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Abstract. – OBJECTIVE: This study aims to 
record the overall perception of healthcare pro-
fessionals on child abuse and identify potential 
affecting factors in a nationwide scale in Greece 
as well as to provide information that might be 
useful for future educational actions. 

MATERIALS AND METHODS: A total of 1,185 
healthcare professionals in 60 hospitals with pe-
diatric departments across Greece participat-
ed in this cross-sectional study. Participants in-
cluded pediatricians, pediatric surgeons, resi-
dents, nurses, psychiatrists, psychologists, and 
social workers. Sections under investigation in-
volved experience and training in child abuse, 
knowledge of formal and judicial issues, clinical 
knowledge, and self-assessment.

RESULTS: Although more than half of the par-
ticipants had confronted child abuse (n=712, 
60.08%), only 273 (38.34% of them) submitted 
reports. One third of participants reported that 
they had received some training (n=440, 37.13%), 
mainly of postgraduate nature and based on 
personal initiative. Of those who reported child 
abuse, 175 (64.10%) had been trained. Each pro-
fessional category was aware of topics regard-
ing its own interest, without adequate knowl-
edge of other disciplines. One third of psychi-
atrists, psychologists, and social workers felt 
confident in discussing with children and par-
ents. Relevant scores were lower in the oth-
er categories. The lower scores were recorded 
among nurses and residents. The training defi-
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cit and reluctance to engage with judicial issues 
were the main causes of avoidance to deal with 
child abuse. 

CONCLUSIONS: Focused and organized 
training in child abuse is crucial to create re-
liable professionals in the field. The internet 
is a considerably helpful tool. Professionalism 
must characterize knowledge and practice in 
child abuse at the same level as in other medi-
cal topics. Motivation to engage should be ear-
ly inspired and developed during the graduate 
years.

Key Words:
Child abuse, Child maltreatment, Healthcare pro-

fessionals, Experience, Training, Knowledge, Attitude. 

Introduction

Child abuse is an international problem, con-
cerning both developed and developing parts of 
the world. Professional training, experience, and 
overall perception of the issue are highly vari-
able amongst healthcare professionals (HCPs). 
Even in the most culturally and technologically 
advanced countries, a radical solution of the 
phenomenon seems inconceivable. A recent re-
port1 of the World Health Organization (WHO) 
on the prevention of violence against children, 
provided striking information; one billion chil-
dren suffer some form of violence each year. 
About 120 million girls under the age of twenty 
(slightly more than one in ten), have experienced 
forced intercourse or other forced sexual acts at 
some point in their lives2. Clinical and epidemi-
ological data from more than 500,000 children 
in Madrid over the course of a decade, showed 
that 404 children (0.07%) were admitted to 
the emergency departments because of abuse3. 
Physical abuse regarded approximately 40%3. 
A total of 55% of the maltreated children were 
females, most of them having suffered sexual 
abuse3. 

Since the Persian alchemist and philosopher 
al-Razi, who in 900 A.D. stated that a bruise on 
the body of a child might have been caused by 
voluntary injury, Amboise Tardieu, a pioneer 
on child abuse who invented a clinical codifi-
cation, and Henry Kempe, who in 1962 con-
ceived the term “battered child syndrome”, many 
scholars and scientists dedicated their work to 
the study, prevention, and management of child 
abuse4-6. Progress has been achieved in many 
sectors, as WHO reported violence reduction of 
20-50% with applied programs1. HCPs are often 

untrained, anxious, afraid, or unwilling to act. 
These characteristics present variability among 
countries, societies, and cultures. 

Various practices have been proposed to 
achieve a successful outcome against child abuse. 
Algorithm models have been devised to provide 
recognition and treatment of abused victims7. 
Codified steps have been recommended to ap-
proach these children8. Training and validation 
models have been implemented9-13. In Greece, ef-
forts have been made by national programs, aim-
ing to the improvement of physicians’ training14. 

The aim of this study is to record the experi-
ence, training, knowledge, attitude, and self-as-
sessment of HCPs in child abuse, in a nationwide 
scale in Greece. The anticipated outcome is to 
provide useful information for future educational 
interventions. 

Materials and Methods

Survey
This is a cross-sectional study with the use of a 

questionnaire. Initially, demographic information 
was recorded, while the main section included 
questions categorized in five areas of interest: 
experience, training, knowledge of formal and 
judicial issues, clinical knowledge, and self-as-
sessment. The estimated time to complete the 
questionnaire was 15 minutes. To ensure clarity, 
content validity and internal consistency, it was 
piloted with 30 volunteer HCPs and adjusted 
accordingly. Cronbach’s alpha value was 0.5, ac-
cording to the hypothesis of one factor model.

