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ABSTRACT

Aim:Childabuseandneglectisapublichealthcare problemwith medical, legal, developmentaland psychosocial comprehension,
having complex causes and tragic consequences. The incidence of it in societies is not fully detected. We aimed to measure
the knowledge levels of doctors and allied healthcare personnel in emergency departments (ED) about child maltreatment,
compare with non-healthcare control group and find out the altering factors.

Material and Methods: In our study, a group of 400 consisted of ED doctors, pediatricians and other healthcare providers who
were working in Teaching, University and General Hospital ED in Ankara and 105 subjects as a control group were included. A
survey consisting of the demographic questions which also had myth part about child abuse and neglect was configured.

Results: Among the demographics and myth beliefs, it was found that the institutions where the doctors and allied staff work
affect their belief in myths, the experience duration is a variable between healthcare staff, receiving training about child abuse
is an altering factor for success rate and having children of own doesn't affect the accuracy significantly (P > 0.05). The success
rates of the control group showed similarity with allied personnel to each myth (P > 0.05). However, the control group had low
accuracy on myths 7,18, 19, 22, 25, 27, 30, and 35 than doctors.

Conclusion: All the healthcare providers who work in pediatric and emergency medicine clinics where pediatric patients are
encountered mostly should know signs and symptoms of child abuse and neglect, in addition have responsibilities for reporting
them to the legal departments. Furthermore, regular training programs should be applied both to community and healthcare
system to disprove the myths on this topic.
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Amag: Cocuk istismari ve ihmali, karmasik nedenleri ve trajik sonuclari sebebiyle tibbi, yasal, gelisimsel ve psikososyal bir halk
saghgi sorunudur. Toplum icindeki gercek insidansi tam olarak bilinmemektedir. Calismamizda acil servislerde calisan hekimler

ve yardimai saglik personelinin cocuk istismari ve ihmali hakkinda bilgi diizeylerini 6lcmeyi; elde edilen sonuglari saglik calisani
olmayan kontrol grubuyla karsilastirmayr amacladik.

Gereg ve Yontemler: Calismamiza Ankara ilindeki Egitim Arastirma, Universite ve Devlet hastanelerinde calisan acil doktorlari,
pediatri hekimleri ve diger saglik calisanlarindan olusan 400 kisilik bir calisma grubu ve 105 katilimcidan olusan kontrol grubu
dahil edilerek yapilmistir. Katilimcilara hem demografik sorulardan olusan hem de cocuk istismari ve ihmali konusunda genel
olarak inanilan mitleri iceren birer anket uygulanmistir.

Bulgular: Demografik sorular ve mitler iceren ankette, doktorlar ve yardimci saglik calisanlarinin ¢alistiklari kurumlarin mitlere
bakis acisini etkiledigi, deneyim siresinin saglik calisanlari icin bir degisken oldugu, ¢ocuk istismari konusunda egitim almig
olmanin belirleyici oldugu fakat ¢ocuk sahibi olmanin cevaplardaki dogrulugu anlaml sekilde etkilemedigi tespit edilmistir
(p>0,05). Kontrol grubunun basari oranlar her mit icin yardimci saglik personeli ile benzerlik gostermistir (p> 0,05). Ancak
kontrol grubunun 7, 18, 19, 22, 25, 27, 30 ve 35 numarali mitlerde doktorlara gore diistik dogruluk oranlar tespit edilmistir.

Sonuglar: Acil servislerinde ve cogunlukla ¢ocuk yas grubunun bakildigi pediatrik acil servislerinde calisan tim saglk
calisanlarinin ¢cocuk istismari ve ihmaline dair belirti ve bulgularini bilmeleri gerekmektedir. Ayrica yasal birimlere bildirmeye
yonelik sorumluluklari mevcuttur. Bu konudaki mitleri ctiriitmeye yonelik diizenli egitim programlari hem saglik sisteminde

hem de toplum diizeyinde uygulanmalidir.

Anahtar kelimeler: Cocuk istismari, ihmal, cinsel istismar

Introduction

Child abuse and neglect is a public healthcare problem
with medical, legal, developmental and psychosocial
comprehension, having complex causes and tragic
consequences. The incidence in societies is not fully detected.
The description of child abuses and neglect (sometimes
referred to as child maltreatment) by the World Health
Organization (WHO) includes all forms of physical and
emotionalill-treatment, sexual abuse, neglect and exploitation
that results in actual or potential harm to the child’s health,
development or dignity [1]. According to WHO, it's estimated
that 57 thousand children suffered death because of child
abuse and neglect in the year 2000. However, it's believed that
the data on mortality are incomplete and the true numbers
are estimated to be higher than the calculated figures [2].

