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IntroducƟ on
Maltreatment, especially that of children can be insidious in nature, 
whose signs may not be evident unƟ l a culminaƟ on of unfortunate 
events. In Australia, during 2010-2011, there were 286,437 [1] reports 
of suspected child abuse and neglect made to state and territory 
authoriƟ es with a total of 40,466 substanƟ aƟ ons (Figure 1). These 
noƟ fi caƟ ons include four maltreatment types: physical abuse, sexual 
abuse, emoƟ onal abuse and neglect (Figure 2). As of 30 June 2010, 
there were 11,468 Aboriginal and Torres Strait Islander children in 
out-of-home care as a result of this. The naƟ onal rate of Indigenous 
children in out-of-home care was almost ten Ɵ mes higher than for non-
Indigenous children. [1]

An unusual case of bowel perforaƟ on in a 9 month old infant

Child protecƟ on staƟ sƟ cs shown above tells us how many children have 
come into contact with child protecƟ on services; however, they do 
not take in to account the silent staƟ sƟ cs of those who suī er without 
seeking aid. In all jurisdicƟ ons in 2010-11, girls were much more likely 
than boys to be the subject of a substanƟ aƟ on of sexual abuse. In 
contrast, boys were more likely to be subject to physical abuse than 
girls in all jurisdicƟ ons except Tasmania and the Northern Territory. [1]

Unfortunately it is diĸ  cult to obtain accurate staƟ sƟ cs regarding the 
number of children who die from child abuse or neglect in Australia, 
as currently comprehensive informaƟ on is not collected in every 
jurisdicƟ on. Taking this into account however latest data recorded 
indicated that in 2006, assault was the third most common type of 
injury causing death for Australian children aged 0-14 years, [2] and 
totaled 27 children mortaliƟ es in 2006-07. Medical pracƟ Ɵ oners 
must be aware of the signs of child maltreatment and their long-
term consequences, as they possess the opportunity to intervene and 
change the consequences of this terrible burden on aŋ  icted children. 

In Australia, between 2009 and 2010 almost 290 000 cases of 
suspected child abuse and neglect were reported to Australian 
state and territory authoriƟ es. Child maltreatment may present 
insidiously, not allowing signs of the maltreatment to be 
elicited unƟ l aŌ er a culminaƟ on of events. Ms. LW, a 9-month-
old Indigenous female, presented to the Alice Springs Hospital 
emergency department (ED) with complaints of bloody diarrhea. 
A provisional diagnosis of viral gastroenteriƟ s was suggested 
and she was managed with fl uids to which her vitals responded 
posiƟ vely. She was discharged six hours post presentaƟ on but 
presented three days later in a worsened condiƟ on with a grossly 
distended abdomen. Exploratory laparotomy found a perforated 
jejunum, which was deemed as a non-accidental injury. This 
case outlines the piƞ alls in collateral communicaƟ on in which 
we discuss the lack of use of an interpreter or Aboriginal health 
worker. We also emphasise the onus on junior doctors to pracƟ ce 
in a refl ecƟ ve manner with the burdens of ED, so that they do not 
miss key diagnosƟ c clues. Early detecƟ on of chronic maltreatment 
is important in the prevenƟ on of toxic stress to the child, which 
has been shown to contribute to a greater burden on society in the 
form of chronic manifestaƟ ons later in life. 
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Figure 1. Number of substanƟ aƟ ons of child maltreatment recorded within 
Australian states and territories in 2011.

Figure 2. NoƟ fi caƟ ons of maltreatment types made in 2011 (From Australian 
InsƟ tute of Health and Welfare and Australian Bureau of StaƟ sƟ cs, 2011).
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Case PresentaƟ on
Ms. LW, a nine month old Indigenous female and her mother 
presented to the Alice Springs ED at 2100, with complaints of bloody 
diarrhea. Emergency department staī  noted that on presentaƟ on 
the infant was notably uncomfortable and tearful. She was afebrile, 
with mild tachypnoea (50 respiraƟ ons per min) all other vitals were 
normal. ExaminaƟ on of the infant revealed discomfort in the epigastric 
region with no other signifi cant fi ndings including no organomegaly 
or distenƟ on. No other abdominal signs in parƟ cular signs such as 
guarding or rigidity were noted on admission. Systemic review did 
not show any signifi cant fi ndings. Past medical history included 
recurrent chest infecƟ ons with the last episode two months prior. No 
immunisaƟ on history was available. The staī  had diĸ  culty examining 
the child because she was highly irritable. It was also diĸ  cult to elicit a 
comprehensive history from the mother as she spoke minimal English 
and was relaƟ vely dismissive of quesƟ ons. No interpreter was used in 
this seƫ  ng.

The paƟ ent was diagnosed with viral gastroenteriƟ s and treated 
conservaƟ vely by the administraƟ on of intravenous fl uids to maintain 
hydraƟ on. AŌ er six hours of observaƟ on and a slight improvement in Ms. 
LW’s vitals she was sent home in the early morning hours aŌ er intense 
pressure from the family. No other treatments and invesƟ gaƟ ons 
were done and the staī  discharged her with the recommendaƟ on of 
returning if the symptoms worsened over the next day. 

