other states. For example, the estimated prevalence of childhood sexual abuse reported by adult women in Washington was 20.4%, compared to 17.3% – 24.0% in a 1991 US survey.
  Less comparative information is available for lifetime rates of childhood physical abuse. 

Risk and Protective Factors

Child maltreatment is associated with other family and community problems.  Emotional maltreatment  may underlie all other kinds of abuse and neglect in that it involves a lack of responsiveness to the child’s needs.  Conversely, parents who are sensitive and responsive to their children’s needs, keep a safe and healthy home environment, and have strong communications and problem-solving skills are unlikely to be abusive or neglectful.

Family characteristics.  Child maltreatment has been consistently associated with parental poverty, unemployment, lack of education, young maternal age, large family size, and short intervals between births.
,
  The reasons for these associations are not known, but relatively scarce economic and psychological resources for each child might play a role.

Poverty.  Data from a variety of sources (CPS records, national surveys, schools, and population samples) converge in suggesting that physical abuse is about three times more common in low-income families.
  CPS records and community sources also suggest that neglect and emotional abuse are associated with poverty; studies of sexual abuse and poverty have had mixed results.7,13  

Intergenerational patterns.  Parents who were themselves maltreated as children are more likely to maltreat their own children.  Nine studies on this topic indicated a median of a four-fold increase in risk.
 Studies of parents who were maltreated suggest that those who received therapy or had a supportive spouse were less likely to maltreat their own children.
 Being abused as a child can affect later parenting by harming the ability to form positive attachments, modeling negative behaviors, creating emotional instability, or through other processes.

Psychological and attitudinal factors and substance abuse. Psychological diagnoses including depression, antisocial personality, and substance abuse have been associated with child maltreatment, although not all studies find these associations. In a community-based survey, 
 parents who reported an alcohol or drug disorder had a fivefold increase in risk for also reporting physical abuse and a ninefold increase in risk for also reporting neglect compared to other parents matched for age, race, gender, site, and socioeconomic status.  In a 17-year longitudinal study, families in which the mother reported an alcohol or drug disorder or police involvement had more than a fourfold increase in risk for each type of maltreatment measured (physical and sexual abuse and neglect).
 A recent review of studies on characteristics of physical child abusers,
 most of which studied mothers, concluded that they had high levels of hostility, low levels of self-esteem and empathy, and attributed more negative intents to children’s behavior than those who were not abusive.

Job loss.  High rates of job loss precede increases in child abuse at a community level.
  It is hypothesized that stresses associated with job loss contribute to maltreatment.  As noted earlier, unemployment, like low income, is also associated with child abuse and neglect in studies of families (as opposed to communities).

Poor social relationships.  Maltreating parents are described as isolated, and they report less social support than other parents.  The causal relationships are not known.  Efforts to improve social support in neglectful families have had mixed results,
and some evidence indicates that families with more risk for abuse are more likely to drop out of treatment programs.
 

Domestic violence.  Domestic violence and child abuse often occur in the same families, based on population-based surveys, research on battered women, and official records.  In one review, 16 of 20 studies using samples of either battered women or abused children found that the other type of abuse occurred in at least 40% of the families.
  Exposure to violence between parents is increasingly viewed as being emotionally abusive in itself.

Child characteristics.  Although it has been hypothesized that children who were born prematurely, were low birth-weight, or had an illness or handicap were more likely to be maltreated, research in this area has had inconsistent results.  It seems probable that any apparent effect is due to the association of child characteristics with poverty or other risk factors.11 For example, some evidence suggests that mothers who later maltreat their children are less likely to get prenatal care or to provide adequate nutrition to the fetus.  Children with behavior problems are also more likely than other children to be maltreated, but the behavior problems might be the result, rather than the cause, of maltreatment.

Intervention Strategies 

There has been relatively little research on interventions to prevent maltreatment compared to the large amount of research on causes and effects.  However, several programs have shown positive effects on parenting behavior and other measures related to maltreatment.

Home visiting.  A 15-year randomized longitudinal study found that families receiving home visitation during pregnancy and infancy had significantly fewer child maltreatment reports than other families. 7  This program involved nurse home visitors who provided high-risk mothers with information and support.  However, maltreatment was not significantly reduced among those families (one-fifth of the sample) in which the mothers reported more than 28 occurrences of violence from their partners during the 15-year period.  Program improvements are being made to address this short-coming but have not yet been evaluated. 

Parent training.  Nine studies recently reviewed two well-established parent training programs for parents of conduct-disordered children and found they were effective on a variety of measures of improving parenting skills and reducing children’s problem behaviors.
  A program for parents of Head Start children also reduced harsh parenting and child conduct problems.
  However, the children in these studies were not known to be maltreated, and the programs have not been adequately evaluated on their ability to reduce maltreatment.

Identification and screening.  Many health care facilities use multidisciplinary teams to improve identification and case management of maltreated children, and organizations for health care professionals have initiated training programs to increase knowledge for recognizing, diagnosing, documenting, and treating child abuse.  Although these programs have not been adequately evaluated, it is likely that their effectiveness depends on the availability and efficacy of other intervention services.20
Services to maltreated children.  Programs to prevent adverse consequences of child maltreatment on the child appear to be generally effective, although other efforts are necessary to protect the child from further maltreatment.  In a recent review,21 six out of eight randomized controlled trials of individual and group treatments for sexually abused children and adolescents found positive effects on self-esteem, mood, and/or behavior problems.  

 Maltreated children who attended therapeutic day care showed better developmental progress than other maltreated children in two sets of small studies,
,
 and maltreated children in Head Start who were paired with resilient peers had significant social gains.
 Other studies of programs for physically abused children have shown positive effects, but few have used randomized designs.21 However, reviewers of over 250 evaluations of the effectiveness of psychotherapy with children have concluded that psychotherapy is generally helpful in reducing a variety of problems, including some problems associated with maltreatment, such as aggression.

See related chapter on Domestic Violence.
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Technical Notes

Child abuse and neglect data are from Child Protective Services (CPS) data and were provided by the Department of Social and Health Services Children’s Administration.  CPS investigates reports of child abuse or neglect in Washington. Washington State law defines abuse or neglect as “the injury, sexual abuse, sexual exploitation, negligent treatment, or maltreatment’ of a child.”   Reporting of suspected child abuse is mandatory for professionals encountering children (e.g. doctors, teachers).  However some child abuse, particularly less severe cases, goes undetected and thus unreported.

This chapter includes information on children in referrals to CPS, specifically, referrals that are “accepted” for investigation.  In the case of multiple referrals for the same incident, we have assumed that only one referral was accepted.  In addition, reports which do not provide enough information, which have no legal basis for complaint, or where the child cannot be located are not accepted for investigation or further intervention.  Also, if the suspected perpetrator is not a caretaker, the case might not be accepted by CPS but might instead be referred to law enforcement authorities for investigation.  However, CPS can become involved if the perpetrator is a licensed caretaker, or if the child’s parent or guardian refuses to remove the child from a situation which places the child at risk of abuse.   These data do not include findings of the subsequent investigation.  
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