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abstract
Introduction - To improve detection of child abuse and neglect (CAN), many emergency 
departments use screening methods. Apart from diagnostic accuracy, possible harms of 
screening methods are important to consider, especially because most children are not 
abused and do not benefit from screening. We performed a systematic literature review 
to assess parents’ opinions about CAN screening, in which we could only include 7 studies, 
all reporting that the large majority of participating parents favors screening. Recently, 
a complete physical examination (called ‘top–toe’ inspection (TTI), a fully undressed 
inspection of the child) was implemented as a CAN screening method at the emergency 
department of a teaching hospital in the Netherlands. This study describes parents’ 
opinion about the TTI.

Methods - We used a questionnaire study to assess parents’ opinions about the TTI of 
their children when visiting the emergency department. During the study period, 1,000 
questionnaires were distributed by mail.

Results - In total, 372 questionnaires were returned (37%). A TTI was performed for 194 
children (52%). The overall attitude of parents whose children underwent a TTI was positive: 
77.3% of the respondents found the TTI acceptable, 1.5% (N=3) found it unacceptable. 
Seventy percent of the respondents agreed on the theorem that all children who visit the 
emergency department should have a TTI performed, 7.3% (N=14) disagreed. 

Conclusions - Contrary to what is commonly believed, both in our systematic literature 
review and in our questionnaire study, the majority of participating parents agree with 
screening for CAN in general and with the TTI specifically. Sharing the results of this 
study with ED personnel and policy makers could take away prejudices about perceived 
disagreement of parents, thereby improving implementation of and adherence to CAN 
screening. 

Key words
Child abuse; Physical examination; Emergency department; Screening; Patient 
satisfaction

abbreviations
AMC  Academic Medical Center
CAN  Child abuse and neglect
NOS  Newcastle-Ottawa Scale
TTI  ‘Top-toe’ inspection
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introduction
Child abuse and neglect (CAN) is a serious public health problem with severe acute and 
long-term effects.1,2 The prevalence of self-reported CAN is much higher than that of CAN 
that is reported by professionals who work with children, indicating that a substantial 
amount of CAN remains undetected.1,3 Early detection of CAN is very important to prevent 
recurrent abuse and to enable treatment in order to prevent short- and long-term adverse 
consequences of maltreatment.4-7 Although many abused children do not require acute 
medical attention, for others, an emergency department visit may be the first health care 
contact and can provide the opportunity for the abuse to be detected. It is reported in the 
literature that 0.03% to 3% of children visit the emergency department because of physical 
abuse.8-10 Unfortunately, CAN is underdetected by both physicians and nursing staff.5,6,11-13

To improve detection of CAN, many emergency departments use CAN screening methods, 
such as checklists and protocols.10,14 General requirements for the implementation of 
a screening method are that the potential benefits, such as the availability of effective 
treatment, should outweigh the possible disadvantages, such as potential harm and costs, 
and that an accurate, acceptable diagnostic test is available.15 In CAN, these conditions 
are challenging. Several studies have focused on the diagnostic accuracy of screening 
methods10,16,17; however, harms and costs associated with screening are important 
considerations as well. Because many screening methods for CAN are aimed at a large 
group of children, for example, all children presenting at an emergency department, the 
majority of children involved in the screening are not maltreated and therefore do not 
benefit from the screening. For these children and their families, it is especially important 
to keep burden and possible adverse effects of the screening as low as possible. We believe 
that the opinion of parents about screening for CAN should be considered in the process 
of deciding which methods should be implemented. If parents agree with the screening 
methods, hospital staff might be more inclined to adhere to the screening protocols.

Since 2010, at the emergency department of our hospital, a complete physical 
examination, named ‘top-toe’ inspection (TTI), was added to the already existing 
screening method for CAN (involving a checklist). The TTI is aimed to identify signs of CAN 
in all children, regardless of mode of presentation.18 A TTI gives clinicians an opportunity 
to detect unexplained injuries and scars, inadequate care and hygiene, failure to thrive, 
abnormal child behavior and abnormal parent-child interaction, all of which are potential 
indicators for CAN. A possible adverse effect of using a TTI to screen for CAN could be 
that parents experience the TTI negatively—for example, because of feelings of being 
suspected of CAN, fear or shame, feelings of superfluity or waste of time and energy 
or insult or discrimination. It could be that the TTI causes anxiety, distress or pain in the 
child. In contrast, it is also possible that parents experience the TTI positively, for example 
because they feel reassured when their child is thoroughly examined, or they could share 
the hospital’s vision that screening for public child health and safety is important.

171129_Proefschrift A.H. Teeuw_binnenwerk.indd   157 30-11-2017   19:26:19



158

Chapter 8

At the introduction of the TTI to the already existing screening protocol for CAN at the 
emergency department of the Academic Medical Center (AMC) in Amsterdam, The 
Netherlands, all ED personnel received a 2-day training course. Existing barriers to the TTI 
were discussed. Among the personal barriers mentioned were lack of time and feelings of 
unease about communicating with parents and children in case of suspected CAN. On the side 
of the children and parents, the perception of ED personnel was that most parents would have 
a strong negative attitude towards a TTI. Barriers were mainly expected with older children 
(teenagers), children known with a chronic illness, and immigrant parents, especially for girls.

