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Do Early Childhood Interventions Prevent 
Child Maltreatment?

A Review of Research
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We reviewed the empirical evidence on whether early childhood primary prevention programs can reduce rates of child abuse 
and neglect. Fifteen studies of 14 programs for children ages birth to 5 years were completed from 1990 to 2007 and assessed 
impacts with methodological rigor. All but one of the programs intervened from birth to age 3 through home visits, parent edu-
cation classes, or the provision of health services. The weighted average effect size of program participation was a 2.9 percent-
age-point reduction in maltreatment (6.6% vs. 9.5%), which is equivalent to a 31% reduction in the rate of maltreatment and a 
fifth of a standard deviation. Of the five programs showing significant reductions in substantiated rates of child maltreatment, 
three provide strong evidence of preventive effects. Only the Child-Parent Centers (CPCs) and the Nurse–Family Partnership 
(NFP) assessed longer term preventive effects. Common elements of these effective programs included implementation by pro-
fessional staff, relatively high dosage and intensity, and comprehensiveness of scope. The major conclusion is that the evidence 
base for programs in early childhood to prevent child maltreatment remains relatively weak. To advance the field, more longer 
term studies of a variety of intervention models are needed.
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Mounting evidence that child maltreatment has 
pervasive and enduring negative effects on life 

course development has challenged the traditional treat-
ment focus of the field. The accumulated knowledge 
indicates that maltreatment victims are not only much 
more likely than other children to experience emotional 
difficulties in early childhood (Kinard, 1999; Shields, 
1996) but also continuing social maladjustment and 
school underperformance in childhood and adolescence 
(Cicchetti & Valentino, 2006; Eckenrode, Laird, & 
Doris, 1993; Shields, Cicchetti, & Ryan, 1994).

By the end of adolescence, these consequences often 
result in elevated rates of delinquency, substance abuse 
and school failure (Egeland, 1997; Kelley, Thornberry, & 
Smith, 1997; Mersky, 2006). It also appears that maltreat-
ment affects adult outcomes such as parenting 
behavior (e.g., Haapasalo, & Pokela, 1999), mental and 
physical health (e.g., Briere, 1996; Cohen, Brown, & 

Smailes, 2001), and criminal behavior (Topitzes, 2006; 
Widom & Maxfield, 2001). Evidence also is increasing 
that the neurobiological development of maltreatment 
victims is affected, which can impair brain structure and 
function (Cicchetti & Valentino, 2006).

Moreover, the majority of maltreatment victims mani-
fest at least one negative consequence of their victimiza-
tion (e.g., Bolger & Patterson, 2003), especially when 
outcomes are measured later in life (e.g., Erickson & 
Egeland, 2002; Johnson-Reid, 1998; Malinosky-Rummell 
& Hansen, 1993). For instance, in a study investigating 
the long-term effects of childhood maltreatment, Egeland 
(1997) found that not one of the 40 members of the 
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Minnesota Longitudinal Study of Parents and Children 
who had been maltreated early in life escaped a negative 
outcome in adolescence including behavioral difficulties, 
drug and alcohol use, low school achievement, and psy-
chiatric disorders.

The above findings underline the importance of pre-
venting child abuse and neglect (CAN) before it occurs. 
In the past three decades, research on the effects of child 
maltreatment prevention programs has grown. Evaluation 
studies, however, have been generally low in method-
ological quality due to selective sampling, small sample 
sizes, short follow-up periods, and lack of actual mal-
treatment outcome data (see Guterman, 1997; Kaplan, 
Pelcovitz, Labruna, 1999). Although the most recent 
reviews of the effects of maltreatment prevention 
(Geeraert, Van den Noortgate, Grietens, & Onghena, 
2004; Leventhal, 2001; MacLeod & Nelson, 2000; 
MacMillan, 2000; Sweet & Appelbaum, 2004) indicate 
that parent education and home visitation programs can 
improve family functioning leading to reduced child 
maltreatment if they are intense and high in quality, two 
long-standing issues remain.

First, both reviews and individual studies on maltreat-
ment prevention give less attention to changes in actual 
rates of reported or substantiated maltreatment. Although 
interventions have shown consistent positive effects on 
parenting practices and behavior (MacLeod & Nelson, 
2000; Sweet & Appelbaum, 2004), the extent to which 
these impacts lead to reduced rates of CAN has not been 
well documented, especially for follow-up assessments. 
For example, of the 33 primary-prevention programs 
reviewed by MacLeod and Nelson, only 9 assessed the 
general construct of maltreatment. The number of these 
studies that used official maltreatment and/or examined 
effects postprogram was undefined and is likely to be 
even smaller. Thus maltreatment prevention has not been 
adequately assessed as a major outcome in prior 
reviews.

Substantiated maltreatment also has high economic 
costs to governments and victims including child protec-
tive services (CPS), out-of-home placements, and lost 
productivity that approach US$100 billion annually 
(Fromm, 2001). In Illinois, for example, the average cost 
per child for out-of-home placement accounting for total 
length of placement is estimated to be US$49,000 (2006 
dollars; Illinois Department of Child and Family Services, 
2007).

Second, the effects of different types of prevention 
programs and the relative contributions of program com-
ponents warrant more scrutiny. These would include the 
comparative effects of timing, duration, and intensity of 

services. Most if not all of the research has been on home 
visitation programs (Bilukha et al., 2005; Sweet & 
Appelbaum, 2004). Health services and center-based 
preschool programs have received less attention as mal-
treatment prevention strategies. None of the programs 
reviewed by Bilukha et al., MacLeod and Nelson (2000), 
and Sweet and Appelbaum were center- or school-based 
preschool programs for 3- and 4-year-olds. The closest 
was the Parent–Child Development Center programs, 
which were family centered and implemented from birth 
to age 3 with no measurement of maltreatment (MacLeod 
& Nelson, 2000).These programs target child and family 
behaviors that can predict later maltreatment (Guterman, 
1997; MacLeod & Nelson, 2000; Reynolds 2000).

The Present Study

In this study, we synthesize research on the effects of 
maltreatment prevention programs from birth to age 5. 
Three major questions were addressed

1.	 To what extent do early childhood interventions 
prevent child maltreatment?

2.	 What specific programs are effective in prevent-
ing child maltreatment?

3.	 What are the characteristics of programs that are 
effective in reducing or preventing maltreatment?

Our review differs from previous ones in a number of 
ways. First, we include only evaluations that measure 
actual maltreatment as an outcome rather than family risk 
or protective factors associated with maltreatment. 
Previous studies have considered them together, espe-
cially family processes and parenting practices. By 
assessing maltreatment exclusively, the impact of inter-
vention on longer term outcomes can be distinguished 
from more proximal family process behaviors. The length 
and age of follow-up assessment also is identified.

Second, we focus exclusively on programs imple-
mented prior to the occurrence of maltreatment. Thus, 
these are primary prevention or selective prevention pro-
grams rather than tertiary or indicated prevention pro-
grams (National Advisory Mental Health Council 
Workgroup, 2001). For research on the assessment of 
interventions to reduce recidivism of maltreatment, see 
Toth, Maughan, Manly, Spagnola, and Cicchetti (2002) 
and Cicchetti, Rogosch, and Toth (2006).

Third, unlike Sweet and Appelbaum (2004) and 
MacLeod and Nelson (2000), we include a variety of pro-
gram types, including home visiting, parent education, 

2    Child Maltreatment

 at PENNSYLVANIA STATE UNIV on September 16, 2016cmx.sagepub.comDownloaded from 

http://cmx.sagepub.com/


health services, and center-based preschool. This enables 
comparison of effects across different program models.

Fourth, in contrast to some previous reviews (e.g., 
Geereart et al., 2004), only studies that compared out-
comes of an intervention group with that of a control 
group were included. 

Fifth, this review includes assessments of the evalua-
tions themselves. For instance, ratings are assigned to each 
evaluation study for the comprehensiveness of its cover-
age of the prevention program theory, program details, and 
program implementation quality. This information con-
tributes to the understanding of evaluation results and 
illuminates limitations in the field’s evaluation designs.

Finally, unlike most previous reviews (e.g., Leventhal, 
2001), we include effect size estimates in percentage 
points and standard deviation units, which enable inter-
pretable and direct comparisons of impacts across stud-
ies. In sum, we review relatively rigorous evaluations of 
maltreatment prevention programs whose results can be 
compared both qualitatively and quantitatively.

Review Process and Selection Criteria

We reviewed the multidisciplinary literature on the 
effectiveness of child and/or parent-focused interventions 
on reducing rates of child maltreatment. Although a wide 
variety of sources were consulted, such as journals, 
books, and program registries, 28 published reviews of 
maltreatment prevention, home visiting, or parenting edu-
cation programs provided the best source of information 
on studies. The majority of the studies evaluated pro-
grams specifically designed to reduce maltreatment. 
However, other programs evaluated had more general 
goals of improving child development and parenting 
skills but reported maltreatment as an outcome (e.g., 
Duggan et al., 2004; Olds et al., 1997; Reynolds & 
Robertson, 2003).

