
Flawed Theories to Explain Child Physical Abuse
What Are the Medical-Legal Consequences?

Over the last 2 decades, a small number of pediatri-
cians, radiologists, neurosurgeons, pathologists, attor-
neys, and journalists have advanced scientifically un-
supported theories both in publications and in the
courtroom to explain the findings of physical abuse of
children. These individuals have not only obscured facts
about child abuse but also generated controversy and
confusion both among the public and the medical com-
munity about the diagnosis of child physical abuse and,
in particular, the diagnosis of abusive head trauma.

The purposes of this Viewpoint are to describe the
inappropriate use of scientifically unsupported theo-
ries to explain abuse, to review some of these alterna-
tive theories, to highlight how the use of such theories
can affect the outcome of child abuse cases, and, most
importantly, to clarify that there is no significant con-
troversy about the diagnosis of physical abuse and abu-
sive head trauma in clinical medicine. Rather the exist-
ing controversy in the courtroom and media has been
created by the use of scientifically unsupported expla-
nations.

Flawed explanations of child abuse fall into 3 cat-

egories. One category includes legitimate diagnoses that
might be considered in the differential diagnosis of a child
with injuries. These conditions might occasionally mimic
abusive injuries. One example is the rare household fall
that results in life-threatening injury or death. Another
example is osteogenesis imperfecta, a well-defined ge-
netic disease that predisposes to multiple fractures and
is sometimes confused with abuse. Carefully obtained
history, thorough physical examination, imaging stud-
ies, laboratory tests, and when appropriate, scene in-
vestigation by child protection agencies, law enforce-
ment authorities, or both can reliably differentiate these
conditions from abusive injuries.

A second category includes other legitimate diag-
noses that lack scientific support as explanations of in-
juries. Examples include vitamin D deficiency and Ehlers-
Danlos syndrome, both of which have been used as
alternative explanations for fractures due to abuse in
young children. Ehlers-Danlos syndrome has emerged
more recently in the courtroom and in news media ac-
counts as an explanation for multiple fractures in in-

fants even though evidence for this causal mechanism
is lacking and any association remains a speculative
hypothesis.1

The third category includes fabricated diagnoses,
such as “dysphagic choking” and “temporary brittle bone
disease.” Dysphagic choking has been used to explain fa-
tal abusive head trauma, and temporary brittle bone dis-
ease has been used to explain multiple abusive frac-
tures. Both of these are purely speculative diagnoses that
lack any scientific support.2,3

Proponents of these flawed theories argue that al-
ternative diagnoses can look just like physical child abuse.
They argue that if an alternative diagnosis is possible then
it is not possible to conclude that abuse occurred. If it is
not possible to conclude that abuse occurred, then no
crime has been committed and there is no need to pro-
vide child protection. Some have even suggested that
the shaken baby syndrome does not exist, despite docu-
mented admissions of shaking by perpetrators of abu-
sive head trauma whose victims died or sustained seri-
ous neurological injuries.4

Some of these proponents of flawed theories have
written articles about abuse or abusive
head trauma; however, these articles
have included unproven hypotheses,
case reports with omitted facts and mis-
representations, descriptions of condi-
tions that are fallacious, and commen-
taries or letters without supporting
evidence.2,3 Such publications have then
been cited or used in court to assert that

there is no evidence base to support the diagnoses of
abuse and abusive head trauma.

Some of these proponents have faculty appoint-
ments at academic medical centers, and these centers
should bear responsibility for medical testimony given
by their faculty. If medical faculty at these institutions tes-
tified under oath that smoking did not cause cancer or
that HIV did not cause AIDS, would such testimony be
tolerated?

Although the American Academy of Pediatrics has
published recommendations about expert testimony, it
does not cover irresponsible testimony. Such testi-
mony involving child physical abuse, however, was ad-
dressed by Chadwick and Krous.5 They stated that irre-
sponsible testimony includes using unique theories of
causation, providing unique or very unusual interpreta-
tions of medical findings, alleging nonexistent findings,
misquoting flagrantly, and making false statements and
deliberate omissions. Academic medical centers should
consider using these criteria to set standards for medi-
cal testimony, and professional societies should do like-
wise.
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Denying that abusive head trauma
occurs, ... quoting publications that
describe flawed theories, … and using
fabricated diagnoses … have no place in
science or medicine.
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The US justice system is not perfect. There is reason to believe
that innocent people have been wrongfully convicted of child abuse
and likewise that guilty people have been acquitted. Physicians pro-
vide critically important guidance for legal decisions regarding po-
tential abuse. The high stakes of these decisions underscore the im-
portance for all physicians and others to base their medical testimony
on solid science. The use of flawed theories has serious conse-
quences, including failure to hold guilty parties responsible and fail-
ure to protect children at risk of returning to an abusive environ-
ment.

Is there considerable controversy regarding the diagnosis of abu-
sive head trauma in clinical medicine as opposed to the court-
room? The short answer is no. In 2009, the American Academy of
Pediatrics published a statement advising pediatricians to use “‘abu-
sive head trauma’ rather than a term that implies a single injury
mechanism, such as shaken baby syndrome, in their diagnosis and
medical communications.”6 The statement confirmed that abusive
head trauma was a valid diagnosis and that injury mechanisms in-
clude shaking alone, blunt impact alone, or shaking and blunt im-
pact together. Since then, additional clinical studies have appeared
confirming that each of these mechanisms can cause abusive head
trauma. Currently, in addition to the American Academy of Pediat-
rics, the World Health Organization, and the Centers for Disease Con-
trol and Prevention, many other organizations in both North America
and Europe have publicly acknowledged the validity of abusive head
trauma. Clearly, there is a consensus regarding the validity of abu-
sive head trauma in clinical medicine. Studies of documented per-
petrator admissions4 and of confessed abuse vs witnessed unin-
tentional injuries7 confirm this consensus. The only controversy
remains in the courtroom and in the media.

