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Abstract

Background Child maltreatment is a global problem that puts children at risk of mental iliness, substance abuse,
and premature death. Interdisciplinary collaboration is important in preventing and detecting child maltreatment.
In Norway, children undergo universal preventive health assessments and receive complimentary follow-up care
from specialized public health nurses in child and family health clinics. These nurses conduct regular check-ups
and home visits to monitor children for signs of maltreatment.

Objective The objective of this study is to describe how public health nurses at child and family health clinics follow
the National Clinical Guidelines to prevent and detect child maltreatment, with a particular focus on clinical proce-
dures and interdisciplinary collaboration. Furthermore, we aim to determine factors that are associated with identifica-
tion of child maltreatment.

Design A cross-sectional online survey was conducted among public health nurses working in primary care
between October 24th and December 31st, 2022. Public health nurses who worked with children aged 0-5 years
and had consultations with families were eligible to participate, resulting in 554 responses. The study employed
descriptive analysis, including frequency, percentage and mean, as well as a two-step logistic regression analysis.
The study was approved by the relevant authority, and informed consent was obtained through questionnaire
completion.

Results The public health nurses in this study displayed strong adherence to the guidelines and utilized various com-
prehensive assessment procedures to monitor child well-being, growth, and development. However, there was lim-
ited and infrequent collaboration with other professionals, such as child protection services, general practitioners,

and hospitals. Most public health nurses reported occasional suspicion of child maltreatment, with age and years

of experience in child and family clinics influencing these suspicions. Older public health nurses were more likely

to suspect physical violence, while those with less than two years of experience reported less experience in suspect-
ing maltreatment. Additional education increased the probability of suspecting sexual violence.

Conclusions This study provides insights into the practices of public health nurses in Norway regarding the detec-
tion and prevention of child maltreatment in child and family clinics. While adherence to guidelines is strong, suspi-
cion of maltreatment is relatively rare. Collaboration across agencies is crucial in addressing child maltreatment. Age
and experience may influence the detection of maltreatment. Improved collaboration, targeted guidelines, and ongo-
ing professional development are needed to enhance child protection.

*Correspondence:

Astrid Durdei Midtsund

astridmi@oslomet.no

Full list of author information is available at the end of the article

©The Author(s) 2024. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or

other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this
licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creativecom-
mons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12875-024-02445-x&domain=pdf

Midtsund et al. BMC Primary Care (2024) 25:218

Page 2 of 16

Keywords Primary Care, Child and Family care, Public Health Nurses, Nursing Care, Child Maltreatment, Child Abuse,

Interdisciplinary collaboration, Guidelines

Introduction

Child maltreatment is a significant global problem with
severe consequences for children, families, and society
[1-8]. Large prospective studies have repeatedly dem-
onstrated that children exposed to child maltreatment
have a significantly increased risk of developing mental
illness, cognitive impairment, substance abuse, criminal
behavior, impaired physical health, and premature death
compared to non-maltreated children [8—12]. The World
Health Organization (WHO) defines child maltreatment
as ‘all forms of physical and/or emotional ill-treatment,
sexual abuse, neglect or negligent treatment or commer-
cial or other exploitation, resulting in actual or potential
harm to the child’s health, survival, development or dig-
nity in the context of a relationship of responsibility, trust
or power [1, 13].

The prevalence of child maltreatment varies across
studies. Review of a series of meta-analyses reported an
overall estimated prevalence for self-reported studies of
13% for sexual violence, 23% for physical violence, 26%
emotional violence and 24% neglect [13]. Child maltreat-
ment is a significant concern in Europe, including Nor-
way [14, 15]. The frequency of various forms of child
maltreatment changes according to a child’s age. Specifi-
cally, sexual violence exhibits higher incidence rates dur-
ing adolescence, whereas physical violence presents a
heightened risk for infants, potentially leading to severe
consequences [16]. Early experiences influence how the
brain develops and grow [6, 17, 18], and a young child’s
environment and relationships can either encourage or
hinder the healthy development of their brain and related
physical and psychological processes. Consequently,
early intervention is crucial to prevent negative develop-
mental paths and support positive neurodevelopmental
outcomes.

The WHO Regional Office for Europe has been advo-
cating for a shift of focus from a protection-centered
approach to child maltreatment to one of prevention [14].
The European report on preventing child maltreatment

outline supporting early childhood development, includ-
ing prenatal development and prevention of maltreat-
ment and adversity, with special attention to children
aged 0-3 years [14]. WHO have developed guidelines
to provide the evidence base recommendations on par-
enting interventions to reduce child maltreatment and
enhance parent—child relationships [19]. Early interven-
tions, such as home visits and parental support, have
shown to be effective in preventing child maltreatment
[20, 21]. Further, interdisciplinary collaboration is high-
lighted as essential in preventive efforts to address the
multifaceted nature of child maltreatment [10, 22—25].

Several studies highlight that interdisciplinary col-
laboration is crucial for obtaining high-quality medical
information in detecting child maltreatment, and effec-
tive communication and information sharing are con-
sidered key factors for successful collaboration [24, 25].
Nevertheless, there is a well-documented deficiency or
inadequacy in collaboration and communication among
services in the field of child maltreatment [24, 26, 27].

