




























































































characteristic pattern. Bruising of the upper lip and labium frenulum may be caused by a
bottle or dummy being forced into the mouth or by a blow. Bruising of the ears and the neck
is rarely accidental. Ear bruising is due to the ears being boxed, pulled or pinched. Neck
bruising is due to the neck being gripped in an attempt to throttle the child or to lift or restrain
him. Children may be gripped by the neck as the head is banged against the wall.
Circumferential area of bruising is rarely seen as a result of something being tied around the
neck in an attempt to strangle the child.

Black eyes are frequently seen in inflicted injuries of the face. The object inflicting the injury
e.g. a fist will usually be sufficiently large to avoid causing trauma to the eye but will damage
the capillaries in the tissues surrounding the eye. The black eye will be swollen or tender.

- The pattern of bruises

According to Blumenthal (1994:43) the pattern of the marks helps to distinguish accidental
from abusive injuries, e.g. striking with a looped card produces characteristic loops and
hitting with belts, sticks and shoes produce characteristic imprints. Hand marks vary
considerably depending on the way the skin is injured. The marks from such actions as
grabbing, slapping, pinching, poking and squeezing will vary considerably. Buttock injury
sometimes produces a characteristic pattern of vertical bruising in the gluteal cleft. A similar

linear pattern occurs over the top rim of the pinna where the ear is traumatised.
- Number of bruises

A large number of bruises might raise suspicion of non-accidental injury. Non-accidental
fractures of the skull, limbs and ribs can occur with no apparent bruising (Blumenthal,
1994:45). It is often difficult to decide when bruising is excessive given the range of activity
of young children. There can be little doubt that some children are accident-prone and will
have frequent bruises. The number of bruises should be viewed both in the context of
activity level and in the explanation provided, e.g. extensive bruising on the face and distal
limbs of a toddler would be plausible given a history of a fall down stairs, but not a fall in
SNOwW.

When confronted with a child with excessive bruises or who appears to bruise easily, the

possibility of a bleeding disorder should be excluded, as most children with a bleeding will
have a history of frequent bruising, nose or joint bleedings since the first months of life.
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home. When faced with a young child with a skull fracture it is the task of the medical doctor
to judge whether the history is compatible with the degree of injury. Studies by Hobbs
(1994), Meservy (1997) and Leventhal (1998) gave some guidance regarding differentiating
between accidental and inflicted skull fractures.

Meservy (1997:172) and Leventhal (1998:90) have shown that most accidental and inflicted
injuries cause single linear fractures involving one parietal bone. If both parietal bones or a
parietal and another are fractured, the likelihood of an inflicted injury increases. Hobbs
(1994:251) has indicated that fractures of the occipital bone are seldom accidental and
should always arouse suspicion of abuse. This is in contrast to the findings of Leventhal
(1998:91) in which 10% of accidental fractures were occipital.

Most accidental and inflicted fractures are narrow and referred to as “hairline” being 1 - 2 mm
in width. According to Hobbs (1994.252) a width of more than 3 mm or a growing fracture
strongly suggest abuse. When the skull bursts, the brain and meninges evaginate between

the edges of the fracture preventing healing and causing the fracture to grow.

Complex fractures are more often inflicted than accidental. It is noted that in a study by
Leventhal (1998:91) short distance falls between 60 to 120 cm caused complex fractures.
Complex is defined as two or more distinct fractures of any type of a single fracture with

multiple components.

Accidental fractures are well localised and would be consistent with the head having struck a
projection of some sort. Such fractures would be inconsistent with a fall on a flat object
(Blumenthal, 1994:52). When children fall accidentally, the severity of the injury is
dependant on the distance and hardness of the floor surface. According to the findings of
the studies conducted by Hobbs (1994.:253) children falling short distances, seldom sustain a
skull fracture. The risk of a fall of less than 90 cm being associated with a skull fracture is
probably less than 2%. In a five year study of fractures in children under three by Leventhal
(1998:93) it was found that eight children had linear parietal fractures after falls of less than
60 cm from a bed or sofa.

