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ABSTRACT

OBJECTIVE: Emergency department (ED) providers may fail
to recognize or report child abuse and/or neglect (CAN). To
improve recognition and reporting, we designed the Commu-
nity ED CAN Program, in which teams of local clinicians
(nurses, physicians, physician assistants) received training in
CAN and 1) disseminated evidence-based education; 2) pro-
vided consultation, case follow-up, and access to specialists;
and 3) facilitated multidisciplinary case review. The aims of
this study were to understand the Program’s strengths
and challenges and to explore factors that influenced
implementation.

MEeTHODS: We used a qualitative research design with semi-
structured, one-on-one interviews to understand key stakehold-
ers’ perspectives of the Community ED CAN Program. We
interviewed 27 stakeholders at 3 community hospitals and 1
academic medical center. Researchers analyzed transcribed
data using constant comparative method of grounded theory
and developed themes.

RESULTS: Program strengths included 1) comfort in seeking
help from local champions, 2) access to CAN experts, 3)

increased CAN education/awareness, and 4) improved net-
works and communication. Facilitators of implementation
included: 1) leadership support, 2) engaged local champions
and external change agents (eg, CAN experts), 3) positive
attributes of the champions, and 4) implementation flexibility.
Program challenges/barriers to implementation included 1)
variability of institutional support for the champions and 2)
variability in awareness about the program.

ConcLusions: A Community ED CAN Program has the
potential to improve recognition and reporting of CAN. Key
steps to facilitate implementation include the identification of
committed local champions, strong leadership support, con-
nections to experts, program publicity, and support of the
champions’ time.

KEYWORDS: champions; child abuse; community of practice;
emergency department
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WHAT's NEw

We describe strengths, challenges, and factors that
influence implementation of a model leveraging local
champions and linkages to subspecialty experts and
child protective service social workers to improve rec-
ognition and reporting of child abuse and neglect in
community emergency departments.

THE ACUTE NATURE of an injury and/or lack of access or
availability of primary care may lead victims of child
abuse and/or neglect (CAN) to seek care in emergency
departments (EDs), where ED providers may be the only
medical contact to recognize abuse or neglect. Studies of
children presenting to EDs indicate that up to 2% have
injuries for which CAN should be considered.' In con-
trast, of children who died or suffered serious injuries
from abuse, approximately 30% had been evaluated previ-
ously for injuries that were not recognized as abusive by a
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health care provider, often in EDs.”” ED providers must
recognize those injuries suggestive of CAN and report
them to Child Protective Services (CPS) to prevent addi-
tional injury or death.

Recognition and reporting of CAN are especially
important in community EDs, where the vast majority of
emergency care for children in the United States is pro-
vided.'”"'” Providers in community EDs care for both
children and adults, are exposed to fewer pediatric cases,
and have limited access to subspecialist consultation.'’”
Evidence suggests that abusive injuries also are missed
more frequently in community versus pediatric EDs due
to lack of recognition of abuse-related injuries.' >

Despite the need to translate best practices regarding
CAN to community EDs, efforts to improve recognition
and reporting of CAN in EDs have been largely limited to
the use of screening instruments and educational interven-
tions aimed to improve clinical care. Neither of these
approaches, however, has been successful in improving
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the detection of physical abuse, and studies examining
these efforts have had limitations.'”'” Electronic health
record—based clinical decision support and mobile apps
to aid medical providers in identifying cases of child
abuse have been developed and show promise in increas-
ing CPS referrals for suspected CAN.”"

Recent studies examining factors related to improving
aspects of pediatric care in community EDs have found
that the presence of a pediatric emergency care coordina-
tor who serves as a clinical champion for pediatrics
improved pediatric readiness and was associated with
having quality improvement plans and policies addressing
the needs of children.'””"** We aimed to leverage this
novel approach of using a pediatric champion who was
provided with access to experts at an academic medical
center, and resources and training focused on CAN, by
implementing the Community ED CAN Program. The
local CAN champions served as a resource to directly
answer questions, provide case follow-up, provide CAN-
related education, and facilitate access to regional CAN
experts or local CPS staff for frontline ED providers when
questions arose about CAN.

GoALs oF THis INVESTIGATION

The specific aims of this qualitative study were 1) to
understand stakeholders’ perspectives on the strengths
and challenges of the Community ED CAN Program
model and 2) to explore factors that influenced implemen-
tation. The results of this qualitative study will be used to
inform the quantitative assessment of program effective-
ness and to inform development of future iterations of the
program.