In Norway children receive universal preventive health
assessments and complimentary follow-up care pro-
vided by specialized public health nurses (PHNs). Child
and family health clinics (CFHC) provide a standardized
program with regular check-ups and the Health and Care
Services Act mandates the inclusion of healthcare profes-
sionals, including PHNSs, doctors, and physiotherapists,
within the staffing requirements. Additionally, midwives
are obligated to deliver both antenatal and postnatal
care. PHNSs are the primary caregivers at CFHCs and like
many other countries, Norway has established national
clinical guidelines (further referred to 'the guidelines’) for
primary healthcare personnel to prevent and detect child
maltreatment [28].

These guidelines recommend a minimum of 14 check-
ups at CFHC from birth to school age with most of them
taking place in the first year [29]. The guidelines high-
light the importance of consistently monitoring children,
remaining vigilant for potential signs of maltreatment

Table 1 Communication tools employed by PHNs in CFHCs regarding child maltreatment

In Safe Hands a film designed and used at the CFHC to prevent child maltreatment.(English version at: https://www.youtube.com/watch?v=HyEVf

oGWC2U)

Parent Toolkit is an information tool designed to support parents. (English version at: https://www.10smartetips.no/en/)

Understanding of our body and sexuality - Empowering Toddlers a brochure about 2-year-old child’s understanding of their body and sexuality

Language4 a language assessment tool originally designed to evaluate language development in children aged 4-6 years. The tool consists of picture
naming, sentence formation, story retelling, and sound discrimination. Sprak 4 is widely used in educational and clinical settings in CFHC
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and suggest use of various communication tools (see
Table 1 for clarification) to reflect and discuss child
maltreatment proactively and preventively. The content
of the guidelines resembles the description in Finland,
where the central means of identifying and intervening
in maltreatment include knowing and evaluating signs of
child maltreatment, discussing the family situation and
relationships with parents, discussing child-rearing prac-
tices, conducting home visits, and employing multipro-
fessional practices [27].

The duty of confidentiality for PHNs is stipulated in
the Health Personnel Act, which allows for exceptions in
cases where factors could harm a child is present. Cor-
poral punishment is illegal in Norway [30], encompass-
ing hitting (e.g. slapping or spanking, with a hand or an
object) and other forms of physical harm (e.g. pinch-
ing, biting, pulling hair). PHNs are obligated reporting
to Child Protective Service (CPS) if there is a reason to
believe that the child has been or is at risk of experiencing
maltreatment and/or witnessing parental intimate part-
ner violence (IPV) [28]. PHNs must also assess whether
there are grounds for reporting to other emergency ser-
vices, including the police. The responsibility of CPS is
to further investigate the case and implement necessary
measures [31].

Even though attendance at CFHC check-ups are vol-
untary, children have the legal right to health assess-
ments [32], and the service has high coverage. Nearly all
children and families (99%) adhere the recommended
program and visits at their CFHC [33]. Thus, PHNS,
who interact frequently with families during early child-
hood, are uniquely positioned to early prevention, and
detection of child maltreatment. However, a white paper
(NOU, 2017, p. 12) that examined cases of child maltreat-
ment in Norway stated that children were overlooked in
many cases where the maltreatment should have been
stopped earlier [34]. In 2019, the National Criminal
Investigation Service in Norway (KRIPOS) released a
report on severe cases of maltreatment of children aged
0—4 years. The investigation found that more than 70%
of cases involved infants less than one year old, with 50%
occurring in children younger than five months old [35].
These children are not yet enrolled in daycare. Conse-
quently, PHNs may be their primary non-family contacts,
highlighting the significant role and responsibility of
PHNs during this period of infancy.

Previous research has indicated that nurses working
in primary care acknowledge the significance of detect-
ing child maltreatment, but also recognize the challenges
associated with the task [36, 37]. Difficulties in commu-
nication and identifying less obvious forms of maltreat-
ment contribute to these challenges [38—41]. According
to a systematic review conducted by Wilson and Lee
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(2021), there are multiple factors that can hinder the
reporting of incidents. These barriers can stem from
structural limitations, resource limitations, insufficient
support systems, sociocultural influences, and individual
characteristics [39]. There is limited research on how
healthcare professionals in primary care comprehend
and implement guidelines for preventing and detecting
child maltreatment, and quantitative studies are lacking.
A recent systematic review on the public health approach
on child maltreatment, and adverse childhood experi-
ences, underscores the urgent need for more research
using a public health perspective [41].

Aim

The objective of this study is to describe how PHNs at
CFHC s follow the National Clinical Guidelines to prevent
and detect child maltreatment, with a particular focus on
clinical procedures and interdisciplinary collaboration.
Furthermore, we aim to determine factors that are asso-
ciated with identification of child maltreatment.

Methods

Design and sample

A cross-sectional survey was employed to collect data
among PHNs working at a CFHC between October 24th
and December 31st, 2022. Norwegian PHNSs are regis-
tered nurses with additional education in health pro-
motion and preventive care, specialized in children’s
psychological, physical, and emotional development
[42]. PHNs who worked with children aged 0-5 years at
the CFHC and had consultations with families were eli-
gible for participation. The PHNs were recruited from
the largest and only professional association for PHNs
in Norway, the register of the Norwegian Union of Pub-
lic Health Nurses. An electronic questionnaire was dis-
tributed to all members who had a valid email address,
resulting in a total of 3798 out of 3896 members who
received the email (97.5%). It should be noted that there
are 98 PHNs (2.5%) missing due to unavailable email
addresses. All members were encouraged to respond, as
we did not know who worked in CFHC or other parts
of the service. Reminder emails were sent to enhance
response rates after 9 days, 3 weeks, and 7 weeks. To
gain an understanding of the population and sample
included in the study, demographic inquiries such as
age, geographic location, population size, education, and
experience were incorporated into the survey. Question
seven specifically inquired whether the PHNs worked at
a CFHC, with exclusions applied to those who worked
in other areas of the service, such as PHNs at schools,
infection control, migration and so on. Initially, 1873
PHNSs responded to the survey. Among them, 1238 were
excluded because they did not work in a CFHC, and an
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additional 45 were excluded because they did not partici-
pate in family consultations. The final analysis included
responses from 554 PHNs who worked in CFHC and
participated in family consultations.

