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C hild maltreatment includes physical abuse,
neglect, sexual abuse and emotional abuse.' It
is a common and pervasive problem associat-

ed with a high burden of suffering.2'3 The effects on
its victims may include physical disability as well as
cognitive, social and emotional impairment and may
extend into adulthood. Child death has also been
linked with abuse and neglect. Child maltreatment is
a complex and multicausal problem resulting from
interactions between individual characteristics of the
caretaker and familial, environmental and cultural
factors.4

In 1979 the Canadian Task Force on the Period-
ic Health Examination reported that there was fair
justification for considering parenting problems, in-
cluding child abuse and neglect, among those condi-
tions dealt with in a periodic health examination.56
This report is focused on the primary prevention of
child abuse and neglect in a periodic health examina-
tion. It examines the scientific evidence on the use of
screening questionnaires, checklists and interviews

to identify people at risk of maltreating children.
The report also deals with programs for primary
prevention of child maltreatment, such as perinatal
and early childhood support programs (e.g., home
visitation) and educational programs designed to
teach children to recognize and respond to potential-
ly abusive situations. Since the focus is on primary
prevention a review of early detection or diagnosis
of child maltreatment is not included in this report.

Burden of suffering

No national data are available in Canada re-
garding reports of child maltreatment. However, in
the United States an estimated 2 178 000 reports of
suspected child abuse or neglect were received in
1987, for a US rate of 34.0 cases per 1000 children.7
If the rate in Canada is similar, there would be
249 000 cases per year here. Many episodes of child
maltreatment go unreported because of failure to
detect, recognize or officially report the abuse.8
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Estimates of both incidence and prevalence
rates of child maltreatment have been derived from
survey data. Researchers have focused on subcatego-
ries of maltreatment, generally either physical or
sexual abuse. There is evidence of important epide-
miologic differences between physical and sexual
abuse.9

A US national survey conducted in 1985 esti-
mated the rate of physical violence against children
among households with two caretakers and at least
one child aged 3 through 17 years;'0 10.7% of the
parents admitted to having carried out "a severe
violent act" against their child in the previous year.

Rates of sexual abuse have been estimated from
surveys of nonclinical groups." '3 In a US telephone
survey sexual abuse during childhood was reported
by 27% of women and 16% of men.'3 This survey
suffered from a high refusal rate (24%), as have
others. The validity and reliability of data based on
recall of childhood experiences have also been ques-
tioned. 14

The National Population Survey was undertak-
en in Canada in 1983 to examine the incidence and
prevalence of sexual abuse of children and youths.'5
A written questionnaire was administered to a com-
munity sample of Canadian adults. An estimated
15% of women and 8% of men reported that they
had been victims of attempted or actual sexual
intercourse before the age of 18 years.

Feldman and associates'6 systematically
analysed studies of prevalence rates of childhood
sexual abuse in the general population. Using the
"best evidence method," they concluded that the
rate among girls 13 years or less varied from 10% to
12%. They did not evaluate the prevalence rate
among boys.

Although information linking abuse and neglect
with child death has not been reliable'718 an estimat-
ed 2000 to 5000 children die in the United States
each year as a result of maltreatment.'9 There are no
Canadian data available to quantify the role of
maltreatment in child death here.

Many of the data concerning consequences of
child maltreatment come from descriptive studies,
which lack control groups. Nevertheless, there is
evidence that maltreated children are adversely af-
fected in many ways.20,2' They may suffer from
cognitive, emotional and social impairment in addi-
tion to physical disabilities.32'22 Children who are
maltreated are often disadvantaged in other ways; it
is 'difficult to separate the effects of abuse and
neglect from other factors such as low socioeconomic
status.23 A recent prospective study involving 309
children showed that the experience of physical
abuse increased the likelihood of aggressive be-
haviour problems beyond those associated with fac-
tors such as poverty and deprivation.24

Reports of links between childhood maltreat-
ment and adult psychologic problems have appeared
frequently in the literature. Retrospective studies
have pointed to an association between a history of
childhood maltreatment and various psychiatric dis-
orders,25-28 such as borderline personality disor-
der,2728 multiple personality disorder,26 drug and
alcohol abuse29 and criminal behaviour.30 Bifulco,
Brown and Adler3' conducted semistructured inter-
views with 286 working-class mothers to determine
risk markers for the onset of depression. They found
that sexual abuse before the age of 17 years, parental
neglect and physical abuse by a parent were all
associated with an increased risk of depression. No
conclusions about causation can be drawn from such
data without the use of prospective designs.

