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Dear Colleague:

Welcome to the National Training Teleconference on Child Fatality Review Teams. The
staff of M /CAP is pleased to be able to provide this important information to so many people
across the country.

Before this teleconference many of you were not familiar with M /CAP. Funded by the
Office of Juvenile Justice and Delinquency Prevention in the U.S. Department of Justice,
M |CAP’s primary goal is to assist local communities in developing effective multi-disciplinary
teams around child victims. A particular focus of M/CAP is improving the response to
children who are abducted by family or nonfamily members, who run away or are
thrownaway, who become lost or injured, or who are victims of sexual exploitation. The
experiences of many of these children and their families are not unlike that of abused and
neglected children. There are many commonalities and linkages. Children often suffer
multiple types of victimization.

More specifically, there is often a link between missing and exploited children and
deaths of children due to maltreatment. Children who are neglected may be more vulnerable
to abduction and murder. They also may wander away and become lost and fatally injured.
Some children are reported missing by a parent who actually killed the child and is trying to
conceal his or her act. Often runaway and thrownaway children have left abusive homes and
are at increased risk for suicide, assault, and murder while on the streets. Some children
abducted by a disturbed and /or abusive parent are killed each year by the abducting parent
as an act of revenge or as part of a murder/suicide. Like other child deaths, the true
circumstances and causes of some missing child deaths go unrecognized.

Along with expertise in the issues of missing and exploited children, M | CAP’s strength
is helping front-line agency staff in local communities develop their own dynamic and effective
process for managing information and services to child victims. M /CAP focuses on a multi-
agency approach to overcoming barriers to coordination and information sharing among
community agencies and across jurisdictions and issues. We believe that the M |CAP process
can be translated to any type of issue or task facing agencies; M |CAP Teams around the
country have seen it work in their own communities.

M /CAP Teams around the country deal with a variety of issues regarding child
victimization. Some of them are developing a child death review process. It was at their
request that we decided to organize this teleconference in conjunction with the South Carolina
Criminal Justice Academy, which is mandated to provide training on child fatalities to agency
personnel in South Carolina, many of whom are involved on M |[CAFP Teams around their
state. It was decided to extend access to the teleconference to other jurisdictions around the
country interested in child fatalities review teams. The end goal for all of us is to determine
how we can do a better job of keeping children from dying due to abuse, neglect, and other
preventable causes.

We hope the teleconference is helpful to you in your efforts.

Sincerely,

Carl B. "Bill” Hammond
M /CAP Project Director
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Michael J. Durfee, M.D.

Dr. Michael Durfee has been Child Abuse Service Coordinator for the Los Angeles
County Department of Health Services since 1981 and Co-Chair of the Los Angeles County
ICAN Child Death Review Team. The ICAN Child Death Review Team was developed by Dr.
Durfee in 1978 and was the first such team in the country. Michael Durfee serves as
Assistant Clinical Professor in psychiatry and pediatrics at the University of Southern
California School of Medicine. He also serves as a Board member on the California
Consortium of Child Abuse Councils, the California Attorney General’s Commission on
Enforcement of Child Abuse Laws, and is a member of the Attorney General’s Violent Crime
Information System’s Advisory Group and the National Maternal and Child Health Advisory
Task Force on Fatal Child Abuse. Dr. Durfee has been a national leader in improving the
identification and handling of child maltreatment deaths.

Dr. Durfee has provided information and support to numerous agencies and
organizations in the areas of health, mental health, child welfare, probation, court, and law
enforcement across the country. Dr. Durfee has consulted on child death review teams with
all states as well as Canada and Australia, and assisted on-gite in the development of teams
in 20 states and the District of Columbia as well as working with state and national data
systems on child abuse and neglect. He has testified before the Congress of the United States
as well as numerous State legislatures and commissions.

Carl B. "Bill" Hammond

Mr. Hammond is a Principle Associate in the Criminal Justice Services Division with
Public Administration Service (PAS). He is the project director for the Missing and Exploited
Children Comprehensive Action Program (M/CAP). He is involved in several other criminal
justice projects for PAS. Mr. Hammond also acts as a consultant, trainer, and expert witness
in the areas of child abuse investigations, police procedures, and related juvenile issues and
management for many different federal, state, and local police agencies, universities, and
training academies throughout the United States and Canada. He has provided training to
over ten thousand law enforcement, social work, and medical professionals in the areas of
child abuse investigations and related issues and consulted on thousands of cases. He has
fifteen years experience as a police officer working in the area of child abuse. Mr. Hammond
holds a B.S. from Furman University and has done graduate work at both Clemson
University and the University of South Carolina.

Donya Witherspoon, J.D.

Dona Witherspoon is a civil rights attorney in Dallas, Texas, who also serves as
guardian ad litem for abused and neglected children. She received her Juris Doctor from
Southern University Methodist Law School in May of 1993. While in law school, Ms.
Witherspoon served as chief counsel of the SMU Criminal Clinic. She also worked part-time
as a child death review team coordinator. Ms. Witherspoon helped organize the first locai
teams in Dallas and Fort Worth and conducted n:imerous training sessions in other Texas
cities on how to start a local child death review team. As part of a project funded by the
Children’s Justice Act Grant, she also authored a publication on the subject.



Prior to attending law school, Ms. Witherspoen taught high school in Fort Worth. She
was also an adjunct professor of journalism at Texas Christian University. She was named
Texas Journalism Teacher of the Year in 1990. Before teaching, she was a reporter for the
Wichita Falls Times and Record News and The Houston Post. She received her Bachelor’s
degree in journalism from the University of Texas at Austin.

Sarah R. Kaplan, J.D.

Sarah Kaplan is currently a Project Director with the American Bar Association
Center on Children and the Law. She directs legal matters involving child fatalities for the
Center. In the course of her work, she has provided technical assistance to over twenty-five
sites and the federal government, including preparation of statutes, drafting policies and
procedures, and facilitating team establishment. She is the author of Child Fatality
Legiglation in the United States and Child Fatality Legislation: Sample Legislation and
Commentary. She is also a co-editor of Child Fatality Investigative Procedures Manual.
Prior to coming to the ABA, Ms. Kaplan worked in Maryland as an assistant county attorney,
representing a local department of social services, and as State Assistant Attorney General,
representing the State Social Services Administration.

Lieutenant Bill Walsh

Lt. Walsh, a fifteen year veteran of the Dallas Police Department, has worked in the
Youth and Family Crimes Bureau for the last five years. He is currently commander of the
Investigations Section, which includes the Child Abuse and the Child Exploitation Unit and
the Family Violence Unit. In 1989, Lt. Walsh co-founded the Dallas Children’s Advocacy
Center, a unique public-private partnership that houses agency personnel and coordinates
the investigation and handling of child maltreatment cases. He has been a member of the
Child Protective Services Legal ask Force for the past four years, where he has been working
to establish a child death review system in Texas. Lt. Walsh attended Fairleigh Dickinson
College in New Jersey.

Connie Gallagher, ACSW

Connie Gallagher is Program Development Manager in the Children’s Services
Division of the Oregon Department of Human Resources. She is a licensed clinical social
worker with ten years experience in child welfare and five years experience in mental health.
She is Co-Chair of the Oregon State Interdisciplinary Child Abuse Fatality Review Team.
She was responsible for the development of the 1991 and 1993 reports on child abuse and
neglect fatalities for the State of Oregon. Ms. Gallagher provides training and consultation
to the 36 local county child fatality review teams in Oregon. She also serves on the Child
Maltreatment Fatality Task Force of the American Professional Society on the Abuse of
Children.



Leah Harrison, RN, MSN, CPNP.

Leah Harrison is the Assistant Director of the Child Protection Center at Montefiore
Medical Center in Bronx, New York. She is also an Associate Professor in Pediatrics at
Albert Einstein College of Medicine of Yeshiva University. She serves as a consultant to the
Child Welfare Administration, the District Attorney’s Office, and the Bronx Sex Crime Unit
of the New Yerk Police Department. Ms. Harrison is a member of the Citizens Committee
for Children, the Medical Task Force of the American Professional Society on the Abuse of
Children, the Board of Directors of the Federation on Child Abuse and Neglect, and the New
York City Network on Child Abuse and Neglect. She has served on the U.S. Surgeon
General’s Planning Committee on Child Sexual Abuse and the Committee on Child Sexual
Abuse for the Supreme Court of New York. Ms. Harrison has published numerous articles
and abstracts on child abuse.

Randell Alexander, M.D.

Dr. Randell Alexander is an Associate Professor of Pediatrics at the University of
Towa. Dr. Alexander is Chairman of the Committee on Child Abuse, Iowa Chapter. He also
chairs the subcommittee on. Abusive Head Injury/Ocular Manifestations for the Task Force
on Medical Guidelines. He received his Ph.D. from the University of Michigan, his M.D. from
Wayne State University, and his B.S. from Michigan State University.

Harry Wilson, M.D.

Dr. Wilson is a Staff Pathologist at Providence Memorial Hospital in El Paso, Texas.
Prior to joining Providence Memorial, he was a Staff Pathologist at Children’s Hospital in
Denver, Colorado. He was alsc an Assistant Professor in the Pathology Department at the
University of Colorado School of Medicine. Dr. Wilson is the Chairman and Founder of the
Pathology Section for the American Academy of Pediatrics. He received his B.A. from
Harvard College and his M.D. from the University of Chicago.

Ryan Rainey, J.D.

Ryan Rainey is a former Deputy Prosecuting Attorney from Los Angeles County, and
has been a Senior Attorney at the National Center for Prosecution of Child Abuse since June
1993. Mr. Rainey joined the Los Angeles District Attorney’s Office after graduation from
Loyola Marymount University Law School in 1985. He has worked in the Sexual Crimes and
Child Abuse Unit since 1988, handling physical and sexual abuse as well as specializing in
child homicide cases. He has been actively involved in Child Death Review Teams in the
state of California. Mr. Rainey has also lectured extensively on various topics regarding the
prosecution of child abuse.

At the National Center, Mr. Rainey provides training and assistance to prosecutors
and other professionals nationwide concerning the investigation and prosecution of child
abuse. The Center also serves as an authoritative clearinghouse for case law developments,
court reforms, trial strategy, the latest research, medical advances, policy development and
case management.



Carol J. Garrett, Ph.D.

Carol Garrett is Section Chief of the Health Statistics Division in the Division of
Health Statistics in the Colorado Department of Health. She supervises general health
statistics research and the development of new methodologies. She also serves as Clinical
Assistant Professor in the Department of Preventive Medicine and Biometrics at the
University of Colorado Health Science Center and Visiting Professor in the Graduate School
of International Studies at the University of Denver. Prior to joining the Department of
Health, Dr. Garrett was Senior Researcher in the Division of Youth Services in the Colorado
Department of Institutions. Dr. Garrett has also worked as a psychologist working with
children. She received B.A. degrees from Smith College and the University of Colorado and
an M.A. and Ph.D. from the University of Colorado.

Michele Kelly, Psy.D.

Michele Kelly is a licensed psychologist in Denver, Colorado who specializes in the use
of play therapy with traumatized children. Dr. Kelly is on the Child Advocacy and Protection
Team at The Children’s Hospital where she evaluates and treats victims of physical, sexual
and emotional abuse. Dr. Kelly is also affiliated with the University of Colorado Health
Sciences Center, Department of Pediatrics at the C. Henry Kempe Center for the Prevention
and Treatment of Child Abuse and Neglect. Over the past seven years she has worked with
many children who are sibling survivors of fatal child abuse. She evaluates and treats these
children and their families regarding issues of trauma and loss. Additionally, Dr. Kelly
works with children who have witnessed the murder of a parent. She is often asked to testify
in court as an expert witness on many of her cases.
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Purpose Child Fatality Review Teams

L NECESSITY OF TEAM
A A Child Fatality Demands a Comprehensive Response

B. Integrated Team Response is Less Expensive and More Competent

C. Multi-agency Team Provides Format for Prevention

1I. HISTORY
A. 1950 - "no" Child Abuse

B. 1960 - 75 Physical Abuse and Neglect

C. 1975 - 85 Sexual Abuse

D. 1985 - Multi—agency Teams (Most "Model Programs" for Sexual Abuse)

E. 1990 - Child Abuse / Neglect Fatality Acknowledged (Teams Forming)
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CHILD FATALITIES REVIEW TEAMS FEBRUARY 16-17, 1994
PURPOSE OF TEAM MICHAEL DURFEE PAGE 10

F. 1990 - Systematic Multi-agency Intervention With Child Fatality Teams

G. Computerized System Will Make More Information Available to Decision
Makers

H. 2000 - Friends, Family, and Neighbors Will be Rediscovered as the Major
Resource to Most Children and Families in Distress

III. CURRENT STATUS
A. Teams in 36 States, Washington, D. C., and the Department of Defense

B. Naticnal Directory With Contacts in States, Federal Agencies, and National
Associations

Iv. FUTURE PLANS
A, State Teams
1. 1994 - 40+ states

2. 1994-95 - Interstate case management practices and models

3. 1995.96 - All states and / or at least one local team



M/CAP TELECONFERENCE # 2

CHILD FATALITIES REVIEW TEAMS FEBRUARY 16-17, 1994
PURPOSE OF TEAM MICHAEL DURFEE PAGE 11

B. National System
1. 1994 - National / federal team

2. 1995 - Regional teams coordinating multistate cases

3. National database

a. 1994 - core data with UCR homicide, vital statistics homicide,
and child abuse index fatalities

b. 1994-95 - some states systematically review all homicides from
the multiple databases