Ethical considerations

Approval was obtained from the Norwegian Service for
Shared Service in Education and Research (SIKT), regis-
tration number 303782. The study information sheet was
distributed along with a link to the survey. Informed con-
sent was indicated by questionnaire completion; no iden-
tifiable information was collected.

Excluded participants were accordingly notified of their
ineligibility and presented the opportunity to withdraw.
In recognition of the delicate nature surrounding the
topic of child maltreatment, no questions regarding this
topic were posed to the PHNs who were not included in
the study.

Questionnaire

Due to the absence of an existing, suitable, and validated
questionnaire, a survey instrument was designed for this
study to address the specific research objectives as part
of the project: ‘Public Health Nurses in Child and Family

Phase 1: identifying content area and items

*STEP 1:

eLitterature review

*National clinical guidelines

*Previous question as initial basis for the questionnaire.
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Health Clinics role in preventing and detecting child mal-
treatment’. The development process of the questionnaire
followed a modified five-phase approach (Fig. 1) adapted
from Streiner, Norman, and Carineys [43]. The question-
naire construction drew upon existing studies [44—47]
and the National Clinical guidelines for PHNs within
CFHC settings [28]. To ensure questionnaire validity, a
qualitative study gathered insights from PHNs in CFHC
on detecting and preventing child maltreatment during
the development process of the questionnaire [48]. The
completed survey comprised a total of 128 questions and
46 sub-questions, organized into five sections includ-
ing demographics, guidelines and experience of child
maltreatment, vignettes, knowledge and attitude (Sup-
plementary file 1). It included both closed-ended and
open-ended response options. This article will address
questions related to PHNs’ procedures and interdiscipli-
nary collaboration in their clinical efforts to prevent and
detect child maltreatment. Subsequently, we will address
questions about PHNSs’ experiences of suspecting child
maltreatment at the CFHC and the frequency of these
suspicions have occurred.

Demographic variables, including age, geographic
location, population size, education, employment status

Phase 2: new item generation

*STEP 2:

*STEP3:

¢ A qualitative study, interviews with 14 PHNs at 11 different CFHC
e Heuristic purpose: to gain a deeper understanding of the research topic and exploring different perspectives and
experiences, and generate insights that can inform the development of the questionnaire

sinclusion of questions to ensure adequate coverage of the quesionnaire.

Phase 3: content validity

*STEP 4:

Modifications were being made.

¢ Expert consultation; We established a reference group consisting of six PHNs with diverse backgrounds and
experiences. (one CFHC manager, one lecturer, three practicing PHNs at the CFHC, and one recent PHN graduate.)
Draft of the questionnaire to the reference group for review and feedback on: appropriateness, clarity.

Phase 4: face validity

*STEP 5:
¢ Exploring the questions, are they clear?

pilot testing.

*The questionnaire were pretested among 12 participants to ensure comprehensebility for the targeted group before

¢ Revising the form based on feedback. Retested with 12 individuals.

Phase 5: construct validity and reliability

*STEP 6:

instrument.
¢ Completion of questionnaire.

A pilot test was conducted among 18 PHNs in the capitals largest CFHC

¢ Meeting with the PHNs after completion of questionnaire, receiving feedback.

eldentification of the number of participants leaving 210% of the items unanswered.

¢ Modifications were made based on the feedback received from this pilot group, further refining the survey

Fig. 1 Development process of the questionnaire



Midtsund et al. BMC Primary Care (2024) 25:218

and years of experience were collected. Additionally, we
investigated the organization of CFHCs including staff
and size. We used categorical response options to protect
anonymity and excluded gender due to low male repre-
sentation. We assessed years of experience working in
CFHCs and the number of PHNs at each CFHC. Further-
more, we explored the presence of other professions at
CFHCs, such as doctors, midwives, and therapists.

Questions about the procedures in detecting and pre-
venting child maltreatment, we followed the descrip-
tion outlined in CFHC guidelines. The response options
regarding procedures were based on the recommenda-
tions and indicated whether a procedure should be uni-
versally implemented at each consultation, carried out
during specific/targeted consultations (for example,
parental education about Shaken Baby Syndrome at the
first postnatal visit), or based on indications when pres-
ence of signs, symptoms, or information indicating risk.
Due to findings from the qualitative study conducted
prior to the survey [48], which revealed that PHNs had
more experience in identifying emotional maltreatment
and neglect compared to physical violence, we opted for
specific yes/no questions for each type of child maltreat-
ment to measure PHNSs’ experience in detecting child
maltreatment at the CFHC. "Have you ever encountered
any children in your work at the CFHC whom you sus-
pected being a victim of physical violence? Yes/No."
Those responding affirmatively were further asked about
the frequency of such instances a year.

