
Full Terms & Conditions of access and use can be found at
http://www.tandfonline.com/action/journalInformation?journalCode=ipec20

Download by: [Weill Cornell Medical College] Date: 06 August 2016, At: 04:08

Prehospital Emergency Care

ISSN: 1090-3127 (Print) 1545-0066 (Online) Journal homepage: http://www.tandfonline.com/loi/ipec20

Barriers and Facilitators to Recognition and
Reporting of Child Abuse by Prehospital Providers

Gunjan Kamdar Tiyyagura MD, Marcie Gawel RN, MSN, CPEN, Aimee
Alphonso BS, Jeannette Koziel MSN, APRN, NP-C, Kyle Bilodeau BS, NREMT-P
& Kirsten Bechtel MD

To cite this article: Gunjan Kamdar Tiyyagura MD, Marcie Gawel RN, MSN, CPEN, Aimee
Alphonso BS, Jeannette Koziel MSN, APRN, NP-C, Kyle Bilodeau BS, NREMT-P & Kirsten Bechtel
MD (2016): Barriers and Facilitators to Recognition and Reporting of Child Abuse by Prehospital
Providers, Prehospital Emergency Care, DOI: 10.1080/10903127.2016.1204038

To link to this article:  http://dx.doi.org/10.1080/10903127.2016.1204038

Published online: 19 Jul 2016.

Submit your article to this journal 

Article views: 17

View related articles 

View Crossmark data

http://www.tandfonline.com/action/journalInformation?journalCode=ipec20
http://www.tandfonline.com/loi/ipec20
http://www.tandfonline.com/action/showCitFormats?doi=10.1080/10903127.2016.1204038
http://dx.doi.org/10.1080/10903127.2016.1204038
http://www.tandfonline.com/action/authorSubmission?journalCode=ipec20&page=instructions
http://www.tandfonline.com/action/authorSubmission?journalCode=ipec20&page=instructions
http://www.tandfonline.com/doi/mlt/10.1080/10903127.2016.1204038
http://www.tandfonline.com/doi/mlt/10.1080/10903127.2016.1204038
http://crossmark.crossref.org/dialog/?doi=10.1080/10903127.2016.1204038&domain=pdf&date_stamp=2016-07-19
http://crossmark.crossref.org/dialog/?doi=10.1080/10903127.2016.1204038&domain=pdf&date_stamp=2016-07-19


BARRIERS AND FACILITATORS TO RECOGNITION AND REPORTING OF CHILD

ABUSE BY PREHOSPITAL PROVIDERS

Gunjan Kamdar Tiyyagura, MD, Marcie Gawel, RN, MSN, CPEN, Aimee Alphonso, BS,
Jeannette Koziel, MSN, APRN, NP-C, Kyle Bilodeau, BS, NREMT-P, Kirsten Bechtel, MD

ABSTRACT

Background: Prehospital care providers are in a unique po-
sition to provide initial unadulterated information about the
scene where a child is abusively injured or neglected. How-
ever, they receive minimal training with respect to detection
of Child Abuse and Neglect (CAN) and make few reports
of suspected CAN to child protective services. Aims: To ex-
plore barriers and facilitators to the recognition and report-
ing of CAN by prehospital care providers. Design/Methods:
Twenty-eight prehospital care providers participated in a
simulated case of infant abusive head trauma prior to par-
ticipating in one-on-one semi-structured qualitative debriefs.
Researchers independently coded transcripts from the de-
briefing and then collectively refined codes and created
themes. Data collection and analysis continued past the point
of thematic saturation. Results: Providers described 3 key
tasks when caring for a patient thought to be maltreated: (1)
Medically managing the patient, which included assessment
of the patient’s airway, breathing, and circulation and man-
agement of the chief complaint, followed by evaluation for
CAN; (2) Evaluating the scene and family interactions for
signs suggestive of CAN, which included gathering informa-
tion on the presence of elicit substances and observing how
the child behaves in the presence of caregivers; and (3) Creat-
ing a safety plan, which included, calling police for support,
avoiding confrontation with the caregivers and sharing sus-
picion of CAN with hospital providers and child protective
services. Reported barriers to recognizing CAN included dis-
comfort with pediatric patients; uncertainty related to CAN
(accepting parental story about alternative diagnosis and dif-
ficulty distinguishing between accidental and intentional in-
juries); a focus on the chief complaint; and limited oppor-
tunity for evaluation. Barriers to reporting included fear of
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being wrong; fear of caregiver reactions; and working in a
fast-paced setting. In contrast, facilitators to reporting in-
cluded understanding of the mandated reporter role; sharing
thought processes with peers; and supervisor support. Con-
clusions: Prehospital care providers have a unique vantage
point in detecting CAN, but limited resources and knowl-
edge related to this topic. Focused education on recogni-
tion of signs of physical abuse; increased training on scene
safety; real-time decision support; and increased follow-up
related to cases of CAN may improve their detection of CAN.
Key words: child abuse; emergency medical services; quali-
tative research; simulation
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INTRODUCTION

