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Child Abuse and Neglect Recognition
Think abuse when the injury story does not match the injury itself or what a child
that age can do.

T H E  S T O RY  I N  O N E  S E N T E N C E

Think abuse when the injury story does not match the injury itself or what a child that age

can do.

“Watch for harm and neglect in kids. Spot the patterns to save lives. Every state says you must

report it—it is the law.”

Normal anatomy — the body's job

Healthy children are cared for by adults who keep them safe, fed, clean, and protected from

harm. Injuries in normal childhood are accidental, match the developmental stage (what the

child can do at that age), and have a clear, consistent story.

B O D Y ' S  J O B

Caregivers watch over kids, provide food and shelter, keep dangerous objects away,

supervise play, and get medical help quickly when a child is hurt or sick. The child's bones,

skin, and brain develop and heal normally when there is no repeated trauma.

A baby cannot roll, crawl, or grab, so injuries in a non-mobile infant are red flags.

A toddler learning to walk falls forward onto hands, knees, and forehead—bruises there are

normal.

Accidents happen suddenly, are witnessed or immediately discovered, and the story stays

the same every time you ask.

Caregivers seek help right away when a child is hurt, and they cooperate with the medical

team without blaming the child.
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What breaks

Abuse is when an adult or older child intentionally harms a child—hitting, shaking, burning,

sexual contact, cruel words, or failing to give basic needs like food or medical care. The

upstream break is the loss of protection and safety.

C L I N I C A L  T E R M

Child maltreatment includes physical abuse (non-accidental trauma), sexual abuse,

emotional abuse, and neglect (failure to provide adequate food, supervision, medical care,

or a safe environment). CDC and AAP define these as acts or failures to act that cause

actual or potential harm.

How the body compensates

The child's body tries to survive each injury by clotting blood, healing fractures, and

maintaining vital signs, but it cannot protect itself from the next episode of harm. The danger

is that vital signs may look stable between injuries while the real threat—ongoing abuse—

continues.

After a hit or shake, the brain swells and bleeds, but blood pressure and heart rate may

stay normal at first because the young body compensates well.

Fractures begin to heal and form new bone (callus) within 7–10 days, so seeing fractures at

different stages of healing proves repeated injury over time, not one accident.

Bruises change color as the body breaks down blood—red or purple when fresh, green or

yellow after several days—so multiple bruises in different colors mean multiple episodes of

hitting.

The caregiver may bring the child in only when the injury is so severe that compensation

fails—seizure, unconsciousness, or visible deformity—missing the window to intervene

earlier.

Siblings at home are at high risk because the same abuser continues the same behavior;

protecting the patient means also protecting brothers and sisters.

The child cannot escape or change the environment, so the cycle repeats unless the medical

team, social work, and child protective services break it.

Domino effect

Caregiver loses control, uses force, or neglects basic care. — Abuse starts when the adult

fails to protect—either actively harming (shaking a crying baby, hitting with a belt, burning

as punishment) or passively neglecting (not feeding, ignoring medical needs). This is the

upstream break.
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Child suffers specific injuries that match the mechanism of harm. — The type of force

leaves a signature: shaking causes subdural a pooled collection of blood (hematoma)

(bleeding between brain and skull) and retinal hemorrhages (bleeding in the back of the

eyes); grabbing and twisting causes metaphyseal fractures (chip fractures at the ends of

long bones); dunking in hot water causes symmetric burns with sharp lines; looped cords

leave parallel bruises or marks.

Body tries to heal—bones form callus, bruises change color, brain swells. — The child's

body responds to each injury by clotting, laying down new bone, and mounting an

inflammatory response, but these healing signs actually become evidence: different-aged

fractures prove repeated trauma, and patterned bruises prove inflicted force, not accidents.

Caregiver delays bringing the child in, changes the story, or blames the child. — The abuser

knows the injury looks bad, so they wait, hoping it will get better on its own, or they make

up a story that does not match (claiming a 2-month-old rolled off the bed when the baby

cannot roll yet). This mismatch is a red flag.

Medical team sees the pattern: injury plus inconsistent history plus delay. — No single

finding proves abuse, but the combination—bruises in protected areas (ears, neck,

genitals), fractures in non-mobile infants, burns with clear borders, plus a story that does

not fit—points to intentional harm, not accident.

Team reports to child protective services and law enforcement (mandatory). — Every

healthcare provider is a mandated reporter by law in all 50 states. Reporting is not about

proving abuse in the ED—it is about triggering a full investigation to protect this child and

any siblings. Failure to report leaves the child at risk of further injury or death.

Without intervention, abuse escalates—more severe injuries, permanent disability, or death.

— Abusive head trauma has a 25–30% mortality rate and high rates of long-term brain

damage in survivors. Repeated fractures can lead to growth problems and chronic pain. The

cycle continues until someone outside the home breaks it.

