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Foreword

An increasing number of reports cite the alarming numbers of gchildren’ who'suffer abuse and
neglect each year. Recent figures indicate as many as 1.7 million reports of child abuse
annually. The point of entry for assistance for many abused children is the hospital. They
may have been brought by ambulance, parent, or police officer following a battering, neglect
of their medical needs, or an allegation of sexual abuse. What happens to them at the
hospital and upon later discharge was the focus of this Symposium.

The Hospital Based Responses to Child Abuse and Neglect Symposium was organized to
address the complexity of issues faced by hospitals and staff in providing emergency,
evaluation, treatment, referral, and planning services for abused and neglected children. In
an era of decreasing financial resources, hospitals are struggling to provide these special
services and programs to their communities. The theme of the need for cooperation and
information sharing with Child Protective Services was evident throughout the sessions. The
obstacles and frustrations, as well as the rewards and successes, of programs across the
country were the focus of the discussions.

To foster this dialogue, four panels were convened representing a range of experienced
hospital based programs. The first panel discussed the initial identification of abuse by
hospital personnel, and the training hospital staff need to ensure proper identification and
treatment of abused and neglected children; this panel also noted the role of the child abuse
team attorney regarding reporting of child abuse, release of information, and relationship
with guardians. The second panel reviewed issues surrounding the care provided to children
as inpatients highlighting several community based programs. The third panel addressed the
role of multidisciplinary teams including such topics as their relationship to the hospital,
organization, regionalization, and discharge planning. The fourth panel outlined hospital-
community partnerships in service provision, research, and prevention.

Suggestions for the future evolution of hospital-community responses were discussed. The
participants called for a new paradigm to foster a commitment to serving abused and
neglected children. We hope these procedings will assist other communities in improving
services for abused and neglected children in the years to come.

David W. Lloyd

Director

National Center on Child Abuse
and Neglect
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Hospital-Based Responses to Child Abuse and Neglect
National Center on Child Abuse and Neglect
Washington Hilton
Washington, D.C.

May 18-19, 1992

INTRODUCTION

This meeting reexamined the role of the hospital in medical issues related to
child abuse and neglect such as the use of Suspected Child Abuse and Neglect
(SCAN) teams, and the role of hospital child abuse and neglect teams in
prevention. The 1988 National Study of the Incidence and Prevalence of Child
Abuse and Neglect (NIS-II) showed that hospitals have the highest rate among
agencies in reporting child abuse and neglect. While hospitals cannot fulfill
their role in child protection if they only see themselves as healthcare
providers in a narrow technical role, many hospitals are facing fiscal

problems, and many are examining the profitability of each hospital component
in addition to examining the services that the entire hospital provides to the
community.

This meeting is particularly relevant for the National Center on Child Abuse
and Neglect (NCCAN) in light of the Initiative on Child Abuse and Neglect
developed by Louis Sullivan, M.D., Secretary of Health and Human Services.
The Initiative includes a public awareness campaign, meetings in the 10
Department of Health and Human Services (HHS) regions to involve
grassroots organizations, a memorandum of understanding between eight
domestic departments to increase interdepartment efforts, and a working group
to improve coordination of child abuse and neglect activities within HHS.

The following issues were put forth for consideration at the meeting:

° The continuum of hospital involvement;

] Administrative and fiscal concems;

° Training, including teaching and inservice, at all
levels;

o The hospital’s relationship to the family;

° Community concemns over the rates of child abuse
and neglect;

° Cultural sensitivity;

L Community outreach for prevention

o Use of multidisciplinary teams (MDT’s); and

® Interagency coordination outside the hospital.

Hospital Based Responses to Child Abuse and Neglect 1



NCCAN ACTIVITIES: David Lloyd, Esq., Director
Changes in Legislation

Several legislative changes to the Child Abuse and Prevention and
Treatment Act were made during the recent session of Congress. In addition
to its other research programs, NCCAN must conduct research on cultural
diversity. NCCAN also is required to maintain a peer review system for
research grants. The categories of fundable demonstration projects now
include those directed to the recruitment, training and use of volunteers.

Beginning in Fiscal Year 1994, NCCAN’s Basic State Grant program
will focus on Child Protection Services (CPS) programs. States must submit
detailed plans that outline how they will focus on improving CPS programs.
Funding for the Basic State Grant also will change when total appropriations
for the program reach $40 million. At that time, States will only be able to
use 15 percent of their appropriation for general purposes.

The Challenge Grant program has been renamed and given a new
purpose. It is now called the Community-Based Prevention Grant. Recipients
must now concentrate on community-based prevention programs. The new
funding structure for the Prevention Grant calculates each State’s award money
based on a combination of an amount based on the number of children in the
State with a minimum of $30,000 and the amount of money collected by the
State trust fund.

The Children’s Justice Act grant programs, which uses funds from the
Department of Justice to examine the systemic handling of child abuse and
neglect cases, now includes civil court cases and child fatalities as topics.
Grantees also must address interstate issues, State and Federal issues, and State
and tribal issues.

Current NCCAN Activities

NCCAN is improving its capacity to disseminate information and is
revising its User Manual series. Topics in this series include the role of
mental health professionals in treatment, child sexual abuse, and substance-
abusing parents. NCCAN also is developing a detailed workplan with the
Clearinghouse and the two resource centers (the National Resource Center on
Child Abuse and Neglect in Denver, Colorado; the National Resource Center
on Child Sexual Abuse in Huntsville, Alabama) to avoid duplication of
activities and to ensure that the resource centers serve as an outreach arm of
NCCAN.
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NCCAN also is continuing several data collection initiative. NCCAN
is convening a review panel to examine the results of the first two National .
Incidence Studies (NIS I and NIS II) and preparing to pilot-test NIS III. The
National Child Abuse and Neglect Data System (NCANDS) published its first
set of working papers this year and currently is piloting its detailed case data
components.

NCCAN also is involved in major initiatives on "living will" legislation
and religious exemption provisions. Laws in some States might be interpreted
to allow parents to file living wills for the medical treatment of their underage
children. NCCAN is working with States to ensure that "living will" statutes
do not permit medical neglect of minor children. Termination of life support
could be viewed as medical neglect unless the child is fully emancipated.

NCCAN is concerned that some States are misreading religious
exemption provisions. The NCCAN definition allows States to exempt parents
from a finding of neglect of a child’s medical needs due to the parent’s
religious practices, but it does not allow them to exempt such a failure to meet
the child’s medical needs from the definition of neglect. Also, some State
statutes can be read to place spiritual healing and conventional medical practice
on the same level. For purposes of protecting children from neglect of their
medical needs, this is impermissible. ’

Fiscal Year 1993 Plans

In Fiscal year 1993, NCCAN will continue to address the problems of
child fatalities due to abuse and neglect. It also will devote effort to reviewing
home visitation as a prevention program. Home visitation can succeed in
reducing the incidence of child abuse and neglect, but it must be carefully
thought out. Few studies exist to show whether home visitation can prevent
child abuse and neglect over the long term, SO NCCAN will be seeking to
build and evaluate studies to test this proposition.

The Interagency Research Committee of the Federal Interagency Task
Force on Child Abuse and Neglect is working to identify gaps in Federal
funding of child abuse and neglect research. This initiative will mesh with a
National Academy of Sciences study, supported by a grant from NCCAN, that
is developing a research agenda in child abuse and neglect for the field.
NCCAN will work with the Administration on Developmental Disabilities to
coordinate the role of State Protection and Advocacy Systems created by the
Developmental Disabilities Assistance and Bill of Rights Act of 1992 in
conjunction with CPS systems’ role in protecting children with disabilities
from maltreatment.
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IDENTIFICATION OF CHILD ABUSE AND NEGLECT CASES AND
INITIAL HOSPITAL RESPONSE

Carolyn Levitt, M.D.: Service Integration

Dr. Levitt discussed the problem of integrating child abuse services at
the Midwest Children’s Resource Center within Children’s Hospital of St.
Paul, Minnesota. The Midwest Children’s Resource Center was started in
response to the problems created by child sexual abuse cases. The initial focus
of the Center was on child sexual abuse, but it also dealt with physical abuse.
As the Center grew, it was severed functionally and geographically from the
hospital.

Purpose: In 1991, the Center saw 818 children, approximately 15% of
whom were physical abuse or neglect cases. ~“The Resource Center system
brings together services to focus on abuse, to diagnose it properly, to support
children throughout the community, and to testify to diagnoses in court. This
system enables the hospital to provide the services that communities need and
provide leadership as the child’s case progresses through the system.

However, some children who came into the hospital did not receive any
services because the Center is not informed about them. The hospital
president requested the Center to develop the SCAN team approach. This top
level commitment was crucial to the project’s success.

Approach: The Resource Center Committee met monthly to review
cases and functioning of the process. Members of the committee included a
physician consultant and a pediatric forensic pathologist (who also serves as
the hospital’s quality manager). The committee’s goals were to find, identify,
and recommend an integrated system to care for children who present at
Children’s Hospital with suspected child abuse and neglect; to understand
better the impact of child abuse and neglect cases on Children’s Hospital; and
to identify the resources necessary to manage these cases. When the
committee began to implement its findings, the medical community did not
object to working with a child abuse consultant on all cases involving
suspected abuse.

When designing the process, committee members identified the
following areas of importance:

o Team approach;

L Consistent 24-hour care response;

® Communication between the referral and investigating
communities;

L Availability of competent medical managemént;

Hospital Based Responses to Child Abuse and Neglect 4



o Standardized approach; and
o Safe disposition.

The task force created flow charts to clarify emergency room and inpatient

treatment procedures. This identified areas where procedures were unclear,
and it identified duplicative efforts, clarified roles, and noted areas needing

clearer communication.

Personnel; Intake access must be 24 hours a day, 7 days a week. The
staff uses cameras to document injuries. A triage approach is used. The
intake specialist need not be a professional but someone who was trained
within the hospital system. R.N. case managers are assigned, and an M.D.
consultant is always available. The R.N. case manager interviews families and
makes the collateral contacts and documents as appropriate. Social workers
assess neglect that does not have a medical component; they are involved in
crisis intervention. There should be a child abuse physician specialist and an
associate. They serve as role models for the residents who must learn to
report abuse immediately so the case can be investigated while there is still a
"crime scene” and the possibility of remorse on the part of the abuser.

Costs: The efforts of the SCAN committee to bring in all hospital
cases suspected of abuse and neglect have resulted in almost twice as many
patients in the first quarter of this year. The program would like to be able to
pay for its services through fee-for-service. About two-thirds of the child
abuse center’s funding is fee-for-service; the rest comes from philanthropy.
The program does not have trouble raising money from philanthropists because
of its relatively large fee-for-service base. Still, professionals in the field
should be able to bill for their time, including the time spent working on the
multidisciplinary teams. Using a medical model also increases the likelihood
of insurance reimbursement.

Stephen Ludwig, M.D.: Training Medical Personnel

Dr. Ludwig discussed the training that hospitals and medical schools
provide to identify and respond to child abuse and neglect. In the early 1970s,
care for abused and neglected children was poor. Hospitals did not identify or
report cases, so it was determined that training individuals to identify abuse
and neglect was critical. He described the different types of training
Children’s Hospital of Philadelphia (CHOP) developed to train professionals in
child abuse casework. CHOP has 85 pediatric residents and more than 100
medical students. All receive training in identifying child abuse and neglect.

Some individuals have a difficult time with this type of training and
may not be suitable for work in this area. These include those who are afraid
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of abused children and their parents, those who are ineffective in dealing with
abuse-related problems, and those who are not interested in child abuse cases
(typical for sub-specialty professionals). Some hospital based workers who
were abused themselves may overidentify cases with their own experience of
abuse. These workers need mechanisms to help them cope with this stress. In
every case, patients need protection from abusive or overintrusive
professionals. However, it is unrealistic to expect a high level of mastery
from impaired residents in baseline work in child abuse and neglect; they may
display inappropriate boundary setting or may even take some sexual interest
in their patients.

Training Programs; The Hospital and medical school provide training
options in child abuse and neglect casework at several levels. All medical
students receive 2 hours of training in recognizing and identifying abuse and
neglect. This training stresses the horror and the "humanness” of child abuse
and neglect, and emphasizes the physician’s responsibility to identify abuse and
neglect. Senior-level medical students may take a 1-month elective that
provides in-depth information on child abuse and neglect and on community
responses to it. This elective is especially important for those interested in
family practice, community based CPS workers, police laboratory, court
medical examiner work, and multidisciplinary teams.

Pediatric residents participate in conferences, programs, and
consultations that stress both the cognitive and the emotional aspects of abuse
and neglect. Residents also may elect to spend 1 month in intensive work on
abuse and neglect cases within a community based practice.

Finally, CHOP offers 1 year of fellowship training after residency for
those who have a career interest in the field. The current Fellowship training
only includes pediatricians, although a semester-long course mixing disciplines
(including doctors, nurses, and social workers) had been offered in the past.
The current course deals mostly with a clinical approach, focusing mainly on
physical and sexual abuse with some work on emotional abuse and child
neglect. A research project is expected of each Fellow. Funding a fellow for
1 year costs about $40,000.

In the future, CHOP would like to offer a core curriculum in child
abuse training for every medical, nursing, and social work student. In
addition, more encouragement is needed to bring professionals into child abuse
and neglect clinical practice as careers.

Several special areas of training are presented to familiarize students
with the terms and procedures. Students are introduced to legal proceedings
through a mock trial. They participate in physical examinations for sexual
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abuse using protocols, and they review physical findings with residents. They
are trained in cultural sensitivity and they conduct a home visit. They also
learn about the emotional impact of child abuse and neglect; there is discussion
about the relative costs of taking care of a well-child who has been abused and
the child who needs a transplant.

Weaknesses and Suggestions: Communications may not always occur
within the same hospital. For example, trauma center staff frequently do not
have enough information about the child; the child abuse worker may not hear
about some injured children from other units until it is time for discharge.

In addition to pediatricians and those with particular interests in child
abuse and neglect, surgeons and other medical field sub-specialists can be
trained to identify cases based on the particular evidence their fields provide.

- Every nursing, social work, and medical student should receive training.

Child abuse and neglect education is not linked to other types of child
education as closely as it should be. Training programs also should try to
identify people who will make child abuse and neglect work a career interest
and provide training for them. In New York State, all mandated reporters take
a 2 hour approved child abuse and neglect course in order to be relicensed.

Secondary-level community hospitals which do not have training
programs often do not have sufficient resources for service delivery; they need
to be linked to child abuse centers. Alternatively, satellite centers could be set
up to serve a wider regional area with connections to a centralized child abuse
resource center.

Joint Commission on Accreditation of Health Care Organizations
(JCCO) standards should stress the need for standards for all hospitals.
Protocols should be broad in their coverage. To better serve and identify
abused and neglected children, each community hospital should have basic
protocols to identify cases of child abuse and neglect and to link them to
community centers.

Hospital administrators also must be involved so they can understand
why it is critical for hospitals to provide these services; their concerns about
their image and adverse public relations when offering child abuse and neglect
training and services should be recognized. These administrators must also
consider government regulations and how to respond to them.

Finally, basic research into how the injuries occur is necessary to aid

doctors in identifying cases. This research must be presented to doctors and
other workers in a manner which makes it readily usable.
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Tobey Lawson, Esq.: Role of the Clinical Attorney

Ms. Lawson discussed her experiences working as the only attorney on
a Washington, D.C. hospital-based multidisciplinary team. This role differs
greatly from the usual role of a hospital attorney. Whereas the hospital
general counsel only considers the best interests of the hospital and therefore
focuses on malpractice issues and contracts, the legal counsel for the hospital-
based child protection team must balance the needs of the hospital against the
child’s needs.

Reporting: The central question for the team’s attorney is when to
report abuse and neglect. Since physicians are mandated reporters, it is
essential that they understand the reporting laws and the consequences of
acting on their responsibilities. Reporting must be unbiased; reporters cannot
distinguish by race or social class, nor can they fail to report because the
abuser promises to reform.  Reporting must always be based on a good faith
belief. Failure to report abuse or neglect carries sanctions, including a
possible judgment of malpractice. The decision to follow up reports, however
rests with social service agencies or the police.

Release of Information;: A clinically-based attorney also must deal
with frequent requests for the release of information. Mental health and
medical information is confidential; professionals should consult with the
attorney before making a decision to release information. It is therefore
important that professionals be careful about record documentation. The
hospital always should consult counsel before releasing information because a
wrong decision could be costly. Improper disclosure of records leaves the
hospital open to a liability suit, but failure to disclose records may constitute
contempt of court. Doctors should not record mental health information on
hospital medical charts because the medical and mental health information have
different release laws. Doctors also should be careful not to record
preconceived notions; in Idaho v. Wright! the U.S. Supreme Court held that
the physician’s testimony as to a child’s report of abuse was in admissible
because it was based on an interview which did not provide sufficient
procedural safeguards to assure the child’s statements were trustworthy.

Doctors may be called to testify in family and criminal court cases.
While family court is primarily concerned with protecting the victim, criminal
court focuses on punishing the offender. In the criminal cases the prosecution
often needs an expert witness to give opinions on matters beyond the common
knowledge of the judge or jury. Mental health professionals can offer

'Idaho v. Wright, 497 U.S. 805, 111 L.Ed. 2d 638, 110 S.Ct. 3139
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testimony regarding court-ordered evaluations of abused children, but they
should not offer testimony about a child’s truthfulness or whether a child has
actually suffered abuse (what is often called the "ultimate issue”). The
professional may also be asked to provide information in writing without
testifying in court. The hospital professional, however, should not be
concerned only with the findings but also with followup of case disposition and
treatment. To make evaluation and testimony easier, the gap between legal
and clinical definitions of child abuse and neglect needs to be closed; at the
present time state definitions of child abuse for purposes of child protection
and criminal prosecution may differ from those used by the hospital workers.

Courts must be sensitive to parental rights and family integrity. Child
protective services cannot usually authorize non-emergency medical or mental
health treatment, nor can hospitals prevent visitation, unless the parents give
permission or there is a court order. -

Additional Issues

Videotaping: Staff at the Montefiore Medical Center are not
proponents of videotaping cases. Some participants at the meeting believed
that word about the use of videotaping gets out quickly and videotaping sets up
an immediate adversarial relationship with the clients. This raises the question
of how a therapist can forge a therapeutic alliance if the client resents
videotaping. In addition, the videotape can present problems in court. If the
child does not disclose the abuse initially or discloses and then recants, the
videotape will diminish the child’s credibility. Although the doctor may lose
information by not using vidéotape, patients will not trust the doctor if s/he
uses videotape made without the client’s consent.

Others voiced the opinion that one of the intake specialist is to perform
triage and create a support system to assist abused and neglected children and
this may involve use of videotapes. At the Midwest Children’s Resource
Center they believe that cases that are strong enough to go to court are strong
enough to be videotaped. They tell clients the reason for the videotaping is
because they need the information; the process continues without becoming
adversarial. The role of the therapist in testifying is to educate the judge and
jury about the child’s condition, and videotapes assist in this role.

Subpoenas: Hospital professionals may receive subpoenas as either
factual witnesses or as expert witnesses. Judges usually do not supervise the
content of a subpoena. As soon as they receive a subpoena, hospitals should
consult a lawyer, who then drafts a standard motion to quash the subpoena. A
judge decides if the person summoned by the subpoena must appear in court.
A recent decision in the District of Columbia, Brown v, U.S. prohibits
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attorneys from issuing subpoenas without a judge’s supervision. In any case,
the response to a subpoena is a legal decision, and it should be made by a
lawyer. However, it should be noted that the law is always changing, and any
set response procedure may not always be appropriate.

Some professionals are concerned about the time commitment of

subpoenas. It was suggested that upon receipt of a subpoena, the professional

(or the hospital’s attorney if that is appropriate) should immediately contact the
person sending it; the professional and the attorney should then make
arrangements for the court appearance and prepare testimony. A judge will
usually accommodate a professional’s schedule. However, if possible, the
professional should request being ’on call’ or being called when the appearance
is certain rather than waiting at the courthouse day after day.

Release of Records: Parents hold privilege for their children and have
a right to their records. If the nonoffending parent requests the records,
hospital personnel should review the records with the parent. Requests from
the alleged offender are usually refused, at least initially. It is often useful to
have the nonoffending parent sign a release form. In some cases, a child is
authorized by law to decide not to release his or her records to parents. These
laws vary by State, but factors such as the child’s age and the condition for
which the child is receiving treatment are considerations. Again, the person
deciding whether to release the records must know the law. It is difficult to
avoid releasing medical information to offending parents, although it is easier
to withhold mental health records from them. A guardian ad litem could
represent the child in disputes over release of records.

Reporting Cases: The police in Washington, D.C., note that
pediatricians in private practice underreport child abuse cases but they may be
referring them to a child abuse center. In some other areas, private '
pediatricians are reporting more cases.

Prevention Activities: A major deficiency in prevention programs is
that child abuse and neglect training frequently happens in a vacuum.
Successful training is linked to other child and family development learning
opportunities. Primary prevention is the most promising field, but few
programs can fund it. It is imperative that there be a focus for funding
prevention activities to avoid downstream effects. Teaching parenting skills is
one promising approach. There is an untold potential in the integration of
parent education programs with programs such as home visitation. It is also
important to build strength in the community and respond to the cultural
diversity in the community.

Hospital Based Responses to Child Abuse and Neglect 10




Qutreach: One hospital has obtained a grant from a malpractice
insurer to contact local hospitals and provide child abuse and neglect. training
for hospital professionals.

THE MALTREATED CHILD AS INPATIENT
Howard B. Levy, M.D.: Interdisciplinary Approaches

The number of hospital-based interdisciplinary treatment programs is
increasing. The JCCO guidelines are strict regarding these programs, and the
Tllinois Domestic Violence Act specifically stipulates what services must be
available for children.

- Program Goals: At Grant Hospital in Chicago, the Pediatric Ecology
program’s mission is to understand, study, and lessen family dysfunction and
family violence in a fiscally responsible manner. The Illinois Department of
Public Aid funds the program, and the Crescent Corporation conducts the
utilization review. Private individuals act as the steering committee. The
program has about 970 inpatients per year. The outpatient unit has about
7,800 contacts per year that result in 1,600 patients per year. Each program
has to find funding and convince funders that this is an important activity.

