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Barriers to Reporting Child Maltreatment:
Do Emergency Medical Services Professionals Fully Understand
Their Role as Mandatory Reporters?

Ellen Grace Lynne, Elizabeth J. Gifford, Kelly E. Evans, Joel B. Rosch

BACKGROUND Child maltreatment is underreported in the United States and in North Carolina. In North Carolina and other states, manda-
tory reporting laws require various professionals to make reports, thereby helping to reduce underreporting of child maltreatment. This
study aims to understand why emergency medical services (EMS) professionals may fail to report suspicions of maltreatment despite
mandatory reporting policies.

METHODS A web-based, anonymous, voluntary survey of EMS professionals in North Carolina was used to assess knowledge of their agen-
cy's written protocols and potential reasons for underreporting suspicion of maltreatment (n=444). Results were based on descriptive
statistics. Responses of line staff and leadership personnel were compared using chi-square analysis.

RESULTS Thirty-eight percent of respondents were unaware of their agency’s written protocols regarding reporting of child maltreatment.
Additionally, 25% of EMS professionals who knew of their agency's protocol incorrectly believed that the report should be filed by some-
one other than the person with firsthand knowledge of the suspected maltreatment. Leadership personnel generally understood reporting
requirements better than did line staff. Respondents indicated that peers may fail to report maltreatment for several reasons: they believe
another authority would file the report, including the hospital (52.3%) or law enforcement (27.7%); they are uncertain whether they had

witnessed abuse (47.7%); and they are uncertain about what should be reported (41.4%).
LIMITATIONS This survey may not generalize to all EMS professionals in North Carolina.
CONCLUSIONS Training opportunities for EMS professionals that address proper identification and reporting of child maltreatment, as well

as cross-agency information sharing, are warranted.

T1ere were 675,000 victims of child abuse and neglect
(maltreatment) in the United States in 2011 [1].
Although this number represents about 1% of those under
the age of 18 years, studies suggest that child maltreatment
is underreported [2, 3]. The estimated lifetime cost per vic-
tim of maltreatment is $210,000 [4]. Children who expe-
rience maltreatment are at increased risk for drug abuse,
depressive symptoms, and violent and delinquent behaviors
during early adulthood [5]. States have enacted laws desig-
nating some professionals as mandatory reporters in order
to protect children by better identifying those who are expe-
riencing or are at risk for maltreatment.

Limited research exists on mandatory reporters’ under-
standing of reporting requirements and procedures and
their reasons for not reporting suspicions of child maltreat-
ment. This study examines emergency medical services
(EMS) professionals, as these mandatory reporters have a
unique vantage point into children’s lives. EMS profession-
als are often the first professionals to respond to emergency
situations. This study assesses their knowledge of child mal-
treatment reporting requirements, their behavior and atti-
tudes toward reporting, and barriers that may hinder them
from adhering to these requirements.

This study sought to explain why prehospital medical
personnel were underreporting suspected cases of child
maltreatment. The North Carolina Child Fatality Task Force
found that in nearly half of child fatality cases in North

Carolina, EMS professionals documented suspicion of
child maltreatment but did not report this suspicion to the
Department of Social Services (DSS) as required by statute
and EMS policy [6]. EMS professionals are uniquely posi-
tioned to report maltreatment because of their access to
homes and their firsthand encounters with children in medi-
cal distress. In addition to signs of abuse, they may observe
environmental risk factors for neglect, such as evidence of
alcohol or drugs, lack of food, or inadequate housing [7]. In
the United States, professionals such as educators, legal and
law enforcement officers, social services professionals, and
medical providers make nearly 60% of child maltreatment
reports; only 8% of all reports come from medical person-
nel, including EMS professionals [1].

The reasons that professionals may fail to report child
maltreatment fall into 2 broad categories [8]. The first is
failure to recognize maltreatment. Even child maltreatment
experts disagree as to what constitutes reasonable suspicion
[9]. For example, nurses making home visits to first-time
mothers were unsure when violence between adult partners
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was legally considered a danger to the child [10]. Second,
professionals may choose not to report their suspicion [8].
Professionals may lack training on how to report maltreat-
ment, or they may wish to avoid administrative hurdles
imposed by their institution [11]. Professionals may also lack
trust in child protective services [12] and may worry that
reporting their suspicion would not benefit the family [13].

