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INVESTIGATING FATAL CHILD 
ABUSE AND NEGLECT 

Day One 

8:00 a.m. - 8:30 a.m. 

8:30 a.m. - 12:00 noon 

12:00 noon - 1:00 p.m. 

1:00 p.m. - 4:30 p.m. 

Day Two 

8:00 a.m. - 12:00 noon 

A g e n d a  

Welcome 
Announcements 
Introduction of Students 

Overview of Fatal Child Abuse and Neglect 

This module will provide the students with information on an 
overview of fatal child abuse and neglect. This will include a review 
of  current statistics and the reasons why true prevalence of  fatal 
maltreatment is probably underestimated. The differences between 
fatal maltreatment and typical homicides will be discussed. The most 
common type of  fatal child abuse and fatal neglect cases will be 
illustrated using case examples. Sudden Infant Death Syndrome will 
be discussed. 

Lunch Break 

Continuation of Overview of Fatal Child Abuse and Neglect 

Investigation of Fatal Child Abuse and Neglect 

This module will provide the students with information on the 
investigation of  fatal child abuse and neglect. This will include 
information on the initial response as well as the subsequent interviews 
of  witnesses and medical professionals. The importance of  report 
writing and courtroom testimony will be discussed. Actual case 
examples will be used to demonstrate the learning objectives. 

12:00 noon - 1:00 p.m. Lunch Break 



D a y  T w o  ( c o n t i n u e d )  

1:00 p.m. - 2:00 p.m. 

2:00 p.m. - 2:15 p.m. 

2:15 p.m. - 4:30 p.m. 

D a y  T h r e e  

8:00 a.m. - 10:00 a.m. 

10:00 a.m. -10:15 a.m. 

10:15 a.m. -12:00 noon 

Continuation of  Investigation of Fatal Child Abuse and Neglect 

Break 

Crime Scene and Forensic Evidence 

This module will demonstrate the forensic evidence found at the crime 
scene, at the death location, and the vehicles used to transport the child. 
The evidence value will be demonstrated to help solve the cases. 

The Role of CPS in Child Fatality and Homicide Investigations 

This module will provide discussion on the role of Child Protective 
Services in the investigation of child fatality and homicide 
investigations and demonstrate the importance of conducting joint 
investigations between law enforcement and social work. This module 
will also illustrate the necessity for open communication and dialog 
between all agencies involved in a multi-disciplinary approach to the 
service provision and prosecution of such cases. 

Break 

Conducting Interviews and Interrogations in Child Fatality Cases 

This module will discuss investigative techniques and strategies 
necessary for building a solid criminal case against the perpretrator. 
The instructor will provide the students with an overview and 
understanding of the problems and dynamics encountered by 
investigators in child fatality investigations. Topics to be covered 
include: Miranda vs. non-Miranda issues, custodial vs. non-custodial 
interviews, methology of detailed fact gathering to which helps 
establish care, custody and control issues, taped interviews vs. non- 
taped interviews, themes of interviews to pursue, documenting 
inconsistences, and recognizing clinical indicators during the 
interview. 

12:00 noon - 1:00 p.m. Lunch Break 



Day Three (continued) 

1:00 p.m. - 2:00 p.m. 

2:00 p.m. - 2:15 p.m. 

2:15 p.m. - 4:30 p.m. 

Day Four 

Continuation of Conducting Interviews and Interrogations in Child 
Fatality Cases 

Break 

Medical Aspects of Child Fatality Investigations 

The instructor will describe the basic anatomy of the various organ 
systems, the bio-mechanical nature of injuries to these organs, and the 
approach to distinguishing between accidental and inflicted injuries. By 
looking at the medical reasons for child deaths, the instructor will 
describe the approach to recognizing and diagnosing child fatalities. 
The instructor will explain the significance of the findings at autopsy of 
child victims of abuse and neglect. 

8:00 a.m. - 12:00 noon 

12:00 noon - 1:00 p.m. 

1:00 p.m. - 4:30 p.m. 

Day Five 

8:00 a .m . -  10:00 a.m. 

10:00 a .m. -  10:15 a.m. 

Continuation of Medical Aspects of Child Fatality Investigations 

Lunch Break 

Prosecution of Child Fatalities 

The instructor will present issues (common and not so commom) arising 
from the investigation and prosecution of fatal child abuse and neglect 
cases. This module will demonstrate the significance of the prosecutor- 
investigator team in child fatality investigations and the relationship 
between the prosecutor and child support consituencies. It will also 
cover salient aspects of child fatality prosecutions from investigation 
through trial and sentencing. 

Continuation of Prosecution of Child Fatalities 

Break 



Day Five (continued)  

10:15 a . m . -  11:45 a.m. Case Management and Model Approaches to Inter-Agency 
Collaboration 

This module is designed to provide students with information and 
model approaches to aid them in the development of internal and 
community based collaborative systems to improve their response to a 
wide range of child protection issues. While child fatalities represent an 
important area for cooperation between agencies, this module expands 
the students' focus to include a wide range of child protection issues 
that should be imcorporated into a comprehensive community-based 
collaborative approach. 

11:45 a.m. - Evaluations 
Closing 

In order to receive the attendance certificate, participants are expected to 
participate in all sections. Any exceptions to this policy must be approved by the 
Fox Valley Technical  College representative on site. 

Fox Valley Technical  College 
800-648-4966 
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INVESTIGATING FA TIlL CHILD 
A B U S E  AND N E G L E C T  

Mission Statement 

The purpose of this training is to provide professionals from law 

enforcement, child protective services, victim witness, child advocacy 

centers, medical/nursing/EMS, prosecutorial/legal, and coroner/justice 

of peace/medical examiner with comprehensive training on the 

detection, intervention, investigation, and prosecution of cases involving 

fatal child abuse and neglect. 





Overview of Fatal 
Child Abuse and Neglect 





I n v e s t i g a t i n g  
Fata l  C h i l d  A b u s e  
and  N e g l e c t  
Presented by 

Lt. Bill Walsh 

Dallas Police Department 

Morn charged with killing 2 girls 
Morn Pleads Guilt3, To 
Killing Her 6 Cbildren Man  H e l d  

I n  D e a t h  
Fa ther  Charged In 
S]aying Of Girl, 6 Of T o d d l e r  

i' Mother receives 20 years in toddlers death 

13aby batl~ed 35 years in Son's death 

in scalding Child abuse deaths up 
water dies 71% in '98, study finds 

A N a t i o n ' s  S h a m e  

A b u s e  Fa ta l i t i e s  - 2000 

us Disabilities - 18,000 

ions In jury  - 141,700 

ubstantiated Cases 
,f CA & N - 992,617 

Reports of CA & N 
-2.9 million 



A N a t i o n ' s  S h a m e  

Child Abuse ~ / Falls 
and Neglect - -  / 

/ ~ ~  Choking 

/ ~ - -  Suffocation 

Accidents \"- 

~ Fires 

Overview of  Child Maltreatment 

. F r o m  1993-97 

-overall  crime rate 
decreased 21% 

-reports of child abuse 
increased by 8% 

Overv iew of  Child Maltreatment 

* N a t i o n a l  C r i m e  Vic t imizat ion  Study  * 
per  1 ,000 U.S.  households:  

- 8  aggravated  assaults  

- 1 3  car  thefts 

- 4 . 2  robber ies  

- 1.5 rapes  

- 4 7  child abuse  incidents  

*1~8 



Overview of Fatal Abuse 

• Estimated that 1200 children die of 
abuse or neglect per year 
(some say 2000 per year) 

• Approximately 4 children per day 

- 7 5  % are less than 4 yrs. old 

- 4 0  % are less than 1 yrs. old 

ralde 3 
Brcakdowo af Child H l d ~  Fshtlh~J: 

% Di~trib~t~a by Catzpry 

1996 1999 199S AverSe" 
Prior o¢ Cetera Conza~ with CPS ':~ 42% 41% 36% . 4O%= 

Dcath~ ¢k¢ m N c ~ l ~  - " 40% 42% _ 4~% 42% 
C29 ~=~,) p2 ,==.) C26 mu~) 

Duzths Dzcto Abuxe . - ~5% ~1% 51% 52% ..~ 

Death5 I ~ ¢  ~o N~Icc t  and Abm¢ 5% 

Deaths te C~i ld r~  tmd~ Five Y ~ , ~  Old 81% 7~A - 78% ,79% 
(28 m r . )  (St m , . ) .  Fo ~ , )  

Dctths ta ~ i t d ~ n  t m ~ x  G ~  Yexr Old 40% 38% J ~  39% 

1998 50 State Survey by Prevent Child Abuse America 

Overview of Fatal Abuse 

* Child homicide cases are increasing 

-homic ide  rate for children under 4 yrs. 
old is at 40 year high 
( P O ~ J  Oi~ Refeff:[I¢¢ I ~ r  t~lu g l t ~ l  i n  A Nat io l l s '  Shame) 

- t h e  rate of child maltreatment fatalities 
confirmed by CPS agencies has risen 
steadily over past 12 years 
(1998 prevent C'izild Abc~st Amz~'icg) 



Fatal  A b u s e  Statist ics  

• U n d e r  r e p o r t i n g  o r  d i f f e r e n t  r e p o r t i n g  

c r i t e r i a  

- L a w  e n f o r c e m e n t  - U C R  s y s t e m  

- C P S  a g e n c i e s  - s t a t e  c e n t r a l  reg i s t r i es  

- M e d i c a l  c o m m u n i t y  - d e a t h  ce r t i f i ca tes  

Fatal Maltreatment in California 

• Audi t  by Cal i fornia  State Child Death 
Review Counci l  of 1996 child deaths found: 

- 137 abuse/neglect related deaths in the Crime 
Reports Homicide File 

- 62 deaths as abuse/neglect related in the Vital 
Statistics Death Records 

- 52 abuse/neglect related deaths in the Child 
Abuse Central Index 

• They concluded there were actually 1 5 2  
abuse/neglect  related deaths tha t  year 

Fata l  A b u s e  Statist ics  

• N u m b e r s  m a y  o n l y  r e f l ec t  cases  k n o w n  

to C P S  a g e n c i e s  



Fatal Abuse Statistics 

* 1 9 9 8  A n n u a l  F i f t y  S t a t e  S u r v e y  

- N o  e s t i m a t e  for  fa ta l i t ies  in  1998 

- O n l y  37 s ta tes  were  able  to p r o v i d e  

fa t a l i ty  d a t a  for  1998 

Fatal Abuse Statistics 

• F a i l u r e  to r ecogn ize  abuse  a n d  neg lec t  

r e l a t ed  dea ths  

- no autopsy 

- no national standards for child autopsies or 
child death investigations 

- no medical examiner system in some states 

- accident vs. neglect vs. criminal neglect 

Nationally, medical profession- 
als have conducted at least, three 
detailed studiesof children's deaths 
from external causes Over the last 
two decades. Each, using data from 
such differing locaie~ as Chicago, 
NewYot'k City :and Missour, i, has 
found that deaths from maltreat= 
ment have been :underreported by 

o~ a tJeast ~ percent. 



Fatal A b u s e  Statistics 

* N o r t h  C a r o l i n a  S t u d y ,  . . . . . . .  , 

- Retrospective study of child abuse 
homicides from 1985-1994 

- 60% of homicides incorrectly coded by 
vital statistics 

- Est imated nationally there were 6494 
more child abuse homicides in 1985-1996 
than indicated in vital statistics 

Fatal A b u s e  Statistics 

* L a c k  o f  i n f o r m a t i o n  s h a r i n g  

a m o n g  agenc ie s  

. I m p r o p e r  d e a t h  i nves t i ga t i ons  

* P r o f e s s i o n a l  d e n i a l  o f  i n c i d e n c e  o f  

f a t a l  a b u s e  

Fatal  A b u s e  Statistics 

C h i l d ' s  d i s a p p e a r a n c e  m a y  no t  be 

k n o w n  o r  p r o p e r l y  i n v e s t i g a t e d  

C h i l d ' s  b o d y  m a y  no t  be  f o u n d  



Fatal Abuse Statistics 

* Chi ld 's  d i sappearance  may not  be 
known or  p roper ly  investigated 

* Chi ld ' s  body may  not be found 

* P a re n t ' s  may  fabr ica te  chi ld 's  
abduct ion  

Increase in Fatal Cases 

* Increased  professional  expert ise  in 
all involved disciplines 

- L a w  enforcement ,  CPS, Medical ,  
DA's 

>>seminars, articles 

* More  autopsies being conduc ted  

Increase in Fatal Cases 

* Increased  risk factors  for  chi ldren 

- s u b s t a n c e  abuse,  c rack  cocaine, 
economy,  family isolation 

. More Child Death Review Teams 
- State 
- Local 
- National Center on Child Fatality. Review 



F a t a l  A b u s e  V i c t i m s  

• Physical development 
- m u c h  s m a l l e r  t h a n  c a r e t a k e r s  

• Unique anatomy 

• Lack of  verbal skills 

F a t a l  A b u s e  V i c t i m s  

• Total dependence on caretaker 
- c h i l d r e n  m u s t  b e  fed,  s u p e r v i s e d  

• Relative social isolation 
- t o o  y o u n g  f o r  school ,  c h u r c h ,  s p o r t s  

H o m i c i d e s  o f  c h i l d r e n  u n d e r  a g e  5 b y  
r e l a t i o n s h i p  w i t h  t h e  o f f e n d e r ,  1976-87  

Percent 
75% ;-.--~---- ~-.:- ......... ~o- . . . . . . .  ;.~!=, .--~-=~,,i---- t 

5 0 % ~ ~  ~-- - -= :~"2~ ' .  -: 

,, 

.>-, ,.~.~., d ' --, ,~, " , : '  ~t ~,~., Friendor 
2 5 % ~ - -  - ~ ~ L ~ , e ~  acquaintance 

~ ~ . . ,  . . . .  . ._ .. . . :i... : Q. 'i. ~ Unknownother family 

0 % ~ ~ " " -  ~-__'L.. Stranger 
1980 1985 1990 1995 



Homicides of children under age 5 by 
gender  of v i c t i m  a n d  offender, 1976-97 

Number of victims 

300 - 
~t . ¢1 A . 

200 " ;i ~, ,~, 

0 . . . .  ik . . . .  IL ,. -2L ~. 

1980 1985 1990 1995 

Male on male 

Male on female 
Female on male 
Female on female 

Neonaticide 

• Def ined  as the  m u r d e r  of  a chi ld  w i t h i n  

the  f i rs t  24 hrs .  of  life by  act  o r  omi s s ion  

• U s u a l l y  c o m m i t t e d  by  m o t h e r  a lone  

• C h i l d  u s u a l l y  no t  phys ica l ly  a s s au l t e d  

Neonaticide 

* May or may not have been intent for 
child to die 

e Child may die from: 

- exposure to weather 

- drowning 

- smothering 

- starvation 

- animal attack 



Neonaticide 

• I f  child found,  b u r d e n  of  p roo f  
is to p rove  chi ld was b o r n  alive, 

not  st i l lborn 

Abuse Related Deaths 

* Chron i c  abuse  
>>chiid abused over time, dies from 

combination of injuries or a head 
injury 

. I m p u l s i v e  abuse  
>>child dies incident to assault or 

after a period of time 

Neglect Related Deaths 

• Physical  neglect  

• Medica l  neglect  

• Negl igent  supervis ion 



A b u s e  R e l a t e d  D e a t h s  

• As children get older, 

- the  list of possible offenders 
increases 

-and  the causes of death vary 

A b u s e  R e l a t e d  D e a t h s  

CARETAKERS 
FOR NEWBORNS 

Mother (Girlfriend) 

Father (Boyfriend) 

TIME 

A b u s e  R e l a t e d  D e a t h s  

MORE CARETAKERS 
AS THE CHILD GETS OLDER 

Mother Siblings Baby-sitters Daycare Staff 

• r"h TIME 

Father Relatives Friends Neighbors 



A b u s e  Related Deaths 

NEWBORNS AND INFANTS 

Abandonment 

I l l  
w 

Head Injuries 

3P TIME 

A b u s e  Related Deaths 

AS THE CHILD GETS OLDER 

Abandonment Suffocation Burn Injuries 

Head Injuries Abdominal Negligent 
Injuries Supervision 

~" TIME 

A b u s e  Related Deaths 

• C r a n i o c e r e b r a l  t r a u m a  (head) is the 
mos t  c o m m o n  cause  of  death  in 
phys ica l ly  abused  chi ldren 

• I n t e r n a l  in jur ies  a re  the second 
leading cause  o f  death ,  often found  in 
o lder  ch i ld ren  



T y p o l o g y  

B a t t e r e d  Chi ld  

I m p u l s e  or  A n g e r  H o m i c i d e  

• P u n i s h e d  Chi ld  

• Gen t l e  H o m i c i d e  

• Neglec t  Dea ths  

Fatal Child Abuse vs. Homicide 

Usually no witnesses, or accomplices 

- m a y  have someone who failed to 
protect, report  

- no opportunity to turn accomplices 
against one another 

Fatal Child Abuse vs. Homicide 

Usually no weapon involved 

-hands ,  feet, shaking, hot water, 
starvation, drowning 

- n o  physical evidence to connect 
weapon to suspect 



Fatal  Child Abuse  vs. Homicide  

* Usua l ly  little phys ica l  ev idence  

- n o  f i nge rp r in t s  

- N o  b lood  sp la t te r s  

- no D N A  

- n o  t r a ce  ev idence  

Fa ta l  Chi ld  Abuse  vs. Homicide  

* Diff icul t  to p r o v e  mot ive  o r  intent  

- w h y  would  someone  h u r t  a baby?  

- w a s  it in ten t iona l?  

- w a s  it reck less?  

- w a s  it an  acc iden t?  

- w a s  it neglect?  

- d o e s  it qua l i fy  as c r imina l  neglect? 

Fatal  Child Abuse  vs. Homicide  

* P r o s e c u t i o n  depends  heavi ly  on 
medica l  ev idence  

- c o n f u s i n g ,  t echnica l  t e s t imony  for  
jury 

- t e s t i m o n y  and  op in ions  o f  several  
med ica l  specialists  

- m a y  be dec ided  by  "battle o f  the 
medical experts" 



Fatal  Ch i ld  A b u s e  vs.  H o m i c i d e  

• Prosecu t ion  depends  on p rov ing  a 
c i r cums tan t i a l  evidence case 

- only the defendant could have committed 
the fatal abuse 

- guilt must be "beyond  a reasonable  d o u b t "  

- D e f e n s e  only has to convince there is 
another explanation or another 
responsible party 

Fata l  Chi ld  A b u s e  vs. H o m i c i d e  

• Vic t im m a y  not  have  visible externa l  
injuries  

- d e a t h  m a y  a p p e a r  na tu ra l  

- a u t o p s y  m a y  not  be conduc ted  

- d e l a y  in invest igat ion s ta r t ing  

Fata l  Chi ld  A b u s e  vs.  H o m i c i d e  

• Inves t igat ion compl ica ted  by  CPS 
involvement  

- r e q u i r e s  coord ina t ion  and  
c o m m u n i c a t i o n  be tween  police and  
CPS 

- d i f f e r e n t  agency  missions and  goals 

- d i f f e r e n t  decision m a k i n g  processes  



Fatal Child Abuse vs. Homicide 

* I n v e s t i g a t i o n  m a y  be  conduc t ed  by  
s o m e o n e  u n f a m i l i a r  wi th  d y n a m i c s  
o f  chi ld  a b u s e  and  d e a t h  
inves t iga t ion  

. D e c e a s e d  chi ld  m a y  be  m o v e d  f r o m  
the  loca t ion  

Battered Child Syndrome 

* R e p e a t e d  ac ts  o f  in t en t iona l  t r a u m a  
inf l ic ted on y o u n g  ch i ld ren  t h a t  a re  
c l ea r ly  iden t i f i ab le  as non -acc iden ta l  

. Ch i ld  t ends  to h a v e  in ju r ies  a b o u t  the  
head ,  c o m m o n l y  it is the  cause  of dea th  

Bat tered  Chi ld  S y n d r o m e  

* Ch i ld  m a y  h a v e  c o n c u r r e n t  ev idence  
o f  neglec t ,  m a i n o u r i s h m e n t ,  old 
i n ju r i e s  

* B a t t e r e d  C h i l d  S y n d r o m e  evidence  is 
a d m i s s i b l e  in c o u r t  

- Estelle v. Mc Guire, 1991, 112 US 475 



Battered Child Syndrome 

* May delay seeking medical attention 

* Caretakers '  explanation for injuries is 
vague, and/or inconsistent 

* Caretakers may blame injury on child's 
clumsiness, other siblings, accident 

Battered Child Syndrome 

• Caretakers '  history provided to 
medical staff  is not consistent with 
clinical findings 

• Child may or may not be a singled 
out or "targeted" for abuse 

Impulse or Anger Homicides 

* Sudden, impulsive act of violent assault 
resulting in fatal injuries to the child 

- shaking  

-punching  and/or kicking 

-s t r ik ing with an object 

- throwing 



Impulse or Anger Homicides 

• Aside f rom fatal injuries, child may 
appear  relatively well cared for and 
normal  

• May  be a delay in seeking medical 
at tention 

• Care takers '  history provided to 
medical staff  is not consistent with 
clinical findings 

Impulse or Anger Homicides 

• I m p o r t a n t  to "'lock" caretakers into 
their  story early in the investigation 

• Impor t an t  that  caretakers not be 
alerted to the implausibility of  their 
s tory 

Impulse or Anger Homicides 

• Impulse  murders  may be more 

common than Battered Child cases 

• Offenders  very likely to confess if 

handled  properly 



Shaken Baby Syndrome 

• SBS results from severe, repetitive 
shaking 

• In ju ry  may occur w/o impact to the 
skull 

• Crying is often cited as the 
"trigger event" 

Shaken Baby Syndrome 

• Major  injury is to child's brain from 
violent shaking 

• Rapid angular acceleration- 
deceleration forces 

• Child usually held by upper arms or 
chest facing caretaker  

Shaken Baby Syndrome 

• Force needed is severe, requires 
upper  body strength 

• Fatal in @ 25 % of the cases 

• Observer  would know that the forces 
involved were severe and life 
threatening 



Shaken Baby Syndrome 
• M e d i c a l  f ind ings  inc lude :  

- Bilateral retinal hemorrhages (90% of time) 

- Subdural or Subarachnoid hemorrhages 

- Cerebral edema (brain swelling) 

- Shearing of nerve fibers in brain white matter 
(Diffuse axonal injury) 

- "Black Brain" on MR] or CT scan 

- bruises and other external signs of abuse 

- Skull fracture 

Shaken Baby Syndrome 
• A f t e r  the  assaul t ,  t he r e  is a lmos t  a lways an 

i m m e d i a t e  c h a n g e  in the  ch i l d ' s  condi t ion ,  
s y m p t o m s  inc lude ;  

- loss o f  a l e r tness  a n d / o r  consciousness  

- inab i l i ty  o r  unwi l l i ngnes s  to eat ,  vomi t ing  

- i r r i t ab i l i ty ,  un re spons ivenes s ,  l e tha rgy  

- b r e a t h i n g  d i f f icul t ies  

- c o m a  a n d / o r  se izures  

- d e a t h  

Abusive Head Trauma 

* C r a n i o c e r e b r a l  t r a u m a  ( h e a d )  is t h e  

m o s t  c o m m o n  c a u s e  o f  d e a t h  i n  

p h y s i c a l l y  a b u s e d  c h i l d r e n  

- s e c o n d  o n l y  t o  M V  r e l a t e d  i n j u r i e s  

a s  a c a u s e  o f  d e a t h  i n  c h i l d r e n  



Abusive Head Trauma 

* In ju r i e s  m a y  not  be ex terna l ly  visible 

* Chi ld  m a y  p re sen t  clinically with: 

- v o m i t i n g ,  inabil i ty or  unwill ingness 
to eat  

- d r o w s i n e s s ,  i r r i tab i l i ty  

- r e sp i r a to ry  p r o b l e m s  

- c o m a ,  shock,  seizure 

Abusive Head Trauma 

* T h e r e  is n o  s p e c i f i c  d i a g n o s t i c  

p a t t e r n  o f  i n f l i c t e d  h e a d  t r a u m a .  

. D i a g n o s i s  is b a s e d  o n  t h e  h i s t o r y  

a n d  t h e  c l i n i ca l  f i n d i n g s  

Abusive Head Trauma 

* Children's unique anatomy makes them 
especially vulnerable : 

- relatively large head & brain with high 
water content 

- more space between brain and skull 

- child's weight 

- undeveloped neck muscles 



Head Injuries 

• A child tha t  has " r a c c o o n  eyes"  
m a y  ac tua l ly  have  a head  in ju ry  
at  the base o f  the skull. 

"Red Flag" Stories from Caretakers 

* Child was unexpectedly found dead, but not 
consistent with SIDS 

* Child suddenly turned blue, stopped breathing 

• Child suffered a sudden seizure event 

• Child was hurt by improper CPR 

• Child hurt themselves, or hurt by sibling 

"Red Flag" Stories from Caretakers 

• Chi ld  was killed fall ing d o w n  stairs 

• Chi ld  fell f r o m  a low height  (< 4 ft.) 

• Chi ld  was  hit on  head  by  a fallen object  

• Chi ld  was  chok ing  so c a r e t a k e r  shook/hi t  
the chi ld on the b a c k  



Fatal  Falls  

* Dr .  C h a d w i c k ' s  t r a u m a  c e n t e r  s t u d y  

- 317 c h i l d r e n  <5 y rs .  

~> 7 deaths in 100 children involving falls < 4 ft. 

~> 1 death in 118 children involving falls 10-45 ft. 

Fatal  Falls  

* D r .  C h a d w i c k ' s  t r a u m a  c e n t e r  s t u d y  

- 3 1 7  c h i l d [ f n  <~ . . . .  

in 100 children~ 
olving falls < 4 ft. 

>> l death In J lo ~=mm, c,, revolving falls 10-45 ft. 

Fatal  Falls  

4 

ft. 



Fatal Falls 

• D r .  C h a d w i c k ' s  s e c o n d  t r a u m a  c e n t e r  

s t u d y  

- 5 2 3  c h i l d r e n  s t u d i e d  

>>inflicted i n j u r i e s  w e r e  e x c l u d e d  

>>188 c h i l d r e n  fel l  > 10 ft .  

>>longest fa l l  w a s  40 ft. 

>>no c h i l d r e n  d i e d  

Fatal Falls 

• Falls < 20 ft. are  usually not fatal 

• Falls < 4 ft. a re  very unlikely to cause brain & 
CNS in jury  

• S ta i rways  falls do not usually result  in life 
th rea ten ing  injuries 
- s i m i l a r  to a ser ies  o f  smal l  falls,  unless a chi ld  is in a w a l k e r  

• The  contact  surface does make a difference 
- c a r p e t ,  wood ,  concre te ,  h a r d  object  

Chest Injuries 

• Ma jo r i ty  of  chi ldren with rib f ractures  are 
< 2 yrs. old. 

• Rib f rac tures  are  the most common type of 
abusive  f rac tures  in children 

• Pos ter ior  (back) rib f ractures  are  the most 
commonly  found 

• It  is very  unlikely that  improper  CPR is the 
cause of  rib f rac tures  in children 



Internal Injuries 
• High  morta l i ty  rates due to delayed 

medical  t r ea tment  resulting f rom:  

- d e l a y  in presentat ion of  child 

- i n a c c u r a t e  or  false history provided 

by ca re taker  

- i n a b i l i t y  of  child to give informat ion  

- i n j u r i e s  may  not be externally visible 

Children's Anatomy 
• Smaller blood volumes 

- hemorrhages are worse 

• Internal organs are close to one another 

- a single impact may injure > one organ 

• Abdominal wall covered by undeveloped 
muscles and little fat 

• The chest has flexible ribs that allows 
greater compressibility 

Internal Injuries 

• Caused  by: 

- d i r e c t  impacts  

>) punching 

>> kicking 

>> stomping 

- i n d i r e c t  shear ing forces 

>> rapid deceleration of the body 
.child thrown into the wall 



Internal Injuries 

• Second leading cause of  fatal injuries 

• 40-50 % morta l i ty  rate 

• May  not be external ly visible 

• L ive r  is the most commonly  injured solid 
organ due to abuse 

• Kidney  is the second most commonly 
in ju red  solid organ due to abuse 

Internal Injuries 
• Hollow visceral  organs can rupture  

due to compression 

- stomach, intestine 

• Intest inal  injuries are common 
abusive injuries 

- especially small  intestine 

• Small  bowel injuries are  difficult  to 
diagnose, thus significant morbidi ty  
and mortality, rates 

Internal Injuries 
* Clinical  picture 

- v o m i t i n g  (often bilious) 

- dehydra t ion  may occur  

- abdomina l  pain 

- distended s tomach 

- coma,  shock 

- peri tonit is  

- delayed onset of  symptoms 

- ( 1  hr. to 1 day) 



Fractures  

• F rac tu res  suggestive of  abuse: 

- multiple fractures 
- fractures of different ages 

- fractures that lack plausible history or 
explanation 

• F rac tu res  commonly  due to accidents:  

- clavicle 

- shafts of the long bones 

- linear skull fractures (except in infants) 

Neglect  

• Most  prevalent  f o r m  of child 
ma l t r ea tmen t  repor ted  

• Neglect is the ca re t ake r ' s  failure to meet  
the chi ld 's  needs in terms of  food, 
shelter, medical  care  or  safekeeping 

• Neglect is involved in @ 1/2 of  fatal 
incidents 

Neglect  

.Neglect  is a continuum of care 

Very. Best Care Grossly Inadequate 



Neglect 

. P h y s i c a l  

- I n a d e q u a t e  n u t r i t i o n  

- I n a d e q u a t e  s u p e r v i s i o n  

- A b a n d o n m e n t  

Neglect 

. M e d i c a l  

- F a i l u r e  or delay to seek 
needed health care 

-Re fusa l  to allow medical 
t rea tment  

Neglect 
* Subjective determinat ion 

- Child and caretaker's age, development, 
health 

* May  not be a criminal mat ter  unless 
child is injured or endangered 

* Communi ty  s tandards  must be 
applied 



Neglectful Supervision 

* F a i l u r e  to p r o p e r l y  supe rv i se  a ch i ld  
t h a t  r e su l t s  in i n j u r y  or  dea th  

* S u b j e c t i v e  d e t e r m i n a t i o n  

- W a s  it a n  acc iden t ?  

- W a s  it  a p r e v e n t a b l e  a c c i d e n t ?  

- W a s  it neg l ec t ?  

- W a s  it c r i m i n a l  neg lec t?  

- S h o u l d  it  be  p r o s e c u t e d ?  

Manners of Death 

* N a t u r a l  

. A c c i d e n t a l  ~ -  

. H o m i c i d e  

. S u i c i d e  

. U n d e t e r m i n e d  

Sudden Infant Death Syndrome 

* SIDS is defined as: 
- "The sudden death of an infant under one year 

of age which remains unexplained after a 
complete postmortem investigation, including ; 

>>an autopsy 

>> an examination of the scene of death 

>>and a review of the case history " 

~ICHHD 1989) 



Sudden Infant Death Syndrome 

• In U.S., leading cause of death for 
infants 1 month  to 1 year  

• Second only to congenital anomalies 
as the leading overall cause of death 
for all infants 

Sudden Infant Death Syndrome 
Annual SIDS deaths is greater than all 

the following combined for children up 
to age 14 

Cancer  AIDS 

Hear t  Attack Cystic Fibrosis 

Pneumonia  Muscular  
Dyst rophy 

Child Abuse 

Sudden Infant Death Syndrome 

* @ 5,000 SIDS deaths/year  

Boy/girl ratio: 60-70% / 30-40% 

• African and Native American 
children die at  2-3 times the rate for 
Anglo children 



Sudden Infant Death Syndrome 

• 90% are less than 6 months old 

• Peak incidence at 2-4 months 

• More frequent  in winter months 

• More  frequent  in multiple births 

Sudden Infant Death Syndrome 

* Diagnosis of exclusion 

• Autopsy necessary for diagnosis 

* Common history of apparently 
normal child 

- being fed 

- p u t  to sleep 

- l a t er  found dead 

Sudden Infant Death Syndrome 

* Cause is still unknown, many theories 

- b r a i n  abnormal i t ies  

- m e t a b o l i c  d isorders  

- a p n e a  

- u p p e r  a i rway obst ruct ion 



Risk  Factors for SUDS 

• Environmental and behavioral 
influences that may contribute to 
SIDS, but in and of themselves are not 
causes 

- P r o n e  sleeping position (face down) 

-Mothe r s  who smoke (3x risk) 

-Pass ive  smoke 

Risk  Factors for SUDS 

- F i r s t  t ime mo th e r s  < 20 yrs.  old 

- L a t e  or  no p rena t a l  ca re  

- C o m p l i c a t i o n s  du r ing  P r e g n a n c y  

- P r e m a t u r i t y  or  low b i r th  weight  

SIDS is Not 

• Child abuse 

• Hereditary 

• Contagious 

• Caused by baby shots 

• Caused by suffocation, vomiting 
or choking 



1.7o • 

1 . 4 o ,  

P 1 . 1 0  - 

0 . 8 0  - 

U.S. SIDS Rate 
( N C H S  Provisional Data) 

0 . 2 0  i i i i i i i , t , | i i , i r , i I i 

1 9 "  1 ~  19t;I 1~1~ 1993 11t94 1 ~;lll 

Physical Characteristics 

* N o  sign of  external injury 

. Natural appearance 

. R i g o r  Mortis (body stiffness) 

. L i v i d i t y  (settling of  blood) 

Physical Characteristics 

• Frothy drainage from nose or 
mouth 

• Normal growth/development 
• Normal hydration and nutrition 



Benef i t  o f  the D o u b t  

• Dr. Harry Wiison's "Rule of Three" of 
sudden unexpected infant deaths 

- First death probably a SIDS event, i.e., 
a natural death 

-Second  death probably should be ruled 
as an undetermined death 

- T h i r d  death should be strongly 
considered as a possible homicide 

S I D S  or H o m i c i d e ?  

. A u t o p s y  

• T h o r o u g h  d e a t h  s c e n e  

i n v e s t i g a t i o n  

• R e v i e w  o f  t h e  v i c t i m ' s  a n d  

f a m i l y ' s  h i s t o r y  

S I D S  or H o m i c i d e ?  

• I n f a n t  o lder  than  one y e a r  o f  age 

• A n y  signs of  non-acc iden ta l  
t r a u m a  

• P rev ious  "near miss S I D S "  events 
o r  unexp la ined  d i so rde r s  
af fec t ing this child o r  siblings 



SIDS or Homicide? 

* Other  unexplained child deaths 
in the same family 

* Suspect confession 

* Autopsy rules manner of death 
as homicide 

Investigating Fatal Maltreatment 
• Wi tne s s  In t e rv i ews  

• C r i m e  Scene  Process ing  

• Au topsy  

• R e c o r d s  check  

- C h i l d  Pro tec t ive  Services 

- L a w  E n f o r c e m e n t  

- Med ica l  

• S uspec t  In t e rv i ews  and  In te r roga t ions  

Investigating Fatal Child Abuse 

. B u r d e n  is to to p rove  tha t  

the  d e f e n d a n t  had  the exclusive 
o p p o r t u n i t y  to inflict the  
ch i ld ' s  i n ju r i e s  



Investigating Fatal Neglect 

* B u r d e n  to p r o v e  de fendan t  failed 

to ac t  r e a s o n a b l y  in p rov id ing  

ca re  or  superv i s ion  o f  child and 

tha t  fa i lure  resu l ted  in chi ld 's  

dea th  

Common Defenses 

• Natural death 

• Accident 

- playing rough 

- fall injury (killer couch) 

• Self-inflicted or inflicted by a 
sibling 

Common Defenses 

+ O v e r - d i s c i p l i n e  

+ S O D D I  

- "Some other dude did it." 

- Timing 

~ U n e x p l a i n e d  



P a r a m e d i c s  

* Name, badge #, shift 

*What  was said on 911 Call 

-ob ta in  audio recording 

* H i s t o r y  given by  c a r e t a k e r  

-exact  quotes if possible 

P a r a m e d i c s  

.Observations at the scene 

.Medica l  care provided 

- C P R  

- I V  drip 

. C o p y  of run sheet 

.Wri t ten  statements 

L T .  B I L L  W A L S H  
Youth & Family Crimes Division 
Dallas Police Department 
106 S. Harwood St. Rm. 225 
Dallas, Texas 75201 
214-670-5936 
214-670-3957 Fax 
800-381-4779 Pager 
bill.walsh@ci.dallas.tx 
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Investigating 
Fatal Child Abuse 
and Neglect 

By- 

Detective Brian Killacky 

Chicago Police Department 

A society can be fairly 
judged by how it treats its 
children. Caring for  and 

guiding them to maturity is 
its most essential work, for  

they are the means by 
which it survives. 

Child Fatalities 

• Fall  injuries 

• Shaking  Baby  
S y n d r o m e  

• Ba t t e red  Chi ld  
S y n d r o m e  

• Suffocat ion 

• Strangula t ion  

• D r o w n i n g  

• Arson  

• Abduc t ed  and 
m u r d e r e d  

• M u r d e r  of  a fetus 

• S ta rva t ion  



C h i l d  F a t a l i t i e s  

• Homic ide /Su ic ide  

• S h o t  

• S t a b b e d  

• Mass  M u r d e r  

• Serial  M u r d e r  

• C o n t r a c t  M u r d e r  

• D r u g  induced 

• Poisoning 

• H a n g i n g  

P a t t e r n s  to C o n s i d e r  

* Physical/Sexual Abuse 

• Nutritional Deprivation 

• Intentional Poisoning or 
Drugging 

• Missing/Found Children 

P a t t e r n s  to C o n s i d e r  

. N e g l e c t  

-Medical Care 

-Supervision 

. E m o t i o n a l  Abuse  



Motives to Consider 

• Anger /v io lence  

• P o w e r / c o n t r o l  

• Sexual  grat i f icat ion 

• C r i m e  of  revenge  

• C r i m e  of  o p p o r t u n i t y  

Child Death Investigation 

• V i c t i m o l o g y  

• C a r e t a k e r ' s  h is tory 

. W i t n e s s  in terviews 

. C i r c u m s t a n c e s  of  the event  

• C r i m e  scene search 

. R e c o r d s  check  

Child Death Investigation 

• Medica l  Ca re  

• Au topsy  

• Suspect  in te r roga t ion  

• R e p o r t  wr i t ing  

• Case  p r e p a r a t i o n  

• P rosecu t ion  



Corpus Delicti 

* P r o o f  t h a t  a c r i m e  o c c u r r e d  

- T W A  Fl igh t  800 
>> investigation proved no crime occurred 

- O k l a h o m a  Ci ty  Bombing  
>> investigation proved a crime did occur 

Initial Response 

• T r e a t  all chi ld  dea th  scenes as 
possible  homic ides  until  
inves t iga t ion  p roves  otherwise  

• O n l y  a u t o p s y  can  de te rmine  

m a n n e r  a n d  cause  of  dea th  

- Internal injuries are often only 
detected upon autopsy 

Initial Response 

• T r e a t  the  locat ion as a c r ime 
scene 

• De ta in  a n d  sepa ra t e  those people 
p r e s e n t  

• D e t e r m i n e  the i r  re la t ionship  to 
chi ld  



Interviewing Witnesses 

• Separate witnesses ASAP 

• Interview separately 

• Get information, don' t  give it 

• Note Res Gestae statements 

• Note any alibis offered 

Initial Response 

* Make required notifications 

-Chi ld  Protective Services 

-Medical  Examiner 

-Coroner  or Justice of the Peace 

-Cr ime  Scene Search 

-Addit ional  cover elements 

The Deceased Child 

• W h o  f o u n d  the  chi ld? 

o W h e r e ?  

~ W h e n ?  

• W h a t  d id  t hey  do?  

• A n y  a t t e m p t s  at  C P R ?  



The  Deceased Child 

• Was  911 called? 

- B y  whom? 

- Obtain  911 recording 

• Was  the child t ranspor ted?  

- B y  whom? 

- W h e r e  is the vehicle? 

The  Deceased Child 

• In  w h a t  pos i t i on  f o u n d ?  

- F a c e  up? 

- F a c e  down? 

- W a s  a i rway obs t ruc ted?  

- N a t u r a l  or anguish posture 

-Pos i t ion  of limbs 

The Deceased Chi ld  

- W a s  there anything near  the 
child that  could have caused the 
child to suffocate? 

>>Toys 

>>Pillows 

>>Plastic bags 



The Deceased Child 

- D o e s  the  c r ime  scene a p p e a r  

s t aged?  

- H a s  the  a r ea  been c leaned up?  

The Deceased Child 

• Note  tile fol lowing:  

- A n y  obvious injuries 

-Presence of blood 

-Presence of vomit 

-Dis turbance of clothing 

The Deceased Child 

* Was the child: 

-Moved?  

-Ba thed?  

-Posed? 

-Dressed or changed? 
>> Was this possibly an attempt 

to destroy evidence? 



The Deceased Child 

* Did  ch i ld  have  a n y  m e d i c a l  p r o b l e m s ?  

W a s  the  ch i ld  c u r r e n t l y  il l? 

. O b t a i n  al l  of  c h i l d ' s  m e d i c a t i o n s  

* M a k e  no te  o f  a n y  o t h e r  m e d i c a t i o n s  

a r o u n d  

The Deceased Child 

* D i d  the  ch i ld  h a v e  a n y  r e c e n t  falls, 
t r a u m a s  o r  a c c i d e n t s ?  

- A t t e m p t  to l e a r n  of  any ,  bu t  do  
no t  sugges t  th is  

- W e r e  t h e r e  a n y  wi tnesses  to  these  
even t s?  

- C a n  t h e y  be  c o r r o b o r a t e d ?  

The Deceased Child 

* O b t a i n  i n f o r m a t i o n  on the  mos t  

r e c e n t  m e d i c a l  c a r e  

. W a s  ch i ld  a p l a n n e d  b i r t h ?  

* Is  t h e r e  i n s u r a n c e  on the  ch i ld?  

- How much? 



Interviewing Caretakers 
• Are  there any other  siblings? 

- A l i v e ?  

>>They should be interviewed 

>>They should be examined for  
injuries 

- I s  there  a child protect ion issue? 

>>Should CPS remove them? 

Interviewing Caretakers 
- I n f o r m a t i o n  on the deceased? 

>>What were the c i rcumstances  of  
the death?  

)>Obtain official records 

.Child Protective Services 

.Law Enforcement 

.Medical providers 

.Medical Examiner 

Interviewing Caretakers 

* How, when, and  by w h o m  notified 

• Was  any person alone with child? 

- I s  this normal? 

- How long? 

• Where  were o ther  care takers?  

• W ho  is p r i m a r y  caregiver?  



Note Behaviors 

. A t t i t u d e  

- a n g r y ,  sad,  upset,  

. E m o t i o n a l  s t a t e  

- hyster ical ,  depressed  

* E v i d e n c e  o f  i n t o x i c a t i o n  

- D r u g s ,  a lcohol  

Interviewing Caretakers 

• Ob ta in  medica l  release 

• O b t a i n  consen t  to search  

• O b t a i n  i n f o r m a t i o n  for  p r o b a b l e  
cause  for  sea rch  w a r r a n t  

Interviewing Witnesses 

• Do not  c o n d u c t  in-depth  interviews 

at the scene 

• O b t a i n  ve rba l  s ta tements  f i rs t  

- make them c o m m i t  to a story 

• O b t a i n  f o r m a l  s t a tements  later  

- w r i t t e n  affidavits or 

- electronically recorded 



Formal Statements 

• "Locks them into their story" 

-T iming  

-The i r  actions 

-Descriptions and observations 
of events 

-Preview of possible alibis & 
defenses 

Formal Statements 

• May provide important 
information for subsequent 

-Corrobora t ion  or rebuttal 

- Interview 

- In ter rogat ion 

- Impeachment  at trial 

Interviewing Witnesses 

* Begin with open ended questions 

-Encourage  narrative answers to get 
overview 

* Later  use direct questions 

-Elicits specific details not offered 

• Ask them what they think happened, 
solicit opinions 



Interviewing Witnesses 

* Ask about things not discussed 

- " W h a t  d idn ' t  I ask that  you think 
I should know"?  

• Obtain good contact information 

• Consider taking their picture 

Interviewing the Suspect 

* Prior  acts of child abuse 

• Experience caring for children 

• History of substance or alcohol abuse 

• How long have they been around the 
child? 

Interviewing the Suspect 

* Fai lure or delay in getting medical 
at tention (red flag!) 

* History of violence, quick to lose 
temper?  

. Oppor tuni ty  to inflict injuries 

-exclusive care, custody, control 



"Red Flag" Stories 

• Child was unexpectedly found 
dead 

-Circumstances not consistent 
with a SIDS event 

• Caretakers have no explanation 
or idea why child is injured 

"Red Flag" Stories 

• Child suddenly turned blue, stopped 
breathing 

-No  reason found upon examination 

• Child suffered a sudden, unexpected 
seizure event 

-No  prior medical problems 

-This  may be only part  of real story 

"Red Flag" Stories 

• Child was seriously hurt by 
improper CPR or by horseplay 

* C h i l d  was ser iously  h u r t  by  

themselves  or  a s ibl ing 



"'Red Flag" Stories 

• Chi ld  was fa ta l ly  i n ju r ed  falling 
d o w n  a f l ight  of  s ta i rs  

• Chi ld  fell f r o m  a low height  

- Less  than  4 ft. (couch,  bed,  lap)  

"Red Flag" Stories 

* Chi ld  was chok ing  so c a r e t a k e r  
shook/h i t  the child on the back  
caus ing  ser ious  in jur ies  
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Doctors 

• N a t u r e  and  extent  of  cu r r en t  
in jur ies  

• P resence  of  old injur ies  

• Gene ra l  medical  condi t ion 

• P rognos i s  

Doctors 

* His to ry  given by ca re taker  

- E x a c t  quotes  if possible 

- D o e s  it ma tch  injur ies?  

- H a s  it been consis tent?  

Doctors 

* W a s  there  a delay in seeking 
medica l  a t ten t ion?  
-Reason given by caretakers 
-Would  it have been obvious from 

the child's symptoms that they 
needed medical attention? 

-Did  it contribute to child's death? 



Doctors 

*Cl in i ca l  cou r se  of  cu r r en t  

in ju r ies  

- W h a t  symptoms would there be? 

- W h e n  would symptoms have 
shown? 

-Does  caretaker history match 
clinical findings? 

Doctors 

. D o c t o r ' s  opinion 

- D i f f e r e n t i a l  diagnosis  

- A c c i d e n t  vs. infl icted 

- T i m i n g  o f  i n ju ry  

. W r i t t e n  af f idavi t  

Autopsy 

. Medico-legal autopsy necessary to 
determine cause and manner of 
death 

* Internal trauma often only visible 
at autopsy 



A u t o p s y  

• Invest igator  should at tend autopsy if 
possible 

- Share info with medical examiner  
>> What did witnesses say 
>>What did suspect say 

- Learn info from medical examiner  
>> Nature and extent of injuries 
>> Evidence of old injuries 

Medical Examiner 

. C a u s e  & m a n n e r  o f  d e a t h  

- E x a m p l e s  

>>Homicide b y  b l u n t  f o r c e  i n j u r y  

>>Accidental b y  d r o w n i n g  

Medical Examiner 

• P o t e n t i a l  f o r  success fu l  m e d i c a l  

i n t e r v e n t i o n  i f  no d e l a y  

• D o e s  c a r e t a k e r s '  s t a t e m e n t s  m a t c h  
t h e i r  f i n d i n g s  

• A n y  p r e v i o u s  d e a t h s  in f a m i l y ?  



Medica l  E x a m i n e r  

• W h e n  will final ru l ing  be m a d e ?  

• A n y  add i t iona l  lab tests to be 

d o n e ?  

• P r e l i m i n a r y  and  final au topsy  

r e p o r t  

Possible  Witnesses  

Fi rs t  r e s p o n d e r s  

Ne ighbors ,  f r iends  

Medica l  profess ionals  

- Paramedics, other first responders 

- ER doctor, nurses, admitting staff 

-Fami ly  doctor, Public Health staff 

- Neighbors, landlords 

Possible  Witnesses  
• A g e n c y  profess ionals  

- C P S  workers, police 
- Day care, school 

• Siblings and  o the r  ch i ldren  in 
the h o m e  

• Baby-s i t t e r s  

• Ex-boy /g i r l  f r iends  

• Ex-spouses  



Paramedics 

• Name ,  badge  #, shift  

• W h a t  was  said on 911 Call  

-ob ta in  audio recording 

• H i s to ry  given by c a r e t a k e r  

- exac t  quotes if possible 

Paramedics 

• Obse rva t i ons  at the  scene 

• Med ica l  c a r e  p r o v i d e d  

- C P R  

- I V  drip 

• Copy  of  r u n  sheet  

• W r i t t e n  s t a t emen t s  

Possible Witnesses 

• P a r e n t s  (legal) 

• P a r e n t s  (biological)  

• C a r e t a k e r s  

• Siblings 

• Rela t ives  



Physical Abuse 

• Examine  surface  on which "fall" is 
r epor t ed  to have occur red  

- P h o t o g r a p h  and measure  distances 

- N o t e  and or  collect surface material 
(wood, concrete,  carpet)  

- E x a m i n e  for  tissue, blood 

Physical Abuse 

• Evidence of motive for  abuse of child 

- S o i l e d  underwear, bedding, diapers 

- C h i l d ' s  medication (health problems) 

• I tems used to discipline child 

- Belts, hangers, ropes, paddles 

Physical Abuse 

o E v i d e n c e  of  b l o o d  o r  a t t e m p t s  
to c lean  it u p  

- B a t h r o o m ,  k i t c h e n  

- F l o o r ,  wal ls  

- F u r n i t u r e  

- T r a s h  cans  



Burn Injuries 

• Se ize /photograph  items consistent 
with pa t t e rn  of  contact  bu rn  

- C l o t h i n g  iron 

- Cigare t te  l ighter  

- C u r l i n g  iron 

Burn Injuries 

• P h o t o g r a p h  and measure  sinks, 
tubs,  stoves, heat  sources 

• Check  the rmos ta t  setting on 
wa te r  hea ter  

• Examine  for  evidence of  tissue 

Neglect Cases 

• De te rmine  condition/cleanliness of  

- S l e e p i n g  area  

- C h i l d ' s  clothing 

• De te rmine  presence  of  insects, rats,  
drugs,  f i rearms and o ther  hazards  

• Look  for  evidence of  d rug  and 
alcohol abuse 



Neglect Cases 

• Note/document/photograph general 
living conditions 

• Determine if following are working 
- W a t e r ,  h e a t  

- T o i l e t ,  s t o v e ,  r e f r i g e r a t o r  

• Determine availability and condition 
of food appropriate  for child 

SIDS 

* L i s t  a n d  seize all d rugs ,  
m e d i c a t i o n s  

. E x a m i n e  s leep ing  a rea  

-So f t  bedding 

-Pil lows 

- W a t e r b e d  

SIDS 

* A n y  "near miss" SIDS events  
w i th  this  ch i ld  o r  o t h e r s "  

. A n y  h i s t o ry  o f  o t h e r  ch i ld  
d e a t h s ?  
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Authorization for Joint Investigations Number 14 

Joint Investigations 

Unlike other criminal investigations, child abuse investigations involve more than one governmental 
agency, which creates the possibility of lack of coordination and redundant investigations. As a result 
many states authorize law enforcement officials and child protective service case workers to coordinate 
their investigations of child abuse. In some states joint investigations are mandatory, while other states 
statutes create a framework within which the separate agencies work voluntarily. 

