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Ethical challenges in child abuse: what is the harm of a misdiagnosis?
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Abstract
In this article the author examines ethical tensions inherent to balancing harms of false-negative and false-positive child abuse
diagnoses, and he describes how such tensions manifest in courtroom proceedings. Child abuse physicians, including pediatric
radiologists, shoulder heavy responsibilities weighing the potential consequences of not diagnosing child abuse when it could have
been diagnosed (false negatives) against the consequences of making the diagnosis when it has not occurred (false positives). These
physicians, who practice under ethical obligations to serve children’s best interests and protect them from harm, make daily practice
decisions knowing that, on balance, abuse is substantially more underdiagnosed than over diagnosed. Legal justice advocates,
however, emphasize that clinical decision-making around abuse is not disassociated from endemic injustices that unduly incriminate
individuals from socioeconomically underprivileged populations. Some defense advocates charge that child abuse physicians are
insufficiently sensitive to harms of erroneous diagnoses, and they have characterized these clinicians as frankly biased. To support
their claims in court, defense advocates have enlisted likeminded physician witnesses whose credentials as experts flout professional
standards and who provide consistently flawed testimony based upon deficiently peer-reviewed literature. This article concludes
that, to help mitigate these unhealthy circumstances, child abuse physicians might build trust with criminal defense advocates by
instituting measures to alleviate perceptions of biases and by more explicitly acknowledging the potential harms of erroneous
diagnoses. Professional societies representing these physicians, such as the Society for Pediatric Radiology, could take concurrent
measures to help better prepare their constituent clinicians for expert testimony and make them more available to testify.
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In the face of partial knowledge and unpredictable out-
comes, what requires courage in medical care is the
ubiquitous and quite real fear of costly, damaging error.
The stakes are high, the responsibility daunting, the
resources inadequate and deceptive [1].

Introduction: harms and values

Courage in medicine has been described as “the reliable dispo-
sition to approach with appropriate confidence situations that
are fraught with the realistic fear of getting it wrong and causing

harm” [1]. Within pediatric radiologic practice, such courage is
never more necessary than in the context of child abuse, wheth-
er we are presented with a skeletal survey in a child when abuse
is suspected, or a chest radiograph in a baby when it is not.

The most daunting potential harms boil down to those as-
sociated with false-negative and false-positive diagnoses.
Consider the stakes of a false negative: If we fail to recognize
demonstrated findings of child abuse when it has occurred—
by misinterpreting imaging markers of abuse either as normal
or as attributable to another diagnosis — we risk the child’s
returning to an unsafe environment where that child might
experience further horrific injury. We practice with strongly
evidence-based knowledge that child abuse overall is substan-
tially underreported and underdiagnosed; that children who
present for medical care after having been abused, but in
whom the abuse is not diagnosed, suffer further injuries and
death at alarming rates; and that earlier recognition reduces
adverse recurrences [2–5].

We are also aware of the harmful repercussions that can
ensue from our false positives, rarer though they may be
[6–9]. If we incorrectly diagnose child abuse when it has not
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occurred, the child might not receive appropriate medical care.
The child might be wrongly removed from his or her home,
and an innocent individual might be erroneously accused,
convicted and incarcerated. Both of these entail inestimable
harm to the children, individuals and families involved.

These potential consequences of false negatives and false
positives— of not diagnosing child abuse when it could have
been diagnosed, or of making the diagnosis erroneously— sit
in our primary consciousness when we interpret imaging stud-
ies where abuse is being questioned, and even when it is not.
Our training enculturates us to treat chest radiographs in in-
fants as screening exams for child abuse, regardless of clinical
indication.

What is less well recognized, or at least openly acknowl-
edged, is that balancing the likelihood of a false negative
against that of a false positive represents a fundamental ethical
calculus. Clinical practice sometimes forces us to decide
which is the worse outcome. In other words, which outcome
is more critical to avoid? This choice ultimately embeds a
values-based determination about which outcome is associat-
ed with higher costs. On balance, is it worse that a child who
should have been diagnosed as abused is not recognized as
such, and then later dies from additional potentially prevent-
able injuries, or that a child who has not been abused is re-
moved from a caring and loving family, with disruption of the
family and erroneous conviction and incarceration of an inno-
cent individual?