First, we systematically searched the literature for evidence on parental acceptability 
of screening for CAN. Details on search strategy, study selection, data collection 
and assessment are provided in Appendix A, available at: http://dx.doi.org/10.1016/j.
jen.2015.09.005. In short, we searched 4 databases and various reference lists for studies 
presenting the opinion of parents about a screening method for CAN. Study selection and 
appraisal were conducted by 2 authors (AHT and EMHvK) independently. We included 
7 studies: four cross-sectional surveys19-22, 2 cross-sectional qualitative studies23,24 and 1 
randomized controlled trial25. The screening methods for CAN under study were a self-
administered questionnaire for parents in 3 studies and an interview with parents in 3 
studies. One study was about parental acceptance of the TTI, although it was not used as 
a screening for CAN.19-26

All 6 studies involving questionnaires or interviews showed that the large majority of 
parents were positive about screening: 
1. A qualitative cross-sectional study on the acceptance of a semistructured interview 

conducted by health visitors showed that women felt comfortable with routine 
questions on interpersonal violence/abuse, including the negative effects of 
interpersonal violence on children.24

2. A randomized controlled trial was performed in families coming to an inner-city 
clinic for a child health supervision visit.25 Their pediatric healthcare professional 
was either randomized to receive a specific training and use a screening tool to 
address psychosocial risk factors, including intimate partner violence and corporal 
punishment (intervention group), or to no extra training or screening tool use (control 
group).25 Parents in the intervention group reported a significantly more positive 
patient-doctor interaction than in the control group, although all parents were mostly 
satisfied with the patient-doctor interaction.25

3. A cross-sectional survey conducted in families visiting 2 outpatient clinics for a well-
child visit regarding a self-administered computer-based questionnaire pertaining to 
5 domains of health-related social problems, including intimate partner violence and 
the possible influence on their children, housing and food insecurity, showed that 92% 
of parents would ‘welcome’ or ‘not mind at all’ such a screening at the pediatrician’s 
office during a well-child visit.19
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4. In a cross-sectional survey, acceptability by mothers of answering questions 
regarding adverse childhood experiences of their children was assessed.21 Mothers 
were recruited at their children’s schools, and an online questionnaire was used.21 
Results showed that 97% of mothers would react positively towards being asked such 
screening questions (regardless of their answers to the screening questions).21

5. In a cross-sectional survey, a self-administered questionnaire on prevalence and 
recording of domestic violence and demographic risk factors in women visiting 
primary care practices was used.22 One of the results of this study was that 80% of 
women would not mind being screened by their general practitioner about domestic 
violence and 77% would not mind being screened by the practice nurse (regardless of 
women’s answers to screening questions).22

6. A qualitative, cross-sectional study included mothers who experienced intimate 
partner violence and assessed their preferences about a screening for intimate 
partner violence, consisting of an interview.23 This study showed that most mothers 
were comfortable with physicians using general questions to screen for past intimate 
partner violence while children were present in the examination room, but they 
preferred that any in-depth discussions take place in private.23

The only study on parental acceptance of a TTI was performed on non-abused children in 
Norway, as part of a larger study.20 Children aged 5 to 6 years old were physically examined, 
including an anogenital examination at a pediatric outpatient department.20 The aim of 
the study was to explore how non-abused children and their parents would perceive the 
anogenital examination.20 Results showed that 66.4% of parents reported ‘no anxiety/
distress of children,’ 30.3% reported ‘a little,’ 2.6% reported ‘some,’ 0.7% reported ‘a lot,’ 
and none reported ‘a whole lot’.20

Although the results of all of these 7 studies report that the large majority of parents have 
a positive attitude towards screening, it is important to remark that 4 of the studies are 
mainly aimed at screening children who witness intimate partner violence19,23,24 (although 
one study also screens for physical abuse towards the children by the partner22) and one 
study is about the TTI in general20, leaving only 2 studies that include screening for corporal 
punishment25 or several types of CAN.21

In the current study, we aimed to evaluate parents’ opinions about use of the TTI as a 
screening instrument for CAN in all children presenting to the emergency department of 
the AMC and the parents’ perceptions of their children’s reaction to the TTI. 

methods
Study design
This study is a cross-sectional study using a written questionnaire about parents’/
caregivers’ (henceforth referred to as parents) opinions about the TTI. As of February 
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2010, the TTI was to be routinely performed in all children aged 0 to 18 years who visit 
the emergency department of the AMC. During the TTI, the child is inspected for any 
signs of CAN, including bruises, cuts, caries, and an unkempt appearance. Parent-child 
interaction and developmental status are also observed. The TTI is performed either by 
an ED physician, a pediatrician or an ED nurse. Before the TTI is performed, parents and 
children receive oral information and a brochure (available in multiple languages prevalent 
in our hospital’s catchment area) with information on the indication for the TTI.

During the study period, from April 1st to May 31, 2013, a questionnaire was sent by mail to 
all parents of pediatric visitors within 2 days after their ED visit. A return envelope, enabling 
parents to return the completed questionnaire without additional costs, accompanied 
the questionnaire. After 2 to 6 weeks, nonresponding parents were sent a reminder text 
message via SMS and a second copy of the questionnaire via mail. During the study period, 
posters were placed in the waiting rooms of the emergency department to inform all visitors 
about the study. A blanket waiver for anonymized studies on patient satisfaction with regard 
to routine hospital care was issued by the Medical Ethical Review Board of the AMC.

Study setting and population
The study was performed in the AMC in Amsterdam, The Netherlands. The AMC is one 
of the largest teaching hospitals in the Netherlands. It provides both secondary care 
to the local population and academic specialized medical services on a national level. 
The hospital is situated on the border of Amsterdam, in an area that is predominantly 
inhabited by immigrants and people from a lower socioeconomic background. In the 
Netherlands, the majority of patients visit their general practitioner before being referred 
to the emergency department unless they experience acute, possibly life-threatening 
symptoms. This explains differences in the number of patients attending and the severity 
of complaints compared with emergency departments in other countries.

Because no evidence shows that screening methods for CAN at the emergency department 
are more effective in certain age groups than in others, and because a peak in CAN exists 
during adolescence27,28, we decided to address the entire pediatric age group.

Questionnaire
We developed a questionnaire to assess parents’ opinion about the TTI at the emergency 
department. All questions were developed in a multidisciplinary team, consisting of the 
authors of this publication. The first version of the questionnaire was pilot tested among 
12 volunteers (6 parents visiting the outpatient department and 3 outpatient department 
nurses and 3 physicians who are experienced in performing the TTI) and was adapted on the 
basis of their comments. The questions can be divided into 6 categories: (1) questions on 
child demographics (age and sex); (2) the reason for attending the emergency department, 
divided into (a) trauma, (b) symptoms of a known, chronic illness or (c) symptoms of a new, 
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previously unknown illness; (3) the child’s medical history; (4) experiences and opinions 
of the parent about the ED visit in general; (5) specific experiences and opinions about 
the TTI; and (6) demographics of the parent who filled in the questionnaire (relation to 
the child, level of highest finished education and ethnicity). Questions regarding parents’ 
opinions were measured on a 4-point scale or dichotomous scale. Items and response 
options of the questionnaire are included in Tables 1-4.