METHODS

INTERVENTION AND STUDY SETTING

Regional CAN experts, who were board certified in
child abuse pediatrics, implemented the CAN program at
3 community EDs located in different regions in Connect-
icut. The local CAN champions were members of the clin-
ical staff (physicians, advanced level practitioners, or
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nurses) with an interest in CAN and received a one-time
training in CAN followed by monthly educational ses-
sions provided by the CAN experts. The CAN experts
also facilitated relationships between the local champions
and local CPS program managers to improve communica-
tion between ED providers and CPS about questions
related to CAN. The experts and local champions then
obtained local multidisciplinary leadership buy-in to
ensure support of the program in the EDs. Duties of the
local CAN champions included 1) providing consultation
for ED medical providers about cases of suspected CAN
either in real time while working clinically in the ED or
by phone/e-mail consultation when off-service, as well as
occasionally after discharge; 2) reviewing and tracking of
cases of suspected CAN reported to CPS; 3) facilitating a
regular, multidisciplinary team meeting involving CPS
staff, ED providers, the CAN champions, radiologists,
and a CAN expert to discuss cases reported to CPS; 4)
providing/facilitating case-based education and follow-up
to ED staff; and 5) serving as a liaison to facilitate com-
munication between the ED staff, the CPS staff, and the
regional CAN experts, who were available 24-7 for con-
sultation. Figure 1 illustrates these program components.

Participating EDs had established transfer relationships
with the pediatric academic medical center to which they
transferred children in need of greater levels of care. The
academic medical center was home to a well-established
child abuse program with CAN experts and advanced
level practitioners who provided 24-7 on-call case consul-
tation and review services for the hospital, including the
ED and who had implemented the Community ED CAN
programs. Characteristics of each ED are described in
Table 1. None of the 3 community EDs had full-time on-
site social work or CAN expert support, and a different
CPS regional office served each ED. The CAN Programs
were established in July 2013 in ED 1, January 2015 in
ED 2, and January 2016 in ED 3.

Stupy DEesigN

We used a qualitative research design with semistruc-
tured, one-on-one interviews to understand key

Academic Medical Center Community ED

-Regional CAN experts

Identify, Trai

Local CAN Champions

Roles:

Obtain buy-ip

-Provides case consultation/follow-
up

-Reviews and tracks cases of Multidisciplinary Leadership
suspected CAN (Nursing, Advanced Practitioner, Physician)
-Facilitates multidisciplinary
meeting to review cases
-Educates about CAN
-Facilitates access to CAN experts
and CPS staff

v

Emergency Department Staff

Facilitate acces;

State
-Local CPS staff

Provides
program
support

Figure 1. Program components. CAN indicates child abuse and/or neglect; and CPS, Child Protective Services.
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Table 1. Characteristics of 3 Community EDs
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Annual Volume Annual Pediatric Volume PEM Coverage CAN Champions
ED1 70,000 19,000 9 hours/day General pediatrician
ED2 55,000 5000 0 Physician assistant
ED3 50,000 7500 8 hours/day 1 PEM physician provider, ED nurse

ED indicates emergency department; PEM, pediatric emergency medicine; and CAN, child abuse and/or neglect.

stakeholders’ perspectives of the Community ED CAN
Program. Stakeholders included ED clinicians; local CAN
champions; CAN experts; division chiefs/managers; and
CPS and hospital social workers. We used both purposeful
sampling (identifying participants with active roles in the
CAN Programs, such as the CAN champions) and snow-
ball sampling (in which existing participants recruited
future participants from among their colleagues, such as
social workers who worked with the CAN champions).”
Participants were recruited via e-mail contact up to 3 times
over a month period. Four physicians, 4 physician assis-
tants, and 1 nurse did not respond to the interview
requests.

The interview guide consisted of open-ended questions
and included prompts to encourage detailed discussion
related to experiences with the program. The interview
guide is available in the Supplementary Material online.
Three trained research assistants conducted face-to-face
interviews between October 2015 and November 2016.
Interviews were audiotaped and transcribed verbatim.
Identifying information was removed from the transcripts
before review. We obtained institutional review board
approval at the Yale School of Medicine and from each of
the participating hospitals. Signed consent as well as ver-
bal consent were obtained and participants were offered a
$10 gift card as a token of appreciation.