Many infants and children die or suffer long-term dis-
ability from child abuse each year in the United States.
In 2013, the Department of Health and Human Ser-
vices estimated that 679,000 children (9.1 per 1000
children) were victims of child abuse, and of these,
1,520 died.1 Based on self-reported experiences of child
abuse by victims, the true annual incidence of abuse in
the US is likely much higher.2–5

The acute nature of the injury and lack of access to
primary care may lead victims of child abuse and/or
neglect (CAN) to use the Emergency Medical Services
(EMS) system for care. Contact with prehospital care
providers or emergency department (ED) personnel
may be the first and only opportunity for victims of
CAN to be recognized. In a study evaluating national
estimates of maltreatment-related ED visits in the US
in children younger than 3 years of age, approximately
10,095 children who experienced maltreatment (0.1%
of total ED visits) and 129,807 children who likely ex-
perienced maltreatment (1.2% of total ED visits) were
documented each year.6 While CAN visits comprised a
small proportion of all ED visits, CAN was associated
with significantly greater risk of injury, hospitalization,
and death in the ED setting compared to other ED
patients.6 In addition, up to 30% of children who ex-
perience serious morbidity or mortality from CAN had
been previously evaluated by ED providers for injuries
that were not recognized to be abusive.7–11 Even when
CAN is suspected, ED providers may fail to report
it to child protective services, leading to preventable
serious injuries and fatalities.12,13

Prehospital care providers are in a unique position to
recognize and report CAN because of their potentially
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2 PREHOSPITAL EMERGENCY CARE 2016 EARLY ONLINE

collaborative relationship with ED providers, which
can allow for the direct sharing of information dur-
ing patient transfer. As first responders, they may also
be able to provide initial unadulterated information
about the household scene where a child is injured
or neglected. Additionally, prehospital care providers
are also mandated reporters of CAN in many
states.14

Prehospital care providers transport over 1 million
pediatric patients annually to EDs, which is approx-
imately 10% of their total patient transports.15 How-
ever, they receive minimal formal training on CAN
and report a lack of confidence in recognizing and
managing cases of suspected CAN.16–18 Continuing
education regarding CAN has not kept pace with leg-
islative changes in mandated reporting laws, and there
is a minimal amount of recent information regarding
curriculum development or clinical supports with re-
spect to recognition and reporting of CAN by prehos-
pital care providers.18

Development of effective curricula or clinical sup-
port systems to improve recognition and reporting of
CAN should be based on prehospital care providers’
experiences with CAN and their learning preferences.
Thus, the purpose of this qualitative study was to
explore barriers and facilitators to detection, eval-
uation, and reporting of CAN by prehospital care
providers.

