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Data needs in child maltreatment

response

Solving the problem begins with accurately measuring its occurrence

n a recent supplement to the American Journal of

Preventive Medicine on approaches to measuring the

incidence of the leading cause of fatal child maltreat-
ment — inflicted brain injury — a staff member of the
World Health Organization asserted that the major element
missing from the global response to child maltreatment
was “epidemiologically informed methods for monitoring
its occurrence”! This view was reinforced when, in the
year after its 2009 series on child maltreatment, The Lancet
asked leading professionals in child health and welfare what
question they most needed to be answered by the scientific
published work. Their response was “Are trends in child
maltreatment decreasing?”?

The difficulties of relying on reporting or notification
and substantiation data from statutory child protection
agencies to monitor child maltreatment are well known.
These data are not good measures of the true prevalence
of child abuse and neglect, because they are subject to
changes in legislation and reporting policies and practices.?
This is nowhere more evident than in the impact of the
recent change to the reporting threshold in New South
Wales, changed by legislation after the Wood Inquiry in
2008, from “harm” to “significant harm”.# The number of
children who were the subject of a report increased stead-
ily from the early 2000s, reaching 114 765 in the financial
year 2008—09 before the NSW Government’s Keep Them
Safe reforms® were introduced, but then falling to 61132 in
2010-11.5 Comparisons between and within jurisdictions
over time are thus difficult, as illustrated by the fact that
the Australian Institute of Health and Welfare noted in
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its annual review of child protection in Australia that the
changes meant that new data were not comparable with
those from previous years.” Use of these population data
to gauge the impact of prevention and early intervention
strategies — a central element of the public health approach
to child protection advocated for the past 40 years>® — is
highly problematic.

Alternative measures include the use of mortality and
hospital morbidity data.® The article by Guthridge and
colleagues in this issue of the Journal, examining trends
in hospital admissions for child maltreatment-related con-
ditions in the Northern Territory, provides an example of
the usefulness of the latter.” The WHO and UNICEF have
called for uniform reporting procedures for registering
both fatal and non-fatal child maltreatment, arguing that
health professionals are better placed than others to ob-
tain evidence of maltreatment, and advocating for better
systems of communication between health professionals
and statutory child protection workers.10

The use of hospital morbidity data for surveillance of
child maltreatment is not without its pitfalls, though. For a
case to be coded under a definitive maltreatment code using
the ICD-10-AM (International Classification of Diseases,
version 10, Australian modification)," clear clinical doc-
umentation of evidence of maltreatment is necessary. If
documentation shows that an injury, for example, is que-
ried as suspicious, but there is no documentation of fur-
ther investigation being done to rule out or substantiate
maltreatment, coding rules prevent the assignment of a
definitive maltreatment code but allow for the case to be



considered as possible maltreatment. The lack of clear,
legible, concise and complete documentation is likely to
result in underestimates of the true magnitude of maltreat-
ment.” Nevertheless, a study in the United States linking
hospital morbidity data with child protection service data
found that 12% more cases of maltreatment were identified
using data from emergency departments and admissions
compared with child protection service data alone? The
value of linking data from multiple sources has also been
highlighted in Western Australia,'® where data showed
rises in both hospital morbidity rates and child protection
notification rates over the same period.

One way in which documentation in medical records
might be improved, enabling coding to achieve higher sen-
sitivity, would be the use of agreed protocols for recording
histories and the results of examinations and investiga-
tions in suspected cases of child maltreatment. A SCAN
(suspected child abuse and neglect) medical protocol has
recently been launched in NSW public hospitals for use
by paediatric consultants and junior staff involved in as-
sessing suspected cases of child maltreatment referred to
them by other staff (emergency department, inpatient) or
by the statutory agency, which has the legislative author-
ity to request that carers present their child for a medical
examination.”

Another way of improving the capture of possible cases
of child maltreatment would be to broaden the coding rules
to enable cases to be assigned definitive codes in suspected
cases where there is undetermined intent or adverse social
circumstances related to the injury.1

However, the challenges facing the development of more
broadly based surveillance systems are considerable. For
example, a review analysing the steps needed to develop
ameasurement system for inflicted brain injury concluded
that the ideal system will need to link data from different
sources — medical, legal and social service — and be main-
tained over time.’ This challenge reaffirms the growing
recognition that “wicked” problems like child maltreatment

inevitably require high-level strategic leadership and the
good will of many to devise a collective solution.
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