Training in child maltreatment issues improves reporting
rates, but current training levels may be inadequate. In one
study, professionals with at least 10 hours of continuing edu-
cation on reporting procedures were more likely to report
suspected maltreatment than were those with less than
10 hours of training [14]. A 2006 survey of 1,237 prehospi-
tal personnel found that nearly 11% received no training on
child maltreatment during their initial certification course;
44% reported no training on child maltreatment during their
continuing medical education in the past year; and 35.9%
received only 1-2 hours of continuing medical education on
child protection [15]. The majority (78%) of respondents
indicated that they would like additional training on child
protection, with 50% requesting more training on signs and
symptoms and 46% requesting more training on protocols
[15].

This paper examines 3 research questions: How familiar
are EMS professionals with mandatory reporting laws and
agency policy? Do differences in rank or experience make
a difference in knowledge of mandatory reporting laws
and agency policy? Finally, what are respondents’ opinions
on why an EMS professional may not adhere to manda-
tory reporting laws and agency policy? Prior surveys have
assessed EMS professionals’ knowledge of their mandatory
reporting status, but this study is unique in that it also allows
them to offer their opinion on why they and their peers may
be reluctant to report suspicion.

North Carolina law requires that all persons or institutions
report suspicions of child maltreatment to the county DSS
[16]. In addition, the North Carolina Office for Emergency
Medical Services (OEMS), which oversees the state’s 100
county-level EMS systems, has policies for its staff; these
policies call for EMS professionals to assess children for psy-
chological abuse, physical abuse, and neglect and to imme-
diately report any suspicious findings to both the receiving
hospital (if transported) and to the county DSS [17-19].

Methods

We collected data using an anonymous, voluntary survey
of EMS professionals across North Carolina. The commit-
tee that developed the survey included representatives of
Prevent Child Abuse North Carolina, the state hospital sys-
tem, the North Carolina Pediatric Society, the Child Medical
Evaluation Program at the University of North Carolina, the
North Carolina DSS, and the Center for Child and Family
Policy at Duke University, as well as the Emergency Medical
Services for Children (EMSC) program manager from the
North Carolina OEMS.

The EMSC program manager emailed the survey to all
740 EMS agencies in North Carolina. Agency directors were
asked to forward the survey to their employees. Data col-
lection occurred in May and June of 2012. Failure to report
suspicions of child maltreatment is illegal in North Carolina,
and it is possible that employers would act punitively toward
employees who acknowledged either not reporting suspi-
cions or not knowing agency protocols. Therefore, in order
to encourage honest feedback about a sensitive topic, this
survey was anonymous.

EMS professionals were coded into 2 categories: line staff
and leadership personnel. Line staff included emergency
medical technicians (EMTs) of all levels (basic, intermedi-
ate, or paramedic), medical responders, and training coor-
dinators. Leadership personnel included medical directors,
training officers, and EMS directors. Responses of line staff
versus leadership personnel were compared in order to
test whether experience and rank had a substantial effect
on knowledge of reporting procedures. Although leader-
ship personnel may be aware of agency and state policies
on child maltreatment, their knowledge may not be reaching
line staff. Many respondents reported filling multiple roles;
respondents were only considered to be line staff if they did
not select a leadership role.

Respondents were asked if their agency has a written
mandatory reporting protocol; respondents who answered
yes were asked to select all parties who are responsible for
making the report to DSS, from a list of 4 choices. For this
analysis, answers were coded into mutually exclusive cat-
egories with prioritization in descending order: person with
firsthand knowledge, supervisor, other, and “don’t know.”

Analyses were completed using Stata version 12 [20].
Chi-square analysis was used to compare responses
between line staff and leadership personnel.

Results

Table 1 describes characteristics of the respondents.
Most respondents (90.5%) reported that they were EMTs,
and this percentage was higher among line staff (97.2%)
than among those in leadership positions (73.2%). There
were no differences between line staff and leadership per-
sonnel regarding whether the respondents were paid or
unpaid, and the majority of all respondents (91.2%) were
in a paid position. Over half (58.7%) of all respondents
had more than 10 years of experience. Slightly more than
one-quarter of all respondents reported over 20 years
of experience; this percentage differed by position, with
25.0% of line staff reporting over 20 years of experience
and 37.4% of leadership personnel reporting over 20 years
of experience.

