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Introduction
Child abuse is a complex and threatening situation for children and their 

families. It is also a difficult and demanding situation for treating physicians 
handling a case of suspected child abuse. Therefore it is of great importance that 
professionals are not only knowledgeable on the rules and regulations concerning 
reporting and handling but foremost on signs that should raise the question –“Is 
this a an accidental or a non-accidental injury?” 

In the Netherlands two large prevalence studies in 2005 and 2010 showed 
that yearly more than 100, 000 children below the age of 18 years were maltreated, 
which is three percent of all children 1,2. It has been shown that in 65-75 % of 
children with signs of physical abuse leasions are found within the head and neck 
area 3. Thus ENT specialists must often see signs of physical abuse in children but 
probably won’t recognize them as such because they are not trained in this field.
Definition

In the ”Report on the Consultation on Child Abuse Prevention Geneva, 
March 29-31, 1999” it is written that:

Child abuse or maltreatment constitutes all forms of physical and/or 
emotional ill-treatment, sexual abuse, neglect or negligent treatment or commercial 
or other exploitation, resulting in actual or potential harm to the child’s health, 
survival, development or dignity in the context of a relationship of responsibility, 
trust or power.
Incidence

The incidence of child abuse is quite high compared to many other health 
problems in children. Comparing the prevalance of child abuse in the Netherlands 
with the prevalance of other paediatric conditions, we found that yearly three 
percent of the children were diagnosed with child abuse, one percent uderwent a 
tonsillectomy, and 400 children were diagnosed with cancer. 
Signs and symptoms 

Both physical symptons and behavioural signs can arouse a suspicion of 
child maltreatment while examining a child with a physical injury. Children are 
accident-prone and in most cases a good explanation for the injury is available. 
The parents have taken adequate measures concerning the accident and the 
child feels safe with them. However some types of injuries should challenge the 
physician to consider the possibility of a non-accidental injury.

Bruises, for example, are very common in children, but not in non-mobile 
children. (Figure 1) So when bruises are seen in small children, one has to take 
into consideration the age and developmental stage of the child . Thus only when a 
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child is crawling and/or walking accidents are possible. A famous quote is: “Those 
who don’t cruise, seldom bruise.” 4 (Figure 2A and 2B)

It is worthwhile to realise that 
accidental injuries mostly involve 
the bony prominences of the face, so 
accidental injuries are mainly situated 
on the forehead and other bony parts 
of the face such as the nose and the 
chin. At the same time injuries located 
on the auricle, at the external auditory 
meatus or in the area behind the ear are 
uncommon and should be considered 
intentional until the opposite is 
proven. Furthermore they should be in 
accordance with the history told and the 
developmental stage of the child. The 

“triangle of safety” is the region between the ears, side of the face, the neck and 
the top of the shoulders. While ambulatory children often have injuries, less than 
1% of examined non abused children had injuries in this region. 

This means that if bruises are found in in this region one must be alert for 
other signs of child abuse, especially in younger children. 

Some physical and behavioral signs are more typical for child abuse than 
others and must always be taken into consideration while performing an ENT 
(physical) examination.5 Some of these are listed below.

In this context it is important to realise that bruises might be difficult to 
see on a darker skin. In some cases they can be visualized better with digital 
photographic techniques.

Face
•	 Slap	marks	(Figure 3)
•	 Burns
•	 Lacerations	
•	 Bite	marks	
•	 Ecchymoses		
•	 Scars	
•	 Facial	fractures

Figure 1. Bruise picture

Figure 2A. Non- suspicious places for bruises. Figure 2B. Suspicious places for bruises.
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•	 Black	eyes	(Figure 4)
•“Frozen	watchfulness”:	the	child	looks	watchfull	and	unresponsive,	carefully
 following the adult. The child has already learned that adults are not allways
 friendly. (Figure 5)

Ear
•	Haematoma
•	Ecchymoses	of	the	auricle
•	Laceration	of	the	auditory	meatus
•	Tympanic	membrane	perforation	
•	Ossicular	discontinuity
•	Total	hearing	loss	associated	with	vertigo
•	Facial	nerve	palsy
•	Cerebral	spinal	fluid	otorrhea
•	Persistent	problems	with	otitis	media	with	effusion

Nose
•	Blood	clots,	recurrent	epistaxis
•	Septal	deviation/	perforation
•	Columella	deviation
•	Congestion	
•	Foreign	body	
•	Cerebrospinal	fluid	rhinorrhoea	

Figure 4. “Rancoon eyes”. 
Can be a sign of child abuse,  
but sometimes it can be seen  
in clotting diseases and some 
brain tumors. 