The need for controlled studies to examine the
association between child abuse and subsequent
adult psychologic problems has been emphasized.
Widom,32 using a matched cohort design, found that
the subjects who had experienced physical abuse or
neglect during their childhood had a higher likeli-
hood of later violent criminal behaviour than the
matched control subjects.

Despite the difficulties in measuring the fre-
quency and effects of child maltreatment, the human
and fiscal costs are clearly enormous. In the United
States the estimated annual cost of caring for chil-
dren seriously hurt by maltreatment approaches
$500 million. 17.33 No recent Canadian figures are
available for comparison.

Screening for risk of child maltreatment

Effectiveness ofscreening

The concept of screening people for risk of
maltreating children has received intensive investi-
gation over the past two decades. Efforts have been
directed toward identifying people at increased risk
for committing physical child abuse or neglect.34
Methods of screening include three main approach-
es: a staff-administered checklist, a self-administered
questionnaire and a standardized interview.35 The
Family Stress Checklist36137 and the Dunedin Family
Services Indicator3839 are examples of the first ap-
proach. Self-administered questionnaires include the
Child Abuse Potential Inventory40-42 and the Michi-
gan Screening Profile of Parenting.4344 The Adult-
Adolescent Parenting Inventory4546 and the Parent
Opinion Questionnaire47 are two self-administered
questionnaires that have been assessed in terms of
identifying current abusive parenting rather than as
screening devices for future child abuse. A standard-
ized interview format has been used by Altemeier
and collaborators.48 Gray and colleagues49 assessed
the risk status of newborn infants for child maltreat-
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ment using interviews, questionnaire results and
observations of parental behaviour. Leventhal,
Garber and Brady50 examined whether clinicians
could correctly identify infants at high risk for abuse
and neglect without the use of specific instruments.

The ability of these instruments and interviews
to predict child maltreatment is best demonstrated
by an examination of their sensitivity, specificity
and misclassification rates.5' The last item, which
includes false-positive and false-negative rates, must
be considered against the prevalence rate of child
abuse.34'52 Many different prevalence rates exist,52 in
part because of the lack of agreement on the defini-
tion and method of measuring maltreatment.' Daniel
and coworkers5' emphasized that even with a high
prevalence rate of 20%, screening of 1000 children
with an instrument whose sensitivity is 80% and
specificity 90% would result in a 33% rate of
false-positive predictions among all positive test
results. With a lower prevalence rate of abuse,-the
number of false-positive results would be even high-
er. In addition, estimates of sensitivity and specifici-
ty and of accuracy of screening will always be
suboptimal without an agreed-upon definition, or
"gold standard," for child maltreatment (Dr. David
L. Olds, University of Rochester Medical Center,
Rochester, NY: personal communication, 1992).

The main problem with the available instru-
ments is the high false-positive rate. A sizeable
number of people and families identified by such
techniques as being "at risk for child maltreatment"
would never go on to commit abuse. Several authors
have emphasized the potential harm associated with
mislabelling people as child abusers.52-56 The stigma
of such a label may put people under increased stress
and interfere with their ability to function as par-
ents.55 This may place children at greater risk than
before the prediction of abuse.53

There are problems with all of these screening
approaches. Either the validity has not been ad-
equately evaluated or there is an unacceptable false-
positive rate. Screening individuals or families for
potential risk of child abuse does not provide a
rational basis for narrowing service delivery.34 This
includes attempts by physicians, using clinical judge-
ment alone, to predict who is at risk for committing
child maltreatment.50 Kaufman and Zigler52 conclud-
ed that "accurate prediction of individual cases is
not possible" and advocated that "efforts at predict-
ing individual cases of child abuse be abandoned." It
has been suggested that the use of such screening
procedures be restricted to research studies35 and
that efforts be directed at identifying high-risk com-
munities rather than high-risk individuals.

Overall, the use of screening instruments to
identify individuals or families at increased risk of
committing child abuse is not warranted and may do

more harm than good. Nevertheless, knowledge of
risk indicators for child maltreatment can assist
clinicians in making decisions regarding the provi-
sion of preventive interventions to individuals and
families in high-risk populations. Although screening
individuals is not recommended, interventions can
be targeted at all members of high-risk communities.

Identification ofrisk indicators

A risk indicator is a factor associated with an
increased likelihood of child maltreatment. The
linkage to child maltreatment is not necessarily
causal. Researchers are now investigating similarities
and differences among various subcategories of
abuse. Research into risk indicators has been con-
ducted primarily in the area of physical abuse.57
More recently, risk indicators of sexual abuse have
been investigated (personal observation). Limited
information is available about neglect.

