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What’s Known on This Subject

What This Study Adds

Primary care clinicians have responded in written surveys that they do not report all
suspected child abuse to child protective services. Their reasons for not reporting include a lack of certainty and a belief that they can intervene more effectively.

This is the ﬁrst study to examine prospectively primary care clinician decision-making
regarding child abuse, including how frequently they report suspected child abuse and
the level of suspicion and other factors that inﬂuence them to report.

ABSTRACT
OBJECTIVES. The goals were to determine how frequently primary care clinicians reported suspected physical child abuse, the levels of suspicion associated with reporting, and what factors influenced reporting to child protective services.
METHODS. In this prospective observational study, 434 clinicians collected data on

15 003 child injury visits, including information about the injury, child, family,
likelihood that the injury was caused by child abuse (5-point scale), and whether the
injury was reported to child protective services. Data on 327 clinicians indicating
some suspicion of child abuse for 1683 injuries were analyzed.
RESULTS. Clinicians reported 95 (6%) of the 1683 patients to child protective services.

Clinicians did not report 27% of injuries considered likely or very likely caused by
child abuse and 76% of injuries considered possibly caused by child abuse. Reporting
rates were increased if the clinician perceived the injury to be inconsistent with the
history and if the patient was referred to the clinician for suspected child abuse.
Patients who had an injury that was not a laceration, who had ⬎1 family risk factor,
who had a serious injury, who had a child risk factor other than an inconsistent
injury, who were black, or who were unfamiliar to the clinician were more likely to
be reported. Clinicians who had not reported all suspicious injuries during their
career or who had lost families as patients because of previous reports were more
likely to report suspicious injuries.
CONCLUSIONS. Clinicians had some degree of suspicion that ⬃10% of the injuries they

evaluated were caused by child abuse. Clinicians did not report all suspicious injuries
to child protective services, even if the level of suspicion was high (likely or very
likely caused by child abuse). Child, family, and injury characteristics and clinician
previous experiences influenced decisions to report. Pediatrics 2008;122:611–619
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HYSICIANS, NURSE PRACTITIONERS, and physician assistants are mandated to report suspected child maltreatment
to child protective services (CPS) agencies in all 50 states. However, few of the ⬃500 000 reports of suspected
physical child abuse (CA) to CPS agencies each year come from primary care settings.1–3
National data on the frequency of presentation of children with CA injuries in primary care settings are not
available. Primary care clinicians acknowledge that they do not report all cases of suspected CA to CPS.4–10 One of the
most common reasons clinicians give for not reporting is lack of certainty that the child was abused.4–7 Studies also
showed that some clinicians think that they can intervene more effectively than CPS.4–7,11 This belief suggests that
clinicians have had negative experiences with CPS reporting, related to its impact on the child, the child’s family, or
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the clinician and practice. Prospective study of primary
care clinicians’ experiences with reporting of suspected
physical CA can help improve our understanding of the
factors that influence clinicians’ decisions to report to
CPS.
The nationwide Child Abuse Reporting Experience
Study (CARES) prospectively examined primary care
clinicians’ decision-making about reporting suspected
physical CA. On the basis of previous studies, we hypothesized that both clinician and patient/family factors
would affect clinicians’ suspicion and reporting of suspected physical CA.2,5–8,10,12–22 Participating clinicians provided data concerning children with injuries; therefore,
CARES focused exclusively on physical CA. Neglect and
sexual abuse, which often are found in the absence of an
injury, were not addressed in the study. This report from
the prospective CARES investigation addresses the following research questions. How frequently do clinicians
report suspected CA? At what levels of suspicion do
clinicians report? What factors influence reporting to
CPS?
METHODS
Study Sample
Clinicians from 2 national practice-based research networks, that is, the American Academy of Pediatrics Pediatric Research in Office Settings (PROS) network and
the National Medical Association Pediatric Research Network (NMAPedsNet), were recruited to participate. The
PROS network includes 1941 clinicians in 712 practices,
and NMAPedsNet includes 43 clinicians in 36 practices.
Data were collected between October 2002 and April
2005.
Of the1694 PROS and NMAPedsNet clinicians invited
to participate, 511 (30%) agreed; of those, 434 (85%)
completed the study. Data for this report were limited to
the 327 clinicians (75%) who indicated that ⱖ1 child
they evaluated had an injury suggesting physical CA.
Data Instruments
Data Relationships
The relationships between study measures are shown in
Fig 1. All participating clinicians completed a survey
describing their previous experience evaluating CA and
provided data about each of up to 42 consecutive injuries.
Practitioner Characteristic Survey
The Practitioner Characteristic Survey (PCS) was based
on previous surveys.5,7 The PCS collected information
about the clinician’s practice environment and CA-related experiences, attitudes, and education. Several
items explored the clinician’s experience with CPS, including ease of contact, professionalism, timeliness of
investigator response, and CPS feedback. Practice-level
factors included questions on availability of (1) professional resources (eg, an emergency department with
pediatric specialists and hospital-based CA medical
team/expert), (2) other pediatric clinicians (pediatri612
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PROS and NMAPedsNET clinicians
1694 recruited; 511 agreed to participate (30%)