Another concern is whether physicians who care for abused chil-
dren are correctly diagnosing abusive head trauma. In a 2003 study

examining the incidence of abusive head trauma, investigators iden-
tified all cases of traumatic brain injury resulting in death or admis-
sion to an intensive care unit in North Carolina among children
younger than 2 years. An expert panel then reviewed these cases
to determine if the correct diagnosis of inflicted vs noninflicted in-
jury had been made.8 Of the 152 cases identified over 2 years, 53%
were classified as inflicted injuries. Only 2 cases were reclassified by
the research team; both cases had been classified by the medical ex-
aminer as “undetermined.” One was reclassified as inflicted trau-
matic brain injury and the other as noninflicted injury. Based on this
study, abusive head trauma was correctly diagnosed and not over-
diagnosed. No data were provided about cases of abusive head
trauma that might have been missed.

Physicians who care for injured children must continue to use
a scientific approach and careful clinical judgment in diagnosing
abuse because it is critically important to get the diagnosis right. The
same scientific approach and careful clinical judgment should be used
by those who have advanced scientifically unsupported explana-
tions of the findings of abuse. Denying that abusive head trauma oc-
curs, quoting publications that describe flawed theories as if they
are scientifically supported, and using fabricated diagnoses are ac-
tions that have no place in science or medicine. Furthermore, these
flawed theories have no place in law or journalism. Advocacy of theo-
ries based on misrepresentation, omission, or both makes a mock-
ery of scientific reasoning and does a disservice to children, fami-
lies, and justice.

Physicians, researchers, academic medical centers, journal-
ists, and legal scholars have a responsibility to repudiate scientifi-
cally unsupported theories that falsely purport to explain child abuse
and abusive head trauma.

ARTICLE INFORMATION

Published Online: September 18, 2017.
doi:10.1001/jama.2017.11703

Conflict of Interest Disclosures: Both authors
have completed and submitted the ICMJE Form for
Disclosure of Potential Conflicts of Interest. Dr
Leventhal reported that he is the past president of
the Ray Helfer Society and serves on the
international advisory board of the National Center
on Shaken Baby Syndrome; is the principal
investigator on state grants to Yale University that
support the child abuse programs; and has
provided expert testimony in court in suspected
child abuse cases, for which the Yale Department of
Pediatrics has been compensated. Dr Edwards
reported that he has provided expert testimony in
court in suspected child abuse cases and is a
member of the Ray Helfer Society.

REFERENCES

1. Castori M. Ehlers-Danlos syndrome(s) mimicking
child abuse: is there an impact on clinical practice?
Am J Med Genet C Semin Med Genet. 2015;169(4):
289-292.

2. Edwards GA. Mimics of child abuse: can choking
explain abusive head trauma? J Forensic Leg Med.
2015;35:33-37.

3. Marcovitch H, Mughal MZ. Cases do not support
temporary brittle bone disease. Acta Paediatr.
2010;99(4):485-486.

4. Adamsbaum C, Grabar S, Mejean N, Rey-Salmon
C. Abusive head trauma: judicial admissions
highlight violent and repetitive shaking. Pediatrics.
2010;126(3):546-555.

5. Chadwick DL, Krous HF. Irresponsible testimony
by medical experts in cases involving the physical
abuse and neglect of children. Child Maltreat. 1997;
2(4):313-321.

6. Christian CW, Block R; Committee on Child
Abuse and Neglect; American Academy of
Pediatrics. Abusive head trauma in infants and
children. Pediatrics. 2009;123(5):1409-1411.

7. Vinchon M, de Foort-Dhellemmes S, Desurmont
M, Delestret I. Confessed abuse versus witnessed
accidents in infants: comparison of clinical,
radiological, and ophthalmological data in
corroborated cases. Childs Nerv Syst. 2010;26(5):
637-645.

8. Keenan HT, Runyan DK, Marshall SW, Nocera
MA, Merten DF, Sinal SH. A population-based study
of inflicted traumatic brain injury in young children.
JAMA. 2003;290(5):621-626.

Opinion Viewpoint

2 JAMA October 10, 2017 Volume 318, Number 14 (Reprinted) jama.com

jamanetwork/2017/jama/10oct2017/jvp170122 PAGE: left 2 SESS: 56 OUTPUT: Aug 30 12:35 2017
© 2017 American Medical Association. All rights reserved.

http://jama.jamanetwork.com/article.aspx?doi=10.1001/jama.2017.11703&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2017.11703
https://www.ncbi.nlm.nih.gov/pubmed/26452443
https://www.ncbi.nlm.nih.gov/pubmed/26452443
https://www.ncbi.nlm.nih.gov/pubmed/26344456
https://www.ncbi.nlm.nih.gov/pubmed/26344456
https://www.ncbi.nlm.nih.gov/pubmed/20096023
https://www.ncbi.nlm.nih.gov/pubmed/20096023
https://www.ncbi.nlm.nih.gov/pubmed/20696720
https://www.ncbi.nlm.nih.gov/pubmed/20696720
https://www.ncbi.nlm.nih.gov/pubmed/19403508
https://www.ncbi.nlm.nih.gov/pubmed/19946688
https://www.ncbi.nlm.nih.gov/pubmed/19946688
https://www.ncbi.nlm.nih.gov/pubmed/12902365
http://www.jama.com/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2017.11703

