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ABSTRACT 
 

 
JENIFER LYNN LAVIGNE. Pediatric inpatient nurses’ knowledge and perceptions of 
child maltreatment. (Under the direction of DR. SHARON PORTWOOD). 
 
 
Although they are in a unique position to identify potential cases of child maltreatment, 

to date, no studies have specifically examined inpatient nurses’ ability to identify factors 

important in determining abuse and neglect. This study addressed this gap by examining 

inpatient nurses’ knowledge and perceptions of child maltreatment through 

administration of a cross-sectional survey regarding perceptions of child maltreatment to 

nurses (N=80) working on pediatric inpatient units at Levine Children’s Hospital in 

Charlotte, North Carolina. Due to the limited prior research in this area, the first objective 

of this study was to describe the knowledge and perceptions of child maltreatment among 

inpatient pediatric nurses. The second objective was to examine what specific factors 

influence inpatient pediatric nurses’ perceptions and knowledge of child maltreatment. 

Statistically significant differences were found between nurses who had professional 

experience with a substantiated case of child maltreatment and those who did not as well 

as nurses who felt they had received adequate training in identifying child maltreatment 

and those who did not. In all statistically significant vignettes, nurses who indicated they 

had encountered a substantiated case of child maltreatment through work rated the acts as 

more abusive than did nurses who had not, and nurses who indicated they received 

adequate training in child maltreatment identification rated the acts as less abusive than 

did those nurses who indicated they had not. Findings support the importance of pediatric 

inpatient nurses’ having adequate training on identifying potential abuse and neglect, as 

well as reporting laws.
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INTRODUCTION 
 

 
Child maltreatment is a serious public health problem (Arias, 2009), affecting not 

only children, but also adults; it may be a significant risk factor for leading causes of 

death and illness among adults, such as heart disease, cancer, and chronic lung disease 

(Felitti et al., 1998; Hammond, 2003). Child maltreatment is associated with eating, 

sleep, and attachment disorders, developmental delays, depression, anxiety, and chronic 

physical illnesses (National Association of Pediatric Nurse Practitioners (NAPNAP), 

2011). In 2011, approximately 681,000 children were victims of child maltreatment (U.S. 

Department of Health & Human Services (USDHHS), 2012). Constituting 78.5% of 

cases, neglect was the most frequently reported form of child maltreatment, followed by 

physical abuse at 17.6%, sexual abuse at 9.1%, and psychological abuse at 9%. At a rate 

of 2.10 deaths per 100,000 children, in 2011, approximately 1,570 children died due to 

abuse or neglect. Among the 32 states with data available, 25.1% of maltreated children 

experienced caregiver domestic violence. Thirty-three states reported exposure to 

domestic violence in the home and found that 16.7% of child fatalities were exposed to 

domestic violence. Children who are exposed to domestic violence are at risk for 

developing anxiety, depression, posttraumatic stress disorder, attention problems, and 

aggression (Thackeray, Hibbard, & Dowd, 2010). Given the number of poor physical and 

mental health outcomes related to child maltreatment, the identification of potential cases 

of child maltreatment by those individuals in a position to make such identification is an 

important public health issue.  

 Child maltreatment is defined as any act(s) of commission or omission by a parent 

or other caregiver that results in harm, potential for harm, or threat of harm to a child 
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(Leeb, Paulozzi, Melanson, Simon, & Arias, 2008). Acts of commission include physical, 

sexual, and psychological abuse. Omission is the failure to provide for a child’s basic 

physical, emotional, or educational needs, or to protect the child from harm or potential 

harm. Acts of omission include physical, emotional, medical, dental, and educational 

neglect, as well as inadequate supervision and exposure to violent environments.  

The World Health Organization (WHO) emphasizes the importance of caregiver-

child interactions during the first five years of life for the child’s healthy development 

and survival (Richter, 2004). In fact, research has shown that parents who maltreat their 

children are less responsive, supportive, and affectionate with their children than are 

parents who do not maltreat their children (Bousha & Twentyman, 1984). Arias (2009) 

described three characteristics of a healthy relationship between caregiver and child: 

safety, stability, and nurture. Safety encompasses a parent’s or caregiver’s ability to 

control his or her emotional response to the child, to protect the child from others who 

may cause harm to him or her, to use non-harmful discipline techniques, to monitor the 

child’s behavior and development, and to ensure that the child’s environment is not 

dangerous. Stability is crucial for a child to understand that the world around him or her 

is manageable. Stable families with regular routines are able to lessen the impact of 

stressful experiences by providing the child with consistency. Nurturing a child 

encompasses the parent’s or caregiver’s ability to respond to the child’s needs. A 

nurturing relationship between caregiver and child reduces fear and allows the child to 

explore his or her environment confidently. Although many effects of child maltreatment 

are measurable, it is impossible to quantify the shattered bond and trust between child 

and caregiver or parent (Horner, 2005).   
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 The public health approach to a problem is (1) to define the problem, (2) to 

identify the risk factors associated with the problem, and (3) to prevent the cause of the 

problem or to implement an intervention (Schneider, 2011). As with any public health 

problem for which there are known risk factors, primary prevention efforts have been 

aimed at child maltreatment. Unfortunately, such primary prevention efforts are unable to 

reach everyone, or, in many cases, it may be too late for primary prevention. Secondary 

prevention efforts are aimed at providing resources for families who exhibit identified 

risk factors for child maltreatment (Conley, 2007). Therefore, it is essential that those in a 

position to identify potential child maltreatment are knowledgeable of these risk factors. 

For children who are already experiencing maltreatment, tertiary prevention is essential 

to prevent the child from continuing to experience abuse or neglect, especially since 

abuse tends to be repetitive and to escalate over time (Herendeen, 2002). Tertiary 

prevention is also important since there appears to be a dose-response relationship in 

adults between child maltreatment exposure and diseases such as chronic lung disease, 

liver disease, heart disease, and cancer (Hammond, 2003).  

When the goal is to stop the child from being abused again, some intervention 

must occur. Child abuse interventions are generally considered to be the domain of social 

workers (Paavilainen, Astedt-Kurki, Paunonen-Ilmonen & Laippala, 2002a); however, 

child protective services have contact with only a fraction of maltreated children (Sedlak 

& Broadhurst, 2010). Therefore, an interdisciplinary approach, including health care, law 

enforcement, social work, and education is needed for effective intervention (NAPNAP, 

2011). Despite this need, the potential for health care professionals to contribute to child 

maltreatment prevention efforts is often overlooked.  
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In 2011, medical personnel accounted for 8.4% of the estimated 3.4 million 

referrals to child protective services (USDHHS, 2012). Health professionals have 

reported fear of misdiagnosing the child as a barrier to reporting suspected cases of child 

maltreatment (Russell, Lazenbatt, Freeman, & Marcenes, 2004). Researchers have also 

found that some health professionals do not understand the governing state statutes and 

reporting laws and are unable to recognize the signs and symptoms of child abuse and 

neglect (Alvarez, Kenny, Donohue, & Carpin, 2004). Clearly, it is imperative that health 

professionals have the knowledge and skills to identify child maltreatment accurately 

(Lazenbatt & Freeman, 2006).  

 In the healthcare system, nurses tend to have the first contact with patients and 

their families; therefore, nurses are likely the first professionals to have the opportunity to 

identify a potential case of child maltreatment (Crisp & Lister, 2004). In particular, 

nurses working in a pediatric hospital unit (inpatient pediatric nurses) are in a key 

position to observe family functioning, to detect risk factors related to child maltreatment, 

and to identify symptoms of maltreatment (Paavilainen et al., 2002b); these nurses have 

prolonged interaction with the child and his or her family during their shift, often for 

several shifts in a row. Nurses can also play an integral role in linking families with 

services and resources (Adams, 2005). Accordingly, it is crucial that nurses have the 

knowledge necessary to enable them to identify possible child maltreatment (Pabiś, 

Wrońska, Slusarska, & Cuber, 2011). However, to date, no studies have specifically 

examined inpatient nurses’ ability to identify factors important in determining child  

maltreatment. In response to this need, this study examined inpatient nurses’ knowledge 

and perceptions of child maltreatment.  
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LITERATURE REVIEW 
 
 

Impairment in biological, cognitive, emotional, and social domains is associated 

with child maltreatment, making it a significant public health problem (Cicchetti & Toth, 

2005; MacMillan & Munn, 2001). Stress caused by maltreatment may disrupt early brain 

development and, in extreme cases, harm nervous system and immune system 

development (Arias, 2009). Child maltreatment is also associated with eating, sleep, and 

attachment disorders, developmental delays, depression, anxiety, and chronic physical 

illness (NAPNAP, 2011). In addition, various forms of child neglect have been linked to 

high rates of pediatric obesity (Knutson, Taber, Murray, Valles, & Koeppl, 2010). 

Research involving low-income youth has shown that childhood maltreatment was 

associated with increased use of healthcare services for asthma, cardio-respiratory 

disease, and non-sexually transmitted infections (Lanier, Jonson-Reid, Stahlschmidt, 

Drake, & Constantino, 2010). Children who are exposed to domestic violence are  

at risk for developing anxiety, depression, posttraumatic stress disorder, attention 

problems, and aggression (Thackeray, Hibbard, & Dowd, 2010). Domestic violence is 

associated with child maltreatment and may occur concurrently in up to 60% of cases 

(Hamby, Finkelhor, Turner, & Ormrod, 2010). Several problems in adulthood are 

associated with experiencing maltreatment as a child, including risky sexual behavior, 

chronic disease, and cancer (Anda et al., 2006; Felitti et al., 1998). Physical abuse in 

childhood is associated with an increased likelihood of heart disease, stomach ulcers, and 

hypertension (Greenfield, 2010; Springer, Sheridan, Kuo, & Carnes, 2007).   

Child and caregiver risk factors for child maltreatment have been well-established  

(Gonzalez & MacMillan, 2008; Horner, 2005; Stith et al., 2009). Child level risk  
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factors include young age, chronic disease, and behavior problems (Palusci, 2011; 

Horner, 2013). A child who experiences domestic violence in the home is often 

maltreated, thus indicating domestic violence as a risk factor for child maltreatment 

(Hamby et al., 2010; McGuigan & Pratt, 2001). Caregiver risk factors include first birth 

before the age of 20 years, low income, and low education level. Name-calling of the 

child when disciplining is also a risk factor for child maltreatment, one that may be 

observed (Adams, 2005). Children who live in single-parent families and whose parents 

have unrealistic developmental expectations of them are also at risk for maltreatment 

(Rodriguez & Richardson, 2007). Additional risk factors include presence of a stepparent 

or paramour in the household, lack of parental social support (Kelly & Reynolds, 1994), 

and families who receive public assistance (Gonzalez & MacMillan, 2008). 

Identifying and reporting child maltreatment cases are the first step to helping a 

victim of child maltreatment and preventing the immediate and long-term consequences 

that affect both the physical and mental health of individuals. Intervention for a victim of 

child maltreatment is essential for better outcomes, especially since abuse tends to be 

repetitive and to escalate over time. 

� Identification and Reporting of Child Maltreatment 

 In the United States, all states and the District of Columbia have mandated 

reporting laws identifying those individuals required to report child maltreatment under 

specific circumstances (Child Welfare Information Gateway, 2012). These 

circumstances, as well as those individuals mandated to report suspected cases of child 

maltreatment, vary by state. Usually, a report must be made when the reporter suspects or 

has reasons to believe that a child has been abused or neglected. In situations in which the 
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reporter has direct knowledge of or witnesses a child is being subjected to harmful 

conditions, a report is required. In approximately 48 states and the District of Columbia, 

social workers, teachers, principals and other school personnel, physicians, nurses, and 

other healthcare workers, counselors, therapists, and other mental health professionals, 

child care providers, and law enforcement officers are designated as mandated reporters. 

Rhode Island is the only state that does not identify nurses to be mandated reporters.  

Training programs that focus on the identification and reporting of suspected 

child maltreatment are important to enhancing a professional’s knowledge of child 

maltreatment and the reporting process. Kenny (2007) developed a web-based program 

aimed at providing information about child maltreatment to undergraduate education and 

graduate counseling students. The goal was to determine if future mandated reporters 

could gain knowledge about the signs and symptoms of abuse and reporting laws from a 

web-based program. This study demonstrated that a brief web-based training program 

could be effective in providing information about child abuse identification and reporting 

to future mandated reporters. McCauley, Jenckes, and McNutt (2003) also developed a 

35-minute training aimed at mandated reporters, including physicians, nurses, and social 

workers. While this training method did improve participants’ ability to identify physical 

indicators of child maltreatment, data showed no significant improvements in the 

knowledge of mandated reporting requirements. Alvarez et al. (2004) examined the 

effectiveness of a training curriculum for mental health professionals. The program was 

delivered in the form of workshops and focused on state and federal reporting laws, 

common indicators of child maltreatment, and common misconceptions that result in the  
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failure of individuals to report suspected child maltreatment. Upon completion of the 

training program, participants demonstrated improved knowledge of state and federal 

reporting laws and were able to identify child maltreatment scenarios. Findings from 

these studies demonstrate that a short web-based program or workshops can be effective 

in improving mandated reporters’ knowledge of reporting laws and the identification of 

child maltreatment. 