434 practitioners (85%) completed
PCS and collected data including IECs

FROM IEC:
likelihood of inflicted injury
1 very unlikely……………………..5 very likely

Subsample for
qualitative study
and validation
A

107 clinicians saw
no suspicious
injury

327 clinicians
identified at least
1 suspicious
injury (1683 injuries
with some suspicion)
B

FIGURE 1
Plan for data collection and analysis. B indicates clinicians and cases analyzed in the
report. The qualitative subsample A was used to identify rates of miscoding for statistical
analysis.

cians, other physicians, or physician extenders) in the
office, and (3) mental health professionals in the practice. Additional data about practice type (eg, pediatric
group practice or hospital clinic) and location (suburban,
rural, or urban) were obtained from the research networks.
Injury Encounter Cards
Clinicians completed an injury encounter card (IEC) (Fig
2) for up to 42 consecutive visits during which an injury
was noted in the clinical record, including those not
related to the chief complaint. Pocket-sized IECs were
designed to minimize disruption to workflow and were
modeled after those used in a pilot study.5 The closeended response items included 7 patient-related factors
(gender, health insurance status [a proxy for socioeconomic status], race, ethnicity, age, general injury type,
and referrals) and 7 decision-making factors (injury severity [using a 5-point Likert scale with 1 ⫽ very minor
and 5 ⫽ very serious], familiarity with the patient and
family, adequacy of history, social support, and other
risks, clinician’s assessment of suspicion of physical
abuse, and clinician’s decision regarding CPS reporting
[yes or no]). The single item assessing the clinician’s
suspicion of abuse asked (with responses on a 5-point
Likert scale, with 1 ⫽ very unlikely, 2 ⫽ unlikely, 3 ⫽
possible, 4 ⫽ likely, and 5 ⫽ very likely), “What is your
level of suspicion that this injury was caused by physical
abuse?”
Audit of Eligible Visits
A random sample of 17 clinicians from 10% of the
practices completed a self-audit of all medical charts of
children seen on a randomly selected day during the
clinician’s participation in CARES (a day on which an
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FIGURE 2
Injury encounter card. HMO indicates health maintenance organization; PPO, preferred provider organization; SCHIIP, State Children’s Health Insurance Program.
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injury was recorded). The audits were conducted in
waves throughout data collection and were used to estimate the proportions of eligible visits that were captured during data collection. Nearly all eligible visits (41
of 43 visits; 95.3%) were enrolled, and 15 sampled clinicians (88%) reported no missing cases.
Informed Consent
The CARES study was approved by the American Academy of Pediatrics institutional review board, by the institutional review board of each investigator site, and by
additional institutional review boards, as necessary, that
were affiliated with clinicians’ practices. The participating clinicians provided informed consent. Patient consent was not required because the clinicians were the
subjects of the study and all patient information was
completely deidentified.
Data Analysis
Response Rates and Study Group
CARES data included responses from 434 clinicians who
completed a PCS and had ⱖ1 IEC. A total of 15 375 IECs
were received, and 15 003 were analyzed. Reasons for
exclusion of 372 IECs were as follows: 43 did not meet
eligibility requirements (eg, the clinician included a child
without an injury), 9 were missing primary outcome
data, 92 involved children who had already been reported to CPS, 188 were from clinicians who failed to
complete a PCS, and 40 were from a single clinician who
reported that 13 children had very suspicious injuries
but who refused to participate in study data verification
or follow-up processes.
Data for this report were limited to the 327 clinicians
(75%) who indicated they saw ⱖ1 child with a suspicious injury and the 1683 injury visits they indicated had
some suggestion of CA. For the purposes of this study,
“suspicion” was defined as any response other than very
unlikely (ie, 1 on the IEC), because we considered that
response the equivalent of no probability of abuse, with
all other responses indicating some probability of abuse.
This interpretation of suspicion was supported by the
fact that some clinicians reported injuries to CPS for
which they indicated an unlikely (response of 2) level of
suspicion.
Data Validation