To be included in the review, studies must have met 
six criteria concerning the program design, measurement 
of outcomes, and research procedures.

1.	 The aim of the program was primary prevention, 
not preventing recidivism of maltreatment. These 
programs are also classified as universal or selec-
tive preventive interventions (Barrera & Sandler, 
2006; National Advisory Mental Health Council, 
2001).1 However, some studies were included in 
which unbeknownst to the researchers at the 
beginning of the program, small proportions of 
the families had prior reports of maltreatment or 
were in contact with CPS (e.g., Huxley & 
Warner, 1993; Reynolds & Robertson, 2003).

2.	 The study was published or reported from 1990 
to 2007. To reduce reporting bias, we searched 
for both published and unpublished studies. 
Studies published prior to 1990 were excluded 
because these studies had been reviewed in older 
reviews and meta-analysis, and the focus of this 
review was to examine the recent literature on 
child maltreatment prevention programs.

3.	 The program was implemented when children 
were under the age of 5. Most interventions with 
a goal of maltreatment prevention begin prena-
tally or no later than age 3.

4.	 The outcomes of abuse or neglect were measured 
primarily by substantiated reports of maltreat-
ment. Involvement in the child welfare system, 
out of home placement, hospital records of mal-
treatment, and parent reports of abuse or neglect 
also were included if available.2

5.	 Studies included coverage of program design, 
content, and implementation quality. Many 
studies were excluded based on this criterion 
(e.g., Depanfilis & Dubowitz, 2005; Troia, 
2003).

6.	 Adequate information about outcomes was pro-
vided. The maltreatment outcomes had to be 
described and the outcome metric (e.g., number 
of reports, rate of reports) was reported for pro-
gram groups.3

Description of Studies Included in the Review

Of the 48 empirical studies identified that assessed the 
effects of early interventions on risk or protective factors 
for child maltreatment or on child maltreatment out-
comes, we selected 15 studies of 14 prevention programs 
meeting the six criteria (two studies of Hawaii Healthy 
Start were included). The characteristics of these studies 
are summarized in Table 1.4

Program and Study Characteristics

Based on research synthesis of effective prevention 
practices (National Advisory Mental Health Council, 
2001; Greenberg, Domitrovich, & Bumbarger, 2001) and 
established principles of program development and 
evaluation research (Bickman, 1990; Rossi, Freeman, & 
Lipsey, 2005), we identified a number of characteristics 
that describe the evidence base and may contribute to 
understanding differential program effects across stud-
ies. Using a stage of program development model, we 
assessed the program design (What are the key program 
features concerning target group, timing, duration, and 
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intensity of services, staffing, and content?), implemen-
tation (Does the study include information about how or 
if implementation quality was assessed?), and the 
research procedures (What is the research design, statis-
tical analysis, and effect size?). A code of 0 was assigned 
to a study or program characteristic if it contained little 
or no information, 1 if it contained some information, 
and 2 if it contained detailed information.

Program type and content. Program type indicates 
whether the program was aimed at parents or children (or 
both) and the general category of intervention. Program 
types included home visitation, parent education classes 
(including support groups), center-based preschool inter-
vention, and health services (e.g., pre/postnatal health 
care services, nutrition consultations). Although home 
visitation programs describe the location of intervention, 
they are typically conceptualized as a distinct interven-
tion type (Sweet & Applebaum, 2004).

We also indicated the level of risk for families partici-
pating in the intervention and described the program 
content and services and the staff who implemented the 
program.

Timing, duration, and intensity. Timing and duration 
of services refer to the age of target group when the pro-
gram begins and the length (duration) of services in 
months or years. Several of the interventions began pre-
natally or in the first months of life. The intensity of 
intervention is the amount of time per meeting of the 
program and/or the frequency of meetings or classes.

Program description and implementation. We ana-
lyzed the extent to which the elements of the programs 
were described in the studies and the quality of imple-
mentation of the intervention as judged from the evalua-
tion study. Given the discrepancy that often arises 
between the planned or ascribed dosage and the actual 
dosage, intervention studies were also reviewed for  
their documentation of actual dosage (e.g., planned num-
ber of home visits vs. actual number of home visits 
completed).

Research design/statistical analysis. Although one of 
the inclusion criteria for the review table was that the study 
must include a control or comparison group, given the 
variation across studies in how the control or comparison 
and program groups were formed, a category was created 
to document this information. To document statistical 
power, the sample sizes of the program and control groups 
also were compared. We also indicated whether the group 

differences were significant at the 10% level.5 Effect sizes 
in percentage points and in standard deviation units also 
were provided. These are independent of sample size.

Because studies vary in how outcome data are 
analyzed and this could potentially influence findings, 
this information was summarized in a separate category. 
Given that researchers must often control for potentially 
confounding factors when assessing effects in both ran-
domized and nonrandomized studies, the number of 
covariates used in the statistical analysis was identified.6 
Inclusion of covariates also can increase statistical 
power.

Review of Findings

We summarize the main findings of the review on 
three major dimensions: program design, services, and 
implementation; methodology; and program effects.

Program Design, Services, 
and Implementation

Program type/content. The programs varied only 
modestly in approaches. Ten of the 14 interventions were 
home visitation programs. Two provided health services 
in hospitals (Prenatal and Perinatal Health Services 
Program [PPHS]; Brayden et al., 1993; Colorado 
Adolescent Maternity Program [CAMP]; Stevens-
Simons, Nelligan, & Kelly, 2001). One conducted par-
enting classes (Parent Education Program; Britner & 
Reppucci, 1997), and another was a center-based pre-
school program with parent education and parental 
involvement (Child-Parent Center [CPC] program; 
Reynolds & Robertson, 2003). Some programs mixed 
different elements such as health services and home vis-
its, and parenting classes (i.e., CAMP; Teen Parents as 
Teachers; Wagner & Clayton, 1999; see Table 1).

In the typical home visitation program, a trained visi-
tor spends time visiting the homes of parents, offering 
parenting advice, health advice, and other services (e.g., 
see description of NFP in Table 5). However, programs 
vary within this category. For example, in some, trained 
nurses or other professionals conduct the home visiting 
(e.g., Fergusson, Hildegard, Horwood, & Ridder, 2005; 
Olds et al., 1997; Olds, Henderson, Chamberlin, & 
Tatelbaum, 1986), whereas in other programs, such as 
Hawaii Healthy Start (Duggan et al., 1999, 2004) and 
Healthy Families America programs (Bugental, Lin, 
Rainey, Kokotovic, & O’Hara, 2002; Duggan et al., 
2007; DuMont et al., 2006), paraprofessionals provide 
the home visiting services.

Reynolds et al. / Maltreatment Intervention Review    7  
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The other four programs had somewhat different 
approaches. In the parent education model (Parent 
Education Program for Teen Mothers; Britner & 
Reppucci, 1997), parents attend classes or support 
groups to obtain information on parenting practices. The 
health services programs were provided through either 
health clinics (PPHS; Brayden et al., 1993) or health-
based case management (CAMP; Stevens-Simons et al., 
2001). The preschool program for 3- and 4-year-olds 
(CPC) provided a high-quality half-day program with 
comprehensive family services (Reynolds & Robertson, 
2003).

Seven or roughly half of the interventions employed 
primarily professional staff as program implementers, 
including at least bachelor’s trained nurses, social work-
ers, certified teachers, or health professionals. These 
programs included NFP, CPC, Early Start, Community 
Infant Project, PPHS, CAMP, and the Home Visitation 
Program. The other programs were implemented by para-
professionals although training was typically provided.

Timing, duration, and intensity. Close to half of the pro-
grams (6 of 14) began shortly after the birth of a child. Seven 
programs began prenatally for some participants, but for 
only two programs did services for all families begin prena-
tally (NFP, PPHS). The CPC program began at age 3 or 4.

Programs varied significantly in length, ranging from 
approximately 3 months (Parent Education Program) to 
60 months or more (Hawaii Healthy Start, Healthy 
Families Alaska, Healthy Families New York). The most 
common profile was 12 to 24 months beginning in the 
first few weeks after birth with 15 to 20 total visits.

For intensity, most programs prescribed seeing the fam-
ily at least once per month, but many had goals of seeing 
the family weekly. However, as described in the studies, 
many of the families did not receive the prescribed dosage. 
For example, in the Hawaii Health Start study (Duggan et 
al., 1999, 2004), only 1% of the families received weekly 
home visits. For many programs, the number of visits and 
services varied as a function of the needs or interests of the 
families including the Community Infant Project, Healthy 
Families America, Healthy Families Alaska and New York. 
Moreover, the length of the visits was not consistently 
documented across the studies.

