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Foreword 

An increasing number of reports cite the alarming numbers of ~hildren~ 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. 
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. 
obstacles and frustrations, as well as the rewards and successes, of programs across the 
country were the focus of the discussions. 

In 

The 

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 multidiseiplinary 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-H) 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 concerns; 
Training, including teaching and inservice, at all 
levels; 
The hospital's relationship to the family; 
Community concerns over the rates of child abuse 
and neglect; 
Cultural sensitivity; 
Community outreach for prevention 
Use of multidisciplinary teams (MDT's); and 
Interageney coordination outside the hospital. 
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NCCAN ACTIV/TIES: 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 eases, now includes civil court eases 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 I1) and preparing to pilot-test NIS Ill. 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. 

F'L~c~d Year 1993 Plans 

In Fiscal year 1993, NCCAN will continue to address the problems of 
child fatalities due to abuse ~ d  neglect. It also will devote effort to reviewing 
home visitation as a prevention program. Home visitation can suczeed 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: 

Team approach; 
Consistent 24-hour care response; 
Communication between the referral and investigating 
communities; 
Availability of competent medical management; 
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Standardized approach; and 
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 
eases 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 eases, 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 

Hospital Based Responses to Child Abuse and Neglect 5 



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 ease, 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 Pro mnnns: 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 nhumannessH 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 multidiseiplinary 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. 

Woakne~_seS 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. 

Revorting: 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 I 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 

tIdaho 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 issueU). 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 foUowup 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 

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 videotape, 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. 

S.I!b.p..~,..!~ 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 acx.ommodate 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. 
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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 
nlinois Domestic Violence Act specifically stipulates what services must be 
available for children. 

Prom'am Goals: At Grant Hospital in Chicago, the Pediatric Ecology 
program's hfission 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. 

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 foUowup and 
assessment, and a sleep center where children can receive respite care through 

the night. 
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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. Quality 
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 become 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. 

Settin2: 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. 

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 ease 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 axe 
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 2 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 fall 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. & Newberg~', E.H., 1985, Child Abuse Incidence Reporting by Hospitals: Significance of 
Severity, Class end 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 eases in Akron, Ohio. This sorely 
taxed the resources and strengths of the existing systems. Community-hospital 
cooperation helped to maximize effectiveness of the system. 

of Pro_re'am: 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. 

Hospital Based Responses to Child Abuse and Neglect 14 



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 eases. 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 

Hospital Based Responses to Child Abuse and Neglect 15 



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 eases, 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. Althotigh 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 axe conducted by appointment, based on a medical model; 
Center staff frequently testify in court since the Center has a high load of 
c a s e s .  

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 iUustmte 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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Discharee 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. 

Hospital Based Responses to Child Abuse and Neglect 18 



B gf.,k_g£9._u_~ 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. 

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 Meetin2s: 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 Multidiseiplinary Teams 

Multidiseiplinary 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. 

R01e 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 
aeadernic 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, psyehosocial, 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 ~h hours each week to 
educate its members and review case.s. Usually two eases involving seriously 
ill inpatients are the focus for the discussion. FoUowup 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 
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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 Plannin2: 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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Reeionalization 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 other staff. 

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 Settinm 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: 

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 
acc~s 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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Research initiated in the hospital using a community- 
based or clinical sample and leading to general 
community education. 

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: 

Learn about community agencies and setlings; 
Involve agencies in study planning; 
Meet with agency staff early in the project; 
Contract with agencies to outline expectations and 
commitments; 
Offer reasonable remuneration to agencies; 
Plan for adequate resources to minimize disruption to 
agencies; 
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. 

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 conection; 
Reviewing protocols; 
Dealing with security and custody issues; 
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• Communicating with families about what the various 
professionals are doing; 

• Working closely with risk management professionals; and 
• Dealing 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. 

Backtn-ound 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; 

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; 

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

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

Prevention education for elementary and secondary 
school students should be available; 
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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 
r e s o u r c e s .  

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: 

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. 

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

A common vocabulary should be developed across all 
disciplines. 

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 

"Hospitals 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 multidiseiplinary, 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 the Community; 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 
axe 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 axe concerned 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 clinic:runs 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 eases, 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 espoeially 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 Image: While no hospital professional can control the 
entire process, the hospitalmay 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 suocessful 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; 

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

Many hospital-based programs are feeling 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. 

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 
c o n c e r n s .  

Re~onalization: States should regionaliz¢ and coalesce their limited 
r e s o u r c o s .  

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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~ t y  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 eases 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. 

Futur¢ 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. 

F'tseal 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 insti~tions 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 lind 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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Series on Violeme in America 

Hospital -Based Intervention 
in Child A b u s e  

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 physk:ians deal 

with the traumatic problem of child abuse. 

Arthur EL Green, M.D., Dir., Columbia-Presbylerian Family Center (Child Abuse 
Prog,~..,n)- As,,oc. Clin. Professor of  Psychia~-T. Div. of Child Psyc~atry. Columbia U. 
College of Physi,:ians & Surgeons; Dir.. ~ u f i c  Nursery. P n t ~ r i a n  Hosp., NYC 

k 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 personal i ty  
traits of the abusing parents, the 
characteristics of children that con- 
tributed to their abuse, and the 
environmental stresses that trig- 
gered 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 
p.%vchodynamics encountered in 
abusing families and d iscussed 
treatment of both the parents and 
the children. 

"1 he incidence of child maltreat- 
ment has increased dramatically 
over the past four years. In 1977, 

"Dr. L¢~) ii Dir,~tor of the Liai~n Psychiatry 
Di~, ;.s;un ~, We~,tchestcr Coumy Medical Center 
a.~ Professor of Ps.~:hiax~. Medicine. and 
Sur~oe:y at New Ywk Medical College, Valhalla, 
NY. 

the New York City Central Regis- 
try for Child Abuse stated that 
24,400 cases of child abuse and 
neglect were reported that yem-. By 
1980, this figure rose to 32,000, 
and in 1981 jumped to 43,000, 
amounting to a 34~, increase in one 
ye'.;. 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; i~ 1980, 25,000 
such cases were n:ported, accord- 
ing to the Americm Humane Asso- 
cietion'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 to be transmit- 

from generatio,~ to generation. 
The high percentage of disorga- 
nized, multiproblem families in- 

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 tha t  
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 
t h e i r  " r e s c u e r s . "  

Their natural mothers became 
pregnant shortly after termination 
of their parental fights 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 effec- 
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 because 
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 fatal- 
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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 
hospit,llh.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- 

~i ' and provide psychological reha- 
litation 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 
the.~e are the departments of pedi- 
atri,:s, child psychiatry, adult psy- 
chi.~try, 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 

rOO_ram coordinates the services 
om the invoh, ed 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 operate in close liaison 
with the local child protective ser- 
vice agency and [he 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 tam, notifies the 
local child prote~ve service agen- 
cy. Children seen in the outpatient 
clinic or emergency room who are 
suspected of bei-,g malu-eated are 
admitted to the inpatient service. 
These children receive a thorough 
pediatric evalualion 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 
notifies the 
hospitalize 

making the report and 
parems of the need to 
the child. The nurses 

and social worket~ are trained to 
observe the child's behavior on the 
ward and his i~'olvement with 
peers and staff. They record the 
visiting patterns of the parents and 
the quality of the p~rent-child in- 
teraction. These observations may 
provide confirmaIery 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- 
lal personnel, hypervigilance, and 
"frozen watchfulness," may signal 

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. Aher 
detecting and n~porfing suspected 
maltreatment, ~e  most important 
role of the pediatric staff is to 
establish an initiaJ 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 
constiltant from the treatment pro- 
gram should be introduced to the 
parents and child in order to assess 
their p~chiatric status and suhabil- 
ity for involvement in the outpa- 
tient treatment program or thera- 
peutic nurser)'. Fol lowing 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 xvill make it possi- 
ble to identify any recurrence of 
maltreatment. 

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

• . R E S I D E N T  & S T A F F  P H Y S I C I A . ~  - F E B R U A R Y  1983 



merit 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 'to a crying 
baby, hi t t ing or  humiliat ing • 
chilcl, difficuhy in feeding a baby, 
and holding or handling • baby 
inappropriately. 

Ce~ taih types of parents may be 
considered to be "'at-risk" for mal- 
treatment of their children by vir- 
tue of physical or emotional prob- 
lems that compromise their par- 
ent ing skills.  Parents who are 
psychotic or severely depressed, 
mentally retarded, 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 
outpatient treatment program for 
more specialized intervention. 
• A pedia tr ic ian  with special inter- 
ests and expertises in the area of 
clfild maltreatment should be des- 
ignated as the leader of the pediat- 
ric child abuse team. He acts as a 
con-uhant to the emergency room 
and to pediatric house officas, 
nurses, and social workers. He col- 
lects his tor ical  data, interprets 
physical findings and laboratory re- 

suits, 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 slaB" training within the 
department  of  pediatr ics and 
should act as co-ch•ffman of the 
hospital's child abuse committee 
together  with the psychiatrist- 
director of the outpatient treatment 
program. 
s The  p e d i a t r i c  s o c i a l  w o r k e r  
plays • 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 • postdischarge 
treatment plan. 
• P e d i a t r i c  n u r s e s  observe the 
child's behavior on the ~ard, re- 
cord the visiting patterns of the 
patents, and document the quality 
of  the parent-child interaction. 
They are in • position to dex elop a 
relationship with the hospitalized 
children and their families. Their 
observations should be made a~il-" 
able to the pediatricians and pediat- 
ric social wm'kers to assist them in 
postdischarge p lanning  for the 

abused child and his family. 

