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INTRODUCTION

Since the enactment of the Act on Special Cases concerning 
the Punishment of Child Abuse Crimes in 2014, the number 
of child abuse reports has surged from 17791 in 2014 to 53932 
in 2021 in Korea. However, the reporting rate among those 
obligated to report child abuse remains at a mere 28.2%, con-
siderably lower compared to 58% in the United States and 68% 
in Japan.1,2 Notably, medical staff have contributed to only 1% 
of all reports in the past 5 years.2 This is significantly lower com-
pared to the 12.2% reporting rate by medical personnel in the 
United States in 2021.3 Particularly, since abused children may 
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visit the hospital for injuries resulting from abuse, a hospital 
visit can provide an opportunity to identify child abuse. There-
fore, the low reporting rate of 1% by medical staff poses a sig-
nificant challenge in the early detection and intervention of 
child abuse cases.

To address this issue, 62 hospitals in South Korea have es-
tablished hospital child protection teams (CPTs) to safeguard 
children from abuse or neglect by receiving reports of suspect-
ed abuse or neglect, conducting investigations, and interven-
ing as necessary.4 However, in the 2020 Korean government 
audit, a survey of the 62 hospitals operating CPTs revealed that 
only 39 were actively functioning, and child abuse was still in-
adequately reported by medical staff.5 There were few studies 
providing specific descriptive data or assessing the effective-
ness of CPTs. Previous studies have explored the demographic 
information of the victims, types of abuse, and characteristics 
of the perpetrators involved in CPT interventions.4,6-13 Choi, et 
al.9 analyzed a total of 47 abuse victims referred to the CPT, re-
vealing that the age group of 13 years and older was the most 
prevalent, with physical abuse being the most common form 
of abuse. Furthermore, Choi, et al.10 investigated the specific 
types of physical abuse, revealing that superficial injuries, 
such as bruises and hematomas, account for approximately 
80% of the cases. 

In Korea, children who have experienced abuse are referred 
to the National Child Protection Agency (NCPA) after under-
going CPT assessments. Ha, et al.14 conducted the Kiddie-
Schedule for Affective Disorders and Schizophrenia-Present 
and Lifetime Version-Korean Version (K-SADS-PL-K) on 62 
abused children referred to the NCPA, demonstrating that 
50.8% of them had psychiatric disorders. This emphasizes the 
necessity of psychiatric intervention for abused children. A 
considerable proportion of childhood psychiatric disorders are 
linked to child abuse,14-18 and children with mood disorders 
who have endured child abuse exhibit an earlier onset, more 
frequent relapses, higher morbidity, and increased instances 
of suicidal thoughts and attempts.19,20 Given these findings 
that emphasize the connection between child abuse and psy-
chiatric issues,14,21,22 it is crucial to examine the implementa-
tion of psychiatric interventions within the CPT. Moreover, for 
psychiatric problems stemming from abuse, evidence-based 
treatments (i.e., parenting education, parent-child interaction 
therapy, and two-generation care) can be effectively adminis-
tered in psychiatric outpatient settings.23-26 Hence, it is essen-
tial to investigate whether the abused child receives psychiat-
ric outpatient treatment after CPT intervention.

Therefore, the primary aim of our study was to enhance 
previous research by characterizing the general profiles of 
abused children referred to a CPT. Second, we aimed to evalu-
ate the effectiveness of the CPT by analyzing the reporting rates 
and trends in referrals to both NCPA and psychiatry outpatient 
clinics. Third, we aimed to investigate whether the subjects of 
the CPT were adequately connected with the psychiatry out-

patient clinic. Additionally, we identified factors contributing 
to dropout from follow-up psychiatric outpatient visits. We hy-
pothesized that the group that received psychiatric interven-
tions within the CPT framework was more likely to be directed 
to the psychiatric outpatient clinic.