It was not possible to calculate the response rate because
we do not know how many directors forwarded the survey
to their staff. To understand the representativeness of our
sample, however, we compared our sample to the popula-
tion of EMS workers in North Carolina using data from the
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TABLE 1.
Descriptive Statistics of Emergency Medical Services Personnel Who Responded to a Survey About
Mandatory Reporting of Child Maltreatment
Leadership
All respondents Line staff personnel
(N =444) (n=321) (n=123) Chi-square
No. (%) No. (%) No. (%) value? P-value®
Job titlec
Emergency Medical Technician 402 (90.5) 312 (97.2) 90 (73.2) 59.9 .000
(basic, intermediate, or paramedic)
Training officer 72 (16.2) 0 (0.0) 72 (58.5) 224.3 .000
Training coordinator 56 (12.6) 22 (6.9) 34 (27.6) 34.9 .000
Emergency Medical Services director 52 (11.7) 0 (0.0) 52 (42.3) 153.7 .000
Medical responder 27 (6.1) 18 (5.6) 9(7.3) 0.46 .500
Medical director 8 (1.8) 0(0.0) 8 (6.5) 21.3 .000
Paid position 405 (91.2) 297 (92.5) 108 (87.8) 2.5 16
Experience?
Less than 2 years 19 (4.3) 16 (5.0) 3(2.4) 1.4 .236
2 years to less than 4 years 47 (10.6) 33(10.3) 14 (11.4) [OX) 736
4-9 years 117 (26.4) 91(28.4) 26 (21.1) 24 123
10-19 years 134 (30.3) 100 (31.3) 34 (27.6) 0.52 471
20 years or more 126 (28.4) 80 (25.0) 46 (37.4) 6.8 .009
2The chi-square test determines differences between responses of line staff and leadership personnel.
bP-value is determined by the chi-square test.
<Job titles were not mutually exclusive.
4One line staff respondent did not provide a response to the question about amount of experience.

EMS Performance Improvement Center at the University of
North Carolina at Chapel Hill. Relative to the overall popu-
lation of EMS professionals in North Carolina, our sample
overrepresented paid EMS workers (91% in our study versus
75% in the state as a whole), and respondents in our study
tended to have more years of experience. Specifically, nearly
60% of respondents in our study had at least a decade of
experience, while only 12% of EMS professionals statewide
had this much experience. Therefore the respondents in our
survey may serve as leaders or mentors for others, and they
may have a better understanding of mandatory reporting
policies than those with less experience.

To better understand how familiar EMS professionals
were with mandatory reporting laws, respondents were
asked if their agency had a written mandatory reporting pro-
tocol. While nearly two-thirds (61.9%) of respondents said
yes, 18.7% responded no, and 19.4% responded that they
did not know if there was a written protocol. Line staff were
significantly more likely to report that they did not know
whether their agency has a mandatory reporting protocol
(24.0%) compared to respondents in leadership positions
(7.3%; see Table 2). These percentages do not reflect the
percentage of EMS professionals who work at agencies that
lack written protocols; rather, it represents the percentage
of EMS providers who may be unaware of the protocols.

Respondents who indicated that their agency had a
written mandatory reporting protocol were asked who is
responsible for making the report to DSS. The most common
response (75.3%) mirrored state law, with respondents say-
ing that the person with firsthand knowledge of suspicion
is responsible for reporting. Some respondents said that the
supervisor of the person with firsthand knowledge (9.1%) or

“other” (11.6%) was responsible for reporting; line staff and
leadership personnel reported these responses at similar
rates. A higher percentage of line staff reported not know-
ing who is responsible for reporting compared to leadership
personnel (5.2% versus 0%). When asked to provide text to
elaborate on the response “other,” 20 respondents provided
information. Twelve respondents mentioned the hospital or
the emergency room; 4 mentioned law enforcement offi-
cers; 2 mentioned the receiving facility; and 1 mentioned the
training officer.

