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Background: Child maltreatment is persistently under-
recognised. Given that a third of maltreated children may
return with serious or fatal injuries, it is imperative that
otolaryngologists who are in frequent contact with children
are able to detect maltreatment at first presentation.
Objective of review: This review aims to identify ENT
injuries, signs or symptoms that are indicative of physical
abuse or fabricated or induced illness (child maltreatment).
Type of review: Systematic review.

Search strategy: An all-language search, developed in
Medline Ovid and consisting of 76 key words, was conducted
of published and grey literature across 10 databases from
inception to July 2015, for primary observational studies
involving children aged <18 years.

Evaluation method: Each relevant article underwent two
independent reviews with full critical appraisal, applying
strict quality standards.

Results: Of the 2448 studies identified and screened, 371
underwent full review, resulting in 38 included studies that
detailed 122 maltreated children. Pharyngeal perforations
(n = 20) were the most frequent abusive ENT injury,
predominantly affecting neonates and infants, presenting
with dysphagia, drooling, haemoptysis and surgical

emphysema. At least 52% of children with abusive pharyn-
geal injuries had additional co-existent injuries. The majority
of ear injuries were inflicted to the external ear (n = 11) and
included auricular deformity, abrasions, petechiae, lacera-
tions and burns. Fabricated or induced illness cases pre-
sented most commonly with recurrent, unexplained
otorrhoea or ENT lesions that failed to heal despite
appropriate therapy.

Conclusions: All clinicians should be familiar with the
signs of child maltreatment. Pharyngeal injuries, or injuries
to the external ear, presenting in young children without an
explicit history of witnessed injury should prompt a child
protection referral for full evaluation. Likewise, children who
present with recurrent, or apparently intractable symptoms
and signs despite appropriate treatment, should raise the
possibility of fabricated or induced illness, and discussion
with a child protection specialist is advised. Early recognition
of possible child maltreatment and instigation of appropriate
safeguarding measures are essential to prevent repetition and
escalation of injury. This is of paramount importance to
otolaryngologists, who have the potential to identify these
children in their practice.

Paediatric otolaryngology accounts for approximately
30-50% of otolaryngologists’ workload, and head and
neck injuries are commonly described amongst abused
children.'” Tt is estimated that child maltreatment is
significantly under-recognised in almost every healthcare
setting; potentially as few as 10% of cases are detected.*
Of those undetected children who are discharged, approx-
imately a third may subsequently return with serious or
fatal injuries.” It is therefore imperative that healthcare
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professionals, particularly those in frequent contact with
children, are cognisant of the frequency of maltreatment in
this population and that they are vigilant in detecting,
investigating and consulting child protection specialists
whenever safeguarding concerns arise, to prevent the
repetition or escalation of maltreatment.®

The World Health Organisation considers five types of
child maltreatment: physical abuse, fabricated or induced
illness, sexual abuse, neglect and emotional abuse.” This
prominent public health issue is of importance to numerous
specialties including otolaryngology. Child maltreatment is
prevalent: annually there are an estimated 70 child homicides
in the UK alone, and as many as 16% of children globally are
estimated to suffer maltreatment.*® This represents a
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significant societal and economic burden, and is known to
have severe long-term consequences.* The wide-ranging and
protracted consequences of child maltreatment include an
increased risk of mental health problems, cardiovascular
disease and risky health behaviours throughout the lifespan.’

While neglect is the most common form of maltreatment,
physical abuse, which is more easily recognisable by clini-
cians, is the second most common.'®'" Physical abuse is
defined as ‘hitting, shaking, throwing, poisoning, burning or
scalding, drowning, suffocating or otherwise causing phys-
ical harm to a child’.!? Fabricated or induced illness (FII) is
defined as an illness, which is fabricated or induced by
caregivers in a child, in order for them to receive medical
attention.”> This more covert form of maltreatment is
difficult to detect and has a poor prognosis.'* The diverse
range of symptoms experienced by children with FII and the
importance of FII in the ENT setting is emphasised in the
published literature.'>'®

Systematic reviews are an essential resource for clinicians
in this era where it is incumbent upon healthcare profes-
sionals to practice, and stay up-to-date with evidence-based
medicine. This systematic review aims to identify the features
of ENT injuries as a consequence of physical child maltreat-
ment and the features of FII presenting with ENT symptoms
and signs.

Methods

Search strategy

An all-language search of published and grey literature was
conducted across ten databases from 1900 to 2015
(Appendix 1). The search strategy was developed in Medline
Ovid using MeSH headings, and consisted of 76 key words,
which were modified for other databases (Appendix 2).
Search sensitivity was augmented through hand searching
non-indexed journals and searching the references of all full-
text articles reviewed.

Data extraction

Duplicate references were removed and each abstract
scanned for relevance, independently, by two trained
reviewers (SM and PR). Each article deemed relevant was
then assessed for inclusion and critically appraised using a
standardised critical appraisal form adapted from multiple
sources including the NHS Centre for Reviews and Dissem-
ination criteria and previous reviews.'” ' Third-reviewer
(AA) arbitration was used to resolve disagreements. Data
from included studies were extracted by two independent
reviewers (AA and PR) using a purpose built data extraction
sheet. This review was conducted in-line with the preferred

reporting items for systematic reviews and meta-analyses
(PRISMA) guidelines.22

Quality standards

Inclusion criteria (Table 1) were as follows: all studies of
children aged <18 completed years experiencing ENT
injuries as a result of physical abuse or exhibiting signs or
symptoms of FII. For the purposes of this review, definitions
used were as follows: the ear included the auricle (external
ear) to the internal auditory meatus and the Eustachian tubes.
Nose was defined as the external nose to the nasopharynx
including the sinuses. Throat was defined as the oropharynx
including the palatine and lingual tonsils to the laryngophar-
ynx. The UK Department of Health definitions of physical
abuse and FII were used.'* Due to the paucity of comparative
studies addressing our review questions, observational
studies of all designs were included. Exclusion criteria
comprised fractures or bruising (addressed by separate
reviews);'®?! studies which only addressed accidental or
iatrogenic ENT injuries; sexual abuse; the outcomes of child
maltreatment or management of ENT injuries; reviews or
expert opinion; and studies where adult and child data could
not be separated. In addition, we excluded studies of oral
injuries with the anatomical boundaries being the vermilion
border of the lips to the soft palate, and studies on epistaxis as
a presentation of asphyxiation, as these are addressed in
recent systematic reviews.”>**

To minimise the risk of circularity, that is to exclude
studies that used ENT injuries, signs or symptoms to confirm
maltreatment, cases within each study were assessed against
an internationally recognised and previously used ranking of
maltreatment confirmation (Table 2).'%% Cases with a
ranking of 1-3 were included: rank 1 representing the
highest confidence that maltreatment occurred, that is the
decision did not rest exclusively on the clinical features, and
rank 5 representing the poorest quality of maltreatment
confirmation. Additionally, we ranked the quality of exam-
ination of the ear, nose and/or throat. The highest rank of
examination (rank 1) included a post-mortem examination,
or examination of the throat or nose with endoscopy, or the
ears by an otolaryngologist with adequate equipment and
illumination. The lowest ranking included those where no
details of examinations were provided.

