Strategic Direction for Child Maltreatment Prevention

Preventing Child Maltreatment
Through the Promotion of Safe,
Stable, and Nurturing Relationships
Between Children and Caregivers
This document describes a five-year vision for the Centers for Disease Control and
Prevention’s (CDC) work in child maltreatment (CM) prevention. The overall strategy in
preventing CM is to promote safe, stable, and nurturing relationships (SSNRs) between
children and their caregivers.

Background
CM is a serious problem in the United States and around the world.1, 2 It can be defined
as any act or series of acts of commission or omission by a parent or caregiver that
results in harm, potential for harm, or threat of harm to a child.3 Acts of commission are
deliberate and intentional, however, harm to a child may or may not be the intended
consequence. Physical, sexual, and psychological abuse involve acts of commission. Acts
of omission involve failing to provide for a child’s basic physical, emotional, or
educational needs or to protect them from harm or potential harm. Physical, emotional,
medical/dental, and educational neglect; inadequate supervision or failure to supervise;
and failure to protect from unsafe and violent environments when able, may all involve
acts of omission.
The magnitude of CM in the United States is not easily determined, but it is clearly
substantial. According to state Child Protective Service (CPS) agencies, about 900,000
children are confirmed as having been maltreated each year in the United States.4 In these
CPS cases, children under age three are at greatest risk and the majority of cases involve
neglect. These confirmed cases of CM, however, represent only a fraction of the true
magnitude of the problem because most cases are never reported to social service
agencies or the police.5–7 Survey data provide a more troublesome picture of this
problem. Based on a nationally representative survey of 2–17 year-olds, about 1 in 8
children were estimated to have been maltreated by physical, sexual, or psychological
abuse or neglect from 2002 to 2003.8 Surveys of adults reveal that self-reported histories
of CM is relatively common. In a national survey, 14.2% of men and 32.3% of women
reported histories of sexual abuse and 22.2% of men and 19.5% of women reported
histories of physical abuse.9
Substantial documentation exists in scientific literature of the association between CM
and a broad range of emotional, behavioral, and physical health problems. These
consequences may vary depending on a child’s age when victimized, duration and severity
of the abuse or neglect, the child’s innate resiliency, and co-occurrence with other
maltreatment or adverse exposures such as the mental health of the parents, substance

abuse by the parents, or violence between parents.10, 11 Aggression, conduct disorder, delinquency, anti
social behavior, substance abuse, intimate partner violence, teenage pregnancy, post traumatic stress
disorder, anxiety, depression, and suicide are among the emotional and behavioral problems associated
with CM.12–15 Maltreatment and other adverse exposures also have been associated with poor adult
health status; specific health problems such as diabetes, ischemic heart disease, and sexually transmitted
diseases; and a variety of health risk behaviors including smoking and obesity.16–19 In addition, exposure
to CM can have negative repercussions for cognitive development, including language deficits and
reduced cognitive functioning.20 One mechanism for these consequences is the harmful impact that
chronic or recurrent exposure to stress, such as that caused by CM, can have on the inter-related brain
circuits and hormonal systems that regulate stress (e.g., sympathetic-adrenomedullary system,
hypothalamic-pituitary-adrenocortical system).21–23 These brain systems are particularly malleable during
early childhood, a time of heightened risk for severe maltreatment.21 Changes in these brain systems can
lead to a premature physiological aging of the body that increases vulnerability to mental and physical
health problems.22–23

CDC’s Mission and Niche in Violence Prevention
CDC’s CM prevention program is coordinated by the Division of Violence Prevention (DVP) within the
National Center for Injury Prevention and Control (NCIPC). DVP’s mission is to prevent violencerelated injuries and deaths through surveillance, research and development, capacity building and
adoption, communication, and leadership. DVP’s public health approach to violence prevention
complements other approaches such as those of the criminal justice, mental health, and child welfare
systems. Its unique features and niche include:
•

•

•
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An emphasis on primary prevention of violence
perpetration. DVP emphasizes efforts to prevent
violence before it occurs. This requires not only
reducing the factors that put people at risk but also
increasing the factors that protect people from
becoming perpetrators of violence.
A commitment to a rigorous science base. DVP
adds to the base of what is known about violence
and how to prevent it by monitoring and tracking
trends using public health surveillance and other
strategies, researching risk and protective factors,
and rigorously evaluating interventions and learning
how best to implement and disseminate them.

