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Introduction

Violence is a major global public health issue. Over 1 million
people die every year because of intentional acts of self-directed,
interpersonal, or collective violence. Many more are injured or suffer
other non-fatal health consequences as a result of being the victim or
witness to acts of violence(1). However, in many countries, violence
prevention remains a new or emerging field in public health

Existing approaches to violence, which are mainly reactive, may
be enhanced by a public health approach which is focused on
changing the behavioral, social, and environmental factors that give
rise to violence (2).

Public health is committed to aiding communities to solve their
own health problems, and to assuring that necessary health services
are available in communities. This commitment can be extended to
include reducing the severity and duration of the physical or
psychological injuries and disabilities caused by violent incidents.
Public health can make a significant contribution to the management
of violence through its focus on prevention, scientific approaches,
potential to coordinate multidisciplinary efforts, and can play a role in
assuring the availability of services for victims of violence.

Violence may be defined as “the intentional use of physical force
or power, threatened or actual, against oneself, another person, or
against a group or community, that either results in or has a high
likelihood of resulting in injury, death, psychological harm,
maldevelopment or deprivation”(1). This definition
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encompasses all types of violence and covers the wide range of acts
of commission and omission that constitute violence and outcomes
beyond deaths and injuries. Violence may be categorized into self-
inflicted, interpersonal, and collective (figure 1), and each category
can be subdivided to reflect specific types of violence, settings of
violence, and nature of violent acts (physical, sexual, psychological,
and deprivation or neglect).

Thus, the spectrum of violence includes child abuse and neglect
by caregivers, intimate partner violence, elder abuse, self directed
violence and collective violence. While it is important for healthcare
workers to be able to deal with all these types of violence, this chapter
is limited to dealing with the entity of child abuse and neglect (CAN).

Definition of CAN

Every child deserves to grow up in a safe and nurturing
environment.

Parents have a fundamental right to raise their children as they
see fit, and society presumes that parents will act in their children’s
best interest. When parents do not protect their children from harm
and meet their basic needs, as with cases of CAN, society has a
responsibility to intervene to protect the health and welfare of these
children. Any intervention in family life on behalf of children must be
guided by the law and sound professional practice standards.

To prevent and respond to CAN effectively, there needs to be a
common understanding of definitions of actions and omissions that
constitute child maltreatment. Unfortunately, there is no single,
universally applied definiton of CAN. However, there are
commonalities across definitions, and CAN may be defined as any act
or failure to act on the part of a parent or caregiver that results in
death, serious physical or emotional harm, sexual abuse or
exploitation of a child. This definition refers specifically to parents and
other caregivers, and a “child” is any person under the age of 18.

Types of CAN

There are four commonly recognized forms of child abuse or
maltreatment; physical, sexual, neglect and psychological (3).

Physical Abuse is inflicting a physical injury upon a child through
burning, hitting, punching, shaking, kicking, beating, or otherwise
harming a child. It may, sometimes, be the result of over-discipline or
culturally accepted practices. While cultural practices are generally
respected, healthcare workers should work with parents to discourage
harmful behavior and suggest preferable alternatives.
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Child sexual abuse includes a wide range of behaviors exhibited
by a person responsible for the care of a child, and can involve
varying degrees of violence and emotional trauma. Child sexual
abuse generally refers to sexual acts, sexually motivated behaviors
involving children, or sexual exploitation of children. It includes
fondling, intercourse, incest, rape, sodomy, exhibitionism, sexual
exploitation, or exposure to pornography. The most commonly
reported cases involve incest; sexual abuse occurring among family
members, including those in biological families, adoptive families, and
step-families. Incest most often occurs within a father-daughter
relationship; however, sexual abuse may also be committed by other
relatives or caretakers.

Child neglect is the failure to provide for the child’s basic needs.
Neglect can be physical, educational, or emotional. Physical neglect
can include not providing adequate food or clothing, appropriate
medical care, supervision, or proper protection from the weather.
Educational neglect includes failure to provide appropriate schooling,
special educational needs, or allowing excessive truancies.
Psychological neglect includes the lack of emotional support and love,
chronic inattention to the child, or exposure to domestic violence or to
drug and alcohol abuse.

Psychological abuse is a pattern of caregiver behavior that
conveys to children that they are worthless, flawed, unloved,
unwanted, endangered, or only of value to meeting another's needs.
This can include parents or caretakers using extreme or bizarre forms
of punishment or threatening or terrorizing a child. The term
“psychological abuse” has also been termed emotional abuse, verbal
abuse, or mental abuse.

Incidence and Prevalence

Although hundreds of thousands of children are subjected to CAN
worldwide, reliable data on the prevalence and incidence of CAN are
scarce. Incidence rates are usually drawn from data collected by child
protection services, but not all countries have such services and not
all CAN cases are reported. Prevalence rates are usually derived from
cross-sectional or retrospective surveys.