C. 1994-95 - Addition of DV Homicides With Some Teams

D. 1994-95 - Models For Predicable Intervention With Surviving Siblings and
Professionals Managing Cases

E. Prevention Increase
1. Focus on Preverbal and early verbal children
2. Focus on high risk pregnancies

3. Systematic multi-agency programs aimed at prevention
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Effective Multi-Agency Team Approach

I INTRODUCTION

A,

What is a Multi-Agency Team
1 Definition

2. Concept

Why Utilize the Multi-Agency Team Approach

1. Community problems
2. Wide range of expertise needed
3. Fragmentation of services

4, Benefit to child and family

Multi-Agency Team vs. Task Force
1. Definition

FEBRUARY 16-17, 1994
PAGE 12
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CHILD FATALITIES REVIEW TEAMS FEBRUARY 18-17, 1994
EFFECTIVE MULTI-AGENCY TEAMS BILL HAMMOND PAGE 13
a. multi-agency

b. task force

2. Pros and cons

11. BENEFITS OF THE MULTI-AGENCY TEAM APPROACH
A. Understanding / Clarification Of Roles and Responsibilities

B. Enhancement Of Case Resolution Time Frames
C. More Informed Case Decisions
D. Accessibility To More Resources

E. System Monitoring
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EFFECTIVE MULTI-AGENCY TEAMS BILL HAMMOND

F. Reduction Of Burnout

G. Enhanced Information Sharing

H. Assist In Reducing Misuse Of Limited Resources

III. SETTING UP OF A MULTI-AGENCY TEAM
A. Do Not Use A Blueprint Approach

B. Involve Frontline Personnel

C. Develop Working Group

D. Systematic Management Process

1. Evaluation

2. Data collection

FEBRUARY 16-17, 1994
PAGE 14
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EFFECTIVE MULTI-AGENCY TEAMS BILL HAMMOND
3. Data analysis
4, Planning
5. Service delivery
6. Feedback

E. Identification Of Issues

F. Diplomacy

G. Patience and Tolerance

H. True Desire To Improve System

IV.  COORDINATION CONSIDERATIONS
A Formal Inter-Agency Agreements

FEBRUARY 16-17, 1984
PAGE 18
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EFFECTIVE MULTI-AGENCY TEAMS BILL HAMMOND PAGE 18
1. Participation in process
2. Information Sharing
B. Case Management

C. Data Bases

D. Data Collection

E. Conflict Resolution

F. Dealing With Secondary Groups

1. Media

2. Civic

3. Policy Makers
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IL

Organizational Issues For Local Child Fatality Teams

GETTING STARTED

A.

B.

C.

Organizational Mesting

Planning the First Team Meeting

Agreeing on Initial Ground Rules

RECRUITMENT OF CORE MEMBERS

A.

Selecting the Members

Ways to Approach Prospective Members

Preparing an Informational Introductory Packet

Core Membership

Optional Membership

FEBRUARY 16-17, 1994
PAGE 17
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ORGANIZATIONAL ISSUES DONYA WITHERSPQ.:

IIL.

Iv.

COMMON HURDLES
A, Confidentiality

B. Record-Keeping

C. Funding

D. Concern About Potential Arguments / Conflicts

E. Following Up On Issues

FORMAT OF MEETINGS
A. Meeting Structure

B. Frequency of Meetings

C. What Deaths to Review

FEBRUARY 16-17, 1994
PAGE 18
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D. Timeframes for Reviewing Deaths
E. Designating a Coordinator / Facilitator
F. Developing a Follow-up List

V. HOW TO GET NAMES AND INFORMATION FOR MEETINGS
A. Getting Information for Meetings

B. What Information is Needed

C. Compiling And Distributing Information

VI.  MAKING IT LAST
A. Making Participation Meaningful

B. Sharing the Workload

C. Providing an Outlet for Team Members Feelings
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Confidentiality Issues

I INTRODUCTION
A What Is "Confidentiality?”

1. Access to information by the team

2. Access to team’s information

B. Why Confidentiality Is Not A Barrier To Team Operations

C. Importance
1. Benefits to public

2. Benefits to team members

3. Benefits to team deliberations

D. When Should Confidentiality Be Addressed?

1. Pros and cons—before team begins operations

2. Pros and cons—after team begins operations



CHILD FATALITIES REVIEW TEAMS

CONFIDENTIALITY ISSUES

M/CAP TELECONFERENCE # 2
SARAH KAPLIN

IL. ACCESS TO INFORMATION BY THE TEAM

A. importance/Purpose
B. Formulation
1. What information deoes the team need?
2. What agency/individual has the information?
3. Are there are mandates for access?
a. federal laws

b. state laws
4, Are there any restrictions on access?
a. federal laws
b. state laws
c. professional codes of ethics
d. types of information

1) child abuse/neglect information

2) substance abuse information

(3) education information

) prosecution/criminal justice information

FEBRUARY 16-17, 1894
PAGE 21
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5. If so, possible approaches?

a. federal law changes

b, state statutes/regulations

c. confidentiality agreements

d. court orders

e. attorney general opinions

III. ACCESS TO TEAM'S INFORMATION

A, Importance/Purpose

1. Why should access to team’s information be restricted?

2. Why should access to team’s information not be restricted?
B. Formulation

1. What information does the team have?

a. nonidentifying

b. identifying

2. What agency/individual is entitled to team’s information?

a. entities

(1) team members
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CHILD FATALITIES REVIEW TEAMS
CONFIDENTIALITY ISSUES

(2)

3

4)

b. laws
1

(2)

3)

4)

SARAH KAPLIN

other government official/agencies
press

public

federal laws

state laws

(a) public information laws

(b)  open meetings laws

are there any restrictions on access?
(a)  federal laws

(b) state laws

possible approaches

(a) state statutes/regulations

(b) confidentiality agreements

{c) court orders

FEBRUARY 16-17, 1994
PAGE 23
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Law Enforcement Component
I BENEFITS TO LAW ENFORCEMENT FOR SERVING ON TEAM
A, Improve Quality of Investigations in all Forms of Child Deaths

B. Improve Cooperation and Coordination with Other Agencies

C. Improve Understanding of the Medico-Legal Issues

D. Identify Issues Related to Preventable Child Deaths

II. PROVIDE TEAM WITH INFORMATION MAINTAINED BY LAW ENFORCEMENT
A. Provide Case Status and Summary of the Investigat.on for Deaths Under

Review
B. Provide Information on Individuals Involved in Case Being Reviewed
C. Access and Provide Information From Other Law Enforcement Agencies

D. Identify Information that Should be Shared With Other Agencies in the Future
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III. PROVIDE TEAM WITH EXPLANATION OF LAW ENFORCEMENT TECHNIQUES,
POLICIES, AND PROCEDURES

A Provide Explanation of the Techniques, Policies, and Procedures in Case

B. Provide Explanation for the Manner in which Previous Contacts with
Individuals Involved in the Case were or Should have been Handled

C. Identify Policies and Procedures that may need Modification

D. Provide Explanation to Team on how to Improve Coordination With Law
Enforcement Agencies

IV.  PERFORM ADDITIONAL LAW ENFORCEMENT DUTIES WHEN APPLICABLE
A Conduct Additional Criminal Investigation When Warranted

B. Make Arrest and File Criminal Charges When Warranted

C. Take Other Enforcement Action When Warranted

D. Provide Assistance to Other Agencies
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V. ACT AS LIAISON FOR THE JURISDICTION’S OTHER LAW ENFORCEMENT
AGENCIES

A Provide Feedback to Enforcement Agencies on Work of the Team

B. Provide Information on Training Needs for Law Enforcement Agencies

C. Provide Assistance to Member Agencies in Working With Area Law
Enforcement

D. Provide Feedback to Member Agencies of Law Enforcement Concerns
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Social Services Component
I SOCIAL SERVICES ROLE IN A REVIEW TEAM
A, Objectives

1. Improve human services system responsiveness to a suspicious child
death

2. Coordinate and collaborate for better decision making and planning

3. Use knowledge to design better intervention / prevention strategiss

4. Identify local and state issues related to preventable deaths

B. Roles Specific To Child Protective Services

1. Provide relevant case information

2. Act upon protection issue for surviving sibling(s)
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3. Assist with utilization of juvenile court system if needed to assure

protection of children

4, Provide useful service information to team and family
5. Assist criminal investigation by sharing specialized knowledge base
6. Be liaison between and local / state units, on sharing issues relating to

child protection

7. Enter data into central registry

IL. OPTIONAL ROLE

A. Serve as Coordinator for Local Team

B. Data Collection
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C. Media Spokesperson

III. THE "IF ONLY" ISSUE

A. Constructive Debriefing of System Intervention

B. Internal CPS vs. Multi-agency Review

1. Provide support for worker

2. Ensure adequate protection for siblings

3. Review actions of agency

4, Address immediate agency problems / issues

5. Identify needed broad social and agency changes
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IV.  RESULTS - WHAT DOES SOCIAL SERVICES GET FROM ALL OF THIS?

A,

Local Level

1. Clarification of role

2. Expedites responsiveness

3. Timely thorough response yields better information
4, Better case planning decisions

5. Expansion of CPS role

State Level (Oregon CPS Changes)

1. All referrals of infant injuries are handled as immediate response
2. Seek background information of all household members
3. Checks into domestic violence issues

4, Clear procedure for staffing difficult cases
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Emergency Medical Services Component

- L EMERGENCY MEDICAL SERVICE

A. Scene
1. Observation of scene surroundings and persons present.
2. Document patient’s condition, including level of consciousness and observations

of family.

3. Suspicion of child abuse:

B. Emergency Room
1. Report to hospital staff objective facts of scene and cenditions of child.
2. EMS/EMT Paramedics not mandated reporters in most states.

C. In-service Training

L. Pediatric training

.
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LEAH HARRISON

2. Dealing with child abuse

3. EMS/EMT staff frustrations

HE EMERGENCY ROOM
A. Triage Nurse
1. History

a, source of the history (did they witness incident?)

document time and place of incident, persons who were present at time
of injury.

document time of admission to hospital (delay in seeking medical
attention).

exact quotes should be used in the medical records when history is being
provided.
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e. document EMS care
f document any allergies/medications
g. vital signs
h. notify CA Team and/or Social Worker, if available.
B. Emergency Room
L. History
a. ask open-ended questions (non-judgmental/cultural sensitive).
b. description of injury using direct quotes by caretaker in the Emergency

Room
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c. developmental history of child
d. presenting symptoms
2. Past medical history

a. birth history/place of birth

b. immunizations/health care provider
c. past injuries/hospitalizations

3. Social history
a. family constellation

b. housing
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c. drug and/or alcchol use

Hi8 ASSESSMENT PROCESS
A. Initial Assessment

1. Airway/breathing/circulation

2, Intravenous/Foley catheter (IMED pump)

3. Vital signs as clinically indicated
B. General Appearance
L. Hygiene

2. Clothing
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B
3. Nutritional status |
C. Skin Assessment
1. Documentation of lesions
a. document size, shape, and location, of lesions
b. describe color of lesions
2, Photograph all lesions (consent not needed). Camera should be available 24
hours.
a. include name of person taking photos
b. rule of measurement in photograph

c. date
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d. photographs should be kept in secure location

V. MANAGEMENT OF SUSPECTED CHILD ABUSE CASE

A, Nurses as Case Managers

B. Reporting Process
1. Report to State Central Registry

a. liability

b. immunity
2. Notify hospital security and local police
3. Notify clergy as indicated

C. Anticipatory Guidance

L. Education of high-risk families

2. Written material available to families

3. Refer high-risk families to social worker
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II.

M1

Pediatric Component
CHILDREN’S DEATHS: A PEDIATRIC VIEW
A. Death is a Medical Condition

B. Pediatricians Try to Maintain Health and Prevent Death

PEDIATRICS: STRENGTHS

A. Combines Psychosocial and Medical Perspectives

B. Child Advocacy

C. Tradition of Prevention

PEDIATRICS: CONTRIBUTING MEMBER

A. Investigation

FEBRUARY 16-17, 1994
PAGE 38
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B. Prosecution

C. Public Health Issues

D. Legislative Changes

V. CREDENTIALS
A. Knowledge of Injuries

B. Knowledge of SIDS

C. Knowledge of Child Abuse

D. Knowledge of Diseases
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Pathology Component
1. PROSPECTIVE TIMELY DEATH INVESTIGATION

A. 1* Responder Observations and Documentation
B. Emergency Medical Interface
1. Private physician
2. Emergency room physician
C. Coroner / Medical Examiner Investigation System
1. Autopsy
2. Record review
3. Notifications

4, Data acquisition

FEBRUARY 16-17, 1994
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D. Scene and Circumstance Death Investigator

E. Death Certificate

I DEATH REVIEW
A. Begins With Agsregate Death Certificates

B. Components
1. Team composition
2. Organization
3. Process

C. Purpose

1. Assure good investigations
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2. Facilitate special interest and focus groups
3. Develop social policy, prevention, and intervention programs

L OVERVIEW
A. Tying the Prospective and Retrospective Systems Together

B. Importance of the Multi-agency Team Approach
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Prosecution Component
BENEFITS RECEIVED FROM BEING A MEMBER OF A REVIEW TEAM
A. Better Protection for Children

B. Expert Witnesses and Resources

C. Preparation and Prevention

D. Educational Presentations and Seminars
E. Professional Support

F. Identify Fatality Trends

THE PROSECUTOR’S ROLE
A. Representative of the Criminal Justice System

1. Goals of thc system

2. Limitations of the system

FEBRUARY 16-17, 1994
PAGE 43
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Information on Individual Criminal Cases

