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ABSTRACT

Psychological Services for Pediatric Victims of Non Accidental Trauma
by
Robyn Finckbone
Doctor of Psychology, Graduate Program in Psychology
Loma Linda University, June 2013
Dr. Cameron Neece, Chairperson
Child abuse is a significant problem within our society. In 2010, there were
approximately 1,560 fatalities as a result of child abuse; 17.6% of those deaths were the
direct result of physical abuse and 80% occurred in children under the age of 4. There is a
dearth of research examining severe physical abuse among children and, as a result, the
demographics of this population are unclear as are the psychological referrals and
services provided to these children. The aims of the current study are to identify the
demographic characteristics of child victims of non-accidental trauma (NAT, i.e. physical
abuse) as well as examine the psychological services provided to these children in the
hospital and at discharge. The current sample included 743 children who were admitted
to Loma Linda University Children’s Hospital after suffering NAT. The majority of NAT
patients were under the age of 5 (96%), and of Caucasian (39.4%), Latino (38.8%) or
African American (16.9%) decent. Consultations, referrals and recommendations for
psychological services were minimal. While in the hospital, less than two percent of the
children and families in this sample received a Psychiatry consultation and less than three
percent were seen by Psychology consultation services. Upon discharge, only 3 children
(0.4%) were documented to have been referred directly for psychological services. The

implications of this study show the great need for a medical system of care which ensures
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that children with NAT receive psychological treatment as very few of these children
received psychological interventions during their initial admission when intervention is

felt to be most beneficial.
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CHAPTER 1
PSYCHOLOGICAL SERVICES FOR PEDIATRIC VICTIMS OF NON
ACCIDENTAL TRAUMA
Child abuse is a significant problem within our society. Approximately 1,560
child fatalities were reported in the United States due to maltreatment in 2010 (Child
Maltreatment Report, 2010). Of these children, approximately 80% were under the age of
4 and approximately 62% were 1 year or under (Child Maltreatment Report, 2010).
Physical abuse appears to account for a significant number of mortalities in that among
those who suffered fatal maltreatment, 22% died from the effects of physical abuse alone
and approximately 45% from physical abuse which occurred in combination with sexual
abuse, psychological abuse, neglect, and/or medical neglect (Child Maltreatment Report,
2010). Unfortunately, 12% of the children who died from abuse or neglect had received
family preservation services (i.e., family crisis intervention) within the past five years
(Child Maltreatment Report, 2010). This may suggest that these families are not receiving
the support services that they need to prevent fatal maltreatment. It may also suggest that
most of these children are not being identified by CPS prior to their fatal injuries. This is
significant because research shows that maltreatment, specifically physical abuse, is
generally chronic in nature, and that injury requiring hospitalization is likely not the first
occurrence of maltreatment (Brown, 2003). Despite the high prevalence of physical abuse
(17.6% of all maltreatment reported in 2010; Child Maltreatment Report, 2010) very little
research has examined the characteristics of this population, identified risk and protective
factors, or investigated the development of these children over time leaving a critical gap

in our current understanding of child maltreatment.



There are four generally defined forms of abuse: physical, sexual, emotional, and
psychological. The Child Abuse Prevention and Treatment Act defines abuse and neglect
as “Any recent act or failure to act on the part of a parent or caretaker which results in
death, serious physical or emotional harm, sexual abuse or exploitation; or an act or
failure to act, which presents an imminent risk of serious harm.” (Child Maltreatment
Report, 2010). Abuse is also referred to as Non-Accidental Trauma (NAT) within the
medical setting and will be used to describe physical abuse specifically within this study.
The term “child maltreatment” is used within the literature to encompass all types of
abuse and neglect and will be used as such for the purposes of this study.