Figure 1 presents results of EMS professionals' percep-
tions of why someone might not report child maltreat-
ment. Respondents were allowed to select more than one
reason. The most frequently reported response was that
they believed the "hospital will make the report” (52.3%).
The second most common response was that they “are not
comfortable reporting without absolute certainty that abuse
or neglect is happening” (47.7%). Over one-third selected
the responses “not sure what should be reported and what
should not"” (41.4%) and “don’t know how to make a report”
(36.0%). About one-quarter (26.6%) said they were “not
clear whether there is a protocol in place for reporting.” Line
staff and leadership personnel had significantly different
selections in regard to believing “the hospital will make the
report” (48.9% versus 61.0%), believing “law enforcement
will make the report” (23.1% versus 39.8%), and feeling that
“it takes too long to make the report” (6.2% versus 13.0%).

Discussion

Failure to report maltreatment can have serious conse-
quences for children who are in need of protective services.
Failure to report can keep families from accessing sup-
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TABLE 2.

Maltreatment

Survey Respondents' Knowledge of Written Mandatory Reporting Protocols and Who Is Responsible for Reporting Child

Leadership
All respondents Line staff personnel
(N =444) (n=321) (n=123) Chi-square
No. (%) No. (%) No. (%) value? P-value®
Does your agency have a written protocol for reporting child abuse or
neglect to the local Department of Social Services, per the
mandatory reporting law in North Carolina?
Yes 275 (61.9) 191 (59.5) 84 (68.3) 2.9 .088
No 83 (18.7) 53 (16.5) 30 (24.4) 3.6 .057
| don't know 86 (19.4) 77 (24.0) 9(7.3) 15.8 .000
If your agency has a written mandatory reporting protocol, who is
responsible for making the report to DSS?
Person with firsthand knowledge of suspicions 207 (75.3) 136 (71.2) 71(84.5) 5.6 .018
Supervisor of person with firsthand knowledge 25(9.1) 18 (9.4) 7 (8.3) 0.08 772
Other 32 (11.6) 26 (13.6) 6 (7.1) 2.4 123
| don't know who reports to DSS 10 (3.6) 10 (5.2) 0(-) 4.6 .033
Did not respond® 1(0.4) — — — —

Note. DSS, Department of Social Services.

bP-value is determined by the chi-square test.

aThe chi-square test determines differences in responses between line staff and leadership personnel.

cSample sizes were too small (n<5) to allow for meaningful statistical comparisons; therefore, the chi-square test was not completed.

port services that prevent maltreatment and help children
remain with their families. Findings from the North Carolina
Child Fatality Task Force suggest that paying proper atten-
tion to warning signs of child maltreatment could save lives.
Findings from this study suggest that one reason for low
reporting rates by EMS professionals is their lack of familiar-
ity with the mandatory reporting policy. Similar to findings
of EMS professionals across the United States [15], nearly
40% of the EMS professionals in our study either did not
know that their agency had a mandatory reporting policy
or falsely indicated that their agency did not have such a
policy. The 17 percentage point gap between line and leader-
ship respondents who reported not knowing if their agency
has a mandatory reporting policy suggests a communication
gap between leadership and line personnel. While leader-
ship personnel were more aware of their agency's manda-
tory reporting policy than were line staff, nearly one-third of
leadership personnel were either unaware of or misinformed
about the reporting policy.

These results also suggest that EMS professionals are
unclear about who should report maltreatment to DSS,
with only half of respondents correctly answering that it is
the responsibility of the person with firsthand knowledge
of the suspected maltreatment. This finding is in line with
the responses that EMS professionals gave as reasons why
their colleagues may fail to report suspicions. Specifically,
respondents commonly reported that EMS professionals
may defer the responsibility to notify DSS to hospital or law
enforcement staff.