MATERIALS AND METHODS

Study population and procedure
This study involved a retrospective review of medical charts 
conducted by a tertiary university hospital in Seoul, Korea. In 
the context of our study, child abuse was defined as any recent 
act or failure to act by a parent or caretaker that results in 
death, serious physical or emotional harm, sexual abuse or ex-
ploitation; or an act or failure to act that presents an imminent 
risk of serious harm.27 We categorized child abuse into physical 
abuse, emotional abuse, sexual abuse, neglect, and multiple 
types, in accordance with the regulations stipulated by the 
NCPA.1,2 Our study encompassed subjects aged 18 years and 
younger who were referred to and intervened by the CPT via 
the emergency room, outpatient department, and ward at a 
tertiary hospital in Seoul from March 2014 to November 2021. 
We excluded cases where the occurrence of abuse was uncer-
tain due to insufficient data collected. This study received ap-
proval from the Institutional Review Board of Severance Hospi-
tal, Yonsei University College of Medicine, and the requirement 
for informed consent was waived due to the retrospective na-
ture of the study (IRB number; 4-2021-1368).

CPT 
The CPT, known as Stop Abuse for Everyone (SAFE), was estab-
lished as a permanent organization at a tertiary university hos-
pital, Yonsei University Health System, in 2010 and has been in 
operation since 2014. The team comprised staff from related 
departments (i.e., family medicine, psychiatry, urology, pediat-
rics, obstetrics and gynecology, neurosurgery, ophthalmology, 
surgery, pediatric orthopedic surgery, medical records team, 
legal team, social work team, PR team, hospital administration 
department, and nursing team). When a patient with suspected 
abuse is identified, the medical staff activate the in-hospital 
CPT. Additionally, reports are made to the police. Through col-
laborative consultations, a medical evaluation is conducted for 
injuries related to abuse, while a social worker simultaneously 
performs psychosocial assessment. Psychiatrists interview the 
abuse victim and the caregiver to assess factors related to the 
abuse and stabilize the victim in case medical staffs or social 
workers request consultations. Once the victim’s safety is en-
sured, they are discharged. 

Methods
Two pediatric psychiatrists thoroughly reviewed the charts of 
individuals intervened upon by the CPTs from March 23, 2014, 
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to November 12, 2021. To understand the effectiveness and im-
pact of the CPT, we conducted a time-series analysis. This anal-
ysis tracked the changes in the total number of cases managed 
by the CPT, the frequency of abuse reports made by medical 
staff, and the count of cases referred for the psychiatric outpa-
tient clinic. We scrutinized the trends in these three aspects 
over time, seeking to understand the underlying reasons for 
these differences. We aimed to statistically clarify the impact of 
variables expected to influence psychiatric outpatient visits. 

The cases were then categorized into four age groups accord-
ing to their developmental stage: infant & toddler (0–2 years 
old), preschooler (3–6 years old), school-age child (7–11 years 
old), and adolescent (12–18 years old). We investigated the 
gender, psychiatric history, presence of developmental disor-
ders among children-adolescents who experienced abuse, 
types of abuse, and offenders, based on their age. Also, we di-
vided the participants into two groups: those who received 
psychiatric intervention in the CPT and those who did not. We 
analyzed the sociodemographic and clinical differences be-
tween the two groups. After CPT interventions, we conducted 
a chart review to understand the reasons for the loss of follow-
up with our hospital’s psychiatric outpatient department. 

Statistical analysis
To investigate the clinical characteristics of abused children 
based on age and differences in clinical features according to 
psychiatric intervention within the CPTs, we utilized the chi-
square test or Fisher’s exact test. For time-series analysis, we 
conducted a simple regression analysis on the annual differenc-
es in the number of individuals intervened by CPTs, the number 
of individuals reported to NCPA, and the number of individuals 
visiting psychiatric outpatient departments. To examine the 
variables influencing psychiatric outpatient visits, we employed 
logistic regression analysis. We considered a p value less than 

0.05 to be statistically significant. All statistical analyses were 
conducted using SPSS software (version 26.0, IBM Corp., Ar-
monk, NY, USA). 