In our clinical spheres as pediatric radiologists and child
abuse physicians, this is where our courage is tested, and it
manifests in myriad prosaic choices: Does a given clinical
presentation merit a skeletal survey? Are additional views
indicated on the basis of a given finding? Should a full skeletal
survey that is not performed according to certain standards be
repeated if it does not demonstrate abnormalities? Should we
routinely use radiographic technique for skeletal surveys that
requires higher radiation dosage than conventional radiogra-
phy? Should routine follow-up skeletal surveys be performed?
Should a pediatric radiologist be required to review an outside
skeletal survey on a child who presents to an outpatient ortho-
pedics clinic with a fracture that has not been reported as
suspicious for child abuse? Many would justify such practices
as trying to “get it right.” That is, these practices are earnestly
implemented to establish the diagnosis of child abuse correct-
ly and avoid making the diagnosis erroneously. But an affir-
mative answer to these questions often enough implicitly em-
beds a value weighted toward never wanting to miss poten-
tially diagnosable injuries from child abuse. This value reso-
nates profoundly for those of us who dedicate our professional
lives to the well-being of children. Answering “yes” to these
questions affirms our overriding obligations as pediatric prac-
titioners to protect children from harm and to act in their best
interests. But we must be mindful that when we prioritize
saving lives over, say, the risks of overdiagnosis, we are

adhering to our strongly held values — not empirical truth.
To see this, consider the U.S. Preventative Services Task
Force’s recommendations against routine screening mam-
mography in women ages 40 to 50, in which the task force
prioritized the harms of false positives (that is, overdiagnosis)
— unnecessary anxiety, costs, procedures and morbidity —
over the lives it knew could be saved by screening [10]. The
American College of Radiology (ACR) steadfastly disagreed,
citing the saving of lives as its foremost priority [11]. Just as
these organizations differed strongly about the harms of false-
positive diagnoses, so, too, do heated value differences exist
in the realm of child abuse around the harms of false-positive
and false-negative diagnoses, as we shall see later.

Social context

In exercising our professional responsibilities to protect chil-
dren from harm, we must also consider that our obligations do
not exist in a social vacuum. We operate daily within a social
context that is infused with longstanding biases and injustices.
In particular, the request to perform or evaluate a skeletal
survey places us directly into an intersection with societal
forces that have demonstrated substantial bias against socio-
economically disadvantaged individuals and families, partic-
ularly those of color. Compelling assertions charge that legal
justice systems in the United States have been historically
designed to disproportionately impugn, indict and incarcerate
individuals of these backgrounds [12]. Our health care system
has also historically demonstrated substantial bias against
such individuals and families [13, 14]. The manifestations
are manifold: worse health outcomes, undertreatment for se-
rious medical conditions and for pain, greater likelihood of
penalizing and criminalizing behaviors non-conforming to
medical recommendations (such as in pregnancy), higher rates
of coerced treatment and incarceration for substance abuse
disorder. Whether or not we are aware, the requisition and
interpretation of a skeletal survey that leads to reported alle-
gations of child abuse plugs us directly into this societal
context.

The clinical domain of child abuse medicine has not proved
immune from such forces [15]. Children of color and those
from socioeconomically disadvantaged backgrounds overall
undergo evaluation for child abuse at disproportionately
higher rates [16]. Children of color suffer higher rates of mal-
treatment than white children, though not necessarily when
other socioeconomic factors are considered [17]. Even con-
trolling for the likelihood of abusive injury, however, children
of color have been more likely to undergo evaluation and
reporting for child abuse than white children [18, 19]. Some
reports support a theory that this relates to socioeconomic
status while others isolate the effect to race [2, 16]. Either case
implicates provider and institutional biases [20].
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Perceptions of bias

