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Background Child maltreatment is a public health problem of global magnitude. This thesis
examined different aspects of the multi-sector response to child maltreatment in Sweden and
in Europe.

Aims To explore how child physical abuse (CPA) is disclosed and how adolescents perceive
adult support when they report physical abuse. To examine how police-reported cases of
suspected CPA were associated with criminal investigation procedures and prosecutions. To
assess how physicians who care for maltreated children across Europe are organised to recognise
and respond to child abuse and neglect. To investigate time trends in rates of childhood deaths
in Sweden recorded as due to external, ill-defined and unknown causes, from 2000 to 2014.

Methods We analysed data from a school-based national survey of adolescents, police
records of reported suspected CPA in a metropolitan area, a purposeful survey of European
child abuse physicians and individual-level data from the Swedish cause of death register. We
used quantitative methods to calculate prevalence, descriptive statistics, odds ratios, logistic
regression and trends in mortality rates. Qualitative methods included content analysis and
narrative synthesis.

Results Only a minority of reported CPA was brought to the attention of professionals and
the most prominent barrier to disclosure was lack of trust in adults or authorities. The police-
reported cases of suspected CPA were characterised by high severity, but only a small proportion
of the 158 alleged child victims were physically examined and only half were forensically
interviewed. All 88 responding physicians in 22 European countries described multidisciplinary
involvement in the management of suspected child maltreatment, but wide variations in the
organisational approaches were revealed. A sustained decline in childhood deaths from external
causes during a 15-year period was observed. A sizeable number of infant deaths were recorded
each year as ill-defined or with incomplete documentation from clinicians.

Conclusions The results presented in this thesis suggest that the multi-sector response in
Sweden and in Europe is insufficiently organised, with no clear mandate for the health sector
to robustly combat child maltreatment, and that this may undermine the ability of society to
adequately protect children.
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“Children are not the people of tomorrow, but are people of today. They have 
a right to be taken seriously, and to be treated with tenderness and respect.” 

Janusz Korczak (1878-1942) 
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Preface 

As part of my postgraduate fellowship training in child abuse medicine at Bos-
ton Children’s Hospital in the mid 1990s, I joined the multidisciplinary child 
protection team. Working with a diverse group of professionals, whose exper-
tise included social work, paediatrics, paediatric nursing, child psychology 
and psychiatry, domestic violence and legal aspects, became a source of life-
long professional inspiration. I knew that there was only one way to address 
the complex issues involved in the early detection, intervention and prevention 
of child maltreatment and that was for engaged professionals from a range of 
disciplines to work together to provide a systematic, coordinated and con-
certed approach. Furthermore, I felt that the health sector, and paediatricians 
in particular, was a natural choice to lead the coordination of cross-agency 
collaboration on child protection. 

As sub-specialist consultants working in a clinical setting, my colleagues 
and I were often involved in cases later in the process, when there were already 
substantial concerns among frontline clinicians that a child had been abused 
or neglected. When we reviewed the child’s medical history, we often saw that 
the child had presented earlier to healthcare professionals with signs and inju-
ries that, in retrospect, should have raised concerns about abuse or neglect. 
However, the system failed to pick up those children and the outcomes for the 
child were sometimes devastating.  It became clear that paediatricians and 
other frontline clinicians often experienced difficulties when it came to recog-
nising child abuse, primarily because they lacked adequate training in this area 
and they were worried about the social and legal consequences of an abuse 
diagnosis. 

Healthcare professionals experienced a rapid and growing awareness of the 
issues of child maltreatment in the 1990s. The foundation for this was seminal 
work that had been carried out three decades earlier by Dr C Henry Kempe, 
who first highlighted child abuse as a public health problem with a 1962 paper 
on battered children (1).  Dr Kempe and his colleagues had developed the 
model for the multi-disciplinary child protection team at the University of Col-
orado in the late 1950s and they travelled throughout the US and Europe to 
increase awareness of the problem of child abuse, by speaking to paediatri-
cians, other healthcare professionals, policy makers and the public. Thousands 
of child protection teams now exist worldwide, modelled on that first Colo-
rado-based team.  
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Current challenges 
Child maltreatment is now an essential part of the medical care that we provide 
as paediatricians and, like all other areas of medicine, our response has been 
shaped by a wide range of factors. There have been concurrent developments 
in healthcare that have indelibly shaped how we practice medicine. The un-
derstanding and awareness of how frequently medical errors occur in the 
health system was first highlighted in the 1990s. This aspect of healthcare as-
sumed a new sense of urgency, led by clinician-researchers such as paediatri-
cian Donald Berwick, who looked at how industry refined quality improve-
ment systems for inspiration on how to analyse and address systemic failures 
in medicine (2). The total quality improvement movement emphasised the im-
portance of developing standards of care, providing clear delineation of team 
roles and the value of decision-making being entrusted to those with the best 
information, who were usually those on the front line. During the 1990s, cli-
nicians increasingly recognised that steps needed to be taken to counteract the 
sometimes inefficient and irrational variations that occurred in clinical deci-
sion-making. This led to the development of the principles of evidence-based 
medicine (EBM), defined by Dr David Sackett and his colleagues in 1996 as 
"the conscientious, explicit and judicious use of current best evidence in mak-
ing decisions about the care of individual patients” (3). 

The combination of these healthcare developments was the driving force 
behind my training in paediatrics and public health and my career in clinical 
paediatrics, which has focused on the care of vulnerable children. These con-
cepts continued to influence my career following a move to Sweden a decade 
later, where the country had already established a decades-long tradition of 
social paediatrics.  In 2009, the Swedish Paediatric Society called for a work-
ing group to be established on child maltreatment and it went on to become a 
statutory section of the Society in 2014. Since 2011, five academic children’s 
hospitals in Sweden have established multi-disciplinary child protection 
teams, largely as a result of the advocacy and support shown by the increasing 
national network of paediatricians who have demonstrated an interest in tack-
ling child maltreatment. 

In the first decade of the Millennium, Sweden built upon its strong record 
of developing innovative approaches to better address the problems of child 
sexual and physical abuse faced by society. Inspired by the experience of the 
US Children’s Advocacy Center movement, the Nordic model, called Barna-
hus or children’s houses, gained broad political acceptance (4). Dedicated pi-
lot Barnahus were established in six communities as a result of partnerships 
with law enforcement agencies, prosecutorial and municipal child protection 
authorities, paediatrics and child and adolescent psychiatry and forensic med-
icine. The model aimed to streamline the services that were provided to chil-
dren who were suspected victims of sexual or physical abuse, by collaborating 
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across agencies and co-locating their investigations in child friendly environ-
ments. 

It was against this background of longstanding clinical experience, en-
riched through encounters with hundreds of vulnerable children from diverse 
cultures and in a variety of multi-disciplinary settings, that the idea of this 
thesis came about. In 2011, I joined a research group led by paediatrician Dr 
Staffan Janson, then at Karlstad University, and currently a guest professor at 
Uppsala University. Dr Janson has pioneered studies on the prevalence of cor-
poral punishment and maltreatment of children, which have continued on a 
national basis since the introduction of the so-called anti-corporal punishment 
Act into Sweden’s Parental Code in 1979. 

The magnitude, risks, and consequences of child maltreatment as a public 
health problem, and the evidence base for preventive action and policy op-
tions, were articulated in the 2013 European report on preventing child mal-
treatment, which was published by the World Health Organization (WHO) 
European Regional Office for Europe (5). All 53 Member States of the WHO 
Regional Committee for Europe gave their unanimous support to a resolution 
on investing in children: the European child maltreatment prevention action 
plan 2015–2020 (6, 7). This resolution called for the health sector to take the 
lead in coordinating an inter-sectoral prevention response that focuses on im-
proving surveillance, developing a comprehensive national action plan for 
prevention and implementing prevention programmes.  

Although much of the work for the current thesis was initiated before the 
publication of the WHO report, action plan and subsequent adopted resolution, 
the policy efforts that have been communicated at the trans-national level pro-
vide an important context in which to view the four sub-studies of this thesis. 
Given the paucity of research on child abuse and neglect epidemiology, and 
the overall lack of recognition and clinical research into this issue across Eu-
rope, the WHO’s vision and its call for health sector leadership might pose 
some immediate practical challenges. 

 

Potential insights 
The Nordic region countries, particularly Sweden, have robust social welfare 
systems and are widely regarded as benchmark performers and innovators in 
preventing child maltreatment. This thesis comes from the perspective of a 
paediatrician-researcher working in a benchmark country with experience of 
collaborative, frontline clinical and forensic work with vulnerable children 
and adolescents. The four sub-studies may provide some bearing on the state 
of the health sector in Sweden and in the European context at the time of the 
investigations. I very much hope that this will provide some insight for policy 
makers as well as clinical practitioners, by identifying organisational gaps 
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within the health sector that may diminish the capacity of inter-agency sys-
tems to respond to child maltreatment as a public health problem. 

In this dissertation, I attempt to bring together four distinct sub-studies that 
each led to a separate peer-reviewed publication. The common thread that ties 
all of these together is that each investigation examined facets of the multi-
sector, cross-agency community organisation and response to child maltreat-
ment. The combination of these component studies identifies gaps in the 
health sector and community responses that may undermine society’s ability 
to protect children. The overall findings of this thesis confirm key deficien-
cies, where targeted systems or organisational approaches and future research 
streams could potentially lead to data-driven improvements in preventing 
child maltreatment. 

 
 

Uppsala, April 2018 
 
Gabriel Otterman 
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Introduction 

Child maltreatment as a global public health problem  
Throughout history, and across cultures, children have been subjected to harsh 
cruelty, infanticide, religious servitude, extensive corporal punishment, phys-
ical abuse, sexual exploitation, psychological abuse and all forms of neglect 
(8, 9). However, during most of the long and dark history of childhood, child 
maltreatment was condoned, and in many cases, it was even encouraged. It is 
only in the last two centuries that there have been moves to increase the value 
of children’s lives, as individuals who have human value of their own. In re-
cent decades, legislation and organisations have been established against the 
background of modern welfare states that promote equality, to combat child 
abuse and neglect and advocate for children's rights.  

There is no doubt that the arc of global history in recent decades has shifted 
towards a dramatic reduction in tolerance of violence against children. This 
can be  attributed to concurrent societal shifts toward enlightened ideas, in-
creased prosperity and changing norms (8). However, the maltreatment of 
children is increasingly recognised as a public health problem. This is because 
it remains common, it involves major consequences for the child, their family 
and society, it is more prevalent in certain sections of society and it can be 
prevented. Child abuse results in death and serious injury and abuse has been 
shown to have adverse physical, developmental, psychological, social and 
economic consequences for survivors for the rest of their lives (10). 

Estimating the prevalence of child maltreatment in modern times poses 
methodologic challenges for researchers, partly because scholarly research 
and clinical experience has shown that it is a problem of hidden violence. Pop-
ulation-based studies across countries consistently report large gaps between 
rates of maltreatment substantiated by child protection authorities and rates 
retrospectively reported by survivors or parents, which are at least ten times 
greater (11). Much of the knowledge about the global prevalence of child mal-
treatment stems from a substantial body of research conducted in dozens of 
countries using self-report surveys among adult survivors of child maltreat-
ment (12).  

Despite the methodological challenges, the emerging body of global prev-
alence studies point to an on-going public health problem of great magnitude. 
In a systematic review of population-based country surveys of violence 
against children that was published in 2016, researchers estimated that across 
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the world more than half of all children aged 2 to 17 years – over one billion 
children – had been exposed to such violence in the last year (13). A series of 
prevalence studies by Stoltenborgh et al, who used meta-analyses, provided 
global estimates that 18% of all girls and 8% of all boys had been exposed to 
sexual victimization (14), 16% of children had been subjected to physical ne-
glect, 18% to emotional neglect (15) and 23%  to physical abuse (16). 

In a review on trends in child maltreatment in six developed countries, Gil-
bert et al (17) focused on the incidence in younger populations and found that 
consistent evidence was emerging for a decrease in severe physical abuse. 
However, when it came to child maltreatment, their results indicated relative 
stability or increases in child maltreatment indicators over time, with little ev-
idence of a decline (17). Using data sources from child protection authorities 
that covered a broader age band in the US, other researchers found a 53% drop 
in substantiated cases of sexual abuse and a 45% reduction in physical abuse 
over a similar period, namely 1992–2006 (18).  

There have been fewer population-based studies of neglect than on abuse, 
even though child neglect is by far the most common form of abuse recorded 
by child welfare agency data (12). Researchers suggest that child protection 
workers may view neglect less seriously, partly because it is insidious and 
occurs over time, without the immediate, recognisable impact that other forms 
of abuse have (19). That is why neglect receives the least attention from clini-
cians, policymakers and researchers and there has been no observed trend that 
points to a decrease in its prevalence (17, 18). 

European perspective 
Child maltreatment was identified as a leading cause of health inequality and 
social injustice in the 2013 WHO European report on preventing child mal-
treatment (5), which was accompanied by an action plan and resolution 
adopted by the WHO Regional Committee for Europe in 2014 (6, 7). Poorer 
and disadvantaged populations across Europe are at greater risk and the inci-
dence of maltreatment in childhood is greater in those areas with lower in-
comes, higher levels of inequality and fewer resources to provide safeguards 
for children at risk. The incidence of child abuse is lowest in those countries 
that have pursued intensive campaigns against the corporal punishment of 
children (20). 

Much of the early focus by child protection teams has been on detecting 
and investigating abuse, dealing with offenders and supporting victims. How-
ever, the WHO asserted that if society is to demonstrate a real commitment to 
protecting children from abuse and neglect, prevention must be a high priority. 
Citing the enormous successes of public health interventions in other areas, 
the WHO report states that much of the maltreatment that occurs in childhood 
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can be preventable through effective public health approaches (5, 6). Preven-
tion programmes that are supported by evidence of their effectiveness include 
early interventions for families at risk, home visits by nurses and providing 
parental support, especially when children are young.  

According to the WHO report, child abuse and neglect by parents or other 
caregivers remains a serious and prevalent burden in high-income countries 
(11). The prevalence in the European Region is estimated to range from almost 
10% for sexual abuse - 6% of boys and 13% of girls - to 23% for physical 
abuse and 29% for mental or emotional abuse (6). However, the WHO report 
states that few countries regularly collect reliable information on the preva-
lence of child maltreatment and other adverse childhood experiences (ACEs).  

The WHO wants to see stronger European health systems that provide 
training and ensure that healthcare professionals have the skills they need to 
recognise child abuse and neglect (5).  

A Swedish perspective 
Historically, children in Sweden were exposed to maltreatment at school and 
at home when they occupied a position at the bottom of the social and family 
hierarchy (21). It was only in the 20th century when the problem of child mal-
treatment started to receive significant attention. In 1900, the Swedish femi-
nist educator Ellen Key published a landmark book called The Century of the 
Child (22) in which she criticised the use of corporal punishment against chil-
dren. This sparked a public debate on child rearing practices and 1902 saw the 
first child welfare laws that gave the state the right to take children into cus-
tody if they were subjected to severe abuse and neglect. In 1942, the statutes 
to protect children were expanded so that child welfare services could also 
intervene in cases of psychological abuse. It was during this period, when the 
welfare society was being developed in Sweden, that several social reforms 
were carried out and statutes and policies that favoured families with children 
were enacted (23). 

Child physical abuse first came to the attention of Swedish medical practi-
tioners in the 1950s. At that time, infants who presented with cutaneous inju-
ries, subdural haematomas and fractures of the long bones were thought to 
suffer from an as yet undiagnosed syndrome. Paediatrician Per Selander as-
tutely observed children presenting with these injuries and concluded that this 
constellation of findings was the result of physical abuse (24). Selander, who 
was head of the Flensburg Children's Hospital in Malmö, reported two cases 
of child abuse to the local child welfare office, where he was met with disbe-
lief. He subsequently published details of these cases in the Swedish Medical 
Journal in 1957 (25). 
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In 1964 a vigorous public debate was sparked by the publication of an ar-
ticle in the Swedish Medical Journal in  which Gothenburg-based paedi-
atrician Anders Frisk (26)  described a number of cases of young children who 
had been abused. He attributed the increase in the number of registered child 
abuse cases to the fact that physicians had begun to recognise that injuries that 
were previously considered to be of an unspecified unknown cause, were in 
fact the result of violence perpetrated by caregivers. The publication of Frisk’s 
article prompted deliberations in the Swedish Parliament, the Riksdag, about 
parents' rights to discipline their children and examined the child's legal rights 
balanced against the rights of their parents (21). In 1966, the Riksdag directed 
the National Board of Health and Welfare to determine the incidence of hos-
pitalised child abuse cases and propose possible preventive measures. A num-
ber of smaller, but not entirely nationally representative studies on the preva-
lence of corporal punishment, were conducted in the 1950s and 1960s. 

Concurrently, a number of national legislative milestones that aimed to pro-
tect children were achieved in Sweden. In 1958, legislation was brought in 
that prohibited corporal punishment in all schools and in 1966 corporal pun-
ishment by parents was abolished by the Swedish Parental Act (27). In 1979, 
Sweden became the first country to enact legislation banning all forms of child 
corporal punishment. Since the enactment of the so-called anti-corporal pun-
ishment law into the Parental Code in 1979, the prevalence of corporal pun-
ishment and other forms of child maltreatment have been periodically studied 
at a nationwide population-based level (28). 

The earlier national surveys highlighted the parents’ use of, and attitude 
towards, various forms of punishment (1980, 2000, 2006 and 2011) and school 
students’ experiences of violence and maltreatment (1995, 2000, 2006 and 
2011). By periodically carrying out surveys that used the same methodology, 
Sweden has developed a unique knowledge base with regard to child-rearing, 
abuse and the maltreatment of children (28). 

Dr Carolina Jernbro in collaboration with Dr Staffan Janson have been re-
sponsible for the most recent reports from serial, population-based surveys on 
the prevalence of child maltreatment. In 2017 they included a review of the 
state of Swedish epidemiologic research on child maltreatment in their pub-
lished report (29). The studies included in the review showed that, over a pe-
riod of 40 to 50 years, Swedish parents have radically changed their child-
rearing methods. They have progressed from an environment where corporal 
punishment was considered to be a natural part of child-rearing to a society in 
which 95% of all young parents believe that all forms of violence against chil-
dren are abhorrent. These deep attitudinal and behavioural changes have at-
tracted attention and admiration from many parts of the world (11, 17) and 
they are one of the main reasons why Sweden is seen as a benchmark nation 
when it comes to advancing the rights of the child.  

Following a sharp decline in the use of corporal punishment between 1980 
and 2000, violence against children within the family has stabilised at what is, 
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by international standards, a very low level. At the time of the national survey 
in 2011, only about 3% of parents reported they had hit their child at any point 
during the past year and none of the parents stated that they had done so 10 
times or more (30). The studies also found that Swedish parents reported that 
they had largely refrained from shaking small children, particularly infants 
(29). 

There has been remarkable stability in the responses to national surveys 
since the year 2000 when it comes to the attitudes of children and young peo-
ple to violence and their experiences of violence. About 17% of children since 
that date report that they have experienced corporal punishment in the home 
at some point in their lives and just over 5% have experienced more severe 
and, or, repeated abuse. The 2000 survey reported, for the first time, that al-
most one in 10 Swedish children had witnessed intimate partner violence, 
which had caused them very serious stress (31). The studies exploring chil-
dren's and young people's experiences of violence and maltreatment have been 
carried out through school surveys implemented in collaboration with the 
Swedish school system. As a result, participation has been very high and the 
results are therefore deemed by the researchers to be reliable (29). 

In-depth analyses of previous school surveys have shown that children with 
chronic illnesses or disabilities, especially children with neuropsychiatric dis-
abilities, are particularly vulnerable to violence (23, 32) and that young people 
who were victims of physical child abuse more often had physical symptoms 
(33) and a poorer quality of life (34) than their peers. They were also exposed 
to more bullying at school (35). 

A number of other studies on the prevalence of child abuse, sexual abuse 
and other forms of maltreatment have been carried out in Sweden. About 15% 
of the young people surveyed for The Lives and Health of Sörmland’s Youth 
reported that they had been subjected to physical violence in the home at some 
point in their lives, a prevalence that corresponded well with the national stud-
ies from 2006 and 2011 (28, 36). Just over 6% had been subjected to physical 
violence more than once. Girls reported more physical violence by adults in 
the family than boys and older children, namely 9th graders and high school 
students aged 15 to 18, reported violence at a significantly higher rate than 7th 
grade children aged 13 (36). 

A 2007 Swedish study of nearly 6,000 second-year high school students 
found that the majority of young people, 83% of boys and 85% of girls, indi-
cated that they had been victims of some form of violence (37). It also reported 
that 8% of boys and 13% of girls could be characterised as being subjected to 
poly-victimisation. Young people who were living with both biological par-
ents were less vulnerable (37). Exposure to several different types of abuse, 
and to repeated abuse, was associated with poorer health, especially in girls 
(38). 

In the so-called Resumé Study, conducted in 2011, 2,500 young adults aged 
20-24 who were born between 1987 and 1991 were interviewed about their 
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exposure to violence in the course of their lifetimes, their current state of men-
tal health and their behaviour (39). The young adults were more likely to have 
been subjected to violence in adolescence than in the early years of their child-
hood and that recurring incidents were more common than isolated incidents 
among both boys and girls. All forms of violence primarily took place outside 
the home and were mostly perpetrated by other children and young people. In 
general, females reported more abuse by adults in the family, while males re-
ported more exposure to abuse outside the family. The investigators found that 
the overlap of different types of abuse was common and 28% of females and 
30% of males had been subjected to three or more types. Much of the violence 
against males (18%) and much of the sexual abuse against girls (24%) was 
perpetrated by people unknown to the victims. An equal proportion of sexual 
violence against the females, about a quarter, had been committed by peers. 
Anxiety, post-traumatic stress symptoms, self-harm and criminality were 
more commonly reported by those who had been victims of violence than 
among respondents who were not victimised in childhood (39). 

In 2012, a population-based survey was conducted by researchers at the 
National Centre for Knowledge on Men's Violence against Women in Sweden 
and this included 10,000 men and 10,000 women aged 18-74 years. Just over 
15% of women reported having been physically abused by their fathers during 
their childhood and 12% reported that their mothers had committed such abuse 
(40). The figures for men were 19% by their fathers and 8% by their mothers. 
In addition, 2% of women and 0.5% of men reported that they had been sub-
jected to some form of sexual abuse by their father, stepfather or mother's 
partner or boyfriend during their childhood. A total of  15% of women and 
13% of men reported having experienced or witnessed intimate partner vio-
lence during their childhood (40). 

The 2016 national survey by Jernbro et al (29) drew responses from 4,741 
9th grade students and high school sophomore students and 24% reported at 
least one episode of child physical abuse, either as an isolated incident or on 
multiple occasions. Nearly 11% of the respondents reported that they had been 
subjected to severe forms of physical child abuse and 5% had been subjected 
to repeated physical child abuse, with 14% identifying a caregiver as the per-
petrator. 

Of those who reported frequent abuse, 80% had also been exposed to more 
severe forms of physical abuse. When they examined trends across the series 
of studies, the researchers observed a decline in reported physical violence 
inflicted by a parent during the period 1995-2016. The greatest fall, from 35% 
to 17%, occurred between 1995 and 2006. The authors urged caution in inter-
preting the declines that were noted in the 2011-2016 interval, from 14% to 
12%, as the survey items were not always identical to earlier studies.  

Paradoxically, the number of cases of suspected child physical abuse 
(CPA) reported to the police in Sweden has risen steadily since the 1980s and 
the trend remains robust (41). However, there is no scientific evidence for a 
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parallel increase in the incidence of CPA. On the contrary, published reports 
of hospital-discharge data show that rates of physical injury due to abuse de-
creased during the same period (41). It is possible that the increased reporting 
rates were a result of changing attitudes to the importance of identifying phys-
ical abuse. The downward trend probably reflects the changing attitudes of 
parents and these have reduced use of physical punishment. Swedish pre-
schools have been responsible for an associated increase in mandatory reports 
about possible neglect to the CPS (42).  