RESULTS

Demographic and clinical characteristics 
During the study period, 245 cases were identified via CPT re-
cords. Of these, 134 cases were excluded due to the subjects 
being over 18 years old. Furthermore, three cases were exclud-
ed due to incomplete data (uncertainty of being abused, lack 
of sufficient information). Consequently, 108 children were in-
cluded in the study, constituting 44.1% of the total 245 cases. 
The mean age of the subjects was 7.3 years. The incidence was 
highest in adolescent group (n=44, 40.7%), followed by infant 
& toddler (n=43, 39.8%), preschooler (n=13, 12.0%), and school-
age child (n=8, 7.41%) groups (Table 1). There was an equal dis-
tribution of genders, with 54 females (50.0%) and 54 males 
(50.0%). The majority of abuse was offended by parents (n=86, 
79.6%), non-parental caregiver (n=7, 6.5%) and non-caregiver 
(n=15, 13.9%), with no significant difference by age group. Fur-
thermore, among the offenders who were parents, there were 
38 cases of abuse by fathers, 24 by mothers, and 24 by both 
parents.

The most common type of abuse was physical abuse (n=82, 
75.9%), followed by neglect (n=12, 11.1%), sexual abuse (n=9, 
8.3%), and multiple types of abuse (n=5, 4.6%). No cases were 
classified solely as emotional abuse. However, emotional abuse 
was accompanied by other types of abuse and was classified as 
multiple abuse. When analyzing the differences in types of 
abuse by age group, physical abuse was primarily observed in 
the infant & toddler and adolescent groups. Neglect, mainly in 
the form of medical neglect, was predominantly reported in the 

Table 1. General Characteristics by Age Group (n=108)

Variables Total (n=108) 0–2 year (n=43) 3–6 year (n=13) 7–11 year (n=8) 12–18 year (n=44) p
Gender 0.263

Female   54 (50.0) 18 (33.3) 6 (11.1) 3 (5.6) 27 (50.0)
Male   54 (50.0) 25 (46.3) 7 (13.0) 5 (9.3) 17 (31.5)

Type of abuse 0.048*
Physical   82 (75.9) 33 (40.2) 10 (12.2) 7 (8.5) 32 (39.0)
Sexual   9 (8.3)  1 (11.1) 2 (22.2) 0 (0.0) 6 (66.7)
Neglect   12 (11.1) 9 (75.0) 1 (8.3) 0 (0.0) 2 (16.7)
Multiple   5 (4.6)  0 (0.0) 0 (0.0) 1 (20.0) 4 (80.0)

Abuse perpetrator 0.109
Parents   86 (79.6) 36 (41.9) 10 (11.6) 6 (7.0) 34 (39.5)
Non-parental caregivers   7 (6.5) 5 (71.4) 1 (14.3) 1 (14.3) 0 (0.0)
Non-caregivers   15 (13.9) 2 (13.3) 2 (13.3) 1 (6.7) 10 (66.7)

Psychiatric illness history   18 (16.6) 0 (0.0) 4 (22.2) 2 (11.1) 12 (66.7) <0.001
Neurodevelopmental disease   9 (8.3) 0 (0.0) 1 (11.1) 2 (22.2) 6 (66.7)     0.015
Data are presented as n (%).
*p<0.05, in Fisher’s exact test. 
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infant & toddler group. The main reasons for referrals to the CPT 
due to physical abuse were skin injuries, such as contusions and 
abrasions. In the infant & toddler group, the injuries resulting 
from abuse were more severe, with numerous instances of cere-
bral hemorrhage and fractures. Five individuals died after CPT 
intervention, and among them, four belonged to the infant & 
toddler group; three died due to medical neglect, while one died 
from a traumatic brain hemorrhage. In the adolescent group, al-
though there were many instances of abuse in the head region, 
these were mostly concussions and not as severe as those in the 
infant & toddler group. Eight cases showed no significant physi-
cal damage, but physical abuse was revealed after taking a com-
prehensive history, prompted by their unusual behavior (i.e., 
psychomotor agitation, clinging to mother, drug intoxication, re-
stricted mood and affect, and irritability)

