Child Abuse

I. Introduction


A. Non-accidental trauma is a devastating problem which has been increasingly recognized in all 



societies since the syndrome was first described in the medical literature in the 1960s. The numbers 



are appalling: an estimated 1.1 million cases of abuse/neglect resulted in >1,200 deaths in 1994-95 



nationwide, while in Oregon in 2000, there were 10,186 victims and 21 deaths from abuse/neglect.


B. Inflicted injury can take many forms, from bath-tub drownings, scalds, abdominal trauma with liver 



or spleen rupture, sexual abuse, poisoning, and neglect or emotional deprivation in addition to the 



classic shaken baby (or shaking/impact) syndrome.


C. Survivors of abuse are likely to suffer permanent sequelae of the experience.



1. Neurological injuries may result in retardation, spasticity, chronic seizure disorder, blindness, or 




even persistent vegetative state. Other injuries may also result in permanent physical scarring, 




while sexual abuse may lead to pregnancy and/or sexually transmitted diseases.



2. Psychological sequelae are also grim: abused children are more likely to have difficulties with 




school, and many have problems entering into stable, trusting relationships. Sadly, the victims 




may instead grow up to participate in criminal behavior or to commit abuse themselves.

II. Precipitants of abuse


A. The victim



1. Young: most victims of inflicted trauma are young children in the first two or three years of life, 




and the majority are in fact infants under 1 year of age.




a. Young children cannot talk or understand parental commands to stop crying, nor can they 





behave in a fashion which protects their interests. The shrieking infant with colic is 





likely to continue crying regardless of a caregiver's demands for silence, and even a baby 





with a definable cause of anguish such as an ear infection will be unable to explain the 





problem to his parents.




b. Preverbal children are at particular risk because they cannot tell anyone what is happening, 





and even though this inability to communicate may not be on the abuser's mind at the time 





of the assault, it makes recognition and intervention between episodes much less likely.




c. Infants are unable to run away or to defend themselves; beatings of 200 pound teenagers are 





much less common because such children can often escape or fight back.




d. The proportionately large head, open sutures of the infant's skull, and weak neck muscles 





also make him more prone to brain injury from abuse, and it is clear that smaller children 





are easier to shake angrily or to swing through the air than are large ones.



2. May have been unwanted



3. May be "different" in some way




a. Colicky, hyperactive, or "difficult" children are more likely to provoke caregivers.




b. Failure of bonding: parents of an infant who spent an extended time in the hospital after 





birth may not have bonded as effectively and may not experience the same sense of 





attachment as parents whose infant came home to them immediately.




c. Children with chronic medical problems may result in increased stress for caregivers, who are 





likely to be required to provide medical care as well as parenting for such children.



4. More likely to be male than female in many series; there is no obvious explanation for this.


B. The perpetrator



1. Male abusers typically outnumber female abusers in most recent series. 




a. Colorado data reported by Starling, et. al. [Pediatrics, 95(2):259-262, 1995]:





Cases



Male abusers

Female abusers


     Total






Fatal



23





8





31






Nonfatal


64





32





96






Total



87





40





127




b. However, in Oregon data, mothers were the abusers 42% of the time, compared to 27% for 





fathers.




c. Higher frequency of female abuse in early series may have reflected lack of exposure to 





males: when most children were cared for primarily by mothers, mothers were more likely 





to be abusers. Now that increasing numbers of women have entered the work force, larger 





numbers of children are being left with others, including ..."unpaid, often unmotivated 





'babysitters' (such as 'boyfriends'), a significant source of child abuse." [Bergman, et. al., 





Pediatrics 77(1):113-116, 1986]

2. May be unrelated to the victim. 




a. Colorado data (see above) show only 12.6% of incidents involve abuse by the mother:





Relationship





Number



Percent





Father of victim






47





37





Boyfriend of mother





26





20.5





Female babysitter





22





17.3





Mother 








16





12.6





Male babysitter





  
 5





  3.9





Stepfather






  
 4





  3.1





Other








 7





  5.5





Total







    127





100




b. Note the significant incidence of babysitter abuse. "It is sad that poor single mothers, whose 





children are at the highest risk for abuse, are also those least able to obtain safe child 





care." [Bergman]




c. In Oregon, in contrast, family members were reportedly the abusers in 93% of cases.