Figure 5. This infant shows  
a “frozen watchfulness” and  
some small hematomas.  
(from Dr. G.H.J.Luitse)Figure 3. Slap Mark
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Mouth
•	Bruising	on	palate	or	faucets	(Figure 6)
•	Lacerations	or	evidence	of	foreign	body
•	Missing	teeth	specially	in	unusual	places
•	Multiple	scars	on	lips
•	Burns	of	lips	or	oral	mucosa
•	Labial	fraenulum	tear	(Figure 7)
•	Sexual	transmitted	diseases	

 Facial fractures
•		Only	five	percent	of	all	facial	fractures	are	seen	in	children	under	12	years	of
 age and only 1% under the age of 1 year, so facial fractures in children are rare
 and should arouse suspicion.
•		Midface	fractures	are	rare	in	children
•		Blow-out	fractures	are	often	missed
•		Mandible	fractures	are	more	common	but	mostly	undislocated	because	of	the
 elasticity of the relatively small mandible (often more than one fracture)

Another type of abuse that the examiner must be aware of is the Munchhausen 
by proxy Syndrome, sometimes it is the explanation of the above mentioned signs 
and symptoms. This diagnosis refers to a situation in which the caretaker tells, 
simulates or induces symptoms in the child that causes the child troublesome or 
even painful and dangerous investigations or treatments.
How to handle a suspected case of child abuse?

In all children admitted with a trauma always note the injuries and the history 
given. Then look for a plausible explanation untill you can see what happened ‘as 
in a movie’ (Figure 8). It is important to examine the child very carefully and 
look for other injuries that might fit with the given explanation. Thus it might 
be helpful to look for other injuries of bruises outside the ENT area. Are they 
recent and in accordance with the story told? Are they of different ages and from 

Figure 7. A torn frenulum is without a 
suffiecient explanation (very) suspicious  
for child abuse for infants and toddlers. 

Figure 6. The same infant as photo’s above 
(figure 5) with a burn wound (caused by very 
hot milk) on the palatum. Notice the two small 
lacarations on the lip.
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different traumas? If possible take photos. 
It is important not to jump to conclusions. 
Consult a colleague and/or a pediatrician. 

How to handle the case legally once the 
suspicion for child abuse has risen depends 
on the legislation in the country involved. 
Some countries have mandatory reporting for 
professionals in healthcare and schools. Also 
take into consideration that in many countries 
corporal punishment is prohibited (at home 
and in school).

It is advised to check the legislation 
on child abuse in your country and your 
professional/medical obligations in a case 
of suspicion. Also check the policy of your 
national ENT-organisation and the policy of 
the hospital you work in.

In a country with mandatory reporting 
it is easier since all cases of suspected child 
abuse must be reported.

However it is important to do so with 
the understanding of the family. Explain that all suspicions must be reported and 
that it is done to help and protect the child!

If there is no mandatory reporting system it is important to check the 
legislation.

Above all make sure the child is safe! The younger the injured child the 
more suspicious you must be and remember.

Some of the chapter's Figures are published by kind permission of Dr. G.H.J. 
Luitse
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Figure 8. Infant of three month with 
hematoma’s on the forehead, cheeks and 
chin. For a child this age it is impos-
sible to create the hematomas him self.  
The hematomas on the forehead show a 
patron of fingerprinting.
(from Dr. G.H.J. Luitse) 
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Abstract
The evidence based movement has swept the world. The use of complementary 

and alternative medicine (CAM) is rapidly increasing worldwide and quality 
evidence is also being published for CAM. This article explores the need to 
integrate CAM with mainstream Pediatric Otorhinolaryngology (PED ORL) 
taking into consideration safety, legal and ethics. A literature review for CAM 
therapies with highest level of evidence and recommendation was performed and 
some e.g is mentioned in the article. 

The recommendations for integrating CAM with mainstream PED ORL 
include; given the growing numbers of CAM users, mainstream otolaryngolologists 
need to be able to provide balanced evidence based recommendation and 
information to their patients.