Analysis of interventions made by CPT
After the initiation of CPT, there was a significant increase in 
the number of child abuse interventions carried out by the CPT 
(p<0.01) (Fig. 1). Similarly, the number of child abuse reports 
made to the NCPA by the CPT also saw a significant increase 
(p<0.01). However, there was only a slight increase in psychi-
atric outpatient visits among the subjects of abuse. Over time, 
the gap between the number of reports and psychiatric out-
patient visits significantly widened (p<0.01). 

Among those referred to the CPT, a total of 70 (64.8%) received 
a psychiatric intervention as a part of the CPT, and a total of 98 
(90.7%) were reported to the NCPA. To investigate factors that 
might influence psychiatric outpatient visits, we performed 
logistic regression with the main interventions implemented 
by CPT, namely “psychiatric intervention” and “reporting to 
National Child Protection Agency,” as independent factors (Ta-
ble 2). We found that “psychiatric intervention” was a signifi-
cant independent variable [odds ratio (OR)=17.985, p=0.006]. 
Among the 70 cases with psychiatric intervention, 23 individ-
uals had outpatient follow-up visits; however, among the 38 

cases without psychiatric intervention, psychiatric follow-up 
visit occurred in only one case.

When comparing the sociodemographic and clinical vari-
ables between the group with psychiatric intervention and the 
group without, significant differences were observed in the age 
group of the abused child (p<0.001), the perpetrator (p=0.041), 
whether the person who activated the CPT was a medical doc-
tor (p<0.001), and the presence of a psychiatric history (p=0.019). 
In cases without psychiatric intervention, the age group of 0–2 
years was more prevalent, with a higher occurrence of both 
parents as perpetrators. Furthermore, the presence of psychi-
atric history was significantly lower (Table 3).

For the 84 individuals who did not attend a follow-up psychi-
atric outpatient visit, we conducted a chart review to ascertain 
the reasons (Table 4). We were able to determine the reason for 
all but three individuals. The most common reason was referral 
to an outside center or hospital, accounting for 23 cases (27%), 
followed by intervention by a specialized child protection agen-
cy in 22 cases, and referral to a sexual assault victim integration 
support center in one case. The second most common reason 
was insufficient evidence of abuse, accounting for 17 patients 
(20%). This category included cases where the initial assess-
ment in the emergency department raised suspicion of physi-
cal or emotional abuse or neglect, but no further intervention 
was carried out due to the lack of clear evidence. Refusal of psy-
chiatric care was another reason, with 13 instances by patients 

Fig. 1. The left graph (A) illustrates the annual number of child abuse reports in South Korea from 2014 to 2021, showing a steady increase over time. The 
right graph (B) presents the trends in total child protection team (CPT) referrals, reports to the National Child Protection Agency (NCPA), and psychiatry 
outpatient visits during the same period. The data indicate a rise in all three categories, with a particularly significant gap between CPT referral and psy-
chiatry outpatient visits following CPT intervention. †p<0.01, in simple regression analysis test.  

Table 2. Logistic Regression Analysis of Factors Associated with Psy-
chiatric Outpatient Visit

Variable OR β (95% CI) p
Psychiatric intervention 17.985 2.890 (2.314–139.760)   0.006*
Declaration to police and/or 
  child protection agency 

  1.697 0.529 (0.600–4.797) 0.319

OR, odds ratio; CI, confidence interval.
*p<0.05.
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and 10 by guardians, totaling 23 cases (27%). 

