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he Merriam-Webster dictionary defines “protection” as
the act of shielding from harm. Yet, for most of us, the

words “child protection” conjure up an image of a child who
has been abused or neglected, because in the United States, as
in most developed countries, society does not get involved in
“child protection” until maltreatment is suspected. The papers
in this issue of the North Carolina Medical Journal consider
whether it is possible to really protect children from ever 
experiencing abuse or neglect by their parents or other trusted
caregivers. Is it possible to begin at the beginning, that is, at the
time of pregnancy and birth to protect new lives
and provide strong public support for the
healthy upbringing of all our children?

Those of us who work in the field of child
maltreatment realize that among the most
important barriers to prevention are strong
societal norms about family privacy and
parental rights. While we may no longer
believe that children are the “property” of par-
ents to treat as they please, we do believe that
children are solely the responsibility of their
parents and that society should not intervene
until evidence of abuse or neglect is reported.
This is when the state develops an interest in child protection
because we believe that it is inappropriate to get involved until
we know there is a problem. Is it possible to change this norm? 

One might argue that we are already doing so. In the last 50
years, there has been a consistent move toward societal interven-
tion to protect the physical health of pregnant mothers, infants,
and children through emphases on prenatal care, screening for
perinatal health problems, regular well-child visits, required
immunizations, and laws stating that infants and young children
must be properly restrained during vehicular transport. These
policies and standards are less often viewed as intrusive and
increasingly viewed as societal expectations related to assuring the
well-being of pregnant women and young children. 

Historically communities have informally set acceptable

standards of care for children that were communicated and
enforced by extended family members and neighbors. Changes
in family structure and patterns of mobility have now isolated
most families from the informal helping networks that once
aided parents in the care and nurture of their children, while
also transmitting messages related to minimal standards of care.
Yet, humanitarian and economic concerns still dictate an interest
in bringing up strong and healthy children who will realize
their potential and contribute to society. Preventing mental and
physical health problems among children who may ultimately

become a drain on community resources or possibly spread 
illness to others benefits us all. But we are not adequately pro-
tecting children or communities if we continue to address child
maltreatment only after it has occurred. Preventing child mal-
treatment will necessitate a shift in policy toward maximizing
and normalizing early assistance to parents to support family
environments that nurture and protect children from physical
and psychological harm.

Critical Period for Prevention

Pregnancy and early childhood are critical periods for
attending to the needs of new parents and promoting the
health and development of their newborns. The earliest years of
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life are accompanied by the highest risk for physical abuse and
neglect, and almost all fatalities due to child maltreatment
occur in the first three years of life.1 This is also the time when
the quality of care and nurturing has the greatest impact on
subsequent development. Neglect and trauma experienced during
the first years of life have far-reaching and often irreversible
consequences.2,3,4 Yet, caring for infants and young children is
a challenging endeavor, even for those who are well prepared.
All expectant and new parents require special attention and
support during the perinatal period. Some parents who are at
higher risk for poor parenting will require more help. Child
maltreatment and a host of other social problems could be sub-
stantially reduced if all parents were given the help they need
starting during the prenatal care period and continuing for as
long as the need exists.

What Do Parents Need?

Extensive research examining the impact of parenting on
child health and development suggests at least four areas in
which primary prevention efforts should be focused: (1) provid-
ing basic parent education about normal child development and
effective childrearing strategies; (2) enhancing social support and
community connectedness; (3) addressing current psychosocial
risk factors, such as maternal depression, parental substance
abuse, and intimate partner violence; and (4) assuring sufficient
economic resources to meet the basic needs of families. 

Basic parent education. Parenting practices have serious and
lifelong effects on child development and well-being,5 but very
few of us receive any training in parenting, other than what we
learned in our families of origin, which runs the gamut from
exceptionally good to exceptionally poor. Lack of parenting skills
and knowledge about normal child development, unrealistic
expectations of a child’s capabilities, and ignorance of successful
strategies for managing a child’s behavior are all associated with
child maltreatment.6

Social support and community connectedness. Research has
shown that mothers with low social support are at higher risk
of maltreating their children.7,8 At an ecological level, neigh-
borhoods with high rates of maltreatment are characterized by
social impoverishment, with fewer social exchanges and lower
use of community resources.9 Social support may include close
and nurturing relationships, availability of help on short notice,
and participation in supportive groups. 

