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Abstract

Child maltreatment is a significant health and social issue given its prevalence across 
the general population and the significant short- and long-term outcomes associated 
with maltreatment in childhood. There is a need for a comprehensive, collaborative and 
multisectoral approach for identification, prevention and intervention of this complex 
issue. Within this multisectoral collaboration, it is essential for public health in Canada 
to define its role in addressing and preventing child maltreatment. This commentary 
summarizes how public health can address the issue of child maltreatment in Canada 
by specifically: 1) measuring the magnitude of maltreatment through public health sur-
veillance systems such as the Canadian Incidence Study of Reported Child Abuse and 
Neglect; 2) identifying modifiable risk factors; 3) identifying and evaluating community-
based interventions to prevent violence; and 4) implementing evidence-based primary 
prevention strategies. 

Introduction

Child maltreatment involves the harm, or 
the potential for harm, to a child or youth 
by an adult who they trust or depend 
upon.1 This harm may occur through either 
an act of commission (e.g. physical, sexual 
or emotional abuse) or an act of omis-
sion (e.g. physical, emotional or medical 
neglect, failure to supervise or exposure 
to violence).1 Maltreatment in childhood 
is associated with short- and long-term 
physical, social, emotional and cogni-
tive impairment that can last a lifetime.2,3 
Exposure to maltreatment in childhood is 
common: approximately one-third of adult 
Canadians report histories of physical or 
sexual abuse or both during childhood.4 

Child maltreatment can be difficult to 
identify, as there is a lack of consensus 
across jurisdictions and sectors (health 

care, law, education, justice) about which 
“acts” constitute abuse. As a health and 
social issue, child maltreatment is difficult 
to prevent, as there are risk indicators at 
individual, family and societal levels to 
address. It is also difficult to intervene or 
treat child maltreatment as different sec-
tors have distinct roles and responsibilities 
for responding to maltreatment. Given this 
complexity, there is a need for a compre-
hensive, collaborative and multisectoral 
approach for identification, prevention and 
intervention. 

While all professionals working in the dif-
ferent sectors have a legal responsibility to 
report suspected or observed maltreatment 
to child welfare services, the different 
sectors have unique roles in responding 
to the issue (Table 1). It is essential that 
public health in Canada defines its role 
in addressing child maltreatment within 

such a multisectoral collaboration as it is 
the sector that connects the biological and 
individual determinants of impairment with 
the social, economic and political determi-
nants that influence population health.5 

Public health approach to 
child maltreatment

This commentary summarizes how a pub-
lic health approach to child maltreatment 
can be applied in Canada by specifically: 
1) measuring the magnitude of maltreat-
ment through public health surveillance 
systems; 2) identifying modifiable risk 
factors; 3) identifying and evaluating 
community-based interventions to prevent 
violence; and 4) implementing evidence-
based primary prevention strategies. 

Public health approach to  
addressing problems 

The public health approach5-7 to addressing 
problems has four distinct steps: 1) meas-
urement of the scope and magnitude of the 
problem using surveillance and epidemio-
logical methods; 2) identification of the 
causes and correlates associated with the 
problem, including any risk or protective 
indicators that may be modified through 
intervention or prevention programs; 3) 
development, implementation and subse-
quent evaluation of interventions; and 4) 
implementation of those evidence-based 
interventions that have been determined 
to affect relevant and clinically important 
outcomes. 
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welfare agency reports. Thus, while the 
CIS is a rich source of information on child 
welfare investigations, because it does not 
include information on police investiga-
tions of maltreatment or unreported cases 
of abuse or neglect, the true burden of 
maltreatment in the population is under-
estimated. To garner a comprehensive 
understanding of the health of Canadian 
children, what is required is a network of 
public health surveillance systems linked 
to other health information surveys and 
sources characterized by common data 
elements, mechanisms for timely data col-
lection and distribution, and ease of access 
to the data.12 In the United States, the 
Centers for Disease Control and Prevention 
is developing alternate systems to collect 
information from hospital and emergency 
departments on fatal and non-fatal child 
maltreatment and on victims of violence 
to develop a National Violent Death 
Reporting System.13 These data sources 
will be used together with findings from 
the National Child Abuse and Neglect Data 
System and the US National Incidence 
Study of Child Abuse and Neglect, which 
includes sentinel surveys of community 
professionals working with children and 
families outside of the child welfare sys-
tem,14 to more accurately measure child 
maltreatment. In Australia, there is a sys-
tem that links data from different health 
and social service administrative datasets 
for all children to enhance the quality of 
child protection data.15 In Canada, PHAC, 
given its establishment and coordination of 
the CIS and other health surveillance sys-
tems, is optimally positioned to collaborate 
in the development of an integrated sur-
veillance system that would be informed 
by more than just reports investigated by 
child welfare.