A few interventions had more uniform intensity and 
length. In NFP, families received an average of 9 prenatal 
and 23 infant visits over the 2-year period of intervention 
(up to age 2). In the CPC program, services were more 
intensive as preschool classes were 3 hours per day five days 
a week for the entire school year and parents participated in 
the parent involvement component an average of 1-2 hours 
per week (Reynolds, 2000; Reynolds & Robertson, 2003).

Program description and implementation quality. 
Studies varied in how much information was provided 
about the program being evaluated. Most authors 
provided basic information about the program itself such 
as the length, staffing, and intervention content, but there 
was much variation in the level of detail provided. The 
conceptual and theoretical frameworks of the interven-
tions were not generally described in detail.

Only four studies provided specific information about 
the quality of implementation or fidelity of the program. 
These were the Teen Parents as Teachers intervention, 
Colorado Adolescent Maternity Program, Hawaii 
Healthy Start, and Healthy Families Alaska. Other pro-
grams such as Healthy Families New York, NFP, and 
CPC described more generally with documentation of 
the key elements of the intervention that were imple-
mented and/or referred to prior studies or program 
manuals for further information.

Method

Research design/statistical analysis. As shown in Table 
2, most of the studies (12) employed random assignment 
of families to program or control groups. Three studies 
used either matched-group or quasi-experimental designs 
with evidence of comparability. In Britner and Reppucci 
(1997), the groups were designed according to risk status: 
the highest risk group received the full program, the mod-
erate risk group received partial treatment, and the lowest 
risk group was the control group, which received standard 
levels of care through the county department of social 
services. In the Community Infant Project (Huxley & 
Warner, 1993), no covariate adjustments were made. In 
the CPC program (Reynolds & Robertson, 2003), inter-
vention was reserved for children at highest risk, and the 
matched comparison group participated in usual educa-
tional enrichment programs in preschool or kindergarten. 
Six covariates were included in the analyses including 
prior reports of child maltreatment.

Regarding statistical analysis, many of the studies 
had relatively small sample sizes including four stud-
ies with less than 100 program participants. The pro-
gram groups of the Community Infant Project (Huxley 
& Warner, 1993) and the Healthy Families America 
Program with enhancements (Bugental et al., 2002) 
were, respectively, 20 and 35. These sample sizes limit 
statistical power to detect group differences, especially 
for maltreatment, which is an infrequent event. Program 
group sample sizes for CPC, Hawaii Healthy Start, 
Healthy Families America programs, and Early Start 
were relatively large, with CPC (913) and Healthy 
Families New York (579) being the largest.
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Only six studies (Duggan et al., 2004, 2007; DuMont 
et al., 2006; Olds et al., 1997; Reynolds & Robertson, 2003; 
Wagner & Clayton, 1999) included pretest covariates to 
estimate program effects. To the extent that covariates are 
associated with program participation or maltreatment 
outcomes, they increase statistical power and internal 
validity regardless of research design.

Maltreatment measures. Most of the studies used offi-
cial reports of maltreatment from child protective services 
as an outcome. Bugental et al. (2002) used parent self-re-
ports on the abuse subscale of the Conflict Tactics Scale 
(CTS). For the Early Start program, Fergusson et al. 
(2005) used parental reports of contact with child protec-
tive services as well as reports of severe assault on the 
CTS. Finally, two studies examined children’s out of 
home placement as the primary outcome (Marcenko, 
Spence, & Samost, 1996; Stevens-Simon et al., 2001). 
Hawaii Healthy Start-2 (Duggan et al., 2004) and the 
Healthy Families Alaska and New York (Duggan et al., 
2007; DuMont et al., 2006) used both substantiated reports 
and parent reports of neglect or abuse on the CTS.

Maltreatment assessment period. Nearly all of the 
studies evaluated program effects either during and/or 
immediately after the program was implemented. Britner 
& Reppucci (1997) and Barth (1991) assessed impacts 
up to 2 or 3 years postprogram (ages 3-5), but this varied 
by family. Only two studies had long-term follow-ups. 
Olds et al. (1997) conducted a follow-up evaluation of 
the NFP when the children were 15 years old. Similarly, 
Reynolds and Robertson (2003) evaluated maltreatment 
outcomes up to age 17. For both studies, the length of 
follow-up was 13 years postprogram.

Program Effects

The main findings of the studies are reported in Tables 
2-4. In the synthesis, we emphasize impacts on rates of 
substantiated or verified maltreatment (abuse or neglect) 
in percentage points and converted to effect sizes in stan-
dard deviations using the probit transformation (see 
Table 3; Cohen & Cohen, 1983). We also summarize 
effects for secondary outcomes based on the CTS sub-
scales of neglect or abuse or official out-of-home place-
ment (see Table 4).

Substantiated reports. As shown in Table 3, cumulative 
rates of substantiated child maltreatment for program and 
control groups were available for 12 studies. Group dif-
ferences in rates of CPS-reported maltreatment (abuse or 
neglect) index the program effect in percentage points. 

We also document group differences at the 10% probabil-
ity level with 90% confidence intervals. We used the 
meta-analysis software EasyMA for statistical calculations 
(Cucherat, 2001). Overall, systematic nonrandom varia-
tion in effects sizes in percentage points was detected 
(Cochrane Q chi-square (12) = 22.23; p = .035).

The median group difference in maltreatment across 
the studies was –2.9 percentage points, which is in the 
expected direction because program participation would 
be hypothesized to be associated with lower levels of 
rates of child maltreatment. This group difference cor-
responds to a median rate of child maltreatment of 5.1% 
for the program group and 8.0% for the comparison 
group. The median effect size was –.23 standard devia-
tions. Given that few programs had follow-up data, these 
estimates reflect short-term effects.

The weighted mean group difference also was –2.9 per-
centage points with maltreatment rates of 6.6% for the 
program group and 9.5% for the comparison group. This 
translates to –.20 standard deviations or an odds ratio of 
.678. Because effect sizes of .20 or greater (in absolute 
value) are generally considered practically significant, we 
interpret this effect as small to medium and practically sig-
nificant. Given the cost savings in the child welfare and 
justice systems associated with reducing child maltreatment 
(Fromm, 2001; Reynolds, Temple, & Ou, 2003), an effect 
size of –.20 could be considered relatively large. Indeed, the 
mean (weighted) rate of maltreatment for the program 
group was 31% lower than the comparison group (6.6% vs. 
9.5%). We note that effect sizes for individual studies that 
are practically but not statistically significant should be 
interpreted cautiously. Their reliability is more uncertain. 
We interpret such effect sizes as suggestive of preventive 
effects.

Four of the 12 studies assessing substantiated reports 
(or 14 of the investigated contrasts) found that program 
participation was associated with significantly lower 
rates of substantiated or verified child maltreatment (p < 
.10). These were the CPC program, NFP, Parent Education 
Program for Teen Mothers, and the Teen Parents as 
Teachers (PAT) program with case management. For the 
latter two, other contrasts did not demonstrate signifi-
cance group differences. Effect sizes ranged from –0.24 
to –0.64 SD units, which are moderate to strong in mag-
nitude. NFP (Olds, et al., 1986, 1997; Olds, Henderson, 
& Kitzman, 1994) and the CPC program (Reynolds et 
al., 2003; Reynolds & Robertson, 2003) showed long-
term program effects when the children were, respec-
tively, 15 (24% vs. 32%) and 17 years old (7.8% vs. 14.7 
years old). Britner and Reppucci (1997) showed at the 
2-year follow-up that the parenting education classes for 
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unmarried teen mothers were effective in reducing mal-
treatment as compared to a lower risk control group that 
received no treatment (1.6% vs. 6.7%). A similar pattern 
was found but without significance based on a home-
visited control group at moderate risk. Teen PAT (Wagner 
& Clayton, 1999) found that PAT with added case man-
agement was associated with reduced maltreatment 
(0.0% vs. 2.4%) but not PAT alone or case management 
alone.

Parent reports of maltreatment and out-of-home place-
ment. As shown in Table 4, four studies examined impacts 
on parent-reported maltreatment and out of home place-
ment. In the Healthy Families America study (Bugental et 
al., 2002), the standard HFA program showed no differ-
ences in rates of CTS parent-reported child abuse at the 
end of the program (23% vs. 26%). HFA with an enhanced 
cognitive component, however, was associated with lower 
rates of child abuse (4% vs. 26%) but only compared to 
the combined control group and standard HFA was the 

difference significant (4% vs. 24%). Because of the small 
sample sizes of the groups, findings are fragile and should 
be interpreted cautiously. For the HFA cognitive enhance-
ment group, 1 out the 27 cases had a rating of child abuse 
compared to 12 out of 46 cases for the combined groups. 
One or two additional cases of abuse in the enhancement 
group would substantially alter the findings.