Results

Study selection

Figure 1 illustrates the number of studies screened, assessed
for eligibility and included in this review, with reasons for
exclusions at each stage. In summary, 2448 references were
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Table 1. Inclusion and exclusion criteria for systematic review of ear, nose or throat injuries, signs or symptoms associated with physical

abuse or fabricated or induced illness

Inclusion criteria

Exclusion criteria

Studies of all observational evidence types
English and non-English articles

Patients aged <18 completed years

Ear is defined as the auricle (external ear) to the internal acoustic
meatus including the pharyngotympanic tubes

Nose is defined as the external nose to the nasopharynx
including the sinuses

Throat is defined as the oropharynx to the laryngopharynx
including the lingual and palatine tonsils

Ear, nose or throat injuries, signs or symptoms as a
result of physical abuse or fabricated
or induced illness

Physical abuse or FII (confirmation of abuse rank 1-3)

No physical abuse or fabricated or induced illness
(confirmation rank A-B2)

Formal consensus/expert opinion/personal
practice/review article

Studies only involving accidental or iatrogenic ear
nose or throat injuries

Management of injury papers

Studies of complications or outcomes of abusive ear,
nose or throat injuries

Studies where the population includes adults and
children and the data for children cannot be extracted

Oral injuries

Bruising alone

Burns to throat or external nose

Ear, nose or throat injuries as a result of
sexual abuse

Epistaxis as a result of asphyxiation

Likelihood of physical abuse or fabricated or induced
illness rank 4-5, or mixed rank

Likelihood of no physical abuse or fabricated or
induced illness C1-C2

screened, with 371 full-text articles reviewed and 38 studies
included.> ¢

Study characteristics

Included studies were separated into those pertaining to physical
o) 2627,31,33,35,36,38-41,44,45,48-53,56,57,59,61-64
abuse (24 studies),262731:3335,36.38-41.4445.48-5356,57.5961-64 o

) 25:28-30,32,34,37,42,43,46,47,55,58
those relevant to FII (14 studies).”>¥ 7023437:4243,46:47,55,58.60

Within the physical abuse category, the studies were
grouped into injuries to the throat (16 stud-
i), 26:27:33,35.36.39,40,4445,48.4951,52.56.57,39.64 car (cight stud-
ies), and miscellaneous injuries (one
study).®!

31,35,36,38,41,50,53,62,63

Physical abuse: throat injuries

Table 3 summarises the characteristics of studies describing
injuries to the throat as a result of physical abuse. There
were 16 studies detailing throat injuries in 25
children, with an age range of 15 days to 2 years, median
4 months 26 27 3% 35, 36, 39, 40, 44, 45, 48, 49, 51,52, 56, 57, 59, 64
These studies were predominantly case reports of neonates
and infants with pharyngeal lacerations or perforations
(n = 20). Typically, these patients presented with symptoms

including dysphagia, drooling, respiratory distress, haemop-
tysis or haematemesis, neck swelling and pyrexia. Surgical
emphysema of the neck and/or chest was often present on
examination (n = 5) and/or chest X-ray (n = 7); in addi-
tion, evidence of pneumomediastinum and/or pneumoth-
orax ~was seen in four cases on  chest
)(-r;1y.26’27’33’44’64 In some cases (n = 3), a contrast swallow
study was undertaken, demonstrating leak of contrast from
the hypopharynx or oesophagus.”>*"*° In the majority of
reports (n = 18), rigid endoscopy confirmed the pharyngeal
laceration or perforation, 26273535:36:40:44,45,48,49,51,52,57,59.64
A substantial number of these injuries (n = 12) were
thought to be the result of forceful introduction of an object
or finger through the child’s oral cavity into the upper
aerodigestive tract,26:27-39-40:44:45.56.59.64 1 \wever, the mech-
anism of injury remained unknown or unconfirmed in a
considerable number of cases (n = 11).333%36:44:49,51,52,57,64
Co-existent injuries were described in 52% (n = 13) of
included children with pharyngeal inju-
2633,35,36,394044,48,49.52.5659.64 11t commonly rib frac-

26,33,39,40,44,48,52 T
however, six did not report
27,40,44,45,52,57
Four

ries,
tures (n = 7);
undergoing imaging for occult injuries.
further children had associated bruising elsewhere on the
body, and two had intracranial injury.’>>®*48->6.64
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Table 2. Ranking of confirmation of physical abuse or fabricated or induced illness (FII) in children presenting with ear, nose or throat
injuries, signs or symptoms thereof, studies ranking 1-3 were included; ranking of exclusion of physical abuse and FII in children presenting
with ear, nose or throat injuries, signs or symptoms, studies ranking A—B2 were included. Ranking of quality of examination, studies were not

excluded on these standards

Ranking

Criteria used to confirm physical abuse or FII

1 Physical abuse or FII confirmed at case conference, family, civil
or criminal court proceedings, admitted by perpetrator or independently witnessed
2 Physical abuse or FII confirmed by stated criteria including
multidisciplinary assessment
3 Physical abuse or FII defined by stated criteria
4 Physical abuse or FII stated but no supporting detail given
5 Suspected physical abuse or FII

Criteria used for active exclusion of physical abuse and FII from control group

A By multidisciplinary assessment or child protection, clinical investigation or
forensic recreation of the scene or sudden death investigation

Bl By checking either the child abuse register or records of previous maltreatment

B2 By confirmation of organic disease or witnessed accidental causes

C1 Stated but no detail given

C2 No attempt made to exclude physical abuse and FII

Quality of ear examination

1 Examination by otolaryngologist with appropriate illumination
2 Examination by doctor with appropriate illumination
3 No examination or no details provided

Quality of nasal examination

B W N =

Endoscopy with decongestant

Examination by otolaryngologist with appropriate illumination
Examination by doctor with appropriate illumination

No examination or no details provided

Quality of throat examination

Endoscopy

B W N~

Examination by otolaryngologist with appropriate illumination
Examination by doctor with appropriate illumination
No examination or no details provided

Physical abuse: ear injuries

Table 4 summarises the characteristics of studies describing
ear injuries as a result of physical abuse. There were eight
studies detailing injuries in 13 children, with an age range of
9 months to 12 years, median 2 years.’!>?¢3841,50,33,62,63
The majority of these injuries were inflicted to the external
ear (n = 11) and included auricular deformity, abrasions,
petechiae, lacerations and burns.}138:41:50:53:62.63 1 wever,
traumatic tympanic membrane perforations were also
described in six children,’>*%%%3

Co-existent injuries were described in five children, with
bruising, burns and intracranial injury being the most
common injuries recorded.’’>?®*!2%5>62 The Jocation of

co-existent bruising in children with abusive ear injuries
included the scrotum, buttocks, thighs, neck, calf, shoulder,
forehead and back.*'””®* Although only one child had
concomitant fractures, investigations were only undertaken
in six.

Physical abuse: miscellaneous injuries

Willging et al. conducted a retrospective case series of 4340
children with suspected abuse over a 5-year period, with ages
ranging from 1 day to 17.9 years (mean 5.6 years). Of these
children, 1390 children encountered physical abuse; 641
(49%) of these children had evidence of injury to the head
and neck region.®' The face and scalp were the most common

© 2016 The Authors. Clinical Otolaryngology Published by John Wiley & Sons Ltd ¢ Clinical Otolaryngology
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Records excluded (n =2077)

Full-text articles excluded, with reasons

Does not address review question (n =

Insufficient detail for extraction (z = 10)
Bruising, oral injuries, or fractures (n =

Adult data only or mixed data where
child cases could not be separated (n = 7)
Management of injury and ENT

c
.0 Records identified through database Additional records identified through
E searching other sources
= (n=2536) (n=172)
-
c
]
2
— A A
Records after duplicates removed
)
(n=12448)
] l
4=
c
o
)
S
O
v Records screened
(n=2448) >
—
)
> ¥ 260)
:_—g Full-text articles assessed for Reviews (n=27)
) eligibility »| Rank of abuse or FII (n = 10)
w (n=371)
10)
—
)
outcomes (n = 6)
v Accidental injury only (n = 2)
©
S Studies included in qualitative
% synthesis
£ (n =38 studies (39 articles))

Fig. 1. PRISMA flow diagram demonstrating included and excluded studies and the reasons for exclusion in the systematic review of ENT
injuries, signs or symptoms in relation to physical child abuse or fabricated or induced illness.

sites of injury, accounting for 64% and 25% of all head and
neck injuries, respectively, with the most common mecha-
nism being a blow by hand or blow with an object. The neck
(16%), ears (6%) and nose (5%) were also common sites of
injury in this particular case series. Overall, the majority of
injuries were ecchymoses (62%) or abrasions (15%).
Notably, this case series did not differentiate between
injuries to the oral cavity and oropharynx, but delineated
that when an injury was noted in the oral cavity, oropharynx
or nasopharynx (that accounted for 2% of head and neck
injuries), the majority were lacerations.