3. Likely to be young (often <18 years of age) or immature with poor impulse control



4. May be a substance abuser (this includes alcohol as well as amphetamines or cocaine)



5. May be socially isolated (e. g., a single parent without resources for sharing child care) or living 




in an unstable family situation



6. May have been abused as a child



7. May have unrealistic expectations of the child




a. May expect infants to respond to commands to "Shut up!"




b. May have entered parenthood in hopes of gaining love and nurturing for self and then found 





demands of the infant overwhelming



8. Low socio-economic status is a significant factor in most series, presumably because of chronically




higher stress, inability to afford safe child care, and higher incidence of substance abuse.



9. May also be abusive to the child's mother



10. May be frankly psychotic


C. The setting



1. Abuser is usually alone with the child.



2. Critical stress




a. Inconsolable crying on the part of the infant, soiled diapers, or some other "misbehavior" of





the victim provokes the abuser. 




b. Abuse is more likely at times of additional (perhaps unrelated) stress such as loss of a job, 





financial stress, eviction, divorce, major quarrel with another adult.



3. Four factors associated with highest risk for abuse:




a. Drug and/or alcohol abuse by caregiver




b. Parental involvement with law enforcement




c. Head of household unemployed




d. Domestic violence

III. Shaken baby syndrome


A. Most severe brain injuries in infants are thought to result from acute brain shifts within the skull which both 



rupture bridging veins in the subdural space and cause neuronal stretch injury ("diffuse axonal injury.") 



1. Many experts believe that injuries with a rotational component are more severe than linear deceleration 




injuries. In addition, babies who are shaken are often slammed against a surface, and many authorities on 




child abuse assert that the consequences are more severe if there is a component of impact as well as 




shaking in the circumstances of injury. In fact, some experts term such abuse "shaking/impact syndrome" 




rather than "shaken baby syndrome". 




a. Impact against a soft surface may result in little or no external bruising despite major injury to the 





underlying brain.




b. Collision with a hard surface often results in ecchymoses and scalp swelling, but these may be 





relatively unimpressive or visible only later rather than at presentation. In addition, they 





may be obscured by hair if the child does not undergo shaving for craniotomy.


B. Minor trauma such as a fall from bed or even from a parents' arms onto concrete is unlikely to produce 



serious brain injury.



1. In one summary of 12 series of children who suffered short falls, only 8 out of 1,829 children 




suffered significant intracranial injury.



2. In series of stairway falls (with or without walkers), 13 of 1037 pediatric victims were found to 




have intracranial hemorrhage or other intracranial injury.



3. Only major events (e.g., falls from >1 story or motor vehicle crashes) are likely to cause major brain injury, 




and in published series, even victims of crashes had better outcomes than victims of inflicted injury!


C. Immediate change in neurological status usually results.



1. Unlike the "lucid interval" which may be seen with epidural hematoma, where the brain 




abnormality results from increasing pressure on the brain, not neuronal injury per se, 




shaking/impact syndrome typically results in immediate CNS symptoms since neuronal injury 




is immediate.



2. The possibility of "a subclinical injury that is later exacerbated by a relatively minor second 




mechanical trauma" is often raised by defense lawyers, but this sort of "rare event" has been 




reported only in association with "recurrent impact to the head involving well-documented 




concussive forces during sports activities... There is no evidence that traumatic acute subdural 




hematoma, particularly that leading to death, occurs in otherwise healthy infants in an occult 




or subclinical manner." [Duhaime, et. al., New England Journal of Medicine 338:1822-1829, 1998]



3. The reality is that whatever caregiver was with the infant when he developed acute alteration 




of consciousness is almost certainly the abuser.