Legislation Requiring or Authorizing Joint Investigations 
and Cooperation Between Law Enforcement and 
Child Protection Agencies in Child Abuse Cases 

(Current through December 31, 1998) 

Alabama 

Arkansas 

California 

Colorado 

Connecticut 

Delaware 

Florida 

Georgia 

Hawaii 

Illinois 

Kansas 

Kentucky 

Ala. Code § 12-15-76 (1995) 
Ala. Code § 26-16-13 (1992) 

Ark. Code Ann. § 12-12-503 (Michie Supp. 1997) 
Ark. Code Ann. § 12-12-509 (Michie Supp. 1997) 

Cal. Penal Code § 11166.3(a) (West 1992) 

Colo. Rev. Stat. § 19-3-308 (1998) 

Conn. Gen. Stat. Ann. § 17a-106 (1997) 

Del. Code Ann. tit. 16, § 906 (Supp. 1998) 

Fla. Stat. Ann. ch. 39.302 (Supp. 1998) 
Fla. Stat. Ann. ch. 39.306 (Supp. 1998) 

Ga. Code Ann. § 19-15-2 (Supp. 1998) 

Haw. Rev. Stat. Ann. § 587-21 (Michie Supp. 1998) 

55 Ill. Comp. Stat. Ann. § 80/3 (West Supp. 1998) 
55 I11. Comp. Stat. Ann. § 80/4 (West Supp. 1998) 

Kan. Star. Ann. § 38-1523 (Supp. 1997) 

Ky. Rev. Stat. Ann. § 431.600 (1998) 
Ky. Rev. Stat. Ann. § 431.650 (1998) 
Ky. Rev. Stat. Ann. § 431.660 (Banks-Baldwin Supp. 1997) 
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Louisiana 

Maryland 

Michigan 

Minnesota 

Missouri 

Nebraska 

Nevada 

New Hampshire 

New Mexico 

New York 

North Carolina 

North Dakota 

Ohio 

Oregon 

Tennessee 

Utah 

Virginia 

Washington 

West Virginia 

Wisconsin 

Wyoming 

La. Children's Code art. 501 (West Supp. 1999) 
La. Children's Code art. 503 (West Supp. 1999) 

Md. Code Ann., Fam. Law § 5-706 (Supp. 1998) 

Mich. Stat. Ann. § 25.248(8) (Lexis Supp. 1998) 

Minn. Stat. Ann. § 626.556(10) (West Supp. 1999) 

Mo. Rev. Stat. § 660.520 (Supp. 1999) 

Neb. Rev. Stat. § 28-728 (Supp. 1998) 

Nev. Rev. Stat. § 432B.260 (1997) 

N.H. Rev. Stat. Ann. § 169-C:38 (Supp. 1998) 

N.M. Stat. Ann. § 32A-1-3 (Michie 1995) 

N.Y. Soc. Serv. Law § 34-a (McKinney 1992 & Supp. 1999) 

N.C. Gen. Stat. § 7A-544 (1995) 

N.D. Cent. Code § 50-25.1-05 (Supp. 1997) 
N.D. Cent. Code § 54-12-04.2 (Supp. 1997) 

Ohio Rev. Code Ann. § 2151.421 (Anderson Supp. 1998) 

Or. Rev. Stat. § 418.747(1) (1997) 

Tenn. Code Ann. § 37-1-611 (1996) 

Utah Code Ann. § 62A-4a-409 (Supp. 1998) 

Va. Code Ann. § 63.1-248.17 (Michie 1995) 

Wash. Rev. Code Ann. § 26.44.035 (West Supp. 1999) 

W. Va. Code § 49-6A-9 (1998) 

Wis. Stat. Ann. § 48.981 (West Supp. 1998) 

Wyo. Stat. Ann. § 14-3-204 (Michie 1997) 
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Summary of Legislation Requiring or Authorizing Joint Investigations 
and Cooperation Between Law Enforcement and Child 

Protection Agencies in Child Abuse Cases 
(Current through December 31, 1998) 

ALABAMA 

Ala. Code § 12-15-76 (1995) 

In addition to all other current requirements for investigating and reporting child abuse and neglect, law 
enforcement agencies shall investigate complaints alleging offenses committed against children by 
alleged out-of-home perpetrators. The Department of Human Resources shall cooperate with law 
enforcement agencies in interviewing the alleged abuse of children. 

Ala. Code § 26-16-13 (1992) 

Law enforcement agencies of this state, social service agencies of this state, and state and local 
departments of human resources shall share information concerning investigations of suspected or 
actual child abuse or neglect when the sharing of such information is necessary to prevent or discover 
abuse or neglect of children. 

ARKANSAS 

Ark. Code Ann. § 12-12-503 (Michie Supp. 1997) 

Severe maltreatment means sexual abuse, sexual exploitation, acts or omissions which may or do result 
in death, abuse involving the use of a deadly weapon, bone fracture, internal injuries, bums, 
immersions, suffocation, abandonment, medical diagnosis of failure to thrive, or causing a substantial 
and observable change in the behavior or demeanor of the child. 

Ark. Code Ann. § 12-12-509 (Michie Supp. 1997) 

If the Department of Human Services receives notification of suspected child maltreatment that 
contains an allegation of severe maltreatment, the department shall initiate an investigation in 
cooperation with law enforcement agencies and the prosecuting attorney within 24 hours. 

CALIFORNIA 

Cal. Penal Code § 11166.3(a) (West 1992) 

In each county the law enforcement agencies and the county welfare or social services department shall 
develop and implement cooperative arrangements in order to coordinate existing duties in connection 
with the investigation of suspected child abuse cases. The local law enforcement agency having 
jurisdiction over a reported case shall report to the county welfare department that it is investigating th 
case within 36 hours after starting its investigation. 
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C O L O R A D O  

Colo. Rev. Stat. § 19-3-308 (1998) 

The county department shall be the agency responsible for the coordination of  all investigations of  all 
reports of  known or suspected incidents of intrafamilial abuse or neglect. The county department shall 
arrange for such investigations to be conducted by persons trained to conduct either the complete 
investigation or such parts thereof as may be assigned. The county department shall conduct the 
investigation in conjunction with the local law enforcement agency, to the extent a joint investigation is 
possible and deemed appropriate, and any other appropriate agency. The county department may 
arrange for the initial investigation to be conducted by another agency with personnel having 
appropriate training and skill. The county department shall provide for persons to be continuously 
available to respond to such reports. Contiguous counties may cooperate to fulfill the requirements of 
this subsection. 

I f  a local law enforcement agency receives a report of  a known or suspected incident of  intrafamilial 
abuse or neglect, it shall forthwith attempt to contact the county department in order to refer the case 
for investigation. I f  the local law enforcement agency is unable to contact the county department, it 
shall forthwith make a complete investigation and may institute appropriate legal proceedings on behalf 
o f  the subject child or other children under the same care. 

Local law enforcement agencies shall have the responsibility for the coordination and investigation of 
all reports of  third-party abuse or neglect by persons ten years of age or older. Upon receipt of  a report, 
if  the local law enforcement agency reasonably believes that the protection and safety of a child is at 
risk due to an act or omission on the part of  persons responsible for the child's care, such agency shall 
notify the county department o f  social services for an assessment regarding neglect and dependency. In 
addition, the local law enforcement agency shall refer to the county department of  social services any 
report of  third-party abuse or neglect in which the person allegedly responsible for such abuse or 
neglect is under age ten. Upon the completion of  an investigation, the local law enforcement agency 
shall forward a copy of  its investigative report to the county department of  social services. 

C O N N E C T I C U T  

Conn. Gen. Stat. Ann. § 17a-106 (1997) 

All law enforcement officials, courts of  competent jurisdiction, school personnel and all appropriate 
state agencies providing human services in relation to preventing, identifying, and investigating child 
abuse and neglect shall cooperate toward the prevention, identification and investigation of  child abuse 
and neglect. 

) 

Page 4 National Center for Prosecution of Child Abuse 



Authorization for Joint Investigations Number 14 

DELAWARE 

Del. Code Ann. fit. 16, § 906 (Supp. 1998) 

The child protection system shall seek to promote the safety of  children and the integrity and 
preservation of  their families by conducting investigations and/or family assessments in response to 
reports of child abuse or neglect. The system shall endeavor to coordinate community resources and 
provide assistance or services to children and families identified to be at risk, and to prevent and 
remedy child abuse and neglect. 

Division staffshali contact the appropriate law enforcement agency upon receipt of  any report requiring 
an investigation under this section and shall provide such agency with a detailed description of the 
report received. The appropriate law enforcement agency shall assist the Division in the investigation or 
provide the Division, within a reasonable time, an explanation detailing the reasons why it is unable to 
assist. Notwithstanding any provision of the Delaware Code to the contrary, to the extent the law 
enforcement agency with jurisdiction over the case is unable to assist, the Division may request that the 
Delaware State Police exercise jurisdiction over the case and upon such request the Delaware State 
Police may exercise such jurisdiction. 

Multidisciplinary services shall be used whenever possible in conducting the investigation or family 
assessment and services approach, including the services of law enforcement agencies, the medical 
community, and other agencies, both public and private. The Division and the Attorney General's 
Office shall cooperate with law enforcement agencies and the Family Court to develop training 
programs to increase the ability of Division personnel, court personnel, and law enforcement officers to 
investigate suspected cases of abuse and neglect. 

FLORIDA 

Fla. Stat. Ann. ch. 39.302 (West Supp. 1998) 

The department shall conduct a child protective investigation of  each report of institutional child abuse, 
abandonment, or neglect. Upon receipt of  a report which alleges that an employee or agent of  the 
department, or any other entity or person acting in an official capacity, has committed an act of  child 
abuse, abandonment, or neglect, the department shall immediately initiate a child protective 
investigation and orally notify the appropriate state attomey, law enforcement agency, and licensing 
agency. These agencies shall immediately conduct a joint investigation, unless independent 
investigations are more feasible. Each agency conducting a joint investigation shall be entitled to full 
access to the information gathered by the department in the course of the investigation. In all cases, the 
department shall make a full written report to the state attorney within 3 days after making the oral 
report. A criminal investigation shall be coordinated, whenever possible, with the child protective 
investigation of  the department. Any interested person who has information regarding the offenses 
described in this subsection may forward a statement to the state attorney as to whether prosecution is 
warranted and appropriate. Within 15 days after the completion of  the investigation, the state attorney 
shall report the findings to the department and shall include in such report a determination of whether 
or not prosecution is justified and appropriate in view of the circumstances of the specific case. 
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The department shall notify the state attorney and the appropriate law enforcement agency of any other 
child abuse, abandonment, or neglect case in which a criminal investigation is deemed appropriate by 
the department. 

Fla. Stat. Ann. eh. 39.306 (Supp. 1998) 

The department shall enter into agreements with the jurisdictionally responsible county sheriffs' offices 
and local police departments that will assume the lead in conducting any potential criminal 
investigations arising from allegations of child abuse, abandonment, or neglect. The written agreement 
must specify how the requirements of this chapter will be met. For the purposes of such agreement, the 
jurisdictionallyresponsible law enforcement entity is authorized to share Florida criminal history 
information with the district personnel, authorized agent, or contract provider directly responsible for 
the child protective investigation and emergency child placement. Criminal justice information provided 
by such law enforcement entity shall be used only for the purposes specified in the agreement and shall 
be provided at no charge. Notwithstanding any other provision of law, the Department of Law 
Enforcement shall provide to the department electronic access to Florida criminal justice information 
which is lawfully available and not exempt, only for the purpose of child protective investigations and 
emergency child placement. As a condition of access to such information, the department shall be 
required to execute an appropriate user agreement addressing the access, use, dissemination, and 
destruction of such information and to comply with all applicable laws and regulations, and rules of the 
Department of Law Enforcement 

G E O R G ~  

Ga. Code Ann. § 19-15-2 (Supp. 1998) 

Each county shall be required to establish a child abuse protocol as provided in this Code section. The 
chief superior court judge of  the circuit in which the county is located shall establish a child abuse 
protocol committee which shall include representatives from the following: the office of the sheriff; the 
county department of family and children services; the office of the district attorney; the juvenile court; 
the magistrate court; the county board of education; the county mental health organization; the office of 
the chief of  police of a county in counties which have a county police department; the office of the chief 
of police of the largest municipality in the county; the county board of health, which shall designate a 
physician to serve on the committee; and the office of the coroner or county medical examiner. The 
chief superior court judge shall designate a representative from a local citizen or advocacy group which 
focuses on child abuse awareness and prevention. 

The committee shall adopt a written child abuse protocol which shall be filed with the Division of 
Family and Children Services of the Department of Human Resources and the State-wide Child Abuse 
Prevention Panel, a copy of  which shall be furnished to each agency in the county handling the cases of 
abused children. The protocol shall be a written document outlining in detail the procedures to be used 
in investigating and prosecuting cases arising from alleged child abuse and the methods to be used in 
coordinating treatment programs for the perpetrator, the family, and the child. 

The purpose of  the protocol shall be to ensure coordination and cooperation between agencies involved 
in a child abuse case so as to increase the efficiency of all agencies handling such cases, to minimize 
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the stress created for the allegedly abused child by the legal and investigatory process, and to ensure 
that more effective treatment is provided for the perpetrator, the family, and the child. 

HAWAII 

Haw. Rev. Stat. Ann. § 587-21 (Michie Supp. 1998) 

Upon receiving a report that a child is subject to imminent harm, has been harmed, or is subject to 
threatened harm, the department shall cause such investigation to be made as it deems to be 
appropriate. In conducting the investigation the department may enlist the cooperation of  appropriate 
law enforcement authorities for phases of  the investigation for which they are better equipped, and the 
law enforcement authority may conduct and provide to the department the results of  a criminal history 
record check concerning an alleged perpetrator of  imminent harm, harm, or threatened harm to a child 
and interview a child who is the subject of  an investigation without the prior approval of  and without 
the presence of  the child's family, including temporarily assuming protective custody of  the child for 
the purpose of  conducting the interview, if the action is deemed necessary and appropriate under the 
circumstances by the department and a police officer. 

ILLINOIS 

55 I!!. Comp. Stat. Ann. § 80/3 (West Supp. 1998) 

Each county shall establish a Child Advocacy Advisory Board that shall adopt a written child sexual 
abuse protocol. The purpose of the protocol shall be to ensure coordination and cooperation among all 
agencies involved in child sexual abuse cases so as to increase the efficiency and effectiveness of  those 
agencies, to minimize the stress created for the child and his or her family by the investigatory and 
judicial process, and to ensure that more effective treatment is provided for the child and his or her 
family. In preparing the protocol, the Advisory Board shall consider an interdisciplinary,coordinated 
systems approach to the investigation of  child sexual abuse which shall include, at a minimum; (i) an 
interagency notification procedure; (ii) a dispute resolution process between the involved agencies 
when a conflict arises on how to proceed with the investigation of  a case; (iii) a policy on interagency 
decision-making; and (iv) a description of the role each agency has in the investigation of  the case 

55 Ill. Comp. Stat. Ann. § 80/4 (West Supp. 1998) 

A Children's Advocacy Center may be established to coordinate the activities of  the various agencies 
involved in the investigation, prosecution and treatment referral of  child sexual abuse. Every Center 
shall include an interdisciplinary, coordinated systems approach to the investigation of child sexual 
abuse. 

KANSAS 

Kan. Stat. Ann. § 38-1523 (Supp. 1997) 

When a report of child abuse or neglect indicates that there is serious physical injury to or serious 
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deterioration or sexual abuse of the child and that action may be required to protect the child, the 
investigation shall be conducted as a joint effort between the Department of Social and Rehabilitation 
Services and the appropriate law enforcement agency or agencies, with a free exchange of information 
between them. If a statement of a suspect is obtained by the law enforcement agency, a copy of the 
statement shall be provided to the Department of Social and Rehabilitation Services on request. 

Suspected child abuse or neglect which occurs in an institution operated by the Secretary of Social and 
Rehabilitation Services shall be investigated by an agent under the direction of the Attorney General. 

Any other suspected child abuse or neglect by persons employed by the state Department of Social and 
Rehabilitation Services shall be investigated by the appropriate law enforcement agency under the 
direction of the appropriate County or District Attorney, and not by the state Department of Social or 
Rehabilitation Services. 

If a dispute develops between agencies investigating a reported case of child abuse or neglect, the 
appropriate County or District Attorney shall take charge of, direct and coordinate the investigation. 

Law enforcement agencies and the Department of Social and Rehabilitation Services shall assist each 
other in taking action which is necessary to protect the child regardless of which party conducted the 
initial investigation. 

Elementary and secondary schools, the state Department of Social and Rehabilitation Services and law 
enforcement agencies shall cooperate with each other in the investigation of reports of suspected child 
abuse or neglect. Administrators of elementary and secondary schools shall provide to employees of the 
state Department of  Social and Rehabilitation Services and law enforcement agencies access to a child 
in a setting on school premises determined by school personnel for the purpose of the investigation of a 
report of suspected child abuse or neglect. To the extent that safety and practical considerations allow, 
law enforcement officers on school premises for the purpose of investigatinga report of suspected child 
abuse or neglect shall not be in uniform. 

KENTUCKY 

Ky. Rev. Slat. Ann. § 431.600 (1998) 

Each investigation of  reported or suspected sexual abuse of a child shall be conducted by a specialized 
multidisciplinary team composed, at a minimum, of law enforcement officers and social workers from 
the Cabinet for Human Resources. Additional team members may include Commonwealth's and 
county attorneys, mental health professionals, medical professionals, victim advocates, educators, and 
other related professionals, as necessary, operating under protocols governing roles, responsibilities, 
and procedures developed by the Kentucky MultidisciplinaryCommission on Child Sexual Abuse and 
promulgated by the Attorney General as administrative regulations. 

Local protocols shall be developed in each county or group of contiguous counties by the agencies and 
persons specified in this section. These protocols shall be approved by the Kentucky Multidisciplinary 
Commission on Child Sexual Abuse. If  adequate personnel are available, each Commonwealth's 
attomey's office and each county attorney's office shall have a child sexual abuse specialist. 
Commonwealth's attorneys and county attorneys, or their assistants, shall take an active part in 
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interviewing and familiarizing the child alleged to have been abused, or who is testifying as a witness, 
with the proceedings throughout the case, beginning as early as practicable in the case. If adequate 
personnel are available, Commonwealth's attorneys and county attorneys shall provide for an 
arrangement which allows one lead prosecutor to handle the case from inception to completion to 
reduce the number of persons involved with the child victim. Commonwealth's attorneys and county 
attorneys and the Cabinet for Human Resources shall minimize the involvement of the child in legal 
proceedings, avoiding appearances at preliminary hearings, grand jury hearings, and other proceedings 
when possible. Commonwealth's attorneys and county attorneys shall make appropriate referrals for 
counseling, private legal services, and other appropriate services to ensure the future protection of the 
child when a decision is made notto prosecute the case. The Commonwealth's attorney or county 
attorney shall explain the decision not to prosecute to the family or guardian, as appropriate, and to the 
child victim. 

Ky. Rev. Stat. Ann. § 431.650 (1998) 

The Kentucky Multidisciplinary Commission on Child Sexual Abuse is hereby created. The 
commission shall be comprised of the following members: the commissioner of the Department for 
Social Services or a designee; the commissioner of the Department for Mental Health and Mental 
Retardation Services or a designee; one family service worker who is employed by the Department for 
Social Services to provide child protective services, who shall be appointed by the secretary of the 
Cabinet for Human Resources; one therapist who provides services to sexually abused children, who 
shall be appointed by the secretary of the Cabinet for Human Resources; the commissioner of the 
Kentucky State Police or a designee; one law enforcement officer who is a detective with specialized 
training in conducting child sexual abuse investigations, who shall be appointed by the secretary of the 
Justice Cabinet; one employee of the AdministrativeOffice of the Courts appointed by the Chief 
Justice of the Supreme Court of Kentucky; two employees of the Attorney General's Office who shall 
be appointed by the Attorney General; one Commonwealth's attorney who shall be appointed by the 
Attorney General; the commissioner of the Department of Education or a designee; one school 
counselor, school psychologist, or school social worker who shall be appointed by the commissioner of 
the Department of Education; and one former victim of a sexual offense or one parent of a child sexual 
abuse victim who shall be appointed by the Attorney General. 

Appointees shall serve at the pleasure of the appointing authority but shall not serve longer than four 
years without reappointment. The commission shall elect a chairperson annually from its membership. 

Ky. Rev. Stat. Ann. § 431.660 (Banks-Baldwin Supp. 1997) 

The Kentucky MultidisciplinaryCommission on Child Sexual Abuse shall prepare and issue a model 
protocol for local multidisciplinaryteams regarding investigation and prosecution of child sexual abuse; 
review and approve protocols prepared by local multidisciplinaryteams; advise local multidisciplinary 
teams on the investigation and prosecution of child sexual abuse; receive data on child sexual abuse 
cases collected by the Prosecutors Advisory Council and issue annual reports; collect data on the 
operation of local multidisciplinary teams; seek funding to support special projects relating to the 
operation of local multidisciplinaryteams; receive and review complaints regarding local 
multidisciplinaryteams, and make appropriate recommendations; recommend to the Governor, 
Legislative Research Commission, and Supreme Court changes in state programs, legislation, 
administrative regulations, policies, budgets, and treatment and service standards which may facilitate 
effective intervention of child sexual abuse cases and the investigation and prosecution of perpetrators 
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of child sexual abuse, and which may improve the opportunity for victims of child sexual abuse to 
receive treatment. 

The KentuckY MultidisciplinaryCommission on Child Sexual Abuse may, within budget limitations, 
establish and maintain necessary offices, appoint employees, and prescribe the duties and 
compensation for the appointed employees. 

LOUISIANA 

La. Children's Code art. 501 (West Supp. 1999) 

The legislature finds that the establishment of the Children's Advocacy Clearinghouse and the 
development of a coordinated protocol by the Louisiana Commission on Law Enforcement and 
Administration of Criminal Justice for the processing of child sex abuse cases among the various 
responsible agencies is in the best interest of the children of Louisiana. 

La. Children's Code art. 502 (West Supp. 1999) 

The Children's Advocacy Clearinghouse is hereby created and established under the jurisdiction of the 
Louisiana Commission on Law Enforcement and Administrationof Criminal Justice in the office of 
governor. 

La. Children's Code art. 503 (West Supp. 1999) 

The Louisiana Commission on Law Enforcement and Administration of Criminal Justice shall: assist 
local law enforcement and prosecutorial agencies in the development of programs, resources, or 
expertise which will promote the detection and prosecution of offenders committing crimes against 
children; provide information, relative to child sexual abuse, child sexual abuse programs, including 
programs dealing with prevention, detection, and treatment of sex abuse to various units of state and 
local government and other interested parties; assist units of local government and qualified private 
nonprofit institutions in identifying sources of funding to begin the operation of coordinated children's 
advocacy programs in the state; and report findings and recommendations to the Interagency Council 
on the Prevention of  Sex Offenses. 

MARYLAND 

Md. Code Ann., Fam. Law § 5-706 (Supp. 1998) 

Promptly after receiving a report of suspected abuse or neglect, the local department or the appropriate 
law enforcement agency, or both, if jointly agreed on, shall make a thorough investigation of a report of 
suspected abuse to protect the health, safety, and welfare of the child or children. The local department 
shall make a thorough investigation of a report of suspected neglect to protect the health, safety, and 
welfare of the child or children. 

Within 24 hours after receiving a report of suspected physical or sexual abuse and within 5 days after 
receiving a report of suspected neglect or suspected mental injury, the local department or the 
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appropriate law enforcement agency shall: see the child; attempt to have an on-site interview with the 
child's caretaker; decide on the safety of the child, wherever the child is, and of other children in the 
household; and decide on the safety of other children in the care or custody of the alleged abuser. 

On request by the local department, the local State's Attorney shall assist in the investigation. 

The local department, the appropriate law enforcement agencies, the State's Attorney within each 
county and Baltimore City, the department's office responsible for child care regulation, and the local 
health officer, shall enter into a written agreement that specifies standard operating procedures for the 
investigation and prosecution of reported cases of suspected abuse. 

The agencies responsible for investigating reported cases of suspected sexual abuse, including the local 
department, the appropriate law enforcement agencies, and the local State's Attorney, shall implement 
a joint investigation procedure for conducting joint investigations of sexual abuse. 

The joint investigation procedure shall: include appropriate techniques for expediting validation of 
sexual abuse complaints; include investigation techniques designed to decrease the potential for 
physical harm to the child, and decrease any trauma experienced by the child in the investigation and 
prosecution of the case; and establish an ongoing training program for personnel involved in the 
investigation or prosecution of sexual abuse cases. 

Within 10 days after the local department or law enforcement agency receives the first notice of 
suspected abuse, the local department or law enforcement agency shall report to the local State's 
Attorney the preliminary findings of the investigation. 

Within 5 business days after completion of the investigation of  suspected abuse, the local department 
and the appropriate law enforcement agency, if that agency participated in the investigation, shall make 
a complete written report of its findings to the local State's Attorney. 

MICHIGAN 

Mich. Star Ann. § 25.248(8) (Lexis Supp. 1998) 

The department shall cooperate with law enforcement officials, courts of competent jurisdiction, and 
appropriate state agencies providing human services in relation to preventing, identifying, and treating 
child abuse and neglect; shall provide, enlist, and coordinate the necessary services, directly or through 
the purchase of services from other agencies and professions; and shall take necessary action to prevent 
further abuses, to safeguard and enhance the child's welfare, and to preserve family life where 
possible. 

In conducting its investigation, the department shall seek the assistance of and cooperate with law 
enforcement officials within 24 hours after becoming aware that 1 or more of the following conditions 
exist: (a) abuse or neglect is the suspected cause of a child's death; (b) the child is the victim of 
suspected sexual abuse or sexual exploitation; (c) abuse or neglect resulting in severe physical injury to 
the child requires medical treatment or hospitalization; (d) law enforcement intervention is necessary 
for the protection of the child, a department employee, or another person involved in the 
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investigation;(e)the alleged perpetrator of the child's injury is not a person responsible for the child's 
health or welfare. 

Law enforcement officials shall cooperate with the department in conducting investigations. The 
department and law enforcement officials shall conduct investigations in compliance with the protocol 
adopted and implemented. 
In each county, the prosecuting attorney and the department shall develop and establish procedures for 
involving law enforcement officials as provided in this section. In each county, the prosecuting attorney 
and the department shall adopt and implement a standard child abuse and neglect investigation and 
interview protocol using as a model the protocol developed by the governor's task force on children's 
justice. 

MINNESOTA 

Minn. Stat~ Ann. § 626.556(10) (West Supp. 1999) 

If  a report of child abuse alleges a violation of a criminal statute involving sexual abuse or physical 
abuse or neglect or endangerment, the local law enforcement agency and local welfare agency shall 
coordinate the planning and execution of their respective investigation and assessment efforts to avoid a 
duplication of  fact-finding efforts and multiple interviews. In cases of alleged child maltreatment 
resulting in death, the local agency may rely on the fact-finding efforts of a law enforcement 
investigation to make a determination of whether or not maltreatment occurred. 

MISSOURI 

Mo. Rev. Stat. § 660.520 (Supp. 1999) 

A special team within the Department of Social Services shall assist the county multi-disciplinary 
teams to develop and implement protocols for the investigationand prosecution of child sexual abuse 
cases, assist in the investigation of child sexual abuse cases, upon the request of  local law enforcement 
agencies, prosecutors, or the division of family services staff. 

~ B ~ S ~  

Neb. Rev. Stat. § 28-728 (Supp. 1998) 

The Legislature finds that child abuse and neglect are community problems requiring a cooperative 
complementary response by law enforcement, the Department of Health and Human Services, and 
other agencies or entities designed to protect children. It is the intent of the Legislature to create a chil 
abuse and neglect investigation team in each county or contiguous group of counties and to create a 
child abuse and neglect treatment team in each county or contiguous group of counties. The child 
abuse and neglect investigation team shall develop protocols which, at a minimum, shall include 
procedures for conducting joint investigations of child abuse and other child abuse and neglect matters 
which the team deems necessary; ensuring that a law enforcement agency will participate in the 
investigation; conducting joint investigations of other child abuse and neglect matters which the team 
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deems necessary; reducing the risk of harm to child abuse and neglect victims; ensuring that the child 
is in safe surroundings, including removing the perpetrator when necessary; sharing of  case 
information; and how and when the team will meet. 

The ctfild abuse and neglect treatment team shall develop protocols which, at a minimum, shall include 
procedures for case coordination and assistance, including the location of  services available within the 
area; case staffings and the coordination, development, implementation, and monitoring of  treatment 
plans; reducing the risk of harm to child abuse and neglect victims; assisting those child abuse and 
neglect victims who are abused and neglected by perpetrators who do not reside in their homes; and 
how and when the team will meet. 

NEVADA 

Nov. Rev. Stat. § 432B.260 (1997) 

An agency which provides protective services and a law enforcement agency shall cooperate in the 
investigation, if any, of a report of abuse or neglect of a child. 

NEW HAMPSHIRE 

N.H. Rev. Stat. Ann. § 169-C:38 (Supp. 1998) 

All law enforcement personnel and Bureau of Children (a division of  the Department o f  Health and 
Human Services) employees shall cooperate in limiting the number of interviews of  a child victim and, 
where appropriate, shall conduct joint interviews of the child. Employees of  the Bureau shall share with 
the investigating police officers all information in their possession which it is lawful for them to 
disclose to a law enforcement agency. Investigatingpolice officers shall not use or reveal any 
confidential information shared with them by the Bureau except to the extent necessary for the 
investigation and prosecution of the case. 

NEW MEXICO 

N.M. Stat. Ann. § 32A-1-3 (Michie 1995) 

The Children's Code shall be interpreted and construed to provide for the cooperation and coordination 
of  the civil and criminal systems for investigation, intervention and disposition of  cases, to minimize 
interagency conflicts and to enhance the coordinated response of  all agencies to achieve the best 
interests of  the child victim. 

National Center for  Prosecution o f  Child Abuse Page 13 



Authorization for Joint Investigations Number 14 

NEW Y O R K  

N.Y. Soc. Serv. Law § 34-a (Mekinney 1992 & Supp. 1999) 

Each social services district shall prepare a multi-year consolidated services plan encompassing adult 
services and children's services. 

The regulations promulgated pursuant to this division shall require the multi-years services plan to 
include a summary of  the understanding between the local social services district and the District 
Attorney's office, which outlines the cooperative procedures to be followed by both parties in 
investigating incidents of child abuse and maltreatment, consistent with their respective obligations for 
the investigation or prosecution of such incidents. 

NORTH C A R O L ~ A  

N.C. Gen. Star § 7A-544 (1995) 

The Director of the Department of Social Services, or his/her staff, may consult with the available state 
or local law-enforcement officers who shall assist in the investigation and evaluation of the seriousness 
of any report of abuse or neglect when requested by the Director. 

NORTH DAKOTA 

N.D. Cent. Code § 50-25.1-05 (Supp. 1997) 

If a report of suspected child abuse or neglect alleges a violation of a criminal statute involving sexual 
or physical abuse, the Department of Human Services and an appropriate law enforcement agency shall 
coordinate the planning and execution of their investigation efforts to avoid a duplication of fact finding 
efforts and multiple interviews. 

N.D. Cent. Code § 54-12-04.2 (Supp. 1997) 

The child sexual abuse investigation and prosecution team consists of an Assistant Attorney General, 
an agent of  the state Bureau of Criminal Investigation, and a licensed social worker employed by the 
attorney general. On request of  any state's attorney, the team shall assist, within the limits of legislative 
appropriation and available staff resources, with the investigation and prosecution of  child sexual abuse 
c a s e s .  

OHIO 

Ohio Rev. Code Ann. § 2151.421 (Anderson Supp. 1998) 

Each public children services agency shall prepare a memorandum of understanding that is signed by 
all of  the following:juvenile judges in the county, the county peace officer, all chief municipal peace 

,) 
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officers within the county, other law enforcement officers handling child abuse and neglect cases in the 
county, the prosecuting attorney of the county, and the county department of human services. 

A memorandum of understanding shall set forth the normal operating procedure to be employed by all 
concerned officials in the execution of their respective responsibilities and shall have as two of its 
primary goals the elimination of all unnecessary interviews of children who are alleged to be abused 
and, when feasible, providing for only one interview of a child who is alleged to be abused. 

A memorandum of understanding shall include all of the following: the roles and responsibilities for 
handling emergency and non-emergency cases of abuse and neglect; standards and procedures to be 
used in handling and coordinating investigations of reported cases of abuse and neglect, methods to be 
used in interviewing a child who is alleged to be abused or neglected; and standards and procedures 
addressing the categories of persons who may interview the child who is alleged to be abused. 

OREGON 

Or. Rev. Stat. § 418.747(1) (1997) 

The District Attorney in each county shall be responsible for developing interagency and 
multidisciplinary teams which shall develop a written protocol for investigation of child abuse cases 
and for interviewing child abuse victims. All investigations of child abuse and interviews of child abuse 
victims shall be carried out by appropriate personnel sing these protocols and procedures. 

TENNESSEE 

Tenn. Code Ann. § 37-1-611 (1996) 

To the fullest extent possible, the Department of Children's Services shall cooperate with and seek 
cooperation of all appropriate public and private agencies, including health, education, social services, 
and law enforcement agencies, and courts, organizations, or programs providing or concerned with 
children's services related to the prevention, detection, intervention, or treatment of child sexual abuse. 
All state, county, and local agencies have a duty to give such cooperation, assistance, and information 
to the Department as will enable it to fulfill its responsibilities. 

UTAH 

Utah Code Ann. § 62A-4a-409 (Supp. 1998) 

The family services division shall use an interdisciplinaryapproach wheneverpossible in dealing with 
reports of suspected child abuse. For this purpose the division shall convene appropriate 
interdisciplinary "child protection teams" to assist it in its protective, diagnostic, assessment, treatment, 
and coordination services. A representative of the division shall serve as the team's coordinator. 
Members of the team shall serve at the coordinator's invitation, and whenever possible, the team shall 
include representatives of health, mental health, education, law enforcement agencies, and other 
appropriate agencies or individuals. 
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VIRGINIA 

Va. Code Ann. § 63.1-248.17 (Michie 1995) 

All law enforcement departments and other state and local departments, agencies, authorities and 
institutions shall cooperate with each Child Protective Services Coordinator of  a local department and 
any multi-disciplinaryteams in the detection and prevention of child abuse. 

W A S H I N G T O N  

Wash. Rev. Code Ann. § 26.44.035 (West Supp. 1999) 

If  the Department of  Social and Health Services or a law enforcement agency responds to a complaint 
of  alleged child abuse or neglect and discovers that another agency has also responded to the 
complaint, the agency shall notify the other agency of  their presence, and the agencies shall coordinate 
the investigation and keep each other apprised of  progress. The Department, each law enforcement 
agency, each County Prosecuting Attorney, each City Attorney, and each court shall make as soon as 
practicable a written record and shall maintain records of  all incidents of  suspected child abuse 
reported to that person or agency. 

W E S T  V I R G I N I A  

W. Va. Code § 49-6A-9 (1998) 

The state department shall establish or designate in every county a local child protective services office 
to develop a protection plan which may involve law-enforcementofficers or the court. To carry out the 
purposes of  this article, all departments, boards, bureaus and other agencies of  the state or any of its 
political subdivisions and all agencies providing services under the local child protective service plan 
shall, upon request, provide to the local child protective service such assistance and information as will 
enable it to fulfill its responsibilities. 

WISCONSIN 

Wis. Star Ann. § 48.981 (%Vest Supp. 1998) 

The county department responsible for investigating reports of suspected child abuse or neglect shall 
cooperate with law enforcement officials, courts of  competent jurisdiction, tribal governments and 
other human service agencies to prevent, identify and treat child abuse and neglect. 

[ 
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WYOMING 

Wyo. Stat. Ann. § 14-3-204 (Michie 1997) 

The local child protective agency shall cooperate, coordinate and assist with the prosecution and law 
enforcement agencies in investigating a report of suspected child abuse or neglect. When the best 
interests of the child requires court actions, the agency shall contact the county and prosecuting 
attorney to initiate legal proceedings and assist the county and prosecuting attorney during the 
proceedings. 
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Death  at a Hospital  

• Chi ld  t r a n s p o r t e d  to, o r  left at (or  
nea r )  a hospi ta l  emergency  room 

- W h o  b r o u g h t  the child in? 

>>Was child left with "second party'? 

- W h o  t r a n s p o r t e d  the child? 

- W h e r e  is the t r a n s p o r t  vehicle? 

Death  at a Hospital  

- W h a t  was  the child wea r ing?  

- W h e r e  a re  the clothes now? 

- W h a t  was  chi ld 's  condit ion upon  
a r r i va l ?  

- I s  this the f irst  t ime  medical  ca re  
was  a t t e m p t e d ?  

Death  at a Hospital  

* W h o  did  in take  on child? 

- I d e n t i f y  and  interview this pe r son  

- W h a t  h is tory  was given? 

- O b t a i n  the i r  r e p o r t  



D e a t h  at a Hosp i ta l  

- W h a t  was the child wearing? 

- W h e r e  are the clothes now? 

- W h a t  was child's condition upon 
arr ival? 

- I s  this the first time medical care 
was a t tempted? 

Search Warrants  

G r o u n d s  for  a Search  W a r r a n t  

. D e s c r i b i n g  the  p e r s o n  a n d / o r  

t he  p lace  to  be  s e a r c h e d  

. D e s c r i b i n g  the  i t ems  to be  

se ized  



G r o u n d s  for a Search Warrant  

• W r i t t e n  c o m p l a i n t  by  a 

pol ice  off icer  

• S ta t ing  suff ic ient  facts  to 

s h o w  p r o b a b l e  cause  a 
c r i m e  has  been  c o m m i t t e d  

Search Warrants  

• B a s e d  u p o n  facts  and  

c i r cums tances ,  the  r ea sonab le  
m a n  w o u l d  bel ieve tha t  ev idence  

of  a specific c r i m e  w o u l d  be  
f o u n d  in a p a r t i c u l a r  p lace  

wi th in  a r e a s o n a b l e  t ime  

Probable  Cause  

* Defined as: 

- reasonable  and prudent  
information, concerning such facts 
and circumstances as would 
warrant  a reasonable man to 
believe that a crime has been 
committed 



Investigator's "Expertise" 
Should never be the sole basis for a 
search wa r r an t  

Can  be used to add a more  
professional scope to the 
investigation 

Can  be used to justify the seizure of  
additional items of evidence 

Report Writing 

. R e p o r t s  m u s t  be:  

- A c c u r a t e  

- T h o r o u g h  

- C u r r e n t  

- C o m p l e t e  

Report Format 
Informat ion  on victim 

- F u l l  name and DOB 

- B i r t h  records 

- M e d i c a l  records 

-C i r cums tances  of death 

- C P S  or police reports  

- Photographs  



Report Format 

. A u t o p s y  i n f o r m a t i o n  

- C o p y  of final autopsy report  

- C a u s e  and manner  of death 

-Ev idence  of old injuries 

-Pho tog raphs  

Report Format 

* Information on family members 

-Fu l l  name and DOB's 

- H o m e  and work addresses 

-Reco rds  of previous child abuse 
and neglect 

-Domest ic  violence 

Report Format 

- D r u g  or  alcohol abuse 

-Cr imina l  histories 

-Copies  of statements 

* Children 

-Fu l l  names and DOB's 

-Copies  of statements 

-Medica l  evaluations 

- C u r r e n t  location if not at home 



Report Format 

. W i t n e s s  i n f o r m a t i o n  

- F u l l  name and DOB 

- Home and work addresses 

- Copy of statements 

- Criminal  history 

Report Format 
Susp ec t  i n f o r m a t i o n  

- F u l l  n a m e  a n d  D O B  

- C r i m i n a l  h i s t o ry  

- C o p i e s  o f  s t a t e m e n t  and  confession 

- R e l a t i o n s h i p  to chi ld 

- C u r r e n t  loca t ion  (jail, bond)  

- P h o t o g r a p h  

Report Format 

* P o l i c e  R e c o r d s  

- D a t e  a n d  t i m e  not i f ied 

- D a t e  a n d  t i m e  r e s p o n d e d  

- I n v e s t i g a t o r s  ass igned  



Report Format 

• Police Records 

-General  progress reports 

-Timeline 

-Original reports and supplements 

- Evidence analysis 

-Cr ime scene photographs 

Report Format 

• Cour t  Records 

-Charges filed 

-Cour t  assigned 

-All subpoenas 

-Copies of prosecution report 

-Defense motions 

Report Format 

-Search warrant and affidavit 

-Search warrant return 

-Proper ty  or evidence inventory 



Courtroom Testimony 

. Professional  demeanor  

Knowledge of  case facts 

• Listen to the question 

• Answer  the question, do not 
volunteer  information 

• Use plain language 

Impeachment 

.Omission 

.Contradiction 

Criminal Charging 

. I n f o r m a t i o n  

. C o m p l a i n t  

• G r a n d  J u r y  I n d i c t m e n t  



Necessary Investigator Skills 

• Objectivity and neutrality 

• Ability to cultivate information 

• Ability to interview witnesses 

• Ability to interrogate suspects 

Necessary Investigator Skills 

* Knowledge of people and places 

* Ability to work with outside 
agencies and personnel 

-Ch i ld  Protective Services 

- Medical community 

-Distr ict  Attorneys 

Necessary Investigator Skills 

.Ab i l i t y  to recognize crime scenes 

* Knowledge of children and child 
abuse 
-Ch i ld  development 

-Infl icted vs. accidental injuries 

-Relevant  medical and legal issues 



Necessary Investigator Skills 

Ability to wri te  good repor ts  

Ability to testify in cour t  

Ability to remain  professional 

Necessary Investigator Skills 

• Accurate and Complete Report Writing 

• Thorough Case Preparation 

• Ability to Testify in Court 

. Comparable Conviction and Arrest Rates 

• Outside Interests 

Successful Investigations 

Pract ical  knowledge (Street  Smarts) 
Ability to collect evidence 

Ability to interview witnesses 

Ability to in te r roga te  suspects 

Ability to wri te  accura te  reports  

+ Ability to testify in cour t  

= Successful Investigations 

J ,) 



Who the Victims Were 

Under 1 year old 
1-4 years old [ Is [ 
5-9 years old [-~ 
10-14 years old I 2sl 

Male [ 351 
Female [ 261 

Who the Victims Were 

Race/Ethnicity 
Asian 
2% Hispanic 

White 9% " ~  

Black 
44% 

How They Died 

Shot I 30 I 
Beaten 
Shaken 
Strangled [ ]  
Stabbed [] 
Burned h'l 
Drowned [~ 
Hanged []] 
Scalded m 
Starved 



~ ? , m  . . . .  
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The  Vic t ims '  S i tuat ion  at H o m e  

Adults Living in Home 

Mother & 
Boyfriend (not 

father) 
11 

Biological 
Parents 

Biological Parents Unmarried 
Married 5 

10 ~ O n ~ ' - - - - ] ~  e Biological 
/ ~ ,  Step-Parent 

\ 5 
Other (extended 

" ~ \  family, not 
mother) 

~ Mother with 
other Relative 

3 

Mother Alone 
23 

Adult Employment 
Only Adult 

Male 
Worked Information 

6 Unavailable 

t -  ~ . • Nobody 
Only Adult ~ / - " / Worked 

FemulsWorked \ ~  28 



Age of Victims' Mothers When 
First Pregnant* 

13 

8 7 

5 

3 3 3 3 

Age 13 14 15 16 17 18 19 20 21 22 23 24 25 

*Not necessarily pregnant  with victim. Age of  four mothers unavailable. 
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Crime Scene and Forensic Evidence 
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THE CRIME SCENE AND 
FORENSIC EVIDENCE 

Presented by 

Arthur M. Bohanan 
Knoxville Police Department 

Upon Arrival 

. A d m i n i s t e r  first  aid if 
necessary 

-Remember  preservation of life is 
first priority 

. I d e n t i f y  and  pro tec t  the  cr ime 
scene 

Upon Arrival 

. R e q u e s t  app rop r i a t e  assistance 

- A m b u l a n c e  

- M e d i c a l  examiner  

- A d d i t i o n a l  cover elements  



Identify Everybody 

* A t  or  in the  scene 

. N e a r b y  b y s t a n d e r s  w ho  
m a y  have  been  a wi tness  

. S e p a r a t e  all wi tnesses  

Identify Everybody 

* W h o  is suspec t  and  w h a t  is 
the i r  r e l a t i onsh ip  to chi ld 
v ic t im 

* O b t a i n  s t a t e m e n t s  A S A P  

Crime Scene Preservation 

. I d e n t i f i c a t i o n  of  the  c r ime  scene 
p e r i m e t e r s  

- I n t e r v i e w  f i rs t  r e s p o n d e r s  for  
detai ls  o f  w h a t  they  seen and  
h e a r d  u p o n  a r r iva l  

l / 



Crime Scene Preservation 

- S i n g l e  vs. mul t ip le  scenes fo r  
s ame  c r ime  

- E x t e n d e d  scene as a long a 
h ighway  or  r o a d w a y  

- M o v e  o r  touch  O N L Y  w h a t  is 
abso lu te ly  necessa ry  

Control Scene 

• Clear ALL non-essential personnel 
from the scene 

• Render the area safe from suspect 
and others 

• Medical personnel/coroner must be 
cautioned about specific evidence not 
to touch 

Initial Observations 

. W h o ,  where ,  wha t ,  when ,  how 

* L o o k ,  listen, smell  

. M a k e  menta l  notes  until  they  
wr i t t en  d o w n  



/ -~"  -\ 

W a l k  T h r u  

. T o  de t e rmine  need for: 

-additional evidence personnel 

-forensic equipment 

-b lood  kits 

-al ternate light source 

-o the r  equipment 

Secure the Area 

* Request enough uniformed 
officers to secure the area, 
large or small 

• Consider the weather, traffic 
flow and view from the public 
and media 

Entry to the Crime Scene 

* O N L Y  essential personne l  
a l lowed inside the cr ime scene 

. O N L Y  the necessa ry  medical  
personnel  should  be  inside the 
pe r ime te r  



Entry to the Crime Scene 

. S t a t i o n  officer with sign-in log 
for all personnel entering and 
leaving the cr ime scene 

Condition of the Location 

. N o t e  if residence is clean, 
cluttered, or filthy 

. D u s t  spots or marks  may  provide 
beneficial informat ion when 
proper ly  noted 

Condition of the Location 

• Don't flush commode or allow 
responders to use 

• Don't open windows/doors before 
notation and photos 

• Inspect doors and windows for 
signs of forced entry 



Caution! 

• Locate police equipment away 
from the vital area within the 
crime scene 

• Don't unplug or use phone 

• Don't unplug answering machine 
or caller ID box 

Common Sense 

Limit  personnel  in the c r ime  
scene to those necessary  

*Off ic ia ls  should not  be seen in 
the  official photos 

. P o l i c e  e q u i p m e n t  should not  be 
seen in the photos  

Documenting the Crime Scene 

* P h o t o g r a p h  long, mid  range  
and  close-ups 

* 3 5 M M ,  digital and  Polaroid  

* V i d e o g r a p h y  

. U s i n g  low lux 

o U s e  both scaled and non-scaled 
in all close-ups 



R e c o g n i t i o n  o f  E v i d e n c e  

• I f  a bio-hazard zone, 
everything mus t  be 
considered hazardous  

• Always use universal  safety 
precaut ions  

S y s t e m a t i c  S e a r c h  

• Grid  or  block search 

• Use only experienced cr ime 
scene invest igators  

• Conduc t  a systematic organized 
search of  the  entire scene 

• Sketch all evidence in the scene 

D o c u m e n t a t i o n  

• Assign one person to take 
accura te  notes for each cr ime 
scene invest igator  

• Each  i tem touched mus t  be 
bagged and tagged 



Documentat ion  

• Re-glove to p reven t  cross 
con tamina t ion  of evidence 

• Tagging should be done  by note 
t akers  with "c lean  gloved hands"  

Documentat ion  

. P r e v e n t  con tamina t ion  of  the 
outs ide of the bag and  tags 

. E v i d e n c e  bags should be 
collected in a clean a rea  inside 
the  scene until the ent i re  scene 
is comple ted  

Minute  Evidence 

• Bag/ tag i tems that :  

- a r e  in the way  

- t h a t  m a y  be lost or  a l tered 

- s o  tha t  the full investigation 
cont inue  



Lividity 

*Discoloration of the body 

* Caused by gravity 

*Pooling of blood to lowest area 
of the body if not moved 

. A L L  discoloration MUST BE 
recorded as the body is first 
observed 

Rigor Mortis 

. B o d y  becomes stiff due to 
chemical reaction in the muscles 

.Begins in the small muscles of the 
face and goes downward 

.Relaxes in the same order 

Body Temperature 

*Body temperature drops 1 ½ 
degrees the first 4 hours 

*Than it drops one degree until it 
attains surrounding temperature 

.Clothing,  wet/dry conditions, 
contact surface impact rate of 
change 



Trace Evidence  

. H a i r s  and  fibers 

- a n i m a l  o r  h u m a n  

. F a b r i c  

. F o o d s  or  medic ine  

. P a i n t  o r  pa in t  chips 

Trace Evidence  

. G l a s s / w o o d  

* B o d y  fluids and  body waste 

. B i t e  m a r k s / o t h e r  bruises 

- c o l o r  of  i n j u r y  may  indicate a 
t ime tab le  of  events 

Trace Evidence 

* A n i m a l  vs. chi ld bite marks  

* E a r  pr ints / l ip  pr in ts  

*Foo t ,  shoe or  t i re impressions 

* D r u g s  

- l e g a l  and  illegal 



B u r n  P a t t e r n s  

• Dry  burn  

-shadow 

-outl ine of hot area 

B u r n  P a t t e r n s  

• We t  bu rn  

-splatter 

-flow 

-immersion 

-a rea  of body 

P a t t e r n  R e c o g n i t i o n  

• Pattern may indicate weapon 

-Hand  

-Belt  

-Coat  hanger 

-Extension cord 



Special Attention 

. L i g h t  b lood/dust  shoe pr ints  or  
pr in ts  in body  fluids can easily 
be des t royed  

. H a i r s  and  fibers m a y  become 
de tached  f rom evidence or lost 
in w indy  condit ions 

Special Attention 

. L a t e n t  f inger /pa lm pr ints  

. B l o o d  f ingerpr in t s /pa lmpr in t s  

. H a i r s  and  fibers 

* B o d y  fluids 

. W e t  or  d a m p  i tems 

Body Fluids 

• Blood 
- drops 
- spatters 
-blood trail/drag marks 

• Seminal fluids 

• Saliva 

• Other fluids 

I 'L 
/ 



Hazards 

• G u n s  and  a m m o  

• K n i v e s  

• B r o k e n  glass 

• Syr inges  and  o the r  sha rp  i tems 

Appropriate Containers 

• D o c u m e n t  each i tem with who,  
wha t ,  when  and  w h e r e  

• Use  plast ic  bags  O N L Y  on wet ,  
d r i pp ing  i tems 

• Use  h a r d  con ta ine rs  for  sha rp  

i tems 

Chain of Custody 

• Each item must be properly 
marked by EVERY person 
touching the item 

• Security must be maintained on 
ALL evidence ALL the time 

• Maintain an accurate record of all 
evidence 



P r e s e r v a t i o n  o f  E v i d e n c e  

* Wet or bloody evidence 

-check chain of custody tags and 

-completely air dry in approved drying 
area away from other evidence 

- re -bag  when completely dried 

* Submit for appropriate analysis 

P r e s e r v a t i o n  o f  E v i d e n c e  

* Blood and bodily fluids 

- M u s t  be refrigerated ASAP after 
proper documentation 

- M u s t  be maintained at proper 
temperature 

A l l  E v i d e n c e  at  the  S c e n e  

. S e c u r e  all evidence 

. S e c u r e  all equ ipment  

. W a l k  through of  area 

. S e c u r e  or release scene 



Summary 

. A L L  evidence M U S T  be: 

-Recognized 

-Col lec ted  

-P re se rved  

Summary 
. W E  may collect today and may 

not analyze for  years,  until the 
proper  technology advances for 
impartial results 

Stop! 
* The offender before he strikes again! 

. Identify and collect ALL the evidence! 

* Keep abreast of the latest technology 
and learn from experiences that we 
may get better at our most important 
job 



/ 
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Stop! 
. S M I L E ! !  

*.BE KIND TO E A C H  
OTHER!!  



