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Abstract

Child abuse is a common social and health problem and because of its wide-ranging effects and implications deserves special
attention from the medical and health community. The more severe cases are usually seen in hospitals and clinics; therefore, it
is crucial for physicians to be familiar with the common risk factors, manifestations, and diagnostic procedures for child abuse.
This survey was performed to assess the knowledge and attitude of practitioners regarding child maltreatment. 197 physicians
participated in this survey.
Results showed that 55% of physicians did not have sufficient knowledge of child abuse.. The attitude towards physical
punishment, while negative on the whole, was found to be related to the physician's sex. Although the majority (65%) of
physicians had seen abuse cases in their practice, few had ever reported a case to authorities (4.5%).
There is a need for organizing educational courses for both medical students and medical practitioners regarding the child
abuse.

INTRODUCTION

Despite being the subject of great attention in recent years,
the concept of child maltreatment remains difficult to define
and study. Some have defined maltreatment on the basis of
the perpetrator's intention1: social and cultural factors are

very important in determining whether corrective
punishment will or will not tend towards maltreatment and
physical or psychological abuse 2, 3. Apart from cases

involving unusual cruelty and violence, many instances of
punishment performed within the context of child rearing
and education can also be regarded as acts of maltreatment.
Even some traditional healing and treatment practices can
qualify as examples of abuse. The latter can include
cauterization and burning small areas of skin to cure fever,
diarrhea or seizures 4. How frequent is child abuse in Iran?

This is difficult to know, since incidence and prevalence
studies are lacking and research so far has focused on causes
and risk factors in relatively small populations. In 2002,
legislation was introduced making child abuse a criminal
offense and requiring health professionals to report
diagnosed cases to legal authorities. However, loopholes in
the law and lack of an adequate social support system have
meant that there is limited information on this problem,
chiefly from anecdotal reports.

However, looking at the prevalence rates and trends for
“collateral” phenomena such as drug addiction, poverty and
psychiatric illness has been regarded as an indirect method
for studying child abuse5. These studies indicate that factors

affecting child maltreatment in Iran are similar to those in
other countries 6.

Classic cases of child abuse with multiple injuries pose few
diagnostic problems. However, diagnosis can be difficult in
cases with minimal physical injury 7. Therefore, thorough

knowledge of the phenomenon of child maltreatment is
crucial for general practitioners, as these are often the first
members of the health system to come in contact with
potential cases. Likewise, the physicians' attitude towards
child abuse is an important factor in their diagnosis and
management of this problem 8, 9. This study was performed

to assess the knowledge and attitude of general medical
practitioners (GP's) in Kerman regarding child maltreatment.
We also looked at how cases of abuse are reported to
appropriate authorities.

MATERIALS AND METHODS

This survey involved 200 GP's (out of a total of 288)
practicing in the city of Kerman. Data were gathered through
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self-administered questionnaires filled by the physicians at
their workplace. The questionnaire included items related to
demographic variables, knowledge and attitude regarding
child abuse, and reporting of diagnosed cases.

There were 22 questions measuring knowledge; of these, 10
questions targeted knowledge of risk factors and the
remaining 12 dealt with signs and symptoms of child abuse.
Each question had 3 possible answers: Yes, No, and I Don't
Know. We awarded 1 point for every correct answer, zero
otherwise. Hence, the total number of points in the
Knowledge section ranged from 0 to 22.

There were 10 questions on attitude, with five possible
answers for each question (from Completely Agree to
Completely Disagree). We assigned a score of 1 for
complete agreement and 5 for complete disagreement, so the
total score in the attitude section ranged from 10 (complete
agreement with all items) to 50 (complete disagreement with
all items). The final section contained 5 questions relating to
the physician's attitude and practice in reporting abuse cases.

The questionnaire's face and content validity was assured by
a thorough review of current literature and expert opinion.
Kronbach's ? for the knowledge and attitude sections was
calculated at 0.71 and 0.7 respectively. We used measures of
central tendency and dispersion for data description, and t-
tests plus correlation coefficients for data analysis.

RESULTS

This survey was done in Kerman ,the largest provinces in
Iran (I.R).Out of the 197 completed questionnaires, three had
to be discarded because they contained missing data. Sixty-
five percent of the subjects were male and thirty-five percent
were female. The mean age was 35.04y (SD=8.14y).