METHODS

Prehospital care providers with varying roles and
years of experience were recruited from the Yale-New
Haven Hospital Sponsor Hospital Program to partici-
pate in a simulation exercise involving a case scenario
of abusive head trauma in a seizing infant with skin
bruising over the ear and back (Scenario described in
detail in appendix 1). Yale-New Haven Sponsor Hospi-
tal provides medical education and supervision to 328
paramedic emergency medical technicians (EMT-P)
and 890 basic emergency medical technicians (EMT-B)
working for 22 different agencies throughout the South
Central region of Connecticut. EMT-Bs and EMT-Ps
differ in the amount of training completed to fulfill
their roles and in their scope of practice. EMT-Bs have
a shorter training period and are taught to provide a
basic level of life support to patients who are injured
or ill, which includes performing cardiopulmonary re-
suscitation and applying splints. EMT-Ps, in contrast,
are the highest skilled prehospital providers and can
provide extensive advanced life support, which in-
cludes advanced airway management and intravenous
fluid therapy. At present, the paramedic providers re-
ceive 1 hour of didactic training in a 2-year educa-
tional cycle in CAN during refresher training. The
EMT-Bs do not receive continued medical education in
CAN.

The simulation exercise served to activate the pre-
hospital care provider to think about child abuse in
the setting of a patient care experience and provided
context for the subsequent qualitative interview. It
was additionally used to develop and to provide ev-
idence for the validity and reliability of a performance
checklist to evaluate the child abuse screening be-
haviors of prehospital care providers.19 Each prehos-
pital care participant performed the simulation exer-
cise with an EMT-P partner, (Researcher KBi), who
performed actions as instructed by the participant.
The simulation exercise was videotaped in a standard
manner to facilitate evaluation of the prehospital care
provider’s competence in the assessment of suspected
CAN.

EMT-Bs and EMT-Ps were initially purposefully re-
cruited to get maximum variation in perspectives;
(participants were identified for their various roles:
(EMT-B and EMT-P); varying years of experience as
prehospital care providers: (new graduates and those
who had worked for over 10 years); and work expe-
rience with different types of agencies in Connecti-
cut (e.g., local fire departments and commercial am-
bulance services) by one of the authors (KBi) who
was an EMT-P at the time at the Yale-New Haven
Sponsor Hospital Program.20 We then used snowball
sampling (in which existing participants then recruited
future participants from among their colleagues) to re-
cruit the remainder of the participants.20 Each partici-
pant received continued medical education credits as
well as a small financial incentive to participate in the
simulation exercise and interview.

After completion of the simulation scenario, two
authors with experience conducting qualitative in-
terviews (GT and MG), facilitated one-on-one semi-
structured face-to-face interviews with each prehospi-
tal care provider about his/her experience with the
simulation scenario and with CAN in general. The in-
terview guide consisted of open-ended questions and
included prompts to encourage detailed discussion.21

We iteratively revised the interview guide as new un-
derstanding was gained from previous interviews.22

The guide went through two iterations, consisting
of a minor change that was used to clarify a key
question. Table 1 provides the final version of the
interview guide. Interviews were audiotaped and
transcribed verbatim. Identifying information was
removed from the transcripts before review by a
multidisciplinary research team, which included two
pediatric emergency physicians (KB and GT), one
pediatric emergency medicine nurse (MG), and one pe-
diatric emergency medicine advanced practice regis-
tered nurse (JK), one medical student (AA), and one
EMT-P (KBi). Thematic saturation, the ongoing collec-
tion and analysis of data until no new data emerge and
concepts and relationships between concepts are well
developed, was achieved after 24 interviews.20–23
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TABLE 1. Interview guide

1. How did you feel taking care of this patient (referring to
simulation scenario)?

2. What were your priorities in taking care of this patient?
3. Tell me about a recent experience with an abused or neglected

child.
4. When you walk into a home, what alerts you to think about

abuse or neglect in a child?
5. What do you see as barriers to recognizing abuse or neglect in

the prehospital setting?
6. What do you see as barriers to reporting CAN?

This study was approved by the Human Research
Protection Program (HRPP) committee at Yale Uni-
versity and by the Yale-New Haven Sponsor Hospi-
tal Governing committee. Verbal consent was obtained
from each participant before study participation.