The nonhospital-atmosphere inpatient site holds 15 patients. It has two
interviewing rooms with two-way mirrors and videotaping capability. (The
Center informs all patients that they are being taped although no one except
the professionals have access to the tapes.) The rooms are decorated to
produce an atmosphere that will not be traumatic for children, and the
outpatient facility is designed in the same way so that children will perceive
the hospital as a safe setting.

More than half of the patients that the Center sees have been sexually
abused. The children are getting younger, and they seem to have more
complex problems.

Approach; The program uses an interdisciplinary approach to child
abuse and neglect, approaching it through the topic of domestic violence.
Quality assurance, risk management and monitoring are important. Dr. Levy
does not believe in a free standing curriculum in child abuse and neglect.
Teamwork is essential to the program’s approach. Dr. Levy favors a
trifurcated approach involving inpatient services, outpatient followup and
assessment, and a sleep center where children can receive respite care through
the night.

Hospital Based Responses to Child Abuse and Neglect 11
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Interdisciplinary teams consist of representatives of the following
disciplines:

Child development;

Psychology;

Psychiatry;

Nursing/child care;

Pediatrics;

Social work; and

Law enforcement (as observers only).

Representatives of each discipline complete their own instruments. Quahty
control is maintained through peer review and chart review.

The most common disorders at Grant Hospital are dysthymic,
adjustment and anxiety diagnoses. There is also a large number of major
thought disorders and many of these come from children in the foster care
system. Until recently there were no psychiatric disorders found. Parenting
aspects are important considerations. At Grant Hospital they use a broad
ecological model empowering parents to do good things and enhance
communication.

Coordination with agencies also is emphasized. The program gets
referrals from agencies because it can provide services quickly; 65 percent of
the referrals come from the State Department of Children and Family Services.
State workers must be involved in discharge planning. There is concern that
the program should not becoime co-opted and turn into a prosecution unit
rather than medical unit. The longer each center exists, the more time the
professionals seem to spend in court; this is a serious cost effectiveness
consideration.

Outcomes: Early outcome measures that the center is using include the
following:

Provision of services;

Frequency of reabuse;

Discovery of unsuspected types of abuse; and
Identification of previously unrecognized medical and
mental health disorders.

At this point, Grant Hospital is providing six times more services than before,
with a re-abuse rate that is one-quarter of that in the state generally.
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. Leah Harrison, M.S-.N., C.P.N.P.: Preparing for Discharge

The role of the Child Protection Center in identifying, tracking and
preparing cases for discharge is an important yet difficult one.

Setting: Montefiore Medical Center in New York City, has a Child
Protection Center. All children suspected to be victims of abuse or neglect are
referred to the Child Protection Center. The Pediatric Division has 79 beds,
including 14 intensive care beds. Most children are seen as outpatients, and
they may be referred from within the Medical Center or from other sources,
including the Child Welfare Administration (CWA), the New York Police
Department, the New York Department of Education, or private physicians.

In 1991 there were approximately 4,000 pediatric admissions with only 45
documented child abuses cases including three deaths.

Staff; The Child Protection Center’s staff is small. It has a half-time
pediatrician, one half-time psychiatrist, two social workers, two social worker
interns, one nurse practitioner, eight trained volunteers, a secretary, and
medical residents/fellows who rotate through the Child Protection Center.
Children are not admitted without medical necessity. Once the children are
admitted, Child Welfare Administration investigates the case and plans for
release. Because CWA investigations can take a long time, these children

‘ often become boarders. It is not cost effective to use hospital beds in this
way; there is also a danger of infection and the loss of familial bonds.

If a staff member suspects that a child had been abused, someone from
the child abuse office must examine the child. However, hospital staff are
reluctant to report child abuse. The hospital staff believe that they should have
the responsibility for deciding to report cases rather than working with the
child abuse office. A 1985 study by Hampton and Newberger® showed that
hospitals fail to report almost half of the child abuse cases they find. Hampton
and Newberger also showed that race and socioeconomic status affect the
decision to report. Because staff members do not want to become involved in
these cases, they may fail to chart their suspicions of abuse. The one
exception to this is with seriously injured children in the intensive care unit.

In those cases, staff members tend to become overly involved in these cases
and may become frustrated with and angry at the families involved. The staff
work hard to make sure the family fully understands the child’s pain from the
injuries.

*Hampton, R.L. & Newberger, E.H., 1985, Child Abuse Incidence Reporting by Hospitals: Significance of
‘ Severity, Class and Race. American Journal of Public Health, 75, 56-69.
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Discharge: Preparing for discharge can be very difficult. CWA
decides where to discharge a child when the child is medically cleared. The
Child Protection Center works closely with CWA staff and outside agencies to
arrange for discharge. Children do not learn that they are going home until
definite plans are in place. ’

All forms of discharge have problems associated with them. Children
who return home are hard to monitor, even if the Child Protection Center
continues to provide services. Kinship foster care is problematic because
parents often learn abusive behavior from their dysfunctional extended family,
so the children may end up being abused again in these homes. Foster care
uproots children, and the administrative system often is so poor that a child
never meets the foster parents until they come to pick up the child. Children
fear the unknown, and sending them into an unknown situation from an
environment where they had felt safe frightens them. When placed, the
children must deal with being uprooted, new schools, and the development of
new friendships in addition to a new living situation.

Followup: Once a child is referred to the Child Protection Center,
staff members enter information about the child into the computer. This
information includes pertinent details of the child’s history, records, and
scheduled activities for the child. The system allows the staff to follow the
progress of more than 800 children and have active involvement in the cases.
Each staff member or volunteer enters his or her own information, and some
information is obtained from agencies. The Child Protection Center maintains
the child’s file until the staff decides that he or she is out of danger. To date,
no one has attempted to subpoena the computer records.

Outcomes: Since 1984, when the program was developed, families
who have been served have called when in crisis and asked for assistance.
This shows the long term impact and credibility of the program.

Georgette Constantinou, Ph.D.: Accessing Community Resources

As was true throughout the nation, the 1980’s showed an unprecedented
increase in the child abuse and neglect cases in Akron, Ohio. This sorely
taxed the resources and strengths of the existing systems. Community-hospital
cooperation helped to maximize effectiveness of the system.

Type of Program: The Children’s Hospital Medical Center of Akron
has 253 inpatient beds, including a 14-bed adolescent psychiatric unit, and a
10-bed unit for school-age patients. Typically, patients on the psychiatric units
are offered milieu treatment, including a variety of therpeutic modalities.
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However, a maltreated youngster can enter the hospital on psychiatric or
medical units. :

The entry of a maltreated child starts a cumbersome process that is
taxing to the staff and to the child. These children are often those whom the
system has not helped effectively in the past; they are hard to place,
embittered and angry, and their behaviors can be difficult for staff to handle.

Hospital’s Role: The hospital president, William Considine, former
president of NACHRI (National Association of Children’s Hospitals and
Related Institutions) is a strong child advocate who views the hospital in a
leadership role with respect to abused and neglected children. Hospitals must
decide what their role should be in child abuse cases. Like many children’s
hospitals who are strongly geared toward child advocacy, it is easy to view the
hospital solely as the place where children are taken away from parents.
However, this hospital has worked hard to be perceived as the mobilizer of the
community, and a goodwill ambassador.

Hospitals need to develop a process that either keeps abused children
out of the hospital altogether (except in the most extreme cases of physical
abuse) or gets them out quickly, once an accurate diagnosis has been made and
a workable outpatient plan has been set in motion.

Training; Hospitals should assume a lead role in training the people
who make the decisions in child abuse cases. The hospital has now trained the
majority of protective service workers in the county and surrounding counties
about child abuse and neglect as well as normal developmental processes.
These trained workers then serve as troubleshooters for other workers.

Pediatric residents also receive training in how to care for the
behavioral and emotional needs of families. Training primary-care
pediatricians pays off for the hospital because many graduates remain in the
area or move to smaller communities where they are instrumental in creating
similar programs. Training from the hospital creates a pool of doctors,
nurses, social workers, psychologists, child life specialists, psychiatrists, and
others who are capable of dealing with maltreated children wherever they
choose to practice. In January 1992, the hospital received a grant from the
Ohio Department of Human Services to establish a task force to train clinicians
to deliver mental health treatment to child victims of sexual abuse.

Community involvement: In the early 1980’s, a local Coalition for
Children at Risk identified a number of problems which existed in the delivery
of services to abused children. Following that the Coalition received a
$60,000 grant from a local community foundation to spearhead an initiative
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which is still operative 10 years later. Children’s Hospital took a leadership
role in bringing disparate groups together to plan the dissemination of the
grant funds and assist with administrative support. The Coalition took a three-
pronged approach to improving systems:

Protocols were developed to coordinate the
responsibilities of the emergency room, police,
protective service workers, and other agencies involved
in responding to child abuse and neglect cases, with a
strong mandate to decrease the number of interviews of
the child. :

State of the art education was provided to professionals who
provided direct treatment.

The community-based program, the Family Recovery Center,
was designed to serve as a diagnostic and treatment center for
families that experienced child sexual abuse. The Center, which
is still in operation, coordinates interdisciplinary specialists to
provide diagnosis and treatment. The Center is staffed both by
hospital professionals as well as by specialists on contract from
their respective agencies. Contract staff work at the Center one
night weekly to plan and deliver treatment, then return to their
ongoing responsibilities, having received training and
supervision. One result of the Center is the development of a
court-ready forensic evaluation which is always child-advocacy
based. Although the program is supported by grants and Title

XX funds, clearly this is an expensive venture for the Hospital.

In addition, the Akron Summit Group was created in response to a
local CPS case that resulted in a near fatality. This group is comprised of top
executives of all the local agencies who meet four times a year to fine tune
activities and examine gaps in service delivery. Among other functions, this
group was responsible for convincing the county to find permanent funding
sources for the Family Recovery Center. The executive of each agency
attends the meeting personally; no subdesignees are permitted to attend. The
Summit Group is now addressing a change in the local judiciary and will try to
involve the court in its activities in child advocacy. The group is supported by
philanthropic contributions and provides direction for child abuse initiatives
community-wide.

Discussion

Evaluations: Forensic v. Therapeutic: These evaluations have
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different purposes and must be kept separate to maintain integrity. The Akron
program has funding through the Victims of Crime Act (VOCA) for a victim
services coordinator. The position was created because of the number of
unsatisfactory evaluations done in the community. The difficulty lies in
keeping the position filled because it has a high burnout rate. At Montefiore,
forensic evaluations are conducted by appointment, based on a medical model;
Center staff frequently testify in court since the Center has a high load of
cases.

Some participants expressed difficulty in differentiating between
forensic and therapeutic assessment and note that the medical and legal players
have more clearly defined roles; however, the mental health professional’s role
in this process needs further examination. Forensic assessment interviews
become part of change for people. These interviews illustrate the importance
of understanding the dynamic of abuse from a qualitative perspective. -
Unfortunately, however, most researchers have emphasized quantitative aspects
of child abuse and neglect at the expense of the important qualitative aspects;
as a result, there needs to be further research attention paid to the underlying
dynamics of child abuse and neglect.

An additional dilemma is that the courts have dealt only with physical
measures of physical abuse, minimizing the ‘mental health aspects. But,
evidence of probing by a mental health professional can discredit a child’s
testimony in court. It may be important for professionals to use the strong
body of literature to convince juries that children are not highly suggestible
and that shaping children’s testimony is difficult. In this way professionals
should educate the criminal justice system.

Future Research Directions: While a great deal is known about the
pathology connected with child abuse and neglect, very little is known about
children’s resiliency and coping. In order to develop additional strategies,
these aspects should be examined. Research should concentrate on how
children cope with stressful life events, not only on the damage done to them.

While treatment outcome studies are needed, there is no consensus
about what a healthy family or child is. In addition, studies cannot replicate
what a therapist does with a caseload. Treatment outcome studies must
measure the person providing the treatment as well as the subjects of the
treatment. Concrete solutions are needed but the prevention studies that are
needed are costly. In addition, outcome studies which also address family
variables and interventions are needed. One way of addressing this is for
clinicians to examine the decisions they make and articulate the criteria they
use.
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Discharge Planning: In some programs, four month followups have
been tried, including measures such as satisfaction with clinic services and the
professionals involved. Yet at the same time, the hospital is involved in
discharge planning. Some professionals are skeptical that CPS will do a
reliable job of placement and review of the home’s safety, including frequent
monitoring of whether the perpetrator is still or visiting the house.

There is disagreement over the hospital program’s role in
investigations. Some believe that if a program discharges a child, it must be
sure that the child will be safe. If it is not sure, it should fight the decision to
release the child. In these settings, CPS tends to listen when the program
disagrees with a placement decision. Putting the reasons for disagreement in
writing is especially effective. In Pittsburgh, the program uses two
approaches. If program staff are not worried that the child will be seriously
harmed, they protest the decision through normal administrative channels. If
they are still concerned for the child’s safety, they contact child advocates. In
programs with decreased emphasis on investigation, the program discharges
the child to a person who clearly is not the perpetrator. If the child is going to
family members, the program makes sure that family members do not deny
that the abuse happened. Pennsylvania law says that anyone can petition on a
child’s behalf, so CHOP threatens to go to the City Solicitor if it encounters
problems. :

On the other hand, others believe that programs should be active, but
programs must stop short of doing CPS’s work for it. Programs have to
define their roles, and not focus on investigation. In some cases, a program
cannot hold a child after CPS decides to release the child to his or her parent.
The program is under pressure from administrators to send home children who
are using beds that they are not paying for.

MULTIDISCIPLINARY TEAM RESPONSES
David L. Chadwick, M.D.: Networks of Facilities

In recent years the idea that hospitals should compete in a free-
enterprise system has made it more difficult to provide child abuse and neglect
services. Child abuse services are costly, sometimes not covered by insurance
reimbursement, and time-consuming; when faced with budget cuts, many
hospitals look toward the child abuse and neglect services as providing
supplemental rather than vital and cost effective care. One element that
disappeared in our society was health planning that provided the appropriate
level of health care to serve a given population. A rational referral pattern
might allow for increased accessibility of service.
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Background: In late 1980’s, the California Medical Association
published a book entitled Regionalization of Health Care Services for Abused
Children in California. This volume examined how health care services for
abused children might be delivered throughout the State. This book set out the
services levels required:

[ Entry Level: Every mandated reporter is required to
have some idea of when to be suspicious; experience and
knowledge of the issue must be basic.

o Level One: This level of service usually occurs in a rural
county with a population around 100,000 that is served by a
single hospital. Personnel resources include a referral system
involving pediatricians and family practice physicians who are
taking care of the needs of most children in the area, a hospital,
nurse, social workers, and the Department of Social Services.
There would need to be at least one pediatrician interested in
child protection who has postgraduate work in the field. This
group would be the nucleus of a multidisciplinary team.

. Level Two: This level of service should support 1-10
level-one facilities through continuous availability,
consultation, and other means. A referral pattern
should develop. This network should have complete
trauma diagnostic capabilities for all forms of child
abuse and neglect. These capabilities include the
following:

- Pediatric imaging service;

- Interviewing for sexual abuse, including video- and
audiotaping capability;

- Colposcopy and people trained to do it;

- Therapeutic mental health services; and

- Foster care specialists.

The healthcare system should maintain its own social work capability
for the children who come in through the healthcare system because the
evaluation at the bedside, outpatient facility, or emergency room often is the
first contact the family has with the system.

Team Meetings: Since 1975, the Multidisciplinary Team at San Diego
Children’s Hospital has been meeting once a week for two hours providing
interchanges about cases. The discussion usually focuses on the most serious
cases or those in which there have been disagreements. The regularity of the
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meetings shapes interactions and provides for familiarization with each
provider’s professional culture. More than anything, this has become a good
habit. Law enforcement personnel come because they want the information
that is available at the meeting. In other programs, law enforcement personnel
attend only after being ordered by their Commissioner; this process is assisted
by meetings between the team and the district attorney.

Mireille B. Kanda, M.D.: Role of the Multidisciplinary Teams

Multidisciplinary teams come in various forms, and these forms depend
on location, needs, and founder’s vision. No single model or magic formula
exists. The mission of Children’s National Medical Center (Washington,
D.C.) is to treat medical and mental health issues and to advocate prevention.
To raise the visibility and credibility of the Division of Child Protection (the
team), it functions at the level of a hospital department.

~ Service Provision: One function of the Division is to provide services.
It provides inpatient, outpatient, and outreach (called the Satellite REACH
program); the mental health services include both therapeutic and prevention
components with a heavy emphasis on parenting skills. The Division provides
diagnostic and therapeutic services, group therapy, and a special program for
juvenile sex offenders. Another aspect of the Division’s services is a project
that teaches parenting skills to women at Lorton Reformatory, and another
provides services at a shelter for battered women. Many of these services
were initially created through grant support and have now become fee for
service programs with some support supplement.

Role within the Hospital: Because the Division is prominent within
the hospital, it also functions as an advocate within the hospital. It advocates
for children, and it may go against the needs of the hospital in issues such as
bed utilization and boarder children. The Division also functions as the
institutional watchdog because it is the designated reporting office for child
abuse and neglect. The project counsels families, prepares children for court,
and helps families and hospital staff navigate the court system without relying
on the hospital’s general counsel.

The project provides institutional quality assurance and risk
management services to all 33 hospital departments in the area of child
~maltreatment. It does both internal and national training. It conducts research
that is sensitive to cultural diversity and competency.

Administrative Concerns: Multidisciplinary teams have diverse needs

in supervision. Professionals should be supervised by other professionals from
their respective fields. Team participants should be careful not to overstep
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boundaries into other people’s fields. People working on the team must have a
common philosophy and have primary allegiance to the team.

The Administrator must be bold, creative and willing to take risks.
While nurturing staff, the administrators should encourage professional
academic staff development, demanding productivity and competency.

While not in the team’s mission statement, fundraising often becomes
an issue. Programs may need to seek out endowments and other local
contributions. Program developers need to bear in mind that not all services
will be billable.

Toni Seidl, R.N., M.S.W.: Working of the Teams

The Multidisciplinary team at Children’s Hospital of Philadelphia began -
in 1973 to address the complex social, psychosocial, economic and political
forces impacting on families. Since that time, the professionals have devoted
their time without consideration of compensation.

Initial Organization; The Team meets for 1 4 hours each week to
educate its members and review cases. Usually two cases involving seriously
ill inpatients are the focus for the discussion. Followup sessions were
scheduled. The team is chaired by the Social Work Director; the other
members of the team include two SCAN physicians who rotate monthly, a
SCAN nurse, an in-home services provider, the emergency room head nurse, a
mental health liaison from a child guidance clinic, occupational and physical
therapists, a pediatric resident, a floor nurse, a parent services coordinator, a
neurosurgeon, a pathologist, an outreach social worker, a family worker
provider, and a CPS liaison. The CPS liaison, however, has usually been an
intern rather than a permanent staff member; unfortunately this may be a
reflection of an ambivalent commitment by CPS. The team has not included
psychiatric, legal, or law enforcement professionals; however, the team has
access to the in-house hospital counsel. Team members teach an
interdisciplinary course at the University of Pennsylvania.

Development Issues: When the program began, its members spent
little time in court; contacts with the judicial system were informal in the
family court system, not in the criminal courts, and were often by telephone.
Fewer children were in foster care because more extended families were
available to care for them. In 1982, attendance at team meetings fell off
because of an increase in competing demands. The outreach program lost its
broad-based funding and came to depend solely on funding from the
Department of Social Services. The program thus became unable to make
direct referrals. The SCAN team became a continuous clinic for some

Hospital Based Responses to Child Abuse and Neglect 21



families. Some second generation referrals are seen not necessarily for abuse
but for at-risk factors.

In 1982, CPS was involved in a lawsuit and terminated its participation.
The SCAN nurse was also lost. Today, the team remains an identifiable
resource. Its members include the social work coordinator, social workers, a
resident physician, and a social work intern funded by a private patron.

Services: Team members make daily rounds of their patients. They
view the emergency room personnel as the gatekeepers for the system. The
team does not do ongoing treatment, but it does offer excellent crisis
intervention services. The team also runs a community clinic that is a sexual
abuse center for children younger than 12. Using the clinic keeps the children
out of the emergency room and offers more experience and comfort than
would be available in the emergency room.

The team has a multidisciplinary function working towards
collaboration. Each member must respect the boundaries of the different
disciplines. S/he must learn to incorporate the assessment skills and priorities -
of other disciplines. The social work coordinator supervises two emergency
room social workers and a trauma social worker. Approximately 800 children
are reported for abuse each year; of these, 225 are referred as sexual abuse
cases although the actual figure might be twice as high.

- The departure of one member of the Team can be critical in terms of
replacing that individual with someone equally committed and experienced in
interdisciplinary approaches and child abuse work. In Ms. Seidl’s experience,
encouragement is needed to attract social workers, nurses and mental health
professionals to the field.

Discussion

Outcome Evaluation: Some programs are evaluated on outcomes that
include the reduction of number of days the child remains in the hospital, the
reduction of inappropriate emergency room use, and case planning. Other
programs try to match the hospital’s mission in order to gain the highest level
of support.

Discharge Planning: Some programs retain children when they cannot
discharge the child to a safe environment where the child’s needs can be met.
In such cases, the hospital’s overstay committee may complain about aborted
discharge planning, but its complaints are dealt with by the team. This
situation tends to occur when departments refer cases to the team only on the
day that the child is scheduled to leave the hospital.
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Regionalization and National Plans: A few years ago, a legislative

sponsor was found for a regional approach in California to implement using
Title V of the Social Security Act; shortly thereafter the State experienced
fiscal difficulties and no new program emerged. However, de facto
regionalization is occurring because good hospitals can provide tertiary
prevention even while suffering a financial loss on a program. However, no
planning, pattern, or legislation is in progress. To make any program work,
continued advocacy is needed including in university training.

Fees; The child abuse field might be best served by learning from the
neonatologists who found ways of being reimbursed for services. Although
debate continues, some observers note that the field needs administrative
structures such as sliding fee scales. Some view sliding scales as unacceptable
if third-party payers are being billed and one fee is set and another is billed.

However, a sliding subsidy scale-that would provide a subsidy only after all
* other resources were exhausted would be acceptable. To work successfully
with a sliding scale, some programs assess the financial need of the family and
use a sliding fee scale as one of many options to provide services to people
who have no insurance and little money. Having an eligibility worker on staff
is important in charting coverage. Most programs are absorbing the costs and
some rely on pastoral care services as a backup.