From the time that human beings came into existence, cases of
child abuse have occurred in every different society and culture.
Some groups have worked for the prevention of violence against
children from the very ancient times. However, for a long time
these studies didn't take attention of the public until finally in
1962, the violence and abuse against children gained importance
after the publication of “Battered Child", an article by Kempe et al
[3]. Since then, the literature dealing with child abuse and neglect
has been increasing with high quality work being done and
reported on the many dimensions related to the epidemiology,
mechanism, treatment, and prognosis of child maltreatment.
Efforts are being directed toward developing an evidence-based
approach to the prevention of child abuse and neglect but
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it’s still a fact that the number of abused children is increasing
although the efforts to prevent child abuse all over the world
with each passing day. Child maltreatment is underreported in all
countries mostly despite mandatory reporting policies. Several
studies indicated that the main causes are unawareness of legal
written protocols regarding reporting of child maltreatment,
incorrect reporting knowledge, recognizing deficiency of abuse
and interviewing techniques [4-7]. Therefore, there has been lots
of studies regarding the level of knowledge and perspectives
of different health provider groups to identify and to spot the
problematic steps (prehospital providers, physicians, nurses,
allied health workers, team directors) [6-13].

In the society in which it is told, a “myth”is a way of mysterious
storytelling usually regarded as a true account of the remote
past. It consists of excerpt thoughts and stories that are not
certain to be true. Although the definition of child maltreatment
is constant, still it is considered to be exploited by the socio-
cultural beliefs, and myths vary according to the conditions in the
affected communities [14]. The real incidence of child abuse is
still controversial due to differing social beliefs. The role of health
care providers in the detection, treatment and prevention of
child abuse is undeniable. They should not be affected by cultural
myths and should work toward using scientific definitions to
disprove these myths. Emergency medicine physicians, nurses,
allied health care staff and social workers have an important role
as much as pediatricians in this regard.

In our study, we aimed to investigate the myths and the level
of knowledge of the physicians and the other health care staff
working in the emergency department regarding child abuse.



Material and Methods

This multicenter and descriptive study was based on a
questionnaire distributed in our capital city, Ankara, between
April and June 2012. Volunteer physicians and allied health staff
working in the emergency departments of our city (nurses and
health technicians) were included. The study was carried out with
both pediatric and adult emergency department staff due to the
management of pediatric trauma patients in many centers by
emergency medicine specialist and residents in our country.

The questionnaire forms were sent to 3 universities, 5 teaching
and 3 state hospitals. All the filled-in forms were randomly
evaluated by 200 physicians and 200 allied healthcare staff.
In the control group, a total of 105 people were selected
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randomly among at least college graduated non-healthcare
professionals with similar demographic status of study group.
The questionnaire form consists of 2 parts. In the first section,
demographic information of the participants was collected;
in the second section, the myths about child abuse were
explored using questions about 37 common but incorrect
beliefs. Information on previous training of child abuse was
also collected. The myths in the form were a collection of
the most frequent child abuse and neglect issues and wrong
beliefs which confront the medical and health professionals
which are investigated and discussed by many national and
international organizations like ASCA (Adult Surviving Child
Abuse) and UNICEF [15-25]. The participants were asked to
answer “right” or “wrong” to the myths (Table 1).




(/!\)
>

Volume 8 Number 1 p: 16-22

Results were based on descriptive statistics. During the
second part of the survey, an exploration of 37 myth belief
items, if the participant chose “right’, it was interpreted
labeled as “1". Likewise, indication of “wrong” labeled as “2". We
chose to calculate a “success score” for each group according
to this labeling based on the number of correct answers.
The number of groups forming the data among physicians
and allied healthcare staff were equal. Therefore, in order to
accurately compare success scores, the contribution of the
number of data to obtained score was projected. In this way,
the contribution of each participant was emphasized in the
calculation of the success score. The aim was to be able to
have comparable obtained data results with (0, 1) interval.