Data analysis
Statistical analysis was performed with PASW SPSS Statistics 20 (IBM, Armonk, NY). Data 
that were not normally distributed data were described with median and interquartile range. 
Based on the ED personnel responses during the training course, we were interested in the 
influence of the age and sex of the child, reason for attendance, education and ethnicity 
of parents, and opinion of parents regarding the treatment in the emergency department 
in general on the outcome variables (1) parental acceptance of the TTI and (2) parental 
agreement to perform a TTI in all children visiting the emergency department. We intended 
to assess this using logistic regression analysis (after combining the answer categories of the 
second outcome into a binary outcome: agree or neutral and disagree).

Table 1. Characteristics of the study population

all eligible 
participants (%)

all respondents 
(%)

Respondents 
with a child who 
underwent a 
tti (%)

Respondents 
with a child who 
did not undergo 
a tti

No. of children 1000 372 194a 142a

Sex Girl 460 (46) 169 (45.4) 85 (43.8) 64 (45.1)

Boy 540 (54) 200 (53.8) 109 (56.2) 78 (54.9)

Not reported 3 (0.8)

Age (y) Median age 8.4 8.8 6.8 10.6

IQR (P25 – P75) 2.9 – 14.1 2.8 – 14.4 2.2- 13.5 3.4- 14.6

Infants (0-1) 103 (10.3) 42 (11.3) 32 (16.5) 6 (4.2)

1-6 335 (33.5) 111 (29.8) 59 (30.4) 45 (31.7)

6-12 207 (22.7) 79 (21.2) 44 (22.7) 28 (19.7)

12-18 335 (33.5) 140 (37.6) 59 (30.4) 63 (44.4)

Reason for 
visiting the 
emergency 
department

Trauma Unknown 203 (54.6) 99 (51) 92 (64.8)

Symptoms of a 
known, chronic 
illness  

Unknown 75 (20.2) 47 (24.2) 23 (16.2)

New (previously 
unknown) illness

Unknown 70 (18.8) 40 (20.6) 25 (17.6)

Not reported Not applicable 24 (6.5) 8 (4.1) 2 (1.4)

IQR Interquartile range; TTI ’top-toe’ inspection
a Thirty-six parents did not remember or did not respond to the question about whether their child underwent a TTI.
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Table 2. Demographic characteristics of responding parents/caregivers with a child who underwent a ‘top-toe’ inspection

Characteristic no. (%)

Connection to the child Mother 147 (75.8) 

Father 43 (22.2)

Other caregiver 3 (1.5)

Not reported 1 (0.5)

Level of highest completed 
education

University 28 (14.4)

Higher vocational education 46 (23.7)

Secondary vocational education 62 (32.0)

Secondary school 35 (18.0)

Primary school 11 (5.7)

Other 2 (1.0)

No education 5 (2.6)

Not reported 5 (2.6)

Country of birth The Netherlands 115 (59.3)

Suriname 23 (11.9)

Ghana 15 (7.7)

The Netherlands Antilles 6 (3.1)

Morocco 6 (3.1)

Turkey 4 (2.1)

Other 23 (11.9)

Not reported 2 (1.0)

Extent to which the respondent 
agrees in considering himself Dutch

Totally 120 (61.9%)

A bit 18 (9.3)

Neutral 28 (14.4)

Partly disagreement 4 (2.1)

Total disagreement 6 (3.1)

Not reported 18 (9.3)
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Table 3. Responding parents’ answers to questions regarding the treatment of their child at the emergency department in general

tti performed (%)
n= 194

tti not performed (%)
 n= 142

total (%)
n= 372a

Did you agree 
with the offered 
treatment?

Yes                                   164 (84.5) 115 (81.0) 295 (79.3) 

Doubt, but think so               15 (7.7) 15 (10.6) 34 (9.4)

Doubt, but don’t think so 3 (1.5) 5 (3.5) 8 (2.2)

No                                     9 (4.6) 6 (4.2) 16 (4.3)

Not reported     2 (1.0) 1 (0.7) 18 (4.8)

Was the waiting 
time a problem?

No 107 (55.2) 82 (57.7) 203 (54.6)

A little problem 47 (24.2) 36 (25.4) 88 (23.7)

A big problem 15 (7.7) 18 (12.7) 34 (9.1)

Inapplicable 24 (12.4) 6 (4.2) 33 (8.9)

Not reported 1 (0.5) - 14 (3.8)

Did you feel 
welcome at the 
ED?

Yes 137 (70.6) 84 (59.2) 234 (62.9) 

Largely                                        37 (19.1) 34 (23.9) 79 (21.2) 

A bit                                   16 (8.2) 17 (12.0) -

No 4 (2.1) 7 (4.9) 12 (3.2)

Not reported                              - - 13 (3.5)

Was the staff 
helpful?

Yes 143 (73.7) 100 (70.4) 257 (69.1) 

Largely 33 (17.0) 30 (21.1) 70 (18.8)

A bit 12 (6.2) 10 (7.0) 24 (6.5)

No 5 (2.6) 2 (1.4) 7 (1.9)

Not reported 1 (0.5) - 14 (3.8)

Did the staff 
explain things 
understandable?

Yes 144 (74.2) 107 (75.4) 267 (71.8) 

Largely 35 (18.0) 22 (15.5) 62 (16.7)

A bit 9 (4.6) 12 (8.5) 22 (5.9)

No 5 (2.6) 1 (0.7) 7 (1.9)

Not reported 1 (0.5) - 14 (3.8)

Did the staff 
pay personal 
attention?

Yes 131 (67.5) 81 (57.0) 226 (60.8) 

Largely 46 (23.7) 37 (26.1) 91 (24.5)

A bit 12 (6.2) 16 (11.3) 28 (7.5)

No 5 (2.6) 7 (4.9) 13 (3.5)

Not reported - 1 (0.7) 14 (3.8)

Was your child 
examined head 
to toe?