One program has found that 40% of its clients are Medicaid, 20% are
self-paying, 30% have insurance coverage. Today, insurance companies are
covering fewer and fewer services. This payor-mix needs further examination.
To assist in payment for services, the child abuse and neglect field needs to
codify the services provided involving the American Medical Association,
State medical associations, the American Humane Association, and other
sources and to develop acceptable reimbursement categories. Then the field
would be able to create similar categories to those traditionally used in other
fields of medicine, such as in the Surgeon’s "Relative Value Scales,” which
became the "current procedural terminology. "

Other techniques to sustain fees involve bringing paying children in
from the suburbs to offer them treatment. Additionally, using baccalaureate-
level social workers to connect clients to entitlement programs is helpful in
containing costs. Lastly, one program negotiated a fee for evaluations with the
Department of Social Services. Although this fee does not cover all the costs
involved, it is better than receiving nothing at all. It is clear that creative
efforts for obtaining payment are needed; there is sentiment that in a crunch
for money, the assessment and care of abused children may not be a core part
of managed health care programs. Having eligibility workers available in the
hospital helps with the billing services.
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Emotional Costs: It is important to define the emotional costs for
staff, especially those who work with children every day. To address this
problem, some programs direct experienced social workers to talk to staff
about difficult cases. Some hospitals conduct in-house programs as well as
employee assistance programs; the latter may be most beneficial since they are
totally confidential and outside the management system. In these services, the
question of what happens to children after the workers see them is discussed.
The program gives aggregate information as feedback to intensive care and
emergency room staff. Another way to address burnout is to have frequent
support interaction with the frontline staff.

One downside to the specialized knowledge base and coherency of an
established team is that the team may appear elitist to someone who comes in
from the outside. Teams can lose touch with the hospital as well as the
community when they get too technical and become a closed system; this can
impair relations with otherstaff.

THE HOSPITAL IN THE COMMUNITY
Keith L. Kaufman, Ph.D.: Community-Hospital Research Collaboration

The focus of research is not just to answer a question but to foster
advocacy, community education, intervention and initiatives in a hospital
setting. Research includes experimental, epidemiological, and program
evaluation projects with dissemination geared towards advocacy and education.

Sample Setting: Children’s Hospital of Columbus is a 313-bed tertiary
care facility. The hospital’s Family Support Program provides comprehensive
child abuse assessment services, treats victims of sexual abuse and their
families, and treats adolescent sexual offenders. In 1990, the hospital’s child
abuse assessments totaled 1,240. Of these, 69 percent were assessed for
sexual abuse, 24 percent for physical abuse, and 7 percent for neglect. The
hospital -also houses the Department of Pediatrics of Ohio State University and
has its own research facility. Part of the hospital’s mission is to be a
community network with resources for interdisciplinary input and clinical data
collection with research in mind.

Collaborative efforts: Collaboration between researchers, hospital
staff and community agencies offers several advantages:

o Community agency staff can enhance study design or

instrument development by offering insight into the
characteristics of the population they serve.
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In some cases, community agencies represent the only
access to the target sample.

Collaboration may facilitate later adoption of clinical
practices suggested by study findings, as agency staff
may have a sense that they participated in its
development.

The agency may benefit through increased monetary
compensation, enhanced client assessment protocols, or
in increased ability to address program evaluation
needs without expending agency funds.

However, several barriers may make these collaborations more difficult:

Community agencies may have concerns about the effect
of a research program on the staff’s clinical
productivity.

Agency staff may perceive research as lacking clinical

application or as targeting the wrong issues.

Agency staff may see the research relationship as one-sided,
with the researcher exploiting the agency without giving
anything back.

Hospital staff may resist giving up control over
decisionmaking.

There may be concerns about payment for additional
time and duties.

It is possible to develop a continuum of collaboration based on who
initiated the research, where data is collected, the composition of the research
sample, and how the research findings are applied:

Research initiated in the hospital, with data collection in the
hospital, using a community sample and leading to community-
focused prevention education.

Research initiated in the hospital with data collection
in the hospital and the community from a sample of
community professionals and leading to a professional
education effort.
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o Research initiated in the hospital using a community-
based or clinical sample and leading to general
community education.

o Research initiated in the community-agency using data
collected in the community incorporating hospital
consultations and leading to program advocacy.

Hospitals can take the following steps to enhance collaboration:

L Learn about community agencies and settings;

° Involve agencies in study planning;

L Meet with agency staff early in the project;

o Contract with agencies to outline expectations and
commitments;

° Offer reasonable remuneration to agencies;

° Plan for adequate resources to minimize disruption to
agencies;

o Plan the schedule for the convenience of agency staff;
and

] Provide agencies with study feedback and acknowledge
them in publications and presentations.

Alice Kitchen, L.M.S.W.: Hospital-Community Task Forces

The real dilemma is the balancing act between the hospital’s mission
and the financial realities of reimbursement. While a hospital may have the
expertise to provide the needed services, these services are time consuming,
emotionally draining and costly.

Setting: Children’s Mercy Hospital sees 156,000 outpatients and 6,700
inpatients per year. The Hospital is a pediatric acute care facility located in
the metropolitan Kansas City area, which has a population of 1.5 million
people.

Role of the Social worker: Social workers have a variety of
responsibilities in addition to working with patients, families, and community
agencies, including the following:

Educating hospital staff about the role of CPS;
Serving as a focal point for data collection;
Reviewing protocols;

Dealing with security and custody issues;
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L Communicating with families about what the various
professionals are doing;

o Working closely with risk management professionals; and

L Deaiing with the media.

In recent years, with the media has resulted in a strain between the
protection of families from intrusion and promotion of good public relations.

Background and foundation: Internal: Within the hospital key staff
working on Child Protection Teams studied hospital services and patient/family
needs over a period of nine months starting in 1988. As a result of the
findings, recommendations were made. Yearly improvements or lack of
improvement are documented and reviewed by Team members.

External: One outgrowth of the hospital’s community-based approach
was initiated as a result of a Task Force finding in 1989 documenting delays in
discharge due to complications brought on by drug using mothers. Hospital
staff then developed the Metro Drug Exposed Infants Tasks Force to study
increasing problems of drug exposed infants. This task force was not
composed solely of hospital administrative staff but represented a broad group
of hospital and community elements. A juvenile court judge on the Task
Force initiated legislation which incorporated the following recommendations:

® Key state agencies (social welfare, health, education,
drug/alcohol) should work together to coordinate state
resources, services and develop protocols;

o Substance abuse education for Obstetricians/ Gynecologists,
Pediatricians, and Family Practice Physicians should be
required;

® Physicians should refer drug-using pregnant women to
health, social, and child welfare services; CPS cases
should be held open at the physician’s request until
risks to child welfare can be resolved;

o Multidisciplinary teams should be formed to address
local issues and coordination of services;

o Drug treatment should be available to pregnant and
post-partum women;

o Prevention education for elementary and secondary
school students should be available;
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L The statewide prevalence of drug abuse should be
studied;

° Drug treatment should be available to pregnant women;
and

] A toll free hotline should be established to give
information about available treatment and health care
resources.

The Task Force participants must be willing to question deeply held
beliefs. Mechanisms must be available to resolve conflicts between
professionals from different disciplines; organizers must realize that conflict
goes with the territory and be committed to sharing responsibility for work,
taking risks, developing recommendations, and engaging local and state elected
officials. All staff should be thoughtful educators. The results of the
community approach included three separate substance abuse demonstration
intervention programs for drug using women and their families, families at risk
of becoming involved in the child welfare system due to drug use by a family
member (Safe-TYES), and a comprehensive drug treatment program for drug
treatment and Medicaid funding (C-STAR).

Hospital-Community Partnerships: The following actions would
encourage the formation of hospital-community partnerships and improve
service delivery:

o NCCAN and NACHRI should work together to examine how
the medical coding of child abuse symptoms by

diagnostic category can be quantified to better document the
extent of the problem.

L Incentives should be provided for community hospitals
to form partnerships in the community.

] A common vocabulary should be developed across all
disciplines.

o More research should be conducted on the influence of
poverty and despair as it relates to child abuse and
neglect.
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Frederick Green, M.D.: The Hospital’s Service to the Community

"Hospitéls are not only in but of the community...Child protection is a
shared community response.”

Hospital Involvement: Involving the hospital in community efforts
doesn’t just happen; the hospital needs to recruit people interested in primary
as well as tertiary care. This requires a multidisciplinary, multicultural, multi-
involved constituency or Board that is involved in different community areas,
including volunteers, and corporate interests in its activities. The message
must go out to people on the street, not just to those already committed to the
issues.

Issues for Urban Hospitals: Most hospitals are located in cities.
Many of these cities have special problems such as poverty and polarization.
These factors create a cohort of at-risk, medically fragile children who have no
chance to have a normal childhood. In the long run these children will have
problems as adults. To serve the community, the hospital must provide
sensitive and culturally relevant services with a view towards programs for the
year 2000 and beyond.

The children’s hospital is perceived as an expert in all forms of child
welfare. It should be involved in all forms of community prevention, and its
doctors must be involved in the political and social issues of the community.
In Washington, D.C., the violence has become overwhelming. Sixty-eight
percent of the victims admitted to hospitals have no insurance. Each can cost
the hospital $1,000 to $268,000 per year, accounting for a total of $20.4
million last year in Washington, D.C., alone. Hospitals desperately need
financial relief, but no source of relief is in sight. There are 106 Maternal
Child Health programs across the country distributed across five Federal
Departments. While this indicates that there is a lot of legislation and
programming, it also indicates a lack of coordination.

Additional Issues

Emotional Connection with th mmunity: While the hospital is
physically located in a community, its staff often live in suburban and rural
areas. As a result, they are not connected with the civic problems downtown,
and may not understand the problems facing the hospital’s community. This
situation is compounded by the fact that every hospital has what it perceives to
be "desirable" patients. These patients look and talk like the service ‘
providers, and they have third-party payors. City hospitals, however, must
serve the children in the city, many of whom do not fall into this category.
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Service providers must follow children beyond the hospital walls and not let go
of them.

In order to prevent itself from being insulated from community
problems, hospitals must take action. Efforts should be made to hire staff
from the community and enhance the emotional alliance between worker and
institution. Hospitals must demonstrate their commitment to the community,
their accountability to the State, and step out of their environments to address
appropriate issues. One example is to use vacant facilities to serve as safe
havens so that children do not occupy valuable hospital beds. In addition,
changing incentives for professional advancement would be a big step. If
salary and promotion depended on a professional’s actions in the community,
more professionals would be responsive.

A new mythology: Service providers need a "new mythology" where
creativity is stressed, victimization of professionals is minimized and children
are followed beyond the hospital walls. Instead of admitting those who are
interested in established procedures, schools should look for students who
would be willing to accept a "new mythology.” Alternatively, students
initially interested in primary care need to be exposed to role models in
medical school who are concermned primarily with primary care; these role
models would also be interested in the complex social factors of the
community and patients and not just their physical survival. To encourage
incoming students to pursue a "new mythology," attention must be directed as
well to reducing the huge debt medical students incur; this debt often deters
them from practicing and serving in fields which are not highly lucrative -
child abuse and children’s services rank high in this category.

To further the work of these role models, promotion systems should be
encouraged to reward teaching. A doctor who serves in a hospital for 12
months has little undisturbed intellectual time for teaching. If the doctor also
has to raise funds and battle the hospital administration for support, no time
remains for research. Criteria for advancement and for salary increases need
to be changed. The policies on promotion and tenure are sexist to the core.
The clock for tenure consideration does not stop during pregnancy or for other
family responsibilities. This is especially relevant because many people in
child abuse programs are female. In some medical centers which reward
teachers and clinicians with a different track, these professionals are seen as
second-class citizens.

Not letting the child go is the important part of the "new mythology."
In such a model, doctors would be less authoritarian and would share
authority. Although the reporting institution should not let go of abused
children, others share responsibility for protecting that child. However, in
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some cases, in trying to get the hospital to respond to children’s needs, some

. departments resort to economic blackmail-saying that they will hold the child
(and thereby occupy a bed that a paying patient could use) until they are
satisfied that the child will be safe.

The same resources and support that are given to biomedical and
surgical facilities, need to be provided for child abuse programs. Research in
social sciences would need to be a part of such efforts especially if a child
abuse research network can be developed. In this way, the glory, optimism
and productivity that is often found in other subareas of medicine might be
created in children’s medical services thereby attracting more practitioners in
training as part of marketing the field to both the community and the hospital.

Advocacy and Timage: While no hospital professional can control the
entire process, the hospital may be able to track the parent and child through
the system and serve as a family advocate. The legislative process must also
be used to address complex social problems that lead to child abuse and
neglect.

In addition, child welfare professionals do not know how to market the
field of child protection. They need to show the public successful stories such
as those which have been marketed by the fields of endocrinology and

. maternity by presenting a positive message. Child welfare services should
show the public successful families that have been helped by child welfare
services. To do this, successful programs treat their clients seriously and
involve them in planning.

Effective hospital-based programs have the full support of top
administrators, so professionals have to act as advocates to get that support.
Also, hospital-based programs must join with the parents they serve to tell
administrators what is important. Rather than only telling families what to do,
child abuse programs need to work with families to define their needs.
Effective lobbying and fundraising are needed along with an effective pediatric
child abuse and neglect network.
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SUMMARY AND CONCLUSIONS
Several themes dominate hospital based responses to child abuse and neglect;

L Child abuse is not simply a pediatric problem; it affects all of
society.

[ Many hospital-based programs are fecling an economic strain.
The development of Diagnostic Reimbursement Groups (DRG)
has resulted in an emphasis on discharge and short term hospital
stays. This is problematic in child abuse and neglect service
delivery when children’s safety competes with DRG discharge
policies and hospital concerns over reimbursement.

® - The role of the hospital has changed, and this change
has affected the hospital’s public prevention efforts.
Child abuse and neglect programs cannot be maintained

. if they have marginal status in the hospital. Likewise

the burnout by workers needs to be addressed in order
for programs to offer continuity of services. The role
of the different professionals should be reviewed and
collaborative complementary efforts expanded.

L A new conceptualization is needed to address the ethical
issues; media and public relations, professional esteem
and professional role advancement.

° Collaboration between the hospital and the community is
the key to future strategies for child protection.

There are several strategies and recommendations to address the foregoing
concerns.

Regionalization: States should regionalize and coalesce their limited
resources.

Education, Training and Dissemination: Physicians should receive
more education about child abuse and neglect issues during their training;

continuing education should be required for re-licensure across professions.
One way to promote these requirements would be through the JCCO.

Articles about the subject should appear in a broader spectrum of
journals, instead of journals geared towards the child abuse and neglect
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specialty groups; emergency medicine publications would be one example.
Newsletters should also disseminate information and reprint key articles.

Programs need to provide support services for staff who specialize in
child abuse and neglect cases in order to decrease the emotional toll and
effects of burnout.

Conference proceedings should be presented to hospital Chief Executive
Officers and to NACHRI. Continued in-depth discussions of issues facing
hospitals in delivering child abuse and neglect services should be encouraged.
Conferences and dissemination of findings should be made available to
regional groups as well as invited symposia attendees.

Future Research; Future research for hospital based responses should
focus on the development of abuse-specific protocols, and comparisons of
treatment models. The national data archive should be used to a greater extent
by investigators. The connection between research and good clinical practice
needs to be made clear to practitioners. Multicenter comparisons would be
another important area. Major literature reviews, such as the forthcoming -
Research Agenda from the National Academy of Sciences need to be widely
disseminated to both the research and practice communities. Bibliographies
must be readily available through Clearinghouses.

Fiscal Concerns: Practitioners need training in means of obtaining
reimbursement. Victim restitution funds should be investigated as one source
of reimbursement. Practitioners also could use information on fundraising,
especially from private institutions and foundations.

Hospitals need information on how to use coding systems and how the
incidence and prevalence numbers across the county/state/region can provide
uniform clear information on child abuse. The hospitals need to find ways to
make a non-revenue producing activity part of their planning. Some way of
billing for non-clinical time under waivers of the Social Security Act Title XX
would be another strategy.

Assistance and Evaluation: Community-based programs need a
technical assistance system that they can access. Such a program could
resemble the National Institute of Mental Health technical assistance programs;
this strategy would directly enhance quality. Staff with experience in the field
are needed. One example of a technical assistance program would be the
development of a computer network for resource support.

Existing programs should be evaluated, as should programs that have
failed; both the short term and long term positive and negative features of
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these programs should be detailed to assist other communities in their efforts
to provide comprehensive care. Partnerships between universities and
hospitals might strengthen these evaluative components. A means of providing
Federal technical assistance to programs should be developed; computer
networks might be included in these assistance strategies.

System Change: The current system is a reflection of the emphasis on
legal solutions to child abuse and neglect. This emphasis may not be serving
children and needs to be addressed. There are widespread frustrations with the
child welfare system which need to be addressed in the coming years. Child
welfare agencies need to understand the mission and expertise of the hospital
based programs. The emphasis on legal solutions to child abuse and neglect
may not be the appropriate approach for today’s society. In order to change
the larger systems, hospital administrators need to be involved in creating the
"new mythology."
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HOSPITAL-BASED RESPONSES TO CHILD ABUSE AND NEGLECT
A Symposium Sponsored by the
National Center on Child Abuse and Neglect

Washington Hilton
1919 Connecticut Avenue, NW
Washington, DC 20009

(202) 483-3000
May 18-19, 1992
Monday, May 18, 1992
8:00 a.m. Registration and Continental Breakfast Monroe Ballroom East
8:30 a.m. Welcome and introductiom

Wade F. Homn, Ph.D., Commissioner
Administration on Children, Youth, and Families

~ David W. Lloyd, ].D,, Director =
. National Center on Child Abuse and Neglect NCCAN)

Mireille B. Kanda, M.D., Director
Division of Child Protection, Children’s National Medical Center

David Mrazek, M.D., Chairman of Psychiatry Department
Children’s National Medical Center

9:30 a.m. Break
9:45 a.m. Panel I: Identification and Initial Response
Presenters: Tobey Lawson, J.D.
Carolyn Levitt, M.D.
Stephen Ludwig, M.D.

Moderator: Sheryl Brissett-Chapman, Ed.D.

11:15 am. Break
11:30 am., Discussion by Presenters and Attendees
. 12:30 p.m. Lunch Monroe Ballroom West
Speaker: David W. Lloyd, ].D.,
Director, NCCAN
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2:00 p.m.

Panel II: The Maltreated Child as Inpatient

Presenters: Leah Harrison, M.S.N.
Georgette M. Constantinou, Ph.D.
Howard Levy, M.D.

Moderator:  Constance Battle, M.D.
3:30 p.m. Break
348 p.m. Discussion by Presenters and Attendees
4:45 p.m. Adjourn
Tuesday, May 19, 1992
8:30 a.m., Continental Breakfast Monroe Ballroom East
9:00 a.m. Panel III: Multidisciplinary Team Responses
Presenters: David Chadwick, M.D.
Mireille B. Kanda, M.D.
Toni Seidl, MS.W.
Moderator: Ann Langley, M.Ed.
10:30 a.m. Break
10:45 am. Discussion by Presenters and Attendees
12:00 noon Lunch (on your own)
1:30 p.m. Panel IV: The Hospital in the Community
Presenters: Alice Kitchen, LM.S.W.
. Frederick Green, M.D.
Keith L. Kaufman, Ph.D.
Moderator: Mary Carrasco, M.D.
3:00 p.m. Break
3:15 p.m. Discussion by Presenters and Attendees
415 pm, Summary and Conclusion
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Hospital-Based Responses
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Series on Violence in America

Hospital-Based Intervention
in Child Abuse

In this article, one in a continuing series on Violence in America,
guest edited by Dr. Norman B. Levy,” the author offers a guide to
initiate a program that will help hospital-based physicians deal
with the traumatic problem of child abuse.

Arthur H. Green, M.D., Dir., Columbia-Presbyterian Family Censer (Child Abuse
Prog=m)- As<oc. Clin. Professor of Psychiary. Div. of Ckild Psychiatry, Columbia U.
College of Physicians & Surgeons; Dir., Therapeutic Nursery, Presbyterian Hosp., NYC

» The various forms of child mal-
treatment, indications of how child
abuse could be detected through a
careful history and physical exami-
nation, the major etiological com-
ponents of the child abuse syn-
drome, the specific personality
traits of the abusing parents, the
characteristics of children that con-
tributed to their abuse, and the
environmental stresses that trig-
cered their violent interaction were
all discussed in an article that ap-
peared in the May 1979 issue of
Resident & Staff Physician. The
article also summarized the typical
psychodynumics encountered in
abusing families and discussed
treatment of both the parents and
the children.

The incidence of child maltreat-
ment has increased dramatically
over the pust four years. In 1977,

'l?.’. Levy i5 Dircctor of the Liaison Psychiatry
Dirisiun at Westchester County Medical Center
a3¢ Professor of Psychiary, Medicine, and
S_ulf;:.-y at New York Medical College, Vathalla,

the New York City Central Regis-
try for Child Abuse stated that
24,400 cases of child abuse and
neglect were reported that year. By
1980, this figure rose to 32,000,
and in 1981 jumped to 43,000,
amounting to a 34% increase in one
ye:.i. There also has been an even
larger increase in the national re-

porting of sexual abuse. In 1976, -

1,955 sexually abused children
were identified; in 1980, 25,000
such cases were reported, accord-
ing to the American Humane Asso-
ciation’s national survey on sexual
abuse.

Although the causes of this “epi-
demic™ are complex and might be
associated with weakening of ‘the
family structure, an increased
number of working mothers, and
adverse economic factors, we are
faced with the immediate task of
breaking the cycle of family vio-
lence which seems & be transmit-

ted from generation to generation. -

The high percentage of disorga-
nized, multiproblem families in-
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volved in maltreatment requires a
wide array of psychiatric, medical,
and social services which usually
are not available at any one treat-
ment facility.

In the past, the problem of child
maltreatment was dealt with by

- placing the child in a foster home
or institution. This practice contin- -
ued until follow-up revealed that -
many of the children had been -

reabused in their new setting.
These children were often shifted
from one home to another and ap-

peared to be equally victimized by

their *“rescuers.”