The Role of  CPS in Child Fatality 
and Homicide Investigations 
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The Role Of CPS In Child 

Fatality And Homicide 

Investigations 

Ina G. Fernandez 
Supervisor, Prevention Services 

Fairfax County Department of Family Services 

Vision Statement 

• To fac i l i ta te the inves t iga t i ve  p rocess  
b e t w e e n  law e n f o r c e m e n t  and socia l  
wo rk  so that  des i red  ou t comes  a re  

p roduced  

Who Are Child Protective 
Services Workers? 

• Social Workers 

• Investigators/Detectives 

• Therapists 

• Crisis Counselors 

• Teachers 

• Helpers 

• Healers 

• Advocates 



Nat iona l  Assoc ia t ion  Of  Social 
Workers  Code Of  Ethics 

The primary mission of the social work 
profession is to enhance human well being and 
help meet the basic needs of all people, with 
particular attention to the needs and 
empowerment of people who are vulnerable, 
oppressed and living in poverty...social workers 
promote social justice and social change with 
and on behalf of clients... 

Core V a l u e s  Assoc ia ted  With 
The  M i s s i o n  Of  Social  Work 

• Service 

• Social Justice 

• Dignity and Worth of the Person 

• Importance of Human Relationships 

• Integrity 

• Competence 

When does CPS Investigate Cases of 
Suspected Abuse and Neglect 

• The alleged victim is under 18 years 
of age 

o The suspected abuser or neglector 
is a caretaker 

• The alleged abuse is defined by 
state and local law 



Goals And Objectives In 
Conducting Joint Investigations 

• Gather information to produce accurate 
conclusion 

• Adjudicate individuals who have been 
convicted of child homicide 

• Be completely prepared with all relevant 
evidence 

• Have open and honest dialog between 
both agencies 

Goals And Objectives In 
Conducting Joint Investigations 

• Be knowledgeable of the laws and 
regulations which govern each agency 

• Ensure joint and cross-training 

• Conduct joint investigations on all 
serious child abuse cases 

Why Team A Case? 

• Two sets of eyes and ears are better 
than one 

• Ensure the right hand knows what 
the left hand is doing 

• More is accomplished in a shorter 
amount of t ime 



Why Team A Case? 

• Abil i ty to speak to col lateral contacts 
s imul taneously 

• Limited need to re- interview 

• CPS is able to speak to a suspect once 
an attorney has been retained 

Why Team A Case? 

• Suspect/col laterals may feel more 
comfortable speaking to one person 
over the other 

• Maximize the use of two different areas 
of expert ise 

• We are all work ing towards the same 
goal 

States With Codes Authorizing 
or Requiring Joint Investigations 

Names o f  States 

Alabama Louisiana Ohio 
Arkansas Maryland Oregon 
California Michigan Tennessee 
Colorado Minnesota Texas 
Connecticut Missouri Utah 
Delaware Nebraska Virginia 
Florida N e v a d a  Washington 
Georgia New Hampshire West Virginia 
Hawaii New Mexico Wisconsin 
Illinois New York Wyoming 
Kansas North Carolina 
Kentucky Noah Dakota 



States With NO Codes Authorizing 
or Requiring Joint Investigations 

Names of States 

Alaska New Jersey 
Arizona Oklahoma 
I d a h o  Pennsylvania 
Indiana Rhode Island 
Iowa South Carolina 
Maine South Dakota 
Massachusetts Vermont 
Mississippi Washington DC 
Montana 

Georg ia  State Code  

G e o r g i a  C o d e  A n n .  

19-15-2(h) provides that child abuse 
protocol committees shall establ ish 
joint work efforts between law 
enforcement  and child abuse 
agencies in chi ld abuse invest igat ions 

Texas  State Code  

Texas  Code  Ann. 

261.3301(7)(f)(Vernon 1999) states that 
"[a]n investigation of a report to the 
Department of serious physical or sexual 
abuse of a child shall be conducted jointly 
by an investigator from the appropriate local 
law enforcement agency and the 
department or agency responsible for an 
investigation..." 



Virginia State Code 

Virginia Code Ann. 

63.1.248.6(E)(5) states the Department 
"shall report immediately to the attorney for 
the Commonwealth and the local law 
enforcement agency and make available to 
them the records of the Department when 
abuse or neglect is suspected..." 

Action Plan 

• Meet before the investigation 
starts/strategize 

• "Know what you know" 

• Be informed about the other 
department's capabilities/limitations/ 
laws that govern 

Available Options 

• Joint invest igat ions 

• Mult i-discipl inary teams 

• Child fatality review teams 

• Child advocacy centers 

• Prevention 



Recommendations 

• Joint and cross training 

• Memorandums of Agreement 

• Be open and honest 

Benefits 

• No misunderstandings 

• Everyone is aware of his/her role 

• No blurred boundaries 









FAIRFAX COUNTY POLICE DEPARTMENT 

OPERATIONS PROTOCOL WITH 

THE DEPARTMENT OF FAMILY SERVICES 

I. POLICY 

The Child Services Unit of the Falrfax County Police Department is established as the entity 
with primary responsibility for investigative coordination with the Department of Family Services in 
instances of the physical and/or sexual abuse of children. Whenever necessary, the Child Services 
Unit will be augmented by other sections of the Major Crimes Division. The Child Services Unit will 
work closely with the Department of Family Services in cases involving caretaker relationships. The 
goals of this protocol shall be supported by the following procedures: 

An initial review of allegations will be made by the Department of Family Services to 
obtain an overview of the nature of the violation, such as: proper jurisdiction, time 
frame of event, information on the victim and alleged abuser. 

The Department of Family Services shall be contacted immediately in cases where 
DFS has jurisdiction when the cases first come to police attention. 

DFS shall contact the Child Services Unit Supervisor, or in his absence, a CIB Major 
Crimes Supervisor in case's involving serious injury, death, or sexual crimes involving 
recent penetration. An investigator will be assigned for immediate investigation. 

Cases of sexual abuse shall be referred by the DFS worker to the Child Services Unit 
Supervisor. Appropriate cases will be assigned to an investigator for a joint 
investigation. 

Cases involving physical abuse shall be evaluated by a DFS Supervisor prior to 
contacting CIB, ffa case appears to be prosecutable, contact will then be made with 
the Child Services Unit Supervisor for review and assignment. 

Decisions to offer polygraph examinations to suspects and victims will rest with the 
Child Services Unit Supervisor and the Police Polygraph Section. 

The Child Services Unit investigator will be responsible for controlling and 
coordinating cases of abuse which are likely to culminate in criminal prosecution. 



i 

The Office of the Commonwealth's Attorney will remain the final decision-making 
authority when determining if a case will be prosecuted criminally. 

Whenever possible, interviews of victims and suspects will be conducted jointly in a 
team approach by the Child Services Unit and DFS. 

DFS and Police representatives will attend regular meetings to discuss ongoing cases, 
training, and other issues of concern. 

Sufficient notice will be provided to the Child Services investigator by the DFS 
worker on civil petitions, as well as the name of the County Attorney assigned to the 
case. This will allow the investigator to liaison with the County Attorney and review 
evidence pertinent to the petition, as well as protect evidence which may be needed 
in a later criminal trial. 

Colonel ~M. Douglas Scott 
Chief of Police 
Fairfax County Police Department 

(Date) 
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National Association of Social Workers 

CODE OF ETHICS 
Effective January 1, 1997 

Preamble 

The primary mission of  the social work profession is to enhance human well being and help meet the 
basic human needs of  all people, with particular attention to the needs and empowerrnent of  people 
who are vulnerable, oppressed, and living in poverty. A historic and defining feature of social work 
is the profession's focus on individual well being in a social context and the well being of  society. 
Fundamental to social work is attention to the environmental forces that create, contribute to, and 
address problems in living. 

Social workers promote social justice and social change with and on behalf of  clients. "Clients" is 
used inclusively to refer to individuals, families, groups, organizations, and communities. Social 
workers are sensitive to cultural and ethnic diversity and strive to end discrimination, oppression, 
poverty, and other forms of social injustice. These activities may be in the form of  direct practice, 
community organizing, supervision, consultation, administration, advocacy, social and political 
action, policy development and implementation, education, and research and evaluation. Social 
workers seek to enhance the capacity of people to address their own needs. Social workers also seek 
to promote the responsiveness of organizations, communities, and other social institutions to 
individuals' needs and social problems. 

The mission of  the social work profession is rooted in a set of core values. These core values, 
embraced by social workers throughout the profession's history, are the foundation of social work's 
unique purpose and perspective: 

• service 

• social justice 

• dignity and worth of  the person 

• importance of  human relationships 

• integrity 

• competence. 

This constellation of  core values reflects what is unique to the social work profession. Core values, 
and the principles that flow from them, must be balanced within the context and complexity of  the 
human experience. 

Purpose of the NASW Code of Ethics 

Professional ethics are at the core of social work. The profession has an obligation to articulate its 
basic values, ethical principles, and ethical standards. The NASW Code of Ethics sets forth these 
values, principles, and standards to guide social workers' conduct. 
The Code is relevant to all social workers and social work students, regardless of  their professional 
functions, the settings in which they work, or the populations they serve. 

The NASW Code of Ethics serves six purposes: 
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1. The Code identifies core values on which social work's mission is based. 
2. The Code summarizes broad ethical principles that reflect the profession's core values and 
establishes a set of  specific ethical standards that should be used to guide social work practice. 

3. The Code is designed to help social workers identify relevant considerations when 
professional obligations conflict or ethical uncertainties arise. 

4. The Code provides ethical standards to which the general public can hold the social work 
profession accountable. 

5. The Code socializes practitioners new to the field to social work's mission, values, ethical 
principles, and ethical standards. 

6. The Code articulates standards that the social work profession itself can use to assess 
whether social workers have engaged in unethical conduct. NASW has formal procedures to 
adjudicate ethics complaints filed against its members. 1 In subscribing to this Code, social 
workers are required to cooperate in its implementation, participate in NASW adjudication 
proceedings, and abide by any NASW disciplinary rulings or sanctions based on it. 

I For information on NASW adjudication procedures, see NASW Procedures for the Adjudication 
of  Grievances. 

The Code offers a set o f  values, principles, and standards to guide decision making and conduct 
when ethical issues arise. It does not provide a set of  rules that prescribe how social workers should 
act in all situations. Specific applications of the Code must take into account the context in which it 
is being considered and the possibility of conflicts among the Code's values, principles, and 
standards. Ethical responsibilities flow from all human relationships, from the personal and familial 
to the social and professional. 

Further, the NASW Code of  Ethics does not specify which values, principles, and standards are most 
important and ought to outweigh others in instances when they conflict. Reasonable differences of  
opinion can and do exist among social workers with respect to the ways in which values, ethical 
principles, and ethical standards should be rank ordered when they conflict. Ethical decision making 
in a given situation must apply the informed judgment of  the individual social worker and should 
also consider how the issues would be judged in a peer review process where the ethical standards of  
the profession would be applied. 

Ethical decision making is a process. There are many instances in social work where simple answers 
are not available to resolve complex ethical issues. Social workers should take into consideration all 
the values, principles, and standards in this Code that are relevant to any situation in which ethical 
judgment is warranted. Social workers' decisions and actions should be consistent with the spirit as 
well as the letter of  this Code. 

In addition to this Code, there are many other sources of  information about ethical thinking that m a y  
be useful. Social workers should consider ethical theory and principles generally, social work theory 
and research, laws, regulations, agency policies, and other relevant codes of ethics, recognizing that 
among codes of  ethics social workers should consider the NASW Code of  Ethics as their primary 
source. Social workers also should be aware of  the impact on ethical decision making of  their clients' 
and their own personal values and cultural and religious beliefs and practices. They should be aware 
of  any conflicts between personal and professional values and deal with them responsibly. For 
additional guidance social workers should consult the relevant literature on professional ethics and 
ethical decision making and seek appropriate consultation when faced with ethical dilemmas. This 
may involve consultation with an agency-based or social work organization's ethics committee, a 
regulatory body, knowledgeable colleagues, supervisors, or legal counsel. 

Instances may arise when social workers' ethical obligations conflict with agency policies or relevant 
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laws or regulations. When such conflicts occur, social workers must make a responsible effort to 
resolve the conflict in a manner that is consistent with the values, principles, and standards expressed 
in this Code. If a reasonable resolution of the conflict does not appear possible, social workers 
should seek proper consultation before making a decision. 

The NASW Code of Ethics is to be used by NASW and by individuals, agencies, organizations, and 
bodies (such as licensing and regulatory boards, professional liability insurance providers, courts of 
law, agency boards of  directors, government agencies, and other professional groups) that choose to 
adopt it or use it as a frame of reference. Violation of standards in this Code does not automatically 
imply legal liability or violation of the law. Such determination can only be made in the context of 
legal and judicial proceedings. Alleged violations of  the Code would be subject to a peer review 
process. Such processes are generally separate from legal or administrative procedures and insulated 
from legal review or proceedings to allow the profession to counsel and discipline its own members. 

A code of  ethics cannot guarantee ethical behavior. Moreover, a code of  ethics cannot resolve all 
ethical issues or disputes or capture the richness and complexity involved in striving to make 
responsible choices within a moral community. Rather, a code of  ethics sets forth values, ethical 
principles, and ethical standards to which professionals aspire and by which their actions can be 
judged. Social workers' ethical behavior should result from their personal commitment to engage in 
ethical practice. The NASW Code of  Ethics reflects the commitment of  all social workers to uphold 
the profession's values and to act ethically. Principles and standards must be applied by individuals 
of good char-acter who discern moral questions and, in good faith, seek to make reliable ethical 
judgments. 

Ethical Principles 
The following broad ethical principles are based on social work's core values of service, social 
justice, dignity and worth of the person, importance of human relationships, integrity, and 
competence. These principles set forth ideals to which all social workers should aspire. 

Value: Service 

Ethical Principle: Social workers' primary goal is to help people in need and to address social 
problems. 

Social workers elevate service to others above self-interest. Social workers draw on their knowledge, 
values, and skills to help people in need and to address social problems. Social workers are 
encouraged to volunteer some portion of their professional skills with no expectation of significant 
financial return (pro bono service). 

Value: Social Justice 

Ethical Principle: Social workers challenge social injustice. 

Social workers pursue social change, particularly with and on behalf of  vulnerable and oppressed 
individuals and groups of people. Social workers' social change efforts are focused p "rimarily on 
issues of poverty, unemployment, discrimination, and other forms of  social injustice. These activities 
seek to promote sensitivity to and knowledge about oppression and cultural and ethnic diversity. 
Social workers strive to ensure access to needed information, services, and resources; equality of  
opportunity; and meaningful participation in decision making for all people. 

Value: Dignity and Worth of the Person 

Ethical Principle: Social workers respect the inherent dignity and worth of the person. 

Social workers treat each person in a caring and respectful fashion, mindful of  individual differences 
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and cultural and ethnic diversity. Social workers promote clients' socially responsible 
self-determination. Social workers seek to enhance clients' capacity and opportunity to change and 
to address their own needs. Social workers are cognizant of their dual responsibility to clients and to 
the broader society. They seek to resolve conflicts between clients' interests and the broader 
society's interests in a socially responsible manner consistent with the values, ethical principles, and 
ethical standards of  the profession. 

Value: Importance of Human Relationships 

Ethical Principle: Social workers recognize the central importance of human relationships. 

Social workers understand that relationships between and among people are an important vehicle for 
change. Social workers engage people as partners in the helping process. Social workers seek to 
strengthen relationships among people in a purposeful effort to promote, restore, maintain, and 
enhance the well-being of  individuals, families, social groups, organizations, and communities. 

Value: Integrity 

Ethical Principle: Social workers behave in a trustworthy manner. 

Social workers are continually aware of  the profession's mission, values, ethical principles, and 
ethical standards and practice in a manner consistent with them. Social workers act honestly and 
responsibly and promote ethical practices on the part of the organizations with which they are 
affiliated. 

Value: Competence 

Ethical Principle: Social workers practice within their areas of competence and develop and 
enhance their professional expertise. 

Social workers continually strive to increase their professional knowledge and skills and to apply 
them in practice. Social workers should aspire to contribute to the knowledge base of the profession. 

Ethical Standards 

The following ethical standards are relevant to the professional activities of all social workers. These 
standards concern (1) social workers'  ethical responsibilities to clients, (2) social workers' ethical 
responsibilities to colleagues, (3) social workers'  ethical responsibilities in practice settings, (4) 
social workers'  ethical responsibilities as professionals, (5) social workers' ethical responsibilities to 
the social work profession, and (6) social workers' ethical responsibilities to the broader society. 

Some of the standards that follow are enforceable guidelines for professional conduct, and some are 
aspirational. The extent to which each standard is enforceable is a matter of professional judgment to 
be exercised by those responsible for reviewing alleged violations of  ethical standards. 

1. Social Workers' Ethical Responsibilities to Clients 

1.01 Commitment to Clients 

Social workers'  primary responsibility is to promote the well being of  clients. In general, 
clients' interests are primary. However, social workers' responsibility to the larger society or 
specific legal obligations may on limited occasions supersede the loyalty owed clients, and 
clients should be so advised. (Examples include when a social worker is required by law to 
report that a client has abused a child or has threatened to harm self or others.) 

1.02 Self-Determination 
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Social workers respect and promote the fight of clients to self-determination and assist clients 
in their efforts to identify and clarify their goals. Social workers may limit clients' right to 
self-determination when, in the social workers' professional judgment, clients' actions or 
potential actions pose a serious, foreseeable, and imminent risk to themselves or others. 

1.03 Informed Consent 

(a) Social workers should provide services to clients only in the context of a professional 
relationship based, when appropriate, on valid informed consent. Social workers should use 
clear and understandable language to inform clients of the purpose of  the services, risks 
related to the services, limits to services because of the requirements of  a third-party payer, 
relevant costs, reasonable alternatives, clients' right to refuse or withdraw consent, and the 
time frame covered by the consent. Social workers should provide clients with an opportunity 
to ask questions. 

(b) In instances when clients are not literate or have difficulty understanding the primary 
language used in the practice setting, social workers should take steps to ensure clients' 
comprehension. This may include providing clients with a detailed verbal explanation or 
arranging for a qualified interpreter or translator whenever possible. 

(c) In instances when clients lack the capacity to provide informed consent, social workers 
should protect clients' interests by seeking permission from an appropriate third party, 
informing clients consistent with the clients' level of understanding. In such instances social 
workers should seek to ensure that the third party acts in a manner consistent with clients' 
wishes and interests. Social workers should take reasonable steps to enhance such clients' 
ability to give informed consent. 

(d) In instances when clients are receiving services involuntarily, social workers should 
provide information about the nature and extent of services and about the extent of clients' 
right to refuse service. 

(e) Social workers who provide services via electronic media (such as computer, telephone, 
radio, and television) should inform recipients of the limitations and risks associated with such 
services. 

(f) Social workers should obtain clients' informed consent before audio taping or videotaping 
clients or permitting observation of services to clients by a third party. 

1.04 Competence 

(a) Social workers should provide services and represent themselves as competent only within 
the boundaries of their education, training, license, certification, consultation received, 
supervised experience, or other relevant professional experience. 

(b) Social workers should provide services in substantive areas or use intervention techniques 
or approaches that are new to them only after engaging in appropriate study, training, 
consultation, and supervision from people who are competent in those interventions or 
techniques. 

(c) When generally recognized standards do not exist with respect to an emerging area of 
practice, social workers should exercise careful judgment and take responsible steps 
(including appropriate education, research, training, consultation, and supervision) to ensure 
the competence of their work and to protect clients from harm. 

1.05 Cultural Competence and Social Diversity 
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(a) Social workers should understand culture and its function in human behavior and society, 
recognizing the strengths that exist in all cultures. 

(b) Social workers should have a knowledge base of their clients' cultures and be able to 
demonstrate competence in the provision of services that are sensitive to clients' cultures and 
to differences among people and cultural groups. 

(c) Social workers should obtain education about and seek to understand the nature of social 
diversity and oppression with respect to race, ethnicity, national origin, color, sex, sexual 
orientation, age, marital status, political belief, religion, and mental or physical disability. 

1.06 Conflicts of Interest 

(a) Social workers should be alert to and avoid conflicts of  interest that interfere with the 
exercise of  professional discretion and impartial judgment. Social workers should inform 
clients when a real or potential conflict of interest arises and take reasonable steps to resolve 
the issue in a manner that makes the clients' interests primary and protects clients' interests to 
the greatest extent possible. In some cases, protecting clients' interests may require 
termination of  the professional relationship with proper referral of the client. 

(b) Social workers should not take unfair advantage of any professional relationship or exploit 
others to further their personal, religious, political, or business interests. 

(c) Social workers should not engage in dual or multiple relationships with clients or former 
clients in which there is a risk of  exploitation or potential harm to the client. In instances when 
dual or multiple relationships are unavoidable, social workers should take steps to protect 
clients and are responsible for setting clear, appropriate, and culturally sensitive boundaries. 
(Dual or multiple relationships occur when social workers relate to clients in more than one 
relationship, whether professional, social, or business. Dual or multiple relationships can 
occur simultaneously or consecutively.) 

(d) When social workers provide services to two or more people who have a relationship with 
each other (for example, couples, family members), social workers should clarify with all 
parties which individuals will be considered clients and the nature of  social workers' 
professional obligations to the various individuals who are receiving services. Social workers 
who anticipate a conflict of interest among the individuals receiving services or who anticipate 
having to perform in potentially conflicting roles (for example, when a social worker is asked 
to testify in a child custody dispute or divorce proceedings involving clients) should clarify 
their role with the parties involved and take appropriate action to minimize any conflict of 
interest. 

1.07 Privacy and Confidentiality 

(a) Social workers should respect clients' right to privacy. Social workers should not solicit 
private information from clients unless it is essential to providing services or conducting 
social work evaluation or research. Once private information is shared, standards of 
confidentiality apply. 

Co) Social workers may disclose confidential information when appropriate with valid consent 
from a client or a person legally authorized to consent on behalf of  a client. 

(c) Social workers should protect the confidentiality of all information obtained in the course 
of  professional service, except for compelling professional reasons. The general expectation 
that social workers will keep information confidential does not apply when disclosure is 
necessary to prevent serious, foreseeable, and imminent harm to a client or other identifiable 
person or when laws or regulations require disclosure without a client's consent. In all 
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instances, social workers should disclose the least amount of confidential information 
necessary to achieve the desired purpose; only information that is directly relevant to the 
purpose for which the disclosure is made should be revealed. 

(d) Social workers should inform clients, to the extent possible, about the disclosure of 
confidential information and the potential consequences, when feasible before the disclosure is 
made. This applies whether social workers disclose confidential information on the basis of  a 
legal requirement or client consent. 

(e) Social workers should discuss with clients and other interested parties the nature of 
confidentiality and limitations of clients' right to confidentiality. Social workers should 
review with clients' circumstances where confidential information may be requested and 
where disclosure of  confidential information may be legally required. This discussion should 
occur as soon as possible in the social worker-client relationship and as needed throughout the 
course of the relationship. 

(f) When social workers provide counseling services to families, couples, or groups, social 
workers should seek agreement among the parties involved concerning each individual's right 
to confidentiality and obligation to preserve the confidentiality of  information shared by 
others. Social workers should inform participants in family, couples, or group counseling that 
social workers cannot guarantee that all participants will honor such agreements. 

(g) Social workers should inform clients involved in family, couples, marital, or group 
counseling of the social worker's, employer's, and agency's policy concerning the social 
worker's disclosure of confidential information among the parties involved in the counseling. 

(h) Social workers should not disclose confidential information to third-party payers unless 
clients have authorized such disclosure. 

(i) Social workers should not discuss confidential information in any setting unless privacy 
can be ensured. Social workers should not discuss confidential information in public or 
semipublic areas such as hallways, waiting rooms, elevators, and restaurants. 

(j) Social workers should protect the confidentiality of  clients during legal proceedings to the 
extent permitted by law. When a court of law or other legally authorized body orders social 
workers to disclose confidential or privileged information without a client's consent and such 
disclosure could cause harm to the client, social workers should request that the court 
withdraw the order or limit the order as narrowly as possible or maintain the records under 
seal, unavailable for public inspection. 

(k) Social workers should protect the confidentiality of  clients when responding to requests 
from members of  the media. 

(1) Social workers should protect the confidentiality of clients' written and electronic records 
and other sensitive information. Social workers should take reasonable steps to ensure that 
clients' records are stored in a secure location and that clients' records are not available to 
others who are not authorized to have access. 

(m) Social workers should take precautions to ensure and maintain the confidentiality of 
information transmitted to other parties through the use of  computers, electronic mail, 
facsimile machines, telephones and telephone answering machines, and other electronic or 
computer technology. Disclosure of identifying information should be avoided whenever 
possible. 

(n) Social workers should transfer or dispose of clients' records in a manner that protects 
clients' confidentiality and is consistent with state statutes governing records and social work 
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licensure. 

(o) Social workers should take reasonable precautions to protect client confidentiality in the 
event of the social worker's termination of practice, incapacitation, or death. 

(p) Social workers should not disclose identifying information when discussing clients for 
teaching or training purposes unless the client has consented to disclosure of confidential 
information. 

(q) Social workers should not disclose identifying information when discussing clients with 
consultants unless the client has consented to disclosure of confidential information or there is 
a compelling need for such disclosure. 

(r) Social workers should protect the confidentiality of deceased clients consistent with the 
preceding standards. 

1.08 Access to Records 

(a) Social workers should provide clients with reasonable access to records concerning the 
clients. Social workers who are concerned that clients' access to their records could cause 
serious misunderstanding or harm to the client should provide assistance in interpreting the 
records and consultation with the client regarding the records. Social workers should limit 
clients' access to their records, or portions of their records, only in exceptional circumstances 
when there is compelling evidence that such access would cause serious harm to the client. 
Both clients' requests and the rationale for withholding some or all of  the record should be 
documented in clients' files. 

(b) When providing clients with access to their records, social workers should take steps to 
protect the confidentiality of  other individuals identified or discussed in such records. 

1.09 Sexual Relationships 

(a) Social workers should under no circumstances engage in sexual activities or sexual contact 
with current clients, whether such contact is consensual or forced. 

(b) Social workers should not engage in sexual activities or sexual contact with clients' 
relatives or other individuals with whom clients maintain a close personal relationship when 
there is a risk of  exploitation or potential harm to the client. Sexual activity or sexual contact 
with clients' relatives or other individuals with whom clients maintain a personal relationship 
has the potential to be harmful to the client and may make it difficult for the social worker and 
client to maintain appropriate professional boundaries. Social workers--not their clients, their 
clients' relatives, or other individuals with whom the client maintains a personal 
relationship--assume the full burden for setting clear, appropriate, and culturally sensitive 
boundaries. 

(c) Social workers should not engage in sexual activities or sexual contact with former clients 
because of  the potential for harm to the client. If social workers engage in conduct contrary to 
this prohibition or claim that an exception to this prohibition is warranted because of 
extraordinary circumstances, it is social workers--not their clients--who assume the full 
burden of  demonstrating that the former client has not been exploited, coerced, or 
manipulated, intentionally or unintentionally. 

(d) Social workers should not provide clinical services to individuals with whom they have 
had a prior sexual relationship. Providing clinical services to a former sexual partner has the 
potential to be harmful to the individual and is likely to make it difficult for the social worker 
and individual to maintain appropriate professional boundaries. 
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1.10 Physical Contact 

Social workers should not engage in physical contact with clients when there is a possibility of  
psychological harm to the client as a result of the contact (such as cradling or caressing 
clients). Social workers who engage in appropriate physical contact with clients are 
responsible for setting clear, appropriate, and culturally sensitive boundaries that govern such 
physical contact. 

1.11 Sexual Harassment 

Social workers should not sexually harass clients. Sexual harassment includes sexual 
advances, sexual solicitation, requests for sex-usual favors, and other verbal or physical 
conduct of  a sexual nature. 

1.12 Derogatory Language 

Social workers should not use derogatory language in their written or verbal communications 
to or about clients. Social workers should use accurate and respectful language in all 
communications to and about clients. 

1.13 Payment for Services 

(a) When setting fees, social workers should ensure that the fees are fair, reasonable, and 
commensurate with the services performed. Consideration should be given to clients' ability 
to pay. 

(b) Social workers should avoid accepting goods or services from clients as payment for 
professional services. Bartering arrangements, particularly involving services, create the 
potential for conflicts of interest, exploitation, and inappropriate boundaries in social workers' 
relationships with clients. Social workers should explore and may participate in bartering only 
in very limited circumstances when it can be demonstrated that such arrangements are an 
accepted practice among professionals in the local community, considered to be essential for 
the provision of services, negotiated without coercion, and entered into at the client's initiative 
and with the client's informed consent. Social workers who accept goods or services from 
clients as payment for professional services assume the full burden of demonstrating that this 
arrangement will not be detrimental to the client or the professional relationship. 

(c) Social workers should not solicit a private fee or other remuneration for providing services 
to clients who are entitled to such available services through the social workers' employer or 
agency. 

1.14 Clients Who Lack Decision-Making Capacity 

When social workers act on behalf of  clients who lack the capacity to make informed 
decisions, social workers should take reasonable steps to safeguard the interests and rights of  
those clients. 

1.15 Interruption of Services 

Social workers should make reasonable efforts to ensure continuity of services in the event 
that services are interrupted by factors such as unavailability, relocation, illness, disability, or 
death. 

1.16 Termination of Services 

(a) Social workers should terminate services to clients and professional relationships with 
them when such services and relationships are no longer required or no longer serve the 
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clients' needs or interests. 

(b) Social workers should take reasonable steps to avoid abandoning clients who are still in 
need of  services. Social workers should withdraw services precipitously only under unusual 
circumstances, giving careful consideration to all factors in the situation and taking care to 
minimize possible adverse effects. Social workers should assist in making appropriate 
arrangements for continuation of services when necessary. 

(c) Social workers in fee-for-service settings may terminate services to clients who are not 
paying an overdue balance if  the financial contractual arrangements have been made clear to 
the client, i f  the client does not pose an imminent danger to self or others, and if  the clinical 
and other consequences of the current nonpayment have been addressed and discussed with 
the client. 

(d) Social workers should not terminate services to pursue a social, financial, or sexual 
relationship with a client. 

(e) options for the continuation of services and of the benefits and risks of the options. 

2. Social W o r k e r s '  Eth ica l  Responsibilities to Colleagues 

2.01 Respect 

(a) Social workers should treat colleagues with respect and should represent accurately and 
fairly the qualifications, views, and obligations of colleagues. 

(b) Social workers should avoid unwarranted negative criticism of colleagues in 
communications with clients or with other professionals. Unwarranted negative criticism may 
include demeaning comments that refer to colleagues' level of competence or to individuals' 
attributes such as race, ethnicity, national origin, color, sex, sexual orientation, age, marital 
status, political belief, religion, and mental or physical disability. 

(c) Social workers should cooperate with social work colleagues and with colleagues of other 
professions when such cooperation serves the well-being of clients. 

2.02 Confidentiality 

Social workers should respect confidential information shared by colleagues in the course of 
their professional relationships and transactions. Social workers should ensure that such 
colleagues understand social workers' obligation to respect confidentiality and any exceptions 
related to it. 

2.03 Interdisciplinary Collaboration 

(a) Social workers who are members of  an interdisciplinary team should participate in and 
contribute to decisions that affect the well-being of clients by drawing on the perspectives, 
values, and experiences of  the social work profession. Professional and ethical obligations of 
the interdisciplinary team as a whole and of  its individual members should be clearly 
established. 

(b) Social workers for whom a team decision raises ethical concerns should attempt to resolve 
the disagreement through appropriate channels. If  the disagreement cannot be resolved, social 
workers should pursue other avenues to address their concerns consistent with client 
well-being. 

2.04 Disputes Involving Colleagues 
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(a) Social workers should not take advantage of a dispute between a colleague and an 
employer to obtain a position or otherwise advance the social workers' own interests. 

(b) Social workers should not exploit clients in disputes with colleagues or engage clients in 
any inappropriate discussion of conflicts between social workers and their colleagues. 

2.05 Consultation 

(a) Social workers should seek the advice and counsel of  colleagues whenever such 
consultation is in the best interests of clients. 

(b) Social workers should keep themselves informed about colleagues' areas of  expertise and 
competencies. Social workers should seek consultation only from colleagues who have 
demonstrated knowledge, expertise, and competence related to the subject of  the consultation. 

(c) When consulting with colleagues about clients, social workers should disclose the least 
amount of information necessary to achieve the purposes of  the consultation. 

2.06 Referral for Services 

(a) Social workers should refer clients to other professionals when the other professionals' 
specialized knowledge or expertise is needed to serve clients fully or when social workers 
believe that they are not being effective or making reasonable progress with clients and that 
additional service is required. 

(b) Social workers who refer clients to other professionals should take appropriate steps to 
facilitate an orderly transfer of responsibility. Social workers who refer clients to other 
professionals should disclose, with clients' consent, all pertinent information to the new 
service providers. 

(c) Social workers are prohibited from giving or receiving payment for a referral when no 
professional service is provided by the referring social worker. 

2.07 Sexual Relationships 

(a) Social workers who function as supervisors or educators should not engage in sexual 
activities or contact with supervisees, students, trainees, or other colleagues over whom they 
exercise professional authority. 

(b) Social workers should avoid engaging in sexual relationships with colleagues when there 
is potential for a conflict of interest. Social workers who become involved in, or anticipate 
becoming involved in, a sexual relationship with a colleague have a duty to transfer 
professional responsibilities, when necessary, to avoid a conflict of interest. 

2.08 Sexual Harassment 

Social workers should not sexually harass supervisees, students, trainees, or colleagues. 
Sexual harassment includes sexual advances, sexual solicitation, requests for sexual favors, 
and other verbal or physical conduct of a sexual nature. 

2.09 Impairment of Colleagues 

(a) Social workers who have direct knowledge of a social work colleague's impairment that is 
due to personal problems, psychosocial distress, substance abuse, or mental health difficulties 
and that interferes with practice effectiveness should consult with that colleague when feasible 
and assist the colleague in taking remedial action. 
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(b) Social workers who believe that a social work colleague is incompetent and has not taken 
adequate steps to address the incompetence should take action through appropriate channels 
established by employers, agencies, NASW, licensing and regulatory bodies, and other 
professional organizations. 

2.10 Incompetence of Colleagues 

(a) Social workers who have direct knowledge of a social work colleague's incompetence 
should consult with that colleague in taking remedial action. 

(b) Social workers who believe that a social work colleague is incompetent and has not taken 
adequate steps to address the incompetence should take action through appropriate channels 
established by employers, agencies, NASW, licensing and regulatory bodies and other 
professional organizations. 

2.11 Unethical Conduct of Colleagues 

(a) Social workers should take adequate measures to discourage, prevent, expose, and correct 
the unethical conduct of colleagues. 

(b) Social workers should be knowledgeable about established policies and procedures for 
handling concerns about colleagues' unethical behavior. Social workers should be familiar 
with national, state, and local procedures for handling ethics complaints. These include 
policies and procedures created by NASW, licensing and regulatory bodies, employers, 
agencies, and other professional organizations. 

(c) Social workers who believe that a colleague has acted unethically should seek resolution 
by discussing their concerns with the colleague when feasible and when such discussion is 
likely to be productive. 

(d) When necessary, social workers who believe that a colleague has acted unethically should 
take action through appropriate formal channels (such as contacting a state licensing board or 
regulatory body, an NASW committee on inquiry, or other professional ethics committees). 

(e) Social workers should defend and assist colleagues who are unjustly charged with 
unethical conduct. 

3. Social Workers' Ethical Responsibilities in Practice Settings 

3.01 Supervision and Consultation 

(a) Social workers who provide supervision or consultation should have the necessary 
knowledge and skill to supervise or consult appropriately and should do so only within their 
areas of knowledge and competence. 

(b) Social workers who provide supervision or consultation are responsible for setting clear, 
appropriate, and culturally sensitive boundaries. 

(c) Social workers should not engage in any dual or multiple relationships with supervisees in 
which there is a risk of exploitation of or potential harm to the supcrvisee. 

(d) Social workers who provide supervision should evaluate supervisees' performance in a 
manner that is fair and respectful. 

3.02 Education and Training 

(a) Social workers who function as educators, field instructors for students, or trainers should 
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provide instruction only within their areas of knowledge and competence and should provide 
instruction based on the most current information and knowledge available in the profession. 

(b) Social workers who function as educators or field instructors for students should evaluate 
students' performance in a manner that is fair and respectful. 

(c) Social workers who function as educators or field instructors for students should take 
reasonable steps to ensure that clients are routinely informed when services are being provided 
by students. 

(d) Social workers who function as educators or field instructors for students should not 
engage in any dual or multiple relationships with students in which there is a risk of 
exploitation or potential harm to the student. Social work educators and field instructors are 
responsible for setting clear, appropriate, and culturally sensitive boundaries. 

3.03 Performance Evaluation 

Social workers who have responsibility for evaluating the performance of  others should fulfill 
such responsibility in a fair and considerate manner and on the basis of  clearly stated criteria. 

3.04 Client Records 

(a) Social workers should take reasonable steps to ensure that documentation in records is 
accurate and reflects the services provided. 

(b) Social workers should include sufficient and timely documentation in records to facilitate 
the delivery of  services and to ensure continuity of services provided to clients in the future. 

(c) Social workers' documentation should protect clients' privacy to the extent that is possible 
and appropriate and should include only information that is directly relevant to the delivery of  
services. 

(d) Social workers should store records following the termination of services to ensure 
reasonable future access. Records should be maintained for the number of  years required by 
state statutes or relevant contracts. 

3.05 Billing 

Social workers should establish and maintain billing practices that accurately reflect the nature 
and extent of  services provided and that identify who provided the service in the practice 
setting. 

3.06 Client Transfer 

(a) When an individual who is receiving services from another agency or colleague contacts a 
social worker for services, the social worker should carefully consider the client's needs 
before agreeing to provide services. To minimize possible confusion and conflict, social 
workers should discuss with potential clients the nature of the clients' current relationship 
with other service providers and the implications, including possible benefits or risks, of  
entering into a relationship with a new service provider. 

(b) If a new client has been served by another agency or colleague, social workers should 
discuss with the client whether consultation with the previous service provider is in the 
client's best interest. 

3.07 Administration 
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(a) Social work administrators should advocate within and outside their agencies for adequate 
resources to meet clients' needs. 

(b) Social workers should advocate for resource allocation prOcedures that are open and fair. 
When not all clients' needs can be met, an allocation procedure should be developed that is 
nondiscriminatory and based on appropriate and consistently applied principles. 

(c) Social workers who are administrators should take reasonable steps to ensure that adequate 
agency or organizational resources are available to provide appropriate staff supervision. 

(d) Social work administrators should take reasonable steps to ensure that the working 
environment for which they are responsible is consistent with and encourages compliance with 
the NASW Code of  Ethics. Social work administrators should take reasonable steps to 
eliminate any conditions in their organizations that violate, interfere with, or discourage 
compliance with the Code. 

3.08 Continuing Education and Staff Development 

Social work administrators and supervisors should take reasonable steps to provide or arrange 
for continuing education and staff development for all staff for whom they are responsible. 
Continuing education and staff development should address current knowledge and emerging 
developments related to social work practice and ethics. 

3.09 Commitments to Employers 

(a) Social workers generally should adhere to commitments made to employers and employing 
organizations. 

(b) Social workers should work to improve employing agencies' policies and procedures and 
the efficiency and effectiveness of their services. 

(c) Social workers should take reasonable steps to ensure that employers are aware of social 
workers' ethical obligations as set forth in the NASW Code of Ethics and of the implications of 
those obligations for social work practice. 

(d) Social workers should not allow an employing organization's policies, procedures, 
regulations, or administrative orders to interfere with their ethical practice of social work. 
Social workers should take reasonable steps to ensure that their employing organizations' 
practices are consistent with the NASW Code of  Ethics. 

(e) Social workers should act to prevent and eliminate discrimination in the employing 
organization's work assignments and in its employment policies and practices. 

(f) Social workers should accept employment or arrange student field placements only in 
organizations that exercise fair personnel practices. 

(g) Social workers should be diligent stewards of the resources of their employing 
organizations, wisely conserving funds where appropriate and never misappropriating funds or 
using them for unintended purposes. 

3.10 Labor-Management Disputes 

(a) Social workers may engage in organized action, including the formation of and 
participation in labor unions, to improve services to clients and working conditions. 

(b) The actions of  social workers who are involved in labor-management disputes, job 
actions, or labor strikes should be guided by the profession's values, ethical principles, and 
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ethical standards. Reasonable differences of opinion exist among social workers concerning 
their primary obligation as professionals during an actual or threatened labor strike or job 
action. Social workers should carefully examine relevant issues and their possible impact on 
clients before deciding on a course of action. 

4. Social Workers '  Ethical Responsibilities as Professionals 

4.01 Competence 

(a) Social workers should accept responsibility or employment only on the basis of existing 
competence or the intention to acquire the necessary competence. 

(b) Social workers should strive to become and remain proficient in professional practice and 
the performance of professional functions. Social workers should critically examine and keep 
current with emerging knowledge relevant to social work. Social workers should routinely 
review the professional literature and participate in continuing education relevant to social 
work practice and social work ethics. 

(c) Social workers should base practice on recognized knowledge, including empirically based 
knowledge, relevant to social work and social work ethics. 

4.02 Discrimination 

Social workers should not practice, condone, facilitate, or collaborate with any form of 
discrimination on the basis of race, ethnicity, national origin, color, sex, sexual orientation, 
age, marital status, political belief, religion, or mental or physical disability. 

4.03 Private Conduct 

Social workers should not permit their private conduct to interfere with their ability to fulfill 
their professional responsibilities. 

4.04 Dishonesty, Fraud, and Deception 

Social workers should not participate in, condone, or be associated with dishonesty, fraud, or 
deception. 

4.05 Impairment 

(a) Social workers should not allow their own personal problems, psychosocial distress, legal 
problems, substance abuse, or mental health difficulties to interfere with their professional 
judgment and performance or to jeopardize the best interests of people for whom they have a 
professional responsibility. 

(b) Social workers whose personal problems, psychosocial distress, legal problems, substance 
abuse, or mental health difficulties interfere with their professional judgment and performance 
should immediately seek consultation and take appropriate remedial action by seeking 
professional help, making adjustments in workload, terminating practice, or taking any other 
steps necessary to protect clients and others. 

4.06 Misrepresentation 

(a) Social workers should make clear distinctions between statements made and actions 
engaged in as a private individual and as a representative of the social work profession, a 
professional social work organization, or the social worker's employing agency. 

(b) Social workers who speak on behalf of professional social work organizations should 
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accurately represent the official and authorized positions of the organizations. 

(c) Social workers should ensure that their representations to clients, agencies, and the public 
of professional qualifications, credentials, education, competence, affiliations, services 
provided, or results to be achieved are accurate. Social workers should claim only those 
relevant professional credentials they actually possess and take steps to correct any 
inaccuracies or misrepresentations of their credentials by others. 

4.07 Solicitations 

(a) Social workers should not engage in uninvited solicitation of potential clients who, 
because of their circumstances, are vulnerable to undue influence, manipulation, or coercion. 

(b) Social workers should not engage in solicitation of testimonial endorsements (including 
solicitation of consent to use a client's prior statement as a testimonial endorsement) from 
current clients or from other people who, because of their particular circumstances, are 
vulnerable to undue influence. 

4.08 Acknowledging Credit 

(a) Social workers should take responsibility and credit, including authorship credit, only for 
work they have actually performed and to which they have contributed. 

(b) Social workers should honestly acknowledge the work of and the contributions made by 
others. 

5. Social Workers' Ethical Responsibilities to the Social Work Profession 

5.01 Integrity of the Profession 

(a) Social workers should work toward the maintenance and promotion of high standards of 
practice. 

(b) Social workers should uphold and advance the values, ethics, knowledge, and mission of 
the profession. Social workers should protect, enhance, and improve the integrity of the 
profession through appropriate study and research, active discussion, and responsible criticism 
of the profession. 

(c) Social workers should contribute time and professional expertise to activities that promote 
respect for the value, integrity, and competence of the social work profession. These activities 
may include teaching, research, consultation, service, legislative testimony, presentations in 
the community, and participation in their professional organizations. 

(d) Social workers should contribute to the knowledge base of social work and share with 
colleagues their knowledge related to practice, research, and ethics. Social workers should 
seek to con-tribute to the profession's literature and to share their knowledge at professional 
meetings and conferences. 

(e) Social workers should act to prevent the unauthorized and unqualified practice of social 
work. 

5.02 Evaluation and Research 

(a) Social workers should monitor and evaluate policies, the implementation of programs, and 
practice interventions. 

(b) Social workers should promote and facilitate evaluation and research to contribute to the 
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development of knowledge. 

(c) Social workers should critically examine and keep current with emerging knowledge 
relevant to social work and fully use evaluation and research evidence in their professional 
practice. 

(d) Social workers engaged in evaluation or research should carefully consider possible 
consequences and should follow guidelines developed for the protection of  evaluation and 
research participants. Appropriate institutional review boards should be consulted. 

(e) Social workers engaged in evaluation or research should obtain voluntary and written 
informed consent from participants, when appropriate, without any implied or actual 
deprivation or penalty for refusal to participate; without undue inducement to participate; and 
with due regard for participants' well-being, privacy, and dignity. Informed consent should 
include information about the nature, extent, and duration of  the participation requested and 
disclosure of the risks and benefits of participation in the research. 

(f) When evaluation or research participants are incapable of giving informed consent, social 
workers should provide an appropriate explanation to the participants, obtain the participants' 
assent to the extent they are able, and obtain written consent from an appropriate proxy. 

(g) Social workers should never design or conduct evaluation or research that does not use 
consent procedures, such as certain forms of naturalistic observation and archival research, 
unless rigorous and responsible review of the research has found it to be justified because of 
its prospective scientific, educational, or applied value and unless equally effective alternative 
procedures that do not involve waiver of consent are not feasible. 

(h) Social workers should inform participants of  their right to withdraw from evaluation and 
research at any time without penalty. 

(i) Social workers should take appropriate steps to ensure that participants in evaluation and 
research have access to appropriate supportive services. 

(j) Social workers engaged in evaluation or research should protect participants from 
unwarranted physical or mental distress, harm, danger, or deprivation. 

(k) Social workers engaged in the evaluation of  services should discuss collected information 
only for professional purposes and only with people professionally concerned with this 
information. 

(1) Social workers engaged in evaluation or research should ensure the anonymity or 
confidentiality of participants and of the data obtained from them. Social workers should 
inform participants of any limits of  confidentiality, the measures that will be taken to ensure 
confidentiality, and when any records containing research data will be destroyed. 

(m) Social workers who report evaluation and research results should protect participants' 
confidentiality by omitting identifying information unless proper consent has been obtained 
authorizing disclosure. 

(n) Social workers should report evaluation and research findings accurately. They should not 
fabricate or falsify results and should take steps to correct any errors later found in published 
data using standard publication methods. 

(o) Social workers engaged in evaluation or research should be alert to and avoid conflicts of  
interest and dual relationships with participants, should inform participants when a real or 
potential conflict of interest arises, and should take steps to resolve the issue in a manner that 

http://www.wcu.edu/as/socialwork/manuals/NASW.html 2/9/99 



Code of Ethics Page 18 of 18 

makes participants' interests primary. 

(p) Social workers should educate themselves, their students, and their colleagues about 
responsible research practices. 

6 Social Workers' Ethical Responsibilities to the Broader Society 

6.01 Social Welfare 

Social workers should promote the general welfare of society, from local to global levels, and 
the development of people, their communities, and their environments. Social 

workers should advocate for living conditions conducive to the fulfillment of basic human 
needs and should promote social, economic, political, and cultural values and institutions that 
are compatible with the realization of social justice. 

6.02 Public Participation 

Social workers should facilitate informed participation by the public in shaping social policies 
and institutions. 

6.03 Public Emergencies 

Social workers should provide appropriate professional services in public emergencies to the 
greatest extent possible. 

6.04 Social and Political Action 

(a) Social workers should engage in social and political action that seeks to ensure that all 
people have equal access to the resources, employment, services, and opportunities they 
require to meet their basic human needs and to develop fully. Social workers should be aware 
of the impact of  the political arena on practice and should advocate for changes in policy and 
legislation to improve social conditions in order to meet basic human needs and promote 
social justice. 

(b) Social workers should act to expand choice and opportunity for all people, with special 
regard for vulnerable, disadvantaged, oppressed, and exploited people and groups. 

(c) Social workers should promote conditions that encourage respect for cultural and social 
diversity within the United States and globally. Social workers should promote policies and 
practices that demonstrate respect for difference, support the expansion of cultural knowledge 
and resources, advocate for programs and institutions that demonstrate cultural competence, 
and promote policies that safeguard the rights of and confirm equity and social justice for all 
people. 

(d) Social workers should act to prevent and eliminate domination of, exploitation of, and 
discrimination against any person, group, or class on the basis of race, ethnicity, national 
origin, color, sex, sexual orientation, age, marital status, political belief, religion, or mental or 
physical disability. 

(._.9 
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Improvin.q Joint Investi.qations of Child Abuse: A Summary Report 
Sheppard, D.I.; ZangrUlo, P. 
Technical Report 
40 pp. 
Copyright April 1996 
Publication Information: 
Police Foundation, Washington, DC 
Distributed By: 
Police Foundation 1001 22nd St., NW 
Washington, DC 20037 
Sponsored by: 
National Center on Child Abuse and Neglect (DHHS), Washington, DC 

This report examines the research conducted by the Police Foundation and American Public 
Welfare Association to determine how investigators from law enforcement and child protective 
services can improve joint investigations of child abuse. The three components of the study were: 
(1) national surveys to identify the types of child maltreatment cases that were most likely to be 
investigated jointly and to assess the benefits of and barriers to effective implementation, (2) case 
studies to identify approaches that facilitate joint investigations, and (3) models developed for 
communities to use in designing joint investigation programs. Results from the national surveys 
indicate that, although joint investigations of child maltreatment allegations were fairly common, 
there was a need for improved joint investigation programs. The authors list the ten 
recommendations resulting from the case studies. Three joint investigation program models are 
described: one model that uses existing resources, the multidisciplinary interview center model, 
and the child advocacy center model. A list of joint investigation training resources is also 
included. 

A Study to Improve Law Enforcement/Child Protective Services Investi,qation of Reported Child 
Maltreatment: Final Report 
Sheppard, D.I.; Zangrillo, P. 
Final Report 
154 pp. 
Copyright April 1995 
Publication Information: 
Police Foundation, Washington, DC 
Distributed by: 
National Clearinghouse on Child Abuse and Neglect Information 
330 C St., SW 
Washington, DC 20447 
(800) 349-3366 
nccanch@calib.com 
http:llwww.calib.comlnccanch 
Sponsored by: 
National Center on Child Abuse and Neglect (DHHS), Washington, DC 

This final report describes a research project that determined how law enforcement and child 
protection services (CPS) investigators can cooperate with each other to improve joint child abuse 
case investigations. Section 1 discusses the roles of CPS and law enforcement personnel in child 
abuse investigations, outlines reasons for promoting joint investigations, presents project goals, 



and provides an overview of the project. Section 2 explains the methodology used to conduct the 
law enforcement and CPS surveys, focusing on the samples, the approach to data analysis, and 
the sub-grouping variables use in the analysis. Sections 3 and 4 present major findings from the 
law enforcement and CPS surveys, respectively. Findings focus on the volume and types of child 
maltreatment cases jointly investigated and the interagency agreements governing joint 
investigations. Section 5 reports on findings from a combined law enforcement-CPS sample. 
Findings deal with the types of child maltreatment cases jointly investigated and barriers to and 
the helpfulness of joint investigations. Section 6 describes the methodology used in the case 
studies research and the findings from this research. Findings are discussed in terms of the 
development of joint investigation programs, agreements and criteria for joint investigations, joint 
investigation activities, the personal attitudes and orientations of investigative staff, and 
investigative training. Section 7 describes the joint investigation model developed as a result of 
the findings of the research projects, focusing on their unique and common elements. Guidelines 
on planning for and implementing these joint program models are provided. Appendixes present 
copies of the law enforcement and CPS survey instruments, summarize individual case studies, 
and identify investigation training resources. 