Yes 194 (52.2) 

No 142 (38.2) 

Don’t know 22 (5.9)

Not reported                                          14 (3.8)

TTI, ‘top-toe’ inspection
a including respondents who did not know if their child underwent a TTI or who did not respond to this question
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Table 4. Parents’ answers on questions regarding the TTI of their child at the emergency department (only for 
participants who reported that their child underwent a TTI, N= 194)

Question no. (%)

Who performed the TTI? Physician 146 (75.3)

Nurse 21 (10.8)

Don’t know 26 (13.4)

Not reported 1 (0.5)

Was it explained why the TTI was 
done?

Yes 97 (50.0) 

Largely 41 (21.1)

A bit         32 (16.5)

No    19 (9.8) 

Not reported 5 (2.6)

Was it explained what the TTI 
meant?

Yes           75 (38.7) 

Largely           54 (27.8)

A bit        32 (16.5)

No   28 (14.4)

Not reported 5 (2.6)

Responding parents’ opinion about TTI: “I find the TTI to be ….”

A good service Yes 183 (94.3) 

No 3 (1.5)

Not reported 8 (4.1)

Insulting No 129 (66.5)

Yes 18 (9.3)

Not reported 47 (24.2)

Discriminatory No 148 (77.3)

Yes 2 (1.0)

Not reported                              44 (22.7)

Acceptable Yes 150 (77.3) 

No 3 (1.5)

Not reported 41 (21.1)

Overdone No 138 (70.1)

Yes 11 (5.7)

Not reported 45 (23.2)

Burdensome No 136 (70.1)

Yes 8 (4.1)

Not reported 50 (25.8)

A waste of time and effort No 140 (74.7)

Yes 5 (2.6)

Not reported 49 (25.3)

TTI, ‘top-toe’ inspection

171129_Proefschrift A.H. Teeuw_binnenwerk.indd   164 30-11-2017   19:26:20



165

Parents’ opinion about a routine head-to-toe examination of children 

8

Table 4. Parents’ answers on questions regarding the TTI of their child at the emergency department (only for 
participants who reported that their child underwent a TTI, N= 194)

The child’s opinion about TTI, according to responding parents: “My child found the TTI to be …”   

Burdensome No 122 (62.9)

Yes 45 (23.2)

Not reported                        27 (13.9)

Painful No 126 (64.9)

Yes 34 (17.5)

Not reported 34 (17.5)

Scary No 130 (67.0)

Yes 35 (18.0)

Not reported 29 (14.9)

Was the physician/nurse who 
performed the TTI respectful?

Yes            163 (84.0) 

Largely     21 (10.8)

A bit           5 (2.6)

No 1 (0.5)

Not reported 4 (2.1)

Do you think the physician or nurse 
who performed the head to toe 
examination had enough time for 
you and your child?

Yes           138 (71.1) 

Largely 37 (19.1)

A bit          13 (6.7)

No      4 (2.1)

Not reported 2 (1.0)

Did you receive the information 
leaflet?

Yes                 43 (22.2) 

No 124 (63.9)

Don’t know     21 (10.8)

Not reported    6 (3.1)

“I believe that all children who 
visit the ED should have a TTI 
performed”

Totally agree           85 (43.8)

Agree                      48 (24.7)

Neutral                    43 (22.2)

Disagree                  13 (6.7)

Strongly disagree    1 (0.5)

Not reported             4 (2.1)

TTI, ‘top-toe’ inspection
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Results
In April and May 2013, exactly 1,000 pediatric patients visited the emergency 
department. The parents of all these 1,000 patients received a questionnaire; in total, 
372 questionnaires (37.2%) were returned to the investigators and analyzed. Two hundred 
and thirty-seven respondents (63.7%) participated immediately and 135 respondents 
(36.3%) participated after a reminder was sent. Of the respondents, 194 (52% of the total 
study population, 58% of respondents who answered this question) reported that their 
child underwent a TTI. Characteristics of the study population (children) are shown in 
Table 1. Children of responding and non-responding parents did not differ in age or sex. 
However, children of responders who underwent TTI were younger than children who 
did not undergo a TTI. Demographic characteristics of responding parents whose child 
underwent a TTI are shown in Table 2. Table 3 shows respondents’ answers on questions 
regarding the treatment of their child at the emergency department in general (answered 
by all respondents), showing that the majority of the respondents had a positive opinion. 
Answers of parents with children who underwent a TTI were similar to, or a little more 
positive than answers of parents with children who did not undergo a TTI.

Table 4 shows respondents’ answers on questions regarding the TTI of their child (answered 
only by respondents whose children underwent a TTI). According to these parents, 23.2% 
of the children found the TTI burdensome, and 62.9% did not find it burdensome; 17.5% of 
the children found the TTI painful, and 64.9% did not find it painful; and 18.0% found the 
TTI scary, and 67.0% did not find it scary. The overall attitude of respondents towards the 
TTI was positive: 77.3% of the responding parents found the TTI acceptable, 1.5% found 
it not acceptable and 21.1% gave no opinion. Seventy percent of the respondents agreed 
with the theorem that all children who visit the emergency department should have a TTI 
performed, and only 7.3% disagreed.

Because of the small number of parents who found the TTI not acceptable (N=3) and the 
small number of parents who disagreed with the theorem ‘I believe that all children who 
visit the ED should have a TTI performed’ (N=14), we did not perform statistical analysis 
on correlations with characteristics of parents and children or their opinion of treatment 
at the emergency department in general. The characteristics and questionnaire results 
of these parents and their children [N=16] are shown in Table 5. Only minor differences 
existed compared with all respondents.

