How Nurses Can Assist the Abused Child
[image: image1.jpg]


[image: image2.jpg]


[image: image3.jpg]


[image: image4.jpg]


[image: image5.jpg]


[image: image6.jpg]


[image: image7.jpg]


[image: image8.jpg]


[image: image9.jpg]



Compiled by Tamara Espejo, RN, MS
Shortly after completing these modules, Tami Espejo unexpectedly passed away.  I knew her as a nurse and friend for many years.  Tami had a wealth of experience in nursing and especially in mental health.  Her work lives on in these modules.  I miss her.  Terry Rudd
10.0 Contact Hours

California Board of Registered Nursing CEP#15122

Key Medical Resources, Inc.

6896 Song Sparrow Rd, Eastvale, CA  92880

951 520-3116   FAX:  951 739-0378

Disclaimer:  This packet is intended to provide information and is not a substitute for any facility policies or procedures or in-class training.  Legal information provided here is for information only and is not intended to provide legal advice.  Each state or facility may have different training requirements or regulations.  Participants who practice the techniques do so voluntarily.  Information has been compiled from various internet sources as indicated at the end of the packet.

Title:  How Nurses Can Assist the Abused Child

10.0 C0NTACT HOURS CEP #15122  70% is Passing Score

Please note that C.N.A.s cannot receive continuing education hours for home study.
Key Medical Resources, Inc.  6896 Song Sparrow Rd., Corona, CA 92880

1. Please print or type all information.

2. Complete answers and return answer sheet with evaluation form via fax or email to Key Medical Resources, Inc.  Email:  Educate100@aol.com   FAX:  951 739-0378
Name: ________________________________  Date Completed: ______________  Score____

Email:_____________________________  Cell Phone: (         ) ______________

                  Certificate will be emailed to you.

Address: _________________________________ City: _________________ Zip: _______

License # & Type: (i.e. RN 555555)  _________________Place of Employment: ____________

Please place your answers on this form.
1. _____

2. _____

3. _____

4. _____

5. _____

6. _____

7. _____

8. _____

9. _____

10. _____

11. ____
12. ____

13. ____

14. ____

15. ____

16. ____

17. ____

18. ____

19. ____

20. ____  
11. _____

12. _____

13. _____

14. _____

15. _____

16. _____

17. _____

18. _____

19. _____

20. _____

21. ____
22. ____

23. ____

24. ____

25. ____

26. ____

27. ____

28. ____

29. ____

30. ____                    
21. _____

22. _____

23. _____

24. _____

25. _____

26. _____

27. _____

28. _____

29. _____

30. _____

31. ____
32. ____

33. ____

34. ____

35. ____

36. ____

37. ____

38. ____

39. ____

40. ____                    
31. _____

32. _____

33. _____

34. _____

35. _____

36. _____

37. _____

38. _____

39. _____

40. _____

41. ____
42. ____

43. ____

44. ____

45. ____

46. ____

47. ____

48. ____

49. ____

50. ____                    
41. _____

42. _____

43. _____

44. _____

45. _____

46. _____

47. _____

48. _____

49. _____

50. _____

51. ____
52. ____

53. ____

54. ____

55. ____

56. ____

My Signature indicates that I have completed this module on my own._____________________ 

(Signature)

EVALUATION FORM







Poor 



Excellent
1.
The content of this program was:

1     2     3     4     5     6     7     8     9     10

2.
The program was easy to understand:

1     2     3     4     5     6     7     8     9     10

3.
The objectives were clear:


1     2     3     4     5     6     7     8     9     10

4.
This program applies to my work:

1     2     3     4     5     6     7     8     9     10

5.
I learned something from this course:

1     2     3     4     5     6     7     8     9     10

6.
Would you recommend this program to others?

Yes

No

7.
The cost of this program was:


High

OK

Low

Other Comments:  

How Nurses Can Assist the Abused Child Post Test
Please place answers on the sheet provided on the previous page.
1. 
Which of the following statements is not true of child maltreatment?                                            


a.
It is a leading cause of death in children.                                                                                   

b.  
Cases of maltreatment in children are decreasing.                                                                 


c.  
Child maltreatment is linked to growing violence in our society.                                                

d.  
None of the above


2. 
The increase in the numbers of child abuse victims over the last 10 years is attributed to:  
                                                                                                                                                    
a.
Increased public awareness                                                                                                       

b.  
Increased willingness to report                                                                                                       

c.  
Increased funding of child protective service agencies                                                               

d.  
a and b                                                                                                                                    

e.  
a and c

3. 
To improve the outcomes in child abuse, health professionals must:                                       


a.
Recognize that child maltreatment occurs only in lower socioeconomic groups.                              

b.  
Improve their ability to recognize child abuse through education and training.                           

c.  
Deal with perpetrators of child abuse as criminals from the start.                                           

d.  
None of the above

4. 
Which of the following clinical situations would lead you to suspect child abuse on the basis of physical            signs and patient history?  
                                                                          
         

                       a.
A 2-month-old with facial scratches. The infant has long fingernails.                                                           b.  
A 3-month-old with vertical bruises on the buttocks and a report from the parent 



that the child is always crying.                                                                                                                        c.  
An Asian 1-year-old with uniform light brown/blue blotches over the back and 



torso. The parents report that the spots have been there since birth and their 



other child had the same thing when he was little.                                                                                           d.          None of the above

5. 
Bruising can be dated based on color, swelling, and erythema. Bruises that are red and blue are:                                                                                                                                  a.
0 to 2 days old.                                                                                                                           
          b.  
0 to 5 days old.                                                                                                                       
               c.  
5 to 7 days old.                                                                                                                                  
               d.  
7-10 days

6. 
Bruises that are green are:   
                                                                                                              

a.
0-5 days old
                                                                                                                               

b.
5 to 7 days old.                                                                                                                                    
c.  
7 to 10 days old.                                                                                                                               

d.  
10 to 14 days old.

7. 
Identify the false statement about bruising related to child maltreatment.  
                                  


a.
Skin manifestations can be subtle and are often overlooked.                                                              
b.  
Bruising due to spanking with the hand may appear as hand marks.                                               

c.  
Bruising leaving bizarre marks or marks of specific shapes should not be 






investigated.                                                                                                                              

d.  
Excessive bruising can be seen in children with underlying medical conditions 





such as thrombocytopenia, hemophilia, or leukemia.

8. 
Forced feeding of a child can leave the following physical signs:  
                                          


a.  
Raccoon eyes.                                                                                                                                  

b.  
Bruises on the pinna.                                                                                                                      


c.  
Lacerations of the gum tissue and palate.                                                                               

d.  
None of the above

9. 
Which is the true statement about head injuries associated with child maltreatment?  



a.  
Less than 35 percent of all childhood head injuries are inflicted.                                                            
b.  
Signs and symptoms are related to the type and degree of injury.                                                     
c.  
Subdural hematomas are rarely associated with long bone fractures.                                                
d.  
These children are at low risk for cardiopulmonary arrest from altered mental 





status, seizures, and increased intracranial pressure.

10. 
Abdominal injuries are the second most common cause of death in battered children 



and have the following characteristics:   
                                                                                    


a.  
They are primarily due to missile injuries, produce massive blood loss, and are 





associated with prominent bruising over the abdomen.                                                                                  

b.  
They are primarily due to blunt trauma caused by kicks and punches, produce 





massive blood loss, and may occur in the absence of abdominal bruising.                                                   
c.  
They are due to blunt trauma and produce no significant blood loss but may 





present as acute peritonitis later.  








d.  
None of the above

11. 
Retinal hemorrhages are characteristic of what type of child physical abuse?                           


a.  
Hair pulling.                                                                                                                                    

b.  
Abdominal injuries.                                                                                                                                     
c.  
Violent shaking of the head.

12. 
Skeletal injuries typical of child abuse include all of the following except:                                    


a.  
Long bone fractures at various stages of healing.                                                                        

b.  
Spiral fractures, chip or corner fractures of the metaphysis.                                                      

c.  
Unusual fractures of the ribs, scapula, or lateral clavicle.                                                            

d.  
Compound fractures of the arms.

13. 
Which of the following people are considered a mandated reporter?                                            


a.  
A nurse                                                                                                                                             

b.  
A firefighter                                                                                                                                       

c.  
A physician                                                                                                                                       

d.  
A teacher                                                                                                                                           

e.  
All of the above

 14. 
When determining suspicion in child maltreatment, it is important to consider:                            


a.
The nature of the injury.                                                                                                                  

b.  
The caretaker's explanation.                                                                                                          

c.  
The child's developmental level.                                                                                                     

d.  
Evidence of other past injuries.                                                                                                      

e.  
All of the above.

15. 
In California, mandated reporters who fail to report child maltreatment are:                                 


a.  
Guilty of a misdemeanor punishable by imprisonment in county jail for six 





months or by a fine of $1,000 or less, or both.                                                                                          

b.  
Guilty of a felony punishable by imprisonment of five years and/or a fine of 





$3,000.   
                                                                                                                                   

c.  
Can be held liable for civil damages for any subsequent injury to the child.                          

d.  
a and c.                                                                                                                                               
e.  
b and c.

16. 
Which of the following statements is true of children who have been abused?                                         

a.  
All abused children have physical findings of abuse.                                                                 

b.  
Abused children develop attention deficit disorders due to their experiences.                   


c.  
Children who are aggressive have been abused.                                                                           

d.  
There are a wide range of behaviors exhibited by children who have been abused.

17. 
Histories that are suspicious for child maltreatment include:                                                       


a.  
Different stories about how the child was injured or when the child was injured.        


b.  
Vaguely explained injuries.                                                                                                             

c.  
Detailed histories around how the child was injured.                                                                 

d.  
Histories that indicate an unwarranted delay in seeking treatment.                                            

e.  
a, b, and d

18. 
Child neglect is defined as:                                                                                                                  

a.  
Acts of omission or failure to meet the basic needs of a child.                                                 

b.  
Failure to provide for education and medical care.                                                                      

c.  
Failure to supervise a child appropriately, leading a life-threatening event.                           

d.  
All of the above

19. 
Which of the following statements is false about apathy-futility syndrome?                                  


a.  
It is a condition seen in children who are chronically neglected.                                                 

b.  
These children demonstrate a total lack of normal separation response when 





separated from their parents.                                                                                                     


C.
Children are very attached to their parents but inhibited.

20. 
Failure to thrive is a condition associated with:                                                                              



a.  
Interactional failure between the child and caregiver.                                                                   


b.  
Child neglect.                                                                                                                                      
c.  
Poverty.                                                                                                                                             

d.  
All of the above.

21. 
Key elements that define Munchausen syndrome by proxy include:                                              


a.
Illness in the child that is intentional, simulated, or exaggerated.                                            

b.  
A need for the mother to assume the sick role through the child's illness.                               

c.  
Requires presentation of the child for frequent medical care and tests.                                   

d.  
Symptom cessation when the child is separated from the parent.                                              

e.  
All of the above

22. 
Victims of MSBP:                                                                                                                              


a.  
Average about 3 years of age.                                                                                                        

b.  
Are usually boys.                                                                                                                               

c.  
Are always members of higher socioeconomic classes.

23. 
Mothers of victims frequently appear:                                                                                                


a.  
Loving and overprotective.                                                                                                             

b.  
Angry and belligerent.                                                                                                                        

c.  
Suspicious and protective.

24. 
Frequently perpetrators of MSBP have backgrounds in:   
                                                               

a.  
Sales.                                                                                                                                         

b.  
Child care                                                                                                                                        

c.  
Health care.

25. 
Admission laboratory test of patients with suspected MSBP include:    
                                           

a.  
Complete toxicology screen.                                                                                                                
b.  
Urine culture and sensitivity.                                                                                                                 
c.  
MRI.

26. 
When you make a report to child protective services (CPS), it is important to realize that as a mandated reporter:   
a.  
The burden of proof is on you, the health provider.                                                                                
b.  
The CPS is totally responsible for investigating the suspicion and proving that child maltreatment has 


occurred.                                                                                                      



c.  
A report always involves a criminal charge.

27.  
In cases of suspected child maltreatment, your responsibilities as a nurse may include:   



a.  
Report to the CPS.                                                                                                                             

b.  
Secure the safety of the child.                                                                                                         

c.  
Assist in the treatment of any medical conditions.                                                                             

d.  
All of the above.

28. 
Which of the following statements about child sexual abuse is false?   
                                          

a.  
Sexual abuse occurs in every ethnic, racial, social, and economic class.                                           
b.  
Children of all ages are at risk for sexual abuse, even small infants.                                                 
c.  
The incidence of child sexual abuse is decreasing.

29. 
Child sexual abuse includes:   
                                                                                                           

a.  
Sexual assault.                                                                                                                         

b.  
Fondling                                                                                                                                             

c.  
Masturbation in front of child.                                                                                                             

d.  
Sexual exploitation such as pornography and prostitution.                                                               

e.  
All of the above.

30. 
Sexual abuse is frequently caused by:    
                                                                                      


a.  
Random molesters.                                                                                                                              
b.
Childcare providers.                                                                                                                           

c.  
An adult the child knows and trusts.  

31. 
Physical indicators of sexual abuse include:   
                                                                           


a.
Pregnancy, STDs, or oral trauma                                                                                                         
b.  
Long-bone fractures                                                                                                                       

c.  
Abdominal bruising   










d.  
One of the above

32. 
Behavioral indicators of sexual abuse include:   
                                                                         


a.
Sleep disturbances, precocious sexual behavior, and fear of certain people or places.                      
                                                                                                            
b.  
Depression or withdrawal from friends and family.                                                                             
c.  
Regression, encopresis, or enuresis.                                                                                                 

d.  
Acting out abuse with dolls, friends, or drawings.                                                                               
e.  
All of the above.

 33. 
Children who have been sexually abused are reluctant to tell others about the incident because:   
                                                                                                                                             
a . 
They do not understand what has happened to them.                                                                         
b.  
They do not remember the incident.                                                                                                  

c.  
They are afraid the person involved (if a significant other) will withdraw love and the family will break up.                                                                                                                                 
d.  
All of the above

34. 
When a child has been assaulted within the previous 72 hours, it is vital that the child have a complete medical interview and evaluation for:   
                                                                




                      a.  
Forensic purposes and the gathering of evidence.                                                                                                b.  
Determining if the child is lying.                                                                                                         
                      c.  
Providing the medical team time to identify the perpetrator.
35. 
Why is a colposcope used in cases of child sexual assault?    
                                                      

a.  
To facilitate the internal examination.                                                                                                   
b.  
To magnify and light the genitalia for examination.                                                                             
c.  
To assist the examiner in surgical treatment of the genitalia.

36. 
Informing the family that the CPS has been notified in the case of suspected child maltreatment:    
                                                                                                                               
a.  
Is required by law in all cases of child maltreatment.                                                                            
b.  
Is required by law in cases in which the parents are implicated only.                                                 
c.  
Is not required by law but is highly recommended in all cases of child 






maltreatment.

37. 
Which of the following is vital when preparing a child for evaluation after sexual assault?   
                                                                                                                                             
a.  
Time.                                                                                                                                                    
b.  
A calm environment.                                                                                                                             
c.  
Trained personnel.                                                                                                                                          
d.  
All of the above.

38. 
Children's reaction to abuse is influenced by:  
                                                                                    

a.  
Their treatment by medical personnel.                                                                                                   
b.  
Their temperament, cognitive ability.                                                                                                      
c.  
Social and family support.                                                                                                                  

d.  
How CPS deals with the case.                                                                                                           

e.  
All of the above.

39. 
Child maltreatment frequently results in:    
                                                                                     

a.  
Low self-esteem.                                                                                                                                  
b.  
Attention deficit disorder.                                                                                                                    
c.  
Psychosis.

40. 
Identify the false statement about sequelae of child maltreatment.    
                                          

a.  
Maltreated children are at risk for emotional inhibition that may result in 






aggressive tendencies.                                                                                                                                               
b.  
Sexual abuse frequently results in depression as an initial response and/or 





increases the risk of developing it in adulthood.                                                                                                   
c.  
Anxiety and fear are common reactions to child maltreatment and may be 





manifested as sleep disturbances, poor concentration, and irritability.                                                                   
d.  
Maltreatment always causes children to maltreat their own children when they reach adulthood.