There is significant research on the incidence rates of the broad category of child
maltreatment; however, the incidence rates of children who have experienced severe
physical abuse (i.e., resulting in hospitalization, surgery, and/or death) have limited
documentation in the literature. One recent study by Leventhal, Martin and Gaither
(2012) estimated an incidence rate of 6.2 per 100,000 children suffer serious physical
abuse (defined as “any child who was admitted to the hospital with an injury that was
coded as abuse”; ICD-9-CM: 800 — 959.9) annually. There have also been several studies
indicating that physical abuse occurs at a greater rate than sexual abuse in the U.S., yet
there is significantly more research on sexual abuse and its affects (Feather & Ronan,
2009; Queensland Government Department of Child Safety, 2007; U.S. Department of
Health and Human Services, 2007; as cited in Ronan, Canoy, & Burke, 2009; Child
Maltreatment Report, 2010). Ronan, Canoy and Burke (2009) also reported that children

registered with the department of Child Protective Services (CSP) were three times more



likely to die than children in the general population, suggesting that NAT is a significant
predictor of child mortality.

The reasons behind the limited research on child victims of NAT are unclear;
however there are several hypotheses to be considered. One reason may be that making a
diagnosis of NAT can be difficult due to the variability of presentation, consideration of
history and developmental factors (Theodore & Runyan, 2008). Children can present to
the Emergency Department with a variety of symptoms including: bruises, abrasions,
somatic complaints, behavioral problems, seizures, or unresponsiveness (Theodore &
Runyan, 1999). This makes it difficult for physicians to immediately suspect or diagnose
abuse without the parent’s history raising a red flag. It is also possible that some of these
children are never identified due to under reporting by teachers, mental health and
medical professionals (Gilbert et al, 2009; Goad, 2008). In one survey of mandated
reporters, they endorsed that underreporting may be due to a belief that reporting may do
more harm to the child than provide protection (Goad, 2008). Specifically, respondents
endorsed that they feared the parents would remove the child from medical care, the child
would be prematurely removed from the home, they may have to provide court
testimony, and feelings of uncertain in reporting laws (Goad, 2008). Potential samples
may also be limited as these children may not ever present to a hospital, medical, or
mental health facility (Gilbert et al, 2009; Goad, 2008). One recent study reported that
internationally, approximately 1% of all children have substantiated maltreatment reports;
while informal estimates show that physical abuse occurs in 4-16% of all children
(Gilbert et al, 2009; Theodore & Runyan, 1999). This estimate supports the hypotheses

that most maltreated children do not present for treatment and go unidentified. Given this



finding, it is unknown how many children are experiencing physical abuse and do not get
the appropriate medical or mental health treatment. A final argument for the lack of
research on NAT is a limited amount of federal funding available specifically for this
population, making this population more difficult to examine (Theodore & Runyan,
1999). The NIH reported that there was $32 million dollars available for research on
child maltreatment annually since 2009, however this is in the bottom 30% of funding
available for research with the median being $631 million in 2013 and $634 million
estimated for 2014 (NIH, 2012). In 1999, Theodore and Runyan reported that only 1 NIH
funded study had been done with maltreated children, however there had been several
studies done through private funding.

We suspect that child victims of NAT are at risk for negative psychological
outcomes given the host of research examining the poor psychological and medical
outcomes of childhood victims of other types of maltreatment (Brown, 2003; MacMillan,
Wathen, Barlow, Fergusson, Leventhal, & Taussig, 2009; De Young, Kenardy &
Cobham, 2011; Springer, Sheridan, Kuo, Carnes, 2003, Jonson-Reid, Kohl, & Drake,
2012). However, considering the limited ability to identify these children for research
studies, there is limited data on the services which are provided to these children and how
early intervention impacts their outcomes. Moreover, the demographic characteristics of
this population are unknown, further limiting our ability to identify samples for research.

Thus, the aims of this study are to (1) identify the demographic characteristics of
children who are victims of NAT, which will facilitate the recruitment of future research

samples and (2) given the suspected risk for poor psychological outcomes, we sought to



examine what, if any, psychological services are provided to these children during

hospitalization or referrals after hospitalization.