D. Magnitude of change in consciousness may vary.



1. Less severe episodes may result in irritability or lethargy, poor feeding, or vomiting, symptoms 




which may never precipitate medical intervention.



2. More severe episodes typically result in unconsciousness, seizures, periodic breathing or apnea, 




color change, and bradycardia; such spells are more likely to provoke a request for medical 




intervention (though this may be delayed), but the infant is likely to be brought in as a possible 




SIDS victim or as a victim of some trivial injury rather than as a victim of admitted assault.


E. Note that significant further brain damage is likely if respiratory instability or seizures result in 



brain oxygen deprivation or bradycardia or cardiac arrest result in decreased brain blood flow.


F. Other associated injuries may result from the shaking or shaking/impact event as well:



1. Retinal hemorrhages 




a. Are seen in the majority of victims of severe abuse; they may be massive and unmistakable or 





may be subtle enough to require pupillary dilation. 




b. May result in retinal detachment or permanent injury to the macula or optic nerve, i. e., may 





result in lifelong visual impairment.




c. May also result from motor vehicle crashes or other severe trauma, but in the absence of such 





history, their presence should raise red flags in any examiner's mind. (Of note, they are 





unlikely to result from standard CPR. Though they may occur in up to 40% of infants who 





are delivered vaginally, those hemorrhages resolve in the first month of neonatal life).




d. May occasionally be seen with a primary clotting disorder.



2. Bruises, scalp edema, or skull fracture may result from local impact. Bruises can also be seen on 




the infant's trunk or extremities where he was clutched tightly by his abuser. Note, however, 




that many babies have no visible bruises whatsoever!


3. Rib fractures may result from thoracic trauma in the baby clutched by his chest (and they are 




uncommon with all other forms of trauma, even motor vehicle crashes).



4. Spiral fractures of long bones may result from swinging the infant by his extremities.



5. Severe or lethal injury to the cervical spinal cord may result in devastating sequelae.



6. Other forms of trauma (abdominal trauma with liver, spleen, or small bowel rupture, scald burns, 




for example) may be inflicted at the same time.


G. The immediate aftermath



1. When the infant quiets (as eventually happens when LOC declines sufficiently), then the 




perpetrator tends to stop the abuse. If the infant is quiet but still breathing, he may simply put 




the baby to bed in hopes that the child will recover spontaneously. Some infants will indeed 




recover consciousness and though they are likely to be fussy or "too quiet" and to feed poorly, 




they may never be overtly abnormal enough to mandate medical intervention until a recurrent, 




more severe episode of abuse occurs.



2. If the infant has obvious seizures, apnea, or cardiac instability, medical intervention will 




usually be sought, though it may be delayed even under these circumstances. The abuser may 




well call the mother, a friend or another family member rather than 911, and the infant may be 




brought in by private car rather than the more appropriate ambulance.

IV. Other forms of abuse


A. Characteristic injuries seen with other physical abuse



1. Multiple fractures of varying age or fractures of ribs (which are rarely injured in other forms of 




trauma)



2. Bruises in sites not normally injured in usual play or activity.




a. Bruises in infants who are not ambulatory are always suspicious.




b. All toddlers have bruised pretibial areas, and many young children who have just learned to 





walk also have forehead "goose eggs" or chin injuries. However, ecchymoses are not 





typically seen over the buttocks, trunk, upper thighs, arms, cheeks, or neck. Multiple facial 





or scalp bruises are very suspicious in a child who has not sustained major trauma such as a 





motor vehicle crash or a fall from an upper story window. Note that scalp bruises may be





obscured by hair.



3. Multiple bruises of apparently differing ages. 




a. Bruises change color as the hemoglobin is broken down into bilirubin, biliverdin, and 





hemosiderin. 




b. Unfortunately, previous reports of how to "age" a bruise based on its color have been proven to





be inaccurate, since wide variation may be encountered even in the same individual.




c. The best consensus on which most experts agree is that a bruise with visible yellow in it is 





most likely >18 hours old.