In countries with well-developed social service agencies, the
incidence of CAN seems to be fairly consistent. During the year 2000
in the USA, for example, 12 of every 1,000 were victims of one or
more types of CAN; 62.8% suffered neglect (an estimated annual
incidence rate of 7 per 1,000 children), 19.3% were physically abused,
10.1% were sexually abused, and 7.7% were victims of psychological
maltreatment.  About 160,000 child suffer from serious or life-
threatening injures, and approximately 1400 children die from abusive
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injuries or neglect, in the USA every year(4). It must be remembered
here that these figures reflects the cases that have been reported to
child protection agencies. Unknown number of cases may go
unnoticed and/or unreported.

Less developed countries underreport CAN, probably because of the
lack of social services. However, the widespread nature of CAN is clear.
In 48 retrospective population surveys from around the world, the
prevalence of sexual abuse during childhood was approximately 20%
among women and 5-10% among men(5). In the absence of formal
statistics from Arab countries, an impression about the prevalence of
CAN may be formed from the number of cases seen in forensic medicine
departments and within criminal justice systems(6,7). Available data
suggest that the prevalence of CAN in Arab countries may not be much
different from the rest of the world(8,9,10).

CAN occurs across socio-economic, religious, cultural, racial, and
ethnic groups, and there is no single known cause. Nor is there any
single description that captures all families in which children are
victims of CAN. Research, however, has identified four groups of risk
factors or attributes commonly associated with CAN; parent or
caregiver factors (attachment problems, unrealistic expectations of the
child, punitive child-rearing styles, parent who were themselves
abused as children, psychiatric disorders among parents), family
factors (family conflicts, chaotic family structure, abuse of other
children in the family), child factors (children who are physically,
mentally, or behaviorally difficult), and environmental factors
(socioeconomic stressors, social isolation and family
secrecy)(11,12,13).

Consequences of CAN:

Much research has shown that the health consequences of CAN
are far broader than just death and injuries. Victims of CAN are at risk
of psychological and behavioral problems that may last a lifetime(14).
Recent brain research has established a foundation for the
neurobiological explanations for many of the physical, cognitive,
social, and emotional difficulties exhibited by children who
experienced CAN in their early years. Ongoing CAN is typically
associated with persistent stress that may drive the child’s brain to
strengthen the pathways among neurons involved in the fear
response(15,16). As a result, the brain may become “wired” to
experience the world as hostile and uncaring, thus negatively
influencing the child’s later interactions, and prompting the child to
become anxious, aggressive, or withdrawn(17). CAN may also inhibit
the appropriate development of certain regions of the brain. A
neglected infant or young child, for example, may not be exposed to
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stimuli that would activate important regions of the brain and
strengthen cognitive pathways. If the regions responsible for
emotional regulation are not activated, the child may have trouble
controlling his or her emotions, behavior, or social interaction.

All types of CAN may affect a child’s psychological well-being (18).
While there is no single set of behaviors that is characteristic of all
CAN victims, physically and sexually abused children often exhibit
both internalizing and externalizing problems. In addition to obvious
sequelae such as death, traumatic brain injury or disfigurement,
physical abuse may result in long-term mental health consequences
that include violence, criminal behavior, substance abuse, self-
injurious and suicidal behavior, depression, anxiety, and other mental
health problems(19). While sexual abuse may leave no physical
signs, its emotional and psychological consequences may be
devastating. Reactions to sexual abuse can include posttraumatic
stress disorder, depression, anxiety, anger, impaired sense of self,
dissociative phenomena, suicidal behavior, and inappropriate sexual
behavior(20,21). Neglect of nutritional and emotional needs of the
child may result in significant developmental delays or failure to
thrive(22). Motor, fine motor, speech, language, and cognitive delays
have been documented. The resultant poor cognitive ability can lead
to emotional and behavioral problems.

Moreover, exposure to CAN may affect an individual's health in a
number of direct and indirect ways. Victims of sexual abuse, for
example, may become infected with sexually transmitted
diseases(23). Women who had experienced sexual abuse are more
likely to experience ongoing health problems. Adults who were
maltreated as children show higher levels of many health problems
not typically associated with CAN; heart disease, cancer, chronic lung
disease, and liver disease. The link between CAN and these diseases
may be depression, which can influence the immune system and may
lead to higher risk behaviors such as smoking, alcohol and drug use,
and overeating(24).

Medical Assessment

The initial medical treatment of CAN victims should proceed no
differently from treatment of accidentally injured children. However,
additional attention should be paid to forensic data collection and to
ensuring the safety of the child.