Conceptual definitions of child maltreatment 
The WHO definition of child maltreatment encompasses abuse and neglect of 
children under 18 years of age (43, 44). It includes all types of physical and, 
or, emotional ill-treatment, sexual abuse, neglect, negligence and commercial 
or other exploitation. These are defined as child maltreatment if they result in 
actual or potential harm to the child’s health, survival, development or dignity 
(6). The US Centers for Disease Control and Prevention (CDC) (45) added 
childhood exposure to intimate partner violence to the definitions for public 
health surveillance of child maltreatment. This means that five types of abuse 
are generally recognised: physical abuse; sexual abuse; psychological or emo-
tional abuse and exposure to intimate-partner violence (Figure I). 

The legal prohibition of corporal punishment that was enshrined in the 
Swedish Parental Act of 1979  also banned humiliating behaviour towards a 
child as it defined it a form of maltreatment (28). In 2001, the Swedish Com-
mittee on child abuse and related issues advanced a conceptual definition of 
child maltreatment that included the notion of humiliation in its characterisa-
tion of child maltreatment (46) (Figure 2). This definition was based on the 
child's point of view and it did not distinguish between intentional and unin-
tentional acts or active and passive neglect. The definition did not take cultural 
differences into account. This Committee included all corporal punishment in 
the definition of physical violence and being exposed to violence between 
adults in the family was deemed to be a form of psychological or emotionally 
violent behaviour (29).  

Epidemiological research has indicated that the different forms of abuse 
often co-occurred in the same households and that poly-victimisation was 
common. However, it should also be pointed out that there are conceptual 
overlaps in maltreatment definitions. Aspects of emotional abuse are present 
in virtually all cases of physical and sexual abuse and neglect overlaps with 
abuse, at least with regard to the failure to protect a child from harm (47). 
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Child maltreatment conceptual definitions (WHO, CDC) 
 
Child maltreatment is defined as: all forms of physical and, or emotional ill-
treatment, sexual abuse, neglect or negligent treatment or commercial or other 
exploitation, resulting in actual or potential harm to the child’s health, survival, 
development or dignity in the context of a relationship of responsibility, trust 
or power. 
 
The first World report on violence and health (2002) and the 1999 WHO Con-
sultation on Child Abuse Prevention and the US CDC 2008 definitions for 
child maltreatment surveillance distinguish five types of child maltreatment: 

• physical abuse; 
• sexual abuse; 
• emotional and psychological abuse; 
• neglect; 
• exposure to intimate partner violence. 

 
Physical abuse 
Physical abuse of a child is defined as the intentional use of physical force 
against a child that results in, or has a high likelihood of resulting in, harm for 
the child’s health, survival, development or dignity. This includes hitting, beat-
ing, kicking, shaking, biting, strangling, scalding, burning, poisoning and suf-
focating. Much of the physical violence inflicted against children in the home 
is carried out with the object of punishing the child. 
 
Sexual abuse 
Sexual abuse is defined as the involvement of a child in sexual activity that he 
or she does not fully comprehend, is unable to give informed consent to, is not 
developmentally prepared for or that violates the laws or social taboos of soci-
ety. Children can be sexually abused by both adults and other children, who 
are, by virtue of their age or stage of development, in a position of responsibil-
ity, trust or power over the victim. 
 
Emotional and psychological abuse 
Emotional and psychological abuse involves both isolated incidents, as well as 
a pattern of failure over time on the part of a parent or caregiver to provide a 
developmentally appropriate and supportive environment. Acts in this category 
may have a high probability of damaging the child’s physical or mental health 
or its physical, mental, spiritual, moral or social development. Abuse of this 
type includes: restriction movement; patterns of belittling, blaming, threaten-
ing, frightening, discriminating against or ridiculing and other non-physical 
forms of rejection or hostile treatment. 
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 Figure 1. Adapted from: Krug 2002, and Leeb 2008   

Neglect 
Neglect includes both isolated incidents, as well as a pattern of failure over time 
on the part of a parent or other family member, to provide for the development 
and well-being of the child, where the parent is in a position to do so, in one or 
more of the following areas: 

• health;  
• education; 
• emotional development; 
• nutrition; 
• shelter and safe living conditions. 

 
The parents of neglected children are not necessarily poor. They may equally be 
financially well-off. 
 
Exposure to intimate partner violence  
Any incident of threatening behaviour, violence, or abuse (psychological, physi-
cal, sexual, financial or emotional) between adults who are, or have been, inti-
mate partners or family members, irrespective of sex or sexuality. 
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Definition of child abuse (Swedish Committee on child abuse and related is-
sues)  
 
We propose the following definition: Child abuse is when an adult subjects a 
child to physical or psychological violence, sexual assault, humiliating treat-
ment, or fails to meet the child’s basic needs. A ‘child’ being defined as every 
human being under the age of 18 years. We propose a comprehensive definition 
of the term ‘child abuse’ and believe that this kind of definition enables public 
agencies, organisations and others to give a practical, specific form to what the 
definition means in their own activities.  
 
Defining child abuse as assault, as defined in the Penal Code, does not afford an 
accurate notion of what causes children’s distress, what treatment they must not 
be subjected to or what measures must be taken in order to prevent a child from 
being maltreated or at risk. Our definition is thus broader than the definition of 
assault in criminal law contained in Chapter 3, Section 5 of the Penal Code.  
 
Physical abuse may entail the adult striking the child with or without an instru-
ment, pinching, kicking, shoving, throwing, shaking, scratching or biting the 
child, pulling the child’s hair, trampling or stamping on the child, or forcing ob-
jects into the child’s mouth. Poisoning, burning, scalding, scratching and trying 
to drown or suffocate the child are also forms of physical abuse.  
 
Mental or psychological abuse includes, for example, unduly severe punish-
ment, ridicule, criticism, scorn, disparagement, rejection, ostracism, unreasona-
ble demands or constant refusal to listen to the child’s views. Mental abuse can 
also be forcing the child to witness (see or hear) violence in his or her immediate 
surroundings, or to live in an environment in which violence or the threat of vio-
lence is a recurrent feature. Humiliating treatment may, for example, entail mak-
ing disparaging comments on the child’s appearance, speech or intelligence, say-
ing that the child is not good enough or that siblings are much more attractive 
and more successful, hitting or insulting the child in front of his or her friends or 
adults, reading the child’s diary and so forth.  
 
Physical neglect applies to all aspects of the child’s physical health and devel-
opment, i.e. hygiene, diet and care, clothing appropriate for the season, scope for 
rest and sleep, shelter and accommodation, supervision, preventive healthcare, 
medical and dental care, and protection against accidents.  
 
Mental neglect may, for example, be inaccessibility and indifference to the 
child (verging on mental abuse), failing to give the child experience, and omit-
ting to teach the child what is right and wrong. 
 

Figure 2. Adapted from: Committee on child abuse and related issues, 2001 
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Consequences of child maltreatment 
Our understanding of the relationship between exposure to child maltreatment 
and poor health outcomes across an individual’s life has increased in the past 
two decades, with the publication of a series of reports from the Adverse 
Childhood Experiences Study (ACEs). When Felitti et al (48) looked at the 
relationship between seven categories of adverse experiences in childhood - 
including forms of child maltreatment - in a cohort of over 13,000 adults, they 
found a dose-response relationship between the number of adversities experi-
enced in childhood and a variety of adult mental and physical health problems. 
The traumatic experiences retrospectively reported by respondents in these 
studies were much more common than expected. Only a third of the respond-
ents reported no adverse childhood experiences. Of the two-thirds who re-
ported at least one adverse experience, the vast majority said they had experi-
enced two or more other types of adversity (48). Recognising the importance 
of exposure to abuse at a very early age has also helped to increase our 
knowledge. The adult health outcomes shown to be associated with childhood 
ACEs included suicide attempts, alcoholism, intravenous drug use, promiscu-
ity, prescriptions for antidepressants and physical health problems, such as 
coronary artery disease (48). In addition, a subsequent growing body of re-
search has concluded that there are long-term negative consequences for a 
wide range of social problems (48). 

Child abuse may result in death and serious injury and abuse has been 
shown to have adverse physical, developmental, psychological, social and 
economic consequences for survivors for the rest of their lives. Adversity from 
maltreatment in childhood, mediated by toxic stress, may affect brain devel-
opment and result in cognitive impairment and behavioural changes (49). 
This, in turn, can cause physiologic disruptions that result in higher levels of 
stress-related chronic diseases and lead to individual adopting behaviours that 
pose a risk to health and lead to widening health disparities. 

Socioeconomic costs of child maltreatment 
The costs of child maltreatment to individuals, families and to society in gen-
eral are as great as the costs of other high-profile public health problems (50). 
Research has shown that child abuse increases the risk of long-term health 
consequences, such as mental health problems, drug and alcohol abuse, risky 
sexual behaviour, obesity and criminal behaviour (51). Abused children, re-
gardless of the type of maltreatment, face an increased risk of depression dur-
ing adolescence and adulthood. Between 25-30% of the victims of child abuse 
meet the criteria for depression before the age of 30 years, according to the 
Diagnostic and Statistical Manual of Mental Disorders (11). Maltreatment in 
childhood also places a heavy burden on health and criminal justice systems, 
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social and welfare services and exacts a substantial economic toll on commu-
nities. 

Researchers at the US Centers for Disease Control and Prevention (CDC) 
conducted an incidence-based analysis of the economic burden of non-fatal 
child maltreatment (52). These estimates included costs related to childhood 
and adult healthcare, child welfare, productivity losses, the criminal justice 
system and special education. The overall costs have been reported to be com-
parable with the total lifetime costs per individual of other important high-
profile public health problems, such as stroke and type 2 diabetes. The lifetime 
cost of non-fatal child maltreatment totalled approximately $124 billion, 
which equated to about 1% of the US gross domestic product. Economic esti-
mates of consequences of child maltreatment confirm the importance of pri-
oritizing it as a key global health concern (52-54). They also underscore the 
need to steer resources towards prevention and to strengthen the knowledge 
base on the scale and consequences of child maltreatment at a global level. 

The situation in Europe appears to be similar to the one observed in the US. 
The European Commission estimated that the average annual economic and 
social costs of child maltreatment in Europe were approximately 4% of the 
European countries' gross domestic product (5, 55). This figure included child 
health care, social welfare, criminal justice and loss of productivity costs.  The 
WHO European Report on Preventing Child Maltreatment, which was pub-
lished in 2013, estimated that the total prevalence of sexual, physical and men-
tal abuse affected 117 million children under 18 years of age (5).  Furthermore, 
the report suggested that maltreatment caused about 850 deaths per year in 
children under the age of 15. The economic assessments were deemed by the 
WHO to be a conservative estimate and represented an underestimate of the 
scope of the problem.  

Development of ecological models 
Child maltreatment was originally attributed to problems in the family or to 
poor parenting, with psychiatric factors playing a decisive role (1). As our 
understanding of the dynamics of child abuse and neglect have evolved, we 
have developed an increased appreciation of the complexities involved. The 
role of abandonment, abuse and deprivation were initially ignored in favour 
of an emphasis on pathology, with a misguided medical model that concen-
trated on theories about certain types of people (56). A number of ecological 
models have been proposed that build on research in recent decades and pro-
vide broader and multifaceted perspectives that look beyond the immediate 
family. First described by Bronfenbrenner in 1977, the ecological systems the-
ory stresses the importance of studying a child in the context of multiple in-
teracting environments (57). Ecological models were subsequently developed 
that aimed to provide specific frameworks to guide empirical research into 
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child maltreatment and family violence, notably by child psychologist Jay 
Belsky in 1980 (58).   

 
Figure 3. Ecological model. Adapted from: WHO Krug 2002. 

From these perspectives, child maltreatment was seen as a social-psychologi-
cal phenomenon that was simultaneously determined by multiple forces at 
work in the individual, the family, the community and the culture and that 
these determinants were nested with one another. The influences of political, 
economic and demographic factors on the quality of life for children and fam-
ilies were considered (43, 59, 60). Four levels of analysis were recognised that 
considered the complex interplay between individual, relationship, commu-
nity, and societal factors. This broad public health perspective described a 
range of health determinants, from downstream, proximate factors to more 
upstream, distal ones (61, 62). It allowed us to understand – in the context of 
child maltreatment - the range of factors that put children at risk of abuse or 
protect them from experiencing maltreatment. The nested rings in these eco-
logical models illustrated how factors at one level influenced factors at another 
level. When it was placed within a developmental context, ecological models 
also showed how violence may be caused by different factors at different 
stages of a child’s life (59, 63). Drawing on the principles described in the bio-
ecological models of development, Sidebotham et al proposed a novel frame-

IndividualCommunityRelationshipSocietal
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work that could specifically explore the interaction between the different fac-
tors that contribute to child mortality (64). This framework built upon previ-
ous versions of ecological models that informed the development of the mul-
tidisciplinary child death review system used in England, to identify factors 
that could be modified and used to inform efforts to prevent future deaths (65). 

As well as helping to illuminate these factors, the multi-layered models also 
suggested that, in order to prevent abuse, it was necessary to act across multi-
ple levels of the model simultaneously. The complexity of addressing child 
maltreatment as a public health problem would also require multidisciplinary 
teams (MDTs) to be established, with shared and articulated values and thor-
ough training, in order to tackle the problem at multiple levels in a concerted 
fashion (66). In a United Nations Children’s Fund (UNICEF) report on child 
protection systems published in 2010 (67), the authors recognised the nested 
structure of systems, in that children are embedded in families or kin and they 
live in communities that exist within a wider societal system. The UNICEF 
report stated that in order to ensure an effective societal response to prevent 
child maltreatment, a systematic approach that was characterised by account-
ability needed to be established. Adopting a systematic approach to child pro-
tection implied that the health sector would need to collaborate across a wide 
range of disciplines and fields in order to successfully improve public health 
outcomes (68). 

 
Figure 4. Source: Shonkoff et al. 2012  ÓAAP Reprinted with permission. 

Development of an eco-bio-developmental framework 
Recent decades have also seen a growing body of research that has begun to 
clarify the pathophysiological pathways that provide potential causal links be-
tween abusive experiences in childhood and a broad range of negative health 
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consequences during an individual’s life. Converging lines of inquiry from a 
diverse range of disciplines, which have been reported in clinical and epide-
miological studies, have demonstrated associations between childhood mal-
treatment and genetic, neuroendocrine, immunological and structural neuro-
biological changes. For instance, neuroscience research has suggested that 
many structural and functional brain abnormalities that were previously 
thought to characterize various psychiatric diagnoses may, in fact, be the di-
rect consequence of childhood maltreatment (69). Exposure to various forms 
of childhood maltreatment, such as parental verbal abuse, witnessing domestic 
violence and sexual abuse, have been explored in non-clinical samples at dif-
ferent sensitive exposure periods. These were shown to be associated with de-
monstrable morphological alterations, such as reduced corpus callosum vol-
ume in children and adults who experienced maltreatment and decreased pre-
frontal cortex volumes among adults with childhood histories of maltreatment 
(70). A large number of neuroendocrine studies have revealed an association 
between early adversity and atypical alteration of the hypothalamic-pituitary-
adrenal axis stress response, which may predispose sufferers to psychiatric 
vulnerability in adulthood (71). Other research streams from the field of epi-
genetics have shown evidence that there are reliably demonstrable differences 
in disease-related biological perturbations in the presence or absence of expo-
sure to maltreatment in childhood (71, 72). 

Developmental paediatrician Jack Shonkoff advanced an eco-bio-develop-
mental framework that drew on the confluence of emerging research from di-
verse disciplines that provided more granular mapping of pathways from 
childhood exposures to adult disease (49) (Figure 4). His model illustrates how 
early exposure to toxic stress and environmental influences can leave a lasting 
mark on the genetic predispositions that affect emerging brain architecture and 
long-term health. Shonkoff et al also examined the extensive evidence of the 
disruptive impacts of toxic stress and explored potential causal links between 
early adversity to subsequent impairments in learning, behaviour and both 
physical and mental well-being (73). The eco-bio-developmental framework 
represents a paradigm shift in our understanding of health and disease across 
an individual’s lifespan. The American Academy of Pediatrics (AAP) en-
dorsed this framework and called upon paediatricians to join the effort to com-
bat health disparities associated with poverty or maltreatment by alleviating 
toxic stress in childhood (74). 

Applying an ecological approach allowed us to focus the research in this 
thesis on the multiple levels of the models and recognise that the factors that 
influence child health in the nested levels interact and sometimes this happens 
in a complex way.  For example, the data extracted from open-text responses 
in a survey of young people or from police records in cases of suspected child 
physical abuse retained the narrative of events that occurred downstream or 
proximal to the child. More distal or upstream levels of the model examined 
the community contexts in which the social relationships resided, such as 
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within the health, child protection and criminal justice sectors. We sought to 
examine how these sectors had adapted to the increased knowledge on inter-
personal violence in Sweden and, more broadly, in the European context.  

The rights of the child 
The Convention on the Rights of the Child (CRC), adopted by the United Na-
tions General Assembly in 1989 (75), provides the legislative framework for 
promoting and ensuring the rights of all children. The articles of the CRC can 
be grouped into three broad domains of rights: protection, provision and par-
ticipation (76) (Table 1). The principles related to these three domains can be 
applied by Member States at all levels of child health practice and decision-
making within the health sector.  

While many of the CRC articles relate to child health, the topics addressed 
in this thesis focus on the domain on the rights of protection. In particular, 
Article 19 of the CRC explains the concept of child protection and underscores 
the importance of preventing violence and the maltreatment of children (77). 
The overarching function of Article 19 enshrines the child’s right to be pro-
tected from violence and abuse. It states that “State Parties shall take all ap-
propriate legislative, administrative, social and educational measures to pro-
tect the child from all forms of physical or mental violence, injury or abuse, 
neglect or negligent treatment, maltreatment or exploitation, including sexual 
abuse, while in the care of parent(s), legal guardian(s) or any other person 
who has the care of the child.” Building on the architecture enshrined in Arti-
cle 19 in 2011, the Committee on the Rights of the Child, an international 
body whose mandate is to monitor Member States’ compliance with the CRC, 
approved General Comment 13, which is entitled The right of the child to 
freedom from all forms of violence.   
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Table 1. Articles of the UN Convention on the Rights of the Child related to 
health. Adapted from: Waterston 2006 (76). 
 
 
Articles on the rights of protection 
Article 6 Right to life 
Article 9  Right not to be separated from parents (unless this harms the 

child) 
Article 19 Right to be protected from all forms of abuse 
Article 20 Right to special attention (e.g., adoption and fostering if de-

prived of family) 
Article 32 Right to be protected from economic exploitation 
Article 33 Right to be protected from illicit drugs 
Article 34 Right to be protected from all forms of sexual exploitation 
Articles on the rights of provision 
Article 24 Right to the highest standard of healthcare 
Article 27 Right to a standard of living adequate for the child’s physical, 

mental, spiritual, moral and social development 
Articles on the rights of participation 
Articles 7, 8 Right to an identity (name, family, nationality) 
Articles 12, 13 Right to express views freely and to be listened to 

Article 17 Right to access to information 
Article 23 Right for disabled children to enjoy life and participate actively 

in society 

A full decade before the adoption of the CRC, Sweden became the first coun-
try to bring in national legislation to ban the corporal punishment of children.  
In 1979, Chapter 6, Section 1 of the Swedish Parental Code, the so-called anti-
corporal punishment Act, expanded this legal obligation even further. It stated 
children should not be exposed to humiliating treatment, in addition to abuse 
(78). In 1990, Sweden was one of the first Member States to ratify the CRC 
and in 2011 it agreed to the optional General Comment 13.  

In accordance with its mandate, the Committee on the Rights of the Child 
reviews the periodic reports that Member States are required to submit and 
provides guidance and authoritative interpretations of the provisions en-
shrined in the CRC (77). In 2015, the Committee published its conclusion of 
the Swedish report of the same year, which related to the national activities 
that had been undertaken to fulfil its obligations to the CRC from 2007 to 
2012. The critique issued by the Committee included a number of recommen-
dations (79): 

• To create a coherent and coordinated child protection system and 
to further strengthen awareness-raising and education programmes, 
including campaigns, with the involvement of children, in order to 
encourage the reporting of cases of child abuse and violence against 
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children, and to formulate a comprehensive strategy for preventing 
and combating child abuse and neglect; 

• To allocate adequate human, technical and financial resources for 
the implementation of long-term programmes to address the root 
causes of violence; 

• To provide staff in schools and institutions with regular, ongoing 
training on how to detect and recognise signs of maltreatment of 
children; 

• To encourage community-based programmes aimed at preventing 
and responding to domestic violence, child abuse and neglect, in-
cluding by involving former victims, volunteers and community 
members, and providing training and support to them; 

• To establish a national database of all incidents of domestic vio-
lence against children, and undertake a comprehensive assessment 
of the extent, causes and nature of such violence; 

• To ensure that children who have suffered violence and abuse have 
sufficient access to adequate physical and psychological care. 

 
The Swedish Government commissioned an Inquiry and experts were 

given the task of surveying how the application of Swedish laws and regula-
tions complied with the rights of the child as laid down by the CRC (80). The 
report was submitted to the Government in 2016, which subsequently pub-
lished a report that contained legislative proposals to incorporate the CRC into 
Swedish law (80). The Inquiry based its analysis on the UN Committee on the 
Rights of the Child’s interpretations expressed in the Committee’s general 
comments.  

Health sector response 
Medical knowledge about child abuse and neglect is relatively new. A century 
before American physicians stated that child maltreatment was a paediatric 
and public health problem, the French forensic physician Ambroise Tardieu 
(1818-1879) examined and described most forms of child abuse and neglect 
(81). His contribution was notable, because he was one of the first physicians 
to recognise the prevalence of child abuse at the hands of their caregivers. 
Tardieu published medical treatises in which he described the cardinal features 
of almost all forms of child maltreatment, including infanticide and child sex-
ual abuse (81). 

In 1946, the US radiologist John Caffey published his observations of long 
bone fractures in six infants with chronic subdural haematomas and no history 
of trauma (82). This article is often regarded as when the widespread medical 
awareness of child abuse began (83, 84). However, Caffey fell short of explic-
itly stating that the injuries he had identified in the infants were due to abuse. 
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It wasn’t until 1962 when the medical consequences of child maltreatment 
were elucidated in a seminal article, The Battered Child Syndrome by the US 
paediatrician Dr C Henry Kempe and his colleagues that the connection be-
tween certain injuries documented in young children and their potentially trau-
matic causes became more accepted (1). Dr Kempe also developed the concept 
of multidisciplinary hospital-based child protection teams and established one 
of the world’s first teams at the University Hospital in Denver, Colorado (85). 
His vision led to laws that required mandatory reporting of suspected physical 
child abuse by professionals in the US and decades of local, national and in-
ternational child advocacy. 

It is widely acknowledged that there is an urgent need for training of pro-
fessionals to recognise and respond to child maltreatment as clinicians who 
have ongoing contact with families fail to make referrals to child-protection 
services (86). Many of today’s practising paediatricians, including those in 
leadership positions, may have limited exposure and training in child abuse 
and neglect (87). This, in turn, may have led to inadequate paediatric graduate 
medical training in the field of child maltreatment (88, 89).  

Although healthcare professionals contribute only a small proportion of re-
ports to child protection agencies, they are most likely to be responsible for 
reporting the minority of children who have been severely physically abused 
(90). Reports from physicians to child protection agencies also have a higher 
rate of substantiation (91). This is because physicians have the opportunity to 
document the observable effects of maltreatment, such as bruising, or the lack 
of appropriate medical care, because they attend to children and families dur-
ing both routine medical visits and in emergency departments.  

Paediatricians, in particular, can play an important role in the prevention, 
early detection and reporting of child abuse (92). Studies have shown that pae-
diatricians with special training in child maltreatment are more comfortable 
with, and better at, detecting cases of child maltreatment than those without 
special training (93). In the US, child abuse paediatrics has been a paediatric 
subspecialty since 2006 (94) and becoming a certified child abuse paediatri-
cian requires three years of post-residency fellowship in an accredited pro-
gramme.  