Identification of determinants of  
child maltreatment 

Multiple individual, household and com-
munity risk indicators are associated 
with physical abuse, sexual abuse and 
neglect.16 The CIS provides information on 
risk factors for public health researchers 
and decision makers to conduct second-
ary analyses to answer relevant questions 
around child maltreatment and to organize 
into conceptual frameworks as founda-
tions for developing child maltreatment 

Measurement of child maltreatment  
in Canada

At the federal level, the Public Health 
Agency of Canada (PHAC) defines and 
measures the incidence of and risk indica-
tors associated with child maltreatment, 
and the service outcomes of child maltreat-
ment investigations. An emerging priority 
is to ensure that these data are accessible 
to provincial/territorial and regional pub-
lic health decision makers responsible for 
defining public health issues and imple-
menting primary prevention programs. In 
public health, the scope and magnitude 
of an issue is measured using epidemio-
logical and surveillance data; PHAC coor-
dinates the Canadian Incidence Study of  
Reported Child Abuse and Neglect (CIS),8 
a national public health surveillance sys-
tem conducted every five years to capture 
data on five categories of maltreatment 
in children from birth to 15 years of age: 
neglect, emotional abuse, exposure to domes 
tic violence, sexual and physical abuse. In 
the fall of 2003, child protection workers  
collected data for the CIS-2003 from  
a representative sample of 63 child welfare  
service areas across Canada that followed 
a total of 14 200 child maltreatment inves-
tigations. In Quebec, data were extracted 
from an administrative information sys-
tem; in all other provinces and territories, 
child protection workers completed a 
standardized assessment form.8 Data col-
lected included the characteristics of the 
investigated child(ren), details of the 
maltreatment investigation, level of sub-
stantiation, child health outcomes, service 
dispositions, and family and household 
characteristics. 

However, Pless argues that public health 
surveillance systems are often focussed on 
the diligent collection and analysis of data 
and that these findings are rarely shared 
in a timely fashion with those decision 
makers motivated to and reponsible for  
taking action and implementing prevention 
programs.9 He concludes by stating that 
“the ideal solution is to make surveillance 
serve the goal of prevention.” Although 
the CIS is coordinated through PHAC, 
the CIS findings are primarily communi-
cated to the general public or audiences 
of child welfare decision makers10 man-
dated to identify maltreated children and 

to deliver secondary prevention programs 
to reduce rates of recurrence and impair-
ment associated with abuse and neglect.11 
To support the planning, implementation  
and evaluation of primary prevention  
programs, the CIS surveillance data 
should be disseminated to decision makers  
and public health researchers in those 
provincial and local-level public health 
agencies responsible for implementing 
such programs. Increased access to child 
maltreatment surveillance data would give 
targeted public health decision makers: 1) 
increased awareness of the CIS findings; 
2) statistics to position child maltreatment 
as a public health priority and thus prior-
itize resource allocation towards primary 
prevention programs; 3) information on 
child maltreatment trends; 4) data on risk 
indicators that can be modified through 
public health interventions; 5) augmented 
understanding of referral patterns to child 
welfare by public health professionals; 6) 
opportunites to identify research priorities 
related to maltreatment; and 7) the abil-
ity to identify populations for targeted  
primary prevention programs. 

At present, the CIS provides the best avail-
able snapshot on the incidence of child 
maltreatment in Canada; however, there are 
several limitations to this national surveil-
lance system. First, the utility of the results 
are limited in that the findings provide 
national level data and are not valid at the 
local level due to sampling procedures.8 
Within each cycle, however, provinces and 
territories can provide resources for over-
sampling to obtain jurisdictional estimates 
of the magnitude of child maltreatment. 
Second, there has been no formal evalua-
tion of the CIS surveillance system, so its 
effectiveness at collecting, analyzing and 
disseminating the data is unknown. Third, 
to plan culturally relevant prevention pro-
grams, it is essential to collect accurate data, 
particularly from the groups determined to 
be at risk. The CIS has not yet obtained a 
representative sample of First Nations agen-
cies, although the number of participating 
agencies is increasing with each subsequent 
CIS cycle—a promising finding. 