In the case of all myths being believed by the study group, the
lowest obtained group score is equal to data number of the
group and this score is referred to as base score. For example,
when evaluating a group of 104 male doctors, if a single myth
is found to be believed by the whole group, they receive a
base score of 104, indicating the worst scenario for this item
of evaluation. When the obtained score of a group is greater
than the base score, it indicates well-informed disbelief as
success using the same ratio. For example, if the male doctor
group has obtained a total score of 174, 104 of this score will
be the base score. We find the success score by subtracting the
base score from the total score; for this example, the success
score is 70 (174-104=70). When we are projecting the sample
number to the success score, we can formalize it in the way of
myth = (Total score-base score)/sample number (m=success
score of a group, n=myth score of the group). For example, for
the first myth in the male physician group, the success score is
calculated by: Myth 1 Male Physician = (174-104) / 104 = 0.67.
We have used Microsoft Excel 2010 throughout the study.

Results

Of the 200 participant physicians in our study, 146 (73%) are
emergency medicine specialists, 42 (21%) are emergency
medicine residents and 12 (6%) general practitioners. The
figure of 200 allied healthcare staff includes 162 (81%) adult
emergency department nurses and 38 (19%) pediatric
emergency department nurses. In the control group, 68
(64.7%) subjects have a university license, 32 (30.4%) have
a master license and 5 (4.7%) just have a college education.
The professional fields of the control group include university
faculty, police, teachers and engineers.

The overall mean age of the participants was 29.54 (min: 18,
max 58), the overall mean age of physicians was 30.92 (min
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24, max 51) and the average age of allied health staff was
26.85 (min 18, max 58). The control group had an average age
of 32.05 (min 19, max 50). Gender subgroups were equally
distributed in physician and control group (male/female
ratio; 104/96, 48/57) but significant female intention in allied
health staff were noticed (46/154). Experience durations were
equally distributed for physician and allied staff in year base.
Physician reported receiving more professional educational
opportunities than and allied staff (Training programs +
congress / symposium; 93+20, 85+6). For control group, these
numbers were quite low (4+2). All three groups were mainly
parents (Having child of own/no child; 133/67 for physicians,
149/51 for allied staff and 68/37 for control group). The
demographic data of 200 physicians, 200 allied health staff

and 105 control group subjects is summarized in Table 2.

A total of 505 participants were asked to complete the
questionnaire about child abuse. The questionnaire included
37 myths. The beliefs on these myths were evaluated. The
correct answer rates between 80-100% were considered
successful. The myths which the physicians, staff and control
groups all answered successfully were numbers 3, 5, 8, 10, 12,
13,16 and 31.In general, all groups failed in number 2, 18, 25,
34, and 35 (Figure 1), widely believing the myths.
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Figure 1: The rates of beliefs in myths by all groups
Itisinvestigated whether the institutions where physicians work
affect their belief in myths or not. The results from physicians
practicing in Teaching Hospitals and University Hospitals
showed similar rates of accuracy, but the results collected from
State Hospitals showed the lowest rate of accuracy (P < 0.05)
(Figure 2). In the results collected from the allied medical staff,
the results from State and Teaching hospitals showed similar
rates of accuracy but they showed lower success rate compared
to University hospitals colleagues (P < 0.05) (Figure 3).
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Figure 3: The rates of beliefs among allied healthcare staff according
to their institutions

It was evaluated during the study that if the duration of
work in emergency departments by participating physicians
and allied health staff is a variable factor in beliefs on myths
about child abuse. Physicians with less than three years of
experience had lower accuracy rate identifying myths about
child abuse compared to physicians with more than three

years of experience (P < 0.05) (Figures 4,5).
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Figure 4: The rates of beliefs among doctors according to their
working durations
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Figure 5: The rates of beliefs among allied healthcare staff according

to their working durations

It is also assessed by enquiring about the education history
of physicians and allied staff that whether receiving training
about child abuse is altering belief in myths or not. It was found
that the educated physicians and allied health staff group had
higher rates of accuracy to the queried myths (P < 0.05).

