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 AHT is  a 
leading cause of 
death as well as 
long-term, often 
profound disabil-
ity and im-
paired function. 

 The rate of 
AHT deaths has 
decreased  from a 
peak in 2009, 
with both 2013 
and 2104 having 
less than half the 
rate of 2009. 

 Early and 
accurate diagno-
sis of AHT makes 
death less likely 
by improving the 
medical outcomes 
of children affect-
ed by AHT. 

     Prevention   
oriented public 
health interven-
tions  join the 
advances in iden-
tification and in-
tervention as po-
tential reasons 
for the decline in 
AHT related 
deaths.  
 

Fatal Abusive Head Trauma on the Decline?  

Abusive Head Trauma 
(AHT), formerly known 
as Shaken Baby        
Syndrome, is a constel-
lation of findings which 
are the result of inflicted 
injuries to infants and 
young children at the 
hands of their caregivers 
(Greeley, 2015). It has 
been difficult to get a 
clear picture of the     
extent of the problem of 
AHT and trends over 
time. The recent report 
from the Centers for 
Disease Control and  
Prevention on 15 years 
of national data on AHT 
deaths (Spies & 
Klevens, 2016) is a wel-
come clarification of the  

national rates and trends 
of fatal AHT in the Unit-
ed States.  They found a 
roughly stable rate of 
AHT deaths in children 
under 5 from 1999 to 
2009 (between 0.62 and 
0.83 per 100,000 chil-
dren),  followed by quite 
a  dramatic decline from 
2009 to 2014 when the 
rate was 0.38 AHT 
deaths per 100,000   
children (see chart     
below).  
 
These analyses used a 
consistent and widely 
accepted definition of 
AHT and applied it to 
the National Vital Statis-
tics System, the most 
comprehensive way of 

 

The y-axis  represents child AHT deaths per 100,000 children.  

examining mortality in 
the United States. These 
data ultimately depend  
on death certificate data 
for cause of death. The 
extent and quality of the 
data allowed a relatively 
certain estimate about 
how many children die 
from AHT every year 
and whether this number 
is declining or increas-
ing. These data also   
allowed the researchers 
to eliminate some alter-
native explanations for 
the apparent decline in 
AHT deaths.  Important-
ly, the decline is not due 
to changes in the way 
that AHT is categorized 
by those assigning cause 
of death.  

Trends in rates of abusive head trauma deaths, 1999-2014.  
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Surely, the recent decline in 
AHT deaths from 2009 onward 
is good news.  There has been a 
decrease from the recent peak in 
2009, with both 2013 and 2014 
having less than half the rate of 
AHT deaths. The decline also 
corresponds to recent declines 
in other forms of abuse (both 
physical and sexual abuse; 
Finkelhor, Seito, & Jones, 
2015). The decline in AHT 
deaths is especially striking giv-
en the increased awareness of 
AHT as a public health concern 
(e.g., Boop et al., 2016); pre-
sumably this awareness has 
reached most coroners and med-
ical examiners as well. Such 
increased awareness would rep-
resent a countervailing effect of 
changes in surveillance bias. 
This surveillance bias has also 
resulted in the introduction of 
novel explanations being pre-
sented in court as potential ex-
planations for the findings asso-
ciated with AHT.  This in-
creased awareness of AHT has 
also been associated with in-
creased discussion of AHT as a 
myth (Greeley, 2014), similar to 
the development of “awareness” 
of the putative link between 
vaccines and autism (Vinton, 
2016).  
 