An unfortunate and challenging perception exists that such
implicit bias is among many that unduly sway health care
provisioners toward over-diagnosing child abuse [21].
Katherine Judson, a University ofWisconsin Law School pro-
fessor who has worked closely with the Wisconsin Innocence
Project and the Center for Integrity in Forensic Sciences, di-
rectly alludes to such bias as being among myriad powerful
biases at play when physicians are considering a child abuse
diagnosis. Although she provides little or no data to support
her claims, Judson nonetheless presents a compelling case for
the potential role of biases in child abuse diagnosis. Implicit
bias is only one. Many other biases she cites are familiar to
practicing diagnosticians: confirmation bias, tunnel vision,
role effects, conformity effects, diagnosis momentum, group-
think, premature closure, context bias, anchoring bias and
sampling bias. These are, of course, well recognized cognitive
biases to which everybody is susceptible [22]. Judson draws
upon little more than anecdote to bolster her assertions that
they apply with disproportionate relevance to child abuse di-
agnosis. Further, she stumbles upon her own tenuous biases,
such as disregard for well-grounded research, irresponsible
dismissiveness of the sober clinical expertise and sound de-
ductive reasoning that characterize legitimate medical deci-
sion-making, and failure to acknowledge reasonable limita-
tions of ethically obtainable pathological correlates to child
abuse. Nonetheless, given what we understand about how
biases can confound radiologic practice [23, 24], their role in
child abuse medicine merits appropriate reflection about how
to reduce potential undue effects.

Judson, who has spoken extensively on the illegitimacy of
conventional theories about abusive head injury, is a passion-
ate advocate for individuals who have been wrongly accused
in our legal justice system. At the heart of her position is a
conviction — a value — that an incorrect diagnosis of child
abuse — a false positive — is equally as unacceptable as a
failure to make the diagnosis when it could have been made.
In staking this position, she explicitly casts herself as a foil to
some in child abuse medicine. “Some experts,” she writes,
“have suggested that over diagnosing abuse is preferable be-
cause protection of children is paramount. But failing to prop-
erly diagnose a child [that is, making the diagnosis in error] is
equally harmful and must be recognized as such.”

Judson is not alone in espousing this value or in framing the
community of child abuse physicians as unduly biased.
Numerous advocates for individuals wrongly accused in the
criminal justice system have successfully propagated this per-
spective in various academic forums, and they have found
sympathy in the news media and among criminal defense
attorneys [25, 26]. Perhaps most concerning for conscientious
child abuse pediatric specialists, this chorus of advocates for
the wrongly accused includes a cohort of likeminded

radiologists and other physicians who have participated ubiq-
uitously and exclusively as defense witnesses in child abuse
legal proceedings. These physicians’ viewpoints closely align
with those of these criminal justice advocates. Radiologists
who have worked most concertedly to dispute conventionally
accepted tenets regarding the relationship of head injury and
child abuse have co-authored law journal articles and
partnered at legal conferences with criminal justice advocates
from the Innocence Project and the Center for Integrity in
Forensic Sciences [27, 28]. One of the most active defense
witnesses in the country has been particularly outspoken
against child abuse pediatrics specialists, characterizing them
as criminally motivated and even pedophiles [29]. These in-
dividuals have been empowered by publication of recklessly
peer-reviewed journal pieces that employ sophistry and men-
dacious ad hominin attacks to refute responsible, well-
grounded research about the pathological and radiologic cor-
relates to child abuse injuries [30, 31].

Distressing circumstances

The participation of such individuals as defense witnesses in
child abuse proceedings has produced distressing if not dis-
graceful circumstances in court. Those of us who have testi-
fied in child abuse trials have seen expert pediatric imaging
testimony offered by radiologists with no certification in pe-
diatric radiology; career mammographers with certification in
pediatric radiology but without relevant clinical experience
beyond remote fellowship; opinions about appendicular skel-
etal manifestations of child abuse and metabolic bone disease
rendered by pediatric neuroradiologists with no training in or
clinical experience with pediatric body imaging; and expert
testimony on pediatric brain and body imaging rendered by a
radiologist trained in cardiovascular and interventional radiol-
ogy whose previous domain of self-accredited expertise
regarded the association of vaccines and autism.