Better understanding of EMS professionals’ underlying
motivation for failing to report suspected maltreatment
could illuminate specific training needs. For example, EMS
professionals may feel that doctors and police officers are
better informants because of their understanding of medi-

16

cine or law. Other EMS professionals may be concerned
about what will happen to the family if a report is filed. A
substantial proportion of line staff and leadership personnel
suggested that their colleagues might fail to report maltreat-
ment due to negative views of how child protective services
would handle reports, with 37% and 46%, respectively,
indicating that their colleagues would not report suspected
maltreatment because they believed child protective ser-
vices would not take action, and 14% and 11%, respectively,
indicating that action by child protective services would do
more harm than good. This may result from common per-
ceptions that child protective services will remove children
from their homes, do little for the family, or provide low-
quality services [21]. Other studies have found that pro-
fessionals' negative views of child protective services are
an important contributor to underreporting [12]. However,
North Carolina’s child protective services agency offers an
extensive range of services, including a dual-track model
that provides an array of family support services in response
to most maltreatment reports [22]. One strategy to improve
reporting might be for child protective services to better
inform mandatory reporters about the process by which
child protective services responds to reports and the range
of services they offer families.

Training could help EMS professionals to more consis-
tently notify DSS about children who are at risk of maltreat-
ment. Only 1 of 8 modules in the current North Carolina
EMT curriculum is related to pediatric health, including
child maltreatment [23], and as little as 5-10 minutes may
be dedicated to training on how to recognize and report
child maltreatment [24]. Half of EMTs in a national sample
requested additional training about the signs and symp-
toms of child maltreatment, and only 25% strongly agreed
that they felt comfortable reporting physical abuse; fewer
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FIGURE 1.

Note. DSS, Department of Social Services.
*P<.05 for leadership personnel compared to line staff, per chi-square test.

Reasons Emergency Medical Services Professionals May Fail to Report Suspected Child Maltreatment

They are not comfortable reporting without absolute certainty that abuse or neglect is happening.

Responding to the medical emergency is the top priority and it can be hard to find time to do other things.

They have heard that they might have to leave a message and be called back.

- Line staff Leadership personnel
The hospital will make the report. 48.9 61.0*
47.7
48.0
They are not sure what should be reported and what should not. 439
The believe DSS will not take action. =455
They don't know how to make a report.
Law enforcement will make the report.
They are not clear whether there is a protocol in place for reporting.
They don't know whether they can make a report anonymously.
They are afraid people will know who reported.
They have had a bad experience reporting.
It might cause more harm than good.
Other.
It takes too long to make the report.
They believe DSS will take drastic action.
I T T T
0 20 40 60
Percentage responding yes

felt comfortable reporting sexual abuse (9.2%) or neglect
(21.0%) [151.

Effective training, policies, and practices that improve
reporting rates already exist [25, 26]. For example, use of
a structured screening tool in hospital emergency depart-
ments can increase the identification of child maltreatment
[27]. Structured screening for professionals can decrease
ambiguity in identifying the threshold for reporting, and hav-
ing routine, universally used procedures can help to reduce
the subjective nature of the evaluation of risk. Additional
training on the recognition and reporting of child maltreat-
ment improves professionals’ knowledge and increases their
confidence to report suspected maltreatment [15].

Inexpensive options are available for training first
responders to recognize and report child maltreatment. A
study of a web-based training program showed increased
knowledge of reporting procedures among professionals
who are mandatory reporters [28]. In North Carolina, the
infrastructure for a web-based training program already
exists. Prevent Child Abuse North Carolina offers a 2-hour
web-based module, which is free to state residents, on rec-
ognizing and responding to suspicions of child maltreat-
ment, including information on how to identify abuse and

neglect, how to make reports, common barriers to reporting,
and strategies for overcoming these barriers [29].

Limitations

One limitation of our study is that the results may not
generalize to EMS professionals in other states, and they
may not represent all EMS professionals in North Carolina.
However, given that the respondents from our survey were
generally more experienced than the average EMS pro-
vider in North Carolina, one might expect respondents in
our study to be more familiar with both the agency proto-
cols and the knowledge and actions of their peers and col-
leagues. Second, the question regarding why individuals may
not report suspected maltreatment asked respondents to
presume what others are thinking. This strategy was chosen
in an attempt to solicit honest feedback from the respon-
dents and to avoid the potential for respondents to pro-
vide socially desirable responses about their own behavior.
Despite these limitations, and because EMS profession-
als have such a unique vantage point into family situations
where maltreatment may occur, the results of this study sug-
gest a need to improve EMS professionals’ understanding of
the state’s mandatory reporting laws.
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Conclusions

