Child Maltreatment @Abuse and Negle¢t
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CHILD MALTREATMENT - behavior toward child that mutside norms of conduand entails
substantiafisk of causing physical or emotiorfarm

! highestraté age from birth to 3 yr; boys a girls.
i itisunusual for child abuse to begin after age of 6 yeawseption sexual abuse).
1 four types

1) physicalabused 18 . 6 %

2) sexual abuséd 9. 9 %

3) emotional (psychologic) abus@ 6. 5 %

4) neglecti ncl udi ng medi dcauses i/2dj fatalities duéito 6 0 . 2 %

maltreatment!)

many children were victims ohultiple typeof maltreatment.
> 80% perpetrators are parefits. not babysitters or other persons outside fanbi§s
perpetrators are womemost perpetrators atenely, socially isolategbut do not haveerious
psychiatric pathology
1 parents who are not overtly abusive masibently participating in abuse by failing to protect

child from abusive parent.
e.g. meher who is physically present in home, yet is "unaware" of years of ongoinfaiepdaughter
incest.

occur across spectrum of socioeconomic groups.
often associated witbhysical injuriesdelayed growth and developmemtental problemgincl.
violentor suicidal behavior).
i development may be precociousexpectation that child function as "parent” (role
reversal) causes some children to develop quickly;
i development may be retardedf abuse is severe or enduring.
diagnosis history and physical examination.
management:
1) treatment of any injuries and urgent physical and mental conditions
2) steps tkeep child safe(e.g. hospitalization, foster care).
3) psychotherapyfor child and parentpérents may also benefit froparent traning
classe
4) documentation & reporting to appropriate state agencies
N.B. abuse byamily membemust be reported tchild protection
agency abuse byerson outside familgnust be reported foolice &
child protection agency
i professionals in contactit children(physicians, nurses, teachers, day care
workers, police) arby law MANDATEDREPORTINGSuspecteti child abuse /
neglectin all U.S. states.
*reasonable suspicion is enough (not necessary to find proofs!
T members of general publare encouraged, but not mandated, to report
suspected abuse.
i any person who makes report in good faith is immune from criminal and civil
liability.
T health professionals should, but are not required to, tell parents that report is
being made pursuant toNdaand that they will be contacted, interviewed, and
possibly visited at their home.
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EcoLocicAaL _model of human development and interaction child functions within family
(MICROSYSTEM), family functions within communityekxosySTEM), various communitieknked
together by set of sociocultural values that influence thexaosysTen), and all of these systems
operate over timeCHRONOSYSTEN).

PHYSICAL ABUSE

- maltreatment in which child sustaimglicted / nonaccidentatHYSICAL INJURY at hands of careger.
M¢nchhausen syndaeolhneE/>by
71 focus is more orffect of injury on childand less on perceived intention of caregiver (e.g. folk
healing practices may cause appearance of nonaccidental injury to child).
1 25% cases of child abuselude physicalabuse mal es a8 females (boys
serious injury); no racial prédction.
1 most commorinjuries
1) skin(burnsa -19% bruisesa 4)0 %
2) skeleton(fracturesa  3)0 %
3) CNS(intracraniahematoma, shaken babyndrome 2 4n¥ajor cause of death in
child abuse!
Inflicted acute head trauma should belifierential diagnosis of every
lethargic infant
1 circumstancethat lead to physicatlabusive actions:
(1) caregiver'sangry and uncontrolled disciplinary responde actual / perceived misconduct of
child;
(2) caregiver'gsychological impairmentwhich causes resentment and rejection of child by
caregiver and perception of child as differend @novocative;
(3) child left in care ofbusive babsitter;
(4) caregiver'aise of substance@®.g. alcohol}hat disinhibit behavior;
(5) caregiver's entanglementdomestic violencsituation (3659% mothers of abused children
are victims of domestic violence); intervening on behalf of victimized parent (typically child's
mother) is effective childbuse prevention strategy!

ECoLOGICAL viewpoint(see abovéor ecological model) caregiver, child, and environment
contribute to placing child at risk for injury:

Caregiver has personal developmental hist¢eyg. abused / neglected in childhqod)
personaliy style (e.g. poor impulse contropsychological funtioning(e.g.in some cases
abuse occurs while parent is psychotar)d coping strategies; caregiver possessgsctations
of child, and level o#bility to nurturechild's development

Child may have certainharacteristicghat make providing care mocomplex (e.grritable,
demanding, hyperactivppor bonding with caregiver medical fragility, various special
needs)
N.B. any child needs safe, nurturing parenting regardless of any characteristics that h
or she may possess.
*e.g. premature@buseisk increased-3old!!!) , stepchildren

Environment may contairstressorghat make caregiving less than ideal and may overextend
coping abilities of caregivdparticularly when emotional support of relatives, friends,
neighbors, or peers is unavailable)

CORPORAL PUNISHMENT
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- discipline method that usgs$ysical force as behavioral modifigsevere corporal punishment
constitutes physical abuse, but this may be culturally defined).

T
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corporal punishment is nearly universal; 90% US families report hagied spanking as means of
discipline at some time
caregivers frequently express remorse and agitation while punishing their children.
if misconduct continuesven after corporal punishment is applied, caregiver then may become
angry and frustrated amdapply physical forc€angry caregiver may lose control and injure child).
spanking is least effective method for decreasing undesired behavior in children.
better alternatives to spanking

a) time out

b) removal of privileges

c) expressions of parentdisappointment

d) grounding(angl.draudimas eiti pasiraugus.