ANALYSsIs AND QOuTCOMES

Analysis of the interview data occurred using the con-
stant comparative method of grounded theory.”
Researchers independently reviewed the transcripts and
applied codes or labels to summarize and categorize por-
tions of the data.”* The code list was generated with defi-
nitions of the codes and categories, guidelines for their
application, and excerpts of data exemplifying the catego-
ries. Codes were iteratively expanded, revised, and
merged as they were applied to incoming data by the
research team until a final code structure emerged after
review of 24 transcripts. When discrepancies about codes
arose, text segments that had been assigned the same code
previously were examined to decide whether they
reflected the same concept. Coders engaged in further dis-
cussion to attain consensus about the correct label for
each segment of the text. One researcher (G.T.) reviewed
previously coded transcripts and reapplied the final code
structure whereas successive transcripts were coded with
the final code structure by the coders. Qualitative software
was used for data coding and management and to aid anal-
ysis (HyperRESEARCH version 3.5.2; ResearchWare,
Inc, Randolph, Mass).

The research team consisted of coders with varying
backgrounds to ensure reliability of the qualitative pro-
cess. The team included one pediatric emergency medi-
cine physician who helped implement the Community ED
CAN Programs (G.T.), one child abuse physician at the
academic medical center who helped implement the CAN
Programs (A.G.A.), the child abuse team coordinator at
the academic medical center (P.S.), and one ED nurse
educator (M.G.). Three coders coded all the transcripts,
and one researcher (M.G.) coded one-third of the tran-
scripts. Data collection/analysis continued past the point
of thematic saturation (ie, when no new data and concepts
emerged).” When the coding process was complete, the
research team refined and clustered codes and developed
themes. We maintained an audit trail of our coding pro-
cess to enhance the dependability of our analytical
process.””

REsuLTs

CHARACTERISTICS OF STUDY SUBJECTS

Twenty-seven stakeholders working in various roles at
3 community EDs and 1 academic medical center partici-
pated in the interviews: 6 ED clinicians; 4 local CAN
champions; 4 regional CAN experts; 5 Physician,
Advanced Level Practitioner, and Nursing Chiefs/manag-
ers; 2 CPS social workers; 5 hospital social workers; and
1 hospital lawyer. The median age of the participants was
49 years old, and the median number of years in their cur-
rent roles was 14.5 years. Table 2 provides information
about the roles of the participants from each institution.
Thematic saturation was achieved after 24 interviews.

MaiN ResuLTs

We describe 3 main themes with representative quota-
tions: program strengths, facilitators of implementation,
and program challenges/barriers to implementation. Sup-
plementary Table | provides additional quotations related
to each theme.

PROGRAM STRENGTHS

Perceived strengths of the program included 1) comfort
in seeking help from local champions, 2) facilitated access
to and direction from CAN experts on uncertain cases, 3)
increased education and awareness about CAN, and 4)
improved networks and communication.

CowmrorT IN SEexiNG HELP From LocAL CHAMPIONS
As the CAN champions were ED frontline providers
themselves, the participating providers felt that the
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Table 2. Description of Study Participants
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Participants and Roles

ED1,n=5

ED2,n=11"

ED3,n=5

Academic medical center, n=9*

1 CAN champion

1 Physician Chief of Pediatrics

1 ED Nursing Manager

2 ED social workers

1 CAN champion

1 ED Physician Chief

1 ED social worker

5 ED clinicians

1 ED Advanced Level Practitioner Manager

1 CPS manager

1 Hospital lawyer

1 CAN champion

1 Nursing Manager

1 ED Physician Chief

1 Labor and Delivery social worker

1 CPS manager

3 CAN experts

1 Pediatric Emergency Medicine Physician

1 ED social worker

1 Multidisciplinary team member from labor
and delivery (Advanced Level Practitioner)

1 ED Advanced Level Practitioner Manager

1 CPS manager

1 Hospital lawyer

ED indicates emergency department; CAN, child abuse and/or neglect; and CPS, Child Protective Services.
*Three participants, the local CPS manager, the ED Advanced Level Practitioner Manager, and a hospital lawyer, were part of the CAN

program at both sites.

threshold for consulting them was low when concerns
arose related to CAN. In addition, the champion’s willing-
ness to help care for these patients and facilitate access to
the child abuse experts further decreased that threshold. A
CAN champion commented on this comfort level, “I think
that familiarity with us, having worked shoulder to shoul-
der, for other staff members at X hospital really helps to
alleviate any apprehensions about asking questions.”