Role of Psychiatry 
The ps)-chian'ist acts as the di- 

rector to the outpatient ueatment 
program for the immediate and 
long-term therapeutic intervention 
with the maltreating families. The 
treatment progntm provides such 
therapeutic activities as counsel- 
ing. Supportive psychotherapy, 
group therapy, parenting educa- 
tion, home visiting, crisis interven- 
lion, and a 24-hour hot line. Psy- 
chiatric social workers, psycholo- 
gists., and psychiatric nurses 
participatc as members of the treat- 
ment team. The chief 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 needs of maltreated 
children and their parents. Among 
these services are family planning, 
pediatric v,'ell-baby care. adult and 
child psychiatry inpatient pro- 
grams,, and neurological, develop- 
mental, and speech and hearing 
evaluations for the abused chil- 
dren. The psychiatrist-director also 
consults ~ith the child protective 
services, family courts, schools. 
and community organizations in 
order to facilitate the flow of refer- 
rals from outside the hospital, ira- 
wove service delivery, and create 
favorable publicity for the pro- 
gram. 

All families rcl~'rrcd to the pro- 
gram are carefully ~reened 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- 
tics) when necessary. The evalua- 
tion consists of a diagnostic mental 
status assessment of each parent 
and the abused child and a thor- 
ough psychosocial ifivestigation 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 
guiclance counselor should be ob- 
tained if the child is attending 
school. 

The results of  the evaluation are 

Oa reSented at an intake conference 
ttended 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 referredto drug 
use or alcoholism treatment pro- 

grams and unsupported young 
teenage abusing mothers require 
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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. 
• Supportive Psychotherapy--The 
therapist (psychiatrist, psycholo- 
gist, ps~'chiatric 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. 

Coraira~d oa page 84 
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• Counseling---Czunseling also is 
available to unsophis t icated 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 effect ively  
through a counseling approach. 
• Parenting Educat ion--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 i napproptiate 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 sessions, 
or during the observation of par- 
ent-child interaction in a therapeu- 
tic nursery. 
• Group Therapy-Group therapy 
can be beneficial to ma:treating 
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 
individu-,d counseling or psycho- 
therapy. The realization that his 
problems are shared by others di- 
minishes the parent's guilt and lo~v 
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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. 
• Family Therapy~-FamJly thera- 
py may be utilized with relatively 
intact_, maltreating families who 
have children who axe 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 in te rac t ion  and aberrant 
communica t ion  c o m m o n l y  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. 
• Outreach Services and Crisis in- 
tervention---C)utreach 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 maltreatment 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- 
tioliai and cognitive impairment as- 
sociated with their traumatic life 
experiences. A variety of hospital- 
based services are available to the 
maltreated child. 
• Developmerual and Psychologi- 
cal Evaluat ion--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 n~ght 
recommend further specialized as- 
sessments, such as speech and lan- 
guage testing or a pediatric neuro- 
logical examinat ion,  which are 
readily available at the medical 
center. 
• Crisis Nurseo'--This facility, 
which may be housed in the pediat- 

t i c  inpatient area, provides 24-hour 

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

o r  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 mirsery 
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 i n  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 
attempt 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. 
• 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 
dyad. 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 

child's cues and signals, edu- 
the parents about the princi- 

ples of child care and child devel- 
opment, and 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- 
~am 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 atmosphene for 
the parents and children. These 
volunteers are stationed in the faro- 

~ )" room and serve' food and 
rinks, engage the parents in arts 

and craft projects, and baby-sit for 
siblings of the nursery children. 

• 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-destn~tive 
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 establish.trent of 
basic trust. One of the ultimate 
goals of psychotherapy is to effect 
changes in the child's pathological 
inner world by modifying patho- 
logical identifications and interna- 
fized representations of his violent 
parents, thereby preventing his 
transformation into an abusing par- 
ent in the following generation. 
• Group Psychotherapy--Group 
psychoflw.tapy 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. 
• Psychopharmacologicai Treat. 
merit--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. 
• 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- 
forrnance 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- 
mittec is composed of representa- 
fives from the departments of pedi- 
atrics, psychiatry, nursing, and so- 
cial services. The committee 
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should be chaired joint ly by the 
psychiatrist directing the outpatient 
treatment program an~ the leader 
of  the pediatric child abuse team. 
The  commit tee  revie,,~ s and evalu- 
ates all suspected cases of  maltreat- 
ment  encountered in C.ae pediatric 
outpatient depar tment ,  emergency 
room,  inpatient service,  and in 
other parts of  the hu+p::al. It main- 
rain+ a file of all repor ted case+ of 
m-,ltreatment and isst:es periodic 
reports  indicating the 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 t reatment  program. The 
committee funct ions  as a consult- 
ing unit to the hospital  on all mat- 
ters pertaining t o  maltreatment and 
should  c o n t a i n  a representa t ive  
from the local child protective 
service agency in order to coordi- 
nate the protect ive case supervi- 
sion with the recommendat ions  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 commi t t ee  supplies the 
major coordinating link between 
the pediatric and m e n t a l h e a l t h  
components o f  the program. 

Advantages o f  T h i s  P r o g r a m  
A hospital-based program has 

the capacity to del iver  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 m u c h  greater cost and 
would result in the investment of 
disproportionate efl'ort~ for inter- 
agency liaison and communicat ion.  
Decentralization of  ser~,ices would 
require an unrealistic commitment  
of the parent 's  t ime and energy 

necessary for ex tens ive  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 
ma l t r ea tmen t  is de t ec t ed ,  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 f rom the departments 
of pediatrics, psychiatry, nursing, 
and social services. ,i 
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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 

In t roduct ion 

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 stales to pass legislation in 1964 concerning child 
protection reporting. National legislation dealing solely with the 
reporting of child abut, and related aspects of child protection, was not 
enacted until 1974. Thus, effective intervention strategies 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 al the University of 
Louisville to develop multidisciplinary teams for child abuse and neglect 
in several communities throughout the state. The authors of this chapter 
were staff members of this project during its three-year duration. 

For project purpo~s the following concepts of mullidi.~plinary 
teams were integrated inlo a working definition: a functioning unit 

PREVALENCE AND OIARACTI~STICS OF MUL1TDISOPUNARY TEAI~ 

composed of professionals and/or representatives of service agenci, 
work together to communicate, collaborate and consolidate knos 
from which plans are made, actions determined, and future de, 
influeoced.l, z 

The very nature of child abuse and neglect requir, 
involvement of many community resources. Health care, leg.' 
judicial services, law enforcement, and mental health interventi( 
well as many others, are fn~luently required to provide pmtectle 
rehabilitation for the child and family. Most of these servio 
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 •re complex problems, they need compreh, 
and coordinated prevention, intervention, and treatment se 
provided by a multidisciplinary approach. 

In recognition of this need, hospital-based multldlscip 
child protection teams were first developed in the late 195 
Pittsburgh, Los Angeles, and Denver. These early teams Ben 
consisted of • serial worker, a pediatrician, and • nurse. These 
used • medical model approach to the management of the ph 
treatment and protection of the child. Communlty.I 
multidisdpllnary teams came into existence a few years later and 
generally under the leadership of the child protection services ( 
welfare department. Both hospital-based and communlty-basecl ! 
have increased in membership and psychiatry, psychology,, law 
education •re now usually added to the original disciplines of mad 
nursing, and social work. In some settings, still other discipline 
represented, such •s law enforcement, the lay community, bomen~ 
the political arena, and others, s.4 

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

Survey Methodology 

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



Of eh~k~ f~bt~ ~ l ]  ~ I z c ~  Premature, with a s~:n~cia~ emphasis on 
in~ ~ f l ~  ~;ou~ mu~(~]~sdpHna~ teams. F~om this activity, 
t ~t~ff co~cll~ed ( ~  pmfess~ona~ literature on multidisdplinary 
y ~ e ~  little ~ n f o ~ o n  c~n~ few guidelines fo~ those wishing to 
,p ~ 3 ~ .  To ~ ~nd]~nd]  ~he options fo~' team deve~opn~nt, 
,)~,~ ~f~  d ] ~  to e ~ ¢ ' ~ ' ~  ~ o  nationall su~eys to d e t e m d ~  
m ~ '  of ~ ~ o ~  c ~  t~,~' ~=ne~! ~unctions and] polldes. 

Th2 d ] ~ c H p ~  0~,~z~¢~ ~etho~ chosen fo~' thas stuc~y utiliz¢~ 
i q u e c ~ o n ~  w~lch ~ ~h~ ac~vantage~ o~ llmited cost and 
acc~bi l~ ty .  Th~ first questionna~'~ (~efe~'red to as state 
o ~ t ~ )  w~;~ ~ ] e ~  to o b ~  ge~i~dl ~o~R~on  from each of 
t~ o~. '~o ~a~c~ ~clecO~ tO~ n u n ~  o~ fe0~cflon~ng teams in 

,~ a e ~ o ~ ;  s ~  c~o~ov3~on c ~  i nvo i~ ,~n t  an oflenta~on 
o~' ~ f ~ o ~  o~ m ~ i s c i p l i n ~ ' y  toc~ms; p~esence of 

~ ~  ( ~ ) .  ~n D ~  of ~9~, the Ilast sat st~te~ were 

~ o n ~  ~,c~t~ to ~h~ s~t~ questionn~re ~n~ ee~uited tn the 
'~Jo~ og ~u~fie~n~ ~a~ ~r0'om aH .~0 s~te~ to ~llo~ fo~' ~cOecOu~te 

~ q u ~ o n ~  ~s~ed ~pomJents to k~enti~y exastlng 

~ ~z~'0~1 q u ~ o ~  {~en~i]  to ,~s tea~ question~re). The 

ta~ q ~ ~ n ~ .  Th~u~h ~ tec~m q u ~ o n n a ~ ,  l ~ g ' ~  {}~aff 

enc~, d]~pO~n~ ~ p ~ n t ~ i ]  o~ t e a ~  ~n~] theh' ~n~uen~, 
, e t e ~  ~ ~?.~ ~ n ~ ,  fendan~, o~enta~on an~ e~anuc~tion, 

TP.~m q u ~ t l o ~ l ~  w ~  oH~nalay planned to ~ ~n t  ~o a 

~ ,  up to ~ ~ l a s ~  ~ ~ i~ ,~  a te~m questionnaa~a and a 
r ~,~?. (,~n~2 ~ i~nd~t~ they h~d feweg ~han fore' team.q.) 

