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Case Presentation

(Please note: The Case Presentation is drawn directly from

the treating physician’s notes, without editing or correction,

to reflect the conditions at the time of presentation.)

5
month old male with multiple visits for URI in the

past with complaint of cough for 4 days associated

with clear rhinorrhea and tugging at the ears. Taking

fluids and bottle well. There have been 8 wet diapers.

Does have diarrhea X 4. Mother complains of easy bruis-

ing and there is bruising at the external right ear and left

wrist. Had been on an ATB 2-3 weeks ago—does not

know name of ATB.

Hx: URI

Meds: None

Social history: Presents with the mother

Immunization history: Immunizations are UTD

Physical Exam

General: No acute distress

Head: Ant. fontanelle is soft and concave

Neck: Soft and supple without meningeal signs

Oral: Mucous membranes are well hydrated

Ears: TM’s pink bilat

Lungs: Coarse breath sounds without wheezing

CV: RRR

Abd: Soft, NT, positive bowel sounds

Skin: Hyperkeratotic areas without petechiae/purpura

to right temple area. Positive ecchymosis to superior

helix right ear. No petechiae/purpura about torso or

extremities or face

Differential Diagnosis

! Pneumonia

! Thyromegaly

! Pneumothorax
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A 5-Month-Old with Symptoms
Beyond the Presenting Complaint
Urgent message: Treating preverbal children can be challenging under every-day circum-

stances for pediatricians who know the child and the family. Urgent care providers who may

not have the benefit of that history must be especially vigilant for all available signs and symp-

toms to make diagnoses based on the full scope of the presentation.

MICHAEL WEINSTOCK, MD

Case Report CME: This article is offered for AMA PRA Category 1 Credit.™ 

See CME Quiz Questions on page 7.
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A  5 - M O N T H - O L D  W I T H  S Y M P T O M S  B E Y O N D  T H E  P R E S E N T I N G  C O M P L A I N T

! Pulmonary TB

! Cardiomegaly

On the Front Lines in the Urgent Care Center: Where

Do I Go Next? A discussion of the evaluation and

management of child abuse

Diagnosis

Multiple rib fractures with suspicion for child abuse

General

Child maltreatment is divided into four categories:

! Child neglect

! Physical abuse

! Emotional abuse

! Sexual abuse

Child maltreatment is underreported and underdiag-

nosed due to difficulty with recognition and failure to

consider this in the differential diagnosis. Neglect is the

most common child maltreatment, with physical abuse

second. Physical abuse affects all cultures and socioeco-

nomic groups. The incidence is similar for male and

female children. This risk of abuse increases with age,

but fatal and serious injuries are most common under

the age of 2. The Fourth National Incidence Study of

Child Abuse and Neglect (NIS-4) reported that in the

U.S., 1.25 million children were maltreated: 61% neg-

lected, 26% physically abused, 12% emotionally abused,

and 11% sexually abused (children may fall into more

than one category). Each year, there are 1,500 deaths per

year from child abuse, with 80% occurring in children

<4 years of age.

Risk factors for parents include difficulty bonding with

the child, a caregiver who was maltreated as a child, unre-

alistic developmental expectations, disciplines with physical

punishment, physical/mental/cognitive health issues,

parental lack of self-control, alcohol/drug abuse, criminal

activity, social isolation, depression or low self-esteem,

lack of parenting skills due to age or lack of education,

and financial difficulties.

Risk factors for the child include being an unwanted

baby, high needs (prematurity, disabled, chronic illness),

difficult to comfort, mental health issues, multiple birth,

many siblings, exhibits violence, criminal behavior, self-

abuse, animal abuse, and aggression toward peers.

Obtaining the History

History starts with an exploration of risk factors (as listed

above), including prematurity, alcohol/drug abuse in

the caregivers, financial difficulties, developmental delay

in the child which may lead to poor child-parent bonding,

and accidental pregnancy or unwanted children. Addi-

tional history incorporates a pediatric history including

birth history, immunizations, siblings, milestones; a

social history including caregivers, parental substance

use, and socioeconomic status; and a family history of

any hypocoagulable states or history of siblings or parent

with nonaccidental injuries.