Discussion
Our questionnaire study on parents’ opinion about a TTI of their children when visiting the 
emergency department shows a high parental acceptance of screening aimed at detection 
of CAN. Compared to the only publication specifically aimed at parental perception of 
children’s reaction to a complete TTI, in which the majority of parents (97%) reported 
‘no’ or ‘a little anxiety/distress’ in their child20, we found a higher percentage of parents 
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who thought that their child experienced pain (17.5%) or was afraid (18%). However, an 
important difference between that study of Gulla et al.20 and our study is that participants 
in the first study were healthy volunteers, while the participants in our study were ED 
visitors, who might already have more pain or anxiety (in advance of the TTI). Given that it 
is a visual inspection, the TTI should not be painful, especially because we did not include 
an anogenital examination (which was included in the study of Gulla et al.20), but it might 
be perceived as painful if children were injured or in pain. Furthermore, it could be that 
parents confused the TTI with other aspects of the physical examination, such as an ankle 
examination in case of injuries, which could be painful. The reported anxiety is something 
that we may be able to improve, for example by taking more time and explaining the TTI 
better (30.9% reported that the meaning of the TTI was only a bit or not explained). 

In contrast to the expectations of the ED personnel, the overall attitude of parents towards 
the TTI was positive, with 98% of the parents responding that the TTI is acceptable. With 
respect to a proposed screening policy in which all children who visit the emergency 
department would have to undergo a TTI, 70% of the respondents agreed and only 
7% disagreed. Because the group of parents with a negative attitude towards the TTI 
is so small (N=16), we do not know if there are true differences between them and the 
remainder of the population.

Limitations
Our study has some limitations, most important is that only 372 of 1,000 eligible parents 
participated (37.2%), which could cause a serious nonresponse bias in our results. It is 
known that patients with a positive experience of the care and services they receive are 
more inclined to respond to hospital questionnaires.29 Similar or even lower response 
rates are commonly found in studies into patient experiences. Dutch reports on customer 
experiences in university medical centers in 2013 and 2014 showed response rates similar 
to our study on (day) clinical care of 33.1% and 30.6%, respectively, and on outpatient 
care of 31.0% and 28.8%, respectively.30,31 It is possible that parents of children who 
experienced abuse did not respond to our questionnaire. This bias, however, is not so 
important giving our interest of possible burden and negative side effects of the TTI in the 
nonabusive families, who form the vast majority of ED visitors.

Another limitation of the study is the number of patients who underwent a TTI. Of the 372 
included patients, only 194 of the respondents reported that their child underwent a TTI; 
36 parents did not answer or could not remember. The 52% to 58% screening rate is lower 
than the screening rate of 67% reported for the use of a screening checklist for CAN in 7 
Dutch hospitals implemented after training sessions.16 This low screening rate limits the 
number of respondents who are able to share their specific experiences and opinions about 
the TTI. The implementation of the TTI turned out to be challenging. Possible reasons 
were a tapering effect of training; the introduction of an electronic patient file with no 
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Table 5. Characteristics of parents and children and answers to the questions in respondents who found a TTI not 
acceptable (N=3) or who disagreed with the theorem “I believe that all children who visit the ED should have a TTI 
performed” (N=14); total N=16a

Characteristic no. (%)

Child’s sex Girl 7 (43.8)

Boy 9 (56.3)

Childs’ age (y) Median age 5.0

IQR (P25 – P75) 9.0

Reason for visiting the emergency 
department

5 (31.3)

Symptoms of a known, chronic illness 4 (25.0)

New (previously unknown) illness 5 (31.3)

Not reported 2 (12.5)

Connection to the child Mother 10 (62.5)

Father 5 (31.3)

Other caregiver 1(6.3)

Level of highest finished education University 5 (31.3)

Higher vocational education 3 (18.8)

Secondary vocational education 4 (25.0)

Secondary school 2 (12.5)

Primary school 1 (6.3)

No education 1 (6.3)

Country of birth The Netherlands 7 (43.8)

Suriname 1 (6.3)

Ghana 2 (12.5)

The Netherlands Antilles 2 (12.5)

Morocco 1 (6.3)

Other 3 (18.8)

Extent to which the respondent 
agrees in considering himself or 
herself Dutch

Totally 9 (56.3)

A bit 1 (6.3)

Neutral 3 (18.8)

Partly disagreement 1 (6.3)

Total disagreement 2 (12.5)

Did you agree with the offered 
treatment?

Yes   13 (81.3)

Doubt, but think so               2 (12.5)

Doubt, but don’t think so 1 (6.3)

TTI, ‘top-toe’ inspection
IQR, Interquartile range
a One respondent answered that a TTI was not acceptable and disagreed with the theorem “I believe that all 
children who visit the emergency department should have a TTI performed.”
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Table 5. Characteristics of parents and children and answers to the questions in respondents who found a TTI not 
acceptable (N=3) or who disagreed with the theorem “I believe that all children who visit the ED should have a TTI 
performed” (N=14); total N=16a

Characteristic no. (%)

Was the waiting time a problem? No 9 (56.3)

A little problem 2 (12.5)

A big problem 3 (18.8)

Inapplicable 2 (12.5)

Did you feel welcome at the ED? Yes 8 (50.0)

Largely 2 (12.5)

A bit 4 (25.0)

No 2 (12.5)

Was the staff helpful? Yes 9 (56.3)

Largely 2 (12.5)

A bit 3 (18.8)

No 2 (12.5)

Did the staff explain things 
understandable?

Yes 10 (62.5)

Largely 1 (6.3)

A bit 1 (6.3)

No 3 (18.8)

Not reported 1 (6.3%)

Did the staff pay personal attention? Yes 11 (68.8)

Largely 1 (6.3)

A bit 1 (6.3)

No 2 (12.5)

TTI, ‘top-toe’ inspection
IQR, Interquartile range
a One respondent answered that a TTI was not acceptable and disagreed with the theorem “I believe that all 
children who visit the emergency department should have a TTI performed.”
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direct visibility of the concerned files; reluctance of health care personnel in addressing 
CAN because of suspected difficulties in communication with the family; work load; or 
legal consequences. Possible suggestions to improve implementation could be a strategy 
whereby completion is mandatory to close the electronic file, a regular training program, 
more openness towards parents and children by monitoring to ensure that every family 
receives an information leaflet (which was not the case), and posters with information in 
every room.

Another study limitation is the possibility that selection bias occurred because a TTI was 
not performed in children if health care personnel sensed that accompanying parents had 
a negative attitude about it, which would cause our results to show a too-positive parental 
attitude toward the TTI. On the other hand however, it could be that ED personnel would 
be more inclined to perform the TTI if parents were uncooperative and CAN was suspected. 
Finally, because parents were not always present during the TTI in older children, it could 
be that they did not know much about the experience of their children.