Their natural mothers became

gnant shortly after termination
of their parental rights and contin-
ued their abusive behavior with
their new offspring. Unfortunately,
a huge foster care “industry” was
created during this attempt to
achieve an illusory cure. However,
it is more efficient and cost eftec-
tive to deploy our resources to
attack the root causes of the child
abuse syndrome operating in the
parent, child, and environme:t
rather than try to create a simulated
“proper™ home life. Hospitals and
medical centers are logical sites for
this type of intervention bscause
only they can provide the compre-
hensive services needed to rehabil-
itate maltreating families.

The following model for a hos-
pital-based treatment program for
maltreated children and their fami-

Phot « courtesy of UPI




lies is based upon the author’s
experience initiating and directing
similar facilities at the Downstate
Medical Center in Brooklyn and at
the Columbia-Presbyterian Medi-
cal Center in New York. The hospi-
tal-based program is designed to
involve abusing and neglecting
families in a network of compre-
hensive, immediate, and long-term
crisis-oriented mental health, so-
cial, and medical services from the
moment of the identification of
maltreatment, through the child’s
hospitali.ation, and following his
discharge. The purpose of this in-
tervention is to protect the child
from further injury, strengthen the
family and its child-rearing capaci-
Q', and provide psychological reha-

ilitation of the maltreating parents
and their child victims. Contact
with the parents is maintained until
the quality of parenting becomes
reasonably adequate to meet the
physical and emotional needs of
the children.

Such programs require a multi-
disciplinary team approach, in-
volving the coordination of several
clinical services from the medical
center. The most important of
these are the departments of pedi-
atrics, child psychiatry, adult psy-
chiatry, nursing, and social ser-
vices. These disciplines should be
represented in a child abuse com-
mittee, which reviews and evalu-
ates all suspected cases of maltreat-
ment and acts as a consulting body
to the staff and administration of
the hospital. The director of the
‘rogram coordinates the services

Wirom the involved departments.
Since a major portion of the inter-
ventions consists of psychiatric

evaluations and treatment, the pro-
gram can be directed most effec-
tively by a child psychiatrist or an
adult psychiatrist with some expe-
rience with children and parenting.
The hospital-based treatment cen-
ter should operae in close liaison
with the local child protective ser-
vice agency and the family court.

Role of Pediatrics

The pediatric inpatient and out-
patient units identify and report all
suspected cases of maltreatment to
the state central child abuse regis-
try, which, in twrn, notifies the
local child protective service agen-
cy. Children seen in the outpatient
clinic or emergency room who are
suspected of being maltreated are
admitted to the inpatient service.
These children receive a thorough
pediatric evaluation and medical
treatment for their injuries. The
staff member filing the child abuse
report, usually the pediatrician or
emergency room nurse, states his
reasons for making the report and
notifies the parems of the need to
hospitalize the child. The nurses
and social workers are trained to
observe the child’s behavior on the
ward and his involvement with
peers and staff. They record the
visiting patterns of the parents and
the quality of the parent-child in-
teraction. These observations may
provide confirmatory evidence of
maltreatment in cases where the
injuries and history are equivocal.
Infrequent parental visiting and ex-
pressions of fearfulness on the part
of the child, such as avoidance or
withdrawal from a parent or hospi-
tal personnel, hypervigilance, and
“frozen watchfulness,” may signal
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the presence of abuse or neglect.
Some abused children will act in an
extremely provocative manner, so
as to elicit punishment from the
staff. When asked to account for
their injuries, some children are
able to talk about their abuse if they
have developed a trusting relation-
ship with a staff member. After
detecting and reporting suspected
maltreatment, the most important
role of the pediatric staff is to
establish an initial therapeutic rela-
tionship with the abusing parents.
Successful engagement of the par-
ents in a supportive, noncritical
relationship during the child’s hos-
pitalization will enhance their sub-
sequent capacity to form a thera-
peutic alliance with members of
the treatment program. Before the
child is discharged, the psychiatric
consultant from the treatment pro-
gram should be introduced to the
parents and child in order to assess
their psychiatric status and suitabil-
ity for involvement in the outpa-
tient treatment program or thera-
peutic nursery. Following dis-
charge, each child is assigned to
his own pediatrician for periodic
follow-up visits in the well-baby
clinic or pediatric outpatient clinic
for routine pediatric care. This fol-
low-up care also will make it possi-
ble to identify any recurrence of
maltreatment.

The pediatrician also is in a good
position to prevent maltreaiment.
After the mother and newborn are
discharged from the hospital, the
pediatrician becomes the major
link with the parent-child unit. Pe-
diatric residents and attending phy-
sicians have an opportunity to
identify parents at risk for maltreat-



ment while interacting in the hospi-
tal setting. Certain high-risk sig-
nals may be observed in the well-
baby clinic, emergency room, and
on the inpatient service. The most
common high-risk signals are: pa-
rental intolerance to the baby’s irri-
tability or illness, inability to com-
fort the child, leaving a child unat-
tended, nonresponse 10 a crying
baby, hitting ‘or humiliating a
child, difficulty in feeding a baby,
and holding or handling a baby
inappropriately. )

Certain Lypes of parents may be
considered to be “at-risk” for mal-
treatment of their children by vir-
we c¢f physical or emotional prob-
lems that compromise their par-
enting skills. Parents who are
psychotic or severely depressed,

mentally rctarded, alcoholics, drug

abusers, teenagers, or who have a
previous history of maltreatment
may be placed in this category. A
parent felt to be at-risk should be
assessed by a social worker in
order to determine the most appro-
priate type of preventive interven-
tion. The pediatric social worker
might be able to provide short-term
counseling and parenting educa-
tion. More difficult and problemat-
ic cases should be referred to the
vutpatient treatment program for
morc specialized intervention.

* A pediatrician with special inter-
ests and expertises in the area of
child maltreatment should be des-
ignated as the leader of the pediat-
ric child abuse team. He acts as a
consultant to the emergency room
and to pediatric house officers,
nurses, and social workers. He col-
lects historical data, interprets
physical findings and laboratory re-

sults, coordinates follow-up pedi-
atric care, and maintains communi-
cation with the family and protec-
tive services personnel. This
pediatrician also should be respon-
sible for staff training within the
department of pediatrics and
should act as co-chairman of the
hospital’s child abuse commitiee
together with the psychiatrist-
director of the outpatient treatment
program.

e The pediatric social worker
plays a pivotal role in establishing
initial rapport with the family.
While maintaining a therapeutic
posture, the social worker as-
sesses the family psychodynamics
through careful observation and
the subtle gathering of informa-
tion. The worker maintains contact
with the pediatric staff, child pro-
tective agency personnel, and vari-
ous social agencies that might be
involved with the family. He
makes an assessment of the fami-
ly’s immediate and long-term re-
quirements for child care, medical
attention, household management,
financial assistance, counseling,
psychiatric treatment, etc. The pe-
diatric social worker assists in the
formulation of a postdischarge
treatment plan.

e Pediatric nurses observe the
child's behavior on the ward, re-
cord the visiting patterns of the
parents, and document the quality
of the parent-child interaction.
They are in a position to develop a
relationship with the hospitalized
children and their families. Their

observations should be made avail--

able to the pediatricians and pediat-
ric social workers to assist them in
postdischarge planning for the

abused child and his family.

Role of Psychiatry

The psychiatrist acts as the di-
rector to the ourpatient treatment
program for the immediate and
long-term therapeutic intervention
with the malweating families. The
treatment program provides such
therapeutic activities as counsel-
ing, supportive psychotherapy,
group therapy, parenting educa-
tion, home visiting. crisis interven-
tion, and a 24-hour hot line. Psy-
chiatric social workers, psycholo-
gists, and psychiatric nurses
participate as members of the treat-
ment team. The chicf psychiatrist
and program director coordinates
the activities of all of the compo-
nents of the treatment program,
i.e., social services and mental
health intervention with maltreat-
ing parents and the children, thera-
peutic nurseries for preschool chil-
dren, and other specialized ser-
vices in the medical center relevant
to the specific necds of maltreated
children and their parents. Among
these services are family planning,
pediatric well-buby care, adult and
child psychiatry inpatieat pro-
grams, and neurological. develop-
mental, and speech and hearing
evaluations for the abused chil-
dren. The psychiatrist-director also
consults with the child protective
services, family courts, schools,
and community organizations in
order to facilitute the flow of refer-
rals from outsidc the hospital, im-
prove servicc delivery, and create
favorable publicity for the pro-
gram.

All families referred to the pro-
gram are carcfully screened and
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evaluated by a team composed of a
psychiatrist and psychiatric social
worker. The families undergo a
thorough psychiatric evaluation
with consultation from other de-

partments (e.g., neurology, pediat-

rics) when necessary. The evalua-
tion consists of a diagnostic mental
status assessment of each parent
and the abused child and a thor-
ough psychosocial investigation of
the family by the social worker.
The current living situation of the
family is assessed by.a home visit.
Reports from the child’s teacher or
guidance counselor should be ob-
tained if the child is attending
school.

The results of the evaluation are

resented at an intake conference
attended by the staff of the treat-
ment program. If the abused child
and his parents are amenable and
appropriate for the treatment pro-
gram, they are assigned to the out-
patient treatment program, where a
variety of interventions are avail-
able to the child and parents. In
cases where an infant or preschool
child is the victim of maltreatment,
the family is assigned to the thera-
peutic nursery.

If the parents are uncooperative
and poorly motivated for therapeu-
tic intervention, the child protec-
tive service agency should be noti-
fied so it can monitor the family
closely while alternate intervention
strategies are pursued. Some fami-
lies might be served more appro-
priately by another specialized
agency, e.g., substance abusing

arents should be referred to drug
abuse or alcoholism treatment pro-
grams and unsupported young
teenage abusing mothers require

the structure and close supervision
available in a residential program.

Intervention with the Parents
The major objectives in the treat-
ment of maltreating parents are to
protect the children from further
abuse and neglect and to strengthen
the family and its parenting skills.
To this end, intervention with the
parents should be designed to mod-
ify the major components of the
child abuse syndrome. These com-
ponents include the personality
traits of the parents that contribute
to “abuse proneness,” the charac-
teristics of the child which make
him more difficult to manage and
enhance this scapegoating, and the
environmental stresses that in-
crease the burden of child care or
deplete the childrearing resources
of a family. This may be accom-
plished with the aid of the follow-
ing treatment modalities.
e Supportive Psychotherapy—The
therapist (psychiatrist, psycholo-
gist, psychiatric social worker, or
psychiatric nurse) sees the mal-
treating parent once or twice a
week. The psychotherapy is modi-
fied to suit the special needs of
these parents. The therapist must
be supportive and noncritical in
order to overcome the parent’s
distrust of authority figures. The
parent’s excessive use of denial and
projection, which leads to misper-
ceptions and scapegoating of the
abused child, must be interpreted
gradually. If the psychotherapy is
successful, the parent will be able
to understand the link between his
abusive practices and the maltreat-
ment he had endured during his

own childhood.
Conilinued on page 84
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e Counseling—Counseling also is
available to unsophisticated or
poorly motivated parents who are
less suitable for psychotherapy. It
also might be offered as an initial
intervention in preparation for sub-
sequent psychotherapy. Counsel-
ing should be focused on such
important areas as spouse and fam-
ily relationships, childrearing, and
vocational problems. -Concrete is-
sues, such as housekeeping, shop-
ping, budgeting, and health care,
may be managed effectively
through a counseling approach.

e Parenting Education—A major
goal of parenting education is to
sensitize parents to the individual
needs of their children, based on a
better understanding of the child’s
physical and psychological devel-
opment. This educative process at-
tempts to modify the parents’ mis-
perception of their children, which
results in inappropriate demands
for precocious and premature per-
formance. Parents also are taught
routine child and health care prac-
tices. Parenting education may take
place in small parent groups, dur-
ing individual counseling sessicns,
or during the observation of par-
ent-child interaction in a therapeu-
tic nursery.

e Group Therapy—Group therapy
can be beneficial to maltreating
parents in several ways. It may act
as a bridge to therapeutic involve-
ment in extremely defensive and
mistrustful parents who are threat-
ened by a one-to-one relationship.
It also may supplement ongoing
individual counseling or psycho-
therapy. The realization that his
problems are shared by others di-
minishes the parent's guilt and low
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self-esteem. The permissive at-
mosphere of open discussion facili-
tates the expression of long-sup-
pressed feelings of anger, pain, and
distress. Finally, the establishment
of personal ties with other group
members fosters social contacts
outside of the program.

o Family Therapy—Family thera-
py may be utilized with relatively
intact. maltreating families who
have children who are old enough
to communicate verbally. Family
therapy may be initiated appropri-
ately after preliminary individual
treatment of the parents and chil-
dren. A family systems approach
can be extremely useful in identify-
ing and reversing the pathological
family interaction and aberrant
communication commonly ob-

served in abusing families. This -

modality also is effective in deal-
ing with the major distortion in the
roles of family members in cases of
sexual abuse and incest.

o Quureach Services and Crisis In-
tervention—OQutreach in the form
of home visits and telephone con-
tacts often is necessary to engage a
resistant family during .the initial
phase of treatment. Home visiting
also can be carried out during a
period of crisis when the parent
might be physically or emotionally
unable to leave the house. A 24-
hour a day hot line also is invalu-
able in such crisis situations as
suicidal behavior, impending loss
of impulse control, marital vio-
lence, and various other psychiat-
ric emergencies. Planned home
visiting may be utilized to assess
the family’s progress in treatment
or to evaluate the degree of risk to
the children at any given time.

Intervention with Children

The initial goal of intervention
with abused children is to prevent
further malweatment and scape-
goating; therefore, the delivery of
comprehensive psychiatric and so-
cial services to abusing families
must precede or accompany any
direct psychotherapeutic involve-
ment with the children. Once these
children are in a safe environment,
every effort should be made to
assess and reverse the serious emo-
tionial and cognitive impairment as-
sociated with their traumatic life
experiences. A variety of hospital-
based services are available to the
maltreated child. ,
e Developmental and Psychologi-
cal Evaluation—Developmental
evaluations of abused infants and
preschool children are performed
upon their entry into the program
and may be repeated periodically.
Psychological testing of schoolage
children also is performed initially
and at appropriate intervals. Dif-
ferences between the test results
obtained before and after the
child’s treatment may be used to
measure the program’s efficacy. A
psychiatric evaluation is performed
in order to establish a psychiatric
diagnosis and to identify major
areas of psychopathology and con-
flict in the child. During this evalu-
ation, the child psychiatrist might
recommend further specialized as-
sessments, such as speech and lan-
guage testing or a pediatric neuro-
logical examination, which are
readily available at the medical
center.
e Crisis Nursery—This facility,
which may be housed in the pediat-

“ric inpatient area, provides 24-hour

emergency shelter for infants and
preschool children who are in ex-
treme danger of parental violence

-or abandonment as a result .of a

family crisis. Children admitted to
this type of program need not dis-
play the usual physical injuries or
serious illness required for inpa-
tient admission. The crisis nursery
may admit these cases for 48 hours
according to utilization review pro-
cedures, providing a report of sus-
pected abuse or neglect is made to
the state central registry. While the
child is in a safe, protected envi-
ronment, a vigorous assessment of
the family should take place in
order to formulate an immediate
plan of intervention. If possible, an

-attemnpt should be made to stabilize

the family by providing it with
crisis-oriented supportive services.
The child and family are evaluated
by the treatment staff and referred
to the therapeutic nursery follow-
ing discharge if this plan is deemed
appropriate. If the family crisis
cannot be resolved, the 48-hour
period may be utilized for the ar-
rangement of emergency foster
care for the child.

o Therapeutic Nursery—The ther-
apeutic nursery serves as a re-
source for abused and neglected
infants, toddlers, and preschool
children and their families who are
overburdened with childcare de-
mands. The intervention is geared
to remedy emotional, developmen-
tal, and behavioral defects that
might have contributed to or result-
ed from the child's maltreatment.
The program provides a highly
structured therapeutic milieu for
the children. They are taught so-
cialization, cooperative play, and
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self-care in eating, dressing, and
toileting. They are provided with
optimal sensory stimulation by
trained teachers who supervise
their play with developmentally ap-
propriate toys and materials. The
staff fosters their development of
language and motor skills, encour-
ages peer relationships, modifies
their fearfulness and distrust, and
enhances their self-esteem.
Specialized intervention also is
directed toward the parent-child
dvad. This intervention attempts to
identify and change mutually frus-
trating aspects of the parent-child
interaction, eliminate distortions in
the parent’s perception of the
child, help the parents understand
the child's cues and signals, edu-
‘ale the parents about the princi-
ples of child care and child devel-
opment, ard assist the parents in
dealing with special problems of
their children caused by physical,
developmental, or behavioral im-
pairment. The ultimate goal of this
intervention is to promote a mutu-
ally satisfying and pleasurable in-
teraction between parent and child
that will allow the parent to derive
satisfaction and self-confidence
. from the caretaking role. The pro-
gram should be staffed by a full-
time child care specialist with
teaching and paraprofessional as-
sistants. The therapeutic nursery
also might utilize volunteer foster-
grandparents who provide a sup-
portive home-like atmosphere for
the parents and children. These
volunteers are stationed in the fam-
ily room and serve' food and
rinks, engage the parents in arts
and craft projects, and baby-sit for
siblings of the nursery children.

e Individual Psychotherapy—
Individual psychotherapy on a once
or twice a week basis is provided
for the schoolage child by the child
psychiatrist and psychologists,
nurses, and social workers trained
in child therapy. Play therapy with
younger children permits them to
reenact and master the traumatic
events associated with their mal-
treatment in a controlled setting.
The most common psychological
sequelae of child abuse and neglect
are panic states associated with
acute traumatic reactions, poor
impulse control, depression and
low self-esteem, self-destructive
behavior, impaired object relations
caused by a basic mistrust of oth-
ers, extreme separation anxiety,
and school difficulties associated
with learning and behavior disor-
ders. Certain modifications of ther-
apeutic techniques are required to
deal with these symptoms, with an
emphasis on containment of drives
and impulses, promoting verbaliza-
tion as an alternative to motor dis-
charge, enhancement of poor self-
esteem, and the establishment of
basic trust. One of the ultimate
goals of psychotherapy is to effect
changes in the child’s pathological
inner world by modifying patho-
Jogical identifications and interna-
lized representations of his violent
parents, thereby preventing his
transformation into an abusing par-
ent in the following generation.

e Group Psychotherapy—Group
psychotherapy may be utilized ef-
fectively as an adjuvant to individ-
ual therapy in older latency-age
children, preadolescents, and ado-
lescents who have experienced
abuse and neglect. Therapeutic
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groups also have proven effective
with girls who have been subjected
to sexual abuse and incest.

e Psychopharmacological Treat-
ment—Specific psychopharmaco-
logical agents may be indicated for
maltreated children manifesting
psychiatric syndromes that typical-
ly respond to drug treatment. For
example, children with symptoms
of depression, psychosis, or hyper-
activity may benefit from tricyclic
antidepressants, phenothiazines,
and psychostimulant medications,
respectively.

e Psychoeducational Intervention
—A high percentage of abused and
neglected children require psycho-
logical testing and educational as-
sessment to document cognitive
and learning impairments that con-
tribute to their poor school adjust-
ment. The presence of specific
learning disabilities or behavior
problems may require remedial in-
tervention or placement in a spe-
cial class. The child’'s therapist
works in close liaison with the
teacher and guidance counselor in
order to gather detailed informa-
tion about the child’'s school per-
formance and behavior. The thera-
pist provides consultation to the
school regarding management of
the child in the classroom. If neces-
sary, a learning disability special-
ist should work in conjunction with
the child's therapist and teachers.

Role of the
Child Abuse Committee

The hospital’s child abuse com-
mittee is composed of representa-
tives from the departments of pedi-
atrics, psychiatry, nursing, and so-

cial services. The committee
Continued on page 83
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should be chaired jo:ntly by the
psychiatrist directing th2 outpatient
treatment program and the leader
of the pediatric child abuse team.
The committee reviews and evalu-
ates all suspected cases of maltreat-
ment encountered in the pediatric
outpatient depustnent. emergency
room, inpatient service, and in
other parts of the husp:tal. It main-
tains a file of all reperted cases of
maltreatment and issues periodic
reports indicating thz number of
families evaluated and the results

of the evaluations. The committee
also is responsible for the follow-
up of cases not referred to the
outpatient treatment program. The
committee functions as a consult-
ing unit to the hospital on all mat-

" ters pertaining to maltreatment and

should contain a representative
from the local child protective
service agency in order to coordi-
nate the protective case supervi-
sion with the recommendations of
the treatment team. Final disposi-
tion and case planning are dis-
cussed jointly by the treatment staff
and the protective caseworker. The
child abuse committee supplies the
major coordinating link between
the pediatric and mental health
components of the program.

Advantages of This Program

A hospital-based program has
the capacity to deliver and coordi-
nate a wide variety of medical,
mental health, social, and educa-
tional services to maltreating fami-
lies. Duplication of these compre-
hensive services by a nonmedical
agency would require the subcon-
tracting of services to local hospi-
tals, mental health, and child care
centers at a much greater cost and
would result in the investment of
disproportionate efforts for inter-
agency liaison and communication.
Decentralization of services would
require an unrealistic commitment

of the parent’s time and energy

necessary for extensive multi-
agency contacts and travel. Patient
compliance would be more difficult
to monitor, with a predictable in-
crease in dropout rates. The hospi-
tal-based program also has the ca-
pacity to initiate therapeutic con-
tact with the family as soon as the
maltreatment is detected, thus
maximizing the potential for suc-
cessful participation in the pro-
gram. It is easier and more eco-
nomical to initiate a hospital-based
program because the nucleus of the
treatment team can be formed with
existing staff from the departments
of pediatrics, psychiatry, nursing,
and social services. 4
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32. The Prevalence and
Characteristics of

Multidisciplinary Teams
for Child Abuse and Neglect:
A National Survey

Barbara B. Kaminer, Ann H. Crowe,
and Lisanne Budde-Giltner

Introduction

While the phenomenon of child maltreatment has been
documented throughout history, attempts to address the problem and
protect children from abuse and neglect are relatively recent. Kentucky
was one of the first states to pass legislation in 1964 concerning child
protection reporting. National legislation dealing solely with the
reporting of child abuse, and related aspects of child protection, was not
enacted until 1974. Thus, cffective intervention strategices are still being
conceptualized, implemented, and refined.