If evidence supports both efficacy and efficiency of a CAM Therapy the 
otolaryngologist can support the therapy, but the child should be monitored 
conventionally for effectiveness and safety. If parents of children seek advice 
on some CAM therapy, for which insufficient evidence is present this should 
be informed to the parent. If there is evidence of ineffectiveness or if evidence 
indicates either serious risk the parents should be discouraged from pursuing 
such course of treatment. Evidence based integrated information regarding CAM 
will not only fulfill the parents emotional needs but also improve the therapeutic 
relationship between patients and their treating physicians. A framework of 
treatment plans should be formulated and monitored integrating CAM. Lastly 
policy developments for CAM are needed, for everyone involved; health care 
providers, institutions, policy makers, and parents.
Introduction

Evidence based movement in medicine has swept the world, and currently 
has become well established. Evidence Based Medicine (EBM) is the integration 
of best research evidence, with clinical expertise and patient values. When these 
three elements are integrated, clinicians and patients form a therapeutic alliance, 
which optimizes clinical outcomes and quality of life.1 

Decision makers in health care are increasingly interested in using high 
quality scientific    evidence to support clinical and health policy choices; however 
the quality of available scientific evidence often found is inadequate. Reliable 
evidence is essential to improve health care quality and to support efficient use of 
limited resources.



27XII IAPO MANUAL OF PEDIATRIC OTORHINOLARYNGOLOGY!

The widespread gaps in evidence based knowledge suggests that systematic 
flaws exist in the production of scientific evidence.2

Currently both adults and children use CAM Therapies and its use is wide 
spread. CAM use refers to a broad set of health care practices that are not part of 
a countries own tradition and not integrated into the dominant health care system. 
Other terms sometimes used to describe these health care practices include 
‘natural medicine’ ‘non- conventional; medicine and ‘holistic medicine’. 3 

To understand the many divergent CAM therapies the US National Center 
for Complementary and Alternative Medicine (NCCAM) has classified CAM and 
created five categories: 4

1. Alternative medical systems: Naturopathic medicine, homeopathic medicine, 
traditional Chinese medicine and Ayurveda.

2. Mind- body interventions: Interventions designed to enhance the minds 
capacity to affect bodily functions and symptoms .eg. Yoga Meditation, 
prayer, mental healing music and dance therapy.

3. Biologically – based therapies: these use substances found in nature such as 
herbs, foods vitamins e.g dietary supplements and herbal products.

4. Manipulative and body- based methods: in this group the methods employed 
include movement of body parts. Some e.g. are chiropractics, osteopathic 
manipulation and massage.

5. Energy therapies: using energy fields, like Yoga, qigong, Reki, and therapeutic 
touch, electromagnetic fields pulse fields. 4 

 To complicate maters at one end we practice mainstream medicine 
with often practices based on low levels of evidence with widespread gaps in 
evidence based knowledge, at the other end evidence is being published by CAM 
practitioners. This evidence is available to the patients on the internet.

Some of the reason why people use CAM are: mainly dissatisfaction with 
conventional medicine, desperation, philosophical congruence, increases well 
being and good relationship with therapist.  5  

Integrated health care is the new buzzword, the term has two definitions. 
Firstly, it describes a health care system ‘that selectively incorporates elements of 
CAM into treatment plans. Secondly it stands for ‘health and healing rather than 
disease and treatment. It views patients as whole people with minds and spirits as 
well as bodies. 6 

Discussion
Why Otolaryngologists need to be aware of Integrative Medicine and CAM? 

With the increasing popularity of CAM, there is a growing need to educate 
doctors about it. If those opposed to integrating CAM into the already packed 
curriculum are to be convinced CAM education needs to be evidence- based, 
aimed at teaching openness rather than dogmatic belief systems. 7 -8

The ethical and legal issues of CAM research and practice are complex. In 
principle they are not different from those in other areas of medicine. 5

The use of CAM in children is complicated: firstly parents do not volunteer 
information about their child using CAM to their doctors and the use of CAM is 
rarely entered into a child's medical records. Secondly children usually are not 
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the decision makers in their treatment, but are vulnerable. Thirdly an important 
motivation for parents choosing CAM is they incorrectly presume that CAM is 
risk free.

Safety is an important consideration for CAM use in children. Children 
differ from adults in the mechanisms of how substances are absorbed, used and 
eliminated by their immature tissues. Their immature metabolism, immune and 
central nervous system might respond in a different way than adults. So in practice 
for any form of oral therapy the same principles of safety as those of conventional 
pediatrics pharmacological medical therapy should apply. 

In a recent survey 9 the reasons CAM use disclosed to doctors included: 
nearly all used (98.8%) CAM as Natural Herbal Products to improve quality of 
life (QOL),98.5 % of Mind body therapy used it “to be good to myself’ and only 
68% disclosed treatment to their physicians. In  this study patents felt and reported 
that physicians used verbal and non verbal cues to express negatively regarding 
CAM saying "nothing has been proven" or they would ignore the patients question 
completely. To quote a patient that asked his physician questions regarding CAM, 
the doctor replied that "I have only 5 seconds left for you". The patient commented 
"if you cannot ask your doctor who can you ask?"