In Hawaii Healthy Start (Duggan et al., 2004), no sig-
nificant differences were found for parent reports of 
child abuse in each of the years of intervention. Rates of 
foster care placement also were equivalent.

The Early Start program in New Zealand (Fergusson 
et al., 2005) had mixed effects. The program group had a 
lower rate of severe assault than the control groups at  
the end of the program but similar rates of involvement 
in child protective services. The home visitation program 
in Marcenko et al. (1996) found no overall differences in 
out-of-home placement. However, among those with 
placement, a lower percentage was placed in foster care 
(24% vs. 37%; see Table 2).
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Table 3 
Rates of Substantiated Child Maltreatment and Other Attributes for Reviewed Prevention Studies

								        Age at 
	 Program	 Control	 % CAN	  % CAN			   Effect	  follow-up 
Program	 Sample	 Sample	 Program	 Control	 P-C	 90% CI	 Size	 in years

Community Infant Program	 20	 20	 5.0	 20.0	 –15.0	 –.334, .034	 –0.80	 1-2
Child Parent Enrichment Project	 97	 94	 15.5	 14.9	 0.6	 –.087, .099	 0.03	 2-5
Colorado Adolescent Maternity Programd	 84	 87	 7.2	 15.3	 –8.1	 –.161, .005	 –0.44	 2
Nurse-Family Partnership	 116	 184	 24.0	 32.0	 –8.0*	 –.181, .023	 –0.24	 15
Child-Parent Centers	 913	 495	 7.8	 14.7	 –6.9*	 –.102, -.038	 –0.37	 17
Parent Education Program for Teen Mothers.	 125	 314	 1.6	 6.7	 –5.1*	 –.081, –.020	 –0.64	 3-5
Hawaii Healthy Start-1a	 147	 157	 4.0	 8.0	 –4.0	 –.089, .005	 –0.34	 2
Healthy Families Alaska	 162	 163	 16	 17	 –1.0	 –.086, .063	 –.04	 2
Healthy Families New Yorke	 579	 594	 5.1	 4.8	 0.3	 –.019, .025	 0.03	 2
Teen Parents as Teachers plus case managementb	 175 	 178	 0.0	 2.4	 –2.4*	 –.041, –.004	 –0.31	 3

PAT–No case management group	 177 	 178	 1.3	 2.4	 –0.9	 –.034, .012	 –0.08	 3
Hawaii Healthy Start-2	 373	 270	 1.1	 1.5	 –0.4	 –.019, .011	 –0.13	 3
Prenatal & Pediatric Health Servicesc	 160	 154	 9.2	 6.6	 +2.6	 –.023, .081	 0.18	 3

Median	 160	 178	 5.1	 8.0	 –2.9		  –0.23	
Mean (unweighted)	 241	 222	 7.5	 11.3	 –3.8		  –0.23	
Mean (weighted)	 —	 —	 6.6	 9.5	 –2.9	 –.041, –.017	 –0.20	

Note. Study reports since 1990. Evaluations using other measures of child maltreatment were not included. With the exception of the child-
parent centers, all other interventions began either prenatally or by 6 months of age. Rates for the nurse-family partnership are for the total 
sample (High risk sample: program = 19%, controls = 42%, diff = 23 percentage points). Given the different locations of the studies, the defini-
tion of substantiated or verified reports may vary. Study authors reported a significant (p < .05) difference for child neglect reports.
a. Significance values were not given for the comparison. Our calculations indicated no group differences at p < .10.
b. Maltreatment cases included open maltreated cases.
c. It was unclear whether the physical abuse cases were separate cases from the neglect cases, so for the purposes of this table only the physical 
abuse cases were included as maltreatment to avoid artificially inflating maltreatment rates.
d. Physical abuse and neglect were combined. The Fisher chi-square test by our calculation was not significant (p = .144).
e. Because the data for HFNY were separated by year and it was unclear whether the same families were involved in year 1 CPS reports and 
year 2 CPS reports, only the year 2 data are presented in this table.
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Overall summary of maltreatment reports. To sum-
marize the total evidence on maltreatment prevention, 
a significant relation was found between program par-
ticipation and child maltreatment measured as substan-
tiated reports, parent reports, or out-of-home placement 
(Cochrane Q chi-square (15) = 30.39, p = .011). This 
finding was consistent across a range of program or 
control comparisons. Consistent with findings for sub-
stantiated maltreatment, the mean group difference 
was –3.4 percentage points (or a 32% reduction over 
control groups), with effect sizes of –.20 SD. One third 
of the studies (5 of 15) found significant reductions in 
child maltreatment based on substantiated or parent 
reports. The length of follow-up was extensive for only 
two studies.

Evidence of Preventive Effects

Strong evidence for preventive effects. Studies of three 
programs (Parent Education Program, NFP, & CPC) 
showed relatively strong evidence of preventive effects on 
child maltreatment (Britner & Reppucci, 1997; Olds et al., 
1997; Reynolds & Robertson, 2003). The program and 
control groups were reasonably matched for assessing 
effects, sample sizes were relatively large, sample retention 
was high, analyses accounted for the influence of family 
circumstances, the outcome was substantiated child mal-
treatment, and effects were detected 2 or more years after 
the end of intervention. Moreover, the effect sizes were 
relatively large, especially considering the length of  

follow-up (CPC = –.37; Parent Education Program = –.64; 
NFP = –.24). Among high-risk participants, the effect size 
of NFP based on log incidence of maltreatment by age 15 
was –.80. The CPC program also showed impacts on 
neglect and out-of-home placement (see appendix).

Each study has a conservative bias as well. In the 
Parent Education Program, the high risk group was con-
trasted with the low risk group, which would have been 
expected to have lower rates of substantiation. In the 
NFP and CPC programs, the comparison groups received 
alternative interventions. The high dosage of CPC inter-
vention (540 to 1,080 hours over 2 years) also substan-
tially increased the risk of monitoring bias

Mixed or limited evidence for preventive effects. The 
majority of evaluations reported mixed or limited evidence 
of preventive effects on child maltreatment. That is, some 
findings indicated that program participants had signifi-
cantly lower rates of child maltreatment on one or more 
measures and the observed group differences appeared to be 
reliable based on the research design or analytic approach. 
However, the pattern of findings was not consistent and no 
follow-up data were reported to provide strong support for 
preventive effects. Studies reporting group differences of 
practical but not statistical significance demonstrate limited 
evidence of preventive effects if the pattern of findings was 
consistent and if the study was methodologically strong.

For the Teen PAT program (Wagner & Clayton, 1999), 
findings were mixed and limited. Case management and 
PAT alone showed no effect but the group receiving the 
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Table 4 
Program Effects for Parent Reports of Maltreatment and Foster Care Placement

	 Type of	 Program	 Control	 Program	 Control			   Effect 
Study	 Maltreatment 	 Sample	 Sample	 Percentage	 Percentage	 P-C	 90% CI	 Size

Parent Self-Report 
HFA-Home visits/	 Physical Abusea	 34	 27	 23.0	 26.0	 –3.0	 –236, .118	 .06 
    Home visits + cognitive 
    component		  35	 27	 4.0	 26.0	 –22.0	 –.399, –.063	 –1.11
Hawaii Healthy Start-2	 Neglectb 	 373	 270	 22.0	 27.0	 –5.0	 –.116, .051	 –.16
Healthy Families Alaska	 Neglect	 162	 163	 18.0	 18.0	 0.0	 –.076, .078	 .00
Healthy Families New York	 Abuse/Neglectb	 579	 594	 6.8	 7.8	 –1.0	 –.036, .016	 –.08
Early Start	 Severe assault	 220	 223	 4.4	 11.7	 –7.3*	 –.116, –.027	 –.52

	 In contact with agency 			   19.6	 21.3	 –1.7	 –.086, .055	 –.06
Foster care

Hawaii Healthy Start-2	 % in foster care	 373	 270	 1.8	 0.8	 1.0	 –.003, .026	 +.31
Home Visitation Program	 % in out of home	 125	 100	 26.0	 23.0	 3.0	 –.075, .143	 +.10 
	     placementc	

a. Home-visited group with cognitive component had significantly lower rates than the combined home-visited only group and the control group 
(4% vs. 24%; effect size = –1.04 SD).
b. Because the data for were separated by year and it was unclear whether the same families were involved in the separate years, only the data 
from the final years are presented in this table.
c. Among those placement out of home, 24% of the program group were placed in foster care and 37% of the control group.
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combined intervention had significantly lower rates of 
open cases of maltreatment. Although the findings sug-
gest that intensity and comprehensiveness of services are 
particularly important, the absence of follow-up data and 
whether the open cases were determined to be substanti-
ated maltreatment warrant cautious interpretation.