Each of the 4 overlapping categories of CAN (physical,
psychological, sexual and deprivation) has unique characteristics and
requires individual approaches to diagnosis and management. History
taking requires a compassionate, yet objectiveapproach to establish
how the injury occurred. Information should be gathered from all
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available people separately, using open ended, nonleading questions
particularly with younger children. Suspicion of CAN may arise from
injuries' characteristics unexplained or poorly explained injuries,
injuries incompatible with the stated history, changing history, or
significant delay in seeking treatment. Munchausen syndrome by
proxy, or factitious disorder by proxy, is a covert, potentially lethal,
form of CAN that may be difficult to detect and confirm. It describes a
psychiatric illness of the mothers or caregivers who induce symptoms
and fabricate illnesses in their children(25,26).

The physically abused child typically presents with obvious
injuries. It is not uncommon, however, for abused children to present
with life-threatening occult head or abdominal trauma without a
convincing history or visible external signs. Infants with head injuries
may present with nonspecific symptoms such as lethargy, irritability,
persistent unexplained vomiting, apnea, coma, or convulsions(27).
Abdominal trauma may be manifested by vomiting, pain, tenderness,
shock and/or sepsis.

In suspected cases of child sexual abuse, the history should
include questions regarding possible behavioral indicators of abuse,
such as aggression, depression, suicidal behaviors, withdrawal, low
self esteem, nightmares, phobias, regression, school problems, sleep
disorders, sexualized behavior, or somatic complaints such as
headaches, general fatigue, abdominal pain, constipation, diarrhea,
encopresis, genitourinary complaints, or possible pregnancy.

If neglect is suspected, the infant's or child's history should include
an evaluation of feeding and nutritional history, growth and
developmental progress, environmental and psychosocial history,
maternal ( or caregiver) attachment, parents' (or caregivers)
perceptions of the problem, and past history of CAN. The caregivers'
level of concern may be discordant with the physician's level of
concern. Often, a disturbance in bonding may be obvious, but signs of
problems with attachment can also be subtle.

The physical examination of physically abused children may
reveal a spectrum of injuries ranging from minor bruises and
lacerations to severe trauma and death. Although such injuries may
be the result of corporal punishment, the intent of the abuser (to inflict
injury or not) is not relevant to the medical diagnosis. CAN should be
suspected in cases of bruises on a nonambulating infant, injuries in
various stages of healing, multiple injuries, injuries with an obvious
pattern, such as from a hand or implement, and injuries in locations
usually well protected in accidents, such as the trunk, upper arms,
upper legs, neck and face, and the perineal area(28). The shape of
burns or bruises may suggest a causative factor such as a hot iron or
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a cigarette. CAN accounts for about 30% of all childhood fractures,
and for 75% of fractures during the first year of life(29). Physical
abuse may cause unexplained, severe, and diffuse brain trauma in
infants. The shaken baby syndrome is characterized by retinal
hemorrhages, intracranial trauma, and cerebral edema.

The physical examination may be normal in most cases of sexual
abuse, including most cases of suspected or substantiated sexual
abuse of prepubertal girls(30). The most important determinant for
sexual abuse is the child's (or a witness’) account of the incident.
However, questioning the child about the incident should be avoided
until appropriate interviewing can be arranged. Physical indicators that
may be present are skin bruises caused by the use of force, bruises to
the genital area, rectal abnormalities, hymenal abnormalities, and
signs of sexually transmitted diseases.

In cases of neglect, the examination most often reveals a rather
small and undernourished infant with most developmental milestones
either intact or mildly delayed. Signs of severe malnutrition are seen
from time to time, however. Failure to thrive should always be
considered a possible presentation of child neglect.

Psychosocial Evaluation

A detailed psychosocial evaluation is essential in every suspected
case of CAN in order to understand the functioning of the family and
the environment in which the abuse occurred. All above mentioned
CAN risk factors should be addressed through reviewing the family's
current and past social history, finances and resources, living
arrangements, background, attitudes and beliefs about child rearing,
domestic or interpersonal violence, substance abuse, and mental
health disorders including personality disorders and postpartum
depression. Understanding the family structure and dynamics is also
important to identify sources of support for the child.

If CAN is suspected, the medical history should be completed by
appropriate consultations. An interdisciplinary approach is vital in the
assessment and care of children subjected to CAN, and in providing
support for the caregiver and the child. Whenever possible,
nutritionists, developmental specialists, physical or occupational
therapists, social workers, psychologists, and/or psychiatrists should
be involved. A careful forensic assessment is a necessity, as is
reporting the case to child protection services.