The Impact of Joint Law Enforcement/Child Protective Services Investi.qation in Child Abuse 
Cases 
Tjaden, P.G.; Anhalt, J. 
Final Report 
29 pp. 
Copyright June 1995 
Publication Information: 
Center for Policy Research, Denver, CO 
Distributed by: 
Center for Policy Research 
1570 Emerson St. 
Denver, CO 80218 
(303) 837-1557 
cntrpolres@uswest, net 
Sponsored by: 
National Center for Child Abuse and Neglect (DHHS), Washington, DC 

This article summarizes the findings of a study comparing the prevalence and effectiveness of 
independent child protective services investigations and joint law enforcement-child protective 
services investigations in cases of suspected child abuse. Using information extracted for child 
protective services, police, and criminal court records in five jurisdictions, the study found that 
caseworkers and police officers conducted joint investigations in 53 percent of the 1,828 cases in 
the sample. Four case characteristics have significant power to predict the occurrence of the joint 
investigation: a law enforcement reporter, emergency medical treatment to the victim at the time 
of the report, allegations of serious abuse, and allegations of sexual abuse. Compared to 
independent investigations, joint investigations take longer and are more thorough than 
independent investigations. They also result in significantly more protective custody placements, 
perpetrator departures form the home, perpetrator confessions, victim corroborations, 
substantiated reports, dependency filings, and criminal prosecutions. 



Joint Investigations: A Multidisciplinary Approach 
Virginia Child Protection Newsletter 
Journal Article 
Copyright Winter 1994 
Virginia child Protection Newsletter 
44:1, 3-7, 16 
Reprints available from: 
James Madison university 
Department of Psychology 
Harrisonburg, VA 22807 
(703) 568-6482 
graysojh@jmu.edu 

This article reviews the role of law enforcement and child protective services in joint 
investigations. Team structure and effectiveness are described. The article also profiles joint 
investigation teams in two jurisdictions. Community multidisciplinary teams help to coordinate the 
response of concerned agencies to cases of child abuse. Specifically, law enforcement and child 
protective services workers form joint investigation teams to examine cases of child sexual abuse, 
child fatalities and sometimes cases of severe physical abuse and neglect. The benefits of joint 
investigation teams include reducing the number of interviews for the child, eliminating duplication 
of effort, improving quality of evidence, enhancing communication between agencies and 
facilitating the transition to treatment. 

Basic Guide for Evaluation/Investigation of Child Fatalities and Child Abuse and Neglect 
Missouri State Dept. of Social Services, Jefferson City-State Technical Assistance Team 
Training Material 
87pp. 
Copyright November 1993 
Publication Information: 
Missouri State Dept. of Social Services, Jefferson City--State Technical Assistance Team 
Distributed by: 
Missouri State Dept. of Social Services 
State Technical Assistance Team 
P.O. Box 88, 615 Howerton Court 
Jefferson City, MO 65103-0088 
(314) 751-5980 
(800) 481-1626 

Police procedures for investigation of child fatalities and reports of child abuse and neglect are 
outlined in this document. Procedures for assessing the crime scene, interviewing the child and 
alleged perpetrator, and cooperating in joint investigations with the Division of Family Services a r e  

provided. Officers are instructed to conduct interviews in private, establish rapport with the child, 
and keep questions simple. Leading questions must be avoided. The document includes a 
criminal child abuse investigative checklist to ensure that all information is collected about the 
child's disclosure, medical examination of the child, other witnesses, complainants, child's parents 
or caretakers, other family members, suspect's family, the suspect, seizure of physical evidence, 
and other investigative techniques. Sample forms, basic scene photography and sketching, roles 
and responsibilities of medical examiners, and medical and legal definitions are also provided. 



A Safety Net of Bridges: Interagency Coordination o Child Abuse Investigations 
Dinsmore, J. 
Journal Article 
Copyright December 1992-Janurary 1993 
National Center for Prosecution of Child Abuse Update 
5-6 (12-1):1-2 

Interagency coordination can increase the effectiveness of child abuse investigations by reducing 
duplication of effort and enhancing the quality of evidence for lawsuits or criminal prosecutions. 
This article describes the benefits of joint efforts between police departments and child protection 
agencies. A case study is used to illustrate the effects of an uncoordinated system. Barriers to 
interagency cooperation include differences in terminology and definitions, differences in 
philosophies and goals, and funding decisions. 

Child Protection: The Police Perspective 
Walke, C. 
Chapter in Book 
pp. 194-201 
Copyright 1993 
Publication Information: 
In: Wen, H. and Pritchard, J. (Editors). Good Practice in Child Protection. 
Professionals. London (England), Jessica Kingsley Publishers Ltd. 
Distributed by: 
Jessica Kingsley Publishers Ltd. 
116 Pentonville Rd. 
071 833 2307 

A Manual for 

This chapter examines the role of the police in child protection and discusses police training as it 
relates to officers' recognizing and understanding where they fit into the child protection process. 
Issues involved in the training of probationers and other police officers are addressed, and 
courses for managers are outlined. Key practice-related issues that may need to be addressed in 
joint police and social services training courses for practitioners are identified. In addition, a 
suggested exercise for a joint investigation course is described. 

Joint InvestiqatJons of Child Abuse: Report of a Symposium 
Dinsmore, J. 
Final Report 
29 pp. 
July 1993 
Publication Information: 
Department of Justice, Washington, DC. Office of Justice Programs 
Distributed by: 
Department of Justice 
Office of Justice Programs 
Washington, DC 20531 
Sponsored by: 
National Center on Child Abuse and Neglect (DHHS), Washington, DC 

This report summarizes the conclusions and recommendations of a symposium of law 
enforcement and child protective service professionals co-sponsored by NCCAN, the National 



Institute of Justice, the Office for Victims of Crime, and the Office of Juvenile Justice and 
Delinquency Prevention. The symposium focused on efforts to coordinated investigations of child 
abuse and neglect. Elements of a coordinated system identified by symposium participants 
include: education of all participating disciplines, consistent reporting practices, elimination of 
duplicated efforts, and the sensitive treatment of the child victim and his or her family. Obstacles 
to team investigations and recommended strategies for Federal, State, and local action are 
discussed. 

Colorado Guidelines for Cooperation Between Law Enforcement and Child Protective Services 
Grosz, C.; Motz, J. 
Booklet 
38 pp. 
Copyright February 1991 
Publication Information: 
Colorado State Dept. of Social Services, Denver 
Distributed by: 
Janet Motz 
Colorado Department of Social Services 
Child Protection Grants Unit 
225 E. 16 "~ Ave. 
Suite 480 
Denver, CO 80203 
(303) 894-7747 
Sponsored by: 
National Center on Child Abuse and Neglect (DHHS), Washington, DC 

This guide is designed for use in integrating law enforcement and child protective services (CPS) 
for the victims of child maltreatment. Sections explain the consensus-building process, describe 
the missions of law enforcement and child protective services, summarize Colorado State laws 
relevant to CPS and law enforcement operations, discuss standards of proof, explain the reporting 
of suspected child maltreatment cases, identify cases that are recommended for joint 
investigations, and address the issue of training. Appendices list pertinent citations from the 
Colorado Cdminal Code and the Colorado Children's Code, provide form letters for use between 
the district attorney and social services, identify criteria for moderate to severe physical abuse, 
describe situations suggesting the need for protective custody or for an arrest, and present a court 
order to authorize the interviewing of suspected child maltreatment victims at school. 

Combatin.q Child Abuse: Guidelines for Cooperation Between Law Enforcement and Child 
Protective Services 
Besharov, D.J. 
Book 
48 pp. 
Copyright 1990 
Publication Information: 
Washington, DC, AEI Press 
Distributed by: 
University Press of America 
4720 Boston Way 
Lanham, MD 20706 
(301) 459-3366 
Sponsored by; 
National Center on Child Abuse and Neglect (DHHS), Washington, DC 



This report describes how law enforcement agencies in cooperation with child protective services 
can work with community services to combat child abuse and neglect. It is designed to be used in 
efforts to upgrade law enforcement and child protective services for child abuse and neglect 
victims. Chapters focus on the joint responsibilities of child protective and law enforcement 
agencies, clarifying child abuse reporting requirements, assigning investigative responsibility, 
conducting investigations and building cooperation between child protection and law enforcement 
agencies. Recommendations are made for improved communication between child protection 
and law enforcement agencies, public awareness campaigns by both agencies, and amending 
State laws to require that both agencies develop written agreements and protocols. 

The Role of Law Enforcement in Response to Child Abuse or Neqlect 
Wilson, C.; Pence, D. 
Chapter in Book 
pp. 37-47 
Copyright September 1990 
Publication Information: 
In: Allen, S. (Editor). Child Protective Investigation Team Training. 
Tennessee Univ., Knoxville. Office of Research and Public Service 
Distributed by: 
Tennessee University 
Office of Research and Public Service 
Knoxville, TN 37996 

This paper discusses the role of law enforcement in response to child abuse or neglect. An 
overview of the child protection system and the role of law enforcement are presented. The roles 
of law enforcement professionals focus on roles of prevention and advocacy, reporting, support to 
Child Protective Services, immediate emergency response, investigative responsibility, and 
supporting the child victim in preparing for and surviving the experience of prosecution. Law 
enforcement views child abuse and neglect not as a social problem, but in the context of a 
criminal offense. Issues related to prosecuting the crimes of child abuse and neglect include the 
victims' young age, the resemblance of abuse and non-abuse conditions, and the occurrence of 
the crime in private places. The importance of specialized skills and training are also discussed. 
The team investigation concept is explored where both CPS and law enforcement work 
collaboratively sharing information, assigning investigative tasks, and participating in a shared 
decision making process. The independent goals of each discipline are still met, by the team 
actively coordinating the process and utilizing the resources available through all involved 
disciplines. Specific elements identified by participants in a national consensus building 
conference to facilitate the team approach of CPS and law enforcement are outlined. 
Recommendations to minimize conflicts between team members are discussed including 
establishing formal teams on community and state levels, establishing investigative protocols, 
providing adequate personnel to both agencies, and joint training so as to provide the opportunity 
to hear the same messages and learn skills together. Specific recommendations include: reach 
out to the other discipline, share professional information, keep communication open, and confront 
conflicts openly. 

Promotinq Coordinated Investigation of Child Abuse 
Steele, P.D.; Burris, R.B. 
Training Material 
118 pp. 
Copyright 1990 
Publication Information: 



New Mexico Univ., Albuquerque. Youth Resource and Analysis Center 
Distributed by: 
University of New Mexico 
Institute for Criminal Justice Studies 
Youth Resource and Analysis Center 
140 Onate Hall 
Albuquerque, NM 87131 
(505) 277-3890 
Sponsored by: 
New Mexico Governors Juvenile Justice Advisory Committee 

This training manual helps professionals in the investigation of suspected child abuse develop a 
coordinated approach to such an investigation to reduce the trauma to child victims. Training 
sessions present an overview of the training, describe the civil and criminal systems in New 
Mexico and address possible areas of coordination and cooperation, address issues in civil and 
criminal coordination of child abuse investigations, explain how professionals can improve their 
understanding of other professionals, present structural arrangements that can promote 
interagency cooperation and coordination, outline methods for developing and refining joint 
investigation strategies, discuss the local implementation of joint investigations, and address the 
issue of personal stress related to investigating suspected child abuse cases. 

Child Abuse and Ne,qlect. A Professional's Guide to Identification, Reportinq, Investi,qation and 
Treatment 
New Jersey State Governors Task Force on Child Abuse and Neglect, Trenton 
Training Material 
458 pp. 
Copyright October 1988 
Publication Information: 
New Jersey State Governors Task Force on Child Abuse and Neglect, Trenton 
Distributed by: 
New Jersey Governor's Task Force on Child Abuse and Neglect 
1 S. Montgomery St. 
CN 717 
Trenton, NJ 08625 

Written by and for New Jersey professionals, this guide is a comprehensive and easy to use 
resource for persons working with suspected child abuse victims and their families. Sections 
include: a model for joint investigations by law enforcement and child protection services, 
recognizing and reporting institutional abuse, guidelines on the management of child abuse and 
neglect cases in hospitals, medical examinations of the sexually abused child, the educators role 
in child abuse and neglect cases, prosecution of child abuse and neglect cases, victim-witness 
advocacy, child abuse and neglect in the family court, guidelines on conducting mental health 
evaluations of child sexual abuse cases, and civil and criminal statutes, rules and regulations 
regarding child abuse and neglect. 

Joint Louisiana/Illinois Child Abuse Inquiry Project. Final Report and Evaluation 
Illinois State Dept. of Children and Family Service, Springfield. Child Abuse Inquiry Project 
Final Report 
138 pp. 
Copyright August 9, 1985 
Sponsored by: 
National Center on Child Abuse and Neglect (DHHS), Washington, DC 



This final report describes a joint inquiry project undertaken by the Illinois Dept. of Children and 
Family Services and the Louisiana Dept. of Health and Human Resources. The project was 
designed to look at their child protective service department's approaches to investigating child 
fatalities and find ways to improve their CPS system. 

A.n Intera.qency Aqreement for the Purpose of Coordinatin,q Police and Child Protection Services 
in Child Abuse and Ne.qlect Cases 
Bossier Parish Office of Human Development, LA. Div. of Children, Youth and Family Services 
Info Packet or Sheet 
14 pp. 
Copyright June 14, 1985 
Publication Information: 
Bossier Parish Office of Human Development, LA. Div. of Children, Youth and Family Services 
Distributed by: 
State of Louisiana 
Bossier Parish 
Office of Human Development 
Division of Children, Youth and Family Services 
Bossier, LA 

This document presents the working agreement between the Bossier Parish Office of Human 
Development and the local law enforcement agency. This agreement specifies the mutually 
agreed upon terms of their working relationship concerning the protection of children and the 
investigation of reports of child maltreatment. Sections focus on handling referrals from the law 
enforcement agency to the Division of Children, Youth and Family Services and referrals from the 
Division of Children, Youth and Family Services to the law enforcement agency, requesting and 
providing law enforcement escort on child protection matters, delegating an after-hours 
emergency initial response to a report of alleged child maltreatment, determining whether to 
conduct a joint investigation of alleged child maltreatment cases, shadng information and 
maintaining a written agreement. 

Child Abuse and Neglect-Related Fatalities: Implications for CPS 
American Humane Association, Englewood, CO 
Journal Article 
Copyright Summer 1984 
Protecting Children 
1(2):4-6 
Reprints available from: 
American Humane Association 
63 Inverness Dr., E 
Englewood, CO 80112-5117 
(303) 792-5117 
cpmem~,americanhumane.or.q 
http:llwww.americanhumane.org 

NCCAN-sponsored Child Fatality Demonstration Projects are discussed. The projects evolved 
from a 1982 Child Fatality Inquiry Work Group convened to develop preliminary definitions for a 
model child fatality protocol for investigating child fatalities. The New York City Child Fatality 
Project identifies key events in the lives of children and families before and after the children died 
from abuse or neglect. Data on 96 deaths during the first half of 1980 were collected form several 
sources. Findings indicated that 45 of the 96 cases were determined to be the result of abuse or 



neglect, 24 were possible cases of abuse or neglect, and 27 were caused by other factors. Abuse 
alone accounted for 47 percent of the deaths. Neglect accounted for 44 percent, and elements of 
abuse and neglect accounted for the remaining 9 percent of the cases. New York City will apply 
the methodology tested in its preliminary study to establish a multidisciplinary team to examine 
200 new child deaths caused by trauma, malnutrition, or otherwise suspicious causes, including 
accidents that may be the result of abuse or neglect. One joint demonstration project, located in 
Illinois and Louisiana, is developing multidisciplinary independent review committees for 
examining child fatalities caused by maltreatment. The St. Louis Child Abuse Network has 
developed a multidisciplinary board of inquiry to identify interventions to prevent child abuse and 
neglect fatalities. The St. Louis project also provides counseling for child protection workers. 
Such systematic efforts to examine factors contributing to non-accidental child fatalities will enable 
child protection agencies to improve their services to prevent nonaccidental child fatalities. 

An Assessment of the Use of Independent, Multidisciplinary Review Committees to Examine Child 
Fatalities Due to Maltreatment in the Joint Louisiana/Illinois Child Fatality Inquiry Project 
Joint Louisiana/Illinois Child Fatality Inquiry Project, Springfield, III. 
22 pp. 
Copyright undated 
Sponsored by: 
National Center on Child Abuse and Neglect (DHHS), Washington, DC 

This paper examines the use of independent, multidisciplinary review committees as a model for 
conducting child death inquiries in two states' child protection service system~lllinois and 
Louisiana. Similar findings of the committees and recommendations given to both child protection 
departments are described. 

The Multi-Discipline Approach to Child Death Investi.qations: The Child Fatality Review Team 
Concept 
Bodiford, E. 
Proceedings Paper 
pp. 432-451 
Copyright July 13-16, 1996 
Publication Information: 
In: 1996 Crimes Against Children Seminar. 8 "~ Annual Seminar of the Dallas Dept. of Police; the 
Dallas Children's Advocacy Center, Dallas, TX 
Distributed by: 
Dallas Children's Advocacy Center 

3611 Swiss Ave. 
(214) 818-2602 
Sponsored by: 
Jewish Women International, Washington, DC 

This paper provides an overview of the Texas statewide system for multidisciplinary review of 
child deaths. Child Fatality review teams are formed at the local level and coordinated by the 
State Child Fatality Review Team Committee. The overall goals of the review system are to 
collect accurate data about the causes of death of children and promote a public health approach 
to reduce the number of preventable deaths. The teams are also designed to improve 
collaboration among concerned agencies and improve investigation and prosecution. Team 
members include representatives from the offices of police, sheriff, child protective services, 
criminal prosecutor, medical examiner, and pediatrician. Communities may also appoint members 
from emergency medical services, mental health providers, public health professionals, child 
educators, child advocates, and childcare licensing agencies. Local officials or advocates who 



are organizing a team should first obtain the commitment of professionals and contact the state 
review team coordinator for materials and guidance. Core member agencies should be invited to 
join during the planning stages. The paper describes the role of each team member, team 
operating procedures, and meeting protocol. A list of national and state organizations and 
associations available for assistance is provided. 

Child Death Investigation Protocols: For Law Enforcement, Justices of the Peace, Medical 
Examiners, and the Texas Department of Protective and Regulatory Services 
Texas State Child Fatality Review Team Committee, Austin 
Technical Report 
132 pp. 
Copyright 1996 
Publication Information: 
Texas Children's Justice Act Grant Project. Texas State Dept. of Protective and Regulatory 
Services, Austin 
Distributed by: 
Texas State Dept. of Protective And Regulatory Services 
P.O. Box 149030 
Austin, TX 78714-9030 
(512) 438-3143 
Fax (512) 438-5592 
CJA~,VELA.dhs.state.tx. us 
Sponsored by: 
Texas Children's Justice Act Grant, Austin 

These guidelines distributed by the Texas Child Fatality Review Team Committee outline the roles 
and responsibilities of law enforcement, child protection services, justices of the peace, and 
medical examiners investigating the death of a child. The protocols emphasize a multidisciplinary 
approach to reduce duplication of effort and ensure that evidence is collected systematically. The 
guidelines provide background information about the characteristics of abusers and symptoms of 
child abuse and neglect. Procedures for collecting evidence from the death scene, conducting a 
preliminary investigation, interviewing caregivers and victims, and assessing cases for protective 
services are explained. Sample interagency agreements, investigation checklists, and forms are 
included, as well as a glossary of medical and legal terms. 
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Conducting Interviews and Interrogations 
in Child Fatality Cases 





OJJDP/FVTC 
Conducting Interviews & 
Interrogations in Child 
Fatalities Cases 

Ed Duvall Jr. Deputy Director 
Ohio Department of Public Safety 
Investigative Unit 

Miranda vs. 
Non-Mi randa? 

Can you access your Legal Advisor 24/7? 

Custodial  vs. 
Non-Custodia l? 

Is the suspect really free t o . . .  



60~.... . . .  
Then be prepared to articulate 
the facts in your reports to 
survive a suppression hearing. 

Taped vs. 
Non-Taped 

Interviews? 

TAPE !  
f 



Do you have 
the facts of the 
case in order? 

Do you have 

the cause of 

death? 

Do you have the suspects making 
any prior inconsistent statements 

to medical providers, hospital 
personnel, 911 tapes, EMS, 

neighbors, CPS, family? 

Did they call anyone before they 
called 911? 



Do you know the 
dynamics of child 

fatalities? 

Is there a smoking gun? 

Bloody knife? 

Baseball bat? 

Boots, belts, etc... 

Evidence review: 

~- physical 

medical 

~- forensic 

,--testimonial 

Are there 
signs of blunt 
force trauma? 



Are there 
indications of 
Shaken Baby 

Impact Syndrome? 

Are there signs of 
Closed Brain 

Injuries? 

Are there signs of 
Immersion Burns? 



Are there signs of 

Fail to Thrive? 

Clinical indicators to 

look for ..... 

Clinical indicators to 

listen for ..... 



Establishing 
CARE...CUSTODY... 
and CONTROL... of 

the child 

Establishing a time 
line of the child's 
last 72 hours... 

Day One 

0100 Hours 

0200 Hours 

0300 Hours 

0400 Hours 

0500 Hours 

etc .... 

O 
Day two and three.., 



i 

What  was the child doing? 

Who was present at  home? 

Include siblings, names and ages. 

Did the child get bathed? 
Did the baby's diaper get changed? 
Did the baby eat? 
Did the baby cry? 
Did the baby nap? 
Did the baby sleep all night? 
When did the baby go to bed? 
Listen for explanaUons of  flu like symptoms. 

We don't leave our 
child with just 

anybody! 

Interview Setting 

• Your turf?. 

• Their turf?. 

• Neutral ground? 



Double  team or  one-on-one?  

~ Take notes or 
n__oo note taking? 

Setting the Stage 
Learn history of suspect 

I childhood 
t state of current relationship 
I employment 
i physical status 
II mental status 
i criminal history 
II how they viewed the victim 
II how they viewed the siblings 
I who are the biological parents 

LEGAL Issues 

D Voluntariness of the confession 
is the fundamental issue in 
determining admissibil ity 

D Total i ty of the circumstances is 
the test for voluntariness 



Sliding Scale 
D Suspect is given an opportunity to confess 

in a manner that: 

~- psychologically acceptable to him/her 

~-makes behavior appear less 
reprehensible 

~- minimizes the gravity of the crime 

~-transfers some or all of the blame to 
others 

,-allows them to be seen as the 
"victim" 

Sliding Scale 
Fatal Abuse 

Less Severe 

Accidental vs 

Isolated Incident vs. 

Impulsive vs. 

"Shaken Baby" vs. 

Neglect vs. 

.More Severe 

Intentional 

Chronic Abuse 

Intentional 

"Battered Child" 

Intentional 

Listen first, let them tell their story 

Now point by point examine what 
you are hearing 

Lock them into a statement / then 
attack inconsistencies 



Housekeeping Issues 

The setting: 

The files, tapes, 
volumes of case 

r e p ° i ~  

Never, never let 
them catch you 

bluffing! 

Can we use deception? 



c-lc~ar e~eS 
co,9"ee 

candy _ ~  

r e s t r o o m  
b r e a k s  ~ . .  

sandwich 

DOCUMENT 

DOCUMENT 

DOCUMENT 
I f  it isn't on paper, it didn't happen! 

Anticipate the Defense! 

D Diminished capacity 

D Post partum depression 

D Previous injuries via automobile 
accidents 

P Previous injuries documented 
by hospital records 



Remember, the case doesn't 
end with the ~ 1 ~ , , ,  

How do you treat the suspect 
before, during and after interview? 

Trial Preparation 

D Reports of investigation 

D Review tapes 

D Review interviews 

D Review evidence 





Prosecution of Child Fatalities 





CHILD F A T A L I T I E S :  
A PROSECUTOR'S 

P E R S E P C T I V E  

D A N I E L  A R M A G H  

D I R E C T O R  O F  

L E G A L  E D U C A T I O N  

National Center for Missing 
and Exploited Children 
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AGAINST CHILDREN* 

(703) 837 -6337 
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Basic Characteristics You Should 
Recognize in Physical Abuse and 

Homicides Involving Children 

• Number  one is the discrepant history 
offered for serious injury 

• Have a basic understanding of  medical  
issues involved-what  mechanisms cause 
what injuries 

• lntergenerational conduct-about 30% 

• Discipline v. abuse (oranges) 

en~Ta 
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Basic Hallmarks of Physical 
Abuse and Fatalities 

• Abuse is escalating in nature-therefore a 
history usually is involved 

• Most cases abuse is obvious, WHODUNIT? 

• Multiple injuries in multiple planes of the 
body, coupled with a discrepant 
history=child abuse 

• Burden of proof is "higher" in caretaker 
cases 

Charging Considerations 

• Single injury or pattern of abuse over time? 

• Loss of control or determined intent to 
harm? 

• Those who don't  intend harm usually feel 
remorse immediately upon recognizing 
what their conduct did and admit their 
ac t ionsmaking up stories and covering up 
is excellent evidence of intent to harm 

Charging Considerations 

• Serious injuries inflicted unintentionally 
(recklessly or with criminal negligence) 
may still demand prosecution 

• How narrowly can the medical experts 
identify the "window" in which the injuries 
had to be inflicted? 

• Who was with the child during that 
window? 
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The WHODUNIT-sorting among 
multiple possible perpetrators 

• Don't give up until all bases have been 
touched 

• Who has a history of violent conduct toward 
children? Domestic violence? Investigators 
should check with family members, prior 
spouses, significant others, children that 
lived with suspect 

o*t,m~, 

WHODUNIT? 

• As to prior suspicious injuries to this or 
other children, is there a pattern showing 
one caretaker was usually in control when 
injuries occurred? 

• Who allegedly found the child "ill" or in 
distress, or dead? 

WHOD UNIT? 

• Who has offered the discrepant history? 
Keep in mind that if one person caused the 
abuse/death and the other knows about it, 
they both may tell the same stupid stories! 

• Which caretaker may have had "motive" to 
harm the child? Unwanted pregnancy, 
product of rape, insurance policy? 
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WHODUNIT? 

• Who has the physical  capabi l i ty  to inflict 
the injuries ? 

• Who has shown age- inappropr ia te  
expectat ions  o f  the chi ld?  

• Does  one  o f  the care takers  offer  "I was 
beaten as a child and I would  never  to 
th i s . . . ?"  

One caretaker  cri t ical  o f  others discipline? 

Mental State and Actus Reus 

• Medica l  experts  wi l l  tell you how much 
force and what  type  o f  force caused the 
injuries- then that informat ion must  be 
translated into the s ta te 's  theory 

• It is no  defense  that the defendant  did not 
know exact ly  wha t  was happening  
neuro logica l ly  to k n o w  the risk o f  harm 

Mental  State and Actus Reus 

• Nature o f  the act m a y  often p rove  what 
intent or  k n o w l e d g e  was  invo lved  

• Suffocat ion  can occur  unintentionally,  such 

as keep ing  a child quiet-such acts are at 
least reckless.  In mos t  cases o f  suffocation, 
there is ev idence  o f  pr ior  abuse and some 
ev idence  o f  mo t ive  to end the v ic t im ' s  life 
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Emotional Abuse 

• Should  there be criminal culpability for 

emot iona l  abuse?  

• Utah-2nd  degree felony creating a severe 
deve lopmenta l  delay in child through any 

conduc t  

• Studies  show neglect ,  demeaning or 
psychologica l  terrorism can result in more  
severe  problems  than physical abuse 

Medical Examiner unable or 
unwilling to assign a cause o f  death 

• It is still possible  to get convictions in those 
cases th rough  use o f  prior misconduct  
ev idence  and through excluding the 
poss ibi l i ty  o f  natural or accidental causes o f  

death  

~ , W I ,  

g 

Q 

AUTOPSY 

Ask medical examiner to determine effects of  
malnutrition on the ultimate cause of  death. 
Many deaths are classified from natural causes 
with malnutrition as a secondary cause. 

"But For" test - cases that list cause of  death 
from natural causes with malnutrition as a 
secondary cause can still be prosecuted if the 
child would not have died but for the 
complications of  malnutrition. 
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Unique Aspects of  Child 
Homicide Cases 

• Different  causes o f  death 

- Different  phys io logy  

• Non-s imul taneous  t imes  o f  injury or  death 

• Vict im is moved ,  often several  t imes 

• Mul t ip le  scenes 

Preservation o f  scenes  

• Background  informat ion  on social  
pa tho logy  

Anticipate the Defense- think like 
a defense attorney 

• Accidenta l  fall (genera l ly  head and 
abdomen  trauma) 

• C o m m o n  medical  f indings:  subdural ,  
epidural  and subarachnoid  bleeds coupled 
with retinal hemor rhages  

• D o c u m e n t  age, locat ion and condi t ion  o f  all 
injuries to the child 

Scene Investigation 

• Photographs,  d iagrams,  and v ideotapes  o f  
all possible scenes  wi th in  w indow o f  
oppor tuni ty-don ' t  re ly  sole ly  on the ch i ld ' s  
history 

• Measurements  o f  all surfaces f rom which 
child could  have fallen; document  condit ion 
o f  surrounding area 

• R e m o v e  items for doctors  to evaluate  
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Search Warrant Information 

• Preference for warrant over consent 

• Items most often requested; Medical 
records, appointment calendars, birth 
certificates, marriage records, food 
containers and food, soiled diapers, 
insurance records on all children, 

• Trace evidence, bedding, suspects and 
victim clothing, occupancy documents, 
photos 

o,a.p. 

ChiM "s Body as Crime Scene 

• Photograph all surfaces of  the body, 
especially hands and feet, tops and bottoms 
(parachute reflex) 

• Document presence and absence of  injuries 

• ABFO bar scale, color bar and color 
background 

Suspect Interview 

• Establish rapport 

• History, medical and social 

• If  no confession, lock them into 72 hr frame 

• Video tape demonstration of  exactly how 
child was injured 

• 911 call is important 

• Clinical course of injury by suspect critical 



8 

Suspect Interrogation 

• Sys temat ic  me thod  o f  ob ta in ing  information 
th rough  ques t ion ing ,  conf ronta t ion ,  and 

persuas ion  

• Accusa to ry  by  des ign  and na ture  

• Vo lun ta r iness  o f  the  con fe s s ion  is issue- 
total i ty o f  the c i r c u m s t a n c e s  is test  for 

vo lun ta r iness  

Who else should be questioned? 

• First r e sponde r s -med ic s ,  E M T s  

• E m e r g e n c y  d e p a r t m e n t  pe rsonne l  

• T rea t ing  phys i c i ans  

• Medica l  examine r  

I 

What to Ask 

• W h a t  did  you  hear  or  see  upon  arrival? 

• W h e r e  was  chi ld v ic t im located? 

• W h o  was  wi th  the ch i ld?  

• W h a t  was  be ing  done?  

• D e m e a n o r  o f  ca re taker?  

• Did they c h a n g e  a n y t h i n g ?  

• M o v e  a n y t h i n g ?  Inf l ic t  any  injuries? 
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What to Ask 

• Notice anything unusual? 

• What was said to them, by whom? 

• What medical education did you give 
caretaker? 

• First doctor to see victim; did they talk to 
caretakers, what time, what questions, what 
was their comments, demeanor? 

Assessment 

• Determine the doctors level of  experience 

• I f  appropriate, determine mechanism, 
timing and level o f  force necessary to inflict 
each injury-do not try to lock them into a 
specific hour by hour time frame-use a 
clinical course o f  injury 

• Within a reasonable degree of  medical 
certainty 

Shaken Baby Syndrome 

M i s c e l l a n e o u s :  

~:" R a p i d  d e v e l o p m e n t  o f  neuro log ica l  

i m p a i r m e n t  

H i g h  i n c i d e n c e  o f  dea th  

~" In ju r ies  m a y  be  p r o d u c e d  b y  shak ing  

a lone ;  h o w e v e r ,  o v e r  50% o f  fatal  

s h a k i n g  w / i m p a c t  
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Shaken Baby Syndrome 

Misce l l aneous :  

~t> Not  t r ivial  force ... equ iva len t  to 50-60 

m.p.h .  -- auto  acc ident  or fall from 

several  story b u i l d i n g  

~> Rap id  changes  in ch i ld ' s  behavior  

shou ld  be apparen t  

Outcome and Prognosis of 
Whiplash Shaken Infant 

Syndrome: Late 
Consequences After A 

Symptom-Free Interval 

Bonnier, Nassogne & Evard, 37 Dev. Med. Child 
Neurol. 943-956 (1995) 

Bonnier et aL, Outcome and Prognosis of 
Whiplash Shaken Infant Syndrome 

~' 13 children with WSIS followed for 4-14 years after 
injury (1 died in acute period) 

~' 7 without sign-free interval remained severely and 
permanently abnormal 
Other 6 initially appeared to have full recovery based 
on normal follow-up examination 2 months post 
shaking 

• ]- All but one became disabled after delay ranging from 
6 months to 5 years 
No favorable prognosis possible before 6 
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Bonnier  et aL, Outcome and Prognosis o f  
Whiplash Shaken Infant  Syndrome 

4. Mental retardation in 5 of 6 cases, all 5 required 
special education 

4. Severe behavioral disorders in 3 of 6 
4. Pervasive developmental disorder in 2 
4. Other findings included psychomotor retardation, 

impairment of cranial growth, delayed hemiparesis 
4. Short term studies also had poor outcomes 
4. Authors conclude that long term prognosis & 

outcome in WSIS is severe in most cases 

Williams, ILA., Injuries in Infants and Small 
Children Resulting from Witnessed and 

Corroborated Free Falls, 31(10) Journal of  
Trauma 1350 (1991). 

O106 children under  3 with witnessed and 
corrobora ted  falls by someone besides 
care taker  

OOnly  3 serious but  no t  life threatening 
injuries from f a t s  under  10 ft. 

0 5 3  children under  3 with uncorrobora ted  
falls 

O18 had severe injur ies  and 2 deaths from 
falls under  5 ft. 

Starling, S.P., Holden, J.R. & Jenny, C., Abusive 
Head Trauma: The Relationship o f  Perpetrntors to 

Their V~ctims, 95 Pediatrics 259 (1995). 

O151 children with abusive  head t rauma 

0 2 3 %  mortal i ty;  55% vary ing  degrees of 
neurological i m p a i r m e n t  at discharge 

OMale  perps  ou tnumbered  women 2.2:1 

OFa the r s  O7%) ,  boyfr iends (20.5%), female 
baby-sitters (17.3%), mothers  (12.6%) 

0 3 6  of 37 confessed perpe t ra to rs  were present 
at onset of symptoms 
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/ t  ", 

i 

Starling, S.P., Holden, J.R. & Jenny, C., Abusive 
Head Trauma: The Relationship o f  Perpetrators to 

Their ~ctims, 95 Pediatrics 259 (1995). 

~90 children (60%) had both subdural 
hematomas and retinal hemorrhages 

• PI5 (10%) had subdurals and associated 
injuries and 46 (30%) had subdurals, retinal 
hemorrhages & associated injuries 

Shaken Baby Syndrome 

"k Rapid development of neurological impairment with 
severe or fatal head injury; decreased level of 
consciousness or unconsciousness 

-kldentifies when injury occurred; drastic changes in 
child's behavior should be readily apparent; narrows 
class of perpetrators 

-k Frequent presence of old subdurals,  fx's 

-/tHigh incidence of death 

Doctors  M a k e  Mis takes  Too 

4" Competen t  investigations 
supplement  the medical  opinion - 
they are  not  dictated by them 

4- Research on "Missed Abusive Head 
T r a u m a "  showed misdiagnosis in 
31% of cases 

4. Appearances  of suspects are  
deceiving 

~.v ~ _ ( " 
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Restricting the Time of 
Injury in Fatal Inflicted 

Head Injuries 

K. Y. Willman et al., 21(10) Child Abuse 
& Neglect 929-940 (1997) 

Wil lman et al., Restrict ing the  Time o f  
I n j u r y  in Fatal  Inf l ic ted H e a d  In jur ies  

~ 95 Children - all under 16 years o f  age 
)~ Fatal A ccident 

Blunt Head Injury 
)~ No Spinal Cord or Brainstem Transection 

Witnessed; EMS Response 
Pedestrian 33%; Passenger 30%; 
Bicycle 26 %; Skateboard/Skates 10% 

c~L.p~ 

Willman et al., Restrict ing the Time o f  
In jury  in Fata l  In f l ic ted  H e a d  In jur ies  

Definitions: 

@Survival Time: earliest documented time post- 
injury ... time pronounced dead 

~Lacid lnterval: conscious, GCS14-15 
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Wil iman et aL, Restrict ing the Time o f  

I n ju ry  in Fa ta l  In f l ic ted  H e a d  Injuries 

Findings: 

OMed. survival time: &l Hours (29rain - 139d) 
@SAH 76%, SDH 53 %, EDH 15% 
@Brain contusion 55% 
@Skull fracture 55% 
@Brain edema 47% 
OSevere head injury (GCS 3-8) 90% SO1 

Wi l lman  et aL, Restrict ing the Time o f  
I n j u r y  in Fa ta l  In f l ic ted  H e a d  Injuries 

Findings: 

O l  lucid interval (EDH only) 
013  others with EDH did not have this 
@1 other child had modest improvement 

(aCS 6 -  1 O) 
OAside from one case, no normal 

consciousness after the head injury 

Wi l lman  et al., Restr ict ing the Time o f  
I n j u r y  in Fata l  In f l ic ted  H e a d  Injuries 

Imulications: 

[~> Children who die o f  head injury rarely 
appear normal after the injury 

[K> Fatal head injury occurred after child last 
seen appearing normal 

[~> Expect caregiver to seek help ASAP 
[K> I f  delay, suspect abuse 
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Smith, W.L. & Alexander, R.C. 
Physical Parameters of SBS 

~ 2 7  adults given models of three weights: 3 kg 
(newborn); 8 kg (10 month-old); 13 kg (2 year- 
old) and asked to shake them as long and hard as 
possible 

~ M e d i a n  duration of shaking was: 30 secs. (3 kg), 
18 secs. (8 kg), 15 secs. (13 kg) 

~Males  & females did not differ in length of 
shaking for 3 kg but did for other weights with 
males able to shake longer 

Smith, W.I~ & Alexander, R.C. 
Physical Parameters of  SBS 

Shaking rates were 3.4/sec. (3 kg), 2.3/sec. (8 
kg), 2.3/sec. (13 kg) 

gI, Average distance traveled by subjects hands was 
25 centimeters (10 inches) 

OEven at 13 kg. median duration of 15 sees. 
greatly exceeds the 2-3 sec. minimum estimated 
time necessary for SBS 

OWomen capable of causing similar forces 

q 'D's  may shake harder  because angry 

U.S. v. Gaskell 
985 F.2d 1056 (ll th Cir. 1993) 

> Defense argued doctor 's  demonstration of force 
necessary to produce victim's SBS injuries using 
a rubber  mannequin was irrelevant and 
prejudicial 

> Defense objection that doll was not similar in size, 
weight and neck rigidity to victim; more force 
needed in demonstration to produce head 
movement on doll than on victim; doctor 
conceded this on cross-x 
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I l l i n o i s  v. H o l m e s ,  
616 S.E.2d 1000 (_ILL App. 3d 1993) 

" W e  c o n c l u d e  t h a t  a r a t i o n a l  t r i e r  o f  

f ac t  c o u l d  n o t  h a v e  f o u n d  the  D gu i l t y  

o f  f i r s t  d e g r e e  m u r d e r .  H e r e  the  

e v i d e n c e  w a s  i n s u f f i c i e n t  to  show t h a t  

t he  D k n e w  h i s  a c t i o n s  c o u l d  cause  

d e a t h  o r  g r e a t  b o d i l y  h a r m . "  

Illinois v. Holmes, 
616 N.E.2d  1000 (I1£ App. 3d 1993) 

"The  evidence showed the D had only a 
seventh grade educa t ion  and  the death 

was caused by a one- t ime shaking.  The D 
testified that  he did not  know shaking a 
child could kill a chi ld . . ,  the D and his 

wife both testified tha t  he did not  intend to 
h a r m  Crys ta l . . .  no evidence was 

in t roduced  which showed the D knew his 
actions could cause Crys ta l ' s  death." 

Illinois v. Holmes, 
616 N.E.2d I O00 (Ill. App. 3d 1993)(Dissent) 

• The D repeatedly lied to the paramedics & 
police claiming the victim slipped out of his 
arms and fell to the floor 

• The D changed his story during the trial 
• "After reviewing the extensive medical 

testimony.., combined with the D's wife's 
statement, it is dearly evident the D has never 
yet told the truth about his daughter's death." 

i' 
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Illinois v. Holmes, 
616 N.E.2d lO00 (HI. App. 3d 1993)(Dissent) 

• The D's wife provided a statement to the police at 
the hospital: "He came in there and snatched her 
out of my arms... I tried to take her from him... 
then he called me a fuck'n bitch and slung the 
baby's bottle at me. Then that 's when he kicked 
me in the gut." 

Q Where was the baby at that time? 

A She was sitting on the floor crying. 

Illinois v. Holmes,  
616 N.E.2d 1000 (IlL App. 3d 1993)(DissenO 

Q Did the D do anything to the baby at that time? 

A He just picked her up and shook her and told her 
she better stop crying. 

Q How hard did he shake her? 

A Pretty hard, made her feel it. She stopped 
crying. It scared her more than anything. 

Q What were his exact words to the baby? 

A Fuck'n shut up. Fuck'n shut up. 

Illinois v. Holmes,  
616 N.E.2d 1000 (Ill. App. 3d 1993)(DissenO 

Q Is this the only time you observed your 
husband shake your daughter? 

A No. 
Q What other time did he shake her? 
A Early this morning and last night too? 

[Earlier I he had her out of bed... 1 heard her 
screaming and he was changing her diaper... 
and I asked him if he fed her yet. He said 'No 
bitch' so I went and fixed her bottle and that 's  
when he was shaking her. 
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A 

Illinois v. Holmes,  
616 N.E.2d 1000 (IlL App. 3d 1993)(DissenO 

Q 

A 

[Later] he came in and  yanked her out of my 
arms  and  said he wanted  her. So I followed 
them. . ,  and she s tar ted crying again, so he kind 
of like tossed her on the floor and told me to 
leave her  the luck alone because I was the one 
that spoiled her. . .  And tha t ' s  when he began to 
shake he r  again and told her  to fuck 'n  shut  up. 
Has he ever struck, shook or thrown her before 
this date? 

Yeah 

Illinois v. Holmes ,  
616 N.E.2d 1000 (Ill. App. 3d 1993)(DissenO 

Q Can you describe the way he grabbed and 
shook her? 

A He picked her up and  grabbed her tight and 
s tar ted shaking the piss right out of her. 

Q Was  the baby being held by the a r m s  alone 
when he shook her? 

A He was squeezing so ha rd  her elbows were 
going into her ribs. She was screaming. 

Illinois v. Holmes,  
616 N.E.2d 1000 (llI. App. 3d 1993)(DissenO 

• Doctors identified older rib fx 's  and  fx 's  to 
the a r m s  and legs which were consistent 
with shear ing type forces produced by 
shaking  

• The baby was marked ly  underweight  

• Doctors testified the chi ld 's  pr ior  injuries 
indicated a pat tern of abuse  over a long 
period of time. 

r 
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I l l i n o i s  v. R i p l e y ,  
685 N.E.2d 362 (IlL App. 3d 1997) 

• D claimed insufficient evidence showing he 
intent ional ly o r  knowingly  in ju red  baby 

• D is p r e s u m e d  to in tend  the  probable 
consequences  o f  his acts, and  a great  dispari ty in 
size a nd  s t r eng th  between a defendant  and  the  
victim as  well as n a t u r e  of  injuries may  be 
considered.  

• Holmes was wrongly  decided. 
• Severity of  in jur ies  completely inconsistent with 

D ' s  c la imed lack of m e n s  rea 

"There is no disagreement among 
professionals in the f ield that the violent 

shaking, whether or not it is 
accompanied by an impact, is not a 

casual act but rather one that would 
indicate to a rational observer that severe 
injury was being inflicted on the child. " 

W i l b u r  L. Smi th ,  Abus ive  Head Injury,  
7 A P S A C  Adviso r  16 (1994). 

i ~ A ~  ~'tT 

" W h i l e  the  a u t h o r  does not  

advocate  m i l d  s h a k i n g  o f  babies or 

t h r o w i n g  babies  up in the  air, the  

violence o f  the  abus ive  shak ing  is 

several  orders  o f  magn i tude  

greater  than  any  o f  these  p lay fu l  
activities... " 

W i l b u r  L. Smi th ,  Abus ive  Head Injury,  
7 A P S A C  Adviso r  16 (1994). 



Lazoritz, S., The "Shaken" Infant: 
Historical Aspects and Characteristics 

@51 cases of abusive traumatic brain injury 

qI, Boys victimized twice as often 

=P 18% admitted to shaking by discharge date 

=[P20% alleged accidental fall < 3 ft. 

qP31% denied any trauma at all 

=lP26% of kids in E.R. within prior  week for 
symptoms such as vomiting, possible seizures, 
ear infections, irritability, turning blue and 
lethargy. 

G ~  

Lazoritz, S., The "Shaken" Infant: 
Historical Aspects and Characteristics 

60% had retinal hemorrhages,  20% didn't  and 
20% had no opthalmological exam 

~> 25% had old & new subdural  hematomas 

45% had a fracture of some kind 

~I, 25% mortality 

Fathers and mother 's  boyfriend most common 
perpetrator 

• l~ Cases crossed all socioeconomic boundaries 

HEAD INJURIES 

Head Injuries in Very Young 
Children: Mechanisms, Injury 

Types and Ophthaimologic 
Findings in 100 Hospitalized 

Patients Younger Than 2 
Years of Age. Pediatrics, Vol. 

90, No. 2 August 1992 



HEAD INJURIES 

Pediatrics, Voi. 90, No. 2 

August 1992 

". . .  [E]xcept for those (blunt head 
injuries) caused by motor vehicle 
accidents and falls from extreme 
heights, they are almost always 

benign. . ."  

DEATHS FROM FALLS IN 

CHILDREN: H O W  FAR IS FATAL? 
Chadwick, et all, 31 Journal of Trauma 1353 (1991) 

/ -4  1 ~  35.3 

5-9 65 23.0 

~0-~t4 7S 26.5 

"/5--~19 2~ 8.5 

20-29 "l 7 6.0 

30-45 2 0.7 

Total Cases 283 

Case Fatality Rate By Fall Height 

a-.4 7 lO0 %0 

5-.9 0 65 0.0 

Total 6 2&3 2.~ 

Chadwick,  et al, How Far Is Fatal? 
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Fatalities From Short Falls 

Chadwick, et al, How Far Is Fatal? 

Abdominal  Trauma 

Two Basic. Mechanisms: 
O ~  of  solid organs (liver, spleen, pancreas) 
of the upper abdomen against the vertebral bodies or 
bony thorax as a result of  a blow to upper abdomen; 

@Sudden Compression of hollow abdominal viscera 
(intestines, stomach, colon, bladder) against the 
vertebral column as a result of  a blow to the 
abdomen. 

Abdominal  Trauma 

High Mo.rtality Rate: 
Q Severity o f  injuries to vital organs; 

~l Delay in seeking appropriate medical care; 

Q Delay in correct diagnosis~misleading history; 

Q Brisk hemorrhage; 

Q Young age o f  victims (6 mos - 3yrs). 
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Abdominal Trauma 

Symptoms and pr.esentation: 
Mr Often present w/nonspecific abdominal 

complaints and w/o history o f  trauma 

~r Vomiting 

~" Fever 

~- Abdominal pain/tenderness/distention 

w Diminished bowel sounds 

~- Indicators o f  obstruction/peritonitis 

Abdominal Trauma 
Specific Organ Injuries: 
Liver 

¢~ Most  common abdominal injury due 
to abuse; 

Most  often due to blows to upper 
abdomen; 

Severity ranges f rom from 
asymptomatic to life threatening. 

Abdominal Trauma 
Specific Organ Injuries: 

Often caused by accidental trauma; 

~ lnfrequently reported as a result o f  abuse; 

Generally protected due to it 's position 
under the ribcage; 

~Severi ty  o f  injuries range f rom minor to life 
threatening. 
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Abdominal  Trauma 

Specific Organ Injuries: 

Pancreas 

Occurs with some frequency; 

Results f rom blunt trauma to the upper 
abdomen; 

Body o f  pancreas overlies the spine and can 
be crushed with significant blows; 

Injury  usually results in pancreatitis. 

Abdominal  Trauma 
Specific Organ injuries: 
K idneg, Bladder: U rinarp Tract 

Caused by severe blows to the flank; 

Because kidneys well-protected, trauma is 
usually associated w/injuries to other 
abdominal organs; 

Bladder injuries unusual; 

Most renal injuries are managed 
conservatively~do no require surgery. 

Abdominal  Trauma 

Specific Organ Injuries: 
Stomach 

Not as frequent an injury; 

%More common i f  the child has a full stomach 
at the time of  the trauma; 
Children will exhibit rapid manifestation b/c 
of  pain associated w/gastric spasms and the 
noxious effects of  gastric acid in the 
peritoneum. 
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Munchausen Syndrome By Proxy 

" M u n c h a u s e n  Syndrome  By Proxy occurs  when  a 
pa r en t  or guardian falsifies a chi ld 's  medical  
his tory or alters a ch i ld ' s  labora tory  test o r  

actual ly  causes an illness or  in jury  in a child in 
order  to gain medical a t tent ion for the  child which  

m a y  result  in i nnumerab l e  ha rmfu l  hospital  
p rocedures" .  

Zumwalt & ~ Pathology of Fatal Child Abuse and Neglect, in 
Child Abuse and Neglect, 276 (]LHelfer & ILKempe, eds. 4th ed. 1987~ 

Munchausen Syndrome By Proxy 

"MSBP may be defined as the cluster of 
symptoms and/or signs, circumstantially 

r e l a t e d ,  in  w h i c h  (1) i l l ne s s  in  a c h i l d  is 

s i m u l a t e d  ( f a k e d )  a n d / o r  p r o d u c e d  b y  a 

p a r e n t  o r  s o m e o n e  w h o  is in  loco  p a r e n t i s ;  

a n d  (2) t h e  c h i l d  p r e s e n t s  f o r  m e d i c a l  

a s s e s s m e n t  a n d  c a r e ,  u s u a l l y  p e r s i s t e n t l y ,  

o f t e n  r e s u l t i n g  in m u l t i p l e  p r o c e d u r e s ;  a n d  

Munchausen Syndrome By Proxy 

"(3) knowledge about the etiology of  the 
child's illness is denied by the 

perpetrator; and (4) acute symptoms and 
signs in the child abate when the child is 

separated from the perpetrator." 
Rosenberg, D., Munchausen Syndrome By Proxy, in Child 
Abuse: Medical Diagnosis and Management (R.Reece, ed. 

1994) 
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Victim 

- Vu lne rab l e ,  special ,  at r isk k ind  o f  child 

• U s u a l l y  preverba l  

• A b s e n t  o f  c lassic  ba t te red  child s igns 

• C l in ica l  picture  e ludes  d iagnosis  

• M i n i m a l  response  to classical t rea tment  

• D r a m a t i c  i m p r o v e m e n t  when  away  from 

c a r e t a k e r  

Perpetrator "s Characteristics 

• Parent/relative/caretaker (almost always mother) 

• Medical knowledge/access (27% have nursing 
backgrounds) 

• Model morn-develops social network at hospital 

• Meets own needs through child 

• Resistant to treatment once discovered/denial even 
in face of  direct proof  

Continuum of  Involvement 

• D o c t o r  s h o p p i n g / e x c e s s i v e  medica l  visits 

• Fa l s i f i ca t ion  o f  h i s to ry  

• I n d u c e d  phys ica l  f ind ings  

• Dea th ;  5 - 1 5 %  mor ta l i ty  

• R e v i e w  ent i re  med ica l  record wi th  

phys i c i an ,  in su rance  h is tory  o f  fami ly  
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Continuum 

• Look  for  p a t t e r n s u n u s u a l  s y m p t o m s ,  
r ecur ren t  i l lnesses,  c a r e t ake r ' s  p re sence  

• N u r s e s  notes  are cri t ical  

• W h e n  hospi ta l ized ,  restr ic t  acces s  

• V i d e o t a p i n g s t a t u t e s  and  hosp i ta l  

• T i m e  l ine o f  ch i l d ' s  i l lnesses  

"Persons who intentionally falsify 
history, signs or symptoms in a child 

to meet their own self-serving 
psychological needs have been 

diagnosed with Factitious Disorder 
by Proxy..." 