4. Bruise(s) with recognizable pattern: bite marks, handprints, belt or looped rope marks



5. Burns, especially:




a. Burns of recognizable pattern such as stove burner, iron, or cigarette. 




b. Scald burns, especially if there are no typical splash marks; such burns suggest that the child 





was intentionally held in hot liquid rather than thrashing in it after accidental exposure. 





Typical sites of inflicted scald burns are hands and feet ("stocking/glove injuries") and the 





diaper area. (Note that individuals who inadvertently step into water which is too hot do 





not do so with both feet).



6. Abdominal trauma with rupture of liver, spleen, and/or bowel.



7. Poisoning may result from caregivers' attempts to keep a child quiet or from inadvertent exposure 




to toxins smoked in the child's presence. It may also result from Munchhausen by proxy.



8. Drowning or suffocation


B. Neglect = "failure to provide adequate food, clothing, shelter, supervision, or medical care". 



Common forms include:



1. Malnutrition without other definable cause



2. Severe lack of hygiene (may be suggested by severe diaper rash without other explanation, 




advanced lice, major cavities which have not been treated, etc.)



3. Inadequate supervision (young children left alone at home or found untended in public areas)



4. Injuries due to preventable trauma (e. g., the unrestrained child who was badly injured in a car 




crash or the toddler who found and shot a sibling with a parent's gun)



5. Drowning with inadequate explanation (infants who are not ambulatory do not drown in the 




absence of caregiver stupidity or malice)



6. Failure to obtain medical care for serious treatable illnesses



7. Allowing child to witness or be in the presence of illegal activities such as drug sales 


C. Sexual abuse



1. "Child sexual abuse occurs when a person over the age of 18 years uses or attempts to use a child 




for his/her own sexual gratification. This includes incest, rape, sodomy, sexual penetration, 




fondling, voyeurism, etc."



2. Generally considered to involve sexual contact or inappropriate activities between an adult and 




an unconsenting victim of <18 years of age. Note, however, that statutory rape laws may 




include circumstances in which a teen has participated willingly if there is a significant 




(>3 years) age discrepancy between the participants.



2. Sexual abuse may result in genital or rectal trauma, particularly if the victim is young.



3. Sexually transmitted diseases (including herpes, gonorrhea, Chlamydia, human papilloma 




virus, syphilis, and HIV) are a serious concern.



4. Pregnancy may result if the victim is a post-pubertal girl.



5. Severe, chronic psychological sequelae may result as well.

V. ED approach to child abuse


A. ED resuscitation (overview)



1. If the infant is transported by paramedics, they may well have recognized the likelihood of 




abuse and should have performed a quick survey of the home in addition to providing acute 




stabilization for the victim. They should not have voiced their suspicions to the child's 




caregivers (since transport may then be refused), but they are required by law to notify child 




protective authorities even if ED staff disagree with their suspicions.




a. A home survey may demonstrate obvious hazards which suggest lack of concern for safety of 





the children, and it may also reveal drug paraphernalia or other incriminating findings.




b. Paramedics can also view the actual site where the child supposedly fell and sustained his 





severe head injury, a luxury unavailable to hospital staff.



2. If the child is transported by private car, then the ED staff's first goal will be to assure airway 




stability, oxygenation, ventilation, and cardiac output. Since altered mental status, seizures, 




and apnea are common presenting findings, the immediate A, B, Cs of resuscitation may well 




require intubation and positive pressure ventilation.



3. Once life-saving resuscitation maneuvers have been accomplished, then a more complete 




physical assessment and history will be obtained. Additional labs will then be undertaken as 




indicated by the child's presentation, and a standard set of "child abuse" screens will also be 




considered (see below).



4. Part of the ED "resuscitation" involves recognition of the non-accidental nature of the child's 




injuries and notification of law enforcement so that investigation and protection of the siblings 




can be accomplished as soon as possible.