In the same survey patients thought that a session held by a physician who 
practices CAM would be worth attending "someone who feels confortable between  
the two."
Some results of a literature review on CAM
 Some examples of grade 1 a level of evidence CAM therapy showing benefit. 
1. Aromatherapy (the medicinal use of plant essence ) a systematic up-to-date 

Cochrane review where aromatherapy has been found to be beneficial foe 
cancer palliation as it improves psychological wellbeing and improves quality 
of life.10 

2.  Music therapy has been found to be beneficial by two systematic reviews in 
children with developmental disorders and schizophrenia.11, 12

3. Systematic reviews:  where probiotics have been found to be beneficial for 
diarrhea associated with antibiotic treatment in pediatric population, but also 
beneficial in no-antibiotic treatment for diarrhea and non-travelers diarrhea.13

 Some examples of evidence of harm:
1.  Shark cartilage believed to be antiangiogenic and used in cancer patients.

Current evidence suggests no effectiveness for cancer, several serious side 
effects are on record, the risk – benefit balance that is clearly negative. So the 
evidence based recommendation is: shark cartilage use should be discouraged.

2.  Mistletoe believed to have pharmacological actions: cytotoxic and stimulation 
of the immune defense. Some reported adverse effects reported include 
bradycardia, dehydration, delirium, hepatitis, fever, leukocytosis, seizures 
and vomiting.  A systematic review concluded: considerable risks of mistletoe 
does not have proven effectiveness for cancer which can be treated more 
effectively by conventional health care.14
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Clinical conduct that is clinically responsible, ethically appropriate and 
legally defensible;

Non judicious use of CAM therapies may cause either direct harm or indirect 
harm by unwarranted financial and emotional burden.

When advising there are 2 major risks: Medical malpractice and professional 
indiscipline to avoid these following questions can be asked.
1.  Do parents elect to abandon effective care when the childs condition is serious 

or life threatening?
2.  Will the use of the CAM otherwise divert child from imminent necessary 

conventional treatment?
3.  Are the therapies known to be unsafe /ineffective?
4.  Have parties consented to use CAM?
5.  Is the risk benefit ratio acceptable and is there at least a minority support in 

literature? 15-16

Revisiting the definition of EBM and applying it to integrated medicine;
Evidence Based Medicine (EBM)’ is the integration of best research 

evidence, with clinical expertise and patient values. When these three elements 
are integrated, clinicians and patients form a therapeutic alliance, which optimizes 
clinical outcomes and quality of life’.2 

If there is supporting best research evidence of benefit or harm  of a CAM 
therapy, and the parents of the child value it, the therapy can be instituted and 
child monitored.  Mainstream otolaryngologist should try to increase their clinical 
expertise by care fully studying the clinical outcomes of CAM therapies. 

If there are any situations where remarkable benefit or harm is observed 
it should be published to generate evidence and bridge knowledge gaps. Since 
parents often value and prefer  CAM therapies a improved therapeutic alliance 
can be developed by integrating Evidence Based CAM with mainstream  
in Pediatric Otolaryngology.
Conclusions

In this chapter we have explored the need to integrate Evidence based 
integrative Complementary and Alternative Medicine (CAM) with main stream 
Medicine. 
Based on the current evidence our recommendations are the following:
1. Given the growing numbers of CAM  users, mainstream otolaryngolologists 

including Pediatric Otolaryngologists need to be able to provide evidence 
based recommendation and information to their patients.

2. Evidence based Integrated Information regarding CAM will not only fulfill 
the patients emotional needs but also improve the therapeutic relationship 
between patients and their treating physicians.

3. If evidence supports both efficacy and efficiency of a CAM Therapy the 
otolaryngologist should support the therapy and offer it to patients. 

4. If the therapy is instituted the child should be monitored conventionally for 
effectiveness and safety.
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5. If parents of children seek advice on some CAM Therapy, for which 
insufficient evidence is present this should be informed to the parent.

6. If there is evidence of ineffectiveness or if evidence indicates either serious 
risk the parents should be discouraged from pursuing such course of treatment.

7. A framework of treatment plans should be formulated and monitored 
integrating CAM

8. Lastly policy developments for CAM are needed, for everyone involved, 
health care providers, institutions, policy makers, parents.
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