Data analyzed included some responses that were corrected during follow-up telephone interviews. The telephone interviews were conducted during a qualitative
study of a subsample of CARES clinicians that examined
the process of deciding whether to report a suspected
case.23 In addition, some follow-up calls were made to
verify data that were missing or contradictory. During
those calls, some clinicians stated that they had inadvertently entered very likely in response to the question
regarding likelihood of physical abuse but actually had
intended to enter very unlikely or had indicated very
likely regarding other forms of maltreatment (eg, neglect). In such cases, the study team recoded the original
response to the final response for analysis.
614
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Analytic Methods
Statistical techniques were used to account for observed
clinician coding errors and to adjust for uncertainty in
the modeling process introduced because results were
verified for only a subset of IECs. The confirmed data
were used to develop estimates of the accuracy of suspicion and reporting. Statistical resampling methods
were applied to the study data set to create 500 analytic
data sets. Each data set included patients for whom
outcome status was verified and some patients for whom
such verification was absent, in a ratio proportional to
the observed misclassification rates identified during
telephone interviews. The estimates of SEs used in hypothesis testing and for confidence interval calculation
reflect usual population sampling variation and variation
between resampled data sets.24 All analyses were repeated with each of the 500 data sets, and the results
were combined. Analyses performed with the original
unsampled data set validated the results for the adjusted
samples, because the results were very similar. Additional information about the analysis is available upon
request.
Separate models were created by using forward stepwise selection methods to determine associations with
patient, clinician, and practice factors. A full hierarchical
model for these data was not constructed, because the
clinicians’ assessments of patient risk factors (eg, domestic violence or parental drug use) reflected both patientlevel characteristics and clinician training and experience. Therefore, the patient-level and clinician-level
factors were unlikely to be independent. Logistic regression models were used in clinician-level analyses, with
reporting of ⱖ1 case as the outcome. Generalized estimating equation models with adjustment for clinician
and the clinician factors that were significant in the
clinician models were used to assess practice-level factors. Generalized estimating equations with adjustment
for potential clustering within clinician were used to
explore patient-level associations.
To account for potential clustering of similar patients
in a given practice, a case-mixture adjustment was used
in both the clinician- and practice-level models. Five
patient factors were chosen (race, ethnicity, insurance
status, gender, and age [ⱕ2 years versus older]). The
proportion of each of these factors was calculated from
the IECs separately for each clinician and was forced into
all clinician- and practice-level models. For all models,
analyses were performed to evaluate secular trends, influence of card order, and number of cards submitted.
For hypothesis testing, nominal statistical significance
was set at P ⱕ .05. The univariate analysis significance
criterion for entry of factors into multivariate analyses
was set at .15. Analyses were performed by using SAS
9.1 (SAS Institute, Cary, NC).
RESULTS
Clinician, Practice, and Patient Characteristics
The majority of the 327 clinicians were female (56%)
and white (89%). Most were physicians (88%). They
practiced in 144 practices in 41 states; 59% were in
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TABLE 1 Practice Characteristics for the 327 Clinicians in
144 Practices
Practice Characteristic

Proportion,
%

Location
Urban
Suburban
Rural
Resources available to help clinician decide whether injury was
caused by CA
Emergency department with pediatric specialists
Hospital-based CA team/expert
Other knowledgeable colleague
Mental health professionals, including psychiatrists,
psychologists, and social workers
Other medical or surgical specialist
Observations of practice staff members
Providers on site and available to clinician during practice hours
Other physician or physician extender
Mental health provider
Other practice staff member

