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Objectives. To study suspected child abuse among children in hospital in terms
of clinical characteristics and the outcome of multidisciplinary case conferences.
Design. Prospective observational study.
Setting. All public hospitals in Hong Kong with a paediatric department.
Methods. Anonymous data were prospectively collected from July 1997 to
June 1999 using a standard report form for each case of suspected child abuse.
The characteristics of the incidents and factors influencing the conclusion at
the multidisciplinary case conference were studied.
Results. Data for 592 cases of suspected child abuse were evaluated. Two
hundred and eighty-seven of the children were boys and 305 were girls. The
mean age was 7.3 years (range, 0-16.7 years). Physical abuse, alone or in com-
bination with other forms of maltreatment, accounted for 277 (86.6%) of the
320 substantiated cases. Either, or both, biological parents comprised 71.3%
of the perpetrators. Seven (1.2%) children died. Of the 540 children about
whom a multidisciplinary case conference was held, abuse was established
for 281 (52.0%) children. Abuse was more likely to be established if the victim
had been known to a childcare agency (odds ratio=2.2; 95% confidence interval,
1.4-3.5), the abuse was not sexual (odds ratio=2.7; 95% confidence interval,
1.4-5.0), or if the child was seen at a hospital that handled more than 100 cases
of suspected abuse during the study period (odds ratio=3.6; 95% confidence
interval, 2.4-5.4).
Conclusion. Child abuse identified in the hospital setting is predominantly phys-
ical in nature and death is not uncommon. Appraisal of suspected child abuse by
multidisciplinary case conference appears to be influenced by the region of Hong
Kong in which the case was handled.
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Introduction

Since 1979 when the local government focused attention
on the issue of child abuse, successive official reports and
recommendations on the management of child victimisa-
tion have been released.1 When the ‘Procedures for hand-
ling child sexual abuse cases’ was released by the Social
Welfare Department in 1996, Medical Coordinators on
Sexual Abuse were designated in the 10 paediatric depart-
ments managed by the Hospital Authority of Hong Kong at
that time.2 This was gradually extended to the paediatric
units of all public hospitals and the title was changed to
Medical Coordinators on Child Abuse (MCCA) to reflect
the full spectrum of work carried out by these designated
paediatricians.3 In January 1997, MCCA began meeting at
regular intervals to share and review experience. It became
apparent that cases of child abuse seen in public hospitals
differed from those encountered by the Social Welfare
Department. A prospective, voluntary reporting system for
public hospitals was initiated in July 1997, with representa-
tives from each hospital collecting data relating to each in-
cident of suspected abuse and submitting the data in pre-
formatted reports. This paper summarises the data collected
in the first 2 years of the voluntary reporting system.

Methods

A standard report form containing the child’s sex, age, date
of admission, and the suspected perpetrator’s sex, age, and
relation to the child was to be completed for each case of
suspected child abuse. The type of maltreatment suspected
and the childcare agency to which the child was known (if
applicable) were also specified. The report also contained
information about whether a case conference was held and
if so, what conclusion was reached. The subsequent dis-
charge and management for each case was also indicated.
The identity of the child and the suspected perpetrator
remained anonymous, however. All 13 paediatric depart-
ments in public hospitals participated in this study during
the 2-year study period from July 1997 to June 1999. The
sex and age of the children and the initial type of suspected
maltreatment were described. The final diagnosis of abuse
and the relationship of the perpetrators to the patients in
substantiated cases were examined. The diagnosis of child
abuse was based on the commonly accepted definition—
any act of omission or commission by a person who was
entrusted with the care and control of a child, which endan-
gered or impaired the child’s physical, psychological, or
emotional health and development.4 For cases in which a
multidisciplinary case conference was held, the conclusion
of whether or not child abuse had occurred was analysed
with respect to the demographic characteristics of the
child, the type of maltreatment, and the hospital caseload.
Hospitals that handled more than 100 cases were arbitrarily
designated ‘busy’ units whereas other hospitals were
designated ‘less busy’ units. Comparison of non-parametric
variables using the Chi squared test, parametric variables
using the Student’s t test, and multivariate analysis by

logistic regression were performed using the Statistical
Package for Social Science (Windows version 7.5; SPSS
Inc., Chicago, United States).