Risk Factors for Maltreatment

Family structure and socioeconomic status (SES) are well-documented risk
factors in the research on child maltreatment (Ronan, Canoy & Burke, 2009). The
statistics for the demographic information of child maltreatment indicate that 40% of
victims were maltreated by their mother acting alone, where 20% of victims were
maltreated by their fathers acting alone, and 18% of victims were maltreated by both
parents (Child Maltreatment Report, 2009). These statistics are for the broad category of
child maltreatment; the statistics of physical abuse are still unknown. We do know that
children who are living in low income single family homes are more likely to be at
specific risk for physical abuse (Larrivee, Tourigny & Bouchard, 2007).
Demographically, we also know that in 2010 44.8% of child fatalities were Caucasian,
21.9% were African-American and 21.4% were Hispanic; again, these statistics are
unknown for physical abuse specifically (Child Maltreatment Report, 2010).

The known risk factors for abuse include risk for all types of child maltreatment.
It is unknown whether risk factors change depending on the type of maltreatment. It is
important for this study to examine whether the demographic risk factors are different for

children who have been physically abused (i.e., age, sex, perpetrator).



Maltreatment, Psychopathology and Adult Outcomes

We know from the vast research that children who experience trauma can have a
broad range of negative outcomes (Brown, 2003; MacMillan, Wathen, Barlow,
Fergusson, Leventhal, & Taussig, 2009; De Young, Kenardy & Cobham, 2011; Springer,
Sheridan, Kuo, Carnes, 2003, Salzinger, Feldman, Ng Mak, Mojica, Stockhammer, &
Rosarie, 2002; Dufour, Clement, Chamberland, & Dubeau, 2011; Delima & Vampani,
2011; Ronan, Canoy, & Burke, 2009; Perry, 2009). The above research indicates that
children may experience psychological, externalizing behaviors, medical and academic
difficulties as a result of trauma. Some negative psychological outcomes may include
post traumatic stress disorder, substance abuse, depression, anxiety, antisocial behavior,
personality disorders, eating disorders, lowered self-esteem, poor social skills, and
suicidal and self harm behaviors. They may also exhibit externalizing behaviors which
may include: risky behaviors, disruptive behavior problems, criminal involvement,
aggression, delinquency, teenage pregnancy. There may also be medically negative
sequalae of maltreatment including: somatic complaints, IBS, and chronic pain.
Academic difficulties and language delays may also be common; however it is possible
for some children to continue to develop typically with minimal adjustment issues
(Brown, 2003; MacMillan, Wathen, Barlow, Fergusson, Leventhal, & Taussig, 2009; De
Young, Kenardy & Cobham, 2011; Springer, Sheridan, Kuo, Carnes, 2003, Salzinger,
Feldman, Ng Mak, Mojica, Stockhammer, & Rosarie, 2002; Dufour, Clement,
Chamberland, & Dubeau, 2011; Delima & Vampani, 2011; Ronan, Canoy, & Burke,

2009; Perry, 2009).



There has been increasing research on the effects of adverse childhood
experiences (ACE) which suggest that the number of adverse experiences a child has is
directly related to their affective, somatic and behavioral outcomes (Jonson-Reid, Kohl,
& Drake, 2012). Research has shown that there is a linear relationship between chronic
adverse experiences and the severity of negative outcomes in both childhood and
adulthood (Jonson-Reid, Kohl & Drake, 2012). It is also suspected that injury severity is
a moderating factor in the development of negative outcomes (Skowron & Reinemann,
2005), This is important to this study as NAT is, generally, chronic in nature and more
severe than other types of maltreatment, therefore suggesting that the children in this

study are at an increased risk for the development of severe negative outcomes.

Benefits of Early Psychological Interventions

We know that maltreated children who receive early interventions are more likely
to have positive psychosocial outcomes as adults than children who do not (MacMillan et
al, 2009; Brown, 2003; De Young, Kenardy & Cobham, 2011; Springer, Sheridan, Kuo,
Carnes, 2003, Runyon & Urquiza, 2011). However, we do not know how many children
are receiving services while in the hospital setting. It is important to determine when
services are being offered to both the children and non-offending family members
(Runyon & Urquiza, 2011). Providing psychological services to the family is the most
important intervention for children who have experienced NAT due to the dysfunctional
state of the family (Runyon & Urquiza, 2011). Since it has been established that early

psychological interventions are the most beneficial then it would be in the best interest of



the child to have access to those services as soon as they have been identified as a victim
of NAT within the hospital setting.