These individuals’ credentials as expert witnesses would
seem at odds with requisite ACR standards: “Education, train-
ing, and practical experience, as well as current knowledge
and skill, concerning the subject matter of the case…” [32].
Moreover, their close alignment with criminal defense advo-
cates and outlandish characterizations of child abuse physicians
belie reasonable ACR requirements for impartiality and objec-
tivity. The results in court are predictable and well described:
testimony that offers a grossly distorted conflation of the imag-
ing appearances of metabolic and other systemic disorders with
those of normal anatomical variants and genuine child abuse
[33–35]. The testimony these individuals have provided direct-
ly mirrors illegitimate claims they have passed through peer
review, making the claims sometimes challenging to refute,
and rendering the peer review process these papers underwent
as not only careless, but also dangerous [35–39].
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Solutions

Trained pool of witnesses

The state of affairs regarding expert testimony for pediatric
imaging in child abuse cases is, of course, itself ethically
problematic. Highly biased physicians who do not meet pro-
fessional standards as experts in pediatric imaging are being
utilized ubiquitously as such, mostly for the defense of ac-
cused individuals. The solution tomitigate this problem seems
relatively straightforward: Those who practice exclusively pe-
diatric neuroradiology should not present themselves as ex-
perts in pediatric body imaging. Exclusively pediatric body
imagers should not hold themselves as experts in pediatric
neuroimaging. Those who do not routinely practice pediatric
imaging should not cast themselves as pediatric imaging ex-
perts. Similar criteria should apply to journal reviewers.

The ready availability of reliable and credible witnesses re-
mains a challenge. To facilitate the availability of an optimal
witness pool, the Society for Pediatric Radiology (SPR) and
American Academy of Pediatrics (AAP) could establish a co-
hort of trained radiology experts who are certified specifically
to testify in child abuse cases. Training might require an acces-
sible, standardized curriculum, which would be feasible utiliz-
ing a web-based format that combines various cases with re-
corded lectures and consensus-based best evidence literature
curated by a multi-institutional group of experts. Funding could
potentially be obtained through currently existing educational
project grants available through the SPR and Radiological
Society of North America. Some might argue that any certified
pediatric radiology fellowship should be adequate to train indi-
viduals to serve as such witnesses, but the reticence and fear
many experienced practicing pediatric radiologists express
about such service indicates a widely perceived lack of confi-
dence and preparation. Further, the American Board of
Radiology’s current certification process pays little attention
to maintenance of qualifications regarding the diagnosis of
child abuse, head injury, and metabolic bone disease. To my
knowledge, of over 100 cases presented in the ABR’s first-year
Online Longitudinal Assessment for Pediatric Radiology, none
covered a question of child abuse or metabolic bone disease.

Time and money

Even if a cohort of certifiably well-prepared radiologists were
established, their availability to serve as witnesses would be
preclusive within the context of their busy professional prac-
tices. At present, well-qualified and even willing individuals
must expend substantial personal or academic time to serve as
witnesses, which impedes participation. Individuals must de-
pend on local departmental support, which places pressure on
departmental leaders with multiple competing priorities. The
financial pressures could be in part alleviated by establishment

of a collective fund, administered through the SPR or ACR,
that provides time-limited salary support for credentialed in-
dividuals who are in the witness pool. Such support could be
used to protect time both for case preparation, which is some-
times considerable, and for depositions and testimony. Such a
process would also help avoid perceptions of experts provid-
ing testimony for personal financial gain. Although it would
offset financial losses to departments and individuals, such a
fund would not offset lost productivity, which would have to
be absorbed by other department members. This is a matter for
discussion among SPR and Society of Chiefs of Radiology at
Children’s Hospitals (SCORCH) leaders as they consider their
priorities.