1. Status and history of case

2. Legal and factual strengths / weaknesses

Materials For Case Preparation

1. Reports and documentation

2. Exhibits

Increase Communication Between Child Abuse Professionals

1. Break down barriers

2. Bring a unique approach

Special Issues and Problems to Conquer

L. Legal issues

2. Filing problems

FEBRUARY 16-17, 1994
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Public Health Component

L. RESPONSIBILITIES
A. Surveillance

1. Retrospective approach
a. examine system response to fatality
b. not a regulatory function

2. Extent of problem
a. 15% injury
b, 3.5% maltreatment

3. Characteristics of cases
a. demographics
b. manner of death
c. underlying causes
d. circumstances

4. Preventability

a. definition
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b. characteristics
B. Intervention
1. Public health nursing
2. Adolescent health
3. Injury control program

4, Maternal and child health

C. Prevention
L. Provide data
2. Develop/deliver programs
3. Promote linkages
a. department of transportation
b. consumer product safety
c. education

d. hospitals
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D. Education

1. Drug affected babies
2. Bucket drownings
3, Installation of car seats
11. ROLE
A. Ascertainment—DC’s

B. Underlying Cause
l. Need DSS (iCD problem)

2. Examples—viral disease versus subdural

C. Colorado Specific

1. History
a. abuse example
2. Procedures

a. start flow of data

FEBRUARY 16-17, 1994
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3. Issues
a. confidentiality
b. interagency agreement
4. Data management
a. protocols
b. quality control
¢))] SIDS
2 DSS
5. Analysis/distribution

IIL. RESULTS
A. Agency Changes

1. Guidelines for death scene investigation developed

2, All SIDS deaths autopsied in one country

3. Coroners Association enhanced training in death investigation



M/CAP TELECONFERENCE # 2
CHILD FATALITIES REVIEW TEAMS FERRUARY 16-17, 1994
PUBLIC HEALTH CAROL GARRETT PAGE 49

B. System Changes

1. Legislation allows coroners access to child protection information

2, Child protection records reviewed for each child fatality
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Mental Health Component
I CONSIDERATION OF SIBLINGS
A. Historically

1. General abuse cases
2. Fatal abuse cases
B. Ideally
1. Muiti-agency team
a, information for thorough evaluation
¢ law enforcement
) social services
2, Evaluator makes collaborative decisions and recommendations
a. communication with case worker
b. communication with law enforcement

IL. PLACEMENT CONSIDERATIONS - CHILD’S IMMEDIATE NEEDS
A. Family / Relatives
1. Safety

2. Relationship with perpetrator

3. Denial of reality

B. Foster Care

FEBRUARY 16-17, 1994
PAGE 56
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EVALUATION OF THE CHILD

Purpose of Initial Evaluation

1. Beginning treatment plan
2. Awareness of potential problems
Time

Need for Ongoing Relationship With Team Members

Child’s Developmental Level

. Cognitive ability

2. Coping capabilities

Child’s Previous Relationship With Family

1. Potential sources of strength and support

2. Areas of potential loss and stress

Determining Child’s Interpretation of What Has Happened

1. Sense of degree of responsibility

2. Guilt

3. Own potential of being at risk

FEBRUARY 16-17, 1994
PAGE 51
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G. Survivor’s Guilt
1. Relationship
2. Rivairy
3. Dependency

4. Caretaking

Iv. TREATMENT - CLINICAL PLAY THERAPY

A. Need to Begin Treatment Early
1. Developing alliance with child
2. Therapist as focus of stability
B. Post Traumatic Stress - Determining Degree
1. Symptoms
a. preoccupation with traumatic events
b. hypervigilance
c. emotional numbing

d. intrusive memories
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2. Evaluation

C. Post-Traumatic Play

1. Following child’s lead

2. Use of toys

3. Allowing spontaneous reactions

4, Reflection and interpretation of feelings

Vi DRAWINGS

A, Medium for Communication
1. Too frightened to verbalize
2. Expression of irauma

V1.  CLINICAL VIGNETTES
A. Client - 7 year old male sibling survivor

1. Thirteen month old brother died of massive head injuries

2. Slides of drawings 1 - 8.
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B. Client - 4 year old male sibling survivor
1. 2 year old brother died of head injuries
2. Slide 9
C. Client - 3 year old male sibling survivor
i. 1 year old brother died of suffocation

2, Slide 10

FEBRUARY 16-17, 1994
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Missing and Exploited Children
Comprehernsive Action Program
(M/CAP)

Project Description

The complex social and psychological problems that affect the victimization of children
are difficult for the mosaic of community agencies that serve youth and families to address.
Multiple agencies may serve the same children and families without coordination. Case
workers may bump into each other on the door step of a home and withhold information
because of misinterpreted laws and policies. No one agency or individual has a complete
picture of the child, because each is holding different pieces of the puzzle. These flaws in our
approach to serving children and families are common in child abuse and neglect; they are
also present and often aggravated in cases of children who are victims of family or nonfamily
abductions, who runaway, who are thrown away, or who become missing for unknown
reasons. These cases may turn into unnecessary tragedies due to the policies and procedures,
or lack of them, in place in many communities. It is critical that community agencies learn
to work together around the missing or exploited child and all child victims.

In recent years, the broad concept of multi-disciplinary teams (MDTs) has become a
popular and recognized approach to the handling of child abuse cases. There are as many
versions and prototypes of the MDT as there are jurisdictions, with varying degrees of success
and failure. Some exist in name only, meeting minimal mandated requirements but having
little impact on the way community agencies respond individually and collectively to child
victims.

The Missing and Exploited Children Comprehensive Action Program (M/CAP) is
funded by the Office of Juvenile Justice and Delinquency Prevention in the U.S. Department
of Justice to serve as a vehicle for improving community response to child victims and their
families in general and to missing and exploited children in particular. This is accomplished
primarily through helping local agencies develop an effective multi-disciplinary team and by
providing ongoing training and technical assistance to build specialized skills and to maintain
the team.

Establishment of an M/CAP project site is a collaborative process beginning with
detailed self-assessment and involving the participation of law enforcement, courts,
prosecutors, social services, child protective services, schools, medical community, and
nonprofit organizations. Once selected, each site receives a one-week training and team-
building course in which participants are guided through the development of a long-range
action plan and interagency agreements for their community. In addition, M/CAP teains
continue to receive support in the form of specialized training, information systems
assistance, or other help for a problem area identified by the site. Community agencies are
not required to allocate new or additional resources to the project, and the M/CAP grant
project does not provide grant funds directly to participating jurisdictions for service delivery;
the focus, instead, is on assisting them to use their existing resources more effectively.

No two sites are the same. They represent a variety of populations, resources, and
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problems. Each site decides upon the population of child victims they will focus upon as well
as the role the team will play. Basically, M/CAP teams fall into one of three categories: (1)
treatment team; (2) diagnostic team; or (3) advisory team. A treatment team is involved in
specific case and service management on child victim cases that meet the community’s
established criteria. The members of this team engage in the sharing of case-specific
information. The diagnostic team functions on a broader base than the treatment team.
While the team may deal with certain types of missing, exploited, or abused child cases, its
primary concern is to deal more in general issues than in specific cases. This team works
toward identifying and alleviating obstacles to effective handling of child victim cases on the
community level. The advisory team primarily exists in the population areas that are
experiencing a high volume of MEC cases. The main function of the advisory team is to
assist the primary service provider agencies by dealing with related issues on both local and
state levels.

Some communities already have a strong multi-disciplinary program centering on child
abuse victims. Rather than re-inventing or recreating a new team or project, M/CAP will
assist the existing team in incorporating the issues of missing and exploited children into
their scope of child victims. This practical approach recognizes the scarcity of resources and
time facing agency personnel and seeks to avoid unnecessary duplication. It also recognizes
that abducted and runaway children may not be the largest group of child victims in a
community. However, children who are victimized frequently experience more than one type
of victimization, and missing and exploited children are often already known te community
agencies as victims. Runaway and abducted children may experience physical and sexual
assault as part of their missing episode. Runaways often leave home to escape abuse, and
children may become involve4 in sexual exploitation as a direct or indirect result of earlier
victimization. The majority of family abduction cases involve families with histories of
domestic violence.

Most communities approach the different forms of child maltreatment in a fragmented
fashion with social services handling intra-familial cases of abuse and neglect, law
enforcement handling nonfamily assault and abduction cases, and many child victims simply
going unrecognized and untreated. At best, communities may have a vague picture of who
the missing and exploited children are in their jurisdiction. If they look closely, they realize
that these invisible children are frequently already known to their criminal justice and social
service agencies.

Current Sites

To date, M/CAP exists in ten sites: Hillsborough County (Tampa), Florida; Macon
County (Decatur), Illinois; Richland County, Spartanburg County, Aiken County, Barnwell
County, Bamberg County, South Carolina; Washoe County (Reno), Nevada; Solano County
(Fairfield), California; and El Paso County (Colorado Springs), Colorado (See attached list of
sites and contacts.) South Carolina has begun statewide replication. A number of other sites
around the country are conducting self-assessments. With a new three-year award from the
Justice Department, M/CAP is in the process of rapidly expanding to additional sites by the
end of 1995,
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Development of Special Projects

Based upon needs identified by the M/CAP teams, a number of special technical
assistance projects have been developed for potential replication in the M/CAP sites and for
applicability to other programs and jurisdictions as well. Specialized training also has been
developed on abduction trauma in children, sexually aggressive youth, and investigating
cases involving abducted, runaway, thrownaway, and abused children. Additional projects
include:

Crimes Against Children Crime Analysis - Established through an agreement with the
Hillsborough County Sheriff's Office, this is the only full-time Crimes Against Children Crime
Analysis Unit in the nation. The unit conducts comprehensive examination of incidents of
child victimization, including seemingly non-related police incident reports to determine the
number of "masked incidents" involving a missing, exploited or abused child. Information
from the analysis is provided to the Sheriff's office as well as the other agencies of the
Hillsborough County M/CAP team. The team reports that the initial information from the
unit has already provided guidance in making changes in both investigation and service
delivery. The first results of this project were presented to M/CAP sites and other interested
agencies in a nationwide video teleconference program in July 1993.

Hiring and Screening Process for Child Care Workers - The goal of this special project,
conducted by the National School Safety Center, is to develop a hiring and screening process
that can be used by youth-serving agencies to help identify potential employees having a
history of child victimization. Over 2,800 statutes and regulations related to hiring and
screening practices in all fifty states were compiled and analyzed. A user manual and
training curriculum is being developed that presents a range of screening tools to assist
agencies in making more informed hiring decisions for positions involving direct contact with
children.

Automated Case and Services Management Software - This project is creating a multi-
agency case management software program designed to enable local agencies to better track
case activity by linking and analyzing relationships between persons, incidents, and assigned
personnel. The law enforcement component of the software program is being developed first
and will be the base model for the design of other agency components. The entire system will
be designed to work on a Local Area Network (LAN) or by modem, opening an avenue of
communication as other disciplines become able to contribute case specific/relevant informa-
tion to a centrally located data base.

Families in Transition Workshop - Developed by M/CAP instructors and team members,
this program trains professionals to help families in crisis resulting from the trauma of
divorce and separation in order to alleviate the stress of the children and to prevent parental
abductions. The workshop is designed to help professionals guide families in negotiating and
carrying out custody and visitation agreements and to help parents recognize and meet the
needs of their children.
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M/CAP Philosophy

M/CAP is based upon the following principles:

(1) Change is most likely to occur when agencies are committed to adopting
new ways to solve long-standing problems. Jurisdictions adopting the M/CAP process
must be committed to improving the way their agencies handle cases of missing, exploited,
and abused children. Commitment to positive change is revealed in the track record of an
agency, as well as the level of involvement and investment by administrators; however,
change can only take place in an environment where the front line staff are an integral part
of managing the change process.

(2) Collaboration is more than cooperation. Cooperation involves communication
among agencies and a process for jointly assessing needs. Collaboration extends to the
establishment of common geals and coordinated policy development, pooled resources, shared
case management, and even co-iocation of services. While task forces or coordinating
committees may accomplish short-term objectives and encourage interagency cooperation,
rarely are long-range goals identified or formal policies for sharing relevant and appropriate
case information established. Team members recognize that making the best decisions
regarding the protection and well-being of child victims and their families is possible only
when the most complete and accurate information is available.

(3) An interagency probilem-solving process needs to be established in each
Dproject gite as a method for addressing issues in a continually evolving setiing.
Professionals in community agencies express frustration with countless hours spent in
committees talking around a tough issue without coming to consensus on a workable plan of
action. Using proven techniques adapted from corporate management, M/CAP assists agency
personnel to establish a mechanism of communication and collaborative problem-solving that
is dynamic and ada'ptable.

(4) To make a lasting and significant impact, the program must be designed
around the specific needs and resources of the individual cornmunity. M/CAP stresses
the promotion of a systematic, problem-solving process rather than a "paint by numbers"
program. While there are universal issues related to missing ar.d exploited children and
their families, each community has its own specific issues that must be addressed in ways
that are workable for their jurisdiction given its particular needs and resources. As a result,
each site has the flexibility and support to carry out custom-tailored versions of the M/CAP
project, with training and technical assistance adjusted accordingly.

(5) To be effective, training should focus on active learning. Training is more
effective when participants have the opportunity to put their knowledge to work as a part of
the learning process. Lecture material is supplemented by participatory group exercises.
Motivation is greater because team members see tangible results materialize at the end of
a training session as a direct result of their collaborative work.
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(6) Building an interagency team is a critical element in breaking down
comimunication barriers and developing common goals. The experience of M/CAP staff
has been that few agencies and individuals have extensive experience working as a part of
a team. Everything about the M/CAP process is designed to reinforce interagency
partnership. This is especially true of the initial 40-hour training, which is attended by top
level and middle level managers from each of the agencies directly affected by the project.
Further technical support continues to focus on helping the newly established teams work
together.