Data Analysis

Six authors (GT, MG, JRK, KBi, AA, and KB) inde-
pendently reviewed the interview transcripts and an-
alyzed data using the constant comparative method
of inductive analysis; where initial codes, or labels,
were applied to the text to summarize and catego-
rize portions of data.24,25 The list of codes was it-
eratively revised, and updated codes were applied
to new transcripts.25 All the authors then discussed
and refined the codes during a series of meetings.
When the coding process was complete, they clustered
coded data into relevant themes. Qualitative analy-
sis software (Hyper RESEARCH version 3.5.2; Com-
puter Software, Research Ware, Inc., Randolph, MA)
was used to manage and code data, to facilitate data
organization and retrieval, and to aid in analysis.

To enhance the trustworthiness of our findings, mul-
tiple coders with varied backgrounds analyzed the
data; the generalizability of the data was maximized
by interviewing different types of pre-hospital care
providers with various levels and types of clinical ex-
periences; and an audit trail of the coding process was
maintained.20–23,26 The constant comparative method
of data collection and analysis also continued until the-
matic saturation was achieved, that is, when no new
concepts emerged.20,22

RESULTS

A total of 28 prehospital care providers (16 EMT-Bs and
12 EMT-Ps) participated in the one-on-one interviews.
Participants were mostly male (90%) and had a median
of 8.5 years of experience as prehospital care providers
with the EMT-Ps having substantially more experience
in the field than the EMT-Bs. Descriptive characteris-
tics of the participants are presented in Table 2.

Prehospital care providers described key tasks they
performed when caring for children thought to be

TABLE 2. Baseline participant characteristics

Characteristics
All participants,

n (%) EMT-Bs EMT-Ps

Number of years of
experience
(median, IQR)

8.5(20.0) 2.5(7.) 21.0(15.0)

Gender
Male 25(89) 15(94) 10(83)
Female 3(11) 1(6) 2(17)

Race/ethnicity
White 25(89) 14(88) 11(92)
Black/African

American
1(4) 1(6) 0(0)

Hispanic/Latino 1(4) 1(6) 0(0)
Other 1(4) 0(0) 1(8)

affected by CAN. They also reported barriers and fa-
cilitators to recognition and reporting of CAN, many
of which were unique to their work setting. Quotations
representing each theme are presented in Table 3.

Key Tasks

Prehospital care providers described three key tasks
when caring for a child thought to be abused and/or
neglected: 1) Medically managing the patient; 2) Eval-
uating the scene and family interactions for signs of
CAN; and 3) Creating a safety plan.

Prehospital care providers described their primary
role in patient care involved assessing and main-
taining the patient’s airway, breathing, and circula-
tion and managing the patient’s chief complaint while
transporting the patient to the hospital. Evaluation
for causes (such as CAN) of the presentation was
perceived to be important but secondary to medical
stabilization.

Providers also described their unique role in eval-
uating the scene and family interactions for signs of
CAN, which included gathering subjective informa-
tion on the presence of drugs or alcohol, observing the
home for cleanliness or disarray, and gathering data on
how the child behaves in the presence of family mem-
bers. One provider described a scenario that raised his
level of concern, “There was nobody home, but the
house was in complete disarray. There was no food.
There were just dirty dishes. There were bugs every-
where right where the kids were. . .” Several providers
described looking for food in homes to assure chil-
dren were being fed. Others discussed evaluating in-
teractions between family members. One provider de-
scribed a scenario where evaluation of the home scene
helped to more rapidly determine the diagnosis in
a four month old patient presenting in cardiac ar-
rest. The provider described, “the baby was limp. . .

there was broken glass on the kitchen floor. . .there
was a smell of not just cigarette smoke but a combi-
nation of that and illegal drugs. Rolling papers on the
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4 PREHOSPITAL EMERGENCY CARE 2016 EARLY ONLINE

TABLE 3. Themes and representative quotes

Key Tasks:
• Medical Management of Patients

◦ “I always treat the medical issue first, and then document if I do suspect that it’s abuse. That becomes secondary – equally as
important – but I don’t focus on that if there’s a legitimate medical issue going on.”