 Regardless of their knowledge of child maltreatment and reporting laws, 

numerous barriers may prevent an individual from reporting a suspected case of child 

maltreatment. Bensley et al. (2004) explored perceived barriers to reporting suspected 

child maltreatment among adult residents of Washington State. These researchers found 

that the most substantiated barriers were fear of retaliation by the abusive parent, being 

afraid of making the child’s situation worse, and not wanting to intrude on family 

privacy. In fact, the fear that reporting child maltreatment will result in severe abuse of 

the victim or a disruption in the family is a common barrier to practitioners’ reporting 

suspected child maltreatment (Alvarez et al., 2004). Eisbach and Driessnack (2010) 

explored barriers to reporting suspected child maltreatment among school  

nurses, pediatric nurse practitioners, and mental health nurse practitioners. Participants 

indicated that they were hesitant to report suspected cases when signs and symptoms 

were subtle. Hesitation was also indicated when physical evidence was not an obvious or 

primary finding.   

 Overall findings from these studies revealed several barriers that prevent an 

individual from reporting a suspected case of child maltreatment. It is essential that 
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barriers to reporting be identified and addressed to ensure that all cases of suspected child 

maltreatment are reported.  

� Child Maltreatment Studies in the United States with Physicians and Nurse 

Practitioners 

Many studies have assessed the perceptions, knowledge, and practices related to 

child maltreatment among healthcare professionals, particularly physicians. Using a 

cross-sectional survey of pediatrician child maltreatment reporting practices (N=195), 

Gunn, Hickson, and Cooper (2005) investigated the factors that affect pediatricians’ 

decision to report suspected child maltreatment. Nearly all pediatricians (n=187, 96%) 

reported suspecting child maltreatment at least one time since completing residency. 

Participants were asked if they had ever considered reporting suspected child abuse and 

neglect but chose not to do so; 28% (n=54) responded that they had, at some point in 

their career, chosen not to report suspected abuse or neglect. Male gender, more years in 

practice, and more experience in reporting maltreatment were significantly  

associated with pediatricians’ not reporting suspected abuse. Many pediatricians also 

indicated that lack of knowledge about the reporting process, reporting laws, and their 

role in the reporting process influenced their decision not to report suspected child abuse 

or neglect. A limitation of the study was that the physicians were asked to recall their 

practice behavior, thus possibly introducing recall bias or the physicians feeling the need 

to give a socially acceptable answer. Also, two of the findings seem somewhat 

contradictory. Pediatricians indicating greater experience in reporting child maltreatment 

and having experience testifying in child maltreatment cases were less likely to report 
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suspected maltreatment. On the other hand, pediatricians commonly gave lack of 

knowledge as a reason for not reporting suspected cases.  

 Lane and Dubowitz (2009) assessed primary care pediatricians’ experience, 

comfort, and competence in evaluating and managing child maltreatment using a 

questionnaire mailed to pediatricians (N=520) on the American Academy of Pediatrics 

membership roster. A total of 278 (53%) of the questionnaires mailed were returned, and 

of those returned, 147 were eligible for analysis. Most of the pediatricians responding 

(n=145, 98.6%) agreed that primary care providers needed to receive training in the 

medical evaluation of child maltreatment. An increased sense of competence in medically 

evaluating child neglect and testifying on all types of child maltreatment was associated 

with pediatricians’ attending more child maltreatment conferences. The majority of 

pediatricians indicated that they were familiar with the laws and procedures for reporting 

suspected child maltreatment. Most pediatricians said they generally report abuse (n=138, 

94%) and neglect (n=123, 84%); however, some pediatricians (n=23, 16%) admitted to 

reporting suspected maltreatment only when they were certain that the child had been  

maltreated. Although most pediatricians felt competent in the medical evaluation of child  

maltreatment (n=111, 76%) for physical abuse, 47.6% (n=70) for sexual abuse, and 69% 

(n=101) for neglect, they did not feel as competent in providing court testimony for cases 

of suspected child maltreatment (42% (n=62) for physical abuse, 25% (n=37) for sexual 

abuse, and 38% (n=56) for neglect). Although participants were obtained from a list of 

members of the American Academy of Pediatrics, specific information about whether 

physicians were in primary care versus subspecialty practice was not available. Another 

limitation is that the study relied on pediatrician self-report for the number of child 
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maltreatment cases they had seen and reported, as well as their own assessment of their 

competence in child maltreatment. 

 Kenny (2001) conducted a study involving 28 physicians who were first-year 

pediatric residents at a large teaching hospital in a metropolitan area in the southeast and 

28 teachers from a large school district. A questionnaire was administered to participants 

to examine how often teachers and physicians fail to report suspected abuse, their reasons 

for not reporting suspected child abuse, and their knowledge about and training in child 

abuse. A majority of the physicians surveyed (n=21, 75%) strongly agreed or agreed that 

parents have the right to discipline their children however they see fit. An even greater 

number of physicians (n=23, 82%) felt that they should not be mandated to report child 

abuse. Most physicians reported lack of knowledge of the signs of child abuse, with 61% 

(n=17) disagreeing and 25% (n=7) strongly disagreeing that they are aware of the signs 

of child physical abuse and 54% (n=15) disagreeing and 14% (n=4) strongly disagreeing 

they are aware of the signs of child sexual abuse. Many physicians surveyed also 

indicated that they disagreed (n=19, 68%) or strongly disagreed (n=5, 18%) that they 

were aware of the signs of child neglect. Perhaps the most shocking result is that 32% 

(n=9) disagreed and 61% (n=17) strongly disagreed that child abuse was a serious 

problem in American society. Given the small sample size and that all participants of this 

study came from the same geographical region in a large metropolitan area, the study 

findings may not be generalizable to other geographic areas. An additional limitation is 

that all physicians were newly trained and worked in a large hospital; therefore, results 

cannot be generalized to physicians with greater experience or who work in other 

settings. As with any study in which participants are asked to report retrospective 
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information, there may have been recall bias. Self-reporting may have also led 

participants to provide a more socially accepted answer.  

Herendeen, Blevins, Anson, and Smith (2014) conducted a cross-sectional study 

using a survey sent to Pediatric Nurse Practitioners (PNPs) (N=5764) who were members 

of the National Association of Pediatric Nurse Practitioners to examine their experiences 

in the identification and management of child abuse. A total of 643 surveys were returned 

for a response rate of 11%. Of the 643 surveys returned, 604 (94%) were complete and 

eligible for analysis. Most of the PNPs (n=537, 89%) reported seeing a case of suspected 

child abuse in their career, with nearly half (n=248, 46%) indicating that they had seen at 

least one case of suspected child abuse injury or death in the past year. Many of the PNPs 

(n=417, 69%) strongly agreed or agreed that they were confident in their ability to 

identify children at risk for abuse. Some PNPs (n=127, 21%) expressed that they did not 

feel they had received adequate training in child abuse. The number of hours the PNPs 

spent in contact hours related to child abuse during the five years prior to the survey were 

collected. The PNP’s confidence in managing and identifying child abuse cases was 

significantly associated with the presence or absence of contact hours (p<.01 for both 

identifying and managing). Of the respondents, 105 (19.6%) admitted that they had not 

reported every case of a child with suspicious injuries they encountered. An alarming 

14.3% (n=15) of those respondents decided to try to manage the child abuse issues 

themselves, by working with the family to address the problem, instead of making a 

report to child protective services. One limitation of the study was again that participants 

were asked to recall information regarding child maltreatment cases they had 

encountered, possibly introducing recall bias. Given the very low response rate, selection 
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bias may have been introduced as well. In addition, many Family Nurse Practitioners also 

care for children. However, the study only included Pediatric Nurse Practitioners, thus 

excluding other nurse practitioners who also care for children. 

 The findings from these studies reveal a general lack of reporting suspected cases  

of child maltreatment by physicians and nurse practitioners. In addition, findings suggest 

that education efforts should emphasize the serious health consequences associated with 

child maltreatment and state and federal reporting laws. 

� Child Maltreatment Studies in the United States with Nurses 
 
In the healthcare system, nurses tend to have the first contact with patients and 

their families; therefore, they are likely to be the first professionals to have the 

opportunity to identify child maltreatment. Due to the 12-hour shifts that nurses typically 

work, nurses who work on a pediatric hospital unit are in a key position to observe family 

functioning and to identify child maltreatment. However, few studies in the United States 

have focused on this group of potential reporters.  

 O’Toole, O'Toole, Webster, and Lucal (1994) used a factorial survey to test three  

hypotheses: recognition and reporting will vary by characteristics of the act, recognition 

and reporting will vary by nurses’ personal and professional characteristics, and 

recognition and reporting will vary by organizational characteristics. Registered nurses 

(N=1,038) were selected from lists obtained from licensing boards and professional 

nursing organizations in Ohio. Findings demonstrated that not all recognized cases of 

abuse are reported; instead, nurses use discretion in reporting cases of abuse, not strictly 

adhering to the legal guidelines. Nurses were asked to score a random sample of 

computer-generated vignettes that described a potential case of child maltreatment. 
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Nurses were more likely to identify an act as child abuse as the seriousness of the 

behavior in the vignette increased. A case was less often viewed as abuse 

when the perpetrator was a sibling. Acts least likely to be recognized as abuse by the 

nurses surveyed involved emotional abuse, followed by physical abuse; sexual abuse was 

the most frequently recognized and reported. A limitation of this study was the limited 

choices nurses were given to categorize their specialization (i.e., emergency department, 

pediatrics, school health, and community health). Since participants were required to 

choose from these four choices, it was not possible to know whether nurses worked in 

another area of the hospital other than the emergency department or if they worked in 

private pediatric clinics. Nondifferential misclassification may also have been present 

since participants’ experience with child abuse and knowledge were self-reported. 

Nonetheless, findings from this study clearly indicated a need for nursing education to 

emphasize the reporting laws and legal guidelines in the United States regarding child 

maltreatment.  

� Additional Child Maltreatment Studies in the United States with Health Care 

Personnel 

Although only one study has been conducted examining the perceptions and 

knowledge of child maltreatment among nurses in the United States, several studies have 

assessed perceptions, knowledge, and practices related to child maltreatment among other 

healthcare professionals. Keshavarz, Kawashima, and Low (2002) examined child abuse 

and neglect presentations in an urban university pediatric emergency department. These 

researchers found that 10% of identified victims (n=106) of abuse were patients who 

visited the emergency department for an issue unrelated to abuse, but who were identified 



15 
 

as victims based on physical findings during examination. This study also revealed that 

patients who were identified as victims of child abuse resided in zip codes with an 

average median annual income of $17,664; a majority had Medicaid or were uninsured 

(n=94, 89%). In more than half of cases the suspected perpetrator was a parent, with 41% 

(n=43) of cases suspecting the mother and 21% (n=22) cases suspecting the father.  These 

findings are from a university urban metropolitan pediatric emergency department, thus 

generalizability to nonmetropolitan populations or a clinic setting may not be possible. 

Since data were collected via a retrospective chart review, another limitation is that not 

all information of interest was always documented and available.  

 Tran and Goyal (2010) presented an interesting case-report involving a 10-year-

old girl admitted to an epilepsy-monitoring unit at a children’s hospital in Ohio for video 

monitoring. During a seven-day admission, her mother rarely visited, and little parental 

interaction was observed. After repeated episodes of questioning, the patient talked about 

domestic violence at home and her safety concerns for herself and siblings. The patient 

was removed from her home and placed in foster care. Although this study only 

represents one case, it demonstrates the opportunity hospital personnel have to observe 

the family functioning and to identify signs that the child may be a victim of abuse or 

neglect. 

 A cross-sectional study by Adams (2005) used a questionnaire to investigate how 

often Advanced Practice Nurses (APNs), including Certified Nurse Practitioners, Clinical 

Nurse Specialists, and Certified Nurse Midwives, assess and document risk factors of 

child abuse and neglect. Twenty risk factors were listed on the questionnaire; APNs were 

asked how often they documented each of these risk factors. Of the APNs surveyed 
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(N=87), 35% (n=31) reported never or rarely documenting past or present spousal abuse, 

33% (n=29) reported never or rarely documenting lack of or no prenatal care, and 56% 

(n=49) reported never or rarely documenting family involvement with police. A 

limitation of the study was that barriers to assessing families for maltreatment risk factors 

were not identified. Other limitations were the ambiguous or unclear terms used on the 

risk factor assessment and the small sample size. As with any study in which participants 

are asked to remember information, recall bias is a possibility.  