Certain risk indicators of physical and sexual
abuse are easily identified, whereas others require
more careful assessment. The rates of physical abuse
and neglect are about the same among boys and
girls.58 60 In contrast, many more girls than boys are
reported as victims of sexual abuse.60 The mean
male:female ratio for sexual abuse derived from
Finkelhor and Baron's review of eight community
surveys was 1:2.5.61 Although children of all ages are
at significant risk for physical abuse, those less than
5 years old and youths between 15 and 17 years old
are most likely to "have parents use dangerous forms
of violence against them."62 Children of preschool
age are overrepresented in reports of serious physical
injury and deaths from abuse.58'60'62~64 Among girls,
those between 10 and 12 years old are at increased
risk for sexual abuse.6'

Risk indicators for committing physical abuse
that are easily identified include low socioeconomic
status,58 60'65 69 low maternal age,2 64'70-72 large fam-
ily8'58'64'72 and single-parent family.58'60'73'74 Markers
that are not as easily identified include parents'
childhood experience of physical maltreat-
ment,52,62,75-80 spousal violence,2'2462'80'8' social isola-
tion or lack of social support76'78,82-84 and unplanned
pregnancy or negative parental attitude toward preg-
nancy (including unwanted pregnancy).48'82'85

Most risk indicators of sexual abuse are not
easily identified without detailed questions.6' Indica-
tors include living in a family without a natural
parent,'3'61'86-89 growing up in a family with poor
marital relations between the parents,6'86'89 presence
of a stepfather6" 86-90 and poor child-parent relation-
ship or unhappy family life. 13,61,87-89 This information
was based on retrospective accounts from adults who
had experienced sexual abuse during childhood. The
validity of the data on risk indicators of sexual abuse
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has not been as rigorously evaluated as that of the
data on risk markers of physical abuse.

Although alcohol abuse and illicit drug use have
often been considered risk markers of child maltreat-
ment, the evidence is not clear. Bays9' reviewed the
evidence and emphasized the methodologic prob-
lems that exist in this area, including lack of ad-
equate control groups and prospective designs. The
evidence points to a possible association between
alcoholism and physical abuse; even less is known
about the relation between drug use and child abuse.
It is tempting to speculate that substance abuse plays
a causal role; however, this issue has not yet been
adequately investigated.

Conclusion

The use of screening devices for identifying
parents or families at risk for child maltreatment is
not recommended, because of the high false-positive
rates and the harm associated with labelling parents
as potential child abusers. Certain risk indicators of
physical abuse are easily identified (e.g., low mater-
nal age), whereas others require physicians to ask
detailed questions. Most risk indicators of sexual
abuse are not easily identified and have been derived
from adults looking back on their own childhood.6'
Knowledge of the risk indicators of physical abuse
can assist physicians in recommending interventions
for the prevention of such abuse in high-risk popula-
tions.

Recommendation (Table 1)

There is insufficient evidence to justify the use
of questionnaires or other surveys to predict child
maltreatment in the general population. However,
physicians should know the risk indicators that
characterize populations at increased risk for child
maltreatment so that effective interventions for such
groups can be recommended.

Research priorities

1. Measuring the prevalence rates and distribu-
tion of child maltreatment and its subcategories in
the general population.

2. Further identifying populations at high risk
for physical abuse, neglect, sexual abuse and emo-
tional abuse.

3. Investigating second-stage screening that
would do more good than harm in high-risk popula-
tions.

PREVENTIVE INTERVENTIONS

Interventions for the prevention of child mal-

treatment can be considered in two categories:
(a) perinatal and early childhood hospital support,
home visitation and parent training programs and
(b) education programs for children, parents and
teachers. The perinatal and early childhood pro-
grams have generally focused on the prevention of
physical abuse and neglect, whereas the education
programs have primarily centred on the prevention
of sexual abuse or abduction. Two education pro-
grams targeted the prevention of both physical and
sexual abuse.99"'00 Both types of program often use
multiple outcome measures to evaluate their effec-
tiveness. The perinatal and early childhood pro-
grams frequently use a spectrum of measures, from
those of parenting competence to verified reports of
abuse. This update evaluates the perinatal and early
childhood programs that used official reports of
verified or suspected abuse and neglect, in addition
to the following proxy measures of maltreatment:
rates of admission to hospital, those of visitation to
emergency departments and those of injury (often
referred to as accidents in the individual studies).
The focus of this article is on reports of abuse and
events most closely related to child maltreatment
rather than on more remote indices such as parent-
ing attitudes or skills. The effectiveness of education
programs is frequently evaluated with the use of
measures of knowledge among children, parents or
teachers. Less often proxy measures of behaviour or
behavioural responses under simulated conditions
are used.

