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ABSTRACT. Child abuse should be considered as the
most likely explanation for inflicted skin injuries if they
are nonaccidental and there is any injury beyond tempo-
rary reddening of the skin. Minor forms of abuse may
lead to severe abuse unless abusive skin injuries are
identified and labeled as such and interventions are
made.

INTRODUCTION

Increasingly, there is apparent disagreement be-
tween the medical community and other profes-
sionals about when an inflicted injury causes

enough concern to be considered abuse. Traditional
medical definitions of physical abuse are being chal-
lenged by intervening social legislation, judicial de-
cisions, and administrative policies. This disagree-
ment may pose a problem for the pediatrician in
deciding when to report injuries as child abuse. This
statement addresses instances in which the pediatri-
cian either knows or suspects that skin injuries are
inflicted and nonaccidental.

HISTORY
For more than 5 decades, recognition of the prob-

lem of child physical abuse has been increasing.1,2

This problem gained considerable impetus with the
first reports of “battered child syndrome,” in which
children who suffered from repeated, severe trauma
with patterns and histories that could be deciphered
as occurring from inflicted abuse were identified.
Many publications have since aided the pediatrician
in determining patterns of specific abusive and non-
abusive injuries and in deciding whether child abuse
may be at least a reasonable suspicion, which is the
criterion for initiating a child abuse report in most
states.4–6 The American Academy of Pediatrics has
also contributed to the identification of child physical
abuse through several publications7–11 and many ed-
ucational efforts.

Implicit in each of the many efforts to describe
physical abuse has been a corresponding definitional
assumption about what is and is not physical abuse.
Certain trends emerge, including the following:

• The injury is not only inflicted but also nonacci-
dental (compared with, for example, a parent ac-
cidentally stepping on a child’s toes, causing
bruising).

• The pattern of injuries fits a biomechanical model
of trauma that is considered abusive (eg, hand-
print bruise on the face).

• The pattern of injuries may correspond to inflic-
tion with an instrument in a manner that would
not occur through play or natural environmental
interactions (eg, loop cord injuries).

• The history of injury provided is not in keeping
with the child’s development (eg, a 1-month-old
rolling off the bed).

• The history does not explain the injury (eg, bruis-
ing versus temporary red marks from spanking).

A definition of significant trauma is any injury
beyond temporary redness of the skin. Although
cellular injury may occur as a result of any trivial
trauma, to be considered physical abuse, an injury
must be overt enough to be recognized. Nonacciden-
tal bruises, burns, punctures, lacerations, and abra-
sions are abuse, because tissue has been damaged,
and the healing process occurs over time. One prac-
tical criterion often used is that any inflicted injury
that lasts more than 24 hours constitutes significant
injury (ie, physical abuse).12

It is helpful to have an experienced pediatrician
working with suspected abuse cases to not only iden-
tify abuse when it occurs, but also prevent occasional
situations in which an inexperienced person may
misidentify an accidental injury as abuse. In some
situations such as skin injuries from medical rituals
(eg, coin rubbing), the question of what constitutes
abuse requires careful consideration.6

Not all physical abuse is of equal severity nor does
it warrant the same community intervention. With
early identification of abuse, protective services may
be provided to aid the child and family and avert
future abuses. However, if minor forms of abuse are
ignored, often this leads to reinjury and to more
serious morbidity.4–6 Until recently, there has been
general agreement between the medical and legal
communities about the definitions. Thus, physicians
reporting physical abuse could usually expect child
protective services to substantiate that injury oc-
curred and enter the report on the state central child
abuse registry (if other criteria were met).

RECENT TRENDS
Major shifts in social attitudes regarding which

what acts constitute child abuse and what is accept-
able physical discipline have led to a backlash. There
have been efforts to deny the enormity of child
abuse, once characterized as a “national epidemic.”13

At times, physical discipline (and sometimes physi-
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cal injury) of children has been justified by reference
to religious belief.14,15

Some states now place an act of child abuse on the
central registry only when the abuse is considered
“serious.” The stigma of being labeled (even confi-
dentially) as an abuser has evoked legislative sym-
pathy in some states. Financial considerations and
the legitimate fear of being overwhelmed by the
number of abused children has led some child pro-
tective services systems to construct a triage system
whereby a child has to be in relatively imminent
danger or seriously abused before there will be a
response. State supreme courts in Iowa and New
Hampshire have ruled that bruising is not necessar-
ily considered to be an injury.16–18 Some states have
laws that are ambiguous and at times are interpreted
to appear to give license to physical injury in the
course of punishment.19,20 The result may be a ten-
dency for some child protective services depart-
ments, which are already overloaded, to triage re-
ports on the basis of severity of reported injury and
delay or refuse to investigate less serious injury.

Any standard based on levels of injury is likely to
be arbitrary and argumentative. It raises different
standards for children than for adults. For example,
a bruise on a child that might be considered “minor”
and undeserving of much child protective services
response might elicit a vigorous reaction if commit-
ted to an adult in a situation of intimate partner
violence. Ultimately, children are demeaned by atti-
tudes and policies that trivialize inflicted injuries and
fail to label them for what they are—physical abuse.

RECOMMENDATIONS
1. Pediatricians must recognize that physical abuse

consists of nonaccidental inflicted injuries.
2. Pediatricians should consider child abuse as the

most likely explanation for inflicted skin injuries.
3. The Academy calls on state legislatures and Con-

gress to avoid adoption of any laws or policies
that create nonmedical definitions as to what con-
stitutes nonaccidental inflicted skin injuries. Any
existing laws and child protective services proce-
dures that fail to conform to medical definitions of
physical abuse should be repealed, and a clear
statement should be made by state legislatures
and Congress that protection of children is a state
and national priority.

4. Pediatricians should work with legislatures and
child protective services agencies at the state level
to ensure implementation of this policy.

5. Pediatricians should counsel or provide appropri-
ate referral to assist caregivers with appropriate
behavior management of children.
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