41. 
Post-traumatic stress disorder:  
                                                                                               


a.  
Is a common reaction to child maltreatment.                                                                                      
b.  
Causes the child to have thoughts about the abuse that produce profound anxiety and fear. 
                                                                                                                                
c.  
Is an uncommon reaction to child maltreatment.                                                                    

d.  
a and b.                                                                                                                                            

e.  
b and c.

42. 
Children who are maltreated have:  
                                                                                                  
                     a.  
Increased capacity to form positive social relationships.                                                                              b.  
Decreased ability to achieve important developmental milestones depending on their age at the time of   .                                                                                                  
maltreatment.                                                                                                                                                       c.  
Demonstrate average IQ scores after maltreatment.  

43. 
Boys who have been molested may develop:    
                                                                          



a.  
Confusion about their sexual orientation.                                                                                           

b.  
Problems with substance abuse and self-destructive behavior.                                                       

c.  
a and b

44. 
Nursing roles in profiling and identifying a Munchausen Syndrome by Proxy (MSBP) case is documenting the evidence and:                                                                                                                   


                    a.
Keeping the child safe                                                                                                                      
                  b.
Pursuing legal action                                                                                                                      
                     c.
Chemically sedating the child                                                                                                     
                    d.
Interviewing other potential victims 

45.
In caring for a suspected victim of MSBP, the nurse is legally mandated to:                                                   
a.
Catch the perpetrator                                                                                                                          
b.
Notify social services                                                                                                                          
c.
Interview the child separately                                                                                                                 
d.
Notify the multidisciplinary team 

46.
Nursing documentation in cases of suspected MSBP should:


a.
Be brief and limited in detail 


b.
Include only the parent or caregiver's report of the illness 


c.
Distinguish between direct nursing observation and parent report 


d.
Include only the nursing flow sheet and one nursing diagnosis

47.
Which of the following is NOT considered an Internet safety guideline for children?


a.
Don’t give anyone online your name, address, or telephone number 


b.
Give information about your school and friends 


c.
Don’t meet anyone in person whom you’ve met online 


d.
Learn how to block material that is inappropriate 

48.
A red flag to watch for that might signal child exploitation online is: 


a.
A teenager doesn’t feel that a contract for online safety is necessary 


b.
Your child changes his or her screen name often 


c.
A 15-year-old spends hours each night e-mailing friends 


d.
The child receives mail and packages from someone you don’t know 

49.
The typical perpetrator of child exploitation on the Internet is:


a.
An adult male who enters a chat room in which children congregate 


b.
An older person using a childlike screen name 


c.
A man or woman who surfs the Net looking for child pornography 


d.
A convicted sex offender in search of new victims 

50.
Educating parents regarding Internet safety can minimize the risk of child exploitation through:


a.
Early detection 


b.
Evaluation 


c.
Anticipatory guidance 


d.
Training 

51.
Therapeutic communication techniques include all of the following EXCEPT:


a.
Listening and respecting 


b.
Interviewing and making recommendations 


c.
Reflecting and validating 


d.
Clarifying and making observations 

52.
"Glove and Stocking" burns are often seen on the:


a.
torso


b.
neck


c.
soles of the feet


d.
face

53.
Spiral fractures typically:


a.
occur with a twisting motion


b.
are not linked to abuse


c.
occurs as a result of a direct blow                                                                                            
                                d.  
occur as a result of being restrained.


54.
Which of the following signals child neglect?                                                                                   
                                                     a.  
Burns and fractures                                                                                                                   
                           b.  
consistent belittling and blaming                                                                                           
                                         c.  
providing inadequate shelter                                                                                                       
                          d.  
using a child for sexual gratification without physical contact              
55.
Who typically reports child abuse to the authorities?                                                                  


a.  
A neighbor                                                                                                                                    

b.  
A relative                                                                                                                                      

c. 
A friend                                                                                                                                        

d. 
A teacher

56.
Behavior that may signal abuse in a preteen or an adolescent include:                                          


a.  
Truancy                                                                                                                                        

b.  
Good grades                                                                                                                                   

c.  
Engaging in social activities  









d.  
Showing respect for adults
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Objectives

At the completion of this program, the learners will:

1. Describe the societal factors that make child maltreatment so prevalent in the United States.

2. Explain why healthcare providers must receive proper training in early detection and interventional strategies of child maltreatment.

3. Identify the child at risk for maltreatment.

4. Discuss the different types of child maltreatment.

5. State the legal responsibilities involved in recognizing and reporting suspected child maltreatment.

6. List two interventions that can help the child and family break the cycle of child maltreatment.

7. Describe the interviewing skills necessary in investigating allegations of child maltreatment.

8. List three physical signs and symptoms of abuse 
9. State two ways that nurses can become involved in the primary prevention of child maltreatment.

10. Describe the importance of nursing documentation in suspected child maltreatment cases. 

11. Complete exam components at a 70% competency
Introduction 

For most families, raising children represents a celebration of the renewal of human life. The fact that some children-and studies suggest increasing numbers of children-experience more harm than nurture is disturbing. 

According to the U.S. Department of Health and Human Services, the total number of children seriously injured by abuse or neglect quadrupled between 1996 and 2003. While the increased rate may be attributed to a growth in awareness and reporting, experts suggest that the numbers are too large for this to be the explanation behind the sudden escalation. 

Violence against children has reached epidemic proportions in the United States. Statistics on abuse of children are steadily increasing, and many more cases go unreported. Research indicates that this is due in part to the lack of training health professionals receive in the area of child maltreatment. If outcomes are to be improved, appropriate detection and intervention are crucial. Currently, abuse is a leading cause of death, within all age groups, during childhood in the United States.

Abuse and neglect occur across all lines of race, religion, region and income. The incidence rate of abuse and neglect is identical for all races. Family circumstances, on the other hand, influence the risk. According to a federal study of the incidence of abuse and neglect in 2003 (the most recent study of its kind available), children from large families were three times more likely to experience abuse or neglect than children from single-child homes. Likewise, children from single-parent homes had an 80% greater risk of suffering serious injury or harm from abuse or neglect than children of two-parent households. Authors of the study make clear that the perpetrator in single-parent homes is not always, nor even most frequently, the parent. Increased stressors and inadequate social support for single-parent homes likely contribute to the greater incidence of abuse and neglect in those settings. 
Children from families with the lowest incomes were 18 times more likely to be sexually abused and 22 times more likely to experience serious injury from abuse or neglect. These children also were 56 times more likely to suffer educational neglect, such as not being sent to school. In some communities in the United States, the number of people living at or below federal poverty level has increased.  An increased rate of substance abuse may play a role in the increased incidence of child abuse and neglect. 

The Nurse's Role
Nurses are in a unique and valuable position to identify abuse, neglect and families who are at risk for abuse or neglect. Children who have been harmed or who are at risk for harm are most frequently recognized by professionals who come into close or regular contact with children outside the family setting, and nurses frequently occupy such positions. 

The most common source of abuse reports is the public school. School nurses and teachers recognize clinical and behavioral changes that could signify problems for the child. When abuse and trauma occur, most families eventually will seek medical assistance. Nurses in emergency rooms and other clinic settings are in positions to see evidence of trauma that is distinguishable from accidental injury. 

History
In 1874, the abuse of a child by his/her parents was brought to the attention of Henry Bergh, the founder and president of the Society for the Prevention of Cruelty to Animals (S.P.C.A.). Without any statutes pertaining to child abuse, Mr. Bergh could only acquire a lawyer and pursue the case on the grounds that "children ought to be deemed just as worthy of protection from abuse as dogs and cats". The case, named after the abused child, became known as the "Little Mary Ellen Case" and went to court on April 10, 1874, providing for the establishment of the Society for the Prevention of Cruelty to Children (S.P.C.C.) in 1875. A year later, the S.P.C.A. and the S.P.C.C. merged, forming the American Humane Association (A.H.A.) which has pioneered standards for the protection of children and animals since its formation.  The Child Abuse Prevention and Treatment Act of 1974 has further served the needs of abused children throughout the U.S. in many ways including: providing financial assistance to child abuse prevention and treatment programs; establishing a National Center on Child Abuse; and providing resources for research to prevent child abuse.  
Sequelae of Child Maltreatment
Introduction
Child abuse and neglect have long been recognized as cyclical phenomena. Numerous studies have demonstrated that children who suffer maltreatment frequently grow up to be parents who maltreat their own children. This is not always the case; however, the frequency of physical, emotional, and sexual abuse in this country is testimony to the reality of this outcome. More recent studies on family and societal violence have demonstrated that maltreatment produces increased aggressiveness and violent behaviors in our children. These behaviors then become the cornerstone of a self-perpetuating aggressive and violent society.

Violence toward children in the home causes short- and long-term damage. Short-term effects include physical, developmental, and psychiatric damage. The long-term effects include “intergenerational transmission of violence, criminality, psychiatric disorders, and other psychosocial complications.” In addition, when violence toward children is combined with parental violence, the negative effects appear to be even more exaggerated. 
Outcomes of abuse
Physical disability: Near-fatal child maltreatment frequently results in severe and lifelong disability. The Department of Health and Human Services reports that in 2001 over 141,700 children suffered serious injury as the result of child abuse and neglect. Outcomes include developmental disabilities, sensory and motor impairments, and cerebral palsy. It is estimated that such children require an average of $30,000 per year in services for the rest of their lives. 
Low self-esteem: Children who are maltreated have low self-esteem. This can result from the absence of the normal development of positive self-esteem or the erosion of esteem that occurs over time. In addition, self-esteem is threatened whenever any abusive act occurs. Children with a still developing sense of self can be emotionally devastated by isolated events of abuse such as sexual or physical assault perpetrated by strangers. These events make children feel as if they did something wrong or somehow deserved the abuse because of something “they did.” In addition, maltreated children are many times sworn to secrecy and threatened with further maltreatment in the event they “tell anyone.” This conspiracy of silence intensifies the child’s feelings of worthlessness. 
Lack of empathy for others: Children who are chronically maltreated are at risk for developing emotional inhibition. This may be due to the child’s never developing positive attachment relationships or the child’s learning to emotionally “shut down” during episodes of maltreatment. Long term, this lack of empathy may produce a person who is incapable of trusting or loving others. In other cases, this lack of empathy produces delinquent and criminal behaviors that are marked by a complete lack of feelings such as guilt or remorse for victims. This lack of empathy may be associated with aggressive tendencies and an inability to establish and maintain positive social relationships with peers or authority figures.

Depression: Children who are sexually maltreated are particularly prone to depression in response to an abusive event. Sexual abuse also increases the likelihood of depression in adulthood. Feelings of unhappiness, withdrawal, poor self-esteem, hopelessness, and despair are displayed. Self-destructive behaviors, including suicide attempts and self-mutilation, are also seen. In cases of chronic neglect, depression can result in a pattern known as “apathy-futility syndrome.” Characteristic of this syndrome are feelings of complete detachment from the parent. This is expressed by statements like “Why would Mom/Dad possibly care?”

Anxiety and fear: This may be manifested by irritability, sleep disturbances, nightmares, poor concentration, and impulsivity and are common reactions. Depending on the degree and duration of abuse, the child may appear difficult to control, disruptive, or fearful. “Children who have been sexually traumatized frequently experience generalized and specific trauma-related fears.” 
Post-traumatic stress disorder: Post-traumatic stress disorder is a common reaction to abuse. Characteristics of this disorder are: 

· An event outside one’s normal experience occurs (sexual assault) 

· The event is markedly distressing (causing fear, emotional upset) 

· Victims experience the situation over again in their mind
· Victims deny the event ever happened or disassociate emotions tied to the event 

· There is an increased sensitivity or arousal to things in the environment that trigger the feelings associated with the event
This disorder manifests itself through unconscious associations made at the time of the event producing unexplained bouts of anxiety, fear, or sleep disturbances at other times. An example would be a smell or sound triggering intense fear in the child through association to the traumatic event. Through therapy, children can become aware of these associations and understand why they occur and eventually gain control over these events. 
Body-image disturbance: Any invasive or physical abuse can produce body-image disturbances in the child. This appears true in sexual abuse, where the child may become very confused about body invasion of themselves and others. These children may need to be taught the difference between appropriate and inappropriate touching. They also need assistance in differentiating the traumatic event from normal sexual explorations and, later, normal sexual relationships. Gender confusion may occur with the child not being able to differentiate between female and male roles. In older boys, this may produce fears of becoming homosexual.

In some cases, the children may re-enact their abuse on other children. This victimization of another is an attempt to gain control of the traumatic event. Sexually traumatized children need to learn that what happened to them is not associated with developmentally appropriate sexual behaviors. Sexual aggressiveness may also be demonstrated in children with long-standing sexual victimization.

In a number of studies of the long-term consequences of sexual abuse of boys, the researchers found that men who were molested as children had: 

· An increased incidence of sexually related psychosocial problems including confusion about sexual orientation and difficulty with interpersonal relationships and sexual performance
· A higher incidence of ongoing problems with low self-esteem, substance abuse, self-destructive behavior, and interpersonal relationships 

· Twice as likely to attempt suicide
· A much higher rate of anxiety and depression 

Social adjustment: Studies have shown that abused children demonstrate diminished capacity to form positive relationships. Physically and sexually abused children tend to be more aggressive while neglected children tend to be more socially withdrawn. How a particular child is affected by abuse is very individual. Abuse is known to have the ability to affect how the child forms social relationships with peers, and these social effects continue into adulthood. These effects appear to be mediated by positive factors in the child’s life, such as a supportive relationship with a non-offending adult, sibling or a supportive family environment. 
Other studies suggest that the age when the child was maltreated significantly affects the child’s ability to achieve developmental milestones later in life. Toddlers and preschoolers appear to be at the greatest risk. At that time of life, the cornerstones of a developing sense of autonomy, self-worth, security, and social relationships are especially fragile. Disruptions of these developmental tasks due to maltreatment appear to have devastating, long-lasting effects if not influenced by positive relationships.

Intellectual/cognitive adjustment: Some children who are maltreated demonstrate lower-than-average IQ scores, and effects occur even when neurologic injuries are not present. In other words, children who are maltreated demonstrate lower scores on standard achievement tests and perform poorly in school. These children also have decreased problem-solving and adaptive capabilities. They tend to perceive more problems in their environment with little capacity to effect resolution. While many abused children may demonstrate significant school performance problems, some will become “overachievers” to cover their “secret” or perceived “difference” from their peers. 

Factors influencing the reaction to abuse
Experts say there is no one set of reactions characteristic of abused children. Reactions are influenced by internal factors such as the child’s temperament, cognitive ability, and genetic makeup. External factors include support from peers, other family members, environmental factors, and social support. Frequently, interparental violence and child abuse co-exist. This makes the prediction of responses to child abuse and neglect difficult to distinguish from the responses that occur from exposure to other forms of domestic violence (spousal abuse). When these forms of violence are combined, they exaggerate the negative effect on the child. 
Child Neglect
Of the 4 million cases of child maltreatment reported annually in the United States, 49% are cases of child neglect. Child neglect is defined as acts of omission or failure to meet the basic needs of a child. These include food, shelter, clothing, medical attention, safety, sleep, supervision, and education. Sometimes parents neglect only one child in the family; at other times, all the children in the family are neglected.

	Facts and Figures of Neglect

	· Of the over 4 million cases of child maltreatment reported in 2007 in the U. S., 49% of the cases were due to child neglect. This is a 5 % increase from 2003.

· Between 2005 and 2007, 78% of all fatal child abuse and neglect cases nationally occurred in children younger than 5 years and 38% in children younger than 1 year. Forty-four percent of these deaths resulted from child neglect.

· Of children who died due to child abuse and neglect, 41% had been current or prior clients of child protective services agencies.

SOURCES: National Committee to Prevent Child Abuse; Child Abuse & Neglect Fact Sheet; 


Merely reporting to CPS does not guarantee appropriate action if the agency involved is underfunded and understaffed? In some instances, the agency must prioritize, acting only on the most severe cases and ignoring the “milder” ones. However, a report to CPS can also act as a tool to help the family gain access to resources for food, shelter, and health care when the evaluation reveals that indicators are due to poverty.