FaciLitaTep Access

Facilitated access to the CAN experts resulted in spe-
cific direction on how to manage challenging cases, which
was perceived to be beneficial to the community ED pro-
viders. One division chief described the benefit of having
access to the child abuse experts, “whenever you are in a
situation where you are not sure if you should file a case
or if you need help navigating the case, I know now I can
pick up the phone and have 24-hour availability to make
some of the more difficult decisions, so to make them
(CAN experts) be the bad guy in terms of holding people
when sometimes it is a very challenging thing when you
have to hold patients or parents... So, the nice thing is that
it really gives me the support to make some really difficult
decisions.”

INCREASED EDUCATION AND AWARENESS ABour CAN
Participants felt that the presence of the CAN Program
led to increased education about CAN and earlier recogni-
tion of CAN in a vulnerable pediatric population. A divi-
sion chief mentioned that having the CAN Program and a
multidisciplinary team reviewing cases concerning for

CAN made the provider team “more comfortable treating
patients who might have been abused and gives us a better
standardized approach to these patients and back up for
when there’s questions about what to do....” Many felt
that this program and its attention to a vulnerable popula-
tion enhanced the focus on the pediatric care provided at
community EDs.

ImproVED NETWORKS AND COMMUNICATION

Participants also described improved networks and
communication as a result of the bimonthly multidisci-
plinary meetings facilitated by the CAN champion to per-
form case review. They felt that these meetings were vital
for improving communication among different services
involved in the care of children who presented for con-
cerns related to CAN. These meetings resulted in the
development of strong relationships, provided an opportu-
nity to discuss informal consultations with CPS or CAN
experts, and provided a safe forum to review decision-
making. One social worker said, “The key issue is the col-
laborative program. It’s not the doctors or the social work-
ers or DCF (local CPS)—we’re there together and we’re
huddling to look at the needs of children and we’re collab-
orating.” The discussions at the meetings also enabled the
CAN champions to provide patient follow-up to the front-
line providers who had initial concerns about CAN.

FACILITATORS OF IMPLEMENTATION

Facilitators of the implementation of the Community
ED CAN Program included: 1) leadership support; 2)
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engaging local champions, including the CAN champions
and a committed multidisciplinary team, and external
change agents, including a CAN expert interested in
implementing the program and serving as a resource; 3)
positive attributes of the CAN champions; and 4) flexibil-
ity with program implementation.

LEADERSHIP SUPPORT

Participants identified physician, nursing, and advanced
practitioner leadership support as a critical step in suc-
cessful implementation of the CAN Program. One CAN
expert described the role of the leadership in starting and
sustaining the program, “Luckily at X hospital, we’ve had
leadership support from the beginning, which I think has
really been key to getting that program going. ...” Many
participants explained that leadership support allowed the
local program to grow and provided legitimacy to the
work done by the CAN champions and the multidisciplin-
ary team. ED division chiefs also discussed the impor-
tance of their support to the implementation of the
program.

EncaGing CHAMPIONS AND THEIR PosITIvVE ATTRIBUTES

Local champions were essential in facilitating the
implementation of the program. Participants described the
motivation and passion of the local champion as critical
to implementing the CAN Program. One CAN expert
stated, “Mostly, success is based on having a cham-
pion. . .one of the biggest challenges of sustainment will
be getting other members of the department to have the
same passion that the (champion) has . ...” Positive attrib-
utes of the CAN champion were critical to assuring
respect and support for the champion. These included
being viewed as a champion for pediatrics in general and
CAN specifically, being a facilitator among different dis-
ciplines, being an educator and a respected clinician, and
having willingness to provide clinical support to col-
leagues.

Participants also described the importance of having
support of a CAN expert from the children’s hospital to
provide guidance for the growth of local programs, be
available for consultations, be present to guide discus-
sions at the local multidisciplinary meetings, and facilitate
relationships between the CAN champions and other
regional CAN experts and local CPS staff.

Also perceived to be important was the ongoing
involvement of the multidisciplinary group that met regu-
larly to discuss cases of suspected CAN. One CAN cham-
pion remarked on the group’s importance, “I think that
the multidisciplinary aspect of the members of the team is
really what makes it so successful because we have social
workers from labor and delivery engaging with pediatrics
in the ED. So we all meet and help support each other and
increase our education base, to increase our availability
towards other hospital members and help if they have a
question.”