Fabricated or induced illness

Table 5 summarises the characteristics of FII studies that
were included. There were 14 studies detailing FII in 84
children, with an age range of 7 months to 14 years, median
2 years (from detailed ages).2525-30:323437,42:43.46,47,55.58,60
The included studies comprised a case series of 71 children
presenting with hearing loss, recurrent ear infections and
sinusitis, and 13 case reports. The most common presenting
symptom within the case reports was otorrhoea (n = 7),
predominantly blood-stained or frank blood (n = 5) that

© 2016 The Authors. Clinical Otolaryngology Published by John Wiley & Sons Ltd * Clinical Otolaryngology



SaInjoRlj

[esTeyeIow

[P [EGEIL
SaINJORIJ LI [RI)e[Ig

wu.ﬁﬁuw.@
qui Surpesy

parednsaAur JoN

yinow ojur uoods jo
UonINPONUI [NJIII0]

uMOw{u)

DAL
PUE YINOW 0JuT
Pa210j Awrwmp s Juejuy

1s£>0pnasd [eurnserpaur
Jo11350d pAIP TYIN
xudreydonax

ojur yedy reaSudreyd
MO[[EMS JSBIIUOD)
Ae1-x 1sayd

U0 ssell [eunserpawr I0L191S0q

£doosoZeydosao

p1811 uo emsey [e1qajraAd1d
03 Surpua)xa rem eaSukreyd

I0119)s0d Jo uoneIADET
Ae1-Y 1591]D

Uo wnurserpatrotunau

Ae1-y Yoau anss1) 1Jos

[e193e] uO BUIAsAYduwa [e2131ng

AdoosoZudre

19211p U0 uwonoun(
[eaSeydosao-o3udreyd
Ior1sod je uoneIde]
Ae1-Y 1S91]D

uo wnurserpawownaud
pue xeroyjownaud 1ySny

[TeM 1$9D JToLIajue
eusAydws [eo1ding
a1e[ed 3J0s 1397 01 Tea)

[esoonuu {rem esudreyd

Tor1a)sod JySt1 0 T3,
AdossoSudrey 10a11p UO

SSIIISIP
A103e11dS1 pue
I0p1s A10jerrdsuy

SISouIdjetuoe

SSOIISIP
A103e11dsax
pue yInowr

o) wo1j Surpadg

¢ yuey
(SYPam 6) 1

1 Mﬁﬁm
(shep §1) 1

1 &Qmm
(suow 7) T

110da1 asen)

(9snqe yum

PIIYD 1) SALIAS ase))

110da1 asen)

6cVSN T661
.NS Jo uewruIay

VSN
2661 1 12 w13[o(]

1210 5661
QP X Nalreyg

© 2016 The Authors. Clinical Otolaryngology Published by John Wiley & Sons Ltd ¢ Clinical Otolaryngology

snjo[deidns o) ewnen pue
1e9) [eagudreydoro 10119150
uonons qng/s1aSury 19D A1

M £)1AeD [eI0 PUE Y2oU 1940 eurasAydurs papynu $3uroms [ uey 0zVSN ‘L661

saInyoely qry

sarm(ur
JUI)SIX-0))

BIA JBOIU} O} BUINEI],

Amfur jo
WISTUBYOIUL

SNOAUBINIANS IAISUIIXH

Juasaxd
soLm(uy

1S9O PUB YPaN

$aIn3e3J
Sunuasaig

(stpuowr 7) 1

asnqe jo
UOT)RWLIUOD

110da1 asen)

udsa(q

‘OweIqy X [esueg

Anyunood
pue ‘Ieaf ‘royny

6 P. Rees et al.

paoadsng Jo yuey
(a8uer a8e)

U2IPIIYD JO IoquunN

saLn(ur JeoIy) :sarpnis asnqe [ed1sAyd Jo sonsueloeIey)) ‘¢ J[qe],



7

punoy aUoN

“ULIe210J )J3] pue
uorSar [erodura) 1397

Child abuse and fabricated or induced illness

WNUNSBIPaU Yo3u
81! [PRISEN RPN SRITPRRINI
wnnuaIj uIog,

Pa9[q [eIURIdRIU]
saInoRy qry

@
pa1ednsaAut JoN
(1) seamidexy

qu 1omo] Suresyqy
(M
pa1ednsaAut JoN
(D
diy 397 10119)UE pUER
dreos jo Sursmig
(1) 2amidexy
u0q [eIdLieq
(T) seamyoery qur
[e193e11q S[dnmN
(1) seamydexy

INUIdJ [eISIP [eIe[ig

sarn(ur
JU)STXI-0))

umowyu

(7) umowyun
WSTURYIIUW 3SIIAIJ

Suneys

(1) umowyun
(1) ysnowr o3ut
ernyeds 3uryood jo
uonINPONUI [NJIDI0]

(¥) sadim 4qeq
JO UONIISUI [NJDI0]

Am(ur yo
WISTURYDIUT

pa1dadsng

AdoosoSukreyd

uo snagukreydoord

0} B[NAN TWOIJ

1e3) [eadudieyd 10119150
xudreydodAy ur wnrreq jo

UOT}BSBABIIXD PIJBIISUOTIP

MO[[eMS JSETITOD)
)eays

P1I0IE) 1J3] 0] 3SO[D PAYNUIPT

SI[P2U PUE DU UO SYTeUr
amjound s[pasu oaydnm
Adoosodudreyd
UO pUNOM O3jul

pajoeduur [erIoewr YI[-[0OM

10300 m xukreqdod4Ay
14811 Jo uonerade

Adoosoudrey sjqrxay uo
stsATered p10d [o0A TRIIR[IG

(7) Adoosodudrey

30211p uo Jem [eadukreyd

I0119)50d JO UOIIRIOJId]

(@

yoau jo euwrasAydus [ed131ng

(1) (uonerxAydse

pasned) Asdojne

je xukreydoio Jorrasod

ur padpo| Apoq udio1o

(¢) AdoosoZuLrer 10911p
UO SUOT)eIdIR] [BAFUATRY

Juasaxd
sorm(ufy

swie
sJuared wouiy
1ej pasaye pue
SUO1121098 [BSBU

PUE [BIO Pasealdu]

(1) onewoydwAsy
(1) Surams
Mo2U ‘SSAISTP
A10ye11dsax
Burjoop ‘10ping

ssaxsTp Ar0jerrdsoy

(1) erxa14d
pue Aiqeytiy
(1) siskydowaey
pue erdeydsiq

(%) odim
Aqeq jo uonyereyur
Suimoryoy

ssaxsTp A10jerrdsoy

saInjesy
Q
SUnuasald

1 uey

(shep G1) T 310dar ase))

ey

(steaf ¢'1
—SYPaM /) ¢

ey
(sqpuowr g) T

sy10dax asen)

j10da1 asen)

I yuey

(sqpuowr —¢) 7 syrodar asen)

1 uey

(sqpuowr y—¢) ¥ syrodar asen)

asnqe jo udisag
UONBULIJUOD
Jo yuey
(98uex o3e)

UQIP[IYP JO JoquinN

VSN F00T
‘v 12 nurelq

el

L661 Iv 12 SN
VSN

‘9861 1V 12 AN

S0
861 ‘SuIppr]
X [PMOIN

opVS0 00T
‘v 32 weWIdnIY

Anpunod
pue Ieaf T0yIny

panunuod ‘¢ J[qe],

© 2016 The Authors. Clinical Otolaryngology Published by John Wiley & Sons Ltd * Clinical Otolaryngology



8 P. Rees et al.

yoau uo Jerydajed
pue SuIsimiq [ene]