(7) Ownership and control of the program must be based in the local agencies.
Leadership of the team is determined by team members and rotated so that no single agency
develops exclusive control. M/CAP team officers should have the capability to keep the
project on track and to broaden the interagency process.

(8) Progressive State legislation will be more likely to occur in response to
"grass roois' interest by local officials who have made a demonstration project work.
While national commissions may develep policy initiatives, state officials are more likely to
be influenced by the results obtained through community-based demonstration projects. This
bottom-up approach allows practitioners from local government to serve as persuasive
spokespersons for a process of change they know firsthand and that has proven to be effective
in their own communities.

Technical Assistance and Collaboration

M/CAP staff provide information on topics related to missing, exploited, and abused
children over the telephone or by sending written materials to M/CAP teams members and
their agencies as well as victim parents referred by team members. M/CAP staff provide
technical assistance to other national, state, and local agencies and organizations as well and
are frequently requested to present training to conferences and seminars sponsored by other
organizations and agencies. In addition, M/CAP has initiated and participated in a number
of collaborative projects with major organizations. These organizations include the National
Center for Prosecution of Child Abuse, the National Committee for Prevention of Child
Abuse, the American Professional Society on the Abuse of Children, Center for Child
Protection and Family Support, National Victims Center, National Organization of Victims
Assistance, ABA Center on Children and the Law, Dallas Children’s Advocacy Center, South
Carolina Criminal Justice Academy, and the National Council of Juvenile and Family Court
Judges. In addition, M/CAP staff have provided information and assistance to personnel from
the FBI, the Office for Victims of Crime, Congressional offices, State legislators and crime
victims programs, the National Center for Child Abuse and Neglect, the U.S. Advisory Board
on Child Abuse and Neglect, and varicus U.S. Attorney’s offices.
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Site Accomplishments

The M/CAP team in Hillsborough County was instrumental in the develepment of The
Children’s Center, established within the Thirteenth Judicial Circuit Court and designed to
provide the best possible interviewing facility for children as they proceed through the
judicial system. Most of the teams are developing a process for collecting and analyzing data.
The Richland County M/CAP team faced major roadblocks to information exchange but
overcame them with the creation and signing of new cooperative agreements among key
agencies. The Washoe County team also signed an extensive interagency agreement, and a
juvenile court judge is a regular participant on their team. They developed a legislative
review committee, an emergency response team, child abduction protocols, and a plan for
bringing workshops to the community on topics such as traumatic stress, medical
examinations of victims, and sexually aggressive youth. The Macon County M/CAP team
identified a lack of safe places and services for the runaways in their community and are
working to establish a safe house system for runaways will provide thera with safe shelter
and services in their own community. The team is also assessing the medical services in
their community for responding to child sexual abuse cases and developing a specialized
training program.

A district attorney on one M/CAP team summed up their experience so far: "People
within separate agencies have talked about streamlining operations for years, but it took
M/CAP to spark real action and create a workable mechanism for change. We've overcome
what I thought would be the biggest hurdle, just getting people from all these agencies
together in one room. We've learned a lot about the other agencies and rid ourselves of a lot
of misconceptions that were slowing down the system. We’ve seen the child victim dealt with
more quickly, thoroughly, and consistently, from the first contact all the way through follow
up. We realize now that it doesn’t necessarily take more money to throw at this problem.
It takes communication and the collective strength of all of these groups to improve the
overall service we’re giving."

M/CAP will continue to evolve as additional teams develop and identify issues and
needs. But the focus will stay the same: helping child victims by helping local community
agencies make the most of their resources. M/CAP is administered by Public Administration
Service (PAS). For more information call or write the M /CAP Project, PAS Special Projects
Office, 2101 Wilson Boulevard, Suite 135, Arlington, VA 22201-3052, (703) 516-6137.
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MULTIAGENCY CHILD DEATH REVIEW TEAMS®

(Ontario Canada has a team®)

*TEAMS INCLUDE:

« Criminal Justice, Social Services, Health CHILD DEATH REVIEW TEAMS

« Multiagency, Sytematic, Peer Review State Team*

+ Case Selection From Coroner or Health Local Team” iny
Formal Planning
il

No Team*

Survey - Michael Durfee M.D. - December 15, 1993
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NATIONAL CHILD DEATH REVIEW TEAMS
Michael Durfee M.D.

Multiagency Child Death Review Teams exist at the state and/or local level
in 36 states and the District of Columbia covering over half the total U.S.
population. Teams cover total populations from 30 million in California to
600,000 in Vermont, to counties with a few thousand people. A combined
military team has begun meeting.

The U.S. Advisory Board on Child Abuse and Neglect has made this their
major project for 1994. A national team has been planned and exists today
informally. Ontario Canada has a team covering over 1/3 of Canada's
population. England Wales has a national system. Australia has begun
planning a multiagency review system.

States may begin with state level teams or local teams. The trend is
towards state and local teams. Eight states have formal planning
underway. Over half of the 50 largest counties have teams. Counties and
states are gathering in clusters with ties across geographic boundaries to
share resources and to serve families that cross those lines.

Core team members include the coroner/medical examiner, law
enforcement, prosecuting attorney, child protective services and health.
Health may include a local pediatrician and/or public health nurse.
Additional members may include, schools, preschools, probation. parole,
mental health, child advocates, fire department, emergency medical
technicians, and emergency room staff.

Cases are chosen from coroner's records or public health records. Some
teams have joined public health based fetal infant mortality review to
consider all child and fetal deaths. Most child abuse/neglect deaths are of
the very young with 40-50% of the victims under one year of age. The
most common cause of child death by a caretaker is head trauma followed
by a mixture of smothering, drowning, abdominal trauma, burns,
poisoning, and weapon deaths including guns and knives.

The multiagency peer review of all potentially suspicious deaths makes the
team more vigorous and more accountable. The interagency cooperation
that develops provides a framework for more competent case management
with nonfatal cases and a framework for future multiagency prevention
programs.

Dept. Health Services, 241 N. Figueroa, Los Angeles, Calif. 90012



STATE CONTACTS FOR MULTI-AGENCY
CHILD DEATH REVIEW ACTIVITIES

Alabama

Ms. Mary Carswell

Department of Human Resources
50 Ripley Street

Montgomery, AL 36130

(205) 242-9500 FAX: 242-1086
State Team: No Local Teams: No

Alaska

Ms. Lisa Rollin

Division of Family and Youth Services
Department of Health and Sccial Services
P. O. Box 11063¢

Juneau, AK 99811-0630

(907) 465-3456 FAX: 465-3190

State Team: No Local Teams: No

American Samoa

Mr. Fuala’au Hanipale
Department of Human Resources
American Samoa Government
Social Services Division

Pago Pago, AS 96799

(684) 633-1222 FAX:

State Team: No Local Teams: No

Arizona

Ms. Bev Ogden

Child Fatality Task Force
Governor’s Office of Children

State Capitol, West Wing

Phoenix, AZ 85007

(802) 542-3191 FAX: 542-4644
State Team: Yes Local Teams: Yes

Arkansas

Ms. Debbie Roark

Division of Children and Family Services
Department of Human Services

P. O. Box 1437-830

Little Rock, AR 72203-1437

(501) 682-2274 FAX: 682-2335

State Team: No Local Teams: No

Ms. Phyllis Moore

Executive Director

Arkansas Commission on Child Abuse,
Rape, and Domestic Violence

4301 West Markham, Slot 606

Little Rock, AR 72205

(501) 661-7975 FAX: 661-7967

State Team: No Local Teams: No

California

Dr. Michael J. Durfee, M.D.

Child Psychiatrist/Medical Coordinator
Child Abuse Prevention Program
County of Los Angeles

Department of Health Services

241 North Figueroa Street, Room 306A
Los Angeles, CA 90012

(213) 240-8146 FAX: 893-0919/250-8312
State Team: Yes

Local Teams: Yes (42 of 58 counties)

Mr. Mitch Mason

Los Angeles County Inter-Agency Council
on Child Abuse and Neglect (ICAN)

4024 North Durfee Avenue

El Monte, CA 91732

(818) 575-4363 FAX: 443-3053

State Team: Yes

Local Teams: Yes (42 of 58 counties)



Colorado

Ms. Jane Beveridge

Division of Child Welfare

Colorado Department of Social Services
1575 Sherman Street

Denver, CO 80203-1714

{303) 866-5951. FAX: 866-4214

State Team: Yes

Local Teams: Yes (Pueblo County)

Connecticut

[t

Ms. Kathryn Giglio

Connecticut Department of Children and
Family Services

170 Sigourney Street

Hartford, CT 06105

(203) 566-6269 FAX: 566-8022

State Team: No Local Teams: No

Delaware

Ms. Lori Sitler

Director

Victim Witness Assistance Program
Department of Justice

820 North French Street

State Office Building, Eighth Floor
Wilmington, DE 19810

(302) 577-2055 FAX: 577-2479
State Team: No Local Teams: No

District of Columbia

Dr. Clarice Walker

Commissioner of Social Services

Washington, DC Department of Human
Services

609 H Street, N.E., Fifth Floor

Washington, DC 20002

(202) 727-5930 FAX: 727-5971

State Team: Yes Local Teams: Yes

Florida

Mr. Pat Hicks
Florida Protective Services System

2729 Fort Knox Boulevard

Tallahassee, F1. 32308
(904) 487-2006 FAX: 921-2038
State Team: No Local Teams: Yes

Georgia

Mr, James Hendricks

Project Director

Criminal Justice Coordinating Council
503 Oak Place, Suite 540

Atlanta, GA 30349

(404) 559-4949 FAX: 559-4960

State Team: Yes Local Teams: Yes

Guam

Ms. Mary Lou Taijeron

Department of Public Health and Social
Services

P. O. Box 2816

Agana, GU 96910

(671) 477-8966 FAX:

State Team: No Local Teams: No

Hawaiji

Ms. Gwendolyn Costello
USCINCPAC, Surgeon’s Office
(J073) Box Medical

Camp H.M. Smith

Honolulu, HI 96861-5025
(808) 477-6956 FAX: 477-2050
State Team: No

Local Teams: Yes (Honolulu)

Idaho

Mr. Mardell Nelson
Program Specialist
Idaho Department of Health and Welfare
450 West State Street, Third Floor
Boise, ID 83720-5450

(208) 334-5700 FAX: 334-6699
State Team: No Local Teams: No



Illinois

Ms. Sharon C’Conner

Cook County Office of the Medical
Examiner

2121 West Harrison Street
Chicago, IL 60612

(812) 997-4509 FAX: 997-4400
State Team: Yes Local Teams: Yes

Indiana

Ms. Paula Fergusen

Indiana Department of Public Welfare
402 West Washington, Third Floor
Indianapolis, IN 46225 .

(817) 232-4429 FAX: 232-4441

State Team: No

Local Teams: Yes (Marion County)

Jowa

Mr. Wayne McCracken

MDT Coordinator

Bureau of Individual and Family

Protective Services

Iowa Department of Human Services

Hoover State Office Building, Fifth Floor

Des Moines, IA 50319-0114

(515) 281-8978 FAX: 281-4597

State Team: Yes

Local Teams: Yes (Polk County; through
Child Abuse Trauma Team)

Kansas

Ms. Nancy Lindberg

Assistant to the Attorney General
Office of the Attorney General
Judicial Center, Second Floor
Topeka, KS 66612

(913) 296-2215 FAX:

State Team: Yes Local Teams: No

Kentucky

Mr. Joel T. Griffith

Department of Social Services

275 East Main Street, 6W
Frankfort, KY 40621

(502) 564-2136 FAX: 564-3096
State Team: No Local Teams: Yes

Louisiana

Ms. Cindy Phillips

Program Manager

Office of Community Services
Department of Social Services

P. O. Box 3318

Baton Rouge, LA 70821

(504) 342-9928 FAX: 342-9087
State Team: Yes Local Teams: No

Maine

Dr. Larry Ricci, M.D.

Diagnostic Program for Child Abuse
Mid Maine Medical Center

Seton Unit

Waterville, ME 04901

{207) 872-4286 FAX: 872-4060
State Team: Yes Local Teams: ?

Maryland

Ms. Ursula Cain-Jordan

Maryland Department of Human
Resources

311 West Saratoga Street

Baltimore, MD 21201

(410) 333-0229 FAX: 333-0392

State Team: Yes Local Teams: ?

Massachusetts

Ms. Cindy Rodgers

Bureau of Family and Community Health

Massachusetts Department of Public
Health

150 Tremont Street, Third Floor

Boston, MA 02111

(617) 727-1246 FAX: 727-0880

State Team: Yes Local Teams: No



Michigan

Ms. Jan Ruff

Michigan Department of Public Health

3423 North Logan Street

Lansing, MI 48906

(517) 335-9372 FAX: 335-8560

State Team: No '

Local Teams: No (Kent County team in
planning stage)

Minnesota

Mr. Stephen Vonderharr

Child Fatality Review Coordinator

Children’s Services Division

Department of Human Services

444 Lafayette Road

St. Paul, MN 55155-3830

(612) 296-5324 FAX: 296-6244

State Team: Yes

Local Teams: Yes (All counties through
Child Protection Teams)

Mississippi

Mr. Marty Foote

Mississippi Department of Human Services
P. O. Box 352

Jackson, MS 39205

(601) 354-6638 FAX: 354-6660

State Team: No Local Teams: No

Missouri

Mr. Gus Kolilis

Director

State Technical Assistance Team
P. O. Box 88

dJefferson City, MO 65103-0088
(814) 751-0850 FAX: 751-1479
State Team: Yes

Local Teams: Yes (All counties)

Montana

Mr. Charles McCarthy

Bureau Chief

Protection and Treatment Bureau
Department of Family Services
Box 8005

Helena, MT 59604

(406) 444-5900 FAX: 444-5956
State Team: No Local Teams: No

Nebraska

Dr. David Schor, M.D.