Addressing underlying ethical tension

Even if pediatric radiology’s leaders prioritize the establish-
ment of a pool of well-qualified individuals to serve as expert
witnesses in child abuse cases, a legitimate, fundamental eth-
ical tension remains about the conflicting costs of a misdiag-
nosis (i.e. which is worse, a false negative or a false positive?).
Moreover, it seems likely that advocates for accused individ-
uals will continue to rely upon deficient, highly biased wit-
nesses as long as they perceive child abuse diagnosticians as
endemically biased themselves. If concomitant rancor is to
cease, we will need to establish bridges for trust and healthy
communication between legitimate representatives of the op-
posing viewpoints.

Perhaps the most courageous first step that the community
of child abuse clinicians might take is to acknowledge explic-
itly the legitimacy of claims that a misdiagnosis in either di-
rection is equally problematic. Such acknowledgment would
not signify weakening or abrogation of our primary profes-
sional obligation to promote and protect the wellbeing of chil-
dren. But it might signal openness to constructive dialogue
with those whose primary perceived obligations are to protect
other vulnerable individuals in society.

We might facilitate further discourse by taking steps to
minimize perceptions of undue bias in our work, recognizing
that the simple fact of reading a skeletal survey introduces
some bias from the outset. Such steps might include implicit
bias training, removing names and demographic information
from imaging studies when child abuse is suspected, mandat-
ed and blinded double reads, and excluding clinical informa-
tion asmuch as reasonable when studies are initially reviewed.
Many would argue that such steps are both unnecessary and
unlikely to make a difference in our clinical judgments, but at
the least such actions would offer a message that we are will-
ing to acknowledge and respond to reasonable concerns. We
might gain further trust by insisting on blinded initial reviews
of all cases for which we are asked to serve as expert wit-
nesses. That is, when approached by an attorney to consider
expert consultation, we might instruct them initially to present
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the images without indicating the history, who is being repre-
sented, or what claims are under evaluation. The physician
witness might be called by either side and should accept such
while providing impartial and objective testimony. If we are
able to garner trust that we will take action to mitigate poten-
tial bias where possible, we might be able to convince defense
advocates and the public of the legitimacy of our diagnoses.
This, in turn, might permit us to partner with them somehow
to recognize a pool of credible witnesses for both sides.

Conclusion

According to the Centers for Disease Control, at least one in
seven children experienced child abuse or neglect last year
[40]. The enduring physical, social and emotional adverse
consequences are profound. The social and environmental risk
factors are undeniable, as are endemic societal injustices.
Pediatric radiologists and other clinicians at the front lines of
child abuse diagnosis and management practice inescapably
within this social context. As we strive to meet our primary
obligations to protect children, ever aware of the costs of
missing a diagnosis, we must also remain mindful of the deep
harms related to making the diagnosis in error. Further, we
must demonstrate humility and respect toward viewpoints that
perceive the harms of erroneous diagnoses of child abuse to be
equally as grievous as those related to missed diagnoses. If we
are somehow to convince advocates for accused individuals of
our good faith in mitigating undue bias, perhaps we will be
able to marginalize the highly biased and flawed witnesses
whom they currently utilize as their defense witnesses, and
replace them with a more balanced and well credentialed pool
of conscientious experts. Otherwise, we will likely continue to
face uphill battles in legal proceedings and in the courts of
public opinion.

Compliance with ethical standards

Conflicts of interest Dr. Brown was a paid expert consultant for a child
abuse case in February 2019.

References

1. Hamric AB, Arras JD, Mohrmann ME (2015) Must we be coura-
geous? Hast Cent Rep 45:33–40

2. Rangel EL, Burd RS, Falcone RA Jr, Multicenter Child Abuse
Disparity Group (2010) Socioeconomic disparities in infant mortal-
ity after nonaccidental trauma: a multicenter study. J Trauma 69:
20–25

3. Rangel EL, Cook BS, Bennett BL et al (2009) Eliminating disparity
in evaluation for abuse in infants with head injury: use of a screen-
ing guideline. J Pediatr Surg 44:1229–1234

4. King WJ, MacKay M, Sirnick A, Canadian Shaken Baby Study
Group (2003) Shaken baby syndrome in Canada: clinical charac-
teristics and outcomes of hospital cases. CMAJ 168:155–159