(1) £oAInS [I2YS
UO WIS $9INIOBLJ
Auoq 9sum pue
LR Y9U U0 $asmig
(1) Yunn uo sasmiq

padeys-1a8uy [rews

@

paeSnsaAur JON
(1) 2amdey
1eaur] eardooo

(1)

saInyoely qu SUIeaf]

sorn(ur
JUR)SIX-0D)

ynow
ojur uoods onseyd
JO UOTIdSUT [NJIDI0]

(1) umowyup)
(1) xudreydoio
ojur 123(qo Junjq

JO UONIASUI [NJad10]

3q 03 Jydnoyy Lmn(uy

(£) umoyup

Amfut yo
WSTUBYIIUX
pa10adsng

uoneroyiad eagudreydodAy

JO onISTIA)ORIRYD
FO—€D S[oA9] I

snSeydosao puryaq jsenuod
7O 98exea] :MO[[eMS JSETIU0D)

BUIOPIO oNssny

jjos pue are [eaudreydonax

PaleIISUOWdP YU 17
(1238] SAep (1
UoneqNIXd [IIUn pake[op)

AdoosoypuoiqoSuhrejororur

U0 Udas AJIpeurIouqe

ON P3U D) UO BUWIdPIO
[ea8udre] “Ae1-x 3sayd
uo wnupserpawownaud
pue ewasAyduwo [es131ns

$SOI3 ‘SUIT[OMS YU pue 08

[1suo}
1y311 54y MO[dq UOISeIqe
ajeredoss (Adoosoudreyd

uo essoj uriojuAd
oy Je [rem [eadudreydodAy
1311 9y Jo uoneroyrad
wd 7 "Ae1-x 1s9d
uo wnunserpawownaud
pue ewasAydurd
[e2131ns ‘SI[[02110],
(1) AdoosoZudrey 10a11p
uo ssaosqe [eaSudreydonar
pue aeed yos 1orraisod
JYS11 uoIs9 SuneIad)n
() Adoosodudref 10911p
uo esoonuw [eaudreydodLy
Io119150d JO UONEBIAIET

juasaxd
soLm(uy

Anqe uey
pue erdeydsiq (sqpuowr /) 1
(1)
P39 20oUIs [qeILLIT
pue soudsiq
(1) Surjoop
‘edoudsAp 7 uey
Surams YoaN (stpuowr 01—9) T
(1)
erdeyds4Ap aynoy 1 yuey
(1) mz%ooﬁ 200 (sqauowr ¥
(1) stsawarewoe |@¢% 81) €

saIn383J
Sunuasaig

asnqe Jo
UONRUWLIUOD

Jo yuey

(s8uer o3e)
UDIP[IYD JO I9QUINN

MOTAT 2INJRI]
% 110da1 aseD)

SILI3S Ise))

syrodax aseD)

o0 L00T 1Y 32

wefedesesdy,

o0 F00T
.NR 12 EN%NHMQENM

VSN
‘9661 [V 12 20334

Anpunod
pue Teaf ‘ToyIny

panunuod ‘¢ J[qe],

© 2016 The Authors. Clinical Otolaryngology Published by John Wiley & Sons Ltd ¢ Clinical Otolaryngology



9

paAOWIDI
2q 03 pey Jey)
ansst) jo uonsagur
£q uonpnNsqo

Child abuse and fabricated or induced illness

Pparednsaur JoN Aemare roddny
VN :4saIns
[BIS2YS pue peay] 1D umowyu
Amf(ur [erueioenur
pue (pagmadsun)
sarmyoery aydnny UMOUU)
juonyed
2duR[Is 03 Xukreydoro
ojur Yon3s
Ppa1ednsaAur JoN 192(qo paynuaprun
A[PATIRAIOSUOD
pagdeurwr YXy JeOIY) S PIIYD 03Ul

U0 Sa1p0oq U210 Pa010J Sa1poq U210

saLm(ur
JUS)SIX9-0))

Am(ur jo
UISTUBYDI

pajoadsng

Adoosoguhreyd

uo essoj urroyuAd o3

s10d reqprsuo} roryur YL
woIj JUTpu)Xd WOT)eIdL]

Adoosodudreyd

U0 UONBIE]

Iem reaSudreydodAy

14811 (AdoosoFuLre]

U0 1545 P10d [e20A ‘{dwuny

Moau papIs-1ySiI wnnuay
rearduid xoddn uiog,

Adoosodudrey 10311p
uo [em [eaguireyd 1orrysod
ur punom a1npund SuIpIN
AdoosoSeydosao-odukreyd
uo uonerojrad eadeydosso
1oddn pue xudreydodAy
0) SUTPUIIXD UOTIRIAIE]
[ea8uLreydoro 101193504
xudreydodAy
wo1j 170q JO [BAOUII
pue £dooasoSeydosso p13rng
smopeys anbedo-orper
pamoys Ae1- 13U pue
Ke1-x oau anssI) JOS [e1a)e]
xukreydoro pue £j1aed
[BIO UT SUOI}OIDAS JATSSIOX

juasaxd
sorm(uy

() esouds£p
pue Surpasq [e10

(T) 38911 DRIpIR))

sisfydowoey
pue Surjooip
erdeydsiq

erdeydsiq

REMLE)
Sunuasaig

I uey

(sypuour ¢ SATIAS

—SoaMm /) T ased aaneredwon)
I Yuey Aaans

(sqpuowr Q1) T [EUOTD38-SSOI))

[ uey

(sqpuour ¢) T 110da1 958D

[ uey

(s1eaA 7) 1 110dar asen)

asnqe Jo
UOTRULIUOD

Jo yuey

(98uex a8e)
ULIP[IYO JO IQUINN

10 ‘5661
‘I 12 UIA)SO],

ogegell]

861 1 12

20vIN) /861
9oBID) X 0BID)

VSN
F10T ‘Lressepleq
X IDZPIN

6cBIPUI €10C
‘Ip 12 BIDUPRA

A13unod
pue ‘Teaf ToyIny

ponunuod ¢ I[qe],

© 2016 The Authors. Clinical Otolaryngology Published by John Wiley & Sons Ltd * Clinical Otolaryngology



10 P. Rees et al.

pareSnsaaur JON

JeOIY) UT

(urd £3a5es uado) Apoq
ugra10j ‘1e9) [eadukreyd
Io112)s0d ‘puey 03 wIng

#) ﬁouwwﬁwgﬁ 10N

Apoq
UO SYIBW UIN [BI2AG

SOLIN(UT JUISIXI-0))

pmbry orproe
UIIM UINg [ed1Way D)

MO[q WOIJ BUINRI],

umoumyu

)

Yo1s a3ueIo yim Lmfug

Surdders
pareador woxy eumenry,

Amfur jo
WISTUBYOIW pajdadsng

uoneroyrad
SUBIqUISUI

oruedwf) aarssardorg

[eued 183
1y311 woiy 93reydsip
9)TYM-USTUIID)
urdrewr
9TYM PIISTID pue
s193sT[q Srdnnur YIIm
euurd snojeway)AIg
SSO|
Surreay aAONPUOd
pue AmunuodsIp
Te[ndISSO
SEE]
ISD pue uoneroyrad
sueIqUIAW
srueduil) [ersjequn
(7) suoneroyrad
suerqurow druedurky
pUE SUONBINE]
[eIEQW T[RRI
Arurroyop
(snurpuoyprrad
Ie[noLine)
Ied IoMopI[ne))

juasaxd sarmfug

uonemp
-7 JO B201[110)0 JYSII YIIM
SSQUISSN, JO JASUO UIPPNG

(1) ssof Surreay

(1) Te3
Surpasfq (1ysL) ferdrerun

(7) s1es Surpas|q [e1)eIg

uoneinp
umouyun jo Ied 33o] ur dun-y

saIn)ed) SUTIUASAIJ

[y 5cVSN
(1eaf 1) 1 j10dax asen) /661 ‘v 12 TUDY
oesell1
ey ‘¥861 1V 12
(s1e2f 7 AsaIns 0BID) /861
—syjuowt 1) ¥ [BUOT}235-55017) QoeID) X3 d0BID)
7 uey Lcureds