The questionnaires were distributed from June 
2018 to October 2020 to pediatric and pediatric 
surgical departments across Greece. The bioeth-
ics committee of the University of Patras, where 
the study was conducted, approved the research 
(protocol number 6517.090920). Approval was 
also obtained by the bioethics committees of 
each hospital that participated in the survey (all 
available upon request). Participants who did not 
provide informed consent or did not return the 
questionnaire completed within one month, were 
excluded from the study.

Study Population
The participants were grouped into five profes-

sional categories: (1) pediatricians and pediatric 
surgeons, hereafter referred to as “consultants”; 
(2) residents in training in pediatrics and pedi-
atric surgery; (3) nurses; (4) psychiatrists and 
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psychologists, referred to as “mental health pro-
fessionals” (MHPs), and v. social workers. De-
mographics of participants included age, gender, 
family status, professional category, and work 
experience.

Statistical Analysis
Standard descriptive statistics were used to de-

scribe the variable outcomes. Pearson Chi-square 
and Fisher’s exact tests were used for categorical 
data. Appropriate statistical tests such as Kendall’s 
tau, and Goodman and Kruskal tau, depending 
on the distribution of the variables, were applied 
as well.

Logistic regression analysis was performed 
for certain important outcomes, on the sections 
of training and clinical knowledge. The partic-
ipants’ profession, gender, age group, presence 
of children in family, and work experience, were 
considered as the independent variables. Wald 
test was used for hypothesis testing. The model 
coefficients (β) and the standard errors (S.E.) 
were extracted, regarding multiple regression 
analysis. The levels of significance were two-
tailed. 

Statistical analysis was performed using the 
SPSS Statistical Software Package (IBM SPSS 

Statistics, version 24, Armonk, NY, USA). In all 
cases, the level of statistical significance was set 
to p < 0.05.

Results

Demographics
A total of 60 out of the 64 hospitals with 

pediatric and pediatric surgical departments in 
the country provided consent through their bio-
ethics committees and participated in the study 
(response rate 93.75%). A total of 1,846 ques-
tionnaires were distributed. Of them, 1,185 were 
completed and returned (response rate 64.19%). 
Demographic characteristics of the study pop-
ulation are shown in detail in Table I. Most of 
the participants were nurses (n=472, 39.8%), 
followed by consultants (n=315, 26.6%). Females 
comprised the majority (n=895, 75.5%), while 
the most common age group of participants 
was between 41-50 years of age (n=432, 36.5%) 
(Table I). 

Special Interest Outcomes
The outcomes of the 14 most important ques-

tions are presented in detail (Table II). The raw 
numbers, the percentages of each category re-

Table I. Demographic information of the study population.

	 Demographics	 N	 %

Gender	 Male	 290	 24.5
	 Female	 895	 75.5
Age groups (in years)	 18-30	 215	 18.1
	 31-40	 276	 23.3
	 41-50	 432	 36.5
	 >50	 262	 22.1
Family status	 Single	 302	 25.5
	 Married	 744	 62.8
	 Widow/er	   22	 1.9
	 Divorced	   67	 5.7
	 In relation	   50	 4.2
Children	 Yes	 750	 63.3
	 No	 435	 36.7
Number of children	 1-2	 634	 53.5
	 3+	 116	 9.8
Professional category 	 Consultants	 315	 26.6
	 Residents	 207	 17.5
	 Nurses	 472	 39.8
	 Mental health professionals	   52	 4.4
	 Social workers	 139	 11.7
Experience (in years of work)	 1-5	 375	 31.6
	 6-10	 160	 13.5
	 11-20	 279	 23.5
	 > 20	 371	 31.3



662

K. Panagopoulou, D. Gkentzi, S. Fouzas, M. Mentis, E. Kostopoulou, et al.

Table II. Outcomes on experience, training, knowledge, and self-assessment of all five professional categories.

Continued

Questions Outcomes Consultants Residents Nurses MHPs Social Workers

N % N % N % N % N %

Experience
q1: Have you ever confronted child abuse cases? Yes 247 78.4 116 56.0 202 42.8 34 65.4 113 81.3

No 68 21.6 91 44.0 270 57.3 18 34.6 26 18.7
q2: How many cases of child abuse have you 

confronted during the last five years?

None 105 33.3 91 44.0 281 59.5 20 38.5 35 25.2
1-5 176 55.9 109 52.7 164 34.7 27 51.9 83 59.7
6-10 20 6.3 5 2.4 16 3.4 2 3.8 14 10.1
>10 14 4.4 2 1.0 11 2.3 3 5.8 7 5.0

q3: Of the cases you have confronted, how many did 
you officially report?

None 215 68.3 167 80.7 435 92.2 34 65.4 61 43.9
1-5 90 28.3 39 18.8 32 6.8 16 30.8 72 51.8
6-10 6 1.9 0 00.0 4 0.8 2 3.8 0 0.00

>10 4 1.3 1 0.5 1 0.2 0 0.00 6 4.3
Training

q4: Have you ever been trained in diagnosis and 

management of child abuse?