There is currently a paucity of published data regarding the state of the 
development of clinical practice, professional education and the level of ex-
pertise among paediatricians and other health professionals across various 
countries in Europe. Child abuse paediatrics is not recognised as a subspe-
cialty in any European country, but there are some developments in the Euro-
pean Region that are worth noting. 
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Health sector strategies developed in some European 
countries 
Since the late 1990s, the Nordic countries have implemented models of inter-
agency collaboration for investigating suspected child physical or child sexual 
abuse and these have gained widespread support in this region (4, 95). Barna-
hus, or Children’s houses, have attempted to meet the needs of child victims 
by co-locating multiple services in child-friendly premises (Figure 5). The 
model, which drew on experiences from Children’s Advocacy Centers in the 
USA, was first adapted for use in the Nordic welfare state context in Iceland 
in the late 1990s. Prosecutorial and law enforcement, municipal child protec-
tive services, paediatrics, child mental health and forensic medicine have been 
included in the Swedish model. Pilot Barnahus were first established in six 
urban communities in 2005 and the model has expanded to over 30 centres 
that, between them, provide services to the large majority of Sweden’s com-
munities (96). 

In 2012, the UK’s General Medical Council issued guidance on the responsi-
bilities of all doctors to protect children and young people (97). This guidance 
states that all doctors working with children and young people must have the 
knowledge and skills to recognise signs and symptoms of abuse and neglect 
and to take appropriate and prompt action if necessary. Guidance published in 
2014 by another UK body, the Royal College of Paediatrics and Child Health, 
stipulated the knowledge, skills and methods that various healthcare staff re-
quire to practise child protection competently. The framework, known as the 
Intercollegiate Document (97), identified five different tiered competency lev-
els that cover healthcare professionals who come into contact with children 
and their families. The levels begin with the basic competencies required by 
healthcare staff, even those who work primarily with adults. At the highest 
tiers, the guidance stipulates the roles and responsibilities and level of compe-
tence required by named and designated professionals with specified duties in 

The Barnahus model 
 
The Nordic Barnahus, or children’s house, model embraces a multidisciplinary 
and interagency approach, which ensures collaboration between judicial, social 
and medical agencies. These are brought together at one child-friendly location, 
so that they can offer comprehensive services for the child and family under one 
roof. The core of the Barnahus model is the assumption that the child´s disclo-
sure is key to both identifying and investigating child abuse for criminal and 
protective and therapeutic purposes.  
 

Figure 5. Adapted from: The Council of the Baltic Sea States 2017  
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each geographical region. The designated doctor, who is usually a paediatri-
cian with experience in child protection, is expected to play a broad role in 
quality assurance and local policy development and requires advanced leader-
ship and management skills. 

In 1999, The Austrian Federal Ministry for the Environment, Youth and 
Family published a recommendation to establish hospital-based multidiscipli-
nary child protection teams in all paediatric departments (98).  A set of guide-
lines help the teams, which involve the departments of paediatrics and paedi-
atric surgery, in carrying out their work in children's hospitals. The hospital-
based teams include paediatricians, paediatric surgeons, child and adolescent 
psychiatrists, psychologists, psychotherapists, nurses, social workers and ad-
ministrative staff. The teams were principally established as a tool to provide 
support to healthcare staff on the individual inpatient wards of the departments 
involved in the diagnosis and evaluation of suspected child maltreatment. 

In the Netherlands, research has focused on building the evidence base for 
methods to improve the early detection of child abuse in emergency depart-
ments. Studies found that detection rates were lower in the country than in the 
UK, Italy and the US (99). The Health Care Inspectorate in the Netherlands 
responded by making systematic screening for child maltreatment and regular 
training of staff compulsory in emergency departments in early 2009 (99). 
Studies conducted in England, Northern Ireland (100) and the Netherlands 
(101) have also revealed that wide variations exist in the implementation of 
screening for child abuse in emergency departments and that empiric evidence 
is lacking to support any particular screening method. 

Various countries across Europe have introduced strategies and policies 
that govern the multi-sector response to child maltreatment. This occurred in 
the UK following publication of the 2003 report by Lord Laming (102) into 
the murder of an eight-year-old Ivorian girl called Victoria Climbié in 2000 
after extensive abuse. The UK Government brought in enhanced legislation, 
the Children Act 2004 (103), which aimed to guarantee the protection of chil-
dren of all ages. The Act places a duty on all agencies to make arrangements 
to safeguard and promote the welfare of children. The idea behind the legisla-
tion is to promote co-ordination across sectors and official entities at all levels, 
to improve the safeguarding of children. In addition, the Act charges all pro-
fessionals who work with children, including within schools, health, social 
welfare, law enforcement and justice, with a responsibility to keep them safe. 
To help achieve these goals, multi-agency Local Safeguarding Children 
Boards, consisting of representatives from local partner agencies, were estab-
lished to co-ordinate the functions of all partner agencies in relation to safe-
guarding children. These Safeguarding Boards are responsible for commis-
sioning independent Serious Case Reviews (104) and training staff working 
in the various involved agencies in best practice for safeguarding children. 
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Systematic, multidisciplinary review of child deaths 
Following the introduction of the Children Act 2004, the UK government re-
leased Working Together to Safeguard Children (105), which provides guid-
ance on how organisations and individual professionals should work together 
to safeguard and promote the wellbeing of children. In accordance with this 
statutory guidance, every child death in England must be reviewed by a local 
multidisciplinary Child Death Overview Panel. The role of the local panels is 
to improve knowledge about why child deaths happen and implement inter-
ventions to reduce future deaths (106).  

In other high-income countries, such as the US and New Zealand, special-
ised multidisciplinary review teams have been established to investigate child 
deaths (107-109). The teams draw on the data and resources of law enforce-
ment, prosecution authorities, paediatricians and other health professionals, 
child protective services and coroners or forensic medical examiners. There is 
evidence that such teams are more likely to detect signs of child abuse and 
neglect than investigators without relevant training in the field  

Preliminary data in Sweden suggest that there are a large number of child 
fatality cases with indeterminate causes that are not included in the very lim-
ited multidisciplinary review process required by the current national legisla-
tion (110). In accordance with legislation in effect since 2008, The National 
Board of Health and Welfare in Sweden has investigated child deaths, but 
these were limited to deaths involving crimes that have resulted in court pro-
ceedings and in which all opportunities for legal appeals have been exhausted. 
In practice, only 31 deaths were reviewed during the eight-year period from 
2006 to 2013. The data we published following a pilot study in 2013 (110), 
indicated that the number of unexplained deaths and deaths from external 
causes during the same time period far exceeded the number that were inves-
tigated. We estimated that as many as 150 child deaths a year were recorded 
in the Swedish cause of death register due to an external, ill-defined or un-
known cause. Thus, this preliminary data suggested that there were a large 
number of child fatality cases with indeterminate causes that were not in-
cluded in the restricted multidisciplinary review process under contemporary 
national legislation (110).  A systematic and detailed study of unexpected or 
unexplained deaths among children and adolescents had not been conducted 
in Sweden. 
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Rationale for this dissertation 

The Introduction to this thesis provided a brief overview of child maltreat-
ment, which underlined the fact that it is a large-scale public health problem 
that has serious health and socioeconomic consequences for families, commu-
nities and individuals throughout their life. In 2014 the WHO Regional Office 
for Europe Action plan to prevent child maltreatment 2015-2020 called for an 
concerted inter-sectoral approach in which health systems play a coordinating 
role (6).  

Sweden is arguably a leader among nations, with its longstanding and de-
termined commitment to securing child rights and child health. Yet we have 
to ask what is known about the current capacity of the health sector in Sweden 
to respond to, and provide leadership, in national prevention efforts and in a 
European context? Are there any indicators of how effective the inter-sectoral 
work that has been undertaken to address child maltreatment from a public 
health perspective has been? Are health professionals who treat children 
across Europe adequately trained, organised and provided a clear mandate to 
play a leadership role? If not, then what are the challenges and hurdles to 
achieving the admirable goals set out by the WHO? 

This thesis starts with the knowledge that child maltreatment is a hidden 
problem and only a minority of physical abuse cases come to the attention of 
providers who have a mandate to intervene. Although a larger body of pub-
lished research has examined the dynamics of disclosure of child sexual abuse, 
there is still a paucity of data on the dynamics of disclosure of child physical 
abuse. We set out to explore these questions in light of the increasing under-
standing that poly-victimisation is common in childhood and that children 
who are subjected to one type of abuse are at risk for multiple types of mal-
treatment.  

The 2009 Swedish crime statistics suggested that the number of cases of 
child physical abuse reported to the police had exhibited a sustained increase 
since the late 1980s (42). Little was known about how the criminal justice 
system dealt with the increasing number of cases referred to them for investi-
gation or how the emerging multidisciplinary systems that were being devel-
oped would assure effective high-quality and child-centred practices. 

While Europe is often regarded as a single area, child protection policies 
and paediatric health services have not developed uniformly (5, 111). There is 
very little research on how the health sector is equipped and organised to care 
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for vulnerable children. There are consequently good reasons to identify cli-
nicians across a large part of Europe who are dealing with suspected child 
maltreatment cases in primary and secondary paediatric and adolescent medi-
cine. 

Sweden remains a benchmark performer among European countries, in 
terms of overall child mortality, with the lowest rates of excess or avoidable 
deaths, as well as low rates of deaths from injuries (112, 113). In countries, 
such as the US and England, where systematic, inter-agency child death re-
views are conducted, data have been used to inform initiatives to prevent fu-
ture deaths. In 2013, the WHO reported that at least 850 children under 15 
died each year from child abuse in Europe. Few European countries conduct 
thorough inter-agency investigative approaches, resulting in misclassification 
of maltreatment-related deaths (5).  Systematic and detailed studies of deaths 
in childhood from external, ill-defined and unknown causes had not yet been 
conducted in Sweden. 
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Aim of thesis 

The overarching aim of this research was to examine aspects of the multi-
sector response, and in particular the health sector response, to child maltreat-
ment in Sweden and in a European context. 

Specific aims 

Study I: 
To explore the dynamics of disclosure of child abuse and perceived adult sup-
port among adolescents recruited from the general population with self-re-
ported experiences of child physical abuse. 

Study II: 
To examine how characteristics of police-reported child physical abuse cases 
– including the severity of the alleged violence as documented in police rec-
ords – were associated with criminal investigation procedures and prosecution 
outcomes. 

Study III: 
To assess how physicians across a large part of Europe are organised to rec-
ognise and respond to child abuse and neglect and to gain an overall picture 
of child protection procedures, reporting laws, professional education, referral 
practices, medical practice and the range of professionals involved. 

Study IV: 
To investigate time trends of childhood death rates in Sweden, recorded as due 
to external, ill-defined and unknown causes, by age group during the 15-year 
period from 2000 to 2014. These causes of deaths were reported to be associ-
ated with data that can inform effective prevention through systematic, inter-
agency child death reviews. 
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Ethical considerations 

The methods and data sources used in the four sub-studies in this thesis were 
distinct and so were the ethical aspects we explored. 

Studying child maltreatment, especially with child informants, may pose 
complex ethical dilemmas. It is vital that society understands the root causes, 
processes and consequences of child maltreatment, in order to devise support-
ive interventions and prevention methods, but this aim must be balanced with 
the sensitive and potentially distressing nature of the subject and the risk of 
harm for the survivors (114, 115). Approaches must protect the privacy of 
individual research participants and guarantee confidentiality. However, when 
surveys don’t include children for practical, resource or logistical reasons, and 
do not considered them social actors in their own right, this may reduce their 
rights to participate, as enshrined in the CRC (76).  Despite, increased political 
interest in children’s right to participate and their exposure to violence, rela-
tively little research has been conducted to explore the experiences of child 
informants (116, 117). To our knowledge, no population-based studies of ad-
olescents that examined CPA disclosure beyond reporting disclosure rates and 
to whom they were reported had been published when we carried out Study I. 

Several precautions were taken when Study I was carried to address these 
ethical concerns. Before they participated, the students were told about the 
aim of the study, its voluntary and anonymous nature and their right to dis-
continue participation or refrain from answering certain questions. Parents and 
guardians were informed by letter about the nature of the survey, and were 
given the opportunity to opt out if their child was younger than 15 years. 
Teaching staff were not in the classrooms when the students completed the 
questionnaires, but experienced research assistants were. Written information 
in the questionnaire told participants where they could get counselling, if 
needed, and school health staff were also on hand to provide support. None of 
the students refused to take part or stated that their parents did not consent. 
The study was approved by the Stockholm regional research ethical review 
board (Dnr 2010/1512-31/5). 

Data on child maltreatment may be gathered from various sources, includ-
ing medical, child protection and law enforcement records. This may seem to 
contravene the Declaration of Helsinki, which states human subjects can only 
be included in medical research if they have consented (118). Sourcing data 
from existing records precludes active participation and extra care must be 
taken to avoid misusing personally identifiable data. Study II used data that 
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was extracted from police files and subsequent court decisions and was anon-
ymised so that it just identified the police district.  

According to the Declaration of Helsinki, human subjects should only take 
part in medical research if they give their consent, but child maltreatment stud-
ies often gather data from sources such as medical or child protection records 
rather than involving subjects. As long as this data is used anonymously it 
does not compromise individual privacy. However, some research requires 
personally identifiable data, which could be misused. The data for Study II 
was previously collected by Professors Christian Diesen and Frank Lindblad 
for a larger multi-disciplinary study by the Department of Law at Stockholm 
University (119, 120). Their aim was to examine the nature and quality of 
criminal justice procedures related to investigating child sexual and physical 
abuse in Sweden and Europe. They hypothesized that close multi-disciplinary 
collaboration between law enforcement, social workers, psychologists, paedi-
atricians, child psychiatrists and prosecutors, such as in the US and Iceland, 
would lead to improved investigative outcomes. They compared this with 
what had been demonstrated in Sweden. The data acquired from police records 
for Study II related to cases that had been resolved and the legal records were 
in the public domain. The study was approved by the Stockholm regional re-
search ethical review board (Dnr 2005/526-31/5). 

Study III focused on European physicians who cared for children with sus-
pected child maltreatment, who were recruited using purposeful sampling, 
professional organisations and the Internet. We used an online questionnaire 
and the web link was emailed to physicians together with a covering letter that 
explained the purpose of the study and an offer to provide further clarification. 
The responses to the online questionnaire were categorised by country and 
anonymised for the narrative synthesis of the responses. As the study was re-
stricted to professional and organisational data, ethics approval was not re-
quired. 

Study IV used data from the cause of death register at the National Board 
of Health and Welfare and it was anonymised by the Board so that individuals 
could not be identified. In addition, aggregated vital statistics data were ob-
tained from online Statistics Sweden databases that were in the public domain. 
Swedish law states that studies that exclusively involve data on deceased in-
dividuals are exempt from ethical approval and the Uppsala ethical review 
board agreed this for our pilot study published in 2013 (110). Although we 
considered that child deaths needed sensitive handling when publishing the 
results, we also felt that the risk that surviving relatives would suffer distress 
or discomfort was small as the cases were anonymised.  The WHO has en-
couraged detailed research on child mortality as it has noted that few European 
countries investigate child deaths with sufficient rigour by using linked inter-
agency linked data (5). For example, the WHO maintains that deaths related 
to child maltreatment may be misclassified as accidental or of undetermined 
intent in the absence of better information (121). The aim of Study IV was to 



 42 

provide data that could be used to improve work to prevent childhood injuries 
and deaths. We met the requirements of international scientific peer-reviewed 
journals, by getting approval from the Uppsala regional research ethical re-
view board (Dnr 2016/329). 
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Summary Study I 

Introduction 
There is a broad consensus among clinicians, professionals and researchers 
that only a minority of abused children come to the attention of professional 
systems, such as child protective authorities or law enforcement, and that this 
gap is due to children’s reluctance to disclose the abuse (90, 122). A better 
understanding of the factors that influence why children choose to disclosure 
or not disclose maltreatment is needed to address the vast problem of underre-
porting.  

A small number of studies have focused on self-disclosure of child sexual 
abuse (CSA) by adolescents recruited from the general population (123-126). 
These studies consistently showed that children were most likely to disclosed 
CSA to peers of their own age in informal settings. Fewer cases were disclosed 
to parents or other adults and only a small minority were reported to child 
protective and investigative authorities with a mandate to take action. Previous 
research on adolescent survivors of CSA indicates that the main reason they 
did not tell their parents were lack of trust and a reluctance to burden them 
(127, 128).  

Very little research on the prevalence of disclosure has focused on child 
physical abuse (CPA). There are, to our knowledge, no previous population-
based studies of adolescents that have examined the characteristics of disclo-
sure of CPA beyond reporting disclosure rates and who the abuse was dis-
closed to. 

This study examined CPA disclosure and perceived adult support among 
adolescents and addressed four questions: 
(I) Was there any association between any kind of self-reported child maltreat-
ment and lack of an adult confidant?  
(II) What were the disclosure rates among adolescents who had been exposed 
to severe CPA?  
(III) Who did the children and adolescents tell about their abuse? 
(IV) How did adolescents who experienced CPA and other forms of child mal-
treatment perceive adult and professional support?  

We hypothesise that a positive association would exists between adoles-
cents’ self-reports of any child maltreatment and a reported lack of an adult 
confidant. In addition, we hypothesised that physically abused children would 
be most likely to reveal their abuse to a peer, in line with several published 



 44 

reports characterising CSA disclosure, and with the few studies on other forms 
of violence (36, 129).  

Methods 
The study was based on a Swedish national survey on child maltreatment that 
was carried out among ninth graders, aged 14-15 years, in September 2011. In 
total, 3,202 school children, (51% girls), independently and anonymously 
completed the questionnaire. The respondents represented 84% in the partici-
pating schools.  

We determined the rates of disclosure among severely physically abused 
children and who they revealed their abuse to using quantitative analysis. In 
order to better characterise the adolescents’ experiences of adult support, we 
carried out content analysis of the responses to open-ended questions in the 
survey (130). 

Measures  
Questions about physical and emotional abuse were based on the Conflict Tac-
tics Scales (CTS) (131), as used in previous consecutive Swedish school-
based surveys (132).  

Quantitative analysis 
We performed Pearson chi-square and multivariate logistic regression anal-
yses, adjusted for family finances, chronic condition/disability and any for-
eign-born status of respondent.  

Qualitative analysis 
The questionnaires included free-text responses to two open-ended questions. 
We received 65 free-text responses, varying in detail and length, concerning 
the subject. We employed qualitative content analysis, as described by Grane-
heim and Lundman (130), to analyse the free-text data.  

Main results 
Of the total sample, 650 children (20.3%) reported at least one type of mal-
treatment and CPA was the most frequently reported type (17.7%). A third of 
those who had been physically abused had experienced severe CPA. Girls 
were more likely than boys to report severe CPA, emotional abuse, having 
witnessed intimate partner violence and more than one type of maltreatment. 
Foreign-born respondents were more likely to report all types of maltreatment 
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than adolescents born in Sweden. Having separated parents, a chronic condi-
tion or disability and worries about family finances were also associated with 
all types of maltreatment.  

Lack of adult confidant 
More than three-quarters of the respondents (78%) said there was an adult they 
could confide in and 15% said they did not have an adult confidant. Child 
maltreatment, worries about family finances, foreign-born status and having a 
disability or chronic condition were all significantly associated with lack of 
adult confidants. Both crude and adjusted analyses of the association between 
child maltreatment and the lack of an adult confidant are presented in Table 
X. Of the adolescents who reported any maltreatment in childhood, 30% could 
not identify an adult confidant compared to 11.9% of those who were not mal-
treated, with an adjusted odd ratio of 2.87. The odds ratios were greater with 
increasing severity of abuse, as well as with several types of maltreatment 
(Table 2).  

Table 2. The association between maltreatment types/severity and lack of an adult 
confidant 

Type of maltreatment/abuse 
(%, n) 

Lack of adult 
confidant % 
(n) 

OR 
(95% CI) 

adjOR†  
(95% CI) 

Any child maltreatment    
 No (65.4%, n=2092) 11.9 (235) ref ref 
 Yes (20.3%, n=650) 30.0 (187) 3.17*** 

(2.55-3.95) 
2.87*** 

(2.25-3.66) 
 CPA    
 No (80.8%, n=2584) 13.2 (319) ref ref 
 Yes (17.7%, n=565) 31.0 (165) 2.95*** 

(2.37-3.67) 
2.62*** 

(2.06-3.35) 
Severe CPA 
(repeated and/or harsh) 

   

 No (no or mild abuse)  
(88.0%, n=2814) 

14.2 (375) ref ref 

 Yes (5.5%, n=176) 41.1 (69) 4.20*** 
(3.03-5.82) 

3.82*** 
(2.66-5.50) 

Multi-type child maltreatment    
 Not maltreated (65.4%, n=2092) 11.9 (235) ref ref 
 1 type (12.4%, n=395) 23.0 (87) 2.22*** 

(1.68-2.92) 
2.03*** 

(1.49-2.76) 
 2 types (4.9%, n=157) 35.8 (54) 4.12*** 

(2.88-5.91) 
3.77*** 

(2.56-5.54) 
 3-4 types (3.1%, n=98) 48.4 (46) 6.96*** 

(4.55-10.64) 
6.34*** 

(3.91-10.29) 
† Multivariate logistic regression adjusted for perceived family finances, foreign-
born status, and chronic condition/disability; adjOR = adjusted odds ratio. 
*** P-value <0.001 
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Disclosure rates among severely physically abused and disclosure 
preferences 
Just over half (52%) of the adolescents who said they had experienced severe 
CPA had told someone about the abuse. Girls had disclosed abuse more than 
boys, but the difference was not significant. Respondents were more likely to 
have disclosed the abuse if their parents were separated. Table 3 shows who 
respondents’ chose to disclose their abuse to peers, such as siblings, friends, 
boyfriends or girlfriends, were the most frequent choice (37%), followed by a 
parent or close adult relative (18%).  A further 11% had disclosed abuse to 
professionals at their school, Child Protective Services (CPS) or law enforce-
ment agencies. All of those who chose this route had been exposed to two or 
more types of maltreatment. Some respondents confided in more than one per-
son or organisation. 

Table 3. Recipients of disclosure among severely physically abused (n=176) 

 

Experiences of disclosure and adult support – qualitative results 
Of the 65 adolescents who responded to the free-text questions, 50 were girls.  
The results from the qualitative analysis of the free-text data are presented in 
Table 4. Three main categories emerged from the 13 sub-categories and these 
were barriers to disclosure, inadequate adult responses and supportive inter-
ventions.  

Recipients of disclosure % (n)  

Peer (sibling/friend/boyfriend/girlfriend) 37.5 (66) 

Non-professional adult (parent/close adult relative) 18.2 (32) 

Professional (within school, CPS or law enforce-
ment) 

11.4 (20) 

Children’s Rights in Society (NGO helpline for 
children) 

9.7 (17) 



 47 

Table 4. Results from the qualitative analysis. Presentation of main categories and 
sub categories 

Barriers to disclosure  Inadequate adult 
response 

 Supportive interventions 

Loyalty towards par-
ents  

Lack of child per-
spective 

Support from school social 
worker or child mental health ser-
vices 

Lack of trust in 
adults or authorities 

Insufficient evidence Support initiated by CPS  

Fear of being disbe-
lieved 

Inaccessible CPS and 
law enforcement 

Criminal conviction of perpetra-
tor 

Hopelessness Reluctance to act  

Self-blame 
 

 

Normalisation of 
maltreating behav-
iour 

 

Barriers to disclosure 
The adolescents described several barriers to disclosing the abuse they had 
experienced and the most prominent was lack of trust in adults or authorities 
(Table 4). Some respondents were fearful of being disbelieved, stating that it 
was useless to tell anyone because ‘no one takes you seriously’. Others said 
that they did not have enough evidence to prove the maltreatment. Others felt 
hopelessness and said that ‘nothing helps’, which also appeared to be a barrier 
to disclosure.  

