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Abstract
The aim of this work is to propose a comment on the impact of different forms of child abuse.
A multidisciplinary approach (gynecological, psychological and pediatric) is important for
an adequate diagnosis and an early recognition of the abuse in order to minimize the serious
impact of child abuse on the physical and psychological wellbeing of the victims.
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Introduction
The mistreatment and abuse of minors include all forms
of physical and/or emotional mistreatment, sexual abuse,
neglect, lack of care, or exploitation (commercial or
otherwise) that causes harm to a child’s health, survival,
development or dignity in the context of a relationship of
responsibility, trust or power [1-3]. According to a study
conducted by Terre des homes and CISMAI (Coordinated
Italian Services against Infant Mistreatment or Abuse) in
2012-2013, 6.36% of all the children surveyed in the area
in question have been assisted by social services and that
0.98% of those had been subject to abuse. In other words,
1 in every 6 children assisted by social services and 1 in
every 100 children in the entire surveyed area were victims
of abuse. Abuse therefore represents a primary cause in
the intervention of social services, constituting 15.46% of
all children assisted by social services. The consequences
of abuse are both physical and psychological: difficulty in
physical growth and language learning, intellectual deficits,
difficulty at school, running away from home, use and selling
of drugs, destructive behavior both towards themselves and
others, and suicide attempts to name but a few [4,5].

A comment on the impact of different forms of
child abuse
Sexual violence is a problem that covers many dimensions,
each of which having specific and unique requirements and
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neither of which taking precedence over the other [6-8].
Specifically, a case of abuse raises two different questions:
the first of which asks whether a problem does in fact exist,
and how can it be resolved. The second, instead, poses a
different question: does a guilty party exist, and who is it?
The first question therefore concerns the area of care, within
which a medical visit would aim to acquire diagnostic
elements to establish whether abuse was present. Instead,
the second question concerns a more judiciary approach
in which the true/false categories cannot be overlooked.
In this case, the visit becomes a means of constructing a
narrative that builds an image of the process and its roots
during primary evaluations [9].
The medical diagnosis was for a long time substantially the
prerogative of forensic disciplines and has only recently
assumed a more general medical and assistive character.
In this regard, differential diagnosis with other conditions
which may cause vaginal and/or anal bleeding, such as
endometriosis [10-14], endocrinological diseases and
hormonal dysbalance [15-22] and cancer [23-29], although
uncommon, should be carefully taken into account. This
has given the diagnosis of abuse or violence a more medical
meaning, in the sense that it has become the prerequisite in
commencing treatment [30,31]. However, the difficulty that
medical practitioners face when recognising the signs of
physical and psychological abuse still lurks in the shadows
surrounding this particular subject. There has long been a
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substantial divergence in the idea that medical structures
(doctors, nurses, obstetricians, etc.) are privileged
monitors in initially diagnosing child abuse/mistreatmenthowever, diagnostic awareness and sensitivity (understood
not as subjective, but rather as a measurable parameter)
are not good. This has been confirmed by various studies
in literature [32,33], in which numerous doctors were
tested on their ability to diagnose abuse or mistreatment.
Only a small percentage of those recognised the child
with physical, instrumental and physical signs of abuse.
Of these, 65.6% declared having suspected at least one
case of abuse during their careers and 48% decided not
to raise the alarm due to not having adequate proof, not
knowing which procedures to follow, or due to fear of the
consequences on the family and child.
In Italy, the interception of violence against children was
described in a study conducted in 2015 by the Mangiagalli
Clinic in Milan, involving 500 doctors (paediatricians,
general medical practitioners, hospital doctors and
freelance) who were surveyed in terms of their ability to
recognise the signs of abuse, the quality of their response
and more generally, their knowledge of the subject. From
the 398 questionnaires collected, it was deduced that 75%
of the doctors interviewed had been working for over 20
years and during that time the majority (65%) had come
upon cases of suspected abuse. The 57% of those who
had anything to do with the phenomenon (226) declared
that they had activated the warning procedures, also
highlighting an analogous percentage in which these
procedures were not activated.