CAMP with added home visitation services showed a 
program effect for neglect (Stevens-Simon et al., 2001). 
The home-visited group showed lower levels of neglect 
than the group without home services but both of these 
groups did not significantly differ with respect to abuse or 
abandonment. The CIP home visiting program (Huxley & 
Warner, 1993) had an effect size of –.80 (5% vs. 20%) but 
given sample sizes of only 20 in each group, no adjust-
ments for confounding variables, and no follow-up assess-
ment, group differences were not statistically reliable.

Fergusson and colleagues’ (2005) mixed findings 
apply to the type of information gathered on maltreat-
ment. In their evaluation of Early Start in New Zealand, 
they found that the program had an effect on parental 
self-report of abuse on the CTS; however, there was no 
program effect on parental report of contact with Child, 
Youth, and Family Services for child abuse and neglect.

Two evaluations had multiple program groups and 
showed different results for the program groups. Bugental 
et al. (2002) evaluated the Healthy Families America 
(HFA) home visitation program as well as HFA with an 
enhanced cognitive retraining component, designed to 
alter parents attributions about their child’s behavior. A 
program effect was found for the cognitive or home visit 
group but not for the home-visited only group.

No evidence for preventive effects. Seven studies of six 
programs indicate the lack of support for preventive effects 
on maltreatment. In the PPHS program (Brayden et al., 
1993), the program group had slightly higher rates of sub-
stantiated maltreatment, neglect, and out-of-home placement 
than the program group by age 3. Given the length of the 
program, these findings may be due to monitoring or detec-
tion bias. Marcenko et al. (1996) found that although slightly 
more of the home-visited mothers had children placed out-
side the home, these children were more likely to be placed 
with a family member (as opposed to foster care for exam-
ple) than children of the mothers in the control group.

For the Hawaii Healthy Start Program (HHS), one 
evaluation showed a suggestive effect on maltreatment at 
the end of the program based on reports in hospital records 
(HHS-1; National Center on Child Abuse Prevention 
Research, 1996). The most comprehensive assessment of 
the program for 600 families over 3 years and including 
parent reports, official reports, and foster care, found no 

significant differences for any measure during each year 
with the exception of parent-reported child neglect at year 
1 (HHS-2; Duggan et al., 1999, 2004). At the end of the 
program at age 3, 1.1% of the program group had substan-
tiated reports compared to 1.5% for the control group.7

Three other home visiting programs implemented by 
paraprofessionals and starting prenatally also found no 
evidence of effects. Two Healthy Families America 
programs (Alaska, Duggan et al., 2007; New York, 
DuMont et al., 2006) reported slightly higher but statis-
tically identical rates for program versus control groups 
for both substantiated and parent reports of maltreat-
ment. These findings were consistent across many dif-
ferent measures. They also are notable given the 
relatively long duration (36 to 60 months) and greater 
frequency of home visits compared to the other reviewed 
programs. The Child Parent Enrichment Project (Barth, 
1991) was relatively brief at 6 months duration and an 
average of 11 visits. At the 2-5-year follow-up, roughly 
15% of each randomly assigned group had substanti-
ated maltreatment reports.

What Makes a Program Effective in 
Reducing Maltreatment?

Because of the strong long-term effects of the CPC and 
NFP programs, more detailed information about these pro-
grams is presented in Table 5. Participation was linked to an 
average reduction in maltreatment that was more than 
double that of the other programs (7.5 percentage points vs. 
3.1 percentage points; p <. 05). Although the two programs 
differed in intervention approach, timing, intensity, and 
duration of services, they both were based on an ecological 
model in which comprehensive family support services 
were provided through the establishment of an ongoing 
mentoring relationship (NFP) or a school–family partner-
ship model within a preschool setting (CPC). Each program 
also was largely implemented uniformly by professional 
staff (certified teachers or public health nurses) who were 
compensated relatively well and consistently followed core 
program features. Economic returns have been found to be 
substantial (Karoly et al., 2005; Reynolds et al., 2002; 
Temple & Reynolds, 2007).

High-Risk Subgroups

Evidence is limited that the programs are more effec-
tive for high-risk parents. Olds et al. (1986, 1997) found 
that NFP had the strongest effect in reducing maltreat-
ment for young, single mothers living in poverty. Among 
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these high-risk families, for example, 19% of the inter-
vention group had a substantiated report by age 15 com-
pared to 42% of the control group. The incidence of 
substantiated reports also was significantly lower for the 
intervention group.

The CPC program showed stronger effects in reducing 
maltreatment for children who had four or more family 
risks as compared to children with lower family risk and for 
children who lived in the highest poverty neighborhoods as 
compared to children living in neighborhoods that had 
lower poverty levels. Although more evidence is needed, 
these two studies suggest that programs may be more effec-
tive for the families at greatest risk for maltreatment.

As shown in the appendix, participation in the CPC 
preschool program was associated with most measures 
of substantiated abuse and neglect as well as out of home 
placement (Reynolds et al., 2007). After controlling for 
differences in family risk status, maltreatment in the first 
3 years of life, later school-age intervention, and gender 
and race or ethnicity, 7.8% of the CPC preschool group 
had substantiated DCFS reports over ages 4-17 versus 
14.7% of the comparison group. Rates of out-of-home 
placement and DCFS child neglect reports also signifi-
cantly favored the program group.

High Dosage of Intervention

It would be predicted that a higher dosage of the inter-
vention would provide the best results in reducing mal-
treatment. Both the NFP and the CPC programs had 
relatively high-dosage or high involvement. In the Elmira 
NFP, the nurse visits lasted approximately 1 hour 15 min-
utes. The nurses visited the families on average 9 times 
during the pregnancy, and weekly for 6 weeks after the 
pregnancy. They then visited bi-weekly until the child was 
4 months, every 3 weeks until the child was 14 months, 
every 4 weeks until the child was 20 months, and then 
every six weeks until the child was 24 months. They also 
met with the families weekly during crisis conditions.

In the CPC program, children were involved in the 
preschool program daily for 3 hours per day. In addition, 
parental involvement of at least one half-day per week 
was required by the program, and parents were encour-
aged to become involved in multiple aspects of the pro-
gram, such as classroom and class trip volunteering, 
vocational or educational training, and using the parental 
resource room.

That both NFP and CPC had relatively high dosages 
may account for some of the positive program effects. 
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Table 5 
Summary of the CPC and NFP Programs

Program Characteristics	 CPC	 NFP

Description	 Provides high quality preschool at ages 3-4	 Provides nurse home visitation from pregnancy 
	 Extended intervention provides support up to age	     (prior to 30 weeks) up to age 2 
	     9 (grade 3) for up to 6 total years
	 Provides family support services	
Population served	 Low-income inner city neighborhoods in Chicago	 High risk moms (< 19 years old, single-parents, and/or 
	 Located in high-poverty areas not being served	     low SES) who were pregnant with their first child
	     by Head Start	 Any woman bearing her first child could request to 
		      participate
Services provided	 Child education component	 Nurse home visits; 3 main activities:
	   Basic math and language skills,	     Educating parents about infant and fetal 
	   oral communication, and social skills	         development
	 Parent component	     Getting family and friends involved and supporting 
	     Volunteering in the class and on class trips	         the mother
	     Parent resource room at school	     Connecting the family to other social services
	     Educational/vocational training
	 Outreach services (e.g., resource mobilization, 
	     home visits)
	 Health and nutrition services	
Staff	 All teachers have a bachelors degree and are	 Trained nurses (bachelors degrees) 
	     certified in early childhood	
Program evaluation	 Multiple aspects of the program have been	 Multiple aspects of the program have been evaluated and 
	     evaluated and shown long-term positive effects	     shown long-term positive effects
Benefit to cost ratio	 US$7.14:1	 US$2.88: 1

Note: The benefit to cost ratio of CPC preschool was $10.15 when all crime victim savings were included (Reynolds et al., 2002). In NFP, the 
high-risk sample had an economic return per dollar invested of $5.70 and the low-risk sample had a return of $1.26 (Karoly et al., 2005).  
CPC = Child-Parent Centers; NFP = Nurse–Family Partnership; SES = socioeconomic status.
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Findings from the CPC evaluation provide some support 
for this idea: longer duration of preschool participation 
(2 years vs. 1 year) was associated with lower rates of 
CAN (DCFS reports) and, more broadly, lower rates of 
child welfare services (Reynolds & Robertson, 2003).

One finding that appears to contradict this idea that 
higher dosage is more effective comes from Duggan 
et al.’s (2004) evaluation of Hawaii Healthy Start. They 
found that families that received a high dose of ser-
vices were more likely than controls to report severe 
physical abuse. However, this result must be inter-
preted with caution because it is unknown as to what 
factors caused some families to receive more services 
than others. It is possible that the highest risk families 
received the most services but that the service level 
was still not high enough to show program effects. 
Healthy Families New York and Alaska studies also did 
not show favorable effects. The preventive effects 
found in the 3-month home visiting program evaluated 
by Britner and Reppucci (1997) also suggest that dos-
age alone may be not be an essential element of effec-
tiveness. These findings are consistent with other 
studies indicating, that for at least some parenting out-
comes relatively brief and focused interventions are 
more effective than longer-duration, multifocused pro-
grams (Bakersman-Kranenburg et al., 2003; Wyatt-
Kaminsky et al., 2008).