Inadequate adult response  
Several adolescents who were physically abused during childhood shared their 
experiences of contact with social welfare authorities. Some said that they 
lacked a child perspective, particularly CPS social workers, and some said that 
the police or CPS did not take any action because of lack of evidence. They 
also felt professionals were reluctant to take any action.  

Supportive interventions 
Some adolescents who had been in contact with authorities and professionals 
said that they received assistance and support and that they were most likely 
to receive positive support from school social workers.    
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Summary Study II 

Introduction 
Healthcare workers in Sweden are legally required to report suspected child 
maltreatment to CPS, who then decide whether the case should be reported to 
the police. It had become increasingly common in Sweden for the CPS to per-
form this role (42, 133).  It is, therefore, important for researchers to evaluate 
how the criminal justice system has adapted to these changing demands. Pre-
vious reports (42, 133) have shown a low rate of adjudication of criminal in-
vestigations cases where the alleged victim is a child. This study aimed to 
examine how child physical abuse case characteristics, including the severity 
of the alleged violence as documented in police records, influenced the crim-
inal investigation process at four key decision points: the forensic interview 
of the suspect, the forensic interview of the alleged victim, the forensic medi-
cal evaluation and prosecution.  

Methods 
We included all non-fatal suspected CPA cases involving a child under the 
age of 15 (n=158) and allegedly caused by a household member, which were 
reported to the police in two suburban police districts in Stockholm County 
during 2006. 

We abstracted the case characteristics of alleged CPAs that proceeded to 
adjudication in the criminal court from police and court records:  

• Age (0<3, 3<6, 6<9, 9<12, 12<15, 15<18 years of age at the time 
of the criminal investigation) and sex of the child 

• Relationship of the suspect to the child  
• Confession/denial of the suspect  
• Household conflicts (documented co-occurrence of intimate part-

ner violence and/or custody disputes) 
• Severity of alleged violence as documented in the police files using 

the Conflict Tactics Scales (CTS) scoring, as validated by Janson 
(32, 33) in Sweden on a scale of 1 to 8.  

• Origin of the police report (household member, police called to the 
scene, CPS or other). 
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The following items were applied as key decision points of the criminal 
investigation process and as dependent variables: 

• Forensic interview with the suspect  
• Forensic interview with the child (children younger than three years 

of age were not included). 
• Medical evaluation (clinical examination of victim, forensic affida-

vit after clinical exam and examination/affidavit by forensic physi-
cian) 

• Adjudication (prosecution; criminal conviction or order of sum-
mary punishment). 

 
The statistical association between the categorical predictor variables and 

the dependent variables was analysed by using the chi-square test, which was 
complemented with a column proportional test when more than two categories 
were involved. We also tested the association between the dependent variables 
forensic interview (suspect) and forensic interview (child) by using the chi-
square test. A binary logistic regression analysis was calculated with prosecu-
tion as a dependent variable and any forensic interview (suspect), forensic in-
terview (child) and forensic medical evaluation as covariates.  

Main results 
Details on the child, suspect, type of violence and the origin of the police re-
port are presented in Table 5. The median age group at the time of the police 
report was 9-11 years (range three months to 18 years) and the majority (56%) 
were boys The suspected perpetrator was a father/stepfather in 64% of cases 
and a mother/stepmother in 30%. The severity of the violence was categorised 
as moderate (51%) or high (41%) in most cases, according to the CTS scores. 
In 31% of the cases there was either a full or a partial confession (Table 5). 
The main sources of the police report were: CPS (33%), a family member 
(23%) and police called to the scene (41%). None of the police reports origi-
nated from healthcare providers. Other intimate partner violence in the family 
was reported in 30% of cases and custody disputes in 17%. 

In Table 6, we present data concerning the key decision points during the 
criminal investigation. The following text summarises the significant statisti-
cal findings and also points out some of the descriptive results that may be of 
value when interpreting the quality of the legal procedures. 
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Table 5. Child, suspect, and violence (Conflict Tactics Scale, CTS) characteristics; 
origin of police report. 

 
 
 

 

 

 

 

 

 
 

 

 

 

 

 

 

Suspect interviews 
Police investigators interviewed the suspect in 82/155 (53%) cases.  They 
were more likely to conduct an interview when the father was suspected 
(53/82) and less often when the mother was suspected (18/46).  Police were 
also more likely to interview suspects when they were called to the scene 
(41/64), compared to other origins of the police report. There was no associa-
tion between the severity of the alleged violence, based on the CTS, and 
whether or not the suspect was interviewed. 

Forensic interview with the child 
A forensic interview with the child was more likely to take place when police 
were called to the scene (40/65), compared to when the police report origi-
nated elsewhere. In 59/81 (73%) of cases the child described at least one as-
sault during childhood by the suspected perpetrator. There was no association 

  n (%) 
Age of child, years 0 < 3 15 (9.7) 

(n=154) 3 < 6 26 (16.9) 
 6 < 9 31 (20.1) 
 9 < 12 30 (19.5) 
 12 < 15 43 (27.9) 
 15 < 18 7 (4.5) 
 Missing data/No info    4 
   

Gender of child Male 88 (55.7) 
(n=158) Female 70 (44.3) 

   
Relation suspect-child Father 84 (53.8) 

(n=156) Mother 46 (29.5) 
 Stepfather 16 (10.3) 
 Stepmother 1 (0.6) 
 Missing data/No info   2 
   
   

Confession/denial Full confession 3 (4.0) 
(n=75) Partial confession 20 (26.7) 

 Denial 52 (69.3) 
 Missing data/No info  83 

   
Severity of alleged violence Low (CTS 1–4) 12 (7.9) 

(n=151) Moderate (CTS 5–6) 77 (51.0) 
 High (CTS 7–8) 62 (41.0) 
 Missing data/No info    7 
   

Origin of police report Child Protection Services 51 (32.5) 
(n=157) Household member 36 (22.9) 

 Police called to scene 65 (41.4) 
 Health providers    0 (0) 
 Other 5 (3.2) 

 Missing data/No info    1 
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between the severity of the alleged violence, based on the CTS, and whether 
or not the child victim was interviewed. There was a strong association be-
tween the forensic interview of the suspect and the forensic interview of the 
child.  

Clinical and forensic medical evaluations 
Clinicians conducted a physical examination of the child victim, without a 
subsequent forensic evaluation, in 7/158 cases. Criminal investigators re-
quested forensic medical affidavits documenting the clinical exam in 11/158 
cases. Criminal investigators requested a forensic evaluation in 6/16 cases in 
which two caregivers were suspected, compared to 5/133 when there was a 
single suspect. Criminal investigators tended to order a medical evaluation 
more often when the alleged victim was under three years old than when the 
child was older. There was no association between the severity of the alleged 
violence, according to the CTS, and whether or not criminal investigators re-
quested a forensic medical evaluation.  

We used a binary logistic regression analysis with prosecution as a depend-
ent variable and any forensic interview (suspect), forensic interview (child) 
and forensic medical evaluation as covariates. The only significant predictor 
was the fact that a forensic medical evaluation was conducted, with an odds 
ratio of 1.9 and 95% confidence interval of 1.2 - 3.3. 

Adjudication 
Eleven of the 155 (7%) criminal investigations proceeded to prosecution, and, 
of those, 9/155 (6%) resulted in a criminal conviction.  In 2/155 (1.3%) cases, 
the investigation resulted in an order of summary punishment. Cases in which 
two caregivers were suspected were more likely to lead to prosecution than 
 cases with a single suspect. There was no association between the severity of 
the alleged violence, according to the CTS score, and adjudication. 
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Table 6. Numbers (%) of forensic interviews (suspect, child), medical evaluation, 
adjudication. 

 

 

  n (%) 
Forensic interview of suspect (n=155)  82 (52.9) 

Missing data/No info  3 
   

Forensic interview of child (n=155)  81 (51.3) 
Missing data/No info  3 

   
Medical Evaluation (n=158)   

Clinical examination of child - no forensic evaluation  7 (4.4) 

Forensic evaluation after clinical exam/ Exam by forensic 
physician 

 7 (4.4)/4(2.5) 

No exam conducted  140 (88.6) 
   

Adjudication (n=155)   
Prosecution/Criminal conviction  11 (7.1)/9(5.8) 
Order of summary punishment  2 (1.3) 

Missing data/No info  3 
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Summary Study III 

Introduction 
In its 2014 Child maltreatment prevention action plan, the WHO Regional 
European Committee (6) called for member states to strengthen health sys-
tems, including training healthcare staff in the early detection and appropriate 
responses to maltreatment to protect children from further harm. Understand-
ing how physicians are trained, and have developed procedures to meet the 
challenges of child maltreatment, may inform how health systems across Eu-
rope may have the capability to achieve the WHO action plan.  

Children subjected to maltreatment present to a broad range of physicians 
across primary and secondary paediatric and adolescent care and all physi-
cians play an important role in the early detection, accurate diagnosis and pro-
vision of immediate and long-term treatment of children who are victimised. 
Surveys of clinicians working in the field of child maltreatment note the per-
ceived importance of specialised postgraduate training, while practitioners 
frequently perceive this education as being insufficient (89, 134, 135). 

While Europe is often referred to as a single area, child protection policies 
and practices have not evolved uniformly (5). There is a lack of published 
research on how paediatricians and other physicians in Europe are equipped 
and organised to practice in this area.  

The varying ways in which clinicians manage cases of suspected child mal-
treatment may impact on both the service and the research originating from 
that country. This study examined how physicians across a large part of Eu-
rope were organised to recognise and respond to child maltreatment. Our aim 
was to gain an overall picture of child protection procedures, reporting laws, 
professional education, referral practices, medical practice and the range of 
professionals involved.  

Methods 
As this type of investigation had not previously been undertaken, we created 
an online consensus group, which wrote and finalised a semi-structured ques-
tionnaire in English. This contained 23 items aimed at physicians engaged in 
the clinical care of maltreated children across Europe. The focus was on 28 
member states of the European Union, including Croatia, which became a 
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member state during the study period. In addition, three members of the Eu-
ropean Free Trade Association, Iceland, Norway and Switzerland, were in-
cluded on the basis of their geographical and political position within Europe. 

The 23 questions were divided into nine closed and 14 open questions ad-
dressing: mandatory reporting for physicians, postgraduate training in child 
protection, the organisation of medical and forensic care, including multidis-
ciplinary settings, the medical management of suspected maltreatment, child 
death reviews and demographic features. 

Purposeful sampling was used to recruit eligible respondents, who were 
physicians with expertise and a clinical interest in child maltreatment and ac-
tively engaged in the field. Physicians eligible for the study were identified 
through personal contacts, professional societies, web-based recruiting and 
snowball sampling. Respondents were also asked to identify other eligible re-
spondents within their networks. 

The initial recruitment of paediatricians took place between July and Octo-
ber 2012. This was supplemented between August and December 2013 with 
web-based recruiting via the Cardiff University Child Protection Systematic 
Reviews CORE-Info website (136).  

The questionnaire was managed through a web-based tool and distributed 
electronically as a web link, which also contained a covering letter explaining 
the purpose of the study. Respondents were only identifiable while they sought 
any clarification on the questionnaire. The data was categorised by country 
and subsequently anonymised for the narrative synthesis of responses. Simple 
descriptive enumerations and tabulations were used for the summaries. The 
majority of the questions were answered by all respondents, but the denomi-
nators of the results vary due to the number of responses to individual ques-
tions. 

Responses from clinicians regarding the statutes governing mandatory re-
porting by health professionals of suspected child maltreatment in their coun-
try were compared with two published sources: The European Agency for 
Fundamental Rights compilation on mandatory reporting for professionals 
(137) and the state member replies to the Council on Europe Convention on 
the Protection of Children against Sexual Exploitation and Sexual Abuse 
(138).  

Main results 

Respondents 
The initial survey was completed by 45 physicians in 2012 and another 43 
physicians responded prior to the survey closing in December 2013. This 
meant we had responses from 88 clinicians unevenly distributed in 22 coun-
tries (Figure 6). The majority of the respondents were paediatricians.  
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Figure 6. Countries with number of respondents 

In addition to variation between the countries, there were considerable varia-
tions within the 15 countries where responses were received from more than 
one physician. However, all of the 88 physicians who responded described a 
defined system with multidisciplinary involvement for the clinical and foren-
sic management of suspected child maltreatment. 

Mandatory reporting for physicians 
Respondents in 16/22 (73%) countries replied that national mandatory report-
ing statutes applied to physicians who suspected child maltreatment (Figure 
7), although the focus of the statutes governing reporting differed between 
countries. In Scandinavian countries, reporting was directed to municipal 
child protective services (CPS). In Finland, cases of child physical abuse were 
reported to CPS and cases of suspected child sexual abuse to law enforcement. 
In Croatia, France, Italy and Switzerland, physicians were required to report 
cases to law enforcement, prosecutorial and judicial authorities.  
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Figure 7. Map of mandatory child maltreatment reporting by country according to 
physician respondents: (dark blue = mandatory reporting for physicians; light blue = 
no mandatory reporting; dark grey = nonresponding countries; light grey = non-tar-
geted countries). 

In Belgium, Germany, Malta, the Netherlands, Ireland and the UK, physicians 
did not have a national mandate to report cases of suspected child maltreat-
ment. In some of these countries, such as Germany, there were some federal 
states that mandated reporting by physicians. In Switzerland, there were no 
national statutes governing professional reporting and mandated reporting leg-
islation varied in each of the 26 member states or cantons. In the Netherlands, 
physicians were required to discuss the case with the ‘confidential reporter,’ 
following which decisions were made regarding detailed reporting. In some 
countries without national mandatory reporting legislation, such as the UK, 
physicians were still required to report cases based on the professional ‘duty 
of care’ defined by their national accrediting body.  

Training requirements for paediatricians and other physicians 
Requirements for postgraduate education on child protection for paediatri-
cians and other specialists varied between, as well as within, countries. In the 
UK, child protection training was an integral part of The Royal College of 
Paediatrics and Child Health (RCPCH) paediatric core and specialty training. 
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As with other subspecialties, a tiered level system of competencies was re-
quired for physicians who care for children. However, the RCPCH did not 
recognise child abuse as a specialty and respondents referred to its website for 
details (139). 

Some countries that did not offer require physicians to receive training on 
child maltreatment offered education on a voluntary or regional basis. In Swe-
den, a nationally-financed, week-long course on child maltreatment was of-
fered, but not required for paediatric residents and other specialists in training.  

Hospital-based multi-disciplinary child protection teams (MDTs) 
There were hospital-based MDTs in 16/22 (73%) countries. The professions 
represented varied between countries, and between jurisdictions within coun-
tries. Their role in most settings was to conduct or support medical investiga-
tions of cases, for diagnosis and treatment. The paediatricians in the teams 
provided advisory services to other physicians, and in some settings, had re-
sponsibilities for teaching others how to handle child maltreatment. Some also 
carried out research into this area.  

Some countries without hospital-based teams had multi-agency teams 
based in the community. For example, in Belgium multi-agency teams worked 
at confidential centres for child abuse and neglect that were staffed by special-
ist physicians. The centres worked on a voluntary basis with social care au-
thorities to look at cases that were not referred to the criminal justice system. 
In Estonia, multi-agency teams were located and managed within community-
based non-governmental organisations in urban centres. 

In the UK, safeguarding multi-agency teams were located in community 
child health units and staffed by community paediatricians who specialised in 
assessing child maltreatment. These teams played the same role as some hos-
pital-based MDTs in other countries, coordinating with social services and 
community agencies in identifying children at risk. There was a two-step pro-
cess, strategy meetings, and a full case conference if concerns were confirmed. 
The final decision was taken by an independent chair from social services and 
not physicians. 

In Sweden and some other Scandinavian countries, including Norway, Ice-
land and Finland, multi-agency teams were based at children's advocacy cen-
tres in the community, which were called children’s houses, or Barnahus (Fig-
ure 5). Barnahus teams included prosecutors, law enforcement, health profes-
sionals and CPS and they exclusively addressed cases in which there was sus-
pected physical or sexual abuse of a minor, often with a focus on the criminal 
investigation. 

Other physicians involved 
Forensic physicians were engaged in the physical examination of living chil-
dren with suspected child physical or sexual abuse in 15/21 (71%) countries. 
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There was no response from one country. In 13 of these 15 countries, respond-
ents indicated that the availability of forensic specialists was limited.  

Child death review (CDR) 
Of the 21 countries that responded, 12 (57%) conducted national CDRs and 
the criteria for these differed between, and in some instances, within, coun-
tries. England and Wales appeared to be the only countries in our sample that 
had legislation for a nationally coordinated system of local multi-agency re-
view of all deaths from birth to 18 years. In addition, local overview boards 
convened rapid response investigations that included local case discussions 
for all unexpected deaths. More in-depth serious case reviews were conducted 
in England, Scotland and Wales for any death in which maltreatment was 
known or suspected to be a factor. This could also be applied to children who 
suffered serious harm because of maltreatment. 

In Norway and Sweden, the focus of CDRs was deaths from maltreatment 
or homicide. An initiative in Norway mandated that all child deaths be inves-
tigated by a board staffed by law enforcement and forensic physicians. In Es-
tonia, a CDR team analysed child deaths due to external causes using Interna-
tional Classification of Disease codes. The team was based in the capital city, 
Tallinn, and limited its scope to the city and surrounding region. 

In the Netherlands, multi-agency teams conducted a national consensus re-
view for deaths of newborn infants. There was a monthly CDR meeting cov-
ering all other children who died of expected natural causes. However, cap-
turing cases using this methodology appeared to be limited and lack of funding 
was described as a threat to this programme. In France, physicians were 
obliged to report all child deaths to national death registers. The French Insti-
tute for Public Health Surveillance was responsible for analysing national 
mortality data. Child deaths under six years of age were reported to the mater-
nal and child protection units, often at health centres managed by the county 
council. Unexpected or undetermined fatalities were reported to judicial au-
thorities. In Switzerland, the Swiss Society of Paediatrics collected details of 
child maltreatment deaths and each of the country’s member states, or cantons, 
had its own data collection system for child deaths. 
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Summary Study IV 

Introduction 
Childhood deaths from assault, neglect, accidents and suicide are events that 
can potentially be prevented. Systematic interagency reviews of all child fa-
talities, which originated in the USA (140), can increase our understanding of 
the contributing and modifiable factors, including how and why children die, 
and provide a framework for the detailed investigation of unexpected deaths.  

Since 2008, The National Board of Health and Welfare (NBHW) in Swe-
den has investigated child deaths, in accordance with the legislation. These 
are limited to deaths involving crimes that have resulted in court proceedings 
and in which all opportunities for legal appeals have been exhausted. In prac-
tice, only 31 deaths were reviewed during the eight-year period from 2006 to 
2013 (141).  

In a Swedish study of cases of sudden infant death syndrome (SIDS) and 
sudden unexpected death in infancy (SUDI) (142), researchers reported that a 
death scene investigation was very seldom carried out unless a crime was sus-
pected, despite the longstanding consensus among researchers that a death 
scene investigation was a defining prerequisite for a SIDS diagnosis (143). A 
systematic and detailed study of unexpected or unexplained deaths among 
children and adolescents has not been conducted in Sweden. Fraser et al as-
serted that detailed individual interagency reviews could contribute to better 
consistency in coding COD and help to increase precision in the classification 
of specific situations in which diagnostic drift was reported to be a particular 
issue, for example SIDS (108). 

In this descriptive cross-sectional study, we aimed to investigate time 
trends of childhood death rates recorded as due to external, ill-defined and 
unknown causes by age group during a 15-year period, from 2000 to 2014. 
We hypothesised that we would observe a sustained substantial decline in 
childhood deaths related to transport and other external causes.  We also aimed 
to characterise the frequency and rates of deaths that were recorded as assaults, 
suicides and events of undetermined intent, as well as trends in childhood 
death rates in which the cause was ill-defined, including SIDS, or in which a 
COD was unknown or undocumented. 
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Methods 

Data sources 
The Swedish NBHW provided individual-level data concerning the study pop-
ulation that was extracted from the cause of death register, which includes 
information of all deaths in Sweden since 1961(144). Data on diagnoses, con-
genital anomalies and causes of death were documented according to the In-
ternational Classification of Diseases - Tenth Revision (ICD-10) codes from 
1997 onwards. The NBHW anonymised individual-level data, using unique 
codes, prior to the data being provided to the research team. The total number 
and ages of children under 18 alive and living in Sweden at the end of each 
study year were obtained from national census data published online by Sta-
tistics Sweden.  

Study population 
The study population was defined as the deaths of all children and adolescents 
under the age of 18 recorded in the Swedish cause of death register during the 
calendar years of 2000-2014. The underlying causes of these deaths were clas-
sified into two main categories. The first category was external causes of 
death, which covered unintentional injury deaths and intentional deaths across 
the span of ICD-10 codes V01-Y98. The second category, with ICD-10 codes 
R95-R99, comprised of individuals with ill-defined, unknown and incomplete 
documentation underlying their COD. 

Table 7. Categories of deaths from external and ill-defined causes 
External causes of death (ICD-10 V01-Y98) 

Transport-related V01-V99 + Y850 
Suicide X60-X84 
Assault X85-Y09 + Y369 
Event of undetermined intent Y10-Y34 
Other external W00-X38, X40-X59, Y83.6-Y84.8, and 

Y86.0-Y86.9 
Ill-defined causes of death (ICD-10 R95-R99.0) 

Ill-defined or unknown 
(including SIDS) 

R95-R99.0 

Incompletely documented or un-
documented 

R99.1; R99.8; R99.9 

External causes of death 
We classified individuals with an underlying external COD (ICD-10 V01-
Y98) into five subgroups. All of the individuals categorised into the subgroups 
below had an injury described in ICD-10’s chapter XIX, namely: injury, poi-
soning and certain other consequences of external causes (S and T codes). 
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These included transport-related deaths, suicide, assaults, events of undeter-
mined intent and other external CODs (Table 7).  

Ill-defined causes 
We also recorded ill-defined, or unknown, CODs (R95-R99.0) and incom-
pletely documented and undocumented unascertained cases (R99.1; R99.8; 
R99.9). Using a set of extensions to the R99 code, the Swedish NBHW rec-
orded death certificates in which an underlying COD was not ascertained by 
the registering physician as R99.1 or other incompletely defined COD (145). 
Cases in which the COD certificate was missing, and the death primarily oc-
curred abroad, were coded by the NBHW as R99.8 for COD not defined (144). 
The NBHW recorded cases as R99.9 when no death certificate was received 
and the Swedish Tax Authority notified the NBHW of the death. 

Variables 
We grouped total absolute counts of deaths from external, ill-defined and un-
known COD into six age categories as recorded at the time of death: newborn 
infants (0-27 days), post-neonatal infants (28 days to 11 months), children (1-
4 years), children (5-9 years), children (10-14) years and older children (15-
17 years).  

In addition, due to the low absolute counts across some age bands, and in 
order to allow the calculation of mortality rates and time-trends, we collapsed 
the six age categories above and conducted the analysis in three broader age 
groups: infants under one, children aged 1-14 and older children aged 15-17 
years. 

Statistical analysis 
Mortality rates in the study population, expressed as deaths per 100,000 pop-
ulation, were calculated from the absolute counts in the COD register of child 
deaths for each corresponding age group. We investigated the change in the 
mortality rates over time by using a linear regression, in which the dependent 
variable was the natural logarithm of the mortality rate and the independent 
variable was the year of death, using a 5% significance level.  