There has been increasing research examining treatment for child victims of NAT
specifically focusing on the importance of providing services for the non-offending
parent as well as for the child in order to re-establish the family unit and address the
potential for child psychopathology (Brown, 2003). This research is especially important
to the body of literature due to the young age of children who suffer NAT, it is imperative
that the non-offending parent / caregiver receive intervention services to aid the child
(Runyon & Urquiza, 2011). The dropout rate for parents of children with NAT is high
due to resistance to psychological intervention as well as the low SES of this population
(Runyon & Urquiza, 2011).

Runyon and Urquiza (2011) described several treatment approaches that are
commonly used, however they have little to no empirical evidence at this time (for
example, trauma-focused play therapy and therapeutic day care). There are a limited
number of studies which have provided empirical support for treatment approaches with
trauma. In one randomized trial with families at risk for maltreatment, attachment-based
interventions were conducted, and found that the parents were more sensitive, attentive
and organized in their parenting after the intervention, thus reducing their risk for
maltreatment (Moss, Dubois-Comtois, Cyr, Tarabulsy, St-Laurent & Bernier, 2011).
Additionally, Thomas and Zimmer-Gembeck (2011) found that parents of children at
high risk for maltreatment who participated in Parent Child Interaction Therapy (PCIT)
had decreased levels of stress and their children had decreased levels of behavior

problems. As with the attachment-based intervention, these parents reported less



maltreatment and increased parental sensitivity (Thomas & Zimmer-Gembeck, 2011).
Chaffin and Friedrich (2004) also describe PCIT as an effective family intervention
specifically for families at risk for NAT. However, while PCIT addresses the
interpersonal relationships and externalizing problems of the child, it does not address the
child’s mental health and should be supplemented with psychological interventions, such
as CBT, to address the child’s mental health needs directly (Runyon & Urquiza, 2011).
One meta-analysis examined the interventions available for maltreatment and
reported that when high-risk parents received psychological interventions they had
significant improvements in their parenting skills in comparison to no treatment and
community treatment groups (Skowron & Reinemann, 2005). One study specific to NAT
by Swenson and Brown (1999) found that cognitive behavioral group therapy was
effective in reducing school age children’s symptoms of PTSD, anxiety, dissociation, and
anger after NAT (Brown, 2003). Webster-Stratton and Hammond (1998) examined the
common risk factors for parents and outcomes for children (self report abuse potential
and disruptive behavior, respectively) during concurrent parent and child interventions,
and found that those in the combination group had greater positive interactions and
decreased disruptive behavior problems (as cited in Brown, 2003). This finding suggests
that combination parent and child interventions are more effective than parent or child

interventions alone, thus is an important area of future research in this population.

The Current Study
The current study examined children who were admitted to the hospital with

severe physical injuries and are suspected victims of NAT. We investigated the



demographic characteristics of these children as a group. Once the population was
identified, we looked to see whether the children received any psychological services
during their hospitalization and whether they received referrals for follow up outpatient
psychological services. This was feasible because LLUCH has a preexisting Psychology
service which is available to pediatric patients for individual therapy to address coping,
adjustment, and behavioral problems secondary to hospitalization, brief neurological
assessments, developmental assessments and family support. These services are provided
at the request of the attending Physician. There are two research questions for this data
analysis.

1. What are the characteristics of children hospitalized with suspected NAT?

2. Are children with suspected NAT seen by mental health professionals

during their hospital stay? Additionally, are they receiving discharge

recommendations for outpatient psychological services?
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CHAPTER 2

METHODS

Participants

Participants were prior patients at Loma Linda University Children’s Hospital
(LLUCH) who were admitted for injuries under suspicion of NAT. The participants’
information was identified as a case of NAT and coded into a database by Loma Linda
University’s Trauma Registry Service. Patient information was de-identified by the
Trauma Registry Service prior to being used for the analyses in the current study.