37
46
17

49
61
54
63
35
33
98
26
14

pediatric group practices. Other practice characteristics
are shown in Table 1. Only 15 of the 327 clinicians
(4.6%) indicated that they had not reported all suspected abuse in their career.
The 1683 patients with suspicious injuries were
mostly white (78%), and 58% were male. Their ages
ranged from 0 through 17 years. Many patients (42%)
were ⱕ2 years of age; 13% were treated for a fracture.
Clinician Reporting Patterns
Clinicians reported 95 (6%) of the 1683 suspicious injuries to CPS, with a maximum of 3 children reported by
any individual clinician. Clinicians reported 73% of the
children they considered likely or very likely abused and
only 24% of the children they considered possibly
abused (Table 2).
Factors Associated With Reporting/Not Reporting Suspected
Physical Abuse
Clinician and Practice Factors
Differences between the 75 clinicians who reported ⱖ1
child with a suspicious injury and the 252 clinicians who
did not are shown in Table 3. Multivariate analysis indicated that clinicians were more likely to report if they
had previously lost a family as patients because the
clinicians had reported to CPS and if they had not previously reported all suspected CA during their career

TABLE 2 Level of Clinician Suspicion According to Decision to
Report to CPS
Management
Status
Reported to CPS
Not reported to CPS

Level of Suspicion, n (%)
Unlikely

Possible

Likely

Very Likely

7 (0.5)
1464 (99.5)

34 (24.3)
106 (75.7)

25 (86.2)
4 (13.8)

29 (64.4)
16 (35.6)

The adjustment described in the text was used. The actual number of injury visits with some
suspicion was 1683.

(Table 4). No practice-level factors were significantly
associated with reporting of suspected CA, controlling
for case mixture and clinician factors.
Patient Factors
Table 5 shows bivariate and multivariate analyses of
patient-level factors related to reporting. The factors that
seemed to influence decision-making most significantly
were the injury not being consistent with the history and
the patient being referred to the clinician because CA
was suspected.
The multivariate model identified black race as a significant factor. Additional exploration found that the
risk associated with black race was restricted to black
patients with private health insurance. For this analysis,
data were stratified according to health insurance; 31%
of black children had private health insurance, as did
56% of children of other racial groups. Among children
without private health insurance, the reporting rate for
black patients (9%) did not differ significantly from the
reporting rate for children of all other races (8%; relative
risk: 1.14). For those with private insurance, the reporting rate for black patients was 6%, compared with 3%
for all other races (relative risk: 2.11).
DISCUSSION
CA continues to cause significant morbidity and death.
Clinicians who treat injured children may be in a position to identify suspicious injuries. This report describes
clinical decision-making after the clinician has identified
injuries that might have been caused by maltreatment
and is the first to examine prospectively the factors
primary care clinicians use to determine whether to
report injury events to CPS.
Primary care clinicians do not report every child for
whom they have any level of suspicion regarding physical CA, but they selectively report particular children.
The clinician’s level of suspicion for abuse was a strong
indicator of whether the clinician would report a child to
CPS. Injuries deemed unlikely to be caused by abuse
were very rarely reported, and those with higher levels
of suspicion were reported more frequently. Although
clinicians have admitted in retrospective studies that
they do not report all suspected abuse,2,4–7 the rate of
nonreporting of injuries clinicians considered likely or
very likely caused by abuse was much higher than that
expected from PCS responses. We do not have an explanation for why a larger proportion of physicians reported
injuries they indicated were likely caused by abuse, compared with injuries they indicated were very likely
caused by abuse. Clearly, factors other than levels of
suspicion play a role in clinicians’ decision to report.
Those factors are explored further in the accompanying
article.23
The data indicate that clinicians vary in how they
judge the level of suspicion at which they should invoke
the “reasonable suspicion” criterion that mandates a report to CPS. These prospective results confirm published
results of clinician surveys. Levi and Brown25 surveyed
physicians about interpretation of the term “reasonable
PEDIATRICS Volume 122, Number 3, September 2008
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TABLE 3 Characteristics of Clinicians Who Did Not Report a Suspicious Injury to CPS and Clinicians Who
Reported a Suspicious Injury to CPS
Clinicians Who Did Not
Report Any Child
(n ⫽ 252)

Clinicians Who Reported
ⱖ1 Child (n ⫽ 75)