Results

A total of 592 completed case reports were received during
the 2-year study period. Among the children, there were 287
(48.5%) boys and 305 (51.5%) girls. The mean age of the
children was 7.3 years (range, 0-16.7 years). One hundred and
forty-three (24.2%) children had been known to a childcare
agency before admission. After medical evaluation, 320
(54.1%) children were diagnosed as having been victims of
abuse. The spectrum of the various forms of abuse reported is
summarised in Table 1. Physical abuse, either alone or in
combination with other kinds of maltreatment, accounted for
85.2% of children admitted for evaluation and 86.6% of
confirmed abuse. Children suspected of having been sexually
abused were more likely to be girls (72/79 versus 233/513;
P<0.001) and younger in age (mean [SD], 5.6 [3.4] years
versus 7.6 [4.3] years; P=0.001), compared with those for
whom the abuse was non-sexual. The relationship of the
perpetrators to the children in substantiated cases of abuse is
listed in Table 2. Biological parents were the major group of
perpetrators. Either parent or both parents were responsible
for 73.5% of cases. A further 5% of perpetrators were foster
parents or step-parents. Two of the 13 hospitals had seen more
than 100 suspected cases of abuse, contributing 39.2% of cases
seen during the study period.

A multidisciplinary case conference was held for
540 (91.2%) children, of which 281 (52.0%) were confirmed
as child abuse. The reasons for not holding a case confer-
ence for the remaining children were not specified. The

Table 1. Types of maltreatment reported

Patients
No. (%)

Type Abuse Abuse
suspected established

Physical abuse 471 (79.6) 233 (39.4)
Neglect 10 (1.7) 10 (1.7)
Psychological abuse 2 (0.3) 5 (0.8)
Sexual abuse 73 (12.3) 26 (4.4)
Physical and other abuse* 33 (5.6) 44 (7.4)
Combination of other abuse* 3 (0.5) 2 (0.3)
No abuse - 272 (45.9)
Total 592

* Other abuse refers to neglect, psychological abuse, or sexual abuse

Table 2. Perpetrators of substantiated child abuse

Relation to child No. (%)

Father 134 (41.9)
Mother 79 (24.7)
Both parents 15 (4.7)
Parent(s) and someone else 7 (2.2)
Step-parent/foster parent 16 (5.0)
Other relative 12 (3.8)
Maid 10 (3.1)
Childminder/babysitter 6 (1.9)
Others 11 (3.4)
Unknown 30 (9.4)
Total 320
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following factors were analysed to determine whether there
was any association with the outcome of the case conference:
suspected type of abuse, victim’s sex and age, whether the
child was known to a childcare agency, and the type of
hospital. In the univariate analysis, older age at admission
to hospital, non-sexual abuse, the victim being known to a
childcare agency, and involvement of a ‘busy’ hospital were
identified as significant variables (Table 3). At multivariate
analysis, factors significantly associated with confirmation
of abuse were as follows: the child was known to a childcare
agency, the suspected maltreatment did not involve sexual
abuse, and the child was seen at a ‘busy’ hospital (Table 4).
Approximately two thirds of the children were discharged
home and the other children required special placement. The
latter included foster care (n=32), small group home place-
ment (n=44), care by relatives (n=39), and other institutional
care (n=62). There were seven (1.2%) deaths in this series.
All deaths were associated with inflicted head injuries.

Discussion

Child abuse was not a major issue of public or medical con-
cern in Hong Kong until 1979, when the government com-
missioned the first survey on child maltreatment.1 In 1983,
the Child Protective Services Unit (CPSU) was formed un-
der the Social Welfare Department to handle statutory cases
of child abuse and cases referred from other government
units and non-governmental organisations. At the same time,
a working group was formed to review statistics and the
handling of child abuse.1

The management of child abuse in Hong Kong follows
the British model.5 There is no mandatory reporting, but the
Social Welfare Department issues general guidelines on the
handling of child abuse, and specific guidelines on the man-
agement of suspected child sexual abuse.1-4 Children may
present to hospitals, government units, or non-governmental
organisations due to suspected abuse. If it is deemed

necessary, the officer in charge of the respective unit will
report to the CPSU and an ad hoc multidisciplinary team
consisting of social workers and other childcare workers
will be formed. Paediatricians and nurses are involved if
the child presents for medical treatment or if a caseworker
refers the child to hospital. A case conference will be con-
vened at which the ad hoc team will discuss the nature of
the case and determine the subsequent management of the
child and the affected family. Participating professionals
have to decide whether the alleged abuse has occurred in
order to register the child on the Child Protection Registry
(CPR) and to determine appropriate follow-up.3 However,
not every case seen by public hospitals results in a case
conference. For cases in which conferences are held, differ-
ences in opinion among the participating professionals are
not uncommon.6 In keeping with experience in Britain,7 the
dynamics and effectiveness of ad hoc case conferences in
the management of child abuse have been controversial in
Hong Kong. The CPR was set up in 1986 as a central record
office.1 Children who are considered to be at risk for child
abuse are registered for a period of 2 years. The children’s
names are deleted at the end of the second year, unless case-
workers involved send in a notification for deregistration
before this time, or alternatively, send in a request for con-
tinuation of registration.8 The CPR began publishing annual
statistical reports in 1996 and data on new cases thus be-
came available for research use.9 The report for 199810 has
been used for comparison with the findings in this study.
Children admitted to hospital due to suspected child abuse
appear to represent a special subset of cases11,12 whose gen-
eral characteristics may differ from information available
from the CPR. For instance, physical abuse and sexual abuse
represented 47% and 40% of new cases reported to the CPR,
respectively, compared with 80% and 12%, respectively,
for the caseload seen in public hospitals. The MCCA be-
lieves that the predominance of physical abuse seen in the
hospital setting represents referral bias, with children with
identifiable injuries more frequently brought for medical
attention. Other aspects of apparent referral bias warrant
further consideration. Children admitted to hospital due to
suspected sexual abuse were found to have a mean age of
5.6 years. However, more than 68% of sexually abused
children reported to the CPR are aged 9 years or older. Thus,
public hospitals appear more likely to encounter younger,
more dependent victims of suspected sexual abuse—a
subgroup for whom interview is difficult and spontaneous

