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Learning objectives

 The epidemiology of abusive head trauma
 Shaken baby prevention programmes

e Perinatal risk assessment for abusive head trauma
« Home visiting and head injury prevention

e Where to from here
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Presenter
Presentation Notes
I have set 4 learning objectives for this morning’s session

Firstly, to describe the prevalence, incidence and costs of AHT

Secondly, briefly to summarize current knowledge about “shaken baby prevention”

Thirdly, to touch consider the potential of home visiting as a child abuse prevention strategy, with particular relevance to AHT

Fourthly, to consider the issue of risk assessment and AHT 

Lastly, to consider the issue of where we go from here


Epidemiology
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Definition

“Pediatric abusive head trauma is defined as an
inflicted Injury to the skull or intracranial contents
of an Iinfant or young child (< 5 years of age)”

Parks SE, Annest JL, Hill HA, Karch DL. Pediatric Abusive Head Trauma:
Recommended Definitions for Public Health Surveillance and Research.
Atlanta (GA): Centers for Disease Control and Prevention; 2012
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Presentation Notes
Comment on the forensic difficulties of the CDC definition

But the purpose of this presentation is not a forensic one. I would like to address the question not of “what exactly happened”, but “could we have prevented this?” and if so, “How?”


Population incidence (per 100,000)

Alaska 55.9 34.4 Parrish 2013
Canadal 14.1 5 (median) Bennett 2011
Canada 15.5 Fujiwara 2012
Estonia 28.7 3.9 (mean) 1 Talvik 2006
New Zealand 22-31 7.8 (median) 14.7-19.6  Kelly 2008
North Carolina 29.7 4 (median) 17 Keenan 2003
North Carolina 36.0 Zolotor 2015
Pennsylvania 2 26 4.1 (median) 14.7 Kesler 2008
Pennsylvania 45.2 26.6 Dias 2017
Queensland 12.4 6.7 Kaltner 2013
Scotland 24.6 2.2 (median) 1 Barlow 2000
Switzerland 3 147 4 (median) Fanconi 2010
United Kingdom 188 3 (median) 10.18 Jayawant 1998
United Kingdom 12.1-17.8 6.4-9.3 Hobbs 2005
USA (non-fatal) 4 32.3 Peak hospitalisation 2 months 18.7 Parks 2012
USA (KID data)  39.8 Niederkrotenthaler 2013
USA (military) 34-39.21 Gumbs 2013

1Age < 15 yr 2Age < 3 yr 3Age < 6 yr “Age <5 yr Tdenominator is per 100,000 live births 0
§82% of the figure for total SDH * The rate for 1-2 year olds varies from 2.8-12 (Bennett, Te Puaruruhau “Sheltering the bud” Q o
Sta rSh I Kesler, Parks cite rates for older children) "No cases over 12 months old Puawaitahi “Blossoming in unity” e 3
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But to begin with my first learning objective . This slide summarizes a number of population studies from around the world on the prevalence and incidence of AHT.
The first thing to note is that many of these studies do not use the CDC definition that I have just shown you. In particular, many of them include only infants with subdural hemorrhage, and many of them include only infants under the age of 1 or 2 years.
For sake of clarity, I have not included the Confidence Intervals in this table.
If I had done so, despite the differences in definition, the second thing to note would be that in many cases, the CI overlap. Many of these figures are strikingly similar.
I think it is fair to conclude two things:
AHT is likely to be a universal problem. No study has yet described a society free of AHT
AHT is, overwhelmingly, a condition in which the highest prevalence and incidence is in the first year of life.  Most studies give a median age of 3 to 5 months.



Notes on Incidence

1. The community incidence of potentially injurious practices
— 26/1000 parents in the Carolinas shook a child <2 years old*®
— 5.6% of Dutch parents smothered, slapped, or shook a baby <6/12 old?°
— 1-4% of mothers in Hawaii Healthy Start assaulted a child < 3 years old?!

2. “Lesser degrees” of head injury
§l « Bruising to the head is common in abuse?2-2

| « Serious rotational injury can occur from force

applied to the ear 27 [ = , = ,
JEEL

3. Missed cases of head injury 2833

The probability of recognising AHT in an infant with no bruises, no seizures,
normal breathing and an intact family, may be aslowas 1in 5 28
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The third thing to note, is the these figures almost certainly under-represent the extent of the problem. Arguably, they grossly underestimate its extent.
There is evidence from community surveys that many more infants are subjected to possibly injurious practices, than are ever diagnosed in paediatric hospitals. To take just one example, the study by Theodore et al cited here from the Carolinas, was conducted in the same community  where Heather Keenan produced her population study on AHT, cited on the previous page. Comparing the two figures, the authors reasonably suggested, that 150 infants were shaken in North Carolina, for every infant  actually diagnosed with AHT.
While it might be comforting to assume that the other 149 came to no harm, that would be an extremely optimistic assumption, given the other data I will present in this talk.
Lesser degrees of head injury are common. As you saw in Monday’s sessions on non accidental bruising, the head is a common target. It is from the head that crying, and any other behaviour that annoys an adult, comes.
The pictures shown here are just two of many I could show you from our own practice, and the implications of a blow to the ear  cannot be over –emphasized. Almost 30 years ago, Hanigan et al described 3 infants killled by a blow to the head resulting in rotational injury with SDH, and the pictures he drew of their ear bruising are almost identical to these
3. It is abundantly clear that in young children the symptoms of AHT can be non-specific and easily missed. Carole Jenny’s landmark paper first drew attention to this issue (recently replicated in a multi-centre study with very similar results), but anyone who works in this area will have encountered such cases 
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Presentation Notes
I came back from overseas in 1995. I do not recall ever encountering a case of AHT in my paediatric training in Auckland. 

This child was my first, and I will return to her later in this presentation, but she was not the only case that year – in fact, she was one of 10


THE NEW ZEALAND
MEDICAL JOURNAL

Vol 117 No 1201 ISSN 1175 8716

Infantile subdural haematoma in Auckland, New Zealand:

1988-1998
Patrick Kelly, Ian Hayes

Abstract

Aim To review the Auckland experience of traumatic subdural haematoma (SDH) in
infants under 2 years of age. with particular regard to features which might help to
differentiate accidental from non-accidental injury (NAT).

Methods Retrospective review of the medical records of children under 2 years of
age, coded for subdural haematoma (SDH) and retinal haemorrhage (RH) over a 10-
year period.

Results Sixty-four cases of SDH were identified. Forty-one of these were due to non-
accidental trauma, and 23 cases were accidental. Differences between these two
groups related to the age of presentation. ethnicity, the type of explanation for the
injury. and differences in aspects of the clinical presentation (apnoea. seizures,
fractures, retinal haemorrhage). Mortality in the non-accidental group was far higher.
Conclusions Subdural haemorrhage is a significant cause of death and disability in
infants presenting to hospital in Auckland. In the majority of cases. it is caused by
child abuse, and there are certain features that are helpful in establishing this
diagnosis. The long-term outcome in this group is unknown. but there is reason to
believe that, in many cases, it is poor. There is considerable scope for further research.