(s1ea O1) T y1odazase))  ‘z107 v 42 BISIND)

Anunoo
pue ‘1eaf ‘Toyiny

asnqe

JO UOTRULIUOD
Joquey

(98uer

a8e) papnpur
USIPIYD JO IQUINN

san(ur 1ed :s1pns asnqe [ed1s4yd jo sonstvdeIRy) F d[qR],

© 2016 The Authors. Clinical Otolaryngology Published by John Wiley & Sons Ltd ¢ Clinical Otolaryngology



1

Child abuse and fabricated or induced illness

1D uo Aydone

[81G2190 payTeur

S[oeq U0 SISOWAYI

£190[N [9oY Y1

‘puey 1ySuI Jo wWnsiop

UO $I8dS PI[eY] Je[NdIID

fuawiopqe uo suoiseiqe
{PeaY2I0] UO SISOWAYIDT

Am(ur peay snoradrg
yser
Addeu Surpueys-Suo
uryd jo Suizeio)
urnauojrradournaud
pue uoneioyiad eun(sf
pa9Iq [eruBIORIUL
Bursmiq peardsapim
‘warrow-1sod uo aoeds
[esSudreydonar pue
xuAreyd jo afeyriouroe
san)oely [s
s8R 1IOWRY [BUT}I
[e193e[1q ‘OSyIIOWRY
[erueI>RIIUT
©onduo) Jo uoneIade|
$30033Nq “I9P[NOYS
Jred Spau Jo Jursmag
SISO
)M UOISBIqE [BUI0D
St Gursmiq ysnp
PUE $203Inq ‘[€J0I0S
9n3duo) o) Yrew A1g

SOLIN(UT JU)STXI-0D)

spune
1J9] JO UONONISIP

BUWINRL], anssn pue Surams

Suruado
[eveawr pue euurd
molq 4q ewmery, jo 3urzeid paurejdxoun

Supyeys pue Suneag 13 1J9] SUONRLIOOXY
(1) Seryoaed 1es Jydryg
(7) umowyun (1) uorseiqe 1ed 1397

Amfur jo juasaid sarrn(uy

wstaeydat —VOHUMQwa

UOT)OJUT 183 1Jo] SUTUISIO AN

Ied wolj Surpas[q
paurejdxaun yim pajuasard
sypuowr ()] page pIyd aUQ

1so11e deIprer)

uoreqniul
JUIMIIPUN 1B} USIPTIYD)

SaINJed) SUTIUSAIJ

¢ uey
(s1eaf ¢€) 1
¢uey
(sqpuows o)
[PERITARE PP [1
(s1eaA GT
—sqpuowr O1) 11

T MENM
(sqpuowr o¢) T

¢ury
(sqauowr (¢
—Ssqiuour 6) ¢

asnqe
JO UONRULIYUOD

Jo yuey

(s8uex

a3e) papnpur
UQIP[IY JO IaquInN

j10dax asen)

SILIS
ased aanereduod
aanpdadsorg

j10dax asen)

Apnys
[BUOTIBAIISQO
aAndadsorg

udsa

VSN 2661
JLECRCE N

<N T00T
UeuuRIg X 99918

ocATEI 800T

‘v 72 O)euOIZIoq

»Vsn
Y107 v 12 z2do]

Anyunood
pue ‘Ief ‘royIny

panunuod ‘§ Jqe],

© 2016 The Authors. Clinical Otolaryngology Published by John Wiley & Sons Ltd * Clinical Otolaryngology



12 P. Reeset al.

(2) sso
SUuLTRAY [RINJULIOSUDS

punojoid 1ySry

(@

SSAUEIM [e10®] IS
@

snwdeisAu [ejuozLIoy
Suneaq o1

(7) uonerojrad
suerquiaw drueduwky
pUB BI0110]0
juspnundoonjy

(1) moq

[eyouod pue sndex
0) winq repyradng

) (T) yoau (2)
19 Jy311 o3ur pa[[nsur pue o[nqoj ‘sndex sso[ Surreay paprs-jydur pue 7 uey coBPBUBD
ANV Ppare1s 10N oueISqNS dnsneD) 0) wInq ﬁﬁufomsm BIXB]E ‘SNJE]S [EIUIW PAIY A&mg ﬁlwv z syrodax ase)  ‘TI0T Jv 12 INOM

SOLIN(UT JUI)STX-0)) Amfur jo juasaxd sarmfug sarn)edj SunuasaIg asnqe udrsagq Anunoo
WISTUBYOIW pajdadsng JO UOTRWLIUOD pue ‘e ‘ToyIny
Jo yuey

(s8uex
a8e) papnpur
USIPIYD JO IqUINN

panunuod ‘§ J[qe],

© 2016 The Authors. Clinical Otolaryngology Published by John Wiley & Sons Ltd ¢ Clinical Otolaryngology



13

Child abuse and fabricated or induced illness

JUBAS[I SUON
SUOTJBIIPIW 6] UQ
I9pI0SIp
JIOYOp UOTIUIE
<1opaostp rejodiq
$1opIOSIp JUBYIP
reuontsoddo :£103s1q
srnerydAsd aATsu)Xg
g 93 2ours
suonjerado oF [eroAQ
(6 pase)
uonesridopuny ornsesd
pue sardoosopus 15
sidnnur xnpjoy
sarnpasoxd

snuis [eordms 11

ST [eDTPaUT SNOTAdIJ

Surpeay
2y1dsap suorsa Jo
9OULLINDAT JUISISIOJ

SISNUISOUTYT
STUOITD 10 9OUIPIAD
2A1392(q0 JO yoeT
juaned pue 1oyjow
£q uaA13 10351
ur sapuedansig
$oInpad01d/s)sa) d10W

10§ ssauraSea [ejudIe g

[11 33dsns 03 suoseay

uornoeal
181V

SIISNUISOUTYT
J1u0IyD)

SSQU[T paonpu]f

Adoossopus uo
sndeydosao pue
xudreyd ur suing
Surpaalq
pUe SUOISOId
[esoonu [eIQ)
S190[N
snoyyyde [e10
sdij jo Surjams
PUE UOTJRIO[OISIP
srdmg

'N

Juasaxd
soLm(uy

cAdpmy,
SuIpad[q 7 uey ‘2002
PUE SUOIS3] [BIO (s1ed4 9) 1 310da1 35BD) ‘v 12 Aewre],
SIOAJJ
Judsiszod VSN
a0y LIOUTYT 7 uey 600T v 12
cured [eoeq (s1eaf $1) 1  110dox aseD Ye[[epemy

udrsaq Anunoo pue

‘1eaf ‘ToyIny

$aIN3e3J 114 Jo
Sunuasaig

UOTJEWLIJUOD
Joquey
(98uex o3e)
papnpur
UIP[IYO

JO TaqUINN

SITPNJS SSAUJ[T PAONPUT 10 PJBILIQR] JO $ONSLINDRIRYD) °S d[qR],

© 2016 The Authors. Clinical Otolaryngology Published by John Wiley & Sons Ltd * Clinical Otolaryngology



14 P. Rees et al.

juowaded
ureIp Jequinj pue
aredax ey 1D ySur
‘spISuTUaW [B1I9)0Bq
((VI1yg woxn)
2Injoely [[NYs
[e3orred 1ySny