Yes 162 53 69 33.3 88 18.6 38 73.1 83 59.7
No 153 48.6 138 66.7 384 81.4 14 26.9 56 40.3

q5: Were you trained before or after graduation? Before 8 2.5 18 8.7 5 1.1 3 5.8 5 3.6
After 147 46.7 51 24.6 82 17.4 32 61.5 74 53.2
Both 6 1.9 1 0.5 0 00.0 2 3.8 4 2.9

Knowledge of formal and judicial issues
q6: Are you aware of a child abuse diagnosis, 

investigation, and management protocol at 

your institution? 

Yes 112 35.6 60 29.0 138 29.2 19 36.5 64 46.0
No 203 64.4 147 71.0 334 70.8 33 63.5 75 54.0

q7: Do you believe that it is your responsibility to 
initiate the investigation of possible child abuse, by 
reporting it?

Yes 114 36.2 90 43.5 75 15.9 15 28.8 56 40.3
Yes, under conditions 155 49.2 94 45.4 220 46.6 30 57.7 79 56.8
No 32 10.2 18 8.7 107 22.7 6 11.5 3 2.2
I don’t know 14 4.4 5 2.4 70 14.8 1 1.9 1 0.7

q8: Are you aware of the necessary formal actions 
needed to inform the appropriate services?

Yes 224 71.1 87 42.0 236 50.0 37 71.2 134 96.4
No 91 28.9 120 58.0 236 50.0 15 28.8 5 3.6

q9: Do you know which the appropriate civil services 
are, to inform and report a suspect child abuse case?

Yes 236 74.9 126 60.9 320 67.8 42 80.8 137 98.6
No 79 25.1 81 39.1 152 32.2 10 19.2 2 1.4
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Questions Outcomes Consultants Residents Nurses MHPs Social Workers

N % N % N % N % N %

Clinical knowledge
q10: Are you aware of the risk factors of child abuse? Not at all 6 1.9 10 4.8 37 7.8 0 00.0 3 2.2

Very little 34 10.8 33 15.9 94 19.9 3 5.8 4 2.9
A little 122 38.7 104 50.2 208 44.1 9 17.3 29 20.9
Much 128 40.6 53 25.6 110 23.3 28 53.8 85 61.2
Very much 25 7.9 7 3.4 23 4.9 12 23.1 18 12.9

q11: Are you aware of the physical signs (injuries, 
lacerations, bruises, superficial wounds) that pose the 
suspicion of child abuse?

Not at all 2 0.6 3 1.4 33 7.0 1 1.9 4 2.9
Very little 11 3.5 19 9.2 77 16.3 4 7.7 10 7.2
A little 80 25.4 75 36.2 190 40.3 12 23.1 52 36.7
Much 178 56.5 96 46.4 148 31.4 23 44.2 60 43.2
Very much 44 14.0 14 6.8 24 5.1 12 23.1 14 10.1

q12: Are you aware of behavior (fear of touch, ag-
gressiveness, hyperactivity, withdrawal) indicative of 
possible child abuse?

Not at all 6 1.9 5 2.4 29 6.1 1 1.9 1 0.7
Very little 18 5.7 31 15.0 95 20.1 1 1.9 9 6.5
A little 140 44.4 97 46.9 189 40.0 9 17.3 39 28.1
Much 125 39.7 67 32.4 135 28.6 29 55.8 79 56.8
Very much 26 8.3 7 3.4 24 5.1 12 23.1 11 7.9

Self-assessment 
q13: Do you feel comfortable to discuss with the child 
the possibility of abuse?

Fairly yes 77 24.4 34 16.4 71 15.0 19 36.5 48 34.5
Yes 61 19.4 19 9.2 51 10.0 26 50 46 33.1
Rather not 137 43.5 115 55.6 210 44.5 3 5.8 34 24.5
No 30 9.5 32 15.5 108 22.9 1 1.9 7 5.0
I do not know 10 3.2 7 3.4 32 6.8 3 5.8 4 2.9

q14: Do you feel adequate to discuss with the parents 
the possibility of child abuse?

Fairly yes 88 27.9 41 19.8 65 13.8 17 32.7 51 36.7
Yes 71 22.5 20 9.7 27 5.7 27 51.9 63 45.3
Rather not 122 38.7 111 53.6 213 45.1 3 5.8 20 14.4
No 27 8,6 29 14.0 139 29.4 1 1.9 3 2.2

I do not know 7 2.2 6 2.9 28 5.9 4 7.7 2 1.4

Abbreviation: Mental health professionals (MHPs).

Table II (Continued). Outcomes on experience, training, knowledge, and self-assessment of all five professional categories.
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garding the outcomes under consideration, and 
the statistical significance between variables, are 
shown in parentheses (Table II).