As with other professionals, EMS professionals under-
report suspicions of child maltreatment [30]. Understanding
the barriers to first responders’ reporting of child maltreat-
ment is important because first responders are an under-
studied yet crucial population of mandatory reporters.
The disconnect between policy and practice calls for the
enactment of a more streamlined and standardized sys-
tem of rules. These rules should guide EMS professionals in
the process of reporting suspicions of maltreatment. They
should also include training to support decision making and
should ensure that EMS professionals understand what con-
stitutes abuse or neglect. Finally, the rules should include
teaching EMS professionals about the variety of services
that DSS offers and how families can access these services.
This can be accomplished through additional interagency
cross-training and through greater communication between
agency leaders and line personnel. NCM

Ellen Grace Lynne, BA English and public policy student, Sanford School
of Public Policy, Duke University, Durham, North Carolina.

Elizabeth J. Gifford, PhD director of program evaluation services, Center
for Child and Family Policy, Duke University, Durham, North Carolina.
Kelly E. Evans, MPH research analyst, Center for Child and Family Policy,
Duke University, Durham, North Carolina.

Joel B. Rosch, PhD senior research scholar, Center for Child and Family
Policy, Duke University, Durham, North Carolina.

Acknowledgments

We would like to acknowledge and thank the following individuals
for their assistance with the survey development and/or for reading
draft versions of this article and making suggestions: Sarah Vidrine,
chief program officer of Prevent Child Abuse North Carolina; Leslie
Starsoneck, director of development for the North Carolina Pediatric
Society; Gloria Hale, former program manager of Emergency Medical
Services for Children in the North Carolina Office of Emergency Medical
Services; and McKenzie Cook, current program manager of Emergency
Medical Services for Children in the North Carolina Office of Emergency
Medical Services.

Potential conflicts of interest. All authors have no relevant conflicts
of interest.

References

1. US Department of Health & Human Services, Administration for
Children and Families, Administration on Children, Youth and Fami-
lies, Children’s Bureau. Child Maltreatment 2011. Washington, DC;
Children's Bureau: 2012. http://www.acf.hhs.gov/programs/cb/
research-data-technology/statistics-research/child-maltreatment.
Accessed November 20, 2014.

2. Flaherty EG, Sege RD, Hurley TP. Translating child abuse research
into action. Pediatrics. 2008;122(Supplement 1):51-55.

3. Swahn MH, Whitaker DJ, Pippen CB, et al. Concordance between
self-reported maltreatment and court records of abuse or neglect
among high risk youths. Am J Public Health. 2006;96(10):1849-
1853.

4. Fang X, Brown DS, Florence CS, Mercy JA. The economic burden of
child maltreatment in the United States and implications for preven-
tion. Child Abuse Neglect. 2012;36(2):156-165.

5. Thornberry TP, Henry KL, Ireland TO, Smith CA. The causal impact
of childhood-limited maltreatment and adolescent maltreatment on
early adult adjustment. J Adolesc Health. 2010;46:359-365.

6. Ragan K, Olympio J. Child emergencies with fatal outcomes in North
Carolina: the response and role of emergency medical services.
Raleigh, NC: The North Carolina Child Fatality Prevention Team Of-
fice of the Chief Medical Examiner, Division of Public Health, North
Carolina Department of Health and Human Services; 2011.

7. Weintraub B, Lazzara P, Fuchs S, Wiltsek DL. Child maltreat-

ment awareness for prehospital providers. Int J Trauma Nurs.
2002;8(3):81-83.

8. Sege RD, Flaherty EG. Forty years later: inconsistencies in reporting
of child abuse. Arch Dis Child. 2008;93(10):822-824.

9. LeviBH, Crowell K. Child abuse experts disagree about the threshold
for mandated reporting. Clin Pediatr (Phila). 2011;50(4):321-329.

10. Davidov DM, Jack SM, Frost SS, Coben JH. Mandatory reporting in
the context of home visitation programs: intimate partner violence
and children's exposure to intimate partner violence. Violence
Against Wom. 2012;18(5):595-610.