DISCUSSION

Our study involved a total of 108 pediatric patients who visited 
a tertiary university hospital and were referred to the in-hos-
pital CPT due to suspected child abuse. The ages of the chil-
dren referred were primarily under 2 years and over 12 years, 
together accounting for approximately 80% of the cases. How-
ever, 2020 statistics from the Ministry of Health and Welfare in 
South Korea showed that abused children accounted for 11.0% 
under the age of 3 years, 12.6% aged 4–6 years, 42% aged 7–12 
years, and 34.4% aged 13 years and older.2 The significantly 
higher proportion of preschoolers and school-age children in 
the national data, compared to our study, is likely due to the 
fact that among the mandated reporters of child abuse, school 
staff accounted for the highest proportion at 9.8%.2 In hospi-
tal-based child abuse studies, some have reported a high num-
ber of cases involving children under 1 year old3,12 or with an 
average age of 13 years or older,9,14 aligning with our findings. 
The discrepancy in age distribution between hospital-based 
data and national data may stem from differences in the pri-
mary settings where abuse is identified. National statistics of-
ten reflect reports from various settings, including schools and 
childcare facilities where preschool and school-age children 
are more likely to be observed and reported.2 In contrast, hos-
pital-based studies often capture more severe cases involving 
infants and adolescents, who may present with visible injuries 
or behavioral concerns that necessitate medical attention. 

Furthermore, we found a significant difference in the likeli-
hood of psychiatric intervention based on age. Specifically, psy-
chiatric interventions after referral were relatively infrequent in 
the 0–2 age group. In this group, serious injuries, such as frac-
tures and intracranial bleeding, occurred due to abuse. Also, 
three individuals died due to medical neglect. This is consis-
tent with previous studies indicating that infants and toddlers 
are at the highest risk of severe and fatal physical abuse and 
neglect.28,29 We assume that psychiatric interventions might 
have been less frequently sought for the 0–2 age group, given 
their preverbal state and inability to express themselves about 
abuse. Previous researchers have identified characteristics in 
children under 4 years of age that are similar to features of post-
traumatic stress disorder in adults. Also, early adverse experi-
ences may derail the victims’ developmental trajectories and 
compromise their ability to regulate affects and manage early 
and future relationship problems.30 Even though interviews 
with infant-toddler victims may not be possible, psychiatric con-
sultations for parental intervention appear to be necessary. 

Additionally, in most population-based child abuse studies, 
emotional abuse or neglect often emerges as the most prevalent 
form of child abuse.2,12,14 However, in our study, physical abuse 
was the most common type, accounting for 75.9% of cases, simi-

Table 3. Clinical Characteristics by Psychiatric Intervention at CPT Acti-
vation

Variables
Total 

(n=108)

Psychiatric 
intervention 

(n=70)

Non- 
psychiatric 
intervention 

(n=38)

χ2/Fisher’s 
exact test 

(p)

Gender 0.650 (0.42)
 Female   54 37 17
 Male   54 33 21

Age 33.117† (<0.001*)
0–2 year   43 14 29
3–6 year   13 11   2
7–11 year     8   6   2
12–18 year   44 39   5

Type of abuse 5.979† (0.097)
Physical   82 55 27
Sexual     9   7   2
Neglect   12   4   8
Multiple     5   4   1

Abuse perpetrator 8.238 (0.041*)
Father only   38 29   9
Mother only   24 17   7
Parents   24 10 14
Others   22 14   8

Reporter 25.729 (<0.001*)
Medical doctor   38 33   5
Others   20   4 16
Unknown   50 33 17

Psychiatric illness history 5.489 (0.019*)
Yes   18 16   2
No   90 54 36

Neurodevelopmental disease history 2.495 (0.156)
Yes     9   8   1
No   99 62 37

Psychiatric outpatient clinic visit 13.019 (<0.001*)
Yes   24 23   1
No   84 47 37

CPT, child protection team.
*p<0.05, chi-square test used unless otherwise noted; †Fisher’s exact test used.