Main results  

Total child mortality 
We identified 7,914 child deaths from all causes from 2000-2014. A sizeable 
number of infant deaths (8.0%) were registered without a death certificate dur-
ing the study period. 
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Total childhood mortality rates for all causes in individuals under 18 years 
of age in Sweden exhibited a mean of 27 per 100,000 and fell substantially 
from 31 to 23 per 100,000, which represented an overall 26% decline during 
the study period. Mortality rates by age band exhibited a bimodal distribution, 
with levels that were far higher in infancy than any other age (Figure 9). They 
fell to a very low level among toddlers and in middle childhood and increased 
to intermediate levels in older children aged 15-17 years. Death rates from all 
causes fell across all three of the broad age groups studied. The mean infant 
mortality rate from all causes was 275 per 100,000 and fell from 335 to 217 
per 100,000, an overall drop of 35% during 2000-2014. In children 1-14 years, 
the mean mortality rate from all causes was 11 per 100,000. Death rates in this 
age band declined during the study period from 12 to 9, an overall decrease of 
26%. Death rates in older children aged 15-17 years from all causes had a 
mean of 21 per 100,000 and exhibited the steepest decline of the three age 
groups, from 27 to 15 per 100,000, representing a reduction of 44%. 

 
Figure 8. Total counts of childhood deaths in children under 18 years by year of 
death 2000-2014. External, ill-defined and unknown causes (red) and non-external 
causes (grey). 

The total absolute count of deaths from all causes among children under 18 
years was 7,914: the total annual count was 562 in 2000 and fell to 439 in 
2014. Each year there were an average of 134 children under 18 years (range 
99-156) who died with an underlying COD recorded as external, ill-defined 
or unknown (Figure 8). The total over the 15-year study period was 2,006 and 
deaths from external and unknown causes comprised 25% of deaths from all 
causes.  
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Figure 9. Deaths from external, ill-defined and unknown causes 2000-2014 by six 
age bands (n=2006)  

The absolute death counts were split into six COD categories (Figure 10). Of 
the 2,006 external deaths, 478 (24%) were recorded as transport related, 341 
(17%) as other external COD, 323 (16%) as suicide, 97 (5%) as assaults, 65 
(3%) as events of undetermined intent, 381 (19%) as ill-defined, including 
SIDS, and 321(16%) as incompletely documented and undocumented COD. 
Total mortality rates from external, ill-defined and unknown COD in children 
under 18 years exhibited a mean of 6.85 per 100,000 and fell from 7.4 to 6.0 
per 100,000 during the study period, which represented an overall drop of 
19%.  

Total mortality rates from external, ill-defined and unknown COD in chil-
dren under 18 years exhibited a mean of 6.85 per 100,000 and fell from 7.4 to 
6.0 per 100,000 during the study period, which represented an overall drop of 
19%.  
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Figure 10. Deaths from external, ill-defined and unknown causes 2000-2014 by sub-
categories (n=2006) 

Infants 
Annual rates of ill-defined infant deaths, including SIDS, exhibited a mean of 
21.5 per 100,000 and fell 41% from 27 to 16 per 100,000. Rates of infant 
deaths with incompletely documented and undocumented underlying COD 
did not change significantly, averaging 13.5 per 100,000. The total death rates 
for infants due to an external COD was stable at 3.4 per 100,000 during this 
period. 

Children aged 1-14 years  
The mortality rate of transport-related deaths had a mean of 0.87 per 100,000 
and declined 67% from 1.3 to 0.43 per 100,000 during 2000-2014. Death rates 
from other external causes exhibited a mean of 1.0 per 100,000, with a falling 
trend from 1.3 to 0.72 per 100,000. Suicides in children under 15 years re-
mained statistically unchanged at 0.35 per 100,000 during the study period. 
There were few annual deaths recorded as assaults in this age band. Rates of 
deaths from assault remained fairly even at 0.22 per 100,000 in children aged 
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1-14 years during 2000-2014. Deaths from events of undetermined intent re-
mained stable at 0.11 per 100,000. There were few children in this age group 
whose deaths were recorded as ill-defined. 

Children aged 15-17 years 
The mortality rates from transport-related deaths in older children, aged 15-
17 years, displayed a mean of 4.7 and declined 74% from 7.8 to 2.0 per 
100,000 during 2000-2014. Death rates from other external causes exhibited 
a statistically stable trend, with a mean of 1.65 per 100,000.  

Mortality rates from suicide-related COD exhibited a statistically un-
changed trend at 4.3 per 100,000 during this time period. Mortality rates from 
assaults in this age group remained statistically unchanged at 0.59 per 
100,000. Rates of death from events of undetermined intent remained even 
during the study period at 0.54 per 100,000.  
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General discussion 

Each of the four component investigations in this thesis examined aspects of 
the multi-sector, cross-agency community organisation and response to child 
maltreatment in Sweden and Europe.  

Study I was based on the responses of 3,198 high-school students to a 2011 
survey and 650 (20.3%) reported at least one type of maltreatment: CPA was 
the most frequent type of abuse (17.7%), followed by emotional abuse 
(10.9%). A third of the respondents who suffered CPA said that it was severe 
and girls reported this more frequently than boys. Girls were also more likely 
to report emotional abuse, multi-type maltreatment and witnessing interper-
sonal violence. The level of CPA disclosure to professionals who had a man-
date to report it was low. Other studies have shown higher CPA disclosure 
rates (122, 146, 147), but they measured retrospective disclosure by young 
adults. Research on CSA disclosure tells us that most people do not disclose 
this abuse until adulthood (148) and CPA disclosure may follow this pattern.  

In Study 1, more than half of those who reported severe CPA had told 
someone about the abuse and, in agreement with the larger body of literature 
covering different types of abuse including CSA, this was most likely to be to 
a peer or sibling (36, 124, 126, 148, 149), rather than a parent or close adult 
relative. Only a minority of those who were severely abused disclosed their 
abuse to their school, CPS or law enforcement. The low rates of disclosure to 
professionals that we observed were consistent with previous Swedish na-
tional surveys conducted by Janson et al (41), which indicated that these rates 
had been stable for over a decade. 

The fact that mistreated adolescents in Study I were less likely to be able 
to identify an adult confidant, compared to their non-abused peers, could have 
indicated that they lacked trust in adults. Severe types of CPA and multiple 
maltreatment predicted this lack of trust and there appeared to be a dose-re-
sponse association with the number of types of maltreatment reported and the 
lack of an adult confidant.  

The free-text responses revealed important findings with regard to barriers 
to disclosure and lack of trust in adults was a primary factor. These findings 
were consistent with adolescents who experienced CSA, who often doubted 
whether they could trust or rely upon their parents (124). One reason adoles-
cents did not disclose abuse was because they were worried that they would 
not be believed, which has been well described in CSA research. Authors have 
reported that parents often blamed their children and reacted angrily to CSA 
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disclosures, particularly when the perpetrator was a family member (127). Our 
study also found that children didn’t tell their parents about CPA, as they were 
worried about upsetting them, and this has also been reported with regard to 
CSA (150).  

Several children who had disclosed abuse to professionals felt there was a 
subsequent lack of effective action, primarily because the professionals did 
not see if from the child’s perspective and did not take their views and expe-
riences into account. Some respondents described a general reluctance by pro-
fessionals to act, sometimes due to insufficient evidence to substantiate the 
abuse, and others said that professional systems were unavailable to them, 
which inhibited their ability to disclose the abuse. Our findings may reflect 
the fact that many adolescents who experienced abuse lacked faith in the abil-
ity of professionals to intervene effectively, a concern that has previously been 
described by studies covering CSA disclosure (151, 152).  

It is important to note that some adolescents reported effective professional 
interventions and adult support, specifically from school social workers. A 
key finding of Study I was that only a minority of CPA cases were brought to 
the attention of school staff and professionals who had a mandate to act and 
could intervene.  

The Study I findings suggest that the dynamics of whether CPA was dis-
closed was broadly similar to CSA research. Our data supported the previous 
suggestion that being reluctant to disclose CSA may be similar to reporting 
other forms of childhood abuse (151). Prevention strategies should provide a 
comprehensive and holistic approach that facilitates disclosure of any form of 
maltreatment, given our increasing understanding of poly-victimisation and 
the knowledge that the signs and symptoms of maltreatment in childhood are 
often not specific to any one form of abuse. McElvaney (148) and Ungar et al 
(151) have both proposed multi-dimensional prevention strategies that help 
support formal and informal caregivers, so that they are more able to detect 
possible CSA cases. Our study suggests that these could be effectively ex-
panded to include disclosure of CPA and other forms of maltreatment. Our 
results also support the need for programmes that raise awareness and target 
adolescents in general and support peers who can encourage their abused 
friend to approach an adult who can help them. Professionals need to address 
adolescents’ apparent lack of faith in the ability of professional systems to 
effectively intervene in the aftermath of such disclosures. 

As discussed in the Introduction, the 2015 critique published by the United 
Nations’ Committee on the Rights of the Child called upon Sweden to “create 
a coherent and coordinated child protection system and to further strengthen 
awareness-raising and education programmes, including campaigns, with the 
involvement of children, in order to encourage the reporting of cases of child 
abuse and violence against children” (79). In addition, the Committee recom-
mended that Sweden “provide staff in schools and institutions with regular, 
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ongoing training on how to detect and recognise signs of maltreatment of chil-
dren” (79). The urgency of putting these recommendations into action is con-
firmed by the experiences of the adolescents who reported CPA in Study 1. 

In Study II, we presented data on 158 cases of suspected CPA, based on 
characteristics that were abstracted from police records and compared them 
with key decisions made during the criminal investigation, namely the foren-
sic interviews of the suspect and child, the forensic medical examination and 
any prosecution. The severity of the alleged abuse did not predict any of these 
decisions. Only around 11% of the children underwent a physical examina-
tion, half of the suspects and the children were interviewed by the police and 
7% of cases were prosecuted. A forensic medical evaluation was predictive of 
prosecution. 

We found that 41% of cases were categorised as a high level of severity 
and 51% as a moderate level, using a well-established international instrument 
(131). The results in Study II seemed to differ from the findings of Annerbäck 
et al (153), who examined CPA cases reported to the Swedish police and found 
that 12% were severe. However, comparisons with this study are difficult, be-
cause those authors defined abuse as the presence of demonstrable bodily in-
juries or serious threats, which restricted this category to those who had been 
physically examined. In contrast, our results referred to allegations of abuse 
and described two distinct aspects of CPA. We were surprised that the severity 
of the suspected abuse was not related to whether the alleged victim was phys-
ically examined, as from a health and child protection perspective this seems 
irrational. However, more detailed information about certain factors, such as 
the time from the alleged abuse to the police report, may have modified this 
conclusion. 

The number of physical examinations carried out was low, at slightly above 
10%, and the number of forensic evaluations, including written affidavits after 
clinical examinations and examinations conducted by a forensic physician, 
were even lower at less than 7%. This was concerning, especially as we found 
that the forensic medical evaluation was the only significant predictor for the 
case proceeding to prosecution. The potential value of medical findings in the 
criminal investigation process was highlighted in 2010 by Kaldal et al (133), 
who found, like our study, that forensic medical evaluations were associated 
with prosecutions of CPA in the Swedish Barnahus setting. Our sample did 
not provide any clues about why the number of medical evaluations were so 
low and we can only speculate about this. One possible explanation may have 
been limited access to expert clinicians or forensic physicians when the al-
leged abuse was reported. It was noteworthy in our study that forensic medical 
examinations were more likely to be conducted in cases where two adult care-
givers were suspected, possibly because both parents were simultaneously 
held in police custody as suspects. However, such cases were not prosecuted 
any more frequently than other cases.  
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In 2006, when Study II was carried out, the Swedish supervisory health 
authorities had not published any national guidance on the clinical examina-
tion of cases of suspected CPA and that is still the case. Such guidelines would 
provide a cornerstone for quality improvements in Scandinavian healthcare, 
with regard to child abuse, and their presence would provide a common qual-
ity indicator in health systems research (154). In contrast, international guid-
ance does exist and stresses the importance of a timely and accurate paediatric 
forensic evaluation (155, 156). UK guidance on the criminal investigation of 
CPA (155) recommended a forensic examination in most cases of alleged 
child abuse and these policies recognised that even a late examination can 
contribute important clinical and forensic information and provide the oppor-
tunity to start the therapeutic process for the child. Our findings may suggest 
a lack of understanding, or capacity, within the Swedish criminal justice sys-
tem about the medical components of a child abuse investigation. In addition, 
criminal and family laws at the time of our study meant that the investigative 
prosecutor could not order a medical examination without the consent of a 
caregiver or compelling circumstances.  

Our finding that none of the police reports came from healthcare providers 
was consistent with previously published reports on CPA (42, 157).  It was 
also consistent with laws that limited mandated reporting by healthcare work-
ers to CPS, whereas direct reporting to law enforcement was voluntary and 
the indications for such reporting were specified by the law. We found that a 
large proportion (41%) of the police reports originated from law enforcement 
being called to the scene of domestic violence and that fewer cases than we 
had expected (33%) were reported to the police by CPS. This suggests that 
future research should focus on what stops law enforcement officers who at-
tend an incident from ensuring that children receive a prompt medical evalu-
ation and forensic interview. It also indicated the need for training pro-
grammes for law enforcement and child protection staff, to increase their 
awareness and ability to develop appropriate responses to children’s experi-
ences of early life adversity and toxic stress, as is being broadly implemented 
in Scotland (158). 

Study II predated the establishment of the first hospital-based multidisci-
plinary CPTs in Sweden, in 2011 and these may facilitate the timely reporting 
of suspected child abuse to CPS and law enforcement. In fact, one US study 
(159) showed that CPTs reduced unnecessary reports through accurate and 
timely medical evaluations. Healthcare-based CPTs could also co-ordinate 
care for children who have been physical abused and could potentially provide 
qualified specialists to conduct timely medical evaluations and offer diagnos-
tic and supportive services (160, 161).  

Study II also preceded the widespread implementation of the Swedish Bar-
nahus model, which aimed to co-ordinate the work of agencies mandated to 
investigate suspected CPA, partly by bringing together different services in 
child-friendly environments (4, 95). The results reported in Study II, and the 
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methods used to examine the key decision points during criminal investiga-
tions, may be a seen as a starting point for identifying measurable quality in-
dicators of inter-agency work, in order to combat and ultimately to prevent 
child maltreatment. Study II could readily be repeated in follow-up to indicate 
whether the organisational and programme changes implemented in the inter-
vening period have improved the detection and intervention of suspected cases 
of CPA. Such research could provide important empirical data, which are cur-
rently lacking, on the effectiveness of the Barnahus model and the impact of 
multi-agency collaboration on child outcomes (162). 

The combined results of Studies I and II suggest that – at least during the 
time the research was undertaken – significant barriers existed with regard to 
the early detection and reporting of alleged child abuse and the provision of 
child-friendly criminal investigations. From a children’s rights perspective, 
this represents a failure of systems to address child maltreatment as a public 
health problem. As stated in the Introduction to this thesis, in 2015 the United 
Nations Committee on Child Rights called on Sweden to provide a coherent 
and coordinated child protection system that encouraged child abuse and vio-
lence against children to be reported (79). The Committee also recommended 
that Sweden should provide staff in schools and institutions with regular, on-
going training on how to detect and recognise signs of child maltreatment. 
Sweden was also directed to ensure that children who had suffered violence 
and abuse had sufficient access to adequate physical and psychological care. 
The findings from Studies I and II may provide some guidance on which com-
munity indicators and inter-agency responses to child maltreatment should be 
measured and tracked, in order to underpin quality improvements that aim to 
fulfil the principles set out by the CRC. This may be especially timely, as the 
Swedish government has recommended that the CRC is incorporated into 
Swedish law (80). 

Study III aimed to collect data, for the first time, on the context in which 
physicians assessed suspected child maltreatment across a large part of Eu-
rope.  While all respondents to our online survey described defined multidis-
ciplinary systems for the clinical and forensic evaluation of suspected child 
maltreatment, it was also evident that wide legal variations existed across, and 
sometimes within, countries.  

Child maltreatment medicine may be distinct from other areas of clinical 
medicine, as it is, by its nature, embedded in the social, legal and health sys-
tems of the communities in which it is practised. This raises concerns that 
variations in clinical management will be greater in assessments related to 
concerns of abuse than in other areas of medical practice, something that has 
already been noted by US paediatricians in the evaluation of children for sus-
pected abuse (163).  

It is reasonable to assume that these legislative distinctions, and varying 
thresholds for referral to investigative and child protection agencies, result in 
divergent populations of children and families referred by physicians to child 
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protection agencies across Europe. The differences in laws that mandate re-
porting by professionals also pose complexities in interpreting epidemiologic 
studies across countries. A 2016 Australian study that examined the impact of 
mandatory reporting for CSA (164) found that legislation was associated with 
a substantial and sustained increase in identifying such abuse. Support for the 
introduction of legislation for mandatory reporting has increased in some 
countries. In 2015, England and Wales introduced legislation relating to man-
datory reporting of female genital mutilation to the police by health care work-
ers, social workers and teachers (165). Further consultation has taken place in 
the UK as a whole (166) with regard to mandatory reporting for other forms 
of abuse. In 2015, a bill was proposed by the Irish Parliament with regard to 
mandatory reporting by professionals of suspected child maltreatment, but this 
has not yet been fully put into practise (167). 

The results reported in Study II reassuringly revealed that 16/22 European 
countries had hospital-based multi-disciplinary teams, as these have been 
deemed to be an effective way of ensuring timely and accurate communication 
between health professionals and CPS and may assist CPS in identifying cases 
where protection interventions are indicated (168, 169). 

There has been longstanding support for the need for clinicians who care 
for children and their families to receive professional training in the early iden-
tification and assessment of child maltreatment (89, 170). Unfortunately, the 
results of Study III suggest that only a small minority of the European coun-
tries included had established systematic requirements for educating physi-
cians about child maltreatment. Even fewer countries ensured that clinicians, 
other than paediatricians, received graduate medical training and continuing 
medical education on this area.  The WHO has specifically called for Euro-
pean health systems to be strengthened by providing training and ensuring that 
clinicians possess the skills to recognise maltreatment (6). 

Study III identified wide variations in the organisation and range of medical 
professionals involved in evaluating child maltreatment in Europe and this is 
worrying from the perspective of vulnerable children. Variations in legislation 
covering mandatory reporting presents challenges in the interpretation of 
transnational epidemiologic research across Europe and potentially provides 
a barrier to identifying effective prevention strategies that may be broadly im-
plemented. The similarities in child protection and health and welfare legisla-
tion that exists across Scandinavian countries provide opportunities to initiate 
transnational collaboration. While European countries have similar social 
healthcare models, often with strong social support for families, it is clear that 
implementing procedures for managing child maltreatment cases are ex-
tremely variable. The results in Study III support the need for a more stream-
lined approach to identifying abuse and training physicians involved in as-
sessing child maltreatment, with clear reporting requirements when manda-
tory reporting is not in place.  
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While European countries have similar social healthcare models, often with 
strong social support for families, it is clear that there are considerably varia-
tions in how they implement procedures, such as those that address child mal-
treatment. The European epidemiology on child abuse and neglect (Euro-
CAN) initiative was launched in 2015 (171) to compare how European coun-
tries handle child maltreatment. This multidisciplinary network of scholars 
aims to achieve collaboration between European countries conducting re-
search into child maltreatment, initially with representation from the UK, Ire-
land, Sweden and the Netherlands. 

The first scientific study conducted in 2016 through Euro-CAN, of which 
I was a co-author (172), aimed to assess whether significant differences or 
similarities existed in child protection medical assessments for physical abuse 
between European countries and to examine the use of guidelines and clinical 
standards for assessing suspected maltreatment. We used a comparative vi-
gnette methodology (173, 174) to survey a cross-section of medical profes-
sionals engaged in child protection in the four countries between April and 
July 2016 (172). Three clinical vignettes were used to describe cases with dif-
ferent probabilities of physical abuse and data from 236 physicians were ana-
lysed: 113 from the UK, 49 from the Netherlands, 39 from Sweden and 35 
from Ireland.  

Among our key findings reported by Naughton and colleagues, was an 
overall lack of uniformity in the clinical management of physical abuse be-
tween the four European countries (172). National and local clinical guide-
lines were revealed to be important tools with regard to promoting best prac-
tice and reducing variations across, and within, countries. The findings of the 
vignette study appeared to confirm the Study III findings that few countries 
across Europe, including Sweden, provided specific and regular training to 
help physicians clinically manage suspected child maltreatment.  

One Swedish study that used comparative vignettes to explore the attitudes 
of physicians and medical students to reporting possible child maltreatment 
revealed that respondents who were disinclined to report lacked confidence in 
CPS (175). Another Swedish survey of general physicians reported low levels 
of compliance with mandatory reporting laws and this was attributed to a lack 
of published guidelines and available expertise to support frontline clinicians 
(176).  The lack of national Swedish guidelines on managing suspected child 
maltreatment is evident when compared to quality of care standards in other 
areas of healthcare practice, where national guidelines are considered to be a 
cornerstone of national quality improvement and patient safety initiatives 
(154). Programmes that have provided clinicians with training and specialisa-
tion in other clinical areas have been reported to have a positive impact on 
clinical decision-making and subsequent management (177, 178). 

The survey of European physicians in Study III also covered how national 
child death reviews were organised and implemented and this revealed a lack 
of uniformity across Europe. Few countries had systematic procedures with 
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clearly stated goals that stipulated which professionals should be involved in 
multidisciplinary reviews. The impact that the absence of comprehensive and 
systematic child death reviews in Sweden has had on child mortality trends 
and missed opportunities for learning was the main focus of Study IV.  

The National Board of Health and Welfare (NBHW) in Sweden can only 
legally conduct multidisciplinary child death reviews if a child’s death results 
in a criminal conviction and all avenues for a judicial appeal have been ex-
hausted. The NBHW reported that fewer than five cases per year were re-
viewed (141). In our pilot study (110), we compared this rate with approxi-
mately 150 annual child deaths that were documented in the cause of death 
registry as being due to external or incompletely defined causes, but were not 
subject to multidisciplinary review under contemporary legislation. 

Using nationwide, individual-level data from the child death register and 
aggregated vital statistics, we identified absolute counts and examined time 
trends in child mortality due to external, ill-defined and undocumented causes 
from 2000-2014. Our findings confirmed our hypothesis of a sustained decline 
in death rates due to external causes across the three age groups we analysed. 
The steepest drop in mortality rates (44%), occurred among 15-17 year olds 
and were driven by a 74% drop in transport-related mortality. While child 
mortality from all causes exhibited an overall robust decline, our data revealed 
that, on average, one in four childhood deaths were recorded using the com-
bined categories of external, ill-defined and unknown causes. The combined 
overall death rates in these three categories also exhibited a significant decline 
during the study period.  

The overall decline in death rates from external causes were due to the pre-
cipitous and sustained declines in transport-related deaths and other accidental 
childhood mortality. These trends have been observed by other investigators 
in Sweden, other Nordic countries (113, 179, 180) and other European coun-
tries (181-183). Our results indicate that Sweden remained a benchmark per-
former, as noted in a 2011 European study (112), with substantial declines in 
overall deaths from external causes. These enduring declines have been at-
tributed to concerted efforts to reduce traffic injuries in Sweden since the 
1950s, by implementing policies and legislation to increase the use of child 
safety restraints, develop safer road designs and improve vehicle safety (184, 
185). Efforts to reduce childhood drowning accidents and improve water 
safety have also yielded marked declines in drowning deaths (186, 187). 

Bäckström et al (180) also reported marked declines in traffic-related 
deaths from 1999-2012, a time period that overlapped with our current 
study.  They noted that the mortality patterns of injured children were domi-
nated by unintentional injuries during the early study period before moving to 
an equal distribution between unintentional and intentional injuries. In the 
Netherlands, the country with the second lowest injury-related child mortality 
rate (183), Gijzen et al reported an increase in suicides from 1969-2011 ac-
companied by steady rates of assault and abuse-related mortality during the 
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same period. We observed a statistically unchanged trend in child suicides 
during our study period, but our analysis was restricted to children under 18 
years and Gijzen also included those aged 18 and 19. If we had covered a 
broader age and time range our results might have been different.  