Ayoub, C.C. & Alexander, R.A~ Definitional Issues in 
Munchausen Syndrome by Proxy, ! i ( ! )  APSAC 

Advisor 7 (1998) 

"Factitious Disorder by Proxy is a 
psychiatric disorder which is 

applied to a person who 
intentionally falsifies signs or 

symptoms in a victim (usually, but 
not always a child). 

Ayoub, C.C. & Alexander, R.A, Definitional Issues in 
Munchausen Syndrome by Proxy, I I(1) APSAC 

Advisor 7 (1998) 
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"I t  s h o u l d  be  emphas i z ed  tha t  there  is N O  

par t i cu lar  psycho log ica l  pro f i l e  or  
check l i s t  o f  s y m p t o m s  tha t  def ini te ly  

con f i rm or  e x c l u d e  this diagnosis;  there  
are c o m m o n  pat terns ,  wh ich  s h o u l d  be 

e x a m i n e d  on a case  by case  bas is ."  

Ayonb, C.C. & Alexander, R.A., Definitional Issues in 
Munchaosen Syndrome by Proxy, I I(I)APSAC 

Advisor 7 (1998) 

"While lying is a critical component o f  
Factitious Disorder by Proxy, it is felt  that 

these adults have the ability not only to lie, but 
to impostor. They simulate a caring and 

believable parent and convince others o f  their 
cause while simultaneously engaging in 

behavior harmfid both to the child and to the 
professionals involved. " 

Ayoub, C.C. & Alexander, R.A, Definitional Issues in 
Munchausen Syndrome by Proxy, 1 i ( i )  APSAC 

Advisor 7 (1998) 

"The resulting distorted 
relationship between mother and 
child is the consequence o f  the 

child's victimization, driven by the 
mother's psychiatric disorder. " 

Ayoub, C.C. & Alexander, R.A., Definitional Issues in 
Munchausen Syndrome by Proxy, i I(I) APSAC 

Advisor 7 (1998) 
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"However.. . there is a compulsive quality to 
the behavior, such that even in the face o f  
discovery and possibly dire consequences, 

these mothers are unable to stop themselves... 
these mothers in therapy have indicated their 
awareness o f  the need to stop their behaviors 

but also their lack o f  self-control- 
Additionally, some level o f  dissociation 

exists. " 

Parnell, T.F., "Munchausen Syndrome by Proxy 
Syndrome", (Sage, 1998) 

"Finally, the issue o f  intentionality arises... 
the behaviors appear to be carefully 

planned and consciously concealed... My  
own clinical experience also suggests these 
mothers know exactly what they are doing 
when they perpetrate these behaviors. In 

treatment, mother-perpetrators have 
acknowledged, described and discussed 

their intents. 

Parnell, T.F., "Munchausen Syndrome by Proxy 
Syndrome", (Sage, 1998) 

Munchausen Syndrome By Proxy 

Charac te r i s t i c s :  

~-, C a r e t a k e r  engages  in behav i o r  to 
gain a t ten t ion  and  s y m p a t h y  for  

selves 

• -, Po ten t ia l ly  severe  medica l  and  
emot iona l  consequences  for  the child 
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Munchausen Syndrome By Proxy 

Charac te r i s t i c s :  

~->Equal d i s t r ibu t ion  of  male  and 
female  vict ims;  mos t  are  infants 
and  todd le rs  

~>Abuse genera l ly  conf ined  to one 
sibl ing at  a t ime  

Munchausen Syndrome By Proxy 

C h a r a c t e r i s t i c s :  

a~> F o u r  basic  types  of  scenar ios :  
,/Exaggerated, false history/illness 
,/Altered lab specimens/records 
~f Assault on child to produce symptoms 
• / Deliberate poisoning 

Munchausen Syndrome By Proxy 

Charac t e r i s t i c s :  

~-~ O l d e r  ch i ld ren  m a y  a d o p t  false 

s y m p t o m s  as own 

m-> S y m p t o m o l o g y  in chi ld genera l ly  

p rogresses  in severi ty;  f r equen t ly  
resul ts  in dea th  
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Munchausen Syndrome By Proxy 

List of Categories: 

(!) Perceived Illness 

@ Doctor Shopping 
® Enforced Invafidism 

@ Fabricated Illness 
® Help Seeker 

® Active Inducer 
® Doctor Addict 

Munchausen Syndrome By Proxy 

Common Symptoms and Causes: 

Bleeding from various sites 

Neurological symptoms 

t Rashes 

t Fevers 

t Gastrointestinal disorders 

Munchausen Syndrome By Proxy 

Common Symptoms and Causes: 

t Poisoning 

Toxicological screening 

Search of perpetrator 's  home 

Extensive review of past medical 
records vital 

• ~ - I  " ~  



3 2  

Munchausen Syndrome By Proxy 

C h a r a c t e r i s t i c s  o f  P e r p e t r a t o r :  

~ A l m o s t  a lways  m o t h e r  

~ L o n e l i n e s s / i s o l a t i o n  

~ P e r c e i v e d  as loving a n d  ca r ing  

~ - S p e n d s  excessive t i m e  w/chi ld  

~ R e f u s e s  to leave  hosp i t a l  

Munchausen Syndrome By Proxy 

Characteristics of Perpetrator :  
~.- Insists child only responds to her 

caretaking 
~- Appears less concerned than hospital 

staff 
Familiar w/medical terms 

Munchausen Syndrome By Proxy 

Characteristics of Perpetrator:  

Father has low profile; doesn ' t  visit; 
frequent job travel 

~- Physical symptoms resolve when child 
removed 

Parent tolerates invasive procedures 
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Munchausen Syndrome By Proxy 

Red Flags: 

Persistent or  recurrent  illnesses 
that cannot be explained 

Lab results and physical findings 
that are at variance w/general 
health of child 

Munchausen Syndrome By Proxy 

Red Flags: 

~ l  "Never seen anything like this 
before" 

Symptoms that don ' t  occur when 
away from care taker  

Particularly attentive caretaker in 
hospital 

Munchausen Syndrome By Proxy 

Red Flags: 

Unconcerned care taker  

~-~ Non-responding symptoms 

Polymicrobial bacteria 

Atypical episodes of  SIDS; claimed 
"near  miss" SUDS 
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Sudden Infant Death Syndrome 
(SiOS) 

"The  sudden death of  an infant  under  one 
year  of  age which remains  unexplained after 

a thorough  case investigation,  including 
pe r fo rmance  of  a comple te  autopsy, 

examinat ion  of  the death scene, and a review 
of the clinical his tory."  

American Academy of Pediatrics (1994). 
Distinguishing SIDS from Child Abuse Fatalities. 

Sudden Infant Death Syndrome 
(S!DS) 

Generally: 
@ SIDS fa r  more  common than infanticide 

5000-7000 SIDS; 1200-1500 homicides 

@ Most  common  cause of  death for children 
between 1-12 mos. 

Sudden Infant Death Syndrome 
($IDS) 

Generally: 

80% occur before 5 roDS. of  age; 
90% b y 6  roDS. 

60%-70% boys; 30%-40% girls 

More common in winter months 



3 5  

Sudden Infant Death Syndrome 
(SIDS) 

Gene ra l l y ;  

@ Less than 5% of  a p p a r e n t  SIDS dea ths  a r e  

due to abuse 

@ Mass .SIDS cen te r  stats: in 806 sudden,  
unexpected  infan t  deaths f rom 1982 to 1990, 
only 5 cases (0 .6%)  fatal  child 
abuse  

Distinguishing SIDS 
from Homicide 

"The  appropriate  professional response to any 
child death is compassionate, empathetic,  

support ive and non-accusatory. At the same 
t ime it is vital to discover the cause of death if  

possible. Unless there is a history of 
significant antecedent illness or  there are  

obvious injuries, the parents can be told that 
death appears  to be due to 

Distinguishing SIDS 
from Homicide 

"SIDS, but that  only with a thorough 
scene investigation, post-mortem 
examination, and review of the 

records can other causes be 
excluded." 

American Academy of Pediatrics (1994). 
Distinguishing SIDS from Child Abuse 

Fatalities. 
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i 

Distinguishing S1DS 
from Homicide 

F e a t u r e s  raising possibility of  homicide :  

O Previous episodes of apnea in same 
person's presence; 

O Previous unexplained medical disorders 
such as seizures; 

O Age at death of over 6 months; 

~ q ~  m 

Distinguishing SIDS 
from Homicide 

Fea tu res  raising possibility o f  homicide :  

O P r i o r  h i s to ry  o f  abuse;  

O P r i o r  unexpec ted /unexpla ined  child 

dea ths  in family;  

• P r i o r  law en fo rcemen t /CPS  
invo lvemen t  re violence 

Distinguishing SIDS 
from Homicide 

Death should be ruled SIDS when: 

• A complete autopsy is done and finding are 
compatible w/SIDS 

• No evidence of head trauma, cervical cord 
injury, retinal hemorrhage or asphyxia 

• No trauma on skeletal survey 
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MEETING UNTRUE 
DEFENSES IN CHILD 

PHYSICAL AB USE CASES 

Presented by 
Daniel Armagh 

Director 
National Center for Missing and 

Exploited Children 

HEAD INJURIES 

Head Injuries in Very Young Children: 
Mechanisms, Injury Types and 
Opthalmologic Findings in 100 

Hospitalized Patients Younger Than 2 
Years of Age. 

Pediatrics, Vol. 90, No. 2 August 1992 

RESOURCE 

T h e  Q u a r t e r l y  Child Abuse 
Medical Update 

The Institute for Professional 
Education, Massachusetts Society for 
the Prevention of  Cruelty to Children 

43 Mount Vernon SWeet 
Boston, MA 02108 
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National Center for Missing 
and Exploited Children 

~- Training 

Technical Assistance 

Publications 

PROBABLE DEFENSES 

• ~> Discipline 
~> Accident 

~> Self-Inflicted 
~> SODDI 

~> Cul tura l  Norm 
Lack  of Intent  

Religious Tenets 
~4> Reasonable  Doubt  

GROUND RULES 

Begin meeting from beginning 

Analyze to determine defense 

Defendan t ' s  statements 

Suppor t e r ' s  statements 

Analyze at every phase 

Review case for weaknesses 

I ~ d  m 
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Verification & Corroboration 

~> Prompt  Investigation 

~,:.~ Interview witnesses 

¢~ Scene 

~ Injuries 

Verification & Corroboration 

~> Importance of Experts 
-.~ nature of injuries 
-~ timing of injuries 

mechanism of injuries 
clinical course of injuries 

how scene and statements fit 

child development 

DISCIPLINE 

VICTIM'S CONDUCT 

DEFENDANT'S CONDUCT 
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A C C I D E N T  

Injuries inconsistent with 
explanation 

Foreseeable nature o f  injuries 

~ t ~ a  

S E L F - I N F L I C T E D  

Expert testimony re: child 
development 

Expert testimony re: 
mechanism o f  injury 

SODDI 

• "o ther  dude'"  not  capable 

• t iming o f in jur ies  

• incons i s tenc ies  
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C U L T U R A L  N O R M  

~>Conduct not culturally accepted 
~>Culturally accepted but illegal 

L A C K  O F  I N T E N T  

expert re: mechanism 

~- expert re: amount of force 

surrounding circumstances 

RELIGIO US TENETS 

~> relevance of religion 

~> religious exemption? 

~> caretaker's history 

~> life in danger 

~ n  
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REASONABLE DO UB T 

show what  happened  
show how it happened 
show where  
show w h o  

e- show 

SCOPE OF THE PROBLEM 

• Neglect and Failure to Thrive 

• Parents and caretakers are the overwhelming 
majority of  perpetrators in neglect and failure to 
thr ive  cases  

• At least 2000 deaths reported each year 

• Professionals are generally poorly trained and not 
prepared to properly investigate and accurately 
diagnose these cases 

• 18,000 children permanently disabled 

• 142,000 children seriously injured 

PERPETRATOR PROFILE 

• Major i ty  o f  perpet ra tors  are fathers/male 

care takers  - absolute domina t ion  o f  child 's  

env i ronment ,  including mothe r  

• Most  p rog rams  target  w o m e n  but do not 

address  domes t ic  v io lence  issues 

• Very  s t rong correlat ion be tween  family 

v io lence  and FTT or Neglec t  
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P E R P E T R A T O R  PROFILE 

• Statistical data on fami ly  violence and child 

abuse 

• Battered women  are much  more likely to 
abuse their  chi ldren 

• Should  we prosecute  bat tered women  who 
abuse or fail to protect  their  children? 

• Feminis t  perspect ives  

1.8 - 4 mil l ion women are 
victimized by d.v. 

• How Violent Are American Families? 
Estimates from the National Violence 
Resurvey and Other Studies. Finkelhor,  D., 

Kirkpatrick,  J.T. 

Statistical Data on Family  
V i o l e n c e  and Child Abuse  

• 3.3 - 10 mil l ion chi ldren  wi tness  domest ic  

violence each year. 

• Children of  Battered Women. Jaffe, P., 
Wolfe,  D. (Sage 1990) 

• Chi ld  Abuse  is present  is 30 - 70% of  
famil ies  in which  there  is spouse abuse. The 

severi ty  o f  abuse usual ly  parallels the 

sever i ty  o f  the domes t ic  violence.  
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Massachusetts 

• D H S S  s tudy  revea led  that  3 2 %  o f  thei r  
chi ld  p ro tec t ion  cases  also invo lved  
domes t i c  v io lence .  Hangen ,  E. D.S.S. 
lnteragency Domestic Violence Team Pilot 
Project Data Evaluation - Boston, Mass. 
Dept. o f  Social Services. 

Battered Women Abusing Children 

• M o t h e r s  are e i g h t  t imes  more  l ikely to hurt  
the i r  ch i l d r en  w h e n  they  were  be ing  
b a t t e r e d  than  w h e n  they  were  safe  f rom 
v io lence .  Lenore Walker (1984) 

• C h i l d r e n  in h o m e s  w h e r e  domes t i c  v iolence 
o c c u r s  are  phys i ca l ly  a b u s e d  or  ser ious ly  
n e g l e c t e d  at  a rate o f  1500% h i g h e r  than the 
n a t i o n a l  average.  Physical Violence In 
American Families, Straus,  M.A.  

Domestic  Violence and 
Failure to Thrive 

• Children are in nearly 50% of  all homes where 
police respond to domestic violence 

• 70% of  all women in shelters have children with 
them, 20% have three or more. 

• In 40% of  child abuse cases, there is also a 
battered women. 

• Pregnancy is a prime time for the onset of 
domestic violence, with the abdomen or stomach 
prime targets. 
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FTT and Domestic Violence 

Testimony before Congress disclosed that 
nearly 50% ofabusive husbands batter their 
pregnant wives, and that as a result these 
women are four times more likely to bear 
low birth weight infants and experience 
difficulty in post birth maturation if  sent 
back to a hostile environment of  domestic 
violence. ABA Report on The lmpact of 
Domestic Violence on Children (1994). 

FTT and Domestic Violence 

Reports suggest that more babies are born 
with birth defects as a result of  the mother 
being battered than all diseases and illnesses 
for which we now immunize pregnant 
women combined. Chiles, L. Death Before 
Life: The Tragedy of  bifant Mortality. 
Report o f  the National Commission to 
Prevent Infant Mortality. 

Should Battered Mothers Be 
Prosecuted for Child Abuse? 

Theories of  prosecution against the mother: 

• neglect of  the child 

• direct abuse of  the child 

• failure to protect the child from harm 

• inflicting emotional harm on the child 

• failure to report abuse 
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FTT Scenarios 

• Being present when the child is abused and 
failing to intervene 

• Failure to seek out medical aid for the child 
after the abuse 

• Leaving the child alone with a known abuser 

• Failing to take care of  the child 's  basic 
necessities o f  life or emotional well being 
because abuser is jealous, threatens harm or 
the child is singled out for abusive treatment 

Should we Prosecute Battered 
Women? 

• There  is no empirical data  that 
battered women are incapable 
of protecting their children 

In Interest o f  A.D.R., 524 N.E. 2d 
48 7 (ILL. App. Dist. 1989) 

• Father's repeated physical abuse o f  
mother for seven years created injurious 
environment to child's welfare supporting 
neglect or abuse petition. Court did not 
sleed to wait until child became a victim of  
physical abuse or until repeated beatings 
caused permanent emotional damage to 
the child. 
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In re Theresa "CC'; 5 7 6 N  Y.S. 
2d 937 (1991) 

Parental rights o f  both parents terminated 
based upon court finding that both had 
engaged in mutual domestic violence in 
front o f  the children for many years 
impeding the ehidren's  ability to thrive and 
develop in the appropriate manner. 

State v. G.P., N. W. 2d 477 
(Neb. 1990) 

Parental rights of non-abusing mother terminated 
based upon her failure to protect her children from 
abusive acts by father. Mother claimed a victim of 
domestic violence and fear prevented her from 
protecting children or leaving. Court noted the 
mother returned to abusive environment of her 
own volition and even after serious abuse of  
children, stated she would not leave her husband. 

Child Abuse and Feminism 

• Liberal Feminism-until  equal 

• Radical Feminism-powerless  people 

• Cultural Feminism-nmturing role of  women 

• Hedonic Feminism-must  first deal with the 
legacy o f  violence against women before 
women can be held responsible  
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Shaken Baby Syndrome 

• Ch i ld ren  who  are a b u s e d  by shak ing  are 
often neglec ted  for  subs tan t ia l  per iods  o f  

t ime before med ica l  t r e a tmen t  is sought  

• 25% are fatal and  the  su rv ivors  often suffer  

se r ious  chronic  in jur ies  

• Inves t iga tors  shou ld  a lways  be  sensi t ive  to 
acute injuries w h i c h  h a v e  no t  rece ived  
appropr ia te  and t ime ly  medica l  a t tent ion 

FAILURE TO THRIVE 

• F I T  defines children whose growth is 
significantly under developmental norms 
established for a child's age and gender 

• Organic causes for FTT caused by medical 
conditions 

• Non-organic causes are caused by withholding 
necessary sustenance FTT is the developmental 
outcome for severe malnutrition (starvation) 

FAILURE TO THRIVE 

• I n t e rven t ion  - phys i c i ans  repor t  a % o f  F r T  

to chi ld  pro tec t ive  serv ices  

• S m a l l e r  % of  cases  are repor ted  to  law 

en fo rcemen t :  usua l ly  a d v a n c e d  s tages  o f  
malnu t r i t ion  or dead  o f  re la ted  causes.  

• M D T  pro-ac t ive  app roach  can  p reven t  some 

FTT  cases  

Prof i l ing  "at  r i sk"  fami l ies  
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NEGLECT 

• Environments which are inappropriate 

• Filthy - poor hygiene 

• Crack house parties 

• Drugs given or accessible by children 

• Weapons 

• Failure to protect from abuse o f  various 
origins 

CULPABILITY 

• Non-criminal  culpability from ignorance or 
poverty 

• Exhaustive investigation required to 
establish type o f  culpability 

• Refer to the appropriate agency and have a 
follow up protocol 

CULPABILITY 

• Criminal culpability requires evidence that 
establishes guilt beyond a reasonable doubt 
that the defendant(s) caused the chi ld 's  
condition due to intentional, knowing,  
reckless or criminally negligent  acts or 
omissions o f"ca reg ivers . "  
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SUCCESSFUL PROSECUTIONS 

• Thorough investigation 

• Professionally conducted and documented 
interviews of: a t tending physicians, social 
services caseworker,  medical  staff, medical 
examiner, caxegiver(s), family members, 
neighbors and persons with knowledge o f  
child 's  life (especially last days) 

• Obtaining background assessments - social/ 
medical and prompt  scene investigation 

SCENE INVESTIGATION 

• Consen t  sea rch  

• Coope ra t i ve  s ta te  

• Sens i t iv i ty  bu t  t h o r o u g h  invest igat ion 

• Serve  sea rch  w a r r a n t  

• S ign c o n s e n t  re lease  for  ch i ld ' s  medica l  
records  

• Release  o f  all c h i l d r e n ' s  records 

SCENE INVESTIGATION 

• Relevant (even i f  peripheral) is important 

• age appropriate food in the house? 

• milk bottles? cans o f  formula? mixing iustr? 

• document and photograph cabinets, counter tops, 
refrigerators, freshness of  foods-both adult and 
children's. 

• used and unused diapers-stools in diapers can 
indicate infectious, last meal, content, last change 
of  diaper-retrieve dirty laundry 



Medical Aspects of Child Fatality 
Investigations 





The Roles of Health 
Care Professionals, 
Emergency Medical 

Technicians and 
Medical Examiners 

Causes of Fatalities 

Dist inguishing between 

accidental and infl icted 

injuries 

Definitions 

An accident is an event that occurs 
incidentally, casually or by chance 

An inflicted injury is one that occurs 
voluntary and conscious control. 

Inflicted injuries may be intentional 
or unintentional. 



Q u e s t i o n s  to  ask  to  he lp  s e p a r a t e  
acc iden ta l  f r o m  in f l ic ted in jur ies:  

• What is the age of the patient? 
Development determines what kinds of 
injuries are likely. 

• Is the history plausible? Could this injury 
have occurred as recounted by the 
caretaker? 

• Does the history change with changing 
information given to the caretaker? 

• Does the history change when related in 
subsequent accounts by other family 
members? 

Q u e s t i o n s  to  ask  to  he lp  s e p a r a t e  
acc iden ta l  f r o m  in f l ic ted in jur ies:  

Are there non-familial eye-witnesses to the 
event? 
Was the injury described by the caretaker 
actually unwitnessed by the caretaker? ("Did 
you see this happen?") 
Is the demeanor of the caretaker defensive, 
belligerent, hostile, passive or unconcerned and 
not in keeping with the patient's condition? 
Is the social situation in which the event 
occurred a high-risk environment? 
Mostly importantly, what else could have 
caused the observed injuries? 

C o m m o n  susp ic ious  s to r ies  in fa ta l  
chi ld a b u s e  cases:  
K i rschner ' s  "D i r t y  Dozen "  

1. Child fell from a low height 
2. Child fell and struck head on floor or furniture, 

or hard object fell on child 
3. Unexpectedly found dead (age and 

circumstances not appropriate for SIDS) 
4. Child choked while eating and was therefore 

shaken or struck on chest or back 
5. Child suddenly turned blue or stopped 

breathing, and was shaken to revive 
6. Sudden seizure actMty 



Common suspicious stor ies in fata l  
child abuse cases: 
Kirschner's "Dir ty Dozen" (con' t )  

7. Aggressive or inexperienced resuscitation 
efforts to a child who suddenly stopped 
breathing 

8. Alleged traumatic event a day or more prior to 
the terminal event 

9. Caretaker slipped or tripped while cam/ing child 
10. Injury inflicted by sibling 
11. Child lef~ alone in dangerous situation 

(bathtub) for just a few moments 
12. Child fell down stairs (or in a walker, or other 

baby equipment) 

Physical Abuse Types 
Head 

The key points in the ana tomy  o f  the 
head consist  o f  the fo l lowing layers: 

• Scalp • Pia-arachnoid 

• Subgaleal space • Parenchyma 
• Skull • Axons and Dendrites 

• Epidural space • Myelin 

• Dura mater • Brainstem 

• Subdural space • Ventricles 
• Bridging veins 



Mechan isms  of  I n j u r y  

Hymel has outlined a model that explains 
isolated acceleration injuries: 

• Head was injured by impulsive loading without 
impact (whiplash) 

• Head was struck by a deformable, moving object 
over a large surface area leading to marked head 
acceleration 

• Head was moving rapidly and contacted a 
deformable material over a large surface area 

In addition to these acceleration injuries, the head 
can also be compressed in a vise-like situation. 

Shaken Baby Syndrome (SBS) 
Shaken Impact Syndrome (SIS) 

The terms shaken baby syndrome (SBS) 
and shaken impact syndrome (SLS) refer 

to the signs and symptoms, as well as 
the clinical, radiographic and sometimes 
autopsy findings resulting from violent 

shaking of an infant or young child. 

Shaken Baby Syndrome (SBS) 
Shaken Impact Syndrome (SIS) 

• Most common case of mortality from physical 
abuse 

• Accounts for the most long term disability in 
infants and young children due to physical abuse 

• Age of victims ranges from newborn to 
approximately 4 years of age 

• Majority of  cases occur before the infants' first 
birthday 

• Average age of victim is between 3 and 8 
months 



Shaken Baby Syndrome (SBS) 
Shaken Impact Syndrome (SIS) 

• The usual trigger for shaking is inconsolable 
crying by the Infant 

• The perpetrator loses control and grabs the 
infant, either by the thorax, the upper arms 
or the neck, and violently shakes the baby 

• The tlme of shaking varies, usually ranging 
from 5 seconds to 15 or 20 seconds 

Shaken Baby Syndrome (SBS) 
Shaken Impact Syndrome (SIS) 

Shaking and the sudden deceleration of the head at 
the Ume of impact do several things: 

• The veins that bridge from the brain to the dura, which 
is fixed to the inside of the skull, are stretched and, 
exceeding their elasticity, tear open and bleed, creating 
the subduraI hematoma 

• The brain strikes the inner surface of the skull, causing 
direct trauma to the brain substance 

• The deeper sb'uctures of the brain, the axons, can be 
broken, sheafing off during the commotion to the brain 

• The lack of oxygen during shaking causes further 
irreversible damage to the brain substance 

• Damaged nente ce~ls release chemicals which add to 
the oxygen deprivation and cause further damage to 
adjacent nerve cells 

IT IS THESE INJURIES TO THE 
BRAIN, NOT THE BLEEDING 

UNDER THE DURA OR 
ARACHNOID MEMBRANES, THAT 
CAUSE THE SIGNS, SYMPTOMS 

AND COURSE OF SHAKEN 
BABY/SHAKEN IMPACT 

SYNDROME 



Concomitant wi th the destruction of  
brain tissue are other injuries... 

• The most significant of these are the retinal 
hemorrhages 

• Skull fractures may be seen when there has been 
sufficient impact 

• Posterior rib fractures may be seen reflecting the 
compression of the chest during shaking and the 
movement of the rib cage 

• Bruising of the skin of the head, face and other 
parts of the body 

Resulting Signs & Symptoms 

• Decreased responsiveness 

• Irritability 

• Lethargy and limpness 

• Convulsions 

• Vomiting 

• Increased breathing rate 

• Low body temperature and low heart rate 

• Coma with fixed and dilated pupils 

• Death 

Crush Injuries 

These injuries cause injuries to the brain by 
static loading as opposed to 
acceleration/deceleration injuries. 

When the head is crushed, such as when the 
head is run over by a vehicle, the skull and 
brain absorb the energy and my be severely or 
mildly damaged depending on the forces 
involved. 

However, the brain does not undergo the 
commotion associated with shaking and impact 
and so the Injury patterns may be quite 
different. 



Penetrating Injuries 

Gunshots, knives, blunt implements may 
cause penetrating injudes to the contents 
of the cranium. 

These are more easily diagnosed than the 
victim of shaking or shaking with impact 
because of the nature of the lesions. 

Physical Abuse Types 
Abdomen 

Abdominal Cavity 

SOLID HOLLOW 

liver 
spleen 

pancreas 
kidneys 

stomach, duodenum,  
Jejunum, small 
intestine, large 
intes~ne, bladder, 
ureters 

*Large and small blood vessels and nerves 
supply all of the organs & these are subject 
to injury as well 



Mechanisms of Injury 

Blunt abdominal trauma (e.g., a fist, foot, 
instrument, or appliance) strikes the 
abdomen and can cause trauma to the organ 
by direct contract or by forcing the organ 
against a hard surface. Direct blows disrupt 
the integrity of the solid organ. Hollow 
viscera are usually injured by sudden 
impingement against the abdominal portion 
of the spinal column. 

Distinguishing Between Accidental 
and Inflicted Injuries 

Accidental Inflicted 

Median Age 7 yrs. 8 mo. 2 yrs. 6 too. 
History Motor vehicle Discrepant history 
Medical Care Prompt Delayed 

Organ Involved Solid Hollow 
Mortality Rate 21% 53% 

Ledbetter et al studied 156 children under 13 years of age 
with abdominal injuries 

Order of Frequency of Involved 
Organs in Inflicted Injury: 

1. Smal l  I n t e s t i n e  

- 30% duodenum 

60% je junum 

10% terminal i leum 

2. L ive r  

3. Panc reas  



Physical Abuse Types 
Thoracic 

The thorax is the rib cage and all the internal 
organs contained within it. 

• Heart and great vessels going to 
and from the heart 

• Lungs and the mediastinum 
containing blood vessels 

• Nerves 

• Esophagus 
• Trachea 

• Diaphragm 

Mechanisms of Injury 

Direct impacts, penetrations and compressions are the 
principle types of forces causing injury to the thorax. 
Direct major impacts can cause disturbance of cardiac 
rhythm leading to death, spontaneous rupture of the 
lung or hemorrhaging. 

Compressions of the rib cage can cause fractures of 
ribs, contusions and/or lacerations of the thoracic 
structures, bleeding and collections of blood within the 
pleural or pericardial membranes. 

Penetrating injuries can cause punctures of the lungs, 
heart or pericardial sac, massive hemorrhaging from 
heart or great vessels, or rupture of the esophagus, 
hypopharynx or trachea. 

Distinguishing Between 
Accidental and Inflicted 

Certain types and locations of thoradc injuries 
make them more likely to be inflicted than 
accidental; 

. Posterior rib fractures. These fractures are 
caused by fordng the posterior arcs of the ribs to 
migrate past the horizontal plane of the spine 
levering the rib attachment to the body of the 
vertebra against the transverse process of the 
vertebra, creating a characteristic fracture that is 
unlikely to be produced in any other fashion. 



c" 

i•,• / i 
A , . - . - . : k  ~ l i ~  / / 

l " T ' ! a ~ " . . ' : { D ' . = :  I - ~  I /  

,, \ . . . .  / , #  L~J % ' }  ........ 1 I / /  - . , , .  - . . . . . . .  . _ . ~ , - , .  . . , - - , , a l f ~ - - - ~ l -  j 

F i g u r e  4, 'l, The cos tover leb ,c l  arligulofionx'.| 
The rib head anicu{btes: ~ithAhe.costql lace~J 
of lh~. ~ r ie~ ,a  ae.~-P, om.. (so..r~d e, rro:..,s)~ ~os~e- / 
ricdy, lt~e db ~ube~iale a~i~lates with the trans-J 
ve~e D..'OCe~ l'Ogl2l" (C~l:)e/"} g;TOI4Z$), . ." J 

Distinguishing Between 
Accidental and Inflicted (con't) 

• Hypopharyngeal perforation. Perforation of 
the posterior pharynx or upper esophagus in 
an infant or small child are unlikely accidents 
unless there is a clear history of the child 
having fallen with a sharp object in the 
mouth. These lesions, when treated early, 
should pose no threat to life, hut if left: 
untreated, can lead to infection, 
pneumothorax and death. 

(% 



D i s t i n g u i s h i n g  B e t w e e n  
A c c i d e n t a l  a n d  I n f l i c t e d  (con't) 

. Chylothorax This unusual interruption of the 
lymphatics within the thorax allows milky 
chyle to leak into the thoracic cavity and, 
although not in itself likely to cause death, 
suggests significant trauma. When seen in a 
child death case, unless there is a history of 
motor vehicle crash or a fall from more than 
3 stories, chylothorax is a highly suggestive 
sign of inflicted injury. 

Burns 
Anatomy of the Skin 

The skin consists of the supertidal layer, the 
epidermis, and the deeper layer, the dermis. 
Epidermal appendages include sweat glands, 
hair follicles, and the sebaceous (oil) glands. 
Both layers are richly supplied with blood 
vessels and nerves. 

Classification of Burn Injuries 

First 
Degree 

Involves o~ly the superftdal layer 
of the epidermis and is 
characterized by redness only 

I 
Second Extends into the dermis causing I 
Degree blistering and tissue loss I 

Entire dermis and appendages are ~amaged. I 
Third BEause U~e nerves are d~royed, areas of 
Degree u~in~ degree ~m have no pain sensaDon 

Extends beyond the subcutaneous 
Fourth tissue Into the muscles, bones 
Degree and joints 



Classification of Burn Injuries 

• Second degree burns are also called 
partial thickness burns 

• Third and fourth degree bums are also 
called full thickness burns 

Mechanism of Injury; 
Distinguishing between 
Accidental and Inflicted 

Immersion Burns 

Immersion Burns 

These bums are characterized by sharply 
demarcated margins of the bum, uniformity 
of the burn with sparing of skin surface by 
skin folds or protection from the burning 
agent. These burns most often involve the 
upper and lower extremities and the 
buttocks. 



Dry Contact Burns 

These burns are uniform in degree of burn, 
often involve exposed surfaces of the body 
(arms, legs, hands, feet) and are assodated 
with discrepant histories. 

Chemical Burns 

These are burns associated with add or 
alkali substances and may involve the skin 
or the internal organs, particularly the 
mouth, throat, esophagus or tracheo- 
bronchial tree. 

Pattern Burns 

Burns that conform to heated elements 
such as irons, grills, curling irons, cigarette 
lighters, or stove heating elements may be 
acddental or inflicted. The age of the child 
and the location of the bum, coupled with 
the history of how the burn occurred will in 
most cases be sufficient to make the 
distinction between accident and abuse. 



Physical Abuse Types 
Skeletal Injuries 

Factors increasing the likelihood that a 
fracture in childhood is due to abuse: 

• Young age 
- Up to 70% of abusive fractures occur in infants 

under 1 year of age 
- 80% of all inflicted fractures are found in babies 

under 18 monks of age 

• Children with disabilities and/or history of 
prematudty are at increased risk 

• Associated other injuries 

• More than one fracture 

• Fractures in multiple locations 

• Fractures in vadous stages of healing 

The skeletal survey is useful in children 2 
years of age in which there is a suspicion of 
physical abuse of  any kind. 

The survey includes: 

• Skull: f r on ta l  and lateral  v i ews  

• Spine: f ron ta l  and lateral  p ro jec t ions 

• Chest  

• Ex t remi t ies :  Separate v i ews  o f  upper  
and l owe r  ex t remi t i es  



Humerus 

• C o m m o n  in a b u s e  

• Usua l l y  in t h e  m idd le  o r  l o w e r  th i rd  o f  

t h e  s h a f t  

• E l b o w  f r a c t u r e s  m o r e  c o m m o n  in 

acc iden ts ,  espec ia l l y  in o lde r  ch i ld ren,  
b u t  i f  seen  in ch i l d ren  u n d e r  3 years  o f  
age ,  a b u s e  shou ld  be cons ide red  

Femur 
• 60% of femoral fractures in children under 1 year are 

from abuse 
• 20% of femoral fractures in children between 2-3 

years of age are from abuse 
• In another study, 31% of femoral fractures in children 

under 3 years of age were from abuse 
• Femoral fractures arising from accidental causes are 

most often associated with major 
a~eleration/deceleratlon injuries or major blunt 
trauma. Motor vehicle crashes are the major cause. 

• The type of fracture cannot be used to distinguish 
accidental from abusive. (Spiral fractures occur as 
the result of torsional forces that can be seen in 
accidents or abuse.) 

Metaphyseal Fractures 

• The Classic Metaphyseal Lesion (CML) is 
diagnostic of abuse. No other mechanism of 
injury can cause this fracture. 

• The fracture is across the zona spongiosa, 
the thinnest portion of the end of the long 
bones. I t  forms a disc-like fragment which 
can look like chips or a bucket-handle 
dependlng on the plane of projection of the 
x-ray beam. 



Mechanism of 
Production of 

the CML 

Clavicle 

. Commonly fractured long bone in both 
inflicted and accidental injury, usually in the 
middle thlrd of the bone 

• Accidental fractures of the medial or lateral 
third are uncommon in the under-3 year old, 
but can result from shaking 

Rib Fractures 

(See Thoracic injuries) 



Vertebral fractures due to 
compression of vertebral 
bodies during shaking 
with hyper-extension or 
hyper-flexion 

Dating Fractures 

• Four stages to bone injury: Soft callus 
formation occurs 10-14 days after fracture 
and can be seen as cottony shadows around 
the fracture line 

• Skull fractures do not undergo callus 
formation and aging of these fractures is 
unreliable 

Differential Diagnosis 

• Accidental fractures 

• Obstetrical trauma 

• Prematurity 

• NutTitional deficiencies such as rickets 

• Metabolic disorders such as Nenke's 
syndrome 

• Drug toxicity making the bones fragile 

• Neuromuscular disorders such as cerebral 
palsy (CP) 



Di f ferent ia l  Diagnosis (con't) 

• Skeletal dysplasias such as osteogenesis 
imperfecta. (A new entity has been 
described by Paterson that he has called 
'Temporary Brittle Bone Disease" for which 
there is no scientific evidence. I t  Is often 
used in the courts as a defense ploy in cases 
of abusive multiple fractures.) 

• Neoplasms such as leukemla 

Specificity of Fractures for Abuse 

When to suspect abuse: 

• Metaphyseal fractures in children under 2 
years of age 

• Posterior rib fractures 

• Medial or lateral clavicular fractures 

• Scapular fractures 

• Spine fractures 

• Sternum fractures 

Specificity of Fractures for Abuse 

Highly suspicious for abuse: 

• Multiple fractures, espedally bilateral 
fractures (fractures of long bones on both 
sides) 

• Repetitive fractures in the same child 

• Fractures to the hands or feet 



Specificity of Fractures for Abuse 

Histories suspicious for abuse: 

• Delay in seeking medical attention 
• Discrepant history - the history does not 

make sense when assessing the injury 
• Fractures in varying stages of healing 
• Extremity plus skull fracture 
• IntTacranial injuries plus skull fracture 
• Any fracture in a child under 2 years of age 

should be investigated for the possibility of 
abuse 

Neglect 

The failure to meet  the child's need in 
terms of  food, clothing, shelter, 
medical care, safekeeping, nurturance 
and education. Neglect accounts for 
nearly half of  all reports and half of  all 
child fatalit ies due to child 
maltreatment.  

Physical Neglect 
Exposure 

Failure to provide food, shelter and/or  
clothing appropr iate to the weather  are 
examples of  this form of  neglect. 



Failure to Thrive 
• "Failure to thrive due to the withholding of food is 

the most extreme form of physical neglect 
• Child's growth deviates from the norms of the 

child's age and sex due to malnutrition 
• Most common risk factors are poverty and 

substance abuse 
• Abusive failure to thrive must be distinguished 

from other forms of FI-F where there are social 
or medical factors contributing to or responsible 
for the FFT 
Unusual dietary habits due to parental practices 
based on fad diets, ignorance, or splinter 
religious or cultural groups 

Medical Neglect 

Immunizat ion fai lures or lapses are one 
form of  this type o f  neglect and rarely can 
be implicated as a cause o f  child fatality. 
Instances where this might  occur are cases 
of  tetanus ( lockjaw), poliomyelit is, measles, 
mumps, hepatit is, or  diphtheria leading to 
death. 

Medical Neglect (con't) 

Non-compliance with medical advice is a more 
common cause for child fatality due to medical 
neglect. In cases of life-threatening illnesses 
such as diabetes, cancer, asthma or cystic 
fibrosis, or to infectious diseases such as 
meningitis or sepis, or refusal of life-saving 
surgical procedures, failure to follow 
established and accepted proven medical 
treatments leading to a child's death are 
considered examples of medical neglect. 



Medical Neglect (con't) 

Certain religious practices are responsible for 
child fatalities. There are well-documented 
cases of deaths in the Christian Science Church 
because of refusal of usual medical care. 

There are at least 17 religious sects where 
deaths have occurred because of bizarre beliefs 
in healing by falth. Examples of these churches 
include the Faith Assembly, End Time Ministries 
and Faith Tabernacle Church. 

Medical Neglect (con't) 

Cultural practices are responsible for 
directly produdng child fatalities as well as 
delaying or refusal of accepted medical 
practices for a vadety of illnesses and 
conditions leading to death. These 
practices indude coin rubbing, moxibustion, 
female genital mutilation, caida de mollera 
and cupping. 

Supervisory Neglect 

House fires are responsible for a significant 
number of child fatalities. Some of these 
are due to caretakers who have left their 
children alone in a dwelling and the house 
catches fire due to the children playing with 
matches, dgarette lighters or appliances. 



Supervisory Neglect (con't) 

Bathtub and bucket drownings cause child 
deaths on a regular basis. A child left 
unsupervised in a bathtub while the 
caretaker leaves to answer the phone, 
attend to some other activity or simply due 
to ignorance or laziness may drown. A 
certain percentage of these bathtub 
drownings are intentional. 

Supervisory Neglect (con't) 

Dangerous baby equipment has led to 
deaths. The U.S. Consumer Safety 
Commission has ascertained at least one 
death per year due to infant walkers. 

Walkers are implicated by some caretakers 
when the real injuries are due to physical 
abuse and the walker is used as an excuse 
for the injuries. 

Supervisory Neglect (con't) 

Automobile seat restraints. 

The failure to secure infants and children in 
proper seat restraints has resulted in child 
fatalities. 



Supervisory Neglect (con't) 

Exposure to drugs and drug environments. 

There are numerous reports of passive drug 
exposures being responsible for child injuries and 
some fatalities. Some caretakers have administered 
drugs to children for a variety of masons, including a 
desire to keep the child quiet, to put them to sleep, 
or from a perverted desire to give the child the same 
pleasure they are enjoying. Living in a drug 
environment has also led to child deaths by exposing 
the child to the dangers of the paraphernalia of drug 
abuse (caustic ingestions of free basing agents) and 
the dangers of drug dealers. 

Munchausen by Proxy (MBP) 

HBP is a cluster of symptoms and/or signs 
where: 

• An illness in a child is faked and/or produced by 
a parent 

• The child is presented for medical assessment 
and care, usually persistently, often resulting in 
multiple medical procedures 

• Knowledge about the etiology of the child's 
illness is denied by the perpetrator, and 

• Acute symptoms and signs in the child abate 
when the child is removed from the perpetrator 

Manifestations 

The most common manifestations are: 

• Apnea (cessation of breathing) 

• Seizures 

• Recurrent vomiting 

• Recurrent diarrhea 

• Muscular weakness 

• Neurological problems 

• Bleeding disorders 

• Complaints of sexual abuse 



Manifestations 

Because of the need on the part of the 
perpetrator to keep the child ill, the 
perpetrator, usually the child's mother, 
will escalate the illness simulation or 
production to keep the medical providers' 
attention. In some cases, the perpetrator 
will go too far, causing the child's death. 

Poisonings 

The administration of toxic agents to a child has 
been responsible for child fatalities. The exact 
number of such events is unknown since no 
records are kept in a uniform fashion across the 
United States. When this is suspected, and the 
offending agent is known, tests can be run to 
confirm their presence. When the agent is 
unknown, toxicology screens may determine the 
agent is in the blood or urine. However, most 
screens miss a large number of toxic drugs due 
to the large number of new drugs constantly 
being manufactured either legally or illegally. 

Suffocation 

I t  is difficult to determine how many child 
fatalities are due to intentional suffocation 
since postmortem examinations cannot, in 
most instances, identify the mechanism of 
hypoxic damage to the brain. The 
pathologist can determine whether or not 
hypoxia has occurred but cannot be certain 
as to how it came to be. 



Strangulation 

Strangulation injuries can lead to hypoxia and 
death. External evidence is often present, but 
many strangulation deaths are said by 
caretakers to be due to window shade pulls, 
cords in or around cribs or playpens, or 
garments. It  there are clear indications of 
manual strangulation, such as finger marks 
around the neck, the cause is more identifiable. 
Close cooperation with the pathologlst doing the 
postmortem investigation should lead to more 
clearly delineated causes. 

Unusual Manifestations 
of Abuse 

• Fatal  pepper  asp i ra t ion 

• M ic rowave  burn ings  

• Needle  inser t ions 

• Forced coin ingest ions 

Recognition & Diagnosis 

Physical Examination 

• General visual inspection 

• Vital signs 

• Measurements, developmental assessments 

• Location o f  lesions 

• Pattern o f  lesions 

• Discrepancy between caretaker history and 
physical f indings 



Ancillary Studies 

Radiology 

• Specificity of  fractures 

• CT/MRT/Plain radiographs 

• Skeletal survey 

Laboratory 

• Hemogram 

• Urinalysis 

• Chemistr ies 

• Enzymes 

• Toxicology 



Sudden Death in Infancy 

History 
surrounding 
death 

Consistent 
With SIDS 

Apparently 
healthy infant 
fed, put to bed. 
Found lifeless. 
Silent death. 
EMS 
resuscitation 
unsuccessful. 

Less Consistent 
With SIDS 

Infant found 
apneic. EMS 
transports to 
hospital. Infant 
lives hours to 
days. Substance 
abuse, family 
illness. 

Highly Suggestive 
or Diagnostic of 

Child Abuse 

History atypical 
for SIDS. 
Discrepant 
history. Unclear 
history. 
Prolonged 
interval between 
bedtime and 
death. 

Sudden Death in Infancy 

Age at death 

Consistent 
With SIDS 

Peak 2-4 mo. 
90% <7 mo. 
Range 1-12 mo. 

Less Consistent 
With SIDS 

8-12 mo. 

Highly Suggestive 
or Diagnostic of 

Child Abuse 

>12 mo 

CFI-Mellleal-R~-79 



Sudden Death in Infancy 

PE and 
laboratory 
studies at 
time of 
death 

Consistent 
With SIDS 

Serosanguinous 
watery, frothy or 
mucoid nasal 
discharge, pivl 

Less Consistent 
With SIDS 

Organomegaly of 
viscera. Stigmata 
of disease process 
(PE, laboratory, 

Highly Suggestive 
or Diagnostic of 

Child Abuse 

Cutaneous  
injuries. 
Traumatic lesions 
of body parts 

lividity in 
dependent 
areas. Possible 
marks on 
pressure points 
of body. No skin 
trauma. Well- 
cared-for baby. 

x-ray) (conjunctiva, 
fundi, scalp, 
intraoral, ears, 
neck, trunk, 
anogenital 
extremities, 
malnutrition, 
neglect. 
Fractures. 

C f  I - M c d i ~ a l 4 : ~ c ~ t  -81) 

Sudden Death in Infancy 

History of 
pregnancy, 
delivery and 
infancy 

CFI-M~llc~-R¢cc~.81 

Consistent 
With SIDS 

Prenatal care-minimal to 
maximal. Frequent history 
of cigarette use during 
pregnancy. Some future 
S|DS victims are 
premature or LBW. Subtle 
defects in state, feeding, 
cry t neurological status 
(hypotonia, lethargy, 
irritability). Less 
postneonatal height and 
weight gain. Twins, 

Less Consistent 
With SIDS 

Prenatal care- 
minimal to maximal. 
History of recurrent 
illnesses and/or 
multiple 
hospitalizations. 
"Sickly" or "weak" 
baby. Specific 
diagnosis of organ 
system disease. 

Highly Suggestive 
or Diagnostic of 

Child Abuse 

Unwanted 
pregnancy. Little or 
no prenatal care. 
Late arrival for 
delivery. Birth 
outside of hospital. 
Few or no well baby 
care. No 
immunizations. Use 
of cigarettes, 

triplets. Spitting, GE 
reflux. Thrush, 
pneumonia, illnesses 
requiring hospitalization, 
tachypnea, tachycardla, 
cyanosis. Usually: no signs 
of antecedent difficulty. 

drugs/alcohol during 
and after pregnancy. 
Baby described as 
hard to care for or 
to "discipline." 
Deviant feeding 
practices. 



Sudden Death in Infancy 

Death scene 
investigation 

CFI.ML~I~aI-R~42 

Consistent 
With SIDS 

Crib, bed in good 
repair. No dangerous 
bedclothes, toys, 
plastic sheets, pacifier 
strings, pellet pillows. 
No cords, bands for 
possible entanglement. 
Accurate description of 
position with attention 
to possible head/neck 
entrapment. Normal 
room temperature. No 
toxins, insectiddes. 
Good ventilation, 
furnace equipment 

Less Consistent 
With SIDS 

Defective crib/bed. 
Use of inappropriate 
sheets, pillows, 
sleeping clothes. 
Presence of 
dangerous toys, 
plastic sheets, 
pacifier cords, pellet 
pillows. Co-sleeping. 
Poor ventilation, 
heat control. 
Presence of toxins, 
insectiddes. 
Unsanitary 
conditions. 

Highly Suggestive 
or Diagnostic of 

Child Abuse 

Chaotic unsanitary 
crowded living 
conditions. Evidence 
of drugs/alcohol. 
Signs of terminal 
struggle in crib, bed, 
bedclothes or other 
equipment. Discovery 
of blood-stained 
beddothes. Evidence 
of hostility by 
caretakers. Discord 
between caretakers. 
Display of violence 
between caretakers. 
Admission of harm. 
Accusations. 

Sudden Death in Infancy 

Previous 
infant deaths 
in family 

Consistent 
With SIDS 

First unexplained 
and unexpected 
infant death - 

Less Consistent 
With SIDS 

One previous 
unexpected or 
unexplained infant 
death. 

Highly Suggestive 
or Diagnostic of 

Child Abuse 

More than one 
previous 
unexplained or 
unexpected infant 
death 
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Sudden Death in lnfancy 

Autopsy 
f indings 

C F  l -~.tedlea~l - R t ~  -84 

Consistent 
With SIDS 

No adequate cause of 
death at PM. Normal: 
skeletal survey, 
toxicology, chemistry 
studies (blood sugar may 
be high, normal or low), 
microscopic examination 
metabolic screen. 
Presence of: large 
numbers of intrathoradc 
petechiae; dysmorphic, 
dysplastic or anomalous 
lesions; gliosis of 
brainstem; sphincter 
dilation. Occasionally 
subtle changes in liver, 
including fatty change 
and extramedullary 
hematopolesis. 

Less Consistent 
With SIDS 

Subtle changes in 
liver, adrenal, 
myocardium. Few 
or no intrathoracic 
petechiae. 

Highly Suggestive 
or Diagnostic of  

Child Abuse 

Traumatic cause of 
death (IC or visceral 
bleeding). External 
bruises, abrasions, or 
bums. No 
intrathoracic 
petechiae. 
Malnutrition. 
Fractures. Subgaleal 
hematoma. Abnormal 
body chemistry 
values (NA, C1,K 
BUN, sugar; liver, 
pancreatic enzymes; 
CPK). Abnormal 
toxicology. 

Sudden Death in Infancy 

Previous CPS 
or LE 
invo lvement  

Consistent 
With SIDS 

None 

Less Consistent 
With SIDS 

One 

Highly Suggestive 
or Diagnostic of  

Child Abuse 

Two or more. One 
or more family 
member arrested 
for violent 
behavior. 

C F I . M e d l e ,  a l  - Re~o~ -85 
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Documentation 

• Crit ical role in documen ta t i on  

• Rules for  documen ta t i on  

Legibility 

. Objectivity 

- Non-judgmental 

No editorial comments 

Photodocumentation when possible 

The Autopsy 
and the 

Pathologist's 
Perspective 

Relationships between health care 
professionals, emergency medical 
technicians, law enforcement  and 
prosecution 

• Concept of a multi-disciplinary team 

• Legal constraints of confidentiality 

• Participation on child death review teams 
• Serving as expert witness 









The key points in the anatomy of the head consist of the following layers: 

Scalp (Hair, skin, subcutaneous tissue, muscle) 

Subgaleal space (under the scalp) 

Skull (cranial bones) In the infant and young child the skull consists of  a group of 
bones joined by sutures lines of a cartilaginous nature. The anterior fontanelle (soft. 
spot) is formed by the non-union of bones on the top of the head where the bones 
have not joined together as yet. 