5. ED records should be completed fully, accurately, and as close to the time of the child's 




presentation as possible, with the assumption that they will likely be used in court eventually.


B. Historical features suggestive of abuse



1. Presenting complaint is likely to be unexplained alteration of mental status: irritability, 




lethargy, vomiting or poor feeding, or (more typically) sudden onset of unconsciousness or 




seizures. The more severe alterations in level of consciousness are also often associated with 




respiratory instability, and some of the babies are brought in with a complaint of apnea or 




cyanosis.



2. Some infants are rushed to medical care with a full-blown cardiac arrest, and they may be 




written off as SIDS if investigation is not pursued.



3. Many of the victims of NAT are victims of "stealth trauma", that is, no history of trauma is 




initially presented at all. If confronted with the presence of bruises, retinal hemorrhages, and 




other clear-cut evidence of injury, most caregivers relate some minor event which was surely




responsible for the ecchymoses: he fell off the couch onto the carpeted floor yesterday, or his 




older brother hit him with a toy truck early this morning, etc., etc.



4. Classic flaws in the history which should immediately prompt consideration of abuse are:




a. Tale which changes from time to time or which differs from one caregiver to another. (This is 





why it is so crucial to record the history immediately; changes from the initial version to 





subsequent re-tellings are then obvious. It also helps to question possible perpetrators 





separately early in the child's management, while they are most worried and likely to 





confess and while they have not had time to prepare a joint story to explain the findings.)




b. History which does not explain the magnitude of the child's injuries: a fall from the 





changing table will not result in major head trauma.




c. History which does not fit the developmental abilities of the child: the 5 month old baby 





did not climb over the side of her crib.




d. History which is not matched by the child's physical findings: the baby who supposed fell 





in the tub but arrives dry and fully clothed in the ED was probably not being bathed at the 





time he was hurt. 




e. History of injury long before presentation in a medical care setting without adequate 





explanation of the delay in seeking care


C. Physical findings suggestive of abuse



1. Altered mental status



2. Characteristic bruises or burns



3. Retinal hemorrhages



4. Fractures of skull, ribs, or long bones 



5. Signs of abdominal trauma


D. Findings which are not a result of abuse (but may be mistaken for it)



1. Marks from cupping or coining



2. Mongolian spots

E. Laboratory assessment



1. Should first be directed toward appropriate tests for the presenting complaint. For example, the 




infant who presents with seizures or coma must have his blood sugar and electrolytes checked 




and undergo a head CT. Consideration must also be given to performing a spinal tap, obtaining 




an EEG, getting viral cultures, and checking for poisoning or congenital metabolic disorders.



2. Once the likelihood of inflicted injury is recognized, certain standard tests should be obtained 




regardless of presenting complaint; see succeeding page.




a. Non-imaging studies





1). CBC and differential (or at least a hematocrit)





2). Clotting studies





3). Chemistry panel including amylase (if abdominal trauma is suspected)





4). Urinalysis (to assess for renal trauma)





5). Urine drug screen and blood for possible drug levels





6). Work-up for STDs and pregnancy if indicated (see rape protocol)




b. Imaging studies





1). Head CT





2). Skeletal survey





3). Plain films, CT, or ultrasound of abdomen if indicated





4). Bone scan may be considered





5). MRI may be useful but is never stat


F. Additional medical care must be provided as indicated (e. g., surgical evacuation of subdural 



hematomas, splinting of fractured extremities, or post-coital contraception for the girl at risk of 



pregnancy).


G. Suspicions of abuse must be reported immediately to CPS and law enforcement as soon as the 



diagnosis is suspected. (see below)



1. Note that nurses have an independent duty to report, even if the physician does not agree with 




the possible diagnosis of NAT.