In 1982, the Kentucky Department for Human Resources entered
into a contract with the Kent School of Social Work at the University of
Louisville to develop multidisciplinary teams for child abuse and neglect
in several communitics throughout the state. The authors of this chapter
were staff members of this project during its three-year duration.

For project purposes the following concepts of mullidisdplinary
teams were integrated into a working definition: a functioning unit

QrRaatee e se v ev e ees

PREVALENCE AND CHARACTERISTICS OF MULTIDISCIPLINARY TEAR

composed of professionals and/or representatives of service agencir
work together to communicate, collaborate and consolidate knos
from which plans are made, actions determined, and future de:
influenced.!2

The very nature of child abuse and neglect requin
involvement of many community resources. Health care, leg;
judicial services, law enforcement, and mental health interventic
well as many others, are frequently required to provide protectic
rehabilitation for the child and family. Most of these servic:
obtained outside the legally mandated protective service a,
Fragmentation of service delivery became a very real problem,
single agency could provide the total array of services required.
child abuse and neglect are complex problems, they need compreh
and coordinated prevention, intervention, and treatment se
provided by a multidisciplinary approach.

In recognition of this need, hospital-based multidiscip
child protection teams were first developed in the late 195
Pittsburgh, Los Angeles, and Denver. These early teams gen
consisted of a social worker, a pediatrician, and a nurse. These -
used a medical model approach to the management of the ph
treatment and protection of the child. Community-I
multidisciplinary teams came into existence a few years later and
generally under the leadership of the child protection services «
welfare department. Both hospital-based and community-based 1
have increased in membership and psychiatry, psychology, law
education are now usually added to the original disciplines of med
nursing, and social work. In some settings, still other discipline
represented, such as law enforcement, the lay community, homeme
the political arena, and others.4

Teams vary widely according to setting, functions, compos
sponsorship, and other factors. Each community or agency utiliz:
multidisciplinary team develops a unique model based on comm:
needs and resources. Functions of teams generally fall within
categories: treatment teams, case consultation teams, reso
development or community action teams, and mixed model tean
These models will be further defined and described with survey findi

Survey Methodology

Throughout the project period, an extensive review
professional literature was undertaken. This search included a ger



of child obuse and neglect literature, with a special emphasis on
ing material about multidisciplinary teams. From this activity,
t staff concluded that professional literature on multidisciplinary
yielded little information and few guidelines for those wishing to
p teoms. To better understond the options for team development,
olect staff decided to undestake two national surveys to determine
mber of adsting teoms and thelr general functions and policies. .

The descriptive research methed chosen for this study utilized
1 questionnaires which had the advantages of limited cost and
accesoibility. The (irst questionnaire (referred to as state
onnatee) was designed to oblain gensral information from each of
ty otateo. Thio dato included the numbers of functioning teams in
ate; the maedelo they represented; If they were mondated by law;
if authorizotion; stote coordination and involvement In orientation
o evoluation of multidisciplinory teams; presence of
lentlality walvers; type of furding and future plons.

A contoet tn ecch state wos determined through correspondence
ecch of the ten dircctors of the Reglonal Resource Centers for

ca 0nd Youth Sorvieca. A qucotionnalro ord eover lattar wero cant.

<2 otote effickalo tn the spring of 1983 ond resulted in 39 responses
from Uhe Bty stotes. Another mailing to the remaining 11 states
waory of 19340 brought fAve additional responses, increasing the total
neco (88%). In December of 1984, the lost six states were
cled ond Interviewed by phone. These three efforts resulted in o
regponse rote o the state questionnaire and resulted in the
ton of sulficient dota from all 50 states to ollow for adequate
arieon.

The state questionnaire asked respondents to identify existing

s funconing in thelr stotes. From this list, o mailing wos compiled
1@ second questionnoire (referred to as leam questionnaire). The
questionnalre woo designed (o obtain more specific information
'ming Individunl teoms rather than the broader areas covered by
tote queotionanire. Through the teom questionnolre, project ool
¢d to eollcet oueh dnto oot maln teom function, length of teom
ence, disciplines represented on teams and thelr influence,
icterictico of tcom mectings, funding, orientation and evaluotion,
eadership isouco.

Teom questionnalres were originally planned to be sent to 2
mum of four teomo per stnte. As completed state questichnaires were
ved, up (o four teams listed vwere mailed o team questionnatre and 0
¢ better. (Some sintes indicated they had fewer than (our teams.)

Since responses varied from state (o state, so did the numbes of

questionnaires sent. For some states team questionnaires were not
becouse states did not provide a list of team names and addresses:
iionally, the last 6 states were contacted by phone in the final

months of the project were not asked for team lists. Therefore,
representation of states in the team findings is varied.

A total of 150 team questionnaires was mailed from spring 1983 to
spring 1984. Three of these were returned as undeliverable. Therefore,
there were 147 possible respondents. Eighty-nine questionnaires were
retumed (two uncompleted) and two teams responded with information in
letter form. This is a total of 91 respondents, a 62% response rate. Again,
this can be considered adequate in evaluation of resuits.

Survey Resulte

Regponses to the state questionnaire indicated that all 50 states
had at least one funcioning multidisciplinary team. The range was from
one team to 100 or more. The total number of teams identified was 901,
thereby making the average of 18 multidisciplinary teams per state.

Tablae 32.1 ohowo tho ototeo that Indicoted they have
multidisciplinary teams, the number of teams enisting, and 1f the teams
are legisiatively mondated. ,

A natlonwide survey conducted by the American Humane
Assoclation in 1979, as reported by Pettiford in 1981, also found o growing
trend in the utilization of multidisciplinary teams. These survey results

indicated that more than one third (36.9%) of local reporting offices were

utilizing multidisciplinory teams.?

The development and utilization of multidisciplinary teams has
been encouraged by the passage of federal legislation (Public Law 93-247,
The Child Abuse Prevention and Treatment Act). This act stipulates
that states which recelve federal grants under this legisiation must have
operational multidisciplinary programs and services to ensure effective
intervention in child abuse ond neglect cases.9®

The Natiorn) Professional Resources Center on Child Abuse ond
Negleet of the Amerlean Public Welfore Accsdloton conducted o ourvey
in 1981 of nineteen teams in sixteen states. They found that two factors
most frequently led to the development of these teams: community action
and legislative mondaote.’® As indicated in Table 32.1, twelve states
reported that multidisciplinary teams were legislatively mondated. For
the remalning 38 states, respondents indicated the following types of
sponsorship or authorization: '
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TABLE 32.1 Number of Teams and Legislative Mandales by State I TABLE 32.1 Number of Teams and Legislative Mandales by Slnfe&inued)

Legislative Legislative
State Number of Teams Mandale State Number of Teams Mandate
Yes|No Yes|No

Alabama 6 X Rhode Island 1 X
Alaska 5 (minimum) X South Carolina 56 (minimum) X
Arkansas 4 X South Dakota 21 X
Arizona undetermined X Tennessee 100 (minimum) X
California 5* X Texas 23 X
Colorado 42 X Utah 14 X
Connecticut 25* X Vermont 14 X
Delaware 3 X Virginia 73 X
Florida 2 X Washington undetermined X
Georgia 6 X -West Virginia 5 X
Hawaii 3 X Wisconsin 16 X
Idaho 5¢ X Wyoming 30 x|
Nlinois 30 X 901 (minimum) 12138
Indiana 92 X
lowa 35 X *Some respondents did not indicate the number of teams in their state, but th.
Kansas 4 X answer could be inferred from subsequent answers.
Kentucky 4 X
Louisiana 10 X
Maine 10 X
Maryland 2 X
Massachusetts " X
Michigan 13 X
Minnesota 67 X
Mississippi 1 X
Missouri undetermined X
Montana r X
Nebraska 6 (minimum) X
Nevada 3 (minimum) X
New-Hampshire 10 X
New Jersey undetermined X
New Mexico L X
New York 4 (minimum) X
North Carolina undctermined* X
North Dakota 26 X
Ohio 21 X
Oklahoma 2 X
Oregon 10 (minimum) X
Pennsylvania undetermined X




"ROTECTION TEAM DEVELOPMENT
ONSORSHIP/AUTHORIZATION RESPONSES*
slic Agency Sponsorship 18
mmunity Sponsorship 12

te Sponsorship 12

.spital Sponsorship 10

vate Agency Sponsorship 4
cal/County Mandate 1

her 4

lost respondents indicated teams operated under a
mbination of sponsorships; therefore, responses total more
in 38,

G
\e survey also requested information on the funding mechanisms

to develop and maintain teams. Twenty-three states

that no funding was available. Of the remaining twenty-seven
1ding was reported from one or more of the following sources:
inds (17 states); state funds (15 states); local/county funds (15
ntributions/donations (8 states); private foundations (4 states);
ty payments for services (2 states) and other (4 states). The
stionnaire yielded similar findings with 32% indicating a lack
g for team development and operation.

{ODELS/FUNCTIONS

everal models of multidisciplinary teams can be- identified
the literature. These fall into four basic categories as described

‘reatment Teams—A group of treatment experts who
ollaborate on the diagnosis and treatment of the child and/or
amily. This group of service providers shares responsibility
vith child protective service workers for case assessment,
liagnosis, treatment plan development, referral to treatment
esources, and case follow-up.

sase Consuliation Teams—A group of experts who collectively
rrovide opinions and advice regarding child protoction cascs.
e team reviews cases in terms of case management and
liagnosis, and serves in an advisory capacity to primary
~orkers around treatment planning and critical decisions.
Technical assistance and support to service providers are also
‘unctions of this team.

PREVALENUE AN VI TARAUIESMD 0 O im0 1 650, wae sms oo e o ms s o

Resource Development or Community Action Teams—A group
of service agency representatives, professional service
providers, child advocates, and citizens who collectively work
with local problems associated with child abuse and neglect.
They address ongoing planning, coordination of services,
community needs, community education/awareness, etc.

. Mixed Model Teams—The combination of two or more of the
above team functions by a single team; or two or more teams
with different functions working within a central coordination
mechanism .56

Respondents to the state questionnaire were asked to indicate which
models could be identified in one or more teams in each state. The
following list represents a total of more than 50 due to multiple responses:
case consultation model (42 states, 85%); mixed model (31 states, 62%);
treatment model (27 states, 54%); resource development model (26 states,
52%); other (9 states, 18%). (The modecls identified under the “other"
category were: intake and closing screening, administrative case reviews,
diagnosis only, public and professional education, investigation, state
child protection team for institutional abuse cascs, advisory group to
state department of social services, public education.)

The random sample of individual tcams was asked a similar
question concerning the main team function on the team questionnaire. Of
the 91 respondents, 48 (52%) reported being mixed model teams; 30 (32%)
were case consultation teams; 7 (8%) were resource development teams; 1
(1%) was a treatment team; 1 (1%) and 4 (4%) respectively gave a
response of "other” or gave no response.

Pettiford reports similar findings from a survey reported by the
American Human Association in 1979. These data also indicated that
case consultation is the most prevalent model of multidisciplinary tcams
utilized in child protective services. Of 461 local child protective
services offices reporting that they used multidisciplinary teams, 58.77%
indicated that their teams were advisory or consultative. Additionally,
22.6% reported their teams' functions as consultative, case review, and
accountability in nature.!!

Among the nineteen multidisciplinary teams surveyed by the
American Public Welfare Association, all provided case consultation to
child protective services personnel. The type of consultation provided
was as follows: case assessment (19); case monitoring and review (18);
and case closure (11). Along with these functions, 11 teams provided
diagnosis and trcatment, and two-thirds of the teams helped identify
gaps and worked to develop or improve the service system in their
communities. Public relations, education activities, and support for CPS
personnel were cited as other team functions.!?



TABLE 32.3 Impaect of Disciplines on Decisions to Return a Child FHome TABLE 32.4 Impact of Disciplines on Long Term Treatment Plans for a Physica
Abused Child
Discipline Always Usually Selidom Newver
Social Worker Kl 18 4 — Discipline : Always  Usually  Seldom N.
Lawyer 16 21 12 4 Social Worker 49 19 5
Psychologist 15 28 n 3 Physician 24 26 1
Nurse 12 20 16 5 Psychologist 24 26 7
Judicial Representative 11 16 8 9 Nurse 17 19 24
Physician " 27 12 5 Psychiatrist 15 10 16
Psychiatrist 1 9 19 7 Lawyer 14 25 13
Public Health Representative {[1] 17 15 3 Public Health Representative’ 14 23 15
Educator 8 10 20 9 Judicial Representative 1 24 9
Law Enforcement Representative 6 15 2 5 Educator- 7 2 2
Lay Representative 5 2 1 18 Law Enforcement Representative 7 16 24
Politician 2 4 7 22 Lay Representative 5 7 13 1
Developmental Specialist 1 18 13 8 Homemaker 4 4 23
Homemaker 1 7 17 9 Developmental Specialist 3 18 18
Day Care Worker — 3 16 15 ~ Politician 3 3 .5 2
Minority Representative — 1 7 22 Day Care Worker 1 7 21
Others Minority Representative — 4 9 2
Mental ealth | | — — No Answer 12
Clerpy —_— —_ 1 — .
Clients 1 2 k] —

No Answer .13
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TEAM COMPOSITION/MEMBERSHIP

Three basic alternatives for composition of a multidisciplinary

team were identified: by discipline, by agency, or by function. An
example of each is listed below.

DISCIPLINE AGENCY
Social Worker Child Protective Service Agency
Physician Medical Center
Psychiatrist/Psychologist Mental Health Center

Attorney Legal Services
Human Development Specialist School System
Law Enforcement Police Department
Nurse Health Department
FUNCTION
Family Therapist (e.g., social worker, psychologist, etc.)
Community Organization/Social Systems/Resources.
Casework Specialist (with child protective service experience)
Child Development Specialist (e.g., educator, nurse, child
psychiologist)
Physician (e.g., pediatrician, family medicine)
Legal/Court System (e.g., attorney with knowledge of
" dependency docket, child advocacy experience, etc.)
Law Enforcement Officer

On the team queslionnaife respondents were asked to identify

tcam composition only by disciplines represented. Table 32.2 shows the
number of respondents indicating each of the following disciplines
; included in their team composition.

Table 32.2
Disciplines Represented
Social Worker 86
Psychologist 65
Nurse 64
Physician 63
Lawyer 54
Educator 53
Public Health Representative 52
Law Enforcement Representative 52
Judicial Representative 38
Psychiatrist 2
Lay Representative 23
Developmental Specialist 20
Day Care Worker 1

PREVALENCE AND CHARACTERISTICS OF MULTIDISCIPLINARY TEAM

Homemaker 1"
Minority Representative 8
Politician 2
Other (clergy—7, clients—3, etc.) n
No Answer 5

Every team that answered this question (N=86) has social
representation. Other disciplines/professions that are represented
least half of the respondents are psychologists, nurses, physi:
lawyers, educators, law enforcement, and public health representa
In the 1981 survey by the American Public Welfare Associatios
following eight major professions were identified as team discip
social workers/case workers, psychiatrists/other mental h
personnel, nurses, physicians, attorneys, police offi
educators/teachers, judges/court staff. All but judges/court staff
reported to be on at least half of these teams.!’

The survey also included two rating scales to ascertair
various disciplines’ impact upon two hypothetical situations.
respondents were asked to rate each discipline by its level of in
(always, usually, seldom, never). The following tables show
breakdown of the reported influence by each discipline in discussio
returning children to their home environment after temporary placer

Table 32.3 addresses the short-term impact while Table
addresses the extent of impact of each discipline on discussions of
term treatment plans for the physically abused child.

"~ Upon close examination the two grids show minimal varia
In dealing with returning a child to the home the legally b
disciplines (lawyer, judicial representative) appear to have 1
influence. In the situation involving long-term treatment for
physically abused child, the physician appears to have greater im
In both cases, however, the sodal worker ranked first in influence.
ranking of most other disciplines also remained comparable.

LEADERSHIP

The reported influence of each discipline does not necess.
reflect the leadership of a team. For each meeting a leader is needc
facilitate team discussion. This leader may be the same person each
or may be rotated on a meeting-by-meeting, monthly, or some other b
Teams also have various methods of leadership selection. A two-
question on the team questionnaire dealt with leadership. Thirty-c
respondents stated the position was a permanent one as opposed t

indicating a rotating position. Only three answered that there wa:
identifiable leader. .




Since only 24% of the nation mandates multidisciplinary teams, but 46%
of the states provide such confidentiality waivers, it can be
hypothesized that most of these waivers are generic in nature.

The survey conducted by the American Public Welfare
Association in 1981 indicated that just over half (10) of the 19 teams
surveyed operate under legislation which empowers them to handle
confidential information."

ORIENTATION/TRAINING

The authors of this chapter found, through experience in
multidisciplinary team development, that it is important that all
involved understand the functions and responsibilities of both team
members and referring workers. Clarification and definition of terms and
procedures are also important. Team members must understand the
importance of openncss, trust, and mutual respect for collcagues for the
team to operate effectively. One approach to accomplishing this is the
provision of initial orientation and/or ongoing training for teams.

Through the team questionnaire it was found that not all teams
have a formal orientation process. Twenty-nine teams responded that
members receive a formal orientation while the majority, 54 respondents,
stated it was not available. Of the 20 that offer an orientation program,
26 are cither responsible for the process themselves or their sponsoring
agency is responsible. Thirtcen of the teams state they have an
orientation program at initial team development; eleven indicate they
have a program for the entire team when a new member joins; eight hold
orientation for the new members only; and seven indicate they have some
orientation process at regular intervals. Methods used in orientation
included informal sharing of information by team (23); formal
presentation (15); recommended readings (15); simulated conferences (9);
and audiovisual resources (8). .

Eleven respondents to the state questionnaire indicated that
formal orientation is provided at state level. Most of the states that

ed some involvement related that it was on an informal basis. This
included the provision of some written materials or state personnel
participation with or representation on teams.

TEAM EVALUATION

Evaluation of a multidisciplinary team provides for the
measurement of its effects against the goals it set out to accomplish. This
contributes to rational decision making concerning team maintenance or

TABLE 32.7 Confidentiality Policies

1 RE ALEVLE ANU UTANACTERISTICS OF MUL'ITDISCI.RY TEAM

State

Alabama
Alaska
Arkansas
Arizona

California
Colorado

Connecticut
Delaware
Florida

Georgia
Hawaii
ldaho
Winois
Indiana
lowa
Kansas
Kentucky

Louisiana

Maine
Maryland

Massachusetts

Michigan
Minnesota
Mississippi

Missouri
Montana
Nebraska
Nevada

New Hampshire

Waiver
Yes|No
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X v
x .
X
X

Comments

Signed release forms and coding
names.

Signed release forms and coding
names.

Team members sign confidential
agreement.

Confidentiality statutes cover th:
contracted by the state.

Teams are sanctioned by statute
have access to pertinent inforn
regarding cases.

Release forms.
Signed release from client.

Team members considered agent
state.

Client signed releases.

Some teams have own walver for

Signed release forms.

Team members sign confidentiali
agreement/release forms.

Team members become agents vi
confidentiality law.

Members considered employees -

Team members are professionals
providing services to child and
family.

Signed release.

Team members sign a confidentiz
agreement.



In ascertaining the method used in choosing leadership, the most
frequent answer was being elected by the team (24). The other choices
were natural evolvement (14) and appointed from outside (6). This
question was obviously incomplete since 20 respondents wrote in answers
including appointed by sponsor (10) and employed (3).

OPERATIONAL FACTORS

The team questionnaire also considered operation mechanisms of
teams. [t is important to consider the time and other constraints of
volunteer members in determining the length and frequency of meetings.
A meeting of 2 to 2 1/2 hours is generally as long as people can be expected
to work intensively and productively. On the team questionnaire, most
teams (71) stated they have a limited time period for team meetings.
The following table shows the answers received.

Table 32.5
Meeting Length
Usual Length of Meeting Responses
One hour or less 21
1to11/2hours 20
11/2to 2 hours _ 26
2 hours or more 4

Meetings may be scheduled in a variety of ways including
weekly, biweekly, monthly, or as needed. Respondents to the team
questionnaire indicated that 83 of the teams meet on a regular basis
while only three do not. In terms of frequency of meetings 41 (48%) meet
monthly, 17 (20%) meet weekly, and 16 teams (19%) meet twice monthly.
Additionally, one team reported meeting every two months, one team
meets quarterly, and one hospital team meets three times weekly. There
were also three respondents who stated they meet when needed. The
range here varies from three times weekly to four times yearly. The most
frequent answer, however, is monthly for nearly half the teams
responding.

Realistic expectations of work to be accomplished at these
meetings must be established for the team. A minimum of 30 minutes is
usually needed to present and discuss a case. For new teams, 45-60 minutes
may be needed for each case review. Respondents to the team
questionnaire were asked to report how many cases were presented and/or
reviewed at each meeting. Most answers corresponded to the length of
the meeting (the longer the meeting, the more cases discussed). The
following table gives the numbered responses.
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Table 32.6

Number of Cases Presented/Reviewed at Team Meetings

Number of Cases
1-5
6 -10
n-15
16 - 20
21 - 3
N -0
- 41 - 50
51 - 60
Over 61

No Answer

NN oo O ®

b

According to this information, the most frequent pattern of team me
from this sample involves a 1 1/2- to 2-hour meeting held once a mo
review 1to 5 cases.

The team questionnaire also requested information on
attendance. Seventy-six respondents indicated all members are ex;
to attend the regular meetings. Nine teams have other atten
patterns. For example, one has a "sub-team™ that screens all
presented and chooses only a limited number for the whole te.
review.

CONFIDENTIALITY

Several questions regarding policies and procedures for
functioning were asked on both questionnaires. Respondents to th
questionnaire were asked to report on confidentiality policie:
procedures. State laws concerning confidentiality in child abus
neglect cases may or may not specifically address the iss:
multidisciplinary team involvement. Table 32.7 summarizes respor
the question of confidentiality. Twenty-three of the states conf:
that a confidentiality waiver is in effect. The remaining 27 states
five alternatives employed by various teams:

signed release by clients (11 responses)

confidentiality agreements signed by team members (8 respo
coding case names/anonymity (6 responses)

teams under state sanction/agents of the state (6 responses)
no policy regarding this matter (3 responses)



enforcement officers. The most frequent pattern of team mecetings involves
a 1 1/2 to 2 hour meeting held once a month to review one to five cases.
Team sponsorship is most often provided by public agencies. Over one-
half the states provide some form of protection for tcams regarding
confidentially issues.