ORIGINAL ARTICLE

doiz10.1111/.1440-1754.2007 01234 x

Shaken baby syndrome in New Zealand, 2000-2002

Patrick Kelly' and Bridget Farrant®

"Te Puaruruhau (Child Abuse Assessment Unit), Starship Children's Hospital, and *Department of Paediatrics, University of Auckland, Auckiand, New Zealand

Aim:  To describe the epidemiology of subdural hzemorrhage (SDH) in New Zealand infants.
Methods: Prospective enrolment of all cases of infantile SOH from 2000 to 2002. Retrospective analysis of national discharge and death data

for the same period.

Results: Seventy-seven cases of infantile SDH were identified prospectively, and a further 49 cases retrospectively. Of these 126 cases, 92
resulted from non-birth-relsted trauma. Forty-eight of these were attributed to sbuse and 28 to accidental injury. Sixteen cases were undeter-
mined. The *minimum’ annual incidence of inflicted infantile SOH in New Zealand is 14.7 per 100 000 (95% confidence interval(Cl) 10.8-19.4), and
the ‘maximum’ 19.6 per 100 000 (#5% C1 15.1-25.0). Among Maari, the ‘minimum’ is 32.5 per 100 000 {95% CI 21.4-47_3), and the ‘maximum’ 38.5

per 100 000 (95X CI 26.3-54.4).

Conclusions: The epidemiology of infantile subdural haemarrhage in New Zealand is similar to that described elsewhere. Non-accidental head
injury s a significant child health issue in New Zealand, and the incidence is particularly high among Maori.

Key words: child abuse; shaken baby syndrome; subdural hematoma; traumatic brain injury.

In the 40 years since Henry Kempe® first reminded the medical community of the fact
of child abuse, subdural haematoma (SDH) in young infants has become increasingly
recognised as a warning sign. There is now an extensive literature on the clinical
presentation (often known as ‘shaken baby syndrome™), although debate continues as
to the exact mechanisms of injury required.*~

Auckland and Starship Children’s Hospitals provide general medical and surgical
services to central Auckland. They also provide neurosurgery and intensive care for
children from metropolitan Auckland (1996 population: 1.081.776) and elsewhere in
New Zealand (1996 population: 3.618.300). This study was undertaken to characterise
the infants we were seeing with SDH, and to identifiy features that might be helpful in
diagnosis and management.

Methods

A retrospective study of those children under 2 years of age admitted to Auckland or Starship hospitals
with subdural or retinal haemorrthage, from 1 January 1988 to 31 December 1998. We did not include
infants that may have presented to Mational Women's Hospital—the principal tertiary neonatal facility
for metropolitan Auckland dunng that peried. Nor did we include infants who may have presented in
South Auckland, but were not transferred to Starship Children’s Hospital.

Cases were identified by ICD9 codes for SDH (8523, 8522, 8007, 8002, 8012, 8017) and retinal
haemorthage (RH) (3628.1). All six coding fields were included, so codes for chuld abuse were
identified. However, these codes were not our primary search strategy. A trial run demonstrated clearly
that the broader strategy identified more infants with SDH.

NEMT 10 Septamber 2004, Vel 117 Mo 1201 Page 1 of 0
URL: htp.//www nzma org nzjournal'117-120171047/ ENZIMA

While subdural haemorrhage (SDH) can result from non-
traumatic or acddental @uses, many cases result from abuse.'™
The term ‘shaken baby syndrome” (SBS) is often applied to such
cases, although controversial, because it implies one particular
mechanism of injury.*® Many infants show signs of impact to
the head, and for these shaken impact syndrome may be a better
term.™'"" Other terms such as non-acddental head injury (NAHI)
or inflided traumatic brain injury do not imply any spedfic
mechanism. However, the older term remains widely known,
and there is good evidence that violent shaking (with or without
impact) is often involved."'™* We use the term SBS because it is
widely recognised, not because we regard it as a precise descrip-
tion of the mechanisms of NAHL

There is population-based data on the inddence of NAHI
in the UK***, North Carolina'® and Canada,® but none from
New Zealand (2001 population 3 820 749) (http/fwww.stats.
govi.nz/census/ 2001 -census-statistics/ 2001 -national-summary/
default.htm. Accessed 18 June 2006).

Key Points
1 In New Zealand, there is a high rate of non-accidental head
injury among Maori infants.
2 In most cases of both abusive and accidental infantile head
trauma, the injuries are restricted to the head alone.
3 Asignificant number of cases of serious head trauma in infancy
may not receive an adequate assessment for child abuse.

Correspondence: Dr Patrick Kelly, Starship Children's Hospital, Park Road,
Private Bag 92024, Auckand 1, New Zealand. Fax: 64 @ 307 4930; email:
patrickke#adhb.govt.nz

Accepted for publication 14 July 2007.

Joumal of Paediatrics and Child Hasith 44 (2008 39-107
& 2007 The Authors

We aimed to describe the New Zealand inddence of infantile
SDH, medical i igations, di short-term n logical
outcome and demographic characteristics, in order to guide

further lecal research in prevention, diagnosis and treatment.

Materials and Methods

The New Zealand Faediatric Surveillance Unit (NZPSU) was
established in 1997 ‘to operate a system for monitoring acute
flaccid paralysis, as part of the global certification of eradication
of poliomyelitis, required by the World Health Organisation”
(WHO)  (http://www.inopsucom/index. html.  Accessed 18
June 2006). Other conditions can be placed under surveil-
lance for a specified period at the request of researchers
{http:/ fwww.paediatrics.org.nz/PSNZold/nzpsu/nzpsu L html# 1.
Accessed 18 June 2006).

Every New Zealand paediatrician receives a monthly card or
email asking them to tick a box if they have seen any of the
conditions under surveillance. Replies go to the NZPSU, which
notifies the relevant investigator. The investigator then sends a
questionnaire to the notifier.

Our study was approved by the Northern Regional Ethics
Committee and the NZPSU Sdentific Review Panel. From 1
January 2000 to 31 December 2002, SDH in infants under
2 years was on the list of conditions under surveillance. We
induded all neurosurgeons in 2002, The study protocol was
dlear that we wished to be informed of all cases of infantile SDH,
regardless of cause.

The two-page questionnaire details definitions used and data
requested (Fig. 1). At the time, there was little information on
risk factors particular to NAHL so we sought information iden-
tified as relevant for infant homidde *Each infant was identi-
fied by a code entered by the notifier, and date of birnth. Age at
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As a direct result of our 1995 experience, we looked first at our experience in Auckland, and then (through the NZPSU) at the incidence in NZ. 

Using adjusted numbers from the NZPSU study, the minimum NZ incidence is approximately 34 per 100,000 births. 