Fourth, the most significant limitation is 
that the surveillance findings are deter-
mined by a single source of data—child 
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services, it would be suitable for delivery 
by a regional public health agency. 

Currently, all provinces and territories 
(with the exception of Nunavut) have 
implemented home visitation programs, 
some with a universal postpartum com-
ponent and all targeting parents and 
households characterized by risk indica-
tors associated with poor child health and 
development outcomes.27 These programs 
are primarily offered through or in col-
laboration with community public health 
agencies. The home visitation programs 
have similar goals—to promote healthy 
child growth and development by increas-
ing parenting capacity through education, 
community referrals and social support—
though not all are created equal and 
they vary considerably around program 
objectives, qualifications of the home 
visitor (professional, paraprofessional or  
layperson), intensity and frequency of 
visits, use of a structured curriculum, 
timing of enrollment (pregnancy or post-
partum) and length of program. To date, 
no peer-reviewed data are available from  
provincial/territorial evaluations to esti-
mate the impact of these home-visiting 
strategies on maternal-child health out-
comes. Further, most evaluations have not  
been conducted using designs that included  
comparisons of treatment and control 
groups,27 with the exception of Manitoba’s 
Families First program.28 Without the use 
of such rigorous study designs, it is diffi-
cult to conclude that home visitation inter-
ventions cause any observed changes. 

Within the paradigm of evidence-based 
health care and in the public health sec-
tor where resources are often scarce, 
local public health departments are ethi-
cally responsible for implementing those 
interventions that have been evaluated 
to significantly affect key maternal-child 
outcomes, including preventing abuse and  
neglect. However, since a program may 
not necessarily demonstrate the same 
magnitude of positive outcomes in the 
applied environment as in research con-
texts, implementation must be preceded by 
a pilot study and an evaluation using an 
RCT.16,25 This approach is being used to test 
the feasibility and acceptability of the NFP 
program within Canadian health and social 

prevention strategies;5 these risk factors 
include child characteristics (e.g. age, 
gender, ethnic background), caregiver and 
child functioning (e.g. exposure to inti-
mate partner violence, substance abuse, 
mental health issues, parental history of 
childhood maltreatment) and household 
characteristics (e.g. structure, family size, 
income, employment). While not intended 
for collecting community level data, the 
CIS also provides some insight into social 
determinants of maltreatment such as 
housing problems, low employment rates 
and poverty. 

Identification and development of  
prevention strategies

Across health and social service sectors, 
public health departments are responsi-
ble for identifying or developing primary 
prevention interventions or programs to 
address core public health issues at a 
population health level. The challenge is 
that each specific category of child mal-
treatment is associated with unique but 
sometimes overlapping risk indicators 
that require abuse-specific interventions. 
In a recent review of child maltreatment 
interventions, only one parenting program 
was identified as effective at preventing 
the recurrence of physical abuse and no 
interventions were identified as preventing 
the recurrence of neglect;11 a small num-
ber of interventions resulted in improved 
behavioural or mental health outcomes 
in children who had been neglected, 
exposed to intimate partner violence or 
sexually abused.11 A systematic review of 
parenting interventions identified complex, 
multifaceted home visitation programs 
targeting at-risk families as effective at 
preventing unintentional injuries in chil-
dren, a proxy measure of neglect.17 Two 
recent integrative reviews identified the 
Nurse-Family Partnership (NFP) program 
as the best available means of preventing 
child maltreatment;11,18 nurses frequently 
visit targeted young, low-income, first-
time mothers from pregnancy (less than  
29 weeks gestation) until the child is  
2 years of age. Three randomized con-
trolled trials (RCT) have demonstrated 
multiple consistent and enduring beneficial 
maternal and child health outcomes.19-21 
Further, the NFP program results in signifi-
cant cost savings; the economic benefits 

are most likely due to the ability of the pro-
gram to increase high school graduation 
rates and help mothers find employment, 
while also reducing rates of child physi-
cal abuse and neglect, substance abuse, 
crime and use of social welfare.22 The NFP 
is consistently identified as having higher 
benefit-to-cost ratios per participant than 
most other prevention programs for par-
ents of infants and young children in the 
United States.22-24 