SALIY) 0) dIN[Te]
Aurojooprojsewiou
-edwif) [e193R[Iq PRy
uonejuasaid smyy
Surmp tsarnpasoad
aqn) Auroysoueduusy
pue Lwojodurifur
[e121BIq pUR

aredax ajered oD

JUBAS[3I 9UON

AI0)STY] [BDIPaUI SNOTAIJ

SUOT}O2[[0 OU [JIM
punom Suresay-fo
12813
uoIsIAdX SurLmnp
PI10U X BI[ SO ON
Surdewr 1D
U0 UOTJEITUNUIOD
[eUWLIOUQE IO SaUT|
2IN)OBIJ INOE ON

uonerofdxa
[eo131ns pue
sonorqniue [ed1doy
pUB JTUId)SAS
UM JUSUEII)
911dsap 20111030
Apoo[q Ju2IsISIDJ
3DUDPIAS [BITPA
2AT}23(qoO ou
a11dsap Aousoyop
uNWWI JO SUITe[D)
(sesnurs 1D *3-9)
suonednsaAur
[e2130[0TpRI [EULION
$159) Surreay
[euLIOU pue
£doossoyo Teuriou
Jo a1ds ur ssof
SurIeay 919495 Jo
syuared £q syrodoy

11 302dsns 03 suoseay

BI0Y110)0 ;SO

ST)eWINEI}-)SOJ

RIPAW SO
aaneinddns

d1uoIyD

SSO[ SUTIRd ]
SISNUISOUTY

SIUOIYD/AINDY

SSSUJ[T paonpu]

(A1981ns aredar
[enIur 1oye) ed]

dSD JO DUIPIAS ON

suornerojrad
SueIqUIdW

oruedwif) [erareqrg

N

juasaxd
sorm(uy

BI0YI1I010

4SO PopIs
-)YSLI JUASISIOJ

BI0U[1I0}0
Apoojq
[T

JUASTSIOG

STISNUILS
pUe SUONIJUT
Te3 JUILINDA1

‘SSoUFeI(]

S9IN}ej
Sunuasaig

1 yuey 110da1
(s1eaf ¢) 1 ase)

7 uey 110d21
(s1eah 7) 1 aseD)

7 uey SOTIOS

u2AI3 Jou) [/ ase
(ual ) D

I1d jo udisa(q
UOTJEULIUOD
Jo yuey
(98uex o3e)

papnput

U
Jo IaquInN

VSN “L661
.NE 12 BIIN

VSN 0661
‘v 12 SuTUURIA

» VS0 ‘2007
‘Iv 12 URWIP[]

Anunoo pue
‘14 “T0UINY

panunuod °g J[qe],

© 2016 The Authors. Clinical Otolaryngology Published by John Wiley & Sons Ltd ¢ Clinical Otolaryngology



15

Child abuse and fabricated or induced illness

eaoude 10
Sunjoyd padayre
M Jusunredap
Aouadrowa

0) ddUEpUIL

Jo saposida aA1g

Awojorede] pue

Adossousponponsen)

JUBAS[2I 9UON

Aur0jdaprojsewrou
-edw) Texdye[Iq
pue spourwoId

JO SUOnIASUT

snoraaxd omJ,

AI03STY] [eDTpaUI SNOTAIJ

Surapours Ternred
a1e12qIRp Jo saposido
spdnnu paysaddns
UOT)RUTUTIEXD
WI2JIOW-)SO ]

Pa1eAI 10U JYD
Adodsouo[od [eurIoN
onewner)

paxeadde suorsa] [eseN
(papnpoxa e[Sy
A1eArfes) asejdure
paurejuod
aSreydsip reg
DV jo 1ed 19Ino
0) [MO(q [eYdU0d
wo1j SUIpu)xd
aSreysIp 1eg
a3 1eTdSIp
Ied ur sa[qqng

Ted o[ VN [eWION
ERIREEOIRIE
102 g papPRIL
$2IN3ND POO[g
Aderoy
snorqnue N1dsap
stsdas JUILINIY

11 302dsns 03 suoseay

Apoq udra105 £q
uondNISqo
Aemare 1oddn

I9pI10SIP
SNOJRWO[NURIL)

BIPOW STIT}O
9)JNOB JULINONY

RIPAW SO
aanjeanddns
SII0IYD)

SSQU[T paonpu]

UOTJRUTIIEXD
wdyIouw-1sod

U0 uLepIsousey

Te[O2ATe-RIIU]
xufreydoro

ul punoj uoojreq

s[LIsou y1oq
Jo 10adse rouur
U0 UOT)BLIOOXD

[enuaIoJuunNdIIY)

110ddns
N.1] Surrmbax

m«m&@m JUIINIY

Juasaxd
sorm(uy

(LyTeyIoU) 3soITe
A107e11dsa10TpIRD)

SUOISI]
SNoaueIND
HUO O]
[eu® papnuap
{BIOYLIRIP
{SUOISI [BSBN

BI0TII0}0
paures
=[Pty g [P
Aons paprs

-1J9] JUASISIOJ

NQOQHMOHO
paprs
-] GoIyD

REMLE)
Sunuasaig

[uey
(sqpuowr 17) T

1 Juey
(sqpuowr /) [

11 Syl
(spuowr Q) [

1 uey
(s1eaf ¢) 1

114 Jo
UOT)RUIIUOD
Joquey
(98uex o3e)
[PEpEEen
LSRR

JO TaqUINN

110dax

aseD)

110dax
aseD)

110da1
aseD)

110dax
aseD

op0) 6661
‘v 32 LOI[IIN

0 661
‘v 30 Aeuden

o210 ‘S00T
Ip 12 13PUTG

VS0 9661
v 32 3se1g1q

Anjunod pue
‘1eaf ‘royIny

panunuod ‘g Jqe],

© 2016 The Authors. Clinical Otolaryngology Published by John Wiley & Sons Ltd * Clinical Otolaryngology



16 P. Rees et al.

Aepap rejuawrdopasp
‘eaoude xnpjox
QALI) 0] dIN[TeJ
‘uonednsuod
‘S91319[Te POO]

SUOT}LSNSIAUT [RULIOU
)M BUSB[DW

PUE SISOUI)BIRE]
(pasarre [e)
uonedo[sIp refored
snoauejuods JTuoIyd
SruagdioqeradAy
QureIdTI ‘SaINZIdS

PaSI[eIoUS J[1IqF Y

judapIode
d1je1) peol pagayy

QATIT]) 0] 2INJTE]
Sunruroa
JUD))TULI U]
uoneIpAYIp

)M SIINUI0TISLL)

JSI] [BOTPAUI SNOTAIIJ

UOT)RUTUIEXD
LNH [BUION
Juared
WOoIJ PIIYd JO [BAOUIDI
U0 paAjosa1 swoydwig
dnoi3 poojq sjusned oy
JUSIJIP SIBd WOIj poo[g
[euLIOU
sarpn)s uonemnseod
Surpnpour $3s3) poolq
UOTIRUTWEXD TN [EULION

UOT)BUTUIEXD
JLNH [euioN
pmbip pasp

2q 03 31 punoy

[Poojq, jo sisdeuy

UOTJRUTUIRXD

LNH [eWIoN

(sarpnys

uone[ndeod Jurpnpur)
$1$9} POO[q [EWLION]

[A9] [eo1Sojoseurreyd

0] PaIeAd[R

ULIRJTEM INIDG

uonOYUT

Ted [IIM JUI)SISTOD
JOU SBWO)BUIDBE]

I1d 302dsns 0} suoseay

I9pIOSIp juasaxd
Suimorems sarIm(ur oN
BIpoW Juasaxd

SO ANOY saum(ur oN

RIPAW SHT}O
J)noe Juasaxd

JUDITNOY SaLIM(Ur ON

juasaxd
saLI(Ur ON

ISPIOSIP
Surpadyg
SquII| pue 1s9yd

‘peayaI0] UO

SBUIO]RUWIRY|

EIESUIBDTIY dnniy

aanemddns poo[q ym
MY P1Y OVH YoT

juasaxd
saun(uy

SSOUI[T paonpu]y

Suryrearq

£stou

‘o1 anduo)

SUOISIOAR
Surpaag

SIed
wo1j Surpas[g

uonsauod

[eseu

pue erdfejo
S[qedenu]

