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Abstract

Purpose of review: The purpose of this review was to synthesize the empirical literature 

regarding key risk and protective factors for child maltreatment at each level of the socioecological 

model and to identify directions for future research and practice.

Recent findings: Prior research has largely focused on risk and protective factors at the 

individual and interpersonal levels of the socioecological model. More recently, research has 

begun to examine risk and protective factors at the community and societal levels, with results 

suggesting that programmatic and policy interventions that reduce risk and enhance protection at 

these levels are promising primary prevention strategies for child maltreatment.

Summary: Future research should continue to focus on risk and protective factors at the 

community and societal levels with the aim of building the evidence base for population-wide 

prevention strategies. Such strategies have the potential to create contexts in which families and 

children thrive.
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Introduction

Child maltreatment: prevalence and consequences

Child maltreatment is a clear and pressing public health issue in the United States. At the 

Federal level, the Child Abuse Prevention and Treatment Act (CAPTA) defines child 

maltreatment as “any recent act or failure to act on the part of a parent or caregiver that 

results in death, serious physical or emotional harm, sexual abuse, or exploitation, or an act 

or failure to act that presents an imminent risk of serious harm” to a child under the age of 

18 years. As such, child maltreatment includes experiences of physical, sexual, and 

emotional abuse and multiple forms of neglect (e.g., physical, emotional, supervisory, 

medical, educational).1 In 2018, child protective services (CPS) agencies in the U.S. 
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received more than 4 million reports of suspected maltreatment involving approximately 7.8 

million children.2 Recent research indicates that by age 18 years, more than 1 in 3 U.S. 

children will have had a CPS investigation for suspected maltreatment3 and 1 in 8 will have 

experienced confirmed (i.e., substantiated) maltreatment based on the findings of a CPS 

investigation.4 However, it is widely accepted that official CPS reports underestimate the 

true prevalence of maltreatment as not all cases come to the attention of the child welfare 

system.5,6 Estimates based on adult and adolescent self-report suggest that more than 40% 

of individuals experience maltreatment during childhood,7,8 underscoring the magnitude of 

this issue.

A large body of research demonstrates the potential impact of childhood experiences of 

maltreatment on health and development across the life course. Among young children, 

several studies show an association between child maltreatment and lower cognitive skills,
9,10 anxious, depressed, withdrawn, and aggressive behaviors,10,11 and poor emotional, 

social, and school functioning.12,13 In adolescence and adulthood, research indicates that 

child maltreatment is associated with poor mental health,14,15 problematic substance use 

behaviors,16,17 violent victimization and perpetration,18,19 and chronic conditions such as 

asthma, diabetes, pain, and obesity.20,21 While there is individual variation in the short and 

long term outcomes associated with experiences of child maltreatment, results from this 

body of research emphasize the potential impact of maltreatment on muptile domains of 

functioning.

The magnitude and potential adverse consequences of child maltreatment indicate that 

evidence based, interdisciplinary approaches to primary prevention are critically needed. 

Crucial to informing effective prevention is a comprehensive understanding of risk and 

protective factors for child maltreatment. Here, we define risk factors as experiences, 

behaviors, characteristics, and contexts that increase the likelihood that a child will 

experience maltreatment. We define protective factors as experiences, behaviors, 

characteristics, and contexts that decrease the likelihood that a child will experience 

maltreatment. Importantly, we define protective factors not merely as the absence of risk, but 

as something additional in the child’s environment that functions to reduce the likelihood of 

maltreatment. Knowledge of salient risk and protective factors can advance the child 

maltreatment research and practice agenda by elucidating directions for future research and 

key targets for prevention.