Another extremely important aspect is fear concerning
the impact that these warning procedures can have on the
parents of abused children: 16% of doctors retained that
the activation of these procedures is equivalent to losing
a patient. There was also a common feeling regarding the
necessity of being able to refer to professional figures with
specific experience in this field, as well as a widespread
need for training on the subject. More than half of those
interviewed would welcome the possibility of working
with a colleague with more expertise, to whom they could
refer cases of suspected abuse, not only to feel more sure
(59%) but also to be able to guarantee a more complete
protection of the victims (76%). Lastly, around half of the
doctors stated that they had never received any training
on the subject, with 93% in favour of specialist training.
In managing such a complex and multidisciplinary
phenomenon, a key role is undertaken by three specialist
medical figures closely collaborating, these being the
gynaecologist [2,34], psychologist [5] and paediatrician
[35].
Given the prevalence of this phenomenon, every
paediatrician will eventually be faced during the course of
his/her career with abuse in one of its varying typologies
[36]. Particular attention should be paid by pediatricians to
victims of abuse when they demonstrate specific traumatic
elements, signs of emotional or physical abandonment,
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and/or late growth, modified behavior, poor performance
at school, signs of low self-esteem, impulsivity, and
violent behavior. The difficulty faced primary assistance
pediatricians is that, despite around 10% of examined
children having been exposed to mistreatment in the
previous year, few in reality show injuries or clinical
symptoms directly caused by abuse [37,38].
Traumatic lesions are frequently found on abused children
in the pediatric population. A retrospective comparative
analysis of the last 10 years on abused minors and
hospitalised children with non-intentional lesions showed
that, in the context of abuse, 10.6% of all blunt traumas
were observed on patients under 5 years of age [39-41].
Cutaneous lesions (ecchymosis and contusions) were
found to be the most common, followed in second place
by fractures. The incidence rate of signs of abuse increases
with the age of the child – however, fatal abuse and severe
lesions are still common among children under 2 years of
age [6]. Therefore, particular attention must be paid to the
signs, symptoms, and risk factors of abuse in very young
children. For example, up to 35% of children diagnosed
with “shaken baby syndrome” had shown previous signs
of physical abuse, indicating that some of these cases
could have been avoided [42].
A study, which analyzed the impact of abuse in the first
six years and the subsequent six years of a child’s life
(relationships between 8 categories of childhood adversity:
psychological abuse, physical abuse, sexual abuse,
abandonment, use of alcohol by caregiver, depressive
symptoms exhibited in caregiver, criminal behavior at
home), demonstrated that if a child had been exposed to
five or more adversities, there was a significant increase
in the risk of health damage in the subsequent six years of
life [42], including adult obesity or Child Type 2 Diabetes,
and related eating disorders [43-45].
The role of pediatricians, on the same level as
gynecologists, includes the prevention of abuse as well
as the surveying and medical management of victims.
After accurately identifying suspected victims of abuse,
pediatricians should facilitate the referral of the case,
the following investigations, and the outcome for these
children and their families [46]. Within the general pediatric
framework, there are numerous opportunities to intervene
and prevent abuse by providing parents with adequate
information. However, the surveying of child abuse is not
always easy [47]. Pediatricians and gynecologists should
also be capable of identifying children and families at risk
of abuse (for example, disabilities, poverty, substance
abuse, mental health problems, maternal depression, poor
parenting skills in both parents and relatives, and domestic
violence) [48,49].
When prevention and anticipation fail, the next step for
the relevant specialists is to accurately identify the child
abuse. As indicated above, the first symptoms of abuse can
be physical signs and/or scholastic, social, psychological
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and/or behavioral changes in children of any age or sex.