Table 4. Reasons for Dropout from Follow-Up Psychiatry Outpatient Clinic 
(n=84)

  Value
Out-of-hospital intervention* 23 (27.3)
Insufficient evidence of abuse 17 (20.2)
Child abuse not applicable 14 (16)
Patient refusal of care 13 (15.4)
Parental refusal to care 10 (11.9)
Death of a patient 5 (5.95)
Unknown 3 (3.57)
NCPA, National Child Protection Agency.
Data are presented as n (%).
*Out-of-hospital intervention: referral to NPCA or outside hospital.
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lar to findings in other hospital-based abuse research.4,9 This 
discrepancy can likely be attributed to hospital guidelines, which 
tend to prioritize the identification of physical abuse, as most 
cases presented to the hospital involve children who have suf-
fered severe physical harm.1,15 If the subjects in our study had 
undergone additional screening, there may have been more in-
stances of multiple abuses, as emotional abuse and neglect are 
not as noticeable as physical abuse.

We noted a year-on-year increase in the number of CPT ac-
tivations. Simultaneously, there was a statistically significant 
rise in the number of abuse cases reported to the NCPA and 
referred to in-hospital psychiatry outpatient clinic. The rates of 
increase show a tendency to exceed the overall rate of increase 
in child abuse reports in South Korea during the same period. 
However, various factors, such as individual factors (e.g., aware-
ness levels of mandatory reporters), social-institutional factors, 
and environmental factors, could have influenced the child 
abuse reporting rates.31 According to previous research, the 
presence of CPT can help mitigate some of pressure by sys-
tematically handling abuse cases, such as through consulta-
tion with colleagues, rather than individual decision-making, 
thereby enhancing the reporting of child abuse by medical 
staff.13,15 While the number of child abuse cases managed by 
CPTs increased, the rate of referrals to psychiatric outpatient 
clinics did not keep pace, raising concerns. Numerous studies 
have indicated that child abuse can lead to psychiatric disor-
ders such as depression, anxiety, post-traumatic stress disor-
der, dissociation, oppositional behavior, suicidal and self-in-
jurious behavior, or even more severe mental illnesses.14-19 
Child abuse can also contribute to poor treatment response 
and worse prognosis of pre-existing psychiatric disorders.20,32 
Considering that recent comprehensive psychosocial inter-
ventions performed by psychiatrists have shown promising re-
sults in child abuse treatment,33,34 referrals to psychiatric out-
patient care are crucial. We found that psychiatric intervention 
within the CPT played a pivotal role in facilitating psychiatric 
outpatient visits, with an OR of 17.985. Early intervention by a 
psychiatrist (e.g., assessing the mental health status of an 
abused child, providing emotional stabilization, explaining fu-
ture therapeutic plans for mental health) significantly increases 
the likelihood of subsequent psychiatric outpatient follow-up. 
Therefore, routine psychiatric referral for all CPT-linked sub-
jects while in the hospital is essential for psychiatric assessment 
and treatment. 

This study compared the clinical characteristics of cases with 
and without psychiatric intervention during CPT activation, 
identifying significant differences. Age emerged as an impor-
tant factor in determining the type of intervention. Adolescents 
aged 12–18 years were predominantly recipients of psychiatric 
intervention, whereas infants aged 0–2 years were more likely 
to receive interventions without psychiatric involvement. This 
finding underscores the differing impacts of abuse across de-
velopmental stages and the need for age-specific approaches 

to intervention. Reports filed by medical doctors were over-
whelmingly linked to psychiatric intervention, highlighting the 
pivotal role of healthcare professionals in identifying mental 
health problems in abuse cases. Conversely, cases without psy-
chiatric intervention were more common among children 
without a history of psychiatric illness, emphasizing the influ-
ence of pre-existing mental health conditions on intervention 
decisions. Factors such as gender, type of abuse, and neurode-
velopmental disease history did not significantly affect the 
likelihood of psychiatric intervention. These findings highlight 
the importance of tailoring interventions to the specific clini-
cal profiles of abuse victims.