Interdisciplinary collaboration questions were based on
the content of the guidelines and PHNs statutory obliga-
tion to report to CPS. Given the predominantly manda-
tory nature of most survey questions, we included 'don’t
know’ or "prefer not to answer, options for many of them.

Finally, we included six statements regarding collabora-
tion. For response options to these assertions, we chose
a 7-point Likert scale, ranging from "strongly agree"
to "strongly disagree". The Likert scale is recognized
for assessing levels of agreement/disagreement, and a
7-point scale is considered to be more sensitive than
fewer alternatives [49].

Data analysis
The analysis was performed using IBM SPSS Statistics
software, Version 28.01.01. The summary of the data is
presented as frequency, percentage and mean. We con-
solidated certain response options into larger groups if
there were few responses within a category to address
sparse data.

Relationship Analysis: To investigate potential asso-
ciations between demographic variables (age, additional
education beyond the PHN degree, years of experience in
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the CFHC, the size of the CFHC) associated with identi-
fication of child maltreatment, we performed a univari-
ate logistic regression analysis. Due to a limited number
of respondents in age category below 30 years, <30 and
31-40 were combined. Responses 'Prefer not to answer’
(0.2%) for age were recoded as missing before logistic
regression analysis for data integrity and analytical rigor.
In this analysis, the dependent variable was affirmative
responses regarding experience in suspicion of child mal-
treatment. Significant variables from the univariate anal-
ysis were included in a multivariate regression analysis to
control for potential mediator factors.

Results

Demographics

Table 2 presents demographic characteristics of the 554
respondents who completed the questionnaire. Almost
all PHNs (97.5%) were registered nurses with speciali-
zation as PHNs. Most respondents (57.2%) worked over
80% of full-time hours. The levels of experience working
in CFHCs varied, with the largest group (43.3%) having
more than 10 years of experience, followed by 24.7% with
6-10 years of experience. The majority of PHNs worked
in larger cities, 31.8% in areas with populations of 15,000
to 30,000, and 15.5% in rural areas with populations of
fewer than 5,000 inhabitants. CFHCs typically had 2-5
PHNs (42.2%) and included other professions such as
doctors (96.9%), midwives (88.8%), and secretarial staff
(81.2%). Most of the PHNSs (76.9%) reported carrying out
the recommended 14 consultations, 15.9% most of the
times, while 7.0% did not provide them.

Procedures to detect and prevent child maltreatment
When assessing for risk factors/stressors in the fam-
ily, 43.0% of PHNs assessed at every CFHC visit, 42.2%
assessed during specific/targeted consultations (Table 3).
Additionally, 14.6% assessed based on indications. Nearly
all PHN (93.7%) provided information about child mal-
treatment during specific/targeted consultations, with
some doing so in every consultation (2.7%) or based
on indications (3.4%). Less than one percent never
engaged in such discussions. Discussions about setting
boundaries, discipline, and corporal punishment mainly
occurred during specific/targeted consultations (61.7%),
based on indications (29.8%), with a few having these
conversations at every consultation (4.9%).

Furthermore, almost all PHNs offered additional con-
sultations (99.8). All PHNs except one utilized tools, such
as brochures and films during discussions on child mal-
treatment, with the film ‘In Safe Hands’ being the most
used and considered the most effective tool by 91.7% of
PHNSs (Supplementary Table 1). Additionally, 36.6% of
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Table 2 Demographic characteristics of the public health nurse
respondents

PHNs (N 554) n (%)
Age (years)
<30-40 143 (25.8)
41-50 208 (37.5)
51-60 139 (25.1)
>60 63 (11.4)
Don't wish to answer 1(2)
What region in Norway do you work?
Northern region 64 (11.6)
Central region 40(7.2)
Western region 138 (24.9)
Eastern region 240 (43.3)
Southern region 72 (13.0)

Number of inhabitants where the CFHC? is located

<5000 86 (15.5)
5000-10.000 61(11.0)
10.000-15.000 57(10.3)
15.000-30.000 119 (21.5)
>30.000 214 (38.6)
Don't know 17 (3.1)
Are you educated as an RN with PHNC® degree?
Yes 539(97,3)
No 9(1,6)
Currently undergoing education for PHN 6(1,1)
Other/additional education/qualifications than a PHN
Yes 217 (39.2)
% of full-time post
<20 34.(6.1)
20-50 67 (12.1)
50-80 136 (24.5)
>80 317 (57.2)
Experience working in CFHC (in years)
<2 57(10.3)
2-5 120(21.7)
6-10 137 (24.7)
>10 240 (43.3)
How many PHNs work at the CFHC
1 (only me) 24 (43)
2-5 PHNSs (small CFHC) 234 (42.2)
6-10 PHNs (Medium CFHC) 171(30.9)
> 10 PHNs (Large CFHC) 125 (22.6)
Other professions at the CFHC
CFHC-doctor 537 (96.9)
Midwife 492 (88.8)
CFHC receptionist 450 (81.2)
Auxiliary nurses/staff 64 (11.6)
Physiotherapist 419 (75.6)
Occupational therapist 115 (20.8)
Other 133 (24.0)
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Table 2 (continued)

PHNSs (N 554) n (%)

Does the CFHC provide and carry out the 14 consultations recom-
mended in the guidelines?