5. Trokel M, Waddimba A, Griffith J, Sege R (2006) Variation in the
diagnosis of child abuse in severely injured infants. Pediatrics 117:
722–728

6. Christian CW, States LJ (2017) Medical mimics of child abuse.
AJR Am J Roentgenol 208:982–990

7. Kralik SF, Finke W, Wu IC et al (2017) Radiologic head CT inter-
pretation errors in pediatric abusive and non-abusive head trauma
patients. Pediatr Radiol 47:942–951

8. Wardinsky TD, Vizcarrondo FE, Cruz BK (1995) The mistaken
diagnosis of child abuse: a three-year USAFmedical center analysis
and literature review. Mil Med 160:15–20

9. Jones D (2001) False positives in the field of child maltreatment.
Child Abuse Negl 25:1395–1396

10. Siu AL, U.S. Preventive Services Task Force (2016) Screening for
breast cancer: U.S. Preventive Services Task Force recommenda-
tion statement. Ann Intern Med 164:279–296

11. Thrall JH (2010) U.S. Preventive Services Task Force recommen-
dations for screening mammography: evidence-based medicine or
the death of science? J Am Coll Radiol 7:2–4

12. Alexander M (2010) The new Jim Crow: mass incarceration in the
age of colorblindness. The New Press, New York

13. Institute ofMedicine Committee onUnderstanding and Eliminating
Racial and Ethnic Disparities in Health Care (2003) Unequal treat-
ment: confronting racial and ethnic disparities in health care.
National Academies Press, Washington, DC

14. ACOG Committee on Ethics (2005) ACOG Committee Opinion
#321: maternal decision making, ethics, and the law. Obstet
Gynecol 106:1127–1137

15. Najdowski CJ, Bernstein KM (2018) Race, social class, and child
abuse: content and strength of medical professionals' stereotypes.
Child Abuse Negl 86:217–222

16. Paine CW, Wood JN (2018) Skeletal surveys in young, injured
children: a systematic review. Child Abuse Negl 76:237–249

17. Lanier P, Maguire-Jack K, Walsh T et al (2014) Race and ethnic
differences in early childhood maltreatment in the United States. J
Dev Behav Pediatr 35:419–426

18. Lane WG, Rubin DM, Monteith R, Christian CW (2002) Racial
differences in the evaluation of pediatric fractures for physical
abuse. JAMA 288:1603–1609

19. Wood JN, Christian CW, Adams CM, Rubin DM (2009) Skeletal
surveys in infants with isolated skull fractures. Pediatrics 123:e247–
e252

20. LaneWG, Dubowitz H (2007)What factors affect the identification
and reporting of child abuse-related fractures? Clin Orthop Relat
Res 461:219–225

21. Judson K (2017) Bias, subjectivity, and wrongful conviction. U
Mich J Law Reform 50:779–794

22. Tversky A, Kahneman D (1974) Judgment under uncertainty: heu-
ristics and biases. Science 185:1124–1131

23. Busby LP, Courtier JL, Glastonbury CM (2018) Bias in radiology:
the how and why of misses and misinterpretations. Radiographics
38:236–247

24. Griscom NT (2002) A suggestion: look at the images first, before
you read the history. Radiology 223:9–10

25. HixenbaughM, Blakinger K (2019) Burned by ‘bad science’. NBC
News/Houston Chronicle, Oct. 24, 2019. https://www.nbcnews.
com/news/us-news/pediatrician-said-girl-s-burns-showed-child-
abuse-her-caregiver-n1070986. Accessed 18 April 2020

26. Redleaf DL (2018) They took the kids last night: how the child
protection system puts families at risk. Praeger, Santa Barbara

27. Moran DA, Findley KA, Barnes PD, SquierW (2012) Shaken baby
syndrome, abusive head trauma, and actual innocence. Hous J
Health Law Policy 12:209–312