The paƟ ent returned three days later to ED with symptoms clearly 
of a diī erent nature and not that of the previous diagnosis of 
gastroenteriƟ s. On general observaƟ on the paƟ ent appeared unwell, 
irritable and was crying weakly. On examinaƟ on she was found to be 
febrile (40°C) and toxic with tachycardia (168 bpm) tachypnoea (60 
respiraƟ ons per minute), and gross distenƟ on of her abdomen (Figure 
3). 

Figure 3. Image showing the gross distenƟ on of the bowel of Ms. LW taken at 
the Ɵ me of presentaƟ on.

Figure 4. Anterior/posterior CXR indicateing bilateral free gas under the 
diaphragm (arrows) confi rming perforated viscus. 

The abdomen was lavaged with copious amounts of warm saline and 
the abdominal wall was closed in interrupted layers. Post surgery the 
child remained intubated, venƟ lated and was admiƩ ed to the ICU. 
AŌ er 24 hours post surgery the infant was extubated successfully 
and oral feeding was commenced aŌ er 48 hours post surgery. The 
paƟ ent made an unevenƞ ul recovery and was later transferred to the 
paediatric ward. 

The surgeons commented that the iniƟ al perforaƟ on to the jejunum 
fi xed to the mesentery caused de-vascularisaƟ on of this porƟ on, 
leading to the further degradaƟ on and gangrenous state of the 
intesƟ ne and thus worsening the child’s condiƟ on. 

As the surgeons had indicated that this injury was of a non-accidental 
nature the parents of the infant were brought in to be interviewed by 
the consultant, with the aid of an interpreter. The parents denied any 
falls or injuries sustained in the events leading to the presentaƟ on, 
which the surgical team had already exclude, due to the absence of 
associated injuries and symptoms. The consultant noted that both 
parents were not forthcoming with informaƟ on even with the aid of 
an interpreter. Further quesƟ oning from the allied health team fi nally 
led to an answer. The father admiƩ ed that on the morning of the iniƟ al 
presentaƟ on while he was siƫ  ng on the ground his daughter pulled his 
hair from behind him to which he responded by elbowing her in the 
mid-region of her abdomen. Upon obtaining this informaƟ on a skeletal 
survey was undertaken, in which a hairline fracture of the shaŌ  of the 
leŌ  humerus and minor bruising in this region was found. 

Case resoluƟ on
The infant was assumed into care under the basis of neglect and the 
case was mandatorily reported to Child ProtecƟ ve Services. The parents 
were then reported to the police for further quesƟ oning and probable 
court hearings. Once the paƟ ent was stable, she was discharged into 
the care of her grandmother, with a further review to be made by Child 
ProtecƟ ve Services at a later date.

Discussion 
Child abuse is sƟ ll a cause for concern in Australia although there 

Figure 5. Devitalised upper jejunum with torn mesentery, with small perforaƟ on 
at the distal porƟ on of the jejunum. 

An emergency chest x-ray was taken which revealed pneumoperitoneum 
(Figure 4).

The case was referred to the on-call surgeon, who gave a provisional 
diagnosis of perforated bowel and decided to perform a laparotomy. 
She was immediately started on intravenous broad-spectrum 
anƟ bioƟ cs, ampicillin (200mg /6hourly), metronidazole (30mg /12 
hourly) and gentamicin (20 mg/daily) before surgery. 

Emergency laparotomy was performed, and on iniƟ al exploraƟ on it 
was found that the peritoneum contained foul smelling serous fl uid 
with a mixture of blood and faecal maƩ er. Further exploraƟ on found 
perforaƟ on of the jejunum with the mesentery torn from the fi xed 
end of the jejunum (Figure 5). The surgeons resected the gangrenous 
porƟ on of the jejunum and performed an end-to-end anastomosis of 
small bowel.
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has been a decrease in substanƟ aƟ ons since 2007. [3] Although the 
total substanƟ aƟ ons have decreased, on a state level, Victoria, South 
Australia, Western Australia, Tasmania and the Northern Territory 
have recorded an increase in the number of abuse substanƟ aƟ ons. The 
most common abuse type reported in the 2010-2011 was of emoƟ onal 
abuse (36%) followed by neglect (29%), physical abuse (22%) and 
sexual abuse (13%). 

Children who suī er through maltreatment not only have physical 
burdens placed on them, they oŌ en have many associated long-term 
problems. [4] The term recently coined is ‘toxic stress’, which results 
from sustained neglect or abuse. Children are unable to cope and 
hence acƟ vate the body’s stress response (elevated corƟ sol levels). 
When this occurs over a prolonged period of Ɵ me it can lead to 
permanent changes in the development of the immune and central 
nervous systems (e.g. hippocampus). [5] This combinaƟ on results in 
cogniƟ ve defi cits that result in unwanted manifestaƟ ons during adult 
life including poor academic performance, substance abuse, smoking, 
depression, eaƟ ng disorders, risky sexual behaviors, adult criminality 
and suicide. [6] These health issues contribute to a signifi cant 
proporƟ on of society’s health burden.

