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Child Abuse and Neglect Recognition
Watch for harm and neglect in kids. Spot the patterns to save lives. Every state
says you must report it—it is the law.

T H E  O N E - L I N E  T R U T H

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

can do.

The chain — how it unfolds

Caregiver loses control, uses force, or neglects basic care. — why: 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.

Child suffers specific injuries that match the mechanism of harm. — why: 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. — why: 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. — why: 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. — why: 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.
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Team reports to child protective services and law enforcement (mandatory). — why: 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.

— why: 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. — why: 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.

Spot it — what you see, 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.

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.
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Red flags — act now

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

Treat it — in this order

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.

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.

Your top priorities at the bedside

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

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

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

of repeated and potentially fatal injur
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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 — why: 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

— why: 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
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