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KEY POINTS

� Child maltreatment is common.

� Child physical abuse and neglect are 2 forms of child maltreatment.

� The maltreatment of children is a public health problem.

� There are possible lifelong consequences of child maltreatment to health and well-being.

� Additional resources are needed for the treatment and prevention of child maltreatment.

� Identifying suspected maltreatment and reporting concerns to child welfare can be one of
the most challenging and important responsibilities of the pediatric health care provider.
INTRODUCTION

Since the early 1960s, public recognition of child abuse and neglect has improved
considerably. The US Government enacted the Child Abuse Prevention and Treatment
Act in 1974, which defines maltreatment of a child as “any recent act or failure to act on
the part of a parent or caretaker, which results in death, serious physical or emotional
harm, sexual abuse or exploitation, or an act or failure to act which presents an immi-
nent risk of serious harm.”1 Decades of research and clinical experience reveal that
child abuse and neglect is a public health problem with lifelong health consequences
for survivors.2 Much has been learned about the factors that contribute to the abuse of
a child and about characteristics that may prove protective. Despite the progress
made, the problem remains widespread and serious. Programs to prevent and inter-
vene in child maltreatment remain fragmented, and amore comprehensive and collab-
orative approach to public policy concerning child safety and health is needed. The
topics of child physical abuse and neglect are discussed in this article. Murray dis-
cusses child sexual abuse elsewhere in this issue, and the impact of intimate partner
violence on children is discussed in the article by MacMillan.
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EPIDEMIOLOGY

Each year in the United States, Child Protective Service (CPS) agencies receive more
than 3 million reports of suspected child maltreatment and investigate more than 2
million of these reports; more than 650,000 children are substantiated by child welfare
as maltreatment victims.3 Most maltreated children are victims of neglect (78.5%),
17.6% are victims of physical abuse, and 9.1% are victims of sexual abuse. More
than 1500 child deaths are attributed annually to child abuse or neglect.3 However,
these numbers reflect official investigations and represent only a portion of the chil-
dren who suffer from maltreatment. For example, data from the Adverse Childhood
Experiences studies indicate that 27% of adult women and 30% of adult men are esti-
mated to have been physically abused during childhood, suggesting very high rates of
undocumented child maltreatment.4

Recent child welfare statistics suggest that the incidence of child abuse and neglect
is decreasing. However, child welfare data represent only those cases investigated
and confirmed by state child welfare agencies, and thus are influenced by changes
in reporting practices, investigation and legal standards, and administrative or statis-
tical procedures.5 By contrast, researchers examining hospitalization rates for phys-
ical abuse have shown either no significant recent changes or recent modest
increases in hospitalizations for physical abuse.6,7

RISK FACTORS

Child abuse and neglect result from a complex interaction of child, caregiver, and envi-
ronmental factors. Although child physical abuse and neglect affect children of all
ages, ethnicities, and sociodemographic backgrounds, particular factors increase
maltreatment vulnerability, and specific situations more commonly trigger maltreat-
ment. Most often multiple factors coexist and are interrelated, increasing the risk for
maltreatment of the child.8

Child characteristics that predispose a child to maltreatment include those that
make a child more difficult to care for, or are in contrast to parental expectations. Ex-
amples include children with special health care needs, chronic illnesses, or physical
or developmental disabilities.9 Physical aggression, resistance to parental direction,
and antisocial behaviors also more commonly characterize maltreated children.10

These children exhibit poor emotional regulation, distractibility, negative affect, and
a resistance to following directions.11 A child born prematurely may present special
needs, and early and at times prolonged separation may contribute to an increased
vulnerability to maltreatment.12 Although adolescents are more likely than younger
children to suffer physical abuse and neglect, because of their smaller size and less
mature developmental capacity, infants and toddlers are particularly vulnerable to
severe and fatal maltreatment.13