• Evaluation of Scene and Family Interactions
◦ “If it’s a little kid, there should some baby formula or some type of stuff around. . .I open the refrigerator and look to see what food

things are there. . .Do they look old or moldy? Is it appropriate for kids?. . .”
◦ One provider said he would observe “interactions with the child and the parents. Is he flinching away when they try to touch him?

Even parent-to-parent, is there some arguing going on?”
• Creating a Safety Plan

◦ One provider explained, “The main thing is that we want to get medical attention for the child. We want the child to be safe, so I
don’t mention anything like that (referring to disclosing suspicion of CAN to caregivers). The police are called on scene. If they
want to broach that subject, they have the pretty jewelry to go along with it whereas I don’t. I don’t want to have any altercations
with family members.”

Barriers to CAN Recognition:
• Discomfort with Pediatric Patients

◦ One provider described his reaction to a pediatric call. “We jump on a fire truck faster. We seem to go a little quicker with the
ambulance when there’s a kid. . .baby not breathing.”

• Uncertainty Related to CAN
◦ One provider mentioned, “I think a lot of times you’re not in tune to that (abuse). You’re not going on the scene trying to see if this

kid’s being abused.”
• Focusing on Chief Complaint

◦ “A barrier is getting tunnel vision. Just treating the symptoms for right now and not completely evaluating for the possibility of
child abuse.”

• Limited Evaluation in the prehospital setting
◦ When describing the simulation scenario, one provider reiterated, “it just seemed like a kid having a seizure. I maybe got a little

tunnel vision. I’m not sure I would have started disrobing the kid (to look for bruises).”
Barriers to CAN Reporting:

• Fear of being wrong/Burden of certainty
◦ “You might hem and haw as to whether or not the abuse is actually happening. You hate to accuse people of it and potentially have

their child removed from the home. . .”
• The Fear of caregiver reactions

◦ You never know if a parent is going to try to find the crew member that responded that day. The retaliation factor would always be
in the back of my mind. . .”

• Working in a fast paced setting
◦ “When I worked in New haven, the volume was crazy. There were a lot of times I relied on the nurse in my turnover to do the report

because I knew 30 seconds later I was going to be towed out for another call.”
Facilitators to CAN Recognition and Reporting:

• Understanding the mandated reporting law
◦ One provider stated, “you’re going to make the report if there’s suspicion. . .They (child protective services) will investigate. If it

turns out to be nothing, then guess what, it’s fine.”
• Sharing a mental model with peers

◦ One provider described such a scenario, “We try to talk. Me, personally, I talk to my partner and get his side of it, what he feels. If
there is law enforcement or fire on scene, I might talk to them before we leave to see what they’re thinking. A lot of times, it’s
based on what everyone’s general consensus of the scene was. . .”

• Supervisor Support
◦ “My boss, the head medic is a very approachable guy, so we can call him any day, any night to discuss things with him. . .”

table. . .ultimately, we found out that mom and dad
were feeding the child cocaine every time the baby
cried.”

Once providers suspected CAN, their primary goal
was to transport the child safely and quickly to the hos-
pital. The safety plan also included calling law enforce-
ment for support, avoiding confrontation with the pos-
sible abuser, and reporting the suspicion to the ED staff
and child protective services. In an attempt to avoid
a possibly violent situation, prehospital providers did
not share their suspicion of abuse or neglect with
caregivers and relied on police support while trans-
porting these children to the hospital. Once patients
were brought to the hospital safely, providers felt it
was important to report their suspicion to the hospital
staff and child protective services. One provider said,

“we definitely let them (hospital staff) know, (because)
there could be more tests they could do that we can’t
for abused patients and offer emotional support. . .”

Barriers to CAN Recognition

Providers reported many barriers to recognizing CAN
which included: 1) discomfort with the care of pedi-
atric patients; 2) uncertainty related to the diagnosis
of CAN; 3) a focus on the chief complaint only; and
4) limited opportunity for complete evaluation in the
prehospital care setting.