Socioecological model

The socioecological model is a framework for understanding complex associations between 

multiple factors that affect health and development. As shown in Figure 1, the 

socioecological model consists of a set of nested environments that represent the proximal 

and distal contexts surrounding health and development.22 These nested environments 

include the individual, interpersonal, community, and societal levels. Each level is embedded 

within the next to illustrate that an individual’s immediate environment (i.e., the individual 

and interpersonal levels) is influenced by the broader conditions surrounding these 

environments (i.e., the community and societal levels). In the socioecological model, the 

individual level includes biological and personal history factors such as age, sex, physical 
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health conditions, and personality traits.23 The interpersonal level includes relationships and 

interactions with partners, peers, and family.23 The community level includes various 

settings in which people live and interact with others such as schools, neighborhoods, and 

workplaces.23 The societal level includes factors such as social and cultural norms, 

economic and educational policies, and state and federal regulations that shape the larger 

social context within which the child develops.23 As a key public health framework, the 

socioecological model provides insight into factors at multiple levels of influence that affect 

the likelihood of a specific experience or outcome and that can be targeted in scientific 

research and prevention efforts. Leading child maltreatment researchers have proposed use 

of the socioecological model as a broad, integrative framework for conceptualizing the 

multiple factors contributing to the etiology of maltreatment.24,25 In the following sections, 

we use the socioecological model as an organizing framework to review the empirical 

literature regarding key risk and protective factors for child maltreatment and to identify 

potential directions for future research and prevention.

Risk factors for child maltreatment

Individual level risk factors

While no child is responsible for their experiences of abuse or neglect, some child level 

characteristics may increase a child’s risk of maltreatment, including child age and special 

healthcare needs or disabilities.

According to the National Child Abuse and Neglect Data System (NCANDS), a repository 

of investigated maltreatment reports from all state CPS agencies, the highest rate of child 

maltreatment is among children less than one year.2,4 In 2017, the rate of confirmed 

maltreatment was 25.3 per 1,000 children less than one year, and more than a quarter of 

cases of confirmed maltreatment involved child less than three years.2 In general, the rate of 

confirmed maltreatment steadily decreases or remains constant as children age.2,4 Young 

children may have an increased risk for maltreatment given greater dependency on and time 

spent with caregivers compared to older children. In addition, the same physical force may 

cause more harm among younger children, requiring medical attention and prompting CPS 

involvement.

Research also indicates that children with special health care needs or disabilities are at 

greater risk for maltreatment.26–28 Recent research demonstrated a higher risk of CPS 

confirmed maltreatment among children with cleft lip, spina bifida, and Down Syndrome 

compared to unaffected children.26,27 A longitudinal study of Medicaid-enrolled children 

found that children with a chronic physical illness or a behavioral/mental health condition 

(e.g., attention deficit hyper-activity disorder) were more likely to experience CPS 

confirmed maltreatment compared to children without these conditions.28 Notably, children 

with special health care needs or disabilities often require multiple caregivers and frequent 

interactions with healthcare providers. Frequent interactions with healthcare providers may 

increase the likelihood that a professional observes risk for harm and notifies CPS, 

contributing to a greater likelihood of confirmed maltraetment.26,27 In addition, greater 

dependency on and contact with numerous adult caregivers may increase opportunities for 

children with special health care needs or disabilities to experience maltreatment.
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Of note, child race/ethnicity is often conceptualized as an individual level risk factor for 

child maltreatment. Indeed, official statistics indicate that Black and American Indian/

Alaska Native children have higher rates of CPS reports, CPS confirmed maltreatment, and 

out-of-home placements compared to white children and that children of color are 

disproportionately represented in the child welfare system relative to their presence in the 

population.2–4,29 However, it is likely not the child’s race/ethnicity that places them at an 

increased risk for maltreatment, but rather structural and systemic racism, discrimination, 

and implicit and explicit biases that increase the likelihood that Black and American Indian/

Alaska Native children will be reported to CPS. Moreover, these structural and systemic 

factors may also contribute to an increased likelihood of interpersonal and community level 

risk factors for maltreatment among families and communities of color, such as parental 

substance use and concentrated disadvantage (discussed in detail in Interpersonal and 

Community level risk factors sections),30 further affecting child risk for maltreatment.

Interpersonal level risk factors

With respect to child maltreatment, the focus of the interpersonal level is often on the child’s 

primary caregivers and family context. A large body of research has examined family level 

risk factors for child maltreatment as researchers previously considered maltreatment to be 

an issue occurring largely within families and thus the family context to be the most 

influential in determining risk for maltreatment.25,31 Well-established family level risk 

factors for maltreatment include poverty, parental mental health and substance use disorders, 

and intimate partner violence (IPV).