Yes 426 (76.9)
No 39(7.0)
Most of the times 88 (15.9)
Don't know 1(2)

2 Child and Family Health Clinic
b Registered Nurse
€ public health nurse

4The answer lead to a follow-up open-ended question asking ‘which other
professions?’ (not included in current study)

PHNSs reported being contacted by parents outside of
their regular working hours. Parents reached out through
various means, including work phones (46.9%), private
phones (22.8%), social media (13.2%), or email (6.2%)
(not in tables).

Interdisciplinary collaboration

A total of 31.8% contacted general practitioners (GPs),
mostly infrequently (<1/year) when suspecting child
maltreatment (Table 4). Similarly, referral to special-
ist healthcare services was reported by 35.4%, with only
4.6% doing so frequently. A total of 17.0% had contacted
the police, primarily about physical violence (73.4%).
A significant number of PHNs (71.1%) in our study had
prior experience of filing reports to the CPS. The distri-
bution of these reports was even across various types of
maltreatment, with neglect being identified as the most
prevalent cause (75.5%). More than 80% of respondents
reported rarely or never being invited for collaboration
meetings with CPS following the submission of their
concerns. The PHNs reported infrequent invitations for
collaboration initiated from others with concerns about
a child. In the statements about collaboration with the
7-point Likert scale (Supplementary Table 2), it was evi-
dent that collaboration was rated high between midwives
(6.1, 1.18) and PHNSs, as well as other professions (6.0,
1.03) within the CFHC. However, these ratings exhibited
a decline in the case of collaborative interactions state-
ments involving CPS (4.2, 1.65).

Experience and factors influencing PHNs' suspicions

of child maltreatment

Table 5 presents the findings regarding PHNs experi-
ences in suspecting different forms of child maltreatment
at CFHCs. The majority of PHNs reported encounter-
ing cases involving suspicions of all various types of
maltreatment.
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Table 3 PHNs® procedures in preventing and detecting child maltreatment (N 554)

In my effort to prevent or detect child maltreatment n (%)

I assess for risk factors/stressors in the family at (n=554)
Every consultation 238 (43.0)
Specific/targeted consultations 234 (42.2)
Based on indications 81(14.6)
Don't know 1(2)

| ask the parents about their own childhood at (n=554)
Every consultation 4(7)
Specific/targeted consultations 429 (774)
Based on indications 110(19.9)
Never 10 (1.8)
Don't know 1(2)

I teach/guide the parents about child maltreatment (eg. Sbs®, persistent crying and risk factors) at (n=554)
Every consultation 15(2.7)
Specific/targeted consultations 519 (93.7)
Based on indications 19 (3.4)
Never 1(2)

I talk about genital mutilation at (n=554)
Every consultation 1(2)
Specific/targeted consultations 191 (34.5)
Based on indications 309 (55.8)
Never 47 (8.5)
Don't know 6(1.1)

I have conversations about setting boundaries, discipline and corporal punishment (n=554)
Every consultation 27 (49)
Specific/targeted consultations 342 (61.7)
Based on indications 165 (29.8)
Never 16 (2.9)
Don't know 4(7)

I assess the child's well-being and weight at (n=554)
Every consultation 542 (97.8)
Specific/targeted consultations 509
Based on indications 7(1.3)

| assess the child’s physical development at (n=554)
Every consultation 513 (92.6)
Specific/targeted consultations 22 (4.0)
Based on indications 10(1.8)
Never 6(1.1)
Don't know 3(5)

I assess the child’s social development at (n=554)
Every consultation 540 (97.5)
Specific/targeted consultations 7(1.3)
Based on indications 6(1.1)
Don't know 1(2)

Do you provide extra consultations? (n=554)
Yes© 553(99.8)

“Approximately, how many extra consultations do you have a week? (n=553)
<2 118 (21.3)
2-5 374 (67.6)
>6 41 (7.4)
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Table 3 (continued)
In my effort to prevent or detect child maltreatment n (%)
Don't know 20 (3.6)
Do you ever get contacted by parents outside of working hours as a PHN? (n=554)
Yesd 351 (64.4)
Do you use instruments, such as brochures, film etc. in conversation about child maltreatment with parents/child?® (n="554)
Yes 553(99.8)

2 Public health nurse
b Shaken Baby Syndrome
“Triggered follow-up question/the follow up question

4 Triggered the follow-up question In what way? (not in table)

€ The question has been revised for international comparability. The Likert scale responses were consolidated into 'yes, and ‘do not use’ was categorized as 'no! Details

on the tools is presented in Box1

Among the PHNs who reported having suspicions, the
majority expressed experiencing infrequent encounters
with all the different types of maltreatment, with such
incidents typically occurring less than once a year. There
were variations in the reported frequency, with some
PHNSs reporting more frequent encounters. Psychologi-
cal/emotional violence was the most frequent suspected
form of maltreatment, with 149 PHNs (32.2%) reporting
encounters with more than three children per year where
they suspected this form of maltreatment.

In the logistic regression analysis presented in Table 6,
the association between age and suspecting physical vio-
lence remained significant in the multivariate logistic
regression for PHNs over 61 having higher odds (AOR:
2.59, CI: 1.07-6.28). PHNs under the age of 40 demon-
strated higher odds of suspecting witnessing parental IPV
compared to their older counterparts (AOR: 1.86 95% CI:
1.05-3.31). Years of experience in CFHC also exhibited
significant associations, with PHNs having less than 2
years of experience showing lowered odds in all the dif-
ferent types of child maltreatment. Additionally, having
additional education was associated with increased odds
of suspecting sexual violence (AOR: 1.71, CI: 1.16-2.52).
Employment status and the number of PHN colleagues
in CFHC did not show significant associations with any
type of child maltreatment in the multivariate analysis,
except from suspicions of neglect and sexual violence
where PHNs in medium CFHC had reduced odds.