Taken together, these studies demonstrate the opportunity that medical personnel 

have to identify signs of child abuse and neglect and further emphasize the importance of 

ensuring that medical personnel possess adequate knowledge to do so.  

� International Child Maltreatment Studies with Nurses 
 

Although studies examining the perceptions and knowledge of child maltreatment 

amongnurses in the United States are lacking, several international studies have been 

conducted. Feng, Jezewski, and Hsu (2005) conducted a qualitative study consisting of 

semi-structured interviews with Taiwanese registered nurses (N=18) working in the 

emergency room and pediatric units in six hospitals in Taiwan. Some of the nurses 

interviewed expressed frustration with their lack of knowledge of child abuse and felt that 

their lack of knowledge was an obstacle to recognizing child abuse. Participants 

overwhelmingly reported the need for more in-depth education about child abuse and 

reporting laws. Nurses also believed that physicians should be the ones to initiate and to 

handle child abuse cases. A lack of knowledge of a comprehensive definition of child 

abuse was also apparent, as most of the nurses included only physical abuse when 

defining child abuse. While the small sample size was a limitation of this study, the major 
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limitation of this study was that results may not be generalizable to the United States due 

to the differences between Taiwan and the United States, including culture, nursing 

education, and hospital practices and policies.  

 Pabiś et al. (2011) conducted a study with registered nurses (N=160) working on 

wards in pediatric hospitals in two large Polish cities. Participants completed a 

questionnaire to assess nurses’ ability to identify symptoms of child maltreatment. 

Almost all of the nurses reported working with maltreated children (n=138, 86.25%). 

Participants encountered neglect most often (n=48, 30%), followed by psychological 

abuse (n=14, 8.75%) and physical abuse (n=10, 6.25%). Results showed that pediatric 

nurses often encountered child maltreatment in their professional work; however, the 

majority of participants did not feel confident in their ability to identify child 

maltreatment. Due to the participants being asked to report past experiences, recall bias 

might have been a factor. Another limitation was that much of the data from this study 

were self-reported, possibly resulting in nondifferential misclassification.  

 A cross-sectional study by Fraser, Mathews, Walsh, Chen, and Dunne (2010) 

explored factors influencing nurses’ recognition and reporting of child abuse and neglect. 

Participants were registered nurses (N=930) working with children and families 

throughout the state of Queensland, Australia. A questionnaire was administered to 

participants to obtain demographic information, job details, experience, attitudes toward 

reporting, work environment, education and training, knowledge of the law, and intended 

reporting in response to vignettes. Nurses reported being confident and knowledgeable 

about physical and sexual abuse, but less confident and knowledgeable about emotional 

abuse and neglect. Results revealed the nurses’ poor ability to recognize the seriousness 
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of abuse and neglect to children. A limitation of this study was that it was conducted 

shortly after a statewide education and training campaign to inform nurses of newly 

enacted legislation that legally mandated nurses to report child abuse and neglect. 

Nondifferential misclassification might have been present as nurses provided self-reports 

on their attitudes and reporting practice.  

 Blakeley and Ribeiro (1997) conducted a survey with nurses (N=164) working in  

community health and pediatric settings in a Canadian province to assess their 

knowledge, attitudes, and behaviors regarding child sexual abuse. Fewer than half of 

participants felt confident (n=46, 28%) or very confident (n=18, 11%) in their ability to 

help suspected child abuse victims. General knowledge of child sexual abuse and ability 

to apply their knowledge in the detection of suspected cases were assessed; nurses scored 

an average of 72% and 73% respectively. Most of the respondents (n=159, 97%) felt they 

had not received adequate child sexual abuse information during their initial nursing 

program and felt they needed additional knowledge or skills related to child sexual abuse. 

A limitation was that the study only assessed nurses’ knowledge, attitudes, and behaviors 

regarding child sexual abuse. Self-reporting may have also led participants to provide a 

more socially accepted answer, particularly when asked if they had reported all cases of 

child sexual abuse.   

Overall, the findings from these studies demonstrate a lack of knowledge, 

confidence, and perceived inadequate training regarding child maltreatment among 

nurses. 
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� Summary and Implications of the Studies 

 There have been several international studies focused on nurses and child 

maltreatment (Blakeley & Ribeiro, 1997; Feng et al., 2005; Fraser et al., 2010; Pabiś et 

al., 2011); however, only one study conducted in the United States focused specifically 

on nurses (O'Toole et al., 1994). In addition, only one study, conducted in Poland, 

focused solely on pediatric nurses working in a hospital setting (Pabiś et al., 2011); 

however, differences between Poland and the United States may hinder the 

generalizability of these findings to the United States. In addition to generalizability 

being a limitation given that all of these studies except one were conducted outside of the 

United States, many of the studies also had a small sample size (Adams, 2005; Feng, 

Jezewski, & Hsu, 2005; Kenny, 2001) and possibly introduced recall bias (Herendeen, 

Blevins, Anson, & Smith, 2014). In summary, previous research has demonstrated a lack 

of knowledge and reporting of child maltreatment among healthcare personnel (Gunn et 

al., 2005; Lane & Dubowitz, 2009) indicating the need for further training regarding child 

maltreatment. 

Several researchers have emphasized the important role that nurses play in child  

maltreatment cases (Keane & Chapman, 2008; Paavilainen et al., 2002a; Pabiś et al., 

2011). Multiple studies have also been conducted assessing the knowledge and 

perceptions of child maltreatment among nurses; however, studies conducted in the 

United States are lacking, and none have specifically examined inpatient pediatric nurses. 

This study addressed this gap and examined inpatient nurses’ knowledge and perceptions 

of child maltreatment.  
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RESEARCH QUESTIONS AND HYPOTHESES 
 
 

 This study examined inpatient nurses’ knowledge and perceptions of child  

maltreatment. Since there is such limited prior research in this area, the first objective of 

this study was to describe the knowledge and perceptions of child maltreatment among  

inpatient pediatric nurses. The second objective was to examine what specific factors 

(e.g. experience caring for a child with a substantiated case of child maltreatment) 

influence inpatient pediatric nurses’ perceptions and knowledge of child maltreatment. 

To meet these objectives, primary data were collected from inpatient pediatric nurses 

working at a large metropolitan children’s hospital to address the following research 

questions:  

(1) Do nurses who have encountered a substantiated case of child maltreatment at work 

define acts of child maltreatment differently than nurses who have not encountered a 

substantiated case of child maltreatment?   

It is hypothesized that nurses who have encountered a substantiated case of child 

maltreatment through work are more likely to define an act as maltreatment than 

are nurses who have not encountered a case.  

(2) Do nurses who are confident in their ability to identify child maltreatment define acts  

of child maltreatment differently from nurses who do not feel confident when 

identifying acts as child maltreatment? 

It is hypothesized that nurses who are confident in their ability to identify cases of 

child maltreatment are not more likely to define an act as maltreatment than are 

nurses who do not feel confident when defining an act as maltreatment.  
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(3) Do nurses who feel they have received adequate training in child maltreatment define 

acts of child maltreatment differently than nurses who do not feel they have received 

adequate training in identifying acts as child maltreatment? 

It is hypothesized that nurses who feel they have received adequate training in 

child maltreatment are more likely to define an act as maltreatment than are 

nurses who do not feel they have received adequate training. 
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METHODS 
 
 

� Study Design 
 

This study used a cross-sectional survey design and involved the administration of 

a written survey regarding perceptions of child maltreatment to nurses working on 

pediatric inpatient units at Levine Children’s Hospital (LCH).  

� Human Subject Protection and IRB Approval 

 Since this was a cross-sectional study requiring participants to complete an 

anonymous questionnaire at a single point in time, it posed no more than minimal risk. 

No identifying information was required of participants. Neither the nurse managers nor 

Carolinas Healthcare System were provided with the names of employees participating in 

the study. To protect the identity of participants further, a waiver of consent was obtained 

from the IRB (having participants sign consent would have put them at unnecessary risk 

for being identified as study participants since their name would be attached to the 

consent form). IRB approval (see Appendix A) was obtained from both CHS and the 

University of North Carolina at Charlotte (UNCC). 

� Study Population and Recruitment 
  
 Participants for this study were pediatric nurses working on an inpatient unit at 

Levine Children’s Hospital, a 234-bed hospital located in Charlotte, North Carolina. LCH 

is part of Carolinas Healthcare System (CHS), which serves the greater metropolitan 

Charlotte area and neighboring communities. LCH has nine inpatient units: the pediatric 

rehabilitation unit, the observation unit, the pediatric intensive care unit, the neonatal 

intensive care unit, the neonatal progressive unit and four inpatient medical/surgical 

units. 
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All pediatric nurses working at LCH are registered nurses with varying levels of  

education, from a diploma in nursing to a master’s level nursing degree. Most nurses 

work 12-hour shifts; however, some work 8-hour shifts or, less commonly, 4-hour shifts. 

Each nurse is required to perform hourly rounding; he or she must lay eyes on the patient 

and ensure that there has been no change in the patient’s condition. Therefore, the nurse 

has multiple interactions with the patient, not including additional encounters to 

administer medications, to escort the patient to a procedure or diagnostic test, or to 

respond when the patient has a question or needs help. There are a total of approximately 

300 inpatient nurses working at LCH.  

The researcher has worked at LCH for five years and has established a rapport 

with many of the unit managers and staff members, which put the researcher in a unique 

position to recruit study participants. Following IRB approval, a recruitment email (see 

Appendix B) was sent to potential participants. Since the researcher had worked with 

many of these potential participants, she did not obtain email lists or send the recruitment 

email directly. Instead, the recruitment email was sent to the nurse manager of each 

inpatient pediatric unit at LCH with a request that it be forwarded to nursing staff. The 

recruitment email included a brief description of the study, a link to the survey, and the 

researcher’s contact information. In addition to the nine inpatient units, the recruitment 

email was sent to the manager of the float nursing pool. Nurses in the float pool rotate the 

pediatric inpatient unit in which they work based on which unit has the greatest need for 

nurses on any particular shift.  

The survey was initially sent to ten nurse managers on January 7, 2014 and again 

on January 27, 2014 to enlist more participants. The researcher did not learn the actual  
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number of nurses to which the recruitment email was actually sent or how many nurse 

managers actually forwarded the message on to staff. However, it is known that at least 

four nurse managers did forward the message along to nursing staff at least once since 

those nurse managers reported to the researcher they had forwarded the recruitment email 

to their nursing staff. It was also confirmed that one of the nurse managers was out on 

maternity leave and the message may not have been sent to her nursing staff. 

� Survey Instrument 
 

Participants were asked to complete a Child Maltreatment Perceptions and 

Knowledge Questionnaire (see Appendix C). This survey contained three sections and 

was designed to be completed by participants in under ten minutes. The first section, 

developed by the researcher, asked participants to provide demographic information, 

including age, sex, level of nursing education, years of experience working as a nurse, 

parenting experience, perceived responsibility  in suspected child maltreatment, 

willingness to report suspected child maltreatment, professional experience with child 

maltreatment, exposure to child maltreatment outside of work, professional and personal 

experience reporting suspected child maltreatment, confidence in identifying child  

maltreatment, self-perceived adequacy of training in child maltreatment, and self-

reported familiarity with North Carolina state law regarding child maltreatment reporting. 

Sections II and III were originally developed to assess the perceptions of child 

maltreatment among medical professionals; legal professionals; mental health 

professionals; elementary and pre-school teachers and administrators; and laypersons 

(Portwood, 1998) and have been used in subsequent studies including physician assistant 

students (Billington & Slonim, 2002), law enforcement professionals (Portwood, Grady, 
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& Dutton, 2000), and undergraduate and graduate students in a variety of majors (Smith, 

2006). These sections of the measure use direct questions and vignettes to evoke 

respondents’ attitudes toward various acts that could be perceived as abusive. The 

vignettes, derived from prior research, are categorized by type of maltreatment (i.e., 

physical abuse, psychological or emotional abuse, sexual abuse, and neglect). Section II 

asks participants to rate a list of 21 factors, derived from previous literature and statutory 

law, in regard to their importance in determining if an act constitutes abuse and/or 

neglect. Participants respond using a 7-point Likert scale from 1 = “not at all important” 

to 7 = “one of the most important factors.” Section III asks participants to rate a series of 

40 vignettes using a 7-point Likert scale from 1 = “definitely is not abuse or neglect” to 7 

= “definitely is abuse or neglect.”  