	Indicators of Child Neglect 

	· Malnutrition, dull, passive appearance 

· Nonorganic / psychosocial failure to thrive 

· Unattended medical problems 

· Poor hygiene 

· Lack or proper immunizations 

· Inappropriate clothing 

· Lack of adequate supervision 
	· Numerous unattended dental caries 

· Chronic infestations of lice or scabies 

· Chronic complaints of hunger 

· Developmental delays 

· Excessive fatigue 

· Numerous accidental injuries 

· Poor school performance 


Parents Who Neglect Children
Many similarities exist between parents who physically abuse their children and parents who neglect their children. It is important to re-emphasize that in neglect—as in physical abuse—there usually is a cycle. Parents who neglect their children usually were neglected themselves. This contributes to aberrant nurturance, or disturbances in the parent-child interaction that predispose the parent to neglect the child.

A parent may have expectations of a child that are not appropriate to the child’s age. Sometimes this is caused by the parent’s lack of knowledge about normal growth and development in children. Drugs and alcohol use play a large part in both neglect and abuse cases.

At times parents may expect a child to fulfill their own emotional needs, and when the child cannot meet those needs, maltreatment occurs. “Babies having babies” (teen-age parenthood) carries a high risk for resulting in abuse and neglect. Young teens are rarely developmentally mature enough to care for a young child independent of another adult.

Parents who neglect their children commonly display a lack of attachment to the child. When you observe parent-child interaction, look for behavioral indicators such as poor eye contact, lack of touching or comforting behaviors, and uneasiness, repulsion, or refusal to handle the child when the child is messy or has soiled a diaper.

These parents may have difficulty describing positive attributes in the child and may fail to talk in affectionate terms or tones about their child. In general, they may express little or no concern for the child and may seem emotionally needy themselves. In some situations, parents behave as if the child is the source of all the family’s problems or is evil, bad, or unusual in some way.

Reporting Child Neglect
· If you suspect child neglect, you must report it by phone immediately or as soon as 
practically possible and submit the written report to CPS or appropriate state and local 
agencies within 36 hours in California.  

· When you call in the report, provide the child’s name, address, and telephone number; 
mother’s and father’s full names (the last name of the child may not be the same as the 
parents’); and your name and work phone number, in case the investigators need to 
clarify information. 

· Document on the medical record that you made the report. List the time and date of the 
report, and who received it. 

· Inform supervisory or administrative personnel as determined by your institution’s 
policies and procedures. 

Physical Abuse of Children: How to Recognize the Signs 

Introduction
Physical abuse of children is a leading cause of death in infants, children, and adolescents in the United States. Reports of physical abuse of children are rising. This increase is linked to the growing incidence of violence against children in our society today. While latest statistics reflect the severity of the problem, most experts agree that many cases of child abuse are not reported.

Physical abuse is sometimes mistakenly understood as abuse caused solely by parents or caretakers. Physical abuse is defined as non-accidental injury or maltreatment of an infant, a child, or an adolescent by another individual, who may include caretakers, relatives, neighbors, strangers, peers, siblings, and even other children.

Non-accidental child abuse includes physical abuse, sexual abuse, emotional abuse, intentional poisoning, nutritional neglect, neglecting to seek appropriate medical care, lack of appropriate supervision, abandonment, Munchausen's Syndrome by Proxy, homicides assaults by peers or siblings, or accidents due to neglect and cult-related abuse.

Nationally the definition of child abuse is the same as “physical abuse,” but states do vary in their interpretation and classification. For example, in California child/physical abuse does not include physical injury from a “mutual affray between minors” and “reasonable and necessary force used by a peace officer.” California does not include “reasonable discipline,” which can include “spanking that is age-appropriate and does not expose the child to risk of serious injury.” Under the law, a child is any person under 18 years old who is not emancipated; the abuser can be another child. 

Characteristics of physical abuse
Boys are at greater risk for physical abuse than girls. However, 70 to 90% of victims of sexual abuse are female, with a mean age of 7 to 8 years. Preadolescents usually are molested by males who are known, depended on, or trusted, while adolescents are more likely to be molested by strangers (rape/assault). Social isolation appears to be correlated with risk for sexual abuse; however, it is not clear whether this is a cause or an effect. 
Most abuse, 98% is perpetuated by close relatives, friends, or neighbors. Seventy-five percent of the time, a parent is the responsible party. In children younger than 5, beatings are the most common cause of death. Precipitant factors revolve around discipline, domestic violence, parental capacity and skills, substance abuse, poverty, and economic strains. Disabled children or those seen as different are especially at risk.

Adolescent abuse often is associated with a lack of early detection of previous abuse. Adolescents are likely to suffer multiple forms of abuse. Peers, acquaintances, and gangs are the primary perpetrators. Fatalities result from gunshots, strangulation, or stabbing; the precipitating events are related to arguments and crime.

Many forces combine to create an abuser. There is no absolute stereotype of the typical abuser, but characteristics include low self-esteem, social isolation, unrealistic expectations of the child, unmet emotional needs, role reversal, substance abuse, and multiple stressors.

Factors affecting the incidence of child abuse include the physical and mental health of the child and parents; previous life experiences and the parents’ ability to cope; strength of parental support systems; parental economic, employment, and social stability/resources; parental retardation/mental illness; and unrealistic expectations of the child.
	Telltale Signs of Physical Abuse 

Look for these common indicators of non accidental injury: 

· trauma marks, such as bruises, welts, and lacerations on the child's back or abdomen or bruises in various stages of healing. Visceral trauma accounts for up to 5% of abuse cases and has a mortality rate up to 50%, so investigate abdominal trauma thoroughly and quickly to detect organ trauma and bleeding. 

· imprint burns indicating the shape of the item used, such as an iron or cigarette tip 

· immersion burns, which appear sock-like over the feet and legs or doughnut-shaped over the buttocks and genitalia 

· spiral fractures of the arms or legs, facial fractures, or rib fractures in young children. Probably 50% of fractures in children fewer than 1 year old aren't accidental and rib fractures are highly suspicious in children under age 2. If a child has suspicious fractures, a skeletal survey should be ordered to look for other fractures in various stages of healing. 

· human bite marks. Unlike animal bites, which tear the skin, human bites compress the tissues and cause contusions. 

· head injuries in children under age 2 that aren't explained by a severe trauma, such as a motor vehicle accident. Initial signs of head injury in an infant may be respiratory distress, convulsions, or coma. Retinal hemorrhages, subdural hematoma, and subarachnoid hemorrhage, often with no visible external physical trauma, should also make you suspect inflicted injury. 


Bruising
Physical indicators of child abuse vary depending on the injury. Skin manifestations can be subtle and often are overlooked; carefully examine small infants with bruises.

Typical sites of non-accidental bruising include the buttocks and lower back (paddling); genitals, inner thighs, or cheeks (slap marks); and ear lobes (pinch marks). Bruises or tears of the upper or lower lip and frenulum can be due to injuries due to forced feeding or being hit across the mouth. Bruises involving spanking with the hand may appear as hand marks (pressure bruises), oval grab marks (fingertips), trunk encirclement bruises, or linear marks (fingers). Sometimes bruising is so distinct that hand prints are left on the skin. These high-velocity injuries leave a characteristic unbruised “negative image” of the hand or strap outlined by a rim of petechiae. Spanking on the buttocks also causes vertical bruises of the gluteal cleft that are more due to the anatomy of the injured part than the shape of the injuring object. 
If the child has been whipped, strap or belt marks may leave linear bruises. Looped mark bruises are characteristic of doubled-over electrical cords or the end of a belt. You should suspect bizarre marks such as blunt instrument bruises (specific shapes), fork punctures, circumferential tie marks of ankles or wrists, and gag marks (bruising at the corners of the mouth).

Multiple bruises at various stages of healing (and their location on the body) are strongly associated with inflicted injury of children. Bruise dating is based on color, swelling and erythema. A typical dating scale for bruises is 0-2 days, swollen and tender; 0-5 days, red and blue; 5-7 days, green; 7- 10 days, yellow; 10-14 days, brown; and 2-4 weeks, clear. 
Of course, children injure themselves and receive bruises during normal play. But there are differences in bruises caused by abuse and bruises associated with typical childhood activities.

Injuries from accidental falls cause bruises over primarily bony prominences. When unsteady toddlers fall down, they usually bump their knees or heads. In addition, most falls leave bruises on only one side of the body (including knee and shin bruises, forehead bruises, and bruises over elbows, hip bones, or other bony prominences).

Mongolian spots may be confused with bruises from abuse. These are a common pigmentation variation seen in children from black, Asian, American Indian, or Hispanic backgrounds. Folk remedies such as coin-rubbing and cupping also can produce bruises suggesting abuse. These remedies are not intended to harm the child, but are not generally considered acceptable interventions in Western medicine.

Underlying body organs influence the pattern of the bruise. Flat objects that strike underlying bony processes may leave marks as a result of the underlying soft tissue compressed against the unyielding bone. Therefore, bruises on relatively protected skin sites, such as cheeks, neck, trunk, genitals, and upper legs, should be considered suspicious for abuse. 

Bite marks are common symptoms of abuse, especially in older children. The injury results from the crushing pressure of the teeth cutting and dragging over soft tissue. Bite marks appear ovoid, arched, or round. The mark's endurance depends on the magnitude and duration of the bite and the character of the tissue involved. Many bite marks are misdiagnosed as simple bruises, which are dismissed as a normal part of childhood. 

Because of the physical advantage of the abuser, the entire body of an infant or small child is vulnerable, requiring full examination when one bite is discovered. Certain areas of the body are inaccessible for self-inflicted bites. Animal bites can be differentiated from human bites because they result in deep penetration with accompanying tears and lacerations. Suspicious bites should be swabbed for DNA samples, which may detect secretory antigens left by the perpetrator's saliva. If the space between canine teeth marks is greater than 3 cm, the bite is most likely from an adult.

Many injuries appear to be bruises on initial examination, but are not. However, the diagnosis of a common condition should not exclude the possibility of coexisting maltreatment injuries. If the complete blood count (CBC) is markedly abnormal, salicyilate toxicity or anticoagulant ingestion should be considered. Other unusual presentations include collagen synthesis disease (skin hyperextensibility, joint hypermobility, and skin fragility) and osteogenesis imperfecta (a congenital, collagen systemic abnormality).
	Differentiation of Bruises and Common Conditions 

	Condition/Disease 
	Etiology 
	Presentation 
	Differentiation 

	Mongolian spots 
	Congenital, 90% occurrence in African-American children 
	Slate blue patches on lower back, buttocks, and upper thighs 
	Non tender; usually fade by age 5 

	Hemangioma 
	Congenital capillary/vascular malformation 
	Reddened area; often on the face 
	Blanches with pressure; characteristic growth pattern 

	Eczema 
	Associated with asthma and atopic dermatitis 
	Reddened skin 
	Dry, often flaky and pruritic 

	Erythema multiform Stevens-Johnson syndrome (with involvement of mucous membranes) 
	Hypersensitivity reaction to drugs, food, immunizations, viral and bacterial infections 
	Symmetric lesions on palms and soles 
	Progresses from dusky-red areas to target like formation 

	Photodermatitis 
	Response to psoralens found in citrus 
	Red patches 
	Worsens with exposure to sunlight 

	Tattooing 
	Dye from clothing 
	Red-blue discoloration 
	Washes off 

	Vitamin K deficiency from liver disease 
	Maternal ingestion of drugs affects newborn; hepatitis 
	Intracranial, gastrointestinal, or skin bleeding and bruising 
	Increased white blood cells in infection; abnormal liver function tests results in hepatitis; prolonged partial thromboplastin time (PTT); and prothrombin time (PT); positive response to Vitamin K 

	Hemophilia 
	Inherited abnormalities of coagulation factors 
	Bruising and spontaneous bleeding of skin, mucous membranes, and joints 
	Factor VII and IX deficiency 

	Von Willebrand's disease 
	Familial bleeding disorder 
	Bruises and epistaxis 
	Prolonged bleeding time and PTT; platelets normal; petechiae; hemarthrosis rare 

	Idiopathic thrombocytopenia 
	Classically follows viruses (rubella, varicella, measles, Epstein-Barr) 
	Petechiae, ecchymosis; presents as otherwise healthy child 
	Decreased platelets 

	
	Cancer; bone marrow examination 
	Pallor, petechiae, hepatosplenomegaly 
	Cytopenias 


When a child presents with questionable bruising, a bleeding assessment with a platelet count, prothrombin time, and partial thromboplastin time is required to rule out these systemic problems. 

Lacerations and abrasions
Lacerations and abrasions also are common childhood occurrences, but there are distinctions between those from abuse and those from normal activities. Human bite marks may result from sibling or peer assaults, especially in very young children. These may be accidents or one-time occurrences, but they also may be associated with sexual abuse.

Carefully evaluate any perineal or perianal lacerations or abrasions to external genitalia; these may be evidence of sexual assault. Pain and bleeding is a frequent complaint in sexually assaulted children. Physical evidence of sexual abuse may appear as erythema of the tissues, edema of the skin folds, localized venous engorgement, dilation of the external anal sphincter, and irregular lacerations of different depths in the perianal and other areas. Evaluate the mouths of these children for signs of oral trauma associated with assault. 
Superficial lacerations and injuries associated with sexual assault heal quickly, especially in children. In general, evidence of deeper lacerations becomes increasingly difficult to detect as time passes. The first evidence of sexual abuse may present as a medical problem.

Burns
Some 80% of burns in children occur in the home, and 10% to 25% of these burns result from abuse. Burns are most frequent in infants and toddlers under age 3. Four types of burn injuries exist, and the types are based on the cause mechanism: scalds (hot liquid), flame contact (hot solid objects), electrical, and chemical. Burn injuries are classified by the depth of injured skin (superficial, partial, or full thickness); the size of the burn is calculated from the percentage of body surface area involved. 
	Differentiation of Abuse Burns and Common Conditions 

	Condition/Disease 
	Etiology 
	Presentation 
	Differentiation 

	Impetigo 
	Beta hemolytic streptococcus 
	Various-sized lesions 
	Crusting; culture positive for bacteria 

	Epidermolysis bullosa 
	Inherited 
	Blisters and erosions 
	Increases with mechanical trauma, such as rubbing 

	Dermatitis herpetiformis 
	Viral 
	Small, symmetric, pruritic clusters 
	Culture 

	Diaper dermatitis Staphylococcus 
	Allergens; candida 
	Bright red skin in diaper area 
	Resembles scalding; decreases with frequent cleaning and diaper changing 

	Coining/cupping 
	Rubbing of warm oiled object on body with intention of healing 
	Circular lesions 
	May occur in families of Vietnamese or Cambodian descent; family should be questioned 

	Sunburn, burns from hot car seats, chafing from tight cuffs or boots 
	Situational 
	Redness 
	Family should be questioned 


Scalding causes the majority of childhood burns and is the most common form of burn found in children admitted to the hospital. Intentional burns are caused when liquids are poured on or thrown at a child. When diagnosing this type of burn, the clinician should consider whether the child is capable of pouring hot liquids on himself. 

Accidental burns, such as kitchen spills, have typical burn patterns: The worst burn is at the highest point of body contact. For example, a child who has upset boiling water while reaching up to a counter will experience burns on the cheeks, neck, shoulders, upper arm, and upper chest. The most severely burned areas will decrease as spilled liquid runs down the body, cools, and leaves a less severe injury. Clothes may hold the hot liquid in contact with the skin. Rashes of different infectious etiology, including candida, often mimic scalding to the diaper area. 

Abusive immersion burns are common in infants and toddlers. Immersion burns occur when the child falls into or is submerged in hot liquid. Forced immersion shows a pattern suggestive of the restraint used to plunge and hold the child in hot liquid. 

Water heaters are typically set between 120° F and 150° F (49° C and 66° C). Water is comfortable for bathing at 101° F (38° C) and becomes uncomfortable at 109° F to 118° F (43° C to 48° C). Burn times for adults and children are similar when the water is below approximately 130° F (54° C). Burn severity is altered by exposure time and body region differences in skin thickness. For example, keratinized skin, such as on the surfaces of feet and palms, does not burn as quickly as the skin on the dorsal surface of the feet or hands. Because a child's skin is commonly thinner on all body areas, the time required for heat to penetrate to the basal layers is shortened, so that burn damage usually occurs more rapidly in a child at temperatures over 130° F (54° C). A preschool child can suffer partial thickness burns after only one second of immersion in water at 140° F (60° C); it would take approximately five times longer for an adult to sustain the same burn. 