Family poverty has long been considered an important risk factor for child maltreatment. In 

the child maltreatment research literature, poverty is often measured as annual household 

income (e.g., income below the Federal Poverty Level), primary health insurance type (e.g., 

public vs. private), or participation in public benefits programs (e.g., Temporary Assistance 

to Needy Families (TANF)).32 More recently, child maltreatment researchers have explored 

measures of material hardship, including difficulties affording basic needs like housing, 

food, utilities, and medical care, as a more direct measures of the tangible ways in which 

poverty affects daily life.33,34 In a sample of families receiving TANF, families reporting 

housing instability (e.g., difficulty paying rent, eviction), utility shut-offs, food insecurity, 

and a greater number of total hardships were more likely to experience a CPS investigation 

compared to families without these hardships.33 In another study, housing instability was 

associated with an increase in the number of maternal self-reported maltreatment behaviors, 

and food insecurity was associated with increased use of mother-to-child physical and 

psychological aggression.35

Multiple studies consistently demonstrate associations of parental mental health and 

substance use disorders and IPV with child maltreatment. For example, recent research 

found maternal post-traumatic stress and depressive symptoms to be associated with self-

reported abuse and neglect36 and paternal depressive symptoms to be associated with self-

reported neglect.37 Similarly, heavy drinking and illicit substance use were associated with 

an increased frequency of maltreatment behaviors among parents of young children,38 and 

mothers who reported IPV by a current partner were more likely to endorse physical and 
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psychological aggression, spanking, and neglect.39 Conceptually, issues related to family 

poverty, material hardship, mental health, substance use, and IPV may negatively affect 

parental functioning and stress, increasing the risk for maltreatment.

Community level risk factors

At the community level, most child maltreatment research has examined aspects of the child 

and family’s neighborhood, broadly defined, that may contribute to experiences of 

maltreatment. Two community level risk factors that have been investigated in the empirical 

literature are neighborhood crime and violence and concentrated disadvantage. Researchers 

hypothesize that such factors increase risk for child maltreatment by elevating levels of 

parent and family stress and eroding social networks and community organization.40–42

With respect to neighborhood crime and violence, longitudinal data from Davidson County, 

Tennessee revealed that higher rates of crime were associated with an increased risk of CPS 

confirmed physical and sexual abuse at the zip code level.40 Similarly, data from Fort Worth, 

Texas found that indicators of community violence (i.e., IPV, aggravated assaults, murders, 

drug crimes) predicted increases in CPS confirmed maltreatment.41

Concentrated disadvantage has been measured in the child maltreatment literature in 

multiple ways, including area level poverty, unemployment, and housing foreclosure and 

vacancy. For example, in a large, urban county, increases in the percent of the population 

living in poverty and the percent of vacant houses were associated with increased rates of 

child maltreatment hospitalizations and death at the census tract level.42 Across the U.S., 

increases in the percent of children living in poverty and in the unemployment rate were 

associated with higher rates of CPS investigations at the county level.43 In Pennsylvania, 

higher unemployment and housing foreclosure rates demonstrated associations with 

increases in both investigated and confirmed maltreatment.44

Notably, many studies examining neighborhood crime and violence and concentrated 

disadvantage as risk factors for maltreatment adjust for individual and family level risk 

factors, indicating that adverse neighborhood conditions contribute to maltreatment risk 

above and beyond the effect of individual and family level factors.

Societal level risk factors

Policies, trends, and norms at the societal level have received increasing attention in the 

research literature as potential risk factors for child maltreatment. In the existing literature, 

specific economic policies and trends, such as the Great Recession and regressive taxes, and 

social norms regarding gender equity have received empirical support as risk factors for 

maltreatment. Researchers hypothesize that such societal level factors help to create contexts 

within which maltreatment is more likely to occur.