2. Attempts must also be made to assure that siblings (and perhaps the mother) are removed from 




danger as soon as possible. Note that failing to diagnose inflicted injury is dangerous: in one 




series of 173 children with abusive head trauma, 54 (31.2%) had been previously evaluated for 




complaints which were later found to have been due to inflicted injury but which at the time 




were attributed to innocent causes. Of those 54, 15 were reinjured while 22 went on to suffer 




complications such as seizures from the original abuse. Worse still, 5 died subsequently, and 4 of 




those 5 deaths were felt to have been preventable had the abuse been diagnosed at the time of 




first injury. [Jenny, JAMA, 281 (1): 621-626, 1999].



3. Discharge from the ED must always be to a safe environment. This often means hospital 




admission, though in some circumstances, a foster home placement may be appropriate if the 




child's presenting complaints did not warrant inpatient care and the investigating team is able 




to assure that the child will not be returned to the abuser(s), i.e., custody must be obtained 




while the child is in the ED.

VII. Long-term results


A. Abusive head trauma often results in irreversible long-term neurological sequelae.


B. In one study of long-term outcomes, attempts were made to locate and assess the 62 survivors among a 



series of 84 abused infants who were seen at Children's Hospital of Philadelphia. [Duhaime, 



Pediatric Neurosurgery, 24: 292-298, 1996] Only 14 survivors were located at an average of 9 years 



following injury, but they were felt to be comparable to the group as a whole. 



1. Of those 14 children:




7 were severely disabled or vegetative




2 were moderately disabled




5 had a "good" outcome (though 3 repeated grades or required tutors, and 2 had "behavioral 





problems")



2. In this series, "All children with bilateral diffuse hypodensity with loss of gray-white 




differentiation or unilateral hemispheric hypodensity, which was apparent on the initial 




study or within the first few days of injury, had severe disability at long-term follow-up. All 




children with bilateral diffuse hypodensity became vegetative or blind, nonverbal, and 




wheelchair-bound."



3. Other factors associated with poor outcome included:




a. Unresponsiveness on admission




b. Need for intubation




c. Age <6 months


C. Psychological results are likely to be equally devastating.

VIII. The siblings


A. Siblings of abused children are likely to have been abused themselves, and formal evaluation by a



physician and child abuse team is strongly recommended. 


B. Whether or not they have suffered physical abuse, siblings who are old enough to appreciate the 



terrible events they have witnessed are inevitably psychologically injured. Watching the abuse of 



a sibling (and perhaps the mother as well) is terrifying for the other children, and in addition to 



the horror of seeing an out-of-control individual intentionally inflict injury on a family member, 



the other children are inevitably wrenched out of their homes and familiar circumstances. In the 



setting of abuse, every child's primeval fear of permanent removal from home and family may in 



fact come to pass. 

IX. Summary


A. Abuse in all its forms is increasingly being recognized as a major source of injury and mortality to 



children.


B. Breaking the cycle while the victim can still be helped must be a top priority of every community.

Checklist for Evaluation of Child Physical Abuse

History and physical exam


History must be accurately recorded by all medical caregivers. Consultation from an individual with 



special training in evaluation of child abuse is also recommended when possible. In addition, social 



work, DHS, and law enforcement investigation must be initiated immediately. All interviews 



should be recorded or dictated immediately after the fact so that information included is as 



accurate as possible.


Complete physical exam must be performed, and key findings should be diagramed in the chart; 



if possible, they should also be photographed.


Note that genital exam is often best conducted under heavy sedation or anesthesia. Note also that 



forensic evidence must be gathered in accordance with legal requirements for evidence.

Laboratory

 CBC and differential (to check for anemia from intracranial or intra-abdominal bleeding)


 PT, PTT, and platelet count (to R/O both underlying clotting abnormalities and coagulopathy which 



may have resulted from the trauma)


 Complete chemistry panel


 Amylase (if intra-abdominal bleeding is a possibility)


 Urinalysis (to check for hematuria as a result of renal trauma as well as for signs of UTI)


 Urine drug screen, comprehensive (not just a bedside dip screen). In addition to the above, always save 



extra urine for possible GC/MS (gas chromatography/mass spectroscopy) which can be used to 



demonstrate the presence of much lower levels of toxins which may be suggested by investigation.