Factors that decrease a parent’s ability to cope with stress and, therefore, increase
the potential for maltreatment include low self-esteem, poor impulse control, and sub-
stance abuse.14 Other parental characteristics associated with child maltreatment
include young age, low educational achievement, and mental illness.15 In addition,
parents who were themselves victims of child maltreatment are more likely to have
children who are abused and neglected.16 Parents who maltreat their children are
more likely to have unrealistic developmental expectations for child behavior and to
have a negative perception of normal behavior. In addition, parents with punitive
parenting styles are more likely to maltreat their children.16

High-stress situations can increase the potential for child abuse and neglect. Cir-
cumstances that occur during the course of normal child development, including colic,
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nighttime awakenings, and toilet training, are potential triggers for maltreatment.8 In
particular, crying is a common trigger for abusive head trauma.17 Infant crying gener-
ally peaks between 2 and 4 months, and the incidence of abusive head trauma paral-
lels this crying trajectory.18 Accidents surrounding toilet training are another potential
trigger. Immersion burns may be inflicted in response to encopresis or enuresis when
a caregiver believes that children should be able to control these bodily functions.19

The average age of children who have been intentionally burned is 32 months, by
which time abusive parents may have expected mastery of bodily functions.8

The absence of a robust family social support system places the child at increased
risk for maltreatment.20 Poverty and unemployment are also associated with maltreat-
ment.20 Young children who live in households with unrelated adults are at exception-
ally high risk for physical abuse.21 Children living in homes with intimate partner
violence are at increased risk of being physically abused, in addition to suffering the
negative emotional, behavioral, and cognitive consequences from exposure to this
family violence.22,23

Finally, all of these child, parent, and environmental factors may interact to increase
the child’s vulnerability to maltreatment. Even if no single factor would be sufficient to
overwhelm the caregiver, the combination of stresses may precipitate an abusive
crisis.8
DEFINITIONS

Federal and state laws define child abuse and neglect. Each state determines the pro-
cess for investigating abuse, protecting children, and holding perpetrators account-
able for their actions or inactions. The Federal Child Abuse Prevention and
Treatment Act provides minimum standards to states for defining maltreatment; how-
ever, states have the responsibility for specifically defining child abuse for their con-
stituents.1 State laws vary widely, and defining terms used by states such as “risk
of harm,” “substantial harm,” “substantial risk,” and “reasonable discipline” may not
be further clarified in legislation, leading to inconsistent interpretations. Some state
statutes require “serious bodily injury” or “severe pain” to define abuse, and such
subjectivity may hinder consistent and appropriate reporting practices.

Physical Abuse

Although injury to any organ system can occur from physical abuse, some injuries are
more common. Bruises, the most common injury resulting from physical abuse, are uni-
versal in active children, and are therefore nonspecific. Bruises suggestive of abuse
include those that are patterned, suchas slapmarks ormarks causedbya loopedexten-
sion cord. Bruises in healthy children tend to be distributed over bony prominences;
bruises isolated to the torso, ears, or neck should raise concern.24 Bruises in nonambu-
latory infants are unusual, andare highly concerning for physical abuse.25 Approximately
10%of children hospitalizedwith burns are victims of abuse.26 Inflicted burns can be the
result of contact with hot objects and from immersion injuries. In contrast to accidental
scald injuries, these burns have clear demarcation, uniformity of burn depth, and a
characteristic pattern.26 Unexplained fractures, fractures in nonambulatory infants,
and the presence of multiple fractures raise suspicion for physical abuse.27 Certain
fracture types also have a high specificity for abuse, such as rib fractures and classic
metaphyseal lesions seen in infants. Intentional blunt trauma to the abdomen can result
in solid organ and hollow viscus injury. Abusive head trauma is the leading cause of
mortality and morbidity from physical abuse.3 Common findings include subdural
hemorrhages, cerebral edema, hypoxic-ischemic injury, and retinal hemorrhages.
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Neglect

