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Recognising child abuse

"I ran away from him because he lost my indentures:
for he served me very bad; he stuck a pick into me twice."
Here the boy was made to strip, and the Commissioner,
Mr Symonds, found a large cicatrix likely to have been
occasioned by such an instrument, which must have
passed through the gliltei muscles, and stopped only short
of the hip-joint. There were 20 other wounds, occasioned
by hurrying in low workings, up and around the spinous
processes of the vertebrae, from the sacrum upward.

The boy was Thomas Moorhouse and the evidence was to the
Parliamentary Commissioners appointed in 1840 to inquire
into labour in the mines.' In 1842 Lord Shaftesbury's Mines
Act was passed, forbidding the employment underground of
women and of children under 10 years. Though child abuse in
industry no longer occurs in Britain the pattern of injuries in
the home is little different now from 1881 -when a meeting
organised by the Society for the Prevention of Cruelty to
Animals for an appeal for a dogs' home extended its appeal
for the protection of children.2 In May 1889 the National
Society for the Prevention of Cruelty to Children was formed.
As with Thomas Moorhouse, scars and skin lesions may be

the external evidence of child abuse; but further investigation
may reveal lesions in the mouth, retinal haemorrhages, un-
suspected fractures, or a subdural haematoma. Of the skin
lesions resulting from child abuse3 bruises are the most com-
mon and must be distinguished from the genuinely accidental
lesions often found on the shins in toddlers and preschool
children. A history incompatible with the findings should raise
doubts about the circumstances of the injury. Children unable
to crawl do not knock themselves against the furniture, and
bruises on the back and buttocks are unlikely to arise from
"bumping down the stairs on his bottom." Bruises of different
colours indicate more than one episode, and a pattern corres-
ponding to that of an adult's finger tips also suggests non-
accidental injury. Bruises must, of course, be distinguished
from the lesions in thrombocytopenic purpura and inherited
bleeding disorders. The-Mongolian blue spot may be mistaken
for a large bruise; this is an irregularly shaped area of bluish-
black pigmentation found on the buttocks, sacrum, back, or
upper arms in newborn infants of dark-skinned parents and
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occasionally in the babies of black-haired Europeans. It is ofno
pathological significance and usually disappears or blends into
the skin pigmentation after a few months; occasionally one
may persist for years.

Lesions of the skin produced by blows with belts, buckles,
or looped rope produce characteristically shaped bruises that
may be accompanied by ecchymoses or actual loss of skin.
Beating with a stick causes linear lesions on the back, buttocks,
or backs of the legs. In the Far East the folk-medicine practice
of "coin rubbing" may produce linear petechial or purpuric
skin lesions that may be mistaken for strap marks.4 Scratch
marks from human nails are broader and deeper than those
from a cat's paw; and in human bites there is a semicircular
bruised outline, in contrast with a dog bite, where the skin is
punctured and torn. The skin lesions due to neglect are also
important. The most common is a napkin eruption with lumpy
lesions, often with a central ulcer, or extensive skin lesions
extending beyond the napkin area if the child has been allowed
to lie neglected in urine or faeces.

Another manifestation of wilful ill treatment in children
is loss of hair from forcible pulling. The loss is patchy and must
be distinguished from alopecia areata, which is rare below the
age of 1 year, and trichotillomania, in which the child pulls out
his or her hair and may eat it. Loss ofhair over the occiput often
results when a child lies flat for long periods and rolls its head
from side to side in boredom.

Burns are generally regarded as accidental, but this is not
always so.5 Cigarette-end burns, which indicate deliberate
intent, are circular lesions, with erythema and a blister, a
scab, or a depressed scar, according to the age of the lesion.
Burns with the pattern of a radiator or electric elements are
usually non-accidental. Scalds from "falling" into a hot bath
or a washing tub may not be accidental; symmetrical lesions
of the legs, unaccompanied by other scalds on the hands or
elsewhere, may be due to the forcible immersion of the child.
Numerous studies have also shown an association between
accidental burns and neglectful, disturbed, or socially inade-
quate parents.6