Implications for Emergency Nurses
Contrary to what is commonly believed, both in our systematic literature review and in 
our questionnaire study, the far majority of participating parents agree with screening for 
CAN in general and with the TTI specifically. Thus, although we do not know the opinion 
of nonparticipating parents, it seems that the opinion of parents should not form a barrier 
against implementing the TTI at the emergency department. Sharing the results of this 
study with ED personnel and policy makers could take away prejudices about perceived 
disagreement of parents, thereby improving implementation of and adherence to CAN 
screening. 
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Appendix 1. Details on search strategy, study selection, data collection, assessment and results 
of our systematic review on parents’ opinions of screening methods for child maltreatment.

Search strategy
We systematically searched the electronic databases of MEDLINE (1947 – December 2, 
2014), EMBASE (1980 – December 2, 2014), PsychINFO (1806 – December 2, 2014), and 
CINAHL (1982 – December 2, 2014). The main search strategy consisted of 4 components 
combined by ‘AND’: Child Abuse, Parents, Interview and Acceptability. Synonyms 
(including many different synonyms for Interview, such as Assessment) for these terms 
were combined to the corresponding component with ‘OR’. Furthermore, database 
specific MeSH and Thesaurus terms and text words were added.

The lists of cited and citing references of included articles and of articles that were 
considered for inclusion at an early stage were hand searched for additional relevant 
articles. We searched for both published and unpublished reports. There was no language 
or publication restriction.

full search strategy
MEDLINE
1 exp child abuse/ or child abuse.mp. 
2 ((abus* or maltreatment or shaken or neglect* or batter*) adj3 (child* or infan* or 
adolescen* or toddler* or neonat* or newborn* or baby or babies)).tw. 
3 domestic violence/ or munchhausen.ti,ab. or non-accidental.ti,ab. or vulnerable.mp. 
4 or/1-3 
5 exp Professional-Family Relations/ 
6 exp family/ or exp Parents/ or exp caregivers/ or (parent* or mother* or father* or 
caregiver* or family).tw. 
7 5 or 6 
8 ((checklist or inquir* or interview* or video* or audio* or question* or screening or 
assessment or examination or evaluation) adj8 (perception or comfort or feeling or 
acceptabil* or unacceptabil*)).ti,ab. 
9 ((being adj4 screened) or (research adj4 participation)).ti,ab. 
10 4 and 7 and (8 or 9)
11 (8 or 9) and (exp domestic violence/ or vulnerable population/ or vulnerable.tw.)
12 10 or 11

EMBASE
1 exp child abuse/ or child abuse.mp. 
2 ((abus* or maltreatment or shaken or neglect* or batter*) adj3 (child* or infan* or 
adolescen* or toddler* or neonat* or newborn* or baby or babies)).tw. 
3 domestic violence/ or munchhausen.ti,ab. or non-accidental.ti,ab. or vulnerable.mp. 
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4 or/1-3 
5 exp Professional-Family Relations/ 
6 exp family/ or exp Parents/ or exp caregivers/ or (parent* or mother* or father* or 
caregiver* or family).tw. 
7 5 or 6 
8 ((checklist or inquir* or interview* or video* or audio* or question* or screening or 
assessment or examination or evaluation) adj8 (perception or comfort or feeling or 
acceptabil* or unacceptabil*)).ti,ab. 
9 ((being adj4 screened) or (research adj4 participation)).ti,ab. 
10 4 and 7 and (8 or 9)
11 (8 or 9) and (exp domestic violence/  or vulnerable population/ or vulnerable.tw.)
12 10 or 11

CINAHL
1 (MH “Special Populations”) 
2 MH (MH “Special Populations”) AND TI vulnerable AND AB vulnerable 
3 MH (MH “Special Populations”) OR TI vulnerable OR AB vulnerable 
4 (MH “Special Populations”) OR TI vulnerable OR AB vulnerable 
5 (MH “Child Abuse+”) 
6 TX child W3 abuse 
7 TX child W3 maltreatment 
8 S5 or S6 or S7 
9 TX medical N5 assessment 
10 TX medical N5 examination 
11 TX medical N5 evaluation 
12 (MH “Physical Examination+”) 
13 TX physical N3 examination 
14 S9 or S10 or S11 or S12 or S13
15 S8 and S14 
16 TX (munchhausen or shaken or neglect* or batter* or non-accidental injur*) W3 (child*        
17 or infan* or adolescen* or toddler* or neonat* or newborn* or baby or babies) 
18 S8 or S16 
19 S14 and S17 
20 (abus* or maltreatment or shaken or neglect* or batter*) N3 (child* or infan* or
21 adolescen* or toddler* or neonat* or newborn* or baby or babies) 
22 S17 OR S19 
23 TX parent* or mother* or father* or caregiver* or family 
24 TI (checklist or inquir* or interview* or video* or audio* or question* or screening or 
25 assessment or examination or evaluation) N8 (perception or comfort or fieling or
26 acceptabil* or unacceptabil*) 
27 S20 AND S21 AND S22 
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28 TI (being N4 screened) or (research N4 participation)  
29 S20 AND S21 AND S24 
30 AB (abus* or maltreatment or shaken or neglect* or batter*) N3 (child* or infan* or
31 adolescen* or toddler* or neonat* or newborn* or baby or babies) 
32 AB (checklist or inquir* or interview* or video* or audio* or question* or screening or
33 assessment or examination or evaluation) N8 (perception or comfort or feeling or
34 acceptabil* or unacceptabil*) 
35 AB (being N4 screened) or (research N4 participation) 
36 S20 AND S21 AND S27 
37 S20 AND S21 AND S28 
38 (MH “Domestic Violence+”) 
39 S31 and (S27 or S22 or S24 or S28) 
40 S4 and (S27 or S22 or S24 or S28) 
41 S23 OR S25 OR S29 OR S30 OR S32 OR S33 