Although, as noted, the instruments used in Sections II and III have been used in 

prior research, they have not been tested for reliability. Therefore, for this study, a 

Cronbach’s alpha reliability test was performed. Cronbach’s alpha measures the 

reliability, or internal consistency, of an instrument (Connelly, 2011). The result, α, can 

range from 0 to 1. The higher the value of α, the higher the degree of consistency 

between items. An α of 0.70 to 0.80 is considered satisfactory when comparing groups. 

Unfortunately, since two of the factors important in making a determination of abuse in 

section II were accidently omitted from the survey administered to participants in this 

study, only 19 of the 21 factors were included in the Cronbach’s alpha test. The 

Cronbach’s alpha revealed high internal consistency (α = .91), among the 19 factors 

presented in section II of the survey, as well as with the 40 vignettes presented in section 

III of the survey (α = .86). To test the reliability of Section III, each category of vignettes 
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(physical abuse, sexual abuse, emotional or psychological abuse and neglect) were 

separated and a Cronbach’s alpha test performed on each section. Results from each 

section again indicated internal consistency between items. Although not as high as all 40 

vignettes together, results were still satisfactory for comparing groups (physical abuse: α 

= .74, sexual abuse: α = .71, emotional or psychological abuse: α = .78 and neglect: α = 

.84).  

� Data Collection 
 
 The questionnaire was administered electronically using QuestionPro, a web-

based software for distributing surveys (QuestionPro, 2013). QuestionPro has been 

approved by IRBs from over 1,000 universities to distribute surveys for research studies 

in the United States and internationally. All QuestionPro staff have completed Health 

Insurance Portability and Accountability Act (HIPPA) Privacy regulations training 

through Rutgers University. QuestionPro has also been assigned a Federalwide 

Assurance number, which is assigned by the United States Department of Health and 

Human Services, Office of Human Research Protections. 

The anonymity of study participants is important and administering the 

questionnaire in an electronic format was the best way to ensure that participants’ 

identities were protected. QuestionPro also ensures that privacy and confidentiality of 

survey respondents will be protected (QuestionPro, 2013). To ensure the anonymity of 

participants further, a waiver of consent was obtained. Having participants sign consent 

would have put them at unnecessary risk for being identified as study participants since 

their name would be attached to the consent form.  
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� Power and Sample Size 

A total of 80 surveys were completed in their entirety. Unfortunately, the 

researcher learned from one of the unit managers after data collection that there was an 

issue when taking the survey on the “rolling computers” (i.e., laptops attached to carts 

used by many of the nurses when delivering medications to their patients). When a nurse 

tried to take the survey on one of these rolling computers, the web browser would close 

during the middle of the survey. After looking into this issue further, the researcher 

learned that the security measures on the rolling computers may have affected the 

functionality of the electronic survey. QuestionPro reports how many surveys were 

started versus how many were completed; a total of 126 surveys were started. There is no 

way to know how many of these were true first time attempts or participant’s trying to 

take the survey multiple times. However, it does suggest that this technical issue 

negatively affected sample size.  

Cohen’s D is a method for determining the effect size (d) in a t-test using the 

formula d =
µ1−µ2

σ
, where µ1is the mean of the first group, µ2  is the mean of the 

second group, and σ  is the standard deviation of the sample (Cohen, 1992).  Cohen 

determined that for a t-test to detect the difference between two independent means, a d 

of .2 is considered a small effect size, .5 a medium effect size, and .8 a large effect size. 

Cohen developed a table reporting the required sample size for each group in an 

independent groups t-test depending on the effect size, significance level and power. The 

required sample size provided in Cohen’s table, N, represents the sample size needed for 

each of the two groups; therefore, the required sample size needed for the overall sample 

is double that of N.   



28 
 

When data are yet to be collected, as was the case with this study, the group 

means and standard deviation are unknown; therefore, Cohen’s method for determining 

the needed sample size is quite helpful. For this study, an alpha level of .05 and 80% 

power were used. Therefore, n = 26 was required to detect a large effect size, n = 64 for a 

medium effect size, and N = 393 for a small effect size (Cohen, 1992). Accordingly, an 

overall sample size of N = 52, N = 128, and N = 786 respectively were determined to be 

needed depending on effect size. Since the literature was insufficient to determine effect 

size, a medium effect was estimated, such that the target sample size for this study was 

128. The final sample size of n = 80 is only sufficient for detecting a statistically 

significant difference between groups only in the event of a large effect size. 

� Data Analysis 
 

Frequencies and percentages for demographic characteristics were summarized 

for all participants in the study. In order to explore pediatric inpatient nurses’ perceptions 

of child maltreatment, the first objective of this study, mean ratings of importance of 

factors in making a determination of abuse and vignettes in rank of order by category of 

maltreatment were reported. Data were analyzed using STATA 12 statistical software 

(StataCorp, 2011). 

To meet the second objective, to determine specific factors influencing nurses’ 

perceptions of child maltreatment, three research questions were addressed.  

(1) Do nurses who have encountered a substantiated case of child maltreatment at work 

define acts of child maltreatment differently than do nurses who have not encountered 

a substantiated case of child maltreatment?   

To test the hypothesis that nurses who have encountered a substantiated case of child  
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maltreatment through work are more likely to identify specific acts as maltreatment 

than are nurses who have not, data for each of the 40 vignettes were separated into 

two groups: nurses who responded “yes” to having encountered a case of child 

maltreatment through work and nurses who responded “no.” The mean ratings for 

each group were calculated and compared using a series of independent group t-tests. 

An alpha level of .05 was used as the level of significance. 

(2) Do nurses who are confident in their ability to identify child maltreatment define acts 

of child maltreatment differently from nurses who do not feel confident when 

identifying acts as child maltreatment? 

To test the hypothesis that nurses who are confident in their ability to identify cases 

of child maltreatment will not be more likely to identify specific acts as maltreatment 

than are nurses who do not feel confident, the vignette data were separated into two 

groups: nurses who responded “yes” to being confident in their ability to identify 

child maltreatment and nurses who responded “no.” The mean ratings for each group 

were calculated and compared using a series of independent group t-tests. An alpha 

level of .05 was used as the level of significance.  

(3) Do nurses who feel they have received adequate training in child maltreatment define 

acts of child maltreatment differently than nurses who do not feel they have received 

adequate training in identifying acts as child maltreatment? 

To test the hypothesis that nurses who feel they have received adequate training in 

child maltreatment will not be more likely to identify specific acts as maltreatment 

than are nurses who do not, the vignette data were separated into two groups: nurses 

who responded “yes” to receiving adequate training to identify child maltreatment 
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and nurses who responded “no.” The mean ratings for each group were calculated and 

compared using a series of independent group t-tests. An alpha level of .05 was used 

as the level of significance.  
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RESULTS 
 
 

� Descriptive Statistics 
 

The ages of the 80 nurses who completed the survey ranged from 22 years to 59 

years, with a mean age of 36 and a standard deviation of 9 years.  The majority of the 

nurses were female (n=78, 97.5%), with only two (2.5%) being male. Almost half of the 

nurses (n=32, 40%) indicated that they had 5 or fewer years of experience working as a 

nurse, followed by 23 (28.75%) who indicated they had between 6 – 10 years of 

experience, and an almost even distribution of nurses who indicated they had between 11 

– 15 years of experience (n=13, 16.25%) and more than 15 years of experience (n=12, 

13.75%). Over half of the nurses held a Bachelor of Science in Nursing degree (n=48, 

60%), and slightly over a quarter indicated they had an Associate Degree in nursing 

(n=24, 30%). Only a small number of nurses indicated they held a Diploma in Nursing 

(n=5, 6.25%) or a Master’s Degree in Nursing (n=3, 3.75%).  

 Respondents represented a good distribution of parents and non-parents; a little 

over half of the nurses (n=47, 58.75%) indicated they were a parent, which, by the 

definition provided in the survey, could have included nurses who had biological 

children, step-children or foster children. An overwhelming majority of respondents 

(n=79, 98.75%) indicated that they felt they should, as a nurse, be responsible for 

identifying and reporting child maltreatment. All of the respondents indicated they would 

report a case of suspected child maltreatment. A majority of respondents (n=63, 78.75%) 

indicated that they had encountered a substantiated case of child maltreatment during 

their nursing career, while only slightly over a third (n=27, 33.75%) indicated that they 

had exposure to child maltreatment cases outside of work. More nurses indicated that 
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they had reported a suspected case of child maltreatment at work (n=29, 63.25%) than 

outside of work (n=11, 13.75%), but the majority of nurses responded that they had not 

reported a suspected case of child maltreatment either at work (n=51, 63.75%) or outside 

of work (n=69, 86.25%).  

 Most nurses indicated that they were confident in their ability to identify child 

abuse and neglect (n=70, 87.5%), and that they felt they had received adequate training in 

child maltreatment (n=47, 58.75%). Only 16.75% of nurses (n=13) felt they had not 

received adequate training in child maltreatment, with 25% (n=20) indicating they had 

never received training regarding child maltreatment. Together, these findings indicate 

that 41.25% of nurses responding (n=33) needed more training on child maltreatment - or 

training for the first time. Similarly, 32 nurses (40%) responded that they were not 

familiar with North Carolina state law regarding child maltreatment reporting. The results 

of all descriptive analyses are summarized in Table 1.  

 Nurses’ mean ratings of factors in making a determination of maltreatment in 

order of ranking are shown in Table 2. The factor “demonstrated or actual physical harm” 

received the highest rating as a factor nurses would use in making a determination of 

whether a particular act was, in fact, maltreatment. Other highly rated factors included 

whether the act is sexual in nature, demonstrated or actual psychological or emotional 

harm, the seriousness of the act, and the possibility of physical or psychological or 

emotional harm, all of which received a mean rating above 6 on the 7-point Likert scale 

from 1 = “not at all important” to 7 = “one of the most important factors.”  Two of the 

factors, whether the perpetrator intends to harm the child and whether the act meets the 

legal definition of abuse or neglect, essential when making the determination of whether 
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or not a criminal act of maltreatment has been committed (Portwood, Grady & Dutton, 

2000), were rated as being less important than the act demonstrating physical or 

psychological harm, the act being sexual in nature, the possibility of physical or 

psychological harm or the seriousness of the act by the nurses when making a 

determination of maltreatment, with mean ratings of 5.54 (SD=2.01) and 5.19 (SD=2.03), 

respectively. 

 Table 3 shows participants’ mean ratings, along with standard deviations for the 

40 vignettes ranked on a 7-point Likert scale from 1 = “definitely is not abuse or neglect” 

to 7 = “definitely is abuse or neglect.” Although nurses rated the factor “whether the act 

is sexual in nature” as slightly less important (M=6.65, SD=0.94) than the factor 

“demonstrated or actual physical harm” (M = 6.70, SD=0.83), all nurses collectively 

ranked four of the sexual abuse vignettes as definitely being abuse over all other vignettes 

presented. Similar inconsistencies were found between the nurses’ ratings of the factors 

such as age of the child (victim), sex of the victim and sex of the perpetrator and vignette 

ratings. The nurses ranked these factors as not being important in making a determination 

of maltreatment; however, in the context of the vignettes, these acts were rated as more or 

less serious depending on the age of the child involved and the sex of the child and/or 

perpetrator involved. More consistently, nurses rated the factor “whether the child 

consents to the act” as not being important when making a determination of maltreatment 

and rated the two vignettes in which the child gave consent to the act as definitely being 

abuse. Interestingly, nurses rated the vignettes “a father frequently touches his 6-month-

old son’s genitals” and “a mother frequently touches her 6-month-old son’s genitals” as 

less likely to be abuse than all but two of the sexual abuse vignettes (“a father often 
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kisses his 8-year-old daughter on the lips” and “a mother often kisses her 5-year-old 

daughter on the lips”) with mean ratings of 4.59 (SD=2.13) and 4.48 (SD=2.05), 

respectively.  

� Inferential Analysis 
 

To meet the second objective of this study (i.e., to determine specific factors 

influencing nurses’ perceptions of child maltreatment), three hypotheses were tested. 

Respondents were divided into relevant groups and those groups’ responses compared 

using a series of independent group t-tests.  