1074 Pediatr Radiol  (2021) 51:1070–1075

https://www.nbcnews.com/news/usews/pediatrician-aidirl-urns-howedhildbuseeraregiver1070986
https://www.nbcnews.com/news/usews/pediatrician-aidirl-urns-howedhildbuseeraregiver1070986
https://www.nbcnews.com/news/usews/pediatrician-aidirl-urns-howedhildbuseeraregiver1070986


28. Findley KA, Risinger MD, Barnes PD et al (2019) Feigned consen-
sus: usurping the law in shaken baby syndrome/abusive head trau-
ma prosecutions. Wis Law Rev 1211

29. ArmstrongD (2018)An anti-vaxxer’s new crusade. ProPublica/The
New Yorker, Nov. 27, 2018. https://www.propublica.org/article/
david-ayoub-an-anti-vaxxer-new-crusade. Accessed 18 April 2020

30. AyoubDM, HymanC, CohenM,Miller M (2014) A critical review
of the classic metaphyseal lesion: traumatic or metabolic? AJR Am
J Roentgenol 202:185–196

31. Miller M, Stolfi A, Ayoub D (2019) Findings of metabolic bone
disease in infants with unexplained fractures in contested child
abuse investigations: a case series of 75 infants. J Pediatr
Endocrinol Metab 32:1103–1120

32. American College of Radiology (2017) ACR practice parameter on
the physician expert witness in radiology and radiation oncology.
PDF document. https://www.acr.org/-/media/ACR/Files/Practice-
Parameters/ExpertWitness.pdf. Accessed 18 April 2020

33. Strouse PJ (2016) Child abuse: we have problems. Pediatr Radiol
46:587–590

34. Slovis TL, Strouse PJ, Coley BD, Rigsby CK (2012) The creation
of non-disease: an assault on the diagnosis of child abuse. Pediatr
Radiol 42:903–905

35. Choudhary AK, Servaes S, Slovis TL et al (2018) Consensus state-
ment on abusive head trauma in infants and young children. Pediatr
Radiol 48:1048–1065

36. Brown SD, Moreno JA, Shur N, Servaes S (2020) Society for
Pediatric Radiology (SPR) Child Abuse Committee response re-
garding Miller, Stolfi and Ayoub's flawed theories about child
abuse and metabolic bone disease. J Pediatr Endocrinol Metab 33:
547–548

37. Brown SD, Serveas S, Hayes LL, Society for Pediatric Radiology
Child Abuse Committee (2014) SPR Child Abuse Committee re-
sponse regarding classic metaphyseal lesion. AJRAm J Roentgenol
203:W232

38. Servaes S, Brown SD, Choudhary AK et al (2016) The etiology and
significance of fractures in infants and young children: a critical
multidisciplinary review. Pediatr Radiol 46:591–600

39. Paddock M, Adamsbaum C, Barber I et al (2020) European Society
of Paediatric Radiology (ESPR) Child Abuse Taskforce Committee:
a response to Miller et al. J Pediatr Endocrinol Metab 33:941–944

40. Centers for Disease Control (2019) Preventing child abuse & ne-
glect. CDC website. https://www.cdc.gov/violenceprevention/
childabuseandneglect/fastfact.html. Accessed 18 April 2020

Publisher’s note Springer Nature remains neutral with regard to jurisdic-
tional claims in published maps and institutional affiliations.

1075Pediatr Radiol  (2021) 51:1070–1075

https://www.propublica.org/article/davidyoubnntirewrusade
https://www.propublica.org/article/davidyoubnntirewrusade
https://www.acr.org/-media/ACR/Files/Practice-arameters/ExpertWitness.pdf
https://www.acr.org/-media/ACR/Files/Practice-arameters/ExpertWitness.pdf
https://www.cdc.gov/violenceprevention/childabuseandneglect/fastfact.html
https://www.cdc.gov/violenceprevention/childabuseandneglect/fastfact.html

	Ethical challenges in child abuse: what is the harm of a misdiagnosis?
	Abstract
	Introduction: harms and values
	Social context
	Perceptions of bias
	Distressing circumstances
	Solutions
	Trained pool of witnesses
	Time and money
	Addressing underlying ethical tension

	Conclusion
	References


