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In this issue of Pediatrics, Rebbe et al1
used a population-based linked
administrative data set to analyze data
on nearly 4000 children <3 years of
age who were hospitalized for child
maltreatment. The study used
diagnostic codes that were specific for,
or suggestive of, maltreatment. The
main findings identified that a
disproportionate number of children
with public health insurance (used as
a proxy for poverty) were reported to
Child Protective Services (CPS) as
compared to children with private
insurance, and this was true within
each maternal race and ethnicity
category. Findings regarding race and
ethnicity showed that fewer children
of Asian or Pacific islander mothers
were reported to CPS as compared to
White mothers, and children with
American Indian mothers were more
likely to have a diagnostic code
specific (rather than suggestive) for
maltreatment as comparted to all
other groups. The authors interpreted
these findings of disproportionality to
indicate that children and families of
lower socioeconomic status (SES) may
be more closely scrutinized for
maltreatment than those of higher
SES, and that race and ethnicity is also
a likely factor in CPS reporting and
diagnosing abuse. The authors
speculate that clinician implicit bias
was a key driver behind the
disproportionalities. They conclude
that programs and policies are needed
to prevent the inequitable way
children receive protective
interventions so that race and poverty
“do not impact these crucial decision

points regarding the intervention of
child maltreatment.”
Whether race and ethnicity or SES
biases (implicit or otherwise) were
the drivers behind the
disproportionality cannot be
ascertained directly from this data
set because of key limitations. As
stated by the authors, “it is difficult
to ascertain from the available data
whether the decision to assign a
specific maltreatment code had more
to do with the characteristics of the
presenting medical problem or with
racial bias.” It is highly likely,
however, that biases are at play on
many levels. Other studies support
that underresourced families are
disproportionality evaluated for
maltreatment and that biased
decision-making results in
overinvestigations and reporting of
abuse in children from Black,
Hispanic, and American Indian
families.2–7 Thus, efforts to tackle the
impact of implicit and explicit biases
on diagnosis and reporting of
maltreatment are critical to decrease
disparities that are adding to these
disproportionalities.
However, the impact of social factors
on outcomes is not limited to bias at
the time of diagnosis or decisionmaking to refer to CPS. Interacting
social determinants of health such as
racism, poverty, and classism, may
cause some groups to be more
structurally vulnerable to adverse
health outcomes, including child
maltreatment.8,9 Evidence indicates
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that the higher rates of identified
and reported maltreatment among
impoverished children in this study
are likely influenced by real
differences in rates of
occurrence.3,10–15 Poverty is a
known risk factor for child
maltreatment,10–15 particularly in
combination with other risk factors
such as parental depression,
substance use, and social isolation
that are known to cotravel with
poverty.13,16 Other low-resource
factors also place children at
increased risk. For example, for
lower-income single parents to
work, the parent may sometimes be
forced to resort to less-than-optimal
child care, which increases their
children’s risk for
maltreatment.11,13,17–19 Evidence
shows that financial and social
supports mitigate the increased
risks of maltreatment for children in
poverty.19–23 Conversely, decreased
supports (ie, welfare benefits) are
associated with increased rates of
foster care placement (a proxy for
maltreatment).24 This highlights
why solutions to address
maltreatment must also target
economic inequities that deepen the
problem.
The disproportionalities of
maltreatment diagnoses and
reporting to CPS found in this study
serve as a sentinel and likely reflect
a combination of biases and true
increased risk of maltreatment
associated with poverty. It is critical
that medical decision-makers do not
conflate lower SES status or race
and ethnicity with assumptions of
maltreatment, because this implicit
conflation is causing direct harm
and further deepening existing
disproportionalities as well as
disparities. We must also recognize
that underresourced and distressed
families may have needs and
stressors that contribute to a child’s
increased risk of negative outcomes,
including maltreatment. The effects

of compounded bias, oppression,
injustice, and resource scarcity for
certain communities are,
unfortunately, enduring problems. A
public health approach is required
to address these injustices at the
community-level, along with
simultaneous work toward behavior
change at the individual level to
mitigate impacts of bias, and policy
change at the institutional level to
reduce the harms of unjust systems.
Strategies for opening our eyes to
our own biases, while not turning a
blind eye to the risk to children that
poverty brings, are critical to
achieve equitable care for all.9,25