11. Alvarez KM, Kenny MC, Donohue B, Carpin KM. Why are profes-
sionals failing to initiate mandated reports of child maltreatment,
and are there any empirically based training programs to as-
sist professionals in the reporting process? Aggr Violent Behav.
2004;9(5):563-578.

12. Vulliamy AP, Sullivan R. Reporting child abuse: pediatricians’ ex-
periences with the child protection system. Child Abuse Neglect.
2000;24(11):1461-1470.

13. Kenny MC. Child abuse reporting: teachers’ perceived deterrents.
Child Abuse Neglect. 2001;25(1):81-92.

14. King G, Reece R, Bendel R, Patel V. The effects of sociodemographic
variables, training, and attitudes on the lifetime reporting practices
of mandated reporters. Child Maltreat. 1998;3(3):276-283.

15. Markenson D, Tunik M, Cooper A, et al. A national assessment of
knowledge, attitudes, and confidence of prehospital providers in
the assessment and management of child maltreatment. Pediatrics.
2007;119(1):e103-e108.

16. Mason J. Reporting Child Abuse and Neglect in North Carolina. 2nd
ed. Chapel Hill, NC: Institute of Government, University of North
Carolina at Chapel Hill; 2003.

17. NCGS § 143-508. Department of Health and Human Services to
establish program; rules and regulations of North Carolina Medi-
cal Care Commission. http://www.ncleg.net/EnactedLegislation/
Statutes/PDF/BySection/Chapter_143/GS_143-508.pdf. Accessed
November 21, 2014.

18. Atkinson W. Overview of emergency medical services in North Car-
olina. N C Med J. 2007;68(4):233-238.

19. North Carolina College of Emergency Physicians (NCCEP). Child
Abuse Recognition and Reporting. NCCEP website. http://www
.ncems.org/pdf/Pol2-ChildAbuseRecognitionandReporting.pdf.
Published 2009. Accessed June 2013.

20. Stata Statistical Software [computer program]. Version Release 12.
College Station, TX: StataCorp, LP; 2011.

21. Zellman GL. Child abuse reporting and failure to report among man-
dated reporters prevalence, incidence, and reasons. J Interpers Vio-
lence. 1990;5(1):3-22.

22. Lawrence CN, Rosanbalm KD, Dodge KA. Multiple response system:
evaluation of policy change in North Carolina’s child welfare system.
Child Youth Serv Rev. 2011;33(11):2355-2365.

23. North Carolina Office of Emergency Medical Services (OEMS). Cre-
dentialing and compliance. OEMS website. http://www.ncdhhs.gov/
dhsr/EMS/credcomp.htm. Accessed June 2013.

24. Markenson D, Foltin G, Tunik M, et al. Knowledge and attitude as-
sessment and education of prehospital personnel in child abuse
and neglect: report of a National Blue Ribbon Panel. Prehosp Emerg
Care. 2002;6(3):261-272.

25. Wekerle C. Resilience in the context of child maltreatment: connec-
tions to the practice of mandatory reporting. Child Abuse Neglect.
2013;37(2-3):93-101.

26. Carter YH, Bannon MJ, Limbert C, Docherty A, Barlow J. Improving
child protection: a systematic review of training and procedural in-
terventions. Arch Dis Child. 2006;91(9):740-743.

27. Louwers EC, Korfage 1), Affourtit MJ, et al. Effects of systematic
screening and detection of child abuse in emergency departments.
Pediatrics. 2012;130(3):457-464.

28.Kenny MC. Web-based training in child maltreatment for future
mandated reporters. Child Abuse Neglect. 2007;31(6):671-678.

29. Prevent Child Abuse North Carolina (PCANC). Recognizing and
Responding to Suspicions of Child Maltreatment Web-Based Train-
ing. PCANC website. http://www.preventchildabusenc.org/index
.cfm?fuseaction=cms.page&id=1047. Accessed June 2013.

30. Gilbert R, Kemp A, Thoburn J, et al. Recognising and responding to
child maltreatment. Lancet. 2009;373(9658):167-180.

18 NCMJ voL. 76, No. 1
NCMEDICALJOURNAL.COM