Sano~ ~z~Fon~'~ ~afled flora state to state, so did the numb~ of 
ques~on~ i l~  ~ .  Fo~, s o ~  s~tes team questionnaires were not 

tn~'c~u~ s~teo did] no~ p~ov~de a list o~ team n z m ~  and ~ d d ~ ' ~ .  
~ttonaliy, the last 6 ~t~tes were contacted by phone tn the final 

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

A tohd of ]50 team questionnaires was mai|ed from spring 1983 to 
spring ~98~. Three of these were returned as undeliverable. Therefore, 
there were 1,~7 Possibae respondents. I~ighty-nine questionnaires were 
returned (two uncompleted) and two teams responded with information in 
letter form. This as a to~a of 9~ respondents, a 62% ~ponse rate. Again, 
this can b~ con ddere~, adequate in evaauation of results. 

R e s p o n ~  to the s~te questionnaire indicHed that all 50 9tares 
~ d  at gea~ one funceonlng mugttdh~'tplina~ team. 'D~ range was from 
on~ team to ~0~ o~ ~ .  V ~  tota~ number of team~ Identified was 901, 
t h e ) "  ~ k i n g  the a v e ~  of ~8 multidisdpllna~y teams p ~  state. 

Vabh~ 32.~ ohowo Qho otoQ~o that Indlcoted Qhc~ 7 h~v~ 
mu~tidl~cipH~0'y teams, t ~  numbs2¢ oq teams enistin~ ~m~ If the t~ams 
are gegislativeay m~nd~ted. 

A nataonwk~e s u ~ y  conducted by th~ An~rlcan Humane 
t~¢o~ation an ~979, as r e ~ t e ~  by Pettifo~ ~n ~98L aaso found a growing 
t~'en~ In the ut~Hz~taon o~ mult~t~iplinaP/teams. ~ su~ey results 

• an~tca~e~ that more than one third (36.9%) of Iocaa reporting offices were 
utilizing m u l f l d ~ d p l i n ~  tet~ms. ~ 

The deveaopm~nt and utHi~flon of muattdisdpatn~ W teams has 
bc,~a encouraged by the pam~ge of federaa ae~isiatton (Public Law 93-2~7, 
The Child Abus~ Prevention an¢~ Treatment Act). This act stipulates 
that s~tes whtch ~ ' ~ v e  f~e~'aa gt'ants unde~ thi~ legislation must have 
oFz~'atlonal mua~d~'ipHn~y p ro~ms  and sc, c~Ices to ensure effective 
~ n t ~ f l o n  ~n ch~ad ~bu~ an~ n ~ e ~  c~,~. 0.e 

The Nat~o~n ~ofe~onaa P.~ou~x'e~ Cent~ on C'hik~ A ~  an~ 
N~a~ce o~ ~h~ A ~ c a n  Puba~c W~ i f~  A ~ o n  ¢ o ~ u e t ~  c~ 0 u ~ y  
~n ~98~ of ninet~n te~ms ~n sanez~n stat~. V~y  ~ouu~ th~ ~ro facto~ 
~ t  ~u~ne~y ted to e~ ~e~k)pn~ne of t ~  te~n~: conunun~y action 
ant9 ~eg~sa~flve ~ n d a t e .  m As ~ndlc~e~ ~n Taba~ 32.L ~weave states 
~Fo~e~ that mul~desdpHna~ teams were aegisa~tiveay nv3ndated. For 
~he ~enu~ning 38 s~nt~, ~esponcgents andicated th~ following ty~L~ of 
sponso~hip o~ autho~z~taon: 
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TABLE 32. I N, mber t~ Teams and Legislatiw Mandates b.v State 

State N,mlrr o[ Teams 

Alabama 6 
Alaska 5 (minimum) 
Arkansas 4" 
Arizona undetermined 
Califomia 5" 
Colorado 42 
Connecticut 25" 
Delaware 3 
Florida 21 
Georgia 6 
Hawaii 3 
Idaho 5" 
Illinois 30 
Indiana 92 
Iowa 35 
Kansas 4" 
Kentucky 4 
Louisiana 10 
Maine 10 
Maryland Z1 
Massachusetts I I 
Michigan 13" 
Minne.~ta 67" 

Mississippi I 
Missouri undetermined 
Montana 27~ 
Nebraska 6 (minimum) 
Nevada 3 (minimum) 
New.Hampshire 10 
New Jersey undetermined 
New Mexico 4" 
New York 4 (minimum) 
North Canc) l ina  undetermined* 
North Dakota 26 
Ohio 21" 
Oklahoma 2 
Oregon 10 (minimum) 
Pennsylvania undetermined 

l,e.qislatipe 
Mandale 

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 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

r~ev A ~  AND OIA~AC'mUmlCS Oe MuL'nmscn'UN~Y "nF.~as 

TABLE 32.1 Number of Teams and Lesislatiue Mandates by SMte ~ t i n u e d )  

State Numk, r of Teams 

Rhode Island 1 
South Carolina 56 (minimum) 
South Dakota 21 
Tennessee 100 (minimum) 
Texas 23 
Utah 14 
Vermont 14 
Virsinla 73 
Washington undetermined 

• West Virginia 5 
Wisconsin 16 
Wyoming 30 

901 (minimum) 

L~islati~ 
Mandate 

Yes No 

X 
X 

X 
X 

X 
X 

X 
X 
X 
X 
X 

X 

12 38 

"Some respondents did not indicate the number of teams in their state, but th, 
answer could be inferred from subsequent answers. 



'ROIT.CrION IrIF.AM D E V ~  

ONSORSHIP/AUTHORIZATION RESPONSES" 
:lie Agency Sponsorship 18 
mmunity Sponsorship 12 
te Sponsorship 12 
.spiral Sponsorship 10 
rate Agency Sponsorship 4 
cal/County Mandate 1 
her 4 
lost respondents indicated teams operated under a 
mbination of sponsorships; therefore, responses total more 
I n  3 8 .  

G 

~e survey also requested information on the funding mechanisms 
to develop and maintain teams. Twenty- three  states 

that Ito funding was available. Of the remaining twenty-seven 
Idin& was reported from one or more of the following sources: 
,nds (17 slates); slate funds (15 states); local/county funds (15 
retributions~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. 

IODELS/FUNCTIONS 

everal models of multtdisciplinary teams can he identif ied 
the literature. These fall into four basic categories as described 

"vutmcaf Tums--A group of treatment experts who 
ollaborete 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 
esourcea, and case follow-up. 
. '~  Consuftafi0n Tmms---A group of experts who collectively 
:rovide opinions and advice rellarding child prutoctlon casel. 
rhe team reviews cases in terms of case management and 
liagnosis, and serves in an advisory capacity to primary 
,vorkers around treatment planning and critical decisions. 
Fechnical assistance and support to service provide, are also 
.unctions of this team. 

I ' R E V  A I .  "l:,r~Li- a r ~ u  i_.l t a ~ s t ~ .  I c a u a ,  . ._a  v 0  , . , , . . , . ,  , ~  . . . . . . . . . . . . . . . . . . . . .  

Resource Development or CommuniQ/ Acfion 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.S, s 

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 slates, 54%); resource development model (26 states, 
52%); other (9 states, 18%). (The models 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 cases, advisory group to 
state department of social services, public education.) 

The random sample of individual teams 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 teams 
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, st 

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, !1 teams provided 
diagnosis and treatment, 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 CI~ 
personnel were cited as other team functions, t~ 



T^III.E 32.3 Iml~.'l of Di.~'il,lin,'s .n  l), 'risi, ns I,, R,'flarn n Chihl I Ion:  

Di.~'il,line Al.~lvs Us,,dlv Schl, m Nct~.r 

.~Rial Worker ~1 IH 4 - -  
Lawyer 16 21 12 4 
Psychologist I 5 2R I I 3 
Nurse 12 20 16 5 
Judicial Represenlative t I 16 8 9 
Physician I I 27 12 5 
Psychiatrist I I 9 19 7 
Public Heallh Representative 10 17 t5 ,3 
Educator R 10 20 9 
Law Enforcement Representative 6 t5 21 5 
Lay Representative 5 2 I I 18 
Politician 2 4 7 22 
Developmenlal Specialist ! 18 13 8 
Ilomemaker I 7 17 9 
Day Care Worker - -  3 16 15 
Minority Representative - -  I 7 22 
Others 

Mental I leallh I I - -  - -  

Clergy - -  - -  I - -  
Clients I 2 3 - -  

No Answer 13 

TABLE 32.4 Imparl of Di~iplines m! I~nx Term Trealmenl Plans for a Physic. 
Abused ChilLI 

Oi.~'il'line Alma~ Usually Seldom N, 

Social Worker 49 19 5 
Physician 24 26 I I 
Psychologist 24 26 7 

Nurse 17 19 24 
Psychiatrist 15 I0 16 
.Lawyer 14 25 13 
Public Health Representative 14 23 15 
Judicial Representative !1 24 9 
Educator 7 22 22 
Law Enforcement Represenlative 7 16 24 
Lay Representative 5 7 13 I 
Homemaker 4 4 23 
Developmental Six.cialist 3 18 18 
Politician 3 3 5 2 
Day Care Worker I 7 21 I 
Minority Representative - -  4 9 2 