No significant difference on myth beliefs was detected
between physicians and other healthcare staff with children
of their own and those without any children (P > 0.05). In our
study, the difference in beliefs among emergency department
medical staff and the control group was examined. The
success rates of the control group who were not members of
healthcare showed similarity with allied health staff to each
myth (P > 0.05). However, the control group had higher belief
rates on myths 7,18, 19, 22, 25, 27, 30, and 35 than emergency
physicians. It was noticed that the control group had a
particularly significant high belief in the wrong myth of “The
concept of child abuse varies according to the culture” The
most widely wrong beliefs for each of the three occupational
groups were myths number 2, 34 and 35. In our study, more
than 90% in all groups stated that they do not believe in 5, 8,
12,13 and 37 numbered myths (Figure 1).
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Discussion

The high rates of incorrect belief in the description of abuse
as “physical violence against children” may be explained by
incomplete and inadequate information on the true definition.
Physical violence is more prevalent than other kinds of
abuse, so sexual abuse and neglect are often forgotten when
identifying child maltreatment. In terms of knowledge among
the participants in our study and all over world, emotional
abuse of children is underestimated or disregarded.

In our study, we have investigated physicians from different
institutions if the beliefs in the myths about child abuse are
changing. The results from the physicians practicing in Teaching
Hospitals and University Hospitals showed similar rates of
accuracy, but the results collected from State Hospitals showed
the lowest rate of accuracy. In the results collected from the
allied staff, the results from State and Teaching hospitals showed
similarly low rates of accuracy compared to the results of high
accuracy collected from University hospitals. It was detected
in our study that physicians and allied health staff who had
received an education in child maltreatment more frequently
answered questions correctly. The difference in the rates of
accuracy may come as a result of academic healthcare staff’s
opportunity to access more scientific publications, to participate
in scientific meetings and the extra attention given to post-
graduate education by University and Teaching hospitals.

It was found that among the participant physicians and allied
health staff, physicians with less than three years of experience
had a lower success score compared to physicians with more than
three years of experience. This finding confirms that obtaining
education and experience contribute to altering belief in myths.

In our study, the ratios of belief in myths of both men and women
in the physicians and allied medical staff were almost parallel
with each other, but women had a slightly higher accuracy rate.

It is also detected that physicians and allied staff with
children of their own had more accurate answers but it is not
statistically significant. In the same way, in a study of Akcay
et al conducted in istanbul University; factors of expertise,
gender, state of having kids and duration of training of the
physicians do not cause statistically significant difference
in approaches to child abuse [26]. The most correct answers
were given from the Departments of Emergency Surgery and
Trauma and Pediatrics. Physicians with female gender and
specialty education duration with more than four years were
more successful than most. In the study of Al-Moosa et al,
young female physicians were more successful in recognizing
child abuse compared to other demographics [7]. Also there
was no difference in results due to having children [8-9].
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In our study we searched for any difference between healthcare
providers and the control group. The ratio of accuracy for
the myths in the control group was similar to that of allied
healthcare staff, but the control group had more belief in myths
than emergency medicine physicians. The control group had a
high belief in the myth “the concept of child abuse may vary
between cultures”. At the same time, the control group had less
belief than physicians and allied staff in the myth that “Abuse is
defined as physical violence against children”.

In both diagnosis and treatment of child abuse and neglect, a
multidisciplinary approach is necessary. Physicians, especially
those in pediatric and emergency care who are commonly faced
with cases of abuse, have an unavoidable ethical, moral and
legal responsibility to recognize signs and symptoms of child
maltreatment and notify legal units. Child abuse has a specific
definition and should no longer be tolerated due to outdated
cultural mentalities [14]. Regular community education programs
should be applied in our society to correct the wrong belief in myths
regarding child maltreatment as many studies suggest [27-30].

Limitations of the study: This study may not generalize to all
emergency health providers in Turkey, especially considering that
most of the centers in Ankara, pediatricians have a more active
role on these patients in emergency departments. Probably,
pediatricians may have better knowledge about child abuse and
better results than the other health allied staff and control group.

As a conclusion, our study shows significant deficiencies in
several critical knowledge areas, including identification of child
maltreatment. These findings highlight the need for increased
education in the realm of emergency care. National legal
protocols regarding reporting suspected cases of maltreatment
must be well designed and more applicable. Therefore, the
inclusion of programs in child abuse mythology in periodic
post-graduate training programs and the curriculum of medical
and nursing schools should be considered.

More extensive studies to examine child abuse and neglect
are needed in our country. Further studies are vital not only
for the collection of medical statistical data, but also for the
awareness and prevention of child abuse in Turkey.
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