Immersion burns of the buttocks and lower extremities of a young child are frequently correlated with attempts to toilet train the child. The caregiver may burn the child while cleaning him or burn the child to punish him for having an accident. When a child is held vertically by the arms or upper torso, toes and feet come in contact with the hot liquid first. The child reflexively withdraws the lower limbs by flexing his knees and hips and assuming a cannonball-like position. The burn leaves a 'stocking' appearance on the feet and ankles without splash marks; it spares flexion creases. The caregiver then immerses the child's genitals and buttocks. Depending on the size of the child, the feet and lower legs are burned, the flexed knees are spared, and the buttocks and genitals are burned with distinct lines of demarcation. 

Another frequent pattern occurs when the submerged skin of the buttocks is spared by coming in contact with the bottom of the tub, giving a 'doughnut' pattern. In this case, the groin may be spared if the thighs are held together. Neither of these patterns is consistent with a child accidentally falling into a tub of water or turning on a hot water faucet. 'Stocking' and 'glove' burns are circumferential injuries to the distal aspect of the extremity that have a clear line of demarcation separating the uniformly burned area; such injuries are pathognomonic of abuse. 

Contact burns are dry injuries that occur when the skin is placed against flames or hot objects such as irons or heating grates. The burned skin may have the full geometric shape of the inflicting object. The shape of the inflicting object would be less defined in an accidental injury because a child quickly retreats from an accidental burn, resulting in a superficial lesion. When burns are intentionally inflicted, the child's body is held in contact with the offending object, and the burns are usually of uniform depth. 

Eye injuries
Eye injuries due to intentional abuse do not always leave external signs of trauma. Ocular damage, such as acute hyphema, dislocated lens, detached retina, orbital fractures, and periorbital hematomas, all can result from physical abuse. An expert ophthalmic exam should be obtained.  
Head injuries
In any child with head injury, an ophthalmologic examination by a qualified practitioner is essential. This requires the child’s eyes to be dilated so that fundus is easily visible. Retinal hemorrhages may be caused by violent shaking of the head or compression of the chest. Their presence in the setting of minor or no head trauma strongly suggests abuse. 

More than 50% of head injuries in young children are inflicted. Head injuries are the most serious form of physical abuse and cause significant mortality and morbidity. The signs and symptoms associated with these injuries vary depending on the type and degree of injury. These children are at the highest risk for cardiopulmonary arrest from altered mental status, seizures, and increased intracranial pressure.

Typical injuries associated with abuse include bilateral skull fractures, multiple skull fractures, depressed skull fractures, intracranial injury, celphalhematomas, acute or chronic subdural hematomas or large subgaleal hematoma, and traumatic alopecia. Simple uncomplicated linear fractures are common and are associated with minor trauma if not associated with intracranial bleeding. However, skull fractures that are multiple, bilateral, or cross suture lines are more likely to be non-accidental. Battle’s sign, which is the bruising over the mastoid process behind the ears, raccoon eyes, or blood behind the tympanic membrane may be signs of basilar skull fracture.

With head injury common in pediatrics, a parent history of the injury must be taken into account in determining whether the injury is due to abuse or other plausible mechanism. Accidental blunt head injuries in children less than 2 years old are common but rarely cause serious intracranial injury unless they are associated with motor vehicle accidents or falls from great heights. Falls from less than 3-5 feet rarely cause significant intracranial injury. 
Hair pulling can result in scalp trauma leading to soft tissue swelling or bruising. Traumatic alopecia can result in subgaleal injury with petechiael hemorrhage at the hair roots, and the scalp will be tender. Patchy hair loss can also be a sign of hair pulling, but also must be differentiated from hair loss associated with malnutrition, fungal infections, or non-abusive trauma.

Some 25% of hospital admissions for head injuries in infants and young children are abuse injuries. Bruising of the head is caused by blunt trauma that compresses and distorts cutaneous blood vessels, resulting in rupture. The abuser often states that the bruise was self-inflicted during play. The skin and underlying tissue that covers the skull may exhibit bruises, hematomas, and lacerations. Such injuries are sometimes overlooked because they are concealed by hair. A subgaleal hematoma represents intracranial hemorrhage in the space between the scalp and skull; it is associated with blunt injury or hair pulling and underlying skull fracture. Fatal head injuries often involve subdural or subarachnoid bleeding, brain swelling, and retinal hemorrhages. 
More than 60% of abused children have facial injuries. Oral and dental injuries are the most common facial injuries; agitated caregivers may target these areas in crying children. Common oral injuries include contusions, abrasions, laceration, burns, bites, fractures, and broken or missing teeth. The majority of these injuries occur in children age 4 and younger, and the incidence increases again in adolescence. The mouth may show tears of the labial or lingual frenum from a blow to the mouth, forced feeding, or forced oral sex.

Tin ear syndrome is a triad of unilateral external ear bruising, ipsilateral cerebral edema, and retinal hemorrhages. The abusive mechanism is blunt trauma to the ear with significant rotational acceleration of the head. The child frequently dies of cerebral herniation. The absence of external trauma evidence in combination with intracranial and intraocular pathology is suggestive of shaken impact syndrome. Initial assessment of a brain injury includes the Glasgow coma scale, a consciousness evaluation, documentation of lucid intervals, and a CT scan of the brain noting epidural hematomas. Brain swelling can be detected as early as 1 hour and 17 minutes post injury but may not be helpful in estimating the time of injury. 

Abdominal injuries
Inflicted abdominal injuries are relatively uncommon; however, they can be associated with significant mortality and morbidity. They result from blunt trauma such as kicks and punches. Massive blood loss with shock and death can occur with splenic, liver, renal, or major blood vessel injury. However, there may be no bruising of the overlying skin, and initial abdominal examinations may be benign even when serious injury is present. If not detected, these injuries may present as acute peritonitis as a result of intestinal perforation, acute intestinal obstruction due to hematomas of the duodenum or jejunum, or hematuria associated with renal trauma.An abdominal CT scan is the most accurate tool to evaluate injury to abdominal organs. Lab analysis (for elevated liver transaminase and LDH levels) can help determine if occult liver injury has occurred. One study suggests that this lab work should be done routinely when screening abused children, much as skeletal surveys are used to find hidden fractures. Internal injury of abdominal organs and thoracic cavities are an underreported. Because trauma sustained by internal organs is not visible, the caregiver often delays seeking treatment for the child. Children with internal injuries are generally younger than children who experience accidental abdominal trauma, with the majority being between ages 6 months and 3 years. Most abdominal and chest injuries are caused by blunt trauma and penetrating wounds; gunshot wounds are relatively infrequent. 
	Differentiation of Abusive Abdominal Injuries 

	Etiology/Mechanism 
	Presentation 
	Differentiation 

	Blow to the upper abdomen 
	Vomiting and abdominal pain from hematoma formation 
	Crushing of solid organs (liver, spleen, and pancreas against the bony thorax or vertebral bodies and sudden compression of the hollow abdominal viscera (intestines, stomach, colon, and bladder) 

	Child is thrown against a wall 
	Tenderness, distention, and diminished bowel sounds; later symptoms of peritonitis or sepsis and rapid bilious vomiting, fever, and abdominal pain if there is an obstruction; hypotension, shock, and cardiac arrest reflect severe blood loss 
	Shearing of the posterior attachments or vascular supply of abdominal viscera from rapid deceleration; also may be intestinal perforations 


An abusive caregiver will often suggest that abdominal injuries were caused by falling down stairs or falling from furniture. Necessary laboratory work includes a CBC with differential, bleeding studies, liver studies, and urinalysis. Anemia due to blood loss and infection may be indicative of abuse. Skin marks, such as from a fist, may exist when the liver or spleen is ruptured or when the bowel is obstructed. A CT scan of the abdomen and an ultrasound facilitate the diagnosis of abdominal injuries and enhance clinical correlation. 

Organ injuries to the gastrointestinal system include liver lacerations and subscapular hematomas from blows to the upper abdomen. Although abusive spleen injuries are infrequent because of the organ's position under the ribs, abuse is the leading cause of pancreatic trauma in children. Crushing injury may result in pancreatitis, which is often secondary to the release of pancreatic enzymes. Pancreatitis can also be caused by biliary tract disease, congenital anomalies, cystic fibrosis, infection, and certain drugs. 

Kidney, bladder, and urinary tract injuries may be associated with both abusive and accidental trauma. Abuse injuries to the oropharynx and esophagus are caused by foreign body aspiration, traumatic perforation, and burns from caustic ingestion. Gastric perforation is infrequently reported as abuse but is more likely to occur if the child has a full stomach at the time of trauma. A distended abdomen may show pneumoperitoneum on X-ray. The duodenum is frequently damaged from abuse because it is in a fixed position in the upper mid-abdomen, where crushing injuries create rupture of duodenal blood vessels, forming a hematoma and obstruction. The colon is impaired by penetrating rectal trauma in sexual abuse; retroperitoneal vascular injuries result from shearing. 

Skeletal injuries
Fractures occur in 10% to 50% of abused children, and most fractures occur in infants and children under age 3. Skeletal injury may be the first indication of child abuse. Young, developing bone is more porous and less dense than adult bone, which is sometimes able to restrain the propagation of a fracture line. A child's bones are more vulnerable to compression (greenstick and torus fractures). The periosteum or porous membrane that covers the surface of a bone is thicker, stronger, and more easily elevated from the diaphysis in a child. 

In abuse, single-bone injuries with multiple bruises are most common and suggest a pulling episode. Preverbal children may present with irritability, crying on movement of affected areas, or decreased use of the broken limb. Some pediatric fractures, such as metaphyseal and rib fractures in infants, should raise suspicion even if there is no questionable clinical history.

Long bone fractures are common and typical injuries highly suggestive of abuse include chip or bucket handle fractures of the metaphysis, healing subperiosteal bleeding and calcification and multiple fractures at different stages of healing. Fractures may also occur repeatedly to the same site or may involve unusual locations such as the ribs, scapula, sternum, or distal lateral clavicle.

Spiral tibial fractures have been associated with nonaccidental injury, but these injuries can also occur in non-abuse settings. These are oblique fractures and can occur in several ways. For example these tibial fractures or “toddler fractures” can occur when an ambulating child twists his or her leg against a fixed foot. These injuries can occur in any situation where rotational force occurs on a bone. The child will commonly present with limping or failing to bear weight on the injured extremity. Transverse fractures may be more common in abuse in that they imply a direct blow to the extremity. Another skeletal injury rarely indicating abuse is “nursemaid’s elbow.” This injury can frequently occur in toddlers who trip while their hand and arm are extended above their head. The resulting pulling and twisting on the elbow causes dislocation.

Evaluation of skeletal trauma involves radiographic skeletal survey to explore views of the entire body including the head and extremities. Non displaced fractures that are very recent may not be completely detected by radiographic skeletal survey alone. These fractures may not show up for 1-2 weeks after the injury. Bone radionuclide bone scans may be helpful in determining a recent fracture, but are costly. In most cases, suspected fractures are re-X-rayed at two weeks post-injury.

Similar to bruises, fractures heal in a timely sequence in the young. For example, a midshaft femur fracture heals in 3 weeks in an infant and 20 weeks in a teenager. The joint capsules are strong; therefore, dislocations and ligament injuries are less common in young children than adults. The goal of dating fractures is the identification of multiple trauma episodes. Fractures that have a high specificity for child abuse are metaphyseal fractures, rib fractures, scapular fractures, clavicular fractures, vertebral fractures, finger injuries in non ambulating children, bilateral fractures, and complex skull fractures. 
Full skeletal X-rays were once indicated in all children when abuse was suspected, but this is now debated. As an adjunct to X-ray, the radionuclide bone scan can detect new (less than 7 to 10 days) rib fractures, subtle diaphyseal fractures, and early periosteal elevation. Bone scans do not allow injury dating. 

	Fracture Healing Stages 

	Stage I 
Immediate response of hemorrhage and inflammation surrounding the bone 

Soft tissue swelling and/or tenderness may occur, but are not universally present 

Resolves with callus formation 
	Stage II 
10 to 14 days after the injury; sometimes earlier in young infants (7 to 10 days post injury) 

Callus; laying down of new periosteal bone 
	Stage III 
Hard callus begins to form when lamellar bone bridges the fracture (1 week after the formation of the soft callus or 2 to 3 weeks after the fracture) 
	Stage IV 
Resolution of the fracture line (begins at 3 months and may peak at 1 to 2 years, or may be unrecognizable on X-ray within months) 


Metaphyseal fractures, or those that occur near the growing ends of bones, may indicate abuse. Tiny fractures through the most immature portion of the growth plate (buckle-handle) may appear as linear transparencies or densities on X-ray. Metaphyseal fractures occur with acceleration-deceleration forces associated with shaken impact syndrome or torsional and tractional forces when an infant is twisted or pulled by an extremity. 

Multiple metaphyseal fractures from shaken impact syndrome occur at the proximal humerus, distal ulna and radius, distal femur, and proximal and distal tibia and fibula. Because these are areas of rapid bone growth, injuries do not typically result in significant soft tissue swelling or bruising. Neither the caregiver nor the clinician may recognize the injury and it may heal without treatment because the signs and symptoms are often absent. Growth arrest lines are not specific to abuse and may occur in illness, injury, starvation, or other growth stresses. During periods of slow growth, they cause a thick appearance on X-ray. When the stress is removed, normal longitudinal orientation resumes and the thick area appears as a discrete transverse line. 

Rib fractures in young children are unusual. Most rib fractures result from major trauma such as an automobile accident or abuse, or are associated with shaking injuries. Direct blows to the ribs are commonly seen in injuries of older children. Violent chest compression, such as squeezing the chest, usually fractures multiple bilateral ribs located posteriorly. The immature compliancy of a young child's rib cage often prevents the rib fractures that occur in older children and adults as a result of cardiopulmonary compression. 

Vertebral or spinous process fractures may be caused in infants and young children from hyperflexion or hyperextension of the torso. Most vertebral or spinous fractures are occult and are best diagnosed with X-ray. Accidental clavicle fractures are usually associated with other skeletal injuries. Birth trauma, direct injury, or falling on an outstretched arm may fracture the clavicle of an infant. However, involvement of the acromioclavicular joint is associated with violent traction of the arms and shaking injuries; proximal and distal injuries should arouse suspicion. Fractures of the hands and feet may result from 'knuckle beating,' which is repetitive direct blows with the bony prominences of the adult hand. Many skeletal conditions may mimic child abuse injuries (see below).
	Differentiation of Abusive Skeletal Injuries and Common Conditions 

	Condition/Disease 
	Etiology 
	Presentation 
	Differentiation 

	Birth trauma 
	New periosteal bone formation of the long bones is in progress during the first few months of life 
	Skeletal abnormalities 
	Knowledge of developmental stage 

	Chromosomal disorders 
	Genetic 
	Skeletal anomalies 
	Normal growth is symmetric 

	Inflammation of congenital syphilis 
	Infection 
	Mimics bone formation in 30% 
	Child may also have hepatomegaly, splenomegaly, anemia, jaundice, rash, congestion, and adenopathy 

	Rickets 
	Under mineralization of growing bones 
	Malformation 
	Accompanying vitamin D deficiency, renal and hepatic disease, medications, and other rare diseases 

	Osteogenesis imperfecta 
	Inherited from either a spontaneous genetic mutation or as an autosomal dominant disorder 
	Frequent fractures 
	X-ray evidence of osteoporosis, short stature with a frontal boss of the head, bowed extremities, discolored sclera and teeth, and occasionally, a positive family history for this condition 

	Ehlers-Danlos syndrome 
	Inherited autosomal dominant 
	Ecchymoses and scars over extremities 
	Extreme joint mobility and lax skin 


Other Patterns of Abuse Injury
Sudden infant death syndrome (SIDS) incidence has decreased as a result of the infant sleep recommendations by the American Academy of Pediatrics, although the etiology of SIDS remains controversial. 