If there are no rigorously evaluated effec-
tive interventions, public health researchers 
can build upon identified risk and protec-
tive factors and established theoretical 
models to develop and test primary preven-
tion interventions. Mrazek and Haggerty25 
developed a comprehensive framework that 
many consider the “gold standard” for guid-
ing the development of such interventions. 
This framework complements the steps of 
the public health approach and includes 
five fundamental stages: 1) problem identi-
fication and measurement; 2) identification 
of risk and protective factors and theoretical 
models from multiple fields; 3) intervention 
development, training of interveners and 
conduct of small-scale pilot or feasibility 
studies leading to an RCT that replicates 
the intervention; 4) conduct of large-scale 
RCT to establish effectiveness; and 5) broad 
implementation of the intervention and 
ongoing program evaluation. 

Implementation and evaluation of evidence- 
based interventions and policies

There is a pressing need, especially when 
resources are limited, for all public health 
departments to implement effective inter-
ventions for at-risk families, rather than 
providing programs that have not been 
proved adequate or sufficient. The NFP 
program is internationally recognized as 
the intervention most capable of preventing 
child maltreatment.11 Widely implemented 
across the United States, this innovative 
program is currently being evaluated and 
replicated in England, Scotland, Germany, 
the Netherlands and Australia.26 The NFP 
program is an example of a primary pre-
vention intervention that falls within the 
scope of public health nurse practice; given 
the provincial/territorial responsibilities 
for coordinating and funding direct health 
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care systems. In 2008, the City of Hamilton 
Public Health Services and a multidiscipli-
nary team of researchers from McMaster 
University adapted the NFP curriculum 
materials for use with young, low-income, 
first-time mothers living in Hamilton, 
Ontario. They are conducting a pilot study 
to test procedures for recruitment; strate-
gies for retention and the feasibility of and 
methods for collecting child maltreatment 
data from local child welfare agencies, 
hospital visit data for mothers and chil-
dren, and clinical and interview data from 
participants. Additionally, they are under-
taking a qualitative study to explore the 
acceptability of this targeted intervention 
to clients and their families, to the Public 
Health Nurses conducting the home visits 
and to community professionals involved 
in referring and providing auxiliary health 
and social services to clients. Only if the 
results of these pilot studies are favourable 
will an RCT be undertaken to measure the 
impact and cost-benefit of the program in 
Ontario and other potential communities 
across Canada. 

Conclusion 

As part of a multisectoral response to 
child maltreatment, the field of public  
health—building on its strong founda-
tion—is providing leadership and measur-
ing the magnitude and scope of the issue; 
identifying individual, family and commu-
nity-level risk indicators for maltreatment; 
and identifying, implementing and evalu-
ating primary prevention strategies. The 
next priorities should be to: 1) disseminate 
the CIS surveillance findings in a timely 
fashion to those decision makers who 
are responsible for implementing child 
and youth injury prevention programs 
or parenting programs at the provincial/
territorial level; 2) engage public health 
researchers to conduct secondary analyses 
of the CIS dataset to answer relevant ques-
tions; and 3) establish a process for evalu-
ating the CIS.

The refinement and subsequent dissemina-
tion of the CIS surveillance data to public 
health decision makers will increase their 
awareness of risk indicators associated 
with child maltreatment; these risk indica-
tors can then be addressed by prioritizing 

the implementation of interventions. There  
is a significant body of literature that 
identifies the NFP program as the most 
cost-effective approach to preventing child 
maltreatment as well as to improving 
other important maternal-child outcomes. 
After appropriate evaluation, public health 
departments could implement the NFP 
program to enhance the current universal 
parenting programs. 

With the emergence of prevention pro-
grams that are known to be effective, pub-
lic health researchers and decision makers 
need to continue to advocate for collabora-
tions and resources that facilitate rigorous 
evaluations of programs. As with any other 
health care intervention, we should be able 
to clearly articulate to clients the benefits 
and potential harms they may experience 
as a result of consenting to participate in 
any public health program. 
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