 Blood for toxicology, alcohol, and acetaminophen (for any unexplained neurologic state. Toxicologists 



recommend these tests even if there is no alcohol on the breath. Acetaminophen toxicity can 



damage the liver. Blood may also yield quantitative levels of drugs identified on the qualitative 



urine screen).


 RPR, HIV, cultures of genitalia, anus (for gonorrhea or Chlamydia), and throat (for gonorrhea)if 



sexual abuse is suspected


 Screen for pregnancy if indicated

Radiology

 CT scan of head (with altered level of consciousness or seizures)



 Reviewed by a radiologist skilled in child abuse recognition



 Call neurosurgeon if subdural hematoma is present



 Consider MRI of the head if CT is negative and neurologic symptoms persist


 Skeletal survey (NOT a babygram)



 Reviewed by a radiologist skilled in child abuse recognition



 Consider repeat in 2 weeks (especially if ribs are normal)


 Bone scan (consider if skeletal survey is normal and fractures are still suspected)


 Ultrasound, CT of abdomen, cross table lateral or upright abdominal films (if there is abdominal 



trauma)

Eye exam by an ophthalmologist (especially in patients with altered level of consciousness); adequate 


exam is likely to require dilation of the pupils

Photographs of injuries (by hospital personnel or law enforcement)

Notification

 Law enforcement and Department of Human Services (DHS): see below


 Social Services 


 CARES consultation [(503) 331-2400; call Emanuel operator at (503) 413-2200 during off hours] or 



consultation with similar team if available


 Security if needed 


 Private physician (if applicable)

Sexual Abuse/Rape Evaluation

If a child presents with complaints or signs of possible sexual abuse, evaluation and treatment should be undertaken promptly (within 72 hours at maximum; immediately is preferable). This may be undertaken in the emergency department, though if the child is 14 years or less and has no other serious injuries, he/she may be referred to CARES Northwest [(503) 331-2400] for evaluation on weekdays from 0800-1700. Even if the child is initially evaluated and treated in the ED, stat CARES consultation is available at all times [(503) 413-2200], and referral of the child to CARES Northwest may be made subsequently.

History and overall exam should be conducted as noted above. In the interest of minimizing additional trauma to the child, the assessment of the victim should ideally be done once by a physician, with a nurse chaperone. Undergarments should initially be left in place if possible. Law enforcement personnel, when available, should be kept in the hallway or on the opposite side of the curtain where the child's story can be heard but the officer's presence is not a source of further embarrassment. 

Forensic evaluation


1. Assure the presence of a police officer who can receive evidence.


2. Obtain a sexual assault evidence kit (available from the Oregon State Police Crime Lab).


3. Consider use of propofol or other heavy sedation for the young or seriously stressed child if personnel 



are available who are skilled in use of such drugs.


4. Place the child on exam paper and remove his/her undergarments; save each item in a separate bag.


5. Use a Woods or Blue Max lamp to assess for fluorescence suggestive of semen.


6. Evaluate genitalia, rectum, and oral cavity for possible signs of trauma/penetration as well as the 



presence of any unusual discharge. In addition, record the child's Tanner stage.


7. Swab sites of possible evidence as per the kit instructions. Note that key areas may include 



genitalia, rectum, throat, and skin lesions such as bites or hickeys.


8. Assure that key physical findings are photographed (by the law enforcement officer, if possible) 



before and after evidence collection and cleansing. Consider photocolposcopy if possible. 


9. Dry the slides and swabs as per instructions, and place all in the correct envelopes, assuring that they 



are correctly labeled with the child's identification as well as the site. 


10. Give the evidence (including clothing) to the officer and obtain a property form for inclusion in the 



child's chart.