While this information appears to be the most comprehensive

data on multidisciplinary teams available to date, there are many areas
that warrant further study. Particularly, it would seem, more
evaluative efforts need to be undertaken, including: analysis of types of
cases referred to teams; comparisons of these to general caseloads of child
protective services; outcomes of cases reviewed by teams as compared to
similar cases not referred; whether or not the referring workers learn
from team consultation and generalize the problem-solving approaches
and recommendations to other cases, and whether or not team efforts
strengthen community involvement in addressing the problem of child
abuse and neglect.

The experience of these authors in developing and utilizing
multidisciplinary teams demonstrated the value and effectiveness of
such teams. It is highly recommended that efforts be continued to
develop, maintain, and utilize multidisciplinary teams as an adjunct to
the service system for child abuse and neglect.” Development and
utilization of multidisciplinary team approaches can also be adapted for
use in other service settings or with other target populations. For
example, consultation, treatment, or resource development teams could be
creatively modified for use in the area of foster care, institutional child
care, or adult protective services.

Note

¢ This study was supported in part by a contract from the Kentucky
Cabinet for Human Resources with the Kent School of Social Work,
University of Louisville, Louisville, Kentucky.
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TABLE 32.7 Confidentiality Policies (continued)

Stale

New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio

Oklahoma
Oregon

Pennsylvania
Rhode Island

South Carolina
South Dakota
Tennessee
Texas

Utah

Vermont
Virginia
Washington
West Virginia

Wisconsin

Wyoming

Waiver
Yes|No.
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X

Comments

Coded case names.

Some use coded names; others release
form signed by client.

State personnel can share information
between agencies.

Sign confidentiality form/cases -
presented anonymously.

Federal regulations do not require
specific waiver.

No specific policy regarding issue.

Some also used release forms,

Also teams encouraged to sign
confidentiality agreement.

Agreement from team members.

Signed agreement by team
members/cases presented
anonymously.

Release forms; DHSS has introduced
legislation which would give
permission for information sharing
among leam members.

adaptations. Both formal and informal approaches to evaluatic
provide valuable data.

Respondents to the team questionnaire indicated that thir
teams (35%) indicated they do have some form of evaluation.
stated that the team is most often responsible for this proce
responses). Other answers regarding responsibility for the eval
were team sponsor (10), state (5), and other (6).

- In describing the various types of evaluations the most cor
answer was informal, ongoing evaluation (12 responses). Ten
reported annual evaluations, some of which were verbal, some w
Only five reported having formal evaluations performed and thesc
by the teams' sponsors.

The team questionnaire also addressed the issue of
longevity. Responses ranged from six months to 15 years. Tabl
shows the distribution of teams by years of operation. As wou
expected, the oldest reported team in this survey is a hospital-
team in a state children’s hospital.

Table 328

Team Longevity
Less than 1 year 2
1 year 10
2 years 12
3 years 10
4 years 12
S years 12
6 - 10 years 23
11- 15 years 2
No answer 8

The average length of team existence was 4.3 years.

Summary

The results of these surveys have provided some t
descriptive data on currently functioning multidisciplinary team:
child abuse and neglect. Findings indicate that teams exist in all
states with the majority providing case consultation. Team compos
varies widely, but usually consists of social workers, mental hc
professionals, physicians, nurses, lawyers, educators, and




”"‘ TEAM Uty miavs '

ONSORSHIP|AUTHORIZATION RESPONSES*

ilic Agency Sponsorship 18
mmunity Sponsorship 12
te Sponsorship 1
spital Sponsorship 10
vate Agency Sponsorship 4
cal/County Mandate 1
her 4

lost respondents indicated teams operated under a
mbination of sponsorships; therefore, responses total more
n 38, '

G

‘e survey also requested information on the funding mechanisms
to develop and maintain teams. Twenty-three states
that no funding was available. Of the remaining twenty-seven
ding was reported from one or more of the following sources:
inds (17 states); state funds (15 states); local/county funds (15
wntributions/donations (8 states); private foundations (4 states);
ty payments for services (2 states) and other (4 states). The
stionnaire yielded similar findings with 32% indicating a lack
g for team development and operation.

{ODELS/FUNCTIONS

everal models of multidisciplinary teams -can be identified
the literature. These fall into four basic categories as described

‘reatment Teams—A group of trestment experts who
ollaborate on the diagnosis and treatment of the child and/or
amily. This group of service providers shares responsibility
vith child protective service workers for case assessment,
liagnosis, treatment plan development, referral to treatment
csources, and case follow-up.

Zase Consultation Teams—A group of experts who collectively
wovide opinions and advice regarding child prutection cases.
The team reviews cases in terms of case management and
liagnosis, and serves in sn advisory capacity to primary
~orkers around treatment planning and critical decisions.
Technical assistance and support to scrvice providers are also
‘unctions of this team,

Resource Development or Communily Action Teams—A gro,
of service agency representatives, professional scrvice
providers, child advocates, and citizens who collectively work
with local problems associated with child abuse and neglect.
They address ongoing planning, coordination of services,
community needs, community cducation/awarcness, etc.

Mixed Model Teams—The combination of two or more of the
above team functions by a single team; or two or more teams
with different functions working within a central coordination
mechanism .54

Respondents to the state questionnaire were asked to indicate which
models could be identified in one or more teams in each state. The
following list representsa total of more than 50 due to multiple responses:
case consultation model (42 states, 85%); mixed model (31 states, 62%);
treatment model (27 states, 54%); resource development model (26 states,
52%); other (9 states, 18%). (The modecls identificd under the “other”
category were: intake and closing screening, administrative case revicws,
diagnosis only, public and professional education, investigation, state
child protection tcam for institutional abuse cascs, advisory group to
state department of social scrvices, public education.)

The random sample of individual tcams was asked a similar
question concerning the main team function on the team questionnaire. Of
the 91 respondents, 48 (52%) reported being mixed model teams; 30 (32%)
were case consultation teams; 7 (8%) were resource development teams; 1

"(1%) was a trecatment team; 1 (1%) and 4 (4%) respectively gave a

response of "other” or gave no response.

Pettiford reports similar findings from a survey reported by the
American Human Association in 1979. These data also indicated that
case consultation is the most prevalent model of multidisciplinary tcams
utilized in child protective services. Of 461 local child protective
services offices reporting that they used multidisciplinary teams, 58.77%
indicated that their teams were advisory or consultative. Additionally,
22.6% reported their teams’ functions as consultative, case review, and
accountability in nature.!! _

Among the nineteen multidisciplinary teams surveyed by the
American Public Welfare Association, all provided case consultation to
child protective services personnel. The type of consultation provided

_ was as follows: case assessment (19); case monitoring and review (18);

and case closure (11). Along with these functions, 11 teams provided
diagnosis and trcatment, and two-thirds of the tcams helped identify
gaps and worked to develop or improve the service system in their
communities. Public relations, education activities, and support for CPS
personnel were cited as other team functions.'?



54 D PROTECTION TEAM DEVELOMPMENT ) PREVALFENCE AND QIARACTERISTICS OF MULTIDISCIPLINARY TEAMS

TABLE 32.1 Number of Teams and Legislative Mandates by State TABLE 32.1 Number of Teams and Legislative Mandates by State (continued)
Legislative Legislative
State Number of Teams Mandate State Number of Teams Mandate

Yes|No Yes|No.

Alabama 6 X Rhode Island 1 X

Alaska 5 (minimum) X South Carolina 56 (minimum) X

Arkansas 4 X South Dakota 21 X

Arizona undetermined X Tennessee 100 (minimum) X

California 5 X Texas 2 X

Colorado _ 42 X Utah 14 X

Connecticut 25 ' X Vermont 14 X

Delaware h X Virginia 73 X

Florida 21 X Washington undetermined X

Georgia X . West Virginia 5 X

Hawaii 3 X Wisconsin 16 X

Idaho 5 X- Wyoming K x|

Ilinois 30 X 901 (minimum) 12138

Indiana 92 X

lowa B X ‘Some respondents did not indicate the number of teams in their state, but th.

Kansas a X answer could be inferred from subsequent answers.

Kentucky 4 X

Louisiana 10 X

Maine 10 X

Maryland A X

Massachusetts 11 X

Michigan LR X

Minnesota 67° X

Mississippi 1 X

Missouri undetermined X

Montana 7 X

Nebraska 6 (minimum) X

Nevada 3 (minimum) X

New-Hampshire 10 X

New Jersey undetermined X

New Mexico q X

New York 4 (minimum) X

North Carolina undetermined* X

North Dakota 26 X

Ohio 21° X

Oklahoma 2 X

Oregon - 10 (minimum) X

Pennsylvania undetermined X
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TEAM COMPOSITION/MEMBERSHIP

Three basic alternatives for composition of a multidisciplinary
tcam were identified: by discipline, by agency, or by function. An
example of each is listed below.

DISCIPLINE AGENCY
Social Worker Child Protective Service Agency
Physician Medical Center
Psychiatrist/Psychologist Mental Health Center
Attorney Legal Services
Human Development Specialist  School System
Law Enforcement Police Department
Nurse Health Department

FUNCTION

Family Therapist (e.g., social worker, psychologist, etc.)

Community Organization/Soclal Systems/Resources

Casework Specialist (with child protective service experience)

Child Development Specialist (e.g., educator, nurse, child

psychologist)

Physician (e.g., pediatrician, family medicine)

Legal/Court System (e.g., attorney with knowledge of
" dependency docket, child advocacy experience, etc.)

Law Enforcement Officer

On the team questionnaire respondents were asked to identify
tcam composition only by disciplines represented. Table 32.2 shows the
number of respondents indicating each of the following disciplines

; Included in their team composition.

Table 32.2

Disciplines Represented
Social Worker
Psychologist
Nurse
Physician
Lawyer
Educator
Public Health Representative
Law Enforcement Representative
Judicial Representative
Psychiatrist
Lay Representative
Developmental Specialist
Day Care Worker

S8UB8IBLLBLER
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Homemaker n
Minority Representative 8
Politician 2
Other (clergy—7, clients—3, etc.) 32
No Answer S

Every team that answered this question (N=86) has social
representation. Other disciplines/professions that are represented

. least half of the respondents are psychologists, nurses, physi.

lawyers, educators, law enforcement, and public health representa
In the 1981 survey by the American Public Welfare Associatio:
following eight major professions were identified as team discip
social workers/case workers, psychiatrists/other mental h
personnel, nurses, physicians, attorneys, police offi
educetors/teachers, judges/court staff. All but judges/court staff
reported to be on at least half of these teams.!®

The survey also included two rating scales to ascertah
various disciplines’ impact upon two hypothetical situations.
respondents were asked to rate each discipline by its levet of in
(always, usually, seldom; never). The following tables show
breakdown of the reported influence by each discipline in discussio
returning children to their home environment after temporary place

Table 32.3 addresses the short-term impact while Table
addresses the extent of impact of each discipline on discussions of
term treatment plans for the physically abused child.

Upon close examination the two grids show minimal variz
In dealing with returning a child to the home the legally b
disciplines (lawyer, judicial representative) appear to have i
influence. In the situation involving long-term treatment for
physically abused child, the physician appears to have greater im
In both cases, however, the sodal worker ranked first in influence.
ranking of most other disdplines also remained comparable.

LEADERSHIP

The reported influence of each discipline does not necess.
reflect the leadership of a team. For each meeting a leader is needc
facilitate team discussion. This leader may be the same person each
or may be rotated on a meeting-by-meeting, monthly, or some other b
Teams also have various methods of leadership selection. A two-
question on the team questionnaire dealt with leadership. Thirty-c
respondents stated the position was a permanent one as opposed 1

indicating a rotating position. Only three answered that there wa:
identifiable leader.



et HHPRL Of Loonapeasnacs o aarmig aeem reaiment 1ans for a P'ysicn

e m e e et e e Abused Child
Discipline Alinys Usually Seldom Never -
Social Worker 0 " s _ Discipline Aluays  Usually  Seldom N
Lawyer 16 2! 12 4 Social Worker 49 19 )
Psychologist 15 pL n 3 Physician 24 26 oon
Nurse 12 20 16 5 Psychologist 24 26 7
Judicial Representative 1" 16 8 9 Nurse 17 19 24
Physician 1 27 12 5 Psychiatrist 15 10 16
Psychiatrist ] 9 19 7 Lawyer 14 25 13
Public Health Representative ' 10 17 15 3 Public Health Representative 14 il 15
Educator ] 10 20 9 Judicial Representative 1" rZ] 9
Law Enforcement Representative 6 15 21 5 Educator 7 2 n
Lay Representative 5 2 n 18 Law Enforcement Representative 7 16 4
Politician 2 4 7 2 Lay Representative 5 7 13 ]
Developmental Specialist 1 18 13 8 Homemaker 4 4 X )
Homemaker ' 1 7 17 9 Developmental Specialist 3 18 18
Day Care Worker - 3 16 15 Politician 3 3 5 2
Minority Representative - 1 7 2 Day Care Worker 1 7 21 [
Others Minority Representative — 4 9 2
Mental ealth 1 1 —_ — . No Answer 12
Clerpy — — | —_ :
Clients | 2 3 —
No Answer 13
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.ceﬂaining the method used in choosing leadership, the most
frequent answer was being elected by the team (24). The other choices
were natural evolvement (14) and appointed from outside (6). This
question was obviously incomplete since 20 respondents wrote in answers
including appointed by sponsor (10) and employed (3).

OPERATIONAL FACTORS

The team questionnaire also considered operation mechanisms of
teams. It is important to consider the time and other constraints of
volunteer members in determining the length and frequency of meetings.
A meeting of 2 to 2 1/2 hours is generally as long as people can be expected
to work intensively and productively. On the team questionnaire, most
teams (71) stated they have a limited time period for team meetings.
The following table shows the answers received.

Table 32.5
Meeting Length “
Usual Length of Meeting Responses
One hour or less 21
1to11/2hours 20
11/2t0 2 hours 26
2 hoursormore 4

Meetings may be scheduled in a variety of ways including
weekly, biweekly, monthly, or as needed. Respondents to the team
questionnaire indicated that 83 of the teams meet on a regular basis
while only three do not. In terms of frequency of meetings 41 (48%) meet
monthly, 17 (20%) meet weekly, and 16 teams (19%) meet twice monthly.
Additionally, one team reported meeting every two months, one team
meets quarterly, and one hospital team meets three times weekly. There
were also three respondents who stated they meet when needed. The
range here varies from three times weekly to four times yearly. The most
frequent answer, however, is monthly for nearly half the teams

Realistic expectations of work to be accomplished at these
meetings must be established for the team. A minimum of 30 minutes is
usually needed to present and discuss a case. For new teams, 45-60 minutes
may be needed for each case review. Respondents to the team
questionnaire were asked to report how many cases were presented and/or
reviewed at each meeting. Most answers corresponded to the length of
the meeting (the longer the meeting, the more cases discussed). The
following table gives the numbered responses.

Table 32.6
Number of Cases Presented/Reviewed at Team ngs
Number of Cases Responses
1-5 K1)
6 -1 18
n-15 9
16 -2 4
21 -3 4
3N-40 1
41 -3 1
51 - 60 1
Over 61 2
No Answer 17

According to this information, the most frequent pattern of team me
from this sample involves 8 1 1/2- to 2-hour meeting held once a mo
review 1 to 5 cases.

The team questionnaire also requested information on
attendance. Seventy-six respondents indicated all members are ex;
to attend the regular meetings. Nine teams have other atten
patterns.  For example, one has a "sub-team” that screens all
presented and chooses only a limited number for the whole te.
review.

CONFIDENTIALITY

Several questions regarding policies and procedures for
functioning were asked on both questionnaires. Respondents to the
questionnaire were asked to report on confidentiality policie:
procedures. State laws concerning confidentiality in child abus
neglect cases may or may not specifically address the iss'
multidisciplinary team involvement. Table 32.7 summarizes respor
the question of confidentiality. Twenty-three of the states conf
that a confidentiality waiver is in effect. The remaining 27 states
five alternatives employed by various teams:

signed release by dients (11 resporses)

confidentiality agreements signed by team members (8 respo
coding case names/anonymity (6 responses)

teams under state sanction/agents of the state (6 responses)
no policy regarding this matter (3 responses)



Since only 24% of the nation mandates multidisciplinary tcams, but 46%
of the states provide such confidentiality waivers, it can be
hypothesized that most of these waivers are generic in nature.

The survey conducted by the American Public Welfare
Association in 1981 indicated that just over half (10) of the 19 teams
surveyed opcrate under legislation which empowers them to handle
confidential information.'

ORIENTATION/TRAINING

The authors of this chapter found, through experience in
multidisciplinary tcam development, that it is important that all
involved understand the functions and responsibilities of both team
members and referring workers. Clarification and definition of terms and
procedures are also important. Team members must understand the
importance of openncss, trust, and mutual respect for collcagues for the
team to operate effectively. One approach to accomplishing this is the
provision of initial orientation and/or ongoing training for teams.

Through the team questionnaire it was found that not all teams
have a formal orientation process. Twenty-nine teams responded that
members receive a formal orientation while the majority, 54 respondents,
stated it was not available. Of the 20 that offer an orientation program,
26 are cither responsible for the process themselves or their sponsoring
agency is responsible. Thirteen of the teams state they have an
orientation program at initial team development; eleven indicate they
have a program for the entire team when a new member joins; eight hold
orientation for the new members only; and seven indicate they have some
orientation process at regular intervals. Methods used in orientation
included informal sharing of information by team (23); formal
presentation (15); recommended readings (15); simulated conferences (9);
and audiovisual resources (8).

Eleven respondents to the state questionnaire indicated that
formal orientation is provided at state level. Most of the states that
reported some involvement related that it was on an informal basis. This
included the provision of some written materials or state personnel
participation with or representation on teams.

TEAM EVALUATION

Evaluation of a multidisciplinary team provides for the
measurement of its effects against the goals it set out to accomplish. This
contributes to rational decision making concerning team maintenance or

TABLE 32.7 Confidentiality Policies

State

Alabama
Alaska
Arkansas
Arizona

California
Colorado

Connecticut
Delaware
Florida

Georgia
Hawaii
Idaho
linols
Indiana
Towa
Kansas
Kentucky

Louisiana

Maine
Maryland

Massachusetts

Michigan
Minnesota
Mississippi

Missouri

Montana

Nebraska
Nevada

New Hampshire

Waiter
Yes| No
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
11X
X
X
X
X
X
X
D ¢
X
X
X
X
X
X

Comment<

Signed release forms and codiny
names.

Signed release forms and coding
names.

Team members sign confidentia!
agreement.

Confidentiality statutes cover th:
contracted by the state.

Teams are sanctioned by statute
have access to pertinent inforn
regarding cases.

Release forms.
Signed release from client.

Team members considered agent
state,

Client signed releases.
Some teams have own waiver for

Signed release forms.

Team members sign confidential
‘agreement/release forms.

Team members become agents vi
confidentiality law.

Members considered employees -

Team members are professionals
providing services to child and
family.

Signed release.
Team members sign a confidenti-

agreement.
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TABLE 32.7 Confidentiality Policies (conlinued)

State

New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio

Oklahoma
Oregon

Pennsylvania
Rhude Istand

South Carolina
South Dakota
Tennessce
Texas

Utah

Vermont
Virginia

Washington
West Virginia

Wisconsin

Wyoming

Waiter
Yes|No
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X

Conmmends

Coded case names.

Some use coded names; others release
form signed by client.

State personnel can share information
between agencies.

Sign confidentiality form/cases
presented anonymously.

Federal regulations do not require
specific waiver..

No specific policy regarding lssue.

Some alse used release forms.

Also teams encouraged to sign
confidentiality agreement.

Agreement from team members.

Signed agreement by team
members/cases presented
anonymously.

Release furms; DHSS has introduced
legislation which would give
permission for information sharing
among team members.

adaptations. Both formal and informal approaches lo*lua\i.
provide valuable data.

Respondents to the team questionnaire indicated that thir
teams (35%) indicated they do have some form of evaluation.
stated that the team is most often responsible for this proce
responses). Other answers regarding responsibility for the eval
were team sponsor (10), state (5), and other (6).

: In describing the various types of evaluations the most cor

‘answer was informal, ongoing evaluation (12 responses). Ten

reported annual evaluations, some of which were verbal, some w
Only five reported having formal evaluations performed and thesc
by the teams' sponsors. '

The team questionnaire also addressed the issue of
longevity. Responses ranged from six months to 15 years. Tabl
shows the distribution of teams by years of operation. As wov
expected, the oldest reported team in this survey is a hospital-
team in a state children's hospital.

Table 328

Team Longevity
Less than 1 year 2
1 year 10
2 years 12
3 years 10
4 years 12
. 5 years 12
6 - 10 years px}
11-15 years 2
No answer 8

The average length of team existence was 43 years.

Summary

The results of these surveys have provided some t
descriptive data on currently functioning multidisciplinary team:
child abuse and neglect. Findings indicate that teams exist in all
states with the majority providing case consultation. Team compos:
varies widely, but usually consists of socisl workers, mental hc
professionals, physiclans, nurses, lawyers, educators, and
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. enforcement officers. The most frequent pattern of team meetings involves

a 11/2 to 2 hour meeting held once a month to review one to five cases.
Team sponsorship is most often provided by public agencies. Over one-
half the states provide some form of protection for tcams regarding
confidentially issucs.

- While this information appears to be the most comprehensive
data on multidisciplinary tcams available to date, there are many areas
that warrant further study. Particularly, it would seem, more
evaluative efforts need to be undertaken, including: analysis of types of

~ cases referred to teams; comparisons of these to general caseloads of child

protective services; outcomes of cases reviewed by teams as compared to
similar cases not referred; whether or not the referring workers learn
from team consultation and generalize the problem-solving approaches
and recommendations to other cases, and whether or not team efforts
strengthen community involvement in addressing the problem of child
abuse and neglect.

The experience of these authors in developing and utilizing
multidisciplinary teams demonstrated the value and effectiveness of
such teams. It is highly recommended that efforts be continued to
devclop, maintain, and utilize multidisciplinary teams as an adjunct to
the service system for child abuse and neglect. Development and
utilization of multidisciplinary team approaches can also be adapted for
use in other service settings or with other target populations. For
example, consultation, treatment, or resource development teams could be
creatively modified for use in the area of foster care, institutional child
care, or adult protective scrvices.

