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Disclosures

The Yale School of Medicine, my employer, bills for my 
expert consultation and testimony in court as a child abuse 
pediatrician.

I testify for both the Connecticut Department of Children 
and Families and Connecticut State’s Attorneys as well as 
for defense attorneys.
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Learning Objectives

After hearing this talk, attendees will:

1. Know the current evidence basis for racial disparities 
and bias in the evaluation of child physical abuse.

2. Consider the underpinnings of these racial disparities.
3. Review several potential strategies and safeguards to 

prevent racial disparities in the frontline clinical 
management of suspected child physical abuse.
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A word about learning climate

• Recognizing opportunities to set tone and 
promote (or discourage) learning

• Formal education but also meetings and 
conversations

respect disrespect
support discouragement
humility arrogance

enthusiasm dullness
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Antiracism and the learning environment

• Discomfort is a critical 
part of antiracism 
learning

• We can tolerate 
discomfort if:
– Wanting to get it right does 

not stop us from taking 
risks

– Fear of backlash (which 
can be very real) does not 
stop us from speaking up

– Leaders commit to and 
practice true support of 
this work
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Spoiler alert: naming racism 

• The most potent strategy 
to fighting racism in our 
work is to name racism.

• If we can see it and name 
it, we can fight it and even 
eliminate it.

• As we learn about racial 
disparities in our work, 
know that the goal is to 
tolerate calling it when we 
see it.
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The evidence for disparity
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Missed cases of abusive head trauma

• Abusive head trauma (AHT) is hard to diagnose
– History is often not accurate
– Symptoms can be nonspecific, especially in very young infants 

(vomiting, sleepiness, irritability)

• What is a missed case?
– The infant was evaluated for sign(s) compatible with AHT
– A diagnosis of AHT was not made
– AHT was subsequently diagnosed when:

• The infant got better then was reinjured
• The infant did not improve or worsened 
• A caregiver confessed
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Missed cases of abusive head trauma

• Lots of diagnoses were initially missed: 54/173 (31.2%)
• Mean time to diagnosis was 7 days (up to 189 days)
• 15 children (27.8%) were reinjured 
• 22  (40.7%) experienced medical complications related 

to the missed diagnosis. 
• The authors concluded that 4/5 deaths in the group with 

unrecognized AHT might have been prevented by earlier 
recognition of abuse.

• What cases were missed?
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Race and family living status 

• AHT was missed significantly more often in white 
children than children of minority races. 
– In white children, 43 (37.4%) of 115 cases of AHT were missed 
– In minority children, 11 (19%) of 58 were missed

• AHT was more likely to be missed in families in which 
both parents lived with the child. 
– 37 (40.2%) of 92 cases were missed in intact families. 
– In families in which the mother and father of the child were not 

living together, 14 (18.7%) of 75 cases were missed
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The evidence for disparity
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Racial differences in reporting and evaluation

• To determine whether there 
are racial differences in the 
evaluation and Child 
Protective Services (CPS) 
reporting of young children 
hospitalized for fractures.
– Skeletal surveys (a series of 

x-rays of every bone in the 
body)

– Reporting to CPS

• Overrepresentation of 
minority children in the child 
welfare system
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• Reporting to CPS:
– 22.5% of white and 52.9% of minority children were reported 

to CPS
– Abusive injuries were more common among minority children 

than among white children (27.6% vs 12.5%)
– Toddlers: minority children at least 12 months old with 

accidental injuries were 3 times more likely than their white 
counterparts to be reported for suspected abuse

• Skeletal surveys
– Minority children aged at least 12 months to 3 years (toddlers) 

were 5 times more likely to have a skeletal survey performed 
compared with their white counterparts

• Rates of reports and surveys for abusive injuries were similar.

Racial differences in reporting and evaluation
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Reports for non-abuse
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The evidence for disparity
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Evidence for disparity in a national data set

• Infants (< 1 year) 
admitted with a 
diagnosis of non-
motor vehicle related 
traumatic brain injury 
(TBI)

– Performance of 
skeletal survey

– Diagnosis of child 
abuse
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Evidence for over evaluation

• Publicly insured/uninsured infants were more likely to have had 
skeletal surveys performed than were privately insured infants 

– This difference was amplified by white race
• Black infants were more likely to have a skeletal survey 
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Evidence for under evaluation

• The probability of diagnosis of 
abuse was higher among white 
infants (61%) than among black 
(51%) or Hispanic (53%) infants.

• If white infants had been treated 
as black infants, an additional 
14% of white infants would 
have been evaluated with a 
skeletal survey that may 
have revealed occult 
fractures and a diagnosis of 
child abuse.
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The evidence for disparity
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Evidence for regional pockets of bias
• Secondary analysis of a large database of 500 infants hospitalized 

with head trauma (18 sites)
• Compared evaluation and reporting of suspected abuse between 

white/non-Hispanic and minority race/ethnicity infants
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Two centers were the major contributors

Lower risk infants saw the greatest disparities
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What are the consequences of
over evaluation and over

reporting?
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Anecdotes

• Diabetes versus eating 
disorders

• Delays in seeking care
• VIP patients
• Opioid ingestions
• “There is no bias here”
• Funny feelings about

appearance/behavior
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The problems with interpreting behavior

• People lie for reasons other 
than guilt 

• People act squirrely for 
reasons other than guilt 
(undocumented)

• There are powerful 
historical reasons for 
certain members of racial 
and ethnic minorities in 
this country to distrust the 
medical system
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So what can we do?
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Strategies to mitigate bias

• Standardization of 
care
– Clinical pathways
– Alerts in the medical 

record
– Early expert help

• Team based care
• Peer review
• Education/efforts to 

change culture
• Name racism
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Clinical Pathways
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Alerts in the electronic medical record
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Early involvement of the child 
protection team
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Early connection between experts and Child 
Protective Services

• December 2014-2016 
• Two CACEs
• Overnight and weekend 

availability to the Careline

• 82 calls in total
• 35 (42.7%) resulted in a 

change of concern with 13 
higher and 22 lower levels of 
concern 
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Morbidity and Mortality Conference

Mission:

To provide a safe venue for 
medical providers  to identify 
areas of improvement, and 
promote professionalism, ethical 
integrity and transparency in 
assessing and improving patient 
care.
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Health Equity Rounds
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Facilitated Discussion
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Changing culture and building trust
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Naming Racism
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In summary

• There is evidence for bias in the 
evaluation and reporting of child 
physical abuse, particularly in 
“lower risk” cases.

• The consequences of this bias are
many (and not just about child 
abuse).

• One cannot simply decide not to 
be biased.

• Only through systems level
procedural and cultural change 
can bias be diminished and 
eradicated.
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Questions?