Director

Maternal Child Health

Nebraska Department of Health

301 Centennial Mall South

P. O. Box 95007

Lincoln, NE 68509

(402) 471-2907 FAX: 471-0383

State Team: No

Local Teams: Yes (Lancaster County)

Nevada

Ms. Connie Martin

Social Service Specialist

Nevada State Welfare Division
2527 North Carson Street

Carson City, NV 89710

(702) 687-4874 FAX:

State Team: No Local Teams: Yes

New Hampshire

Ms. Sylvia Gale

New Hampshire Division for Children and
Youth

6 Hazen Drive

Concord, NH 03301

(603) 271-4691 FAX: 271-4729

State Team: Yes Local Teams: No



New Jersey

Ms. Donna M. Pincavage

Executive Director

Governor’s Task Force on Child Abuse and
Neglect

Department of Human Services

222 South Warren Street

CN 700

Trenton, NJ 08625-0717

(609) 292-0888 FAX: 984-6838

State Team: Yes Local Teams: ?

New Mexico

Dr. Patricia McFeeley, M.D.
Assistant Chief Medical Investigator
School of Medicine

University of New Mexico
Albuquerque, NM 87131-5091

(505) 277-0710 FAX: 277-0727
State Team: Yes Local Teams: ?

New York

Mr. Tom Hess

Family and Children Specialist

Division of Family and Children’s Services

New York State Department of Social
Services

40 North Pearl Street

Albany, NY 12243

(518) 473-8001 FAX: 474-1842

State Team: No Local Teams: No

North Carolina

Dr. Gail Brown, M.D.

North Carolina State Child Fatality
Review Team

Office of the Chief Medical Examiner

CB #7580

University of North Carolina Campus

Chapel Hill, NC 27599-6263

(919) 966-2253 FAX: 962-6263

State Team: Yes

Local Teams: Yes (All counties)

Ms. Ilene Nelson

Administrator

Guardian ad Litem Services

North Carclina Administrative Office of
Courts

P. O. Box 2448

Raleigh, NC 27602

(919) 733-7107 FAX:

State Team: Yes

Local Teams: Yes (Teams in all counties)

North Dakota

Ms. Gladys Cairns

North Dakota Department of Human
Services/CFS

600 East Boulevard

Bismarck, ND 58505

(701) 224-4806 FAX: 224-2359

State Team: No Local Teams: No

Nerthern Mariana Islands

Ms. Margaret Olopai-Taitano

Division of Youth Services

Department of Community and Cultural
Affairs

P. O. Box 1000

Saipan, MP 96950

(670) 234-8950 FAX: 322-2220

State Team: No Local Teams: No

Ohio

Ms. Jean Schafer

Chief

Children’s Protective Services

Ohio Department of Human Services
30 East State Street, 5th Floor
Columbus, OH 43215

(614) 466-9824 FAX: 466-0164

State Team: No

Local Teams: Yes (Franklin County)



Oklahoma

Ms. Sheila Thigpen

Administrator

Center on Child Abuse and Neglect
Oklahoma Child Death Review Board
P. 0. Box 26901, CHO 4N410
Oklahoma City, OK 73190

(405) 271-8858 FAX: 271-2531

State Team: Yes Local Teams: ?

Oregon

Ms. Connie Jacoby Gallagher

Manager

Program Development and Support Unit
Department of Human Regources
Children’s Services Division

198 Commercial Street, S.E.

Salem, OR 97310-1017

(503) 378-4722 FAX: 581-6128/378-3800
State Team: Yes Local Teams: Yes

Palau

Dr. A, H. Polloi

Director of Public Health

Ministry of Health

Republic of Palau

P. O. Box 6027

Koror, PW 96940

(680) 488-2552 FAX: 488-1211/1725
State Team: No Local Teams: No

Pennsylvania

Mr. Pat West

2134 Spring Street

Philadelphia, PA 19103

(215) 568-7811

FAX: ¢/o Tom Vernon: (215) 575-4939
State Team: No Lacal Teams: Yes

Puerto Rico

Ms. Maria L. Carrillo

Families with Children Program
Department of Social Services

P. O. Box 11398, Miramar
Santurce, PR 00910

(809) 723-2127 FAX: 723-1223
State Team: No Local Teams: No

Rhode Island

Mr. Kenneth Fandetti

Department for Children and Their
Families

610 Mount Pleasant Avenue, Building 1

Providence, RI 02908

(401) 457-4950 FAX: 521-4570

State Team: No Local Teams: No

South Carolina

Lieutenant Patsy Habbin

Child Fatality Investigation Department
South Carolina Law Enforcement Division
P. O. Box 21398

Columbia, SC 29221

(803) 737-7033 FAX: 896-7041

State Team: Yes Local Teams: Yes

South Dakota

Mr. Merlin Weyer

Child Protective Services

South Dakota Department of Social
Services

Kneip Building, 700 Governor Drive

Pierre, SD 57501
(605) 778-3227 FAX: 773-4855
State Team: No Lecal Teams: No

Tennessee

Mr, Louis Martinez

Tennessee Department of Human Services
400 Deaderick Street

Nashville, TN 37248-9300

(615) 741-5927 FAX: 741-4165

State Team: No Local Teams: Yes



Texas

Lieutenant Bill Walsh
Investigations Section

Youth and Family Crimes

Dallas Police Department

106 South Harwood, Room 225
Dallas, TX 75201

(214) 670-5936 FAX: 670-5099
State Team: No

Local Teams: Yes (Dallas County)

Utah

Mr. Pat Rothermich

CFS Specialist

Department of Family Services
Utah Department of Social Services
P. O. Box 45500

Salt Lake City, UT 84145

(801) 538-4043 FAX: 538-4016
State Team: Yes Local Teams: No

Vermont

Dr. George W. Brown, M.D.

Child Protection Network

Vermont Child Fatality Review Committee
One Burlington Square

Burlington, VI' 05401

(802) 863-9626 FAX:

State Team: Yes Local Teams: No

Virgin Islands

Ms. Dilsa Rohan

P. O. Box 539

St. Thomas, VI 00910

(809) 774-0930 FAX:

State Team: No Local Teams: No

Virginia

Mas. Rita Katzman

Department of Social Services
730 East Broad Street, 2nd Floor
Richmond, VA 23229

(804) 692-1259 FAX: 692-2215
State Team: No Local Teams: No

Washington

Dr. Maxine Hayes, M.D.
Asgistant Secretary for Parent/Child
Health

P. O. Box 47880

Olympia, WA 98504-7880

(202) 753-7021 FAX: 586-7868

State Team: Yes

Local Teams: Yes (Spokane, Snchomish
Counties)

West Virginia

Ms. Kathie King

Office of Social Services

Department of Health and Human
Resources

Building 6, Room 850

Charleston, WV 25305

(804) 348-7980 FAX: 348-2059

State Team: No Local Teams: No

Wisconsin

Ms. Janet Breidel

Bureau for Children, Youth and Families
Department of Health and Social Services
1 West Wilson Street, Room 465
Madison, WI 53707

(608) 267-2245 FAX:

State Team:; No

Local Teams: Yes (Milwaukee County)

Wyoming

Mr. Jim Hammer

Department of Social Services
Hathaway Building #322
Cheyenne, WY 82002

(307) 777-6081 FAX: 777-7747
State Team: No Local Teams: Yes



FEDERAL AGENCY AND ASSOCIATION CONTACTS FOR

MULTI-AGENCY CHILD DEATH REVIEW ACTIVITIES

American Academy of Pediatrics

Dr. Larry Ricei, M.D.

Diagnostic Program for Child Abuse
American Academy of Pediatrics
Mid Maine Medical Center

Seton Unit

Waterville, ME 04901

(207) 872-4286 FAX: 872-4060

American Asscociation for Child and

Adolescent Psychiatry

Mr. August Cervini

American Association for Child and
Adolescent Psychiatry

3615 Wisconsin Avenue, N.W.

Washington, DC 20016

(’202) 966-7300 FAX: 966-2891

American Bar Association

Ms. Sarah R. Kaplan, J.D.
Assistant Staff Director

Center on Children and the Law
Child Fatalities Project '
American Bar Association

1800 M Street, N.-W.
Washington, DC 20036

(202) 331-2676 FAX: 331-2220

American Hospital Association

Ms. Jo Anne T. Nathan

Section for Maternal and Child Health
American Hospital Association

840 North Lake Shore Drive

Chicago, IL 60611

(812) 280-4198 FAX:

American Humane Association

Ms. Robyn Alsop

Coordinator of Information Services
American Humane Association

63 Inverness Drive East
Englewood, CO 80112-5117

(303) 792-9900 FAX: 792-5333

American Medical Asscociation

Dr. Marshall Roseman, Ph.D.
Director

Department of Mental Health
American Medical Association
515 North State Street
Chicago, IL 60610

(312) 464-5067 FAX: 464-5841

American Probation and Parole Asso-
ciation

Mr. Mickey Neel

American Probation and Parole Association
P. O. Box 11910

Lexington, KY 40578-1910

(606) 231-1939 FAX: 231-1943

American Professional Society for
Abused Children (APSAQC)

Dr. Barbara Bonner, Ph.D.
Department of Pediatrics
Health Sciences Unit
University of Oklahoma

P. O. Box 26901

Oklahoma City, OK 73190
(405) 271-8858 FAX: 271-8858



American Public Health Association

Dr. Michael J. Durfee, M.D.
Maternal Chiid Health Section
American Public Health Association
210 Starlight Crest

La Canada, CA 91011

(213) 952-2053 FAX: 952-2976

American Public Welfare Association

Mr. David Shaw

National Association of Public Child
‘Welfare Administrators

American Public Welfare Association

810 First Street, N.E., Suite 500

Washington, DC 20002-4267

(202) 682-0100 FAX: 289-6555

Association of Maternal Child Health
Programs

Mr. Tom Vitagione

Chief

‘Department of Environment, Health and
Natural Resources

Children and Youth Section

Association of Maternal Child Health
Programs

P. O. Box 27687

Raleigh, NC 27611-7687

(919) 783-7437 FAX: 733-0488

Association of State and Territorial
Health Officers

Ms. Mary McCall

Project Director

Maternal Child Health

Association of State and Territorial Health
Officers

415 2nd Street, N.E., Suite 200

Washington, DC 20002

(202) 546-5400 FAX: 544-9349

C. Henry Kempe Center for the Pre-
vention and Treatment of Child Abuse

and Neglect 3

Mr. Donald Bross, J.D.

C. Henry Kempe Center for the Prevention
and Treatment of Child Abuse and
Neglect

1205 Oneida Street

Denver, CO 80220

(303) 321-3963 FAX:

Centers for Disease Control

Mr. Phil McClain, M.S.

National Center for Injury Prevention and
Control

Centers for Disease Control

1600 Clifton Road, N.E.

Atlanta, GA 30333

(404) 488-4652 FAX: 488-4422

Children’s Defense Fund

Ms. Mary Lee Allen

Director

Children’s Defense Fund

Child Welfare and Mental Health Division
25 E Street, NW.

Washington, DC 20001

(202) 628-8787 FAX: 662-3550

Congressional Research Service

Ms. Dale Robinson

Education and Public Welfare Division
Congressional Research Service

101 Independence Avenue
Washington, DC 20540

(202) 707-7750 FAX: 707-7338



Council of State Governments

Mr. Mickey Neel

Council of State Governments
P. O. Box 11910

Lexington, KY 40578-1910
(606) 231-1939 FAX: 231-1943

Department of Interior

Ms. Marcella Giles

Attorney Advisor

Office of Indian Affairs
Department of Interior

1846 C Street, N.W., MS6456
Washington, DC 20240

(202) 208-6967 FAX: 219-1791

Humane Society of the United States

Dr. Randy Lockwood, Ph.D.

Humane Society of the United States
2100 L Street, N.-W.

Washington, DC 20037

(301) 258-3030 FAX: 258-3034

Indian Health Services

MCH Liaison

Indian Health Services

5600 Fishers Lane, Room 6A-54
Rockville, MD 20857

(801) 443-1948 FAX: 227-6213

Missing and Exploited Children Com-

prehensive Action Program (M/CAP)

Ms. Kathryn M. Turman

Senior Staff Associate

Public Administration Service

Missing and Exploited Children
Comprehensive Action Program (M/CAP)

2101 Wilson Boulevard, Suite 135

Arlington, VA 22201

(703) 516-6137 FAX: 235-3892

National Association of Children’s

Hospitals and Related Institutions
ACHRI

Ms. Dorothy Albritten

National Association of Children’s
Hospitals and Related Institutions
(NACHRI)

401 Wythe Street

Alexandria, VA 22314

(703) 684-1356 FAX: 684-1589

National Association of Attorneys
General

Ms. Lisa Wells Harris

Civil Rights and Criminal Law Counsel
National Association of Attorneys General
444 North Capitol Street, N.-W., #339
Washington, DC 20001

(202) 434-8023 FAX: 434-8008

National Association of Counties

Ms. Sandra Markwood

National Association of Counties
440 First Street, N.W., Eighth Floor
Washington, DC 20001

(202) 942-4235 FAX: 737-8480

National Association of Medical Exam-
iners

Dr. Robert H. Kirschner, M.D.