Note

*  This study was supported in part by a contract from the Kentucky
Cabinet for Human Resources with the Kent School of Social Work,
University of Louisville, Louisville, Kentucky.
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March 29, 1993

National Center on Child
Abuse and Neglect
Department of Health & Human Services

The enclosed information is a product of the efforts of a Joint
Task Force on Child Abuse and Neglect at children’s Hospital, St.
Paul, Minnesota. The membership of the group included selected
representatives from inpatient nursing staff, Midwest Children’s
Resource Center (child abuse outpatient department) Child and
Family Services, the Emergency Room and the Quality Assurance
Department. ,

I present this information on behalf of the Task Force Committee
members and particularly acknowledge the expertise and leadership
of Janice Ophoven, M.D., a specialist in both the areas of child
abuse and quality management process.

We are currently in the process of preparing to publish this
information. This material should not be reproduced without the
permission of Midwest Children’s Resource Center.

Attached is a brqchufé of our Center for you to include with

other materials. If you need additional information regarding
our Center, please do not hesitate to contact me.

Sincerely,

Directiop :
Midwest Children’s Resource Center



Suspected Child Abuse and Neglect (SCAN) Guidelines
Children’s Hospital of St. Paul ()

Children’s Hospital of St. Paul (CHSP) is committed to providing coordinated, high-quality care tor
suspected victims of child abuse. In support of this commitment, the hospital has developed the
following guidelines. _

1.  CHSP identifies Midwest Children’s Resource Center (MCRC) as the department responsible
for coordinating quality of care in SCAN patients

2. CHSP will develop and implement standardized SCAN documents/forms

Implementation of SCAN Task Force forms and guidelines hospital wide
- Pilot review of recommended Task Force forms and guidelines with review in 6 months

Ensure effective SCAN documentation

Promote conformity with definitions/terminology/diagnosis

Provide consistent, timely and appropriate communication to internal and external
services and agencies

3. CHSP will provide SCAN specialists to coordinate consistent SCAN service and ensure
continuity of care
* Implement SCAN case management program
- Recruit and train sufficient staff to service increasmg caseload of CHSP SCAN acute care patients

(ER/inpatient/outpatient follow-up/court)
- Project 1.5 FTE (optimal 1 full time with PT support for off hours)

Provide appropriate training by child abuse and neglect (CAN) experts .
Provide appropriate supervision - MCRC
Ensure candidates have appropriate prerequisite experience - PNP

Ensure appropriate availability of staff
- Phone access with 15-20 minutes response time - 24-hour service/7 dayswveek
- On-site availability within 30 minutes - 24-hour service/7 daysiveek

* # &

4. CHSP will ensure effective communication and provide patient accessibility to SCAN specialists

and experts

* Implement cellular phone system integrated with current MCRC model

* Develop internal/external tracking system for SCAN documentation and case
management (i.e. photographs, video/audio tapes, forms etc.) to be coordinated by
MCRC

* Provide Fax capability with 24-hour access

5. CHSP will ensure patient accessibility to CAN experts
* Ensure availability of appropriate CAN experts (MD, PNP) with recognized credentials
as medical - legal witnesses

* Ensure appropriate availability of staff
- Phone access with 15-20 minutes response time - 24-hour service/7 dsyWeek
- On-site availability within 30 minutes - 24-hour service/7 daysiweek

* Increase currently available MCRC CAN expert staff
- MD - increase by S FTE
- PNP - increase by .4 FTE

6. CHSP will ensure appropriate pediatric expertise for all SCAN patients ‘
* Provide timely access to specialty consultants as necessary for competent evaluation.

diagnosis and management of SCAN
- Orthopedic, Ophthalmology, Neurology. Radmoiogy. Cnucal Care. Pathology, Forensic Medicine. Odontuioge



standards of care for SCAN
Define minimum standards and guidelines for care

‘ CHSP will provide appropriate training and resources hospital wide to ensure minimum

* Collaborate with public relations to transtorm the work product of the SCAN Task Force
into an on-going educational tool

* Develop and implement process tor hospital-wide; MD awareness

* Provide internal training model for specific groups to include new employee orientation.
unit specific training and outreach educational programs

* Develop external training model to share the Task Force work product and
recommendations to children’s hospitals and programs nation-wide

* Promote community/regional/national awareness of CHSP SCAN model and activities

8. CHSP will ensure that appropriate standards of care are met for all patients entering the system

* Develop and implement a process for automatic referral to SCAN specialists (MCRC)

* Develop and implement a process for automatic referrals to Child and Family Services

* Develop and implement written guidelines and protocols to ensure consistent care at all
service sites (includes sexual assault guidelines and protocol)

* Provide arbitration by the SCAN team for any conflict in SCAN definition or patient care
(to, provide first for the safety of the child)

* Provide a forum for system-wide education (responsibility of CHSP administration)

9. CHSP will ensure that all SCAN patients will be |dcnt1ﬁed in a timely fashion and appropniately
referred for care
. * Outpatient SCAN will be referred to MCRC
* Selected units/personnel will receive additional training and resource development in the
identification and management of SCAN patients

10. CHSP will provide adequate resources for effective SCAN management

Fourth floor will be designated as the med-surg units for noncritical care SCAN patients
Personnel

Video capability; including access to video surveillance if necessary

Access to colposcopy

Access to photographic equipment and support personnel

Others as defined

. 2 4 & &

11. CHSPwﬂlcnsurequahtyofSCANproem
Task Force members to develop and support SCAN steering committee

- To ensure ongoing Quality Improvement
- To "hold the gains”

SCAN data base to be established (explore existing systems and technology)
All patients evaluated for SCAN to be appropriately coded

Conndenmmynd customer service unp-ct must be studied
* CHSP to remain committed to ongoing research in SCAN through support of the MCRC

and associate programs

'mnba 1991



Patient Presents

SCAN
Fiow Chart

SCAN Gulidelines
sromet. ° *Consultation i necessary
: w/SCAN specialist

" Yes

*24 HRS/Day Call

220-6750 MCRC °*
SCAN Case ICAN Speciaiist
Manager Notified

Access to anclllary Consultation
services or other w/primary physician
referrals and appropriate

MD specialists

Report
Made to
Police and
cp
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PHYSICAL ABUSE

Burmns: «umpuous pattlern or unexplained burns

Fractures: wihout reliable, wilnessed explanations (locus on children <3 yrs)
lung bones; single or multiple, mid-shalt or metaphyseal.
-skull: complex, bilateral, multiple
-1ibs

Blunt abdominal irauma:
-duodenal hematoma
-pancreatic pseudocysts
-bowe!, spleen or liver laceration
-mesenteric or retroperitoneal hematoma

Bruises:
-in the very young child (g 9 months)
-patterned : pinch, bite, grab, slap marks or loop/strap marks

Shaken Baby Syndromae:
-subdural heratoma
-1etinal hemorrhage

All Unexplained CNS Insulls/Injurles: (history does not fit the medical tacts)
-oblunded ,coma
-seizures
-Any CNS bleed in child <5 years excludmg clear cut accidental
circumstances.
-+CT scan, +MRI scan, +skull fracture compatable with trauma.
-unexplained apnea in infancy.

NON Accldental Polsoning
Patlern soft tiasue injurles:
- self defense wounds
-cigaretie burns
-symmelrical injuries
Muitiple Injurles of varlous ages

Oral faclal trauma

Laceratlons Indicative of chlid abuse

I e L LR
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NEGLECT

Fallure to Thrlve
Medical Neglect
-delay in seeking treatment
-setious noncompliance
Drug use In pregnancy
-Felal Alcohol Syndrome
-Cocaine
Injurles due to Inadequate/fallure to supervise
Cold Injury
Culturalparental/religlous diiferences resulting In refusal of medically
necessary care. .

PHYSICAL EXPRESSION OF SEYERE PSYCHOLOGICAL TRAUMA
Conversion reaction

Anorexia nervosa inpatient <10 years

Suicidal gestures in which abusae is thought to be a contributing factor
Chemical addiction in patients < 12 years.

Recurrent illnessesfindings not explained by medical diagnosis

Frequent visits to the ER and/or MD office for apparently innocuous complaints
Unexplained metabolic derangement suspicious for non accidental poisoning
(sah, water, medication, overmedication)

SEXUAL
Suspicious genital and anal injuries
Childhood pregnancy (pregnant children <12 years)
Presence ol sexually transmitted disease:
. -herpes

-syphilis

-HPV

-HIiV

-gonorrhea

-chlamydia

All patients who present as victims of familial sexual assault.
Presence of sperm and/or seminal fluid
Hymenal and perineal findings including:

-laceration

-large diameter of hymenal opening

-bruising

-warts

-scarring



MCRC Program Guidelines

2. Acyity Response Guidelines

High Acuvity Response Gulidelines;
Intake Access: 24 hours/day; 7 days/ week [Intake Specialist]
MD Consuhant Availability: immediate (Child Abuse Specialist)
On Site MD Consultant 2 hours from intake [Child Abuse Spaecialist)
Availability:
Documentation Availablity: 2 hours from intake [Includes Photodocumaentation]

The individual respmsbb for intake and frontline access for Child Abuse and Neglect consultation must fulfil the following
requirements:
1. Experience in Child Abuse and Neglect [CAN] responss systems
medical
lega/
pyschosocial
law enforcement
cPS
2. Familarity with medicolegal guidetines for managment of CAN
3. Ability to viage
4. Ability 10 manage the sensitive and confidential issues associated with CAN
5. Liason with the various prolessional communities

e

The physicians designated as Child Abuse Specialist will comprise the following:
1. Child Abuse Training Program or Fellowship
2. Recognition by their peers as a Child Abuse specialist
3. Expertise in physical diagnosis and pattemn recognition ‘
4. Expertise in CAN case evaluation, management and recommendations
5. Recognized expertise as an expert winess
6. Experise in the medicolegal management of CAN cases
7. Participant in the ongoing research and education in issues pertaining to CAN

The physicians designated as Child Abuse Associate Specialist wilt compromise the following:
1. Physicians in training in Child Abuse and Neglect - feillowship
2. Nurse speciakst
3. MD with special interest in CAN with conuinuing education and special experience and training 1o quaity

DRocumentation Resources:
ngnm resources needed 10 support adequale and imety documentation include the following:
1. Pholography services - photographer on call, photographic hardware, developing services, cataloging and
retrieval process
2. Pediatric Pathology laboratory resources induding Pediatric Pathologist
3. Pediatric Radiolgy services including Pediainc Radiologist
4. Case cataloging and data entry resources
S. Reporiing services - clerical, ranscnption

€. Comprehensive cument literature access

Moderate Acuity Response Guidelines:

intake Access: 24 hours/day; 7 days/ week [Intake Specialist]

MD Consuhant Availability: immediate [Child Abuse Specialist]

On Site MD Consultant 24 hours from intake [Child Abuse Specialist or :
Availability: Associate) ‘

Documentation Availablity: 24 hours from intake [Includes Photodocumentatic'
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irements:

The ndividual responsible for intake and frontline access for Child Abuse and Negiect consuliation must fulfil the 'Zvw - ;

requirements:

1. Experience in Child Abuse and Neglect [CAN] responsa sysiems

medical

legal
pyschosocial
law enforcement
CPS

2. Famikarity with medicolegal guidelines for managment of CAN

3. Abiity 1o Fiage

4. Abifty 10 manage the sensilive and confidential issues associaled with CAN
S. Liason with the various professional communities

Child Abuse Specialist (MD}
The physicians designated as Child Abuse Specialist will comprise the following:

NOrsLN~

. Child Abuse Training Program or Feliowshp

Recognition by their peers as a Child Abuse specialist

Expertise in physical diagnosis and patiem recognition

Expertise in CAN case evaluation, management and recommendations
Recognized expertise as an expern witness

Expertise in the medicolegal management of CAN cases

Participant in the ongoing research and educaton in issues pentaining 1o CAN

The physicians designated as Child Abuse Associate Specialist will compromise the following:
1. Physicians in training in Child Abuse and Negiect - fellowship

2. Nurse

3. MD with special interest in CAN with continuing education and special experience and training 1o qually

Dogumentation Resoyrces:

Program resources needed 1o support adequate and timely documentation include the following:
1. Photography services - photographer on call, photographic hardware, developing services. catloging arc

retrigval process

cRrwN

Low Acuity Response Guidelines;

intake Access:

MD Consultant Availability:

On Site MD Consultant
Availability:

Documentation Availablity:

Pediatric Pathology laboratory resources induding Pediatric Pathologist
Pediatric Radiology services induding Pediainc Radiclogist

. Case cataloging and data entry resources

Reporting sarvices - clerical, transcnption

Comprehensive current lilerature access

24 hours/day; 7 days/ week [intake Specialist]

immediate [Child Abuse Specialist]

7 days from intake™ [Child Abuse Specialist or
Associate)

7 days from intake [Includes Photodocumentation]

The individual responsible for intake and tronliing access for Chid Abuse and Neglect consultation must {ulfill the toilow:ng

requirements:

1. Experience in Child Abuse and Negiect [CAN| response systems

medical

cPs

2. Familarity with medicolegal quideines tor managment of CAN

3. Abilty W viage

4. Abiity 10 manage e sensilive and conkasnual Ssues associated with CAN
S, Liason with 1he vanous prolessional corvwuruss
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The physiaans designated as Child Abuse Specaalist will compnse the foilowing

. Chiild Abuse Training Program or Fellowship

Recognition by their peers as a Child Abuse specialist

Expertse in physical diagnosis and pattem recogniion

Expertise in CAN case evaluation, management and recommendations
Recognized expertise as an expert withess

Expertise in the medicolegal management of CAN cases

Participant in the ongoing reseasch and education in issues pertaining to CAN

NooswN~

The physicians designated as Child Abuse Associate Specialist will compromise the following:

1. Physicians in vaining in Child Abuse and Negiect - fellowship
2. Nurse speciakst .
3. MD with special interest in CAN with continuing education and special experience and training to qually

Documentation Resources:

Program resources needad o support adequate and timely documentation include the following:

March 22, 1990

1. Photography services - photographer on call. pholographic hardware, developing services, cataloging and
retrieval process

2. Pediatric Pathology laboratory resources including Pediatric Pathologist

3. Pediatric Radiology services including Pediatric Radiologist

4. Case cataloging and data entry resources

5. Reporting services - clerical, ranscription

8. Comprehensive current literature access
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St.Paul

Carolyn Levitt, M.D., Director
Midwest Children’s Resource Center
Fort Road Medical Building, Suite 200
360 Sherman Street

St. Paul, Minnesota 55102

(612) 220-6750

Midwest Children’s Resource Center
Services and Consultation for Child Abuse

Midwest Children’s Resource Center
(MCRC) is a specialty center for child abuse
services. A program of Children’s Hospital of
St. Paul, MCRC brings together a team.of
specialists who provide services and
consultation upon referral from child.
protection and law enforcement agencies,
physicians, therapists, attorneys and
concerned parents.

Staff members at the center work closely with
referral sources, e.g., legally mandated
agencies, to facilitate involvement of key
people in abuse cases, to promote sharing of
information, to arrange case conferences for
complex cases and to help in the management
of high-risk cases. MCRC staff members
emphasize the importance of working with
local service providers to assist in building
service systems for responding to the safety
needs of abused children, and of creating
trcatment programs/options/alternatives for
families.

MCRCs staff consists of a team of
professionals who are skilled in the medical
and psychological assessment of abused
children. Heading the interdisciplinary team is
Director Carolyn Levitt, M.D. Other staff
includes child psychologists, pediatricians,
nurse practitioners, a pediatric forensic
pathologist, a child protection system
specialist and legal counsel.

A full range of Children’s Hospital pediatric
specialists and subspecialists is available for
consultation with MCRC staff members, as
needed.

Evaluation services

Medical diagnosis and treatment
Medical diagnosis and treatment are provided
both on a 24-hour emergency basis and for
scheduled appointments. Services include
medical evaluation, forensic medical
consultation (pattern of injury and
photographic documentation) and sexual abuse
evaluation, as well as treatment of sexually

" transmitted diseases and pregnancy prevention.

Psychological
assessment/treatment

Child psychologists, who are experts in child
abuse, provide in-depth interviews and
psychological evaluation, in addition to
recommendations for type and extent of
treatment. The psychological analysis of child
abuse symptoms emphasizes the child’s
developmental level.

In addition, child psychologists provide
consultation regarding problem cases and refer
children to a network of experienced
professionals and services. Some children arc
seen for ongoing therapy as MCRC caseload
permits.

MCRC's Toll-free Professional
Consultation Line
1-800-422-0879




Consultation services

Case reviews for medical,
psychological and child protection
service delivery

Cases may be referred for multidisciplinary
review, to be performed by staff from areas of
medicine, forensic pathology, child
psychology, child protection and law. Staff
members specialize in consulting about
preschool children who are at high risk for
abuse. The staff also is available to provide
information on current case literature and
research.

Pediatric forensic pathology
consultation:

The services of a pediatric forensic
pathologist are provided for complicated law
enforcement investigations or civil cases to
document the cause, mechanism and severity
of an injury. Neutral consultation is offered
to assess medical data for the court or for
either party in a criminal or civil case.

Toll-free professional
consultation line

A service for professionals working in child
abuse, the consultation line is answered 24
hours a day, 7 days a week. Physicians, child
protection personnel, law enforcement
officers, therapists, attorneys and others
involved in protecting children can obtain
immediate access to specialized staff at
MCRC. The purpose of the service is to
extend the specialty expertise at MCRC into
other communities to assist in diagnosis,
investigation and child protection services.

MCRC’s Toll-free Professional
Consultation Line
1-800-422-0879

Training

Training services

Professional educational programs are
available for physicians, attorneys, law
enforcement personnel, child protection

personnel and mental health personnel. All
staff members are available to speak about the
center and their areas of expertise at
workshops, conferences or small group
meetings. Internships and fellowships are
offered in pediatrics and psychology, focusing
on child abuse and interaction with other
professionals.

Specialized training in child
abuse services

This training is designed for small groups of
professionals who are interested in developing
or expanding their knowledge and skills in
medical evaluations, interviewing children,
psychological assessment and treating abused
children. Professionals participate in on-site
teaching at: MCRC with Carolyn Levitt, M.D.,
and other staff.

Expert testimony

Physicians and child psychologists are available
to make court appearances as an expert witness
regarding a specific evaluation or general
professional testimony on medical, forensic or
psychological aspects of child abuse.

Research services

A computerized data system assists in easily
retrieving and analyzing data. MCRC staff
members also are initiating studies in their
specific areas of expertise. Data and research
findings will be shared with community
professionals and used collaboratively with
other centers.

For reporting

As a professional, if you have reason to believe
that abuse or neglect has occurred, a report
must be made to your local child protection
and/or law enforcement agencies.
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JOYCE THOMAS,
CARL ROGERS,
BARBARA JONES
Introduction

Two-year-old Jennifer died. An autopsy revealed rib fractures, retineal
hemorrhages, bulging fontanelle, and multiple tears of the liver, pancreas,
and mesentery. This child was diagnosed as having “battered child syn-
drome.” Prior to her death, she was hospitalized in the intensive care unit
for 20 days; she was later transferred to an intermediate care unit for 15
days; she spent her final 60 days in a long-term care facility. The estimated
cost for her hospital care exceeds $80,000. Other cases have resulted in
bills over double that amount.

Fortunately most cases of child abuse do not end so tragically (al-
though about 2,000 American children die each year as a result of mal-
treatment) [HHS, 1981]). Unfortunately, however, the hospital care
required by abused, neglected, and sexually victimized children is fre-
quently extensive—and expensive.

The subject of child maltreatment is emotionally charged, calling up
feelings of outrage, revulsion, and disbelief toward perpetrators and

. warmth, nurturance, and protection toward victims. Increasingly, over

recent years, socicties around the world have mandated and codified the
care of maltreated children. In the United States, increasing concern
about child abuse has resulted in extensive new federal, state, and local
legislation, rapidly expanding service delivery systems, and intensive
research and advocacy cfforts. These initiatives carry far-reaching
implications—and heavy costs—not only for health care systems, but for

mental health social service, educational, iaw enforcement, and judicial
systems as well. .

At the present time, it is virtually impossible to assess the full national
economic impact of child abuse, neglect, and sexual victimization. Spe-
cific data are lacking. These problems weave throughout the social fabric,
touching on institutions as diverse as the day care industry and the prison
system, often unseen—even denied—but always costly. The economic
implications of this problem cannot be ignored.

Recognizing that no one can adequately measure the human costs of
child abuse, the purpose of this paper is to provide greater understanding
of its impact from a hospital management and economic perspective,
Even within this narrow focus, one is faced with a decidedly inadequate
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data base. For example, national data concerning the role of hospitals in
reporting child abuse and neglect are limited and often contradictory, and
there is virtually no national data regarding hospitalization rates as a
function of child maltreatment. Similarly, there is little site-specific infor-
mation on the costs of medical scrvices provided in these cases by health
care centers.

Child Abuse Defined

The definition of child abuse, as legislated in the U.S. Child Abuse
Prevention and Treatment Act (PL. 93-247), is “the physical or mental
injury, sexual abuse, negligent treatment or maltreatment of a child under
the age of I8 years . . . by a person who is responsible for the child's
welfare under circumstances which indicate that the child’s health or wel-
fare is harmed or threatencd thereby,”

As can be inferred from this broad definition, making a diagnosis of
child maltreatment is seldom casy. Such diagnoses take time, training, and
experience--all high-priced “commodities.” However, every state and ter-
ritory in the country has enacted legislation making it mandatory for all
health professionals to identify and report child abuse. ‘

Types of maltreatment routinely seen in hospitals include physical
abuse, medical neglect, nonorganic failure-to-thrive, “immediate danger™
neglect, and sexual victimization. In each case, the clinician must make
painstaking differentiations between non-accidental trauma and that
which is accidentally incurred or results from infectious, neoplastic, con-
genita), or acquired metabolic discase. In cases of medical neglect, the
clinicilan must determinc if a child's poor health status is associated with
parental ignorance, parental lack of concern about the child's needs. or
parental inability to provide for those needs.