Neglect occurs when a child’s basic needs are not adequately met. Basic needs
include food, clothing, stable housing, supervision, protection, health care, education,
love, and nurturance. The degree to which children’s needs are met falls within a spec-
trum ranging from ideal to completely inadequate. Extreme situations are easily
identified, but most cases are complex and lack precise clarity. Child neglect is a
heterogeneous phenomenon varying in type, severity, and chronicity. Both actual
and potential harm are of concern. In addition, although much neglect is recognized
by an ongoing pattern of poor care, when serious risks are involved single, momentary
lapses in care may also constitute neglect.
CLINICAL OUTCOMES

Adverse childhood experiences, including physical abuse and neglect, alter the archi-
tecture and function of the developing brain, and influence the neuroendocrine stress
response and immune system function.28 These physiologic disruptions can persist
far into adulthood, and lead to lifelong poor physical and mental health.28 Indeed,
more than 80 scientific articles have been published elucidating the multitude
of poor health outcomes experienced by adults who were maltreated as children.4

Childhood maltreatment and family dysfunction produce poor adult health, indirectly
via the adoption of high-risk behaviors and maladaptive coping mechanisms, and
directly via biological injury. The lifelong consequences are profound, and as diverse
as cardiovascular disease,29 liver cancer,30 asthma,31 chronic obstructive pulmonary
disease,32 autoimmune disease,33 poor dental health,34 and depression.35 Further-
more, there is a cumulative effect of traumatic childhood exposures: the more
maltreatment, family dysfunction, and social isolation a child experiences, the higher
the risk for poor health in adulthood.36

Maltreated children also exhibit high rates of physical, developmental, and mental
health deficits during childhood. Victims of physical abuse and neglect are more likely
to develop a variety of behavioral problems including conduct disorders, aggressive
behaviors, poor academic performance, and decreased cognitive functioning.10,37,38

Other health problems that afflict these vulnerable children include growth failure,
obesity, lead poisoning, untreated vision and dental problems, infectious and atopic
dermatitis, asthma, infectious diseases, and a range of chronic medical diseases.39
THERAPEUTIC STRATEGIES

Prevention and treatment of child maltreatment are complex and challenging. Many of
the approaches developed by child welfare agencies, health care providers, thera-
pists, and others have not been rigorously tested, and many families suffer from
chronic dysfunction and a multitude of challenges that require broad approaches to
management. In addition to addressing the consequences of poverty, substance
abuse, mental health, and other common problems encountered by families involved
with child welfare, at the core the relationship between parents and children requires
intervention. Some strategies in this regard have shown promise.
According to a national panel of child maltreatment experts, Abuse Focused Cogni-

tive Behavioral Therapy (AF-CBT) and Parent-Child Interaction Therapy (PCIT) are the
2 best-practice intervention protocols for the treatment of physical abuse.40 Both are
dyadic interventions designed to alter specific patterns of interaction found in parent-
child relationships. AF-CBT represents an approach to working with abused children
and their offending caregivers based on learning theory and behavioral principles that
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target child, parent, and family characteristics related to the maltreatment.41 The
approach is designed to promote the expression of appropriate/prosocial behavior
and to discourage the use of coercive, aggressive, or violent behavior. PCIT is a highly
specified, step-by-step, live-coached behavioral parent training model. Immediate
prompts are provided to a parent by a therapist while the parent interacts with
their child. Over the course of 14 to 20 weeks, parents are coached to develop specific
positive relationship skills, which then results in child compliance to parent
commands.42,43

HEALTH CARE PROVIDER MANDATES FOR REPORTING

In every state, health care providers are mandated by law to identify and report all
cases of suspected child abuse and neglect. It is the responsibility of CPS to investi-
gate reports of suspected abuse to ensure the ongoing safety of the child. Law
enforcement investigates crimes such as serious physical abuse or neglect for
possible criminal charges against a perpetrator. Much of the abuse that is recognized
by health care providers does not get reported to CPS for investigation.44 In part this is
because clinicians may incorrectly believe that making a report requires certainty in
their diagnosis of child abuse, rather than having a reasonable suspicion for maltreat-
ment as the law requires. In addition, many clinicians believe that reporting to CPS is
not an effective intervention, and distrust the ability of the child welfare system to
protect children.45