Using this incidence, a reasonable estimate for NZ would be that we get around 20 new cases every year – and if the North Carolina ratio holds true, another 3000 who are (at the very least) exposed to risk of serious harm
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Presentation Notes
The case I showed you was in 1995. This graph depicts our experience in Starship over the 20 years from 1990 to 2010 – despite the cluster effects you might expect with a rare condition, there seems to be a genuine upward trend that exceeds the rate of population growth 
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Research article

Extended follow-up of neurological, cognitive, behavioral and @mmﬂ
academic outcomes after severe abusive head trauma
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Received 29 April 2015
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Accepted 3 August 2015

Available online 20 August 2015

Keywords:

Abusive head trauma
Shaken baby syndrome
Long-term outcome
Cognitive impairment
Behavior

Schaol

Studies about long-term outcome following abusive head trauma (AHT) are scarce. The aims
of this study were to report long-term neurological, cognitive, behavioral and academic
outcomes, ongoing treatments and/or rehabilitation, several years after AHT diagnosis, and
factors associated with outcome. In this retrospective study, all patients admitted to a sin-
gle rehabilitation unit following AHT between 1996 and 2005, with subsequent follow-up
exceeding 3 years, were included. Medical files were reviewed and a medical interview was
performed with parents on the phone when possible. The primary outcome measure was
the Glasgow Outcome Scale (GOS). Forty-seven children (out of 66) met the inclusion crite-
ria (mean age at injury 5.7 months; SD =3 2). After a median length of follow-up of 8 years
(range 3.7-12), only seven children (15%) had “good outcome” (normal life - GOS1) and 19
children (40%) presented with severe neurological impairment (GOS Il and IV). Children
sustained epilepsy (38%), motor deficits (45%), visual deficit (45%), sleep disorders (17%),
language abnormalities (49%), attention deficits (79%) and behavioral disorders (53%). Most
children (83%) had ongoing rehabilitation. Only 30% followed a normal curriculum, whereas
30% required special education services. Children with better overall outcome (GOS [ and II)
had significantly higher educated mothers than those with worse outcomes (GOS Illand IV):
graduation from high school 59% and 21% respectively (p=0.006). This study highlights the
high rate of severe sequelae and health care needs several years post-AHT, and emphasizes
the need for extended follow-up of medical, cognitive and academic outcomes.

© 2015 Elsevier Ltd. All rights reserved.

Introduction

Abusive head trauma (AHT), also labeled various ways in the literature, such as shaken baby syndrome, shaken impact
syndrome, whiplash-shaking injury, inflicted head trauma, non-accidental head injury, is an inflicted brain injury defined by an
acute brain injury (often associated with subdural or subarachnoid hemorrhage) where no history or no compatible history

* Corresponding auther,

http://dx.doi.org/10.1016/j.chiabu.2015.08.001

0145-2134/© 2015 Elsevier Ltd. All rights reserved.
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Presentation Notes
To create an evidence base for funding prevention, we took a cohort of 52 of these children from 2004 to 2008 and performed a comprehensive cost audit and cost-utility analysis. The totals were mainly driven by the lifetime cost for the 17/52 who were moderately or severely disabled: in 2010 estimated at $2million per child. 
However, soon after, ACC changed their cost accounting, to accumulate sufficient assets to cover all future liabilities , effectively discarding the principle of discounting future costs.
By 2014, another 5 of the 52 children had been recognised as moderately or severely disabled, meaning that 22/44 survivors (50%) were moderately or severely disabled
By current ACC accounting, the average cost for a moderately or severely disabled survivor is far higher: 26.7 million dollars each.  Incorporating that figure, the average lifetime cost per child diagnosed with AHT (all ranges of outcome from full recovery to death) would be approximately 11.7 million dollars per child. 
Taking an incidence of 20 per annum, this means that every year NZ acquires another 234 million dollars of lifetime liability for the consequences of AHT. Or if you want a really big number, 20 years of cases from 1990 to 2010 (180 in Starship under 2 years, estimated 40% of all cases = 450 cases over 20 years) will have accumulated an estimated cumulative lifetime cost of 5.4 billion dollars
But it is also worth noting the evolution of disability over time. 17/44 survivors in 2010 were moderately or severely disabled. 22/44 survivors in 2014. How many now? We intend to find out.
But we have a fair idea. In this recent study from France, after a median length of follow-up of 8 years, using the Glasgow Outcome Scale, only 15% of children had a normal life.
In my view, all children with AHT should have mandatory universal follow-up until graduation
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and non-accidental head injury ®SAGE
in early childhood

Julie Wharewera-Mika', Erana Cooper!,

Bridget Kool?, Susana Pereira® and Patrick Kelly34

The Flying Doctors - Nga Manu Arahi, Auckland, New Zealand

Saction of Epidemiclogy and Biostatistics. School of Population Health, The University of Auckland, New Zealand
Te Puaruruhau (Child Protection Team), Starship Children’s Hospital, New Zealand

“Dapartment of Paediatrics, Faculty of Medical and Health Sciences, The University of Auckland, New Zealand

Abstract

Head injury is a leading cause of mortality and acquired neurological impairment in children. Head-
injured children may have neurobehavioural deficits that persist for years following injury. Head
injury can result in significant and persistent caregiver burden, including mental health issues,
family stress and disorganisation, and unmet social and healthcare service needs. Few studies
have examined the healthcare and social service needs of children and their families following
head injury sustained at an early age. This qualitative study aims to describe the experiences
of caregivers of children who sustained a serious head injury (particularly non-accidental head
injury) before the age of 2 years. Caregivers were interviewed up to |5 years following the
initial injury. Semi-structured interviews with 2| caregivers of |5 children (aged 315 years at
the time of interview) were completed. Thematic analysis of interview data generated three
key themes: impact, support and information. The study's findings reveal the broad impact
of serious childhood head injury on caregivers, specifically the significant distress and burden
brought about through lack of information, challenges in accessing support and inconsistent
care. Recommendations for developing a quality ‘model of care’ and improving ease of access to
supports for caregivers are provided.

Keywords

Caregivers, children, head injury, non-accidental head injury, thematic analysis, whanau/families

Corresponding author:

Bridget Kool, Section of Epidemiology and Biostatistics, School of Population Health, The University of Auckland, Private
Bag 92019, Auckland 1142, New Zealand.

Emaik: b.kool@auckland.acnz
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Non-accidental head injury in New Zealand: The outcome of referral to
statutory authorities™

Patrick Kelly®*, Judith MacCormick?, Rebecca Strange”

# Te Puaruruhau (Child Abuse Assessment Unit), Starship Children’s Hospital, Auckland, New Zealand
b Auckland District Health Board and Child Youth and Family Liaison Social Worker, Auckland, New Zealand

ARTICLE INFO ABSTRACT

Article history: Objectives: To describe the outcome of referral to the statutory authorities for infants under

Received 7 March 2008 2 years with non-accidental head injury (NAHI), and to establish whether the authorities

:E::)E': Tgr;::;:qr:;?gzogsugm 2008 held sufficient infnrn'_)ation _to develop a rjsk_pmﬁle for thesg cases.