Psychosocial risk factors. As detailed in the Issue Brief by
Hughes et al.,10 research has identified a number of risk factors
for poor parenting and child maltreatment that exist at every
level. Maternal depression, substance abuse, and intimate partner
violence are especially strong risk factors10-18 and the prevalence
rates for these conditions during pregnancy are not insignificant.
Reported depression rates in pregnant women and new mothers
have been found to range from 8%-28% with poor women
manifesting the higher rates;19-22 substance abuse rates are esti-
mated at 11%;23 and prevalence rates for intimate partner violence
during pregnancy range from 0.9%-20%, with higher prevalence
rates reported in studies where questions about violence were

asked more than once.24 We know that no single risk factor
results in maltreatment, but as risk factors accumulate and
interact, the risk for child abuse and neglect increases.11

Unfortunately, these three conditions frequently co-occur.15-18

Developing effective services to identify and reduce depression,
substance abuse, and intimate partner violence in pregnant
women and new mothers is an important prevention strategy.

Insufficient economic resources. We have long known that
health problems predominate among the poor. Child maltreat-
ment is no exception. According to the third National Incidence
Study, children from low-income families (i.e., annual incomes
<$15,000) were over 22 times more likely to experience some
form of abuse, as compared to children from families with
annual incomes above $30,000 per year.25 Studies consistently
have found child maltreatment rates to be higher among those
with low education, low income, and unemployment.26-29

Factors that have appeared directly related to maltreatment
(e.g., maternal depression, substance abuse, low education, single
parenthood, lack of social support) are all related to poverty.30

Neighborhood researchers have found that communities in
which maltreated children live are seriously disadvantaged and
often dangerous.31 State-level data confirm this relationship. A
recent study examining relationships between state socioeco-
nomic indicators and substantiated child maltreatment found a
significant positive association between poverty rates and the
number of substantiated child maltreatment reports, and a neg-
ative association between the generosity of state welfare benefits
and state rates of neglect and foster placements.32

Services for Expectant and New Parents

Currently we have a number of services in North Carolina to
address the needs of expectant and new parents. The problem is
that the best evidence-based services are not widely available,
and the services that are widely available lack the resources and
intensity to address the need. In addition, special efforts to
address family needs during pregnancy and in the first years of
a child’s life are not normative and thus, may be stigmatized.
For many parents, enhanced preventive services provided in
routine prenatal care and well-child visits would provide the
guidance and support necessary. For others, additional services
delivered through home visiting and parent support groups
would provide additional opportunities for developing skills
and social support, while addressing parental or family problems
that place children at risk. A coordinated community approach
that avoids duplication of services and service gaps, while
reducing the number of “providers” with which families are
required to interact is ideal. 

Enhanced prenatal care. Prenatal care provides an opportunity
to not only monitor maternal and fetal health and prepare for
childbirth and delivery, but to activate a comprehensive system of
support to prepare expectant mothers and fathers for the joys and
challenges of parenthood. Pregnancy is an opportune time to begin
training in normal child development and parenting skills. It is not
uncommon for expectant parents to enroll in prenatal classes.
Most of these focus on preparing for childbirth and teaching some
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very basic skills related to newborn care. Such classes could be
expanded to begin basic parent training in infant development and
care. For example, learning about peak periods for infant crying
and practicing strategies for coping with a crying baby may give
parents more confidence in facing such situations and reduce the
occurrence of shaken baby syndrome. Parenting classes can address
issues related to social and community support, while providing a
new support network consisting of the class members themselves.

It is also important to identify and address psychosocial risks
that jeopardize the pregnancy and the health and development
of the newborn as a part of prenatal care. The best methods for
determining the level of risk and providing expectant parents
with effective treatment are still being explored, but it is clear
that many pregnant mothers do not divulge such problems out
of fear of being reported to some authority or deemed unfit for
parenthood.33-34 Finally, there is the issue of how to address
identified problems. Screening serves no purpose and may do
more harm than good if accessible and effective treatment or
support options are not readily available. 