Physical Examination

Observe interaction with parent(s) or caregiver, respira-

tory rate, and general appearance (ie, well-kept vs

disheveled). Examine the skin for bruising in concerning

locations such as around the ear, face, and areas not

likely to be injured with typical pediatric activities. In

our case, a 5-month-old would be nonambulatory and

not expected to have any bruising. Eyes should be

checked for retinal hemorrhages, facial fractures, or

bruising. Inspect the chest for pain or swelling, and old

vs new fractures. Check the abdomen for pain secondary

to internal injury and inspect and palpate the extremi-

ties for fractures, bruising, or burns.

Testing

X-ray will be determined based on location of pain. With

strong suspicion of abuse in an infant, a skeletal survey

may be done. An initial skeletal survey (Kempe series)

Figure 1.

Image courtesy of National Institutes of Health
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will assess for occult fractures. Rib frac-

tures and long-bone fractures are more

prevalent in children with inflicted

traumatic injuries, with rib fractures

having the highest probability for

abuse at 70%. There is a high correla-

tion between multiple fractures and

abuse; 80% of inflicted fractures are

seen in children <18 months old. 

Advance imaging with CT or MRI

will rarely be done, but can be consid-

ered if indicated. Noncontrast head

CT will evaluate for subdural hema -

toma, subarachnoid hemorrhage, cere-

bral contusion, cerebral edema, infarc-

tion, and white matter changes. A diffusion-weighted

MRI may distinguish between acute and chronic cerebral

infarction.

Labs will rarely be indicated, but consideration of clot-

ting abnormalities with bruising can be obtained (typically

from the receiving hospital). If a bleeding problem is sus-

pected, a basic bleeding evaluation (platelets, PT, and

PTT) may suggest the need for more sophisticated bleed-

ing evaluation and/or hematology consultation.

Indications for Transfer 

Most patients with the following will be sent to the ED

(if there is a pediatric emergency department, this is

preferential):

! Hemodynamic instability

! Altered consciousness

! Shortness of breath

! Retinal hemorrhages

! Concerning symptoms (eg, abdominal pain or

headache) with diagnostic uncertainty and suspi-

cion of child maltreatment

! Suspicion of child maltreatment that requires emer-

gent intervention and evaluation

Management

Any suspected child maltreatment must be reported. Man-

dated reporters, which include physicians, are required

to report suspected child maltreatment to the appropriate

authorities. Professionals (physician, teacher, nurse, social

worker, etc.) reporting in good faith are immune from

legal liability arising from the report. However, failure to

report can result in both malpractice liability and criminal

prosecution. Typically, severely injured children have a

history of prior “minor” injuries (as in this case) and/or

a history of abuse in siblings. This means there may be

an opportunity to prevent significant

morbidity and mortality either to the

“index” abused child and/or to their

siblings.

Summary/Clinical Pearls

! Bruises (or fractures) in a nonambu-

latory infant are presumed to be

child abuse until proven otherwise

! Physicians are mandated to report

any suspicion of child abuse. Failure

to do so can lead to criminal penal-

ties for the physician, in addition to

malpractice claims

! Inflicted bruises typically have a reg-

ular uniform appearance, a distinct

pattern, occur in protected nonex-

posed areas, and are of different ages

Acknowledgment: This case and the information about

the follow-up reflect the actual documentation. This case

is adapted from the book Bouncebacks! (2006, Anadem

Publishing), by Michael Weinstock, Ryan Longstreth, and

Greg Henry and includes 30 case presentations with risk

management commentary. Thanks to Anadem Publishing

for permission to reproduce the case. !
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“There may be
opportunity to 

prevent significant
morbidity and

mortality either to 
the 'index' abused

child and/or to 
their siblings.”

Recap: Parent and Child Risk Factors of Child
 Maltreatment

Parent

• Difficulty bonding with the

child

• Maltreated as a child

• Unrealistic developmental

expectations

• Disciplines with physical

punishment

• Physical/mental/cognitive

health issues

• Parental lack of self-control

• Alcohol/drug abuse

• Criminal activity,

• Social isolation

• Depression or low self-

esteem

• Lack of parenting skills due

to age or lack of education

• Financial difficulties

Child

• Being an unwanted baby

• High needs (prematurity,

disabled, chronic illness)

• Difficult to comfort

• Mental health issues

• Multiple birth

• Many siblings

• Exhibits violence

• Criminal behavior

• Self-abuse

• Animal abuse

• Aggression toward peers


