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Learning Objectives

At the close of this session, attendees will:

1. Describe the components of an approach to the 
consultation for suspected child physical abuse beyond 
the history, physical findings, and laboratory and 
radiographic data.

2. Understand how a child abuse consultation may be  
most effectively framed.

3. Recognize the common pitfalls that can occur in child 
abuse consultation and how best to address these 
pitfalls.
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A thought exercise

• A reflection by one team about 
the ways in which we work

– Our overarching goals
– The hardest parts
– Our efforts to address those 

hard parts
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Why this exercise is important

Getting the diagnosis right is critical.

• If a child with an accidental injury or a medical problem 
is labeled as abused:
– Needless removal from caregivers.
– Erroneous criminal charge or prison. 

• If an abused child is labeled as having had accident or 
has a medical diagnosis:
– Return to an abusive home.
– Continued abuse.
– Death.
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Why this exercise is important now
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The framework for this talk

• One team at one institution 
(50th anniversary in 2017)

• A conscious effort to be self-
reflective about what works 
for us

• Initiate a dialogue about 
how we work

• No intent to be prescriptive
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Overarching goals of the consultation

• Get it right.  
• Gather the optimal data to help 

reach an accurate conclusion. 
• Use the best available medical 

evidence.
• Avoid bias.
• Remain nuanced in the 

understanding of each case.
• Avoid premature closure when 

making an assessment.
• Once a conclusion is reached, 

communicate the final opinion and 
how it was derived in clear, non-
medical language.
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Four domains of the approach to the 
consultation

1. Components to have in place before a 
consultation.

2. Components of a quality consultation.
3. Sharing a final opinion.
4. Inevitable pitfalls.
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What to have in place before the phone rings 

1. The Child 
Protection Team

2. Formal peer 
review

3. High quality 
relationships with 
other medical 
providers/services
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The Child Protection Team (CPT)

• Teamwork is a vital component of high reliability organizations.
– feedback 
– help
– periodic evaluation of team effectiveness

• CPTs have been in place for more than 50 years
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Building the CPT

• Diversity of professional discipline
– Medical providers (frontline and child abuse specialists), 

nurses, social workers, child protection workers, law 
enforcement on an ad hoc basis

• Diversity of opinion
• Establishment and nurturance of a culture of inclusion

– Senior members set the tone
– Junior members are encouraged
– Disagreements are welcomed
– Correction and change are possible without shame
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Formal Peer Review

• Our clinical team reviews 
every case

• Achieves four goals:
– Fosters standardization of 

practice and consistent 
application of available 
evidence

– Safeguards against implicit 
bias

– Protects against cognitive 
errors such as premature 
closure and anchoring errors

– Fosters continuous teaching 
and learning
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Bias in child abuse evaluation

• Evidence for both over and under 
evaluation of children for abuse along 
racial lines in some institutions

• The evidence for bias in the 
evaluation and reporting of child 
physical abuse suggests that it is 
highest in gray or uncertain cases
– Less severe injuries
– Older infants and toddlers
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Child abuse evaluation in the gray zone

• In the absence of clarity, softer 
data creeps in.

• Perception and feelings: 
caregivers are seen as either 
likely to have or unlikely to 
have abused a child based on:
– Appearance (including race but 

also other factors)
– Demeanor
– Care seeking behaviors
– Profession

• Peer review can help.
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A word on the culture of peer review

• Specific attention should be paid to establishing and 
maintaining a culture of:
– Routine
– Safety
– Sensitivity
– Commitment to reviewing every case/not relying on self-

selection
• A clear opportunity for leaders and senior clinicians to:

– Model learning and flexibility
– Receive feedback with gratitude and grace
– Model being human
– Express gratitude when hard questions are asked or thought 

errors pointed out



S L I D E  16

Relationships with other medical services

• Child abuse clinicians rely heavily on other 
providers’ expertise and opinions to draw 
conclusions.

• Shared medical understanding of each case 
is the goal.

• High quality relationships with other 
medical providers and services make 
achieving this goal more likely.

– Regular education about child abuse to other 
services

– Shared enterprises, such as Pediatric Trauma 
Teams

– A low threshold to engage in direct case-
based discussions

– Availability as a resource
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Components of a quality consultation

1. Data review before meeting the 
family

2. Introduction to the family
3. Listening carefully to the history
4. An observer
5. A consistent approach
6. Real time discussions with other 

medical providers
7. An early meeting with Child 

Protective Services
8. On demand/informal peer review 

(“phone a friend”)
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Data review before meeting the family

• Discussion with the primary team or 
person requesting the consultation: 
what question is asked?