Health care provider cooperation with CPS investigations is critical to effective de-
cision making by investigators. Health Insurance Portability and Accountability Act
(HIPAA) rules allow disclosure of protected health information to CPS without autho-
rization by a legal guardian when the clinician has made a mandatory report, but state
laws differ regarding the release of health information during and after investigations
are complete.46 Because CPS and law enforcement investigators do not have a med-
ical background, the clinician’s interpretation of the child’s injuries in simple language
that allows for a meaningful conversation with the investigators is critical for proper
investigation, decision making, and protection of the child.47

CHALLENGES
Early Identification

Identifying and ensuring the health and safety of abused and neglected children is
challenging. Although neglect is the most widespread form of child maltreatment
and causes significant morbidity and mortality, the focus of public and professional
attention is largely on physical and sexual abuse. Furthermore, neglect is difficult to
define. For instance, although a health care provider might view repeated nonadher-
ence to medications as neglect, unless harm has resulted from this inaction, this might
not meet a state’s CPS criteria for neglect.
Similarly, diagnosing physical abuse can be difficult. Witnesses to the abuse are un-

common, perpetrators infrequently disclose the abuse, child victims are often prever-
bal, too severely injured, or too frightened to disclose, and injuries can be nonspecific.
Although the diagnosis of abuse can be challenging, there is abundant evidence that
physicians often miss opportunities for early identification and intervention.44,45 Previ-
ous sentinel injuries are minor injuries such as bruises or intraoral injuries that are
noted before a diagnosis of child abuse. Such injuries are often identified by physi-
cians, but are incorrectly attributed to accidental trauma or not reported to CPS for
investigation despite physician suspicion for abuse.44,48 Being cognizant of these
sentinel injuries and recognizing and reporting suspected abuse and neglect can



Schilling & Christian314
save the life of a child, and can protect the child from a lifetime of the physical and
mental health sequelae of ongoing maltreatment.

Addressing Mental Health Needs of Maltreated Children

Between 50% and 80% of maltreated children have mental health problems.49,50

Despite the need for mental health services by abused and neglected children, bar-
riers exist to the delivery and use of services, and not all maltreated children who
need treatment receive it or receive it in a timely fashion. Systemic barriers to the de-
livery of mental health services to maltreated children include lack of funding and
accountability, few Medicaid providers, lack of cooperation among providers, waiting
lists, and lack of appropriate services.51 For instance, despite the demonstrated effi-
cacy of AF-CBT and PCIT in treating physical abuse, there is little evidence that they
are widely offered to abused children and their families.40

By contrast, studies have revealed that youth in foster care covered by Medicaid in-
surance receive psychotropic medications 3 times more often than Medicaid-insured
youth not in foster care.52 Furthermore, polypharmacy is highly prevalent, with more
than 40% of the youth receiving 3 or more psychotropic drugs.52 In response to these
issues, the federal Fostering Connection to Success and Increasing Adoptions Act of
2008 and the Child and Family Services Improvement and Innovation Act require that
states develop protocols for the appropriate use and monitoring of psychotropic med-
ications for children in foster care.53 These mandates have forced states to address
these issues by improving behavioral health systems, developing preauthorization
criteria for the use of psychotropic medications, identifying criteria for mandatory
case reviews, and developing case-consultation systems for primary care providers.

Interdisciplinary Collaboration

The commitment to maltreated children includes a commitment to working outside of
the health care community. Physicians need to collaborate with child welfare, judicial,
and education colleagues to advocate for the health and well-being of these vulner-
able children. In practice, coordination with other professionals to provide immediate
and long-term treatment for maltreatment victims can be challenging. The collabora-
tive process can be hindered by the lack of supportive agency–level structures and
policies, inadequate resources, poor communication, differences in confidentiality
policies, and a lack of knowledge of health providers about child welfare and legal sys-
tems (and vice versa). Intersystem collaboration is paramount to achieving the shared
goal of ensuring the health and safety of children.