ABBREVIATIONS
SES: socioeconomic status
CPS: child protective services

REFERENCES
1. Rebbe R, Sattler KMP, Mienko JA. The
association of race, ethnicity, and poverty
with child maltreatment reporting.
Pediatrics. 2022;150(2):e2021053346
2. Wood JN, Hall M, Schilling S, Keren R,
Mitra N, Rubin DM. Disparities in the
evaluation and diagnosis of abuse among
infants with traumatic brain injury.
Pediatrics. 2010;126(3):408–414
3. Joe A, McElwain C, Woodard K, Bell S. A
call for culturally-relevant interventions
to address child abuse and neglect in
American Indian communities. J Racial
Ethn Health Disparities. 2019;6(3):447–456
4. Hymel KP, Laskey AL, Crowell KR, et al;
Pediatric Brain Injury Research Network
(PediBIRN) Investigators. Racial and ethnic disparities and bias in the evaluation
and reporting of abusive head trauma.
J Pediatr. 2018;198:137–143.e1
5. Palusci VJ, Botash AS. Race and bias in
child maltreatment diagnosis and reporting. Pediatrics. 2021;148(1):e2020049625
6. Laskey AL, Stump TE, Perkins SM, Zimet
GD, Sherman SJ, Downs SM. Influence of
race and socioeconomic status on the
diagnosis of child abuse: a randomized
study. J Pediatr. 2012;160(6):1003–1008.e1

2
Downloaded from http://publications.aap.org/pediatrics/article-pdf/150/2/e2022056501/1344099/peds_2022056501.pdf
by guest

7. Rangel EL, Cook BS, Bennett BL, Shebesta K,
Ying J, Falcone RA. Eliminating disparity in
evaluation for abuse in infants with head
injury: use of a screening guideline.
J Pediatr Surg. 2009;44(6):1229–1234
8. Trent M, Dooley DG, Douge J; Section on
Adolescent Health; Council on Community
Pediatrics; Committee on Adolescence.
The Impact of racism on child and
adolescent health. Pediatrics.
2019;144(2):e20191765
9. Bourgois P, Holmes SM, Sue K, Quesada
J. Structural vulnerability: operationalizing the concept to address health disparities in clinical care. Acad Med.
2017;92(3):299–307
10. Farrell CA, Fleegler EW, Monuteaux MC,
Wilson CR, Christian CW, Lee LK. Community poverty and child abuse fatalities in
the United States. Pediatrics.
2017;139(5):e20161616
11. Eckenrode J, Smith EG, McCarthy ME,
Dineen M. Income inequality and
child maltreatment in the United
States. Pediatrics. 2014;133(3):
454–461
12. Wood JN, Medina SP, Feudtner C, et al.
Local macroeconomic trends and
hospital admissions for child abuse,
2000-2009. Pediatrics. 2012;130(2):
e358–e364
13. Child Welfare Information Gateway. About
us. Available at: https://www.childwelfare.
gov/aboutus/. Accessed April 22, 2022
14. Maguire-Jack K, Yoon S, Chang Y, Hong S.
The Relative Influence of Family and
Neighborhood Factors on Child Maltreatment at Critical Stages of Child Development. Children. 2022;9(2):163
15. Imran S, Cross C, Das SU. Association
between socioeconomic status and risk
of hospitalization due to child maltreatment in the USA. J Investig Med.
2019;67(2):346–349
16. Stith SM, Liu T, Davies LC, et al. Risk
factors in child maltreatment: A metaanalytic review of the literature. Aggress
Violent Behav. 2009;14:13–29
17. Radhakrishna A, Bou-Saada IE, Hunter
WM, Catellier DJ, Kotch JB. Are father
surrogates a risk factor for child
maltreatment? Child Maltreat. 2001;6(4):
281–289
18. Fingarson AK, Pierce MC, Lorenz DJ, et al.
Who’s watching the children? Caregiver

PIERCE et al

features associated with physical child
abuse versus accidental injury. J Pediatr.
2019;212:180–187.e1
19. Fortson BL, Klevens J, Merrick MT, Gilbert
LK, Alexander SP. Preventing child abuse
and neglect: A technical package for policy, norm, and programmatic activities.
Available at: https://www.cdc.gov/
violenceprevention/pdf/CAN-PreventionTechnical-Package.pdf. Published 2016.
Accessed April 22, 2022.
20. Ridings LE, Beasley LO, Silovsky JF. Consideration of risk and protective factors

for families at risk for child maltreatment: an intervention approach. J Fam
Viol. 2017;32:179–188
21. Chaffin M, Bonner BL, Hill RF. Family
preservation and family support programs: child maltreatment outcomes
across client risk levels and program
types. Child Abuse Negl. 2001;25(10):
1269–1289
22. Cancian M, Yang M, Slack KS. The effect
of additional child support income on
the risk of child maltreatment. Soc Serv
Rev. 2013;87(3):417–437

PEDIATRICS Volume 150, number 2, August 2022
Downloaded from http://publications.aap.org/pediatrics/article-pdf/150/2/e2022056501/1344099/peds_2022056501.pdf
by guest

23. Klevens J, Barnett SB, Florence C,
Moore D. Exploring policies for the reduction of child physical abuse and neglect. Child Abuse Negl. 2015;40:
1–11
24. Paxson C, Waldfogel J. Work, welfare, and
child maltreatment. J Labor Econ.
2002;20(3):435–474
25. Council on Community Pediatrics.
Poverty and child health in the
United States. Pediatrics. 2016;137(4):
e20160339

3