This falls under the role of specialist gynecologists, who
should be the one of the first healthcare professionals in
contact with the abused child, despite the difficulties of
reaching a concrete diagnosis. It must also be remembered
that a genital examination is normal in more than 50%
of children suspected of having been abused, and that
less 10% of these will present characteristic lesions;
more than 90% of children aged between 3 and 8 years
that describe vaginal penetration (fingers, penis) do not
exhibit signs of genital lesions. The absence of physical
signs neither excludes nor confirms a diagnosis of abuse
[50-52]. Furthermore, the morphological aspect of the
genitals as the only present indicator is not sufficient to
confirm sexual abuse. Concrete indicators of abuse are
represented by pregnancy, sperm found in the genitals/
anus, and/or sexually transmitted diseases. In these cases,
the psychologist undertakes an equally important role as
the gynecologist. It has been noted that victims of physical
abuse during childhood are more likely to develop a variety
of behavioral and functional problems, such as behavioral
disorders, physically aggressive behavior, poor school
performance, reduced cognitive functions [53]; many of
these children will also exhibit sleep disorders, anxiety,
oppositive and violent behavior and lack of success at
school [54].
These problems can persist for a long time, even after the
abuse has ceased. A prospective analysis of the long-term
effects of physical abuse during early childhood and of
the consequent behavioral and psychological problems in
adolescence showed that adolescents who were abused in
their first years of life were absent 1.5 times more days
from school than non-abused adolescents of the same
age. At the same time, they enrol later at university,
show higher levels of aggression, anxiety/depression,
disassociation, as well as symptoms of Post-Traumatic
Stress Disorder, social problems, cognitive problems
and social withdrawal, with a standard deviation three
quarters higher than non-abused adolescents of the same
age [55].
The work of psychologists is undertaken either directly or
indirectly with the person in question, collaborating with
other people or agencies in the area (relatives, school,
operators of other services, magistrates) with the objective
of offering support, discussion, and consultation. The
individual in question is encouraged to follow a route of
self-care: it promotes understanding and re-elaboration of
the event through sharing the traumatic experience and the
feelings related to it. In this way, the individual regains a
sense of the event and of their emotions, re-elaborating the
traumatic event in order to form a new plan [9].
Thus, in conclusion, citing the initial definition of abuse, it
is evident that clinical visits play a fundamental role, not in
the “judiciary” sense but instead from a clinical perspective,
due to all the different sides of abuse (physical, sexual,
emotional, neglect), each one with specific requirements
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in terms of treatment. It represents, along with anamnesis,
the start of a diagnostic process. A systematic examination
is essential to better understand difficult situations in
order to reach a differential diagnosis, as well as having a
rational foundation for raising the alarm. The identification
and diagnosis of physical abuse, as in any other health
issue, depends on doctors’ ability to recognise suspect
lesions, in order to reconstruct an accurate and complete
clinical history, as well as a physical examination using all
appropriate auxiliary tests. It also depends on the ability
of doctors to discern whether the explanations provided
by caregivers are coherent with the characteristics of the
lesions and the child’s developmental capacities.
Therefore, the clinical approach towards a new-born or
child with lesions resulting from possible abuse is not
significantly different to normal pediatric care and should
be practiced with the same high standards of quality [36].
Even if the doctor suspects abuse, priority must always
be given to the child’s immediate medical requirements
and safety. The physical examination starts with the basic
norms, such as height, weight and head circumference.
These data must be compared with a growth chart, with
the objective of evaluating appropriate growth speed and
the presence of insufficient development, a potentially
important sign of emotional and/or physical neglect.
Alongside lesions resulting from suspected abuse, a
general examination can reveal other indicators of abuse or
neglect, such as extensive dental decay, severe dermatitis
of the diaper area, or neglected injuries. It is important to
note that identifying a form of abuse, for example physical
neglect, does not exclude the presence of other forms,
such as contusions or fractures. Every time that abuse is
suspected, information should be collected in a detailed
manner, rather than accusatory.

Conclusion
Clinical history must include all information concerning
the behaviour of the child before, during, and after the
trauma. This includes observable changes in behaviour
as well as the presence of healthcare professionals and
people responsible care of the child before, during and
after the abuse. Violent parents are not usually capable
of providing information regarding the trauma and how it
was produced, behaviour usually observed in the pediatric
profession.
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