In North Carolina, some enhancements in prenatal care are
being realized for the Medicaid population. The Division of
Public Health (DPH) now requires that all prenatal care delivered
in health departments include screening for maternal depression,
substance abuse prevention, and intimate partner violence. In
addition, Medicaid-reimbursed prenatal care works closely with
the Maternity Care Coordination Program (a component of the
Division of Public Health’s Baby Love services) that provides preg-
nant women with case management services related to a variety of
concerns, often through referrals to community services. Yet,
services to address identified concerns vary widely across the state.
Parenting education during the prenatal and postpartum periods,
once funded by Medicaid, is no longer reimbursable. It is
unknown to what extent prenatal care in the private sector is
addressing psychosocial risks and the need for parenting education.

Enhanced well-child visits. Pediatric healthcare practitioners
can play an important role in family support during the early
years of a child’s life through provision of preventive services
during regularly scheduled well-child visits. Like prenatal care,
primary pediatric care settings are normative health-promoting
environments that all parents are expected to frequent. Yet, in
a national survey more than 94% of parents reported unmet
needs for parenting guidance, education, and screening in visits
with pediatric clinicians.35 More significantly, among a
Medicaid population, only one-fifth of children received pre-
ventive and developmental services that met a basic standard of
care.36 Extensive modifications have been called for in well-child
visits to better address identified needs for parental education
and attention to psychosocial problems, as well as to perform
routine developmental screenings of young children to identify
problems as early as possible.37 Significant, but not insur-
mountable, barriers exist to achieving the systemic changes that
would be required to provide preventive care services that
address more than childhood diseases. A recent UNC School of
Medicine project, Linkages for Prevention, demonstrated that
system-level changes in pediatric preventive care, which included
family-level interventions and improved links to other community

services, are achievable and result in positive family outcomes.38

North Carolina is fortunate to have the benefit of the
Linkages project and two additional innovative ventures into
improved delivery of preventive pediatric services: the Assuring
Better Child Health and Development (ABCD) Project and
Healthy Steps.

ABCD, a Medicaid-based program that was first piloted in
Guilford County, is structured to address the health, social, and
developmental needs of children through five components: (1)
routine developmental screening, (2) teaching parents about
healthy development, (3) identifying and responding to family
concerns, (4) securing local community involvement in the
delivery of developmental services, and (5) integrating services
to assure the best use of resources.39 An early intervention 
specialist supplements the work of the healthcare providers by
conducting home visits to address family concerns and needs
for parent education. ABCD is gradually spreading across the
state as practices incrementally add components of the model.
Medicaid now requires developmental screenings for all pediatric
patients and is piloting maternal depression screening in some
of its networks.40

Healthy Steps, another promising program being implement-
ed in pediatric practices in 14 states, incorporates preventive,
developmental, and behavioral sciences into well-child care for
children from birth to age three.41 Similar to Linkages and
ABCD, Healthy Steps supplements pediatric practice with a
child development specialist to assist with monitoring develop-
ment and responding to parental concerns. Healthy Steps sites in
North Carolina are in Chapel Hill and Lumberton. Significantly,
Healthy Steps is also attempting to change pediatric practice
through medical education. The Healthy Steps Residency
Training program is now being implemented in all four North
Carolina medical schools.

Home visiting programs. Home visitation has emerged as
one of the most promising strategies for preventing child mal-
treatment and other poor family outcomes.42,43 Regular visits
to the home provide an opportunity to learn about family's
day-to-day functioning, cultural beliefs and affiliations,
strengths, and problems. Furthermore, many families feel more
comfortable and empowered in their own homes than in clinic
or office settings.