Eighty-eight percent of the physicians were married; 67%
had children, and 63.5% practiced in a private office, the rest
working in State-run and charity clinics. These physicians
had an average of 8.01 years' work experience (SD=7.56y,
range=1-44y).

The mean score for knowledge was 16.48 (SD=3.34);
attitude scores averaged 43.39, with a standard deviation of
4.12.

Results indicate that 55% of respondents do not have
adequate knowledge of child maltreatment (correct response
rate<75%). The physicians were relatively well informed
regarding the causative factors (eg, psychiatric disease in
parents) and the physical signs and symptoms, but their

knowledge of the psychiatric effects of child abuse was
inadequate (Table 1).

Figure 1

Table 1: Frequency of correct answers to questions assessing
physicians' knowledge of child maltreatment

Overall, male physicians showed a more negative attitude
towards child maltreatment (they tended more towards
complete agreement with the statements provided in the
questionnaire, p<0.05). We didn't observe any significant
differences between the two sexes in other areas related to
knowledge and attitude. The Pearson correlation coefficient
showed a positive association between knowledge and
attitude towards child abuse (r = 0.284, p<0.01). We did not
detect any correlation between these scores and the
individual's age or work experience.(Table2)
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Figure 2

Table 2: Physicians' Attitude towards Child Maltreatment (n
= 197)

DISCUSSION

Because of the acute nature of most injuries and the families'
inability to treat these at home, the majority of victims are
seen by physicians at emergency departments 10. While

severe injuries are easily recognized, the diagnosis may not
be so clear in the absence of obvious physical signs- a
situation that happens in over 60% of cases of sexual abuse.
For example, over 60% of sexually abused children do not
have any clear-cut symptoms.

In these situations, knowledge of the normal evolution of the
child's behavior, and the types of trauma associated with
deliberate injury are very important in making the correct
diagnosis. There are a number of conditions that can be
mistaken for child abuse, and the physician must be perfectly
familiar with these situations to avoid trouble for the child
and the caregivers. A good knowledge of potential risk
factors is a great help in preventing maltreatment during
pregnancy, infancy, and early childhood7.

Besides its crucial role in prevention 11, the physician's

attitude can be a very important factor in making a diagnosis
of child abuse. A study on 157 physicians showed that when
the term “child malnourishment” was used without any
qualifications, 97% of physicians considered it as a form of
child abuse; in cases where the parents simply forgot to feed
the child, only 16% of physicians branded such
malnourishment as child abuse12.

Our survey demonstrated that 55% of GP's do not have
sufficient knowledge of child abuse. This shows a greater
degree of ignorance compared to another study in Iran,
where only 23% of nurses had inadequate levels of
knowledge 13. The discrepancy could be due to different

measuring methods, and the higher level of knowledge
expected from physicians.

Studies in Turkey have showed the physicians' knowledge of
child maltreatment to be inadequate14, 15. In a similar study

on pediatricians and pediatric nurses, 60% of interviewees
had inadequate knowledge of child abuse16. Other studies on

physicians have also shown low knowledge levels 
17, 18. Some

workers have branded this lack of professional knowledge as a major barrier in child abuse screening programs 19.

We did not detect any relationship between knowledge
levels on the one hand and age and sex on the other. In
contrast, some studies have shown higher rates of tentative
diagnosis by younger physicians and by female physicians as
opposed to male ones 4, 20. As women are traditionally more

involved with children and older people are generally in
favor of harsher upbringing methods, the lack of age and sex
associations in our survey could be due to the changing role
and status of women in the Iranian society. As women are
more and more engaged in jobs outside home, and men
become increasingly involved in child nurture and education,
differences in knowledge and attitude tend to disappear.

Working experience and time elapsed since graduation did
not have an impact on knowledge levels. This shows the
inadequacy of continuing education programs for medical
graduates, as effective education can improve the physicians'
ability to diagnose cases of child abuse 19, 21.