The studies reviewed here include only the most
methodologically sound for a given intervention
(e.g., home visitation). Thus, if a randomized con-
trolled trial and a prospective nonrandomized con-
trolled trial existed for a given intervention, only the
randomized trial was considered in Table 1.

Perinatal and early childhood programs

Effectiveness

A randomized controlled trial of intensive pe-
diatric contact plus home visitation by public health
nurses and lay health visitors was conducted in
Denver by Gray and colleagues.4992 One hundred
mothers identified as being at risk for abnormal
parenting practices were assigned to either the inter-
vention group or the control group. The number of
verified reports of child maltreatment and the num-
ber of accidents did not differ significantly between
the two groups; however, the children of women in
the control group were significantly more likely than
those of women in the intervention group to require
inpatient treatment for serious injuries. The number
of central registry reports was greater in the interven-
tion group, although the difference was not signifi-
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cant; one possible explanation for this result was families.93 Since this study examined a combined
increased surveillance among families in the inter- intervention of intensive pediatric contact plus home
vention group.92 This study suffered from inadequate visitation, the lower number of seriously injured
follow-up: outcome was evaluated in only 50% of the children in the intervention group cannot be attri-
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buted to intensive pediatric contact alone.
Six randomized controlled trials evaluated

home visitation as the primary preventive interven-
tion.93-"' '2-1 4 The two most rigorous studies with
respect to sample size, outcome assessment and
length of follow-up demonstrated a reduction in the
incidence of child maltreatment and outcomes relat-
ed to abuse and neglect in the intervention
groups.93 94 The study by Olds and associates93 evalu-
ated home visits by public health nurses made to
white primiparous women who were primarily
young, single or of low socioeconomic status (85% of
the 400 women met at least one of these criteria).
The study participants were randomly assigned to
one of four groups. Women in the control group
received no services during pregnancy; their infants
underwent developmental screening at 1 and 2 years
of age. A second group received free transportation
for prenatal and well-child care in addition to
developmental screening. These two groups were
combined to form the comparison group after it was
determined that the use of well-child care did not
differ between the two groups. Of the two treatment
groups, one was visited by a nurse during pregnancy
(pregnancy-visited group) and the second during
pregnancy and after birth until the child's second
birthday (infancy-visited group). The babies in the
latter group were taken to the emergency department
significantly less often in the first (p = 0.04) and
second (p = 0.01) years of life and were seen less
frequently for accidents and poisonings in the sec-
ond year (p = 0.03) than the babies in the compari-
son group. In a subgroup of mothers at highest risk
for maltreatment (poor, unmarried teens) 19% of
those in the comparison group and 4% of those in
the infancy-visited group had instances of verified
abuse and neglect (p = 0.07). (Although there was a
preintervention difference in maternal sense of con-
trol between unmarried women in the comparison
group and those in the infancy-visited group, this
difference was diminished by attrition. Women with
a decreased sense of control over their lives in the
former group were more likely to remain in the study
than such women in the latter group.) The incidence
of outcomes in the pregnancy-visited group generally
fell between the rates in the infancy-visited group
and the comparison group.

In a randomized controlled trial 290 black
mothers of low socioeconomic status were assigned
to receive either home visits from when the newborn
was 7 to 10 days old until 24 months of age or no
such intervention.94 Of the women 78% were single
and 23% primiparous. The home visitor was a
community woman with support provided through a
health care program for children and youths. Chil-
dren in the intervention group had significantly
fewer admissions to hospital (p < 0.01) and episodes

of suspected abuse or neglect than those in the
control group (p < 0.01).* They also had fewer
episodes of definite physical abuse and neglect (p <
0.01).* The incidence of closed head trauma was
lower in the intervention group than in the control
group (6.1% v. 11.4%); however, the difference was
not significant.

Siegel and colleagues95 evaluated the effects of
three types of intervention: (a) early and extended
hospital contact after delivery between women and
their newborns, (b) home visits by paraprofessionals
during the first 3 months after birth and (c) both
early and extended hospital contact and home visits.
At follow-up 1 year later the three intervention
groups did not differ from the control group in the
number of reports of abuse and neglect, the number
of hospital admissions or the number of visits to the
emergency department. Home visitation did not
show any benefit in the prevention of child abuse
and neglect; however, the visits continued only
during the first 3 months of the infant's life. Olds
and Kitzman1ll outlined the optimal characteristics
of home visitation programs. They highlighted the
need for someone to "visit frequently and long
enough to address the systems of factors that influ-
ence maternal and child outcomes."

