ED Protocol for Management of 

Physical Abuse in Infants and Children
                                                      CP arrest?                Initiate indicated W/U    

                                                                                    & treatment, Admit
        Perform thorough history1 & PE2

Obtain emergency surgical support if needed

  Obtain appropriate radiographic3 & laboratory4 studies

Contact Security/NCIS5


Obtain medico-legal photographs of abnormal PE6

Contact CPS7 & Family Advocacy8
                       Consult Ophthalmology as needed9 & Forensic Pediatrics10
    Determine safety plan11
Notes:

1   History:

(a) should include reported mechanism of injury, verbatim allegation (use quotation marks), information provided by other providers or services, correct patient address/phone #, parent/guardian names, witness names/ phone #, & perpetrator name/address/phone #/relationship

(b) is suspicious for abuse if inconsistent or inadequate story of injury, 

inappropriate parental response, delay in seeking medical attention, 

discrepancy between reported mechanism of injury and PE findings, 

evidence of neglect or failure to thrive, evidence of disturbed emotional state, 

prior hx of abuse or suspicious events, or parental substance abuse. 
2   PE is suspicious for abuse if any of the following are present:

(1) bruises:  occurring in infants aged < 6 months, located in protected areas (chest, abdomen, back, buttocks), demonstrating odd pattern (e.g. looped or railroad track marks indicating possible injury from cords, belts, & ropes)

(2) bites:  with intercanine distance of > 3 cm (suggestive of human bites)

(3) burns:  hot water immersions (stocking glove pattern, symmetrically burned buttocks and/or lower legs, spared inguinal creases), absence of splash marks, or clearly demarcated edges 

(4) hemorrhage:  retinal hemorrhage (obtain head CT), duodenal hematoma

(5) fractures: 
(a)  high specificity for abuse

1. classic metaphyseal lesions

2. rib fx, especially posterior
3. scapular fx
4. spinous process fx
5. sternal fx
            (b)   moderate specificity

1. multiple fx, especially bilateral

2. fx of different ages
3. epiphyseal separations
4. vertebral body fx & subluxations
5. digital fx
6. complex skull fx
            (c)   common but low specificity

1. subperiosteal new bone formation

2. clavicular fx

3. long bone shaft fx

4. linear skull fx

3   Radiographic studies: 

(1) sketetal survey:   if suspect abuse in all patients aged < 2 years & selectively  in patients aged 2-5 years (i.e. if suspect prior abuse) 
(2) head CT:  
(a)   if suspect acute intracranial injury, e.g. depressed mental status, altered 

       behavior, focal neuro deficit, signs of skull fx (depressed skull fx, basilar 

       skull fx, significant scalp hematoma, particularly large, boggy or located 

       in temporo-parietal region), signs of increased ICP (bradycardia, 

       increased MAP, abnormal respiratory pattern, increased head 

       circumference, bulging fontanel), hx LOC, seizure, or progressively 

       worsening vomiting 

(b)  if suspect shaking-impact syndrome (e.g. infants with posterior and/or 

       lateral rib fractures)
(3) head MRI:  

(a)  may identify lesions not detected by CT (e.g. posterior fossa injury, 

       diffuse axonal injury)

(b)  may distinguish isodense hemorrhage (i.e. subdural hematoma) from 

       benign CSF collection in infants with significant extra-axial fluid 

       collections 

(4) neck MRI:  if suspect ligamentous injury or spinal cord trauma (e.g. abnormal AP/Lat cervical spine radiographs or focal neuro deficit)

(5) thoracic CT:  if thorax trauma

(6) abdominal CT:  if suspicion or evidence of abdominal trauma
(7) isolated bone radiographs:  for isolated trauma in patients not warranting a skeletal survey

(8) bone scan:  may be indicated to identify early or occult fx

4   Laboratory studies:

(1) CBC & PT/PTT:  in case of bruising or internal hemorrhage (add von 

      Willebrand screen if positive family hx)
     (2)  UA, AST/ALT & amylase:  if signs of abdominal trauma
5   Contact NMCP Security at 953-5224 if alleged abuse occurred on base

6   Contact Med photo (pager 669-1525) & fill out photo request form

7   Contact Child Protective Services (CPS) corresponding to address where alleged 
     abuse occurred (Chesapeake 382-2000; Portsmouth 393-9500; Norfolk 664-6022; 
     Hampton 727-1885; VA Beach 437-3400; Franklin 562-8520; Newport News 926-
     6600; Suffolk 923-3000; York/Poquoson 890-3787); Hotline (after hours) 1-800-

     552-7096 (Virginia) or 1-804-786-8536 (out of state)
8   Fill out Family Advocacy Incident Report & place copies in medical record & in 
     EMD Secretary box (Rm 142415)
9   Dilated retinal exam to detect retinal hemorrhages is indicated in suspected 

     shaking-impact syndrome

10 Consult Forensic Pediatrician (CHCS/Child Abuse Clinic)
11 Consult Pediatrics (pager 669-2116) if disposition is admission.  Contact hospital
     magistrate via OOD (953-5008) ONLY IF dispute exists between physician & 
     CPS plan for disposition.
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