Experience 
Consultants and social workers confronted child 

abuse more frequently than residents (p<0.001), 
nurses (p<0.001), and MHPs (p=0.040). How-
ever, as MHPs were engaged more frequently 
during the last five years, their frequency became 
analogous with that of the other two categories 
(p=0.776). Residents were exposed to child abuse 
cases more frequently than nurses (p=0.001). 
(Table II).

Although more than half of the participants 
had confronted child abuse (n=712, 60.08%), only 
273 (38.34% of them) submitted reports. Consul-
tants and MHPs were likely to report child abuse 
(p=0.910), but at a lower rate compared to social 
workers (p<0.001). Nurses submitted the fewest 
(p<0.001) and social workers the most (p=0.002) 
reports of all respondents (Table II). 

Training 
According to their reporting, MHPs were best 

trained in diagnosis and management of child 
abuse, while 81% of nurses reported no training 
(p<0.001). Consultants and social workers pre-
sented analogous training (p=0.103).

All categories presented statistically signifi-
cant postgraduate training. Comparison between 
them showed that residents presented undergrad-
uate training more often than others (p=0.001), 
except social workers (p=0.002) (Table II). 

Knowledge of Formal and Judicial Issues
Most categories were not aware if their insti-

tution was running a protocol on child abuse. 
Social workers were significantly more aware of 
the protocol compared to others and considered 
themselves responsible to report a case of child 
abuse (Table II). 

Though both MHPs and social workers consid-
ered themselves responsible for reporting child 
abuse, the last considered this duty more inten-
sively (p=0.031). Nurses considered themselves 
inadequate to report, compared to all other cate-
gories (p=0.003) (Table II).

Social workers were the most aware of the 
necessary formal steps to report child abuse 
(p<0.001). Consultants and MHPs presented 
analogous levels of such knowledge (p=0.995), 
which were greater compared to residents and 
nurses (p<0.001) (Table II). 

The outcome was analogous regarding knowl-
edge of the proper civil service to be informed, 
to report child abuse. Again, social workers pre-
sented the higher levels of knowledge (p=0.007). 
Consultants and MHPs were more informed than 
residents and nurses (p=0.001) (Table II).

Clinical Knowledge
MHPs and social workers presented signifi-

cantly higher knowledge levels of risk factors 
of child abuse, compared to all other catego-
ries (p=0.001). Consultants performed better 
(p=0.001) than residents and nurses (Table II).

Regarding knowledge of physical signs of child 
abuse, consultants and MHPs performed like-
wise well (p=0.111), and better compared to oth-
ers (p=0.004). Residents and social workers had 
comparable outcomes (p=0.636), and both per-
formed better than nurses (p=0.001) (Table II).

Finally, on knowledge of behavioral issues, 
MHPs were the most informed compared to social 
workers (p=0.027), and consultants (p<0.001). 
Social workers performed better than consultants 
(p=0.008) as well. Once more, the lowest level of 
knowledge shared equally (p=0.055), both resi-
dents and nurses (Table II).

Self-Assessment
The participants were questioned if they con-

sidered themselves adequate to discuss the prob-
ability of abuse with the children. MHPs consid-
ered themselves better qualified than all other 
categories, including social workers (p=0.022). 
Consultants considered themselves adequate to 
discuss with children more than nurses and res-
idents (p=0.001). In this case, nurses performed 
better than residents (p=0.027). 

When it came to self-assessment of the ability 
to discuss with parents, the outcome was analo-
gous for consultants, who were more confident 
than residents (p<0.001) and nurses (p=0.000), 
but less than MHPs and social workers (p<0.001). 
MHPs and social workers were more confident 
(p=0.110) compared to all other categories, while 
nurses considered themselves inadequate to talk 
to parents (p<0.001) (Table II).

Negative Outcomes and Their Motives
In three cases where the participants respond-

ed negatively, their motives were investigated. 
The negative outcomes regarded the questions 
q3, q13, and q14. The results are shown in detail 
(Table III).
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Statistically significant values are shown in bold characters. Abbreviation: Mental health professionals (MHPs).

Table III. Negative outcomes and reasons.

Regarding q3: In case you did not report a case of possible							       Social
child abuse, what was the reason?	 N	 p-value	 Consultants	 Residents	 Nurses	 MHPs	 workers

1.	 Lack of practical knowledge of the reporting procedure	 136	 < 0.001	   43	   28	   62	   1	   2
2.	Discomfort for the legal procedure outcomes	   55	 0.156	   13	   11	   28	   0	   3
3.	 Fear of threatening from the child’s family	   43	 0.161	   11	     5	   24	   0	   3
4.	 Fear that the situation at the child’s home will aggravate	   26	 0.237	   5	     2	   16	   1	   2
5.	 The child should be referred to a different service	 230	 0.209	 71	   44	   76	 11	 28
6.	 Reluctance of separating the child from proxies	     7	 0.672	   3	     0	     3	   0	   1
7.	 I am afraid that the outcome will not be good	   16	 0.638	   5	     3	     8	   0	   0
8.	 I can provide an informal solution alone	   16	 0.786	   5	     3	     5	   2	   1
9.	 Lack of willingness to handle such cases	   26	 < 0.001	   8	   13	     4	   0	   1

Regarding q13: In case you do not consider yourself adequate to 
discuss with the child, what are the reasons?	