O'Connor and coworkers96 compared the effects
of extended postpartum hospital contact (rooming-
in) with routine care. Although the experimental
group showed a reduction in parenting inadequacy,
no significant differences were found in the number
of hospital admissions, accidents, emergency depart-
ment visits or reports of maltreatment to protective
services. The outcome of parenting inadequacy was
too broad to draw conclusions about prevention of
child maltreatment. Also, the study was weakened
because it was only quasi-randomized.

A controlled trial conducted in Bradford,
England, involved 312 families considered at risk for
child abuse that were not already receiving support
from social agencies.97 The preventive intervention
included contact by the project social worker after
the mother's discharge from hospital as well as
access to a drop-in centre where mothers "could seek
help from a health visitor." In addition, the families
could contact the project secretary at any time. The
proportion of children on the child abuse register did
not differ significantly between the intervention and
control groups. The authors concluded that there was
no evidence that the intervention had prevented
child abuse or neglect. Our statistical analysis (Fish-
er's exact test) of descriptive data provided by the
authors revealed that the number of children seen in
the emergency department was lower in the interven-

*WeU conduc.ted additional analYses using Fisher s exact test.
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tion group than in the control group (p < 0.001). The
rate of hospital admissions and admissions because
of trauma did not differ significantly between the
two groups. This study was weakened because no
statement was made about randomization or base-
line comparison of groups. Given these problems, no
conclusions can be drawn from this trial about
prevention of child maltreatment or related out-
comes.

One randomized controlled trial98 and a nonran-
domized prospective controlled study"6 evaluated
the effectiveness of parent training programs for
mothers at risk of committing child abuse. Neither
study evaluated reports of abuse or events (e.g.,
hospital admissions) related to child maltreatment,
and so no conclusions can be drawn about the
prevention of child abuse and neglect.

The evaluation of perinatal and early childhood
programs in this report focuses on specific measures
of abuse, including official reports of child maltreat-
ment and rates of hospital admissions, injury and
emergency department visits. This focus, especially
given the spectrum of outcome measures considered
in the studies reviewed, may seem unjustly narrow.
The above measures were selected as ones consid-
ered most relevant to the evaluation of child mal-
treatment prevention programs.

Several authors have emphasized the need to
include parenting practices and child-rearing meth-
ods as outcome variables in the evaluation of such
prevention programs.35,98,"4 Improvement in parent-
ing is an important issue, but it is beyond the scope
of this report. Although some authors view child
maltreatment as one end of the continuum of parent-
ing behaviour,59"'7 one must be cautious in conclud-
ing that improved competence in parenting directly
results in a reduction in the incidence of child
maltreatment. In addition, improvements observed
in parent-child interactions under experimental con-
ditions may not accurately reflect events in daily life.
As Fink and McCloskey emphasized,"8 programs
using such outcome variables as child-rearing mea-
sures must demonstrate two things to prove preven-
tion of child maltreatment: improvement in the
outcome variable (e.g., dysfunctional parenting) due
to the intervention and a reduction in the incidence
of child maltreatment due to the improvement.
Helfer"19 urged that outcome variables include posi-
tive outcomes such as enhanced parent-child inter-
actions, rather than the absence of a negative be-
haviour. Although these are important outcomes,
effectiveness in preventing child maltreatment can-
not be ignored in the evaluation of a program whose
main goal is to prevent abuse and neglect.

Overall, the evidence regarding intensive pediat-
ric contact,4992 home visitation over the short term
(3 months or less),95 early or extended postpartum

hospital contact or both,95'96 use of a drop-in centre97
and parent training programs98"'6 remains inconclu-
sive. Several of the studies lacked sufficient statisti-
cal power to detect a difference between the groups
in the outcomes evaluated in this report.95-97 The
trials by Olds and associates93 and Hardy and
Streett94 provide evidence that home visitation can
prevent child maltreatment or outcomes associated
with maltreatment (e.g., injury and emergency room
visits) among disadvantaged families characterized
by one or more of single parenthood,93'94 teenaged
parenthood93 and poverty.93'94 Both studies focused
on mothers who were predominantly of low socio-
economic status and single; Olds and associates93
concentrated on teenaged mothers as well.