Discussion

This study aimed to investigate how PHNs at CFHCs
implement the National Clinical Guidelines in regards
to prevention and identification of child maltreatment,
focusing on clinical procedures and interdisciplinary col-
laboration. Additionally, we explored variables correlated
with an elevated rate of child maltreatment identification.

The PHNs in this study largely adhere to the recom-
mended procedures described in the guidelines. They
routinely screen for child maltreatment, assess familial
risk factors, provide preventive measures such as antici-
patory guidance and educate parents about child mal-
treatment, and offer additional follow-up when needed.
Only a few PHNs reported to never talk about discipline
and corporal punishment.

These findings are consistent with the qualitative
study conducted among PHNs in CFHC prior the sur-
vey, where the PHNs at CFHC systematically and delib-
erately integrated efforts to prevent and detect prevent
child maltreatment as part of their regular practice [48].
Activities such as ongoing mapping and assessment of
risk factors, educating parents about child maltreat-
ment (eg. shaken baby syndrome) and tailoring follow-
up interventions based on individual needs were part of
this endeavor. Moreover, other studies support PHNs
adherence to the guidelines, although some disparities in
engagement with preventive procedures (27, 01). In Eija
et al,, 61% of the PHNs reported assessing family risk fac-
tors, while 67% reported discussing discipline with par-
ents [27]. In Suzuki et al.,, the study compared practices
between Finland and Japan found that 72% of respond-
ents in Finland engaged in discussions about risk factors,
whereas only 54% of health nurses in Japan did so [50].
In that study, 93% of respondents from Finland agreed
that the guidelines prompted changes in their work rou-
tines to align with recommendations, indicating a strong
commitment to adherence. Conversely, in Japan, only
13% agreed, suggesting a significant challenge in align-
ing practices with the guidelines. It’s worth noting that
these studies were conducted prior to or shortly after the
WHO European report focusing on child maltreatment
prevention, which emphasizes the assessment of risk fac-
tors and parental support, as well as a low acceptance
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Table 4 Interdisciplinary collaboration when suspecting child maltreatment

n (%)

Have you ever contacted a GP? with concerns of child maltreatment? (n=554)

Yes 176 (31.8)
How often? (n=176)

<1ayear 124 (70.5)

1-2 times a year 44 (25.0)

3 times or more 6(3.4)

Missing 2(1.1)
Have you ever contacted a specialist healthcare service (e.g.. pediatric department) with concerns of child maltreatment? (n=554)

Yes 196 (35.4)
How often? (n=196)

<1ayear 116 (59.2)

1-2 times a year 68 (34.7)

3 times or more 9(4.6)

Missing 1(5)
Have you ever reported concerns of child maltreatment to the police?

Yes 94 (17.0%)
With what type of concerns? (n=94)

Physical Violence 69 (73.4)

Psychological/emotional violence 33(35.1)

Neglect 13(13.8)

Witnessing parental IPV© 43 (45.7)

Sexual abuse 44 (46.8)
Have you ever reported concerns of child maltreatment to the CPSP? (n=554)

Yes 397 (71.7)
With what type of concerns? (n=397)

Physical Violence 286 (72.0)

Psychological/emotional violence 275 (69.3)

Neglect 300 (75.5)

IPV 265 (66.8)

Sexual violence 119 (30.0)
In cases where you have filed a report to CPS. How often are you called in for a collaborative meeting about the family by CPS? (n=397)

Never 143 (36.0)

Rarely 198 (49.9)

Nearly every time 52(13.1)

Allways 3(.8)

Missing 1(3)
How often are you invited for collaboration by the following entities regarding concerns for a child? (n=554)
GP

<1 ayearornever 480 (86.6)

1-2 times a year 53(9.6)

>3 times a year 21(3.8)
CPS

<1 time a year or never 287 (51.8)

1-2 times a year 58(10.5)

>3 times a year 8(1.4)
Police

<1 time a year or never 539 (97.3)

1-2 times a year 14 (2.5)

>3 times a year 1(2)
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Table 4 (continued)

n (%)
Hospital/children ward
<1 time a year or never 488 (88.1)
1-2 times a year 58 (14.1)
>3 times a year 8(14)
2 general practitioner
b Childrens Protective Service
¢ Intimate Partner Violence
Table 5 PHNs® experience of suspecting child maltreatment. (N="544)
Have you encountered any children in your work at the CFHC® whom you suspected of being victims of n (%)
Physical violence (n=554)
Yes 391 (70.6)
How often do you encounter children at CFHC where you suspect physical violence? (n=391)
<1 ayear 159 (40.7)
1-2 ayear 165 (42.5)
>3 ayear 55(14.1)
Don't know/remember 12 (13.1)
Psychological/emotional violence (n=554)
Yes 465 (83.9)
How often do you encounter children at CFHC where you suspect emotional/psychological violence? (n=465)
<1 ayear 84 (18.1)
1-2 ayear 217 (46.7
>3 ayear 149 (32.0)
Don't know/remember 15(3.2)
neglect (n=554)
Yes 452 (81.6)
How often do you encounter children at CFHC where you suspect neglect? (n=452)
<Tayear 172 (38.1)
1-2 ayear 193 (42.7)
>3 ayear 74 (16.4)
Don't know/remember 13(29)
witnessing parental IPV¢ (n=554)
Yes 428 (77.3)
How often do you encounter children at CFHC where you suspect witnessing parental IPV? (n=428)
<1 ayear 149 (34.8)
1-2 ayear 202 (47.2)
>3 ayear 60 (14.0)
Don't know/remember 15(3.5)
Missing 2(4)
Sexual violence (n=554)
Yes 190 (34.3)
How often do you encounter children at CFHC where you suspect sexual violence? (n=190)
<1 ayear 143 (75.3)
1-2 ayear 40 (21.1)
>3 ayear 201.1)
Don't know/remember 5(2.6)