1.	 Lack of skills or education	 575	 < 0.001	 136	 129	 273	   3	 34
2.	Concern of causing a psychological wound to the child	 238	 < 0.001	   52	   57	 116	   1	 12
3.	 Lack of cooperation with the child	   69	 < 0.001	   18	   24	   25	   0	   2
4.	 Avoidance of engagement with judicial procedures	 125	 0.017	   36	   27	   55	   1	   6
5.	 Fear of personal safety	   37	 0.365	     8	     9	   18	   0	   2
6.	 Previous negative experience	   43	 0.082	   11	   14	   17	   0	   1
7.	 Cultural and linguistic obstacles	   91	 < 0.001	   16	   28	   41	   0	   6
8.	 Lack of time to handle such cases	 149	 < 0.001	   54	   35	   56	   1	   3
9.	 Lack of willingness to handle such cases	   26	 < 0.001	     8	   13	     4	   0	   1

Regarding q14: In case you do not consider yourself adequate 
to discuss with the parents, what are the reasons?	

1.	 Lack of skills or education	 538	 < 0.001	 115	 119	 280	 3	 21
2.	Concern of hurting the feeling of the parents	   85	 0.001	   25	   14	   46	 0	   0
3.	 Lack of cooperation with the parents	 181	 < 0.001	   41	   48	   87	 1	   4
4.	 Avoidance of engagement with judicial procedures	 167	 < 0.001	   45	   38	   77	 1	   6
5.	 Fear of personal safety	   90	 0.005	   23	   28	   36	 0	   3
6.	 Previous negative experience	   53	 0.060	   19	   14	   16	 0	   4
7.	 Cultural and linguistic obstacles	   92	 < 0.001	   12	   28	   47	 0	   5
8.	 Lack of time to handle such cases	 139	 < 0.001	   47	   30	   58	 1	   6
9.	 Lack of willingness to handle such cases	   29	 0.008	     7	   12	     7	 0	   3
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As shown, most of those who did not report 
child abuse, attributed this attitude to the absence 
of practical knowledge of the reporting proce-
dure (n=136), considered that the child should 
be deferred to a different service (n=230), and 
felt discomfort with the legal procedures (n=55) 
(Table III). 

Most participants who did not consider them-
selves adequate to discuss abuse matters with a 
child, reported they were deficient in skills or 
training, (n=575), concerned with causing psy-
chological harm to the child (n=238), and justi-
fied themselves with lack of time to deal with it 
(n=149) (Table III). 

Most of the participants who considered them-
selves inadequate to discuss with parents, re-
ported skill or training deficiency (n=538), lack 
of cooperation with the parents (n=181), and 
reluctance to be involved in judicial procedures 
(n=167) (Table III). 

Logistic Regression Analysis Outcomes
Logistic regression analysis for question q4 

(Have you ever been trained in diagnosis and 
management of child abuse?) showed that the 
relevant probability for a resident to be trained 
for child abuse diagnosis and management was 
46.4% (OR: 0.536, 95% CI: 0.343-0.837), and 
for a nurse 78.5% (0.215, 0.150-0.306) lower, 
compared to a consultant respectively (OR: Odds 
ratio, CI: confidence interval). In contrast, for a 
MHP, it was 162.2% (2.622, 1.361-5.052) higher 
compared to a consultant (Table IV). 

Analysis for question q10 (Are you aware of 
the risk factors of child abuse?) showed that the 
relevant probability of a nurse to be aware of risk 
factors was 66.3% (0.337, 0.239-0.475) lower com-
pared to a consultant. A MHP had 245.9% (3.459, 
1.736-6.891) higher probability to be aware com-
pared to a consultant, and a social worker 155.3% 
(2.553, 1.615-4.036) respectively (Table IV).

Regarding question q11 (Are you aware of the 
physical signs that pose the suspicion of child 
abuse?), the relevant probability for a nurse to be 
aware of physical signs of child abuse was 76.2% 
(0.238, -1.437-0.175) compared to a consultant, and 
55.8% (0.442, -0.817-0.221) compared to a social 
worker respectively. As for the age, it was found 
that for every superior age group, the probability to 
identify the physical signs of possible child abuse 
was 43.4% (1.434, 1.167-1.762) higher (Table IV).