We observed a 41% reduction in infant mortality due to unexpected deaths, 
including sudden infant death syndrome (SIDS), during the study period. This 
decline, which has been observed in Sweden since the beginning of the 1990s, 
has been attributed by SIDS researchers to the introduction of recommenda-
tions that infants should sleep in a supine position (142). However, Study IV 
data also revealed an unexpected number of annual deaths in which death cer-
tificates were not received by the NBHW. These were recorded as ill-defined 
and unspecified COD, using the ICD-10 code of R99.9 (144, 145), a sub-cat-
egory and extension of the code that appears to be exclusively used by the 
Swedish COD register (144, 145). This code was primarily recorded for neo-
nates and infants. The apparent rise in R99.9 coded deaths was not statistically 
significant. As this COD was used for administrative purposes, it should be 
regarded as reflecting trends in coding physicians’ compliance with regula-
tions regarding death certificate procedures and not in relation to specific 
causes of mortality. 

Möllborg et al examined 261 sudden unexpected deaths in infancy, 135 
were attributed to SIDS and 125 to sudden infant death in infancy (SUDI) in 
Sweden from 2005-2011 (142). They investigated the environmental circum-
stances associated with SIDS, using data extracted from forensic autopsies and 
medical records, and found that bed sharing and prone sleeping were more 
common in SIDS than explained SUDI. They also noted there was sparse data 
in the medical records and death scene investigations were not routinely con-
ducted in these cases. Our Study IV (unpublished) data revealed that during 
the same time period, 2005-2011, 128 infant deaths were categorised as ICD-
10 codes R99.9, in which a death certificate was not received by the NBHW. 
These infants would not have been referred to forensic authorities for post-
mortem investigations and consequently, their deaths would not have been 
captured by Möllborg’s analysis. The large proportion of incompletely docu-
mented infant deaths suggests that the reported mortality rates for SIDS and 
SUDI in Sweden should be interpreted in light of our findings. Experience 
from England has demonstrated that nationally mandated interagency proce-
dures, which were introduced to provide more effective responses to unex-
pected infant deaths, could be successfully implemented in a large geograph-
ical region (188). It is reasonable to assume that holding CDRs in Sweden 
could provide a framework for improving compliance with national recom-
mendations on death scene investigations and thereby enhance the ability to 
identify cases of unexpected infant deaths in which an unsafe sleep environ-
ment may have played a role. The study by Möllborg et al suggested that a 
framework for improving the quality of medical records was also needed 
(142). 
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Child homicide in Sweden was examined by the authors of a 2007 study 
(189), who used COD register data on deaths following recorded assaults in 
children aged 0-14 years from 1979-2003. The investigators observed a steady 
decrease in the absolute numbers, which made Sweden one of the countries 
with the lowest incidence of child homicides. However, these researchers 
noted the known limitations of vital statistics in categorising intentional and 
non-intentional child deaths and recommended systematic interagency inves-
tigations to minimise the under-ascertainment of child abuse fatalities (189). 
Our data demonstrated that the number of annually recorded assault-related 
deaths remained low across the three broad age groups in our study and no 
significant trends were observed during the study period. 

CDRs have been broadly implemented in the USA, England, Australia and 
New Zealand.  There are still very few publications that precisely reveal how 
collected CDR data was systematically used to prevent future deaths, but some 
reports may suggest an effect. An Internet-based national system of reporting 
in the USA has now been expanded to cover over 40 states and more than 95% 
of all childhood deaths (108). Some US states now produce comprehensive 
CDR annual reports that make specific recommendations on public health di-
rectly to local communities to help them to understand, respond to and prevent 
child maltreatment deaths (190). In 2010, the American Academy of Pediat-
rics published a policy statement on child fatality reviews that defined the pae-
diatrician’s role in collaborating on improving local death certification pro-
cesses and taking part in a national reporting system (191). 

It is unsatisfactory that the child death reviews conducted by the Swedish 
NBHW under the legislation introduced in 2008 did not include more cases 
(192). As early as 2001, the Swedish Committee on child abuse and related 
issues proposed a systematic and prospective death investigations of all vio-
lent deaths in childhood (46). The Committee, which had been commissioned 
by the national government to develop strategies to prevent child maltreat-
ment, also recommended bringing in national legislation that would include 
investigating cases of serious injuries to children and adolescents. In October 
2017, the Swedish Ministry of Health and Social Welfare published a proposal 
to introduce legislation that would expand the presently limited interagency 
investigation of certain childhood deaths (193). The proposal restricted re-
views to deaths and injuries that were associated with a suspected or adjudi-
cated crime against a child or to situations in which a child was deemed to 
need social protection. However, the cases to be reviewed under the proposed 
legislation would not include a substantial number of annual cases that were 
revealed in our data to be from external, ill-defined or unknown COD. 
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Methodological considerations 
The methodological approaches used in the four studies that comprise this 
thesis employed a range of research strategies and designs that have a distinct 
set of strengths and limitations. All four studies were cross-sectional observa-
tions. None of the statistical analyses were particularly advanced and the 
methodologies can be described as straightforward. As each of the studies fo-
cused on an under addressed area of research, the contributions made by the 
data presented in this thesis may be attributed to the exploratory nature of the 
research. 

Study I was, to our knowledge, the only investigation that had characterised 
the disclosure of CPA in a large, nationally representative sample of adoles-
cents. The content analysis of the open-ended items in our survey instrument 
provided more detailed knowledge of the adolescents’ own experiences of the 
responses from adults and professionals following disclosure, as well as the 
factors that influenced non-disclosure. 

Study I had a number of limitations that need to be considered. Even though 
the response rate from adolescents in the classroom (84%) may be considered 
high, the school participation rate (41%) was relatively low, which may have 
introduced selection bias. However, public schools in Sweden include stu-
dents from across the spectrum of socio-economic backgrounds. We com-
pared the study population with the national demographics of Swedish 15-
year-olds in 2011, according to Statistics Sweden. This showed that back-
ground factors, such as foreign-born status, living together with both parents 
and the employment rates of parents aged 35-54 years, was representative of 
the wider population. Another potential limitation of the study design was that 
we did not capture data from the most vulnerable groups of children, such as 
those that were institutionalised, severely disabled or had long-term exclu-
sions due to behavioural problems. It is reasonable to assume that the reported 
rates of maltreatment would have been somewhat higher if we had included 
these high-risk groups. 

The complete spectrum of child maltreatment was not investigated in Study 
I, as CSA was not included and severe emotional neglect was only covered in 
the survey. When we measured the disclosure rates, and who the victims chose 
to confide in, we only focused on severe CPA, namely repeated and, or, harsh 
forms of abuse, as disclosure may not have been relevant for adolescents who 
had experienced mild corporal punishment once or twice during their lifetime. 
We also know from our earlier studies that children who report severe CPA 
are much more likely to be exposed to other forms of maltreatment. Conse-
quently, selecting this rather small group limited the analyses due to weaker 
statistical power. 
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The response alternatives to the question on disclosure were limited, spe-
cifically with regard to disclosing the abuse to professionals, as it did not dis-
tinguish between the various professions, such as school staff, CPS or law 
enforcement, and health professionals were not included.  

Study I relied on retrospective self-reports from adolescents as this carried 
the risk for recall bias, including underreporting of events when they were 
very young. However, investigators have suggested that when it comes to dis-
closure, adolescents who are recruited from the general population tend to be 
more accurate than adults who provide retrospective reports (124). Recall bias 
is reduced as the period since the abuse is shorter and surveying children and 
young people may therefore be seen as a strength of this study. 

One of the main findings of Study I was the association between reporting 
severe CPA and lack of trust in adults. The survey item asked if the respondent 
could identify an adult they could confide in and we interpreted the lack of an 
adult confidant as a proxy for lack of trust, even though we could not be certain 
that this was the reason. However, the content analysis of the open-text items, 
which used manifest content to limit over interpretation, did provide some re-
assurance that this was a reasonable assumption, as the main barrier to disclo-
sure was indeed reported to be lack of trust. In some instances, using mixed 
methods enabled us to better triangulate the constructs and suggested satisfac-
tory construct validity. 

Even though the free-text responses helped us to understand why some 
maltreated adolescents did not disclose their abuse, and the support that those 
who did actually received, using a questionnaire was a somewhat limited way 
to collect qualitative data, as there was no opportunity to interact with the par-
ticipants. Other qualitative methodologies, such as in-depth interviews or fo-
cus groups with maltreated children, could have provided a deeper under-
standing of the phenomena. 

Study II relied on data that were retrospectively collected from police rec-
ords, which varied in quality and completeness. This study was also subject to 
the general limitations that are inherent with the use of retrospective case re-
view methodology.  

However, one of the strengths of this method was the fact that the prelimi-
nary criminal investigations were led by prosecutors from the same national 
prosecutorial authority if there was a suspicion that a child under 15 had been 
abused. All formal forensic investigations with children are conducted by em-
ployees of the national police authority which trains its child forensic inter-
viewers to use the same interview method (194). 

The two police districts that provided case data for Study II may not have 
been representative of criminal investigations in Sweden and this could limit 
the generalizability of the results. We examined official statistics and noted 
that these two police districts covered 29% of Stockholm County’s total pop-
ulation and each district had the same proportion of children as Sweden as a 
whole. The socio-economic indicators of the smaller district were quite similar 



 78 

to Stockholm County in general, with higher income and a lower number of 
welfare recipients than in the general Swedish population. The second district 
was heterogeneous: just over half of the area was similar to the first district, 
but it also included two areas with specific characteristics. A quarter of the 
district was characterized by low incomes and a high number of welfare re-
cipients and non-European immigrants, while a fifth of the district had the 
opposite characteristics. 

Our study found that low numbers of children were referred for medical or 
forensic medical evaluation, but there was no information on how much time 
had elapsed between the last alleged assault and when the case was reported 
to the police. These time parameters may have provided information on 
whether carrying out a timely physical examination or forensic interview 
would have provided compelling medical or forensic indications. 

The concept of the severity of the abuse was not used uniformly across 
Study I and Study II, although they were both conceptually based on the Con-
flict Tactics Scales (CTS), which have been widely validated in Swedish pop-
ulations (41, 131). Study I defined severe CPA as repeated physical abuse and, 
or, severe forms of abuse, such as being hit hard with a fist or object, kicked, 
burned or scalded with hot liquids or grabbed by the throat. This conceptual-
ization showed stability in the serial surveys of Swedish adolescents by two 
research groups, suggesting an acceptable level of validity. For the purposes 
of Study II, we used an eight-item CTS ordinal scale and applied the scoring 
to the narrative reports from the preliminary police investigations. In order to 
mitigate the known pitfalls of inter-rater reliability commonly associated with 
the analysis of case records (195), we initially tested the CTS categorisation 
on a randomly-selected subset of cases and only proceeded with coding when 
we had a satisfactory intra-class correlation calculation. However, the fact that 
this categorisation had not previously been applied to police records suggests 
that our results should be interpreted with due caution. 

Finally, since Study II was conducted with police files from 2006 and was 
cross-sectional in nature, the shifting dynamics of cases that are reported to 
the police should be taken into account. For example, in 2014 the Swedish 
National Board of Health and Welfare introduced regulations that compelled 
child protection authorities to launch immediate investigations of any sus-
pected cases of child physical abuse (196). This regulatory environment may 
have had an impact on the mix of cases referred to criminal investigation au-
thorities. Nonetheless, as our investigation was the result of a collaboration 
between authors with paediatric, legal and child psychiatry expertise, it is rea-
sonable to assume that the face validity of the methodology employed would 
have been enhanced and may be usefully replicated. 

Study III used purposeful sampling to identify eligible informants, namely 
physicians with expertise and a clinical interest in child maltreatment and ac-
tively engaged in the field. Eligible physicians were identified through per-
sonal contacts and professional societies, web-based recruitment and snowball 
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sampling. Purposeful sampling is a technique that is widely used in qualitative 
research to identify and select information-rich cases for the most effective 
use of limited resources (197). The strategy to identify and select individuals 
with particular knowledge and experience in child abuse medicine was under-
taken as a result of our a priori determination based on our familiarity in the 
field. We felt that a survey based exclusively on professional organisations, 
such as paediatric societies, would not yield sufficient representation across 
European countries. A probabilistic or random sampling of paediatricians and 
frontline clinicians could have been another potential strategy that would have 
minimised the potential for selection bias, ensured generalisability of the sur-
vey and enhanced control for the potential influence of known and unknown 
confounders. However, such surveys are costly and we reasoned that sampling 
was justified, given the paucity of knowledge about the paediatric approaches 
to child maltreatment. European surveys on models of paediatric care, and 
those using a much larger number of potential respondents, have relied on the 
strategic use of key informants (198, 199).  

A response rate could not be determined as the request was sent to specified 
individuals and for wider distribution via professional organisations. In addi-
tion, the denominator of physicians engaged in child maltreatment was unde-
fined, as countries and professional organisations do not hold registers of phy-
sicians practising in the child maltreatment field. While we are aware that low 
response rates to physician surveys frequently hamper the generalisability of 
results (200), research has demonstrated that, as a group, they are more homo-
geneous with regard to knowledge, training, attitudes and behaviour than the 
general population (201). It has, therefore, been argued that any variations that 
do exist among physicians may not be as associated with the same willingness 
to respond or survey content as in the general population. We were unable to 
reach respondents in all the targeted countries with this survey and the number 
of responders was unevenly distributed in the represented countries. As a re-
sult, the findings should be regarded as a snapshot from the 2012-2013 study 
period and the results should be interpreted with due caution.  

The Study III questionnaire was exclusively available in English, which 
may have been a barrier for some eligible recipients. In addition, we have no 
way of assessing whether or not the respondents were fully representative of 
their countries. Sometimes the responses from individuals within the same 
country varied or contradicted each other and this was most likely to reflect 
local variations in practice and the lack of national policies guiding practice 
in this area. Variations in paediatric training and approaches to primary care 
across, and within, European countries have been observed in much broader 
areas of practice (199). The data collected from physicians involved in as-
sessing suspected child maltreatment across a large part of Europe was still 
novel and represented a strength of Study III, despite the simple, descriptive 
and the cross-sectional method employed,  
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The main strength of Study IV was that we analysed individual-level data 
from a high-quality national population-based cause of death (COD) register 
(144) that covered a relatively long period of 15 years. The cross-sectional, 
retrospective nature of the study, and the lack of linkage to other registers, 
limited the analysis to a descriptive nature. However, the study design was 
arguably sufficient to test our hypothesis, given that the overall aim of this 
study was to characterise trends and incidences of childhood death rates in 
which modifiable factors may be elicited through interagency reviews. Due to 
the low incidence rates in the narrow sub-categories, we chose to restrict the 
analysis to three broad age bands, but not sex, as the absolute counts were 
insufficient to meaningfully calculate these trends. Therefore, our simplified 
analysis may have masked underlying trends by not analysing, for example, 
neonatal and post-neonatal infant deaths, patterns among preschool and school 
age children and sex differences in mortality. In some COD categories, such 
as assault-related deaths, the small number of annually recorded deaths across 
the ages may appear as large year-to-year rate variations. The aggregated data 
that were publicly available online from Statistics Sweden showed slight dis-
crepancies in absolute counts of cases from the individual-level data provided 
by the COD register. This may have been because the COD register was up-
dated retroactively, as occasionally new documentation was received by the 
National Board of Health and Welfare. Our results, especially the data regard-
ing rare categories of deaths, should therefore be interpreted with caution.  

The need for a broad legislative framework 
A broad legislative agenda is required if Sweden is to comply with the recom-
mendations put forward by the UN Committee on the Rights of the Child in 
2015 and respond to the challenge set out by the WHO European child mal-
treatment prevention action plan of 2015-2020 (7, 79). The findings of the 
four sub-studies that comprise this thesis support the need for a framework 
that breaks down barriers so that children can disclose maltreatment and re-
ceive supportive services and receive high-quality and timely medical evalu-
ations for suspected CPA. This framework would also need to ensure that 
health professionals who care for children receive training programmes, up-
dated evidence-based guidelines and support from specialists to enable them 
to provide care for maltreated children. Finally, the framework should broaden 
the scope of systematic, inter-agency death reviews to include all childhood 
deaths from external, unknown and ill-defined causes. 

The Every Child Matters legislative framework established in the UK un-
der the Children Act 2004 (103) is of particular interest because of the com-
prehensive nature of its broad statutory mandate for integrating multi-sectoral 
services for children. This legislation was introduced in 2004, following an 
Inquiry into the tragic death of Victoria Climbié (102). The UK Government 
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subsequently released Working Together to Safeguard Children, which pro-
vides regularly updated policies and guidance for inter-agency working to pro-
tect and promote the welfare of children. Local inter-agency panels have re-
viewed every child death in England since 2008, in accordance with the Safe-
guarding guidance, which specifies the various roles of collaborating agencies 
(202).  In addition, England has a national mandate for multi-agency, prospec-
tive rapid-response investigations of all unexpected deaths in children (108). 
Under the umbrella of this legislation and guidance, the UK Royal College of 
Paediatrics and Child Health published an intercollegiate document that stip-
ulated the multi-level roles and competences that all doctors who see children 
in their practice must achieve (97, 203). The College also introduced good 
practice recommendations on paediatric peer reviews in safeguarding (204), 
as well as updated practice guidelines to support child protection processes 
across the whole range of medical and social interactions (205). These 
achievements in the UK should at least prompt policy makers in Sweden to 
examine the model set out by the Children Act 2004 as a set of best practice 
processes, as some of these could be implemented nationally. 
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Conclusions 

The results of the four component sub-studies of this thesis suggest that the 
Swedish health sector is insufficiently organised, with no clear mandate to 
robustly combat child maltreatment, and that this may undermine the ability 
of society to adequately protect children. The wide organisational variations 
that we observed in paediatric approaches to child maltreatment across Europe 
may indicate that the health sector has not sufficiently adapted to be able to 
respond to the call by WHO for health systems to coordinate inter-sectoral 
efforts to address child maltreatment as a public health problem. 
 
• Only a minority of reported CPA was brought to the attention of profes-

sionals, and the most prominent barrier to disclosure reported by adoles-
cents with experience of maltreatment was lack of trust in adults or au-
thorities.  

• Our study of suspected child abuse cases reported to the police, where the 
suspect was a household member, revealed that few children underwent 
medical evaluations and that there were also low rates of forensic inter-
views of suspects and alleged child victims and prosecutions.  

• Wide variations exist in Europe with regard to the organisation and range 
of professionals involved in medically evaluating suspected child mal-
treatment. Variations in mandatory reporting legislation presents chal-
lenges in interpreting transnational epidemiologic research from Euro-
pean countries and this is a potential barrier to identifying effective pre-
vention strategies that can be broadly implemented. 

• We reported a sustained decline in childhood deaths suggesting that Swe-
den has retained its position as a benchmark performer in Europe. A con-
siderable number of child deaths occurred each year where systematic, 
interagency child death reviews would probably have identified modifia-
ble factors to inform prevention initiatives as well as address potential in-
accuracies to improve death certification processes.  
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Public policy and clinical implications 

• There is an urgent need for a concerted systems approach to child mal-
treatment as a public health problem which harnesses knowledge across 
disciplines and sectors using common metrics and works toward shared 
child outcomes. Benchmarking measures should be developed and ap-
plied to interagency procedures related to child abuse investigations, such 
as are conducted by multidisciplinary teams at Barnahus. These should 
build on the principles of continuous quality improvement used by health 
systems.  Common improvement strategies should be identified across 
collaborating agencies, marked by accountability in all partner organisa-
tions in order to achieve these collective standards.  

• Lawmakers and regulatory bodies should address the ongoing need for 
hands-on, community-based prevention programmes that develop strate-
gies to address the underreporting of child maltreatment, by engaging 
peers, parents and other adults, as well as professionals who work with 
children.  

• Supervisory national health authorities should ensure that evidence-based 
guidance is available to support the medical evaluation and management 
of cases of suspected CPA. Furthermore, our results suggest a need for 
policies that support timely, high-quality and child-centred medical exam-
inations and supportive interventions offered in cases of alleged CPA.   

• Supervisory authorities across national, regional and local government 
should ensure that professionals in schools, healthcare, CPS and law en-
forcement are aware that maltreated adolescents feel they do not see the 
young person’s perspective when they handle cases of mistreatment.  

• Our data supports the need for Sweden to bring in national legislation that 
broadens the scope of systematic, interagency child death review pro-
cesses to better understand how children die, and to effectively promote 
data-driven prevention strategies.  

• A comprehensive and standardised European child death review process 
would enhance international collaboration on child mortality prevention 
and child health, and would ensure that inter-country comparisons can be 
reliably conducted. As a benchmark child mortality performer, Sweden 
has the responsibility to provide detailed scholarly analysis of the rich data 
collected on its citizens, in partnership with researchers in other countries, 
so that other countries can understand its achievements in reducing child 
deaths. 
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Future research 

 
• Additional research is needed to discover whether important social back-

ground risk factors for child mortality remain in a social welfare country 
like Sweden. An approach that uses case-control methodology and that 
analyses socioeconomic variables obtained from nationwide registers 
should be undertaken to further identify and define modifiable factors. 
 

• A follow-up study of police-reported cases of suspected CPA should be 
conducted to indicate whether the organisational and programme changes 
implemented in the intervening period since Study II was conducted have 
improved with regard to quality measures such as the proportion of al-
leged victims who are medically examined and forensically interviewed.  
 

• The WHO wants to see stronger European health systems that provide 
training and ensure that healthcare professionals possess the skills to rec-
ognise child maltreatment. Moreover, the WHO child maltreatment pre-
vention action plan states that few countries regularly collect reliable in-
formation on the prevalence of child maltreatment and other adverse 
childhood experiences.  
• In agreement with the WHO recommendations, there is an urgent 

need to develop and implement robust standardised data collection 
tools with minimum datasets to manage suspected child maltreat-
ment cases in healthcare settings. The European epidemiology on 
child abuse and neglect (Euro-CAN) initiative was established in 
2015, with the aim of achieving multidisciplinary collaboration be-
tween European countries conducting research into child maltreat-
ment. 

• Establishing internationally agreed upon, validated and standard-
ised indicators of quality of care for child protection is an urgent 
requirement. 

• There is an ongoing need to expand our understanding of how child 
abuse medicine is practised in European countries, including 
whether specific and regular training, which is guided by profes-
sional development plans, is systematically incorporated into phy-
sician appraisals.  
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• We also need to develop an evidence base for the effectiveness of 
European multi-disciplinary models of inter-agency collaboration 
on child maltreatment, such as the Nordic Barnahus model and 
healthcare-based multidisciplinary teams. 
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Summary in Swedish 

Sammanfattning på svenska 

Bakgrund 
Misshandel och omsorgssvikt av barn är ett betydande globalt folkhälsopro-
blem. Den föreliggande avhandlingen behandlar olika aspekter av multipro-
fessionellt omhändertagande av barnmisshandel i Sverige och i Europa. 
 
Målsättningarna har varit: 
Att undersöka hur fysisk misshandel av barn avslöjas och hur ungdomar upp-
fattar vuxenstöd när de har berättat om sin utsatthet. 
 
Att undersöka hur polisrapporterade fall av misstänkt barnmisshandel var re-
laterade till straffrättsliga förfaranden såsom läkarundersökningar, begärda 
rättsintyg och åtalsfrekvens. 
 
Att bedöma hur barnläkare som möter misshandlade barn i Europa är organi-
serade vad gäller vård och utredning av fall där barn misstänkts vara utsatta 
för misshandel övergrepp eller försummelse. 
 
Att undersöka tidstrender för antalet oklara dödsfall i Sverige, vilkas dödsor-
sak registrerats som externa, odefinierade och okända i perioden 2000 till 
2014. 
 