Prehospital care providers described overall dis-
comfort with caring for children. Most remarked
on the challenges associated with caring for infants
due to the child’s inability to communicate, his/her
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perceived vulnerability and the infrequency of calls
related to pediatric patients. When describing an in-
fant, one provider remarked, “they’re these foreign
little creatures that we don’t deal with often. Every-
thing about them, from vital signs to medications, is
different.”

An additional barrier to recognition was uncertainty
about the diagnosis of CAN. Participants attributed
their uncertainty to a general lack of experience with
CAN; accepting the caregiver’s potentially false his-
tory about the patient’s presentation; and difficulty
distinguishing between accidental and intentional in-
juries. Many providers, despite many years of experi-
ence as a prehospital care provider, described having
few experiences with CAN in their daily work. They
speculated that their infrequent encounters with CAN
might lead to a lack of consideration of CAN as a diag-
nosis when treating patients. One provider mentioned
that caregivers “can lie really well, which can be a huge
problem.” In cases of possible CAN, relying on the
caregiver’s history served as a barrier to CAN recogni-
tion. Finally, prehospital care providers described chal-
lenges with differentiating accidental from abusive in-
juries. One provider described such a situation. “Ac-
cidents happen. . .so you never really know (when it
is abuse). Kids break their arms, kids get hurt. . .you
never really know where to go with it. . .”

Focusing on the chief complaint and having a lim-
ited opportunity to do a full evaluation in the prehos-
pital setting due to time constraints and a perceived
inappropriateness of complete physical exposure were
additional barriers to recognizing CAN. One provider
described a situation where doing a full physical exam
was challenging in the prehospital setting. He said,
“Sometimes when you walk in-it seems like a cut-and-
dry medical case of a sick kid and they’re already bun-
dled up in the car seat with 18 layers on. . .so you don’t
bother to take them out of the car seat, unzip them and
actually do a physical exam.”

Barriers to CAN Reporting

Barriers to reporting CAN included: 1) Fear of being
wrong and feeling the burden to be certain prior to
reporting; 2) fear of caregiver reactions; and 3) lim-
ited time to report while working in a fast paced set-
ting. Many providers described their fear of wrongly
reporting a case of potential CAN to child protective
services and worried about “getting parents in trou-
ble for no reason” or “wrongly affecting the whole
family.” Others described a desire to be certain about
CAN prior to making a reporting to child protective
services. Providers also described a fear of caregiver
reactions and worried about “retaliation effects” of re-
porting potential CAN. In these settings without im-
mediate law enforcement back up, providers were con-
cerned about the safety of the child and him/herself.

Finally, providers pointed out that the time intensive
process of reporting CAN in the fast-paced setting of
their work was a barrier to reporting potential CAN.

Facilitators to CAN Recognition
and Reporting

Reported facilitators to recognizing and reporting
CAN included: 1) understanding of the mandated re-
porting law; 2) Sharing of thought processes with
peers; and 3) feeling that they had adequate supervisor
support. Those who had an understanding of the man-
dated reporting law discussed making a report to child
protective services about possible CAN without need-
ing to be certain. One provider also described why, as
a mandated reporter, it was important for her to re-
port to child protective services directly. She said, “As
first responders and as people who are in the house
or see the child at point one, we have actually more
information. It’s prudent that we actually do the re-
porting rather than someone who hears it through the
telephone. . ..”

Many providers, when unsure about the presence of
CAN, discussed their thought processes related to a
case with co-workers, which included their prehospi-
tal care partners, law enforcement, and ED staff, before
making the decision to report. An EMT-B provider de-
scribed sharing his thoughts with an EMT-P provider
about a concerning home scene. He asked the
EMT-P to “run into the house. . .say you’re looking for
a binky (pacifier). . .I wanted him to see the room we
found the baby in. Just so that everybody gets the same
picture, so when we get to the hospital, we can say,
‘this is what we saw’ because we don’t do a lot of pe-
diatrics.” Several providers reported discussing cases
with the nurses and physicians in the ED to get a bet-
ter understanding of the case and the possibility of
CAN.