Manoeuvre

Home visitation programs vary in the duration
of the intervention, the frequency of visitation, the
duration of the visit, the time at which the interven-
tion starts, the type of support offered and the
qualifications of the interveners. From the studies
reviewed, we cannot make specific recommendations
along these dimensions for a home visitation pro-
gram. However, we can offer some general guidelines
on the basis of the two most methodologically
rigorous trials of home visitation as the main inter-
vention.93'94 In the first study93 the home visits,
which lasted 1 hour and 15 minutes, were performed
by public health nurses, who focused on three main
activities: (a) parental support and involvement of
family members and friends in child care, (b) parent
education regarding child development issues and
(c) establishment of links between family members
and community services. The group in which home
visitation occurred during pregnancy and lasted until
the child was 2 years of age resulted in the greatest
reduction in the incidence of negative outcomes. The
other treatment group, in which home visitation
occurred during pregnancy only, had an incidence
rate of maltreatment and of other undesirable out-
comes that fell between the rates of the comparison
group and the infancy-visited group. In the latter
group the visits occurred approximately once every 2
weeks during pregnancy, weekly during the 6 weeks
after delivery, every 2 weeks until the infants were 4
months old, every 3 weeks until they were 14
months, every 4 weeks until they were 20 months
and every 6 weeks until they were 2 years old.

Olds and associates93 stressed a number of key
elements in the home visitation intervention: "The
content of the curriculum was structured and yet
flexible, and it called for nurses to summon both
formal and informal community support." In a
review of randomized trials of prenatal and infancy
home visitation, Olds and Kitzmanll' emphasized
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three characteristics for successful home visitation:
(a) the program should be based on an ecologic
framework and take into account multiple rather
than single factors, (b) the visitor should visit often
enough to develop an alliance with the families and
(c) the program should be directed toward families at
greatest psychosocial disadvantage. The authors also
advocated that home visitation services be targeted
at primiparas rather than multiparas, with an em-
phasis on primary prevention.

In the second trial94 home visitation was provid-
ed by a college-educated community woman with
supervision from the program's educator and social
worker. The sample included mothers of low socio-
economic status aged 18 years or more who were
living in the inner city. The first visit took place
when the infant was 7 to 10 days old; subsequent
visits were scheduled a few weeks before well-child
visits at 2, 4, 6, 9, 12, 15, 18, 21 and 24 months.
Each visit lasted from 40 to 60 minutes. The
curriculum used by the home visitor focused on
parent education to develop child care skills. Other
activities included parental support, reinforcement
of regular clinic attendance and teaching of preven-
tive health care.

The authors stressed three aspects of the pro-
gram as essential to its success. First, the home
visitor had to be flexible in responding to family
problems that required immediate attention. Moth-
ers needed assistance in resolving crises (e.g., no
heat) before parenting issues could be handled.
Second, the home visitor needed to establish a
supportive relationship with the family before edu-
cating the parents about child care skills. Third,
there had to be adequate medical and social service
support for the home visitor so that she could
function optimally.

No study to date has systematically addressed
the issue of qualifications of the intervener."5 Olds
and Kitzman"s have written convincingly about the
benefits of public health nurses as home visitors. In
the Baltimore study94 the community visitor worked
effectively with professional backup.

Although the two most rigorous trials of home
visitation19394 were carried out in the United States,
Canadian physicians do have the opportunity to
refer families for home visitation by public health
nurses. Specific recommendations about the ma-
noeuvre, including length and frequency of the visit
and duration of involvement with the family, cannot
be made at this time; however, in both studies the
authors emphasized the importance of building a
supportive relationship between the visitor and the
mother over time. Both programs extended until the
newborn child reached 2 years of age.

The second report of the US Advisory Board on
Child Abuse and Neglect, released in September

1991, called upon the US government to implement
a universal voluntary neonatal home visitation sys-
tem. 120 The evidence reviewed in this Canadian
task force report indicates that the effectiveness of
home visitation programs in preventing child mal-
treatment has been shown only in high-risk pop-
ulations. Although we do not know enough about
how to target specific families in need of these ser-
vices, we should focus on "communities with high
rates of poverty, and single and adolescent parent-
hood."' '5

The issue of labelling a parent as a potential
child abuser was addressed earlier in this article. An
emphasis on the positive aspects of the services
when families are referred for home visitation may
alleviate some of the problems associated with misla-
belling. Obviously, use of the services must be
voluntary.

Knowledge of the curriculum content is impor-
tant for training. The two most rigorous studies of
home visitation mentioned that the visitor was free
to tailor the curriculum to suit best the needs of the
parents.93,94 For example, in certain situations a
parent may need practical help more than education.
Estimates of the time a visitor devotes to each area
of the curriculum would be useful input in the design
of a home visitation program. A visitor may work
with disadvantaged parents in various ways and still
maintain the effectiveness of the intervention.