AcADEMIC PEDIATRICS

FLExBILITY

Finally, CAN champions and CAN experts discussed
the importance of flexibility with program implementa-
tion. CAN experts involved in the implementation of the
program at different institutions reflected on the impor-
tance of adapting the program at the academic medical
center to meet the resources available at the different
community hospitals. For example, whereas each ED
with a CAN program developed a multidisciplinary team
to review cases, site-specific logistics, such as frequency
and makeup of the multidisciplinary meetings and case
selection at each hospital, varied and depended on the
caseload as well as personnel availability and interest.
The ability to adapt program logistics while maintaining
core components of the program at each institution was
thought to positively influence its implementation.

PRroGRAM CHALLENGES/BARRIERS TO IMPLEMENTATION

Stakeholders identified 2 main challenges that served as
barriers to implementation of the program, which
included 1) variability of available resources to support
the work of the champions and 2) variability in frontline
provider knowledge of the CAN Program.

VARIABILITY OF AVAILABLE RESOURCES TO SUPPORT THE
CHampion's WoRk

The CAN champions and the CAN experts described
variability in the availability of supported time for the
champions to accomplish their roles. One CAN expert
summarized, “I think eventually if we work to sustain this
kind of program, you would need some supported time
for the champions to do this. I know Champion B and N
are doing this out of the goodness of their hearts so they
can’t have that much time to put into it because they have
a full clinical load....” Similarly, the champions men-
tioned that dependence solely on the motivation of indi-
viduals may be a challenge to the long-term sustainability
of the program. Additionally, due to their clinical duties,
CAN champions and members of the leadership described
the need to keep the “Champion” role manageable. Cham-
pions discussed that their roles often involved more than
being local champions for CAN and started encompassing
being the expert on a wide range of topics related to child
safety, such as restraint use in children. Some worried
that the program may no longer function if there was turn-
over of the champion(s). However, some solutions pro-
vided by participants included having champions from
each provider group (nursing, physician, and/or advanced
level practitioner) and having a committed multidisciplin-
ary group that met regularly to review cases.

VARIABILITY IN FRONTLINE PROVIDER KNOWLEDGE OF THE
ProGram

Variable access to information about the program and
limited frontline provider engagement were perceived to be
challenges to implementing the program. Participants dis-
cussed improving both provider awareness of the existence
of the CAN Program as well as encouraging front line
providers’ presence at the multidisciplinary group meetings.
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Some suggested that marketing of the program at various
staff meetings should occur early in the implementation of
the program, but continued discussion with staff was critical
so that ED providers were aware of this resource.

Discussion

Our findings suggest key components of a strategy to
improve frontline recognition and reporting of CAN by
leveraging local resources within community EDs and
establishing strong linkages with regional experts (Fig. 2).
These components include 1) the identification, training,
and ongoing support of 1 to 3 local champions who work
in the ED, have an interest in CAN, and have the respect
of their colleagues and who, due to existing relationships,
can provide direct education, support, case follow-up, and
program publicity for the ED staff; 2) securing firm buy-
in from multidisciplinary leadership who can protect time
for the champion(s) and demonstrate ongoing public sup-
port for the program; 3) establishing relationships
between the CAN champion (s) and regional CAN experts
and local CPS that facilitates education, access, support,
and frequent communication between these groups; 4)
formation of a multidisciplinary team that meets regularly
to review cases; and 5) enhancing relationships between
the ED staff and CAN experts and local CPS such that the
ED staff can directly have access, case consultation serv-
ices, and education from these entities.

EstaBLISHING A CoMMUNITY OF PRACTICE

Even when health care providers recognize cases of
child abuse and neglect, they often fail to report them,
sometimes due to a distrust of CPS or lack of direction
with cases that lack objective evidence.””?” In contrast,
real-time case discussion with colleagues and access to
expert support can serve as facilitators to reporting

A QuaLTATIVE EvALUATION OF A CommuNiTY ED CHiLD ABUSE PROGRAM

443

suspected CAN.”® Our data revealed that stakeholders val-
ued the improved relationships that developed through the
CAN Program and felt these relationships aided providers
in making better decisions when caring for children
affected by possible CAN. The Community of Practice is
a concept introduced by Wenger et al*” and consists of a
group of people who share a concern or passion for a
shared domain of interest they practice in their work and
learn to do it better as they interact regularly to help each
other and share information. Within an ED and even a
hospital, the CAN Program facilitates creation of a Com-
munity of Practice in which members share an interest in
CAN and through enhanced relationships, improve the
learning and practice of others caring for children affected
by CAN. As the Community ED CAN Program is imple-
mented in other EDs, future research examining change in
providers’ self-efficacy and evaluating change in the use
of appropriate consultations to child abuse specialists and
referrals to CPS may provide additional support for effec-
tiveness of the program.