Finally, many prehospital care providers remarked
on the importance of support from supervisors when
dealing with cases of possible CAN. When concern
arose about CAN, prehospital providers contacted
their supervisors about the “next steps” in the man-
agement of these patients. Prehospital providers re-
ported that supervisors provided guidance about the
decision to make a report to child protective services,
aided providers in filling out the necessary paperwork
or identifying which paperwork to fill out, and some
provided time for the providers to make the report
prior to going on another call. Many supervisors re-
mained accessible to their staff for questions 24 hours
a day. When faced with the fear of making the wrong
decision and working in a fast paced setting, super-
visor support empowered prehospital providers to re-
port cases of possible CAN to child protective services
in a timely fashion.
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Training and Feedback

Providers universally requested additional training
in CAN and specifically mentioned that experiential
learning that was more “hands-on,” like simulation
and case review of real cases of CAN, similar to “us-
ing war stories. . .,” to teach about physical signs in
the patient and the environment that should trigger
consideration of CAN, were effective ways to learn.
Providers described receiving minimal formal educa-
tion on the topic of CAN and specifically wished for
training on “how to report CAN,” on “warning signs”
of CAN, and review of actual cases of CAN man-
aged by their peers. Participants felt the simulation
environment was an effective way to teach about the
topic of CAN due to the realism it provided. One
provider explained, “a lot of people in EMS are more
hands-on. . .It’s much easier to retain knowledge and
use it when you’ve applied it, or had to dig it out of
your own brain, versus the power point bullets slid-
ing across the screen.” Finally, providers emphasized
the importance of feedback and follow-up of cases and
case management from child protective services and
ED staff. One provider said, “I want to know what I
did and if it was right or wrong and how could we fix
it going to the hospital.”

DISCUSSION

Prehospital care providers have a first-hand view of
the scene and family interactions when they are called
to provide emergency care prior to transporting pa-
tients to definitive care. In our study, providers de-
scribed key tasks when caring for children affected by
suspected CAN as well as barriers and facilitators to
recognizing and reporting CAN.

Despite minimal time on the scene and minimal re-
sources, study participants described techniques they
developed over time to assess for signs of neglect or
abuse on the scene such as routinely looking in the
refrigerator for appropriate foods/formula for chil-
dren. However, even with this direct interaction with
the scene and caregivers, providers reported signifi-
cant uncertainty related to CAN due to acceptance of
the caregiver story about an alternative diagnosis, lack
of experience with CAN, and difficulty distinguishing
between accidental and intentional injuries. Many
struggled with the level of proof needed for reporting
suspected CAN to child protective services. Previous
literature similarly demonstrates that prehospital care
providers get little formal training on CAN, struggle
with the degree of suspicion necessary for reporting
CAN and report a lack of confidence in dealing with
suspected CAN.16–18

Due to this uncertainty, when our prehospital care
providers considered CAN in their differential diag-
nosis, many reported discussing their suspicion with

peers on the scene, ED providers and supervisors,
prior to making a decision to report. General ED
providers in a previous study similarly reported turn-
ing to colleagues when the diagnosis of CAN was
unclear.13 Given their unique viewpoint and the po-
tential to screen for CAN in the home setting, contin-
ued education of prehospital care providers on spe-
cific signs and symptoms of CAN and the reporting
process as well as increased decision making support
around the diagnosis of CAN may result in increased
recognition and reporting of CAN. Providers should
be encouraged to share thought processes regarding
CAN with colleagues. For example, discussing poten-
tial cases of CAN with prehospital care providers and
other EMS providers such as ED nurses and physicians
may mitigate some of the challenges created by work-
ing in a fast paced, prehospital setting with limited
time for full patient evaluation. Finally, unified policies
about detection of potential CAN are lacking in many
state basic life support (BLS) and advanced life sup-
port (ALS) protocols.27 Evaluation and development of
EMS protocols related to CAN and use of performance
checklists to train providers in various CAN-based sce-
narios may also result in improved screening and re-
porting behaviors in prehospital care providers.