2 Public Health Nurse
b Child and Family Health Clinic

¢ Intimate Partner Violence
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of corporal punishment [14]. The Norwegian guidelines
were revised and updated in 2017, with the chapter on
child maltreatment receiving enhanced focus on both
prevention and detection [28], implying that Norwegian
PHNs have had a longer period to integrate this change
into their practice.

Nearly all of the PHNs in our study reported to pro-
vide additional consultations for children and more than
half of PHNs reported being in touch with families out-
side of working hours. This contrasts with the findings
from a study among healthcare professionals in pediatric
departments in Norwegian hospitals, where there was lit-
tle inclination to further follow up on children, despite
concerns about child maltreatment [44]. Although our
findings indicate a high level of availability and a strong
commitment from PHNSs, the Norwegian official reports
contends that there are too few reports of child maltreat-
ment and reported cases could have been detected earlier
[34, 35]. The thorough follow-up described by the PHNs
may reflect concerns and uncertainty, which is consid-
ered a barrier in reporting child maltreatment [27, 39,
48, 51]. A Danish study about management of child mal-
treatment suspicions in general practice found that GPs
and practice nurses often felt left to themselves manag-
ing their suspicions, especially in cases without clear
signs and emphasized the importance of scheduling new
appointments as a strategy to track the child’s progress
and maintaining a relation to the child’s family [51]. The
extensive follow-up may also indicate that PHNs are try-
ing to address the child’s needs in other ways than report-
ing. Findings from a quantitative study indicated that
primary care professionals did not fulfill their mandatory
obligation diligently; instead, they suggested address-
ing it through alternative means to provide assistance
[52]. In Midtsund et al’s qualitative study, several PHNs
reported negative experiences when reporting to CPS,
such as CPS dismissing cases where the PHN had seri-
ous concerns and felt a strong commitment to follow up
on the children [48]. The statistics from Statistics Norway
(SSB) show a significant increase in the concern reports
reviewed by CPS when children are older and done with
the follow-up from the CFHC. In 2022, there was a 66.5%
rise in the concern reports within the age group 6-12
years compared to children in the age group 0-5 years
[53]. This shift raises important questions about the
extent of support provided, whether PHNs are taking on
excessive responsibility and prolonging their involvement
or might illustrate the need for more knowledge about
actions and decisions from CPS.

Many PHNs in our study had experience in suspecting
child maltreatment and submitted reports of concern to
CPS, but they were rarely invited for collaboration meet-
ings. Several studies conducted in primary care settings
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describe the frustration experienced by healthcare pro-
fessionals regarding children referred to CPS and the lack
of information sharing about what happens [38, 48, 54,
55]. Confidentiality is frequently cited as a barrier [39].
However, two recent qualitative studies conducted within
primary care among GPs and PHNs did not perceive con-
fidentiality obligations as an obstacle to potential collab-
oration [48, 55]. Instead, they explained that a one-way
flow of information and a lack of open dialogue perpetu-
ated lack of knowledge about CPS and uncertainty about
their family’s situations (ibid).

In addition to the lack of collaboration with CPS,
our study revealed limited collaboration among vari-
ous stakeholders within the health sector, including GPs
and hospitals. These findings are consistent with prior
research and lack of collaboration across disciplines [24—
26]. Moreover, previous research suggests that detect-
ing child maltreatment in primary healthcare settings,
such as in CFHCs, can be challenging primarily because
healthcare professionals often encounter less severe and
acute clinical conditions, making it difficult to identify
child maltreatment [40]. The majority of PHNs in our
study have encountered situations where they suspected
different forms of child maltreatment, with psychologi-
cal/emotional violence and neglect being the most fre-
quently reported. It became apparent in the follow-up
question that suspicion of all forms of maltreatment was
an uncommon occurrence. Physical violence was the
second least suspected, and sexual violence even less. In
Midtsund et al. study (2023) PHNs explained because
CFHC check-ups are prescheduled, voluntary, and non-
urgent, and therefore easier to cancel if there are bruises
or marks needed to hide [48].

Concurrently, other research argues that diagnosing
child maltreatment poses specific challenges for hospital
healthcare professionals due to uncertainty [56]. Deci-
sions must be made swiftly due to the potential harm to
the child and the inherent uncertainties and ambiguities
that cannot be entirely eliminated. Considering these
findings, collaboration between primary healthcare and
specialized healthcare settings is essential. PHNs, who
have been involved in monitoring the child’s develop-
ment over time, assessing risk factors, and developing a
deep understanding of the family dynamics, can contrib-
ute significantly to a more comprehensive assessment
for hospital healthcare professionals who deal with acute
injuries. Additionally, information from hospital admis-
sions could provide a more holistic picture and poten-
tially reinforce or alleviate existing concerns of PHNs
regarding a child’s well-being. Findings in a meta-synthe-
sis of qualitative studies indicate that mandate reporters,
as health care providers, struggle to identify and respond
to less obvious forms of child maltreatment and more
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effective communication and information sharing would
be of interest of all services for better assessments and
support in child maltreatment [40].