PsycINFO
1 exp child abuse/ or child abuse reporting/ or child neglect/ or munchhausen syndrome 
by proxy/ or pedophilia/ or exp sexual abuse/ or child abuse.id. or pedophilia.id. or child 
neglect.id.
2 ((abus* or maltreatment or shaken or neglect* or batter*) adj3 (child* or infan* or 
adolescen* or toddler* or neonat* or newborn* or baby or babies)).tw.
3 domestic violence/ or munchhausen.ti,ab. or non-accidental.ti,ab. or vulnerable.mp.
4 or/1-3
5 exp family/ or exp Parents/ or exp caregivers/ or (parent* or mother* or father* or 
caregiver* or family).tw.
6 ((checklist or inquir* or interview* or video* or audio* or question* or screening or 
assessment or examination or evaluation) adj8 (perception or comfort or feeling or 
acceptabil* or unacceptabil*)).ti,ab.
7 ((being adj4 screened) or (research adj4 participation)).ti,ab.
8 4 and 5 and (6 or 7)
9 (6 or 7) and (exp domestic violence/ or at risk populations/ or vulnerable.tw.)
10 8 or 9

Study selection
Studies presenting the opinion of parents about a screening method for CM in all 
children, irrespective of reason for health care consult, were included. As the aim of 
this study was to assess parents’ opinions on screening procedures for CM, we excluded 
studies in which parents and children were not aware of the screening (e.g. a past 
record check or checklist filled out by hospital staff). Studies about Intimate Partner 
Violence (IPV) screening were only selected if the screening included at least one 
question specifically aimed at the influence of the violence on children in the household. 
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Two reviewers (AHT and EMHvK) selected the studies independently, first based on 
titles, then on abstracts and keywords and finally on full texts. In case of disagreement 
consensus was reached by discussion.

Data collection and assessment
Appraisal of the methodological quality and data extraction were performed by both 
reviewers (AHT and EMHvK) independently. Data of included studies were extracted 
with a data-extraction form, and the methodological quality was assessed with the 
Newcastle-Ottawa Scale (NOS) for cohort studies. Disagreements were discussed until 
consensus was reached. Extracted data included: 1) characteristics of the study (design, 
year of publication, type of publication, country of study conduction, funding source); 2) 
characteristics of the study population (including age); 3) characteristics of the screening 
procedure (including setting); 4) characteristics of the survey to measure parents opinion; 
5) results of the outcome (parents’ opinion).

Results
The electronic database search provided 1088 studies, and 275 studies were added based 
on citation search, personal knowledge or communication with key authors. After the 
removal of duplicates, titles of 979 studies were read, of which 83 studies were selected 
based on title, and subsequently 30 studies based on abstract and keywords, of which full 
texts were read. Application of the in- and exclusion criteria led to inclusion of 7 studies. 
See the PRISMA flow diagram for the study selection process with reasons for exclusion.26

The characteristics of the included studies are presented in Table A. One study was a 
randomized controlled trial25, four were observational cross-sectional studies19-22 and two 
were qualitative cross-sectional studies.23,24 Three studies investigated mothers’ opinions 
on screening tools for IPV22-24, two studies investigated parents’ opinions on screening for 
various psychosocial problems19,25, one study investigated mothers’ opinion on a screening 
tool for adverse childhood experiences 21 and one study investigated parents’ opinion on 
a TTI.20

The quality of the seven included studies was assessed with the NOS; however, because 
the NOS is developed for cohort studies, several items were not applicable for the studies 
included in this review (see Table B). The quality of the included studies varied, for example, 
only three studies used a truly representative study population.19,22,25 In the included 
studies, the majority of parents had a positive opinion about screening, and found it 
acceptable (see Table C). In the only study about parents’ perception of children’s reaction 
to a complete TTI, including an anogenital examination, only 2.6% of parents reported 
‘some’ and only 0.7% of parents ‘a lot of’ anxiety/distress in their child. The majority of 
parents (96.7%) reported ‘no’ or ‘a little anxiety/distress’ in their child.20
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Figure 1. PRISMA flow diagram
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Table A. Characteristics of studies included in this review (n = 7)

First author, 
country 
& year of 
publication

type of 
study

Setting & sample size (no of 
parents/ eligible parents)

Sex distribution 
(% male/female) 
& age (years) of 
parents

Characteristics 
of children

Study aim

Bateman24

2004
UK

Qualitative 
study, 
cross-
sectional

Health visitors questioned 
women (some of which 
have children)
56/56 (no refusals)

0/100
21-35

51 children (4 
weeks-16 years) 
were exposed to 
abuse/violence 
within the 
home (no other 
information 
given)

To explore 
experiences of 
domestic violence 
and acceptability of a 
questioning tool

Feigelman24

2011
USA

Randomized 
controlled 
trial

Families coming to an 
inner-city clinic for a child 
health supervision visit, 
visiting a resident who 
is either randomized to 
having received training 
and use a screening tool on 
addressing psychosocial risk 
factors (intervention group), 
or not (control group)
121/250 in intervention 
group
208/308 in control group

7/93 in whole 
sample (not 
reported for 
intervention 
group only)
Mean age 25 
years (for whole 
sample)

558 children 
(whole sample) 
0-5 years; 
median age 
intervention 
group: 6 
months; control 
group: 8 months

To evaluate effect of 
intervention on: 1) 
residents, 2) likeliness 
to be screened, 3) 
parents’ satisfaction 
with child’s doctor

Fleegler19

2006
USA

Cross-
sectional 
survey

Families visiting 2 
outpatients clinics for a 
well-child visit 198/260 (55 
refused, 7 did not complete 
the relevant items of the 
questionnaire)

10/90
Mean age 29.3

193 children 0-6 
years, mean age 
2.1 yearsvv

To evaluate 
families 1) burden 
of health-related 
social problems, 2) 
experiences regarding 
screening and referral 
for social problems, 3) 
parental acceptability 
of screening and 
referral

Gulla20

2007
Norway

Cross-
sectional 
survey

As part of a larger study, 
children aged 5-6 years old 
were physically examined, 
including an anogenital 
examination at a pediatric 
outpatient department
158 (recruited by self-
selection)

Not reported 158 children 
(119 girls), mean 
age 5.8 years

To explore how non-
abused children and 
their parents perceive 
the anogenital 
examination