As for question q12 (Are you aware of a be-
havior indicative of possible child abuse?), the 
relevant probability for a nurse to be aware of 

behavior indicative for child abuse, was 53.2% 
(0.468, 0.336-0.651) lower compared to a con-
sultant. In contrast, the relevant probability of 
a MHP was 285.5% (3.855, 1.901-7.820) higher 
compared to a consultant, and of a social worker 
66.6% (1.666, 1.083-2.564) higher respectively 
(Table IV). Regarding gender, the relevant proba-
bility of a female to be aware of abused behavior 
of a child was approximately five times (48.4%), 
(1.484, 1.101-2.000) higher compared to a male, 
independent from other factors (Table IV).

Discussion

Although it is well known that a thorough 
understanding of any complex problem is im-
portant to address it, results from our study 
indicated that HCPs in Greek pediatric de-
partments have a non-systematic and vague 
knowledge of child abuse identification and 
management. Few have received formal train-
ing, mainly after graduation, as child abuse 
occupies some of the last chapters in graduate 
educational programs.

As analysis was performed according to the 
professional category, it was shown that each 
group of specialists presented positive and neg-
ative points. Pediatric clinicians were mostly 
aware of clinical signs, while psychiatrists and 
psychologists had a better knowledge of behav-
ioral characteristics. Social workers were the 
only group with adequate knowledge of formal 
issues. In recent years, younger scientists get 
better training during their university education. 
Furthermore, psychiatrists and psychologists ob-
tained a more active role during the last five 
years. It is noteworthy that nurses presented poor 
scores in every section, indicating that this is an 
issue needing active intervention. 

Deficient training, reluctance, lack of time, 
negative approach against formal and judicial is-
sues, impeded proceeding to effective confronta-
tion with child abuse. Regression analysis showed 
that professional categories were factors which 
affected training, the awareness of child abuse 
risk factors, and the recognition of clinical and 
behavioral characteristics. Furthermore, the age 
of the participants affected the clinical aware-
ness, while female participants had more chances 
to recognize the behavioral characteristics of 
abused children. Motivation to report, and aware-
ness of how to react, were the most important 
challenges in all categories. 
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*Experience in working years, **Referral category. Statistically significant outcomes are shown in bold characters. Abbreviations: 
Odds Ratio (OR), Standard Error (S.E.), Model coefficient (β), Mental health professionals (MHPs).

Table IV. Logistic regression analysis of the outcomes on training and clinical knowledge.

							                      95% C.I for OR

	 Variables	 β	 S. E.	 Wald	 p-value	 OR	 Lower	 Upper

q4						    
Demographics							     
Gender	 0.108	 0.156	 0.476	 0.490	 1.114	 0.820	 1.512
Age	 0.166	 0.111	 2.255	 0.133	 1.181	 0.950	 1.467
Children	 -0.157	 0.165	 0.906	 0.341	 0.854	 0.618	 1.181
Experience*	 -0.028	 0.091	 0.094	 0.759	 0.973	 0.814	 1.162
Category							     
Consultants**	 0.000						    
Residents	 -0.624	 0.227	 7.530	 0.006	 0.536	 0.343	 0.837
Nurses	 -1.538	 0.181	 71.906	 0.000	 0.215	 0.150	 0.306
MHPs	 0.964	 0.335	 8.300	 0.004	 2.622	 1.361	 5.052
Social workers	 0.306	 0.216	 2.005	 1.157	 1.358	 0.889	 2.076
R square = 0.1777
q10 						    
Demographics							     
Gender	 0.286	 0.157	 3.332	 0.068	 1.331	 0.979	 1.809
Age	 0.162	 0.108	 2.257	 0.133	 1.176	 0.952	 1.453
Children	 0.224	 0.163	 1.887	 0.170	 1.251	 0.909	 1.721
Experience*	 0.082	 0.089	 0.841	 0.359	 1.085	 0.911	 1.293
Category							     
Consultants**	 0.000						    
Residents	 -0.396	 0.231	 2.927	 0.087	 0.673	 0.428	 1.059
Nurses	 -1.087	 0.174	 38.835	 0.000	 0.337	 0.239	 0.475
MHPs	 1.241	 0.352	 12.455	 0.000	 3.459	 1.736	 6.891
Social workers	 0.937	 0.234	 16.108	 0.000	 2.553	 1.615	 4.036
R square = 0.172
q11 						    
Demographics							     
Gender	 0.124	 0.152	 0.667	 0.414	 1.132	 0.840	 1.525
Age	 0.360	 0.105	 11.752	 0.001	 1.434	 1.167	 1.762
Children	 0.180	 0.158	 1.304	 0.253	 1.197	 0.879	 1.631
Experience*	 -0.145	 0.087	 2.817	 0.093	 0.865	 0.730	 1.025
Category							     
Consultants**	   0.000						    
Residents	 -0.312	 0.233	 1.964	 0.161	 0.732	 -0.312	 0.233
Nurses	 -1.437	 0.175	 67.622	 0.000	 0.238	 -1.437	 0.175
MHPs	 -0.155	 0.324	 0.230	 0.632	 0.856	 -0.155	 0.324
Social workers	 -0.817	 0.221	 13.644	 0.000	 0.442	 -0.817	 0.221
R square = 0.121
q12 						    
Demographics							     
Gender	 0.395	 0.152	 6.707	 0.010	 1.484	 1.101	 2.000
Age	 0.162	 0.104	 2.416	 0.120	 1.176	 0.959	 1.442
Children	 0.232	 0.157	 2.176	 0.140	 1.261	 0.927	 1.716
Experience*	 -0.014	 0.086	 0.027	 0.869	 0.986	 0.833	 1.160
Category							     
Consultants**	 0.000						    
Residents	 -0.199	 0.223	 0.796	 0.372	 0.819	 0.529	 1.269
Nurses	 -0.759	 0.169	 20.238	 0.000	 0.468	 0.336	 0.651
MHPs	 1.349	 0.361	 13.984	 0.000	 3.855	 1.901	 7.820
Social workers	 0.510	 0.220	 5.391	 0.020	 1.666	 1.083	 2.564
R square = 0.102
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Previous research15 in Greece showed training 
of 21% before graduation, while 13% had expe-
rienced suspect child abuse cases. Of them, only 
1.5% proceeded to official reporting. Our previous 
research showed that avoidance of engagement in 
time-consuming and hazardous procedures were 
the main cause of non-reporting child abuse16. 