SSAUSNOIISUOD
1O SO gL
BLINJRWORY

apnour

Qsou ‘s1ed

woly 3urpas[q
Jo soposidg

£I0Y110}0
Apoojq
[PEPTE=EE

saIN3edJ
Sunuasaig

7oy
(sqruowr €71) 1

¢uey
(s1ea£ 7) 1

¢ uey
(s1eaf ¢) 1

[uey
(s1eaf ¢) 1

T quey
(sqruowr T71) T

114 30
OTRULIUO0D
Jo yuey
(e8uer a8e)
papnpur
UM

Jo I_quinN

syrodax

aseD)

11odax

aseD)

110d21
aseD)

110dox
aseD)

11odax
aseD)

udsaq

0cVSN F10T
‘I 12 UMOIg

cPUe[EdZ
MIN ‘€861
“Ia1ypINOg

,6VS0 ‘S861
‘ojopuenc)

g BOLIRUTY
uneq ‘9661

‘v 32 19q[e1],

00VSN 5861
10 10 AYM

Anunod pue
‘redf oyIny

panunuod °g J[qey,

© 2016 The Authors. Clinical Otolaryngology Published by John Wiley & Sons Ltd ¢ Clinical Otolaryngology



was persistent and recalcitrant to therapeutic interven-
tions, 28:29-32:43:47,60

These children typically had extensive medical histories
including failure to thrive (n = 3), allergies or immunode-
ficiency (n = 3), mental health or developmental problems
(n = 2), and they had often had multiple invasive investi-
gations and surgical interventions (n = 6).

Discussion

Summary of main results

This systematic review describes the injuries associated with
physical child abuse and the presenting features of FII within
the otolaryngology setting. Pharyngeal injuries were the
most frequent ENT injury resulting from physical abuse
identified in this review. Children with abusive pharyngeal
injuries tended to be <1 year old and had co-existent injuries
(from bruising to rib fractures). Children with ENT signs
and symptoms as a result of FII tended to present with a
variety of signs and symptoms such as persistent or recurrent
otorrhoea that was resistant to treatment.

Context of current literature

Pharyngeal perforation is rare in the paediatric popula-
tion.”*®>% Non-accidental injury should be considered as a
possibility when this is encountered in clinical practice,
particularly in neonates and infants.”® Non-accidental injury
is the commonest reported cause of this condition after
exclusion of iatrogenia (from suctioning, intubation, naso-
gastric tube insertion) and external trauma.’**”%* Acciden-
tal pharyngeal injuries described in the paediatric population
are largely confined to children over 1 year old.>**”7%7
These are typically the result of traumatic penetration with a
foreign body from falling while brushing teeth or swallowing
glass splinters; one report even describes a fizzy drink
exploding its cap into the child’s mouth while the child
attempts to open it using their teeth.””’*”> However, we
cannot categorically label these cases as accidental as the
literature rarely specifies the details of how abuse was
excluded as a potential cause.

It is important to note that children with pharyngeal
injuries (abusive or accidental in aetiology) can be difficult to
detect, may appear initially well, and can present symp-
tomatically up to 24 h later.”””* Dysphagia is the common-
est presenting symptom and other presenting features
include drooling, respiratory distress, haemoptysis, hae-
matemesis, neck swelling and pyrexia. Surgical emphysema
is an important clinical sign.”*®*

This review stresses that external ear injuries including
haematoma, swelling or deformity of the auricle, lacerations,

Child abuse and fabricated or induced illness 17

abrasions, petechiae and burns, and traumatic tympanic
membrane perforations, may be indicative of physical abuse.
However, it is important to note that although rare,
spontaneous auricular haematoma has been described in
the literature. Mathur et al.”* present a case of a 5-week-old
boy with a spontaneous auricular haematoma with no
history of trauma, no evidence of bleeding diathesis and no
evidence of abuse on skeletal survey, CT head or ophthalmic
examination: three key considerations in a child presenting
in this manner.

In a prospective survey by Steele and Brennan, no
accidental bilateral ear injuries were identified amongst the
111 included children presenting to the emergency depart-
ment with presumed accidental ear injuries.”> Thus, it may
be postulated that ear injuries in children that are bilateral
are uncommon and should prompt a non-accidental injury
evaluation.

Steele and Brennan also highlight that those aged <1 year
rarely present with accidental ear injuries.” The only infant
(aged 10 months) included in their study had unexplained
bleeding from his ear and unexplained grazing of his external
auditory meatus, pinna and chin. These injuries were later
confirmed as abusive in aetiology as the child subsequently
presented with multiple additional injuries.”® The rarity of
accidental ear injuries in infants may be a reflection of many
children <1 year old being pre-mobile and therefore less
likely to have accidental falls. In addition, accidental injury in
this age group tends to occur predominantly on the front of
the body, particularly over the ‘facial T’, or to the occiput as
the child falls directly forwards or backwards.”>”® Bruising to
the ear is rare at all ages, suggesting this area is infrequently
injured.”® This highlights the importance of always consid-
ering the child’s age, developmental stage and the plausibility
of any explanation provided when assessing a child with an
injury.

Children with FII do present to the otolaryngologist,
particularly in the outpatient clinic setting. Although the
parents or caregivers report a variety of symptoms in their
children, this review ascertained persistent otorrhoea to be a
pertinent presenting complaint and in particular blood-
stained discharge. Characteristically, there is a discrepancy
between the history and clinical examination or investiga-
tion findings, where the child’s clinical presentation is not
adequately explained by a confirmed illness, and the
situation is impacting upon the child’s well-being or health.

Children suffering FII included in this review often had
extensive medical histories consisting of a variety of unusual
signs and symptoms including unexplained failure to thrive
and alleged allergies, and they had often undergone numer-
ous invasive procedures, which is consistent with the
literature.”” ®' As noted in the included study by Feldman
etal,” up to 43% of FII cases had undergone
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otolaryngologic surgery. Key presentations of FII described
in the literature include failure to thrive induced by
withholding food; alleged allergies used as a reason to
withhold food; allegation or fabrication of medical symp-
toms; and active interference through poisoning or disrupt-
ing medical treatment.”” ' Therefore, a detailed chronology
of the child’s involvement with health care is an essential first
step and may highlight areas of concern.®?

Concerning features for the identification of child abuse
include other injuries with a high specificity for abuse such as
bruising to the ears, neck, genitalia or hands;?"”® clusters or
patterned bruises;*"7® unexplained intracranial injury;%’84
fractures in non-mobile infants or rib fractures in the
absence of major trauma; ‘%% multiple fractures at different
stages of healing;® traumatic injury without appropriate
history;*® co-existent risk factors such as domestic violence
or substance misuse in the parents;®” and injuries that are
inconsistent with the child’s developmental age or mecha-
nism described.

Strengths and limitations

This systematic review’s methods were robust and rigorous
clinical standards were applied. Thus, the included studies
represent the highest quality of evidence available in this
field. It was a disappointment that so few large-scale
comparative studies of accidental and non-accidental ENT
injuries were conducted, thus precluding a meta-analysis of
specific injuries or clinical features. It is unclear whether this
indicates a failure to recognise child maltreatment by
otolaryngologists or a lack of research in this field; however,
there are clearly injuries which should prompt child
maltreatment assessments.

Although stringent standards for the confirmation of
maltreatment were applied to minimise the risk of circularity
with regard to diagnosing maltreatment, it is impossible to
exclude the possibility that the injuries in question did
contribute to the final decision made by the multidisci-
plinary child protection team. In the absence of a ‘gold
standard’ test for confirming abuse, ensuring that the
diagnosis of maltreatment has been made having considered
all of the relevant medical and social factors is a robust way of
confirming maltreatment. In addition, while some authors
provided considerable detail with regard to the ENT
examination undertaken, others simply alluded to an ‘ENT
examination’. Although we have categorised the quality of
examination amongst the included studies, it would have
been preferable to limit the review to those with full operative
or post-mortem details.