Deputy Chief Medical Examiner

Cook County Office of the Medical
Examiner

National Association of Medical Examiners

2121 West Harrison Street

Chicago, IL. 60612

(312) 997-4508 FAX:



Natioral Center for Health Statistics

Ms. Lois Fingerhut

Special Assistant

Injury Epidemiology

National Center for Health Statistics
6525 Belcrest Road, #1080
Hyattsville, MD 20782

(301) 436-7026 FAX: 436-8159

National Center for Missing and Ex-
ploited Children (NCMEQ)

Mr. Ruben Rodriguez, Jr.

Senior Case Analyst

Case Enhancement and Information
Analysis Unit

National Center for Missing and Exploited
Children (NCMEC)

2101 Wilson Boulevard, Suite 550

Arlington, VA 22201-3052

(703) 235-3900 FAX: 235-4067

National Center for the Prosecution of
Child Abuse

Ms. Trish Kelly

National Center for the Prosecution of
Child Abuse

99 Canal Center Plaza, Suite 510

Alexandria, VA 22314

(703) 739-0321 IFAX: 836-3195

National Committee for the Preven-
tion of Child Abuse

Ms. Karen McCurdy

National Committee for the Prevention of
Child Abuse

332 South Michigan Avenue

Chicago, IL 60604

(312) 663-3520 FAX: 939-8962

National Court Appointed Special

Advocate (CASA) Association

Ms. Beth Waid

Executive Director

National Court Appointed Special Advocate
(CASA) Association

2722 Eastlake Avenue East, Suite 220

Seattle, WA 98102

(206) 328-8588 FAX: 323-8137

National Fetal Infant Mortality Re-

view Program

Ms. Lois Wolff, S.C.D.

National Fetal Infant Mortality Review
Program

409 12th Street, S.W.

Washington, DC 20024-2188

(202) 863-1630 FAX: 484-5107

National Governors’ Association

Mr. Nolan Jones

Director

Justice and Public Safety
National Governors” Association
444 Capitol Street, N.-W., #267
Washingion, DC 20001

(202) 624-5360 FAX: 624-5313

National Institutes of Health

Dr. Marian Willinger, Ph.D.

National Institute of Child Health and
Human Development

National Institutes of Health

6100 Executive Boulevard, Room 4B03D

Bethesda, MD 20892

(301) 496-5575 FAX: 402-2085



National Organization of Victim Assis-
tance

Ms. Cheryl Tyiska

National Organization of Victim Assistance
1757 Park Road, N.W.

Washington, DC 20010

(202) 232-6682 FAX:

National Coalition Against Domestic

Violence

Ms. Rita Smith

National Coalition Against Domestic
Violence

P. O. Box 18749

Denver, CO 80218

(303) 839-1852 FAX: 839-9251

National Center on Child Abuse and

Neglect (NCCAN)

Ms. Emily Cooke

National Center on Child Abuse and
Neglect (NCCAN)

P. O. Box 1182

Washington, DC 20013

{202) 205-8709 FAX: 205-9721

NCCAN Clearinghouse

Ms. Lenna Reid

NCCAN Clearinghouse on Child Abuse and
Neglect Information and Family Violence

P. O. Box 1182

Washington, DC 20013

(800) 394-3366 FAX:

Society for Pediatric Pathology

Dr. Harry Wilson, M.D.
Providence Memorial Hospital
Department of Pathology
Society for Pediatric Pathology
439 Eudora

El Paso, TX 79902

(915) 545-7323 FAX: 545-7037

Society of Critical Care Medicine |

Dr. Brahm Goldstein, M.D.

University of Rochester School of Medicine
Strong Children’s Critical Care Center
Society of Critical Care Medicine

601 Elmwood Avenue

Rochester, NY 14642

(718) 275-8138 FAX: 275-8706

U.S. Department of Defense

Dr. Janal.ee Sponberg

Senior Management Analyst
Office of the Secretary of Defense
Office of Family Support

1J.S. Department of Defense

4015 Wilson Boulevard, Suite 911
Arlington, VA 22203-5190

(703) 696-4555 FAX: 696-6344

U.S. Department of Justice

Child Exploitation and Obscenity Section

Mr. William Wagner

Special Attorney

Child Exploitation and Obgcenity Section
Criminal Division

U.S. Department of Justice

1001 G Street, N.W., Suite 310
Washington, DC 20530

(202) 514-5780 FAX: 514-1793

Federal Bureau of Investigation

Mr. Winston C. Norman

Major Case Specialist, VCAP
Federal Bureau of Investigation
Behaviors* Science Unit

U.S. Department of Justice
Quantico, VA 22135

(703) 640-1207 FAX: 640-1354



U.S. Department of Justice (contin-
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National Institute of Justice

Mr. Barnard Auchter

Program Manager

Office of Justice Programs

National Institute of Justice

Office of Communications and Research
Utilization

U.S. Department of Justice

633 Indiana Avenue, N.-W., Rooni 867

Washington, DC 20531

(202) 307-0154 FAX: 307-6394

Office for Victims of Crime

Ms. Marti Speights/Ms. Laura A. Federline
Federal Crime Victims Division

Office for Victims of Crime

U.S. Department of Justice

633 Indiana Avenue, N.W., Room 1352
Washington, DC 20531
(202) 514-6444 FAX: 514-6383

U.S. Public Health Service

Ms. Juanita C. Evans, M.S.W.

Maternal and Child Health Bureau

Health Resources and Services
Administration -

U.S. Public Health Service

5600 Fishers Lane, Room 18-A-39

Rockville, MD 20857

(301) 443-4026 FAX: 443-1296

U.S. Adviscry Board on Child Abuse
and Neglect

Ms. Deanne Tilton Durfee

Chair, Fatalities Workgroup

Los Angeles County Inter-Agency Council
on Child Abuse and Neglect (ICAN)

U.S. Advisory Board on Child Abuse and
Neglect

4024 North Durfee Avenue

Tl Moute, CA 91732

(818) 57.-4362 FAX: 443-3053



National Center for Prosecution of Child Abuse

The National District Attorneys Association recognized the unique challenges of
crimes involving child victims in creating the National Center for Prosecution of Child Abuse
in 1985-~the first program of the American Prosecutors Research Institute. Aimed at
providing a central resource for improving responses to child physical, sexual and fatal abuse
as well as criminal neglect, the National Center serves child abuse professionals nationwids
and internationally. Its services include:

* Expert training and technical assistance by experienced attorneys through in-depth
training conferences, site visits, state-specific professional development programs and
approximately 3,500 phone consultations per year.

* The nation's only clearinghouse on criminal child abuse case law, statutory initiatives,
court reforms and trial strategies--a comprehensive and continually updated resource.

* Authoritative publications such as the Investigation and Prosecution of Child Abuse
manual, a monthly newsletter UPDATE, monographs, annual statutory summaries and
special reports such as a federal supplement to the two—volume manual, and a
handbook on Investigation and Prosecution of Parental Abduction.

Congress has recognized the importance of the National Center for Prosecution of
Child Abuse. Communities served by single, part-time prosecutors to offices with hundreds
of deputy district attorneys rely on its materials, training and experienced attorneys. We urge
you to take advantage of its impressive services, and to contact the American Prosecutors
Research Institute for information on its other programs: the National Drug Prosecution
Center, the National Environmental Crime Prosecution Center, the National Traffic Law
Center and the Research Center.

Patricia A. Toth, Director

National Center for Prosecution of Child Abuse

American Prosecutors Research Institute

99 Canal Center Plaza, Suite 510

Alexandria, VA 22314 Phone: 703/739-0321 FAX: 703/549-6259

1994 National Center for Prosecution of Child Abuse Conferences

Investigation and Prosecution of Child Fatalities, Clearwater, Florida, April 6-9.
Basic Training for Child Abuse Prosecufors, Scottsdale, Arizona, June 6-10.
Investigation and Prosecution of Parental Abduction, Tucson, Arizona, June 22-25.
Basic Training for Child Abuse Prosecutors, Kansas City, Missouri, August 1-5.

¥ X *



U.S. Department of Justice

Office of Justice Programs
Office for Victims of Crime

OFFICE FOR VICTIMS OF CRIME
FACT SHEET

The Office for Victims of Crime (OVC) is one of five agencies within the Office for Justice Programs, U.S.
Department of Justice. Since its establishment in 1985, OVC has served as the Federal government’s focal
point for all issues affecting our Nation’s crime victims. This role translates into a broad offering of programs
and activities designed to help crime victims cope with the personal and financial devastation resulting from
victimization. '

OVC was given responsibility for administering the Crime Victims Fund, the primary financial resource for
all federally supported victim programs. This unique funding vehicle is the embodiment of legislative justice
in the sense that Fund deposits for crime victims consist of fines, special penalty assessments, and forfeited
appearance and bai! bonds paid by defendants convicted of federal crimes. OVC programs do not rely on the
availability of taxpayer dollars, nor will funding for these programs ever increase the national debt. Rather,
federal funding for rape crisis hot lines, sheiters for battered women, therapy for abused children and for direct
cost, such as medical expenses not covered by insurance, comes from the pockets of kidnappers, bank robbers,
drug dealers and other perpetrators convicted by U.S. Attorneys across the country. Through federal fiscal
year 1993, close to $1 billion has been deposited in the Crime Victims Fund and made available for victim
services. OVC also uses this funding to reach out to isolated, often neglected populations of victims, such as
sexually exploited children and victims residing on remote Indian reservations.

In addition, the Office also awards grants to sponsors high quality training and technical assistance on cutting
edge substantive issues of interest to victim advocates as well as to criminal justice system personnel who
regularly interface with victims. These efforts are funded through OVC’s formula and discretionary grant
programs. You will find a listing of training and technical assistance opvortunities for Federal ciiminal justice
personnel on the back of this fact sheet.

OVC’s leadership role at the federal level also encompasses activities designed to draw attention to crime victim
needs and to promote victim rights through legislation and public policy. The Office supplements, reinforces
and encourages an expansion of state compensation and assistance programs throughout the country. In short,
the Office for Victims of Crime embraces a multi-dimensional role at the Federal level as an advocate for crime
victims. ‘

For additiunal information please contact:

Office for Victims of Crime
633 Indiana Avenue, N.W.
Washington, D.C. 20531

(202) 514-6444



OFFICE FOR VICTIMS OF'CRIME

Training and Techncial Assistance for
Federal Criminal Justice Personnel

The Office for Victims of Crime (OVC) within the U.S. Department of Justice, Office of Justice
Programs, provides training and technical assistance for victim assistance professionals and criminal
Justice officials, technical ajsistance regarding Federal victim issues, and funding to compensate and
assist victims of crime. Some of OVC'’s 1994 tentatively proposed programs and resources available for
use in assisting Federal crime victims are listed below.

* % * FEDERAL LAW ENFORCEMENT OFFICERS * * *
Dallas, Texas
August 31 - September 2, 1994

OVC expects to sponsor up to 30 scholarships for federal law enforcement officers to attend the 1994
"Crimes Against Children" seminar, presented by the Dallas Police Department and the Dallas
Children’s Advocacy Center. The three-day seminar will focus on investigating and handling child
homicide, serious child physical and sexual abuse and child exploitation cases.

# # #* FEDERAL PROSECUTORS * * *

OVC expects to sponsor up to five scholarships for federal prosecutors to attend training developed by
the American Prosecutors Research Institute, A course on the investigation and prosecution of child
deaths and physical abuse will be offered on April 6 - 9, 1994, in Clearwater, Florida. Basic training
for child abuse prosecutors will be offered on June 6 - 10, 1994 in Scottsdale, Arizona and repeated on
August 1 - 5, 1994 in Kansas City, Missouri.

* % % FEDERAL VICTIM-WITNESS COORDINATORS * * *
Arlington, Virginia
July, 1994

OVC expects to provide travel and per diem expenses for over 100 federal victim-witness coordinators
from U.S. Attorneys’ Offices to attend the "Focus on the Future: Victim Assistance in the Federal
System" conference. Presented by the National Victim Center and hosted by the U.S. Attorney’s Office
for the Eastern District of Virginia, the three-day conference will offer a variety of workshops
addressing child victim issues and will provide a Victim Assistanice Resource Kit for each participant
to include valuable tools and resources for assisting child victims of crime. The conference is a joint
effort between OVC and the Executive Office for U.S. Attorneys.

* & # INDIAN NATIONS: JUSTICE FOR VICTIMS OF CRIME # ® ®
Albuguerque, New Mexico
May 11 - 13, 1994

OVC expects to sponsor up to 30 scholarships for federal prosecutors, investigators, and victim-witness
coordinators to attend the Fifth National Indian Nations: Justice for Victims of Crime conference, The
focus of the conference is on child victim issues within Indian country.

For more information you may wish to contact Laura Federline or Sue Shriner, Office for Victims of
Crime, (202) 514-6444.