Experience in child abuse did not differ from 
other countries. In a study from Turkey17, less 
than half stated that had faced child abuse during 
their career. Of them, only 12.7% proceeded to 
official reporting, while in another study18 on a 
larger sample, only 1% proceeded to reporting. 
Incomplete history, lack of knowledge, unaware-
ness of their own role, fear of possible conse-
quences for the child, and state infrastructure, 
were considered major causes of not reporting17-19.

Suspicion of child abuse was under 10% and 
reporting under 3% in Saudi Arabia, although 
knowledge was of a satisfactory level20-23. Incom-
plete history has been considered as a major cause 
of not recognizing and reporting abuse21. A pos-
sible involvement with aggressive parents was an 
obstacle to proceed with reporting in the United 
Arab Emirates24.

Lack of initiative has been considered as a ma-
jor point of setback in child abuse management25. 
Though in Pakistan there was a tendency to act 
against child abuse, there was unwillingness to 
act when needed26. Fear that the child would be 
harmed more has been blamed for avoiding re-
porting27. In India knowledge was poor, while the 
perception of most physicians on child abuse was 
rather negative25, 28-30.

In Sweden, a country well known for its civil 
rights, with obligatory legal reporting of child 
abuse, only 20% of general practitioners stated 
that they had reported analogous cases, and only 
30% confided in state agencies for investiga-
tion and diagnosis31. In Netherlands, there were 
knowledge deficiencies both on formal issues, 
and on the psychosexual development of the 
children32. Only 9% declared that they would 
report child abuse in Bosnia-Herzegovina33. Gen-
eral practitioners in France showed low levels of 
knowledge34. They felt uncomfortable with the 
wealthier layers of society. Fear of erroneous 
diagnosis and resulting consequences were prom-
inent. They also expressed their mistrust in their 
health system and infrastructure of the state34. 

Regarding training, approach and action out-
comes of trained professionals were superior 
compared to those of untrained ones35. It is of 
interest that occasionally professionalism pro-

duced an opposite effect36. As medical students 
in Turkey came to the end of their graduate pro-
gram, they started focusing more strictly on their 
selected scientific direction, at the expense of 
training in child abuse. Thus, decreasing knowl-
edge in child abuse (from 67% of third, to 40% of 
fourth, and to 17% of fifth-year students), showed 
that child abuse was not a priority, compared 
to other lessons as graduation and professional 
life approached37. Furthermore, training in child 
abuse was mostly postgraduate, with a score of 
11% trained before graduation18. Lack of training 
in child sexual abuse in social work programs has 
been observed in Denmark and England38. In our 
study, the reporting rate was rather low (38.34%) 
among the participants who experienced child 
abuse cases. However, 64.10% of those who re-
ported child abuse were trained, showing the 
impact of training in their performance.

In the United States of America, professional 
experience, discussion with colleagues, work-
shops, and literature, preceded formal graduate 
education in order of frequency39. Psychologists 
felt competent to provide services to abuse vic-
tims, despite their deficient graduate programs40. 
However, this brought into question their compe-
tence to work with victims40,41. A point of interest 
is that educators in child abuse were often limited 
by their own experiences and clinical settings42.