Metoder 
Vi analyserade data från en skolbaserad nationell undersökning av ungdomar, 
polisregister över rapporterad misstänkt barnmisshandel i ett storstadsområde, 
en riktad undersökning till europeiska barnläkare samt analyser på individnivå 
från det svenska dödsorsaksregistret. Vi använde kvantitativa metoder för att 
beräkna förekomst med beskrivande statistik, odds ratio, logistisk regression 
samt tidstrender för mortalitet. Kvalitativa metoder bestod av innehållsanalys 
och narrativ syntes. 
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Resultat 
Endast en minoritet av fallen där ungdomar har varit utsatta för misshandel 
hade kommit till de professionellas kännedom och det mest framträdande 
hindret för avslöjande var ungdomarnas bristande förtroende för vuxna och 
för myndigheter. 
 
De polisanmälda fallen av misstänkt barnmisshandel präglades av hög allvar-
lighetsgrad, men endast 11% av de 158 påstådda barnoffren genomgick läkar- 
eller rättsmedicinsk undersökning och endast hälften av målsägandena var 
hörda av polisen. 
 
Samtliga 88 svarande barnläkarna i sammanlagt 22 europeiska länder beskrev 
tvärvetenskapligt engagemang i det medicinska omhändertagandet av miss-
tänkt barnmisshandel, men stora variationer i de organisatoriska tillväga-
gångssätten avslöjades. 
 
En fortsatt minskning av dödsfall hos barn till följd av yttre orsaker under en 
15-årsperiod observerades. Ett stort antal dödsfall bland spädbarn registrera-
des varje år som oklara eller med ofullständig dokumentation eller med ute-
blivet dödsorsaksintyg. 
 

Slutsatser 
Resultaten som presenteras i denna avhandling tyder på att det multiprofess-
ionella omhändertagandet av barnmisshandel i Sverige och Europa är otill-
räckligt organiserat, med avsaknad av tydliga mandat för hälso- och sjukvår-
den för att effektivt bekämpa barnmisshandel och omsorgssvikt. Detta kan 
försvåra samhällets förmåga att på ett adekvat sätt skydda utsatta barn. 



 88 

Acknowledgements 

First and foremost, I would like to express my heartfelt thanks to the mis-
treated children and young people I have met during my career, as many of 
them shared their narratives of adversity and some of them taught me the 
meaning of resilience. Also, thanks to the professionals I have had the privi-
lege of working with, who, in following an occupational calling, have dedi-
cated their work to combatting and preventing child maltreatment.  All of them 
have inspired this work. 

Even the humblest of contributions to the body of medical doctoral disser-
tations would not have been possible without the input, patience and encour-
agement of mentors, colleagues, friends and family, and for that I am deeply 
grateful. 

The three outstanding paediatrician-scholars who were my thesis supervi-
sors deserve special thanks. Lena Hellström-Westas, who with her vast 
knowledge, sharp intellect and wealth of experience in paediatric research led 
my thesis project with a secure and uplifting hand. Steven Lucas, who always 
shared the vision and cheerfully marshalled the positive forces to keep us 
steadily moving on all fronts – clinical, academic and personal -  toward 
achieving our goals. And to Staffan Janson, a wonderful mentor and role 
model in every sense of the word, for his unbending integrity, generosity of 
spirit and unflagging passion for the rights and health of children worldwide. 

I am also grateful for the fruitful collaborations, which at times demanded 
hard teamwork that resulted in this project. My hope is that this thesis only 
marks a beginning. Katrin Lainpelto provided important and incisive legal in-
sights and Frank Lindblad expertly coached our group effort with forbearance 
and with skill as a practiced tutor. Partnering with Carolina Jernbro in the 
foray into mixed methods research was a delight, and input from Ylva 
Tindberg was much appreciated.  The challenges of chasing down paediatri-
cians across Europe were transformed into a pleasurable learning experience, 
with the meticulous and vital assistance of Marie Jalsenius. Anna Sarkadi pro-
vided key supervision and Sabine Maguire lavished us with timely, keen and 
erudite advice. Teaming up with Klara Lahne, Elizabeth Arkema, and receiv-
ing expert support with crunching the data from Katarina Selling, Thomas 
Wallby and Inna Feldman, was as enjoyable as it was essential to the comple-
tion of the CDR project. 



 89 

Thanks to my fabulous teammates who capably held down the fort and 
cheered me on, but always made sure that the high-quality care of our paedi-
atric patients was the first priority: Marie Blomberg, Carola Engström, Maria 
Engström, Elizabeth Gold, Barbro Ljunghammar, Nina Mohlin, Alicia Sa-
mano-Brunåker, Petra von Sydow and Lena Widing. Kenneth Nilsson is an 
honorary team member whose clinical supervision was crucial to our suc-
cesses. 

I express my heartfelt gratitude to our children’s hospital CEO Christophe 
Pedroletti, for his recognition that the pathway to excellence in paediatric care 
intersects inseparably with academic pursuits, and to Katarina Dahlgren, Mon-
ica Mäki Karlsson, and Kjell Alving for putting this concept into practice and 
carving out protected time to allow me to complete this research. 

Kudos to my colleagues at the Swedish Paediatric Society and the Section 
on Child Maltreatment that also came into being in recent years: Anna Bärtås, 
Marie Köhler, Louise Laurell, Godfried van Agthoven, Peter Wide - to name 
a few. Thank you for championing the rights of vulnerable children and for 
gathering to create an essential forum for our advocacy work.  

In addition, thanks to the generous four-year funding grant from Uppsala 
University, which meant that Howard Dubowitz was able to serve as a guest 
researcher - he has been indispensable as an unofficial mentor. I recognise that 
not everyone has the luxury of having an internationally-renowned researcher 
and adviser, who is an exceptionally skilled listener and who makes himself 
available with an unhurried perspective to deliberate and foster professional 
growth. For that I am very grateful. 

I have also had the distinct privilege of having our programme development 
educational and research efforts supported by a dream team of international 
child abuse paediatric clinician-scholars, who have kindly volunteered their 
time and travelled, some repeatedly, to Sweden to share their knowledge. This 
has been professionally and personally tremendously gratifying. I cannot un-
derstate how crucial this group has been to recent growth in our area of prac-
tice in Sweden. Thanks to Randell Alexander, Cindy Christian, Martin Finkel, 
Lori Frasier, Danya Glaser, Christopher Greeley, Carole Jenny, Brooks 
Keeshin, Patrick Kelly, Alison Kemp, Cindy Kuelbs, Kathi Makoroff, 
Jacqueline Mok, Vincent Palusci, Robert Reece, Tom Roesler and Rick van 
Rijn. 

To my support team, David Elliott, James Plews-Ogan, Jacquelyn Sheehan 
and others unnamed, thank you from the bottom of my heart for being there. 

I burst with pride, love and appreciation for the gift of being father to two 
amazing young people, my son Max and my daughter Nina. You inspire me. 

Thanks also to the Region Uppsala County Council, which provided me 
with time to complete this research and to The Swedish Crime Victims Fund, 
which provided generous grant funding for Study IV. 

Special thanks to Annette Whibley for helping me carry out my mission 
with her prompt and skilful edit of the manuscript.  



 90 

 



 91 

References 

1. Kempe CH, Silverman FN, Steele BF, Droegemueller W, Silver HK. The 
battered-child syndrome. JAMA. 1962;181:17-24. 

2. Berwick DM. Continuous improvement as an ideal in health care. N Engl J Med. 
1989;320(1):53-6. 

3. Sackett DL, Rosenberg WM, Gray JA, Haynes RB, Richardson WS. Evidence 
based medicine: what it is and what it isn't. BMJ. 1996;312(7023):71-2. 

4. Johansson S, Stefansen K, Bakketeig E, Kaldal A. Implementing the Nordic 
Barnahus Model: Characteristics and Local Adaptions. In: Johansson S, 
Stefansen K, Bakketeig E, Kaldal A, editors. Collaborating Against Child 
Abuse: Exploring the Nordic Barnahus Model. Cham: Springer International 
Publishing; 2017. p. 1-31. 

5. WHO Regional Office for Europe. European report on preventing child 
maltreatment. Copenhagen; 2013. 

6. WHO Regional Office for Europe. Investing in children: the European child 
maltreatment prevention action plan 2015–2020. Copenhagen; 2014. 

7. Investing in children: the European child and adolescent health strategy 2015-
2020 and the European child maltreatment prevention action plan 2015–2020,  
Stat. EUR/RC64/R6 (17 September, 2014). 

8. Pinker S. The better angels of our nature: The decline of violence in history and 
its causes: Penguin (UK); 2011. 

9. Milner LS. Hardness of heart/hardness of life: The stain of human infanticide: 
University Press of America; 1998. 

10. Norman RE, Byambaa M, De R, Butchart A, Scott J, Vos T. The long-term 
health consequences of child physical abuse, emotional abuse, and neglect: a 
systematic review and meta-analysis. PLoS Med. 2012; 9(11)(e1001349). 

11. Gilbert R, Widom CS, Browne K, Fergusson D, Webb E, Janson S. Burden and 
consequences of child maltreatment in high-income countries. Lancet. 
2009;373(9657):68-81. 

12. Jud A, Fegert JM, Finkelhor D. On the incidence and prevalence of child 
maltreatment: a research agenda. Child and adolescent psychiatry and mental 
health. 2016;10:17. 

13. Hillis S, Mercy J, Amobi A, Kress H. Global Prevalence of Past-year Violence 
Against Children: A Systematic Review and Minimum Estimates. Pediatrics. 
2016;137(3):e20154079. 

14. Stoltenborgh M, van Ijzendoorn MH, Euser EM, Bakermans-Kranenburg MJ. A 
global perspective on child sexual abuse: meta-analysis of prevalence around the 
world. Child Maltreat. 2011;16(2):79-101. 

15. Stoltenborgh M, Bakermans-Kranenburg MJ, van Ijzendoorn MH. The neglect 
of child neglect: a meta-analytic review of the prevalence of neglect. Soc 
Psychiatry Psychiatr Epidemiol. 2013;48(3):345-55. 



 92 

16. Stoltenborgh M, Bakermans-Kranenburg MJ, van Ijzendoorn MH, Alink LR. 
Cultural-geographical differences in the occurrence of child physical abuse? A 
meta-analysis of global prevalence. Int J Psychol. 2013;48(2):81-94. 

17. Gilbert R, Fluke J, O'Donnell M, Gonzalez-Izquierdo A, Brownell M, Gulliver 
P, et al. Child maltreatment: variation in trends and policies in six developed 
countries. Lancet. 2012;379(9817):758-72. 

18. Jones LM, Finkelhor D, Halter S. Child maltreatment trends in the 1990s: why 
does neglect differ from sexual and physical abuse? Child Maltreat. 
2006;11(2):107-20. 

19. Dubowitz H. Understanding and addressing the “neglect of neglect:” Digging 
into the molehill. Child Abuse Negl. 2007;31(6):603-6. 

20. Bussmann K-D, Erthal C, Schroth A. Effects of banning corporal punishment in 
europe–a five-nation comparison. Joan, E Durrant/Smith, Anne (Hg): Global 
pathways to abolishing physical punishment. 2011:299-322. 

21. Bergenlöv E. Drabbade barn: aga och barnmisshandel i Sverige från 
reformationen till nutid: Nordic Academic Press; 2009. 

22. Key E. The century of the child: GP Putnam's Sons; 1912. 
23. Janson S, Långberg B, Svensson B. A 30-year ban on physical punishment of 

children. 2009. 
24. Zetterstrom R. Svenska barns halso- och sjukvard--ett monster for andra lander. 

(Swedish child health care--a model for other countries). Lakartidningen. 
2005;102(23):1808-10, 12-4. 

25. Selander P. Multiple fractures in denial of traumatic case in infants. Svenska 
Läkartidningen. 1957;54(9):611-6. 

26. Frisk A. Misshandlade småbarn (Physically abused young children). Svenska 
Läkartidningen. 1964;61:3004-12. 

27. Official Reports of the Government of Sweden. Child maltreatment from a 
historical perspective. SOU 2009:99. Stockholm: Statens Offentliga 
Utredningar; 2009. 

28. Janson S, Jernbro C, Långberg B. Kroppslig bestraffning och annan kränkning 
av barn i Sverige. Stiftelsen Allmänna Barnhuset; 2011. 

29. Jernbro C, Janson S. Våld mot barn 2016 (Violence against children 2016). 
Stockholm: Stiftelsen Allmänna Barnhuset; 2017. 

30. Ellonen N, Jernbro C, Janson S, Tindberg Y, Lucas S. Current parental attitudes 
towards upbringing practices in Finland and Sweden 30 years after the ban on 
corporal punishment. Child Abuse Review. 2015;24(6):409-17. 

31. Janson S. Barn och misshandel: en rapport om kroppslig bestraffning och annan 
misshandel i Sverige vid slutet av 1900-talet; rapport utarbetad på uppdrag av 
Kommittén mot Barnmisshandel: Fritzes; 2001. 

32. Svensson B, Bornehag CG, Janson S. Chronic conditions in children increase 
the risk for physical abuse - but vary with socio-economic circumstances. Acta 
Paediatr. 2011;100(3):407-12. 

33. Jernbro C, Svensson B, Tindberg Y, Janson S. Multiple psychosomatic 
symptoms can indicate child physical abuse - results from a study of Swedish 
schoolchildren. Acta Paediatr. 2012;101(3):324-9. 

34. Jernbro C, Tindberg Y, Lucas S, Janson S. Quality of life among Swedish school 
children who experienced multitype child maltreatment. Acta Paediatr. 
2015;104(3):320-5. 

35. Lucas S, Jernbro C, Tindberg Y, Janson S. Bully, bullied and abused. 
Associations between violence at home and bullying in childhood. Scandinavian 
journal of public health. 2016;44(1):27-35. 



 93 

36. Annerback EM, Wingren G, Svedin CG, Gustafsson PA. Prevalence and 
characteristics of child physical abuse in Sweden - findings from a population-
based youth survey. Acta Paediatr. 2010;99(8):1229-36. 

37. Aho N, Gren-Landell M, Svedin CG. The Prevalence of Potentially Victimizing 
Events, Poly-Victimization, and Its Association to Sociodemographic Factors: 
A Swedish Youth Survey. Journal of interpersonal violence. 2016;31(4):620-51. 

38. Aho N, Proczkowska-Bjorklund M, Svedin CG. Victimization, 
polyvictimization, and health in Swedish adolescents. Adolescent health, 
medicine and therapeutics. 2016;7:89-99. 

39. Cater AK, Andershed AK, Andershed H. Youth victimization in Sweden: 
prevalence, characteristics and relation to mental health and behavioral problems 
in young adulthood. Child Abuse Negl. 2014;38(8):1290-302. 

40. Andersson T, Heimer G, Lucas S. Violence and health in sweden: a national 
prevalence study on exposure to violence among women and men and its 
association to health: National Centre for Knowledge on Men's Violence Against 
Women (NCK); 2015. 

41. Janson S, Jernbro C, Långberg B. Corporal punishment and other humiliating 
behavior towards children in Sweden:  Result from two nationally representative 
studies in 2011 (in Swedish). Stockholm: Stiftelsen Allmänna Barnhuset and 
Karlstad University; 2011. 136 p. 

42. Shannon D. Police-reported child physical abuse:  Developments up to 2009. 
Stockholm: The Swedish National Council for Crime Prevention (BRÅ); 2011. 

43. Krug EG, Mercy JA, Dahlberg LL, Zwi AB. The world report on violence and 
health. The Lancet. 2002;360(9339):1083-8. 

44. Butchart A, Phinney Harvey A, Mian M, Furniss T, Kahane T, World Health 
Organization. Preventing child maltreatment: a guide to taking action and 
generating evidence. 2006. 

45. Leeb RT, Paulozzi LJ, Melanson C, Simon TR, Arias I. Child Maltreatment 
Surveillance. Uniform Definitions for Public Health and Recommended Data 
Elements. Centers for Disease Control and Prevention. Atlanta. 2008. 

46. Committee on child abuse and related issues. Child abuse - prevention and 
intervention. Final report (in Swedish). Stockholm; 2001. 

47. Finkelhor D, Ormrod RK, Turner HA. Polyvictimization and trauma in a 
national longitudinal cohort. Dev Psychopathol. 2007;19(1):149-66. 

48. Felitti VJ, Anda RF, Nordenberg D, Williamson DF, Spitz AM, Edwards V, et 
al. Relationship of childhood abuse and household dysfunction to many of the 
leading causes of death in adults. The Adverse Childhood Experiences (ACE) 
Study. Am J Prev Med. 1998;14(4):245-58. 

49. Shonkoff JP, Garner AS, Committee on Psychosocial Aspects of C, Family H, 
Committee on Early Childhood A, Dependent C, et al. The lifelong effects of 
early childhood adversity and toxic stress. Pediatrics. 2012;129(1):e232-46. 

50. Corso PS, Edwards VJ, Fang X, Mercy JA. Health-related quality of life among 
adults who experienced maltreatment during childhood. Am J Public Health. 
2008;98(6):1094-100. 

51. Norman RE, Byambaa M, De R, Butchart A, Scott J, Vos T. The long-term 
health consequences of child physical abuse, emotional abuse, and neglect: a 
systematic review and meta-analysis. PLoS Med. 2012;9(11):e1001349. 

52. Fang X, Brown DS, Florence CS, Mercy JA. The economic burden of child 
maltreatment in the United States and implications for prevention. Child Abuse 
Negl. 2012;36(2):156-65. 

53. Florence C, Brown DS, Fang X, Thompson HF. Health care costs associated 
with child maltreatment: impact on medicaid. Pediatrics. 2013;132(2):312-8. 



 94 

54. Brown DS, Fang X, Florence CS. Medical costs attributable to child 
maltreatment a systematic review of short- and long-term effects. Am J Prev 
Med. 2011;41(6):627-35. 

55. Ferrara P, Corsello G, Basile MC, Nigri L, Campanozzi A, Ehrich J, et al. The 
Economic Burden of Child Maltreatment in High Income Countries. J Pediatr. 
2015;167(6):1457-9. 

56. Garbarino J. The human ecology of child maltreatment: A conceptual model for 
research. Journal of Marriage and the Family. 1977:721-35. 

57. Bronfenbrenner U. Toward an experimental ecology of human development. 
Am Psychol. 1977;32(7):513. 

58. Belsky J. Child maltreatment: an ecological integration. Am Psychol. 
1980;35(4):320-35. 

59. Sidebotham P. An ecological approach to child abuse: A creative use of scientific 
models in research and practice. Child Abuse Review. 2001;10(2):97-112. 

60. Heise LL. Violence against women: an integrated, ecological framework. 
Violence against women. 1998;4(3):262-90. 

61. National Research Council Committee on Population. US health in international 
perspective: Shorter lives, poorer health.: National Academies Press; 2013. 

62. Bharmal N, Derose KP, Felician M, Weden MM. Understanding the upstream 
social determinants of health. California: RAND. 2015. 

63. Shonkoff JP. Leveraging the biology of adversity to address the roots of 
disparities in health and development. Proc Natl Acad Sci U S A. 2012;109 
Suppl 2:17302-7. 

64. Sidebotham P, Fraser J, Covington T, Freemantle J, Petrou S, Pulikottil-Jacob 
R, et al. Understanding why children die in high-income countries. Lancet. 
2014;384(9946):915-27. 

65. Sidebotham P, Fox J, Horwath J, Powell C, Perwez S. Preventing childhood 
deaths: an observational study of child death overview panels in England. 
London: Department for children, schools and families. 2008. 

66. Prilleltensky I. Promoting well-being: time for a paradigm shift in health and 
human services1. Scand J Public Health Suppl. 2005;66:53-60. 

67. Wulczyn F, Daro D, Fluke J, Feldman S, Glodek C, Lifanda K. Adapting a 
systems approach to child protection: Key concepts and considerations. New 
York: UNICEF. 2010. 

68. Leischow SJ, Best A, Trochim WM, Clark PI, Gallagher RS, Marcus SE, et al. 
Systems thinking to improve the public's health. Am J Prev Med. 2008;35(2 
Suppl):S196-203. 

69. Teicher MH, Samson JA, Anderson CM, Ohashi K. The effects of childhood 
maltreatment on brain structure, function and connectivity. Nat Rev Neurosci. 
2016;17(10):652-66. 

70. Teicher MH, Samson JA. Annual Research Review: Enduring neurobiological 
effects of childhood abuse and neglect. J Child Psychol Psychiatry. 
2016;57(3):241-66. 

71. Nemeroff CB. Paradise Lost: The Neurobiological and Clinical Consequences 
of Child Abuse and Neglect. Neuron. 2016;89(5):892-909. 

72. Mehta D, Klengel T, Conneely KN, Smith AK, Altmann A, Pace TW, et al. 
Childhood maltreatment is associated with distinct genomic and epigenetic 
profiles in posttraumatic stress disorder. Proceedings of the national academy of 
sciences. 2013;110(20):8302-7. 

73. Shonkoff JP. Capitalizing on Advances in Science to Reduce the Health 
Consequences of Early Childhood Adversity. JAMA pediatrics. 
2016;170(10):1003-7. 



 95 

74. Garner AS, Shonkoff JP, Committee on Psychosocial Aspects of C, Family H, 
Committee on Early Childhood A, Dependent C, et al. Early childhood adversity, 
toxic stress, and the role of the pediatrician: translating developmental science 
into lifelong health. Pediatrics. 2012;129(1):e224-31. 

75. Convention on the Rights of the Child, 20 November 1989. Annu Rev Popul 
Law. 1989;16:95, 485-501. 

76. Waterston T, Davies R. The Convention on the Rights of the Child. Lancet. 
2006;367(9511):635. 

77. Lee Y, Svevo-Cianci K. General Comment no. 13 to the Convention on the 
Rights of the Child: the right of the child to freedom from all forms of violence. 
Child Abuse Negl. 2011;35(12):967-9. 

78. Janson S, Långberg B, Jernbro C. In: Durrant JE, Smith AB, editors. Global 
Pathways to Abolishing Physical Punishment: Realizing children's rights. New 
York: Routledge; 2011. 

79. United Nations Committee on the Rights of the Child. Concluding observations 
on the fifth periodic report of Sweden. Geneva; 2015 6 March 2015.  Contract 
No.: CRC/C/SWE/CO/5. 

80. Ministry of Health and Social Affairs. Barnkonventionen blir svensk lag: 
Betänkande av Barnrättighetsutredningen (The UNCRC becoming law in 
Sweden). SOU 2016:19. Stockholm,2016. 

81. Labbe J. Ambroise Tardieu: the man and his work on child maltreatment a 
century before Kempe. Child Abuse Negl. 2005;29(4):311-24. 

82. Caffey J. Multiple fractures in the long bones of infants suffering from chronic 
subdural hematoma. Am J Roentgenol Radium Ther. 1946;56(2):163-73. 

83. Hobbs CJ, Bilo RA. Nonaccidental trauma: clinical aspects and epidemiology of 
child abuse. Pediatr Radiol. 2009;39(5):457-60. 

84. Brand RA. Biographical sketch: John Caffey, MD (1895-1978). Clin Orthop 
Relat Res. 2011;469(3):753-4. 

85. Kempe A. C. Henry Kempe, MD: one man's legacy. Adv Pediatr. 2005;52:1-7. 
86. Flaherty EG, Sege RD, Griffith J, Price LL, Wasserman R, Slora E, et al. From 

suspicion of physical child abuse to reporting: primary care clinician decision-
making. Pediatrics. 2008;122(3):611-9. 

87. Ben Yehuda Y, Attar-Schwartz S, Ziv A, Jedwab M, Benbenishty R. Child abuse 
and neglect: reporting by health professionals and their need for training. Isr Med 
Assoc J. 2010;12(10):598-602. 

88. Mårtensson T, Janson S. (Few future paediatricians are educated in child 
maltreatment. A national survey shows insufficient training at the large 
paediatric clinics). Lakartidningen. 2010;107(35):1996-8. 

89. Christian CW. Professional education in child abuse and neglect. Pediatrics. 
2008;122 Suppl 1:S13-7. 

90. Gilbert R, Kemp A, Thoburn J, Sidebotham P, Radford L, Glaser D, et al. 
Recognising and responding to child maltreatment. Lancet. 
2009;373(9658):167-80. 