Øverlien21

2013
Norway

Cross-
sectional 
survey

Online questionnaire, 
mothers were recruited at 
schools of their children)
628 (refusals not reported)

0/100
Mean age 34

6-8 years To assess acceptability 
of mothers to answer 
questions regarding 
adverse childhood 
experiences of their 
children

Richardson21 

2002
UK

Cross-
sectional 
survey

Self-administered 
questionnaire in women 
visiting primary care 
practices 
1411 (of which 730 with 
children)/2192
(204 of 1411 with 
incomplete questionnaire)

0/100
16 years and 
older

1198 To evaluate 1) 
presence of 
domestic violence, 
2) demographic 
risk factors, 3) 
recording of domestic 
violence, 4) women’s 
acceptability of 
screening

Zink23

2003
USA

Qualitative 
study, 
cross-
sectional

Interviews with mothers 
staying in battered women’s 
shelters or participating 
in community Intimate 
Partner Violence support 
groups
32 volunteers

0/100
Mean age 32

Not reported Evaluating mothers’/
survivors’ of Intimate 
Partner Violence 
wishes about 
screening
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Table B. Quality assessment of included studies with Newcastle-Ottowa Quality Assessment Scale for cohort studies

Study Selection comparability outcome

1) Representativeness 
of exposed cohort

2) Selection of non/
exposed cohort

3) a
scertainm

ent of 
exposure

4) o
utcom

e not present 
at start

1) com
parability of 

cohorts

1) a
ssessm

ent of 
outcom

e

2) Follow
-up long 

enough

3) Adequacy of follow
-

up

Bateman24

2004
UK

*b, somewhat 
representative

Not 
applicable

*b, 
structured 
interview

Not 
applicable

Not applicable c, self-
report

Not 
applicable

Not 
applicable

Feigelman24

2011
USA

*a, truly 
representative

*a, same 
community

*a, secure 
record

Not 
applicable

No, not on 
PDIS scale 
results

c, self-
report

Not 
applicable

Not 
applicable

Fleegler19

2006
USA

*b, somewhat 
representative

Not 
applicable

c, written 
self-report

Not 
applicable

Not applicable c, self-
report

Not 
applicable

Not 
applicable

Gulla20

2007
Norway

*b, somewhat 
representative

Not 
applicable

*a, secure 
record

Not 
applicable

Not applicable c, self-
report

Not 
applicable

Not 
applicable

Øverlien21

2013
Norway

c, selected 
group

Not 
applicable

c, written 
self-report

Not 
applicable

Not applicable c, self-
report

Not 
applicable

Not 
applicable

Richardson21 

2002
UK

*b, somewhat 
representative

Not 
applicable

c, written 
self-report

Not 
applicable

Not applicable c, self-
report

Not 
applicable

Not 
applicable

Zink23

2003
USA

c, selected 
group

Not 
applicable

*b, 
structured 
interview

Not 
applicable

Not applicable c, self-
report

Not 
applicable

Not 
applicable
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Table C. Summary of results on parents’ opinion of screening for CM of studies included in this review (n = 7)

Study instrument used to measure opinion or acceptability of 
parentsScreening instrument for child 

maltreatment
Screening instrument for 
child maltreatment

Bateman24

2004
UK

Semi-structured interview 
including including a domestic 
violence routine questioning 
tool (including negeative 
effects of domestic violence 
on children)

Semi-structured interview Women felt comfortable 
with routine questions about 
interpersonal violence/abuse

Feigelman24

2011
USA

Child health supervision 
visit with a resident who has 
received specific training; and 
Parent Screeing Questionnaire 
(PSQ), a 20-items yes/no 
screen for 6 psychosocial risk 
factors including Intimate 
Partner Violence and corporal 
punishment

Modified Patient-Doctor 
Interaction Scale (PDIS), a 
19-item yes/no response 
set with scores ranging 
from 0-18, higher 
scores indicate greater 
satisfaction

Parents in intervention group 
reported a patient-doctor 
interaction of 17.4 (= significantly 
higher than in control group); all 
parents were mostly satisfied 
with patient-doctor interaction

Fleegler19

2006
USA

Self-adminstered computer-
based questionnaire on 5 
domains of health related 
social problems, including 
Intimate Partner Violence, 
housing and food insecurity

A question at end of survey 
asking for parents’ opinion 
on the� screening and on 
any subsequent referrals 
to local agencies for each 
domain and in general , 
with 4 answer options

92% of parents would ‘welcome’ 
or ‘not mind at all’ a screening for 
health-related social problems at 
the pediatrician’s office during a 
well-child visit

Gulla20

2007
Norway

Complete head to toe 
examnination including 
anogenital examination

Questionnaire on anxiety/
restlessness of child with 
5-point Likert-scale

66.4% of parents reported ‘no 
anxiety/distress of children’, 
30.3% reported ‘a little’; 2.6% 
reported ‘some’, 0.7% reported ‘a 
lot’ and none reported ‘a whole 
lot’

Øverlien21

2013
Norway

13-item online screening 
questionnaire, including: 
harsh punishment, physical 
violence, psychological 
violence, witnessing domestic 
violence, sexual abuse

6 questions regarding 
mothers’reactions to the 
questions, rated on a 
5-point Likert-scale

97% of mothers would react 
positive toward being asked such 
screening questions (regardless 
of their answers to the screening 
questions)

Richardson21 

2002
UK

Self-administered 
questionnaire on domestic 
violence including questions 
on partner theratening and 
hitting/hurting children

Items in the questionnaire 
asking the woman’s 
attitude to being 
questioned by her general 
practitioner or practice 
nurse on domestic violence

80% of women would not mind 
being screened by their general 
practitioner about domestic 
violence and 77% would not mind 
being screened by the practice 
nurse (regardless of women’s 
answers to screening questions)

Zink23

2003
USA

Physicians’ screening 
questions on Intimate Partner 
Violence

Interview including open-
ended en close-ende 
questions

Most mothers were comfortable 
with physicians using general 
questions to screen for Intimate 
Partner Violence in front of 
children, but preferred in-depth 
discussions in private
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