Results from several studies show that economic policies and trends with the potential to 

reduce household income and create widespread financial uncertainty are associated with 

increases in maltreatment. The Great Recession (December 2007-June 2009) provided a 

unique opportunity to examine the impact of larger economic trends on maltreatment.45,46 In 

two studies, macro-economic indicators of the Great Recession, such as decreases in 
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consumer confidence, were associated with an increase in self-reported mother-to-child 

physical and psychological aggression46 and high frequency spanking (i.e., spanking more 

than 11 times in the past year).45

Regressive taxes, or taxes that take a larger proportion of income from low income 

compared to high income households, and changes in prices of common consumer goods 

also provide a unique opportunity to examine the impact of broad economic policies and 

trends on child maltreatment. National data regarding cigarette and sales taxes indicate that 

increases in these regressive taxes at the state level are associated with increases in state 

rates of CPS investigations.47 Recent research also found that higher gas prices at the state 

level, an economic trend likely to affect families’ disposable income, are associated with 

higher rates of CPS investigations.48

The existing research literature also indicates that gender inequality, a well-established risk 

factor for multiple forms of violence including sexual assault and IPV,49 may be a societal 

level risk factor for maltreatment.4,5 Across multiple low, middle, and high income 

countries, results from recent studies found that higher levels of discrimination against 

women, gender inequity (e.g., gender differences in workforce participation), and gender 

gaps (e.g., gaps in educational and political engagement) were associated with higher 

proportions of adults endorsing severe physical discipline (e.g., hitting the child with an 

object) and supervisory neglect in the past month.50,51 While the mechanisms explaining 

this association are not clear, these results align with a large body of research suggesting that 

gains in women’s rights and empowerment are associated with positive outcomes across 

multiple domains of child health and development.52,53

Protective factors for child maltreatment

Individual level protective factors

Just as no child is responsible for contributing to their risk of maltreatment, no child is 

responsible for preventing their experiences of maltreatment. At the individual level, there is 

a lack of research focused on primary prevention. Most research has examined individual 

level factors that are associated with resilience (i.e., positive adaptation54) following 

experiences of maltreatment55–57 rather than individual level factors that prevent 

maltreatment from occurring. Results from this body of research suggest that certain 

characteristics, such as self-regulation skills, social competence, adaptive functioning, and 

self-esteem, help promote positive outcomes among children and adolescents who have 

experienced abuse or neglect.55–57 For example, in a longitudinal sample of children 

investigated for maltreatment, children with consistently high or increasing levels of social 

skills over time (i.e., cooperation, assertion, responsibility, self-control) were more likely to 

perform well in school and have positive expectations about the future and less likely to 

engage in delinquent behaviors and substance use in adolescence compared to children with 

lower levels of social skills.58 Similarly, early self-regulation skills (i.e., the ability to control 

emotional and behavioral responses following stressful situations) were associated with 

positive social and emotional development in a sample of young children investigated for 

maltreatment.59 These and other individual level protective factors are posited to increase 

the likelihood that a child will receive support following maltreatment or that the child will 
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be able to effectively navigate stressful and traumatic experiences such as maltreatment,60,61 

increasing the likelihood of positive outcomes.

Interpersonal level protective factors

At the interpersonal level, the existing research literature has focused on various aspects of 

caregiver social support, including support from a romantic partner, family, and friends, as 

protective factors for child maltreatment. Researchers hypothesize that positive support from 

various social networks can provide a buffer to reduce caregiver stress and promote caregiver 

wellbeing, reducing overall maltreatment risk.62

A specific body of research has examined support from a romantic partner as a protective 

factor in preventing the intergenerational transmission of maltreatment.63–66 Prior studies 

indicate that harsh, hostile, and abusive parenting can continue across generations, such that 

individuals who experienced child maltreatment may be more likely to abuse or neglect their 

own children.63,64 However, recent studies suggest that among parents who experienced 

maltreatment in childhood, a nurturing and supportive relationship with a romantic partner 

can prevent the continuation of abusive and neglectful behaviors toward their own children.
63–65 For example, in a three-generation cohort study, among parents with a history of 

maltreatment, warmth, positive communication, and support from a romantic partner were 

associated with a decreased likelihood of harsh, abusive behaviors toward their child.63,64 