NATIONAL SYMPOSIUM ON CHILD FATALITIES:
The Missouri Experience
July 31 - August 2, 1994
St. Louis, Missouri
v 4 Endorsed by the Centers for Disease Control and Prevention
f Invited Speaker: Janet Reno, US Attorney Generali
J/ Invited Speaker: Dr. Mark Rosenberg, Centers for Disease Control and Prevention

v 4 Confirmed Speaker: Dr. Michael Durfee, Los Angeles Child Abuse Prevention Program

4 Hearing on Child Maltreatment-related Fatalities
Conducted by the U.S. Advisory Board on Child Abuse and Neglect

TO RECEIVE ADDITIONAL INFORMATION OR A REGISTRATION PACKET, PLEASE CALL (314) 644-8803.
SYMPOSIUM HIGHLIGHTS FEATURED ON PAGE TWO




Information Clearinghouses / Resource Centers

Clearinghouse on Child Abuse and
Neglect Information
P.C. Box 1182
Washington, DC 20013-1182
PHONE:  (703) 385-7565

(800) FYI-3366
FAX: (703) 385-3206

CSAP National Clearinghouse for
Alcohel and Drug Information
P.O. Box 2345
Rockville, MD 29847-2345
PHONE:  (301) 468-2600

(800) 729-6686

TDD: (301) 230-2687
(800) 487-4889
FAX: (301) 468-6433

CSAP National Resource Center
for the Prevention of Perinatal
Abuse of Alcohol and Other Drugs
9300 Lee Highway
Fairfax, VA 22301
PHONE: (703) 218-5600

(800) 354-8824
FAX: (703) 218-5701

Juvenile Justice Clearinghouse
P.O. Box 6000

Rockville, MDD 20850 .
PHONE: (800) 638-8736

FAX: (301) 251-5212
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Military Family Resource Center
Military Family Clearinghouse
4015 Wilson Boulevard, Suite 903
Arlington, VA 22203-5190
PHONE: (703) 696-5806

(800) 336-4592
FAX: (703) 696-6344

National Adoption Information
Clearinghouse

11426 Rockville Pike, Suite 410
Rockville, MD 20852-3007
PHONE: (301) 231-6512

FAX: (301) 984-8527

National Center for Education in
Maternal and Child Health

2000 15th Street, North, Suite 701
Arlingtor, VA 22201-2617

PHONE: (703) 524-7802

FAX: (703) 524-9335

National Center for Missing and
Exploited Children (NCMEC)
2101 Wilson Boulevard, Suite 550
Arlington, VA 22201-3052

PHONE: (703) 235-3900
HOTLINE: (800) 843-5678
TDD: (800) 826-7653
FAX: (703) 235-4067



National Clearinghouse on
Runaway and Homeless Youth
P.O. Box 13505

Silver Spring, MD 20911-3505
PHONE: (301) 608-8098

FAX: (301) 587-4352

National Criminal Justice

Reference Service (NCJRS)

P.0O. Box 6000

Rockville, MD 20850

PHONE: (800) 688-4252
(301) 251-5500

National Information Center for
Children and Youth with
Disabilities

P.O. Box 1492

Washington, DC 20013

PHONE: (703) 893-6061

FAX: (703) 893-1741

National Maternal and Child
Health Clearinghouse

8201 Greensboro Drive, Suite 600
McLean, VA 22102-3843

PHONE: (703) 821-8956 Ext.254
FAX: (703) 821-2098

National Resource Center on Child
Abuse and Neglect
63 Inverness Drive, East
Englewood, CO 80112
PHONE: (800) 227-5242
(808) 792-9900

National Resource Center on
Child Sexual Abuse
107 Lincoln Street
Huntsville, AL 35801
PHONE: (800) 543-7006
(205) 534-6686
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National Sudden Infant Death
Syndrome Resource Center
8201 Greensboro Drive, Suite 600
McLean, VA 22102-3843

PHONE: (703) 821-8955 Ext. 249
FAX: (703) 821-2098

National Victims Resource Center
P.O. Box 6000
Rockville, MD 20850-6000

PHONE: (301) 251-5500
(800) 627-6872
FAX: (301) 251-5212

Work and Family Clearinghouse
Women’s Bureau

U.S. Department of Labor

200 Constitution Avenue, N.W.
Washington, OC 20210-0002

PHONE: (202) 219-4486
(800) 827-5335
FAX: (202) 219-5629

For Progecutors:;

National Center for the

Prosecution of Child Abuse

99 Canal Center Plaza

Suite 5§10

Alexandria, VA 22314

PHONE: (703) 739-0321
(800) 765-6529 (VA)



Other Resource Organizations

American Association for
Protecting Children
American Humane Association
63 Inverness Drive East
Englewood, CO 80112-5117
PHONE: (303) 792-9900

American Bar Association Center
On Children and the Law

1800 M Street, NW

Washington, DC 20036

PHONE: (202) 331-2250

FAX: (202) 331-2220

American Correctional Association
8025 Laurel Lakes Court

Laurel, MD 20707

PHONE: (800)825-2665

American Probation and Parole
Association

P.O. Box 8970

Reno, NV 89507

PHONE: (702) 784-4989

American Professional Society on
the Abuse of Children (APSAC)
332 8. Michigan Avenue

Suite 1600

Chicago, IL 60604

PHONE:  (312) 554-0:.66

FAX: (312) 939-8962

C. Henry Kempe National Cenier
on Child Abuse and Neglect
1205 Oneida

Denver, CO 80220

PHONE: (303) 861-6919
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National CASA Association (Court
Appointed Special Advocates for
Children)

2722 Eastlake Avenue East

Suite 220
Seattle, WA 98102
PHONE: (206) 328-8588

Justice Research and Statistics
Association

444 North Capitol Street, NW
Suite 445

Wasghington, DC 20001

PHONE: (202) 624-8560

National Association of Counsel for
Children

1205 Oneida Street

Denver, CO 80220

PHONE: (303) 322-2260

National Committee for the
Prevention of Child Abuse

332 S. Michigan Avenue, Suite 1600
Chicago, IL 60604

PHONE: (312) 663-3520

National Council of Juvenile and
Family Court Judges

PO Box 8970

Reno, NV 89507

PHONE:  (702) 784-6012

Nationsl Crime Prevention Council
1700 K Street, NW, Second Floor
Washington, DC 20006

PHONE:  (202) 466-6272



National Institute of Corrections
1860 Industrial Circle

Suite A

Longmont, CO 80301

PHONE: (303) 939-8877

National School Safety Center
4165 Thousand Oaks Boulevard
Suite 290

Thousand Oaks, CA 91362
PHONE: (805) 373-9977

FAX: (805) 373-9277

National Organization for Victim
Agsistance

1758 Park Road, NW.

Washington, DC 20010

PHONE: (202) 232-6682
HOTLINE: (800) 879-6682

FAX: (202) 462-2255

Naticnal Victim Center
2111 Wilson Boulevard
Suite 300

Arlington, VA 22201
PHONE: (703) 276-2880
INFOLINK: (800) FYI-CALL
FAX: (703) 276-2889

People of Color Leadership
Institute On Child Abuse
714 G Street, SE

Washington, DC 20003
PHONE:  (202) 544-3144
FAX: (202) 547-3601
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CHILD FATALITIES AND CHILD FATALITY REVIEW TEAMS

Sarah R. Kaplan, Esq.

Project Director

ABA Center on Children and the Law
1800 M Street, N.W., Suite 200 South
Washingion, DC 20036

202/331-2676



PURPOSE

The purpose of these materials is to outline the need for a systematic review of child
fatalities and to explain one method of conducting such reviews, the child fatality
review team. In addition, one facet of improved child death responses, the
establishment of standard guidelines, procedures and protocols for child death
investigations, is discussed.

L THE NEED FOR SYSTEMATIC REVIEWS OF CHILD DEATHS

A.

The Scope of the Problem

This country’s process for responding to child deaths is fraught with problems.
These problems include that:

@ we do not know the number of children who die each year and the
accurate causes of their deaths;

® we do not know the mumber of children who die each year from
child abuse or neglect. The most often cited statistics are those from
the National Coinmittee for the Prevention of Child Abuse. However,
its statistics are from data kept by state child protective services
programs. Many of those programs are not regularly notified of child
deaths from abuse or neglect or do not keep statistics on the deaths
unless there are surviving children in the home;

® studies have found an undes-reporting of deaths from abuse or
neglect in state vital records systems. Similarly, studies have found
significant differences between the causes of death on children’s death
certificates and the causes of deaths indicated in police or child
protective services records;

@ there are no nationwide accepted and used standards for child
autopsies or death investigations. In fact, most states do not have
statewide uniform procedures. The lack of uniform procedures
includes a lack of uniformity on holding autopsies. In many areas, for
example, an autopsy still is not held for a possible SIDS (Sudden Infant
Death Syndrome) death unless the parents consent to the sutopsy.
There are no uniform procedures for requesting information from other
agencies or even for the type of information that is necessary for an
investigation;
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® in many states, child protective services has no involvement in a
death suspected to be from child abuse or neglect unless there are
surviving siblings. In other states, child protective services will not be
notified of the death even if there are surviving siblings; and

® many states operate with a coroner system instead of a medical
examiner system. Coroners are often elected officials who are not
required to have any medical training, let alone any training in
pathology or forensic pathology. Even in jurisdictions using medical
examiners, these doctors may not be pathologists, forensic pathologists
or have any training in child deaths or in child abuse and neglect.

B. Proposed Responses

Responses to these problems have included:

@ the enactment of laws amending coroner and medical examiner
systems to require staffing by trained doctors and the enactment of laws
requiring autopsies in cases of child deaths;

@ the expanded use of pediatric pathologists with knowledge of child
abuse to do child autopsies;

@ standardized protocols for child death autopsies and investigations;
@ changes in homicide laws to address child homicide; and

@ the establishment of child fatality review teams.

II. CHILD FATALITY REVIEW TEAMS

A. Definitions

A "child fatality review team" reviews child deaths., Such a team can be
"internal" or "external".

Ari internal child fatality review team reviews child deaths related to a
particular agency. Most commonly, the internal child fatality review team
reviews the deaths of children who lad received some service from the child
protection agency. The internal review team can be very useful in
understanding the response of one agency. However, because no one agency
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has all the information, insight or responsibility for child deaths, this type of
child fatality review team cannot provide a complete picture of a child’s death.

An external fatality review team does not limit its work to any one agency,
but, rather, considers the activities of all agencies in its work. External child
fatality review teams will be considered in the remainder of this outline.

The most useful child fatality review teams are also "multidisciplinary" and
"multizagency”. A multidisciplinary child fatality review team includes as its
members persons from different disciplines and professions. In this way, the
experiences and knowledge of diverse professions c&n each play a part in
understanding the causes and reasons for child deaths. A team is
"multiagency" if its members come from different agencies. The child fatality
review teams considered in the remainder of this outline are multidisciplinary
and multiagency.

Child fatality review teams differ from infant mortality review teams. The
latter are primarily composed of health and medical practitioners and examine
only the deaths of infants. Their review is based on medical record reviews
and notes from interviews with parents, both conducted by staff. The reviews
are anonymous, i.e., the review members do not know the identity of the
children and families whose cases they are reviewing.

Organizatienal Issues

Those establishing child fatality review teams must

address several issues, including purpose, geographic area, members, deaths
reviewed, and sponsoring organization. There are different approaches te2ms
can take to these issues; no one approach is right for every jurisdiction. A
group should select the approach which is best for their jurisdiction.

Purpose

A child fatality review team may have one or more of a number of purposes.
Those establishing a child fatality review team should select the purpose-or
purposes best suited for that areas needs. Purposes include:

Investigation

Service planning and provision

System study

Data collection

Identification and implementation of changes to prevent future deaths
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Development of a perspective on child deaths

Developing a clearly understood and agreed upon purpose or purposes is the
most important thing those establishing a child fatality review team can do to
give the team the greatest chance of success. All other organizational
decisions flow from the decision of what to have as the team’s purpose.

Geographic area

Child fatality review teams vary by the geographic area they cover. They may
be either state or locally based, meaning that they will consider deaths which
occur either in the entire state or in some smaller area. The team’s purpose
should determine whether a team is state or local. A child fatality review
team whose primary purpose is to study and implement changes to the child
death response system statewide should be a state team. However, a team
which is investigative, which seeks to facilitate the investigation of a child’s
death, will most likely be local.

The area covered by a local child fatality review team may, for example, be a
city, a county, a judicial district or a service district.

A jurisdiction may have both a state and local teams. In that arrangement, the
local team usually makes an in-depth review of individual deaths and also
looks at issues particular to that area. The state team usually reviews the work
of the local teams and also addresses statewide issues.

Members

Child fatality review teams show some variety in their members. The team’s
purposes should determine the team’s membership. However, some
professions should be considered by all teams. All teams should consider
having representatives from:

Law enforcement

Child protective services agency

Medical examiner/coroner

Prosecuting attorney

Attorney for child protective services agency
Public health

Maternal and child health

Mental health

Education
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Sudden Infant Death ("SIDS") program
Domestic violence program
Pediatrician

Deaths reviewed

Child fatality review teams also vary by the deaths reviewed. Ideaily, a team
would look at all deaths of all children under the age of eighteen. However,
some teams limit the deaths reviewed, generally because of the large number
of deaths in their jurisdictions and their limited resources. Teams which have
limited the deaths reviewed may review deaths:

From certain causes

Which are "suspicious” or "unexpected or unexplained”

Of children under a certain age

Of children known to child protective services or whose family is
known to child protective services

Sponsering agency

The agency which is given the sponsorship responsibility for the chid fatality
review team also varies. Teams are traditionally housed in the child protective
services agency, in large part because that was where teams originated.

However, more recently, teams have been housed in law enforcement, the
prosecutor’s office, the governor’s office, an office for children, and the
public health agency.

In deciding where to house a team, the organizers should look at the purpose
of the team. For example, housing a team in the prosecuting attorney’s office
gives the message that the primary purpose of the team is criminal
prosecution. However, if the actual primary purpose of the team is improving
the responses of all agencies to child deaths, housing the ieam in the
prosecutor’s offise is inappropriate. Similarly, housing the team in the child
protective services agency may be inappropriate in that it gives the message
that the agency has a primary or sole responsibility - for preventing deaths.