Early recognition and reporting stop the cycle and save lives. — When the medical team

identifies the pattern, involves social work, and reports to authorities, the child can be

placed in a safe environment, the abuser can be held accountable, and siblings can be

evaluated and protected. This is the off-ramp from the domino chain.

Symptoms · what the patient feels, and why

Injury does not match the story or age: A baby who cannot yet roll over should not have

bruises from a fall. When the injury is more serious than the explanation, or impossible for

that child's age, it raises the question of whether an adult hurt the child instead.
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Many injuries in different healing stages: Bruises change color as they heal—fresh ones are

red or purple, older ones turn green, yellow, or brown. Finding bruises of many colors, or

fractures (broken bones) that healed at different times, means injuries happened again and

again, not just once by accident.

Waiting too long to come in: A caregiver who caused the injury may delay bringing the child

to the doctor out of fear or guilt. The longer the wait for a serious injury like a broken bone

or a burn, the more worried the team becomes that something is being hidden.

Story keeps changing or is different each time: When adults tell different versions of how

an injury happened—or change the story between visits—it suggests the true cause is being

hidden. Honest accidents usually have clear, steady explanations.

Bruises in unusual spots (ears, neck, belly, back, buttocks, genitals): Children who play and

fall naturally bruise their shins, knees, elbows, and forehead—the bony parts that stick out.

Bruises on soft, protected areas like the belly, ears, or inner thighs are much less likely

from play and more likely from being hit or grabbed.

Patterned marks (belt, hand, cord, bite): When a bruise or burn shows the exact shape of an

object—like finger marks, a loop from a cord, or teeth marks—it means that object was

pressed hard into the skin on purpose, not by accident.

Child is fearful, withdrawn, or overly watchful of adults: A child who has been hurt at home

may become very quiet, avoid eye contact, or flinch when an adult moves quickly. This

constant fear and watchfulness happen because the child has learned that adults can be

dangerous.

Poor hygiene, malnutrition, or untreated medical needs: Neglect means caregivers are not

meeting the child's basic needs. The child may be very thin (not getting enough food),

wearing dirty or torn clothes, have rotten teeth, or have ongoing illnesses that were never

treated—all because no adult is taking proper care of them.

Immersion burns with clear lines or sparing of flexed areas: When a child is forced into hot

water, the burn has a sharp, even edge—like a waterline—and may spare the buttocks or

feet if the child pulled them up to protect themselves. Accidental splash burns have

irregular, scattered edges instead.

Retinal hemorrhages (bleeding inside the eyes) in an infant: When a baby is shaken

violently, the brain moves back and forth inside the skull, and tiny blood vessels in the back

of the eyes tear and bleed. This specific pattern of many small bleeds is a strong sign of

abusive head trauma (shaken baby syndrome).
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Focused exam

Injury pattern does not match the story—for example, a spiral fracture (twisting break) but

the caregiver says the child fell straight down: When the injury and the story do not fit

together, you have found a red flag for abuse. Accidents leave predictable injuries. Spiral

fractures need twisting force; falling straight does not twist bones.

Bruises, burns, or fractures in different stages of healing—some fresh, some old, some

weeks apart: Multiple injuries at different ages tell you harm happened more than once.

Accidents happen once. Repeated injuries across time mean repeated harm.

High-specificity abuse injuries: looped cord marks, glove-and-stocking immersion burns

with sharp waterlines, posterior rib fractures, metaphyseal corner fractures, subdural a

pooled collection of blood (hematoma) with retinal hemorrhages: These injuries almost

never happen by accident. They are the body's way of showing what was done. Posterior rib

fractures mean squeezing. Metaphyseal fractures mean yanking or shaking. Subdural

bleeding plus retinal hemorrhages in an infant means abusive head trauma.

Caregiver story changes each time you ask, or the child is blamed for the injury, or there is

unexplained delay in seeking care despite serious injury: The adult's behavior matters as

much as the child's body. When stories shift or adults delay getting help, ask why. Abusers

often try to cover harm or hope injuries will heal on their own.

Injuries to soft tissues that do not match developmental stage—bruising on ears, genitals,

buttocks, inner thighs, or face in a non-mobile infant: Babies who cannot crawl or walk do

not bruise themselves on soft tissues. Accidental bruises happen over bony spots like shins

and foreheads once kids start moving. Private areas bruised in an infant is not normal.

Signs of neglect: severe malnutrition, untreated infections or wounds, failure to thrive

without medical explanation, or developmental delay with no follow-up care: Neglect is a

form of abuse—when caregivers do not give the child what they need to survive and grow.

Neglect can kill just like physical harm can.