Since child abuse is strongly correlated with unemployment
and financial difficulties and with alcoholism, all of which are
increasing rapidly, we may expect a steady increase in the
frequency of non-accidental injury-unless our way of life
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changes. More than ever, clinicians must be alert to the
possibility.
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Sepsis after bowel surgery
The two principal sites of septic complications after elective
operation on the bowel are around suture lines and in the
surgical incision. Over the last 10 years argument about the
prevention of these complications has centred on the manipu-
lation of antimicrobial drug regimens; but relatively
little has been said about the details of surgical performance.
The tacitly accepted view seems to be that enteric anastomoses
in the colon or rectum will break down in an unavoidable
minority of patients and that there will be an irreducible
minimum of sepsis in the abdomen, even after antibiotics have
done their best.
Some surgeons can produce primary union of the bowel

anastomosis in all but 5-10% of patients (as assessed by radio-
logical investigation using water-soluble contrast medium
8-10 days postoperatively) even for anterior resection of the
rectum.1 2 For others,3 however, the incidence of clinically
diagnosed anastomotic leakage may range between 50% and
30° .Why is there such a disparityinthese figures ?Themethods
required to achieve the best results are a composite of several
intraoperative techniques. Adequate mobilisation of the colon
is essential so that there is redundant gut on at least one side of
the anastomosis, so preventing tension at the suture line.
This consideration is of paramount importance in anterior
resection of the rectum, where the distal aspect of the anasto-
mosis is fixed. Mobilisation of the splenic flexure is almost
always necessary-but it has the added advantage that the
proximal colon helps fill the pelvis, so minimising collection
of serosanguineous fluid in the sacral hollow. Careful handling
of the cut ends of the bowel and gentle tying of anastomotic
sutures so that the bowel ends are just approximated, help
to avoid local tissue necrosis. Maintenance of gut perfusion by
preventing hypoxia and hypotension, to which the large gut is
particularly sensitive,4 is also important. All these techniques
may be thought to be standard surgical practice, but there is
evidence to the contrary.

If a leak rate (tested radiologically) of 5-10%/ is achievable
-implying an even lower rate of clinically evident leakage-
then the normal practice of placing a drain to an anastomosis
could be abandoned,5 so helping to reduce local septic com-
plications. The colon and rectum should be empty at the time
of surgery. The traditional combination of aperients (castor oil
or magnesium sulphate) with repeated enemas6 may succeed,
but it often fails. One alternative method is orthograde gut
irrigation with warm physiological saline7 or dilute mannitol
solution8; the latter is more acceptable to the patient, the only
contraindications being cardiac failure and obstruction of the

bowel, and it will give good to perfect results in 85% of
patients.9 Faecal loading of the large gut at operation (due to
either poor bowel preparation or a stenosing tumour) is
best treated by an extended right hemicolectomy to include
lesions up to the splenic flexure. For tumours beyond
that point the colon may be irrigated with warmed physiologi-
cal saline solution into a closed system during the operation.10
These techniques will allow immediate restoration of bowel
continuity.

Oral antimicrobial agents are often given for several days
before surgery, but Keighley et all' have reminded us that such
treatment increases the incidence of resistant organisms should
septic complications occur and does not greatly reduce the
incidence of sepsis.12 Oral antimicrobial treatment should not,
therefore, be given preoperatively. On the other hand, peri-
operative chemoprophylaxis is important; the drugs chosen
must be active against aerobic and anaerobic organisms,13-15
and a whole range of antibiotics has been advocated.14 16-19
The objective is to obtain a drug tissue concentration, at the
time of bacterial contamination during the surgical procedure,
sufficient to prevent bacterial growth.20 21 Most regimens
employ three doses (two hours before operation and then at
twelve-hourly intervals), though two doses are probably
equally effective.22 The cephalosporin group is active against
aerobes"7 and can be used in all patients except those who have
penicillin allergy or in whom frusemide may be required
postoperatively. In these patients gentamicin is an alternative,
but perhaps this useful agent should not be used routinely,
being reserved for the treatment of established Pseudomonas-
related sepsis.'6 In general metronidazole seems the most
useful prophylactic for anaerobic organisms.23 Clindamycin
is precluded by its association with pseudomembranous
colitis.24 During surgery contaminating organisms may be
eluted by intraperitoneal lavage with warmed physiological
saline to which tetracycline has been added.25 26
Abdominal sepsis after elective colorectal surgery can be

prevented, on the one hand, by obtaining an empty bowel
and the use of perioperative antimicrobial treatment-on
which aspects some consensus is emerging-and, on the other
hand, by maintaining anastomotic integrity-a challenge to
surgical performance which has yet to be met. Perhaps the
greatest value of routine postoperative radiological testing
for anastomotic leakage is that it sets a standard against which a
surgeon may test himself.

In uncomplicated elective enteric surgery we should aim to
reduce septic complications to nil or very close to nil; and
there is now adequate evidence that this is a realistic goal.
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