Professional encounters with child maltreatment. To test the hypothesis that 

nurses who have encountered a substantiated case of child maltreatment through work are 

more likely to define an act as maltreatment than are nurses who have not encountered a 

case, responses for each of the 40 vignettes were separated into two groups: (1) nurses 

who responded “yes” to having encountered a case of child maltreatment through work 

(n=63, 78.75%) and (2) nurses who responded “no” (n=17, 21.25%). As shown in Table 

3, analyses revealed four statistically significant (p<.05) differences between groups, one 

involving a psychological or emotional abuse vignette, and three involving neglect 

vignettes. For the vignette, “parents constantly tell their child that he or she should make 

better grades in school, like his or her older brother or sister,” nurses who had 

professional encounters with child maltreatment rated the vignette higher (M = 4.43, SD 

= 1.62) than did nurses who had not had professional encounters with child maltreatment 

(M = 3.47, SD = 1.66, t(df=78)=-2.15, p<.05). However, overall mean ratings indicated 

that neither group was persuaded that the act was necessarily abusive. For the vignettes in 

which parents “on one occasion” (t(df=78)=-2.27, p<.05) and “frequently” (t(df=78)=-
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2.56, p<.05) “leave their 8-year-old son home alone for several hours, ”nurses who had 

professional experience rated each scenario higher (M = 5.67, SD = 1.63, M = 6.21, SD = 

1.39, respectively) than did nurses who had not had professional encounters with child 

maltreatment (M = 4.59, SD = 2.12, M = 5.12, SD = 2.06, respectively). The final vignette 

for which a statistically significant difference between groups was detected was parents 

“do not wash their 6-month-old child’s hair for weeks at a time.” Nurses who had 

professional encounters with child maltreatment rated this event as more abusive (M = 

6.10, SD = 1.40) than did nurses who had not had professional experience with child 

maltreatment (M = 5.24, SD = 1.79, t(df=78)=-2.12, p<.05). In fact, in all of the vignettes 

in which a significant difference was found, nurses who indicated they had encountered a 

substantiated case of child maltreatment through work rated the acts as more abusive (i.e., 

defining the act as maltreatment), than did nurses who indicated that they had not 

encountered a substantiated case of child maltreatment through work, perhaps suggesting 

that those who have encountered such a case at work may be more likely to define an act 

as maltreatment than are those who have not.  

Confidence in identifying child maltreatment. To test the hypothesis that nurses 

who are confident in their ability to identify cases of child maltreatment will not be more 

likely to identify specific acts as maltreatment than are nurses who do not feel confident, 

responses to the vignettes were separated into two groups: (1) nurses who responded 

“yes” to being confident in their ability to identify child maltreatment (n=70, 87.5%) and 

(2) nurses who responded “no” (n=10, 12.5%). Only one vignette yielded significantly 

different responses between the two groups (p<.05), i.e., “a father frequently touches his 

8-year-old daughter’s genitals, but only after she has told him that it is ‘okay’” 
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(t(df=78)=-2.27, p<.05). Although there was a statistically significant difference between 

the two groups, both nurses who felt confident in their ability to identify child 

maltreatment (M = 6.99, SD = 0.12) and those who did not feel confident in their ability 

to identify child maltreatment (M = 6.8, SD = 0.63) overwhelmingly rated this act as 

abusive.  

Perceived adequacy of training in identifying child maltreatment. To test the 

hypothesis that nurses who feel they have received adequate training in child 

maltreatment will not be more or less likely to identify specific acts as maltreatment than 

are nurses who do not believe they have adequate training, the vignette data were 

separated into two groups of respondents: (1) nurses who responded “yes” (n=47, 

58.75%) to receiving adequate training to identify child maltreatment and (2) nurses who 

responded “no” (n=13, 16.75%). Nurses who responded they had never received any 

training regarding child maltreatment were excluded from analyses. Analyses revealed 

significant results in 7 of the 40 vignettes, 2 physical abuse vignettes and 5 neglect 

vignettes. The two significant physical abuse vignettes were “a father spanks his 5-year-

old son with a stick after the child is found playing with a book of matches” 

(t(df=58)=2.42, p<.05) and “a father spanks his 8-year-old son with a stick, leaving no 

visible injuries” (t(df=58)=2.06, p<.05), which nurses who felt they had received 

adequate training rated as less abusive (M = 4.55, SD = 1.89, M = 4.49, SD = 2.06, 

respectively) than did nurses who felt they had not received adequate training (M = 5.92, 

SD = 1.44, M = 5.77, SD = 1.64, respectively). For the two neglect vignettes in which 

“parents forget to put away a bottle of whiskey, leaving it within easy reach” of (1) their 

6-month-old son (t(df=58)=2.59, p<.05) and (2) their 5-year-old son (t(df=58)=2.96, 
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p<.01), nurses who felt that they had received adequate training rated the scenario as less 

abusive (M = 4.02, SD = 2.12, M = 4.64, SD = 1.66, respectively) than did those who felt 

they had not received adequate training (M = 5.85, SD = 1.21, M = 5.92, SD = 1.26, 

respectively). For the two neglect vignettes in which parents did not wash (1) their 6-

month-old child’s hair for weeks at a time (t(df=58)=2.50, p<.05) or (2) their 8-year-old 

child’s hair (t(df=58)=2.15, p<.05), those nurses who felt they received adequate training 

on child maltreatment rated each scenario as less abusive (M = 5.79, SD = 1.49, M = 6.06, 

SD = 1.28, respectively) than did nurses who felt they had not received adequate training 

(M = 6.85, SD = 0.55, M = 6.85, SD = 0.55, respectively). The last neglect vignette on 

which groups differed was “despite recommendations of his teacher, parents refuse to get 

psychological treatment for their child.” For this scenario, nurses who felt they received 

adequate training rated the vignette as less abusive (M = 5.11, SD = 1.64) than did nurses 

who felt they had not received adequate training (M = 6.15, SD = 1.21, t(df=58)=2.14, 

p<.05). In all of the vignettes for which a statistically significant difference was found 

between groups, nurses who indicated they received adequate training in child 

maltreatment identification rated the acts as less abusive than did those who indicated 

they had not received adequate training.  
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DISCUSSION 
 
 

Similar to findings from a previous study involving nurse practitioners 

(Herendeen, Blevins, Anson, & Smith, 2014), participants in this study indicated that 

they were confident in their ability to identify child maltreatment. Another consistent 

finding was that a notable portion of participants in the current study indicated that they 

had not received adequate training on child maltreatment identification. Also consistent 

with prior findings among international nurses (Pabiś et al., 2011) and nurse practitioners 

(Herendeen, Blevins, Anson, & Smith, 2014), most nurses in this sample of in-patient 

pediatric nurses reported having encountered a substantiated case of child maltreatment at 

work. However, almost all of the nurses in this study agreed that they should be 

responsible for identifying and reporting child maltreatment, in contrast to the majority of 

the physicians surveyed (82%) in Kenny (2001), who did not feel they should be 

responsible. Many nurses in this study also indicated they were not familiar with North 

Carolina state reporting laws regarding child maltreatment; this finding is consistent with 

previous findings involving healthcare personnel (Alvarez, Kenny, Donohue, & Carpin, 

2004; Feng, Jezewski, & Hsu, 2005; Gunn, Hickson, & Cooper, 2005), indicating a need 

for training regarding local state reporting laws for nurses, especially in those states 

where they are mandated reporters. 

Overall, ratings of importance of factors when making a determination of abuse or 

neglect were consistent with previous findings; the nurses in this study rated “actual 

physical harm” as the most important factor when making a determination of 

maltreatment, as did participants in previous studies, including physician assistant 

(Billington & Slonim, 2002), social work and nursing students (Smith, 2006), mental 
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health, legal, and medical professionals; and teachers, parents and nonparents (Portwood, 

1998). Although there was some variation in order, the top three factors rated as most 

important when making a determination of maltreatment for the nurses in this study, 

“actual physical harm,” “actual psychological or emotional harm,” and “whether the act 

is sexual in nature” were also listed as the top factors in prior studies, including another 

study of law enforcement professionals (Portwood, Grady & Dutton, 2000). Similarly, 

“whether the perpetrator comes from a divorced family” was rated as the least important 

factor in making a determination of maltreatment among the nurses in this study as well 

as the participant groups in previous studies. Factors given legal significance in making a 

determination of whether or not a criminal act of maltreatment has been committed - 

“intent to harm the child” and “whether the act meets the legal definition of 

maltreatment” – were also rated low in importance among the nurses, consistent with 

prior findings among other participant groups. 

� Professional encounters with child maltreatment 
 
 In all vignettes for which a statistically significant difference between groups was 

detected, nurses who indicated they had encountered a substantiated case of child 

maltreatment at work rated the vignettes as more abusive than did those who had not 

encountered a substantiated case at work. It is possible that nurses who have encountered 

a substantiated case of child maltreatment during their career may be more perceptive to 

identifying potential abuse or neglect due to their experience. These findings may also 

suggest a particular need for more child maltreatment identification education for those 

nurses who have not yet encountered a case of child maltreatment through work in order 

to increase their knowledge and the skills necessary for identifying potential cases of 
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maltreatment. As found in previous studies (Alvarez et al.; Kenny, 2007; McCauley, 

Jenckes, & McNutt, 2003), education and training for child maltreatment identification 

does not have to be lengthy or offered in a traditional face-to-face setting to be effective; 

web-based training, even as short as 35 minutes, can be an effective way to enhance a 

person’s knowledge and ability to identify child maltreatment. Since findings from this 

study suggest that nurses who have experience with a substantiated case of child 

maltreatment at work are more likely to identify an act as abusive, education and training 

interventions, such as described above, should be considered by employers for their 

nursing staff.  

� Confidence in ability to identify child maltreatment 
 

Overall, there was no notable difference in assessments of behavior as abusive by 

nurses who indicated they were confident in their ability to identify child abuse and 

neglect and those who were not. Although there was one statistically significant 

difference in ratings of vignettes, nurses who were confident in their ability to identify 

child maltreatment actually rated that vignette as more abusive than did those who were 

not confident, failing to support the first hypothesis. A nurse’s confidence in his or her 

ability to identify child abuse and neglect does not seem to affect his or her actual ability 

to identify child maltreatment. 

� Perceived adequacy of training in identifying child maltreatment 

 The pattern of responses to vignettes differed most between nurses who felt they 

received adequate training and nurses who did not feel they had received adequate 

training. Overall, responses between these two groups indicated that nurses who felt that 

they had not received adequate training in identifying child maltreatment tended to rate 
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vignettes as more abusive than did their peers. These findings support the third 

hypothesis of this study, i.e., there is no difference in nurses’ likelihood of identifying 

acts as abusive based on their perception of whether they received adequate training. 

Nonetheless, it is concerning that nearly half (n=33, 41.25%) of the nurses in this study 

felt they had not received adequate training or indicated they had never received any 

training regarding child maltreatment. These findings are consistent with previous studies 

(Herendeen, Blevins, Anson, and Smith, 2014; Blakeley and Ribeiro, 1997) indicating the 

need for initial and further training regarding child maltreatment.  

� Strengths 

Arguably, the main strength of this study is that it is the first to examine the 

perceptions and knowledge of pediatric inpatient nurses’ related to child maltreatment in 

a United States sample. The most recent relevant study in the United States was 

conducted 20 years ago and did not differentiate between types of nurse (i.e., adult or 

pediatric) (O'Toole, et al., 1994).  

Another strength was the researcher’s unique position to recruit study 

participants; the researcher has worked at LCH for almost six years and has established a 

rapport with many of the unit managers and staff members. Also, since the study was 

conducted at a large metropolitan children’s hospital that routinely cares for children 

from several outlying rural communities, these findings may be generalizable to other 

rural and metropolitan settings. However, since the study was conducted in the southeast 

region of the United States, the study findings may not be generalizable to other regions 

of the United States or internationally. It is also possible that the small sample size may 

also limit the generalizability of this study. 



42 
 

 Cronbach’s alpha testing revealed high internal consistency on Sections II and III 

of the survey. Cronbach’s alpha was also sufficient on both sections for comparisons 

between groups (Connelly, 2011). These results add to the validity and reliability of this 

study.  

� Limitations 

The biggest limitation of this study is the small sample size. Perhaps the sample 

size could have been larger had there not been an issue with the web browser closing 

during the middle of the survey when a nurse tried to take the survey on one of the rolling 

computers. As previously noted, a total sample size of N = 52, N = 128, and N = 786 

would have been needed to see a large effect, medium effect, and small effect, 

respectively. Unfortunately, the final sample size of N = 80, was sufficient for detecting a 

statistically significant difference between groups only in the event of a large effect size. 

In addition, given the small overall sample size, once responses were separated into 

relevant groups for bivariate analyses, neither group size met the minimum requirements 

of n=28, even for a large effect. Moreover, when the responses were divided into two 

groups, e.g., (1) those who responded they were confident in identifying child 

maltreatment and (2) those who responded they were not confident, the group sizes were 

quite disproportionate, with n=70 (87.5%) responding that they were confident with only 

n=10 (12.5) indicating they were not confident.  

There are several additional limitations that need to be considered, including 

nondifferential misclassification and selection bias. Nurses provided a self-report of their 

confidence in identifying child maltreatment, if they have encountered a substantiated 

case of child maltreatment at work, and if they believe they have received adequate 



43 
 

training in child maltreatment. Therefore, it is possible that nondifferential 

misclassification of these variables may occur. Participants were asked to recall if they 

had encountered a substantiated case of child maltreatment. There is a possibility 

participants may not accurately remember or know whether they have encountered a 

substantiated case of child maltreatment, especially those who have been a nurse for 

greater than 10 years (n=25, 31.25), thus possibly introducing recall bias. This study may 

be subject to selection bias. Since the researcher worked at LCH and worked directly 

with many of the potential participants, some nurses may feel obligated to participate.  

