
Experts in pediatrics, 
Advocates for children.

Learning to ESCAPE: 
Screening and Identification 
of Child Physical Abuse
Sheri Carson, DNP, APRN, CPN, CPNP-PC
The University of Arizona
Assistant Clinical Professor

© 2023 National Association of Pediatric Nurse Practitioners

Speaker Disclosure

• Conflict of Interest: None
• Commercial Support: None

2

Learning Objectives

• Describe the scope and significance of child physical abuse. 
• Identify common risk factors and red flags for child physical 

abuse. 
• Describe injuries that are suspicious for child physical abuse. 
• Utilize the Escape Instrument to screen children for physical 

abuse. 
• Describe important considerations when screening for child 

physical abuse in various pediatric clinical settings. 
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The Problem

• Inconsistent screening for child physical abuse
• Law mandates reporting, not screening
• Abuse often not recognized until severe injury or death

We are missing the opportunity to identify child abuse early      
and intervene in a timely manner
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Barriers to Screening

Insufficient 
provider 

knowledge

Lack of 
time

No 
systematic 
screening 
process
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Child Physical Abuse

• Any non-accidental physical injury to the child
• Striking/hitting
• Punching/beating
• Kicking
• Biting
• Burning
• Shaking
• Throwing
• Stabbing
• Choking
• Any action that results in physical impairment of the child
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Scope of the Problem

• Nearly 1,000,000 children are victims of non-accidental trauma 
(NAT) each year
• Every 10 seconds: a report is made
• Every day: 4-7 children die

• Children have often been seen by a healthcare provider at least 
once prior to their death
• An estimated 1820 children died from maltreatment in 2021

• Rate of 2.46 per 100,000 children in the population
• Lifetime estimated cost for 1 year of newly confirmed cases

• $124 billion
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Significance of Screening for Child Physical Abuse

• May be first and only medical contact for abused child 
• 1.3 to 15% of childhood ED injury visits due to physical abuse

• Early detection rate: 10%
• Missed abuse cases: 11% to 64% 
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Abuse not 
detected at 
initial visit

35-50% chance 
of recurrent 

abuse

10-30% chance 
of death
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Adverse Effects of Child Abuse

Post-traumatic distress

Future of criminal activity

Variety of mental/behavioral health issues
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Risk Factors and Red Flags

Risk Factors
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Increased Risk of Abuse

Environment

Parent
Child

Red Flags

• Inadequate, inappropriate, 
or conflicting histories
• Injury inconsistent with 

history
• Injury incompatible with 

child’s developmental stage
• Injuries at various stages of 

healing

• Multiple injuries/types of 
injuries
• Clustered or patterned 

injuries
• Unnecessary delay in 

seeking treatment
• Poor hygiene
• “Fussy infant” with no 

discernable cause
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Behavioral Cues: CHILD

• Fear of parents or going 
home
• Seeks affection from any 

adult
• Apprehensive when other 

children cry
• Psychoneurotic reactions 

(e.g., compulsiveness, 
phobias, obsessions, 
hypochondria)

• Self-injurious behaviors
• Aggressive, destructive, or 

disruptive behavior
• Passive, withdrawn, or 

emotionless behavior
• Reports injury by parents
• Wears long sleeves or other 

concealing clothing, even in 
hot weather
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Behavioral Cues: PARENT

• Attempts to conceal child’s injury
• Refuses diagnostic testing or evaluation
• Overly defensive when asked about child’s injury
• Provides conflicting explanations for the same injury
• Seems unconcerned about child
• Shows poor impulse control
• Takes child to different doctor or hospital for each injury
• Delays seeking medical care for child
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Suspicious Childhood 
Injuries

Bruises

• TEN-4 Bruising Rule
• Torso

• Chest
• Back
• Abdomen
• Buttocks
• Hip
• Genitourinary region

• Ears
• Neck
• In any child ≤ 4 years 

OR
• Any bruise on infant ≤ 4 months
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Burns

Well defined 
borders of burn

Lack of splash 
burns

Burn has 
uniform depth

Circumferential 
burn

Burns on the 
buttock(s) or 

back

Burns on the 
hands or feet
“Stocking-glove”
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Fractures

• Most childhood fractures result from accidental trauma
• Spiral fractures are common in children once they can walk

• Twisting/rotation of body or leg while foot remains stationary
• Buckle (Torus) fractures are common in children

• Incomplete fracture of shaft of a long bone
• Characterized by bulging (buckle or bump) of the cortex
• Results from trabecular compression from an axial loading force 