In an attempt to elevate the fontanel in a dehydrated infant, caregivers may practice a folk remedy, caida de la mollera, that entails holding the child upside down, consequently causing retinal hemorrhages. Other injuries can result from self-inflicted injuries associated with mental retardation, temper tantrums, and self-exploration.
Munchausen's Syndrome by Proxy
Introduction
In the 1950s, Richard Asher, MD, a London physician, first coined the term Munchausen's syndrome to describe patients who consistently produced false stories about themselves to receive needless medical investigations, operations, and treatments. Asher named the syndrome for Baron Von Munchausen, a distinguished German soldier and politician who was born in 1720. Von Munchausen often entertained guests with fabricated stories of incredible travels and brave military exploits. A series of German fables in the 18th century told of the Baron’s dramatically untruthful adventures. Asher used the term, Munchausen syndrome, because of these characteristics. Munchausen syndrome by proxy was first used in 1977 to describe a condition in which parents falsified illnesses or fabricated symptoms for their children
Munchausen's Syndrome by Proxy (MSBP) is a form of child abuse whereby a person (usually the mother) deliberately fabricates history and symptoms or creates physical signs on behalf of another person (usually her child), causing the person to be regarded as ill. This produces suffering in the victim by subjecting him or her to invasive treatments, prolonged hospitalizations, surgeries, and in some cases permanent disability and death. It is considered a rare but serious form of child abuse, and over the last decade efforts have been made to educate health professionals about this syndrome.

Because of its bizarre characteristics and our wish as health providers to believe the best about parents, this form of child abuse can go undetected for long periods. Early recognition of this type of child abuse is important in preventing serious injury to the child. In addition, siblings of children with Munchausen's syndrome by proxy are also at risk for injury and death.

In MSBP the key elements that define the syndrome include: 
· Physical (not psychological) illness in the child that is intentionally simulated or produced by a parent/caretaker. Includes the presentation of individuals who have a “true physical disorder” in which the symptoms are exaggerated
· A psychological need for the parent to assume the sick role “by proxy” 

· Presentation of the child for medical care, usually persistent and often requiring numerous medical procedures
· Denial by the parent of causing of the illness 

· Symptom cessation when the child is separated from the parent 

Incidence and etiology of MSBP
MSBP has been described as being at the extreme of a continuum of parental desire to obtain medical consultation for a child.

Continuum of Parental Desire to Obtain Medical
Care for a Child
	


	Classical Neglect
(Ignore symptoms)
	Normal
(Response to
child’s symptoms)
	Classic MSBP
(Invented symptoms)


Classic MSBP is on one end of a continuum and requires both invented illness and direct physical action on the part of the parent to produce the symptoms or illness itself. These cases are considered to be rare but important in that they contribute to significant morbidity and mortality for the child. More common are the cases of Munchausen's in which the mother has merely invented an illness, causing the health provider to require further diagnostic tests and possible hospital admission. Now some experts suggest that both these groups of Munchausen's by proxy may actually be only a part of a larger group of children who are presented by their mothers as having exaggerated symptoms. 
Victims of MSBP
Children are the primary victims of MSBP. The mean age at diagnosis is about 3 with a range from 1 month to 12 years. Victims are usually infants or toddlers and are rarely over 6. At these ages, the victims are virtually defenseless and are unable to talk to others or question what is happening to them. They are often immature for their age, due to their forced dependency on the abusing parent, and female victims may assume multiple roles.  For example they may take on a motherly role as they imitate their closest role model—the offender—and then regress to the role of a sick, weak, dependent child. Males are victimized as frequently as females. Socioeconomic class does not appear to be a factor in identifying families at risk. 
Mortality rates associated with MSBP range from 9-16%. Case examples of MSBP include:

· Mothers that have induced apnea through suffocation in their children requiring resuscitation. 

· Mothers who have feigned bleeding disorders in their children using menstrual blood or blood from IVs or central lines. 

· Parents who have produced chronic infections in their child by contaminating IV lines, catheters, or food with feces or urine. 

· Parents who have poisoned their child with ipecac and other agents to produce chronic diarrhea, vomiting, and seizures. 

· Mothers who have tampered with formula to produce failure-to-thrive in their child. 

· Mothers who use other patients’ specimens (sputum from cystic fibrosis patients) to produce signs and symptoms consistent with serious chronic diseases. 

Many adverse effects appear in children victimized by MSBP; 8% experience some form of long-term medical problems. Parental trust, which is the most primitive psychological development, is impaired. The child may react to the abuse with developmentally appropriate behavior problems, including feeding disorders in infants and withdrawal, hyperactivity, temper tantrums, and aggressiveness in preschoolers. If the deception continues, older children and adolescents may exhibit hysterical disorders or may begin to participate in the hoax. They may feign sleep, lethargy, or pain when taken to the physician or nurse practitioner, or may even begin to fabricate their own symptoms and history. The strong bond between these mothers and their children creates an obstacle to diagnosing and treating the syndrome and the abnormal closeness invites further deception. 
There is a good chance that younger siblings of MSBP victims will also be abused.  When offenders stop abusing their victims—either because the child gets older and more mature or because the child dies—they may look to their other children in order to continue the abuse.  A study of the medical history of these children may indicate whether there is a pattern of abuse within the family.

Perpetrators of MSBP
In most cases, the perpetrator of MSBP is the mother, although there have been cases of MSBP where the father or some other female caregiver (a babysitter) was responsible. Another interesting characteristic of the perpetrators is that they often have a background in health care and are fluent in medical terminology. In one study, 50% of the mothers had completed some nurse’s training, and in another study 27% had such a background. This allows the perpetrator to build strong relationships with the health providers themselves. Frequently, staff working with the parent will become attached and sympathetic to her, making the diagnosis of MSBP difficult.

For all intent and purposes these mothers appear extremely attentive to every aspect of the child’s care. Some experts have described these behaviors as a “perversion of mothering” and “inappropriately persistent parent.” If the child is admitted, the mother will stay with the child, refuse to leave the bedside, and be fully cooperative in working with the physicians and nursing staff.

Typically these women are described as loving, overprotective, providing continuous care, yet at the same time, less concerned with the child’s illness than with the medical professionals, tests, procedures, and environment. This disparity between what “appears to be” and “what is” presents unique challenges for healthcare providers.

About 10 to 14% of these caregivers have Munchausen's syndrome themselves. Others may demonstrate signs and symptoms of depression and personality disorders. Many more have “normal” psychiatric evaluations. However, mothers who have been studied are characterized by disturbed parenting abilities, personality functioning, and ability to form relationships. A history of early physical or emotional abuse has been reported. Many cases report that the mother had an absent father and a mother who did not nurture. Typically these mothers are insecure, uncertain, and lonely and have low self-esteem. Through offering up their children as a way to enter the healthcare environment, they are able to become the focus of attention, gratify their needs to assume a dependent role, escape the responsibilities of parenthood, and escape difficulties in the home. MSBP may become multigenerational — child victims become adults with Munchausen syndrome.
In addition, MSBP offenders typically shelter their victims form outside activities, such as school or playing with other children, allowing only certan persons to be close to them.  They may even speak for the victims when anyone approaches them.  

These women may feel insecure, uncertain, lonely, and depressed. MSBP may be a mechanism for expressing anger and fear; perpetrators are seeking emotional support, love, and nurturing in the context of disease and illness. Furthermore, the medical environment may allow the mother to escape some of the responsibilities of parenthood and the reality of unpleasant events in her life or provide her with the attention she seeks. 

The confrontation itself may be the most risky part of the diagnosis and treatment process. The mother usually denies the abuse, even after being presented with the evidence. She may try to take the child out of the hospital, or worse, out of the state. If this happens, the child is often lost to follow-up. Possible evasion or escape is why an open case in child protection services is so important. This may provide the only opportunity to ensure that medical information can be shared with the next care provider.
The nurse’s role is to act as advocate and provider of care.
Fathers of MSBP victims
The fathers of victims of MSBP have been described as distant, unsupportive and as having poor emotional relationships with the mother. Many spend long periods of time away from their families because of responsibilities or rarely associated with their families. They are rarely at the hospital or even involved in the medical care of their children. Consistently they are or appear to be unaware of the mother’s actions. 
Signs and Symptoms of MSBP victims
The signs and symptoms of MSBP are extremely varied. Although a large portion of these children may have these “presentations” solely based on the perpetrator’s fictitious history, in the most extreme cases the parent may “add to” an existing aliment or “actually” induce disease or at least the signs and symptoms of disease in the child. Bleeding problems are common (44%) in case reports and include hemoptysis, GI bleeding, bleeding ears, hematuria, and oral bleeding. CNS problems are also commonly reported and include seizures, lethargy, and other bizarre behavior.

Recognizing signs of MSBP
· Persistent or recurrent illness for which a cause cannot be found 

· Repeated hospitalizations and vigorous medical evaluations of mother or child without 
definitive diagnoses
· Claims that there has been serious illness identified at other hospitals 

· Symptoms and signs that do not occur when the child is away from the mother 

· Physical examination of the child shows few, if any, physical signs, and those found are 
incidental to the presenting complaints
· Discrepancies between history and clinical findings 

· Parental history of similar illness or a history of somatoform or factitious disorder 

· History of a sibling or someone else in the family with similar symptoms
· Stories that change over time
· History that cannot be verified 

· Upon questioning, parents may make up “witnesses” (friends, neighbors) with medical 
background to emphasize reliability of claims 

· Unusual symptoms, signs, or hospital course that does not make clinical sense. In the 
initial presentation, the mother may describe from five to more than 10 complaints to 
her pediatrician

· The reported physical and behavioral symptoms usually present a confused clinical 
picture and do not match with any easily recognizable condition 

· Poorly tolerated treatments or persistent failure to respond to medical treatment without 
clear cause. Parents may hide previous medical care pattern
· Parents welcome medical tests of the child, even when painful. A parent is less 
concerned than the physician, sometimes comforting medical staff 

· Parent and child may appear over-involved, yet the parent may show little sensitivity to 
child’s needs as an individual. The parent is constantly at the child’s bedside, 
excessively praises the staff, and sometimes becomes overly involved with the staff or 
the care of other patients
· A parent may also appear more neglectful, angry, and hostile 

· A parent has nursing or medical experience or knowledge
Diagnosis and management
Once the medical team suspects MSBP, the team must come to a definitive diagnosis. Recommendations for accomplishing this, from experts in the field, include: 
· Early consultation with pediatric psychiatry to support medical and nursing staff in their 
evaluation as well as provide direct evaluation of the family. 

· Hospitalization for the child for careful and comprehensive assessment. 

· Development of a comprehensive plan of nursing and medical care to validate 
suspicion. This may require video surveillance, 24-hour observation, or direct 
supervision of parental care delivered in the hospital. 

· Substantiation of previous history through careful review of records, direct phone 
contact with previous clinicians caring for the family. Obtain releases and verify details 
by obtaining records from other hospitals, calling the school, observers, grandparents, 
etc. 

· Complete toxicology screen on admission and when symptoms or signs recur. Keep 
specimens. Repeat tests if altered laboratory specimens are thought to be a possibility. 
Check for laxatives if patient has diarrhea. If bleeding is part of the presentation, check 
to see whether it is really blood and whether it is the child’s blood. 

· Most cases of MSBP will be reproduced in the hospital. Possible separation of the 
mother and child to protect the child and evaluate the symptoms. 

· Above all, careful documentation of all findings in the medical record. 

· Placement of the child in protective custody if the parent wishes to leave the hospital 
before the team has determined that it is medically safe. 

· Discussion of the suspicion of fabricated or induced illness frankly with the parents, but 
be prepared for strong reactions. It is recommended that security be available to ensure 
a safe environment. 

· Contact with child protective services (CPS) and filing a report. Decisions to remove 
the child from the home are ultimately made by the legal system, based on evidence 
present in the charts and medical/psychological testimony. 

· Document the child’s symptoms in relation to the mother’s participation. For example, 
clarify in the notes what the mother or child offers as history, and what healthcare 
providers actually observe. For example, a nurse can collect the urine specimen from 
the child, eliminating the mother’s opportunity to contaminate the specimen. If the child 
is old enough to provide a history, does it match what the mother is saying? The nurse 
may need to substantiate claims about care for the child given by other providers or 
hospitals and obtain past records. Suspected MSBP should prompt calls to the child’s 
primary care provider, local clinics, and hospitals. 

Support for Nurses
Identifying, assessing, and interacting with the victims of child abuse can be extremely disturbing for nurses. Just the suggestion of the MSBP diagnosis is both controversial and emotional. Nursing and other healthcare personnel have difficulty believing that the people we rely on and trust for giving accurate histories and proper care of children actually cause their illness. Helping staff cope with their feelings of being “duped” by the mother is as important as diagnosing the victims. Recognizing the signs and symptoms of MSBP via frequent educational updates at conferences and staff meetings, learning modules, and current research literature can aid nurses in identifying children and families. Maintaining open communication channels throughout nursing, medical, social service, and outpatient teams will assist in tracking cases. In addition, providing support for the nursing staff that has had to make the diagnosis of MSBP can preserve their professional integrity and personal well-being.
Nurses play a vital role in the observation and confirmation of the profile of an MSBP case. While still considered to be a rare condition, cases of MSBP are suspected with greater frequency. Its clinical manifestations in children are varied and disturbing with well-documented, long-term physical and psychological effects. Careful documentation is an important forensic aspect of these cases, as nurses will be called to testify in court regarding their observations. Nurses in many areas are in the position to break the cycle by assessment and facilitation of profiling and early identification. These interventions may be the critical link in the survival of these children.
 Child Sexual Abuse
Introduction
In 1997, the National Committee for the Prevention of Child Abuse’s annual 50-state survey indicated that 8% of all substantiated cases of child maltreatment were from sexual abuse. Although this was down 3% from 1995, the overall actual number of sexual abuse reports and verified cases has continued to increase. Most of these cases occurred in the home, with fewer than 2% occurring in daycare settings. Studies estimate that 20% of all children are sexually abused before reaching adulthood. Exact numbers are still not known. However, some studies have indicated the frequency may be as high as one out of every four girls and one of every 10 boys. The known incidence is growing each day as our society begins to recognize this form of child maltreatment. Children of all ages are at risk for sexual abuse. Cases of sexual abuse in children 3 months old and younger have been reported. As with physical abuse and neglect, sexual abuse occurs in every ethnic, racial, social, and economic class. 
Child sexual abuse is defined as “involvement of children and adolescents in sexual activities they cannot comprehend because of their developmental level; to which they are unable to give informed consent; or that violate the social taboos of family or society.” In 1988, the state of California amended the Child Abuse Reporting Law to describe child sexual assault as:

· Penetration of the vagina or anal opening, however slight, of one person by the penis of 
another. 

· Sexual contact between the genitals or anal opening of one person and the mouth or 
tongue of another. 

· Any intrusion into the genitals or anus of another, including the use of an object, except 
for valid medical procedures. 

· Intentional touching of genitals or intimate parts (including breasts, genital area, groin, 
inner thighs, and buttocks) either directly or through clothing of a child, or of the 
perpetrator by a child for sexual purposes, except normal caretaker responsibilities, 
showing appropriate affection for child, or for medical purposes. 

· Masturbation in presence of child. 

In addition to sexual assault, child sexual abuse includes “forced” viewing of pornography, sexual exploitation and the use of children in pornography, sex performances, or prostitution. 
As in physical abuse and neglect, all suspected sexual abuse must be reported; however, unlike other forms of abuse or neglect, sexual abuse is always a criminal offense. This means that both Child Protective Services and criminal investigations are possible in these cases.

Perpetrators of sexual abuse can include a parent, stepparent, sibling, relative, friend, neighbor, childcare worker, teacher, or random molester. Reports of young children molesting younger children also seem to be on the increase. However, in the majority of cases most sexual abuse occurs with an adult the child knows and trusts. Most cases go unreported and undetected. Children often keep sexual abuse a secret. They may fear punishment, rejection, blame, or abandonment. It appears that the closer the relationship of the offender to the child, the less likely that the child will report the incident. Disclosure of interfamilial abuse involves severe family turmoil whether it is believed or not. Children may never reveal the abuse or their disclosure may be tentative, incomplete, and later retracted. This makes the identification of sexual abuse both difficult and challenging.

Physical signs of sexual abuse may be absent or almost undetectable. In fact, sexually transmitted diseases (STDs) may be the first and only indication that a child has been abused. The presence of STDs in children should be considered as strongly suggestive of sexual assault. But be aware that STDs in children can occur by routes other than genital-to-genital contact, such as perinatal transmission.