 In addition, administrative issues in Section II of the survey instrument limited 

findings. The original instrument in Section II of the survey contained 21 factors which 

participants were asked to rate in importance when making the determination if a case 

was child maltreatment; however, the researcher accidentally omitted two of the 21 

factors in the survey actually administered to participants. Nonetheless, it is encouraging 

that Section II of the survey with only the 19 factors had a high Cronbach’s alpha of α = 

.91 indicating high internal consistency among items.  
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CONCLUSION 
 
 

It may be concluded that many pediatric inpatient nurses do not have the 

knowledge, skills or confidence necessary to identify potential cases of child abuse and 

neglect. As hypothesized, in all of the vignettes for which a statistically significant 

difference was found between groups, nurses who indicated they had encountered a 

substantiated case of child maltreatment at work rated the vignettes as more abusive than 

did those who had not encountered a substantiated case at work. Similarly, in all of the 

vignettes for which a statistically significant difference was found between groups, nurses 

who indicated they received adequate training in child maltreatment identification rated 

the acts as less abusive than did those who indicated they had not received adequate 

training. Hospitals should consider evaluating their nurses’ knowledge and skills 

regarding identifying and reporting child maltreatment and provide their nurses with 

educational opportunities to enhance their knowledge and skills in this area.  

Future efforts should also include nurses who work in non-traditional inpatients 

settings who have contact with infants and children, such as post-partum units, newborn 

nursery units, and units that may care for adults and pediatric patients. As any inpatient 

nurse may come in contact with children of adult patients, grandchildren of adult patients, 

or with a parent or caregiver who appears to be a victim of domestic violence, future 

efforts should also consider including nurses who work in any inpatient area of a hospital. 

Due to the serious immediate and long term effects of child maltreatment, it is imperative 

pediatric inpatient nurses have the adequate training regarding identifying potential abuse 

and neglect cases as well as adequate training on reporting laws since they are in a unique 

position to identify potential cases of maltreatment. 
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TABLES 
 
 

    Table 1: Demographics of nurses surveyed  
  n (%) 

(N=80) 
Mean 
(SD) 

Age (in years) ------ 35.2 (9.2) 
Sex   
      Male 2 (2.5) ------ 
      Female 78 (97.5) ------ 
Level of Nursing Education   
     Diploma 5 (6.25) ------ 
     Associate Degree 24 (30.0) ------ 
     Bachelor of Science in Nursing 48 (60.0) ------ 
     Master’s Degree in Nursing 3 (3.75) ------ 
Years of Experience   

0 – 5 32 (40.0) ------ 
6 – 10 23 (28.75) ------ 
11 – 15 13 (16.25) ------ 
15 + 12 (13.75) ------ 

Parental Status   
Parent 47 (58.75) ------ 
Non-parent 33 (41.25) ------ 

Responsibility of Identifying and Reporting   
Should be Responsible 79 (98.75) ------ 
Should not be Responsible 1 (1.25) ------ 

Would Report Suspected Child Maltreatment   
Yes 80 (100) ------ 
No 0 (0) ------ 

Professional Experience with Child Maltreatment   
Yes 63 (78.75) ------ 
No 17 (21.25) ------ 

Personal Exposure to Child Maltreatment Case   
Yes 27 (33.75) ------ 
No 53 (66.25) ------ 

Reported Suspected Case at Work   
Yes 29 (36.25) ------ 
No 51 (63.75) ------ 

Reported Suspected Case Outside of Work   
Yes 11 (13.75) ------ 
No 69 (86.25) ------ 
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Confident in Ability to Identify Child Maltreatment  

Yes 70 (87.5) ------ 
No 10 (12.5) ------ 

Perceived Adequate Training in Child Maltreatment   
Yes 47 (58.75) ------ 
No 13 (16.75) ------ 
Never Received Training 20 (25.0) ------ 

Familiar with North Carolina Reporting Laws    
Yes 48 (60.0) ------ 
No 32 (40.0) ------ 
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Table 2: Mean ratings of factors in ranking order of importance in making  
a determination of maltreatment 
 Mean SD 
Demonstrated or Actual Physical Harm 6.70 0.83 
Whether the Act is Sexual in Nature 6.65 0.94 
Demonstrated or Actual Psychological or Emotional Harm 6.64 0.86 
Seriousness of the Act 6.19 1.45 
Possibility of Physical Harm 6.08 1.24 
Possibility of Psychological or Emotional Harm 6.01 1.26 
Intent to Harm the Child 5.54 2.01 
Frequency of the Act 5.25 2.17 
Whether the Act Meets the Legal Definition of Maltreatment 5.19 2.03 
Whether the Child Thinks That he or she has Been Abused 5.08 2.08 
Whether the Perpetrator is Mentally Ill 3.68 2.28 
Whether the Perpetrator is Taking Drugs or Alcohol 3.06 2.34 
Extent the Act is Socially or Culturally Acceptable 3.00 2.19 
Age of the Child (Victim) 2.98 2.35 
Whether the Child Consents to the Act 2.66 2.11 
Whether the Perpetrator Grew Up in a Violent Home or 
Neighborhood 

2.59 2.13 

Sex of the Perpetrator 2.08 1.89 
Sex of the Victim 2.01 1.87 
Whether the Perpetrator Comes From a Divorced Family 1.71 1.53 
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Table 3: Mean ratings of vignettes in ranking order by category of maltreatment 
Statement Mean 

Rating 
 
SD 

Physical Abuse   
A mother slaps her 6-month-month old in the face 6.71 0.78 
A father spanks his 6-month-old son with a stick after the child 
is found playing with a book of matches  

6.64 0.80 

A father spanks his 8-year-old son with a stick, causing some 
minor bruising 

6.15 1.23 

A mother slaps her 5-year-old child in the face 5.61 1.60 
A father spanks his 5-year-old son with a stick after the child is 
found playing with a book of matches 

4.71 1.88 

A father spanks his 8-year-old son with a stick, leaving no 
visible injuries 

4.65 1.99 

   
Sexual Abuse   
On one occasion, a father has sexual intercourse with his 8-year-
old daughter 

7.00 -- 

A father frequently has sexual intercourse with his 8-year-old 
daughter 

7.00 -- 

A father has oral sex with his 8-year-old daughter, but only after 
she has said that it is “okay” 

7.00 -- 

On one occasion, a mother has sexual intercourse with her 8-
year-old son 

7.00 -- 

A father frequently touches his 8-year-old daughter’s genitals, 
but only after she has told him that it is “okay” 

6.96 
 

0.25 
 

On one occasion, a father touches his 8-year-old daughter’s 
genitals, but only after she has told him that is “okay” 

6.88 
 

0.56 

A father often shows pornographic pictures to his 8-year-old 
daughter 

6.88 0.49 

A father often shows pornographic pictures to his 8-year-old son 6.88 0.49 
A father often shows pornographic pictures to his 5-year-old 
daughter 

6.85 0.51 

On one occasion, a father shows pornographic pictures to his 8-
year-old daughter 

6.71 0.72 

On one occasion, a father shows pornographic pictures to his 8-
year-old son 

6.59 0.96 

A father frequently touches his 6-month-old son’s genitals 4.59 2.13 
A mother frequently touches her 6-month-old son’s genitals 4.48 2.05 
A father often kisses his 8-year-old daughter on the lips 2.99 1.77 
A mother often kisses her 5-year-old daughter on the lips 1.78 1.20 
   
Psychological or Emotional Abuse   
A mother screams at her 5-year-old daughter and calls her names 6.40 0.98 
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A mother screams at her 6-month-old daughter and calls her 
names 

6.30 1.14 

Parent dresses their 8-year-old son in girl’s clothing 5.29 1.58 
Parents dress their 8-year-old daughter in boy’s clothing 5.01 1.59 
Parents dress their 6-month-old son in girl’s clothing 4.31 1.89 
Parents constantly tell their child that he or she should make 
better grades in school, like his or her older brother or sister 

4.23 1.67 

Parents often argue in front of their children 3.54 1.57 
   
Neglect   
On one occasion, parents leave their 5-year-old son home alone 
for several hours 

6.19 1.32 

Parents do not wash their 8-year-old child’s hair for weeks at a 
time 

6.15 1.25 

Parents refuse to send their child to school 6.03 1.34 
Parents frequently leave their 8-year-old son home alone for 
several hours 

5.98 1.61 

Along with their 8-year-old child, parents live in an old house. In 
the living room where the child often plays there are several 
windows with broken glass and very jagged edges 

5.96 1.35 

Along with their 6-month-old child, parents live in an old house. 
In the living room where the child often plays there are several 
windows with broken glass and very jagged edges 

5.95 1.35 

Despite the recommendations of his teacher, parents refuse to 
have their child’s vision tested 

5.95 1.24 

Parents do not wash their 6-month-old child’s hair for weeks at a 
time 

5.91 1.52 

Despite recommendations of his teacher, parents refuse to get 
psychological treatment for their child 

5.44 1.60 

On one occasion, parents leave their 8-year-old son home alone 
for several hours 

5.44 1.78 

Parents forget to put away a bottle of whiskey, leaving it within 
easy reach of their 5-year-old son 

5.00 1.68 

Parents forget to put away a bottle of whiskey, leaving it within 
easy reach of their 6-month-old son 

4.51 2.10 
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Table 4: Differences in ratings of vignettes based on nurses’ professional  
experience with child maltreatment 

Statement/Vignette 

Professional Encounters with 
Child Maltreatment  

 
 

YES         NO    
Mean SD Mean SD t df p 

Physical Abuse        
A mother slaps her 6-month-month old 
in the face 

6.76 0.73 6.53 0.94 -1.09 78 0.28 

A father spanks his 8-year-old son with a 
stick, leaving no visible injuries 

4.60 2.01 4.82 1.98 0.40 78 0.69 

A father spanks his 6-month-old son 
with a stick after the child is found 
playing with a book of matches  

6.59 0.85 6.82 0.53 1.08 78 0.28 

A father spanks his 8-year-old son with a 
stick, causing some minor bruising 

6.13 1.31 6.24 0.90 0.32 78 0.75 

A mother slaps her 5-year-old child in 
the face 

5.65 1.62 5.47 1.55 -0.41 78 0.68 

A father spanks his 5-year-old son with a 
stick after the child is found playing with 
a book of matches 

4.56 1.92 5.29 1.65 1.45 78 0.15 

Sexual Abuse        
On one occasion, a father has sexual 
intercourse with his 8-year-old daughter 

7.00 0 7.00 0 --- --- --- 

A father frequently has sexual 
intercourse with his 8-year-old daughter 

7.00 0 7.00 0 --- --- --- 

A father has oral sex with his 8-year-old 
daughter, but only after she has said that 
it is “okay” 

7.00 0 7.00 0 --- --- --- 

On one occasion, a mother has sexual 
intercourse with her 8-year-old son 

7.00 0 7.00 0 --- --- --- 

A father frequently touches his 8-year-
old daughter’s genitals, but only after 
she has told him that it is “okay” 

6.95 0.28 7.00 0 0.70 78 0.49 

On one occasion, a father touches his 8-
year-old daughter’s genitals, but only 
after she has told him that is “okay” 

6.89 0.51 6.82 0.73 -0.43 78 0.67 

A father often shows pornographic 
pictures to his 8-year-old daughter 

6.90 0.39 6.76 0.75 -1.05 78 0.30 

A father often shows pornographic 
pictures to his 8-year-old son 

6.90 0.39 6.76 0.75 -1.05 78 0.30 

A father often shows pornographic 
pictures to his 5-year-old daughter 

6.89 0.41 6.71 0.78 -1.33 78 0.19 

On one occasion, a father shows 
pornographic pictures to his 8-year-old 
daughter 

6.75 0.67 6.59 0.87 -0.81 78 0.42 

On one occasion, a father shows 
pornographic pictures to his 8-year-old 
son 

6.62 0.92 6.47 1.12 -0.56 78 0.58 

A father frequently touches his 6-month-
old son’s genitals 

4.75 2.06 4.00 2.35 -1.29 78 0.20 

A mother frequently touches her 6-
month-old son’s genitals 

4.62 2.00 3.94 2.22 -1.21 78 0.23 

A father often kisses his 8-year-old 
daughter on the lips 

2.90 1.78 3.29 1.76 0.80 78 0.42 
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A mother often kisses her 5-year-old 
daughter on the lips 