• Frequent accidental injury  fall
• Can also be due to abuse  pushed
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Fractures

• Metaphyseal fractures (Classic Metaphyseal Lesions)
• Fracture most specific for NAT
• Cumulation of multiple microfractures across the metaphysis with an 

orientation perpendicular to the long axis of the bone
• Torsional force is applied to the immature primary spongiosa adjacent 

to a cartilaginous growth plate
• To-and-fro manipulation

• Two major types
• Bucket-handle fracture

• Extends across the metaphysis
• Corner fracture

• Occurs at the end (corner) of the long bone
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Classic Metaphyseal Lesions (CML)

Photos by Simon Robben – https://radiologyassistant.nl/pediatrics/child-abuse-diagnostic-imaging

Bucket-handle Fracture Corner Fracture
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Fractures, continued 

• Fractures most commonly associated with child abuse
• Any fracture in a non-ambulatory infant
• Infants and toddlers

• Rib fractures (especially posteromedial)
• Midshaft humerus or femur fractures

• Any-aged child
• Classic metaphyseal lesions (CMLs) 
• Scapula
• Spinous processes
• Sternum
• Acromion

• “Grab marks” may be seen on overlying skin
• No bruising ≠ No fracture
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Abusive Head Trauma

• Leading cause of fatality
• Most commonly occurs in infants 

• Bruising or abrasions on head—especially in infants—should 
not be discounted
• Symptoms often mild and non-specific unless severe trauma 

has occurred
• “Fussy infant”
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Abusive Abdominal Trauma

• Second leading cause of fatality
• Most often in infants and toddlers

• Always consider if rib fractures present
• Abused children are more likely to have hollow viscus injury in 

addition to solid organ injury (most often involving the liver)
• Cause  rapid deceleration after being thrown

• Abdominal bruising often not seen
• Many children will not display overt findings

• Symptomatic children may exhibit signs of peritonitis or hemorrhage
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Missed Opportunities
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Sentinel Injuries

• Minor (inflicted) injury recognized by healthcare provider or 
caregiver before recognition that the child has been abused 
minor injury with major significance
• Bruises
• Intraoral injuries, including frena tears
• Fractures

• Injuries that are suspicious for abuse because the infant can 
not cruise, or the explanation is implausible
• Important to catch sentinel injuries at first point of contact so 

child does not return home to perpetual/escalating abuse
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Missed Opportunities

• Bruising in pre-cruising infant
• “Those who don’t cruise, rarely bruise”

• Suspicious (sentinel) injury with negative findings for additional 
occult injuries
• False reassurance
• No report to CPS
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Case of the “Fussy Infant”

• Abuse in infants often presents as vague symptoms 
• Nonspecific complaints may indicate abusive head trauma, 

abusive abdominal trauma, or underlying fracture(s)
• Even in absence of bruising, need to consider possibility of underlying 

injury
• NAT may not always be considered  delays recognition and 

early intervention
• Recent study 

• 16% of infants diagnosed with abusive fracture had a previous ED visit 
for fussiness

• Conclusion Maintain high index of suspicion for abuse when 
evaluating infants with unexplained fussiness
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Escape Instrument
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Use of the Escape Instrument

• Validated 6-item screening questionnaire
• Can be completed by any member of the healthcare team
• ≥ 1 aberrant answer = positive screen 

• ↑ risk of abuse
• Excellent reliability

• 99.2% accuracy in detecting potential child abuse 
• Abuse unlikely (↓ risk) with negative screen

• Specificity = 98%
• Negative predictive value = 99%
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The Escape Instrument was published in an open-access article distributed under the terms of the Creative Commons Attribution-NonCommercial
ShareAlike License, which permits non-commercial use, distribution, and reproduction in any medium, provided the original author and source are credited.

Case Study 1

A 12-week-old infant presents 
with complaints of fussiness, 
decreased feeding, and vomiting 
for 3 days. Mom is concerned 
and cooperative with all 
questions asked. On exam, the 
baby is listless and has a few 
small fading bruises on his upper 
and mid back. Mom initially 
reports that the bruises occurred 
when her 3-year-old son 
accidentally held the baby too 
tightly yesterday. She then states 
she fell while holding the baby. 

How would you score this infant’s 
Escape instrument?
A1: Positive
B2: Negative
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Case Study 2

Parents bring their 11-month-old 
son for evaluation of a head 
injury that occurred that 
morning. Per both parents, the 
infant pulled up to a stand and 
fell, landing face-first onto the 
tile floor. He has a moderately-
sized ecchymotic and edematous  
area on his forehead. He is 
irritable but easily consoled by 
mom. Neuro exam is intact. No 
other injuries are noted. Mom is 
tearful, and dad is asking 
pertinent questions.