No Answer 12 



0 OLD PROTECTION TEAM D E V E L ~  PREVALE~"E AND CHARACTEI~TICS OF MULTI~SCIPLIIqARY TEAJv 

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 
Social Worker 
Physician 
Psychiatrist/Psychologist 
Attorney 
Human Development Specialist 
Law Enforcement 
Nurse 

AGENCY 
Child Protective Service Agency 
Medical Center 
Mental Health Center 
Legal Services 
School System 
Police Department 
Health Department 

FUNCTION 
Family Therapist (e.8., social worker, psychologist, etc.) 
Community Organization/Social Systems/Resources 
Casework Specialist (with child protective service experience) 
Child Development Specialist (e.8., educator, nurse, child 

psychologist) 
Physician (e.8., 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 
team 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 23 
Lay Representative 23 
Developmental Specialist 20 
Day Care Worker ! I 

r 

Homemaker 11 
Minority Representative 8 
Politician 2 
Other (clergy--7, clients--3, etc.) 32 
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 represents 
In the 1981 survey by the American Public Welfare Associatiow 
following eight major professions were Identified as team disclp 
social workers/case workers, psychistrlsts/other mental h 
personnel, nurses, physicians, attorneys, police offi 
educatora/teachera, JudEes/court staff. All but Judlwl/court |taff 
reported to be on at least half of these teams. 13 

The survey also included two rating scales to ascettai, 
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 sho~ 
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 varb 
in dealing with returning a child to the home the legally b 
disciplines (lawyer, judicial representative) appear to have : 
influence. In the situation involving long-term treatment for 
physically abused child, the physldan 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 teem. For each meeting a leader is needc 
facilitate team discussion. This leader may be the same person each 
or may be rotated on a meeflng-I~/-meettng, monthly, or some other b 
Teams also have various methods of leadership selection. A two- 
question on the team questionnaire dealt with leadership. ThJrty-~ 
respondents stated the IX)sitlon 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, t4 

O R I E N T A T I O N / T R A I N I N G  

The authors of this chapter found, through experience in 
mult idiscipl inary team development, that tt 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 openness, trust, and mutual respect for colleagues 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 either responsible for the process them~lves 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 slate personnel 
parfidpation 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 

A 
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TABLE 32.7 Con[idrnlinlify Policies 

,~late Comments 

Alabama 

Alaska 

Arkansas 

Arizona 

California 
Colorado 

Connecticut 
Delaware 
Florida 

C, eorgia 
Ilawaii 
Idaho 
Illinois 
Indiana 
Iowa 
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 

X 
X 

X 

Signed release forms and codin F 
n a m e s °  

Signed release forms and codinlz 
n a m e g .  

Team members sign confidential 
agreement. 

Confidentiality statutes cover th, 
contracted by the state. 

Teams are sanctioned by statute 
have access to peHtnent Infotn 
regarding ca.,u~. 

Release forms. 
Signed release from client. 
Team members considered agent 

state. 
Client signed releases. 

Some team.~ have own waiver fo~ 

Signed release forms. 
Team members sign confldenflali 

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. 



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 respondenls wrote in answers 
including appointed by sponsor (!0) 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 I /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 Len$lh of Meeting Responses 
One hour or less 21 
I to I I/2 hours 20 
I I/2 to 2 hours 26 
2 hours or more 4 

Meetings may be scheduled in a varlet,/ 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 
too•tidy, 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 horn three times weekly to four times yearly. The most 
frequent answer, however, is monthly for nearly half the teams 
~ponding. 

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 lives the numbered responses. 

S i~ i~  • r l ~G l : . i ~ l .  IG J l I ~V  q~..lil/Si.isdPi~, a r . J11~ l  1%.~ ~ I s l l J l ~ ,  i l i i . q31~ 'L i i ~ / 'U~  | I r - . i~ i /~  

Table 32.6 
Number of Cases Presented/Reviewed at Team Meetings 

Number of Cases Responses 
1 -  5 30 
6 -  10 18 

11 - 15 9 
16 - 20 4 
21 - 30 4 
31 - 40 1 
41 - 50 1 
51 - 60 1 
Over 61 2 
No Answer 17 

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

The team questionnaire also requested Information on 
attendance. Seventy-six respondents indicated all members are ex I 
to attend the regular meetings. Nine teams have other •tten 
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 regerdin 8 policies and procedures for 
functioning were asked on both questionnaires. Respondents to th~ 
questionnaire were asked to report on confidentiality policte: 
procedures. State laws concerning confidentiality in child •bus 
neglect cases may or may not specifically address the iss, 
multidisclplinary team involvement. Table 32.7 munnuwizes re•pop 
the question of confidentiality, Twenty-three of the states conf. 
that • confidentiality waiver is In effect. The remaining 27 states. 
five alternatives employed by various teams: 

signed release by dlents (11 responses) 
confidentiality a ~ t s  signed by team members (8 respo 
coding case ruunes/anonymity (6 responses) 
teams under state sanction/agents of the state (6 responses) 
no policy ~garcling this matter (3 responses) 



enforcement officers. The most frequent pattern of team meetings involves 
a i 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 teams 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 
multidtsciplinary 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 multidisclplinary 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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TABI.I~ 32.7 Cmlfid¢,lin/il.V I~di~'ics h 'o , l i ,m 'J )  

Stale 

New Jersey 
New Mexi~: 
New York 
North Carulina 
North Dakota 
Ohio 

Oklahoma 
Oregon 

Pennsylvania 

Rhode Island 

South Carolina 
South Dakota 
Tennessee 
Texas 
Utah 
Vermont 
Virginia 

Washington 
West Virginia 

Wisconsin 

Wyoming 

Waizrr 

Y,~. No 

X 
X 
X 
X 

X 
X 

X 
X 

X 

X 

X 
X 
X 
X 

X 
X 
X 

X 
X 

X 

X 

Conllt(i'elf.,; 

Coded case names. 

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

Slate personnel can share information 
between agencies. 

Sign confidentiality form/cases, 
presented anonymously. 

Federal regulations do not require 
specific waiver. 

No specific policy regarding Issue. 
~,me also used release forms. 
Also teams encouraged to sign 

confidenlialily agreement. 
Agreement from team members. 
Signed agreement by team 

members/cases presented 
anonymously. 

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

I 

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 co: 
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 rhea( 
by the teams' slx)nsors. 

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 32.8 
Team Longevity 

Less than 1 year 2 
! year 10 

2 years 12 
3 years 10 
4 years 12 
5 years 12 

6 - 10 years 23 
11 - 15 years 2 

No answer 8 

The average length of team existence was 43 years. 

S u m m a r y  

The results of these surveys have provided some t 
descriptive data on currently functioning multidisdplinary team. 
child abuse and neglect. Findings Indicate that teams exist In all 
states with the majority i:~ovidin s case consultation. Team compos, 
varies widely, bu~ usually consists of social workers, mental he 
professionals, physicians, nurses, lawyers, educators, and 



ONSORSHIPIALITHORIZATION RESPONSES" 
dic Agency Sponsorship 18 
amenity Sponsorship 12 
te Sponsorship 12 
.spiral Sponsorship 10 
vate Agency Sponsorship 4 
eel/County Mandate 1 
her 4 
lost respondents indicated teams operated under a 
mbination of sponsorships; therefore, reeponsea total more 
m 38. 

le survey also requested information on the funding mechanisms 
to develop and maintain teams. Twenty-three states 

that no funding wee available. Of the remaining twenty-seven 
tdlng was reported from one or more of the following sources: 
lads (17 states); state funds (15 states); Incal/county funds (15 
mtflbutions/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. ,. 

IODELS/FUNCTiONS 

,everal models of multtdisciplinary teams can be Identified 
the literature. These fall into four basic categories as described 

"realm,mS " r a m a d a  group of treatment experts who 
ollaborate on the diaKqnosis and treatment of the child end/or 
emily. This Stoup of service providers shares responsibility 
vith child protective service workers for case assessment, 
iJmgnotJs, treatment plan development, referral to treatment 
esources, and Qse follow-up. 
~1 CansN|Mlio;I T~m~A group of experts who collectively 
wovida opinions and advice reprdlng child protection casee. 
I'he team reviews cases in terms of case management and 
liagnosis, and serves in an advisory capacity to primary 
,vorkm around treatment planning and critical decisions. 
rechnlcel assistance and support to service providers are also 
.unctions of this team. 

I~sour~ De~lopment or Communily Aclion Teams--A 
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 A4odtl 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, s.6 

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 slates, 
52%); other (9 states, 18%). (The models  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 calea, advlK~ry group to 
state department of social services, public education.) 

The random sample of individual teams was asked a similar 
question concerning the main team function on the team questionnaire. Of 
the 91 respondents, 48 (5290) reported being mixed model teams; 30 (3270) 
were case consultation teams; 7 (8%) were resource development teams; 1 

(1%) was a treatment team; I (1%) and 4 (4%) respectively gave a 
response of "other" or gave no mSlXmse. 