1.78 1.18 1.76 1.30 -0.04 78 0.97 

Psychological or Emotional Abuse        
A mother screams at her 5-year-old 
daughter and calls her names 

6.40 0.99 6.41 0.94 0.05 78 0.96 

A mother screams at her 6-month-old 
daughter and calls her names 

6.32 1.16 6.24 1.09 -0.26 78 0.79 

Parent dresses their 8-year-old son in 
girl’s clothing 

5.46 1.57 4.65 1.50 -1.91 78 0.06 

Parents dress their 8-year-old daughter 
in boy’s clothing 

5.14 1.61 4.53 1.46 -1.42 78 0.16 

Parents dress their 6-month-old son in 
girl’s clothing 

4.44 1.92 3.82 1.74 -1.21 78 0.23 

Parents constantly tell their child that 
he or she should make better grades 
in school, like his or her older brother 
or sister 

4.43 1.62 3.47 1.66 -2.15 78 0.03 

Parents often argue in front of their 
children 

3.52 1.49 3.59 1.87 0.15 78 0.88 

Neglect        
Parents refuse to send their child to 
school 

6.13 1.31 5.65 1.41 -1.32 78 0.19 

Parents forget to put away a bottle of 
whiskey, leaving it within easy reach of 
their 5-year-old son 

4.98 1.66 5.06 1.82 0.16 78 0.87 

Parents forget to put away a bottle of 
whiskey, leaving it within easy reach of 
their 6-month-old son 

4.65 2.05 4.00 2.26 -1.14 78 0.26 

On one occasion, parents leave their 
8-year-old son home alone for several 
hours 

5.67 1.63 4.59 2.12 -2.27 78 0.03 

On one occasion, parents leave their 5-
year-old son home alone for several 
hours 

6.30 1.23 5.76 1.60 -1.50 78 0.14 

Parents frequently leave their 8-year-
old son home alone for several hours 

6.21 1.39 5.12 2.06 -2.56 78 0.01 

Parents do not wash their 6-month-
old child’s hair for weeks at a time 

6.10 1.40 5.24 1.79 -2.12 78 0.04 

Parents do not wash their 8-year-old 
child’s hair for weeks at a time 

6.21 1.31 5.94 1.03 -0.77 78 0.44 

Despite recommendations of his teacher, 
parents refuse to get psychological 
treatment for their child 

5.54 1.57 5.06 1.68 -1.10 78 0.27 

Despite the recommendations of his 
teacher, parents refuse to have their 
child’s vision tested 

6.08 1.10 5.47 1.62 -1.82 78 0.07 

Along with their 8-year-old child, 
parents live in an old house. In the living 
room where the child often plays there 
are several windows with broken glass 
and very jagged edges 

6.06 1.28 5.59 1.58 -1.29 78 0.20 
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Along with their 6-month-old child, 
parents live in an old house. In the living 
room where the child often plays there 
are several windows with broken glass 
and very jagged edges 

5.98 1.30 5.82 1.55 -0.43 78 0.67 
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Table 5: Differences in ratings of vignettes based on nurses’ confidence in 
identifying child maltreatment  

Statement 

Confident in Identifying 
Maltreatment  

 
 

YES         NO    
Mean SD Mean SD t df p 

Physical Abuse        
A mother slaps her 6-month-month 
old in the face 

6.77 0.68 6.30 1.25 -1.80 78 0.07 

A father spanks his 5-year-old son 
with a stick after the child is found 
playing with a book of matches 

4.67 1.91 5.00 1.70 0.51 78 0.61 

A father spanks his 8-year-old son 
with a stick, leaving no visible injuries 

4.67 2.05 4.50 1.65 -0.25 78 0.80 

A father spanks his 6-month-old son 
with a stick after the child is found 
playing with a book of matches  

6.64 .82 6.60 0.70 -0.16 78 0.88 

A mother slaps her 5-year-old child in 
the face 

5.66 1.62 5.30 1.42 -0.66 78 0.51 

A father spanks his 8-year-old son 
with a stick, causing some minor 
bruising 

6.19 1.27 5.90 0.99 -0.68 78 0.50 

Sexual Abuse        
A mother often kisses her 5-year-old 
daughter on the lips 

1.79 1.24 1.70 0.95 -0.21 78 0.83 

A mother frequently touches her 6-
month-old son’s genitals 

4.44 2.05 4.70 2.11 0.37 78 0.71 

On one occasion, a father shows 
pornographic pictures to his 8-year-
old son 

6.60 0.98 6.50 0.85 -0.31 78 0.76 

A father often kisses his 8-year-old 
daughter on the lips 

2.94 1.74 3.30 2.06 0.60 78 0.55 

A father frequently touches his 6-
month-old son’s genitals 

4.56 2.13 4.80 2.20 0.34 78 0.74 

A father often shows pornographic 
pictures to his 5-year-old daughter 

6.89 0.47 6.60 0.70 -1.69 78 0.09 

A father often shows pornographic 
pictures to his 8-year-old son 

6.90 0.46 6.70 0.67 -1.22 78 0.23 

A father often shows pornographic 
pictures to his 8-year-old daughter 

6.90 0.46 6.70 0.67 -1.22 78 0.23 

On one occasion, a father shows 
pornographic pictures to his 8-year-
old daughter 

6.74 0.72 6.50 0.71 -1.00 78 0.32 

On one occasion, a mother has sexual 
intercourse with her 8-year-old son 

7.00 0 7.00 0 --- --- --- 

On one occasion, a father touches his 
8-year-old daughter’s genitals, but 
only after she has told him that is 

6.89 0.55 6.80 0.63 -0.45 78 0.65 
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“okay” 
A father frequently touches his 8-
year-old daughter’s genitals, but 
only after she has told him that it is 
“okay” 

6.99 0.12 6.80 0.63 -2.27 78 0.03 

On one occasion, a father has sexual 
intercourse with his 8-year-old 
daughter 

7.00 0 7.00 0 --- --- --- 

A father frequently has sexual 
intercourse with his 8-year-old 
daughter 

7.00 0 7.00 0 --- --- --- 

A father has oral sex with his 8-year-
old daughter, but only after she has 
said that it is “okay” 

7.00 0 7.00 0 --- --- --- 

Psychological or Emotional Abuse        
Parents often argue in front of their 
children 

3.49 1.58 3.90 1.52 0.78 78 0.44 

A mother screams at her 6-month-old 
daughter and calls her names 

6.27 1.20 6.50 0.53 0.59 78 0.56 

Parent dresses their 8-year-old son in 
girl’s clothing 

5.36 1.49 4.80 2.15 -1.04 78 0.30 

Parents dress their 8-year-old daughter 
in boy’s clothing 

5.13 1.48 4.20 2.10 -1.75 78 0.08 

Parents dress their 6-month-old son in 
girl’s clothing 

4.39 1.88 3.80 1.99 -0.92 78 0.36 

A mother screams at her 5-year-old 
daughter and calls her names 

6.41 1.00 6.30 0.82 -0.34 78 0.73 

Parents constantly tell their child that 
he or she should make better grades in 
school, like his or her older brother or 
sister 

4.16 1.66 4.70 1.77 0.96 78 0.34 

Neglect        
Parents refuse to send their child to 
school 

6.00 1.36 6.20 1.23 0.44 78 0.66 

Parents forget to put away a bottle of 
whiskey, leaving it within easy reach 
of their 5-year-old son 

4.89 1.74 5.80 0.92 1.62 78 0.11 

Parents forget to put away a bottle of 
whiskey, leaving it within easy reach 
of their 6-month-old son 

4.40 2.13 5.30 1.77 1.27 78 0.21 

On one occasion, parents leave their 
8-year-old son home alone for several 
hours 

5.37 1.87 5.90 0.99 0.87 78 0.38 

On one occasion, parents leave their 
5-year-old son home alone for several 
hours 

6.14 1.40 6.50 0.53 0.80 78 0.43 

Parents frequently leave their 8-year-
old son home alone for several hours 

5.96 1.69 6.10 0.88 0.26 78 0.79 
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Parents do not wash their 6-month-old 
child’s hair for weeks at a time 

5.93 1.52 5.80 1.62 -0.25 78 0.80 

Parents do not wash their 8-year-old 
child’s hair for weeks at a time 

6.13 1.30 6.30 0.95 0.40 78 0.69 

Despite recommendations of his 
teacher, parents refuse to get 
psychological treatment for their child 

5.46 1.53 5.30 2.11 -0.29 78 0.77 

Despite the recommendations of his 
teacher, parents refuse to have their 
child’s vision tested 

6.03 -1.51 5.40 1.90 -1.51 78 0.14 

Along with their 8-year-old child, 
parents live in an old house. In the 
living room where the child often 
plays there are several windows with 
broken glass and very jagged edges 

5.98 1.37 5.90 1.29 -0.16 78 0.88 

Along with their 6-month-old child, 
parents live in an old house. In the 
living room where the child often 
plays there are several windows with 
broken glass and very jagged edges 

5.96 1.37 5.90 1.29 -0.12 78 0.90 
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Table 6: Differences in ratings of vignettes based on nurses’ perceived adequacy  
of training 

Statement 

Indicated Received Adequate 
Training in Child Maltreatment  

 
 

YES          NO    
Mean SD Mean SD t df p 

Physical Abuse        
A mother slaps her 6-month-month old in 
the face 

6.66 0.81 6.69 0.85 0.13 58 0.90 

A father spanks his 5-year-old son with 
a stick after the child is found playing 
with a book of matches 

4.55 1.89 5.92 1.44 2.42 58 0.02 

A father spanks his 8-year-old son with 
a stick, leaving no visible injuries 

4.49 2.06 5.77 1.64 2.06 58 0.04 

A father spanks his 6-month-old son with 
a stick after the child is found playing 
with a book of matches  

6.57 0.88 6.77 0.44 0.77 58 0.44 

A mother slaps her 5-year-old child in the 
face 

5.66 1.49 6.15 1.14 1.10 58 0.27 

A father spanks his 8-year-old son with a 
stick, causing some minor bruising 

6.15 1.32 6.69 0.48 1.45 58 0.15 

Sexual Abuse        
A mother often kisses her 5-year-old 
daughter on the lips 

1.79 1.25 1.77 1.09 -0.05 58 0.96 

A mother frequently touches her 6-
month-old son’s genitals 

4.43 2.07 4.38 1.71 -0.07 58 0.95 

On one occasion, a father shows 
pornographic pictures to his 8-year-old 
son 

6.51 1.14 6.69 0.63 0.55 58 0.58 

A father often kisses his 8-year-old 
daughter on the lips 

3.02 1.78 3.15 1.77 0.24 58 0.81 

A father frequently touches his 6-month-
old son’s genitals 

4.51 2.17 4.54 1.76 0.04 58 0.97 

A father often shows pornographic 
pictures to his 5-year-old daughter 

6.89 0.37 6.85 0.55 -0.36 58 0.72 

A father often shows pornographic 
pictures to his 8-year-old son 

6.91 0.35 6.85 0.55 -0.54 58 0.59 

A father often shows pornographic 
pictures to his 8-year-old daughter 

6.91 0.35 6.85 0.55 -0.54 58 0.59 

On one occasion, a father shows 
pornographic pictures to his 8-year-old 
daughter 

6.68 0.75 6.85 0.55 0.73 58 0.47 

On one occasion, a mother has sexual 
intercourse with her 8-year-old son 

7.00 0 7.00 0 --- --- --- 

On one occasion, a father touches his 8-
year-old daughter’s genitals, but only 
after she has told him that is “okay” 

6.94 0.44 6.85 0.55 -0.62 58 0.54 

A father frequently touches his 8-year-old 
daughter’s genitals, but only after she has 
told him that it is “okay” 

6.98 0.15 6.85 0.55 -1.49 58 0.14 

On one occasion, a father has sexual 
intercourse with his 8-year-old daughter 

7.00 0 7.00 0 --- --- --- 

A father frequently has sexual intercourse 
with his 8-year-old daughter 

7.00 0 7.00 0 --- --- --- 
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A father has oral sex with his 8-year-old 
daughter, but only after she has said that 
it is “okay” 

7.00 0 7.00 0 --- --- --- 

Psychological or Emotional Abuse        
Parents often argue in front of their 
children 

3.45 1.64 4.08 1.38 1.27 58 0.21 

A mother screams at her 6-month-old 
daughter and calls her names 

6.30 1.16 6.38 0.96 0.25 58 0.81 

Parent dresses their 8-year-old son in 
girl’s clothing 

5.15 1.57 6.00 1.22 1.80 58 0.08 

Parents dress their 8-year-old daughter in 
boy’s clothing 

4.89 1.54 5.54 1.61 1.33 58 0.19 

Parents dress their 6-month-old son in 
girl’s clothing 

4.04 1.91 5.15 1.68 1.90 58 0.06 

A mother screams at her 5-year-old 
daughter and calls her names 

6.51 0.80 6.54 0.66 0.11 58 0.91 

Parents constantly tell their child that he 
or she should make better grades in 
school, like his or her older brother or 
sister 