How would you score this infant’s 
Escape instrument?
A1: Positive
B2: Negative
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Case Study 3

A 3-year-old female is brought to 
the ED by her dad for evaluation 
of left leg pain. Dad consistently 
reports the child was jumping on 
the couch and fell, trapping her 
left leg between the cushions. He 
heard a pop and the child 
screamed. Dad brought her to 
the ED immediately. There is 
moderate swelling and deformity 
of the lower left leg. The child 
refuses to bear weight and is 
clinging to her dad. X-rays reveal 
a spiral fracture of the left tibia.

How would you score this child’s 
Escape instrument?
A1: Positive
B2: Negative
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Case Study 4

Parents bring their 7-year-old 
son in for complaints of right 
arm pain. Parents and child both 
report that the patient was 
playing 2 days ago when he 
slipped on a patch of wet grass 
and fell, landing on his right 
arm. While examining the child, 
you notice moderate bruising 
over his right shoulder, scapula, 
and forearm. He also has a small 
bruise on the anterior aspect of 
his left shoulder.  

How would you score this child’s 
Escape instrument?
A1: Positive
B2: Negative
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Case Study 5

A 9-year-old girl is admitted for 
DKA. While examining her, you 
notice bruising on her lower 
back/flank region and the dorsal 
surface of both her thighs. When 
asked how she got these bruises, 
she states she was going down the 
slide at school and fell from the 
bottom of the slide onto the 
astroturf. The rest of her physical 
exam is unremarkable. Both 
parents are at the bedside and 
confirm the child’s reported 
mechanism of injury.

How would you score this child’s 
Escape instrument?
A1: Positive
B2: Negative
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Example Child Abuse 
Screening Protocol
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Important Screening Considerations

• Abused children present for care in a variety of ways
• Parent or caregiver
• EMS, Law Enforcement, or CPS
• Adolescents may self-present

• NOT always the parent/caregiver
• Unaware of abuse
• Aware of abuse but not the abuser

• Stabilize/transport severely injured children
• Screen later, prior to discharge
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Role of the PNP

Documentation

• Escape Instrument results
• If positive screen, indicate/explain aberrant answer(s)

• Subjective history
• As reported by parent, caregiver, and/or child
• Use quotes when possible

• Objective findings
• Include pertinent statements or interactions between child and 

parent/caregiver
• Avoid judgmental or subjective statements/conclusions

• Diagnostic code for child physical abuse 
• In addition to diagnostic code for specific injury/condition
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SUSPECTED
Child Physical Abuse

Initial Encounter T76.12XA
Subsequent Encounter T76.12XD
Sequela T76.12XS

Positive Escape screen + 
concerning physical exam = 
SUSPECTED child physical abuse 

CONFIRMED    
Child Physical Abuse

Initial Encounter T74.12XA
Subsequent Encounter T74.12XD
Sequela T74.12XS

Child Abuse Team (CAT) evaluates 
and confirms child physical abuse = 
CONFIRMED child physical abuse

Diagnostic Codes Screening, Reporting, and Litigation

• Screening is a route to identify
• Screening and identification does not necessarily trigger CPS removal 

and prosecution
• We are all mandatory reporters 

• Must report any suspicion of abuse or neglect
• “Proof” is not needed to report  only reasonable belief or concern
• Healthcare providers ARE protected as anonymous mandatory 

reporters
• Fulfilling role as a mandatory reporter does NOT cause civil or 

criminal liability... whereas a failure to report may
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Role & Responsibility of PNPs

• Know the risk factors, red flags, and injuries suspicious for child 
physical abuse
• Actively screen every pediatric patient for physical abuse using 

the Escape Instrument
• Ensure diagnostic code for child physical abuse (suspected or 

confirmed) is entered before child is discharged or transferred
• Be agent of change  encourage implementation of formal 

child physical abuse screening programs throughout all 
healthcare organizations and clinics
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Key Points to Remember

• All children should be screened, regardless of chief complaint
• Validated Escape Instrument + Systematic Screening Protocol = 

increased detection of children at high risk for physical abuse
• All healthcare providers should be educated on the risk factors 

and red flags for child physical abuse  increases awareness 
and early recognition of abusive injuries
• Regardless of screening results, if concerned, REPORT!
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