Skull fractures, which are detected in the first months of life, are often thought to have
occurred at birth. Some depressed fractures occur in utero, while others which were absent

at birth may develop over a few days and persist for two to three months.

- Shaking injuries
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Blumenthal (1994:55) discussed shaking injuries as the shaken baby syndrome. According
to Blumenthal (1994:55) the shaken baby syndrome is a well recognised and common form
of child abuse with a high mortality and morbidity. Shaking a baby as a form of chastisement
is widespread and is thought by some to be socially acceptable while others regard it as child
abuse. The main features of the syndrome are subdural and retinal haemorrhages caused

by shaking. The vast majority of children with shaking injuries are under twelve months.

Shaking injuries usually occur in a sudden fit of rage often in response to a child who is
crying uncontrollably. The child is violently shaken and the rapid acceleration or deceleration
produces differential motion between the skull and its contents. The motion of the brain to

and from the subdural space causes traction and shearing of the veins.

The pressure in the venous system is low in which case symptoms may not be immediate
but are apparent within twelve hours. Children usually present with loss of consciousness
andfor seizures. There may be a preceding pericd of irritability. Suture separation and a
bulging fontanel indicate raised intracranial pressure. In most occasions infants who are
shaken in a rage are not laid back gently in the crib but are thrown down sustaining an
impact injury as well. Such infants are particularly vulnerable to whiplash injury as the
bridging cerebral veins are poorly supported as they pass through the subdural space, but do
not have skull fractures. Grasping of the chest during the shaking process sometimes
causes rib fractures. Vertebral abnormalities are often sustained in the lower thoracic or
upper lumbar part of the spine and are caused by hyperextension as the head is tossed
backwards and forward. There is narrowing of the anterior vertebral borders. Damage of the

spinal cord accompanies only the most severe abnormalities (Blumenthal, 1994:55).

Most children with shaken baby syndrome have retinal haemorrhages. The detection of this
retinal haemorrhage makes it difficult to time the injury. Most retinal haemorrhage resolve
within a week or two. Massive blood accumulation would suggest a recent injury particularly
in the case when an initial examination reveals retinal haemorrhage only and subsequent
examinations shows migration of blood into the vitreous. Sparse haemorrhage at the initial
examination is consistent with both early or late injury irrespective of the degree of frauma. A
good prognosis is the preservation of the pupillary light reflex (Faller, 1991:192).

According to research findings by Caffey (1992), Alexander, Johnson & Melton (1994),
Greenwald (1995) and Haller (1991), not all shaking injuries are abuse. A young child with

apnoea, a seizure or following an accident may be unintentionally violently shaken in a panic
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Kornberg (1992:93) stated that a blow to the nose, which may lead to bleeding or a deviated
septum, might cause nasal injuries. A blood clot may be visible in the nose and when the
septum is deviated the nose may be swollen and the septum visible in the nostril.

- Ears

Injuries of the ears are rare to occur by accident, because when children fall they do not
injure their ears (Friendly, 1993:17). The ears being pulled, pinched or boxed commonly
cause bruised ears. Repeated blows to the external ear cause bleeding and haematoma
formation producing "cauliflower ears”. A powerful blow directly to the ear can cause rupture

of the ear drum or bleeding intc the middle ear.

2.5.1.3 Thoracic injury

Rib fractures are commonly detected in abused children who are under two years (Cooper,
1992:53). According to the study conducted by Feldman (1994) and Brewer (1994) it was
found that pressure applied to the chest during cardiac resuscitation does not cause
fractures. In the absence of bone disease unexplained rib fractures in the young child are
specific for abuse. The exception to this rule is when fractures detected in the first week of

life are caused by chest compression during the birth process which are indeed rare.

The mechanisms responsible for most rib fractures are a violent anterior posterior
compression of the chest as the infant is grasped and shaken. Rib fractures also occuras a
result of blows to the chest, by stamping on the chest or by being thrown against a hard
edge. Acute rib fractures may be radiologically invisible and only become apparent ten to
fourteen days later when callus forms.