The fear of caregiver reactions was reported by
providers to be a barrier to reporting suspected
CAN. Prior studies demonstrate that prehospital
care providers are at substantial risk of encounter-
ing violence during their work in the prehospital
setting.28–32 Several survey studies reveal that majority
of providers report lack of sufficient training to protect
themselves in violent situations and to screen for vio-
lence on the scene.28,31,32 Additionally, there is variable
availability of protocols addressing how to manage vi-
olent patients (or caregivers).28,31,32 In fact, in line with
previous literature, when our participants did suspect
CAN, they created their own plan for the safety of
the patient and themselves prior to transport to the
hospital, which typically involved involvement of law
enforcement and avoidance of confrontation with the
caregiver.30,31 Prehospital care providers have the po-
tential to play a larger role in detecting and thus pre-
venting further injury in CAN-related cases. Increased
training regarding violent situations and protocols to
improve provider safety should be encouraged for
prehospital personnel and may increase likelihood of
reporting suspected CAN.

In addition to improving training related to CAN,
providers expressed a desire to improve case-based
communication with ED and child protective ser-
vices staff. In a study examining safety for children
in the prehospital setting, prehospital care providers
reported inadequate communication during transi-
tions of care as a cause of safety errors in the
care of children.33 Information about events occur-
ring in the prehospital setting could help ensure
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appropriate and expeditious care and lack of effec-
tive hand-off could result in the loss of potentially
important information.34–36 In one study prehospi-
tal care providers identified themselves as advocates
for their patients during handoffs and felt direct
communication with ED providers and increased
feedback and standardization could improve hand-
offs between the prehospital and ED environments.36

Similar to our participants, providers additionally re-
ported that lack of follow-up from the hospital regard-
ing case outcomes prevented practice-based learning
and improvement.33 Given the relative infrequency of
pediatric calls, lower levels of comfort related to CAN
and children in general, and high morbidity associated
with missed CAN, improving systems for prehospital
care providers to communicate with ED and CPS staff,
to receive formal training on giving patient handoffs
and to receive feedback and follow-up on cases may
decrease safety events related to missed CAN, facilitate
appropriate reporting of suspected CAN, and increase
prehospital care providers’ awareness and education
about CAN.37,38

LIMITATIONS

There are several limitations to this qualitative study.
Though our findings are not generalizable in a sta-
tistical sense, we did incorporate the perspectives of
providers with varying positions (EMT-P and EMT-
B), years of experience, and experiences at different
agency types. Additionally, although our data are com-
posed of rich narratives, they represent perceptions
of prehospital providers and not direct observation
of their clinical practices. Given the sensitive nature
of CAN, participants may have felt there were norms
that defined desirable attitudes and behaviors related
to CAN and may have modified their answers to
avoid presenting themselves in a unfavorable light.39,40

However, we ensured confidentiality of participants’
responses and emphasized the need for honesty to
minimize social desirability bias in their responses.
Additionally, their performance in the simulation ex-
ercise served as a proxy for their potential actions in a
clinical environment providing a more real context for
the qualitative discussion.

CONCLUSIONS

In our qualitative exploration, prehospital care
providers described key tasks when caring for chil-
dren affected by suspected CAN as well as barriers
and facilitators to recognizing and reporting CAN.
Prehospital care providers described a unique ability
to evaluate an unadulterated scene and family inter-
actions for signs of CAN and placed importance on
creating an informal safety plan whilst transporting
a child to the nearest hospital once suspicion of

CAN existed. Discomfort with caring for children,
uncertainty related to the diagnosis of CAN, a focus
on the chief complaint, and conducting limited patient
evaluations in the prehospital setting serve as barriers
to recognizing CAN, while the fear of being wrong,
caregiver reactions, and working in a fast paced
setting serve as barriers to reporting CAN. Facilitators
included understanding the mandated reporting law,
sharing a mental model with peers and perceived
supervisor support. Focused education on recognition
of signs of physical abuse, increased training on
scene safety, real-time decision support, and increased
follow up and feedback related to cases of CAN
may improve detection of CAN in the prehospital
setting.
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