Available online 29 May 2009 Methods: Retrospective review ofca;es adm!ttgd to hqsp]l:al inAu cklanq.NEwZEal.arnd from
1988 to 1998. Records from the hospital admission, child protective services and Police were

Keywards; reviewed. up to 19 years from diagnosis.

Child abuse Results: Of 39 infants, 33 survived to leave hospital. Documentation of risk factors was

erratic, and sometimes incongruent berween agencies. Inter-agency case conferences took

place in 17/30 (44%). The Department of Child, Youth and Family Services (CYF) used an

Mon-accidental head injury
Shaken baby syndrome

Child neglect informal family agreement to secure safety in 15/33 survivors (45%). Family Group Confer-
Substantiation ences occurred in 17/33 (52%). Nine of 33 were placed permanently outside the home (27%),
:g‘u:i:lnir: two (6%) with unrelated caregivers. Charges were laid in 18/39 cases (46%). Fifteen cases

came to trial, with 14 convictions (36%). Of the survivors, 44% were later renotified to CYF.
There was no obvious relationship between type of intervention and re-notification.
Conclusions: Ensuring the safety of an infant with NAHI, and identifying and taking appro-
priate action with regard to the offender, are complex tasks. In New Zealand, data collection
is often incomplete and inter-agency practice and collaboration is variable. Although the
rate of prosecution was relatively high by international standards, many children were later
notified again for further concerns of abuse or neglect, suggesting that our interventions
have been only partially successful.

Practice implications: This paper suggests that all infants admitted to hospital with non-
accidental head injury should become part of a prospective inter-agency research study,
using a standardised data collection instrument. This should include the systematic collec-
tion of all data known or suspected to be associated with risk of child abuse, and incorporate
long-term prospective follow-up, regardless of child protective or legal outcomes. Without
large numbers followed prospectively and according to sound methodelogy, it is difficult
to prove which forms of intervention are better than others at reducing the risk of further
abuse.

Legal system

@ 2009 Elsevier Ltd. All rights reserved.

# This data was first presented at the 10th Australasian Conference on Child Abuse and Neglect, Wellington, February 2006.
* Corresponding author at: Starship Children's Hospital, Park Road, Private Bag 92024, Auckland 1, New Zealand.

0145-2134/§ - see front matter © 2009 Elsevier Ltd. All rights reserved.
doi:10.1016/j chiabu.2008.05.008
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But that is not all. These costs take no account of the emotional and social costs borne by the families and caregivers of these children, who are often unsung heroes, battling a system which waits for children and caregivers to come to them – not the other way around. In this qualitative study, we present the experiences of the caregivers (often in their own words), and they make sobering reading

It is no surprise that in the French study, the best outcomes were for the children of better educated parents, who were probably more effective advocates for their children.

It is also no surprise, in the circumstances, that in NZ almost half of these children are subsequently re-notified to Oranga Tamariki, often for neglect


Shaken Baby Prevention

PRE\/ENTION 1S
BETTER THAN CURE

We ol need help throughout our lives, and benefit

from ‘right first fime” support, sometimes af

early stages, sometimes at moments of risis or
difficulty. We also need strong communities that
build readiness, resilience and resourcefulness, and
national systems and policies which help people to
thrive, not undermine them.
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Which leads to the obvious question – is this a condition we could prevent?


R.G. Barr et al. / Child Abuse & Neglect 30(2006) 7-16
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In 2005, Professor Mark Dias, a pediatric neurosurgeon in Western New York State, published this paper describing the results of a simple intervention aimed at the parents of newborn babies: a face-to-face conversation with a health professional, a pamphlet and a video – a close to 50% reduction in the incidence of AHT.  A similar paper by Altman in Eastern New York State showed a similar result, but both studies had some methodological issues.

However, this coincided with increasing evidence that a common trigger for AHT was infant crying – I show here Barr’s crying curve (which suggests that the onset of shaking may relate to the peak age of normal infant crying), and one of several papers where perpetrator confessions highlight crying as a trigger.

Ron Barr developed a prevention programme focused on educating caregivers on how to cope with crying (the Period of Purple Crying, which has been widely implemented around the world
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ARTICLE INFO

ABSTRACT

Keywonds:

Abusive head trauma
Shaken baby syndrome
Prevention

Parental education
Crying

Shaking

Infant abuse

Low incidence rates and economic recession have hampered interpretation of educational pre-
vention efforts to reduce abusive head rauma (AHT). Our objective was to determine whether
the British Columbia experience implementing a provinee-wide prevention program reduced
AHT hospitalization rates, A 3-dose primary, universal education program (the Period of PURPLE
Crying) was implemented through matemnal and public health units and assessed by retrospective-
prospective surveillance. With parents of all newbomn infants bom between January 2009 and
December 2016 (n = 354,477), nurses discussed crying and shaking while delivering a booldet
and DVD during maternity admission (dose 1). Public health nurses reinforced Talking Points by
telephone and for home visits post-discharge (dose 2Z) and community education was st uted
annually (dose 3). During admission, program delivery occurred for 908 of mothers. Fathers
were present 74.4% of the time. By 2-4 months, 70.9% of mothers and 50.5% of fathers watched
the DVD and /or read the booklet. AHT admissions decreased for < 12-month-olds from 10.6
(95% CE 8.3-11.5) tn 7.1 (95% (1: 4.8-10.5) or, for < 24-month-olds, from 6.7 (95% (1: 5.4-8.3)
to 4.4 (95% CI: 3.1-6.2) cases per 100,000 person-years. Relative risk of admission was 0.67
(95% CI: 0.42-1.07, P = 0.090) and 0.65 (95% CI: 0.43-0.99, P = 0.048) respectively. We
conclude that the intervention was associated with a 35% reduction in infant AHT admissions
that was significant for < 24-month-olds. The results are encouraging that, despite a low initial
incidence and economic recession, reductions in AHT may be achievable with 2 system-wide
implementation of a comprehensive parental education prevention program.