INcreaseD Use oF EviDENCE-BASED CARE AND
Access 10 ExPERTS

Evidence-based pediatric emergency care is applied
inconsistently across community and pediatric EDs. Many
children seeking acute care in community EDs do not
receive care that is evidence-based, and 1 in 5 may receive
treatments that are of no benefit.”’~> Previous studies of
community ED pediatric readiness have shown that the
presence of a specific pediatric emergency care champion
is associated with a greater pediatric readiness score that is
based on domains such as quality improvement, coordina-
tion of care, and availability of policies across EDs with
different pediatric volumes.'”*'** The CAN champions
are a specific example of a pediatric emergency care

Regional CAN Experts

Obtains Buy-in/Provides Value of

Interprofessional
work

| and

Hospital/ED Leadership

N

Local CAN
Chaynpions
Direct Support (Awailable
(protected time) Intérested

Resp{ected)

Sense of Program Value and
Publicity about the Program

Figure 2.

Child Protective Services Representatives

Relationships
Facilitated access, Case

Existing dd
Relationshig

Emergency Department Staff

Strategy for program implementation. ED indicates emergency department; and CAN, child abuse and/or neglect.
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coordinator and serve as trained local champions who focus
on improving care of children possibly affected by CAN.
Stakeholders in our study described the lack of supported
time as a challenge to program sustainability. Merging the
CAN champion and pediatric emergency care coordinator
roles may be one solution. Further work to examine ED
policies put in place related to CAN, change in the number
of missed cases of abuse, quality improvement interven-
tions, and the cost effectiveness of such a role may provide
additional support for the program.

Project ECHO (extension for community health out-
comes) is a well-studied program that facilitates real-time
multidirectional teaching and learning using videoconfer-
encing technology between specialists at academic medi-
cal centers and frontline providers practicing in local
communities and seeks to disseminate specialist knowl-
edge to community settings.”® This model has not yet
been used or evaluated in acute care settings but may be
used to increase the generalizability of the Community
ED Can program to EDs with varying relationships and
distances to academic medical centers. Training of local
champions could occur using the ECHO model and con-
sults with CAN experts by phone or via telemedicine.

LimTATIONS

There are at least 4 limitations of this study. First, we
interviewed providers from 3 community hospitals and 1
academic medical center in 1 state, which means that our
findings may not apply to other regions and states in
which ED providers may have different relationships with
CPS, child abuse experts, and regional children’s hospi-
tals. Second, we used snowball sampling by asking exist-
ing participants to recommend others to interview. This
approach may have skewed our sample to those more
likely to have positive perceptions of the program. How-
ever, this sampling strategy allowed us to reach partici-
pants who were unknown to the researchers and yet who
may have had experiences with or roles in the CAN Pro-
grams. Third, social desirability may have motivated par-
ticipants to modify answers to avoid presenting
themselves, their colleagues, or their institutions in an
unfavorable light. We hoped to limit this effect by
employing research assistants who had no role in the pro-
gram’s implementation to conduct interviews. Finally,
these qualitative data were intended to gain formative
insights about the Community ED CAN program, but fur-
ther quantitative studies will be needed to assess impact
and effectiveness of the program.

ConcLusions AND FuTure DIRECTIONS

Although community ED providers are exposed to
fewer pediatric cases and may have limited access to reli-
able resources about child abuse and neglect, they bear
significant responsibility to effectively recognize and
report abused and neglected children to CPS. Our stake-
holders expressed a perceived improvement in awareness
about CAN, linkages to subspecialty expertise, and com-
munication about cases of suspected CAN through the
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Community ED CAN Program. Our findings will be used
to iteratively improve current programs and inform devel-
opment and dissemination of additional programs. Our
ongoing work will measure the effectiveness of the CAN
Programs to increase the appropriate reporting of cases to
CPS and to improve provider self-efficacy related to car-
ing for abused and neglected children.
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