Similarly, in a longitudinal study, satisfaction with their relationship with a romantic partner 

was associated with a decreased likelihood of confirmed CPS reports among parents with a 

history of maltreatment.65

Support outside of a romantic relationship has also been found to protect against 

maltreatment.62,67,68 For example, in a population-based sample of caregivers in California, 

emotional support (e.g., having a friend to share private worries and fears with) was 

associated with a lower frequency of parent self-reported physical abuse.67 In addition, in a 

longitudinal study of child development, family support (e.g., “I know my family will stand 

by me no matter what”) was associated with a lower frequency of caregiver self-reported 

maltreatment.68

Community level protective factors

Community level factors that have received empirical support as protective factors for child 

maltreatment include neighborhood availability of services for parents and families and 

neighborhood processes such as social cohesion (i.e., mutual trust among neighbors) and 

control (i.e., willingness to intervene). Such modifiable social processes and structural 

characteristics have the potential to provide a supportive environment that promotes positive 

parenting.

Existing evidence indicates that greater community availability of health, social, and 

educational services may be a protective factor for child maltreatment. Among parents in 

California, greater proximity to mental health and substance abuse services was associated 

with fewer self-reported neglectful behaviors.69 Similarly, at the census tract level in Bergen 

County, New Jersey, greater proximity to substance abuse services was associated with low 

rates of CPS reports.70 In Los Angeles, California, neighborhoods with a higher percent of 
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children attending preschool had lower rates of CPS reports and CPS confirmed 

maltreatment, and neighborhoods with more license child care spaces relative to child care 

need had lower rate of CPS reports.71 At the zip code level, a higher density of services for 

multiple needs (substance abuse, adoption, mental health, domestic violence, independent 

living, pregnant and parenting teens, housing, and children with special needs) was 

associated with lower rates of CPS reports and out-of-home placements.72 These results 

suggest that greater availability of supportive services for parents, including services that 

address family level risk factors (e.g., substance use), may protect against maltreatment.

With respect to neighborhood social processes, in Franklin County, Ohio, greater 

neighborhood social cohesion was associated with a lower likelihood of parent self-reported 

neglect.73 Neighborhoods higher in social cohesion, social control, and intergenerational 

closure (i.e., families know each other’s children) in Illinois had lower rates of CPS 

confirmed neglect, physical abuse, and sexual abuse.74 Similarly, greater neighborhood 

social control and reciprocated exchange (e.g., neighbors visit each other and do favors for 

each other) were associated with less frequent self-reported physical abuse among parents in 

California.75

Societal level protective factors

More recently, studies have examined the impact of social and economic policies on child 

maltreatment. A small but growing evidence base suggests that policies aimed at reducing 

the burden of common child-related expenses and increasing household income among 

families with young children, such as paid parental leave, earned income tax credits (EITC), 

increases in minimum wage, and more generous welfare benefits, may prevent maltreatment.

Results from two studies show that California’s paid family leave policy and EITC across 

multiple states resulted in decreases in hospitalizations for abusive head trauma among 

infants.76,77 Similarly, among a sample of families eligible for EITC, an increase in the 

amount of EITC benefit was associated with reductions in behaviorally approximated 

neglect among caregivers and self-reported CPS involvement.78 Using national data, 

researchers found that increases in state-level minimum wage were associated with 

decreases in CPS investigations for suspected maltreatment, particularly neglect.79 A study 

of the impact of restrictions to TANF benefits (i.e., caregiver work requirements, time limits 

for benefits) at the state level demonstrated that TANF restrictions were associated with an 

increase in CPS investigations for abuse and neglect and an increase in out-of-home 

placements,80 suggesting that more generous TANF benefits may protect against 

maltreatment. Importantly, results from many of these studies indicate that modest increases 

in family income due to policy changes are associated with population level declines in 

maltreatment, suggesting that policy and safety net shifts do not need to be drastic to prevent 

maltreatment.