* Corresponding author at Evidence to Innovation, British Columbia Children's Haspital, 4480 Oak Street, F508, Vancouver, BC, VEH 3V4,

Canada.
E-mail address: ronaldgbarr@gmail.com (RG. Barr).
https://dal.org/10.1016 /.chiabu. 201 8.07.004
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We followed suit, resulting in a local NZ version of such programs, learning from both Dias and Barr, and resulting in this evaluation published in the NZMJ in 2016
Like other evaluations, ours showed that these programmes are liked and remembered – but do they reduce the incidence of AHT?
Large studies in the Carolinas and now in Pennsylvania have failed to demonstrate an effect on incidence, although the Carolinas found that calls to an advice line and another of Barr’s papers found a reduction in ER visits for crying in Vancouver (Barr RG, Rajabali F, Aragon M, Colbourne M, Brant R. Education about crying in normal infants is associated with a reduction in pediatric emergency room visits for crying complaints. J Dev Behav Pediatr. 2015;36(4):252-257.
Another recent paper by Barr from Canada has found an effect on incidence, although the Confidence Intervals overlap. 
So the jury is still out on efficacy. However, as Barr points out, with a rare condition such as this, programme effect is hard to prove. And I should note that we have had a number of anecdotal reports of caregivers who have said they chose not to shake the baby, or intervened, on the basis of Power to Protect.
Given that our program costs $150,000 pa, a single victim prevented could fund Power to Protect for the rest of this century
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I should note that there has been a trend both here and overseas to combine messages for SUDI prevention with messages for how to cope with a crying baby.
The message needs to take effect in the same time period (the first 6 months of life) and needs similarly to be universal.
It is interesting to note that some find this possible combination disturbing, and it has opened a fascinating window on the perception of shaken baby prevention. 
Some perceive shaking a baby as something that only bad people do. To provide this education is to imply that the recipient is the kind of person (a bad person) capable of such an action. We deduced the same problem in the early days of Power to Protect, when we had two pamphlets not one – one called “Never Shake a Baby”, the other called “Coping with a Crying Baby”. The first pamphlet never ran out, because so few parents took it – the second was always running out.
While I understand the perspective, it would imply that we should target this program only at those who are likely to shake their babies. Which begs the question – who are those people, and how do we identify them? 
Conversely, I suggest to you that this program is to be conceived of as a universal injury prevention program, because my experience and the literature is very clear – risk prediction is a dangerous science. An upper middle-class Pakeha woman in her mid-30s with a PhD and a successfully career, may be less competent with a screaming baby in the middle of the night than a 16 year old with 6 siblings who has spent her life managing crying babies. 
In this respect, teaching parents to cope with infant crying is an injury prevention program that is precisely on a par with cot death prevention. We teach all parents and caregivers to lay their babies on their back to sleep. Similarly, we should teach them all that when the baby is screaming and they are at their wits’ end, it’s OK to put that baby down in a safe place and walk away
What we DON’T advise – is this…. (3rd fly-in about the illuminating doll)


Risk and protective factors
e Age

* |nfant crying

% Te Puaruruhau “Sheltering the bud” Q"a
Puawaitahi “Blossoming in unity” e 3
Starship 17 YN

Children’s Health


Presenter
Presentation Notes
But the whole discussion does obviously raise the issue or risk and protective factors. 

Surely, there are some factors which increase risk, and others which reduce it?


Multiple doses

Teaching parents mindfulness and reflective parenting
Combining education with increased support
Population-level approaches that include home visiting

All approaches need to reach males


Presenter
Presentation Notes
In this paper, John Leventhal mused on why the large studies showed no effect on the incidence of abusive head trauma.
This was his first hypothesis.
His second hypothesis was that the intervention may be effective, but it did not reach everyone it needed to reach – especially fathers and male caregivers
He proposed that we should not abandon our attempts, but modify them
Multiple doses (“Parenting behaviors in response to education have been shown to change in direct proportion to the number of sources of that education”)
“An alternative approach would be to teach parents how to focus on their own feelings of frustration and anger and how to manage these feelings. Mindfulness training and reflective parenting may be helpful, so parents can modulate their feelings and remain positively connected to their infants in stressful situations”
Combining educational interventions with increased support (paid parental leave in California associated with a reduction in statewide rates of AHT: Klevens 2016)
Population-level approaches that include home visiting “Home visitors can be a potent source of information, support, and mentoring that can be delivered in the home when needed, such as to help parents effectively manage their mounting frustrations about a crying infant”
All approaches need to reach males
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15 weeks old. Mother and father standing hand-in-hand in the room, alleging that she was dropped by the babysitters’ 7 year old daughter. In fact, it transpired, the mother fell to the ground with baby. Child kicked in the head while on the ground.

Fully employed. No past history with Oranga Tamariki or the Police.

Was this a predictable event? If it was, it required a greater depth of knowledge than anyone (apparently) possessed
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Infantile subdural haematoma in Auckland, New Zealand:

1988-1998
Patrick Kelly, Ian Hayes

Abstract

Aim To review the Auckland experience of traumatic subdural haematoma (SDH) in
infants under 2 years of age, with particular regard to features which might help to
differentiate accidental from non-accidental injury (INAI).

Methods Retrospective review of the medical records of children under 2 years of
age, coded for subdural haematoma (SDH) and retinal haemorrhage (RH) over a 10-
year period.

Results Sixty-four cases of SDH were identified. Forty-one of these were due to non-
accidental trauma, and 23 cases were accidental. Differences between these two
groups related to the age of presentation, ethnicity, the type of explanation for the
mjury, and differences in aspects of the clinical presentation (apnoea. seizures,
fractures, retinal haemorrhage). Mortality in the non-accidental group was far higher.
Conclusions Subdural haemorrhage is a significant cause of death and disability in
infants presenting to hospital in Auckland. In the majority of cases, it is caused by
child abuse, and there are certain features that are helpful in establishing this
diagnosis. The long-term outcome in this group is unknown, but there is reason to
believe that, in many cases, it is poor. There is considerable scope for fimther research

In the 40 vears since Henry Kempe' first reminded the medical community of the fact
of child abuse, subdural haematoma (SDH) in young infants has become mcreasmg]v
recognised as a warning sign. There is now an extensive literature on the clinical
presentation (often known as “shaken baby s;mdmme ). although debate continues as
to the exact mechanisms of injury required. =

Auckland and Starship Children’s Hospitals provide general medical and surgical
services to central Auckland. They also provide neurosurgery and intensive care for
children from metropolitan Auckland (1996 population: 1,081,776) and elsewhere in
New Zealand (1996 population: 3.618.300). This study was undertaken to characterise
the infants we were seeing with SDH, and to identify feahuwres that might be helpful in
diagnosis and management.

Methods

A retrospective study of those children under 2 years of age admitted to Auckland or Starship hospitals
with subdural or retinal haemormhage, from 1 January 1988 to 31 December 1998 We did not include
infants that may have presented to National Women's Hospital—the principal tertiary neonatal facility
for metropolitan Auckland dunng that penied. Nor did we include infants who may bave presented in
South Auckland, but were not transferred to Starship Chaldren’s Hospatal.

Cases were 1identified by ICD? codes for SDH (8523, 8522, 8007, 8002, 8012, 8017) and retinal
haemorrhage (RH) (3628.1). All six coding fields were meluded, so codes for chuld abuse were
identified However, these codes were not our primary search storategy. A mal run demonstrated clearky
that the broader strategy identified more mfants with SDH.

NZMT 10 Seprember 2004, Vol 117 No 1201 Pagel of®
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Substantiation

Risk factors

Recurrence

Legal system

Objectives: Todescribe the outcome of referral to the statutory authorities for infants under
2 years with non-accidental head injury (NAHI), and to establish whether the authaerities
held sufficient information to develop a risk profile for these cases.