Epidurai space. This is a potential space lying just beneath the skull and just above 
the dura mater, 

Dura mater. This is the outer membrane lying over the brain. It has large veins 
(dural sinuses) and small veins coursing through its substance. A large front-to-back 
sinus, the superior sagittal sinus, collects venous blood and ultimately returns it to 
the heart. 

Subdural space. This is the potential space just below the dura mater. 

Bridging veins. These multiple small veins carry blood from the surface of the brain 
through the subarachnoid space and the subdural space to the collection system of 
sinuses within the dura mater. 

Pia-arachnoid. This web-like membrane (hence the name arachnoid) enshrouds the 
curvatures of the brain (the sulci and gyri) and contains the cerebrospinal fluid. 

Parenchyma. This is the brain substance itself. 

Axons and Dendrites. Each nerve cell (neuron) has a number of dendrites, which 
lead impulses to the cell, and one axon, leading impulses from the cell. 

Myelin. This is the "insulation" of the nervous system and is not fully developed until 
about age 18 months. Because of the infant's under-developed myelin, and because 
the infant's brain contains 25% more water, its brain is much softer than the adult 
brain.. 

Brainstem. This is the collection of nerve tracts and other central nervous system 
components leading from the brain to the spinal cord. 

Ventricles. A system of "aqueducts" within the brain which secrete, store and 
circulate cerebrospinal fluid. 





Shaken baby syndrome/shaken impact syndrome (SBS/SIS) 

The terms shaken baby syndrome (SBS) and shaken impact syndrome (SIS) refer to the 
signs and symptoms, as well as the clinical, radiographic and sometimes autopsy findings 
resulting from violent shaking of an infant or young child. SBS/SIS are often used 
interchangeably and are synonymous with other descriptive terms used in the earlier 
scientific literature such as whiplash shaken infant syndrome and shake/slam syndrome. 

There are no firm statistics regarding the actual incidence of SBS/SIS since there are no 
central reporting registries to collect these data. However, estimates have been made 
based on clinical experience and extrapolated figures from hospitals caring for children. 
Estimates range from annual figures as low as 600 cases per year in the United States to 
as high as 1400. It is known that it is the most common cause of mortality from physical 
abuse and accounts for the most long term disability in infants and young children due to 
physical abuse. The age of the victims ranges from the newborn period to approximately 
4 years of age. The majority of cases occur before the infants' first birthday and the 
average age of the victim is between 3 and 8 months of age. 

The usual trigger for shaking is inconsolable crying by the infant. Frustrated by attempts 
to console the baby, the perpetrator loses control and grabs the infant, either by the 
thorax, the upper arms or the neck, and violently shakes the baby. The time of the 
shaking varies, usually ranging from 5 seconds to 15 or 20 seconds. During the shaking, 
the head rotates wildly on the axis of the neck creating multiple forces within the head. 
The infant stops crying and stops breathing, causing decreased oxygen supply to the 
body, particularly to the brain. The infant brain, having a much higher water content than 
the adult brain, is much softer than the adult brain. The absence of myelination, the 
"insulation" of the nerve cells acquired during development of the nervous system, 
contributes to the relative softness of the brain. These factors make the brain more 
gelatinous and during shaking is more easily distorted and compressed within the skull. 

Shaking and the sudden deceleration of the head at the time of impact do several things: 

1. The veins that bridge from the brain to the dura, which is fixed to the inside of the 
skull, are stretched and, exceeding their elasticity, tear open and bleed, creating the 
subdural hematoma. 

2. The brain strikes the inner surface of the skull, causing direct trauma to the brain 
substance. 

3. The deeper structures of the brain, the axons, can be broken, shearing off du.ring the 
commotion to the brain. 

4. The lack of oxygen during shaking causes further irreversible damage to the brain 
substance. 

5. Damaged nerve cells release chemicals which add to the oxygen deprivation and 
cause further damage to adjacent nerve cells. 



The combined effect is massive traumatic destruction of the brain tissue, leading to 
immediate brain swelling and causing enormous increases in the pressure within the 
skull. The swelling compounds the problem, since swelling causes compression of blood 
vessels and decreases the oxygen supply to the brain. 

IT I S  THESE INJURIES TO THE BRAIN, NOT THE BLEEDING UNDER THE 
DURA OR ARACHNOID MEMBRANES, THAT CAUSE THE SIGNS, SYMPTOMS 
AND COURSE OF SHAKEN BABY/SHAKEN IMPACT SYNDROME. 

Concomitant with the destruction of brain tissue are other injuries. The most significant 
of these are the retinal hemorrhages. These are variable but are usually multiple and 
involve several layers of the retina. Skull fractures may be seen when there has been 
sufficient impact. Posterior rib fractures may be seen reflecting the compression of the 
chest during shaking and the movement of the rib cage past the horizontal plan of the 
back, levering the ribs against the transverse processes of the vertebral bodies. Bruising 
of the skin of the head, face and other parts of the body may be seen, but are not 
invariable. It is uncommon to see injuries to the neck or spinal column or of the spinal 
cord. 

Symptoms and physical findings are variable, depending on the length and severity of the 
shaking and whether or not the infant was thrown onto a surface. The syndrome can be 
seen as a continuum from a short duration of shaking with little or no impact to severe 
shaking with major impact. The resulting signs and symptoms may run the gamut from 
decreased responsiveness, irritability,lethargy and limpness - through convulsions, 
vomiting from increased intracranial pressure, increased breathing rate, low body 
temperature and low heart rate - to coma with fixed and dilate pupils - to death. 
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Accidents and Abuse: 
How to Tell the Difference 

Abstract 

Definitions of an accident and abuse axe discussed along with questions to be asked to 

separate the accidental from the inflicted injury. The importance of the basic approach in 

history taking, thorough physical examinations and the judicious use of ancillary services of 

radiology and laboratory are emphasized. Common suspicious stories offered to explain 

injuries and the pitfalls the clinician should avoid are discussed. An approach to understanding 

how an injury could happen is provided, using elements of the injury such as location, pattern 

and history. These facts are then viewed in the context of the known studies on similar injuries 

to specific organ systems and a determination made as to the likelihood of the injury being 

accidental or abusive in origin. 

Learning Objectives 

• To differentiate accidents from inflicted injuries 

• To learn those questions which help to separate the accidental from inflicted injury 

• To learn the elements of the history, physical examination, and ancillary testing which bear 

upon the diagnosis of inflicted injury 

• To understand the principles of the biomechanics of injury as they relate to inflicted 

injuries 

• To be aware of suspicious stories in fatal child abuse cases, and the costly errors in the 

diagnostic process 
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Outline 

° 

2. 
3. 

. 

5. 
6. 
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. 

. 

Definitions 
Questions to ask to separate the accidental from the inflicted injury 
Taking the History 
a) The importance of a complete medical history 
b) The Team Approach 
c) The Physical Examination 
d) Imaging Methods 
e) Laboratory Tests 
Kirschner's "Dirty Dozen" Common suspicious stories in fatal child abuse cases. 
Twelve costly errors in the diagnostic process 
Distinguishing between accidental and inflicted injuries-An Organ System Approach 
a) Cutaneous injuries 
b) Head injuries 
c) Visceral injuries 
d) Skeletal injuries 
History of the circumstances of injury 
a) Falls 
b) Bunk bed injuries 
c) Stairway falls 
d) Motor vehicle accidents 
e) Other circumstances - playground injuries, toys, etc. 
f) Walker injuries 
The Biomcchanics of injury 
a) Skeletal injuries 

i) Long bones 
ii) Toddler Fractures 
iii) Rib fractures 
iv) Metaphyseal fractures 

b) Visceral injuries 
c) Head injuries 
d) Cutaneous injuries 

i) Bruises, abrasions, lacerations 
ii) Burns 

Bibliography 
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Def'mitions 

An accident is def ined as an event  that occurs incidentally, casually or  by chance. 
p resumed that such an event  was at least consciously unintentional and that i f  such 
circumstances are under  conscious control  an attempt would  have been made  to avert the 
anticipated future course o f  events. 

It is 

An intentional event  or action is one that occurs voluntari ly and assumes conscious - or  
perhaps  even unconscious  - control ,  reflecting an under lying conflict or  impulse.  

There  is a con t inuum in possible child abuse cases f rom what  appears to be a voli t ional 
act to what  appears to be a chance event.  The  decision as to which it is mus t  be made  taking 
into account: 

• the setting o f  the event - -  social context, location of  encounter  
• the biases o f  the observer  and reporter  

• the type o f  injury_ - the l ikel ihood of  the observed injuries being the result o f  an 
accident 

• the future risk to the child 

Questions to ask to help separate the accidental from the inflicted injury 

1. What  is the age of  the patient? 

Developmenta l  stages determine what  kinds o f  injuries are likely to be seen. 

• What  can they do? 

• What  are they likely to be doing? 

• Is the child described as hyperactive,  daredevil ,  combative,  obstreperous? 

• Does  the child have a h igh  "annoyance potential" and m o r e  likely to be 

discipl ined harshly? 

2. Is the history plausible? 

3. Does the history change with changing information supplied to the caretaker? 

4. Does the history change when  related in subsequent accounts by o ther  family member s  

or by the original historian? 

5. Are there non  - familial eye - witnesses to the event? 

6. Was the injury described as unwitnessed by the caretaker? 
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. 

. 
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Is the demeanor of the caretakers defensive, belligerent, or hostile Is it passive and not 

in keeping with the seriousness of the patient's condition? 

Is the social situation in which the injury occurred a high risk environment? 

Are any of the following present? 

a) Community or intrafamilial violence 

b) substance abuse 

c) chaotic living conditions 

d) poverty 

e) social isolation 

f) transient life style 

g) mental health aberrations 

h) discord amongst family members 

What else could produce this clinical picture? 

Taking the History 

. 

. 

The importance of a complete initial medical history. 

a) Pregnancy, labor, delivery for information about early medical problems 

possibly bearing on the present condition 

b) Past medical history, with particular attention to previous emergency room 

visits or admissions to the hospital 

c) Family history, especially with regard to bleeding, clotting disorders, genetic 

diseases, other children with illnesses or childhood deaths in the family 

d) Exploration of  the social milieu 

Interviewing techniques. 

a) Importance of listening, not interrupting 

b) The "Columbo Approach" - requests for clarification with an "I don't 

understand attitude". 



Module 3 
Accidents and Abuse: How to Tell the Difference 

. 

. 

The "Team Approach" 

a) 

b). 

c) 

d) 

Combined interviewing with law enforcement, social workers 

Separate interviewing of medical, social work, law enforcement 

Conferring with the other history - takers, sharing of information 

Importance of communication and availability of hospital personnel and law 

enforcement, child protection agencies to one another 

The Physical Examination 

a) The importance of the complete physical examination 

b) Location, location, location 

c) Head 

1) external marks, 

2) under the hair, behind the ears, 

3) the intra - oral exam 

4) neck 

5) Ears - pinna, eardrums, 

6) Eyes - bruises around the eyes, funduscopic exam 

d) Chest - grab marks, tender areas, bruises 

e) Abdomen - distensions, tender areas, bruises 

f) Extremities - bruises, tender joints, bones 

g) Ano - genital exam 

• tissue damage of perianal, anal structures 

• bruises, bite marks of external genitalia 

• scrotal hematoma 

• hymenal, posterior fourchette and fassa navicularis tissue changes 
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. Imaging Methods 

a) Photodocumentation 

b). Plain radiographs 

i) specificity of fractures for abuse 

ii) skeletal survey components 

iii) healing times for fractures 

iv) skull radiographs 

v) chest radiographs 

c) CT (computerized tomography of head, trunk, spine) 

d) MR/(magnetic resonance imaging) 

e) Bone scan (radionuclide scanning) 

0 Ultrasonography 

. Laboratory Tests 

a) 

b) 

c) 

d) 

e) 

0 
g) 

h) 

i) 

J) 

k) 

Complete blood count 

Electrolytes, Renal function tests (BUN, creatinine) 

Urinalysis, Liver function studies 

Pancreatic enzymes 

Muscle enzymes 

Cultures of blood, urine, spinal fluid 

Blood clotting studies 

Stool test for blood 

Arterial blood gases, 

Toxicology 

Cultures for STD if indicated 

6 
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Kirschner's "Dirty Dozen" common suspicious stories in fatal child abuse 

cases 

1. Child fell from a low height 

2. Child fell and struck head on floor or furniture, or hard object fell on child 

3. Unexpectedly found dead (age and circumstances not appropriate for SIDS) 

4. Child choked while eating and was therefore shaken or struck on chest or back 

5. Child suddenly turned blue or stopped breathing, and was then shaken 

6. Sudden seizure activity 

7. Aggressive or inexperienced resuscitation efforts to a child who suddenly stopped 

breathing. 

8. Alleged traumatic event day or more prior to death 

9. Caretaker tripped or slipped while carrying child 

10. Injury inflicted by sibling 

11. Child left alone in dangerous situation (e.g. bathtub) for just a few moments 

12. Child fell down stairs 

Twelve costly errors in the diagnostic process 

1. A desire not to make the diagnosis 

2. Failure to assemble past information on medical conditions and all medical encounters 

3. Too great reliance on information developed by others 

4. Transference-countertransference with custodial parent 

5. Over or under-interpretation of physical findings 

6. Over or under interpretation of behavioral finding 

7. Failure to know about conditions mistaken for abuse 

8. Faulty laboratory techniques resulting in either false positives or false negative reports 

9. Use of interviewing techniques easily challenged in court 

10. Impatience in arriving at a diagnostic conclusion 

11. Failure to understand normative data with regard to child development 

12. Failure to prepare adequately for court appearances. 
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Identifying Intentional Injuries - an Organ System Approach 

L o c a t i o n ,  P a t t e r n ,  K n o w l e d g e  o f  I n c i d e n c e ,  H i s t o r y  

A .  T h e  S k i n  

1. Location 
el" 

m 
/ 

J . p . ~ r . . . ~  .......................................................................... S . ~ s .  ............................................................................... 

Trunk Iliac crests 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Upper anterior legs Lower arms 
Sides of face Prominences of spine 
Ears Forehead 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Facial scratches in 
.......................................................................................................... ~ t s . . . . ( . ~ g . . . e . m a . ' . t ! s ) .  .............................................. 

Lacerations under 
, ch in  

Hair pulling (alopecia) . . . . . . . .  f ............. 
_..N....e..c...k.. ...................................................................................... l ............................................................................................... 

i Buttocks 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  • . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . ,  

Abdominal wall 
Intra - oral 
Soles of feet 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Palms of hands 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  • . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Genitalia 

2. P a t t e r n  

• Slap marks 

• Finger impressions 

• Grasp marks of face, extremities, thorax 

• Frenulum tears 

• Bite marks 

• Belts, buckle 

• Wire loop marks 

• Spoons, brushes, shoes 

8 
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• Coat hangers 

• Bizarre marks (tattoo, rattan) 

• Imprints of  grills, other heated instruments 

• Immersion burns (stocking, glove, doughnut) 

• Cigarette burn marks 

• Ligature marks (ankles, wrist, neck) 

• Gag Marks 

3. Incidence studies 

20 % of bums in childhood are due to inflicted injury 

4. History of  injury - concept of  discrepant history 

B. Head injury (Excluding s k u l l  f r a c t u r e s )  

1. Location 

• Subgaleal hematoma - tearing of veins by traction 

• Epidural  hematoma - usually due to fall on sharp object leading to skull fracture 

impinging on middle cerebral artery or  its branches 

• Subdural / subaraclmoid bleeding - due to severe head trauma 

• Intracerebral injury - can be penetrating injury or due to severe t rauma 

• Bilateral blackeyes - severe direct trauma to eyes or racoon eyes resulting f rom 

diffusion of  blood from basilar skull fracture or subgaleal hematoma.  

2. P a t t e r n  

• In absence of external evidence, probably due to SBS/Shaken Impact  Syndrome 

• With external trauma, could be due to direct blow or to Shaken Impact Syndrome 

• Evidence of  blunt or sharp trauma from an identified or unidentified weapon 

• Association with retinal hemorrhages, skeletal injuries 



Module 3 
Accidents and Abuse: How to Tell the Difference 

3. Incidence studies 

• More  mortal i ty  and morbidi ty from head injuries than from any other form of  physical 

child abuse 

• In inflicted injury deaths, intracranial injury is found in 60 % 

• Seventy percent  of  chi ldren with abusive head injury have skeletal injuries 

• Retinal hemorrhages  present in over  90% of  SBS / SIS 

• Cutaneous bruising in 1/3 of  cases 

4. History of injury 

• Severe head injury without  a witnessed history 

• Discrepant  his tory 

C. Visceral Injuries 

1. Location 

a. Order  of  involvement  in inflicted injury: 

• Hol low viscus (small intestine) 

• L iver  

• Pancreas  

• Scrotal hematomas 

• Hypopharynx  

• Mesenter ic  tears 

• Kidneys  (seldom involved) 

• S tomach (rarely involved) 

b. Order  of  involvement  in inflicted injury: 

• D u o d e n u m  - 30% 

• Je junum - 60% 

• Terminal  i leum - 10% 

10 
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. P a t t e r n  

• Intramural  hematoma 

• Fractures o f  left lobe of  the liver, other sites o f  l iver laceration 

• Fracture o f  the pancreas across the vertebral co lumn  with subsequent  deve lopmen t  

o f  pancreatic pseudocysts 

• Splenic rupture 

. I n c i d e n c e  s tud ie s  

• Eleven percent of visceral injuries in children under 13 are inflicted 

• Visceral injuries from abuse occur in younger children, had poor histories, delayed 

medical treatment in abused children, and the inflicted injuries occured to hollow 

viscera more often than to solid organs. 

• Mortality rates in inflicted versus accidental visceral injuries were 53 % versus 21% 

. H i s t o r y  

Most often discrepant in inflicted injuries (attributed to falls, or unwitnessed) and 

opposed to accidental where most injuries were due to motor vehicle accidents. 

I1 
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D. Skeletal I n j u r i e s  

1. Locat ion  

• Skull - Infl icted injury fractures are more  often complex, cross suture lines, are 

depressed,  o r  are diastatic. 

o Extremit ies  - In chi ldren under  2, the most  common inflicted fractures are in the 

femur,  the humerus ,  the tibia and the ribs. 

• Ribs - Poster ior  rib fractures are highly specific for child abuse 

• Metaphyseal  fractures are highly specific for child abuse 

2. Pattern 

• Very  little can be discerned f rom the type of  fracture - eg, spixal fractures are no 

more  specific for  abuse than are transverse fractures 

• As noted above,  the more  severe the type of  skull fracture, the more likely it is to 

be due to chi ld  abuse 

3. Incidence studies 

• The  repor ted  f requency of  fractures associated with child abuse ranges from 11% - 

55% 

• 43 % of  skeletal injuries are unsuspected clinically 

• Up to 70 % of  inflicted fractures occur in children under the age of  one year 

• 80% of  abuse fractures are found in infants less than 18 months of  age 

• 2 % of  accidental  fractures are found in children under  18 months of  age 

4. The history is of  pa ramount  importance in deciding whether  the proffered mechanism of  

injury could have caused the injury. 

? 
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Svecificitv of Radioloaic Findin2s 

H i g h  spec i f i c i t y :  

• Metaphyseal lesions 

• Posterior rib fractures 

• Scapular fractures 

• Spinous process fractures 

• Sternal fractures 

M o d e r a t e  spec i f i c i t y :  

• Multiple fractures, especially bilateral 

• Fractures of  different ages 

• Epiphyseal separations 

• Vertebral body fractures and subluxations 

• Digital fractures 

• Complex skull fractures 

C o m m o n ,  bu t  l o w  spec i f i c i t y :  

• Clavicular fractures 

• Long bone shaft fractures 

• Linear skull fractures 

*Moderate and low specificity lesion become high when history of trauma is 

absent or inconsistent with injuries. 

From Kkeinman PK: Diagnostic Imaging in child abuse. Baltimore, Williams 

and Wilkins, 1987. 
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H i s t o r y  o f  t h e  C i r c u m s t a n c e s  o f  I n j u r y  

I n j u r i e s  in  C h i l d r e n  Resu l t ing  f r o m  Fa l l s :  

Falls f rom Heights less than  36 inches 

A. Heifer et al (1977) 
• Children under 5 years of  age 

• 176 incidents (reported by questionnaire) 

• 37 insignificant injuries 

• 6 injuries -3 fractured clavicles, 2 skull fractures, one fractured humerus 

• None of  the 161 children suffered any serious life threatening injuries 

85 incidents in hospital 

• 57-no injury 

• 17-small cuts, abrasions, and/or bloody noses 

• 20-bump and / or bruise 

• 1 -  skull fracture with no serious sequelae 

B. Nimityongskul et al (1987) 

* 76 children- in hospital, injuries minor 

• Conclusion from both studies: CA should be suspected when the cause of a 

serious head injury is said to be a fall from a short height ( < 36") 

14 
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C.  Ba r low et  al (1983) 

• 61 chi ldren:  ha l f  4 years  or  less 

• 100% survival  < 3 s tories  

• 14 died:  ha l f  f r o m  falls 5-6 ~ f loors  

* 11 "Severe  b ra in  in ju ry"  

<) 1 SDH 

~) 11 C o n c u s i o n  

* 3 Visceral  in ju ry  

D.  Wi l l i ams  et  al (1991) 
106 n o n  - care taker  w i tnes sed  falls 

• 15 - no  injur ies  (7 falls > 10 feet) 

• 7 7  - bruises ,  abras ions ,  s imple  f ractures  (43 falls > 10 feet)  

• 14 - in tensive care in jur ies  (falls 5 - 40 feet) 

• 1 - fatality (fall 70 feet)  

No  l ife - th rera ten ing  in jur ies  in  3 fal l ing < 3 feet. 

E .  M u s e m e c h e  (1991) 
70 ch i ld ren  fall ing > 10 feet  (mean  2 stories) 

50 % 3 years  and y o u n g e r  

no  cor re la t ion  be tween  he igh t  and  injur ies  

no  fatali t ies 

39 head  t r auma  

2 SDH 

3 E D H  
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F. Smith, et al (1975) 
66 chi ldren (4 months - 15 years) injured in falls 

• 50 % of  cases were falls 12 feet or less 

• 50% of  cases were < 5 years, peak incidence 2 years 

Injuries: 

• 2 SDH (age & height of  fall not specified) 

• 10 Skull fracture (7 in falls > 36 inches) 

• 26 UE fracture 

• 10 LE  fracture 

• 0 rib fracture or cervical spine 

• 0 retinal hemorrhages described 

G. Chadwick,  et al (1991) 
At In'st glance the study by Chadwick et al would seem to contradict the 

earlier findings that no serious injuries occurred as the result of  falling short 

distances. 

P u r p o s e :  

To determine the relationship of  historical fall height to mortality and to 

assess the reliability of  historical fall height. 

• 317 cases- 

* 100 where  the fall was historically < 4 feet. 

o 7 died in falls under 4 feet-all f rom head injury 

2 f rom standing fall 

2 f rom bed or table 

1 fall down stairs-unwitnessed 

2 fall f rom arms of adult 

81% were treated and released from the ED 

In the stairway fall, the child also had massive head injury, small round 

bruises on both arms, bruising of  the labia majora and one on the inner thigh. 

16 
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In the other six cases the histories were so discrepant for the degree of 

head injury and other findings of multiple injuries that the diagnosis of child 

abuse was inescapable. 

B u n k  Bed Falls 

Selbst and colleagues studied bunk bed injuries in 1990. 

• 68 children fell from bunk beds-upper bunks 

• 71% happened during the day 

Injuries Locations: 

• Head-52 % 

• Lower extremity-13 % 

• Face-12 % 

• Upper extremity-10 % 

• Mouttgteeth-4% 

• Eye-4% 

• Buttocks-3 % 

• Trunk-2 % 

• Multiple injuries-9% 

• No child suffered neck, genital, internal injuries 

Stairway Falls 

Joffe and Ludwig: 

363 falls downstairs-ages 1 month to 18.7 years- median 38m 

• No injury-10% 

• Minor injury-80% 

• Major soft tissue, concussion, fractures-13 % 

• No life threatening injuries or multiple injuries 

• Injuries in the younger age group were almost all head 

17 
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Mechanism of Injury 

Falls on stairs are comprised of one major fall, usually less than 4 feet and a 

series of minor falls as the child tumbles down the stairs. 

Motor Vehicle Accidents (MVA) 

In motor vehicle accidents, the history is usually reliable since emergency medical 

personnel are usually involved along with police. There are several circumstances, 

however, where child maltreatment should be considered even in MVA's: 

1) Where the child is brought to the E.R. with the caretaker's claim that the 

observed injuries are due to an MVA, but there is no police or EMS 

corroboration or witness. 

2) Where the MVA is because of reckless behavior or drug/alcohol related 

accident. 

3) Where a child restraint (car seat) was not used. 

Playground Equipment 

Multiple injuries from playground equipment are reported annually. The same 

principles apply to injuries claimed to be caused by playground equipment as to other 

injuries - plausibility of the injuries being consistent with the history, and the literature 

on injuries from playground equipment. 
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Walker  Injuries 

• 29,000 walker / jumper injuries seen in United States ER's in 1991 

• US Consumer Product Safety Commission - 1 death annually 

Medical Studies on Walker Injuries 

82 -K 47 NR 
. . . . . . . . . . . . . . . . . . . . . . .  ~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

82 -F 21 1 

84 -W 38 0 0 0 

84 -S 52 (Q) 0 i 3 0 

86-R 139 93 i19  0 

5 0 0 

0 0 0 

0 

0 

0 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ~. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ~ 

91-P 19 10 i 9  0 0 

W a l k e r  In jur ies  1980 - 1991 us Product Safety Commission 

Head injuries in US Annually (average) = 8541 

• injury types: 

• concussion 

• contusions 

• fractures 

• hematoma (unspecified) 
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D e a t h  C e r t i f i c a t e  I n f o r m a t i o n  u s  Product safety commission 

• S A H  due  to " j u m p i n g  up and  d o w n  in wa lke r" -  autopsy 

• " A s p h y x i a t i o n  - no  au topsy  

• A n o x i c  encephalopat lay - au topsy  

• W a l k e r  rol led d o w n  d r iveway ,  ove r tu rned  - autopsy 

• Fe l l  - s tumbled  ove r  wa lke r  - hip f rac ture  - no autopsy 

• E n c e p h a l o p a t h y  - suf focat ion ,  accidental  - no autopsy 

5 0 %  au topsy  rate 

W a l k e r  In ju ry  Dea ths  - 1980 - 1991 u s  Product Safety Commission 

• 13 dea ths  in 12 years  

• 5 a sphyx ia t i on  / su f foca t ion  / s t rangula t ion  

• 4 d r o w n e d  (3 toi let ,  1 s w i m m i n g  pool) 

• 3 " fa l l s "  whi le  in  wa lke r  

• 1 in fan t  d ied  whi l e  in wa lke r  - possible  SIDS 

M e s s a g e :  bet ter  dea th  inves t iga t ion  
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The Biomechanics of Injury 

A. Skeletal Lesions 

Long bone fractures 

Femoral Fractures 

Beals and Tufts analyzed 80 femoral fractures in children under 4 years: 

• Violent accidental trauma: 8.5 % 
• Pathologic fractures: 12.5% 
• Child abuse: 30% 
• Less violent accidental trauma: 50% 

Anderson studied 117 children with 122 femoral fractures: 
• 18 children under 13 months- 

• 83 % abused 
• 24 children under 24 months- 79 % 
• Older children- accidental fractures predominated 

Gross and Dalton's studies show roughly the same proportions 

Dalton et al looked at the femoral fractures in 3 Michigan hospitals: 

138 children under 3 years of age with femoral fractures 
• Accidents- 22 % 
• Pathologic- 8 % 
• Abuse- 10% 
• Uncertain- 60% 

After social service involvement in 36 cases, 22 were changed from uncertain to 
abuse so that the total after investigation was 36 representing 26 % of the total. 
Post hospital information added another 7 to the total, making the figure 31%. 

NO significant correlation could be found between the type of fracture (spiral, 
transverse, etc.) and the subgroup of causation. 
Children under 1 year of age were over represented in the abuse category. 
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Thomas et al (1991) 

Reported in a study involving 39 children under the age of 3 years with either 

humeral or femoral fractures, that: 

• 20 of 39 were of inflicted origin 

• In 11 of 14 humeral fractures, abuse was the cause with the other 3 being 

supracondylor, resulting from falls on elbow 

• 9 of  25 fractures of the femur were abusive in origin 

• 60 % of fractures of the femur in children under 1 year of age were inflicted 

Toddler Fractures 

Definition: A spiral or oblique undisplaced mid or distal tibial fracture with an intact 

fibula in a child from 9 months to 3 years of age. These are usually seen in children 

who are able to walk and may result from trivial or unwitnessed injuries. The child 

will refuse to bear weight on the affected leg, or will limp on that limb. Radiographs of 

the lower extremity may show an oblique fracture in the lower half of the tibia. In a 

recent study by Skravat et al, (1996) a review of 21 cases showed the following: 

• Presenting symptom was "unable to bear weight" in 20/21 

In 15 of 21, the initial diagnosis was either definite or suspected toddler fracture 

In 6 of 21, the initial radiograph failed to demonstrate the fracture 
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r 
Rib fractures 

• 5-27 % of fractures in abused children 

• Most rib fractures in infants and children are abusive in origin 

• Rib fractures only very rarely result from CPR 

• In the absence of intrinsic bone disease or major trauma, rib fractures are specific 

for abuse 

• Mechanism of production is compression of the thoracic cage. 

• Most abusive rib fractures are posterior 

• Fractures are ventral, excluding direct dorsal blows 

• Posterior rib fractures result from AP compression of the thorax thought to be the 

result of using the thorax as the "handle" during violent shaking or other battering 

Metaphyseal fractures 

For years, since Caffey's original description of these lesions, the classic bone 

abnormality said to be diagnostic in child abuse, has been the metaphyseal fracturen 

known as corner fractures or metaphyseal flags, metaphyseal infractions, avulsion 

fractures, bucket handle fractures or metaphyseal fragmentation. Recently, Kleinman 

has offered a new explanation for these lesions. It is based on the histologic study of 

the distal metaphysis. The fundamental histologic lesion is one of microfracmres 

through the most immature portion of the metaphyseal primary spongiosa. The fracture 

plane is a disc-like bony fragment that, depending on the projection of the x-ray beam, 

appears as isolated comer fragments, or as bucket handle images. 

In the combined studies of Heifer and Nimityongshd where 337 children were 

studied, the conclusions were that falling from a height of 36 inches causes no serious 

injuries; CA should be suspected in a child with a serious head injury when the cause 

of injury is reported to be a fall from a bed, sofa or crib. 
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Visceral Injuries 

Ledbetter and colleagues reported on the diagnostic and surgical implications of child 
abuse: 

• 156 children < 13 years of age with blunt abdominal trauma 
• 139 accidental-89% 
• 17abuse- l l% 

In comparing the accidental group to the abuse group, he found: 
. . . . . . . .  . -  I M ~ I  . . . . . . . . . . . . . . . .  

i Median Age 7 years, 8 months 

History Usually MVA 

Medical care Prompt 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Organ Solid (61%) 

2 years, 6 months 

Discrepant History 

Delayed 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Hollow viscous (65 %) 

Mortality rate 21% 53 % 
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Medical Evaluation of Physical Abuse 

Abstract 

Two separate domains exist in cases of physical injury where child abuse could be the 

pathogenesis. The first domain- a strictly medical one- requires a medical or surgical 

diagnosis followed by a management strategy. The second domain requires a decision as to 

whether the observed phenomenon is due to inflicted injury, a medical disease process or an 

unintentional injury. Traditional medical and surgical approaches are the central concerns in 

the first domain and optimal management is required to obtain the best short term outcome 

here. Within the second domain lies the challenge of securing the best comprehensive 

outcome for the child and family and requires the skills and wisdom of the interdisciplinary 

team both at the hospital and the community levels. 

Learning Objectives 

• To list the incidence and prevalence of child maltreatment. 

• To differentiate unintentional injuries from abuse 

• To describe abusive head injuries, using laboratory and imaging studies 

• To describe skeletal injuries, including elements of the skeletal survey 

• To describe cutaneous injuries, including bruising and burns 

• To define non-accidental poisoning 

• To diagnose Munchausen Syndrome by Proxy 



Module 1 
Medical Evaluation of Physical Abuse 

Outline 
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Incidence and Prevalence of Physical Child Abuse 

Accidents or Abuse? (Unintentional or abusive) 

Questions which will help separate the unintentional from the inflicted injury 

Head Injuries 

Data Collection 

Laboratory Studies (Table I) 

Imaging Studies 

Abdominal and Thoracic Injuries 

A. Types of Thoracic and Abdominal Injuries (Table II) 

Skeletal Injuries 

A. Elements of the Skeletal Survey (Table III) 

Dating of Fractures (Table IV) 

Cutaneous Injuries 

Location of Cutaneous Injuries (Table V) m. 

Bums 

A. Accidental versus Inflicted Burns (Table VI) 

Poisoning 

A. Clinical Indicators of Abuse by Poisoning (Table VII) 

Munchausen Syndrome by Proxy 
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Incidence and Prevalence of Physical Child Abuse 

in 1994, it was estimated that 3.4 million children were reported to public social 

service agencies for abuse and/or neglect. This represents a 132 % increase over the last 

decade. Approximately 1200-2000 children die from child abuse annually. In 1990, 27% Of 

the reports were for physical abuse, 46% for neglect, 15% for sexual abuse, 9% for emotional 

maltreatment, and 4 % for other forms of maltreatment. Reports from daycare or foster care 

represented less that 1% of the total reports. The definition of physical abuse in Public Law 

93-247 is as "The physical or mental injury, sexual abuse, negligent treatment, or 

maltreatment of a child under the age of eighteen by a person who is responsible for the child's 

welfare under circumstances which indicate the child's health or welfare is harmed or 

threatened thereby." Neglect occurs when a caretaker responsible for a child either 

deliberately or by extraordinary inattentiveness permits a child to suffer or fails to provide one 

or more of the conditions generally deemed essential for developing a person's physical, 

intellectual or emotional capacities. A child is physically neglected when his/her needs for 

food, shelter or clothing are omitted; emotionally neglected when he/she is denied nurturing 

qualities necessary for sound personality development; medically neglected when usual and 

locally accepted minimum levels of preventive, diagnostic or therapeutic medical services 

are not provided by parents or guardians; and educationally neglected when a caretaker 

fails to insure education as provided by state law. 
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Accidents  or  Abuse?  

An accident is defined as an event that occurs incidentally, casually or by chance. It is 

presumed that such an event  was at least consciously unintentional and that if such 

circumstances are under  conscious control an attempt would have been made to avert the 

anticipated future course of  events. An intentional event or action is one that occurs 

voluntari ly and assumes conscious - or perhaps even unconscious- control, reflecting an 

under ly ing conflict or  impulse.  

In possible child abuse cases there is a continuum from what appears to be a volitional 

act to what  appears to be a chance event.  The dec:-" as to which it is must be made taking 

into account the setting of  the event (social context, location of  encounter), the biases of  the 

observer  and the reporter ,  the type of  injury (likelihood of observed injury(ies) being due to an 

accidental mechanism ), and the future risk to the child if that is at all predictable. 

The approach,  however ,  both to the medical or surgical diagnosis and to the 

determinat ion of  the etiology of  the observed condition, is a traditional medical one: accurate 

and comprehensive  historical investigation, thorough physical examination, discerning 

selection of  laboratory and imaging modalities to establish the extent and complexity of  the 

disease state and how it came to be. 
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Questions which will help separate the accidental from the inflicted i n j u r y :  

I. What is the age of  the patient ? 

Developmental stages of childhood determine what kinds of injuries are likely to be 

seen. The motor skills of the child determine what the child could have done to incur 

injury. What can they do at a particular stage of development? What are they likely to 

be doing? What are the normal behaviors of a child at particular ages? Is the child 

"hyperactive" either in the eyes of his/her caretakers or in actual fact? Is the child a 

"daredevil"? Is the child obstreperous, combative or possessive of a "high annoyance 

potential" and therefore more likely to be disciplined harshly? 

2. Is the history plausible? Could this injury have been sustained in the manner described? 

3. Does the history change with changing information supplied to the caretaker ? 

Adjustments in the account of the injury may be made by caretakers to fit the evolving 

information indicating the tailoring of the history to fit the new information. 

4. Does the history change when related in subsequent accounts by other family members ? 

5. Are there non-familial eyewitnesses to the injury? 

6. Was the injury not witnessed by the caretaker? 

The lack of information as to how a serious injury has occurred should raise the index 

of suspicion for an abusive origin. 

7. Is the demeanor of  the caretakers defensive, belligerent, hostile, or passive and not in 

keeping with the seriousness of the patient's condition ? 

8. Is the social situation in which the injury occurred a high risk environment? 

The presence of community or intrafamilial violence, substance abuse, chaotic living 

arrangements, poverty, social isolation, transient life styles, mental health aberrations, 

or discord amongst family members are red flags. 
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9. Can the described mechanism of  injury account for  the observed injury? 

The concept of the discrepant history is a central one in distinguishing between 

accidental and inflicted inSury. Often the injury is explained by claiming that a fall has 

caused the injury. A large literature has emerged that discounts falls from short 

distances being responsible for serious injuries, but short falls- downstairs, off beds, 

couches, tables, in baby walkers, and even out of first story windows or porches- are 

often cited as the mechanisms of injury for serious injuries in abuse cases. The role of 

torsion must be considered in fractured bones, and it should be remembered that for a 

torsion injury to exist, one end of a long bone must be fixed and tremendous torsional 

force be applied to the long axis of the bone to cause such injuries. The issue of how 

much force is required to produce injuries must be addressed and a conclusion reached 

on the basis of information derived from the literature on trauma victims. 

10. -What else could produce the clinical picture? 

The differential diagnosis must be explored to consider both medical conditions that 

could produce the observed injury or condition and appropriate testing be carded out to 

exclude non-accidental causes of the injury. (See below) 
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Head Injuries 

More fatalities and long term morbidity are due to abusive head injury than from any 

other form of physical abuse. The types of abusive head injuries range from asymptomatic 

swelling through mild to moderate bruising, skull fracture, to intracranial bleeding and diffuse 

axonal shearing injury and brain swelling resulting in stupor, coma and death. 

When a child under 3 years of age comes for medical care with a serious head injury without a 

readily apparent major trauma history (motor vehicle accident, fall from heights over 10 feet), 

the chances of this being an inflicted injury are quite high. 

Data Collection 

While a seriously head-injured child is being evaluated and treated medically, it is 

crucial for a detailed, analytical- but not challenging or accusatory- history to be obtained from 

the caretakers. The person collecting the history should ideally be someone with experience in 

child abuse cases and one who does not have immediate responsibility for the medical 

treatment required by the child. It is the rule that abusing parents will tell a misleading story 

about how the "accident" happened and are sometimes quite inventive in describing the event. 

Thus, the skill of interviewing becomes an important foundation on which to build the 

diagnostic formulation. Gentle probing, with inquiries and request for clarification on 

questionable portions of the history- sometimes called "the Columbo approach", often will 

elucidate the mechanism of injury and show discrepancies in the history. 

The history of the pregnancy, labor and delivery, neonatal course, as well a~ a history 

of family diseases is important, with particular attention to bleeding and clotting disorders, 

neurological diseases, metabolic and bone disease, or other genetic conditions of the family. 

This comprehensive evaluation will save returning to the caretakers for missing data as the 
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case ages. The past medical history of the child, including previous injuries and serious 

illnesses or hospitalizations, along with a review of systems should be obtained. Exploration 

of the social milieu with attention to the living arrangements and the relationships of household 

members should be done. 

The physical examination of the child with a head injury runs the risk of ignoring less 

urgently compromised organ systems. Bleeding visceral organs are the most glaring and 

potentially disastrous omissions, but overlooking cutaneous injuries can deprive the 

diagnostician of important clinical data because of the fleeting nature of these injuries. 

Likewise, inspection of the oral cavity looking for intraoral lesions is important as is a search 

for hidden head lesions under the hair. The neck should be carefully inspected for signs of 

injury (strangulation, hand or finger bruising). T'- : ".sence of bruises on the back, thighs, or 

in the perineum should also be noted. Photodocumentation of such injuries is highly desirable. 

The examination of the fundi is of utmost importa.nce. This should be carried out 

ideally by pupillary dilation and indirect ophthalmoscopic inspection, but in lieu of that 

capability, by direct opthalmoscopy. Although retinal hemorrhages are the most common 

finding in child abuse, other lesions may also be seen. These include retinal detachment, optic 

nerve injury and cupping of the optic nerve secondary to raised intracranial pressure. Although 

retinal hemorrhages are not pathognomonic of inflicted head trauma, they are present in a high 

percentage of abuse cases and not present in most accidental head trauma, and are seldom seen 

in children who had undergone cardiopulmonary resuscitation. 
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Laboratory Studies 

Children with head trauma severe enough to be admitted to the hospital should also 

have laboratory studies to support diagnoses of associated trauma in other organ systems, to 

anticipate hematologic and biochemical alterations sometimes attendant to head trauma, and  

also to seek for the manifestations of their neurological status. These studies are displayed in 

Table I 

Table I 

CBC with morphology, serial hematocrits 

Serum electrolytes, BUN, creatinine, serum and urine osmolality 

Urinalysis 

Liver function studies (AST, ALT, alkaline phosphatase) 

Serum and urinary amylase 

Creatine phosphokinase (CPK) 

Cultures of blood, urine, cerebrospinal fluid (if safe to perform lumbar puncture) 

PT, PTT, platelet count 

Stool for blood 

Arterial blood gases 
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Imaging Studies 

In most instances of moderate to severe head injury, the first imaging modality should 

be Computerized Tomography (CT) scanning without contrast since it is readily available in 

most hospitals and can be performed safely with life support systems operating during the 

procedure. Bone windows should be employed along with the standard scan. Plain 

radiographs of the skull will usually show existing skull fractures better than CT. Magnetic 

resonance imaging (MRI) is Ordinarily used as a confirmatory test rather than an initial one 

due to the longer scan times and need for life support, but MRI gives superior detail in 

showing parenchymal changes and smaller subdural hemotomata. 

CT scans of the abdominal viscera are valuable when liver function studies show 

elevation of the transaminases and/or there is reason to believe hepatic damage is present. 

Likewise, if splenic or renal tearing is suspected, CT will delineate these injuries (See 

Abdominal Trauma, below). 

Skeletal surveys are recommended in serious head trauma since the diagnosis of abuse 

may be made or supported if unsuspected or occult traumatic injuries are found in other parts 

of the appendicular skeleton. Such accompanying skeletal fractures are seen in roughly half of 

the cases of abusive head injury. Posterior rib fractures are present in some cases of shaken 

infants and can be demonstrated either with bone scintigraphy for fresh fractures or with 

follow-up thoracic films in 10- 14 days to see callus formation at the site of these fractures. 

The types of injuries in serious abusive head injury include skull fractures (see below, 

Skeletal injuries), subdural or subarachnoid bleeding, cerebral edema, diffuse axonal shearing 

injuries, parenchymal tears and contusions, and injuries to the cervical spinal cord.  The 

shaken baby syndrome (shaken-impact syndrome) occurs in babies, usually under one year of 

age but described in children as old as 2 years of age, and consists of violent shaking and/or 

shaking plus impact. Recent data have supported the concept that shaking and impact by 

throwing the child against a surface and resultant deceleration are 

10 
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the responsible forces producing the subdural hematoma, diffuse axonal sheafing and 

consequent cerebral edema leading to raised intracranial pressure. Whether shaking alone or 

shaking plus impact are required to cause the damage is being debated, but the clinical picture 

is one of neurological devastation resulting in death in 27 % and long term neurological 

morbidity in the majority (57-65 %) of the survivors. 

Abdominal and Thoracic Injuries 

The second most common cause of fatality in child physical abuse, abdominal and 

thoracic injuries account for between 6 and 8 percent of all physical abuse. The vast majority 

of these are abdominal injuries. Reported fatality rates, however, are between 40 and 50 

percent of these cases. 

Features that distinguish accidental abdominal injuries from abusive ones were reported 

by Ledbetter. He found that abusive abdominal injuries: 

1. were more common in younger children (median age 2.0 versus 7.8 years in 
accidental) 

2. had vague histories accounting for the abusive abdominal injuries while 70 % of the 

injuries in the accidental group were due to motor vehicle accidents and 20 % to falls from 

great heights. 

3. had delayed medical care in contrast to the accidental group where there was prompt 

care .  

4. involved injuries to hollow viscera most often whereas a solid organ was more often 

injured in the accidental group. 

5. had a higher mortality rate (53 %) as compared to 21% in the accident cases. 

11 
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There is a hierarchy of injury to the abdominal organs, with hollow viscera being the 

most common. Ninety percent of these are in the duodenum or jejunum and the remainder are 

in the terminal ileum. The second most common organ for abusive injury is the liver, 

particularly the more midline portion, and the thL-d most common is the pancreas. 

The signs and symptoms of abdominal injury can be quite striking, with distention, exquisite 

tenderness, vomiting, shock or unconsciousness. Most children with abdominal injuries, either 

inflicted or accidental, have no obvious abdominal wall injuries. Some children have only 

minimal signs and symptoms, or there are injuries to other parts of the body making attention 

to the abdomen less of a priority. Rapid deterioration can occur if blood loss is not identified 

and treated. 

Laboratory Studies (See Table I) 

Imaging Studies 

The preferred initial study to diagnose abdominal or thoracic injury is the plain 

radiograph. Two frontal views of the abdomen, one supine and one erect, are recommended. 

If the child is too ill to obtain an erect view, a horizontal beam cross table lateral can be used. 

If obstruction, perforation, pneumoperitoneum, hemoperitoneum, or ascites are present, this 

technique will usually identify them. If there is obstruction, contrast media can be used to 

localize the lesion. Barium is the preferred contrast medium unless perforation is suspected in 

which case a water-soluble contrast medium should be used. A frontal view of the chest is 

recommended for possible thoracic injuries, including rib fractures. A skeletal survey should 

also be obtained at the earliest possible opportunity, especially in severely injured children, 

since future opportunities may not occur and important forensic evidence may be lost. 

Obviously, the clinical condition of the child must determine the performance of the studies. 

12 
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Contrast studies for the genitourinary tract are rarely indicated since the advent of CT 

scanning, but a voiding cystourethrogram (VCUG) may be needed if lower urinary tract 

ruptures need delineation. 

The CT scan is the most useful imaging technique for evaluation of solid organ injuries 

by demonstrating alteration in the architecture of these organs. Contrast studies are better for 

showing hollow organ lesions and the CT depends in these cases on the presence of 

extravasation or a leak of contrast material which is usually an indication for surgical 

exploration. Most intramural hematomata without perforation do not require intervention but 

resolve with supportive care unless there are bleeding complications. 

13 
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Types of Thoracic and Abdominal Injuries (Table ID 

Hypopharynx 
Esophagus 

Traumatic Perforation Feeding Difficulty 
Coughing, Blood-tinged Sputum 
Palatal Abrasion 
Sloughing lesion pharynx 
Interstitial emphysema, mediastinitis 

............................................................................................................................... ...m..'..b.....fr.ac~e.s.. o . . n . . . x - r a r .  ............................................................... 

Stomach Traumatic perforation Shock and collapse 
Distended abdomen 

................................................................................................................................. F r ~ . . ~ r ! t o n . . e . a l ,  a i r  ....................................................................... 

Duodenum Blunt abdominal trauma High intestinal obstruction 
Gastric dilation 
Vomiting 

Jejunum, ileum Blunt trauma to.. Possible peritonitis 
perforation secondary to 
Obstruction 

Colon, rectum, Anal penetration Lower abdominal pain 
.............................................................................................................................. P . a i n . . c o . . . m . t ! p . a t . ! . o n  ......................................................................... 

Genitourinary tract Sexual abuse Bruising, abrasions, tears 
Sadistic Abuse to external genitalia 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Rup.. . .m. r e .  o f . ~ l a ~ . d . . e . . r  ...................................................................... 

Liver Blunt trauma Abdominal distention 
Shock, collapse 
Elevated Transaminases (AST, ALT) 
CT evidence of in_jury 

Spleen Blunt Trauma Peritoneal irritation 
Blood loss, shock 
Associated rib fractures 
CT evidence of injury 

Pancreas . . . .  Deep epigastric blunt Abdominal distention, tenderness 
trauma Elevated amylase 

.................................................................................................................. C T .  ev . !~enc .e . . . . o . f . !n . j .u~ .  ............................................................... 
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Skeletal Injuries 

The true incidence of skeletal injuries in child abuse is unknown, although estimates 

of fractures in abused children under 1 year of age is as high as 70%.Nearly half of these  are 

unsuspected clinically and almost half involve more than one bone. The vast majority (80%) 

of abuse fractures are seen in children under 18 months and only 2 % of fractures in this age 

group are of accidental origin. The importance of the skeletal survey, especially in children 

with head and visceral injuries, cannot be overstated in suspected child abuse cases under the 

age of 2 years because of the high likelihood of discovery of unsuspected fractures. 

Extremity fractures are the commonest abusive fractures and certain types of fractures 

are more specific for an abusive origin than others. The metaphyseal fracture of the long 

bones has long been identified as the most specific for inflicted injury, considered 

pathognomonic for abuse. This so-called "corner fracture", "bucket handle fracture", 

"metaphyseal flag" or "metaphyseal fragmentation fracture" has recently been studied and 

shown to be a planar fracture through the primary spongiosa region of the end of the long 

bones, producing a disc-like fragment at this site. This fractured portion of the bone, 

depending upon the projection of the x-ray beam, will appear as a fragment (comer fracture) 

or a semi-lunar loop (bucket-handle). The torsional force required to produce these lesions 

are those associated with the shaken baby syndrome or the application of rotational vectors to 

the long bones. 

The most common long bone fracture in child abuse involves the diaphysis, occurring 

four times more frequently than metaphyseal fractures. The femur, humerus and tibia are the 

long bones most often affected by transverse or oblique/spiral fractures but there are no 

specific types or locations for abusive fractures, emphasizing the need for careful hi~tory - 

taking, attention to the age of the child and use of the skeletal survey for children under 2 

years of age. Toddler fractures - accidental oblique fractures of the tibia in the 9 month to 3 

year old child- can occur without the knowledge of caretakers and produce symptoms of limp, 
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disinclination to bear weight on the affected leg, or pain on standing. Fractures due to abuse 

also commonly involve the clavicle and forearms. Fractures of the hands and feet, scapulae, 

and pelvis are unusual in child abuse. 

Rib fractures, often unsuspected clinically and discovered by skeletal surveys, 

nevertheless constitute up to a quarter of fractures seen in abuse. Most of these are posterior 

fractures, occurring near the costovertebral articulation, owing to the levering action of the 

costovertebral transverse process articulating surface. The second most common location is in 

the midaxillary line. The fracture line in posterior fractures is usually on the anterior 

(visceral) surface of the rib while the fracture line in the midaxiUary fracture is on the outer 

surface of the rib. Because these fractures are produced by compressions of the thorax while 

the child is being held during shaking or forcefully ni,~t-ed up in anger by a caretaker, they are 

often multiple and bilateral. Overlying bruises of the thoracic wall may be observed, but often 

are absent. Unless the fractures have been present long enough to produce callus, they may 

not be discernible on plain radiography and it is in these cases that bone scintigraphy is most 

useful. 

Vertebral body fractures are being diagnosed more frequently as these fractures are 

seen to be more common than once thought. These fractures are anterior vertebral body 

compression fractures and are thought to be caused from hyperflexion during shaking or 

other violent handling. 

Skull fractures are grossly classified into simple and complex categories. Simple 

fractures are linear and do not cross suture lines; complex fractures are multiple, crossing 

suture lines, displaced, comminuted, diastatic or are depressed. Complex fractures do not 

result from trivial trauma and although they can be the result of accidental trauma, such 

trauma nearly always has a consistent history. Complex skull fractures alleged to have been 

acquired by falls from short heights or in unwitnessed falls are highly suspicious for abuse. 