Additional medical evaluation


1. Urine studies



a. Urinalysis and culture



b. Pregnancy test in a susceptible female


2. Blood work



a. RPR



b. HIV screen



c. Hepatitis screen


3. Other cultures (depending on history and probable site of contact)



a. Chlamydia


b. Gonorrhea



c. Wet mount (for Trichomonas)

Treatment


1. STD prophylaxis (drug chosen depends on child's age, allergies, and pregnancy status)



a. Gonorrhea: Suprax, ceftriaxone, ciprofloxacin, or ofloxacin



b. Chlamydia: Azithromycin, doxycycline, or erythromycin



c. Trichomonas: Flagyl (remind the patient to avoid ethanol for 48 hours)



d. Hepatitis: HBV vaccine if immune status is uncertain; consider HBIG if perpetrator is high risk



e. HIV: Offer prophylaxis and counseling (may discuss with national experts at 1-888-448-4911)



f. Others (herpes, syphilis): No prophylaxis available; treat the disease if it develops.


2. Pregnancy prophylaxis in a susceptible girl: Levonorgestrel, 0.75 mg x 2 at a 12 hour interval (this is



superior to the previously recommended Ovral regimen in terms of efficacy and side effects)

Follow-up must be arranged if the child is well enough for discharge.

Reporting Child Abuse

Oregon law requires that "Any public or private official having reasonable cause to believe that any child with whom the official comes in contact has suffered abuse or that any person with whom the official comes in contact has abused a child shall immediately report or cause a report to be made..."


1. "Public or private officials" include: physician, including any intern or resident; dentist; school 



employee; licensed practical nurse or registered nurse; employee of DHS or other state or county 



agencies; employees of licensed child-caring agencies or alcohol and drug treatment programs; 



peace officer; psychologist; clergyman; licensed clinical social worker; optometrist; chiropractor; 



certified provider of foster care or employee of same; attorney; naturopathic physician, licensed 



professional counselor; licensed marriage and family therapist; firefighter or emergency medical 



technician; court-appointed special advocate (CASA); a child care provider registered or certified 



under Oregon law.


2. Only psychiatrists, psychologists, clergymen, and attorneys are spared from the need to report if the



communication is privileged under Oregon law.


3. Failure to report may lead to a penalty of up to $1,000. In addition, successful civil suits have been 



brought over failures to report abuse.

To report suspected child abuse or neglect, call the law enforcement agency (LEA) and Department of Human Services (DHS) IN THE COUNTY WHERE YOU THINK THE ABUSE OCCURRED.

Report as soon as you have reasonable suspicion. Prompt law enforcement often results in the perpetrator's confession of abuse. Delay may cause loss of valuable evidence or risk of harm to other children in the home. If you are not satisfied with the response, ask to speak to the supervisor. DHS is required to assess and if necessary, intervene in the situation, including removal of siblings or other children from harm.

If you cannot reach law enforcement after hours, call 911. A uniformed officer will come to the hospital to take a report. The Tri-County number for Child Protective Services after hours is 731-3100.
If the abuse occurred in:

MULTNOMAH COUNTY


LEA: Child Abuse Team (CAT) at (503) 248-5249 (days) or (503) 823-0400 (night detective)


DHS: (503) 731-3100

CLACKAMAS COUNTY


LEA: Clackamas County Sheriff: 655-8218


DHS: (800) 628-7876

WASHINGTON COUNTY


LEA: Washington County Sheriff: 648-8731


DHS: (800) 275-8952

COLUMBIA COUNTY


LEA: Columbia County Sheriff (503) 397-2511


DHS: (800) 428-1546

CLARK COUNTY (Vancouver, Washington)

LEA: Clark County Sheriff (360) 699-2051


DHS: (360) 696-6678

OTHER COUNTIES


Call information or call Multnomah County DHS for telephone numbers in other counties

National Clearinghouse on Child Abuse and Neglect Information: 




www.calib.com/nccanch/statutes/index.cfm