Recommendations (Table 1)

There is good evidence to include in the period-
ic health examination a referral for home visitation
during the perinatal period through infancy to pre-
vent child abuse and neglect for families of low
socioeconomic status, single parenthood or teenaged
parenthood. There is no good evidence to include or
exclude a referral for intensive contact with a pedia-
trician, early or extended postpartum hospital con-
tact or both, use of a drop-in centre or parent
training programs in the prevention of child mal-
treatment. These interventions may be beneficial for
other reasons and should be assessed on an individu-
al basis; whether they reduce the incidence of abuse
and neglect remains to be established.

Research priorities

1. Determining for different populations which
elements in a home visitation program are most
effective in reducing the incidence of child maltreat-
ment or which elements in a flexible curriculum the
home visitor should spend most time on.

2. Determining the most effective pretraining
qualifications for the staff of a home visitation
program.
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3. Determining the most effective duration and
3. Determining the most effective duration and

frequency of visits.

Education programs

Effectiveness

The second group of interventions comprises
primarily school-based programs aimed at prevent-
ing sexual abuse or abduction.0'-11 1,121-124 (Two pro-
grams were aimed at preventing physical and sexual
abuse.99"'00) Although the prevention of sexual abuse
addresses a condition with a high burden of suffer-
ing, physicians do not control access to school-based
programs. Nevertheless, parents may consult phys-
icians during the periodic health examination for
information about the effectiveness of school-based
programs in preventing sexual abuse. Therefore, the
effectiveness of such programs has been reviewed
here.

In general, programs for the prevention of sex-
ual abuse have been aimed at identifying poten-
tially abusive situations and teaching strategies to
prevent sexual abuse or abduction. 125 The target
group for most education programs has been chil-
dren.99-' 11,122-124 One study included an education
program for parents,'22 and four trials evaluated the
effectiveness of preventive education for teach-
ers."' '2' 123 We decided to focus on the studies of
programs for children.

The participants ranged in age from pre-
schoolers (3 years) to children in the fifth and sixth
grades (1 1 to 12 years). Several studies included
more than one age group, and some were of more
than one intervention. Interventions included film
or videotape with instruction,'02'03"'0 skits with in-
struction,99 film with instruction and printed ma-
terial (e.g., a colouring book),122"23 behavioural re-
hearsal and instruction'00101'103"105-109 and instruc-
tion, film or videotape together with behavioural
rehearsal.103,104,110,111,124

The studies varied in terms of methods. Several
were randomized controlled trials, but the quality of
randomization varied. In some the randomization
was within a classroom,'01-'09 whereas in others it
was by classrooms within a school.99"100"'10 Still other
evaluators randomly assigned entire schools to either
the experimental or the control group."' Three trials
used a nonrandomized controlled design.'22-124

For outcome assessment, most of the programs
used responses to questionnaires. More recently
there has been an emphasis on the evaluation of
children's responses to hypothetical situations pre-
sented in vignettes. In a few studies the simulation of
an abduction was used to test the effectiveness of the
program.'07"-0 Two groups of investigators examined
the impact of an education program on disclosures

of sexual abuse during and following the interven-
tion; disclosures in a control group were com-
pared.' 11,122,123

The education programs are aimed at the prima-
ry prevention of sexual abuse. All of the outcome
measures, however, are proxy ones. As noted by
Wurtele,'25 the ultimate goal of the programs is to
decrease the rate of occurrence of sexual abuse.
Evaluation of reports of sexual abuse in a controlled
trial would require a longitudinal study, with many
associated methodologic challenges.

Numerous randomized controlled trials have
demonstrated that education programs significantly
increase knowledge about sexual abuse and enhance
awareness of safety skills.99-"' Studies involving
preschool children and those in elementary school
generally showed greater gains in knowledge among
the older children.'0' -103 Others demonstrated learn-
ing among preschool children to be equal to or
greater than that among children in grades 1 through
3.124 In two studies'07"108"'0 education programs were
effective in modifying children's behaviour in re-
sponse to a simulated abduction by a stranger. In
both studies the children were unaware that they
were being tested during the simulation. Follow-up
studies involving children participating in education
programs showed retention of correct behavioural
responses under simulated conditions at 6 months'08
and retention of knowledge and skills at 1 year. " '

Disclosures of sexual abuse by children were
used as a measure of the effectiveness of a preven-
tion program in two nonrandomized controlled tri-
als'22"123 and one trial in which randomization was by
school."' In one of the studies'23 when disclosures
were measured before and shortly after training and
at follow-up it was difficult to determine whether the
reports reflected an impact of the program on the
prevention of abuse (primary) or on the disclosure of
abuse (secondary). Because of other methodologic
problems (e.g., small control group) no conclusions
could be drawn. In the study by Hazzard and
associates" ' the difference in disclosure rate between
schools in the treatment and control groups had not
been evaluated.