While traumatic ENT injuries, such as foreign body
injuries, are frequently reported in children - child abuse is
rarely recorded as a potential mechanism of injury.* The

failure of many paediatric ENT epidemiology studies to
detail the mechanisms of injury makes it extremely difficult
to determine the true prevalence of abusive ENT injuries.
Where assault is explored as a mechanism, for instance
amongst adolescents, children who have been abused are
explicitly excluded, thus further preventing a detailed
analysis of relevant social and physical features.”® This
review was limited to children who presented with ENT
injuries that may be due to maltreatment, rather than
focussing on the long-term outcomes. However, it must be
remembered that some children may present with longer
term effects, caused directly or indirectly by early childhood
maltreatment such as vocal cord paralysis from excessive
crying or screaming.”’

Implications for clinical practice

Child protection is everybody’s responsibility. It is imper-
ative that all clinicians in contact with children are familiar
with the common signs and risk factors for child maltreat-
ment. Given that the head and neck is one of the most
commonly injured sites in abused children, otolaryngolo-
gists must be vigilant and consider the possibility of
maltreatment in children presenting with such injuries.

Detecting and reporting suspected child maltreatment
is extremely challenging. Prioritising the safety of the
child while maintaining the trust of parents or caregivers
can be particularly difficult. However, despite its chal-
lenges, early recognition and notification of maltreatment
is essential to prevent repetition and escalation of injury.
This review has not been prescriptive in what the
otolaryngologist should do if they suspect abuse as this
is beyond the scope of this article. That noted, all
clinicians should familiarise themselves with their local
child protection protocols and policies, in addition to
national child protection guidelines.®

Conclusion

This review highlights that children who have experienced
physical abuse or FII do present with injuries, signs and
symptoms to the otolaryngologist in both emergency and
outpatient settings. Pharyngeal injuries, or injuries to the
external ear, presenting in young children without an
explicit history of witnessed injury should prompt a child
protection referral for full evaluation. Likewise, children
who present with recurrent, or apparently intractable,
symptoms and signs despite appropriate treatment should
raise the possibility of FII, and discussion with a child
protection specialist is advised. Recognition of possible
child maltreatment and instigation of appropriate safe-
guarding measures are of paramount importance to
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otolaryngologists, who have the potential to identify these
children in their practice.

Keypoints

e Children with maltreatment in the form of physical
abuse or fabricated or induced illness do present to the
otolaryngologist.

e Non-accidental injury must be considered in children
presenting with pharyngeal perforations.

e External ear injuries in infants, bilateral ear injuries, in
addition to traumatic tympanic membrane perfora-
tions may be indicative of physical abuse.

e Fabricated or induced illness may have a multitude of
presenting features including otorrhoea that is recal-
citrant to therapeutic interventions. There is usually an
extensive medical history and discrepancy between the
alleged history and findings from clinical examination
and investigations.

e The recognition of possible child maltreatment and
instigation of appropriate safeguarding measures is of
paramount importance to otolaryngologists.
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Appendix 1 Databases searched for systematic review of children with ENT injuries, signs, or symptoms consistent
with child abuse or fabricated or induced illness

Databases searched

Cochrane Central Register of Controlled Trials
EBSCO — CINAHL (Cumulative Index to Nursing and

Allied Health Literature)

Google Scholar

Ovid — EMBASE

Ovid — HMIC (Health Management Information Consortium)
Ovid - MEDLINE

Ovid — MEDLINE In-Process and Other Non-Indexed Citations
Pubmed

Scopus

Web of Knowledge (science citation index expanded and

conference proceedings citation index science)

Time period searched

1960-2014*
1960-2015

Inception-2014*
1947-2015
1983-2014*
19462015
2014-2015
2014*
1960-2015
1900-2015

* No yield so ceased searching during review update.

© 2016 The Authors. Clinical Otolaryngology Published by John Wiley & Sons Ltd * Clinical Otolaryngology



22 P. Reeset al.

Appendix 2 Medline search strategy for systematic review of ENT injuries, signs, or symptoms in relation to child
abuse or fabricated or induced illness

1. Exp Child/
2. Exp Child, Preschool/
3. Exp Adolescent/
4. Exp Infant/
5. Infant/or exp Infant, Newborn/
6. (Child: or toddler: or baby or
infant* or adolescent*:).mp.
7.1or2or3or4or5or6
8. Exp Child Abuse/
9. exp Battered Child Syndrome/
10. Exp Shaken Baby Syndrome/
11. Exp Airway Obstruction/or exp Asphyxia/
12. (Child abuse or battered child or
battered baby or shaken
baby or asphyxia or airway obstruction).mp.
13. Suffocat*.mp.
14. Asphxia*.mp.
15. Nonaccidental injur*.mp.
16. non-accidental injur*.mp.
17. Nonaccidental trauma.mp.
18. Non-accidental trauma.mp.
19. Soft tissue injur*.mp.
20. Infanticide.mp.
21. Abusive trauma.mp.
22. (Child maltreatment or child protection).mp.
23. (Child adj3 maltreatment).mp.
24. (Child adj3 physical abuse).mp.
25. child murder.mp.
26. Covert homicide.mp.
27. Child homicide.mp.
28. Exp Munchausen Syndrome by Proxy/
29. Factitious disorder by proxy.mp.
30. Fabricat* ill*.mp.
31. Induc* ill*.mp.
32. Munchausen Syndrome by proxy.mp.
33. Unnatural death.mp.
34. Exp Epistaxis/
35. Exp Ear/
36. exp Nose/
37. Exp Pharynx/
38. (Epistaxis or ear or nose or throat
or pharynx).mp.
39. Nosebleed.mp.
40. Nose bleed.mp.

41. (bleed* adj3 nose).mp.

42. Nasal hemorrhage.mp.

43. Nasal haemorrhage.mp.

44. Nasal bleed*.mp.

45. Intra-alveolar haemorrhag*.mp.

46. Intra-alveolar hemorrhag*.mp.
47. Oronasal bleed*.mp.

48. Oronasal haemorrhag*.mp.
49. Oronasal hemorrhag*.mp.

50. otalgia.mp.

51. (Otitis adj3 extern*).mp.

52. Otitis media.mp.

53. Pharyngitis.mp.

54. oropharynx.mp.

55. laryngopharynx.mp.
56. Otorhinolaryng*.mp.
57. Otolaryngo*.mp.

58. paranasal sinus*.mp.

59. Submandibular gland*.mp.
60. Parotid gland*.mp.

61. Palatine tonsil*.mp.

62. (Bleed* adj3 ear*).mp.

63. (Caustic adj3 ear*).mp.

64. Hypopharyn*.mp.

65. Hypopharyn* perforat*.mp.
66. Perichondritis.mp.

67. Animals/

68. Animal stud*.mp.

69. Exp “Review”/

70. Exp Child Abuse, Sexual/
71. Sexual abuse.mp.

72. Allerg*.ti.

73. Surg*.ti.

74. Congenital.ti.

75. 67 or 68 or 69 or 70 or 71 or 72 or 73 or 74
76. Cohort*.tw.

77. Controlled clinical trial.pt.
78. Exp Epidemiologic Methods/
79. Exp Case-Control Studies/
80. (Case$ and control$).tw.

81. Exp case report/

82. (Case$ and series).tw.

83. Exp case studies/

84. Exp Cohort Studies/
85.80r9or10or1lorl2orl3orl4orl5orl6orl7or18or19

or 20 or 21 or 22 or 23 or 24 or 25 or 26 or 27 or 28 or 29 or 30 or 32 or 33
86. 34 or 35 or 36 or 37 or 38 or 39 or 40 or 41 or 42 or 43 or 44 or 45 or

46 or 47 or 48 or 49 or 50 or 51 or 52 or 53 or 54 or 55 or 56 or 57

or 58 or 59 or 60 or 61 or 62 or 63 or 64 or 65 or 66
87.76 or 77 or 78 or 79 or 80 or 82 or 84
88. 7 and 85 and 86 and 87
89. 88 not 75
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