In either case, the “battlefield” 
here is the decision-making pro-
cess of those determining cause 
of death rather than the critical 
moments in which AHT actual-
ly occurs. This is where there is 
some cause for optimism. Even 
if the identification of AHT has 
somewhat changed, it is unlike-
ly to account for the bulk of the 
reduction. Spies and Klevens 
(2016), in interpreting these da-
ta, highlight the importance of 
public health interventions that 
either improve parenting prac-
tices and child care resources 
among high-risk families (e.g., 

home visitation, affordable, quali-
ty child care, or paid family leave; 
Klevens et al., 2016) or provide 
population-level awareness and 
normalization of difficult child 
behaviors and provide alternate 
ways of parenting and perceiving 
children during the most risky 
periods (e.g., Dubowitz et al., 
2009). Primary prevention is    
vital, of course, but it is only part 
of the story. Just as important in 
reducing AHT deaths is second-
ary prevention, and here two 
trends may be important: 1) the 
general improvement in care pro-
vided in pediatric intensive care 
units (PICUs) and 2) better detec-
tion of nonfatal AHT (which pro-
vides the opportunity to remove 
the child from a situation where a 
fatal incident of AHT is likely; 
Letson et al., 2016). From this 
perspective, rather than producing 
an increase in AHT deaths, early 
and accurate diagnosis of AHT 
makes death less likely by im-
proving the medical outcomes of 
children affected by AHT (Shein 
et al., 2012).  
 
This brings us to a somewhat less 
rosy perspective. The most relia-
ble national data quantifies fatal  
AHT; making inferences from the 
prevalence of AHT fatalities to 
the prevalence of all AHT is diffi-
cult. More localized state-level 
data consistently show an in-
crease in the overall rate of hospi-
talizations for AHT, most of 
which is both nonfatal and serious 
(e.g., Boop et al., 2016; Dias et 
al., 2017; Zolotor et al., 2015). 
Indeed, most large interventions, 
although not without benefit, have 
failed to reduce the rate of AHT 
hospitalizations in the states 
where they have been enacted 
(Dias et al., 2017; Zolotor et al., 
2015). AHT is not simply a lead-
ing cause of death, but of long-
term and often profound disability 
and impaired function. (Nuno     

et al., 2015).  Finally, although 
provocative, these data raise sev-
eral questions beyond the global 
sense that things are, based on 
this one metric, improving. 
Global trends often hide im-
portant countertrends; as we 
have discovered in other do-
mains of child maltreatment, an 
overall reduction can be accom-
panied by very substantial local 
increases and spikes.  Within the 
public health framework this is 
known as the ecological fallacy.  
In essence, overall trends may 
not apply to smaller subgroups 
or individuals.  Here, a deeper 
dig into the national data might 
prove useful, not only in getting 
a better picture of the problem 
but in understanding which inter-
ventions have or have not been 
useful. The Zolotor trial men-
tioned earlier (2015) is a good 
example of this more nuanced 
examination of the problem. 
How does the overall decline in 
AHT deaths play out at the state 
level, and do differences in 
trends at the state level corre-
spond with some of the primary 
(and secondary prevention) ef-
forts discussed here and by Spies 
and Klevens (2016)? Given what 
we know about the socioeco-
nomic distribution of AHT 
(Boop et al., 2016; Wood et al., 
2010), are some demographic 
groups being “left behind” by 
interventions and prevention 
strategies that are unevenly    
applied or targeted? As Caspi et 
al. (2016) have recently shown, a 
myriad of social and public 
health problems tend to cluster 
in the grown-up children of    
adversity. Thus, community-
level interventions, broadly    
applied to at-risk communities, 
are likely to have far-reaching 
impacts beyond the prevention 
of child fatality and disability. 
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The American Professional Society on the Abuse of Children 

is the leading national organization supporting professionals 

who serve children and families affected by child 

maltreatment and violence. As a multidisciplinary group of 

professionals, APSAC achieves its mission in a number of 

ways, most notably through expert training and education 

activities, policy leadership and collaboration, and consultation 

that emphasizes theoretically sound, evidence-based 

principles. Details and information about joining APSAC are 

available on the web or by calling 1.877.402.7722. 
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publication is distributed electronically to APSAC members 

and professionals engaged in working with and for maltreated 

children and the adults who care for and influence their lives.  

 

If you enjoyed this publication and want to access additional 

resources to support your profession, join or login today! 

1706 E. Broad Street  
Columbus, OH  43203 
Phone:  877-402-7722 

Fax:  614.251.6005 
Email:  apsac@apsac.org 

www.apsac.org 
 

Enhancing the ability of professionals to 

respond to children and their families 

affected by abuse and violence. 
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