Behavioral red flags: fearfulness around caregivers, age-inappropriate sexual knowledge,

extreme withdrawal, overly compliant behavior, or regressive behaviors like bedwetting

after being trained: The child's behavior and emotions tell the story when words cannot.

These signs mean the child does not feel safe at home.

Diagnostics · every test answers a question

Skeletal survey (full-body x-rays per AAP protocol: 2 views each limb, skull, spine, ribs,

pelvis) → Are there hidden fractures that I cannot see or feel—especially metaphyseal

corner fractures, posterior rib fractures, or old healing fractures?
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Non-contrast CT of the head (if any concern for head trauma, altered mental status,

vomiting, seizure, or bruising on head/face) → Is there bleeding inside the skull—subdural a

pooled collection of blood (hematoma), subarachnoid bleeding (hemorrhage), or brain

swelling—that could kill this child or cause permanent brain damage?

Dilated retinal exam by ophthalmology (mandatory if any suspicion of abusive head trauma)

→ Are there retinal hemorrhages (bleeding in the back of the eye) that suggest the child

was violently shaken?

Coagulation panel: PT, aPTT, platelet count, and sometimes von Willebrand factor or factor

VIII/IX if unexplained bruising → Could a bleeding disorder explain the bruises, or is this

pattern truly from harm?

Liver and pancreatic enzymes: AST, ALT, amylase, lipase (if abdominal trauma suspected—

bruising, vomiting, abdominal tenderness) → Is there hidden injury to the liver, spleen,

pancreas, or bowel from blunt force to the belly?

Urinalysis and urine culture (if neglect suspected or unexplained fever, poor hygiene,

untreated illness) → Does this child have an untreated infection because no one took care of

them?

Forensic sexual assault examination by trained SANE nurse or child abuse pediatrician (if

sexual abuse suspected—genital injury, bleeding, discharge, behavioral signs, or disclosure)

→ Is there physical evidence of sexual contact or trauma to the genitals, anus, or mouth?

Screening for sexually transmitted infections: gonorrhea, chlamydia (NAAT), HIV, syphilis,

hepatitis B/C if sexual abuse suspected → Did the abuser transmit an infection to the child?

Treatment logic

Immediate safety assessment and separation from suspected abuser if the child is in danger

→ Stops ongoing harm and gives the child a safe space where healing can begin. Prevents

the next injury or death.

Detailed documentation with body maps, measurements, and high-resolution photographs

of every injury under standard lighting → Creates legal evidence that can be used in court

to protect the child. Captures injury patterns that prove abuse—patterns the untrained eye

might miss.

Mandatory report to Child Protective Services and law enforcement immediately (legally

required in all 50 U.S. states) → Activates the teams trained to investigate abuse, remove

the child from danger if needed, and hold abusers accountable. Connects the child to long-

term safety planning and services.
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Hospitalization for medical stabilization, further work-up, and multidisciplinary team

coordination (pediatrician, social work, child psychiatry, forensic nurse, child abuse

specialist) → Keeps the child medically stable while the team completes the full assessment.

Each discipline brings one piece of the picture—medical, legal, emotional, safety.

Trauma-informed therapy and mental health support for the child (play therapy for young

children, cognitive-behavioral therapy for older children) → Helps the child process trauma,

rebuild trust, and develop healthy coping skills. Reduces long-term psychological harm and

risk of revictimization.

Medical treatment of injuries: fracture stabilization, wound care, treatment of infections,

nutrition support if malnourished → Fixes the immediate physical harm and prevents

complications like infection, malunion of fractures, or failure to thrive.

Education and support for non-offending caregivers (if one parent did not know or was also

a victim) → Empowers safe caregivers to protect the child going forward and to understand

trauma responses. Strengthens the child's support system.

Medications

No specific medications treat child abuse itself · Child abuse is a social and

legal emergency, not a disease treated with drugs

Child abuse means an adult hurts a child on purpose, touches them in a wrong sexual way, says

cruel things over and over, or does not give them food, shelter, medical care, or safety. The

most important steps are NOT medicines — they are keeping the child safe right now,

reporting to the authorities, documenting every injury carefully, and getting experts involved.

Medical treatment focuses on injuries the child already has (broken bones, cuts, infections,

emotional trauma), not on a pill that stops abuse. The job of the medical team is to recognize

the abuse, protect the child, and heal the harm that was done.

Step 1: The doctor or nurse notices something wrong — bruises that do not match the story,

a pattern of old and new injuries, a child who is very afraid or says someone hurt them,

burns in a shape, bite marks, genital injury, a baby with bleeding in the brain and broken

ribs when the parent says nothing happened, or a child who is extremely underweight and

dirty.

Step 2: The medical team takes photos of every injury, writes down exact measurements

and colors, draws body maps, and describes what they see in clear words. This record will

be evidence.