Most, if not all, child fatality review teams include as a purpose the prevention
of future deaths. Thus, housing the team in the public health agency often
makes the best sense,
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HI. STANDARD INVESTIGATORY GUIDELINES AND PROTOCOLS
A, The Need for Standard Investigatory Guidelines, Procedures and Protocols

One of the most useful activities of a child fatality review team is the
dgvelopment of specified guidelines and procedures for child fatality
investigations. As noted above, there is often an absence of such
standardization and that can result in:

® a failure to take certain necessary steps in the investigation or taking
those steps too long after the death for them to be meaningful;

@ inadequate records regarding the death with the result that agencies
such as child protective services, which would plan services to the
family based on the results of the investigation, would not be able to do
s0, or that there would not be an accurate record of the death so as to
protect later born children;

® Jack of agency cooperation, resulting in conflicts in goals, "turf
fights", overlapping activities or failure to take certain steps because of
the mistaken view that it was the other agency’s responsibility.
Muitiple contacts may also raise the family’s fears, suspicions and
stress, perhaps causing the family to leave the jurisdiction or to become
incommunicative. This hinders the agency’s ability to investigate and
decreases the family’s ability to access needed services;

@ difficulties in the criminal prosecution or the child protective
proceeding; and

@ lost evidence or evidence which is inadmissible because the "chain of
custody" was not maintained.

B. Characteristics of Good Guidelines and Procedures

Guidelines and procedures will vary from team to team. However, there are
certain shared characteristics of good guidelines and procedures. They:

® are clear and comprehensive to both the seasoned investigator and to
the novice;
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® use simple, not compound, sentences, i.e., each sentence addresses
only one issue. Parts of compound sentences may be missed and thus
not be addressed by the investigator;

® cover all likely and unlikely situations that the investigator may
encounter. For example, the procedures for & child protective services
agency that has responsibilities for abuse and neglect should cover both
child abuse and child neglect;

@ are flexible enough to cover the varied circumstances of different
deaths; and

® substantively address the agency’s mandate. The medical examiner
guidelines should include requirements for the autopsy, the inquiry into
the circumstances of the death and the review of information regarding
the child from other agencies, professionals and providers of medical
care. A law enforcement procedure should assist the officer at the
death scene as well as in the subsequent interviews and inquires. A
child protective services procedure should pay particular attention to the
safety and protection of other children in the home and in the care of a
person suspected of being responsible for the death, including whether
legal intervention is necessary.

Characteristics of Good Interagency Protocols

Good interagency protocols for child fatality investigations share additional
characteristics. Such protocols contain:

® a statement of purpose. This section would set out the intent of the
protocol;

@ a statement of each agency’s mandate. Because agencies are not
always aware of the exteni and limitations of other agencies’
responsibilities, this section would set out the parameters of the
responsibilities;

@ a statement of the types of deaths covered by the protocol. A
protocol may not cover all deaths, and not¢ even all unexpected deaths.
For example, limits may be established based on the age of the child;
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® procedures for individual agency responsibilities in investigating the
fatality, including time frames, decision-making hierarchies and
concurrent court proceedings and investigations. Such procedures
would have the characteristics discussed in B, above;

® procedures for interagency responsibilities in investigating the
fatality, including time frames, decision-making hierarchies and
concurrent court proceedings and investigations. Again, the procedures
would have the characteristics discussed in B, above;

® procedures for investigating the circumstances of other children,
including the circumstances in which such an investigation will be made
(e.g., surviving siblings, other children in the home, other children in
the care of the person who may be responsible for the death) and
considerations for removal;

® provisions for joint agency training. Joint training not only increases
knowledge of the duties of other agencies, but is an effective means of
cutting training costs without sacrificing content;

® provisions for multiagency consultation and review; and

@ provisions for the regular evaluation of the protocol’s effectiveness
and for its modification as necessary.
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Child Death Review Team
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L. INTRODUCTION

I would like to write a moving paragraph citing statistics about how many
children die each year in Texas from abuse and neglect and what statewide programs
are in place to address this crisis. But, Texas makes no effort to document the deaths
of children, and those agencies that do have not compared records or standardized
their recording systems. So there are no reliable empirical data on how children die
in this state nor on methods effective in preventing some of these deaths.

If a toddler is standing in his yard and a stray bullet from a shooting between
gangs kills him, a juvenile or special gang unit of the police department will
investigate. If a child is beaten to death by one of his parents, the child abuse unit
of the police and a Child Protective Services (CPS) investigator will look at it. If a
child is killed in a car accident in which the driver of the car is drunk, that death will
be investigated by traffic or patrol officers. If a teenage babysitter leaves a young
child in the bathtub while she talks to a friend on the phone and tlie child drowns,
CPS will investigate. All those deaths will be recorded but in the confidential files
of different agencies.

Only the beating death will be recorded as a child abuse fatality and that will
happen only if a proper investigation is conducted, an adequate autopsy performed,
and a ruling made. This does not always happen, even in obvious cases.

The unpleasant fact is children die every day in Texas--many of them violently
and virtually unnoticed. Some of those deaths may have been preventable. And even
those that could not be stopped should be investigated adequately, documented
accurately, and, when appropriate, prosecuted vigorously.

Independent, multi-agency teams provide an opportunity for substantial
improvement in the way chiild maltreatment-related fatalities are handled and for
prevention of future deaths. The need for action is compelling. The development of
child death review teams present the first opportunities in Texas for the members of
agencies handling child deaths to meet regularly, share informatiohn, closely examine
the deaths of children, and document the results. Will you be a part of this
movement to make a difference in the lives of our children?




iI. PROJECT HISTORY

This project is funded by the Children’s Justice Act (CJA) Grant to Texas,
which is provided through the National Center for Child Abuse and Neglect and
administered by the Texas Department of Protective and Regulatory Services. The
idea for the project came from several members of the advisory committee to the
grant, who were aware of the nationwide movement to establish multi-agency death
review teams as a response to unreported and improperly investigated child deaths.

In 1992, the CJA grant funded a coordinator to start a child death review team
in Dallas County Within several months a second team was started in Tarrant
County. The CJA grant hopes to share the results of this pilot project with other
Texas communities by providing informational materials, workshops, and technical
assistance on starting multi-disciplinary, multi-agency child death review teams.



II1. PURPOSES OF CHILD DEATH REVIEW TEAMS

Multi-agency, county-level child death review teams can accomplish many
purposes simultaneously. Those purposes include:

° Accurate identification and documentation of the cause of every
child death.'

If the accuracy of child death determinations is to be improved, there
must be a coordinated approach to investigation and documentation of
the death from various agencies and a sharing of that information. The
cause of death cannot be determined by simply looking at a body. There
needs to be an autopsy, a thorough investigation of the scene, appropri-
ate interviews of other children in the environment as well as adult
witnesses. Also, checks for criminal history and prior reports of child
abuse need to be done by law enforcement and CPS. There also may be
a need to review the child’s medical history or to interview the paramed-
ics that responded to the 911 call. Gathering this information can lead
to other sources such as probation or parole officers, relatives, neighbors,
teachers, church personnel, and other community agencies.

e Collection of uniform and accuraie statistics on child deaths.

The pooling of information from these child death review teams will
provide the most accurate and thorough information ever collected on
child deaths in Texas. This information will give state agencies and the
legislature the ability to assess properly the needs concerning child
deaths and to respond to them with changes in laws and improvements
in funding and training.

° Coordination of efforts among participating agencies.
Through discussion and joint problem-solving, team members and their

agencies can work together to improve efficiency within each agency,
expend resources more effectively, and fill gapsin services in the county.



Identification of circumstances surrcunding deaths that could
be prevented in the future.

For example, the Dallas County team has discovered that several
toddlers a year drown after being left alone in the bathtub. Caretakers
will leave another child to watch the one in the bathtub or will simply
leave for a few minutes to answer the phone, thinking there is no
danger, only to return and find the baby near death. Information about
bathtub drownings could be documented and given to new mothers in
the hospitals, or through public service announcements, or through
warning materials provided to purchasers of baby bathtub toys.

Improvement of criminal investigation and prosecution of child
abuse homicides.

The ability to exchange information and share expertise among police,
medical examiners, pediatricians, child protective services workers will
improve the quality of their investigations. Evidence in child death
cases tends to be much more subtle than in murders of adults. Solving
homicides of children requires that investigators have good training in
the unique aspects of child deaths. Discussions at a multi-agency team
meeting frequently alert members to the need for more information
about child deaths and proper investigative and autopsy techniques.

Design and implementation of cooperative protocols for investi-
gation of certain categories of child deaths,

After a few meetings, team members usually notice that investigations
vary greatly depending on the investigator assigned to the case.
Protocols that provide an ordered approach to certain types of deaths
help assure consistency and quality of child death investigations.

Improved communication among agencies and more timely
notification of agencies when a child dies.

Unbelievably, many children die and the agency mandated to investigate
and respond to those deaths is not notified immediately or at all in
some cases. The development of reliable and timely methods of
notification provides a singularly important justification for the
organization of a child death review team.



Provision of a safe, confidential forum for heads of agencies to
talk with each other and resolve conflicts among those agencies.

Maintenance of open, healthy relationships among agency personnel
improves all aspects of services provided for children and their families.
Children do not have a voice and are not able to complain if services
provided them are inadequate or inappropriate.

Generation of needed changes in legislation, policy, and practic-
es.

Over time the team may see recurring issues in policy or practice that
can be passed on to the appropriate agency in that county. Cumulative
information from all teams may identify needs for changes at the state
level, including legislative changes.

Identification of public health issues and recommendations.

The review system provides agencies the opportunity to document
patterns and trends of child deaths in the county. Many of these deaths
will not be a result of intentional abuse but will fall in the category of
public health issues. Identification of these patterns and trends will
provide the opportunity to implement local and state programs for
educating the public, making recommendations for changes in producto,
and pooling resources for the areas of need.




V. ORGANIZING A COGUNTY TEAM

Currently there is no executive order or legislation mandating the creation of
multi-agency child death review teams. So teams are created through the force of
individual efforts and the voluntary cooperation of agencies involved with child
deaths. A mediation style approach is probably the most effective in reaching out to
these agencies.

Each county will have to adapt its approach to the unique characteristics of
each area. Certainly the local political climate and relationships among the heads
of core agencies will impact strongly the approach taken to forming the team.

Step 1

To start a multi-agency team in a county, all that is needed is one person with
a desire and willingness to commit the time to get it started. That person does not
need to work for any particular agency or have any special training. Teams have
been started by doctors, medical examiners, police officers, social workers, and
community volunteers who care about children.

Step 2

An organizational meeting should be held. The person or persons getting the
team started should contact representatives of the medical examiner’s office or
coroner’s office, district attorney’s office, a major law enforcement agency in the
county, and child protective services.

If the person organizing the team is not familiar with whom to contact at each
agency, look up the agency’s number in the phone book. Then call the agency and
ask to make an appointment with the head of that agency. For example, the key
persorn: in the medical examiner’s office is the chief medical examiner. The key person
in a CPS agency is the program manager or highest level supervisor in the county.
Meet with each agency head, describe the project, and ask who would be the best
person within that agency to serve on the team. Remember, it is best if the person
that serves on the team is high enough within the agency to make policy changes or
to recommend them.

Once individuals have been contacted from each core agency, set a time and
place for an organizational meeting. Hold the meeting even if only one or two people
accept the invitation.

At the organizational meeting:




Present basic information about multi-agency, county-level child death
review teams. The benefits to participating agencies should be stressed.

Allow a little time for each person attending to speak, if they wish. This
gives everyone an opportunity to express concerns or rs.:t special
issues.

The group then needs to discuss and agree on some initial operating
procedures. These procedures include:

- An agreement that all discussions at meetings will remain
confidential.

- Designation c¢f a person to obtain the names and information
about the children from the medical examiner’s office. If the
county does not have a medical examiner, the coroner should be
able to provide the information. If that does not work, contact
the County Commissioner’s Court. The county judge is the head
of the commissioner’s court. The commissioners have the legal
responsibility for hiring the medical examiner or coroner and will
know who in the county maintains the death records needed for
the meetings.

- Designation of a person to run the meetings and notify all team
members of time and place of future meetings. Attendance will
be higher if a regular time and place is chosen for meetings,
allowing members to incorporate the meetings into their work
schedules.

Develop a list of potential members and a strategy for approaching each
candidate. One person may be chosen to approach potential members
or the group may divide the list. A face-to-face meeting is much more
effective than simply sending out letters of invitation. (See SELEC-
TION OF TEAM MEMBERS.)

Designate a date, time, and location for the first meeting. Again, a
regular time and place will improve attendance. Choose a comfortable
meeting place with plenty of room for everycne to spread out their
materials. The time should be convenient for all the members. The
Dallas County team meets the first Friday of every month from noon to
2 p.m and has lunch during their meeting. They hold their meetings in
the conference room at the Dallas Children’s Advocacy Center. The
Tarrant County team meets the third Wednesday morning of each
month from 9 a.m. to 11 a.m., in the Medical Examiner’s conference
room. Meetings should be tailored to fit the needs of each team.



. Designate a person to compile a list of names for the first meeting and
to distribute it to the members before the meeting,.

° Develop a packet of information to present to each new team member
to give them basic information about the preliminary agreements made
at the initial meeting.

Step 3

Prearrange with the medical examiner or coroner to get a listing of c