Methods: Retrospective review of cases admitted to hospital in Auckland, New Zealand from
1988 to 1998, Records from the hospital admission, child protective services and Police were
reviewed, up to 19 years from diagnosis.

Results: Of 39 infants, 33 survived to leave hospital. Documentation of risk factors was
erraric, and sometimes incongruent between agencies. Inter-agency case conferences rook
place in 17/39 (44%). The Department of Child, Youth and Family Services (CYF) used an
informal family agreement to secure safety in 15/33 survivors (45%). Family Group Confer-
encesoccurred in 17/33 (52%). Nine of 33 were placed permanently outside the home (27%),
two (6%) with unrelated caregivers. Charges were laid in 18/39 cases (46%). Fifteen cases
came to trial, with 14 convictions (36%). Of the survivors, 44% were later renotified to CYF.
There was no obvious relationship between type of intervention and re-notification.
Conclusions: Ensuring the safety of an infant with NAHI, and identifying and taking appro-
priate action with regard to the offender, are complex tasks. In New Zealand, dara collection
is often incomplete and inter-agency practice and collaboration is variable. Although the
rate of prosecution was relatively high by international standards, many children were later
notified again for further concerns of abuse or neglect, suggesting that our interventions
have been only partially successful.

Practice implications: This paper suggests that all infants admitted to hospital with non-
accidental head injury should become part of a prospective inter-agency research study,
using a standardised data collection instrument. This should include the systematic collec-
tion of all data known or suspected to be associated with risk of child abuse, and incorporate
long-term prospective follow-up, regardless of child protective or legal outcomes. Without
large numbers followed prospectively and according to sound methodology, it is difficult
to prove which forms of intervention are better than others at reducing the risk of further
abuse.

© 2009 Elsevier Led. All rights reserved.

* This data was first presented at the 10th Australasian Conference on Child Abuse and Neglect, Wellington, February 2006.
* Corresponding author at: Starship Children's Hospital, Park Road, Private Bag 92024, Auckland 1, New Zealand.

0145-2134/§ - see front matter © 2000 Elsevier Ltd. All rights reserved.
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“This study also found that the data collected
by the key agencies involved in cases of NAHI,
was inconsistent and often incomplete. In the
absence of a systematic, prospective and
collaborative approach to these cases, it could
be suggested that the child protection system
In New Zealand is conducting a form of poorly
controlled experiment. Children and families
are subjected to a wide variety of
Interventions, and re-notification is taken as
the measure of success or failure - a measure
for whose validity little good evidence exists”

Kelly 2009
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This quote referred to what happens AFTER diagnosis (secondary prevention), but the same could be said of primary prevention.

In frustration, I approached Ed Mitchell , who suggested we try a case-control study


B Cases admitted to Starship 1991 to 2010
[1 Age <2 years
L] Intracranial injury and/or skull fracture
L1 AHT diagnosed and reported to statutory
authorities

B Birthplace was identified.
[1 Nine DHB where = 5 cases were born included

B Four controls randomly selected for each case
[1 born on the same day in the same hospital
[1 who did not sustain AHT by the age of 5 years
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The red zone illustrates the 9 District Health Boards enrolled in the study. 





Data collection and analysis

e 142 cases (86%), 550 controls (97%)
 Maternal and child perinatal records

e /5 variables arranged In related groups
 Frequency analysis: p <0.1

e Univariable analysis: p <0.1

* Multivariable analysis: p < 0.05
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We identified 166 cases of AHT and included 142 (86%), excluding 10 with no obtainable birth records and 14 from seven DHB where less than five cases were born. We identified 568 controls and included 550 (97%), excluding 18 with no obtainable birth records. No controls sustained AHT up to the age of five years.

Conditional logistic regression estimated univariable Odds Ratios (OR) and 95% Confidence Intervals (CI) for variables of interest arranged in groups: the mother (11 variables), the pregnancy (25 variables), the delivery (10 variables), the child (14 variables) and referrals for social or statutory intervention (4 variables). 

More than 20% of data were unknown for 23 of 64 variables, so unknown was analyzed as a category within each variable (e.g. Yes, No, Unknown), compared to the reference category for that variable.



( Table III. Variables remaining in the final multivariable model

Cases Controls Conditional multivariable Unconditional multivariable
Variables Categories No. (%) No. (%) OR (95% CI) OR (95% CI)
0.01 (0,85, 0.97) 0.92 (0.8, 0.95)
= European 31 (21.8) 255 (46.4) 1.00 1.00
Pacific 25 (17.6) 115 (20.9) 217 (0.92, 5.14) 1.92 (0.93, 3.98)
Asian 5 (3.5) 50 (9.1) 213 (0.62, 7.39) 2.06 {0.64, 6.63)
(i 1 (2.1) 73 (4.2) 1.47 {0.18, 12.00) 2.33 (0.30, 13.74)
78 (54.9) 107 (19.5) 461 (1.98, 10.78) 3.07 (2.12, 7.44)
T 67 (47.2) 444 (80.7) 1.00 1.00
Unknown 57 (40.1) 89 (16.2) 2.29 (0.49, 10.72) 1.27 (0.37, 4.35)
Yes 18 (12.7) 17 (3.) 4.29 (1.32, 13.91) 462 (1.81, 11.80)
Partner status Married 27 (19.0) 300 (56.2) 1.00 1.00
Unknown 24 (16.9) 45 (8.4) 1.90 {0.65, 5.56) 2.04 (0.91, 4.60)
e facto: 45 (31.7) 111 (202) 3.10 (1.23, 7.83) 3.27 (1.59, 6.74)
46 (32.4) 84 (15.3) 5.10 (1.83, 14.23) 3.7 (1.71, 8.03)
. (@) 32676 1.00 .00
1vs0 40 (28.2) 05 (17.3) 5.75 (2.27, 14.50) 3.80 (2.02, 750)
2+vs 0 55 (38.7) 83 (15.1) 13.53 (2.39, 76.47) 7.96 (2.0, 30.71)
Yes 19 (13.4) 130 (23.6) 1.00 1.00
Unknown 69 (48.5) 222 (40.4) 2.44 (0.94, 6.33) 1.06 (0.51, 2.20)
No 54 (38.0) 188 (34.2) 353 (1.30, 9.54) 2.73{1.29, 5.79)
No 108 (761)  503(915) 1.00 1.00
Unknown 22 (15.5) 36 (6.5) 0.99 (0.34, 2.87) 0.99 (0.43, 2.28)
Yes 12 (8.5) 11 (2.0) 13.01 (2.84, 59.68) 6.53 (2.10, 20.30
0.79 (0.69, 0.91) 0.77 (0.69, 0.86)
" Breastmilk 65 (45.8) 432 (78.5) 1.00 1.00
dkoowr 10 (7.0) 10 (1.8) 5.82 (1.31, 25.81) 3.93 (1.17, 13.18)
Formula 36 (25.4) 40 (8.9) 453 (167, 12.28) 4.25 (2.18, 8.20)
. Bath 31 (21.) 59 (10.7) 6.06 (2.39, 15.36) 474 (2.42, 9.28)

*Ethmicity. Participant-defined. f muliple, prioritized as Maori, Pacific, Asian, Other, European.

tither social history. Any social concem documented in clinical notes. Examples: attempted suicide, chibd in care, child protective services involved, parimer in jail, prostitution, single parent,

social worker invohved.
$De facto. Living together as a couple but not marmied.