Comprehensiveness

Comprehensive services may be another element of 
program effectiveness. As described above, Teen Parents as 
Teachers and Healthy Families America showed effects 
only when components were added such as case manage-
ment or problem-solving activities for parents (e.g., 
Bugental et al., 2002; Wagner & Clayton, 1999). These 
results dovetail with the comprehensive family support 
services found in NFP and CPC. The latter, for example, 
included child education, family support, and health and 
community outreach services. It may be that more compre-
hensive programs are needed to address the issues of high-
risk families in a more holistic way that acknowledges the 
complexity of child maltreatment and parenting practices. 
To the extent that different services are coordinated in 
meaningful ways and delivered uniformly, comprehensive-
ness may reinforce the effects of other features such as 
duration and intensity. Alternatively, comprehensive ser-
vices can be more difficult to coordinate and implement 
well compared to programs with a single or narrower ser-
vice focus (Bakerman-Kranenburg et al., 2003; Wyatt-
Kaminsky et al., 2008).

Service Providers

A further attribute of effectiveness may be the level of 
training of staff implementing the program. For example, 
the NFP and the CPC programs both utilize highly trained 
staff: the NFP have trained nurses who conduct the home 
visits, and the CPC have trained teachers (with bachelor’s 
degree) with certification in early childhood. Olds and col-
leagues have implemented the NFP program in multiple 
sites and an ongoing evaluation compares the effects of 
nurse home visitors and paraprofessional home visitors. 
Initial results suggest that there are more benefits for nurse-
visited mothers than for mothers visited by a paraprofes-
sional (Olds et al., 2004).

Moreover, in the review 3 of the 7 interventions 
implemented by professional staff demonstrated benefi-
cial effects on child maltreatment compared to 2 of 8 for 
intervention implemented by paraprofessionals. Effect 
sizes were slightly higher for professionally staffed inter-
ventions (–.30 vs. –.20 SD).

Long-Term Follow-Ups

One final important consideration is that two of the 
programs with strong evidence for reduction in mal-
treatment (NFP, CPC) conducted long-term follow-ups 
of the children in the program. Indeed in Olds and col-
leagues evaluations of the NFP program in Elmira, 
there was an original program effect on maltreatment 
at the 1-year follow-up (1986), the program effect dis-
appeared at the 2-year follow-up (1994), and the pro-
gram effect returned at the 15-year follow-up (1997). 
Similarly, in the CPC program evaluation, the stron-
gest program effect was found over the age 4–17 span 
as compared to the age 4–9 group (Reynolds & 
Robertson, 2003). Although many studies have not 
examined long-term effects on maltreatment rates, it 
appears, based on the findings from the CPC and NFP 
programs, that programs aimed at reducing maltreat-
ment may not have strong immediate effects, and it 
may be necessary to conduct longitudinal follow-ups 
to assess programs most accurately.

Why Do Some Programs Not Show 
Effects on Maltreatment?

Implementation Quality

Many of the studies documented poor implementation 
quality. For example, in the Hawaii HSP only 1% of the 
families received weekly visits, the recommended dosage. 
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In other studies, the actual number of visits was often 
lower than the prescribed number of visits (e.g., Bugental 
et al., 2002; Stevens-Simon et al., 2001), and some stud-
ies had high dropout rates that reduced statistical power. 
However, as described in Table 1, many of the studies did 
not include information about implementation quality, 
making it difficult to compare across studies.

Similarly, in large-scale studies, implementation qual-
ity may vary from site to site. For example, in Duggan 
et al.’s (1999) evaluation of Hawaii Healthy Start, they 
found significant differences in implementation and 
program effects across different sites. They also dis-
cuss how funding and management changes may have 
changed the program focus and altered the intervention 
(Duggan et al., 2004). These may have affected how well 
the intended intervention was implemented thus affect-
ing its impact on reducing maltreatment. Variability in 
implementation across sites and families also may have 
influenced findings in the Healthy Families programs 
and the Community Infancy Program.

Service Providers

It appears that the level of training of the staff can 
influence program effectiveness. Home visitors in eight 
of the studies were paraprofessionals, including Hawaii 
Healthy Start and Healthy Families America studies, and 
only two studies showed evidence of maltreatment effects 
(Teen PAT and Parent Education Program). This may 
have contributed to the lack of significant effects although 
many other factors may be at work. Also as previously 
discussed, Olds et al.’s (2004) study comparing parapro-
fessionals and nurse home visitors provides support for 
the idea that benefits may be greater for families visited 
by nurses than families visited by paraprofessionals.

Monitoring/Detection Bias

Monitoring bias is a common problem in many inter-
vention studies, especially for those using child protective 
service records. That is, because families in an interven-
tion are in more contact with some form of social service 
providers, they are more likely to have maltreatment 
detected. Bugental et al. (2002) found that of reports made 
on study children, 30% of physical abuse reports and 15% 
of the neglect reports came from the study hospitals (and 
all were reports on intervention families and not control 
families). Therefore, monitoring bias may contribute to 
why some studies fail to find results. The level of bias 
would be expected to be a function of the length and inten-
sity of intervention as well as services received by the 
control group. The longer duration interventions of Hawaii 

Healthy Start and Healthy Families America may have 
been particularly susceptible to monitoring biases at least 
in part. Such bias would also be most likely to affect out-
comes measured during or immediately after the program 
rather than in longitudinal follow-up phases. The early 
evaluation of NFP (Olds et al., 1986), Teen PAT, Parent 
Education Program, and Early Start, however, still detected 
significant prevention effects. Certainly, further work is 
needed to better quantify the effect of monitoring bias. 
Chaffin and Bard (2006) found that although the net effect 
of monitoring bias was small in both home visitation and 
center-based programs, the amount of bias increases as 
rates of active program participation and length of services 
increase.

Control/Comparison Group

Another important consideration in evaluating maltreat-
ment programs is how the control or comparison group is 
formed and what services they receive. In most of the stud-
ies, families were randomly assigned to program and con-
trol groups, which reduces most types of selection bias. 
Inspection of the groups at pretest indicated group equiva-
lence across studies. Unfortunately, some studies had rela-
tively small sample sizes, which raise the possibility of 
differences on unmeasured variables. In addition, few stud-
ies included covariates, which would have increased statisti-
cal power. Given the general comparability of program and 
comparison groups, the matched-group and quasi-experi-
mental studies showed little evidence of bias. The compari-
son group in the Community Infant Project (Huxley & 
Warner, 1993) was formed from a waiting list because of 
the intervention being at full capacity. In the Parent 
Education Program (Britner & Reppucci, 1997), higher risk 
families were assigned to the program, which would likely 
underestimate impacts. In the CPC program, the compari-
son group was chosen from randomly selected schools and 
participated in alternative interventions and had similar 
demographic characteristics prior to intervention, including 
maltreatment. Thus the research designs of the studies were 
unlikely threats to internal validity.

A more plausible threat to the internal validity of find-
ings is compensatory equalization because in some studies 
the comparison group received alternative services and in 
others no information was provided. In some cases, the 
comparison group was simply provided with referrals to 
local services. In other cases, they receive some standard 
services. In the Duggan evaluation of Hawaii Healthy 
Start (1999), the authors note that many of the control 
group families may have been receiving care and services 
from other agencies. For example, at the 1-year follow-up, 
28% of control group mothers reported that they had 
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received a home visit (not from a home visitor). In the 
Community Infant Project (Huxley & Warner, 1993), the 
control group families were found to use outside health 
services at a significantly higher rate than the program 
group. The authors suspected that this was because the 
families may have believed that the intervention covered 
these needs. Access to alternative services in the commu-
nity by the control group also may have contributed to 
findings in the Healthy Families America studies. Thus it 
is possible that the estimated impacts on child maltreat-
ment for these programs are conservative.

Low Occurrence of Maltreatment

Another attribute to take into account in assessing the 
evidence is the incidence of maltreatment. A low rate of 
maltreatment for both the intervention and the control 
group makes effects more difficult to detect or they may 
appear as nonsignificant. This is particularly the case with 
CPS reports given that only a small proportion of actual 
maltreatment cases become official substantiated reports. 
For example, in a later trial of NFP conducted in 
Memphis, the rates of maltreatment were too low for both 
groups to conduct any meaningful analyses (Olds et al., 
1999). Similarly, in the Hawaii Healthy Start evaluation, 
Duggan et al. (2004) reported very low prevalence rates 
of substantiated maltreatment. However, many of the 
families showed much higher levels of abusive behavior 
from CTS self-reports. Therefore, when evaluating mal-
treatment interventions, differences may not emerge 
because of the low prevalence of substantiated reports of 
maltreatment. The greater use of multiple sources of 
information over longer periods of time can increase sta-
tistical power to more acceptable levels. A counterpoint 
to this threat was the wide range of maltreatment inci-
dence rates across studies and that studies with higher 
incidence were not more likely to show significant pro-
gram effects.