Contrary to results from other studies 15, the place where the

physician practiced was not related to knowledge. Most
families are reluctant to bring abused children to hospitals,
so that many cases of maltreatment are seen by GP's acting
as 20;family” physicians. This means that roughly equal

numbers of abuse cases are seen in private and state-run
clinics. Another cause may be the fact that all GP's in Iran
are graduates of domestic universities, and have received
similar education on the problem of child abuse.

Participants in this study had a good degree of knowledge
regarding the risk factors (especially the effects of poverty
and parental psychiatric disease), with the majority of
subjects giving correct answers to the corresponding
questionnaire item. This may be a consequence of the
reporting of previous abuse cases, the majority of which
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were related to these factors. Alternatively, the trend can be
due to the physicians' changing attitudes towards
maltreatment of children.

Our physicians were also well informed on the physical
signs and symptoms of child abuse (e.g. burns and fractures),
but they didn't have a good knowledge of non-physical signs
such as severe dependence on parents or inappropriate
sexual behavior. Again, education seems to a crucial factor
for improving this situation 22.

There was also a lack of knowledge concerning the
importance of unusual genital infection in diagnosing sexual
abuse. This is similar to results from other studies that
looked at the physicians' skill in diagnosing sexual abuse in
pre-pubertal girls by genital examination 23, 24.

Another study has shown a high degree of agreement
between students on the risk factors and physical signs of
abuse, but wide discrepancies in diagnosis of cases
presenting with psychosocial signs of maltreatment 12. In this

research, physicians were more or less in favor of verbal
punishment, but the great majority of them (86%) opposed
corporal punishment. Compared to other studies, our
physicians seem to be more averse to the latter type of
correction 25. Some studies indicate that as many as 58% of

physicians (mostly pediatricians) endorse physical
punishment 26.

A crucial factor in making a diagnosis of child abuse is the
physician's attitude to child rearing and correction methods9,

27. A physician with a negative attitude towards a certain

type of behavior is more likely to evaluate it as “severely
harmful” to the child's physical and mental health26. Such

negative attitude is usually rooted in the individual's social
and cultural background. It should be noted, however, that
the present study involved a highly selective group of people
and one should be very careful in generalizing its results to
the whole society.

Attitudes can also influence knowledge: the lowest level of
knowledge in our subjects was recorded in relation to the
statement “most cases of abuse involve children under the
age of four”. This might reflect the society's generally
affectionate and lenient attitude towards young children.

There was no significant difference in attitudes towards boys
and girls, although gender discrimination is quite common as
far as parental behavior is concerned 11, 28.

The generally higher attitude scores for female physicians

may be explained by the fact that women are generally more
involved with children and thus have a better understanding
of their problems. However, some authors believe that
gender does not have any significant effect on the
physician's attitude to child abuse26.

In this survey, 65% of GP's had seen cases of child
maltreatment, but only 4.5% had reported such cases. Failure
to report child abuse is not surprising per se [18], but our

results show a more severe degree of underreporting
compared to other studies. In addition to well-known causes
(such as concerns about the parents' reaction 29 and physician-patient
rapport, failure to recognize symptoms 29, 30 and physicians' attitudes towards child rearing 31, an important

contributing factor unfamiliarity with legal and administrative mechanisms for reporting child abuse. This is
illustrated by the fact that 63.5% physicians said they would refer abuse cases to forensic authorities. Shortage
of effective support and counseling services has meant that most hospitals and clinics refer abuse cases to the
police; this contrasts with the situation in neighboring Turkey, where 78.8% of physicians were aware that
abuse cases must be referred to the appropriate social institutions 15, and 44% reported such cases to the police

14. Other studies also show a tendency to refer abuse cases to social institutions rather that the police 12.

Therefore, there is a need to educate physicians on the legal and administrative aspects of reporting child abuse
in this country.

Another finding of importance in this study was that 47.5%
of physicians either had no idea of the prevalence of child
abuse in Iran, or greatly underestimated the problem. This
may be simply due to ignorance, or worse, it may denote a
certain indifference toward this scourge of modern societies.

Considering the uniform curriculum and education system in
Iran, surveys conducted in other universities are likely to
yield similar results. The findings of our surveys once again
underline the importance of providing adequate education on
diagnosis and etiology as well as the psychological and legal
aspects of child abuse. Continuing education programs for
practicing physicians can play a major role in raising
awareness of this unfortunate phenomenon.
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