Peltiford reporls 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 teams 
utilized in child protective services. Of 461 local child protective 
services offices reporting thai they used multidisciplinary ieams, 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, tt 

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, I1 teams provided 
diagnosis and treatment, and two-third| 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, t2 



C101.1) PROTI",CllON 11"^M DI.,'Vl.].OI'MF.NT 

TABI.F..'12 1 Nlamk'r ~ T~ms and IJ'~ish~til,~' Mandah's I,y State 

Stale Nmnk'r of Teams 

Alabama 6 
Alaska 5 (minimum) 
Arkansas 4' 
Anzona undelermined 
Cali|omia 5" 
Colorado 42 
Connecticut 25" 
Delaware 3 
Florida 21 
Georgia 6 
Hawaii 3 
Idaho 5" 
Illinois .10 
Indiana 92 
Iowa 35 
Kansas 4* 
Kentucky 4 
Louisiana 10 
Maine 10 
Maryland 23 
Massachuselts I ! 
Michigan 13" 
Minnes~da 67 ~ 
Mississippi I 
Missouri undetermined 
Montana 27' 
Nebraska 6 (minimum) 
Nevada 3 (minimum) 
New. Hampshire 10 
New Jersey undetermined 
New Mexico 4" 
New York 4 (minimum) 
Norlh Carolina undetermined" 
North Dakota 26 
Ohio 21" 
Oklahoma 2 
Oregon l0 (minimum) 
Pennsylvania undelermined 

l e.~islatit~ 
Mandate 
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 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 

X 

PIREVAL~ AND O IARAC1T'JRISTICS OF MULT1DI.~CI~LINARy 1T.AE4L~ 

TABLE 32. I Number (~ Teams and Le~islatiue Mandates ~v State (¢'ontinu~p 

State Number of Trams 

Rhode Island ! 
South Carolina 56 (minimum) 
South Dakota 21 
Tennessee 100 (minimum) 
Texas 23 
Utah 14 
Vermont 14 
Virginia 73 
Washinston undetermined 
West Virginia 5 
Wisconsin 16 
Wyoming 30 

901 (minimum) 

Lexislarive 
Mandate 

Yes No 

X 
X 

X 
X 

X 
X 

X 
X 
X 
X 
X 

X 

12 38 

"Some respondents did not indicate the number of teams in Iheir state, but Ih, 
answer could be inferred from subsequent answers. 



A O Iq~ROTECTION 1T.AM (XI~F..I.O~IENT 

TEAM COMPOSITION/MEMBERSHIP 

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

DISCIPLINE 
Social Worker 
Physician 
Psychiatrist/Psychologist 
Attorney 
Human Development Specialist 
Law Enforcement 
Nurse 

AGENCY 
Child Protective Service Asency 
Medical Center 
Mental Health Center 
Legal Services 
School System 
Police Department 
Health Department 

FUNCTION 
Family Therapist (e.8.. social worker, psycholol~Sto etc.) 
Community Orsanization/secial Systems/Resources 
Casework Specialist (with child protective service experience) 
Child Development Specialist (e.s., educator, nurse, child 

I~ychologist) 
Physician (e.8., pediatrician, family medicine) 
Lesal/Court System (e.s., attorney with knowledse of 

• dependency docket, child advocacy experience, etc.) 
Law EnForcement Officer 

On the team questionnaire respondents were asked to Identify 
team composition only by disciplines represented. Table 32.2 shows the 
number of respondents indicating each of the following disciplines 
Included in their I ~am composlUon. 

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 23 
Lay Representative 23 
Developmental Specialist 20 
Day Care Worker I I 

PI~ALE]~I~E AND C]IARAI~'EIRIS11C~ OF MUI.TII~SCD~Ry 

Homemaker 11 
Minority Representative 8 
Politician 2 
Olher (clergy--7, clients--3, etc.) 32 
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 Assoctatios 
following eight major professions were identified as team dlsd F 
social workers/case workers, psychiatrists/other mental h 
personnel, nurses, physicians, attorneys, police offi 
edueatonlltNcheru, ludlPm/eourt staff. All but Ndlpm/court staff 
reported to be on at least half of these teams. Is 

The survey also included two rating scales to ascertai: 
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 shin, 
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 veda 
In dealing with returning • child to the home the legally b 
disciplines (lawyer, Judicial representative) appear to have t 
Influence. In the situation involving long-term treatment for 
physically abused child, the physldan appears to have greater Im 
In both cases, however, the social worker ranked first In Influence. 
ranking of most other disciplines •Lqo remained comparable. 

LEADERSHIP 

The reported InRuence of each discipline does not nece~. 
reflect the leadership of • teem. For each meeting a leader is need~ 
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. Tldrty.e 
respondents stated the position was a permanent one as opposed t, 
indicating • rotating position. Only three answered that there wa. 
identifiable leader. 



l}iscildin ; 

, ~ i a l  Worker 
I.awyer 
I'sychologisl 
Nurse 
Judicial Represenlalive 
Physician 
Psychialrisl 
Public I leallh Represenlalive 
Educalor 
Law Enforcemenl Representative 
Lay. Represenlalive 
I~dilician 
Developmenlal Si~,cialisl 
I Iomemaker 
Day Care Worker 
Minority Represenlative 
Olhers 

Menial I leallh 
Clergy 
Clienls 

No Answer 

/ll,slVs { Isu,ll~ ,%hhnn Ncwr 

311 IH 4 - -  

16 21 12 4 
IS 2H I I 3 

12 20 16 5 

I I  16 8 9 

I I  27 12 5 
I I  9 19 7 

I0 17 15 3 
g I0 20 9 
6 15 21 5 

5 2 I I  18 
2 4 7 22 
I 18 13 8 
I 7 17 9 

- -  3 16 15 
- -  ! 7 22 

I I - -  - -  

I 2 3 - -  
13 

. . . .  ' i  I l l l  ~ 1  I I I  4_, ~, I [ . , . . I , , , H I . ,  tar t  IA,el4~ I I  I l l l  I F l ' l l l l f l l ' n l  I ' IU r I , ~  l i l t  I~ I ' t l V S i c i i  
Alul ,~d Chi[d 

I~i~ipIme Alu~vs Usuall~ Sddom N. 

,~ lcial Worker 49 19 5 
Physician 24 26 ! I 
Psychoh)gisl 24 26 7 
Nurse 17 19 24 
Psychialrisl 15 I0 16 
Lawyer 14 25 13 
Public Iteallh Representalive 14 23 15 
Judicial Representative ! I 24 9 
Educalor 7 22 22 
Law Enforcement Represenlalive 7 16 24 
Lay Represenlalive 5 7 13 I 
Homemaker 4 4 23 

Oevelopmenlal Sl~.dalist 3 IB 18 
Politician 3 3 $ 2 
Day Care Worker ! 7 21 I 
Minority Representative ~ 4 9 ? 
No Answer 12 

• f,. 



1,cart•thing the method used in choosing leadership, the most 
frequent answer was being elecled by Ihe 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 determinJns 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 
Meetin 8 Length 

Usual Lensth o[ Meefins Responses 
One hour or less 21 
I to I 1/2 hours 20 
I 112 to 2 hours 26 
2 ham or more 4 

Meetings may be scheduled In a variety of ways tncludin 8 
weekly, biweekly, monthly, or as needed. Respondents to the team 
questionnaire indicated that 83 of the teams meet on a regular be•is 
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 tln~es weekly. The_~ 
wife also three respondents who stated they meet when neeaea. -she 
range he~ 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 
meLqinp must be established for the team. A minimum of 30 minu.t~ is 
usually needed to present and d,scuss ,.case. For new ~m~l, .4~.. nunut~ 
may be needed for each case review. Kesponaents Io me te-m 
questionnaire were asked to report how many cases were presented and/or 
reviewed at each meeting. Most answers COrTesponded to the lensm ow 
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 

Number of Cases 
I - 5 30 
6 -  I 0  18 

I !  - 15 9 
16 - 20 4 
21 - 30 4 
31 - 40 I 
41 - 50 1 
51 - 6O I 
Over 61 2 
N o  An•wee 17 

Accordin S to this Information, the most h~quent Paltern of teem me 
ham this sample Involves a I I /2- to 2-hour meeting held once amo 
review I to S cases. 

The team questionnaire also requested information on 
attendance. Seventy-six reslxmdenta Indicated all members are ex I 
to attend the resular meeting. Nine teams hive other -,Hen 
patterns. For example, one has n "sub-team" that screens all 
presented and chooses only a limited number for the whole te 
review. 

CONFIDENTIALITY 

Several questions regarding policies end pnX~lures for 
functioning were asked on both questionnaires. Respondents to thq 
questionnaire were asked to report on confidentiality Policle. 
procedures. State laws concerning confidentiality in child abus 
neglect cases may or may not specifically address the ass, 
multidlsdpllmry temm Immlvement. Table 32.7 mummwlzes respo~ 
the question of confidentiality. Twenty-IIu~l of the states conf, 
thai • confidentiality waiver Is In dk.ct. The remaining 27 state~. 
five alternatives emploT~ by various teams: 

signed relem~ I~r dlenl, (11 ~ s e s )  
confidentiality eSreementa dgned by teem members (8 respo 
coding cne nmes/~onymlty (6 n~xmses) 
teems under state sm~ctionlagenta of the a t e  (6 ~ponses) 
no policy rebinding this matter (3 reqxm~es) 



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 i~,eneric 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 Ihem to handle 
confidential information. 14 

ORIENTATION~TRAINING 

The authors of this chapter found, through experience in 
mull idiscipl inary team development, thai it is important that all 
involved understand the functions and responsibilities of both team 
members and referring workers. Clarification and definition of lefms and 
procedures are also important. Team members must understand the 
importance of openness, Irusl, and mutual respect for colleagues for the 
team to operate effectively. One approach to accomplishing this i~ the 
provision of initial orientation and/or ongoing ~raining 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, 
slated it was not available. Of the 20 thai offer an orientation program, 
26 are either 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 bold 
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 (IS); 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 mult idiscipl inary 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 

, . ,,.~. 

TABI,E 32.7 Con[i, lr,ltinlity R,licies 

.';r,tr 

Alabama 

Ala,~ka 

Arkansas 

Adzona 

California 
Colorado 

Connecticut 
Delaware 
Florida 

Georgia 
I lawaii 
Idaho 
Illimds 
Indiana 
Iowa 
Kansas 
Kentucky 

Louisiana 

Maine 
Maryland 
Massachusetls 
Michigan 
Minnesota 
Mississippi 

Missouri 
Montana 
Nebraska 
Nevada 

New Itampshire 

~,'V(I I I  ~ ' r  

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 

X 
X 

X 

( " l : m m t ' ,  f ~ 

Signed release forms and codin F 
names. 

