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Modern Interest in Child Abuse 

• Kempe et al (1962)
• Journal of the American Medical Association
• Battered Child Syndrome
• Kempe’s Syndrome
• Describes Munchausen Syndrome By Proxy 

• Reluctances of Medical Practitioners to accept and 
report cases of abuse
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Types of Abuse

• Physical

• Emotional

• Neglect

• Sexual
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How Common is Child 
Abuse in Australia?
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Child Abuse in Australia

AIHW May 2025
Approximately 1 in 5 Notifications are substantiated 
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Neglect

• Difficult to define
• Hallmarks of neglecting behaviour is the carer 

fails to recognise and/or meet the needs of 
the child

• Strong correlation with poverty and therefore 
associated problems
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Neglect
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Physical Abuse
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Parental Characteristics
• Young (poor life skills)

• Single (no additional adult support)

• Poor understanding of child development 

(unrealistic expectations)

• Socially isolated (poor emotional support)

• History of abuse as child 
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Child Characteristics
• Premature infants (mal attachment from 

separation and bonding)

• Twins (added stress - usually only 1 twin abused)

• Child from unwanted pregnancy

• “Difficult to rear” (sleep or health problems)

• Children with disabilities 
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Red Flags to Abuse
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• Bruises are nearly a universal finding in well 
children examination

Red Flags to Abuse-Bruising 

Typically Accidental
Forehead
Elbow
Knees
Shins
Iliac Crests

Possibly Nonaccidental
Scalp
Behind Ears
Neck
Axillae
Inner thighs
Webs of fingers/toes
Genitalia
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Red Flags to Abuse-Bruising 
• Bruising
– in physical abuse - 90% have bruising

• Non-ambulant babies should not bruise
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Red Flags to Abuse-Bruising 
• Bruising
– in physical abuse - 90% have bruising

• Non-ambulant babies should not bruise
• Posterior Bruising
– Something ran into child rather than child ran into it
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Red Flags to Abuse-Bruising 
• Bruising
– in physical abuse - 90% have bruising

• Non-ambulant babies should not bruise
• Posterior Bruising
– Something ran into child rather than child ran into it

• Multiple Bruises 
– in various stages of healing
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Red Flags to Abuse-Bruising 
• Bruising
– in physical abuse - 90% have bruising

• Non-ambulant babies should not bruise
• Posterior Bruising
– Something ran into child rather than child ran into it

• Multiple Bruises 
– in various stages of healing

• Patterned Bruises
–  hands, bite marks, buttocks, circumferential wrist bruising
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Red Flags to Abuse-Fractures 
• Various #’s seen
• less than 2 years (25% are abuse)
• less than 1 year (56% are abuse)
• multiple #’s of various healing
• Spiral #’s of long bones
• Rib #’s
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Red Flags to Abuse-Burns 

• 2% of burns are non-accidental
• ‘Imply a degree of intent to cause pain’

28

29

Red Flags to Abuse-Burns 

• 2% of burns are non-accidental
• ‘Imply a degree of intent to cause pain’

• Cigarette burns, often clustered
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Red Flags to Abuse 

• Presentation with adult other than than the 
adult responsible for the child at the time

• History inconsistency
• Delay in presentation to ED
• Unusual interaction with parent and child
• Unusual interaction with parents and staff
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Red Flags to Abuse

• Bruising, Physical evidence of abuse/neglect
• Conflicting stories about the accident.
• Injury blamed on sibling or other party.
• Injury inconsistent with level of development. 

i.e. 4 week old baby rolled off the bed. 
• Complaint other than the one associated with 

abuse.
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The prevalence of child abuse in the
Netherlands in 2005 was estimated at
1 in 30 children.1 However, early de-
tection of child abuse at emergency
departments in the Netherlands is
low (0.2%) compared with, for ex-
ample, the United Kingdom (1.4%–
6.4%), Italy (2%), and the United States
(10%).2–7 Even allowing for the diffi-
culty of comparing these data because
of differing definitions and pop-
ulations, the detection rate of child
abuse at Dutch emergency depart-
ments is strikingly low. Starting in
January 2009, the Dutch Health Care
Inspectorate legally required all emer-
gency departments to screen every
child for child abuse and to regularly
train their emergency department
staff.8