Management:

The most important step in the management of CAN cases is
ensuring the child's safety. Inpatient care is recommended for acute
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traumatic injury, severe malnourishment, and severe mental trauma.
Hospitalization may also be necessary if the child’s safety is in doubt.

In addition to establishing the diagnosis and providing the
appropriate treatment, management of CAN cases also includes
documentation of findings(31), and reporting to child protection
agencies. Healthcare workers may also be required to make a
forensic medical assessment and to give an expert court testimony.
Photographic documentation of findings, clearly demonstrating the
child's identity and the date of the photograph, is useful for both
clinical and legal purposes. Depending on local protocols, the forensic
interview may best be performed with the assistance of trained
professionals because of its importance in protecting the child and
prosecuting the perpetrator. The forensic interview differs from a good
medical history in that it is mostly concerned with detailed answers to
who, what, where, and when the abuse occurred. The aim of the
forensic interview is to convert a medical diagnosis (e.g. intracranial
hemorrhage) into a forensic diagnosis (e.g. shaken baby
syndrome)(32).

Laboratory and imaging investigations should be tailored to every
child. In any child with suspicious bruising, a coagulation profile is
helpful in excluding a bleeding diathesis. Hematuria may indicate
kidney or urethral trauma. Occult abdominal trauma may be confirmed
by liver or pancreatic function tests and CT scan. Complete blood
count may indicate internal hemorrhage, or, in other cases, detect
chronic anemia in neglected and undernourished children. A full
radiographic skeletal survey is indicated in any child aged 2 years or
younger with evidence or a strong suspicion of physical abuse. In
several studies, The incidence of asymptomatic fractures has been
reported to be 15% in these cases(33,34). A brain CT scan or MRl is
indicated in any infant with suspicious neurological symptoms or
signs, or a history of violent shaking. Dilated eye examination by an
ophthalmologist is particularly important if shaken baby syndrome was
suspected. Local protocols for sexually transmitted diseases, hepatitis
B, and HIV prophylaxis and testing should be followed particularly in
cases of sexual abuse.

In addition to the medical follow-up needs (e.g, orthopedic,
surgical, neurological), victims of CAN often need child protection and
mental health care. Without appropriate social service and mental
health intervention, CAN is usually a recurrent and sometimes
escalating problem.

Practitioners should report all CAN cases to local child protection
agencies before a child is discharged from the hospital. Healthcare
workers are among the groups of professionals required to report
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suspected CAN to the concerned authorities. Mandated reporting laws
for CAN exist in many countries, and every physician should be
familiar with local laws. In the USA, for instance, the Child Abuse
Prevention and Treatment Act has been established to ensure that
victimized children are identified and reported to appropriate
authorities. While specific CAN prevention acts may not be present in
all countries, most countries, including Arab countries, do have some
form of mandatory reporting legislation. The complexity of dealing with
CAN cases may be simplified by establishing local institutional
protocols specifying the diagnostic and therapeutic steps that are to
be taken, who should be consulted, and how to notify child protection
agencies.

Prevention of CAN

Healthcare workers are in a unique position to assist in the
prevention of CAN because they have routine access to children and
families, and because of their interest in the prevention of disease and
the promotion of health and well-being. Activities that contribute to the
prevention of CAN include prenatal health care, early childhood health
care, perinatal coaching that strengthens early attachment between
parents and their children, home visits that provide support, education,
and community linkages for new parents, and support programs for
children with special health and developmental problems. Physicians,
nurses, emergency medical technicians, and other medical personnel
may identify and report suspected cases of CAN, provide diagnostic
and treatment services, provide expert testimony in child protection
judicial proceedings, provide information to parents regarding the
needs, care, and treatment of children, identify and provide support for
families at risk of CAN, develop and conduct primary prevention
programs, provide training on medical aspects of CAN, and participate
in multidisciplinary CAN prevention teams.

However, prevention of CAN is not the sole responsibility of any
single professional group, but a shared community concern. National
plans of action need to be developed in collaboration with all relevant
governmental and non-governmental agencies in order to jointly
develop priorities and objectives, define one another’s responsibilities,
and work together. Plans should include review and reform of
legislation and policy, building data collection and research capacity,
strengthening services for victims, and developing and assessing
prevention responses. National plans may be modeled on the Guide
to UN Resources and Activities for the Prevention of Interpersonal
Violence(35), and should concentrate on evidence-based
interventions(36). Available empirical evidence supports the efficacy
of early childhood interventions, such as home visits, in reducing
CAN. Other interventions with promising results include parenting and
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family therapy, life-skills and social competency programs, treatment
for mental disorders, cognitive behavioral therapy and early detection

of

at-risk families. Many Arab countries have developed child

protection services, usually in the form of child or family protection
units, but it seems that only Syria has developed a comprehensive
national child protection plan(37).
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