Length of Follow-Up

As noted above, only four of the studies assessed child 
maltreatment beyond the end of the intervention. Only 
two did this uniformly across the study sample. For most 
prevention programs, it may take many years before pro-
gram impacts are realized in reducing maltreatment. That 
is, programs that are evaluated in the short-term after the 
program has been implemented may not show reductions 
in maltreatment. The Hawaii Healthy Start and Healthy 
Families America studies, for example, assessed mal-
treatment only at the end of the program for most partici-
pants (ages 2 or 3).

Although the appropriate length of follow-up may 
vary by intervention approach, at a minimum, several 
years postprogram may be required to detect full effects 
on maltreatment. This was the pattern of effects for the 
NFP and CPC programs as consistent effects on mal-
treatment were detected five or more years postprogram. 
This may be also related to the low occurrence of mal-
treatment. Over longer periods of time, there are more 
opportunities for reports to occur and for larger group 
differences to emerge.

Discussion

Our review finds limited evidence that early childhood 
interventions can prevent child maltreatment. Of the 12 
intervention models investigated, only 4 or one third 
reported that program participants had significantly lower 
rates of maltreatment than comparison groups. The average 
effect size across studies was one fifth of a standard devia-
tion or a reduction in maltreatment of about 3 percentage 
points (or 30% reduction over control groups). Although 5 
studies reported reductions in either substantiated or parent-
reported maltreatment, only for 3 programs was there con-
sistent evidence of enduring effects. Among three widely 
implemented home visitation programs—Hawaii Healthy 
Start, Healthy Families America models, and Parents as 
Teachers—only enhanced versions of Healthy Families 
America and Parents as Teachers were associated with 
reductions in maltreatment.

Given the well-documented links between program 
participation and improvements in parenting practices 
(MacLeod & Nelson, 2000; Sweet & Appelbaum, 2004), 
these findings suggest that even if prevention programs 
strengthen parenting skills and related family outcomes, 
reductions in actual maltreatment are much less certain, 
especially enduring effects.

Two programs, NFP and the CPCs, showed strong evi-
dence of long-term maltreatment prevention. They have 
relatively high intensity, are implemented by well-trained, 
professional staff, and provide comprehensive family ser-
vices. The studies had well-conceived research designs, 
sufficient sample sizes for reliable inferences, and assessed 
maltreatment up to 13 years postprogram. The Parent 
Education Program for Teen Mothers (Britner & Reppucci, 
1997) was the third intervention demonstrating relatively 
strong effects postprogram. Indeed, the high-risk interven-
tion group had a significantly lower rate of substantiated 
maltreatment than the low-risk comparison group. Thus 
the findings are conservative. In contrast to NFP and CPC, 
the program was only 12 weeks in length.

Of further note is that unlike CPC, Parent Education 
Program, and most other studies, NFP was evaluated by the 
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program designers rather than researchers independent of 
program operations.8 The focus on substantiated reports, 
however, strengthens confidence in findings of this and 
others studies.

How strong is the evidence that early childhood inter-
ventions can prevent child maltreatment? Relative to 
the knowledge base about the impact of early childhood 
intervention on the prevention of school underachievement 
(Consortium for Longitudinal Studies, 1983; Reynolds, 
2000; Zigler et al., 2006), the evidence on maltreatment 
prevention is weak. This state of affairs can be explained 
by a number of factors including differences in program 
scope, the number of available longitudinal studies, and 
the challenges of data access and collection. For the latter, 
maltreatment data are more difficult to obtain and assess 
validly than school records or measures of child well-
being. Relative to other interventions or social programs 
such as reduced class sizes or job training, the evidence 
on maltreatment prevention is stronger (Aos et al., 2004; 
Temple & Reynolds, 2007). From the perspective of his-
tory, however, that there are only two studies that convinc-
ingly show long-term effects on maltreatment prevention 
is unexpected and should provide impetus to strengthening 
the evidence base on maltreatment prevention.

Limitations

We note three limitations of the review. First, we 
emphasized behavioral changes in actual or parent-re-
ported rates of child maltreatment as the major outcome. 
Although we noted evidence of program effects for other 
outcomes, the interventions should not be characterized 
as effective or ineffective on the basis of just the outcome 
of child maltreatment. Impacts on broader measures of 
child and family well-being are important in their own 
right and may lead to effects on later outcomes such as 
crime prevention and educational attainment (Topitzes, 
2006). Only after a comprehensive analysis of the effects 
of all theoretically important outcomes as well as pro-
gram costs can judgments about effectiveness be made.

Second, the review assessed relatively few studies. They 
were early childhood prevention programs with relatively 
rigorous designs and analyses. The studies are not neces-
sarily representative of the entire field of maltreatment 
prevention, although they are likely to be representative of 
the literature since 1990. The inclusion of more unpub-
lished studies, studies of treatment programs, or of mal-
treatment prevention programs beginning in the school-age 
years would be important complements to our review. 
Nevertheless, our findings are consistent with Bilukha et al. 
(2005), which reviewed studies published from 1979 to 
2001 of the effects of home visitation programs on 

maltreatment. Using different selection criteria and differ-
ent studies than our review, Bilukha and colleagues found 
that roughly one third of the 21 studies reported statisti-
cally significant reductions in general maltreatment associ-
ated with program participation. Notably, the studies varied 
substantially in methodological quality, which was not a 
selection criterion.

Because many of the studies we reviewed found no 
reliable group differences on child maltreatment, the 
inclusion of more unpublished studies would likely 
increase the number of studies showing null findings. 
Unpublished studies are more likely than published stud-
ies to show no effect findings. Consequently, the effect 
sizes in our review may be greater than in analyses that 
include more unpublished studies. Nevertheless, we 
searched for as many studies as possible. Among the 48 
studies we identified, most of the excluded unpublished 
studies had methodological limitations and this would 
likely be the case for studies we did not identify.

Third, our review emphasized impacts on child maltreat-
ment, which combines abuse and neglect. This was done to 
make findings as comparable as possible across studies, as 
several studies did not distinguish between forms of mal-
treatment. Some interventions may have effects on specific 
types of maltreatment (e.g., educational neglect, physical 
abuse) that went unmeasured. Two studies, for example, 
showed impacts on neglect but not on physical abuse 
(Duggan et al., 1999; Stevens-Simon et al., 2001). We also 
excluded from review programs to prevent sexual abuse 
and for drug-addicted mothers. Impact assessments across 
a wider range of maltreatment measures over different 
intervals of time are needed. Major barriers to greater 
specificity of preventive effects are the frequent co-occur-
rence of abuse and neglect and the low base rates of par-
ticular forms of maltreatment (Mersky, 2006). Large 
sample sizes will be needed to assess these effects reliably. 
Certainly, our emphasis on substantiated reports, one mea-
sure of maltreatment, warrants cautious interpretations. The 
potential for monitoring bias is greater for these reports.

Implications and Recommendations

Five recommendations for research and practice are 
offered. First, follow-up studies beyond 1 or 2 years are 
needed with sample sizes that are large enough to reli-
ably detect program group differences. In our review, all 
but two programs had follow-up periods of less than 3 
years. Assessment of longer-term prevention effects is 
not only consistent with ecological and developmental 
psychopathological models of behavior, but can also 
provide increased statistical power to detect effects 
because cumulative rates and incidence of maltreatment 
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will be higher and more distinguishable. (Parent as 
Teachers National Center, 2003b)

Second, when evaluating preventive programs, regular 
collection of official data on child maltreatment is needed. 
After several decades of research on child maltreatment pre-
vention, most studies of programs with a goal of preventing 
maltreatment do not collect official records of maltreatment 
or child welfare services. We identified only 13 early inter-
vention studies that measured substantiated maltreatment or 
out of home placement. Two others used parent reports. Only 
two studies obtained records of maltreatment 3 or more years 
after the program. The collection of official reports of sub-
stantiated and unsubstantiated cases of maltreatment should 
be routine, especially in prevention studies. Given the well-
known limitations of official maltreatment reports, they 
should be supplemented with parental and other reports. In 
our review, parent reports of maltreatment and records of out 
of home placement resulted in higher incidence rates than 
substantiated reports but program effects were similar across 
sources of report. The study of Healthy Families Alaska 
(Duggan et al., 2007), which had the most comprehensive 
measurement of maltreatment, found no evidence of preven-
tion effects for official reports or parent reports.