Internet training in Saudi Arabia, affected 
positively the diagnostical status on child abuse, 
and enhanced reporting rate to 27%22. A study43 
showed that 60% of participants in ten countries 
used the internet as a source of information on 
child abuse. Telemedicine web-based applications 
have been also proved secure and supportive for 
child abuse evaluation42. 

Knowledge of formal issues has been related 
to professional experience, higher training, and 
previous experience27. Seniors were less trained 
compared to younger professionals17. Japanese 
research concluded that training should be com-
bined with clinical experience to obtain the ability 
to discriminate abuse44. Pediatricians performed 
better compared to general practitioners45. Re-
search from Iran showed that those who were 
trained in emergency training programs, re-
sponded better46. Israeli research stated that even 
well-trained pediatric professionals desired more 
training47. Saudi Arabia research concluded that 
training in child abuse should be obligatory in 
university programs48. Educational protocols of 
education, both clinical and formal, were proved 
of utmost importance in child abuse49-53.
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Professionalism is a key point in overcoming 
unwillingness to deal with child abuse. Positive 
attitude prevailed over obligatory reporting when 
they were compared54. Outcomes from Sri Lanka 
are of interest, as the characteristics of abused 
children were recognized, but not those of the 
perpetrators55. At times, gender matters. In Saudi 
Arabia, female HCPs showed higher empathy for 
victims, while males showed more aggressive 
attitude on reporting35. Insufficient training and 
knowledge on formal issues, lack of cooperation 
and confidence, and defective infrastructure were 
considered major obstacles in African studies, 
resulting in delay of diagnostic and reporting 
procedures56-59.

Local culture has proven to be a very important 
factor as well. For example, a study from China 
showed that 77% of HCPs believed that physical 
punishment was not abuse60. On the contrary, bad 
behavior of children has been blamed. This out-
come also differed between urban and rural areas. 
In this research, training on child abuse handling 
was 3%, and lack of knowledge over 70%60.

Fear of consequences, and fear of family re-
action, are occasionally too strong20,45,52,61. Even 
in well-structured and trained Australia, though 
97% of the participants in a study presented 
good level of knowledge, only 28% proceeded to 
reporting62. It is also of interest that in Australia 
it was reported that physically or sexually abused 
children might escape diagnosis, as an effect of 
substandard training and weak protection50.

Limitations
The study involved personnel during working 

hours, under different circumstances in terms of 
availability and time constraints. Furthermore, as 
child abuse presents variability in all aspects in 
different societies and countries, a comparison 
of the results of this study to those from other 
researchers, might be considered as biased. In the 
aftermath of the well-known Covid-19 pandemic, 
we speculate that our results might have been af-
fected, as families have been living for two years 
under long quarantine time-intervals, resulting in 
possible exaggeration of domestic violence. Nov-
el studies might reflect this new reality.

Conclusions

After a thorough research of the internation-
al overall perception of child abuse, and our 
own outcomes, we concluded that some points 

would be of interest, and probably helpful. We 
outlined ten of them, considered important: 1) 
Attitude guided by fear is a matter that should be 
confronted early during the university years. To 
fight fear and ignorance, we must start discussing 
child abuse with students early in their graduate 
programs. Furthermore, HCPs should be and feel 
protected by the state, as legal implications com-
prise a factor of reluctance. 2) Professionalism 
must include knowledge and practice in child 
abuse at the same level as in other medical topics. 
To obtain this, guidelines must be set and fol-
lowed with the same respect as those i.e., for asth-
ma, trauma, or acute abdomen. 3) Child abuse is a 
binary entity. We focus on the recognition of the 
characteristics of the abused but must not omit 
those of the perpetrator as well. It is like microbi-
ology, requiring not only diagnosis of the symp-
toms of the infectious disease, but also a deep 
understanding of the virulent organism. 4) Even 
limited training is always better than no training 
at all. 5) Female gender was reported related to 
empathy and male gender to more aggressive in-
tervention. We believe that both sexes should be 
included in the teams that discuss and confront 
child abuse cases. 6) Local culture differs from 
one country to another, and from rural areas to 
urban ones. This plays an essential role in the at-
titude of the HCPs. Overcoming situations where 
something is considered as abuse in one society 
but not in another is important. 7) Specialty mat-
ters. Qualified professionals perform better, com-
pared to more general professions. Thus, training 
should be more intense in the relevant specialties 
of HCPs. 8) Sometimes, training improvement 
is not enough. Collaboration between scientists 
from different backgrounds is of utmost impor-
tance. Mentality is difficult to change. 9) Detailed 
history is essential. In an era of sophisticated and 
advanced technology, the basic principles of clin-
ical examination must not be forgotten. 10) The 
Internet is a tool we should use today to expand 
training in child abuse. We not only can, but must 
create and expand user-friendly scientific pages, 
interact on a large scale, and perform webinars, 
sharing experience and theoretical knowledge.
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