Signed release forms and coding. 
names. 

Team members sign confidential 
agreement. 

Confidentiality statutes cover th, 
contracted by the state. 

Teams are sanctioned by statule 
have access to pertinent Infom 
reRardin K rase~. 

Release forms. 
Signed release from client. 
Team members considered agent 

stale. 
Client signed releases. 

~)me leam~ have own waiver fo~ 

Signed release forms. 
Team members sign confidential. 

aRreement/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 sisn a confidentir 

agreemenl. 



1"̂ 111.1i 32.7 ( 'o. f i ,  h ' , f iali ly Iblicies h'onlmue,|) 

Stale 

New lersey 
New Me~ico 
New York 
North Carolina 
North Dakota 
Ohio 

Oklahoma 
Oregon 

Pennsylvania 

Rhode Island 

South Carolina 
South Dakola 
Tennes.~'e 
Telas 
Ulah 
Vermont 
Virginia 

Washington 
West Virginia 

Wisconsin 

Wyoming 

Wailvr 

Y,~, Na 

X 
X 
X 
X 

X 
X 

X 
X 

X 

X 

X 
X 
X 
X 

X 
X 
X 

X 
X 

X 

X 

Commr.l.¢ 

Ct~led case names. 

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

State personnel can share information 
between agencies. 

SiRn confidentiality form/cases 
prt..~'n led am,nymously. 

Federal regulations do not require 
specific waiver. 

No spedflc policy reMrding luue. 
~,me aim: u~.d iTlease forms. 
Also teams encouraged to sign 

confidentiality agreement. 
Agreement Imm team members. 
Signed agreement by team 

members/cases presented 
anonymously. 

Relea.,,e hwms; DIISS has introduced 
legislation which would give 
permission for information shafln 8 
among team members. 

/ 
adaptations. Both formal and Informal approaches to'L~aluati, 
provide valuable data. 

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

In describing the various types of evaluations the most co: 
answer was informal, onsoin 8 evaluation (12 responses). Ten 
reported annual evaluations, some of which were verbal, some w 
Only five reported having formal evaluations performed and thes( 
by the teams' qxmsor~ 

The team questionnaire also addressed the issue of 
Ionsevity. Responses ransed from six months to 15 years. Tabi. 
shows the distribution of teams by years of operation. As woe 
expected, the oldest reported team in this survey is • hospital. 
team in a state children's hospital. 

Table 32.8 
Teem Longevity 

Less than ! year 2 
I year 10 

2 yeses 12 
3 years 10 
4 years 12 
5 years 12 

6 -' 10 years 23 
11 - 15 years 2 
No answer 8 

The •verslff lensth of team exlstenoe was 43 years. 

Summary 

The results of these surveys have provided some t 
descriptive data on currently functionin s multidisciplinary team., 
child abuse and neglect. Findinss Indicate that teams exist In all 
states with the majority providin 8 case consultation. Team compos, 
varies widely, but usually consists of social workers, mental h¢ 
professionals, physicians, nurses, lawyers, educators, and 



enforcement officers. The most frequent pattern of team meetings involves 
a 1 I/2 to 2 hour meeting held once a month to review one to five cases. 
Team 5pon~rship is most often provided by public agencies. Over one- 
half the states provide some form of protection for teams 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 util izing 
multidisciplinary teams demonstrated the value and effectiven~s of 
such teams. It is highly recommended that efforts be continued to 
develop, maintain, and utilize multtdisciplinary teams as an adjunct to 
the service system for child abuse and neglect. Development and 
utilization of multidiscipllnary 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 m contract from the Kentucky 
Cabinet for Human Resources with the Kent School of Social Work, 
University of Louisville, Louisville, Kentucky. 
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Task Force on Child Abuse and Neglect at Children's Hospital, St. 
Paul, Minnesota. The membership of.the group included selected 
representatives from inpatient nurslng staff, Midwest Chzldren's 
Resource Center (child abuse outpatient department) Child ana 
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Department. 
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other materials. If you need additional information regarding 
our Center, please do not "hesitate to contact me. 

~rol~ ~e'~itt, .M.D. 
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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 t,'r 
suspected victims of child abuse. In support of this commitment, the hospital has developed the 
following guidelines. 

. CHSP identifies Mkhvest Children's Resource Center (MCRC) as the department respons~le 
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 wzth r'cvzew 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 

. 

. 

CHSP will +provide SCAN specialists to coordinate consBtent SCAN service and ensure 
continuity o f  care 
* Implement SCAN case management program 

. Recruit  and train sufficient staff to serv/ce increasing caseload of CriSP SCAN acute care pa t ienu  
(ERAnpatient/out patient follow-up/court ) 
- Project 1.5 FTE (optimal 1 [oil t ime with PT suppon  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 s ~  d a y ~ k  
- On-si te availability ~ t h i n  30 minutes  - 24.hour ~ days/aa~k 

CHSP will ensure effective communication and provide patient access~ility to SCAN specialists 
a n d  e x p e r t s  

* 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 2¢.hour access 

. 

. 

CHSP will ensure patient acce~u'bility to CAN experts 
* Ensure availability of appropriate CAN experts (MD, PNP) with recognized credentials 

as medical - legal w/messes 
* Ensure appropriate availability of staff 

- Phone ~ with 15-20 minutes rnspo~e time • 7A-hour serv~e/7 days /wed  
- O n . r e  avai labi l i ty within 30 minutes - ~ . h o u r  ~ da~r~wcek 

* Increase currently available MCRC CAN expert staff 
- M D - m c n m l e  by 3 FTE 
- PNP - increase by .4 

CHSP will ensure appropriate pediatric expertise for all SCAN patients 
* Provide timely access to specialty consultants as necessary for competent evaluat~un. 

diagnosis and management of SCAN 
- Orthopedic,  O p h d m l m o ~ ,  Neurok~y.  R a d a ~ D .  Cnuca!  Care. Pathology, Forensic Medicine. Odoa,,,ioID 



8. 

. 

10. 

11. 

CHSP will provide appropriate training and resources hospital wide to ensure minimum 
standards of care for SCAN 
* Define minimum standards and guidelines for care 
* Collaborate with public relations to transform the work product of the SCAN Task F~r~ 

into an on-going educational tool 
* Develop and implement process for hospital-wide,,~,'lD 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 

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) 

CHSP will ensure that all SCAN patients will be identified in a timely fashion and appropriately 
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 

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 

C H S P  win ensure q u s ~  of SCAN process 
Task Force members to develop and support SCAN steering committee 

- To ensure ~ Quality i m ~ t  
- To'i~d the pine 

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

. CcmSdMllMily ~ cummma' ,a 'vice imp, cs mum be studied 

CHSP to remain committed to ongoing research in SCAN through support of the MCRC 
and associate programs 

1991 



I SCAN - ~  
Patient I~,esent s 

Hlaory end 
Physical Exam 

SCAN Guldellnes 
ere ~ • • consultation If necessary 

w/SCAN specialist 

Yes NO 

• 24 HRS/Day 
220-6750 

Call 
Mc,qc • 

Inter- 
viewing 

Report 
Made to 
I~11~ end 
CP 

& docu- 
mentation 
( ~ d ~ ,  

CAN 
Yell 

SCAN Ca~ 
Manager 

A t : m e  to mnclllary 
i lOl~ i~ l  or other 
referrals 

Treatment 
Disposition 
Ptannlng 

CAN 
No 

I ~ i c a l  
eu, a l lment& 
exile 

Notified 

Consultation 
w/primary physl~an 
and xpproprlate 
MID specialists 



PIIYSlOAL ,Anu_sE 
t t l l r l l g :  '.=='.1" .~HS patlern or unexplained burns 

Fractures: 

'r,J:!5~l'~,!,.'li.l'~:3 rJp,I '~/V; I~'." t'l 't"rJ r . ; r ) i ' l f : \ r . ;  f l~jlr;;lr.; 
( '~ l  '?~) ",~ ,J r) .  ,~ ;¢ ~) rj 

w.lho,I rehable, wilnessed explanations (locus on children .%3 yrs) 
hmg bones; single or multiple, mid-shall or melaphyseal. 

-sk,ll: complex, bilateral, multiple 
-ribs 

Blunt abdominal trauma: 
-duodenal hematoma 
-pancreatic pseudocysls 
-bowel, spleen or liver laceration 
-mesenleric or relroperltoneal hemaloma 

-in the very young child ~ 9 months) 
-patterned • pinch, bite. grab. slap marks or loop/strap marks 

Bru ises :  

Shaken Baby Syndrome: 
-sulxlural hematoma 
-retinal hemorrhage 

All Unexplained CNS InsuliMInJurles: (history does not lit the medical facts) 
-oblunded .coma 
-seizures 
-Any CNS bleed in child <5 years excluding dear cut accidental 

circumstances. 
-÷CT scan. +MRI scan. +skull fracture compalable with trauma. 
-pnexplained apnea in infancy. 

NON Accidental Poisoning 

Pattern soft tissue Injuries: 
- sell defense wounds 
-cigarelle burns 
-symmetrical injuries 

Multiple Injuries el various ages 

Oral facial trauma 

Lacerations Indicative of child abuse 

HE~LE(~! 
F a l l . r e  to Thf lvo  
Medical Neglect 

-delay in seekmg Irealmenl 
-serious noncompliance 

Drug use In pregnancy 
-Felal Alcohol Syndrome 
-Cocaine 

Injuries due to Inadequate/failure to supervlce 
Cold Injury 
Cultural/parental/religious differences resulting In refusal of medically 
necessary care. 

PHYSICAL EXPRESS!ON OF SEVEREPSYCHOLOGICAL TRAUMA 
Conversion reaction 
Anorexia nervosa inpatient <tO years 
Suicidal gestures in which abuse is thought to be a contr~uling factor 
Chemical addiction in patients < 12 years. 