IMPORTANT TOOLS FOR PRACTICE

Ultimately, health care providers need to remain vigilant to the possibility of child
maltreatment, be aware of their professional mandates, and be willing to advocate
on behalf of these vulnerable patients. The extensive differential diagnosis of physical
abuse depends on the type of injury, and requires careful, objective assessments of all
children with suspected maltreatment. However, for children who present with patho-
gnomonic injuries to multiple organ systems, an exhaustive search for medical diag-
noses is unwarranted. All children younger than 24 months who present with
suspicious injuries should undergo a skeletal survey looking for occult or healing
fractures. Brain imaging may be indicated to screen for occult head trauma, particu-
larly in young infants with multiple fractures, facial injuries, or rib fractures.
Reports should be made when there is reasonable cause to suspect abuse. In all

states, the law provides some type of immunity for good-faith reporting. However,



Child Physical Abuse and Neglect 315
failing to report may result in malpractice suits, criminal offenses, licensing penalties,
and, most importantly, continued harm to the child. Mandated reporters must become
familiar with their state-specific reporting procedures and laws. Some states require
both verbal and written reports. Most states specify the types of information that
should be included in a report of suspected abuse or neglect, such as the name
and address of the child, the child’s parents, the child’s age, conditions in the child’s
home environment, the nature and extent of the child’s injuries, and information about
other children in the same environment. Information on state-specific laws about
mandated reporting can be found at http://www.childwelfare.gov.
Optimal care for a maltreated child depends on the clinician’s working knowledge of

community resources that can provide safety, advocacy, treatment, and support.
Health care providers are ideally positioned to help families enhance their ability to
protect children and to address factors that put them at increased risk for maltreat-
ment. Families trust and rely on their provider’s guidance and referral to resources
that prioritize the health and welfare of families; thus it is paramount that the provider
becomes knowledgable about such local resources.

FUTURE DIRECTIONS

Future approaches to the prevention of child maltreatment and the protection of chil-
dren require meaningful collaboration between child welfare, judicial, education,
health, and mental health professionals and systems. There have been recent calls
for more rigorous legislative requirements for the reporting of child abuse.54 Both fed-
eral and state legislation can improve laws to protect children and mandate improved
interdisciplinary work. For example, identifying HIPAA exceptions that allow for infor-
mation sharing across systems when children are placed in foster care would reduce
real and perceived barriers to the information sharing that is needed to address the
health needs of children in care. Health care providers require training on the effects
of child maltreatment and toxic stress, assessment tools for primary care providers
are needed to identify families and children in need of intervention and support, effec-
tive behavioral and treatment strategies need to be identified and adopted broadly,
and the behavioral and mental health systems in the country require expansion to
meet the needs of the population.
Reducing rates of maltreatment, supporting families, and improving pediatric and

adult health outcomes for maltreatment victims requires community-wide strategies
and amultisystem public health approach. Future policies and practices must address
the overutilization of psychotropic medications in this vulnerable population, and
ensure that maltreated children and their families have access to mental health treat-
ments that have been studied and shown to be effective. Equally important is priori-
tizing permanency and stability for children in foster care, as 1 in 3 of these children
fail to achieve a long-lasting placement.55 Finally, the prevalence of child maltreatment
may decline further when policy makers, health care providers, and applicable sys-
tems refine, promote, and implement effective prevention strategies that augment
current treatments.

SUMMARY

Few problems have as profound an impact on the health and well-being of children as
child abuse and neglect. Experiencing child maltreatment increases the risk of devel-
oping behaviors in adolescence and adulthood that predict adult morbidity and early
mortality. The child welfare, foster, and health care systems have struggled to collab-
orate to address the health needs of children who have been maltreated. Although

http://www.childwelfare.gov
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recognizing maltreatment and advocating for the safety of a child is a great challenge,
intervening on behalf of a vulnerable child has the potential to greatly improve the
child’s future health outcomes and life trajectory.
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