A number of home visiting models have been developed
and tested with varying results. Models, such as the Nurse-
Family Partnership Program44 and Project SafeCare45,46 that
have demonstrated success in reducing poor maternal and
child outcomes, including child maltreatment, tend to be
more intense (in terms of frequency of visits and program
duration) with well-trained personnel and structured protocols
for developing parenting strengths, building social support,
and addressing risks. Fidelity to implementation standards can
be crucial to success. In addition, tailored approaches to link
the most high-risk families with specific services or treatment
plans may be necessary. The absence of successful strategies to
identify and address mental illness, substance abuse, and
domestic violence have been shown to undermine efforts to
reduce child maltreatment.47,48



Home visiting programs, scattered throughout the state,
comprise a number of different models. The only current Nurse-
Family Partnership program is in Guilford County. There are a
number of Healthy Families programs, a paraprofessional-based
model that aims to prevent child abuse and neglect by improving
family functioning, in general, and parenting, in particular.
Programs are given flexibility in service delivery and evaluation
results have been mixed.49-52

Parents As Teachers, another model that is being utilized in
multiple sites throughout the state, serves parents from the pre-
natal period until age five, and includes the prevention of child
maltreatment as one of its goals. While this program has
demonstrated success in increasing parent knowledge and child
school readiness, its impact on preventing child maltreatment
remains unevaluated.53

The Divisions of Public Health and Medical Assistance of
the North Carolina Department of Health and Human
Services sponsor two statewide case management programs
that incorporate some home visiting. Baby Love, developed to
improve birth outcomes, and the Child Service Coordination
Program, developed to improve child health and development
outcomes, serve Medicaid-eligible families in every county.
Aside from infant mortality, specific outcome indicators have
not been identified or monitored, so it is difficult to know
which needs are being successfully addressed and how. But
training is minimal, case loads are large, and contact hours
with families are restricted to one hour and a half per month.
Furthermore, community resources to which families can be
referred are scant in many areas of the state. This is especially
true for mental health and substance abuse services.
Enhancements to the Baby Love and Child Service
Coordination programs are being tested in some counties.

Parenting education and support programs. Parenting 
education programs, often directed at populations considered at
risk for child abuse and neglect, generally aim to teach normal
child development, positive strategies for parent-child interaction,
including child discipline techniques and how to access commu-
nity supports. These programs are offered to individual parents or
groups of parents, in a variety of settings, including home visits,
clinic visits, or in the community. Some parenting programs focus
more on the provision of mutual support, especially as relates to
parenting challenges. Evidence that group-based parent training
programs can improve the psychosocial health of the mother,
including reductions in depression,54 suggests that these programs
may provide effective social support while increasing knowledge
and skills. Following is a list of well-known examples of parenting
programs that have demonstrated some effectiveness in preventing
child abuse and neglect.

■ Parents As Teachers is an early childhood family support
and parenting education program that is delivered through
home visits beginning in the prenatal period and extending
until the child reaches age five. 

■ The Nurturing Program, a parenting education and support
program, targets families who have been reported for child
maltreatment or who are considered at high risk. The

Nurturing Program tends to be offered more for parents
who have already been reported to the Child Protective
Service system. 

■ The Triple-P or Positive Parenting Program was developed
as a universal parenting program with multiple levels that
provide increasing amounts of skill-development tailored to
need. This program, which aims to prevent poor outcomes

in children by enhancing the knowledge, skills, and confidence
of parents, is currently being tested and evaluated at the
University of South Carolina.

■ Parents Anonymous is a parent mutual support program
available weekly on a drop-in basis. The focus is to transform
attitudes, learn behaviors, and create long-term positive
changes in families. 

■ The Circle of Parents® Program is another mutual support 
program that is described elsewhere in this issue.55

Parenting programs are proliferating across North Carolina,
but are not yet universally available or normative for all parents.
The North Carolina Parenting Education Network (NCPEN),
an unfunded collaborative of parenting education organizations
and agencies, is working to credential and build the field of 
parenting education in North Carolina.

Economic and workplace policies. Community-based services
for all new and expectant parents are important aspects of child
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maltreatment prevention. Yet, even when such services are
available and affordable, they may still be underutilized by the
families that most need them. Impoverished families that are at
the highest risk of maltreatment26-29 struggle with unmet needs
for adequate education, employment, income, housing, trans-
portation, and healthcare. These day-to-day struggles to meet
basic needs may make it difficult to prioritize participation in
programs or to use proffered services even when they are free.
Public responsibility for supporting families must also consider
the relationship between economic resources, economic policies,
and poor parenting, especially in the current context of welfare
reform.29 Welfare-to-work agendas may need to be adjusted to
ensure that families are able to obtain the help and support they
need, while also ensuring that the family is able to manage 
economically. Job readiness programs could also work to connect
these families with each other to foster the creation of new and
positive social networks.