MUNCHAUSEN BY PROXY 
Recurrent illnesses/tindings not explained by medical diagnosis 
Frequent visits to the ER and/or MD office tar apparently innocuous complaints 
Unexplained metabolic derangement suspicious for non accidental poisoning 
(salt. water, medication, overmedication) 

SEXUAL 
Suspicious genilal and anal injuries 
Childhood pregnancy (pregnant children <12 years) 
Presence el sexually transmitted disease: 

.' -herpes 
-syphilis 
-IIPV 
-HIV 

-gonorrhea 
-chlamydia 

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

-laceration 
-large diameter of hymenal opening 
-bruising 
-warts 
-scarring 



MCRC Program Guidel ines 

2. A c u i t y  R e s n o n s e  G u i d e l i n e s  

Hlah A c u i t v  Re l l ponse  G u i d e l i n e s :  

Intake Access: 
MD Consultant Availabil i ly: 
On Site MD Consultant 

Avai labi l i ty:  
Documentat ion Availabl i ty: 

24 hours/day; 7 days/week [Intake Specialist] 
immediate [Child Abuse Specialist] 
2 hours from intake [Child Abuse Specialist] 

2 hours from intake [Includes Photodocumentation] 

Intakes Reauirements: 
The incJ~ddual responsbJo Ior intake and frontline access ~or Child Abuse and Neglect consultabo~ mus~ fulfil the fosIowmg 
recKJirements: 

1. Experience in Child Abuse and NegJe~ [CAN] response systems 
rraedica/ 
bgaJ " 

/aw enforcement 
CPS 

2. Fanviadty wi~ medicoiega; guide4ines for rmmagment of CAN 
3. ~ y  to ~age 
4. N~ity to manage the sonsi~e and oonf~len,~n issues assoc~ted ~h~ CAN 
5. LJason wflh the vsmous proiess~onaJ commur, t~s 

Child Abuse SPecialist IMD1 
The i~ys~mns deeignalod as Child Abuse Speciat~ wm comprm me fo.aw~: 

1. Ctdid Abuse TraJniog Program or Fe~k~wsn~ 
2. Recognition by ffwir peem as a Ch~ ~use s l ~ i s t  
3. Expense in i~ysic~ (Jagr~e8 and Nm~m .,:ognmon 
4. Expert~ in CAN case evalua=on, n~lna~mem a~d ~ ~ ' , s  
S. Recognized exper~se as an expe~ mmess 
6. F.xpenlu in me m~icoiogaJ mana~rr,~nt of CAN crees 
7. Part~p~t in the ongoing research aria edu~alX)n in issues pertaining to CAN 

Child Abuse Associate Smmialist iMD ~, 
The phys~dans des~nato(t as Child Abuse ,6.~oc~1e S l~aJ~  win compronVse the following: 

1. Phys~cWu in raining in C~Jd Abuse an~ ~ e ~ .  feUows~p 
Nurse specia~ 

3. MD wflh S ~  i n l c u l  in CAN vn~ cont,nuing educal~n lind spec~ oxpenenoo and training Io c:~al,ly 

Documentat ion Resources: " 
Program msourms needed Io supper1 adequate and timely documentaUon inch,Jdo ~ follow.g: 

I. ~ ~ - I~Otographe~r on ¢a/~. photogr~i¢ hitclw~re, dovotopmg wrvioN, r'~talog,ng and 
mtdeval pmeass 

2. PodMIdc Pelhology iaborltory resourcm mclucing Podavk: Patho6ogJst 
3. P e c k ~  P,x~logy sennces inaud~ p e c t i c  RadokR=st 
4. C~e camog~ and da,= envy ~ 
S. P.eponl~ sen,~es -dencal. tr'dr, S~pt,cn 
6. C ~ o  cun~nt litlmlu,m a c c ~  

M o d e r a t e  A c u i t y  R e s p o n s e  G u i d e l i n e s :  

March 22. 1990 

Intake k : ce s s :  
MD Consultant Availabil i ty: 
On Site MD Consultant 

Avai labi l i ty:  
Documentat ion Ava i l ab le :  

24 hours/day; 7 days/week [Intake Specialist] 
,mmediate [Child Abuse Specialist] 
24 hours from intake [Child Abuse Specialist or 

Associate] 
24 hours from intake [Includes Photodocumentat,c, ' i  
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MCRC Program Guidel ines 

Intake Reouirements: 
Th~ ,ndiv~u,al re~pons~b~ for inta#,e a~d frorttline access fc~ Chdd Abuse ~ Ne<JKI COP.SUItaIK~ mUS! fulfdl the '-..._ ,,, - ; 
requirements: 

1. E~ped~nc8 in Child Abuse ariel Neglect [CAN] response systems 

~g=V 
pyscnosocial 
law enforcement 
CPS 

2. Fwnila.-ity with med~obgaJ guidelines lot ~ m o ~ t  of CAN 
3. ~J~ty ~) ~ 
4. Ability to manage the sens~o and confldem~ am.ms essocmled ~m CAN 
S. LUBon wi01 ~ various i~olessional communit4s 

Child Abuse Specialist (MD) 
d ~ n a t a d  as  Child Abuse Specialist will cornprts~ ~ fo~lowing: 
I. Child Abuse Training Program or Feifows~iP 
2. Recognition by the~ peem as a Child Abuse speoaJ~ 
3. Exper~e in physP.,aJ d~gnos~ and pe~lem reoognilJon 
4. ExperlB~ in CAN ca~ evaJuabon, rna~aQemen! and ~ l J o n s  
S. Recognized expertise as an expe~ wilness 
S. Exper~ise in tN) ~ 1  manageme~ of CAN cases 
7. Pa,lJdpenl in the ongoing msas~c~ and e~uca.on in issues pertaining to CAN 

Child Abuse Associate Soecialist IMD) 
The p h y ~  ckl~rtatad U Child Abut41 ~ l e  SpeciaJist will ¢ o ~ r o ~  the foilowing: 

I. Physicians in Iraink~ in Child Abus~ and Ne<jlea - le~lowship 
2. N u r ~  
3. MD Mth =koecml int~e~ in CAN ~I~ commumg education and special expehence and training to quahly 

Documentat ion Resources: 
Program rlmoumN needed to support adequate and ~mely doctnnentaUon include Ihe ~ g :  

1. PhOt0~lphy set'Aces - photogra~ohm' o,1 tail. photogml~l¢ Nudwwe. dm/oiopkng services catak:x~,ng arc 
re~evaJ process 

2. Ped~athc Pa~ok>gy laboratory resources including Peciald¢ Palhc~ogis! 
3. PedaUic Radiology s4m,'kms including PeCrklmc Radmlogisl 
4. Case mtaJogiog and data envy resources 
S. ~ sen~:es - cmnc;d, tr-a;~pt~on 
6. Coml~ehens~/e ~ |  IJtal-d~,lre access 

Low Acuity Resoonse Guidel ines: 

Intake ~ c e s s :  
MD Consultant Availability: 
On Site MD Consultant 

Availabi l i ty: 
Documentat ion Availablity: 

24 hours/day; 7 days /week  [Intake Special ist]  
immediate [Child Abuse Specialist] 
7 days from intake" [Child Abuse Special ist or 

Associate] 
7 days from intake [Includes Photodocumentat,on] 

IntakQ Fleouirements: 
The individual respons~ie tot' inlake and fmnlline access Io, C~Id Abuse and Neglect consultat~n must fulrdl the fo,ow,~; 
requirements: 

1. ExlNIdlllCe in Child AbuSe and Negle¢l [CAN l response systems 

pyscl~osocial 
law entoroBment 
CPS 

2. FamiJanty wi~ meck:ologal guclem4m tel manaQff~nt of CAN 
3. ~a~y m V ~ e  
4. N~iity Io manage me sensilNe and cof~km~i saues asso¢~ted v~m CAN 

5 .  I jason wilh U~e various Ixoless~n,U ~ r ~ , u e s  

March 22. 1990 



MCRC Program Guidel ines 

Child Abuse 
The p~ys<=.ans 

Soeciafist ~MDI 
desKjnate<l as Chdd Abuse Specialist woll co~nSe the fo~lownng 
1. C, hik:l Abuse Training Prcx:Jrarn or Fellow¢~¢) 
2. Recognition by thor peer~ as ,1 Child Abuse spec~iSt 
3. E x ~  in ptlys~caJ crlagnosis :,n<:l patlem recognc~ort 
4. ExpertBe in CAN case evaJua~on, manage~Tmn! and recommmldalJons 
S. Recognized oxpert~ as an expert wimess 
6. Expertise in ~ medicolegal management of CAN cases 
7. P ~ I  in the ongoing research and educa~o~ in issues petlajning to CAN 

Child Abuse 
The p~y,~:mns 

Associate Soecialist IMDI 
¢lles~naled as Child Abuse .Aasociate SpeciaJisl w~ll comproemse the following: 
1. Physk:Wl in raining in Child Abuse and Neglect- k~lows~ip 
2. N u m ~  
3. MD w~th spec~J in~'esl  in CAN wire continuing educa~on and ~ e x l ~ c g  arid training Io quahly 

Documentat ion Resources: 
Program resources needed to supporl adequate and timely dccument=Uon include l~e following: 

1. _Photogr~ohy s ~ c e s  - I~omgrapr~ on ceil. pho~jral~ic hardware, ¢lleveloping sewices, catakxj,ng ano 
reldevaJ process 

2. Pedlavk: Palhok:~y laborato~f resoumes including Pediavic Pelhc~<~sl 
3. Peclauk: Radiology ~ in~udng Pedatnc Ra~logist 
4. Case cataloging and data entry reso~.~ 
5. Refxxling services - clerical. ~anscnpUon 
6. P.,cmpre~ens~ c u n ' o m  l i terature a c c s s s  

March 22, 1990 
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•Children's Hosp~!t,a/ 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 Chdd 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 eases, to promote sharing of 
information, to arrange case conferences for 
complex cases and to help in the management 
of high-risk eases. 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 
treatment programs/options/alternatives for 
families. 