Among the 108 cases included in the study, only 24 received 
follow-up care at the in-hospital psychiatric outpatient clinic, 
resulting in a dropout rate of 78%. Even after excluding 23 cas-
es referred to other hospitals, a 56% dropout rate in outpatient 
follow-up was observed. We aimed to identify the reasons for 
dropouts from psychiatric outpatient visits and propose im-
provements for linking CPT with psychiatric outpatient treat-
ment. One of the reasons was insufficient evidence of abuse. 
These were cases in which abuse was suspected during the ini-
tial assessment but was not definitively confirmed. Hegarty, et 
al.35 suggested that primary care providers could be better 
equipped to identify abuse if they were provided with compre-
hensive guidelines in advance. In the same vein, Appleton, et 
al.36 advocated for the effectiveness of a pan-European training 
program to equip healthcare professionals with the knowledge 
to handle abuse cases. In Korea, particularly within in-hospital 
CPTs, there appears to be a need for the implementation of a 
robust and continuous program to educate healthcare workers 
who are often the first point of contact for abuse victims. An-
other reason for the dropout was the refusal of psychiatric care 
by the guardian or patient. The offenders of the abuse, typically 
a parent, often deny their actions, justifying their behavior, or 
experiencing social difficulties associated with admitting to 
the abuse.37 Conversely, previous study have shown that 
abused children produced more denials and avoidances at the 
first interview.38 The primary reason abused victims hesitate to 
seek medical care may be feelings of shame.39 These are psy-
chological barriers that are challenging to overcome. Therefore, 
we should strive to improve the interviewers’ skills in detecting 
abuse, ensure follow-up investigations by social services, and 
explore other methods to address this issue.

Our study had several limitations. First, the cases we studied 
were not confirmed cases of abuse, but rather cases that were 
reported to the CPT on suspicion of child abuse. This means 
there may be some discrepancies between the actual group of 
abuse victims and the cases we studied. However, since it has 
been found that reports of child abuse by medical staff tend to 
be quite accurate, this difference may not be substantial.40 Sec-
ond, we only studied psychiatric intervention up to the point 
of referral to a psychiatric outpatient clinic and did not investi-
gate the subsequent treatment process. Also, there was no con-



562

Child Protection Team and Psychiatric Intervention

https://doi.org/10.3349/ymj.2024.0270

firmation of receiving psychiatric treatment from other medical 
institutions. However, accurately following up with psychiatric 
patients at a tertiary university hospital can be challenging due 
to the high number of transfers to primary and secondary ex-
ternal hospitals. To overcome this issue, Ha, et al.14 tracked the 
progress of abused children in cooperation with the NCPA, 
and Song, et al.4 contacted children who had previously been 
referred to the CPT and administered a simple follow-up ques-
tionnaire. Future studies should consider these follow-up meth-
ods, which would allow for a more comprehensive discussion of 
the appropriateness of our CPT intervention from a psychiatric 
perspective.

In conclusion, our study highlights the expanding role of 
CPT in managing child abuse cases within a tertiary university 
hospital environment. After the establishment of CPT, we ob-
served an increase in cases referred to both the CPT and the 
NCPA, which coincides with broader national trends in child 
abuse reporting. While our findings suggest an association be-
tween the establishment of CPT and increased child abuse re-
ports. We discovered that when child abuse is suspected and 
CPT is activated, the execution of psychiatric intervention within 
CPT plays a crucial role in determining subsequent psychiatric 
outpatient visits. Receiving psychiatric intervention within 
CPT is influenced by the victim’s age, psychiatric illness histo-
ry, the type of perpetrator, and the involvement of medical 
doctors as the initial reporters. Specifically, it was confirmed 
that infant and toddler group is the most vulnerable, receiving 
fewer psychiatric interventions despite higher rates of severe 
injuries. As a result of our findings, we identified the crucial 
role of psychiatric intervention for all individuals subjected to 
abuse and parents. This study is significant as it proposes strat-
egies to enhance the effectiveness of CPTs in Korea.
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