Conclusions

Child maltreatment is a complex public health issue, with risk and protective factors at all 

levels of the socioecological model impacting the likelihood that a child will experience 

maltreatment (Table 1). Importantly, risk and protection can accumulate and interact across 
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levels of the socioecological model to increase or decrease the likelihood of maltreatment,81 

contributing to the complexity in designing and implementing effective prevention 

strategies. In this review, we sought to provide a comprehensive overview of key risk and 

protective factors for child maltreatment at each level of the sociological model in order to 

illuminate potential directions for research and practice.

Existing child maltreatment prevention strategies have largely focused on mitigating risk and 

enhancing protection at the interpersonal level. Home visiting programs targeting high-risk 

populations, such as the Nurse Family Partnership,82 Parents as Teachers,83 and Healthy 

Families America,84 are a common child maltreatment prevention strategy. These programs 

often focus on improving parents’ knowledge of child development, enhancing parenting 

skills, and reducing parental stress and depression. While these programs have positive 

impacts on some child and family outcomes, evidence to support home visiting programs as 

a primary prevention strategy for child maltreatment is mixed,85,86 with a recent meta-

analysis finding, on average, no significant impact of home visiting on child maltreatment.87 

Moreover, such highly targeted, resource intensive programs are only available to small 

segments of the population, and scalability and sustainability are challenging. This reduces 

the potential of home visiting and other programs focused interpersonal level factors, even if 

effective, to prevent maltreatment at the larger population level.

A key assumption in focusing child maltreatment prevention efforts at the interpersonal level 

is that the child’s family has control over all of the factors contributing to maltreatment risk. 

Our review indicates that there are multiple factors at the community and societal levels that 

increase or decrease the likelihood of maltreatment, many of which are beyond the parent or 

family’s control. This further reinforces that addressing interpersonal level risk and 

protective factors for maltreatment may not be sufficient and suggests that strategies focused 

at the societal and community levels are needed. The existing research literature indicates 

that social, economic, and educational policies at the societal level, such as paid parental 

leave, more generous welfare benefits, and improved child care availability, as well as 

increased investments in community resources and services, have the potential to create a 

larger context within which parents and families receive they support they need to care for 

their children. Prevention strategies at the societal and community levels can also reach 

larger segments of the population and thus may have a greater overall impact in reducing 

maltreatment. Moreover, because the individual and interpersonal levels are embedded 

within the community and societal levels, prevention strategies implemented at these outer 

levels have the potential to impact risk and protective factors at the inner levels as well, 

further enhancing protective effects.

To prevent child maltreatment, programs and policies that address risk and protective factors 

at multiple levels of the socioecological model are likely needed. Focusing on 

implementation and evaluation of societal and community level prevention strategies in 

tandem with existing interpersonal level strategies has the potential to strengthen and 

support contexts in which families and children thrive. Future research should continue to 

focus on the impacts of risk and protective factors that are malleable and amenable to 

programmatic and policy intervention and building the evidence base for societal and 

community level prevention strategies.
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Figure 1. 
Socioecological model
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Table 1.

Key risk and protective factors for child maltreatment at each level of the socioecological model

Key risk factors Key protective factors

Individual level
a • Child age2,4

• Special healthcare needs or 
disabilities26–28

• Self-regulation skills55–57

• Social competence55–57

• Adaptive functioning55–57

• Self-esteem55–57

Interpersonal 
level

• Family poverty and material 
hardships32–35

• Parental mental health disorders36,37

• Parental substance use disorders38

• Parental intimate partner violence39

• Supportive, nurturing parental relationships63–65

• Parents having social and emotional support 
from family and friends62,67,68

Community level • Neighborhood crime and violence40,41

• Concentrated disadvantage42–44

• Neighborhood social cohesion and control73–75

• Availability of health, social, and educational 
services70–72

Societal level • Economic policies and trends45–48

• Gender inequality50,51

• Paid parental level76

• Earned Income Tax Credits77,78

• Increases in minimum wage79

• Fewer restrictions on welfare benefits80

a
Individual level protective factors are those that promote resilience among children who have experienced maltreatment
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