MCRC's 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 
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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 
consuRation 

The services of a pediatric forensic 
pathologist are provided for complicated law 
enforcement investigations or civil cases to 
document the came, 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. 

MCRCs Toll-free Professional 
Consultation Line 
1-800-422-(}879 

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. 

1.0oo : qZ 
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"Financial Impact of DRG's on Abused Children" by B.M. Perry, J. 
Thomas, C. Rogers, and B. Jones, from Restructuring Health Policy: An 
International Challenge (1986) edited by John M. Virgo. Permission to 
reprint granted by the Atlantic Economic Society, Southern lllinois University 
at Edwardsville, Box 1101, Edwardsville, lllinois 6206-1102. 

Financial Impact 
Chapter  of DRG's on 
Nineteen Abused Children 

BRUCE M. PERRY, 
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 diailnosed as having "battered child syn- 
drome." Prior to her death, she was hospitalized in the intensiv e cure 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, societies 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 efforts. These initiatives carry far-reaching 
implications--and heavy costs--not only for health care systems, but for 
mental health social service, educational, law 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. Spa- 
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 n 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 services 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 (PI. 93-2471, is "the physical or mental 
injury, sexual abuse, negligent treatment or maltreatment of a child under 
the age of 18 y e a r s . . ,  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 threatened thereby." 

As can be inferred from this broad definition, making a diagnosis of 
child maltreatment is seldom easy. Such diagnoses take time, training, and 
experience--all high-priced "commodities." Ilowever, every state and tee- 
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- 
genital, or acquired metabolic disease. In cases of medical neglect, the 
clinician must determine 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 iceberg. 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 each 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. 198.1]. 

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

Child Profedion 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 reality that, although child abuse requires 
intervention by a great many societal 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 oncase 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-affiliated, 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 dared 
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 caseloa~ls 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 early advocates for maltreated children, u 
well as a pioneer in the development of case management techniques. 
Since 1974, when the hospital established a specialized, mullidisciplinary 
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- 
lion, is currently struggling to maintain its fiscal balance with a precarious 
combination of Medicaid and other third party reimbursements, 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.e., 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 C,-eload 

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 re- 



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 hospitali/ation in I I percent of the division's cases. 
Less than 2 percent of all sexual abuse intakes require hospilalization. 
while 25 percent of the physical abuse and neglect cases must be admitted, 
with most of these being physical abuse cases. 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 aspects 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 neglect, it 
is even difficult to develop an economic profile for a children's program. 
For purposes of this paper, two different approaches to calculating cost~ 
are utili~,ed. First, the medical care costs per patient are examined. 
Second, the costs of mainlaining a spccialived 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- 
pies 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 hospitalilations for inpatients; follow-up servi- 
ces related to the Initial trauma have not been included. Since subsequent 

~ services can be both extensive and costly, the following estimates should 
be considered very conservat ire. 

For physical abuse and neglect cases managed on an outpatient basis, 
average initial charges were $227 per child. The average cost for inilial 
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, tolal cosl 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 for 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 17,000 cases oczw¢~,, 
and April 1980 [Hampton and Newberger, 1985]. Assuming that only I I 
percent of these cases required hospitalization (CHNMC's 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,~00 
cases (assuming an average cost of $250 each) would be in the neighbor- 
hood of$17 million. 

These are very conservative estimates. The)' rcflecl only reported cases 
identified hy hospitals, which make up only a small proportion of total 
cases. They include no follow-up care costs, nor do they lake 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 seen by looking at the likely amount of service being provided by the 
5,006 U.S. hospitals that give pediatric emergency care. If 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 compar;z- 
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 lhat hos- 
pitals with specialized service units find it necessary to admit a smaller 
proportion or 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 
exceeded 50 percent, with an average length of stay of 29 days before a 
special program was established, Afterwards, rates of hospitalitation 
dropped to less than 33 percent, and the average length or stay dropped to 
17 days [Newberger, et 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 
18 days. 

Although the foregoing suggests that specialized, comprehensive inter- 
venlion programs may actually lead to reduced direcl health care costs. 
such programs are not inexpensive 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 operaling budgcl. 

The Costs of Comprehemive Service Programs 

Fifteen years ago. specialized, hospilal-bacsed intervtnlion and treat- 
ment programs were virtually unknown. Today, they embody the state of 
the art for caring for abused, neglected, and sexually viclimiled 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- 
lure. it may be helpful to consider what the country's hill would he if all 
children's hospitals or all hospitals providing pediatric emergency care had 
specialized programs. 

As was noted earlier, 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- 
tab 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, he- 
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 hy the law 
enforcement, judicial, and sOcial service systems. 

Paying the Btll 

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 untenable. 

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 local 
government contracts, federal grants and contracts, private philanthropy. 
and direct hospital subsidies. 

Fees for service, whether reimbursed through third parties or self-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- 
lion in 1982. it has been estimated that. for every hour of direct client 
mental health service, over one ho~,r is spent in coordination and liaison 
activities. Similarly, the costs of preparing a child for court, providing 
court accompaniment, or providinpl material temtimony In Judicial pro- 
ceedings are not routinely reimhursahle. Other associated (and unreim- 
bursed) costs relate to collecting and maintaining the chain of evidence 

(e.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 ca.~es 
include the fact thai most private insurers will only reimburse mental 
health services at the rate of 50 percent of charges. The remainder 
becomes a self-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, enrollment 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's), 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 self-pay charges. In short, it 
appears that DRG's will present a strong disincentive 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: ( I)  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; (]) the 
tendency of poverty-level familiem to rely on hospitab 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 ablcaqM~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 haste assumption of the 
fee-fur-service system, i.e., that people will pay rather than he refused ser- 
vice now or in the future. To use an obvious example From the child 
protection caseload, medically neglectful parents arc unlikely to be moti- 
vated to pay for services that they did not want or intend to 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- 
lions, and help cover the costs of specialized training for law enforcement 
and social services personnel, and similar activities. 

Federal grants, as a source of income, are limited and rarely available 
for continuing clinical services, targeting basic or applied research, dam- 
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 CH N M C's initial 
specialized 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 percenl of CHNMC's program is covered by these sour- 
ces. That leaves about 35 percent of its operating expenses that must be 
subsidized by the hospital. Comparable hudgel breakdowns for other 
programs across the country are 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 slate- 
based Children's Trust Funds. So far, 40 slates have some form of com- 
pensation program to help cover the medical and mental health care 
expenses of crime victims. Unfortunately. 31 of these slates specifically 
exclude victims of intra-family crime. Most slate programs require a min- 
imum loss of $100 and establish a maximum recovery limit (as low as 
$1,S00) [National Organization of Victim Assistance. 1984]. 

The II..N. 9Rth Congress enacted the Victims of Crime Act of 1984. 
which aulhurileS grants hi .~;tllle.'~ lit support dhetl victim c.mpensation. 
as well as treatment programs serving victims, with specific emphasis on 
services in cases of sexual assault and child abuse. It 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 relief from annther direction. Cur- 

rently. 14 states have established such funds, which are intended 
port the primary prevention of child abuse and neglect. About half of 
these states raise funds through a voluntary checkoff on the state income 
lax return. The others attach a surcharge to marriage licenses, birth certif- 
icates, and divorce fil!ngs. 1"he size of the funds vary from state to state. 
hut most raise between $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 
slates to de~,Hop 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 care facilities, cnuld cost 
somewhere hetwcen 52.25 and $4.5 billion per year on a national basis. 
Neither existing reimborsement mechanisms nor alternative source; 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. Oiven these rather dismal facts, it may be legitimately asked whether 
hospitals should continue to maintain or to develop such specialty 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 fiscal factors which may 
cause institutions to decide that they can ill afford not to develop and 
maintain such programs. Specifically. de~pite their costs, such programs 
may be cost effective both on a societal ~nd 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 mare 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- 



lain 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 inlensive 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 spa- 
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 and that of Boston Children's Ilospital 
suggests that such programs can reduce hospital stays 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, el 
ol, 1973]. Anecdotal 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 

improved speed of service delivery anu sum,,,u,,v,, . . . . .  v . . . . . . .  , 
time in many aspects of case management with the time of other, less 
expensive professionals. Although difficult to estimate, savings in this area 
can be as much as 560,000 per year. 

In 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 l i t ipt ion, 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, 197:2]. 

Concluslon 

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-hazed services and the need for such services will continue to 
widen over the next decade unless remedial steps are taken. Increasing 
numbers of crees are being 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 within the health care sys- 
tem as a whole. 

Although development of a substantially improved knowledge base is 
essential, immediate action is needed now. Reimbursement mechanisms, 
such as DRG's, must be modified to eqsure 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 reiionalization 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- 
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stantially reduced costs through decreased hospitalizations for non- 
medical reasons and improved discharge planning. Such collaborative 
partnerships should he holh promoted and fiscally supported at the local 
level. 

Other, more inventive changes could also improve the overall picture. 
As a matter of public policy, parents adjudicated '.,s abusive or neglectful 
could hc required, as part i:l the overall court at.lion, to pay, within their 
financial means, for their children's health and mental health care. 

The total health care costs for abused, neglected, and sexually victim- 
ized children in the Untied States, considering both short- and long-term 
care. undoubtedly .',re in the billions. One can only speculate about what 
the total national cosls of this problem are, given the extensive involve- 
mcnt of sn many other social systcm.,~ and the likely long-term emotional 
and behavioral consequences of abuse. Ilealth care providers, and hospi- 
tals in particular, should continue to play a pivotal role in addressing this, 
problem. 
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