To identify high-risk populations, check-
lists of warning signs for child abuse are
used.9 These checklists contain (on
average) 6 to 9 questions, such as,
“Was there a delay in seeking medical
attention?” or “Do the findings of the
physical examination confirm the his-
tory?” Emergency department nurses
generally complete these checklists,
and, if at least one of the warning signs
is positive, the nurse informs the phy-
sician about the possible suspicion
of child abuse. However, large studies
to support the value of checklists in
the detection of child abuse are
scarce.9–12

To assess the effect of screening for
child abuse, we conducted a pro-
spective intervention cohort study
at 7 emergency departments in the
Netherlands. After a baseline monitoring
of 6 months,7 our aim was to implement
a new checklist for screening for child
abuse in emergency departments and
to implement training in interview
techniques for emergency department
nurses.9 Also assessed was the effect
of changes in national and local policy
on the screening and detection of child
abuse.

METHODS

Study Design and Setting

The province of South Holland (the
Netherlands) has a population of 3.5
million people served by 22 hospitals.
For this study, data were collected from
7 of these hospitalswith a total of about
200 000 emergency department visi-
tors annually. All children aged 0 to 18
years visiting the emergency depart-
ments from February 2008 to Decem-
ber 2009 were included. Data were
collected on demographics, reason for
the emergency department visit, the
referrer, the treating specialist, the
diagnosis, and place of discharge. We
used emergency department triage
systems and (electronic) patient files
and, if available, data from the check-
lists for child abuse. Data collection
lasted on average 22 (range, 17–23)
months.

This study was approved by theMedical
Ethical Committee of the Erasmus MC,
University Medical Centre Rotterdam
(MEC-2007-195).

Interventions

Screening Instrument

We developed a new checklist for
screening for child abuse (ie, the “Es-
cape Form”) based on a systematic
literature review,9 earlier developed
tools, interviewswith professionals, and
testing the feasibility of the proposed

Escape Form with emergency depart-
ment nurses (Table 1). The Escape
Form is a checklist with 6 questions on
warning signs for all types of child
abuse, suitable for all children visiting
an emergency department. This Es-
cape Form was used in an interrupted
time-series design at 2 emergency
departments (hospitals A and B) and,
after a process evaluation, in 2 other
emergency departments (hospitals C
and D). Emergency department nurses
completed the Escape Form during the
triage of the patients. If one of the
warning signs was marked, the nurse
informed the physician, who had the
responsibility to evaluate the in-
creased risk for child abuse and take
action if necessary. All completed
Escape Forms were collected in hospi-
tals A, B, C, and D, and all checklists
(with similar content)2 were used in
hospitals E, F, and G.

Training

For nurses, an important barrier to
detecting and reporting child abuse is
a low level of knowledge, vocational
skills, and self-efficacy.13–15 To help
emergency department nurses feel
more competent in their communica-
tion about possible child abuse, train-
ing was implemented comprising an
interactive workshop in interview tech-
niques in case of suspicion of child abuse.
We planned to invite all emergency

TABLE 1 “Escape Form”: Checklist for Potential Child Abuse Used at Emergency Departmentsa

Is the history consistent? Yes Noa

Was there unnecessary delay in seeking medical help? Yesa No
Does the onset of the injury fit with the developmental level of the
child?

Yes/NA Noa

Is the behavior of the child/the carers and the interaction
appropriate?

Yes Noa

Are the findings of the top-to-toe examination in accordance with
the history?

Yes Noa

Are there any other signals that make you doubt the safety of the
child or other family members?

*If ‘Yes’ describe the signals in the box ‘Other comments’ below.

Yes*,a No

Other comments

NA, not applicable.
a If one of these answers is selected, the risks of child abuse could be increased and additional action is recom-
mended.

458 LOUWERS et al
 at Queensland Health on May 21, 2013pediatrics.aappublications.orgDownloaded from 

Use a checklist!!!!!

Louwers et al 2012
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Document
• Contemporaneous
• Accurate
• Uses direct quotes
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Provide 
Support
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Any questions?
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