Recurrent urinary tract infections, enuresis, and encopresis also may be associated with sexual abuse. Urinary tract infections are related to traumatic urethritis in fondled children. Adolescent pregnancy is another presentation. Behavioral indicators may include appetite or sleep disturbances, phobias, neurotic or conduct disorders, guilt, acting out (aggressive behavior), withdrawal, depression, running away, frequent masturbation, sexual aggression, and sexual knowledge beyond what is considered developmentally appropriate.

Determining whether abuse occurred
Children who are sexually abused may present themselves to the healthcare professional for a variety of reasons. They may be brought in for a routine physical examination, unrelated medical condition, behavioral or physical complaint. Or the condition may be recognized by a caretaker, social services, or law enforcement person. Often there are no physical signs of child abuse, or signs that only a trained health professional could detect, such as changes in the genital or anal areas. Therefore, the most important indicator of sexual abuse is “disclosure.”

Common physical indicators of sexual abuse include: 
· Pain, itching or bleeding in the genital/anal area 

· Vaginitis, urethritis 

· Oral trauma 

· Bruising, bites 

· Distortion or attenuation of the hymen, healed trauma 

· Alterations in anorectal tone 

· Acute or healed trauma to the anal area 

· Sexually transmitted diseases, especially in prepubescent, non-sexually active children 

· Vaginal or penile discharge 

· Pregnancy 

However, sexual abuse is typically characterized by the absence of physical signs and symptoms. This is why behavioral indicators may sometimes provide the first clues of sexual abuse. Usually children may manifest several of these behaviors or present with an abrupt onset of some of these behaviors. 
· Unusual interest in or avoidance of all things of a sexual nature 

· Sleep problems including nightmares or sleep disturbances 

· Depression or withdrawal from friends and family 

· Precocious sexual behavior, seductiveness, or promiscuity 

· Fear of certain people or certain places, a daycare center, for example 

· Unusual sexual aggressiveness toward others 

· Regression (older child sucking thumb) 

· Acting out the abuse with dolls, friends, or drawings 

· Excessive masturbation 

· Loss of appetite 

· Encopresis or enuresis 

· School failure, truancy 

· Running away 

· Somatic complaints 

· Drug use 

These behaviors of themselves are not diagnostic of sexual abuse; however, they have been recognized as common behaviors associated with sexual maltreatment of children. When present, closer evaluation of the child is absolutely critical.

Children are in no way psychologically prepared to handle repeated sexual stimulation. Even toddlers who cannot know abusive sexual activity is wrong will develop problems resulting from the inability to cope with repeated sexual stimulation. School-age children may become confused between their affection for the person and the sense that the sexual activity is “terribly wrong.” Fear that love will be withdrawn or the family may be broken up is also a powerful motivation “not to tell.” Over time, sexual abuse undermines the child’s self-worth and may produce a confused sexuality.

The complicated dynamics of child sexual abuse make its discovery difficult. At times, one may have to rely on the child’s disclosing the event before appropriate action can be taken. Disclosure may not occur due to the child’s age, developmental level, or fear of retaliation. Many children never disclose and may actually deny sexual abuse regardless of the physical signs. The attention and closeness that come from the process of abuse is not always seen as something “bad” to a young child. It is attention, and it may feel good. Sexual abuse can be a complicated process to untangle and identify. To some young children abuse is a normal part of life. It is also common for children to disclose and later recant, especially if effective interventions are not taken with the initial disclosure. Because of this phenomenon, it is extremely important not to treat disclosures of this sort with disbelief. This will only increase the likelihood of recantations and denial. Rather, a closer evaluation of the child and family is required at this point. If this evaluation leads to the determination of suspicion or an outcry for help, the health professional is required to report.

Evaluation of the Sexually Abused Child
In 1993 the American Medical Association published diagnostic and treatment guidelines on sexual abuse in children. Ideally, the medical evaluation of the sexually abused child should be done by medical personnel specially trained in the evaluation of allegations of sexual abuse of children. These individuals work closely with child protective services, the police, and the judicial system to collect documentation and evidence used by the legal system to determine if sexual abuse has indeed occurred. Goals of the medical exam include the treatment of any illness/injury, crisis counseling, child protection, and evidence collection. 
Many medical centers have interdisciplinary teams with experts who can conduct a full evaluation of the child. In cases of suspected sexual abuse, the child may be referred to these teams for medical examination and history taking. Most references on sexual abuse point out it is usually not urgent for a medical evaluation and interview to take place immediately unless the assault has been within the past 72 hours or significant injury is present. 
Under all conditions, the prerequisite of any sexual abuse evaluation is time. Healthcare professionals must take time to prepare the child. This frequently takes more time than the examination itself; however, preparation is considered the most important part of the process. Preparation of the child includes providing privacy and control for the child. Examples of this may be pulling curtains and allowing the child to remove his or her clothing one article at a time rather than all at once. Asking what he or she prefers is critical to helping the child gain control over the experience.

A device called the colposcope is frequently used. This allows for superior lighting and magnification of the genital areas. The exam itself should be carried out by someone able to differentiate between normal anatomy and fresh or chronic trauma to these structures.

All interactions with the child should be age-appropriate, calm, and supportive. Avoid conversations with the child that may be construed as “seductive.” Call the child by name. Avoid using compliments about the child’s appearance to gain rapport. If the child has already been thoroughly interviewed, another interview is not necessary. This helps to decrease the emotional trauma to the child and limit the confusion that may arise out of multiple interviews.

Nursing Care of the Sexually Abused Child
Nursing care focuses on providing a reassuring and safe environment for the child to be examined, interviewed, and supported. It is essential to tell the children that they did the right thing by telling and that the abuse is not their fault.

Let the child know that you believe him or her and, above all, be a good listener. After a period of building rapport, the child may disclose important details. Dealing with the child in a confidential manner is also important. Above all, the child and family should be treated with respect regardless of whether they are implicated in the abuse or not. Anything less undermines the supportive environment the child needs to feel safe. Accusations, displays of outrage, anger, or disapproval only frighten the child and reinforce feelings of helplessness and despair.

Dealing with the parents of a sexually abused child is especially critical. Whether the parents are implicated in the abuse or not, this is a crisis for them. How they react to the child’s situation can have a significant impact on the child’s ability to recover. Family response to child sexual abuse includes: 
· Shock, denial, and anger 

· Remorse, feelings of failure 

· Over protectiveness 

· Secrecy, ambivalence, isolation 

· Need for revenge 

· Feelings that the child deserved the assault in some way 

It is important for the nurse to be honest with the family and not make false promises. The parents should be informed of any referral to child protective services and informed of what to expect. Informing the family is recommended although it is not required by law. When a parent is a suspect, a team approach with physician support should be used to demonstrate an appropriate show of power and authority to the parents. It is important to remember that child maltreatment, whatever its form, has to do with an abuse of power. And in informing the family, it is important to model an appropriate use of power.

Throughout all of this, the nurse needs to be professional in all dealings with the family, avoiding judgmental statements and focusing nursing care on the child’s safety. Understand that the child and family may be expressing many feelings and that these are legitimate. During this time, the nurse will want to work closely with other members of the healthcare team---social workers, psychologists, and physicians. Social services plays a particularly important role by offering primary interactions in these situations. Nurses need to work with the child and family in a responsible, calm, and neutral manner without assuming responsibility for the abuse because he or she reported it. The role of the health provider is to report suspected abuse and not prove it. This is the investigative role of CPS and the police; nurses are solely involved with the collection of evidence and information.

In all cases, documentation of the parental reactions and parent-child interactions, with descriptions of behaviors and statements, should be completed. This documentation should be objective and accurate. Nursing records are frequently included as part of legal evidence in court. The more complete the documentation, the fewer questions a nurse will be required to answer about the case when it goes to court. Documentation should include: 
· Statements made by the child at the time of presentation, documented verbatim, 
questions and answers in quotes 

· Objective descriptions of the child’s actions, expressions, appearance, mood, affect, 
and behavior with and without parents present 

· Physical findings 

· Medical and nursing interventions 

· No inference of bias or blame 

· Direct quotes and direct observations 

· No second-hand information 

· Measurements and accurate descriptions, approximate dating of injuries (for example, 
bruises) 

Cycle of Violence
Children who are abused or neglected are more likely to become criminal offenders as adults. A National Institute of Justice study found that childhood abuse increased the odds of future delinquency and adult criminality overall by 40%. Child sexual abuse victims are also at risk of becoming ensnared in this cycle of violence. It is estimated that 40% of sexual abusers were sexually abused as children. In addition, victims of child sexual abuse are 27 times more likely to be arrested for prostitution as adults than non-victims. Some victims become sexual abusers or prostitutes because they have a difficult time relating to others except on sexual terms. 

Stopping the Cycle of Violence

With early detection and appropriate treatment, society can prevent some victimized children from becoming adult perpetrators. In order to intervene early in abuse, parents should educate their children about appropriate sexual behavior and how to feel comfortable saying no. 

Depo-Provera and other pharmacological treatments can decrease sexual thoughts, urges or drives by lowering male sexual offenders' testosterone levels. This method is sometimes referred to as chemical castration. Offenders' inappropriate attraction to children can be diminished by behavioral modification techniques, such as aversive conditioning, masturbatory satiation, and covert sensitization. Psychological treatment such as psychotherapy and counseling can help offenders understand their behavior and identify its origins. 

Steps must be taken to ensure that perpetrators do not attack again once the criminal justice system's punitive measures have taken their course. All states and the federal government have enacted versions of Megan's Law that require community notification and sex offender registration. Under these laws, authorities are required to notify communities when sex offenders move in. In some cases, law enforcement agencies make the notification while the offender is responsible in others. Registration laws require offenders to provide information such as name and address to a law enforcement agency. The FBI maintains a nationwide sex offender registry. 

Adult Survivors of Child Sexual Abuse                                                                                                            

Survivors of child sexual abuse use coping mechanisms to deal with the horror of the abuse. One such mechanism, protective denial, entails repressing some or all of the abuse. This may cause significant memory gaps that can last months or even years. Victims also use dissociative coping mechanisms, such as becoming numb, to distance themselves from the psychological and physiological responses to the abuse. They may also turn to substance abuse, self-mutilation and eating disorders. In order to recover, adult survivors must adopt positive coping behaviors, forgive themselves, and relinquish their identities as survivors. The healing process can begin when the survivor acknowledges the abuse. When working with adult survivors of child sexual abuse, therapists should consider the survivor's feeling of security and the personal and professional ramifications of disclosure. 

Societal influences play a big role in the recovery process. Although males are raised to shoulder responsibility for what happens to them, male victims need to understand that the victimization was not their fault. Only then can they begin to accept that they were not responsible for the abuse. 

Incest

· Research indicates that 46% of children who are raped are victims of family 
members.  

· The majority of American rape victims (61%) are raped before the age of 18; 
furthermore, an astounding 29 percent (29%) of all forcible rapes occurred when the 
victim was less than 11 years old. Eleven percent of rape victims are raped by their 
fathers or step-fathers, and another 16% are raped by other relatives.  

· The study of a nationally representative sample of state prisoners serving time for 
violent crime in 1997 showed that, of those prisoners convicted of rape or sexual 
assault, two-thirds victimized children and almost one-third of the victims were the 
children or step-children of the assailant.  

· In a study of male survivors of child sexual abuse, over 80% had a history 
of 
substance abuse, 50% had suicidal thoughts, 23% attempted suicide, and almost 70% 
received psychological treatment. Thirty-one percent (31%) had violently victimized 
others.  

Introduction 

While the prevalence and severity of child abuse in the United States has been given an increasing amount of attention -- attitudes, definitions and statistics continue to vary. The examination of incest may incite some of the greatest discrepancies, for it remains one of the most under-reported and least discussed crimes in our nation. An almost international taboo, incest often remains concealed by the victim because of guilt, shame, fear, social and familial pressure, as well as coercion by the abuser.

Definition 

One definition describes incest as: "...the sexual abuse of a child by a relative or other person in a position of trust and authority over the child. It is a violation of the child where he or she lives -- literally and metaphorically. A child molested by a stranger can run home for help and comfort. A victim of incest cannot". Additional definitions include the following characteristics: 

· Sexual contact or interaction between family members who are not marital partners; 

· Oral-genital contact, genital or anal penetration, genital touching of the victim by the 
perpetrator, any other touching of private body parts, sexual kissing and hugging; 

· Sexually staring at the victim by the perpetrator, accidental or disguised touching of the 
victim's body by the perpetrator, verbal invitations to engage in sexual activity, verbal 
ridiculing of body parts, pornographic photography, reading of sexually explicit material 
to children, and exposure to inappropriate sexual activity. 

Overview                                                                                                                                                                                      

Incest does not discriminate. It happens in families that are financially-privileged, as well as those of low socio-economic status. It happens to those of all racial and ethnic descent, and to those of all religious traditions. Victims of incest are boys and girls, infants and adolescents. Incest occurs between fathers and daughters, fathers and sons, mothers and daughters and mothers and sons. Perpetrators of incest can be aunts, uncles, cousins, nieces, nephews, step-parents, step-children, grandparents and grandchildren. In addition, incest offenders can be persons without a direct blood or legal relationship to the victim such as a parent's lover or live-in nanny, housekeeper, etc. -- as this abuse takes place within the confines of the family and the home environment. The study of a nationally representative sample of state prisoners serving time for violent crime in 1991 revealed that 20% of their crimes were committed against children, and three out of four prisoners who victimized a child reported the crime took place in their own home or in the victim's home. 

Estimates of the number of incest victims in the United States vary. These discrepancies can be attributed to the fact that incest remains an extremely under-reported crime. All too often, pressure from family members -- in addition to threats or pressure from the abuser -- results in extreme reluctance to reveal abuse and to subsequently obtain help. 

Incest has been cited as the most common form of child abuse. Studies conclude that 43% of the children who are abused are abused by family members, 33% are abused by someone they know, and the remaining 24% are sexually abused by strangers. Other research indicates that over 10 million Americans have been victims of incest. 

Victims of incest are often extremely reluctant to reveal that they are being abused because their abuser is a person in a position of trust and authority for the victim. Often the incest victim does not understand -- or they deny -- that anything is wrong with the behavior they are encountering. Many young incest victims accept and believe the perpetrator's explanation that this is a "learning experience" that happens in every family by an older family member. Incest victims may fear they will be disbelieved, blamed or punished if they report their abuse. 

In addition, some recent research suggests that some victims of incest may suffer from biochemically-induced amnesia. This condition can be triggered by a severe trauma, such as a sexual assault, which causes the body to incur a number of complex endocrine and neurological changes resulting in complete or partial amnesia regarding the event. Thus, any immediate and/or latent memory of the incident(s) is repressed. 

Girls and women are at substantially higher risk of being sexually assaulted than males. A  study of all state prisoners serving time for violent crime in 1991 revealed that of all those convicted for rape or sexual assault, two-thirds victimized children and three out of four of their victims were young girls. However, estimates of male incest may be low due to the fact that, while girls are extremely hesitant to disclose incest, boys are probably even more so. Boys may be especially reluctant to admit incest victimization because of the sexual details and their fear it may indicate to others a weakness and/or homosexuality, which can result in negative social stigmatization. 

Incest can have serious long-term effects on its victims. One study concluded that among the survivors of incest who were victimized by their mothers, 60% of the women had eating disorders as did one-fourth (25%) of the men. Eighty percent (80%) of women and men reported sexual problems in their adult life. In addition, almost two-thirds of the women stated that they never or rarely went to the doctor or the dentist as the examination was too terrifying for them. Posttraumatic stress disorder (PTSD) -- which includes amnesia, nightmares and flashbacks -- also remains prevalent among incest survivors. Children who have been sexually abused by a relative suffers from even more intense guilt and shame, low self-esteem, depression and self-destructive behavior (such as substance abuse, sexual promiscuity and prostitution) than children who have been sexually assaulted by a stranger. 

Whether an incest victim endured an isolated incident of abuse or ongoing assaults over an extended period of time, the process of recovery can be exceptionally painful and difficult. The recovery process begins with admission of abuse and the recognition that help and services are needed. There are services and resources available for incest victims -- both children and adult survivors of incest. Resources for incest victims include books, self-help groups, workshops, short and long-term therapy programs, and possible legal remedies. Many survivors of incest have formed self-help/support groups where they along with other incest survivors can discuss their victimization and find role models who have survived incest.  