The LLUCH Trauma Registry database contains information on all pediatric
patients who sustained a traumatic injury and meet criteria for at least one injury or
poisoning code (ICD-9-CM: 800-959.9), which describe the classification and diagnosis
of injury. All diagnostic codes for late effects of injury (ICD-9-CM: 905-909.9) are
excluded as these injury codes would not apply to current trauma. In addition they must
also include one of the following criteria: Hospital admission, patient transfer in or out of
facility, trauma activation while in the Emergency Department or death resulting from

traumatic injury.

Measures and Procedures
The Data Collection Form (Appendix 1) lists all the elements collected and
entered into the registry. The Data Collection Form is completed by the medical team
upon discharge and then submitted to the Trauma Registry service which codes all of the

information and enters it into their database. The information is also submitted to the

11



National Trauma Data Bank® for national comparison and reviewed by the American

College of Surgeons.
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CHAPTER 3

RESULTS

Participant Characteristics

Demographic Characteristics

Participants in the current sample were primarily children from within San
Bernardino County (62.6%). Table 1 depicts the demographic characteristics of the
current sample. The demographics for the total sample will be reported and compared
with the general population sample, as they did not differ from the San Bernardino
County participants. Approximately 80% of the sample was either Caucasian or Latino
(39.4% and 38.8% respectively) which is consistent with the general population of San
Bernardino County (US Census Bureau State & County QuickFacts, 2012). The rest of
the population was comprised of 16.9% African American, 3.5% American Indian and
1.2% Asian. When compared to the general population of San Bernardino County,
African Americans were over-represented in our sample comprising 16.9%, which is
more than the 9.6% found in the general population (US Census Bureau State & County
QuickFacts, 2012). Similarly, the American Indian population comprised 2% of the
general population but 3.5% of the NAT sample (Table 1). The largest group of children
who experienced NAT were under the age of 5 (95.4%) with 61% of those children under
the age of 1. The rate of NAT was also slightly higher for males than females (53.4 and

46.6%, respectively).
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Table 1
Demographic Characteristics of Children with Non Accidental Trauma

Demographics

Total Sample San Bernardino County  San Bernardino
Sample County
Frequency Percent Frequency Percent  Population
(n=744) (n = 465) Percent 2011
County Of
Residence
San 465 62.6
Bernardino
Other 278 374
Ethnicity
Caucasian 293 39.4 183 394 32.6
African 126 16.9 87 18.7 9.6
American
Latino/a 289 38.8 174 37.4 49.9
Asian 9 1.2 6 1.3 6.9
American 26 3.5 15 3.2 2.0
Indian
Age
Under 1 453 61.1 274 58.9
1 -4 years 254 34.3 164 35.3 7.7 under 5
5-10 years 29 3.9 31 5.4 28.7 under 18
11 - 14 years 6 0.8 1 0.2
Gender
Male 397 53.4 249 53.5
Female 346 46.6 216 46.5 50.3

Injury Characteristics And Response
Table 2 presents the injury characteristics of the trauma; specifically, it shows
where the injury took place, the identified perpetrator, type of injury and whether the
participant received a drug screen at admission. A frequency analysis showed that 60% of
children were injured by their parents; with approximately half of the children in the