In addition to measuring change in knowledge
and behaviour, several programs have investigat-
ed potential negative effects of prevention pro-
grams.'07-109,11 In a recent evaluation of a curriculum
for sexual abuse prevention, children's emotional
and behavioural responses were assessed. 1 1" The
number of parental reports of potential side effects
(e.g., increased fear and disobedience) did not differ
between the treatment and control groups.

In summary, the interpretation of outcome as-
sessments remains a major dilemma in the preven-
tion programs outlined. Researchers have predomi-
nantly used a battery of measures to evaluate
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changes in knowledge assuming that increased
knowledge leads to changes in behaviour.'25 Appro-
priate response of a child to a research situation does
not guarantee that the child will avoid abduction in
real life.'25 Also, the trials in which simulation
encounters had been used to assess outcome focused
on prevention of abuse by strangers. Although pre-
vention of abduction and sexual abuse by strangers
is a high priority, most sexual offences are commit-
ted by people known to the child.'2 Problems with
disclosure of abuse as an outcome measure have
already been discussed.

No study produced evidence that the education
of children on abduction and sexual abuse actually
reduces the occurrence of such offences. As Wur-
tele'25 pointed out, "using reporting rates [of sexual
abuse] as a dependent measure requires that large
numbers of children be followed for a long time
period." Before deciding that such an approach is
impossible, we should avoid drawing conclusions
about program effectiveness based on proxy mea-
sures. As emphasized by Rosenberg and Reppucci,'26
when addressing the prevention of physical abuse,
one must link "proximal" objectives such as changes
in knowledge and behaviour with the more "distal"
goal of reducing the incidence of child maltreatment
(in this case sexual abuse and abduction). Thus,
without actual measures of abuse as outcome indica-
tors, one cannot make firm recommendations about
educational interventions for the prevention of sexu-
al abuse and abduction. Firm evidence of the effec-
tiveness of these interventions awaits further study.
Evaluation of current evidence depends on judge-
ments about the association between proxy measures
and the reduction in the incidence of sexual abuse
and abduction.

Manoeuvre

This section is intended only to familiarize the
family physician or general practitioner with some of
the similarities and differences of the sexual abuse
and abduction prevention programs. We do not
suggest or recommend any particular curriculum.

Identifying inappropriate touching or advances
by an adult and saying "No" were common elements
of the education curricula. Some programs, such as
the one described by Poche, Yoder and Miltenberg-
er"'0 also taught children to report advances of an
adult. Others also considered secondary prevention,
specifically that a victim must report the abusive
episode.'1,11122,123

The frequency and duration of the training
sessions varied. A 50-minute presentation was used
in one study,'03 whereas 20-minute sessions were
used over 8 days in another.'07

As discussed previously, numerous methods of

instruction were used. Kraizer, Witte and Fryer'24
highlighted the importance of teaching children skills
rather than concepts. Wurtele and collaborators'03
found that teaching of behavioural skills with or
without a film was more effective than the film alone
in improving children's knowledge about sexual
abuse.

The interveners serving as educators in the
study were most often graduate students who had
received in-service training. They ranged in qualifi-
cation from a community volunteer'23 to a clinical
psychologist.105

Recommendation (Table 1)

Whether education programs for children re-
duce the incidence of sexual abuse and abduction
remains to be established. Physicians making recom-
mendations regarding such programs in the course of
a periodic health examination must do so on other
grounds. We can offer no guidelines for the phys-
ician except to support the need for empiric studies.

Research priorities

1. Determining whether interventions aimed at
the prevention of sexual abuse reduce the incidence
of such episodes.

2. Determining the effectiveness of prevention
programs in identifying children who have been
sexually abused.

3. Further evaluating programs for any negative
effects associated with the education programs.

We thank Drs. William R. Beardslee, Leon Eisenberg, Ken
M. McConnochie and David L. Olds for their helpful
criticisms of earlier drafts of this article.
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So tough to remember

He hated me I know I ask him what it is
I remember sitting alone Colour crayons he says
Withoutfoodfor a week I ask to try
I'm seven and I paint a stripe
He hits me every day around his nose
He says it's okay He laughs. I've never
He makes me touch ... seen him laugh before
IT. He tells me to colour ...
He chopped my hair IT.
He killed my dog I don't want to. I cry
He smokes He takes offhis belt
He breathes in myface Lowers his pants
Makes me wear lace First one leg then the other
He says I look sexy I wake up in cold sweat.
I ask him what it means
He says to get into bed
Paints my lips red - Yael
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