47
89
45 ⫾ 9
14 ⫾ 9
88

36
90
46 ⫾ 8
15 ⫾ 9
88

7
4
88
88
49
62
48
41

2
13
85
88
70
75
58
61

.03
.98
.0015
.05
.13
.002

20

23

.51

39
0
18
0

57
3
33
0

.007
.99
.008

Demographic characteristics
Male, %
White,%
Average age, mean ⫾ SD, y
Time since residency, mean ⫾ SD, y
Medical doctor or doctor of osteopathy, %
CA experience
Career experience, %
Never seen abuse
Did not report all suspected abuse
Reported all suspected abuse
Any CME in past 5 y, %
Saw ⱖ1 child with injury suggesting CA in past 12 mo, %
Reported patient was protected from further abuse, %
Family received intervention and parenting improved, %
Because of report to CPS, child thrived in new
environment, %
Patient or family expressed appreciation that clinician
had intervened, %
Clinician lost reported family as patients, %
Other patients heard about report and left practice, %
Clinician spent many hours in court testifying, %
Clinician was sued for malpractice, %

P

.09
.70
.31
.47
.97

CME indicates continuing medical education.

suspicion” in relation to reporting. Some respondents
indicated that they needed to be very confident (90%
likelihood of abuse) before reporting to CPS, whereas
other respondents would report for low levels of suspicion (10% likelihood of abuse). Similarly, some physician respondents indicated that they would limit reporting to children for whom abuse was listed first in the
differential diagnosis, whereas others would report if
abuse appeared as far down as tenth on a list of possible
diagnoses.
The clinician’s decision to report suspected CA to CPS
was primarily influenced by the patient’s medical and
social history and physical examination findings. The
most important consideration for the clinician was the
case history; if the injury was judged to be not consistent
with the history or the child’s development level, then
the odds of reporting increased dramatically. This suggests that physician education has been somewhat successful; however, receipt of recent continuing medical

education on CA was not associated with reporting to
CPS.
Severe injuries were more likely to be reported than
minor ones, as reported previously.14,26 Previous studies
noted that CPS was less likely to substantiate reports of
less-serious injuries. We speculate that previous experience with this type of CPS response strengthens clinicians’ decisions to filter their reports to cases for which
they think CPS will take action. This approach may
impede access to CPS services for chronically abused
children with repeated minor injuries, which are often
accompanied by emotional abuse and consequent longlasting psychological and developmental harm.27–31 Lack
of referral for such services may result in missed opportunities to prevent escalation of the severity of the abuse,
which may result in serious or fatal harm.32,33
Among privately insured patients, black children
were more likely to be reported. Other studies demonstrated varying results for child maltreatment reporting

TABLE 4 Univariate and Multivariate Analyses of Clinician Factors Inﬂuencing Reporting
Characteristic

n (%)

Proportion
Reported, %

Lost family reported to CPS as patients
Did not report all suspected CA in whole career
Saw ⱖ1 case of suspected CA in past year

140 (43)
15 (5)
174 (54)

57
13
70

Univariate
Analysisa

Multivariate
Analysisb

OR (95% CI)

P

OR (95% CI)

P

2.0 (1.1–3.9)
3.4 (1.0–11.6)
2.0 (1.1–3.5)

.03
.05
.02

2.1 (1.1–4.1)
3.6 (1.1–11.8)

.03
.03

Analyses were adjusted for case mixture. OR indicates odds ratio; CI, conﬁdence interval.
a Reporting model was adjusted for clustering within a practice.
b Analysis was adjusted for the number of clinician injury visits and for clustering within a practice.
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TABLE 5 Evaluation of Characteristics Associated With Reporting of Suspicious Injuries
Characteristic

n (%)

OR (95% CI)

P

OR (95% CI)

P

Black race
No private health insurance
Patient referred because CA suspected
Unfamiliarity with patient
High injury severity (4 or 5)
Not laceration
Tissue trauma
Injury not consistent with history
Several injuries
No. of past injuries
Parental delay in seeking care
At least one factor besides injury not consistent
Parents have little social support
Parental history of drug or alcohol abuse

310 (19)
816 (49)
45 (3)
478 (28)
171 (10)
371 (22)
854 (51)
81 (5)
53 (3)
68 (4)
130 (8)
236 (14)
102 (6)
49 (3)

8
8
48
7
13
2
7
50
28
17
13
16
18
30

1.6 (0.9–2.9)
2.5 (1.5–4.2)
19.4 (9.8–38.4)
1.5 (0.9–2.5)
3.2 (1.9–5.4)
3.2 (1.5–6.7)
1.7 (1.1–2.6)
28.8 (16.2–51.0)
7.4 (3.6–15.4)
3.8 (1.9–7.7)
2.8 (1.5–5.1)
4.5 (2.8–7.2)
4.4 (2.3–8.3)
8.2 (4.0–16.6)