In our study there was a notable difference in the inci-
dence of suspicions of child maltreatment based on age
and years of experience among PHNs in CFHCs. Our
findings suggest that experience and age may influence
the ability to recognize signs of physical violence. Older
PHNs had higher odds of suspecting physical violence
than younger PHNSs, and PHNs with less than two years
of experience reported less experience in suspecting mal-
treatment, in contrast to those with more experience.
This is contrary to findings from a Finnish study among
PHNs where neither age nor the number of years of expe-
rience as a nurse had a significant impact on the ability to
identify or suspect child maltreatment [27]. Their study
further showed that PHNs who had received training
on child maltreatment demonstrated superior abilities
in identifying maltreatment compared to their counter-
parts who lacked such experiences. In our study, how-
ever, additional education was found to be significant
only in suspecting sexual violence. It is worth noting that
the potential relationship between years of experience
and suspicion of child maltreatment could be attributed
to encountering a larger number of children in total.
This exposure and accumulated experience may con-
tribute to a sense of confidence in recognizing signs of
maltreatment.

In a recent study conducted in Greece involving
healthcare professionals from 60 hospitals, the findings
revealed that older participants were more prone to sus-
pect child maltreatment [57]. In contrast, we observed
variations in the suspicion of child maltreatment across
age groups and different forms of maltreatment. Specifi-
cally, we found an inverse relationship between age and
suspicion of witnessing parental IPV, where PHNs under
the age of 40 displayed a higher tendency to suspect wit-
nessing parental IPV compared to the reference group.
A possible explanation for this contrast could be that
PHNs under the age of 40 received their PHN education
more recently, after the 2017 update of guidelines that
incorporated witnessing parental IPV as forms of child
maltreatment.

Strengths and limitations

This study demonstrates several strengths, including a
large sample size with a wide geographic distribution.
Although it is important to acknowledge that recruiting
through the register of the Norwegian Union of Public
Health Nurses may introduce concerns sampling bias, as
membership may attract specific types of PHNs. Addi-
tionally, PHNs who participated in the study may have a
particular interest in the subject matter, and those who
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do not adhere to guidelines may be less likely to partici-
pate. Not all PHNs in Norway are members of this Union,
which may raise introduce concerns of generalizability.

The absence of non-union members in the study pop-
ulation challenges external validity, so caution should
be exercised in generalizing the findings. Using internet
questionnaires may introduce response bias, and the low
number of participants in the oldest age group leads to
wide odds ratios.

Another limitation is the absence of a suitable validated
questionnaire, which raises concerns about data accuracy
and validity. However, the careful step-by-step approach
in questionnaire development, despite its lack of formal
validation, can be considered a strength. Multiple tests
and iterations were conducted to ensure validity, provid-
ing a strong foundation for data collection.

Implications for practice

Research focusing on public health approaches to reduce
child maltreatment is limited, and this study contrib-
utes to filling a knowledge gap in primary healthcare
and offers valuable insights into the practices in of PHNs
work regarding the detection and prevention of child
maltreatment. This study provides a better understanding
of Norwegian PHNs work regarding procedures and col-
laboration in primary care and CFHC setting. Addition-
ally, the study confirms the lack of collaboration reported
among various stakeholders, highlighting the need to
address the issue and develop collaboration strategies to
improve communication in the efforts to detection and
prevention of child maltreatment.

The results can be utilized to develop and implement
joint training for various professional groups. It is possi-
ble to foster practical collaboration through interdiscipli-
nary training. The training should focus on familiarizing
staff with the tasks of employees in other agencies/organ-
izations, and on discussing what interdisciplinary col-
laboration means for each individual employee and for
different professions. Training should also explore the
prerequisites necessary for interdisciplinary collabora-
tion and how it can be promoted.

Conclusion

While PHNSs in the study diligently adhere to the guide-
lines, suspicion of child maltreatment remains relatively
uncommon. PHNs employ various clinical strategies in
their efforts to detect and prevent child maltreatment.
The study also outlines the lack of collaboration and
highlights the need for improvement in this area. The
findings further underscore the importance of fostering
interprofessional collaborative skills, particularly among
healthcare professionals such as hospital staff, GPs, and
PHNS, as well as with CPS. This study provides a better
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understanding of the clinical procedures and assess-
ments conducted by PHNs in the CFHC to prevent and
detect child maltreatment. This insight fills a knowledge
gap in the literature, providing increased understanding
to other collaborators and thus facilitating better col-
laboration. The findings do not explain why there are
too few cases of child maltreatment detected but pro-
vide insight into how PHNs implement the guidelines.
Additionally, they suggest that age and experience may
be influencing factors in the detection of child maltreat-
ment. Although research on interventions aimed at
preventing child maltreatment is challenging to dem-
onstrate effectiveness, it is crucial to examine measures
implemented for this purpose. This includes gaining
knowledge about various tools described in the guide-
lines, such as the film ‘In Safe Hands, from the perspec-
tives of both parents and PHNS.
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