Also important are workplace policies that support families by
allowing sufficient parental leave following the birth of a baby to
support bonding and optimal nurturing for the newborn, time
off for healthcare visits and participation in parenting programs,
flex time to accommodate family needs, and leave to attend to
sick children and family emergencies. Support for families
through workplace policies has been found to benefit families
and employers, but never considered specifically in relation to
preventing child maltreatment. Ironically, family-friendly
workplace policies in North Carolina tend to be concentrated
in higher-wage businesses or institutions, and not available to
low-wage employees who need them most. With the vast
majority of parents now employed outside the home, the work-
place must be considered a crucial partner in changing norms
related to child protection.

Discussion

States have an important role to play in preventing child
maltreatment. Through systemic changes in the way normative
services, such as prenatal care and well-child care, are delivered,
expectations about the types of support and community
involvement that parents need in caring for their children will
gradually change. In North Carolina, we are making in-roads
into these systems, especially for Medicaid patients. This is
good news, because these patients are at highest risk, and
Medicaid-reimbursed services address the socioeconomic dispar-
ities in the availability of resources. It is important, however, that
these changes in service delivery become universal to decrease
the stigma that can be attached to being screened and referred,
and because a significant proportion of non-Medicaid patients
will also require additional assistance with parenting or with 
psychosocial problems. Careful screening beginning in pregnancy
and repeated periodically in well-child visits, followed by titrated
services where the type and amount of service are tailored to the
need, should be available for all expectant and new parents.
Special populations of expectant and new parents who are
known to be at higher risk (e.g, adolescents) will require more
intense services. 

Another societal norm—not addressed in this paper, but
deserving of attention—is that interventions designed to
improve pregnancy, birth, and child rearing outcomes should be
directed only to pregnant women and mothers. From pregnancy
onward, women are considered to be the primary caretakers of
children and by default, the primary ones to blame for child
maltreatment, despite evidence that fathers play important
roles both as protectors and offenders.56,57 Public interest in
fostering fathers’ involvement is increasing because of the 
recognized benefits of fathers’ contributions to their families.58

Teenaged and young adult males may need extra help to
assume the full fatherhood role, but many, if aided, will work
hard to be successful parents. As we begin to change norms
related to society’s role in preparing and supporting young 
parents, we may need programs that are targeted to males or that
are explicitly tailored for fathers as well as mothers.

State investments in prevention have been shown to result
in savings in terms of avoiding lost earning potential and the
medical, mental health, educational, welfare, and criminal 
justice costs associated with child maltreatment. In a study con-
ducted by the Michigan Children’s Trust Fund, costs of providing
preventive services to all first-time parents were compared to
costs expended for child abuse and neglect treatment, with the
conclusion that “investments in prevention can be cost-effec-
tive if they result in even modest reductions in abuse events.”59

Similarly, the state of Washington conducted an analysis of
early intervention programs and found that some programs
(e.g., Nurse-Family Partnership Home Visiting and Parents as
Teachers) give taxpayers a good return on their dollar, while
other programs fail to generate more benefits than costs. The
authors caution that states should not only track program
objectives and results, but assure quality control, through program
monitoring and implementation fidelity to evidence-based
models.60

There is substantial commitment to the prevention of child
maltreatment in North Carolina, as demonstrated by the number
of public and private programs for expectant and new parents
that are currently being implemented across the state. Guided by
the North Carolina Institute of Medicine Task Force plan,61 we
can move closer to a real state-wide comprehensive, coordinated
approach that is based on scientific evidence about successful
approaches to prevention. Normalizing the concept of family
support may require public awareness efforts concerning the
importance of parenting, especially during the early years, as well
as changes in service delivery to accommodate the needs of all
new parents. With state leadership, communities can again
become invested in the welfare of their youngest residents
through enhanced pre-natal care, well-child visits, and other
available services that provide parents with the training,
resources, and support they need to nurture their children and to
prevent child maltreatment from ever occurring. NCMedJ
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