Step 3: The doctor is required by law to report suspected abuse immediately to Child

Protective Services and often to the police. Doctors do NOT need to be 100% certain — a

reasonable suspicion is enough. Every U.S. state and most countries make this report

mandatory.
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Step 4: If the child is in danger going home, the doctor admits the child to the hospital or

CPS places the child with a safe relative or foster family right away.

Step 5: Social workers and child-abuse specialists come to the hospital or clinic to help plan

safety and support.

Step 6: If sexual abuse is suspected, a forensic medical exam is done by a specially trained

nurse or doctor (often called a SANE — Sexual Assault Nurse Examiner). This exam collects

evidence gently and carefully, treats any sexually transmitted infections, and offers

emergency contraception if needed.

Step 7: The child may need treatment for specific injuries — casting a broken bone,

stitching a cut, antibiotics for an infection, or surgery if internal organs are hurt.

Step 8: Mental health support begins as soon as possible. Many abused children develop

PTSD (their brain stays on high alert and they have nightmares and flashbacks), depression,

or anxiety. Trauma-focused therapy helps them heal emotionally.

S A F E T Y  WAT C H

Never send a child back to an unsafe home just because their physical injuries have healed

— emotional abuse and neglect are just as dangerous. · Do not interview the child over and

over; repeated questioning can be traumatizing and can contaminate their memory. Let

trained forensic interviewers do one careful interview on video. · Do not assume a story is

true just because a caregiver seems nice or because the family goes to church or has

money. Abuse happens in every kind of family. · Do not assume a story is false because the

child seems calm, does not cry, or takes time to disclose what happened. Many abused

children are too scared or ashamed to tell right away, or have been threatened into

silence. · Watch for signs the child is being coached or pressured to change their story.

Sometimes non-abusive adults are tricked by an abuser's lies. · If you are a mandated

reporter (teacher, doctor, nurse, counselor, coach) and you do NOT report suspected

abuse, you can be charged with a crime. Your job is to report — investigators will figure

out what really happened.

Red flags

Injury that cannot happen by accident at that age (e.g. broken bones in a baby who is not

yet walking)

Caregiver story that keeps changing or does not make sense

Bruises, burns, or fractures in different stages of healing

Patterned injuries (belt marks, hand prints, bite marks, cord loops)

Delay in seeking care for a serious injury without a clear reason
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Nursing priorities

Ensure immediate safety by separating the child from the suspected abuser and placing

them in a secure hospital room with supervised visitation only — The first priority is

stopping ongoing harm; an abused child returned to an unsafe environment faces high risk

of repeated and potentially fatal injury

Perform a complete head-to-toe skin examination with the child fully undressed,

documenting every bruise, burn, mark, and injury on a body map diagram — Injuries hidden

under clothing or in non-accidental patterns (inner thighs, ears, neck, genitals, back) are

often missed; thorough documentation creates a permanent medical-legal record

Take high-resolution color photographs of all injuries with a ruler for scale, under

consistent lighting, from multiple angles before any treatment that might alter appearance

— Photographs provide objective evidence for Child Protective Services and law

enforcement; bruises and burns change color and fade quickly, so immediate

documentation preserves critical forensic evidence

File a mandatory report to Child Protective Services and local law enforcement

immediately, even if you only suspect abuse — All 50 states legally require healthcare

workers to report suspected abuse; failure to report is a crime and leaves the child at risk;

reporters have legal immunity when acting in good faith

Obtain a skeletal survey (full-body X-rays) for all children under 2 years old with suspected

physical abuse, looking for old and new fractures in different healing stages — Babies and

toddlers cannot report past abuse; X-rays reveal hidden fractures (ribs, long bones, skull) in

various stages of healing that prove repeated trauma over time

Assess for life-threatening internal injuries by monitoring vital signs, neurological status,

and abdominal signs; obtain CT (computed tomography scan) of the head if altered mental

status, vomiting, seizures, or head bruising present — Abusive head trauma (shaking or

impact) causes brain bleeding and swelling that can kill within hours; abdominal trauma

can rupture organs causing internal bleeding without external bruising

Screen for sexual abuse in any child with physical abuse by inspecting the genital and anal

areas for bruising, tears, discharge, or other trauma — Physical abuse and sexual abuse

often occur together in the same household; genital injuries in young children are almost

never accidental and require immediate forensic examination

Provide emotional support and age-appropriate explanations to the child without asking

leading questions about who hurt them or coaching their responses — Traumatized children

need reassurance they are safe and the abuse was not their fault; premature or improper

questioning can contaminate forensic interviews and compromise legal cases against

perpetrators
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Sources

AAP Clinical Report on Child Abuse Recognition 2023

CDC Child Abuse and Neglect Prevention

JAMA Pediatrics guidelines on abusive head trauma

ACR Appropriateness Criteria for Suspected Physical Abuse—Child 2022
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