CDC’s Approach to
Violence Prevention
• An emphasis on primary prevention
of violence perpetration
• A commitment to a rigorous science
base
• A cross-cutting perspective
• A population approach

A cross-cutting perspective. Public health encompasses many disciplines and perspectives,
making its approach well-suited for examining and addressing multifaceted problems like vio
lence. Different sectors such as health, media, business, criminal justice, behavioral science,
epidemiology, social science, advocacy, and education all have important roles in violence preven
tion. Different forms of violence are interrelated. For example, exposure to CM is associated
with interpersonal violence and suicidal behavior in adolescence and adulthood.24–25 Moreover,
just as different forms of violence are related to each other, violence is also associated with and a
risk factor for many other health problems.

•

A population approach. Part of public health’s broad view is an emphasis on population
health—not just the health of individuals. Individuals experience violence acutely, but its conse
quences and potential solutions also affect society in general. The long-term goal of public health
is to achieve lasting change in the factors and conditions that place people at risk by making
changes at the individual, family, community, and societal levels of the social ecology that reduce
rates of violence in populations.

Rationale for Promoting Safe, Stable, and Nurturing
Relationships between Children and Caregivers
Safe, stable, and nurturing relationships (SSNR) between children and their caregivers are the antithesis
of maltreatment and other adverse exposures that occur during childhood and compromise health over
the lifespan. Young children experience their world through their relationships with parents and
caregivers.26 These relationships are fundamental to the healthy development of the brain and,
consequently, the development of physical, emotional, social, behavioral, and intellectual capacities.26–27
From a public health perspective, the promotion of SSNRs is, therefore, strategic in that, if done
successfully, it can have synergistic effects on a broad range of health problems as well as contribute to
the development of skills that will enhance the acquisition of healthy habits and lifestyles.
The three dimensions of SSNRs (i.e., safety, stability, and nurture) each represent important aspects of
the social and physical environments that protect children and promote their optimal development.
Each can be thought of as being on the positive end of a continuum that extends from safe to neglectful
and violent relationships/environments, from stable to unpredictable and chaotic relationships/
environments, and from nurturing to hostile/cold or rejecting relationships/environments. These
dimensions overlap, but each represents important and distinct aspects of a child’s relationships and
environment that are crucial to their healthy development. These dimensions can be more fully defined
and described in the following ways:
Safety. Safety refers to the extent to which a child is free from fear and secure from physical or
psychological harm within their social and physical environment. Childhood exposure to physical, sexual,
or psychological violence is a direct threat to a child’s safety. Neglect or acts of omission affect safety as
well. For example, failure to properly secure a child in a car seat or ensure that poisons are stored
securely in the home are clear threats to safety. Caregivers ensure the safety of children by regulating
their emotional response to their children; protecting children under their care from others that may
harm them; disciplining their children in ways that do not cause harm and promote self regulation;
monitoring their child’s behavior and development; and ensuring the child’s environment is hazard
free.27–28 The nature of these vital functions for parents and caregivers change as a child matures, but
remain important through adolescence. The security of a child’s broader social environment, which
includes the magnitude of crime in a neighborhood and the presence of social supports within a
community, is also an important aspect of this dimension.
Stability. Stability refers to the degree of predictability and consistency in a child’s environment. It
encompasses consistency in who children relate to as well as the nature of their interactions with
caregivers, others in their environment, and the environment itself. A child’s interaction with their
environment is important for determining their working model of how the world works, what to expect,
and how to interact appropriately with those around them. Stability is critical to providing the child with
a sense of coherence, i.e., seeing the world as predictable and manageable.29–30 Family structures and
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routines that provide stability buffer the impact of stressful experiences on children.31 Disruptions in the
stability of a child’s relationships or environment, whether by divorce, death, or frequently changing
caregivers, may deprive a child of the secure and nurturing attachments needed for optimal
development.24 Moreover, the lack of stable relationships or environments may also increase the
likelihood that a child will be exposed to relationships and environments that are stressful and unsafe.32
Instability in the lives of parents as reflected by divorce, separation, or single parenthood are also wellestablished risk factors for maltreatment.32 These disruptions in family dynamics may contribute to
stresses associated with isolation or lack of social support that contribute to maltreatment.32, 33
Nurture. Nurture refers to the extent to which a parent or caregiver is available and able to sensitively
respond to and meet the needs of their child.26 These include physical (e.g., food, shelter, hygiene,
medical care), developmental (or experiences necessary for development), and emotional (e.g., affection,
empathy, acceptance, affirmation) needs. Nurturing relationships reduce a child’s fear in novel situations,
allowing them to explore their world with confidence.24 Early nurturing relationships contribute to the
growth of a broad range of skills, competencies, and personality characteristics that children use
throughout their lives, including their interest in and capacity for learning, self-worth, social skills, and an
understanding of important building blocks of human relationships such as emotions, commitment, and
morality.23, 34 The negative consequences of the absence of nurturing for the emotional development of
children due to, for example, parental mental illness (e.g., maternal depression) or hostility, has been well
documented in developmental research and studies of brain functioning.35–-37 A lack of nurturing in a
caregiver-child relationship is a distinct feature of child maltreatment in that it can be expressed as both
neglect or hostility towards a child.