complete sample perpetrated by their Father, Stepfather or Mother’s Boyfriend (46.6%)
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and 13.4% by their Mother, Stepmother, or Father’s Girlfriend. Approximately 16% were
injured by a non-relative caregiver or other specified person. There were 18.3% of
children whose perpetrator was unspecified. Upon further post hoc analysis of qualitative
injury notes, it was found that the majority of “unspecified” perpetrators were cases in
which the parent/caregiver reported “finding the child with injuries” (72.8%). However,
additional analysis showed that there was a small percentage which in which the parents
(20.5%), sibling (1.5%), babysitter (1.5%), relative (2.2%) or Foster Parent (1.5%) were
suspected, but perpetrator was not determined prior to discharge. Additionally, we found
that within the “Father, Stepfather, or Boyfriend” category biological father’s made up
38.9%, boyfriend’s made up 9.7%, and step father’s made up only 2.5% of that category.
However the remaining cases within this category could not be qualitatively coded
(51.1%). It should also be noted that upon further analysis “mother’s boyfriend” was
represented in multiple categories, which included: 27% of the “other specified person”
category as well as 28% of the “spouse/partner” categories.

Approximately 95% of NAT took place in the home and was caused by blunt
force trauma. Within the sample, 2.3% of the children had positive drug screening,
including Amphetamines, Barbiturates, Benzodiazepines, Marijuana, and Opiates;
however, the majority of the children (71.2%) were not screened likely due to the young
age of the victims. Surprisingly, of the children who tested positive only two of them
were over the age of four. Given the young age of the children who did test positive, it is
suspected that the use of illicit substances was an additional form of abuse or may
possibly be the result of drug use in a breast feeding mother for very young children. This

appears to be an area of inconsistency in the clinical pathway of treating these children
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and the reasons for drug screening are unclear at this time. Considering the young age
and number of children who did test positive (2.3% mostly under the age of 4) in
comparison to the number of children who were not screened (71.2%), this may be an

important area to bring awareness to as an additional form of abuse.

Table 2
Injury Characteristics of Children with Non Accidental Trauma

Injury Characteristics

Frequency (n=743) Percent
External Cause of Injury
Father, Stepfather, Boyfriend 347 46.6
Mother, Stepmother, Girlfriend 100 134
Spouse / Partner 7 0.9
Another Child 2 0.3
Sibling 6 0.8
Grandparent 5 0.7
Other Relative 20 2.7
Non-relative Caregiver 22 3
Other Specified Person 98 13.2
Unspecified Person 136 18.3
Type of Injury
Blunt 729 98.6
Penetrating 10 1.4
Place of Injury
Home 700 94.6
Unspecified 13 1.8
Recreation 2 0.3
Residential Institution 2 0.3
Public Building 3 0.4
Foster Care 1 0.1
Other 19 2.6
Drug Screen
Amphetamine 3 0.4
Barbiturate 3 0.4
Benzodiazepine 4 0.5
Marijuana 1 0.1
Opiate 7 0.9
Drug Screen Negative 195 26.4
Not Applicable 527 71.2
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Table 3 depicts the hospitals response to NAT; specifically, how the patient
arrived at the hospital, Glasgow Coma Scale assessment (GCS), whether the trauma team
was consulted versus activated upon arrival at the emergency department and the child’s
length of stay. At time of injury, approximately half of the children were taken to a local
hospital and transferred to LLUCH for a higher level of trauma care, while another 25%
of patients were brought in by ambulance from either the scene of injury or rerouted to
LLUCH for higher trauma care. The final 20% of children were brought into LLUCH by
a parent, family member or caregiver.

Patients GCS was evaluated upon arrival and is reported in Table 3. The
emergency team assessed patients’ motor, eye response, and verbal response using the
Glasgow Comma Scale (GCS), which records the level of brain injury on a scale from 3 —
15, with 3 meaning that the patient had no eve opening, verbal or motor response and 15
meaning that the patient was able to spontaneously open eyes, was oriented and obeyed
motor commands or motor movements (Teasdale & Jennett, 1974). Approximately 70%
of the children had either a mild or no head injury (GCS of 13-15), 5% had a moderate
head injury (GCS of 9-12), and 22% had a severe head injury (GCS < 8) (Table 3;
Advanced Trauma Life Support, 1993).

However due to the young age of patients in this sample, the GCS is not a valid
measurement of head injury; specifically, the patients’ verbal skills and the application of
the assessment is unreliable in children under the age of 3 (LLUCH Department of
Pediatric Neurosurgery, personal communication, 