Reporting Abuse of Children

Introduction
Child abuse is a leading cause of homicide in the first few years of life. Increases in statistics of child abuse over the last 10 years have been attributed to increased public awareness and willingness to report. The Department of Health and Human Services continues to work with national and local child protective agencies to improve the mechanisms of reporting. This includes standardizing definitions, criteria or reporting, and forms. Education of health providers, childcare workers, teachers, law enforcement personnel, and the public continues to be key to the success of these endeavors.

	Abuse Statistics 

	· Homicide is now a leading cause of childhood death in the United States in all age categories. 

· Handgun homicide rates have risen fastest for children 5 to 9 years old. 

· Nonfatal assault by caretakers is estimated to be 100 times more frequent than homicide. 

· In children 1 to 4 years old, homicide and child abuse was the fourth leading cause of death in the United States in 1990. 

· Over 3 million children and adolescents are reported abused each year by the adults responsible for them. 

· Five percent to 7 percent of females 12 to 18 years old have been sexually assaulted. 

· In pediatric emergency departments, about 10% of all traumas in children less than 3 years old and 25 percent of all fractures in children less than 2 years old are due to physical abuse. 
· About 85 percent of fatal child abuse is attributed to other causes (such as SIDS, seizures, choking, meningitis)
 


Initial history and examination
When you take the history of an injured child, be skeptical. Never assume that physical abuse has not occurred. Keep the diagnosis in mind, and rule it out as you would other possible causes of injury. Treat the situation objectively, but ask yourself the following questions:

Does the history make sense? An unexplained or vaguely explained injury/condition may be your first clue in detecting whether an injured child has been intentionally abused. Most parents know when and where their child was hurt and show complete willingness to discuss it in detail.

Do the stories of the caretaker and child differ regarding dates, times, and causes? The caretaker’s dating of the injury and the clinical dating of the injury should correspond. If the caretaker reports only minor injury and major injury is present, or if the child has an injury or condition not mentioned by the caretaker, be suspicious.

Are the caretaker’s reactions appropriate? If the history reveals an inappropriate awareness on the caretaker’s part of the situation’s severity (either overreaction or under-reaction), be concerned. Does the caretaker dwell on his or her own needs and problems? Does he or she show detachment or a lack of sensitivity to the child’s needs? An example of this is a parent who doesn’t hold or comfort the child during the exam or handles the child in a rough way or threatens the child with bodily harm. 

Did the caretaker seek medical treatment within an appropriate time frame? Be concerned if the caretaker has delayed seeking medical care or refuses to consent to further diagnostic studies. About 60 percent of abusers delay several hours to days before seeking medical care. 
Has the child been brought in several times recently for minor or nonsubstantiated complaints? In this instance, parents may be reaching out for help from a situation that has become overwhelming.

What is the child’s overall condition? The child should be dressed appropriately for the weather and appear clean and adequately nourished. If the child is awake and alert, check to see if he or she is fearful or watchful. Most importantly, is the injury developmentally possible or feasible? For example, a 2-week-old infant’s rolling off the bed onto the floor or a 3-month-old with femur fracture and no history of trauma. 

Abused children demonstrate a wide variety of behaviors. Some sources suggest that these behaviors can be categorized, but each child is different and responds differently. Some abused children may become overly compliant, passive, and undemanding while others are extremely aggressive, demanding, and full of rage. Lags in development may be observed in some children secondary to lack of adequate stimulation as in neglect cases or due to neurological damage due to malnutrition or head injury. The child may have ADHD (attention deficit hyperactivity disorder) or ADD (attention deficit disorder), contributing to parental frustrations. Children may have temper tantrums, short attention spans, and aggressive behavior from being raised in a chaotic environment. 
Severely abused children sometimes learn what to do for the parent without considering their own needs. Worrisome behaviors include inhibited verbal or crying responses inordinate shyness, immobility, dependence, lack of curiosity, fear of appearing curious, wariness of physical contact, excessive concern for a parent’s needs, and excessive self-control.

Has someone been accused? Sometimes the responsible party comes forward and confesses to the event; however, information usually is not volunteered without careful interviewing. At other times the child is the accuser, or one parent accuses the other. The allegations might be true, but the implicated person needs to be interviewed privately as soon as possible. Often the accuser will be unable to remember the name of the implicated person.

Are other risk factors present? A history of repeated injuries or in the child or in siblings, including incidents that have plausible explanations, should be taken into account. Ascertain whether the incident stemmed from a family crisis. Did the incident occur between midnight and 6 a.m.? Histories associated with domestic violence or gang-related activities require careful scrutiny. 
Determining Suspicion
Deciding whether an injury is accidental or inflicted is a difficult process. Frequently little or no history is given by the caretaker who brings a child in for medical attention. In evaluating whether an injury is accidental or inflicted, ask for a narrative description of the event by witnesses and follow up with these questions:

· What time did the accident occur? 

· Who are the primary caregivers and who was with the child? 

· Who else saw the accident? 

· When was the child last observed to be well? 

· What did you do for the child on discovering the injury? 

· How did the child respond after the injury occurred? 

· Has anything like this happened before? 

· Does the child have any other medical problems? 

· Who is your child’s doctor? 

· When was the last time your child was seen for medical care? Why?

For falls, ask: 

· What position was the child before the fall? 

· How far did the child fall? 

· How did the child land? 

· Did the child strike his or her head? If so, where? 

· Did the child cry after the event? Was there a change in behavior after the fall? 

These questions help to evaluate what happened and why. Keep in mind the characteristics of histories in which physical abuse occurs. Ask questions in a nonaccusatory way. Do not mention abuse. You will get the most information from people who trust you. Ask objective questions and keep your face “quiet,” not expressing your suspicions. Although what appears to be abuse may be just that, accusations don’t garner admission or important information. In addition, what seems to be abuse may be something unintentional. After you take the history, make sure that a complete physical examination is conducted and that physical evidence of abuse is sought. If a physician performs the examination, immediately notify him or her of your concerns.

Reporting Child Abuse
California law requires that all suspected abuse of minors be reported by telephone to child protective services immediately or as soon as practically possible and that a written report be submitted to CPS within 36 hours.  If you suspect, you must report. Consider the nature of the injury, the caretaker’s explanation, the child’s developmental level, and evidence of other injuries (past or present) before determining if there is a basis for suspicion. Document all findings in the child’s medical record in a factual and objective way. 

Your facility has procedures for reporting suspected abuse. If you do not make the report directly, make sure someone has reported and do not be talked out of your “reasonable suspicion of abuse.” Report it.

The reporting process starts with a phone call to the police or to CPS. Mandated reporters must use special forms to report suspected child abuse to the referral agency.

Professional medical personnel may need to submit additional documentation in cases of child abuse. These special documents provide agencies with detailed medical information. Physicians or practitioners who conduct medical examinations for evidence of sexual assault also have additional documentation to complete, wherein the patient consents to be examined.

Nursing Implications
When abuse is suspected and the child appears to be at risk for additional injury, hospitalization for further medical evaluation is indicated. This enables the child to be appropriately treated and protects the child from further injury.

An important aspect of your nursing care is to support the child through this process. Make sure the child is prepared for any examinations, lab work, tests, and photographs if applicable. Photographs typically concentrate on the area of injuries and may be used for peer review, teaching purposes, or for additional documentation and should not include the faces of the children. If used for additional documentation, they should be properly labeled with the patient’s name, medical record number, date, time, and patient’s date of birth. This preparation sometimes takes longer than the examination, but it ensures that the examination does not turn into another “assault.” Give children as much control as possible so they do not feel that they have been further victimized.

During this time you will speak with and observe the child. Do this in a way that establishes a safe environment for him or her. This may give you opportunities to collect information. Verbal children may say that they will tell you something if you can keep it a secret; however, never promise a child something that you cannot deliver. Let the child know that if issues come up about people hurting each other, then what is discussed is not private. 
Examine your own feelings about child abuse. This can be difficult, especially when it appears obvious that abuse has taken place. Your first reaction may be to accuse the responsible party and let him or her know what you think of the situation. However, this serves no purpose and can interfere with your ability to deliver the necessary care to the child. If you give in to feelings of anger, the child will experience increased fear and pain.

Don’t let your feelings interfere with therapeutic interventions. You are there to help the child, not to condemn the perpetrator. Most abusers are very troubled people who may not be able to control their actions or change their behavior on their own; if you understand this, it may help you gain control over your own powerful feelings.

Registered nurses are mandated reporters in key positions to help identify suspected cases of child abuse. Again, remember that there is no single physical, behavioral, or physiological indicator that abuse has occurred; rather, a combination of physical signs, historical characteristics and behavioral indicators are cause for suspicion.

All healthcare providers need to improve their skills in detecting abuse in children, because the signs and symptoms can be subtle, but the consequences of not detecting abuse can be catastrophic. Too often we determine that abuse has occurred only after a child has suffered irreversible harm.

Long-term treatment of identified caretakers and children frequently involves intense counseling and removing a child temporarily or permanently from the home; sometimes it means criminal prosecution.

To date, the best interventional programs for child abuse have focused on primary prevention. These programs work with caregivers to provide education, social support, and other resources that help improve family and community environments. Nurses are the key healthcare providers in these primary prevention programs. Unfortunately, programs like these are not always available in communities; if they are, they often suffer from temporary or inadequate funding.

Investigating Allegations of Child Abuse
Introduction
In hospital units, outpatient centers, and physician offices, nurses play a pivotal role in child abuse investigations because they often have some of the first contact with these children. Nurses can become specialists in this area as forensic interviewers or child sexual abuse examiners. Ideally this interview should occur with a trained interviewer. A nurse’s most important role is to protect the child from unnecessary multiple interviews by coordinating the appropriate individuals in a single interview. This alleviates some of the stress and psychological trauma for the child. Nurses, therefore, have a unique opportunity to bring a caring and sensitive approach to every child abuse investigation.

Current research on the techniques used in child abuse investigations shows that the investigative process itself often causes further psychological sequelae in abused children. Moreover, research shows that child abuse investigations sometimes camouflage, alter, or destroy the truth through repeated questioning and multiple interviewers. This research highlights the importance of using safe and consistent techniques for each investigation.  abuse cases.

Preparing to Interview the Child
Even before you walk into the room, you should prepare yourself to be sensitive to as well as objective about the child’s needs and emotional state. Often, preparation will help to minimize the trauma of the interview while helping to preserve its integrity. Remember that child abuse investigations usually involve an array of professionals, each with his or her own idea of what information must be obtained from the child. It is not uncommon for the child to go through five to 10 interviews during the investigative phase, often with no communication among the investigating professionals. Poor investigations, including repeated questioning, can only exacerbate the child’s feelings of guilt and shame. 

Another important area of concern before you start are the factors that can influence the accuracy of the child’s responses. The following two factors can have a profound effect on the child’s ability to describe accurately the events of the abuse incident:

The child’s developmental level. Your interview should be tailored to the developmental level of each child. Failure to assess the child’s developmental level can lead to inappropriate questioning and limit your ability to gather accurate information. You can allow an initial free play period before the interview to provide an opportunity to assess the child’s ability to talk, draw, and interact. Be prepared to use a variety of interviewing tools, such as dolls, paper, crayons, and toys that match the developmental age of the child. 
The interviewer’s behavioral responses in the interview. The degree to which the interviewer’s emotional expression permeates the interview can distort the data collected during the investigation. Try to maintain an objective demeanor. Both the positive and negative emotions you show will affect the child’s ability to accurately answer questions. The three behaviors that are most likely to convey emotions are tone of voice, body language, and physical cues.

Tone of voice is a crucial part of each question. An overly positive verbal response, such as “I am so glad you told me about Uncle Joe,” can mistakenly denote approval of the content of the child’s statement, while an overly negative response such as “Really? Are you sure of that?” can cause the child to withdraw or to feel forced to provide data inconsistent with his or her experience. The second behavior, emotional body language, can be unknowingly expressed in many ways. Facial expressions such as surprise or disgust may cause the child to over dramatize the experience or withhold further information. The last behavior, the use of physical cues such as touch, can imply affection, discipline, or direction. As a result, you should be extremely cautious about touching the children whom you are evaluating.

The use of equipment and teaching tools during the interview. Any equipment used during the interview should be chosen carefully to further the goals of the interview, not inhibit the child’s responses. Photographs and media coverage of the alleged perpetrators can unduly influence the child’s ability to describe the events of the abuse. Also, the use of videotape recording may prevent the child from volunteering information, especially if the child fears that the tape will be shown to others. Teaching tools for the prevention of child abuse should not be used during the interview, because those tools often convey value judgments concerning abuse. Remember that child abuse interviews are not supposed to be instructional exercises, but data-gathering activities. 
Interviewing the Child
In general, it is essential to have the parent’s presence and support during the physical examination. Nevertheless, for the actual interviewing, the child should be seen separately from the parents. A child will be more candid if the interview is held in a safe place. Such disclosures may be inhibited even if the offender is in the waiting room when the child is interviewed. 
Once you have located an appropriate place for the interview, begin by getting acquainted with the child. Remember to sit down and, if possible, to join the child at the child’s level, perhaps the child’s play table. Take your time during the interview; rushing or demanding answers will yield less, not more, information. 
You could begin by asking the child what words he or she uses to describe parts of his or her body; use those same words throughout the interview. Young children especially need to be given the opportunity to relate their versions of the event in their own way (script memory). After they have given their own account, you can pose more specific and unambiguous questions to aid children and to clarify inconsistencies.

You may find that when the interview question is too developmentally advanced for the child, he or she may begin to answer repetitively or with an “I don’t know” response or, worse yet, to withdrawal from the interview altogether. On the other hand, language that is too simplistic for the child (baby talk, for example) may lead the child to “match” the interviewer’s example by using regressive behavior and speech. Finally, keep in mind that legal authorities often require that the child state the exact number of times and the exact dates of abuse in order to establish the number of indictable offenses. You will find, however, that it is often impossible for very young children to remember this because they do not have an adult’s spatial concept of time and numbers. Therefore, be prepared to explain to legal authorities why you have not pressed a very young child to answer such complex questions.

At the end of each interview session, it is appropriate to ask the child if he or she has any questions. You may find that some of the most important information emerges as a question to you. Be alert to new information and use this opportunity to pursue it thoroughly.

Finally, after the interview, write down all the questions that you have been posed precisely as possible. Then write down the responses using the child’s own language.

Interviewing the Mother
Use sympathetic, open-ended questions. Although at times it is difficult to interview the parents in a possible child abuse case, remember that your goal is to gather information, not judge actions. Ask questions that allow the mother to describe events in her own words. Also avoid questions that might telegraph suspicions, point blame, or specify desired responses. If a mother expresses painful emotions during the interview, you can affirm her feelings by stating, “That must have been difficult for you,” or “I can see that makes you sad.” Such affirmation of emotions will demonstrate your ability and desire to listen while building a framework for asking more difficult questions later on in the interview. 
You’ll want to list all of the child’s caregivers and their relationship to the child. In addition, you should find out how much responsibility each of these caregivers had and what the mother’s relationship was like with each of them. At this point in the interview it is appropriate to ask, “Is anybody hurting you in your life right now?” Positive responses are appalling frequent.

At the end of the interview allow time for the mother to ask questions. As with the child, you may find that important information emerges in the form of a question. Also, the mother will find it helpful to know that you are responsive to her concerns.

Interviewing the Father
Use the same techniques for interviewing the father that you used with the mother. During the interview, make a note of any discrepancies about the child’s health history. Again, it is important to note that your job is to gather information, not make judgments. You will find that a respectful, compassionate perspective will go a long way to encouraging honest and complete responses.

It is important to note that fathers who have victimized their children are often narcissistic. They may portray themselves as men who have been accused of things that no person would ever do. It is important to remain cautious and objective when you respond to such emotion and to avoid appearing supportive to the father’s efforts. Maintain an inward skepticism while showing your concern and willingness to listen. Finally, avoid drawing quick conclusions and making promises that may be difficult to keep later in the investigation.