Child Abuse in the United States

The true incidence of child abuse in the U.S. is not known. Even with
mandatory reporting requirements, it is generally acknowledged that iden-
tified cases make up only the tip of the iccberg. It has been estimated that
I percent of all U.S. children under age 18 are abused or neglected annu-
ally [HHS, 1981]. The National Committee for the Prevention of Child
Abuse estimated in 1983 that there are between two and four million cases
of child maltreatment cach year. It is estimated that each year there are at
least 200,000 cases of physical abuse, 800,000 cases of neglect, 60,000 cases
of sexual abuse, and an undetermined number of cases of emotional abuse
and neglect. The National Association of Children's Hospitals and
Related Institutions [1985) reports that 40 of its members have child abuse
clinics or other special services. Over 150 specialized hospital-based servi-
ces or programs have been developed in recent years [Clearinghouse of
Child Abuse and Neglect Information, 1983).

By any yardstick, child abuse is clearly s massive problem, and as expe-
rience shows, it comes with a massive price tag,

Child Protection at Children’s Hospital National Medical Center

Hospitals have been called gatekeepers for the identification of child
abuse and neglect [Hampton and Newberger, 1983). Increasingly, hospi-
tals are compelled to accept the rcality that, although child abuse requires
intervention by a great many socictal systems, the role of health care facil-
ities is pivotal in that they often serve as the initial point of entry and
decision making for victims and their families. Through the delivery of
comprehensive, specialized services, hospitals also have a significant influ-
ence on case outcomes. This is particularly true for families at the lower
end of the socio-economic scale who tend to use hospitals as their primary
source of health care.

Children'’s Hospital National Medical Center (CHNMC) is a 268-bed.
university-af(iliated, private, not-for-profit hospital. CHNMC is by far the -
largest provider of pediatric care in the Washington, D.C. metropolitan
area:

Community philanthropy has played a major role in providing money
to meet the budget for current operations. The hospital receives no direct
governmental support for operations. Some governmental grant funds are
secured through competitive applications. .

The hospital serves the District of Columbia, Southern Maryland, and
Northern Virginia. Sixty-five percent of all admissions of District children
are made at CHNMC. Outpatient caseloads are skewed even more heavily
toward District residents, who tend to be from the lower end of the socio-
economic scale. This results in significant financial burdens, since
CHNMC cares for all children regardless of their ability to pay.

“The hospital was among the carly advocates for maltreated children, as
well as a pioneer in the development of case management techniques.
Since 1974, when the hospital established a specialized, multidisciplinary
child abuse treatment unit, there has been a steady increase in demand for
services and consultation. The hospital has a staff in a single unit specializ-
ing in physical and sexual abuse. This unit, the Division of Child Protec-
tion, is currently struggling to maintain its fiscal balance with a precarious
combination of Medicaid and other third party treimbursements, local
government contracts, hospital support, and a variety of relatively small
contributions from private agencies and citizens.

The success of the division's treatment approach in halting the abusive
cycle has been well demonstrated. Recidivism (i.c., repeated incidents of
abuse of a child) occurs in less than 8 percent of the cases. This is a
striking finding in view of reports in the research literature indicating that
recidivism occurs in about 50 percent of cases in which no comprehensive
intervention is made [White, 1977).

The Division'’s Caseload

Children seen by the division range in age from. infancy through 18
years. Most reside in the District of Columbia, and at least 60 percent are
from low income families. The average age of physically abused w:-
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glected ‘ren is about four years, while the average age of victims of
sexual abuse is eight to nine years. At any given time, the caseload has
over 200 families receiving ongoing services.

Children required hospitalization in Il percent of the division’s cases.
Less than 2 percent of all sexual abuse intakes require hospitalization,
while 25 percent of the physical abuse and neglect cases must be admitted,
with most of these being physical abuse cascs. Of the 85 children hospital-
ized in 1984, 29 percent required care in the burns/intermediate care unit;
24 percent were admitted to the orthopedics unit: and 14 percent were
admitted to Intensive Care, with the remaining 33 percent cared for by
other specialty and general medical units. Lengths of hospitalization
ranged from one to 60 days.

The Costs of Medical Care

The economic aspeats of hospital-based child abuse programs are diffi-
cult to examine on a national basis due to the paucity of available infor-
mation. Given the many variables that infuse cases of abuse and negled, it
is even difficult to develop an economic profile for a children’s program.
For purposes of this paper, two different approaches 10 calculating costs
are utilized. First, the medical carc costs per patient are examined.
Second, the costs of maintaining a specialized treatment and intervention
program, such as the Division of Child Protection, within a hospital
environment are studied.

Treatment costs, of course, depend on treatment needs, and these vary
widely in cases of child abuse and neglect. However, using random sam-
ples of cases drawn from different treatment categories, total billable ser-
vices provided to clients by both division staff and other hospital provid-
ers are computed. These figures reflect only the initial visits for
outpatients and the initial hospitalizations for inpatients; follow-up servi-
_ ces related to the initial trauma have not been included. Since aubsequent
“services can be both extensive and costly. the following estimates should

be considered very conservative.

For physical abuse and neglect cases managed on an outpatient basis,
average initial charges were $227 per child. The average cost for initial
outpatient services in sexual abuse cases was $257. Based on these aver-
ages, the total cost for initial outpatient medical care for division cases in
1984 was about $178,600.

Similarly, the average cost per child for inpatient services was $28,228.
(For ICU cases, the average was $50.816; for children hospitalized in the
burn unit, it was $23,525.) Therefore, total cost for initial inpatient servi-
ces for division clients in 1984 was about $2,400,000.

Applying this experience to the limited national data available, the
magnitude of the country's health care bill for caring (or abused and ne-
glected children begins to become clear. Based on the 1981 national study
of the Incidence and Severity of Child Abuse and Neglect, it has been

‘ estimated that hospitals identified about /7,000 cases ociwecn ....

and April 1980 [Hampton and Newberger, 1985]. Assuming that only |1
percent of these cases required hospitalization (CHNMC current expe-
rience), this would mean that over 8,400 children are hospitalized annually
for abuse and neglect. Using CHNMC's average cost of hospitalization
($28,000) the total national bill for these children’s care would be approx-
imately $240 million. Initial outpatient services for the remaining 68,500
cases (assuming an average cost of $250 each) would be in the neighbor-
hood of $17 million.

These are very conservative estimates. They reflect only reported cases
identified by hospitals, which make up only a small proportion of total
cases. They include no follow-up care costs, nor do they take into consid-
eration the expenses generated by children who leave the hospital only to
go to long-term care facilities. Another view of the size of the problem can
be secen by looking at the likely amount of service being provided by the
5,006 U.S. hospitals that give pediatric emergency care. Il one assumes
that, on an average, each hospital sees about 100 cases of child maltreat-
ment per year and the hospitalization rates and cost figures are compara-
ble to those of CHNMC, then the immediate medical cure costs would be
almost $1.7 billion.

In fact, basing projections on CHNMC's average costs may lead to
significantly underestimated totals, There is evidence to suggest that hos-
pitals with specialized service units find it neccssary to admit a smaller
proportion of abused and neglected children, and those children who are
hospitalized tend to have shorter stays. At Boston's Children's Hospital

" Medical Center, hospitalization rates for physically abused children

cxceeded 50 percent, with an average length of stay of 29 days belore a
special program was established. Afterwards, rates of hospitalization
dropped to less than 33 percent, and the average length of stay dropped to
17 days [Newberger, er al, 1973).

At CHNMC, hospitalization rates in cases of physical abuse and ne-
glect is about 25 percent, and the average length of stay is slightly under
I8 days.

Although the loregoing suggests that specialized, comprehensive inter-
vention programs may actually lead to reduced direct health care costs,
such programs are not incxpensive in their own right, The total Fiscal
Year 1985 budget for the division is $927,579. Such programs are labor
intensive, with direct personnel costs, excluding purchase services,
accounting for 74 percent ($688,976) of the total operating budget.

The Costs of Compreherisive Service Programs

Fifteen years ago. specialized, hospital-based intervention and treat-
ment programs were virtually unknown. Today, they embaody the state of
the art for caring for abused. neglected, and sexually victimized children,
and, as is the case with any breakthrough in the health care field, their



numbers are growing. To add another dimension to the national cost pic-
ture, it may be helpful to consider what the country's bill would be if all
children’s hospitals or all hospitals providing pcdmlnc emergency care had
specialized programs.

As was noted carlier, the division's annual operating budget totals
slightly over $927,000. If such fully-articulated programs were initiated in
all 126 U.S. children’s hospitals, the total bill would be over $115 million.
Even if one considers that CHNMC is one of the larger children’s hospi-
tals and that many of the others could probably operate adequate pro-
grams for half the cost, the total would still be about $58 million. Using
the earlier conservative estimates of hospital medical care costs, it is esti-
mated the U.S. is spending a minimum of $133 million—and probably
closer to $500 million--each year for hospital-based care of abused, ne-
glected, and sexually victimized children. And that is only for a narrowly
defined range of services. It excludes the costs of all long-term care and all
remedial care, not to mention the enormous expenses incurred by the law
enforcement, judicial, and social service systems.

Paying the Bill

Clearly, the costs for giving abused children the care that society man-
dates and that ethics demand are high. Unless viable ways are found to
underwrite these costs, in whole or in part, the drain on hospital resources
will become increasingly uatenable.

Little information is available concerning how specialized programs are
supported in other hospital settings across the country. Certainly, third
party reimbursement and self-pay mechanisms are used universally to help
cover the costs of medical treatment of abused children, just as they are
for other patients. Beyond that, other similar programs rely on focal
government contracts, federal grants und contracts, private philanthropy,
and direct hospital subsidies.

Fees for service, whethier reimbursed through third parties or sell-pay,
less than one-quarter of the overall budget. (Full reimbursement of all
billable services would raise the percentage to almost one-third.) However,
the fee for service system is based on a medical model which is inadequate
to address the full range of services needed by abused and neglected chil-
dren. These include such activities as case coordination and case liaison
(routinely, as many as eight different outside agencies may be involved
with a case from the very beginning).

Based on a study completed by the CHNMC Division of Child Protec-
tion in 1982, it has been estimated that, for every hour of direct client
mental health service, over one hour is spent in coordination and liaison
activities. Similarly, the costs of preparing a child for court, providing
court accompaniment, or providing material testimony in judicial pro-
ceedings are not routinely reimbursable. Other associated (and unreim-
bursed) costs relate to collecting and maintaining the chain of evidence

(c.g., photographs of injuries, preparation of reports, and so forth) and to
maintenance of trauma indices and other records.

Other built-in limitations of the fee-for-service system in these cases
include the fact that most private insurers will only reimburse mental
health services at the rate of 50 percent of charges. The remainder
becomes a sell-pay item for the patient or is treated as forgiven debt.
Further, the introduction of “caps” on reimbursable length of stay by
Medicaid in many states can result in extensive inpatient costs that are not
covered by any third party. State and local agencies also practice another
“cost-saving” mechanism at the expense of hospitals: Usually, when a
child is placed in protective custody, his or her health care costs become
the state’s responsibility. The child is usually enrolled in Medicaid to cover
these costs but, in many instances, enroliment is delayed until the child is
ready for discharge, leaving behind large inpatient bills and no source of
reimbursement.

Impending .changes in the mode of hospital reimbursement under
Medicaid and other third-party insurers, primarily the implementation of
Diagnosis Related Groups (DRG’), will only exacerbate the fiscal prob-
lems of abuse and neglect programs. Under the DRG's, in most instances,
a diagnosis of child abuse will be secondary to the child's primary, pre-
senting medical problem. Therefore, child abuse services will not be
directly reimbursable. Further, only recently have efforts begun to con-
sider the unique needs of pediatric patients in computing the average costs
of treatment for DRG's. The unique situation of specialized child abuse
programs has yet to be addressed. At present, the costs of such programs

“are not even indirectly covered in the primary DRG reimbursement rates.

One particularly distressing outcome of this situation is that hospitals in
areas most in need of specialized service programs (urban inner-cities and
other poverty areas) will be least likely to be able to afford them. The
payor-mix for these hospitals is highly skewed toward public insurance,
primarily Medicaid, so the impact of the DRG's will be more immediate
and profound. The payor-mix also makes it more difficult for these hospi-
tals to recoup lost revenues through increased sell-pay charges. In short, it
appears that DRG's will present a strong dlsmccnlwc to hospitals to offer
specialized child abuse services.

Problems with the fee-for-service system itself are matched by problems
inherent to the population being served. First, families near or below the
poverty level are disproportionately represented in the identified abuse
and neglect population. This is primarily a function of four factors: (1) the
precipitating role of economic and other life stresses in the occurrence of
abuse; (2) the tendency of middle and upper-class families to use private
pediatricians who, as a group, make relatively few reports of abuse; (3) the
tendency of poverty-level families to rely on hospitals as their primary
source of health care; and (4) the relatively high level of involvement these
families have with other official systems. These families are substantially
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less abl‘ay for services than the hospital population as a whole.

A second problem is that many of the families encountered in child
protective work are unlikely to comply with the basic assumption of the
fec-for-service system, i.c., that people will pay rather than be refused ser-
vice now or in the future. To use an obvious example from the child
protection caseload, medically neglectful parcnts arc unlikely to be moti-
vated to pay for services that they did not want or intend (o get for their
child in the first place.

Another source of revenue is local government contracts. These funds
help underwrite the team’s consultation and liaison functions, provide full
reimbursement for court-ordered psychological and psychiatric evalua-
tions, and help cover the costs of specialized training for law enforcement
and social services personnel, and similar activitics.

Federal grants, as a source of income, are limited and rarely available
for continuing clinical services, targeting basic or applied research, dem-
onstration programs, or training efforts. Even when grant funds can be
used to cover some aspects of general operating costs, they usually require
substantial additional staff effort on some new endeavor. Still, the useful-
ness of these funds should not be underestimated. All of CHNMC's initial
specialired child protection services were federally funded demonstration
projects.

Private philanthropy through foundation grants, private donations, and
other fund-raising activities, can fund substantial percentages of a pro-
gram. Sixty-five percent of CHNMC's program is covered by these sour-
ces. That leaves about 33 percent of its operating expenses that must be
subsidized by the hospital. Comparable budget breakdowns for other
programs across the country arc not available, but anecdotal information
indicates that most programs are even more dependent on their host
hospitals.

Looking to the future, it appears that supplemental revenues for special-
ized child abuse and neglect programs may become available from two
relatively new initiatives: Victims Compensation Programs and state-
based Children’s Trust Funds. So far, 40 states have some form of com-
pensation program to help cover the medical and mental health care
expenses of crime victims. Unfortunately, 31 of these states specifically
exclude victims of intra-family crime. Most state programs require a min-
imum loss of $100 and establish a maximum recovery limit (as low as
$1.500) {National Organization of Victim Assistance, 1984).

The U.S. 98th Congress enacted the Victims of Crime Act of 1984,
which authorizes grants to stites to support diredt victim compensation,
as well as treatment programs serving victims, with specific emphasis on
services in cases of sexual assault and child abuse. 1t is too early to gauge
how much these efforts may benefit hospital-based special service pro-
grams, but the possibility is there.

Children’s Trust Funds may bring relicf from another direction. Cur-

‘ rently, 14 states have established such funds, which are intended ‘p—

port the primary prevention of child abuse and neglect. About half of
these states raise funds through a voluntary checkolf on the state income
tax return. The others attach a surcharge to marriage licenses, birth certif-
icates, and divorce (ilings. The size of the funds vary from state to state,
but most raise betwcen $100.000 and $250.000 per year [National Center
on Child Abuse and Neglect, DHHS, 1984). '

In 1984, Congress enacted a challenge grant program to spur more
states to develop Children's Trust Funds. States may now receive match-
ing funds for up to 25 percent of the money they raise or 50 cents per
child resident, whichever is less. While it is doubtful that these funds will
ever become a major source of support for medical care or specialized
hospital services, they may well offer supplemental support for some pro-
gram components, such as parent and public education, that are now pro-
vided without reimbursement.

Summary

In summary, comprehensive hospital-based services and programs serv-
ing abused, neglected, and sexually victimized children are expensive to
operate and, if offered in all appropriate health cure facilities, could cost
somewhere between $2.25 and $4.5 billion per year on a national basis.
Neither existing reimbursement mechanisms nor alternative sources of
funding are likely to offset more than about two-thirds of these costs.

Current trends suggest that these programs may, in the near future,

. become less self-sufficient, primarily due to changes in reimbursement sys-

tems. Given these rather dismal facts, it may be legitimately asked whether
hospitals should continue to maintain or to develop such speciaity pro-
grams. The moral and ethical, not the economic, answer to this question
is clearly yes. Specialized multidisciplinary teams have clearly been dem-
onstrated to improve diagnosis and medical decision making, to reduce
the likelihood of subsequent trauma, and to increase the likelihood of
optimal recovery of child victims.

An alternative question may very well be: Are not these programs more
cost-effective? There are additional and strong (iscal factors which may
cause institutions to decide that they can ill afford not to develop and
maintain such programs. Specifically, despite their costs, such programs
may be cost effective both on a societal and an institutional basis due to
their contributions to cost containment. Further, as the frequency of mal-
practice litigation in this area continues to rise, the role of specialized
programs will become more crucial in avoiding circumstances which lead
to legal actions.

Cost containment has been, and continues to be, a source of major
concern for hospitals in general and children’s hospitals in particular.
From a national health care policy perspective, it should be noted that
specialized hospital-based intervention and treatment programs help con-



tain costs by improving the early identification and diagnosis of cases, by
reducing inpatient care days, and by improving discharge planning. With
the cost of hospitalization in an intensive care unit approaching $1,000 per
day, early identification and intervention through outpatient care can sub-
stantially reduce the overall costs.

For example, if a specialized program reduces hospitalizations by a
mere 4 percent per year of total intakes, the savings more than offset
program costs. Similarly, when one considers that the cost of long-term
care averages $200 per day, a program that reduces the likelihood of
serious abuse leading to a need for long-term care by a mere three chil-
dren per year (assuming an average care length of five years) more than
pays for itself. It has been estimated that the total care costs for a
seriously emotionally disturbed child will exceed $600,000 in current dol-
lars over the child’s life span [Greenspan, 1984). If the presence of a spe-
cialized intervention program reduces the likelihood of need for such care
for only two children per year, the program can be shown to be cost
effective from a national health care perspective.

These arguments focus on the national perspective, however, the pres-
ence of such programs may very well be cost-efficient at the industrial
level. Both CHNMC's experience und that of Boston Children’s Hospital
suggests that such programs can reduce hospital stuys by an average of 10
days. For CHNMC, this equates to annual savings of approximately
$255.000 just based on average occupancy charges. With the onset of
DRG’s as the major mechanism of reimbursement, such savings will
become increasingly important.

Moreover, inappropriate hospitalizations and, particularly, admissions
for purely social reasons can be drastically reduced. A drop of over 16
percent in hospitalization rates of children for abuse or neglect following
establishment of a specialized program has been reported [Newberger, ef
al, 1973]. Anccdotal information from selected other settings without spe-
cialized programs suggests that perhaps 50 percent of their admissions are
for purely social reasons. Using the Newberger figure as the base,
CHNMC would have hospitalized a minimum of 14 additional children in
1984 if a specialized program did not exist. This would have cost some-
where between $50,000 and $300,000 (depending on length of stay and
services provided). Because purely social admissions are not routinely
reimbursable, these savings can have a significant impact on overall hospi-
tal fiscal operations.

A final direct cost savings results from improved discharge planning
through closer and better coordination with public protective services and
court agencies. Experience suggests inability to identify and arrange
appropriate care or custody placements for children who are ready for
discharge or transfer can lead to additional hospitalization costs as high as
$40,000 per case.

Indirect cost savings for the institution accrue primarily as the result of

lmproved speed of service delivery ana suostnuuon ve coapen.e. . .

time in many aspects of case management with the time of other less
expensive professionals. Although difficult to estimate, savings in this arca
can be as much as $60,000 per year.

{n addition to the cost-containment benefits of hospital-based specialty
programs, such programs may also play an important role in reducing the
civil liability of hospitals for malpractice. Increased litigation, primarily
focusing on failure to diagnose, report, or treat child abuse, is a reality.
With awards and settlements reaching $600,000, inappropriate manage-
ment of cases can lead to substantial financial hardship for hospitals serv-
ing children [ Time, 1972).

Conclusion

Maltreatment of children constitutes a major problem with important
ramifications particularly for hospitals. Increasingly, society both expects
and demands that hospitals provide optimal quality care to these children
and their families. Yet, as has been seen few sources of funding for such
care exist. Current trends suggest that the gap between resources to sup-
port hospital-based services and the need for such services will continue to
widen over the next decade unless remedial steps are taken. Increasing
numbers of cases are bheing identified, including more relatively severe
cases. At the same time, there is diminishing support for services through
reimbursement mechanisms. This situation places hospitals that care for
abused children in an increasingly precarious position.

- A major obstacle to constructive, rational policymaking and planning is

" the lack of accurate information about the problem itself and about its

impact on health care providers. The national data on the incidence of
gonorrhea are better than on child maltreatment. Research must focus on
the fiscal as well as the human costs of the child abuse problem and must
explore the efficacy of alternative intervention models and methods of
addressing the service needs of this population wnhm the health care sys-
tem as a whole.

Although development of a substantially improved knowledge base is
essential, immediate action is neceded now. Reimbursement mechanisms,
such as DRG's, must be modified to ensure recognition of the special
needs of abuse victims and support for specialized services and programs
which ultimately reduce the total costs of care.

Public policy should also support the regionalization of health care for
this population. That is to say, appropriate hospitals in a given geographic
area should be identified as specialized treatment centers, with surround-
ing hospitals and health care facilities serving as sources of referrals and
transfer cases. The costs of care should be shared among all institutions:
protective service agencies, the police, and the courts.

Similarly, the development of more formal collaborative partnerships
between hospitals and public protective service agencies can lead to sub-



stantially reduced costs through dccreased hospitalizations for non-
medical reasons and improved discharge planning. Such collaborative

partnerships should be both promoted and fiscally supported at the local
level.

Other, more inventive changes could also improve the overall picture.
As a malter of public policy, parents adjudicated as abusive or neglectful
could be required, as part of the overall court adtion, (o pay, within their
financial means, for their children'’s health and mental health care.

The total health care costs for abused, neglected, and sexually victime
ized children in the United States, considering both short- and long-term
care, undoubtedly are in the billions. Onc can only speculate about what
the total national costs of this problem are, given the extensive involve-
ment of so many other social systems and the likely long-term emotional
and behavioral consequences of abuse. Health care providers, and hospi-
tals in particular, should continue to play a pivotal role in addressing this,
problem."
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