Medical pracƟ Ɵ oners and especially those working in ED, are in an 
advantageous posiƟ on to be able to intervene in child toxic stress. 
It is important to be aware of signs or ‘red fl ags’ that may point to 
maltreatment including: failure to thrive, burn marks (cigareƩ e), 
unusual bruising and injuries, symptoms that do not match the 
history, recurrent presentaƟ on to health services, recurrent vague 
symptoms, child being cold and withdrawn, lethargic appearance, 
immunodefi ciency without specifi c pathology and less commonly 
Munchausen syndrome by proxy. [7]

Previously we alluded to the fact that the child protecƟ on data only 
refl ects those reported to the child protecƟ ve services. Economically 
disadvantaged families are more likely to come into contact with and 
be under the scruƟ ny of public authoriƟ es. This means that it is more 
likely that abuse and neglect will be idenƟ fi ed in the economically 
disadvantaged, [4] however child abuse may occur in all socioeconomic 
demographics. 

This case illustrates the common piƞ alls in the clinical seƫ  ng, one of 
these being the lack of a clear history obtained at iniƟ al presentaƟ on. 
It was menƟ oned that there was poor communicaƟ on between the 
paƟ ent’s mother and the aƩ ending to gain any meaningful informaƟ on, 
yet there was no use of an interpreƟ ng service or Aboriginal health 
workers. As Aboriginal health workers have usually lived in the 
community they work in and most have developed lasƟ ng relaƟ onships 
with the community and with the various government agencies. [8] 
This makes them experts at bridging the communicaƟ on gap between 
the paƟ ent and the doctor. 

Another clinical piƞ all demonstrated by this case was the poor 
examinaƟ on of this infant, and the failure to  recognise important 
signs such as guarding and rigidity -  highly suggesƟ ve of insidious 
pathology. These fi nding would lead a clinician to perform further 
invesƟ gaƟ ons such as a CXR or CT-scan which would have determined 
the underlying pathology. AddiƟ onally, no systemic examinaƟ on was 

conducted in the haste to discharge the paƟ ent from ED. However, this 
meant, another important sign of abuse - the bruising on the infant’s 
leŌ  arm, was missed. AddiƟ onally, no invesƟ gaƟ ons were performed 
when the infant iniƟ ally presented to ED and hence, the diagnosis 
of viral gastroenteriƟ s was not confi rmed. Furthermore, bacterial 
gastroenteriƟ s was not properly excluded although it is highly likely in 
the context of bloody diarrhoea.

Emergency department physicians have many stressors and constant 
interrupƟ ons during their shiŌ s and this combinaƟ on is known to 
cause breaks in rouƟ ne tasks. [9] In 2008, the Australian Medical 
AssociaƟ on conducted a survey of 914 junior doctors and found that 
the majority of individuals met well established criteria for low job 
saƟ sfacƟ on (71%), burnout (69%) and compassion faƟ gue (54%). [10] 
These factors indirectly aī ect paƟ ent outcomes and in parƟ cular, can 
lead to overlooking key diagnosƟ c clues. With the recent introducƟ on 
of the NaƟ onal Emergency Access Target (NEAT), also know as the 
‘4 hour rule’, staƟ sƟ cs have shown that there has been no change in 
mortality. [11,12] However, this is a recent implementaƟ on and there 
is a possibility that with junior doctors and nursing staī  pushed for a 
high turnover of paƟ ents, that child maltreatment may be missed. 

RecommendaƟ ons
1. Early recogniƟ on of child abuse requires a high index of suspicion. 

2. Be familiar with mandatory reporƟ ng legislaƟ on as it varies 
between state/territories. 

3. As junior doctors it is imperaƟ ve that we use all hospital services 
such as the interpreƟ ng services and the Aboriginal health 
workers. We can thus enhance opƟ mum history taking. 

4. It is important to pracƟ ce in a refl ecƟ ve manner to prevent 
inexperience, external pressures and job dissaƟ sfacƟ on from 
aī ecƟ ng paƟ ent quality of care.

5. Services should be encouraged to have Indigenous social/case 
workers available for consultaƟ on. 

Conclusion
Paediatric presentaƟ ons within a hospital can be very challenging, 
and as junior doctors have the most contact with these paƟ ents, they 
must be aware of important signs of abuse and neglect. We have 
outlined the importance in communicaƟ ng with Indigenous paƟ ents 
and the related piƞ alls if this is done incorrectly. Doctors are in a 
posiƟ on to detect child abuse and to intervene before the long-term 
consequences manifest.  

Confl ict of interest
None declared.

Consent declaraƟ on 
Informed consent was obtained from the next-of-kin for publicaƟ on of 
this case report and all accompanying fi gures.

Correspondence
M Jacob: maƩ .o.jacob@gmail.com