Nursing Implications
Nurses play two key roles in the investigation of suspected child abuse cases. Because the investigative process itself can traumatize the child, often the most important role is to help coordinate an interdisciplinary investigation.  Interdisciplinary coordination during the investigation ensures that a family’s need for services such as counseling, parent education, and stress reduction is identified and met.

Another important role for nurses is interviewing the child and family. If you find that you are becoming increasingly involved in these interviews, take time to examine your own feelings about child abuse. It is not uncommon to feel anger, disgust, and sadness for the victim, and it is important to acknowledge those feelings before they interfere with your ability to remain objective. Note that a respectful and compassionate approach to each interview will elicit honest, informative, and complete responses. Tell the family that your role is to gather information and not draw conclusions.

Finally, it is important to remember that the child’s history and testimony are often the most important evidence for the prosecution, especially in the absence of physical corroborating evidence. Gathering accurate information from the child and the parents will dramatically affect the outcome of any child abuse investigation. Becoming a skilled investigator requires patience, interdisciplinary support, and planning designed to serve the needs of children as well as their families.

Now and Later 
Abuse or neglect takes its toll on the victim over the short and the long term. How he's affected depends on many factors including his age; the nature, extent, and duration of the abuse; and his relationship to the abuser. Family and health care professionals also affect his response: Receiving their support from the time abuse is uncovered throughout treatment contributes to the child's healing. 

The short-term consequences of abuse are the physical and behavioral indicators that lead you to suspect abuse in the first place. Common residual or long-term effects include difficulty trusting others, low self-esteem, anxiety, and anger. The victim may develop depression, phobias, eating disorders, or sleep disturbances. He may abuse drugs or alcohol, become aggressive, or attempt suicide. He has an increased risk of low academic achievement, juvenile delinquency, and adult criminality. A girl may become pregnant during her teens. 

Sentencing Enhancements                                                                                                                       

Along with defining specific offenses as crimes against children, states often attach a higher penalty for various violent offenses when they are committed against children. For example, in Arizona, indecent exposure is ordinarily a Class 1 misdemeanor, but indecent exposure to a person under 15 is a Class 6 felony. The young age of the victim may also be an "aggravating circumstance" in sentencing an offender, as in Alaska and Indiana. 
Mandatory Reporting of Child Abuse                                                                                            

Most states give immunity from lawsuits for any person who makes such a report in good faith, and frequently provide that the identity of the reporter remains confidential. However, such confidentiality usually will not prevent the reporter from being identified in any legal proceedings that result from the investigation of the initial report. There are legal time limits imposed for the initiation and completion of the investigation of any abuse or neglect report. In some states, the person who initially made the report of child abuse is entitled to a copy of the resulting investigative report.

Representation of Children in the Courts                                                                                            

In the court system, states take care to see that the interests of a child are represented. States recognize that children need additional sensitivity and guidance as they move through the criminal justice process. For many years, states have appointed a guardian ad litem to protect the best interests of the child in legal proceedings—especially in proceedings adverse to the child’s parents or legal guardian. Now, more states are using court-appointed special advocates (CASA) — volunteers who are assigned to a child’s case to protect the best interests of the child. They assist the court in making discretionary decisions such as the best placement for the child victim, as well as to resolve questions concerning the child’s competency to testify. The duties of CASA volunteers frequently include guiding the victim and victim’s family through the investigative and judicial processes. CASA volunteers may also help the child and the child’s family cope with the emotional impact of the offense.

Background Checks 

There is expanded awareness today of the potential for child abuse in institutions, such as schools or day care facilities, and organizations; such as scouting and sports clubs. As a result, states generally require criminal history background checks for employees and license applicants for child care facilities, schools, and other institutions. Many of these laws allow only for a check of the convictions in a person’s record, but others also include a check for prior arrests, and of the state’s sex offender registry—if there is one. While children’s organizations such as sports, scouting, or other programs are not generally legally required to conduct background checks on volunteers; they are often permitted and encouraged to take these precautions.

School Safety Laws

With the increasing concern about violence in our nation’s schools, states are trying various legislative approaches to make schools safer. Many have established "school safety zones," which may involve prohibiting dangerous offenders from residing within a certain distance of a school, increasing the penalty for crimes committed in a school or on school grounds, and prohibiting possession of weapons in school zones. States have also begun to require school personnel to report violent crimes on school grounds. 

In addition, states have begun to address the problem of teacher safety. Several states have created special crimes for assault of teachers. Some states require that school personnel be notified when a juvenile attending that school is arrested or adjudicated for a violent crime. In Kentucky, a teacher must be notified before a student with a history of physical abuse of school personnel, or carrying a concealed weapon to school, is placed in the classroom. Several states have also enacted laws to ensure that teachers who are assaulted on the job have paid leave of absence or other compensation. 
Missing Children

States have also adopted laws relating to missing children. States often require a child’s birth certificate or school records to be flagged when the child is reported missing. Then, if the child’s records are requested by someone—for instance, if someone requests the records to register the child in another school—the officials are put on notice that the child has been reported missing. The official can then follow the state’s procedure for investigation of the request. Another trend in the law is to require police to file an immediate report of a missing child into a statewide computer system, rather than permitting police to wait for a period of time to ensure that the child is indeed missing.

	 
	It’s a Jungle Out There
Although the Internet can be an educational tool for children, it can also be a breeding ground for harassment and child exploitation. Based on interviews with a nationally representative sample of 1,501 youths age 10 to 17 who use the Internet regularly, within the last year —
· Some one in five received a sexual solicitation or approach over the Internet. 

· One in 33 received an aggressive sexual solicitation — a solicitor who asked to meet face to face somewhere, telephoned, or sent regular mail, money, or gifts. 

· One in four had an unwanted exposure to nude pictures or pictures of people having sex. 

· One in 17 was threatened or harassed. 

· About one-quarter of young people who reported these incidents were distressed by them. 

· Fewer than 10% of sexual solicitations and only 3% of unwanted exposure episodes were reported to authorities. 

· About one-quarter of the youth who encountered a sexual solicitation or approach told a parent. Almost 40% of those reporting an unwanted exposure to sexual material told a parent. 

· Only 17% of youth and about 10% of parents could name a specific authority to which they could make a report, although more said they had “heard of” such places. 

· In households with home Internet access, only one-third of parents said they had filtering or blocking software on their computer at the time they were interviewed. 

As nurses, we are not only caregivers, but educators. We realize that children often receive benefits from being online, but we also know that they can become the targets of exploitation. We understand that kids online are at risk for being exposed to inappropriate material. Nurses are in a pivotal position to educate children and parents on how to minimize these risks. The most important skills that we rely on in this task are our communication and interviewing skills. Effective communication skills can be an excellent tool in assisting the nurse in identifying children at risk for online exploitation. By using therapeutic communication techniques, such as listening, respecting, clarifying, validating, reflecting, and making observations, we can also assist the child in expressing feelings.
Safety Begins at Home
Keeping kids safe while online boils down to a few basic principles. First, we need to let children know why they should follow specific guidelines to avoid hidden dangers. It’s simply not enough for a parent to say, “Don’t chat with anyone,” or “Don’t give anyone your telephone number.” By explaining the risks inherent in these actions, a parent can make a more meaningful impact.
We need to remind parents and children that the Internet can be a preying ground for sex offenders who may be trying to lure victims. According to Laura Ahearn, CSW, founder of Parents for Megan’s Law, offenders will try to get specific information from your child without directly asking for it. They may ask whether the child plays on sports teams and even where these games are played. Ultimately, they want to try to set up a meeting.
 Parents can role model safe Internet practices by reinforcing these safety guidelines for children.
· Never give out your name, address, or telephone number. It’s not safe to tell someone on the Internet where you go to school or where you and your friends hang out. 

· Don’t meet anyone in person whom you’ve met online. You can’t tell whether it’s a 14-year-old or a 50-year-old. Sex offenders who want to hurt children will pose as children to gain your trust. However, many of these adults actually harm children. 

· Sending pictures of yourself or your family can be very dangerous. A sex offender who is looking for children will try to trick you into sending a photograph. In turn, the adult might send a picture of a child to make you believe that he is about the same age as you. 

· Tell your parents or someone you trust if a person is communicating with you in a manner that makes you uncomfortable in any way. 

· Talk to your parents often and keep the lines of communication open. They are there to protect you. 

Be Afraid — Be Very Afraid
For parents, it’s pretty straightforward. Know what your child is doing on the Internet at home and away from home. Keep tabs on what’s going on at school, in libraries, and in the homes of your child’s friends. Sure, the Internet is an excellent learning tool for children. However, there are countless hidden dangers as well. Child sex offenders may surf the Net in search of their victims. Although there are female offenders, the typical perpetrator is an adult male who logs onto the Internet and enters a chat room in which children congregate.
Spend time online with your child and talk about both the benefits and the dangers of using the Internet. And remember that although older children crave privacy, they also need parental involvement and supervision while online. Set boundaries. Develop a contract for online safety and have your child agree to the rules.
Have a watchful eye. According to the Federal Bureau of Investigation’s (FBI) Parent’s Guide to Internet Safety, it’s best to keep your computer in a room where you can closely supervise your child, such as a family room. Most important, make time to talk to your child. Sex offenders who victimize children on the Internet often seek those who have trouble communicating with their parents. Computer-sex offenders try to ruin family relationships while gradually seducing their targets. They talk about what’s in style with kids to gain trust. They may lavish the child with attention, affection, kindness, and even gifts as extreme as plane tickets to make a personal meeting possible. These perpetrators may devote considerable time, money, and energy to this process. Sexually explicit content might be introduced slowly and child pornography may be shared to lure the child into thinking that sex between children and adults is “normal.”
A Reality Check
Government agencies, such as the National Center for Missing and Exploited Children, the FBI, the US Postal Inspection Service, and the US Customs Service are hard at work on the front lines against child exploitation on the Internet. To illustrate how these agencies can work to protect our youth, consider what one undercover inspector with the US Postal Inspection Service shares about the real dangers of online chat rooms. According to this source, he poses as a 12-year-old boy on the Internet and receives several responses from adults suggesting sex. The inspector explains, “We go to online chat rooms regularly between the hours of 3 PM and 10 PM. The predators are hoping to chat with a child who is alone at home and unsupervised at the computer.” The inspector receives 12 hits in 15 minutes from adults who want to meet him. He explains, “Some of these predators are not only online seeking child victims, but are at parks, libraries, or game rooms. Some seek employment where there is easy access to children.” The inspector admits that what disturbs him even more is when he uncovers a predator that has created an online community. Here they can meet other predators and share information about how to lure child victims. “The greatest challenge that the Internet poses for law enforcement,” he laments, “is that it provides the predator with anonymity.”
Don’t Be the Weakest Link
Educating children and parents about Internet safety is a prevention tool with great potential. Early detection is equally important. An immediate, effective intervention can be a roadblock to a potentially deadly path. Consider the case of a 13-year-old girl who was communicating with a 25-year-old man in a chat room. She met this individual in person several times. Was there a moment in this chain of events that could have changed the outcome? Maybe yes, maybe no. Sadly, her body was found in a remote ravine in Greenwich, CT.
It is said that knowledge is power. Perhaps we can have an impact through training programs for nurses and other healthcare professionals who are responsible for educating children. Nurses can ask questions regarding Internet use during the admission process. Assessment is the first phase of the nursing process and is ongoing. Here’s where we can spot patients at risk for online child exploitation. We can question parents and identify changes in their child’s behavior, such as sleep disturbances, anxiety, poor concentration, depression, and changes in eating habits, decreased time with friends or family, and disrupted relationships. A questionnaire may be given to parents to home in on risk.
· Does your child spend a lot of time online? At night? Unsupervised? 

· Have you noticed a change in your child’s behavior? 

· Does your child turn the computer off when you enter the room? 

· Does your child receive mail or packages from someone you don’t know? 

· Does your child have a new friend whom you’ve never seen or spoken to? 

· Does your child spend less time with family and friends? 

· Do you know whom your child communicates with online? 

· Do you know your child’s screen name? 

Look at your practice as a nurse. Consider how you can incorporate these safety strategies into your day-to-day contact with children and parents. It’s in your hands. You can make a difference and you can help keep our children safe on the Internet.


	Nipping Child Abuse in the Bud 
Teach your patients these techniques to protect children. For parents: 
If you feel overwhelmed and out of control, don't take it out on your child. Follow these tips instead. 

· Take a deep breath...and another. Notice how your heart slows down. Now talk to your child calmly. 

· Close your eyes. Pretend you're hearing what your child's about to hear. 

· Press your lips together and count backwards from 20. 

· Put yourself in time out. Remember to make sure the child is safe. 

· Phone a friend. Know whom you can rely on for help and keep the numbers next to your phone. 

· If someone can watch your child, go outside and take a walk. 

· Turn on some music. Maybe even sing along. 

· Splash water on your face. 

· Hug a pillow. 

· Hug yourself after you cool down and compliment yourself on being a great parent.                                                                                                     For any adult: 
· Help a friend, neighbor, or relative who may be struggling with parenting responsibilities. Offer to take care of the children so the parent can rest or relax. 

· Get involved in developing services for families, such as community parenting groups, school programs that teach strategies to keep children safe, or parenting resources at your local library. 

· Volunteer at a local child abuse program. 

· Report suspected abuse or neglect. Call your local department of child and family services, typically listed in the phone book under 'Welfare' or 'Health and Human Services Department.' Or call the police.                                                                                                                  For someone who sees an out-of-control adult: 
· Start a conversation with the adult to direct attention away from the child. For example, 'Children can wear you out, can't they? Anything I can do to help?' 

· If the child is misbehaving, divert his attention by talking to him. 

· Look for an opportunity to praise the parent or child. 

· If the child is in danger, offer assistance. For example, if he's unattended in a grocery cart, stand by until his parent returns. 

· Avoid negative remarks or looks, which are likely to increase the parent's anger and could make matters worse. 

Source: Prevent Child Abuse America, Chicago, Ill. 


Conclusion

A team approach to all of these cases is essential. The combined resources of nursing, medicine, psychiatry, social and nutritional services can result in a comprehensive treatment plan enabling the family to return to the community with supports in place.

MSBP cases present unique challenges to healthcare providers and require a coordinated approach to achieve successful outcomes. 

Child sexual abuse is frequently not associated with any physical findings and is cloaked in secrecy, making the detection of this form of child maltreatment difficult. Therefore, it is essential that health providers be aware of the fundamental indicators of child sexual assault and not be afraid to consider it as part of a differential diagnosis. If the child discloses the assault, it is vital that the child is believed and that appropriate interventions take place quickly.

Child protection laws are continuing to change. With new crimes against children being defined, increased protection for child victims put into place, and new measures enacted to prevent crimes against children, states are attempting to find the most effective ways to protect society’s youngest members. 
The key to changing abuse statistics is making the care of children a national priority. Programs that enable communities to provide primary prevention services in child safety, discipline, nutrition, education, child care, and respite care help society learn to value its greatest resource.
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Federal Bureau of Investigation

The FBI runs the Innocent Images National Initiative unit, which handles all incidents of sexual exploitation of children. Innocent Images started in 1995 to address the growing concern of identifying people who use the Internet to exploit children. The FBI’s Crimes against Children Program investigates and prosecutes crimes against children. Online child pornography/child exploitation is the most significant of these offenses. According to the FBI, there was a 1,997% increase in the number of cases opened between 2006 and 2008, from 113 to 2,370.7 To report sexual exploitation of children, contact the Crimes against Children coordinator at your local FBI field office. 

US Postal Inspection Service

The US Postal Inspection Service is a federal law enforcement agency responsible for investigating crimes involving the US mail, including the prevention of child exploitation by eliminating the distribution of child pornography material. Although pornographic images of children were once solely distributed and traded via the mail, the Internet has provided a new and more efficient way to continue the victimization of children. Images of children are now distributed to millions with the touch of a keypad or click of a mouse. Postal Inspectors must now go undercover and enter chat rooms and newsgroups where these child sex offenders lurk.  

US Customs Service 

The US Customs Service protects our nation’s borders and also targets cybercrime and the illegal importation and trafficking of child pornography. Customs will pay cash awards pursuant to Title 19 of the US Code, Section 1619, for information concerning a violation of custom laws (e.g., child exploitation on the Internet from different countries or child pornography) if the information leads to the recovery of fines, penalties, or forfeitures
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