.1
⬍.001
⬍.001
.11
⬍.001
.002
.013
⬍.001
⬍.001
⬍.001
⬍.001
⬍.001
⬍.001
⬍.001

2.5 (1.2–5.0)

.012

Parent victim of abuse
Concerns about parent/child interaction
Previous CPS involvement
No. of family factors
0
1
ⱖ2

37 (2.1)
87 (5.2)
121 (7)

43
28
27

15.0 (6.4–34.8)
8.4 (4.7–14.8)
8.9 (5.4–14.5)

⬍.001
⬍.001
⬍.001

5.2 (3.9–6.9)

⬍.001

1450 (95)
17 (1.1)
67 (4.4)

Proportion
Reported, %

2.5
20.0
36.7

Univariate Analysis

Multivariate Analysis

10.2 (4.1–25.3)
2.0 (1.1–3.5)
2.9 (1.5–5.5)
5.3 (1.8–16.0)

⬍.001
.021
.001
.003

25.9 (12.0–55.7)

⬍.001

2.7 (1.4–5.1)

.003

4.4 (2.9–6.7)

⬍.001

OR indicates odds ratio; CI, conﬁdence interval.

rates for black children. According to data collected by
the National Child Abuse and Neglect Data System, the
rate for black children is almost twice those for white
and Hispanic children (20.2 cases per 1000 children,
compared with 10.7 and 9.5 cases per 1000 children,
respectively).1 A study showing that minority children
had higher rates of abusive fractures also found that they
were more likely to be evaluated and reported for suspected abuse than were white children with similar fractures.34 Several other studies showed no overrepresentation of black children in substantiated and reported
abuse.13,35–37 Our findings that there were no racial differences in reporting when families did not have private
insurance suggest that, among clinicians treating patients of lower socioeconomic status, race does not influence clinician decision-making about reporting suspected CA. However, having private insurance seems to
protect white children from being reported.
These data do not support previous findings that clinicians with previous negative experience with reporting perceive themselves as less likely to report suspected
abuse.5,7 Instead, analyses suggested that clinicians were
more likely to report suspected abuse if they had lost a
family as patients as a result of reporting or if they had
not reported all suspected abuse in the past. Gunn et al6
also found that clinicians who had reported more cases
of CA or who had more experience testifying in child
maltreatment cases indicated that they had not reported
all cases of suspected CA in the past. Perhaps clinicians
with more experience evaluating CA feel more confident
both to report and to not report and may manage some
suspected abuse by using alternative means.
Only 30% of the PROS and NMAPedsNet clinicians
who were recruited agreed to participate, which is sim-

ilar to previous PROS studies.38,39 The completion rate
was considered very good for a prospective study requiring busy clinicians to complete several forms and to
collect prospective data. If clinicians who were more
interested in the issues of CA participated and biased the
study results, then our finding that many suspicious
injuries were not reported is even more concerning.
Clinician coding errors regarding the level of suspicion were a potential limitation. If a small proportion of
the ⬃13 000 visits coded as very unlikely to have been
abuse related were in fact miscoded as having a high
likelihood of abuse, then those few reports could potentially have important effects on analyses. When additional information was available, the study team recoded
some cases and a statistical plan was developed and
applied to account for the uncertainty introduced by
potential participant error. Therefore, the data presented
provide a conservative estimate of injuries not reported.
It is possible that the original responses were correct and
data corrections reflect a change in the opinion of the
clinician after the patient visit or an effort on the part of
the clinician to avoid discussing the decision not to report a suspicious injury.
CONCLUSIONS
Even when they suspected that an injury was likely or
very likely caused by CA, clinicians did not report all
suspicious injuries to CPS. This prospective observational
study demonstrates that clinicians apparently apply various interpretations to the legal mandate to report when
there is reasonable suspicion of CA. Reporting occurred
more often as the level of suspicion increased. Why
clinicians choose not to report is explored further in the
accompanying article.23 CARES results should facilitate
PEDIATRICS Volume 122, Number 3, September 2008
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design of an intervention to assist primary care clinicians
in identifying and optimally managing suspected physical CA.
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