16 
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Imaging Techniques 

The skeletal survey is the preferred diagnostic technique for suspected child abuse. 

Although radionuclide scintigraphy has certain useful applications (acute subtle fractures, rib 

fractures), it is not without inherent technical shortcoming and is dependent upon the level of 

competence of the radiologist interpreting it. Table III details the views recommended for 

the skeletal survey 

17 
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Table HI 

Elements of the Skeletal Survey 

Skull: Frontal and lateral (lateral to include the cervical spine) 
Spine: Frontal and lateral thoracolumbar spine (lateral to include the sternum) 
Chest: Frontal (for rib and spinal detail) 
Extremities: 
Upper: Frontal (to include shoulder and hands*) 
Lower: Frontal (to include lower lumbar spine, pelvis and feet)+ 

*Separate views of the hands and feet in larger infants and children 
+ At least two views of each fracture should be obtained. 

Dating of Fractures 

Physicians are often asked to pinpoint the time ~ _ ~ary in child abuse cases. The ability to 

narrow the time frame is limited, but there are some precepts of value. O'Connor 

described the criteria used in dating fractures (Table IV). 

Table IV 

1. Resolution of soft tissues 2-5 days i 4- 10 days i 10-21 days 

2. Periosteal n e w b o n e  4-10 ~ 10-14 14-21 
I 

) . : . . . L o s . s .  o f  ~ a . c . . . m . r e . ~ i n ~ . . d e f i . . m ' . t i o n . .  . . . . . .  ..~.0.-..~4. .............. L . ! .4- .2 .1  ......................................................................................... 

. . 4 _ . . S o ~ . . c a ! l u s  ........................................................... ! . 0 - . ! 4  ............... ~. . . ! .4-2.!  .......................................................................................... 

5. Hard callus 14-21 21-42 42-90 

6. Remodeling 3 months I year 2 years to epiphyseal 

closure 

From: O't~onnor, J.F. and Cohen, J. (Ed): Dating Fractures. Diagnostic Imaging in 

Child Abuse, Ed.P. Kleinman, Baltimore, Williams & Wilkins, 1987. 
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Cutaneous Injuries 

By far the most common manifestations of child abuse are cutaneous injuries. The 

types of lesions include bruises, abrasions, lacerations, petechiae, ecchymoses, and burns. 

The important characteristics of skin lesions when trying to distinguish accidental injuries from 

inflicted ones are the location, pattern, presence of multiple lesions of different ages and the 

failure of new lesions to appear during hospitalization or removal of the child from the 

caretaker. 

Table V 

Location of Cutaneous Injuries 

nflic~ed!~.: :.: ....: :: ::..:i:.~ii.,:: • 

f !s iis ................. i ......... ii ...... iiii 
Trunk Hips (iliac crest) 

!pA3er anterior legs Lower arms 

. . .S . i .d .e . s . .o f . fa .c . . e  ......................... . P r o . ~ e n c . e . s . . o f . . s p . ! n . . e  ...... 

' Ears and neck Forehead 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Genitalia, buttocks Under chin 

Adapted from Pascoe J.M. et al: Patterns of skin injury in non-accidental and accidental 

injury. Pediatrics 1979; 64: 245. 

The inflicting instrument may be discerned from the shape of the skin lesion. The 

typical lesion left by an looped electric cord used for whipping may appear elliptical; a belt, 

buckle or wire coat hanger leave bruises conforming to their shapes; the human hantt may 

leave parallel linear stress petechiae representing the spaces between the fingers or scalloping 

lesions conforming to the metacarpal-phalangeal junction; adult human bites leave 

characteristic lesions which can be measured and compared with the dentition of the alleged 
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perpetrator, gags leave downturned lesions at the comers of the mouth; lesions around the neck 

suggest ligatures applied in that location; ligatures applied to wrists and ankles to restrain the 

child will leave rope burns or pressure lines to those structures. Bruises of the upper arms or 

in the rib cage suggest encirclement bruises resulting from hard pressure applied during 

shaking or violent handling. 

Dating of bruises is an imperfect science due to the variability of skin color, healing 

characteristics, location of bruises and varying age groups of the children involved in abuse. 

Photodocumentation of bruises with color photography with clear identification of the patient 

and the date the photograph was taken can be of some value in assessing the age of bruises. 

More information, however, is needed to accurately judge the age of a bruise from its color. 

Burns 

It is estimated that between 12% and 30% of burns in children are non-accidental and 

that burns represent approximately 10 % of all abuse cases. In one large study of inflicted 

burns in 1979, 87% were scald burns and 13 percent were flame injuries. The peak age of the 

burn victims was from 13-24 months. The classic lesion is the immersion burn involving the 

buttocks, arms or ankles, sustained when a child is held in extremely hot water and producing 

either a doughnut lesion of the buttocks, sparing the portion of the buttocks resting against the 

relatively cooler porcelain of the tub, and showing sharp demarcation lines on the upper 

margins of the hot water-skin interface. This lesion, plus the stocking-glove immersion burns 

are easy diagnoses since they are so obviously due to restraint of the child. Likewise, bums of 

the palms and soles are diagnostic for inflicted injury unless the caretaker has an unusually 

convincing history of a mechanism of injury. Table VI summarizes the distinguishing 

characteristics of inflicted burns versus accidental bums. 
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History 

Location 

Pattern 

Table VI 

Accidental versus Inflicted Burns 

Burns attributed to sibling Compatible with observed injury 

Unrelated adult seeks medical 

care 

Differing accounts of injuay 

Treatment delay > 24 hours 

Prior "accidents" 

No parental concern 

Lesion incompatible with history 

Buttocks, perineum, genitalia 

Ankles, wrists 

Palms, soles 

Sharply demarcated edges 

Stocking-glove distribution 

Full thickness 

Symmetrical 

Burns older than history indicates 

Burn neglected, infected 

Numerous lesions of varying ages 

Pattern of burn consistent with 

instrument 

Large area of uniform dry contact 

burn 

From of body 

Random and injury -specific 

Associated irregular splash burns 

Partial thickness 

Asymmetrical 

One traumatic event 
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Non-accidental burns seem also to carry a higher correlation with social pathology than other 

forms of child abuse. In Hight's study of non-accidental bums, 2 7 of the 40 inflicted bum 

cases were either known to the state's protective service agencies or had been previously 

admitted with a variety of diagnoses including failure to thrive, poisoning, lead intoxication, 

fractures, head injuries, and previous bums. Rosenberg's study demonstrated that 19.5% of 

burns in children under the age of 3 years were of inflicted origin. 
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Poisoning 

Although reports of poisoning of children are small in number, the true incidence is 

difficult to determine. Sobel called attention to the fact that repetitive accidental poisoning in 

childhood bore no relationship to home safety but was intimately associated with parental 

psychopathology and disturbed family relationships. (Bays describes the characteristics of 

abusive poisoning in her chapter "Child Abuse by Poisoning". In Reece R.M. ed. Child 

Abuse: Management. 1994. Malvern Pa. Lea and Febiger.) 

Table VII 

Clinical Indicators of Abuse by Poisoning 

Under one year or between 5-10 years 

History 
Nonexistent, discrepant or changing 
Does not fit child's development 
Previous poisoning in this child 
Previous poisoning in siblings 
Does not fit circumstances or scene 
Third party, often a sibling, is blamed 
Delay in seeking medical care 

Toxin 
Multiple toxins 
Substances of abuse 
Bizarre substances 

Presentation 
Unexplained seizures 
Life-threatening events 
Apparent sudden infant death syndrome 
Death without obvious cause 
Chronic unexplained symptoms that resolve 
when the child is protected. 
Other evidence of abuse or neglect. 
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Munchausen Syndrome by Proxy 

Munchausen Syndrome by Proxy is a bizarre form of child abuse where the child is the 

victim of a form of mental illness of the mother the psychodynamics of which are poorly 

understood. It is defined as a circumstance in which 1) illness is simulated or produced by a 

parent (almost invariably the mother) or someone who is in loco parentis and 2) the child 

comes for medical assessment and care, usually persistently, often resulting in multiple 

medical procedures; and 3) knowledge about the etiology of the child's illness is denied by the 

perpetrator, and 4) acute symptoms and signs in the child abate when the child is separated 

from the perpetrator. 

Rosenberg has tabulated the presenting complaints, the methods of fabrication and the 

diagnostic strategies one may follow to make the diagnosis of MSBP and these are seen in 

Table VIII. 
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Table VIII 

Bleeding 1. Warfarin poisoning 
2. Phenolphthalein poisoning 
3. Exogenous blood applied 

4. Exsanguination of child 

5. Addition of other substances (paint, 

1. Toxicology screen 
2. Diapers positive 
3. Blood group typing (major and minor) 
3. 51 Cr labeling of erythrocytes 
4. Single blind study 
4. Mother caught in the act\ 
5. Testing; washing 

............................................ .c~.~.,..dy..e.s). .............................................................................................................................................................................. 

Seizures 

CNS depression 

I. Lying 
2. Poisoning 

• Phcnothiazincs 

• Hydrocarbons 
• Salt 
• Imipramine 

3. Suffocation/carotid sinus pressure 

1. Drugs 

Apnea 

Diarrhea 

Vomiting 

• Lomotil 
* Insulin 
• Chloral hydrate 
• Barbiturates 
* Aspirin 
• Diphenlaydramme 
• Tricyclic antidepressants 
• Acetaminaphen 
* Hydrocarbons 

Suffocation . 

1. Manual suffocation 

2. Poisoning 
• Imipramine 
• Hydrocarbon 

3. Lying 
1. Phenophthalem/other laxative poisoning 
2. Salt poisoning 
1. Emetic Poisoning 

1. Other MSBP features/retrospective 
2. Analysis of blood, urine, IV fluid, milk 

3. Witnessed 
3. Forensic photos of pressure 
1. Assays blood, gastric contents, urine, IV 
fluid; analysis of insulin type 

2. See"apnea, ~ "seizures" 

1. Patient with pinch marks on nose 
1. Video camera (hidden) 
1. Mother caught 
l...Diagnosis of exclusion 

2. Toxicology (gastric/blood) 
2. Chromatography of IV fluid 

3. Diagnostic process of elimination 

I. Stool/diaper positive 
2. Assay formula/gastric content 
l. Assay for drug 

............................................ ? : L y ~  .................................................................................. L A ~ ! t t o  h o s p ~  ....................................................... 

Fever 1 Falsifying temperature 1. Careful charting, re-checking 
2. Falsifying chart 2. Careful charting, re-checking 

2. Duplicating temperature chart in nursing 
station 

Rash 1. Drug Poisoning 1. Assay 
2. Scratching 2. Diagnosis of exclusion 

............................................... 3 .  Caust ics  9 p p ! ! ~ / p a m t m g  sk in  ............................ j 3 :  A s ~ y ~ w a s h  o fy ........................................................... 
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Module l 
Medical Evaluation of Physical Abuse 

The goal of the diagnostic process is to gather evidence that the illness is simulated or 

faked. The strategy of this process is to gather the team of caregivers in the hospital setting 

and discuss the evolving information on a regular basis. It is wise to alert the child protection 

agency, law enforcement and the prosecuting attorney's office that such a case is being 

investigated and sometimes to involve them at the outset in that investigation. Child 

psychiatry and child psychology should be added to the team if they are not already engaged 

and the hospital legal counsel, if not a member of the child protection team, should also attend 

the meetings. Covert video surveillance is sometimes employed in these cases and when that is 

being done it should be done with the full understanding of the ward team and the hospital 

administration and legal department. There are argqments about the use of covert video 

surveillance but those who favor its use argue that the goal of the hospital should be to 

diagnose and protect children and there are sometimes no other options than to collect data in 

this fashion. Extremely careful notes in the chart (or alternate record) are essential became the 

details are the most important ingredients in the formulation of the diagnosis. When the cases 

come before a court, it is essential that all involved with that proceeding are prepared to 

present their information and are sure of their facts. The ultimate outcome of the child's well- 

being will rest on this. Seldom does an opporttmity to diagnose MSBP on a subsequent 

admission occur. 

The long-term outcome of cases of MBP is poorly researched due to the disappearance 

of the families and the short history of the condition. It is hoped that in the next decade we 

will have a better understanding of the parental psychopathology as well as more information 

as to what happens to these unfortunate children. 
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Fatal Child Abuse and Sudden Infant Death Syndrome: 
A Critical Diagnostic Decision 

Abstract 

Distinguishing between an unexpected infant death due to sudden infant death syndrome 

(SIDS) and one due to fatal child abuse challenges pediatricians, family physicians, 

pathologists, and child protection agencies. If child abuse is suspected, the physician must 

fulfill mandated legal obligations to report the case to the appropriate authorities. Coroners, 

medical examiners and pathologists have the added responsibility of rendering a medicolegal 

opinion as to the cause and manner of  death. 

Learning Objectives 

• To review historical inquiries into the Sudden Infant Death phenomena 

• To define SIDS 

• To describe the clinical presentation of SIDS 

• To cite the incidence and epidemiology of SIDS 

• To distinguish between SIDS and fatal child abuse 

• To describe the role of the autopsy 

• To delineate the clinical radiographic study in SIDS 

• To identify the importance of death scene investigation to the 

examination 

overall postmortem 

• To describe criteria for distinguishing SIDS from fatal child abuse and other medical 

conditions 

• To recommend improved practices for determining cause and manner of  unexpected infant 

deaths 



Module 12 
Fatal Child Abuse and Sudden Infant Death Syndrome: 
A Critical Diagnostic Decision 

Outline 

I. Child Protection Needs 

II. Historical Background 

III. Definition of SIDS 

IV. Clinical Presentation of SIDS 

V. Incidence and Epidemiology of SIDS 

VI. Distinguishing Between SIDS and Child Abuse 

VII.Role and Importance of the Autopsy 

VIII.Radiographic Studies 

IX. Death Investigation: Scene Investigation and Past Medical History 

X. Criteria for Distinguishing SIDS from Fatal Child Abuse and Other Medical Conditions 

XI. Child Death Review Teams 

XII.References 



Module 12 
Fatal Child Abuse and Sudden Infant Death Syndrome: 
A Critical Diagnostic Decision 

Child Protection Needs 

Child protection agencies need to ensure that other children in the home are not at risk. 

Law enforcement personnel and prosecutors need to proceed if the law has been broken. All 

agree that the state of our knowledge in this area is incomplete and ambiguity exists in some 

cases. For everyone concerned, it is necessary and desirable, within the limits of our 

capability, to know the cause and manner of an infant death. This process requires application 

of current knowledge, a desire to know the reasons for the deaths, the resources necessary to 

conduct essential procedures, and the sensitivity and wisdom to perform the task without 

causing distress to innocent family members. 

Historical Background 

The history relevant to this presentation is a relatively short one. In the first half of 

this century, searching for the reasons infants die was the lonely province of a few clinicians, 

researchers, and pathologists who examined the retrospective traces of infant deaths. 

Bergrnan recounts the slow progression of knowledge about sudden unexpected infant death 

in the pathologists laboratories and morgues where Werne and Garrow and then Adelson and 

Kinney proposed etiologies for "crib death" other than suffocation. Since the 1950s the 

pediatric pathologist Marie Valdes-Dapena has been the most consistent researcher, educator, 

and translator of scientific information about SIDS to the clinical community and the lay 

public, and her recent review summarizes this material. Parents who had lost their infants 

began to press the question "Why did my baby die?' forming several grassroots organizations 

to raise public awareness and stimulate legislative activity to foster research and to provide 

centers for information and counseling for bereaved parents. Now called the SIDS Alliance, 

these efforts continue to spur research and greater public understanding of SIDS. 
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Simultaneously, the issue of child abuse was being confronted by a heretofore denying 

medical community. In 1946 John Caffey published an account of multiple fractures and 

subdural hematomas followed in 1953 by Silverman's postulation that these injuries were the 

result of  unrecognized trauma. 

Adelson's 1961 paper entitled "Slaughter of the Innocents" added to the factual 

information about fatal child abuse. In 1962, C. Henry Kempe coined the phrase the "Battered 

Child Syndrome" and further raised the consciousness of the medical community about the 

unpleasant truth that infants and children were being physically abused and killed.' The stage 

was being set for a controversy about death in infancy, its causes, and the possibility of 

caretakers' culpability for those deaths. 

In 1972 a young African-American couple whose infant died suddenly and 

unexpectedly were charged with criminal neglect. Despite autopsy findings that were 

consistent with SIDS and no signs of neglect or abuse, the medical examiner indicated that the 

baby had died of abandonment and neglect. Although the charges were later dismissed, the 

couple spent six months in jail because of their inability to post bond. But misattribution of 

death can also occur at the other extreme. An egregious series of lapses and errors of 

judgment occurred in the case of Mary Beth Tinning, who was charged with smothering her 

adopted infant daughter. During the inquiry into this death, it was discovered that eight other 

of her biological children had died and their deaths had been attributed to SIDS or "natural 

causes." News accounts of this case raised public awareness about the possibility of infant 

murders' being mistaken for crib death or other medical conditions. It is against this 

background that the need for an objective and integrated approach to the diagnosis is seen. 

Whenever an unexplained death occurs in infancy, the question of fatal child abuse must be 

addressed. 
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Definition of SIDS 

In 1989, the National Institute of Child Health and Human Development promulgated 

the following definition of SIDS: "The sudden death of an infant under one year of age which 

remains unexplained after the performance of a complete postmortem investigation, including 

an autopsy, an examination of the scene of death and review of the case history." 

Clinical Presentation of SIDS 

Typically, SIDS is suspected when an apparently previously healthy baby, usually 

younger than 6 months of age (peaking between 2 and 4 months of age), is found dead in bed 

in the early morning prompting an urgent call for emergency help. Emergency personnel 

respond and initiate cardiorespiratory resuscitation in the home and continue it on the way to 

the hospital, where the baby is finally pronounced dead. The infant's medical history is 

usually unremarkable. In many cases a history of a recent routine pediatric visit is elicited. 

The immediate antecedent history indicates that the baby had been fed his or her usual formula 

or breast milk and had been put to bed. At varying intervals the parents or other caretaker had 

checked the baby, who appeared to be normal, but later the baby had been discovered lifeless. 

No outcry had been heard and the baby had been found in the position in which he had been 

placed at bedtime or naptime. Evidence of terminal motor activity such as clenched fists may 

be seen and there may be some serosanguinous, watery, frothy, or mucoid discharge coming 

from the nose and mouth. The face and dependent portions of the body may have reddish-blue 

mottling due to postmortem lividity. 

5 
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Incidence and Epidemiology of SIDS 

In the United States approximately 5000 infants succumb to SIDS, annually a rate of 

about 1.4 per 1000 live births. For white infants, this is a rate of 1.24 per 1000 live births; 

for African-American infants the rate is 2.26 per 1000 livebirths. 

Incidence figures from other parts of the world vary from 0.036 to 6.3 per 1000 

livebirths. The role of race and ethnicity are unclear but Kraus and Bultreys, in a careful 

review of SIDS and socioeconomic status (SES), concluded that the preponderance of evidence 

suggests a consistent inverse relation between SIDS and SES. But they cautioned that the SES 

effect may act as a confounder, effect modifier, or intermediate variable. 

SIDS has its peak incidence between 2 and 4 months of age. Very few cases occur in 

the first week of life, and SIDS cases diminish in number after the third month of life. 

Approximately 90 % of SIDS deaths have occurred by 6 months of age." SIDS is seen more 

often in boys (60% to 70% vs 30% to 40% in girls); it occurs more frequently in the winter 

months in both the northern and southern hemispheres, suggesting that temperature alone is not 

a causative factor 16 ; and it is more frequent in multiple births, with twins and triplets having 

a rate 21/2 times that of singleton babies. The death occurs silently, apparently during sleep. 

The absence of a deleterious role of the administration of diphtheria-tetanus-pertussis 

vaccine has been demonstrated repeatedly. The National Institute of Child Health and Human 

Development epidemiological study" showed that in 757 SIDS cases there was an increased 

representation of premature and low birth weight babies and younger mothers; more mothers 

who smoked cigarettes during pregnancy; more babies who had thrush, pneumonia, and 

illnesses requiring hospitalization; more subtle neurological abnormalities; and more frequent 

reports during the neonatal period of tachypnea, tachycardia, cyanotic spells, and vomiting. 

Autopsy results in this study showed that some of the future SIDS victims had increased 

extramedullary hematopoeisis, periadrenal brown fat retention, and astroglial ghosis, but these 
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findings were far from uniform. The study concluded that not one or even combinations of 

these so-called "risk factors" were powerful enough to be predictive of future SIDS victims. 

The issue of recurrent SIDS within a family raises the possibility of genetically 

determined conditions. It also provokes questions of a forensic nature. In a 14-year study of 

subsequent siblings of SIDS victims in Norway, and in a Washington State study over 16 

years, the SIDS sibling risk was seen to be almost four times that of the SIDS risk among 

births at large. But when SIDS occurrences among siblings of SIDS cases were compared with 

those among non-SIDS siblings in maternal age- and birth rank-matched control families, there 

was no statistically significant difference in SIDS rates or in total infant mortality rates in 

families with a history of SIDS compared with families with no SIDS. Thus, the notion that 

having a SIDS baby makes having another more likely was dispelled. With the exclusion from 

the SIDS statistics of some of the deaths now thought to be due to inborn errors of 

metabolism, the chances for subsequent SIDS in families seems even less likely. 

Distinguishing Between SIDS and Child Abuse 

In 1961 Adelson reported on 46 child homicides occurring between 1944 and 1961. 

Ten children were younger than 1 year of age. Of those, 5 drowned and 3 died of starvation. 

The causes of death of the other 2 are not described. In 1991 Adelson 21 reported 194 child 

homicides: 28 occurred before the baby was 1 year old, 16 occurred in infants between I 

month and 1 year, and 7 occurred between 1 month and 6 months of age. All were fatally and 

obviously battered. Therefore, in this series, there were no cases likely to be confused with 

SIDS. 

Emery and Taylor described a 24-year period in Sheffield, England (1960 to 1984), 

during which postperinatal deaths (birth to 2 years) were investigated by gathering information 

about the death scene, obstetric, and pediatric care, reviewing autopsy findings; and 

conducting extensive home visits. As a result of this process, accidental suffocation was 

thought to be the cause of death in 10% of these cases, and the possibility of active 

7 
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intervention on the part of one or both parents was raised in another 10%, a rate consistently 

double that of overt child abuse in this age group. Specific data on infants between 1 month 

and 1 year were not reported. 

Suggested etiologies for unexpected infant deaths that have been reported include 

accidental strangulation, intentional suffocation, and Munchausen Syndrome by Proxy. Deaths 

in infant twins have also been studied extensively, both from the standpoint of the possible 

increased risk of death in the twin survivor of a SIDS death, and also to ascertain whether 

there is increased risk of being abused because of twin status. In 1982, Groothuis and 

coworkers reported on this latter phenomenon after studying 48 families with twins and 124 

single-birth families, matched for hospital of delivery, birth date, maternal age, race, and 

socioeconomic status. Three control (2.4%) and nine twin (18.7%) families had been reported 

for maltreatment, with one fatality. Siblings of these twins were reported to have been abused 

more frequently than the twins themselves, and abuse was limited to the twins in only three 

families. When analyzing the variables in the families studied, the authors concluded that twin 

status had the greatest impact on the risk of subsequent child abuse, suggesting that the stress 

of rearing twins, added to the other elements of childrearing in already marginally functioning 

families, was a significant determinant for subsequent abuse. 

Beal, in her summary of the world's literature concerning the phenomenon of SIDS in 

twins (1956 through 1988), reported that 6 (I%) of 625 of the surviving twins had 

subsequently died of SIDS. Data concerning the rate of simultaneous twin SIDS are difficult 

to interpret, but Beal 's estimate, based on published series, is 12 of 637 twin infant pairs, or 

2 % of all twin sets in which SIDS occurs. 

In 1985, Christoffel et al examined 43 unexpected deaths in children brought to 

Children's Memorial Hospital in Chicago during 1980 to 1981. Nine were due to child abuse 

and in 3 the correct diagnosis was established only by postmortem examination. In the same 

joumal issue, Kirschner and Stein described 10 cases in which the diagnosis of child abuse was 

made based on incomplete or erroneous medical observation. Five of those cases were 

8 
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autopsy-proven cases of SIDS. The recording of the clinical physical examinations had 

described conditions that were either postmortem changes (e.g., lividity, sphincter dilation), 

misinterpreted skin markings (mongoloid pigmentation), or a physical f'mding often seen in 

• SIDS deaths (serosanguinous discharge from nose and mouth). These reports emphasize the 

need for appropriate evaluation both before and after death, including thorough physical 

examinations, autopsies, and death scene investigation. 

In utero toxic influences have long been suspected as contributing to sudden infant 

death. Hagland and Cnattingius have reported that cigarette smoking during pregnancy is a 

highly significant risk factor in the pathogenesis of SIDS. Chasnoff et al found in one study 

that infants born to mothers who use drugs during pregnancy have a 5- to 10-fold increase in 

the risk of SIDS. Bauchner et al studied the rate of SIDS in infants of cocaine-abusing 

mothers and in a control group from the same economic sector and 4.9 and 5.6 per 1000- rates 

that are consistent with other studies of SIDS rates in lower socioeconomic sectors. Bauchner 

and Zuckerman appropriately raised questions about study methodology when looking at the 

high incidence of SIDS associated with in utero drug exposure. They cited the need for 

accurate measurement of drug use by mothers; control for confounding variables such as 

cigarette smoking, polydrug use, crowded living conditions, race, low SES, prematurity, and 

low birth weight; an examination of the relationship between the timing and quantity of 

exposure of cocaine and the outcome of SIDS; and finally, they questioned the use of SIDS as 

an outcome measure if there is not strict adherence to the definition of SIDS when death 

ascertainments are made. 

The relationship of substance abuse during pregnancy and subsequent child abuse, if 

not also controlled for similar variables mentioned above, can be misleading. However, in a 

study of 100 cocaine-exposed infants and matched control infants followed for 2 years at 

Rainbow Babies and Children's Hospital in Cleveland, OH, 7 have suffered physical injury, 37 

have suffered from neglect, and 21 have been placed in substitute care. The SES-matched 

control group of non-cocaine-exposed infants has had no instances of abuse or neglect. 

Wallace found that among- 70 crack-using women with children, 34.3% had the Bureau of 
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Child Welfare involved in their children's lives as a result of the mother's crack use and the 

neglect or abuse that followed. Thirty-four percent of the children were placed in substitute 

care and another 15.7% were being cared for by relatives without formal Bureau involvement. 

A recent report by Famularo et al showed a strong association between substance abuse and 

child maltreatment. The rates of fatal child abuse directly attributable to substance abuse are 

unknown, but logic instructs that a fatal outcome is a natural consequence in a proportion of 

these reported instances of maltreatment. 

There are convincing data that at least in some cases, postpartum depression and other 

psychiatric disturbances, particularly in mothers who had histories of maltreatment themselves, 

have led to infanticide. 

Role and Importance of the Autopsy 

Although the autopsy has not elucidated the etiology for SIDS, and despite often 

equivocal results, it is still considered the sine qua non in determining the cause of sudden and 

unexpected death in infancy. But acceptance of this precept is not uniformly embraced 

throughout the United States even now. In Massachusetts, where the autopsy rate for infants 

has been close to 100% for several years, the data from the Massachusetts SIDS Center show 

that in 806 sudden, unexpected infant deaths from 1982 through 1990 there have been only 5 

cases attributable to fatal child abuse (0.6%). 

In addition to the external findings of postmortem lividity and skin mottling often 

confused with bruising or other skin lesions, Valdes-Dapena has summarized the major 

morphological findings. Other less frequent lesions have been described. Evidence that 

respiratory syncytial virus infection produces life-threatening apneic episodes, in infants, 

reports of unexpected deaths of two infants with respiratory syncytial virus infection, together 

with autopsies consistent with SIDS have raised, once again, the question of the role of 

infection-this time of viral infection-as a possible factor in SIDS. Cytomegalovirus inclusion- 

bearing cells were recovered in the extraneural organs of 4 apparently healthy infants who died 

10 
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suddenly and unexpectedly; the authors also found glial nodules in the brainstems in each of 

these infants, causing them to speculate that such lesions could have affected neurons 

responsible for cardiorespiratory control." Huff reported finding cytomegalovirus cells in 7 % 

of  54 "crib death" babies as opposed to 1.2 % of 298 babies who had died of other causes. 

While these figures are not overwhelming, they do argue for a more careful search for such 

lesions and elucidation of their significance. Norman and colleagues studied 126 sudden 

unexplained deaths, excluding those due to accidents, child abuse, poisoning, or other 

explicable conditions. Of the 126, 86 (68%) were typical SIDS and less than 1% of them 

failed to have intrathoracic petechiae, a putative marker for SIDS whose significance is 

debated in the literature. Three had infections-granulomatous hepatitis pyelonephritis, and 

cytomegalovirus-none of which was sufficient to produce death. There were seven known or 

probable metabolic diseases accounting for a little over 5 % of the total. Their belief is that 

metabolic disease is most likely to be found in families in which there has been more than one 

child apparently dying of SIDS and in those infants with fatty livers at postmortem 

examination. The diverse metabolic diseases that can cause sudden infant death include 

disorders of fatty acid oxidation, organic acids, urea-cycle, amino acids, and carbohydrate 

metabolism. Current evidence from necropsy studies and from family studies suggests that 

about 1 in 10 of sudden unexpected deaths in infancy are due to inborn errors of metabolism. 

Despite the absence of hard data to support this assertion, certain additional steps would add to 

our knowledge and are recommended for the autopsy: body fluids (urine, blood, vitreous 

humor, cerebrospinal fluid, bile, and stomach contents) should be obtained and frozen at - 

80'C; skin samples should be obtained and analyzed; blocks of brain, liver, kidney, heart, 

muscle, adrenals, and pancreas should be analyzed. Postmortem findings in cases of fatal 

child abuse demonstrate that the causes of death were injuries to the head or the abdominal 

viscera, bums, drowning, gunshots, exposure, suffocating, or a combination of these. In 

contrast to later series, poisoning was not often a factor. 

11 
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Radiographic Studies 

The use of radiographs as an ancillary study in postmortem examinations is routine in 

most jurisdictions. In most cases where radiographs are used, however, the "babygram" is the 

standard. Kleinman et al point out that a skeletal survey should be the choice of examination 

and that properly informed and motivated technologists should be able to obtain high quality 

postmortem skeletal surveys in most medical examiners offices. The widespread failure to 

obtain such studies is probably due more to inertia than to actual technical or economic factors. 

The clinical radiographic study commonly referred to as the "skeletal survey" has been 

outlined by Kleinman. It consists of numerous projections and is clearly superior to the 

"babygram" done in most autopsy settings. 

Death Investigation: Scene Investigation and Past Medical History 

In Adelson and Kinney's 1956 report on 126 infant fatalities, death scene investigations 

occurred in all but one family. This remarkable adjunct to the postmortem examination was 

certainly unique at that time and indeed has not been the standard even in the recent past. 

Smialek and Lambras has observed that by delaying the death scene investigation one may lose 

accurate documentation of the scene in terms of the environmental risk factors and risk factors 

associated with sleeping conditions. Prompt interviewing of the discovering caretaker is 

needed to ascertain details of the infant's situation when first found lifeless. The gathering of 

information from physicians familiar with the baby and the family and from local child 

protection agencies should also be accomplished. Stanton and Oakley, reporting on the 

patterns of illness observed before unexpected infant death, found that 16% of the infants who 

subsequently died unexpectedly had been previously admitted to a hospital compared with 

5.4% of age matched control infants. Nearly half of those who died had been admitted prior 

to 2 months of age. Child abuse had been diagnosed in 8 of the 71 admitted infants and failure 

to thrive in 24. The bulk of the other admissions were for infection and loss of consciousness. 
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In the National Institute of Child Health and Human Development study, to a statistically 

significant degree, the 757 SIDS babies had more often been sick and had been previously 

hospitalized. These patterns of illness are important data in the investigation of sudden 

unexpected infant death. 

Taylor and Emery reviewed 65 postperinatal deaths in Sheffield, England, and found 

that 35 of the infants had had diseases or conditions present before the eighth day of life. 

Proven nonaccidental injury was seen in two cases, and "gentle battering"- meaning extreme 

concern in the death review conference because of discrepant histories, social chaos, and a 

pattern of unusual childrearing practices before death-in three. There were 19 infants certified 

as "cot deaths" (SIDS). 
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Criteria for Distinguishing SIDS from Fatal Child Abuse and Other Medical 
Conditions 

History surrounding death 

Age at death 

PE and laboratory studies 
at t ime of  death 

History of  pregnancy, 
delivery and infancy 

Death scene investigation 

Consistent With SIDS 

Apparently healthy infant 
fed, put to bed, Found 
lifeless. Silent death. EMS 
resuscitation unsuccessful. 

Peak 2-4 mo. 90% <7mo. 
Range 1-12 mo. 
Serosanguinous watery, 
frothy, or mucoid nasal 
discharge. PM lividity in 
dependent areas. Possible 
marks on pressure points of 
body. No skin trauma. Well 
cared for baby 
Prenatal care-minimal to 
maximal. Frequent history of 
cigarette use during 
pregnancy. Some future 
SIDS victims are premature 
or LBW. Subtle defects in 
state, feeding, cry 
neurological status 
(hypotonia, lethargy, 
irritability). Less 
posmeonatal height and 
weight gain. Twins, triplets. 
Spitting, GE reflux. Thrush, 
pneumonia, illnesses 
requiring hospitalization, 
tachypnea, tachycardia, 
cyanosis. Usually: No signs 
of antecedent difficulty. 
Crib, bed in good repair. 
No dangerous bedclothes, 
toys, plastic sheets, pacifier 
strings, pellet pillows, No 
cords, bands for possible 
entanglement. Accurate 
description of position with 
attention to possible 
head/neck entrapment. 
Normal room temperature. 
No toxins, insecticides. 
Good ventilation, furnace 
equipment. 

Less Consistent with SIDS 

Infant found apneic. EMS 
transports to hospital. Infant 
lives hours to days. 
Substance abuse, family 
illness. 
8-12 mo. 

Organomegaly of viscera. 
Stigmata of disease process 
(PE, laboratory, X-ray). 

Prenatal care-minimal to 
maximal. History of 
recurrent illnesses. "Sickly" 
or tweak" baby. Specific 
diagnosis of organ system 
disease. 

Defective crib/bed. Use of 
inappropriate sheets, pillows, 
sleeping clothes. Presence 
of dangerous toys, plastic 
sheets, pacifier cords, pellet 
pillows. Cosleeping. Poor 
ventilation, heat control. 
Presence of toxins, 
insecticides. Unsanitary 
conditions. 

Highly Suggestive or 
dia[nostic of Child Abuse 

History atypical for SIDS. 
Discrepant history. Unclear 
history. Prolonged interval 
between bedtime and death. 

> 12 mo. 

Cutaneous injuries. 
Traumatic lesions of body 
parts (conjunctiva, fundi, 
scalp, intraoral, ears, neck, 
trunk, anogenital extremities, 
malnutrition, neglect 
Fractures. 
Unwanted pregnancy. Little 
or no prenatal care. Late 
arrival for delivery. Birth 
outside of hospital. Few or 
no well baby care. No 
immunizations. Use of 
cigarettes, drugs/alcohol 
during and after pregnancy. 
Baby described as hard to 
care for or to "discipline." 
Deviant feeding practices. 

Chaotic unsanitary crowded 
living conditions. Evidence 
of drugs/alcohol. Signs of 
terminal struggle in crib, bet, 
bedclothes or other 
equipment. Discovery of 
blood-stained bedclothes. 
Evidence of hostility by 
caretakers. Discord between 
caretakers. Display of 
violence between caretakers. 
Admission of harm. 
Accusations. 
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Previous infant deaths in 
family 

Autopsy findings 

Previous CPS or LE 
involvement 

First unexplained and 
unexpected infant death. 

No adequate cause of death 
at PM. Normal: skeletal 
survey, toxicology, 
chemistry studies (blood 
sugar may be high, normal, 
or low), microscopic 
examination, metabolic 
screen. Presence of: large 
numbers of intrathoraeic 
petechiae; dysmorphic, 
dysplastic, or anomalous 
lesions; gliosis of brainstem; 
sphincter dilation. 
Occasionally subtle changes 
in liver, including fatty 
change and extramedullary 
hematopoiesis. 
None 

One previous unexpected or 
unexplained infant death 

Subtle changes in liver, 
adrenal, myocardium. Few 
or no intrathoracic petechiae. 

One 

More than one previous 
unexplained or unexpected 
infant death. 
Traumatic cause of death (IC 
or visceral bleeding). 
External bruises, abrasions, 
or burns. No intrathoraeic 
petechiae. Malnutrition. 
Fractures. Subgaleai 
hematoma. Abnormal body 
chemistry values (Na, Ci, K, 
BUN, sugar; liver, 
pancreatic enzymes; CPK). 
Abnormal toxicology. 

Two or more. One or more 
family member arrested for 
violent behavior. 

15 



Module 12 
Fatal Child Abuse and Sudden Infant Death Syndrome: 
A Critical Diagnostic Decision 

Child Death Review Teams 

The determination of the cause and manner of death in children has been grossly 

neglected. Twenty years have passed since Bergman' found that only 25 % of sudden and 

unexpected deaths in the United States had the benefit of an autopsy to establish the cause of 

death in suspected SIDS cases. It is hoped that a contemporary survey would show a better 

rate, but even then it must be recognized that the autopsy is only one component of a proper 

approach in establishing the cause of death. Moreover, death ascertainment should be 

accomplished in all children younger than the age of 18 years, not just in infants. Because this 

is such an egregious omission in the conduct of the medical, social, and legal stewardship of 

our children, momentum has been building to analyze childhood deaths by means of child 

death review teams. This approach has been superbly described in a series of four manuals 

prepared by the Child Maltreatment Fatalities Project of the American Bar Association Center 

on Children and the Law and the American Academy of Pediatrics. The information compiled 

by means of the detailed investigation suggested in these publications will provide the most 

reliable determination of cause and manner of death. 
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If child abuse or neglect is a contributory factor in a substantial proportion of 

unexpected infant deaths, what should be done to minimize mistakes in the ascertainment of 

the cause and manner of death? The following recommendations are offered: 

1. Accurate history-taking by emergency responders and medical personnel at the time of 

death and made available to the medical examiner or coroner 

Examination of the dead infant at a hospital emergency department (Often such babies are 

taken directly to the morgue, depriving the case of clinical appraisal prior to autopsy.) 

Protocol postmortem examinations within 24 hours of death, including toxicology and 

metabolic screening when deemed appropriate in the context of the complete evaluation of 

the infant's death 

Prompt death-scene investigation by knowledgeable individuals including careful 

interviews of the household members 

Collection of previous medical records from all sources of medical care and personal 

interviews of key medical providers 

Detailed collection of medical history from caretakers, using a standardized medical 

history questionnaire 

Locally based infant death review teams to review the collected data with participation of 

the medical examiner or coroner in the review 

Use of accepted diagnostic categories on death certificates as soon as possible after review 

Prompt informing sessions with parents when the results indicate SIDS or medical 

causation of death (High-quality medical examiner's offices inform parents of SIDS cases 

as soon as the results of the gross autopsy findings are available.) 

10. Recognition of all the diagnostic elements comprising the decision about infant deaths 

(Table) 

11. Maintenance of a supportive approach to parents during the death review process 

12. Adequate funding of this critical process, both for death ascertainment and for the 

protection of all infants and children 

13. Stimulation and support of more research into the etiology of both SIDS and child abuse. 

. 

. 

. 

. 

. 

. 

. 

9. 
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SCENE INVESTIGATION 

• d o c u m e n t  and  p h o t o g r a p h  p r e s e n c e  o f  pe t  

food in house  

• d o c u m e n t / p h o t o g r a p h  food for adu l t s  a n d  

o ther  s ib l ings  - n o n e  for  v i c t i m  

• p h o t o g r a p h  o ther  c h i l d r e n  - c o n t r a s t  v i c t i m  

VICTIM TREATED 
DIFFERENTLY 

• E v i d e n c e  o f  m a l t r e a t m e n t  

• no  p h o t o g r a p h s  o f  v i c t i m  in t he  h o m e  

• no  t o y s  for the  v i c t i m  

• p h o t o g r a p h  o f  v i c t i m  at  an  ear l ie r  t i m e  

• i n s u r a n c e  po l i cy  or  p r e m i u m s  on  v i c t i m  

UNDERLYING ORGANIC 
CONDITIONS 

• Identify organic conditions 

• Review and analyze vict im's  medical records for 
previous diagnosis for FTT 

• Interview physician at onset o f  investigation and 
again alter reviewing all records 

• Train medical s taf fand physician to ask right 
questions-document same 

• Assess  for possible defenses 

• Caretakers version corroborate or rebuts medical 
evidence? 
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PHYSICIAN INTER VIEW 

• Medical examiner or attending physician 
must be trained in collection o f  evidence 
and proper diagnosis 

• Plot victim on NCHS chart 

• Length, weight, head circumference 

• FTT = 2 standard deviations below mean 
for length or weight for age 

P H Y S I C I A N  INTER VIEW 

• Usually child loses weight first, length 
second, and head circumference 

• Lack o f  records- victims of  FTT have birth 
weight and weight at referral or death. 
Physicians reluctant to diagnose FTT on 
two points. 

• Ask for assessment for deviation from 
normal development - age and gender 

P H Y S I C I A N  INTER VIEW 

• Most important question-what produced this 
child's emaciated condition-what is the 
physician's specific assessment? Document 
what is said and the basis for their 
conclusions. 

I 
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EXCLUDING OR GANIC 
EXPLANATIONS 

• Organic basis? Tests required? If organic, 
did condition cause emaciation or merely 
predispose the child against gaining weight? 

• Medical history, pre-natal and birth history. 
Growth history at hospital (24 hrs) and any 
subsequent admissions 

• Feed child in controlled environment and 
plot growth for a few months-then file 

EXCLUDING OR GANIC 
EXPLANATIONS 

• Establish whether malnutrition is acute or 
chronic 

• Children rarely are emaciated in a few days. 

• Often caretakers will tell you weight lost in 
last 48 hrs. 

• Acute FTT shows signs of emotional 
deprivation-fetal position, vacant eyes, little 
response to external stimuli. Document! 

Concluding Questions for 
Attending Physician 

What does the physician think of the 
plausibility of the caretaker's version of the 
child's feeding history? 

Did parent's actions seem reasonable given the 
child's condition? Why? 

Criminal charges may be warranted 
irrespective of organic condition if caretaker 
failed to get medical attention when child was 
clearly wasting away 
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CARETAKER INTERVIEW 

• Critical - law enforcement ifcaregiver is 
willing 

• I f  caretaker invokes, they will probably still 
answer medical s taff  questions when child's 
history is being taken 

• Parents/caregivers should be questioned 
about significant events surrounding 
conception, rape, pregnancy wanted? 

em,l~m 

CARETAKER INTERVIEW 

• Questions concerning prenatal care, child's 
disposition, feeding and sleeping habits are 
important. 

• Questions about parenting skills are 
important to determine whether actions 
were made out o f  ignorance or intentional, 
ie, "Did you feed the baby three times a 
day?" How was the formula mixed? 
Diluted? 

BIRTH RECORDS 

• Birthing classes? Parenting classes? 

• Feeding methods taught? 

• Any medical  problems that would affect 
chi ld 's  development adversely? 

• Successful prosecution depends on 
establishing caretaker had the requisite legal 
competence and mental state to understand 
the child was wasting away. 
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DEFENSES 

Undiagnosed medical condition: 

1. preventable with proper medical care if 
condition exists at all 

2. obvious to a reasonable person child 
needed medical attention 

3. caregiver was legally competent and 
understood child needed medical attention 

DEFENSES 

PoveFt~: 
1. family too poor to obtain necessary food or 

medical care 

2. look for evidence of money spent on non- 
necessities: alcohol, drugs, cigarettes, cable 
t.v., or family received public assistance and 
had access to resources for the baby. 

DEFENSES 

Ignorance: caregivers were ignorant of basic 
child feeding and rearing needs. 

1. parenting classes 

2. raised other children 

3. child survived fine for a period of time 

4. other evidence supporting competence 
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DEFENSES 

Everyone  in our family is shor t -we all g row 
out o f  it. 

1. Even short children do not was te  away 

2. Ask physician to adjust chart for premature 
child. 

DEFENSES 

Child was  healthy - lost weight  rapidly 

I. Thorough  medical  workup  should 
demonstra te  whether  malnutr i t ion is chronic  
or  acute 

2. Very  rare that emacia t ion occurs  rapidly 

DEFENSES 

Transportat ion - no means  to transport  the 
child to medical  care or to purchase  food. 

Invest igat ion may reveal  that ca reg iver  had 
access to free bus t ickets or  indigent  
transportation services connec ted  to a 
medical  center or clinic and chose  not to use 
them. 
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AUTOPSY 

• Ask medical examiner to determine effects o f  
malnutrition on the ultimate cause o f  death. Many 
deaths are classified from natural causes with 
malnutrition as a secondary cause. 

• "But For" test - cases that list cause o f  death from 
natural causes with malnutrition as a secondary 
cause can still be prosecuted i f  the child would not 
have died but for the complications o f  malnutrition. 

AUTOPSY 

• Autopsy should document  type and condition o f  
food in victim's s tomach and intestines to assist in 
establishing time o f  death and refute or 
corroborate caregiver's statement as to when the 
child was last fed. 

• The medical examiner should photograph and note 
loss o f  fat tissue and muscle  wasting to illustrate 
the progressive deterioration o f  the child's 
condition over time. 

~ T m  

AUTOPSY 

- Calculat ion o f  caloric def ic i t  to de termine  
degree o f  food depr ivat ion.  This  method  was  

developed by Meade  & Brissie ,  30 J. Forens ic  
Sci. 1263, (I 985) Infanticide by Starvation. 

• Photographs  are critical to proving starvat ion.  

Photograph entire body  aga ins t  a non-whi te  

background to reduce  g lare  (ABFO Bar  - 

ColoO 
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AUTOPSY 

• Careful  measu remen t s  are required both at 
the t ime  o f  presenta t ion  and at autopsy. 
Skin tents and cradle  caps should be noted 
and expla ined  wi th in  the context  o f  the 

ch i ld ' s  death. 

Proving your Case 

• Juries are re luctant  to be l ieve  a parent 
would  s tarve their  chi ld  to death 

• Prove  parents  w e r e  wel l  aware o f  chi ld 's  
condi t ion  and fa i led to seek help. 

• Impress ion m a n a g e m e n t  o f  the courtroom. 

• Medica l  and exper t  tes t imony - battle o f  the 
experts.  

Neglect and Failure to Thrive 

G e n e r a l l y :  

[ ~  G r o w t h  s ign i f i cant ly  under  norms 

[~> O r g a n i c  - m e d i c a l  cause  

[~> N o n - o r g a n i c -  m a l t r e a t m e n t  

[Z> Severe  m a l n u t r i t i o n  - s tarvat ion 
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Neglect and Failure to Thrive 

Defenses :  

U n d e r l y i n g  m e d i c a l  cond i t i on  

P o v e r t y  

~" L a c k  o f  p a r e n t i n g  skil ls  - i g n o r a n c e  

C h i l d  w o u l d n ' t  ea t  - vomi t ing ,  

d i a r r h e a  

Neglect and Failure to Thrive 

Defenses: 

Congenital  - everyone in family ., ' , 
is small 

)~ Child healthy until  jus t  rece 

Someone else is responsible fo'i ~ - 
caretaking 

Neglect and Failure to Thrive 

Overcoming Defenses: 

• Determine if organic condition 

• Medical tests 

• Child fed in controlled environment 

• Document growth for several months 
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Neglect and Failure to Thrive 

Overcoming  Defenses:  

• Ma lnu t r i t i on  ongoing or  recent?  

• Did p a r e n t s  seek medical  intervent ion,  
advice? 

• Evidence of  emot iona l  depr iva t ion  

• Medica l  records ,  growth cha r t  

Neglect and Failure to Thrive 

Overcoming  Defenses:  

• Evidence  o f  fa i lure  to keep well baby  
a p p o i n t m e n t s  

• In te rv iew phys ic ians  

• C a r e t a k e r  in te rv iew by physic ian  

• In te rv iew lay  witnesses with access to 
the child 

Neglect and Failure to Thrive 

Scene Inves t iga t ion :  

• :- Consen t  a n d / o r  search w a r r a n t  

-:- Documen t  by  inventory,  photos  
and videos  

• :* Age a p p r o p r i a t e  food 

• :. Bottles, cans  of  formula ,  mixing 
ins t ruc t ions  
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Neglect and Failure to Thrive 

S c e n e  I n v e s t i g a t i o n :  

• ;* F r e s h n e s s  o f  food  

• I- D i a p e r s  a n d  d i r t y  l a u n d r y  

• I* V i c t i m  t r e a t e d  d i f f e r e n t l y  

• ;. A d u l t  food  

• :. P e t  f o o d  

• :- A l c o h o l ,  d r u g s ,  c i g a r e t t e s  

Neglect and Failure to Thrive 

S c e n e  I n v e s t i g a t i o n :  

• :- C a b l e  T V ,  s t e r e o  

• :- O t h e r  c h i l d r e n  wel l  f ed  

• :. N o  c u r r e n t  p h o t o s  o f  v i c t i m  

• :- N o  t o y s  f o r  v i c t i m  

• "- O v e r a l l  c o n d i t i o n  o f  h o m e  

• .*- M e d i c a l  c a r e  f o r  ch i ld  

Neglect and Failure to Thrive 

O t h e r  N e g l e c t  C a s e s :  

~t  U n a t t e n d e d  c h i l d  

m F a c t o r s  t o  c o n s i d e r :  

• a g e  o f  c h i l d  

• t i m e  p e r i o d  le f t  u n a t t e n d e d  

• p a r e n t ' s  a w a r e n e s s  o f  r i sk  

• p a s t  h i s t o r y  o f  s i m i l a r  c o n d u c t  
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Neglect  and Failure to Thrive 

Cause and Manner  of  Death: 

Effects of  malnutrit ion on ultimate 
cause of  death 

Natural  vs. secondary 

3g "But for" test 

Autopsy  to document  loss of  fat tissue, 
musc le  wasting, etc. 

BATTERED CHILD S Y N D R O M E  
Kempe, el: a£, The Battered Child Syndrome, 

181 JAMA 17(1962) 

"A marked  discrepancy between clinical findingJ and 
historical data as supplied by the parents is a major  

diagnostic feature of the Battered Child 
Syndrome.. .Subdural hematoma, with or without 

fracture of the skull...is an extremely frequent finding 
even in the absence of fractures of the long bones... 

The  characteristic distribution of these multiple 
fractures and the observation that the lesions are in 
different stages of heating are of additional value in 

making the diagnosis." 

E s t e l l e  v. M c G u i r e  
112 S.Ct. 475, 116 L.EI£2d 385 (1991) 

Evidence of Battered Child Syndrome 
Admiss ib l e  to Prove: 

• Intent 

• Absence  o f  Mistake or Accident  

• Ident i ty  
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Este l le  v. M c G u i r e  

Even if the defendant  does not raise 
"acc ident"  as a defense, evidence of 

Bat tered Child Syndrome is admissible to 
prove intent... "The  prosecut ion 's  burden  
to prove  every e lement  of the crime is not 
relieved by a defendant ' s  tactical decision 
not to contest  an essential element of the 

offense." 

Este l l e  v. M c G u i r e  

Bat te red  child syndrome  "exists when a child 
has sustained repea ted  and/or  serious injuries  

by non-accidenta l  means.. .Evidence 
demons t ra t ing  BCS helps to prove that  the 

child died at  the hands  of another  and not by 
falling off a couch, for  example; it also tends 
to establish that  the 'o ther , '  whoever it  may 

be, inflicted the injuries  intentionally. 