Third, implemented programs may benefit from a stron-
ger focus on key principles of effectiveness such as high 
intensity, longer duration, professional and well-trained 
staff, and comprehensive family services. As found in this 
review, NFP and the CPC programs had these attributes 
and documented long-term prevention effects on maltreat-
ment. The attribute of timing of intervention, however, was 
not strongly supported, as the three programs showing 
evidence of prevention effects began at three different ages, 
prenatal development (NFP), birth (Parent Education 
Program), and in preschool (CPC). Although the Child-
Parent Centers and Nurse Family Partnership show the 
possible benefits of a core set of principles of effectiveness 
implemented together, the unique contribution of each ele-
ment, including professional staff and comprehensive ser-
vices, is not clear and further studies of more programs are 
warranted. Given the relatively small number of programs 
reviewed and effective programs identified, generalizabil-
ity of findings is limited. Moreover, the demographic attri-
butes of program participants across the studies were 
limited to low-income or otherwise at-risk families.

Fourth, preschool programs should be investigated 
more frequently for maltreatment prevention. Only one of 
the reviewed studies—the CPC Program—was a preschool 
program, yet preschool education programs are expand-
ing rapidly across the country as an approach to promote 
school readiness (Zigler, Jones, & Gilliam, 2006). Like 
the CPC program, early interventions that provide family 
services along with child educational enrichment may 

be most likely to prevent later maltreatment. Although 
earlier preschool programs showed little evidence for the 
prevention of maltreatment (Consortium for Longitudinal 
Studies, 1983), ongoing national evaluations of Early 
Head Start (Love et al., 2005) and Head Start (Puma 
et al., 2005) offer the potential to assess effects on child 
maltreatment.

Finally, research on different and innovative interven-
tion models is needed. Our review was limited to pro-
grams implemented in the first 5 years of life. It is 
possible, of course, that home visitation programs alone 
may not be the most effective intervention strategy for 
preventing child maltreatment. Interventions that com-
bine different elements need further investigation. For 
example, hybrids of the approaches assessed in this 
review such as preschool programs with parenting com-
ponents, two-generation programs, and programs that 
provide more comprehensive health services along with 
parenting classes or preschool education could be more 
effective than traditional home visitation approaches to 
maltreatment prevention. Galano et al. (2001), for exam-
ple, found suggestive evidence that a community-based 
program providing home visitation, parenting classes, 
newsletters, library resource centers, and related services 
can help reduce official rates of maltreatment.

Interventions that begin after age 5 or extend into 
school age also warrant further investigation. Reynolds, 
Temple, Robertson, and Mann (2002) and Reynolds 
et al. (2007) found that children who participated in the 
preschool and school-age components of the Child-
Parent Center program had significantly lower rates of 
child maltreatment and out-of-home placements above 
and beyond the preschool program alone. These impacts 
were traceable in part to the reduced school mobility of 
program participants.

Moreover, interventions and policies to increase eco-
nomic well-being deserve further attention. Paxson and 
Waldfogel (2003), in a state-level analysis of welfare 
involvement, found that higher welfare benefits to mothers 
were associated with fewer cases of child neglect and out 
of home placement, although these effects varied by family 
structure. Parental employment among single-parent fami-
lies also was associated with lower rates of child maltreat-
ment. The influence of socioeconomic experiences on 
maltreatment rates may interact, however, with child wel-
fare spending and other policy resources (Malcolm, 2005; 
Slack et al., 2003). Such findings reflect the potential 
importance of comprehensive two-generation approaches 
to maltreatment prevention and related outcomes. Only 
after examination of a wide range of intervention approaches 
over longer intervals of time will a better understanding of 
the prevention of child maltreatment emerge.
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Notes

1. Universal preventive interventions target whole populations 
regardless of risk. Selective preventive interventions target popula-
tions or groups at risk of experiencing problem behaviors targeted by 
the program. Indicated preventive interventions target individuals or 
groups who have already manifested behavioral difficulties that pre-
dict outcomes to be prevented or promoted.

2. To assess program effects directly on maltreatment outcomes 
and not proxies for maltreatment, we excluded studies that only 
assessed child abuse potential. Similarly, information on hospitaliza-
tions was included as additional information but was not sufficient for 
inclusion in the review. Programs that focused on more specific out-
comes (e.g., sexual abuse, shaken baby syndrome) were not included 
because they were not comparable to the other studies. Similarly, 
programs that focused on highly specific populations (e.g., parents of 
drug-exposed infants) were excluded. Because of these exclusion 
criteria, the other NFP site evaluations (Memphis and Denver) were 
not included. We did not find maltreatment outcomes assessed for 
these sites.

3. Studies were excluded because they did not provide quantitative 
findings or because they did not provide rates of maltreatment for the 
control group (Galano & Huntington, 2002; Galano et al., 2001; 
Parents as Teachers National Center, 2003a).

4. Studies that did not meet our criteria were excluded from the 
review. For example, studies that were published prior to 1990 (e.g., 
Siegel et al., 1980; Dawson et al., 1989) were excluded. Also, early 
childhood interventions that did not report on abuse or neglect out-
comes (e.g., Constantino et al., 2001) were excluded. Finally, studies 
that did not include adequate information on the program and/or out-
come variables (e.g., Chaffin & Bard, 2006) were not included in the 
review. A study of Healthy Families America-San Diego (Landsverk 
et al., 2002) could not be obtained to determine whether it met our 
inclusion criteria. Because we already included several Healthy 

Families studies and the Landsverk et al. findings were consistent 
with these other studies, its addition would have added little. Contact 
the authors for a further description of the findings of the 7 studies 
that were excluded because they assessed treatment programs and 11 
studies that were excluded because they did not meet other criteria.

5. We chose the 10% probability level (two-tailed) for three major 
reasons. First, the cut-off probability value for statistical significance 
varies by discipline and includes both the 5% and 10% level. Thus, the 
latter value is more inclusive and representative of the entire field. 
Second, many of the studies have relatively small sample sizes and their 
power to detect effects at the .05 level is very low. Third, given social 
and economic costs to society at large of child maltreatment (Fromm, 
2001), use of a 10% probability value seems justified.

6. For those studies that did show an intervention effect on mal-
treatment, we summarized information on any moderators that may 
affect the outcome or any mediators that may help to explain the 
effects of the intervention on maltreatment (contact the author for 
these results).

7. Although they varied in the number of outcomes reported, 8 of the 
15 studies found significant effects for other outcomes in the expected 
direction. Family and parent outcomes included higher maternal educa-
tion, more positive parenting attitudes and increased use of nonpunitive 
discipline, lower maternal depression, and less emergency room use. 
Child outcomes, although less pronounced, included improved health 
status, greater cognitive development and behavioral adjustment, and 
greater school readiness and achievement. Given their longer follow-up 
periods, the NFP and CPC programs found beneficial effects on life-
course development, including lower rates of crime, higher educational 
attainment, and lower receipt of public aid. Long-term effects for NFP 
were generally specific to the high risk sample (contact the authors for 
further information).

8. Studies varied in the level of research involvement by the interven-
tion developer. Most of the studies were conducted by investigators who 
were independent of program design and operations. These included the 
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Appendix 
Summary of Child-Parent Center Maltreatment Results

	 Proportion (%)

Indicated/Substantiated Abuse and Neglect (Age 4-17)	 Total Sample (N = 1411)	 CPC Preschool (N = 914)	 None (N = 497)

DCFS reports only			 
    Any abuse/neglect (maltreatment)	 10.2	 7.8	 14.7
    Any neglect	 6.7	 4.7	 10.3
    Any physical abuse	 2.1	 1.4	 3.4
    Any sexual abuse	 1.4	 1.2	 1.8
    Any risk of physical injury	 3.5	 3.0	 4.6
DCFS and court data
    Any abuse/neglect	 12.7	 10.4	 16.9
    Any neglect	 8.9	 6.5	 13.3
    Any physical abuse	 3.3	 2.7	 4.4
    Any sexual abuse	 1.7	 1.4	 2.2
    More than 1 category of maltreatment	 6.4	 5.3	 8.5
    Any risk of physical injury	 6.8	 5.9	 8.5
Out of home placements
    DCFS reports only
        Any out of home (including protective custody)	 5.6	 4.3	 8.0
    DCFS and court data
        Any out of home (including temporary custody)	 7.9	 6.1	 11.3

DCFS = Department of Child and Family Services; CPC = Child-Parent Centers.

 at PENNSYLVANIA STATE UNIV on September 16, 2016cmx.sagepub.comDownloaded from 

http://cmx.sagepub.com/


CPC program and Parent Education Program for Teen Mothers, which 
found evidence of preventive effects, as well as Healthy Start and 
Healthy Families America, which found no preventive effects in multi-
ple replications. Alternatively, NFP has not conducted independent 
evaluations, and the findings of preventive effects found in the Elmira 
trial have not been replicated.
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