• Review of the medical record and data 
gathered to date

• If radiography was obtained: personal 
review of the studies with the 
radiologist or neuroradiologist.
– Clarify findings
– Consider possible mechanisms of 

injury
– Assessment of general bone 

health/recognition of bony 
abnormalities/intracranial anatomy
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Introduction to the family

• Transparency
– Specialists in child abuse
– Belief that a consistent approach to all 

injured children helps us to protect all 
children and to decrease the risk that 
an abused child will go unrecognized

– If child protective services are 
involved, how we work with CPS

• Consistency 
– Irrespective of the degree of worry 

about the likelihood of abuse
– Diffuses tension
– Steadies us
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Listening carefully to the history

• Components include past 
medical history and careful 
family and social history*, as 
well as a detailed history of the 
events leading up to the 
consultation

• History of the histories
• Interpretation is critical if 

needed
• Quiet space
• Separated caregivers
• A full recollection of the history 

without interruption is the goal 
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The value of an observer

• Another medical provider (nurse, 
social worker, resident, fellow)

• Caregiver behavior and body 
language

• Scribing
• Recognition of unconscious bias 

on the part of the child abuse 
clinician interviewer

• Ensuring accuracy of recollection 
of details
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A consistent approach

• Asking the same questions 
every time, irrespective of 
injury severity and first 
impressions of the family

• Can prevent errors in medical 
decision making such as 
premature closure

• Can mitigate bias
• Routine breeds routine 

(particularly with asking about 
social risk factors)
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Real time discussions with other medical 
providers

• Conversations with the 
primary team and any 
involved consultants (not just 
reading the medical record) 
lead to shared understanding 
of the case.

• Other providers should know 
and understand the child 
abuse consultant's opinion

• Relationship building 
opportunity

• Also an opportunity to manage 
emotions (especially with 
students and trainees)
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An early meeting with Child Protective Services

• Allows for information 
sharing

• Scene investigation 
details

• Previous involvement 
with services and any 
current services

• Recognition of social risk 
factors

• Evaluation of siblings
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On demand peer review (“phone a friend”)

• In addition to regularly 
scheduled formal peer review

• We use this all the time, 
knowing that we will be on the 
receiving end next

• Honest feedback in real time 
helps us avoid bias 

• Expanded differential 
diagnoses

• No expectation that we will 
outgrow the need with 
experience



S L I D E  26

Sharing a final opinion

1. Framing
2. Avoiding undue 

certainty 
3. Clarity about the data 

used to derive an 
opinion

4. Showing one’s work
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Framing

• What is the likelihood that 
this child has been abused?

• Is another explanation 
possible, and has that 
possibility been ruled out?

• Who injured the child and 
when? 



S L I D E  28

Avoiding undue certainty 

• Conclusions should be expressed 
clearly along with the level of 
certainty.

• Gray cases:
– Some cases are not clearly abuse or 

accident.
– These cases hold special challenges.
– In our team’s experience, 

approximately 15% to 20% of our 
consultations fall into this “gray” 
category.

• And by the way: over 50% of our 
cases are determined to be accident 
or medically explained.
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Clarity about the data used to derive an 
opinion
• We list the steps (even the self-evident ones) that we 

took to derive a conclusion.

• Accomplishes several goals:
– knowing the data used to draw conclusions may inform a 

reader’s opinion about the quality of the evaluation. 
– Clarifies what was known and unknown, at the time conclusions 

were made.
– Valuable to know we spoke personally to a parent or reviewed 

the radiographic studies of a child directly with the radiologist.



S L I D E  30

Showing one’s work

• We spell out the basis for our 
conclusions. 

• This includes the evidence ruling 
out alternate explanations for an 
injury.  

• We document both “positive” 
findings (such as a skeletal survey 
that showed occult fractures) as 
well as “negative” findings, such as 
a workup for a metabolic bone 
disorder that ruled out such a bone 
disorder.  

• Always in clear language. 



S L I D E  31

Inevitable pitfalls

1. When others disagree 
with the child abuse 
clinician’s opinion

2. Errors in judgment
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When other medical providers disagree with 
the child abuse clinician’s opinion
• Ideally, all parties agree about the 

diagnosis.
• Sometimes disagreement stems 

from disbelief in abuse.
• Sometimes, these disagreements are 

rooted in bias:
– About minority families or those 

from impoverished communities 
– Difficulty in believing that “these 

parents” could have hurt their child 
• Sometimes resolvable by discussion 

in the context of strong 
relationships.
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When CPS/law enforcement disagree with 
the child abuse clinician’s opinion

• Diagnosis of abuse 
discredited by CPS: no safety 
plan pursued.

• Diagnosis of an accidental 
injury: police arrest a 
suspected perpetrator of 
abuse.

• Discussion, meetings, review 
of the medical basis for 
diagnosis.

• Having baseline, respectful 
relationships in place can 
help.
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Errors in judgment

• Mistakes in medical judgment
– False positive/overcall

• Inappropriate referral to CPS/removal
– False negative/missed case

• The return of an injured or deceased child 
• Evidence that racism contributes to both overcalls and 

missed cases. 
– The possibility of structural racism must be consciously 

addressed in every case 
• Mistaken thought is inherent to being human.
• Mistakes are most often system failures rather than personal 

ones.
• These require system-level protections.
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The problem of resources

• Too many cases, not 
enough time.

• Workforce shortages.
• Is peer review of every 

case really needed?
• These exercises are 

not directly funded.
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A word about solo providers

• Technology allows for much of what we 
recommend to occur.

• Peer review and peer support is critical.
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The need for more research
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Final thoughts

• The comprehensive approach of 
one team

• No intention to be prescriptive
• An effort to initiate a dialogue 

among teams and to inspire a 
similar exercise within teams

• Educate the public
• Fuel ongoing quality improvement 

efforts
• Underscore the need for and value 

of ongoing research
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