HISTORY

Basic questions

1) what was date and time of injury and when was it first noted?

2) where did injury occur?

3) who witnessed injury?

4) what was happening prior to injury?

5) what did child do aftemnjury?

6) what did caregiver do after injury?

7) how long after injury did caregiver wait until seeking care for child?

Following histories raise concerns for possible physical abuse

1) inconsistent detailthatchange over timare offered.

2) caregivers givemplausible details not congruentith trauma observed on examination.

3) caregivers describminor traumabut child displays major injury on examination.

4) no historyof trauma is offered (so called "magical injuries").

5) injury is described aself-inflicted and is not compatible with age or developmental
abilities of child.

6) caregivers demonstrasggnificant delayn seeking treatment for child.

7) serious injury i9lamed on younger sibling/playmate

8) caregiverfrequently changelsealth care facilities, pediatricians, or emergency
departments.

PHYSICAL EXAMINATION

- thorough heado-toe examinatiolis essential to find other areas of either current or previous injury.

Indicatorsthat should raise suspicion

1) injury patterninconsistentith history provided
2) multipleinjuries / multiple types of injuries

3) injuries atvarious stageef healing

4) poor hygiene

Fractureghat raise high degree of suspicion

T
T

1) metaphyseatornerfractures
2) multiple, bilateral, differently agegosteror rib and scapuldractures
3) multiple / complexskull fractures
4) spinous procedsactures
5) spiral fracturesn nonwalking infants
immature skeleton is less dense porooise, periosteumis thicker and more easily elevated off

Y compression injury, bending and buckling
child'sjoint capsule andligamentsare strong and relatively more resistant to stress than bone an
cartil age Tocatioessnchilghood.nt di sl

bone healings more rapid in children (important in evaluation of physical abuse).

Burn patterns that raise high degree of suspicion

1) classicforced immersiorburn patterr{sharp stocking and glove demarcation, sparing
of flexed potected areas).

2) patternedourns.

3) cigaretteburns.

4) splash / spill burn patterns not consistent with history or developmental level

5) localized burns tgenitals buttocks andperineum(especially at toilet training stage).

Bruisingpatterns that raise high degree of suspicion

1) multiple areas of bodgeyond bony prominences
2) bruises atmany stagesf healing
3) bruises imonambulatoryhild
4) markings resemblingbjects, grab marks, slap marks, human bites, loop marks
5) patchy alopeciadifferentiated fromtinea capitisby: lack of skin involvement, broken
hairs of varying lengths, no fungi on hair surface.
6) head and neck petechiae with subconjunctival hemorrhiages to choking.
Bruises on back, buttocks, and back of legs are extrenaedyfrom falls!

Time Since Injury |Appearanceof area
0-2 days swollen and tender
0-5 days red or blue in color
5-7 days green in color
7-10 days yellow in color
10-14 days |brown in color
2-4 weeks |discoloration gone

EVALUATION

For children <2 yearsskeletal surveyis recommendefbenerally not helpful for those > 5 yr):
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1) AP viewsof humeri, forearms, hands, femurs, lower legs, feet, chest/ribs, pelvis.
N.B. subperiosteal elevations in long bones may be only sign!

2) lateral view of axial skelebn.

3) AP and lateral viewsof skull.
disorderscausingmultiple fractures includesteogenesis imperfeciadcongenital syphilis
depending on history / physical examination, other diagnostic tests may be indicated

1) radionuclide bone scanning

2) CT of head /chest

3) ophthalmologic exam

1 meticulous documentation is essentiatl. charts, photos, detailed descriptions).

TREATMENT

1. Physicians arenandated toeport suspicionsto proper governmental authoritiesall 50 states:

a) child protective services (CPSagency performs investigations of suspected cases.
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b) law enforcement officials

N.B. physician participates in evaluation of abusedmés not have responsibility prove that
it has occurredr todetermine identity of abus@iaw enforcement and cowsystem have
these responsibilitiesjeporting physician has immunity from criminal and civil liability!

Details of caregiving environmentdetermingpsychosocial supportsieededo keep child safe
(periodic contact with child and family + removal of child from home with termination of parental
rights).

Considerhospitalization (to ensure child safety) even if not indicated medically.
without effective intervention, 25%hildrenwill be repeatedly abusednd5% will be killed.

Staging of Injuries

Bruises

Acute bruise with marked Yellow (7-10 days) Brown (>10 days)
swelling (1-3 days)

Subdural hematomas
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Fluid

Organizing
membranes

hemorrhage

Fresh subdural
hematoma (acute)

CT scan. Left-sided hyperdense
area (arrows) typical of acute
subdural hematoma

Organizing subdural
hematoma (weeks)

Organized clot mistaken
for atrophic brain
tissue on CT scan

CT scan. Radiolucent area (arrows)
shows fluid and brain atrophy typical
of chronic subdural hematoma

Organized subdural
hematoma (months)

Staging of Bone Injury

Early subperiosteal bleeding not
visible on regular radiography. Acute bone injury. Periosteal elevation

Scintigrams show increased due to subperiosteal hemorrhage
uptake in ribs and decreased

uptake in growth plate

Acute bone injury may
be accompanied by soft
tissue swelling

Early callus formation visible
by 14-21 days after injury

Stabilization of fracture
prevents further injury
and speeds recovery

Exuberant callus formation
and remodeling
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