Promoting Safe, Stable, and Nurturing Relationships
as a Prevention Strategy
There is substantial evidence that promoting SSNRs can be effective in reducing child maltreatment. The
most basic approach to facilitating SSNRs is teaching parents positive child-rearing and management
skills and strategies that are safe and nurturing. There is substantial evidence that parent training
programs or behavioral family interventions delivered in clinical settings and focused on influencing
children’s behavior through positive reinforcement are effective at influencing the child-rearing practices
of families.38, 39 Some evidence also suggests that these types of programs can reduce CM. For example, a
hospital-based program that disseminated information to new parents before discharge about the
detrimental effects of violently shaking an infant was found to have a substantial impact on reducing
rates of abusive head trauma to infants.40 Parent child interaction therapy (PCIT) has also been effective
in reducing physical child abuse in families who have been referred to child protective services or who
are at risk of maltreatment for other reasons.41 PCIT is an intensive behavioral intervention for parents
and children that involves training parents on specific skills using live coaching and dyadic parent-child
sessions. Each of these programs confers information and skills to parents that enable them to keep
their children safer and nurture them more effectively.
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SSNRs can also be facilitated by providing social support to parents and families. The availability,
adequacy, and use of social support by families has long been established as an important correlate of
CM.42–44 Economic deprivation combined with a lack of social support place children at higher risk of
maltreatment.42, 43, 45 Social support can help to buffer the effects of chronic and situational stress.43, 44, 46
Support with baby-sitting or childcare appears to be particularly helpful in reducing parental behaviors
that are harmful or neglectful to children.43 Moreover, emerging evidence indicates that social support is

one of the most important environmental factors in promoting resiliency among maltreated children to
depression, even in the presence of a genotype associated with a greater vulnerability for psychiatric
disorder.47
Parenting information and training and social support are often included within multi-component child
development programs. Comprehensive child-parent centers, for example, that provide a stable, enriched
learning environment and that actively promote parental involvement and parent-child interaction have
been associated with lower levels of substantiated CM in participating families.48 Early child home
visitation is a way of delivering programs for families that include, to varying degrees, teaching parents
about child care, development, and discipline as well as self-improvement strategies for parents (e.g.,
GEDs, promotion of economic self-sufficiency).49 Certain types of home visitation programs have been
found in systematic reviews of available evidence to be effective in reducing child maltreatment.49–50
SSNRs can also be established in social environments that children encounter outside of the home and
extended to relationships with caregivers other than the parents of the child. Both within and outside
their home environment, children are exposed to a variety of caregivers other then their parents,
including siblings, aunts, uncles, grandparents, family friends, daycare providers, school personnel, and
camp counselors. CM can occur at the hands of these caretakers; consequently the nature and quality of
these relationships is also important to healthy childhood development. In addition, providing SSNRs
outside the home (e.g., high quality child care) might have the potential for buffering the lack of SSNRs
in the home. Organizations that serve children can adopt policies and practices that may help to keep
children safe and promote SSNRs. For example, to address the potential for child sexual abuse, such
organizations should consider strategies for screening and selecting employees and volunteers, guidelines
for appropriate interactions between caretakers and children, policies for responding to inappropriate
behaviors, and employee/volunteer training about child sexual abuse prevention.51
Key Focus for Promoting Safe, Stable, and Nurturing
Relationships. This strategic direction is intended to be
broad enough to encompass a wide array of interventions and
policies that may help to prevent CM, but retain SSNRs as an
identifiable focus. One facet of promoting SSNRs and
preventing CM believed to be critical to making substantive
progress is addressing social determinants.
•

Key Focus for Promoting
Safe, Stable, and
Nurturing Relationships
Addressing social determinants of
child maltreatment and safe, stable,
and nurturing relationships