Table 3. Factors associated with establishing abuse in the case conference at univariate analysis

Factors Established case of child abuse P value for comparison
No./Total

Patient’s sex Male 142/262
Female 139/278 0.34

Known to childcare agency Yes 96/132
No 185/408 <0.001

Suspected sexual abuse Yes 22/66
No 259/474 0.001

Hospital ‘Busy’ 150/211
‘Less busy’ 131/329 <0.001

Mean age (SD) [years] Established 7.8 (4.4)
Not established 7.1 (4.0) 0.04

Table 4. Factors associated with establishing abuse in the
case conference at multivariate analysis

Factors Odds ratio (95% CI) P value

Abuse other than sexual abuse 2.7 (1.4-5.0) 0.002
Female child 1.0 (0.6-1.4) 0.8
Child’s age 1.0 (0.9-1.0) 0.2
Child known to agency 2.2 (1.4-3.5) 0.001
Seen at a ‘busy’ hospital 3.6 (2.4-5.4) <0.001
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disclosure uncommon.13 Indeed, only 22 of 66 cases of sus-
pected sexual abuse in this series were confirmed by case
conference, compared with 259 of 474 cases of confirmed
non-sexual abuse (P=0.001). The CPR, the only official stat-
istical report available, should not be regarded as a complete
registry of child abuse in Hong Kong. For example, only chil-
dren considered to be at risk for further abuse are eligible for
registration, thus children who have died of maltreatment (and
were therefore not at further risk) would not be included.
Indeed, the CPR does not record any information on the
severity of abuse, thus the data presented in this paper may
be considered complementary to the official figures. In keep-
ing with reports elsewhere,14 inflicted head injury was the
leading cause of death in this series. A mortality rate of 30%
has been reported among cases of shaken baby syndrome in
Hong Kong.15 This study also identifies other issues in the
management of child abuse that may not be apparent from
the CPR reports. While the generally accepted definition of
child abuse has been published as a guideline,4  the decision
making of case conferences appears to be influenced by other
factors. For instance, cases involving children already known
to a childcare agency were more likely to be confirmed
as victims of abuse. This is probably not surprising since
victims often come from families that are socially deficient.8

The fact that ‘busy’ hospitals confirmed more cases of abuse
compared with ‘less busy’ units is an intriguing finding. As
both public health service and child protection programmes
are organised by individual regions in Hong Kong, this ob-
servation suggests that local variations may exist that support
the positive identification of cases in areas where child abuse
is particularly prevalent. These may relate to the nature and
severity of the abuse, the dynamics of how abused children
are handled, the development of particular expertise in some
areas, and the manner in which case conferences are
conducted. These factors warrant further study.

This report represents the third and largest clinical
series on child abuse in Hong Kong, and provides an
indication of the number of cases and the proportion of
deaths related to child abuse seen in Hong Kong public
hospitals. Compared with the two previous studies conducted
in Hong Kong,16,17 this study suggests an increasing propor-
tion of child sexual abuse cases are presenting to public
hospitals. The proportion of perpetrators who are bio-
logical parents was high, as these earlier studies have also
reported. This may be related to traditional attitudes towards
child discipline,18 and heightened stress levels among local
parents.19 This study also serves to highlight the deficiency
of local statistics on the morbidity and mortality associated
with child abuse. Without these figures, the full impact of
child abuse on child health and society at large may be
underestimated. Since the number of deaths recorded in
public hospitals only includes cases in which there is a brief
period of survival necessitating health care, the death toll
associated with child abuse must be higher than the figure
presented in this report. The implementation of a child death
review programme should be seriously considered to better
our understanding of preventable child deaths in Hong Kong.
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