4.36 1.69 4.23 1.54 -0.25 58 0.80 

Neglect        
Parents refuse to send their child to 
school 

6.00 1.30 6.38 1.12 0.97 58 0.34 

Parents forget to put away a bottle of 
whiskey, leaving it within easy reach of 
their 5-year-old son 

4.64 1.66 5.92 1.26 2.59 58 0.01 

Parents forget to put away a bottle of 
whiskey, leaving it within easy reach of 
their 6-month-old son 

4.02 2.12 5.85 1.21 2.96 58 0.004 

On one occasion, parents leave their 8-
year-old son home alone for several hours 

5.36 1.74 6.00 1.63 1.19 58 0.24 

On one occasion, parents leave their 5-
year-old son home alone for several hours 

6.21 1.27 6.38 1.39 0.42 58 0.67 

Parents frequently leave their 8-year-old 
son home alone for several hours 

5.96 1.57 6.54 1.13 1.24 58 0.22 

Parents do not wash their 6-month-old 
child’s hair for weeks at a time 

5.79 1.49 6.85 0.55 2.50 58 0.02 

Parents do not wash their 8-year-old 
child’s hair for weeks at a time 

6.06 1.28 6.85 0.55 2.15 58 0.04 

Despite recommendations of his 
teacher, parents refuse to get 
psychological treatment for their child 

5.11 1.64 6.15 1.21 2.14 58 0.04 

Despite the recommendations of his 
teacher, parents refuse to have their 
child’s vision tested 

5.94 1.05 6.08 1.26 0.41 58 0.68 

Along with their 8-year-old child, parents 
live in an old house. In the living room 
where the child often plays there are 
several windows with broken glass and 
very jagged edges 

6.02 1.39 6.23 1.09 0.50 58 0.62 

Along with their 6-month-old child, 
parents live in an old house. In the living 
room where the child often plays there are 
several windows with broken glass and 
very jagged edges 

5.91 1.41 6.31 0.95 0.94 58 0.35 



63 
 

APPENDIX A: IRB APPROVAL LETTERS 
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APPENDIX B: RECRUITMENT EMAIL 
 
 
Dear colleague, 
  
My name is Jenifer Lavigne and I am a student in the Masters of Science in Public Health 
program at UNCC. I want to invite you to participate in a research project entitled 
“Pediatric Inpatient Nurses' Perceptions of Child Maltreatment.” 
  
Who can participate in this study? 
Any RN working on an inpatient unit in LCH is invited to participate in this study. 
What is the purpose of this study? 
The purpose of this study is to examine pediatric inpatient nurses’ perceptions of child 
maltreatment. To date, no studies have specifically examined inpatient pediatric nurses’ 
perceptions of child maltreatment in the United States. It is important to study the 
perceptions of child maltreatment among pediatric inpatient nurses because they are in a 
unique position to have the opportunity to identify cases of maltreatment. In the 
healthcare system, nurses tend to have the first contact with patients and their families; 
therefore, they are likely to be the first professionals to have the opportunity to identify 
child maltreatment. 
Risks 
This study poses no more than minimal risk. There are no foreseeable risks associated 
with this study. 
What will be required of me to participate? 
Participation is easy and only requires you take an anonymous online questionnaire. The 
questionnaire should take approximately 10-15 minutes to complete (however, it depends 
on the individual and may not take that long for all). There is no cost to you to participate 
in this survey. 
  
Your participation in this study is completely voluntary. You should feel under no 
pressure to be in the study. If you decide not to be in the study that will not in any way 
harm your relationship with your supervisor/manager at Carolinas Healthcare System. 
  
To participate, you may access the questionnaire here: SURVEY 
  
If you have any questions about this study or about your rights as a research subject, you 
may call the Institutional Review Board of Carolinas Healthcare System for information, 
at (704)-355-3158. 
  
Please feel free to contact me with any questions: 
jenifer.lavigne@carolinashealthcare.org 
  
Thank you for your time and consideration. 
 
Jenifer, 
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APPENDIX C: CHILD MALTREATMENT PERCEPTIONS QUESTIONNAIRE 
 
 
Demographics 
 

1. What is your age in years?   ___________ 
 

2. What sex do you most closely identify?  
 

□ Male    
□ Female 

 
3. Please choose your level nursing degree.  

 
□ Diploma  
□ Associate Degree 
□ Bachelor of Science in Nursing 
□ Master Degree in Nursing 
□ Other Not Listed 

 
4. Please indicate your years of experience working as a nurse. 

 
□ 0 – 5 
□ 6 – 10 
□ 11 – 15 
□ 15 + 

 
5. Are you a parent? 

 
□ Yes, I am a parent (including step-children or foster children)  
□ No, I am not a parent. 

 
6. Do you feel as a nurse that you should be responsible for being able to identify 

child maltreatment and report suspected abuse or neglect? 
 

□ Yes 
□ No 

 
7. If you suspect a patient is a victim of child abuse or neglect, would you report it? 

 
□ Yes 
□ No 
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8. During your career as a nurse, have you ever encountered a substantiated case of 
child maltreatment? 
 

□ Yes 
□ No 

 
9. Have you had any exposure to child maltreatment cases outside of work? 

 
□ Yes 
□ No 

 
10. Have you ever reported a case of suspected child maltreatment at work? 

 
□ Yes 
□ No 

 
11. Have you ever reported a case of child maltreatment outside of work? 

 
□ Yes 
□ No 

 
12. Do you feel confident in your ability to identify child abuse and neglect? 

 
□ Yes 
□ No 

 
13. Do you feel that you have received adequate training in child maltreatment?  

 
□ Yes 
□ No 
□ I have never received training regarding child maltreatment 

 
14. Are you familiar with the North Carolina state law regarding child maltreatment 

reporting? 
 

□ Yes 
□ No 
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Factors in Making a Determination of Abuse 
 
Please rate the following with importance of making a determination of abuse 
 
Whether the act is sexual in nature 
            1               2               3               4               5               6               7 
Not                                                                                                        One of the 
at all                                                                                                      most important     
important                                                                                              factors 
 
Demonstrated or actual psychological or emotional harm to the child 
            1               2               3               4               5               6               7 
 
Demonstrated or actual physical harm to the child 
            1               2               3               4               5               6               7 
 
Whether the Act is Sexual in Nature 
            1               2               3               4               5               6               7 
 
A possibility the child will be harmed physically 
            1               2               3               4               5               6               7 
 
A possibility that the child will be harmed psychologically or emotionally 
            1               2               3               4               5               6               7 
 
Seriousness of the act 
            1               2               3               4               5               6               7 
 
Frequency of the act 
            1               2               3               4               5               6               7 
 
Whether the perpetrator intends to harm the child 
            1               2               3               4               5               6               7 
 
Whether the child thinks that he or she has been abused 
            1               2               3               4               5               6               7 
 
Whether the perpetrator has a mental illness 
            1               2               3               4               5               6               7 
 
Whether the act meets the legal definition of abuse or neglect 
            1               2               3               4               5               6               7 
 
The extent to which the act is culturally or socially acceptable 
            1               2               3               4               5               6               7 
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Whether the perpetrator is taking drugs or alcohol 
            1               2               3               4               5               6               7 
 
The age of the child (victim) involved 
            1               2               3               4               5               6               7 
 
Whether the perpetrator grew up in a violent home or neighborhood 
            1               2               3               4               5               6               7 
 
Whether the child consents to the act 
            1               2               3               4               5               6               7 
 
The sex of the child 
            1               2               3               4               5               6               7 
 
The sex of the perpetrator 
            1               2               3               4               5               6               7 
 
Whether the perpetrator comes from a divorced family 
            1               2               3               4               5               6               7 
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Vignettes Important in Determining Child Maltreatment 
 
Please rate the following with importance of making a determination of abuse 
 
Physical Abuse 
 
A mother slaps her 6-month-month old in the face 
            1               2               3               4               5               6               7 
Definitely is                                                                                        Definitely is 
not abuse                                        abuse or  
or neglect                                                                                            neglect 
 
A father spanks his 5-year-old son with a stick after the child is found playing with a 
book of matches 
            1               2               3               4               5               6               7 
 
A father spanks his 8-year-old son with a stick, leaving no visible injuries 
            1               2               3               4               5               6               7 
 
A father spanks his 6-month-old son with a stick after the child is found playing with a 
book of matches 
            1               2               3               4               5               6               7 
 
A mother slaps her 5-year-old child in the face 
            1               2               3               4               5               6               7 
 
A father spanks his 8-year-old son with a stick, causing some minor bruising 
            1               2               3               4               5               6               7 
 
Sexual Abuse 
 
A mother often kisses her 5-year-old daughter on the lips 
            1               2               3               4               5               6               7 
 
A mother frequently touches her 6-month-old son’s genitals 
            1               2               3               4               5               6               7 
 
On one occasion, a father shows pornographic pictures to his 8-year-old son 
            1               2               3               4               5               6               7 
 
A father often kisses his 8-year-old daughter on the lips 
            1               2               3               4               5               6               7 
 
A father frequently touches his 6-month-old son’s genitals  
            1               2               3               4               5               6               7 
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A father often shows pornographic pictures to his 5-year-old daughter 
            1               2               3               4               5               6               7 
 
A father often shows pornographic pictures to his 8-year-old son 
            1               2               3               4               5               6               7 
 
A father often shows pornographic pictures to his 8-year-old daughter 
            1               2               3               4               5               6               7 
 
On one occasion, a father shows pornographic pictures to his 8-year-old daughter 
            1               2               3               4               5               6               7 
 
On one occasion, a mother has sexual intercourse with her 8-year-old son 
            1               2               3               4               5               6               7 
 
On one occasion, a father touches his 8-year-old daughter’s genitals, but only after she 
has told him that is “okay” 
            1               2               3               4               5               6               7 
 
A father frequently touches his 8-year-old daughter’s genitals, but only after she has told 
him that it is “okay” 
            1               2               3               4               5               6               7 
 
On one occasion, a father has sexual intercourse with his 8-year-old daughter 
            1               2               3               4               5               6               7 
 
A father frequently has sexual intercourse with his 8-year-old daughter 
            1               2               3               4               5               6               7 
 
A father has oral sex with his 8-year-old daughter, but only after she has said that it is 
“okay” 
            1               2               3               4               5               6               7 
 
Psychological or Emotional Abuse 
 
Parents often argue in front of their children 
            1               2               3               4               5               6               7 
 
A mother screams at her 6-month-old daughter and calls her names  
            1               2               3               4               5               6               7 
 
Parent dresses their 8-year-old son in girl’s clothing 
            1               2               3               4               5               6               7 
 
Parents dress their 8-year-old daughter in boy’s clothing 
            1               2               3               4               5               6               7 
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Parents dress their 6-month-old son in girl’s clothing 
            1               2               3               4               5               6               7 
 
A mother screams at her 5-year-old daughter and calls her names 
            1               2               3               4               5               6               7 
 
Parents constantly tell their child that he or she should make better grades in school, like 
his or her older brother or sister 
            1               2               3               4               5               6               7 
 
Neglect 
 
Parents refuse to send their child to school 
            1               2               3               4               5               6               7 
 
Parents forget to put away a bottle of whiskey, leaving it within easy reach of their 5-
year-old son 
            1               2               3               4               5               6               7 
 
Parents forget to put away a bottle of whiskey, leaving it within easy reach of their 6-
month-old son 
            1               2               3               4               5               6               7 
 
On one occasion, parents leave their 8-year-old son home alone for several hours  
            1               2               3               4               5               6               7 
 
On one occasion, parents leave their 5-year-old son home alone for several hours 
            1               2               3               4               5               6               7 
 
Parents frequently leave their 8-year-old son home alone for several hours 
            1               2               3               4               5               6               7 
 
Parents do not wash their 6-month-old child’s hair for weeks at a time 
            1               2               3               4               5               6               7 
 
Parents do not wash their 8-year-old child’s hair for weeks at a time 
            1               2               3               4               5               6               7 
 
Despite recommendations of his teacher, parents refuse to get psychological treatment for 
their child 
            1               2               3               4               5               6               7 
 
Despite the recommendations of his teacher, parents refuse to have their child’s vision 
tested 
            1               2               3               4               5               6               7 
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Along with their 8-year-old child, parents live in an old house. In the living room where 
the child often plays there are several windows with broken glass and very jagged edges 
            1               2               3               4               5               6               7 
 
Along with their 6-month-old child, parents live in an old house. In the living room 
where the child often plays there are several windows with broken glass and very jagged 
edges 
            1               2               3               4               5               6               7 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

 