Addressing social determinants of CM and
SSNRs. CM and SSNRs emerge from and are sustained
within the social contexts that help create and support them. Various studies, for example, have
found that social determinants such as neighborhood economic distress and disadvantage, hous
ing stress (e.g., density of vacant housing, residential instability), low social capital, low family
income, low parental education, and lack of social support, are associated with CM.2, 32, 41–45, 52–54
Previous etiologic research on CM, however, has focused primarily on individual- and family-level
influences, with relatively limited attention paid to community- and societal-level factors (e.g.,
policies, social norms, and collective efficacy). Additionally, intervention strategies that operate at
a community or societal level might reach broader segments of a population and be influential in
widespread promotion of SSNRs and reductions in CM. Understanding the role that social
determinants play in contributing to CM and SSNRs as well as establishing the impact on CM
and SSNRs of interventions that modify them, therefore, may be very important to improving
our ability to devise and implement effective population-based prevention policies.
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Strategy
DVP’s strategy is to prevent CM by promoting SSNRs between children and their caregivers. This
strategy is organized around four general areas of public health research and practice: measuring impact,
creating and evaluating new approaches to prevention, applying and adapting what we know, and building
community capacity for implementing preventive strategies.
MEASURING IMPACT
•

Improve capacity to monitor nonfatal CM at national and state levels. Routinely collected
data for monitoring the incidence and prevalence of nonfatal CM are limited. Moreover, there
are widespread concerns about sensitivity and representativeness of current data.5–7 New surveil
lance systems for CM may use existing injury data systems, population surveys, be based on
indicators of behaviors or actions associated with maltreatment (e.g., out of home placements),
or some combination of these approaches. Analyses are needed to determine the most helpful
and efficient approaches. Surveillance systems for nonfatal CM are needed to support prevention
efforts by providing data that can help raise awareness, evaluate programs, and monitor progress.

•

Improve ability to monitor fatal CM through the National Violent Death Reporting
System. We currently lack a standard system to monitor and describe CM-related homicides
across states and over time. CDC’s National Violent Death Reporting System (NVDRS) and the
National Center for Child Death Review Policy and Practice’s Child Death Review System (CDR)
collect data on child fatalities due to violence and neglect. By linking NVDRS and CDR data
where feasible, a valuable and rich source of data could be created for designing CM prevention
efforts, leveraging social and political will for CM prevention, and monitoring the success of
prevention initiatives at the state and local level.

•

Improve operationalization, measurement, and monitoring of SSNRs. The promotion of
SSNRs will be enhanced by clearer operationalization and specification of valid and reliable
measures of safety, stability, and nurturance. Once SSNR measures are developed and incorpo
rated into surveillance systems we will be able to better monitor health impact through the
enhancement of these protective factors.

•

Identify and quantify the social and economic burden of CM. CM victims are at risk for
many detrimental health outcomes, including biologic, psychological, and social deficits.12–20 CM
not only negatively affects its victims, but society as a whole by increasing the risk for future
violent and criminal behavior.21 Additionally, substantial economic costs are incurred for victims
of maltreatment in terms of medical and nonmedical resources consumed, losses in productivity,
and human capital development. Further research that will quantify the social (including healthand non-health-related outcomes) and economic burden (i.e., direct and indirect costs) of CM is
warranted. A greater understanding of the social and economic burden of CM can help us better
determine the benefits of and need for evidence-based interventions and policies for prevention.

CREATING AND EVALUATING NEW APPROACHES TO PREVENTION
•
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Examine the development of SSNRs and CM perpetration to identify populations at risk,
modifiable risk and protective factors, and optimal times and settings for interventions.
Caregiving behaviors occur in many different contexts and develop with time. Understanding the
development of caregiving behaviors and how the contexts in which they occur influence child

development is key to understanding which
interventions and policies promote SSNRs and
reduce CM. To gain a full understanding of the
ideal timing and settings for intervention strategies, research is needed that examines how
SSNRs and negative caregiving behaviors
(including CM) develop and the role that social
determinants have in supporting or suppressing SSNRs. Finally, understanding the development of different forms of CM perpetra
tion (e.g., emotional, physical, and sexual
abuse and neglect) is critical because the
different forms of CM might have different
etiologies and thus require different inter
vention strategies and timing.