91. King B, Lawson J, Putnam-Hornstein E. Examining the evidence: reporter 
identity, allegation type, and sociodemographic characteristics as predictors of 
maltreatment substantiation. Child Maltreat. 2013;18(4):232-44. 

92. Marchand J, Deneyer M, Vandenplas Y. Detection, diagnosis, and prevention of 
child abuse: the role of the pediatrician. Eur J Pediatr. 2012;171(1):17-23. 

93. Lane WG, Dubowitz H. Primary care pediatricians' experience, comfort and 
competence in the evaluation and management of child maltreatment: do we 
need child abuse experts? Child Abuse Negl. 2009;33(2):76-83. 



 96 

94. Block RW, Palusci VJ. Child abuse pediatrics: a new pediatric subspecialty. J 
Pediatr. 2006;148(6):711-2. 

95. Council of the Baltic Sea States. European Barnahus Quality Standards: 
Guidance for Multidisciplinary and Interagency Response to Child Victims and 
Witnesses of Violence. Stockholm; 2017. 

96. Landberg A, Svedin C. Inuti Ett Barnahus: A quality review of 23 Swedish 
Barnahus (English translation). Save the Children Sweden. Stockholm; 2013. 

97. Steele A, Shabde N. Safeguarding children–understanding the roles of Named 
and Designated Professionals. Paediatrics and Child Health. 2014;24(12):531-5. 

98. Thun-Hohenstein L. Interdisciplinary child protection team work in a hospital 
setting. Eur J Pediatr. 2006;165(6):402-7. 

99. Louwers EC, Korfage IJ, Affourtit MJ, Scheewe DJ, van de Merwe MH, Vooijs-
Moulaert AF, et al. Effects of systematic screening and detection of child abuse 
in emergency departments. Pediatrics. 2012;130(3):457-64. 

100. Sidebotham P, Biu T, Goldsworthy L. Child protection procedures in emergency 
departments. Emerg Med J. 2007;24(12):831-5. 

101. Hoytema van Konijnenburg EM, Teeuw AH, Zwaard SA, van der Lee JH, van 
Rijn RR. Screening methods to detect child maltreatment: high variability in 
Dutch emergency departments. Emerg Med J. 2014;31(3):196-200. 

102. Laming H. The Victoria Climbié Inquiry. 2003. 
103. Department for Education and Skills. Every child matters: Children Act 2004. 

London; 2004. 
104. Sidebotham P. What do serious case reviews achieve? Arch Dis Child. 

2012;97(3):189-92. 
105. Department for Children Schools and Families. Working together to safeguard 

children : a guide to inter-agency working to safeguard and promote the welfare 
of children. Annesley; 2013. 

106. Allen L, Lenton S, Fraser J, Sidebotham P. Improving the practice of child death 
overview panels: a paediatric perspective. Arch Dis Child. 2014;99(3):193-6. 

107. Durfee M, Durfee DT, West MP. Child fatality review: an international 
movement. Child Abuse Negl. 2002;26(6-7):619-36. 

108. Fraser J, Sidebotham P, Frederick J, Covington T, Mitchell EA. Learning from 
child death review in the USA, England, Australia, and New Zealand. Lancet. 
2014;384(9946):894-903. 

109. Durfee M, Parra JM, Alexander R. Child fatality review teams. Pediatr Clin 
North Am. 2009;56(2):379-87. 

110. Lahne K, Otterman G, Janson S. [Too few unexplained deaths among children 
are investigated in Sweden. Expanded audit according to English model 
proposed]. Lakartidningen. 2013;110(46):2061-3. 

111. Wolfe I, Thompson M, Gill P, Tamburlini G, Blair M, van den Bruel A, et al. 
Health services for children in western Europe. Lancet. 2013;381(9873):1224-
34. 

112. Wolfe I, Cass H, Thompson MJ, Craft A, Peile E, Wiegersma PA, et al. 
Improving child health services in the UK: insights from Europe and their 
implications for the NHS reforms. BMJ. 2011;342:d1277. 

113. Yu Y, Qin G, Cnattingius S, Gissler M, Olsen J, Zhao N, et al. Mortality in 
Children Aged 0-9 Years: A Nationwide Cohort Study from Three Nordic 
Countries. PLoS One. 2016;11(1):e0146669. 

114. Eriksson M, Näsman E. Interviews with children exposed to violence. Children 
& society. 2012;26(1):63-73. 

115. Berry V. Ethical considerations in conducting family violence research. 
Research Ethics. 2009;5(3):91-100. 



 97 

116. Eriksson M, Näsman E. Participation in family law proceedings for children 
whose father is violent to their mother. Childhood. 2008;15(2):259-75. 

117. Grover S. Why won’t they listen to us? On giving power and voice to children 
participating in social research. Childhood. 2004;11(1):81-93. 

118. Hoytema van Konijnenburg EM, Teeuw AH, Ploem MC. Data research on child 
abuse and neglect without informed consent? Balancing interests under Dutch 
law. Eur J Pediatr. 2015. 

119. Lindblad F, Lainpelto K. Sexual abuse allegations by children with 
neuropsychiatric disorders. J Child Sex Abus. 2011;20(2):182-95. 

120. Diesen C DE. Övergrepp mot kvinnor och barn: den rättsliga hanterningen. 
Stockholm: Norstedts juridik; 2009. 

121. Adamson P, Brown G, Micklewright J, Schnepf S, Wright A. A league table of 
child maltreatment deaths in rich nations: United Nations International Childrens 
Emergency Fund (UNICEF) Innocenti Research Centre; 2003. 

122. Hershkowitz I, Horowitz D, Lamb ME. Trends in children's disclosure of abuse 
in Israel: a national study. Child Abuse Negl. 2005;29(11):1203-14. 

123. Helweg-Larsen K, Boving Larsen H. The prevalence of unwanted and unlawful 
sexual experiences reported by Danish adolescents: results from a national youth 
survey in 2002. Acta Paediatr. 2006;95(10):1270-6. 

124. Schonbucher V, Maier T, Mohler-Kuo M, Schnyder U, Landolt MA. Adolescent 
perspectives on social support received in the aftermath of sexual abuse: a 
qualitative study. Arch Sex Behav. 2014;43(3):571-86. 

125. Mohler-Kuo M, Landolt MA, Maier T, Meidert U, Schönbucher V, Schnyder U. 
Child Sexual Abuse Revisited: A Population-Based Cross-Sectional Study 
Among Swiss Adolescents. J Adolesc Health. 2013. 

126. Priebe G, Svedin CG. Prevalence, characteristics, and associations of sexual 
abuse with sociodemographics and consensual sex in a population-based sample 
of Swedish adolescents. J Child Sex Abus. 2009;18(1):19-39. 

127. Hershkowitz I, Lanes O, Lamb ME. Exploring the disclosure of child sexual 
abuse with alleged victims and their parents. Child Abuse Negl. 
2007;31(2):111-23. 

128. Schonbucher V, Maier T, Mohler-Kuo M, Schnyder U, Landolt MA. Disclosure 
of child sexual abuse by adolescents: a qualitative in-depth study. Journal of 
interpersonal violence. 2012;27(17):3486-513. 

129. Black BM, Tolman RM, Callahan M, Saunders DG, Weisz AN. When will 
adolescents tell someone about dating violence victimization? Violence against 
women. 2008;14(7):741-58. 

130. Graneheim UH, Lundman B. Qualitative content analysis in nursing research: 
concepts, procedures and measures to achieve trustworthiness. Nurse Educ 
Today. 2004;24(2):105-12. 

131. Straus MA. Measuring Intrafamily Conflict and Violence: The Conflict Tactics 
(CT) Scales. Journal of Marriage and the Family. 1979;41(1):75-88. 

132. Janson S, Långberg B, Svensson B. Våld mot barn 2006–2007–en nationell 
kartläggning (Violence against children—A national survey in Sweden 2006–
2007). 2007. 

133. Kaldal AC. Barnahusutredningen 2010 (Report on Barnahus 2010). Stockholm: 
Jure; 2010. 

134. Cruickshanks P, Skellern C. Role of the tertiary child protection paediatrician: 
expert and advocate. J Paediatr Child Health. 2007;43(1-2):34-9. 

135. Shabde N. Child protection training for paediatricians. Arch Dis Child. 
2006;91(8):639-41. 



 98 

136. Cardiff University Medical School. Core Info: Cardiff Child Protection 
Systematic Reviews (RCPCH Child Protection Evidence ) Cardiff [cited 2016. 
Available from: http://www.core-info.cardiff.ac.uk/. 

137. European Union Agency for Fundamental Rights. Provisions on professionals' 
legal obligation to report cases of child abuse, neglect and violence Vienna; 
2014 [cited 2016. Available from: 
http://fra.europa.eu/en/publication/2015/mapping-child-protection-systems-
eu/reporting-1. 

138. Lanzarote Committee of the Council of Europe. Convention on Protection of 
Children against Sexual Exploitation and Sexual Abuse - Monitoring State 
Replies Strasbourg; 2016 [Available from: 
http://www.coe.int/en/web/children/state-replies. 

139. Royal College of Paediatrics and Child Health. Education provision - 
Safeguarding. London; 2016 [Available from: 
http://www.rcpch.ac.uk/safeguarding  

140. Durfee MJ, Gellert GA, Tilton-Durfee D. Origins and clinical relevance of child 
death review teams. JAMA. 1992;267(23):3172-5. 

141. Socialstyrelsen (NBHW). Att stärka och förbättra arbetet för barn som far illa 
och vuxna som utsätts för våld av närstående. Dödsfallsutredningar (Death 
investigations), 2012-2013. Stockholm 2014.  Contract No.: 2014-3-5. 

142. Mollborg P, Wennergren G, Almqvist P, Alm B. Bed sharing is more common 
in sudden infant death syndrome than in explained sudden unexpected deaths in 
infancy. Acta Paediatr. 2015;104(8):777-83. 

143. Krous HF, Beckwith JB, Byard RW, Rognum TO, Bajanowski T, Corey T, et al. 
Sudden infant death syndrome and unclassified sudden infant deaths: a 
definitional and diagnostic approach. Pediatrics. 2004;114(1):234-8. 

144. Brooke HL, Talback M, Hornblad J, Johansson LA, Ludvigsson JF, Druid H, et 
al. The Swedish cause of death register. Eur J Epidemiol. 2017;32(9):765-73. 

145. Socialstyrelsen (NBHW). Causes of Death 2010. Stockholm; 2011.  Contract 
No.: 2011-7-6. 

146. Bottoms BL, Peter-Hagene LC, Epstein MA, Wiley TR, Reynolds CE, Rudnicki 
AG. Abuse Characteristics and Individual Differences Related to Disclosing 
Childhood Sexual, Physical, and Emotional Abuse and Witnessed Domestic 
Violence. Journal of interpersonal violence. 2016;31(7):1308-39. 

147. Foynes MM, Freyd JJ, Deprince AP. Child abuse: betrayal and disclosure. Child 
Abuse Negl. 2009;33(4):209-17. 

148. McElvaney R. Disclosure of child sexual abuse: Delays, non disclosure and 
partial disclosure. What the research tells us and implications for practice. Child 
Abuse Review. 2015;24(3):159-69. 

149. Mohler-Kuo M, Landolt MA, Maier T, Meidert U, Schonbucher V, Schnyder U. 
Child sexual abuse revisited: a population-based cross-sectional study among 
Swiss adolescents. J Adolesc Health. 2014;54(3):304-11 e1. 

150. McElvaney R, Greene S, Hogan D. To tell or not to tell? Factors influencing 
young people’s informal disclosures of child sexual abuse. Journal of 
interpersonal violence. 2014;29(5):928-47. 

151. Ungar M, Tutty LM, McConnell S, Barter K, Fairholm J. What Canadian youth 
tell us about disclosing abuse. Child Abuse Negl. 2009;33(10):699-708. 

152. Crisma M, Bascelli E, Paci D, Romito P. Adolescents who experienced sexual 
abuse: fears, needs and impediments to disclosure. Child Abuse Negl. 
2004;28(10):1035-48. 

153. Annerbäck EM, Lindell C, Svedin CG, Gustafsson PA. Severe child abuse: a 
study of cases reported to the police. Acta Paediatr. 2007;96(12):1760-4. 



 99 

154. Mainz J, Kristensen S, Bartels P. Quality improvement and accountability in the 
Danish health care system. Int J Qual Health Care. 2015;27(6):523-7. 

155. Guidance on Investigating Child Abuse and Safeguarding Children, Second 
Edition 2009. UK: National Policing Improvement Agency; 2009. 

156. Christian CW. The evaluation of suspected child physical abuse. Pediatrics. 
2015;135(5):e1337-54. 

157. Tingberg B, Falk AC, Flodmark O, Ygge BM. Evaluation of documentation in 
potential abusive head injury of infants in a Paediatric Emergency Department. 
Acta Paediatr. 2009;98(5):777-81. 

158. Healthier Scotland - Scottish Government. The Scottish Government's Mental 
Health Strategy 2017-2027. Edinburgh; 2017. 

159. Wallace GH, Makoroff KL, Malott HA, Shapiro RA. Hospital-based 
multidisciplinary teams can prevent unnecessary child abuse reports and out-of-
home placements. Child Abuse Negl. 2007;31(6):623-9. 

160. Kistin CJ, Tien I, Bauchner H, Parker V, Leventhal JM. Factors that influence 
the effectiveness of child protection teams. Pediatrics. 2010;126(1):94-100. 

161. Children's Hospital Association / NACHRI. Defining the Children's Hospital 
Role in Child Maltreatment, 2nd ed. Washington, D.C.; 2012. 

162. Dubowitz H, Christian CW, Hymel K, Kellogg ND. Forensic medical 
evaluations of child maltreatment: a proposed research agenda. Child Abuse 
Negl. 2014;38(11):1734-46. 

163. Lindberg DM, Lindsell CJ, Shapiro RA. Variability in expert assessments of 
child physical abuse likelihood. Pediatrics. 2008;121(4):e945-53. 

164. Mathews B, Lee XJ, Norman RE. Impact of a new mandatory reporting law on 
reporting and identification of child sexual abuse: A seven year time trend 
analysis. Child Abuse Negl. 2016;56:62-79. 

165. Home Office (UK). Introducing mandatory reporting for FGM: Home Office 
(U.K.);  [updated 12 February 2015. Available from: https://www.gov.uk/gov-
ernment/consultations/introducing-mandatory-reporting-for-fgm. 

166. Home Office and Department for Education (UK). Reporting and acting on child 
abuse and neglect Government consultation. HM Government; 2016 21 July 
2016. 

167. Office of the Minister for Children and Youth Affairs (DCYA). Children First 
Act. Dublin; 2015 19 November 2015. 

168. Jedwab M, Benbenishty R, Chen W, Glasser S, Siegal G, Lerner-Geva L. Child 
protection decisions to substantiate hospital child protection teams' reports of 
suspected maltreatment. Child Abuse Negl. 2015;40:132-41. 

169. Wallace GH, Makoroff KL, Malott HA, Shapiro RA. Hospital-based 
multidisciplinary teams can prevent unnecessary child abuse reports and out-of-
home placements. Child Abuse Negl. 2007;31(6):623-9. 

170. Flaherty EG, Sege R. Barriers to physician identification and reporting of child 
abuse. Pediatr Ann. 2005;34(5):349-56. 

171. Cardiff University. European epidemiology of child abuse and neglect. Euro-
CAN. 2015 [Available from: 
https://www.cardiff.ac.uk/research/explore/research-units/european-
epidemiology-of-child-abuse-and-neglect-euro-can. 

172. Naughton AM, Nurmatov U, Hoytema van Konijnenburg E, Watkins W, 
Otterman G, Nelson J, et al. Variability in child protection medical evaluations 
of suspected physical abuse in four European countries: a vignette study. Child 
Abuse Review. 2018(In Press). 



 100 

173. Font SA. Perceptions of juvenile sexual abuse victims: a meta-analysis on 
vignette-based studies on the effects of victims' age and respondents' gender. J 
Child Sex Abus. 2013;22(5):593-611. 

174. Križ K, Skivenes M. Child welfare workers' perceptions of children's 
participation: a comparative study of England, Norway and the USA 
(California). Child & Family Social Work. 2017;22(S2):11-22. 

175. Borres MP, Hägg A. Child abuse study among Swedish physicians and medical 
students. Pediatr Int. 2007;49(2):177-82. 

176. Talsma M, Bengtsson Boström K, Östberg A-L. Facing suspected child abuse–
what keeps Swedish general practitioners from reporting to child protective 
services? Scand J Prim Health Care. 2015;33(1):21-6. 

177. Furth SL, Hwang W, Yang C, Neu AM, Fivush BA, Powe NR. Relation between 
pediatric experience and treatment recommendations for children and 
adolescents with kidney failure. JAMA. 2001;285(8):1027-33. 

178. Herbst MK, Rosenberg G, Daniels B, Gross CP, Singh D, Molinaro AM, et al. 
Effect of provider experience on clinician-performed ultrasonography for 
hydronephrosis in patients with suspected renal colic. Ann Emerg Med. 
2014;64(3):269-76. 

179. Gissler M, Rahkonen O, Mortensen L, Arntzen A, Cnattingius S, Nybo Andersen 
AM, et al. Sex differences in child and adolescent mortality in the Nordic 
countries, 1981--2000. Scandinavian journal of public health. 2009;37(4):340-6. 

180. Backstrom D, Steinvall I, Sjoberg F. Change in child mortality patterns after 
injuries in Sweden: a nationwide 14-year study. Eur J Trauma Emerg Surg. 
2017;43(3):343-9. 

181. Grajda A, Kulaga Z, Gurzkowska B, Gozdz M, Wojtylo M, Litwin M. Trends in 
external causes of child and adolescent mortality in Poland, 1999-2012. Int J 
Public Health. 2017;62(1):117-26. 

182. Armour-Marshall J, Wolfe I, Richardson E, Karanikolos M, McKee M. 
Childhood deaths from injuries: trends and inequalities in Europe. Eur J Public 
Health. 2012;22(1):61-5. 

183. Gijzen S, Boere-Boonekamp MM, L'Hoir MP, Need A. Child mortality in the 
Netherlands in the past decades: an overview of external causes and the role of 
public health policy. J Public Health Policy. 2014;35(1):43-59. 

184. Jansson B, De Leon AP, Ahmed N, Jansson V. Why does Sweden have the 
lowest childhood injury mortality in the world? The roles of architecture and 
public pre-school services. J Public Health Policy. 2006;27(2):146-65. 

185. Bergman AB, Rivara FP. Sweden's experience in reducing childhood injuries. 
Pediatrics. 1991;88(1):69-74. 

186. Janson S, Schyllander J, Hansson C, Eriksson UB. [Children with a single parent 
are a risk group for drowning. Also immigrant children from the Middle East 
and Iran are at risk according to a descriptive study]. Lakartidningen. 
2010;107(24-25):1618-22. 

187. Schyllander J, Janson S, Nyberg C, Eriksson UB, Stark Ekman D. Case analyses 
of all children's drowning deaths occurring in Sweden 1998-2007. Scandinavian 
journal of public health. 2013;41(2):174-9. 

188. Sidebotham P, Blair PS, Evason-Coombe C, Edmond M, Heckstall-Smith E, 
Fleming P. Responding to unexpected infant deaths: experience in one English 
region. Arch Dis Child. 2010;95(4):291-5. 

189. Janson S, Moniruzzaman S, Hjern A. [Can child homicides be prevented? New 
law concerning child fatality review proposed to be instituted in July]. 
Lakartidningen. 2007;104(10):776-8, 80-1. 



 101 

190. Palusci VJ, Covington TM. Child maltreatment deaths in the U.S. National Child 
Death Review Case Reporting System. Child Abuse Negl. 2014;38(1):25-36. 

191. Christian CW, Sege RD, Abuse CoC, and Neglect, Committee on Injury V, and 
Poison Prevention. Child fatality review. Pediatrics. 2010;126(3):592-6. 

192. Sorgen finns det inga ord för; Om utredningar av vissa dödsfall.: Statskontoret; 
2014. 

193. Ministry of Health and Social Affairs. (Investigations concerning certain injuries 
and deaths). Stockholm: Government of Sweden; 2017. 

194. Cederborg A-C, Orbach Y, Sternberg KJ, Lamb ME. Investigative interviews of 
child witnesses in Sweden. Child Abuse Negl. 2000;24(10):1355-61. 

195. Vassar M, Holzmann M. The retrospective chart review: important 
methodological considerations. Journal of Educational Evaluation for Health 
Professions. 2013;10:12. 

196. National Board of Health and Welfare. Våld i nära relationer (Domestic 
violence). Stockholm; 2014. 

197. Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K. 
Purposeful sampling for qualitative data collection and analysis in mixed method 
implementation research. Administration and Policy in Mental Health and 
Mental Health Services Research. 2015;42(5):533-44. 

198. van Esso D, del Torso S, Hadjipanayis A, Biver A, Jaeger-Roman E, Wettergren 
B, et al. Paediatric primary care in Europe: variation between countries. Arch 
Dis Child. 2010;95(10):791-5. 

199. Katz M, Rubino A, Collier J, Rosen J, Ehrich JH. Demography of pediatric 
primary care in Europe: delivery of care and training. Pediatrics. 
2002;109(5):788-96. 

200. Asch DA, Jedrziewski MK, Christakis NA. Response rates to mail surveys 
published in medical journals. J Clin Epidemiol. 1997;50(10):1129-36. 

201. Kellerman SE, Herold J. Physician response to surveys: A review of the 
literature1. Am J Prev Med. 2001;20(1):61-7. 

202. Sidebotham P, Bailey S, Belderson P, Brandon M. Fatal child maltreatment in 
England, 2005-2009. Child Abuse Negl. 2011;35(4):299-306. 

203. Royal College of Paediatrics and Child Health. Safeguarding Children and 
Young people: roles and competences for health care staff. Intercollegiate 
document. London, UK; 2014. 

204. Thomas A, Mott A. Child protection peer review for paediatricians. Child Abuse 
Review. 2013;22(1):60-6. 

205. Royal College of Paediatrics and Child Health. Child Protection Companion, 
2nd ed. London; 2013. 

 
 



Acta Universitatis Upsaliensis
Digital Comprehensive Summaries of Uppsala Dissertations
from the Faculty of Medicine 1465

Editor: The Dean of the Faculty of Medicine

A doctoral dissertation from the Faculty of Medicine, Uppsala
University, is usually a summary of a number of papers. A few
copies of the complete dissertation are kept at major Swedish
research libraries, while the summary alone is distributed
internationally through the series Digital Comprehensive
Summaries of Uppsala Dissertations from the Faculty of
Medicine. (Prior to January, 2005, the series was published
under the title “Comprehensive Summaries of Uppsala
Dissertations from the Faculty of Medicine”.)

Distribution: publications.uu.se
urn:nbn:se:uu:diva-347796

ACTA
UNIVERSITATIS

UPSALIENSIS
UPPSALA

2018


	Abstract
	List of Papers
	Contents
	Abbreviations
	Preface
	Current challenges
	Potential insights

	Introduction
	Child maltreatment as a global public health problem
	European perspective
	A Swedish perspective
	Conceptual definitions of child maltreatment
	Consequences of child maltreatment
	Socioeconomic costs of child maltreatment
	Development of ecological models
	Development of an eco-bio-developmental framework
	The rights of the child
	Health sector response
	Health sector strategies developed in some European countries
	Systematic, multidisciplinary review of child deaths

	Rationale for this dissertation
	Aim of thesis
	Specific aims
	Study I:
	Study II:
	Study III:
	Study IV:


	Ethical considerations
	Summary Study I
	Introduction
	Methods
	Main results

	Summary Study II
	Introduction
	Methods
	Main results

	Summary Study III
	Introduction
	Methods
	Main results

	Summary Study IV
	Introduction
	Methods
	Main results

	General discussion
	Methodological considerations
	The need for a broad legislative framework

	Conclusions
	Public policy and clinical implications
	Future research
	Summary in Swedish
	Sammanfattning på svenska

	Acknowledgements
	References