&lnknowns in substance abuse history, other social history, pariner status, and booking.
NSupplements. Any medication not usually prescribed (eq, folate, vitamins, iron [if mot prescribed for anemial).

**Membrane rupture more than 43 hours before delivery.

ttPattemn of feeding in 24 hours before discharge. Breast includes expressing.

Kelly P, Thompson JMD, Koh J, Ameratunga S,
Jelleyman T, Percival TM, Elder H, Mitchell EA.
Perinatal risk and protective factors for pediatric
abusive head trauma: a multicenter case-control study.
J Pediatr. 2017;187:240-246.
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The mothers of cases were on average 4 years younger than the mothers of controls (25.3 years versus 29.5 years,). Each additional year of maternal age reduced the risk of AHT by a factor of 0.91, such that the risk for a baby born to a 25-year-old was half that for a baby born to an 18-year-old. 
Mothers of cases were more likely to be Māori, to have “other social history” (clinician-documented concern was itself a significant indicator of risk) and to be unmarried: single mothers being associated with the greatest risk
Missing data. The categorical variable with the highest OR counted missing data in four variables: “booking” (whether the mother registered for antenatal care), other social history, partner status and substance abuse. Risk increased 5-fold for one piece of unknown data and 13-fold for two or more. 
In the final model, mothers of cases were less likely to have taken supplements (non-prescribed medications) in pregnancy. We hypothesised that this might be associated with unplanned pregnancy, a known risk factor but one often not recorded in NZ antenatal records
The only significant delivery variable was rupture of membranes more than 48 hours before delivery. We hypothesised that this might represent an association with intimate partner violence 
There was a strong association between gestational age at delivery and AHT. Each additional week in utero reduced the risk by a factor of 0.79, such that the risk of AHT for a newborn of 38 weeks’ gestation was less than a third of the risk for a newborn of 33 weeks’ gestation.
Finally, there was an association between AHT and an early decision to give infant formula. If a newborn was not drinking breast milk alone at the time of discharge (median three days), the risk of AHT increased 4-fold or more: OR 4.53 for formula alone and OR 6.06 for formula and breast milk.




Inter-pregnancy interval

 The interval between deliveries was not included in the final model
because it eliminated 265 primiparous women.

« |t was significant in group analysis (31 months for cases, 38.8 for
controls, p=0.026) so we performed an additional analysis of the
effect for 422/427 multiparous women.

« Shorter inter-pregnancy intervals were significantly associated with
AHT (p=0.029), OR 0.76 (95% CI, 0.59-0.98) per yeatr.

* The risk for a second baby born after three years was less than half
that for one born after one year.
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The interval between deliveries was significant in group analysis, but was not included in the final model because it eliminated primiparous women (almost 40% of the study population). 

We therefore performed an additional analysis of the effect for multiparous women.

Shorter inter-pregnancy intervals were significantly associated with AHT, such that the risk for a second baby born after three years was less than half that for one born after one year.



Not...

e Alcohol or drug use

« Medical or psychiatric history
e Smoking

 NZ deprivation index

e Parity

* Antenatal care provider

e Admission to SCBU

e Birth type (singleton or twin)
e Birthweight

e (Gender

» Referral for social support or statutory intervention
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NZ Dep, number from 1-10. 1-3 is least deprived, 8-10 is most deprived. Derived from address and nine census variables (receiving a means-tested benefit, living in a household below an equivalized income threshold, not living in own home, single parent family, unemployed, without any qualifications, living in a household below an equivalized bedroom occupancy threshold, with no access to a telephone, with no access to a car) 


Model performance
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The AUC quantified how well our model identified the population of newborns at risk of AHT and, despite the limitations of our data, the model performed quite well. 

A model with an AUC of 50% is the equivalent of a coin toss. The AUC of our model was 89.5%. 

For comparison, a recent national NZ “Predictive Risk Model” for substantiated maltreatment by the age of five years using “Big Data” (132 variables derived from public benefit records for 57,986 children) achieved an AUC of 76%.



Limitations

Retrospective study

Missing data

— Father and/or mother’s partner

— Education

— Intimate partner violence

— Psychosocial factors

Possibility of residual confounding

— measured or unmeasured factors

e Cannot be used to predict individual risk
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Some of the obvious limitations of our study are shown here. 

There are many reasons why these data should not be used to try and predict risk in individual cases
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Aims

e To investigate whether there is a relationship
between a family being known to Oranga
Tamariki or the police at the time of birth and the
risk of subsequent abusive head trauma.

 To investigate whether data from child protective
services or the police improve an existing risk
model derived from perinatal health records
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Our primary aim was to inform injury prevention. AHT has a median age of 5 months, so if there is any opportunity for prevention, it must be identified and taken early.

It is widely assumed that those most at risk of child abuse will have a past history with child protective services or the police. If families do have such a history, it may be unknown at the time of birth. 

So our aims were:

Our hypotheses were, that there would be a relationship, and it would enhance our ability to predict risk


Data collection

« Name and date of birth of the father obtained from the Birth Certificate
« Names and date of birth of father, mother and baby provided to OT

 OT database searched for data concerning the parents, parents’
partner(s), siblings and step-siblings (16 variables)

— Notification, investigation, substantiation, type of abuse, response
— Youth Justice
 Names and dates of birth provided to the police

* Police database searched for data related to intimate partner violence
(IPV) or offences for “other violence”, alcohol or drugs (5 variables)

 Data included a count
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Is there a relationship between these variables
and the risk of AHT?

Risk factor Cases Controls P value
N (%) N (%)

Mean age of the father 27.3 32.5 <.0001

Father not on the Birth Certificate 26/142 (18%) 52/550 (9%) 0.004
[Notfcation _____Jeanaz (45%) 561550 (10%) <.001

Substantiation 53/142 (37%) 36/550 (7%) <.001

Custody obtained by Oranga Tamariki 24/142 (17%) 16/550 (3%) <.001

Parent involved in Youth Justice 30/142 (21%) 16/550 (3%) <.001
[[Police calloutfor PV Js0i42 (35%) 861550 (12%6) <001

Partner violence offence 26/142 (18%) 55/550 (10%) <.001

Other violence offence 33/142 (23%) 55/550 (10%) <.001

Drug offence 24/142 (17%) 37/550 (7%) <.001

Alcohol offence 28/142 (20%) 68/550 (12%) 0.03
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This table shows the variables collected.