Fractures of the mid clavicle can occur by accident or as a result of abuse. Fractures of the
lateral end, together with fractures of the scapula should be considered specific for abuse,
particularly in the child under two years, as they are usually caused by violent traction of the

arm, but may also result from sudden acceleration/deceleration in the shaken infant.

2.5.1.4 Abdominal injury

Research by Cooper (1998:1485) found that the incidence of abdominal injury in abused
children is less than 2% and such children are over two years old. Abdominal trauma is the

most common cause of death with the mortality being about 40 - 50%. The high mortality is
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indicated the factors that can help in making the distinction between inflicted and accidental

burns as follows:

- The age of the child. Children who are able to get about and reach out are very
likely to be accidentally burnt;

- the physical characteristics of the burn, which may help to identify the implement
used; and

- the history, whereby a vague, inconsistent or implausible history particularly with
failure or delay in seeking medical attention should raise strong suspicion about

non-accidental burns.

The most common type of accidental burn is one that occurs when a toddler pulls hot liquid
over himself. Children may be burned as a consequence of neglect, because they have
been left unsupervised with matches or electrical appliances or a gas heater. A parent may
intentionally burn a child by immersing the child in hot water or by placing the child in contact

with hot objects such as stoves, heaters, matches or cigarettes.

Faller (1991:17) identified the following patterns of burn injuries in abuse cases:

- Cigarette burns that are about 5 mm in diameter on various parts of the body, e.g.
face, hands, arms or abdomen;

- burns on the buttocks and perineum, especially in children who are in the process
of being toilet-trained or who may have a problem with bed wetting or soiling
clothes;

- contact burns that come from a part of the body being pressed to a hot source
such as a stove or space heater, leaving a pattern of the heating element or
protective grill; and

- burns from placing the child’s hands down on electric coils of a stove to teach the
child not to play with the stove or from burning the child with matches to teach him
not to play with matches.

Faller (1991:17) distinguished the following three types of burns:

- First-degree burns that cause only redness such as sunburn;

- second-degree burns which lead to blistering and heal within one to three weeks
depending on size; and

- third-degree burns that destroy the entire skin thickness and require healing from
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2.5.3 Sexual abuse

According to Blumenthal (1994:3) sexual abuse refers to contacts or interactions between a
child and an adult when the child is being used for sexual stimulation of the adult or another
person. This definition of sexual abuse is similar to the one given by Faller (1991:144)
whereby he argues that sexual abuse refers tc physical contact between persons at different
stages of development usually an adult and a child for the purpose of sexual gratification of

the more mature person.

Sexual abuse may also be committed by a person under the age of eighteen when that
person is either significantly older than the victim or when the perpetrator is in a position of
power and control over the victim (Blumenthal, 19984:3).

Sexual abuse therefore encompasses a wide range of behaviours which one needs to be

aware of, namely:

- Sexual contact of one or both participants’ intimate parts, e.g. the penis, vagina,
pelvic area, buttocks, anus and breasts.

- Fondling which may be fondling of the victim by the perpetrator, or the perpetrator
may induce the victim to fondle him.

- Oral - genital contact (fellatio cunnilingus) whereby the perpetrator may stimulate
the victim’s genitals by sucking or licking or may persuade or force the victim to
stimulate the perpetrator or both.

- Sexual intercourse.

- Anal intercourse.

- The use of the child’s armpit for sexual gratification.

- Interfemoral, i.e. placing the penis between the child's legs.

- Sexual assauit that occurs when the perpetrator is not related by blood to the
victim. This includes situations of rape as well as ones where force is not used
and actual intercourse does not occur. The perpetrator may be a complete
stranger, someone the child recognises but does not know well, a friend of the
family or someone actually living in the household but not related to the child,
such as the mother’s boyfriend.

- Incest which Mouzakitis (1995:13) classifies as the most common type of sexual
abuse. It refers to any kind of sexual activity between the child and relatives,
either related by blood or legally, including fathers, mothers, stepparents,

grandparents or siblings. This means that the perpetrator may come from within
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