DVP’s strategy is organized around
four general areas of public health
research and practice:
• Measuring impact
• Creating and evaluating new
approaches to prevention
• Applying and adapting effective
practices
• Building community readiness

•

Evaluate the effectiveness of parenting-focused strategies for preventing CM and
promoting SSNRs. Healthy caregiver-child relationships are fundamental in protecting children
from maltreatment and consequently the development of children’s physical, emotional, social,
behavioral, and intellectual capacities. These healthy caregiver-child relationships are not just the
product of the influence and skills of parents and families, but also of the social contexts in
which these relationships exist. Parenting programs include those that teach parents or caregivers
to provide appropriate physical and emotional care and manage their children’s behavior by using
positive parenting strategies and non-coercive discipline strategies as well as programs designed to
provide social support to parents raising children under difficult circumstances. The effectiveness
of parenting-related policies for primary prevention of CM and promoting SSNRs such as
welfare reform and parental leave should be evaluated, paying special attention to their effective
ness in different settings and populations. Additional research areas should include moderators of
intervention effects, such as differences in effects by population or methods used. This evalua
tion research also should document the economic efficiency of these approaches to prevention.

•

Evaluate the effectiveness of public and organizational policies for preventing CM and
promoting SSNRs. Public and organizational policies can play a key role in preventing CM .
Public policy is expressed through laws, regulations, judicial decisions, and government action. An
organizational policy is reflected in the rules and regulations governing its operation. These
policies can be critical in shaping the environment in which CM occurs. Public and organizational
policies should be evaluated to determine if they are effective in promoting SSNRs and prevent
ing maltreatment. The economic efficiency of evidence-based policies should also be determined
where feasible.

APPLYING AND ADAPTING EFFECTIVE PRACTICES
•

Accelerate adoption and adaptation of evidence-based strategies for preventing CM by
promoting SSNRs. Promising strategies for preventing CM by promoting SSNRs do exist (e.g.,
nurse home visitation, parent-child interaction therapy, skills-based parent training programs). All
of these programs have components that address SSNRs. However, these approaches have not
been integrated into public health practice nor widely or effectively translated, disseminated,
implemented, or adopted by communities. Research is needed to build knowledge that can be
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used within the public health system on methods, structures, and processes to implement these
and other evidence-based interventions, programs and policies to prevent CM. This research
should bridge the gap between prevention research (knowledge) and public health practice
(action) by examining how evidence-based violence prevention strategies are best disseminated,
implemented, and sustained for widespread use by communities and policy makers.
BUILDING COMMUNITY READINESS
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•

Build community receptivity, capacity, and competence to implement evidence-based
approaches to preventing CM. The concept of a public health approach to CM prevention is
still relatively new. Evidence-informed framing, communication, and dissemination strategies will
help communities and their leaders understand the magnitude of the problem and the long-term
benefits of investments in primary prevention. Building community receptivity and capacity
facilitates the dissemination and implementation of evidence-based prevention strategies. Build
ing community competence focuses on building infrastructure and skills to sustain and evaluate
the use of evidence-based approaches to CM prevention. These efforts may increase community
participation by overcoming barriers to cooperation and outlining key actions to foster a
multidisciplinary, collaborative approach to CM prevention and SSNR promotion.

•

Develop prevention and strategy tools for communities and organizations. Developing
tools, products, and processes that help communities and organizations apply CM prevention
strategies is critical for facilitating knowledge transfer. Tools may include guidance that helps
planners and practitioners select the appropriate type and mix of SSNR promotion efforts for
CM prevention in their community. Products can include synthesized findings from evidencebased strategies that are translated into practitioner-friendly resources such as an interactive web
portal, compendium of effective practices, and practitioner guides for CM prevention. Pro
cesses can include defined action steps leading to implementing and applying knowledge. This
would also include tools to help communities monitor the programs they implement to ensure
the expected outcome.

•

Establish and nurture partnerships that facilitate the dissemination and successful
implementation of evidence-based CM prevention strategies in communities. Partnerships
at national, state, and community levels are critical for facilitating the adoption of evidence-based
CM prevention strategies. DVP will nurture existing partnerships while continuing to develop
new ones to increase awareness of the public health perspective among key stakeholders and
develop a common view of CM prevention. DVP will also continue to convene partners to
address this issue in a more coordinated fashion. Additionally, through these partnerships, DVP
can leverage resources and relationships more effectively to collaborate with diverse fields (e.g.,
health, mental health, law, education) and the respective networks of federal, state, local, and
non-governmental partners. These efforts can help promote connectedness among key
organizations working in this field and direct and redirect limited resources toward evidencebased prevention strategies and programs.
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