There were 16 variables from child protective services. In addition to those shown here these included investigation, 6 types of abuse or neglect, 4 types of statutory intervention and whether a parent or sibling was identified as a victim of abuse

There were 5 variables from the police, 4 of them shown here

Only two of these variables retained significance in MVA

Only one of them retained significance when added to our original model - notification


Recelver Operator Characteristic Curve
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Model based on perinatal health
records alone

AUC = 89.5% (95% CI 86.6 - 92.5)

Nagelkerke’s pseudo R* = 33.1%

Model incorporating notifications to
CPS

AUC = 90.9% (95% CI 88.0 - 93.7)

Nagelkerke’s pseudo R? = 35.5%
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One measure of the overall utility of a diagnostic test or predictive model is the area under the Receiver Operator Characteristic Curve (AUC).

What is shown on the left is the AUC for our original model.  We have not created another plot for the model with Report of Concern added, because it is essentially the same


Limitations

« Data from notifications and the police may not
be sensitive indicators of risk

— most child abuse and neglect is not reported
— most Intimate partner violence is not reported
e Association does not mean predictive value

— Model cannot be used for individual risk
prediction
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Conclusions

 There is a relationship between data known to statutory authorities at
the time of birth, and the risk of subsequent abusive head trauma
 These data do not help to explain risk identified from perinatal records:
— preterm delivery
— missing data in particular domains of perinatal records
— discontinuance of breastfeeding in the first week of life
— prolonged rupture of membranes

» Accessing these data would be unlikely to assist perinatal healthcare
providers in predicting the risk of subsequent AHT

* Information gathered by healthcare providers as part of routine care
may be more useful in predicting risk and guiding interventions than
information available to the statutory authorities
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Home visiting
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Now a sideways step to what may seem to be a digression

The Shaken Baby Prevention Program is a universal programme – all parents receive the intervention

But many programs intended to reduce the incidence of any form of child abuse are not universal – they are targeted.

The most well-known examples are home-visiting programmes
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Nurse-Family Partnership 

Healthy Start (Hawaii), Healthy Families America

Early Start (Christchurch)

Only the 1st and 3rd have been shown to have (modest) effects on the incidence of child abuse and neglect. Of particular note is the fact that Intimate Partner Violence renders home visiting ineffective in this regard



TABLE

1.  Early Identification Screening for Referral to Healthy Start

Medical Record Screen

Family Stress Checklist Interview

BRNDO RN

Unmarried

Partner unemployed
Inadequate income

Unstable housing

No phone

Education under 12 years
Inadequate emergency contacts
History of substance abuse
Inadequate prenatal care

. History of abortions

. History of psychiatric care

. Abortion unsuccessfully sought or attempted
. Adoption sought or attempted

. Marital or family problems

. History of depression

Childhood history of being abused

Substance abuse, mental illness or criminal history
Previous or current Child Protective Services involvement
Low self-esteem, poor coping ability

Multiple life stressors

Potential for violent temper outbursts

Unrealistic expectations for child’s development

Harsh punishment of child

Perceives child as being difficult or provocative

Child unwanted or risk of poor bonding

CO®ND U W

=

Item scoring: True, false, unknown

Positive screen:
True score on either item number 1, 9, or 12
Two or more true scores
Seven or more unknowns

[tem scoring for each parent:
0 = No problem
5 = Mild problem
10 = Severe problem
Positive assessment: A total score of 25 for either parent
triggers referral to Healthy Start.

—

Stars

hip

Children’s Health

Duggan A et al. Hawaii's healthy start program of home visiting for at-
risk families: evaluation of family identification, family engagement, and
service delivery. Pediatrics. 2000;105(1 Pt 3):250-9.

Te Puaruruhau “Sheltering the bud” Q"o

Puawaitahi “Blossoming in unity”

39 00%


Presenter
Presentation Notes
HFA uses a two-stage protocol to assess risk within one week of birth. All perinatal records are screened for 15 items. If the screen is positive or data are missing there is a face-to-face interview using the Kempe Center’s Family Stress Checklist. Paraprofessionals visit the home for up to 5 years



The Impact of the Family Start Home Visiting
Programme on Outcomes for Mothers and
Children

A Quasi-Experimental Study
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Home visiting since 1907

Paraprofessional
programs since 1998

30 of 74 districts
No routine screening

Ad hoc referral
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Despite the fact that NZ had a system of health-based home visiting which began in 1907, we joined the wave of home visiting programmes, beginning in 1998.
The referral criteria have evolved in successive iterations from 1998 (p63 Vaithianathan), to 2005 (p66) to current (2012, p70)
“The most striking finding from our study is robust evidence that Family Start reduced post neonatal infant mortality. The evidence of programme impacts is strongest and most persuasive in the case of SUDI and injury deaths...
Conclusion
Evidence from small randomised controlled studies has previously shown beneficial effects of intensive home visiting services offered in pregnancy and early childhood years to families whose children are at risk of adverse outcomes. This study confirms that some of these benefits are scalable – suggesting that home visiting ought to be a central component of efforts to improve outcomes for vulnerable families.
The most promising finding from this study is the reduction in post neonatal mortality, an outcome that signals improvements in children's environment and care”


. o + vyoung parents (under 18 years of age) who are experiencing
Families experiencing at L )
least one of these high an additional challenge or need
needs criteria: * those with mental health issues

—> | » those experiencing difficulties with drugs, alcohol or gambling

+ parents with a childhood history of abuse
s a care or protection history for other children
« relationship problems
« concerning child health and developmental issues.

OR

A referral can also be made, as an exception, when the criteria above are not met. Referrers are
asked to explain why an exception should be made by indicating what needs there are based on a
combination of the additional indicators as listed below:

Families experiencing more * a lack of positive support networks
than one of the following *» a lack of financial and material resources

indicators: — | + frequent change of address

* low parental education

» sudden unexplained death in infancy (SUDI) factors
* criminal justice involvement

Maternal age, partner status, unknowns (booking, social history, partner status,
substance abuse), preterm delivery, not breast-feeding, inter-pregnancy interval
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NZ Family Start referral criteria from mid-2012 (Family Start Programme Manual)


Where to from here?

Take responsibllity for the issue

Reframe the question

— “Intentional” and “unintentional” injury

Collect good data, systematically
— “unknown” matters
— we don’'t know what doesn’t matter

— unashamed

 health providers can't afford to avoid the difficult conversations

Analyse and respond to that data
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Perinatal healthcare providers are a
natural home for prevention

There are already lessons for AHT prevention

» Possible effect of programs which address teen pregnancy,
Increase the spacing of pregnancies and promote breastfeeding

« The importance of comprehensive data collection
* Planned or unplanned pregnancy
e Partner status
e Substance use, untreated mental health issues
 Intimate partner violence
e Other social circumstances
e The criteria used for referral into home visiting programs
e “No child left behind” — prioritising the missing
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We can and must do better

We cannot palm off responsibility for this issue to Oranga Tamariki, Police or ACC
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