Este l l e  v. M c G u i r e  

" W h e n  o f fe red  to  show tha t  ce r t a in  
i n j u r i e s  a r e  a p r o d u c t  o f  chi ld  abuse ,  

r a t h e r  t h a n  acc iden t ,  evidence of  p r i o r  
i n j u r i e s  is r e l e v a n t  even though  it does 
no t  p u r p o r t  to p r o v e  the iden t i ty  of  the  

p e r s o n  who  m i g h t  have  infl icted the  
i n j u r i e s . "  

~ . p m  
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Este l l e  v. M c G u i r e  
"The  p roof  of  ba t t e red  child syndrome 

itself  na r rowed  the group  of possible 
p e r p e t r a t o r s  to the (defendant)  and his 

wife. . .Only someone regu la r ly  ' c a r ing '  for 
the child has the  cont inuing oppor tuni ty  

to inflict  these types of in jur ies ;  an 
isolated contact  with a vicious s t ranger  

would  not resul t  in this pa t t e rn  of 
successive in jur ies  s t re tching through 

severa l  months ."  

The History, Effectiveness, & 
Legality of Corporal Punishment 

D A N I E L  A R M A G H  

Direc tor  

Nat iona l  Cen te r  for  Prosecut ion of  
Chi ld  Abuse  

ORANGES 
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H o w  prevalent  is CP? 

• 9 0 %  o f  y o u n g  c h i l d r e n  r e c e i v e  C P  

• 3 3 - 5 0 %  o f  a d o l e s c e n t s  r e c e i v e  C P  

• 3 m i l l i o n  a c t s  o f  C P  in  A m e r i c a n  s c h o o l s  

d u r i n g  t h e  1 9 8 0 ' s  

• 5 0 0 , 0 0 0  ac t s  o f  C P  in  A m e r i c a n  S c h o o l s  

d u r i n g  t h e  1 9 9 0 ' s  (23 s t a t e s  a l l o w  C P  in  

t h e  s c h o o l s )  

H o w  do we hit  our children ? 

• 63% spanked  . 11% whipped 

• 42% s lapped • 9 %  a r m s  twis ted 

• 2 0 %  ears  pulled • 9% shaken  

• 9°/o p u n c h e d  • 6 %  kicked 

• 14% pinched  

The Prevalence of Objects 

In a s tudy of 320 middle  class 
families: 

• 83 % used corporal  pun i shmen t  

• 35 % of the chi ldren struck wi th  
objects including sticks, paddles,  
whips ,  and cords. 
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When do we  hit  our  

chi ldren? 

, ,:., : " : ~  . . . . . . . . .  . . . . - /  , \". .  " - ~ . . . . . -  

• c h i l d  o u t  o f  

c o n t r o l  

• d i s o b e d i e n t  

• d i s r e s p e c t f u l  

~ P l t  

Why do we hit  our children? 

• Moral arguments 

• Efficacy 

• Parent factors: 
cathartic for parent, 
single morns need to 
be as tough as Dad, 
and it "worked for 
me." 

What are the risks o f  spanking? 

• S p a n k e r s  m o r e  l ikely to  use o t h e r  f o r m s  

of  C P  

• A v e r s i v e  d i sc ip l ine  m o r e  l ikely when  

p a r e n t  is a n g r y ,  d e p r e s s e d ,  fa t igued,  

s t r e s s e d  

• 1003 M i n n e s o t a  m o m s :  4 4 %  s p a n k e d  

m o s t  o f t en  w h e n  t h e y  h a d  " los t  it ." 
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How long has CP been 
accepted? 

• CP practiced -" ' "- 
by Egyptians, ~ 
Greeks, 
Romans. 

• The "rule of 
thumb.- 

Corporal Punishment 
and American Culture 

American Literature 

~ H ,  t ,  
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American Schools 

American Religion 

@ conservat ive  v iew 

@ modera te  v iew 

@ l iberal  v i ew 

The Literature 

• Much  li terature focuses 
on risks of CP 

• Literature condemning 
spank ing  is criticized for 
mixing apples and 
oranges 
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Can we  reach a consensus? 

AAP Consensus Statements 

• No  C P  b e y o n d  s p a n k i n g  

• No  s p a n k i n g  o f  k i d s  b e l o w  a g e  o f  t wo  

• C P  o f  o l d e r  k i d s  a n d  a d o l e s c e n t s  n o t  

e f f e c t i v e  

• C P  is r i s k  f a c t o r  f o r  p o o r  o u t c o m e s  

• N o n - c o r p o r a l  d i s c i p l i n e  w o r k s  

• I n c o n c l u s i v e  d a t a  o n  e f f ec t  o f  s p a n k i n g  

• C P  is  s c h o o l s  n o t  e f f ec t i ve  

When is CP a Cr ime?  

• Major i ty  view: 
reasonable  force 

• Minor i ty  view: actual  
malice 

• Minneso ta  view: 
reasonable  force not  
a defense to the  
c r ime of  assaul t  
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When should CP be Prosecuted? 

• m o t i v e  

• e m o t i o n a l  h a r m  

• l o c a t i o n  o f  b l o w s  

• e x t e n t  o f  i n j u r y  

• use  o f  o b j e c t s  

• m e t h o d o l o g y  

• a g e  & s ize  o f  ch i ld  

• h a n d i c a p s  o f  ch i ld  

• c u l t u r e  a n d  r e l ig ion  

• o t h e r  m e a n s  to 

a d d r e s s  C P  

• pos s ib l e  r e t a l i a t i o n  

• w i s h e s  o f  v i c t i m  

• d e t e r r e n c e  

• j u s t i f i c a t i o n  fo r  t h e  

C P  

Overcoming a 
defense o f  reasonable 

force 

Voire dire 

- o b j e c t s  

- i n j u r i e s  

• a c c i d e n t s / i n f r a c t i o n s  

• a g e  o f  c h i l d  

• l o c a t i o n  o f  b l o w s  

L-p2~ 
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Themes 

Parental  license to discipline is 
not  a license to maim a child. 

A child may  fear a father 's  

hand ,  but  when  the child 

fears his father, there is 

danger  in the home. 

The defendant  has the gall 
to speak of his adherence 
to the old fashioned virtue 
of "spare  the rod." The 
defendant  apparent ly  pays  
no allegiance to the old 
fashioned virtue "pick on 
someone your  own size." 
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The  case  in 
ch ie f  

Medical Experts 

i ~n~°~e~c°~stent ~~  
~:gfr:eb°;f~ :C:a:::dd e fen s e ~ 

• danger of particular instruments 

Psychologists 
• t h e  h a r m  o f  

w i t n e s s i n g  v i o l e n c e  

• t h e  h a r m  o f  
d i s c i p l i n a r y  p r a c t i c e s  

• c o m m o n  b e h a v i o r s  
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Interrogation 
• f ee l ings  

• o t h e r  d i s c i p l i n a r y  t e c h n i q u e s  

• e f f ec t i venes s  of  o the r  d i sc ip l ine  

• de ta i l s  of  the  ru le  v i o l a t e d  

• w h o  gets  p u n i s h e d  for  v i o l a t i n g  the  
ru l e?  

• the  p e t s  

Cross-examination of 
Defendant 

• s i z e  d i f f e r e n t i a l  

• p u r p o s e  o f  t h e  d i s c i p l i n e  

• t h e  n u m b e r  o f  b l o w s  n e e d e d  

• t h e  n e e d  to  u s e  o b j e c t s  

• w a s  a n  a s s a u l t  r e a l l y  n e c e s s a r y  

• t h e  l o v e  q u e s t i o n s  

D 

g 

Q 

HOT TOPICS 

Interviewing 

Video-taping 

Munchhausen Syndrome By Proxy 
(Factitious Disorder) 

Plethysmograph 

Recantation 

Media Backlash 

Computer Assisted Exploitation 
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BALANCING THE SCALES FOR 
CHILDREN 

• V E R Y  S E R I O U S  W A R  

• S T A T E  & D E F E N D A N T  

• C H I L D  & D E F E N D A N T  

• P R O S E C U T O R  & D E F E N S E  

A T T O R N E Y  

- P R E P A R A T I O N  A N D  T R A I N I N G  

VERTICAL PROSECUTION 

• N u m b e r  o f  i n t e r v i e w s  

• T a r g e t  f o r  r e a s o n a b l e  d o u b t  

• C o o r d i n a t e d  a p p r o a c h  

• P r e v e n t s  m e e t i n g  n e w  p r o f e s s i o n a l  

e v e r y  t i m e  

• M u l t i - d i s c i p l i n a r y  t e a m s  

D E F E N S E  EXPERTS 

• R A L P H  U N D E R W A G E R  

• R I C H A R D  G A R D N E R  

• W H A T  IS T H E I R  P R E V I O U S  

T E S T I M O N Y ?  

• W H A T  I S  T H E I R  E X P E R T  

B A C K G R O U N D  ? 

• E D U C A T I O N A L  R E L E V A N C E ?  
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O F F E N S I V E  D I S C O V E R Y  

• B l o o d  T y p i n g  

• D N A  

• H L A  

• H I V  T e s t i n g  

• S T D  

• P h o t o  C o r r o b o r a t i o n  

• F o r e n s i c  C o m p u t e r  A n a l y s i s  

P S Y C H O L O G Y  O F  THE 
I N V E S  TIGA TOR 

• Bes t  o f  t he  b e s t  

• T h i n k  l i k e  a d e f e n s e  l a w y e r  

• T h i n k  l i k e  a p r e d a t o r  

• T a k e  t h e  t e s t i m o n i a l  v i ew of  

e v e r y t h i n g  y o u  do  

• K n o w  y o u r  c a s e  

• Be o r g a n i z e d  a n d  conc i se  

I N V E S  TIGA T I O N  

• I n t e r v i e w  o r  i n t e r r o g a t i o n  i s  

c r i t i c a l  t o  c a s e  

• S a f e  e n v i r o n m e n t  / b e  h i s  p a l  

• L o c k  h i m  in  t o  t h e  f i r s t  f ive  s t o r i e s  

• M i r a n d a  

• C o n s e n t  a n d  w a r r a n t  
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( 
/ 

CORROBORATION 

• S T I N G  

• N O N  - C O N F E S S I O N  

• C O N F E S S I O N  

• C O R P U S  D E L E C T I  

• C A L L  H I S  M O M  

• I N T E R V I E W  O T H E R S  

• A N T I C I P A T E  T H E  D E F E N S E  

SUBSTANCE OF 
TESTIMONY 

• C o m p e t e n c y  

• R e m e m b e r  

• R e l a t e  

• C o m m u n i c a t e  

• T r u t h  a n d  l i e  

• P u n i s h m e n t  

• K e n t u c k y  v.  S t i n c e r  4 8 2  u.s .  730  

Pitfalls and Trapdoors for the Child 
Abuse Professional: Testifying In the 

Courtroom for Case In Chief 

D A N I E L  A R M A G H  

D i r e c t o r  o f  L e g a l  E d u c a t i o n  

N a t i o n a l  C e n t e r  f o r  M i s s i n g  a n d  

E x p l o i t e d  C h i l d r e n  

f 
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TESTIFYING 

IMPRESSION MANAGEMENT 

Where Your Emotional 
Predispositions Exist 

Oranges 

BALANCING THE SCALES FOR 
CHILDREN 

• V E R Y  S E R I O U S  W A R  

• S T A T E  & D E F E N D A N T  

• C H I L D  & D E F E N D A N T  

• P R O S E C U T O R  & D E F E N S E  

A T T O R N E Y  

• P R E P A R A T I O N  A N D  T R A I N I N G  
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THEME DEVELOPMENT 

• EARLY IN THE CASE 

• 80% OF JURORS MAKE UP THEIR 
MIND AFTER OPENING STATEMENT 

• A THEME 1S THE FILTER 

• OUT THINK THE OPPONENT 
BEFORE THE TESTIMONY IS GIVEN 

~ ¢ p  m 

IMPRESSION 
MANAGEMENT 

• Sound  Bite Society 

. Attention Span O f  Jurors 

• Educational  Level O f  Jurors 

• 3 Sources O f  Expertise 

• Jurors '  " N o t  Enough Evidence" 

• Unprofessional Mistakes 

Voir Dire in Child Victim Sex 
Trials: A Strategic Guide for 

Prosecutors 
Dr. N i c k  M a r o u l e s  a n d  

C h a r l e s  R e y n a r d ,  M c L e a n  C o u n t y  
State's A t t o r n e y  

Illinois State's Attorneys Appellate Prosecution 
Child Witness Project 



7 9  

Research 
Survey of Actual  J u r o r s  

80% found children credible 

45% very believable 

88% had empathy for victims 

35% testimony looked rehearsed 

Research 

Survey of Potent ia l  J u r o r s  
57%-children more credible than adults 

31%-children over 14 should have to resist 

70% expected physical evidence 

60% expected "definitive" medical evidence 

43% felt children sometimes lied 

I~ W II W | I f l I U W T  
Morison & Greene, Juror  and 

Expert Knowledge of Child Sexual 
Abuse, 16 Child Abuse and Neglect 

595(1992) 
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Juror and Expert Knowledge 
~ J u r o r s  not well informed on many issues 

Experts had consensus on 

~ O v e r  half the jurors  believed children were easily 
manipulated into making false reports, and were 
physically damaged by the assault 

~l~More than one third believed that  allegations 
frequently prove false, and the typical reaction of 
the victim would include resistance, crying for 
help, or escape 

q1~20% supported stereotype image of the abuser as a 
"Dirty Old Man" 

Juror and Expert Knowledge 
~ M a n y  jurors  unaware that abusers are typically 

familiar to the victim; kids at any age are potential 

victims; boys are frequent  targets 

~ O v e r  half believed anal or vaginal intercourse to be 
the most common form of abusive act 

~ J u r o r s  much less knowledgeable about the majority 

of conduct occurring in the home; lack of physical 

force or aggressiveness used; victims affected 

differently 

How "Objective" Juries Are Selected 

J u r o r s  will  be  e x c u s e d  i f  t h e y :  

• K n o w  t h e  p a r t i e s  

• K n o w  t h e  w i t n e s s e s  

• K n o w  t h e  s u b j e c t  (Skiffs,  t r a i n i n g ,  
l i t e r a t u r e ,  e x p e r i e n c e )  

• K n o w  t h e  fac t s  o f  t h e  c a s e  

• H a v e  b e e n  v i c t i m i z e d  t h e m s e l v e s  

• K n o w  s o m e o n e  w h o  has  b e e n  v ic t imized  

F a i r n e s s  = I g n o r a n c e  

o ~ . p  s~ 
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"The jury  system puts a ban upon 
intelligence and honesty, and a premium 
upon ignorance, stupidity and perjury. " 

Mark Twain - Roughing It (1872)[ 

"The jury which is eventually selected is 
one which is ignorant o f  the people 

involved, the issues involved, and most 
significantly, o f  the scientif icand 

psychological aspects which might be 
crucial to an intelligent interpretation o f  

the evidence they are about to hear. " 

Most Significant Source of Stress 
for Pediatricians in Child Abuse 

APPEARANCE IN A COURT 
OF LAW 

CHILD MALTREATMENT, VOI.. 4, 
August 1999 
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S.A.N.E. 

• You are  a wha t?  

• You have  never  been  to m e d i c a l  school? 

• You are  not  a d o c t o r ?  

• You are  not  a r e s i d e n t ?  

• You are  not  a b o a r d  cer t i f i ed  special is t  f r o m  
any  med ica l  s c h o o l  t ra in ing  are  you,  missy? 

• There is no th ing  s a n e  at  a l l  a b o u t y o u  

conc lud ing  m y  c l i en t  s exua l l y  assaul ted  

anyone  is there?  

The "Emotional Psychology" 
of Testifying 

• M y  s tomach  d o e s n ' t  f e e l  g o o d /  

• Why d idn ' t  I c h o o s e  a n o t h e r  career?  

• The rhythm o f  c o u n t e r - p u n c h i n g  

• The p r i m r o s e  p a t h  - h e ' s  no t  so  bad  

• Get me  out  o f  here!  

Preparation for Testimony 

• Usual ly  learn by  do i ng - s ubs t an t i a l l y  

de t r imenta l  d u r i n g  the  l earn ing  curve  

• Phys ic ians  s h o u l d p r o v i d e  accurate ,  

de ta i led  and  ~ d o c u m e n t a t i o n  o f  their  

f i n d i n g s  

• Use non - l ead ing  ques t ions  when  

in terv iewing  ch i ld ren :mu l t i -d i sc ip l inary  

team m e m b e r  can be  he lp fu l  
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Preparation for Court 

• Use consultants 

• Forensic photographs are helpful 

• Use appropriate laboratory tests that assure a 
forensic  line o f  evidence 

• Prepare the technical information in a manner  
that is understm~dable f o r  a lay audience 

• A void whereverpossible medical  jargon,  
copspeak, Doctorate arrogance, legalease 

FACT B E Y O N D  C H A N G E  

• To get a witness to tesfffy against a fact that 
is £Tue beyond change is the u/bmate in 
cross~examination 

• Keep the theory of  the state's case in mlnd 

• Defendant never home alone 

• Children don? lie 

• The hymen is a/ways altered 

THREE T H I N G S  

• Defendant can take the 5th 

° He can tell the truth about everything 

• He can lie 

• How can we expose the lie and where is 
i t  coming from 

• This is always a paradigm for  child 
abuse professionals from defense 
attorneys 



8 4 -  

Pitfalls and Trapdoors 

• Personal  opinions v. professional opinions: 
based on my  training,  experience and the 
investigation bl this case-.,. 

• Answer  the question officer (social worker, 
parole  officer, therapist, doctor, child, 
parent. . . )-  y e s  or n o ? t I ! !  

• What is so difficult about answering a 
simple question with a yes  or a no?!!!!! 

TESTIFYING 

• You did not see Sarah raped by anyone did you? 
•(on/y two eyew#nesses based on my 

inves~gat/bn, consultabbn, counsel) 
• You have no personal knowledge #Tat anything she 

told you is b'ue, do you oflicer? 
• (based on my inve~o'gatlbn (med/cal assessment of  

Dis child, my b'aining and experience, I dedine to 
agree vdth you/your characte/ization) 

• How long have you been a doctor? 

TESTIFYING 

• How long have you invesb'gated/consulted 
in chi ld abuse cases? (cutbhg edge 
~raining/protocol) 

• Shouldn' t  the pol ice have taken her  to the 
doctor immediately? (72hrs) 

• Of f icer /Doctor ,  you d id  no t  tape record o r  
videotape the your  consultab'on d id you? 
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TESTIFYING 

• You suggested the answers by the type o f  
quesbons you asked didn~ you? Well, we 
don~ know that do we? 

• The truth is you got allyour informab'on 
from the CPS, mother... 

• Well, wou/dn? you arrive at a different 
conclusion i f  the child /paO'ent lied to you? 
(that hypotheO'cal is not relevant in this case 
counsel) 

T E S T I F Y I N G  

• /sn~ i t  true that children lie about things? 

• Isn? i t  true that children dream and 
fantasize about these things? 

• Your aware of  Sarah's reputabon for lying, 
promiscuity, discip/ine problems... 

T E S T I F Y I N G  

• I f  you could do i t  a l l  over... 

• You would agree this was no t  a 
perfect invesffgat/on ? 

• What were you t r~ng  to hide by  no t  
including i t  in your  report? In  your  
testimony? 
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"EXPERTS" 

• W H A T  I S  T H E I R  P R E V I O U S  

T E S T I M O N Y ?  

• W H A T  I S  T H E I R  E X P E R T  

B A C K G R O U N D  ? 

• E D U C A T I O N A L  R E L E V A N C E ?  

• Doc tor ,  w h e r e  is t he  h y m e n  loca ted?  

• W h a t  w o u l d  it  l o o k  l i ke  if... 

~ . p 4 m  

S YNDR OME EVIDENCE 

T H E  C O N T I N U U M  OF C E R T A / N T Y  

Less Certainty Greater Certainty 

Rape Trauma Battered Child 
Syndrome Syndrome 

Myers, EXPERT TESTIMONY DESCRIBING PSYCHOLOGICAL 
SYNDROMES, 24 Pacific Law Jourrta~ 1449 (1993) 

Victim from Hell!!! 

• I f  a t t a c k e d  f o r  m e m o r y  or  veraci ty ,  then  an 

e x p e r t  w i tness  m a y  be  u s e d  in 

rehab i l i t a t ion  
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Tactics For Experts 

nrPrepare ,  Prepare ,  P repa re . . .  

~ -Don ' t  a rgue  wi th  opposing counsel  

~ rDon ' t  advoca te  - educa te  

~ D o n ' t  equivocate  

~-Confess e r ro r  when  necessary 

~ -Don ' t  h ide  c o n t r a r y  au thor i ty  

~-Don ' t  look to the  a t t o rney  for  answers  on 
cross - r e m e m b e r  y o u ' r e  the exper t  

~ R e m e m b e r  your  e thical  s t anda rds  

APA CODE OF ETHICS 

7 . 0 4  T R U T H F U L N E S S  A N D  C A N D O R  

In forensic testimony and reports, psychologists 
testify truthfully, honestly, and candidly and 
consistent with applicable legal procedures, 
describe fairly the bases for their testimony 
and conclusions. Whenever necessary to 

avoid misleading, psychologists aclu~owledge 
the limits o f  their data or conclusions. 

APA CODE OF ETHICS 

3.03 A V O I D A N C E  OF FALSE OR 
D E C E P T I V E  S T A T E M E N T S  

Psychologists do not make public statements 
that are false, deceptive, misleading, or 
fraudulent, either because o f  what they 

state, convey, or suggest or because of what 
they omit, concerning their research, 
practice, or other work activities... 
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Tactics For Experts 

~ - D o n ' t  an swer  q u e s t i o n s  un less  you  
u n d e r s t a n d  t h e m  

~,-Don' t  let a t t o r n e y ' s  conf ine  you to yes-no 
a n s w e r s  

~ C l a r i f y  m i s s t a t e m e n t s  impl ied  in the 
ques t ion  

~ -Co n t ro l  y o u r  e n v i r o n m e n t  

~ -Ask  to review q u o t e s  f r o m  s o u r c e s  

~ T E L L  T H E  T R U T H  

,'There is hardly  anything 
not palpably  absurd on its 

face that cannot  now be 
proved by some  so-called 

expert." 

Chaulk v. Volkswagen o f  Am. Inc..., 808 F.2d 639, 644 

(7th Cir.. 1986) 

M IS US ES  OF E X P E R T S  

• O f f e n d e r  P r o f i l i n g  

• B e h a v i o r a l  I n d i c a t o r s  o f  A b u s e  

• P h y s i c a l  A b u s e  

- Osteogenesis lmper fec ta  

- Accidental Falls 

- SIDS 

- Munchausen  Syndrome  by Proxy 

• I n t e r v i e w i n g  C r i t i q u e s  a n d  T a i n t  H e a r i n g s  

- Memory and Suggestibili ty Research 

- CBCA and SVA 
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In court, 
perceived 

credibility is as 
important as 

actual 
credibility. 

Scienti~c and expert testimony with their 
aura o f  special reliability and 

trustworthiness.., courts the danger that 
the triers o f  fact  will abdicate (their) role 

o f  critical assessment and surrender... 
their own common sense in weighing 

testimony 

State  v. B a t a n g a n  

799 P.2d 48 (Hawaii 1990) 

What Experts Can't Say 

¢~Witness lying or  telling t ru th  

~ C h i l d  abused based  on behaviors  

~ A c c u s e d  guilty or  no t  guilty 

~ A c c u s e d  does not  fit  "prof i l e"  

~ C h i l d ' s  s ta tements  rel iable or  not  

®Sta t i s t ic ' s  on false or  t ru th fu l  
al legations 
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The subject o f  an expert's testimony 
must be "scientific...knowledge. " The 

adjective "scientific" implies a 
grounding in the methods and 

procedures o f  science. Similarly, the 
word "knowledge" connotes more than 

subjective belief or unsupported 
speculation. 

Daubert v. Merreli Dow Pharmaceuticals 

An additional consideration under Rule 702- 
and another aspect o f  relevancy - is whether 

expert testimony proffered in the case is 
sufficiently tied to the facts of  the case that it 

will aid the jury in resolving a factual 
disput~...whether that reasoning or 

methodology properly can be applied to the 
facts in issue. 

Daubert v. Merreli Dow Pharmaceuticals 

R u l e  702"s "helpfulness" standard 

requires a valid scientific connection to 
the per t inen t  inquiry as a precondition 

to admissibility. 

. . .scienti f ic  validity f o r  one purpose is 
not  necessarily scientific validity f o r  

other, unrelated purposes. 

Daubert v. Merrell Dow Pharmaceuticals 
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CRITERIA UNDER DAUBERT 

- )Whether  the theory or technique can be or has 
been tested. 

- )Whether  the theory or technique has been 
subjected to peer review or has been published, 

- )Whether  the theory or technique has a known or 
potential rate of error and what it is. 

- )The existence and maintenance of standards 
controlling the technique's operation. 

- ) w h e t h e r  the theory or technique is generally 
accepted in the relevant scientific community. 

Limi t s  o f  R e s e a r c h  
-~ Cannot replicate circumstances of abuse 
--) Cannot replicate circumstances of 

disclosure 
- )  Results reported in terms of groups 

Individual child may not perform as 
group 

-~ Statistically significant results Vs. 
important results 

-)  Results reflect a spectrum of abilities 
rather than all or nothing 

Factors That Vary Across Studies 
-) T y p e  o f  recal led event  

(observat ions vs. pe rsona l  
experience)  

- )  F o r m  of  r e m e m b e r i n g  task (Free 
recall,  recognit ion)  

-]~ Length  of  delay between event  and 
recall  

- )  Single vs. mult iple interviews 
• "]P Sett ing 
- )  Age of  chi ldren 
• - )Type  of  questions posed to child 

~.r,m 
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Arguments Against Relevance 
0 Unless the  research protocol replicates the specific 

facts of the  case in total, no expert can relate 
research findings to the facts of a particular case, 
or the abilities of a par t icular  child witness. 

0 Research on ju rors  indicates they already believe 
that  ch i ldren  are highly suggestible; an expert is 
not needed to reinforce this belief. 

• Highly suggestive interviews themselves 
undermine  reliability in the child's account. 

A P A  C O D E  O F  E T H I C S  

2.04 U S E  O F  A S S E S S M E N T  IN G E N E R A L  
A N D  W I T H  S P E C I A L  P O P U L A T I O N S  

Psychologists who perform interventions or 
administer, score, interpret, or use 

assessment techniques are familiar with the 
reliability, validation, and related 

standardization or outcome studies of, and 
proper  applications and uses of, the 

techniques they use. 

Maintain Current CV or Court File 

• 100% a c c u r a c y  a b o v e  all else 

• Not  a r e s u m e  - R e l e v a n t  data on ly  

- D e g r e e s  - A d v i s o r y  B o a r d s  

- E m p l o y m e n t  - E d i t o r i a l  B o a r d s  

- C o n t i n u i n g  E d  - P r e s e n t a t i o n s  

- A w a r d s  - P u b l i c a t i o n s  

- B o a r d  C e r t i f i c a t i o n s  & L icenses  

- A p p r o p r i a t e  A r t i c l e s  ( C o u r t  File)  

- P r i o r  C o u r t  A p p e a r a n c e s  
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APA CODE OF ETHICS 

2.04 USE OF ASSESSMENT 1N 
GENERAL AND WITH SPECIAL 

POPULATIONS 

Psychologists recognize limits to the 
certainty with which diagnoses, 

judgments, or predictions can be made 
about individuals. 

~ T , o ,  

J E O P A R D  Y I N  
T H E  

C O U R T R O O M :  A 
Sc ien t i f i c  A n alysis 

o f  Ch i ldren ' s  
Tes t imony  

by Stephen J. 
Ceci and Maggie 

Bruck 

published by 
American 

Psychological 
Association 

What the Expert Witness on Children "s 
SiLggestibility Should Tell the Court 

4. Finally it is important  tha t  the court appreciate the 
complexity of the interrelationships among the 

factors affecting children's report accuracy. As in 
most areas of social science, effects are rarely as 

straightforward as one might wish. For example, 
even though suggestibility effects may be robust, 
they are not inevitable, nor are they ineluctably 

large in magnitude...  

Ceci & Bruck, Jeopardy in the Courtroom 
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" . . .  [W]e focus  disproportionately on 
[children's] weaknesses, because it 

is our  contention that [these 
weaknesses] are less well 

understood by experts and 
nonexperts. . . " 

J E O P A R D  Y I N  
THE 

C O U R T R O O M  

preface at x 

"So to repeat ,  a l t h o u g h  t he  
l i t e ra ture  is s k e w e d  t o w a r d  case  
s tud ie s  tha t  en ta i l  weaknes se s ,  
these  a re  p r o b a b l y  n o t  t he  m o s t  

c o m m o n  types  o f  cases. " 

J E O P A R D  Y I N  
THE 

C O U R T R O O M  

preface at x 

What is "within a reasonable 
degree of medical certainty. 

Doctor, that is not absolutely certain 
is it? 

Its not even near absolutely certain is 
it ? 

It certainly not beyond all reasonable 
doubt, is it Doctor? 
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Implications of Testimony 

A j u d g e  may be more  likely to sustain 

an object ion to a phys ic ian ' s  

tes t imony when the j u d g e  f i n d s  the 

information so complex  that it defies 
unders tanding and  utility in decision 

mak ing  process. 

~ m  

Federal Rule of Evidence 703 

"l'hc facts (~ data in the pal~icular e23e upon wl~dl ~1 
txts~ ~ o#nion or i n f e c t  may t~  t h . ~  ptm~ivcd by or 
rrkacM known to the (=:pczt at or bd'orc the hem'ing, l f o f a  

tylm rtasonably ~lle..d uptm by exixats in the particular field 
in forming opinions or infen~c~s upon file subject, t ~  fas~ 

or data octal not b¢ a d m ~ l c  in ~ d ~ c c "  

you  can use o ther  sources  not  

admiss ible  i n f o r m i n g  an opinion 

"Educating Juror'" 

• Jurors do not know sexual abuse is a medical 
diagnosis 

• Jurors do not know how quickly the healing 
process occurs in children 

• Spontaneous remission o f  STD 

• Education is critical, but impression mmmgement 
is paramount 



9 6  

Myths by "'Expert Attorneys'" 

• "Medical experts only explain, it is the job of  the 
attorney to convince'" 

• Officers & CPS : "just the facts... "" 
• The reality is that i f  you do not favorably impress 

thejury by your "explaining" and thereby 
convince them you are right and they are wrong, 
the attorney cannot repair the damage left by the 
negative impression you leave 

• Jurors decide cases emotionally 

PLEASE! 

What  you  tell me  in the hallway, let it 
resemble closely what y o u  say f rom 

the stand 

Other Tactics 

• A lways  m e e t y o u r  expert in person  

• Examine  pr ior  transcripts o f  how  you  were 

s tupid 

• Call their expert "s boss to give an opposite 

opinion 

• A lways  script questions, but do not  allow 

them to direct your  case-remain 
spontaneous 
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SCIENCE OF PERSUASION 

• Societal values 

• Dominant emobbnal theme 

• Primacy and recency 

• Emob'onal chronology 

• 65% of  all communication is body 
language 

• B.F. Skinner 

ART OF PERSUASION 

• Trust and credibility 

• Demeanor 

• Relational communications 

• How does your testimony fit in the 
overall impression management o f  
the tzial? 

PRESENTING YOUR CASE 

• Remember-  impression management 

• Average educa~bnal level o f  jurors 

• There is no subs~tute for preparation 

• Review questions with your prosecutor 

• Use demonstrative tools 
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PRESENTING YOUR CASE 

• Review questions/traps from defense 
attorney 

• Find out what part you play in creaUng 
the dominant emotional theme for the 
case 

• An~'cipate what emotional theme the 
defendant will take 

PRESENTING Y O U R  CASE 

• Appearance is professional 

• Table manners are important 
• Relabbnal communicab'ons 

• Jurors are always watching 

• Lunch with defense attorneys, especially 
nurses, social workers, police, victim 
witness (rule o f  sequestra~'on tactic) 

Be on t~me 
Professionally package exhibits 

TESTIFYING 

• Take the quest/on f rom the a t torney 
and  g ive the answer  to the j u r y  

• Posture is communicat/ 'on 

• Avo id  copspeak, social worke r  
arrogance, medical  jargon,  legal  
j ibber ish 

• Do no t  ramble, answer  only the 
quest ion asked 
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MODIFICATION OF THE 
COURTROOM 

• Comfort level of the victim 

• Clear the courtroom during her/his testimony 

• U .S.v .  Dixon 113 s. ct. 2849 

• Comfort friends 

• Pro se defendants 

• Defense attorneys 

T E S T I F Y I N G  

• Use words that convey the facts in 
emob'onally compelling ways 

• Speak loudly and clearly 

• Do not look to the prosecutor or judge 
for the answer 

• Do not argue or lose temper 

• Do notl ie 

C R O S S  - E X A M I N A T I O N  

• Opportunity to create dominant  
emo~onal theme 

• 7 7 m e  o f  greatest tension and 
therefore, intense interest o f  j u r y  

• Good tnal lawyers are se l f  monitoring 

• So are good witnesses 
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C R O S S -  E X A M I N A T I O N  

• Defense attorneys are trying to score 
emotional points - at  the inib'al question 
and the last quest/bn - primacy and 
recency 

• I f  they start out  easy they are trying to 
get you to agree with as much as possible 

C R O S S  - E X A M I N A T I O N  

• The whole point  is for them to make you 
look stupid 

• To ge t  words from you that they can 
drive home in dosing argument 

• The most difficult witness to cross is the 
one who is telling the truth and is 
prepared 

E VII)ENCE 

• Inves t iga t ion  j u d g e d i n  i ts entirety, 
n o t  j u s t  the med ica l  consul taEon o r  
the invest igat ion 

• Commiss ions 

• Case l o a d  

• Cases n o t  a r res ted  o r  f o u n d e d  
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REASONABLE DOUBT 

• Inconsistencies 

• Delayed repor t  

• No medical  ev idence 

• No eyewi tnesses 

• No precise dates 

• Poor invest igat ion 

REASONABLE DOUBT 

• Vict im's tes t imony  

• Child is credib le 

• Demeanor  - no one can have doub t  
based on reason 

• In a f ew  shor t  years 

• Honor  the courage 

• Defendant  is responsib le 

Balance the Scales for 
I~ Chi~ ~ren 

/:!"._ 

~ National Center for Missing and Exploited Children 









PROTOCOL FOR 

CHILD-DEATH AUTOPSIES 

Department Of Social Services 
Division of Family Services 

State Technical Assistance Team 
615 Howerton Court 

P. O. Box 88 
Jefferson City, MO 65103-0088 

314-751-5980 
1-800-487-1626 

The following protocol is a guideline for a comprehensive pediatric autopsy when the 
manner of death is uncertain or suspicious. Clinical judgment is required, on a case-by- 
case basis, to determine which procedures are performed. 

I. INVESTIGATION 

A. Review of Records 

Prior to beginning the autopsy, ideally all records that are available should be 
reviewed and all further records that are necessary should be ordered. These 
records would include all investigative reports, DFS records, police report, 
paramedic reports, emergency room records and the previous hospital and/or 
physician's records, including results of laboratory examinations and X-rays: 
Medical insurance records might be useful in providing information on previous 
illness, accident or medical treatment. 

The medical record is likely to be incomplete due to the emergency situation facing 
a physician when a severely ill or injured child is brought to the hospital. It is 
important to discuss with the attending physician, as soon as possible after the death 
of a child, his or her recollection of not only the injuries but the general clinical 



status, history and family situation. The physician should also be queried with 
regard to resuscitation performed. 

B. Family History 

Prior to the autopsy, the pathologist should obtain as much of the child's personal 
history and family history as possible. This should include developmental, medical 
and social history. This history may give important clues to findings at autopsy and 
their interpretation. More often than not, this information will be obtained by 
medical personnel, DFS investigators or law enforcement. 

C. Agency Investigation 

It is important to have an open line of communication between those agencies 
responsible for investigation, cause and manner of death determination and possible 
prosecution. Intense collaboration with the local child fatality review panel is ideal. 

D. Scene Investigation 

A scene investigation by the pathologist/investigator is often essential in evaluating 
mechanisms of injury. Furthermore, the home environment including cleanliness, 
safety hazards, neighborhood, pets, quantity and quality of food, medications, etc., 
may provide important information in making the cause/manner of death 
determination. 

II. AUTOPSY: GENERAL EXAMINATION 

A. Confirm identification, if known 

An identification tag should be attached to the body. Identification can be 
confirmed by a relative or other person who know the child. If the identification of 
the child is unknown. Footprints should be obtained at the completion of the 
autopsy. If  the body is decomposed or skeletalized, dental, radiologic or 
anthropologic identification will be necessary. 

B. Identification of photographs 

Photographs are an essential part of the autopsy record and should be used to 
document all of the injuries to the child. Each photograph should have a ruler and 
identification tag present. There should be one photograph of the face for later 
identification purposes in court. The photographs should systematically cover each 
region of the body. Individual lesions or groups of lesions must be photographed at 
close range. A normal focal length lens is not sufficient for proper autopsy 
photography. A macro lens is essential. Available room light will not provide 
proper color balance. Either flash or photo-flood light must be used, each with he 



film that will provide proper color balance. Several Kodak publications provide 
guidance for setting up a photographic facility. 

C. Examination of Clothing and All Items Accompanying the Body 

It is essential that the body be brought to the autopsy suite with the clothing and 
other associated items undisturbed. The police must be discouraged from removing 
the clothing at the scene. The clothing and other personal items should be 
examined and described. This examination should be done in the presence of an 
evidence technician from the crime laboratory of the appropriate police jurisdiction. 
Tears, blood stains and the general cleanliness of the clothing should be described. 

D. Search for Trace Evidence 

A search should be made for hairs, fibers or other trace evidence that may be on the 
body or clothing. As appropriate, these should be removed prior to removal of the 
clothing, identified and given to the crime laboratory evidence technicians. The 
clothing should subsequently be removed and the body again searched for trace 
evidence. If there is suspicion of sexual abuse, oral, rectal and vaginal swabs 
should be taken for antigenic typing of semen and/or microbiological studies, as 
appropriate. The technique used should be established in consultation with crime 
laboratory personnel. Swabs of bite marks should be taken. These specimens must 
be obtained prior to washing the body. 

E. Radiologic Skeletal Survey 

A complete skeletal survey should be done at the start of the autopsy, and the films 
must be available for review during autopsy. Films should also be reviewed by a 
radiologist experienced in child trauma whenever possible. 

III. EXTERNAL EXAMINATION 

In addition to photographs of the body, body charts and diagrams should be 
prepared to document essential findings at the autopsy. 

A. General Appearance 

The general appearance of the child should be documented. This should include 
height and weight, head circumference in children less than two, body stature, the 
presence or absence of rigor mortis and the locations of post mortem lividity if it is 
present. A general description of the body is appropriate in any autopsy. 

The time of death occasionally cannot be accurately determined. Although drop in 
body temperature, rise in vitreous potassium and other post mortem events may 



give an approximation of the time of death, there are so many biological variables 
present in such a determination that it is prudent to be circumspect in one's opinion. 

B. Cleanliness 

Is the child's skin clean? Is there dirt present in skin folds? Is this an acute or 
chronic status? Poor hygiene may be manifested by severe chronic diaper rash, 
linenification of the skin and chronic seborrhea. 

C. Nutrition 

Nutritional assessment of the child can be made by comparing its height and weight 
to standard growth curve charts. Include gross description of presence of body fat. 

D. Dehydration 

Is dehydration present? In young infants, the fontanelle may be depressed. Sunken 
eyes, poor skin turgor and dry mucosal membranes are gross indicators of 
dehydration. Vitreous humor electrolyte analysis may show an elevated urea 
nitrogen and sodium level. Dehydration usually reflects an acute condition. 

E. Failure to Thrive 

This may be due to metabolic disorders, congenital anomalies or chronic disease. 
Chronic abuse, nutritional deprivation and emotional neglect can also cause failure 
to thrive. 

F. Congenital Anomalies 

Is there evidence of any congenital anomalies? Are there manifestations of a 
generic disorder or of Fetal Alcohol Syndrome? 

G. Any Evidence of Abuse/Neglect 

I f  the child is normal size for age, shows no evidence of dehydration or poor 
hygiene, and has no evidence of cutaneous or sexual injury, then this should be 
mentioned as an essential negative finding. 

H. Evidence of Sexual Abuse 

If  there is no physical evidence of sexual abuse, then this should be recorded as an 
essential negative finding. If  there is evidence of sexual abuse, this should be 
described under evidence of injury to the perineal region, rectum and genitalia. 

I. Evidence of Bite Marks 



If injuries suspicious of bite marks are present, a forensic odontologist or crime 
laboratory technician should be consulted prior to proceeding with the autopsy. 
Failure to observe this rule may cause irretrievable loss of evidence. The skin 
should not be washed prior to examination of the bite marks since this will prevent 
attempts at recovery of dried saliva for evaluation. Bite marks should not be 
excised since any attempt will produce tissue distortion. 

IV. EVIDENCE OF EXTERNAL INJURY 

Child abuse injuries may be numerous, of different ages, produced by a variety of 
blunt trauma and other forms of injuries and involve many parts of the body. As a 
result, describing child abuse injuries can be tedious and confusing to the reader of 
the protocol if the description is not given in some organized tabulated form. This 
can be done by separately describing external injuries and internal injuries, by 
breaking down the description of injuries into various anatomic regions of the body 
and by separately describing recent injuries, healing injuries and healed injuries. 

A. Recent Injuries 

These are often best described by anatomic region. The type of injury (contusion, 
abrasion or laceration) should be identified and dimensions given. 

In suspected beating cases, lengthwise incisions through the skin and subcutaneous 
tissues of the involved anatomic regions should be made to determine the depth to 
which hemorrhage extends. This provides an indication of the severity of the blunt 
force used and may also reveal significant soft tissue injury not apparent from 
examination of the skin surface. 

If  the injury is patterned, a description of the pattern should supplement the 
photograph of the injury. Sections through representative lesions should be taken 
for microscopic examination. 

B. Healing Injuries 

These should be described in a manner similar to the description of the recent 
injuries. Sections of representative injuries should be taken for microscopic 
examination. 

C. Healed Injuries 

The pattern of scars is frequently characteristic of the type of implements used to 
produce the injuries. Scars should be recorded in a mariner similar to description of 
other injuries. 



V. EVIDENCE OF INTERNAL INJURY 

These injuries are often best described by anatomic region. It is important to 
attempt to date the injuries both grossly and by microscopic examination. Where 
possible, internal injuries should be correlated with external injuries. 

VI. EVIDENCE OF SKELETAL INJURY 

This description should based on X-ray examination and direct examination. 
Again, it is important to attempt to determine the age of the various lesions. 

VII. EVIDENCE OF RESUSCITATION 

Evidence of resuscitation must be described. Direct injection of epinephrine into 
the heart may produce pericardial hemorrhage. Lesions such as rib fractures, intra- 
abdominal hemorrhage, liver lacerations and other internal injuries should be 
presumed as not due to resuscitation unless proved otherwise. Even vigorous 
resuscitation in a young child will rarely, if ever, produce these injuries. 

VIII. EVIDENCE OF THERAPY 

Prolonged hospitalization may obscure evidence of injury, and even brief 
hospitalization and therapy may alter the appearance of injuries. All findings 
related to therapy should be described. 

IX. INTERNAL EXAMINATION: GENERAL 

This examination should mention positive and negative findings regarding the neck, 
organs of the chest and organs of the abdomen in regard to antecedent disease or 
abnormality. 

X. SYSTEMS REVIEW 

Each organ system should be described separately as with a usual medical autopsy. 
Special procedures include dissection of the posterior neck region in suspected 
shaken baby autopsies. It may also be necessary to remove the eyes to examine for 
evidence of retinal hemorrhage. 

XI. MICROSCOPIC EXAMINATION 

This should include section of representative injury sites as well as routine sections 
of internal organs. The injury process evolves much more rapidly in young children 
than in adults, and this must be considered when dating the age of injuries. The 
usual time required for resolution of an injury may be affected by the child's state of 
nutrition, intercurrent infection and coma. 



XII. SPECIAL STUDIES 

A. Post Mortem Chemistry 

Vitreous humor should be saved for appropriate electrolyte and chemistry studies. 
Serum and cerebral spinal fluid (CSF) should also be saved, as necessary. 

B. Toxicology 

Samples of blood, bile, urine and gastric contents should be saved for toxicologic 
analysis. Where unusual drugs or poisons are suspected, other tissues should be 
saved as appropriate. 

C. Microbiology 

Where appropriate, specimens of blood, lung, brain or other tissues should be taken 
for culture. 

D. Neuropathology 

The brain should be fixed in formalin and dissected after fixation in cases where 
head injury is apparent or suspected. 

E. Other Studies 

Other types of studies should be considered as appropriate. 

XIII. PATHOLOGIC DIAGNOSIS 

The pathologic diagnoses should be listed in a clear and concise manner. 

XIV. COMMENT OR OPINION 

A brief comment or opinion based on correlation of history, investigative reports, 
autopsy findings and laboratory studies should indicate the cause of death and the 
manner of death. Frequently, the final opinion in the case must be deferred until 
consultation with other involved agencies and a group discussion of the facts in the 
case. If a decision cannot be reached regarding the cause and/or manner of death, 
then the death certificate will indicate these to be undetermined. This represents the 
opinion of the medical examiner/coroner based on all of the information available to 
him or her. 

XV. RADIOGRAPHIC VIEWS FOR SUSPECTED CHILD ABUSE DURING 
POSTMORTEM EXAMINATIONS 



A. Anterior/posterior and lateral skull. 

B. Anterior/posterior torso, to include chest, abdomen and pelvis, with 
penetration adequate to visualize the posterior ribs. 

1. For these anatomical areas, a single film is used. Usually a single 14 x 17 
accommodates these areas. Occasionally, multiple films may be needed. 

2. Decubitus views of  the chest may be helpful when there is the possibility of 
pneumothorax. 

3. The decubitus view and/or crosstable view of the chest are additional views 
useful for diagnosing pneumonmediastinum and pneumothorax. 

4. In cases of  possible perforated viscus, free air in the abdominal cavity can be 
detected with a ten-minute abdominal film in the upright position of left 
lateral abdominal decubitus film. 

C. Anterior/posterior of the Upper and Lower Extremities 

Arms and forearms should be done individually. Because of postmortem flexion 
contractures, views of  the hands and feet are not routinely done. 

D. Extremity Joints 

Right and left shoulder, elbow, wrist, hip, knees and ankle. Individual 
anterior/posterior views of these joints with centering over each joint. 

E. Lateral View of the Entire Spine 

Individual views of  the cervical, thoracic and lumbar spine are best for detail. 
Multiple exposures on a single 14 x 17 film can be done. A cone down view of the 
cervical spine may be necessary. 

F. Other Studies 

Sometimes fractures, especially rib fractures, cannot be identified on preautopsy 
films. Injuries discovered during autopsy are subsequently radiographed. 
Sometimes it is best to remove the skeletal part for radiographic examination. 



Case Management and Model Approaches 
to Inter-Agency Collaboration 





Improved 
decision-making 
by better use of 

information 

May 25 - South Lake Hospital 

Fractured nose D Fractured wrist 

Two black eyes b Retinal bleeding 

ER Doctor Diagnosis CPS Investigator Eval: 

Consistent with fall J Low Risk 
from a bike 

CPS Investigator to Judge at 
Kayla's May 26, 1998 Hearing 

"This supposedly 
happened when she fell 

from a bicycle while 
wearing a helmet...the 
story is consistent with 

the injuries" 



Prosecutor to Judge at Kayla's 
May 26~ 1998 Hearing 

"Kayla's injuries don't meet 
the standards for Protective 

Custody...this is a case 
where you (Judge) should 

tear up the petition" 

June 23 - Exam 
by Bridges Pediatrician 

D Scratches and bruises to back, 
chest, a b d o m e n  and t runk 

D Black eye  and mark  on her  temple 

Wrists had been  t ied wh i le  "spanked" 
with a 2 x 4 padd le  

June 2 3  - Exam by Bridges Pediatrician 
(continued) 

Father tells pediatrician three different stories 

D Tells doctor he sometimes paddles 
her and is "hot-headed" 

D Tells doctor he "loses control of his 
emotions and was abused as a child" 

Doctor's Diagnosis 

D Child is in imminent danger living with Dad 

D Calls DCF but no one calls back 



June 24 

June 25 

June 26 

June 27 

DCF visits Kayla and report injudes are 
unsubstantiated 

Boy's Ranch officials ask prosecutor to 
review case to determine if child should 
be taken into protective custody 

Prosecutor declines to take action - No 
medical records obtained or reviewed 

Division for Children & Families closes 
case 

Lake County Grand Jury 

"The grand jury applauds the 
vigilance and perseverance of the 

Minneola Elementary School, 
especially in light of the 

inexplicable lack of vigilance and 
perseverance of the Department 

of Children & Families" 

Lake County Grand Jury 

"The only heroes in this case are 
the two teachers and two 

counselors who made several 
dozen calls to Children & 
Family Services to try and 

save this little girl" 



."1 was told the girl had fallen 
from her bike and had two 

black eyes." "If I had known 
one-tenth of what I know 

today I would not have sent 
her home!" 

--Circuit Judge Jerry Lockett 
December 1, 1998 

Florida Department of 
Children & Families 

880 investigator positions authorized 

25% turnover rate 

D 40% of the positions are unfilled 

, In 1997 500 investigators responded to 
122,000 complaints with nearly 200,000 
children 

New investigators get 3 months classroom 
with no field experience 

Law Enforcement Agency Size 

25-49 
11% 50-99 

100 or more 10-24 

12 

N 

1993 BJA Study  20% Percentage Breakdown 



Child Death Review 
February 10, 1999 

\ 

r " n~ • 
"officials missed sio..als / 
in Kayla's case beca~se~j 
they only saw a piec~ of 

the p u ~ l e ~  

Benefits of Joint Investigations 

D Improved protection and services to 
children 

Better understanding of roles and 
responsibilities 

D Enhanced information sharing 

More effective use of limited resources 

b Enhanced training 

D Reduced burnout 



Joint Investigations Fragmented 

C A S E  

- .  - - C L O S U R E  

C P S  I N V E S T I G A T I O N  - _ - . ¢ ~  - - 

'+,:L-] I 
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I I t'NTERROGATION AR+S+,NON-~.RES+ 

I - 4  W E N F O R C E M E N T  " " - - . . . .  

I N V E S T I G A T I O N  - - - " ~  C A S E  

C L O S U R E  

Jo in t  Invest igat ion 

An investigation that includes 
cooperative and collaborative 
activities from the time of the 

initial report to case closure by 
any and all agencies involved in 

the investigation, information 
sharing and decision-making 

Joint  Invest igat ions 
Coord ina ted  

OTHERS I¥~rAL HEALTH f 
CPS INVESTIGATION ~. ~t IB= 

J - I  t t -=  . . . .  , , -  \ 
+ ,NT-,~w, ~ / ¢ t c,s, 
/ • INVESTIGATION ~' P.RREST/NON-#. RRE~r ~ CLOSURE 
1 1 I INTERROGATION * [ . . . . . . . .  , _ /  

LAW ENFORCEMENT ~ ~. v 
INVESTIGATION I MEDtCAL 



Internal Review by Florida Department 
of Children & Families of Kayla's Case 

"The handling of this case 
was so disorganized 

that nobody had a 
complete picture of this 

girl's torment" 

Child 
Fatality 

Team 
/ Comm, 

' \~  

Team Members 

Child Death Case Review 

Information documented through the case 
review process should include: 

Dates & times of prior reports/referrals 

m Action taken and disposition 

Treatment & services provided 

D Court orders - suspect/family/victim 

System failures & recommendations 



What we learn for the 
Review Process 

D Preventable deaths 

D Enhanced investigat ions 
- SIDS v.Homicide 

D System breakdowns 

D Provide better  services/intervention 

Case Management  
Central Database 

Min imum database requirements: 

D Age  of vict im 

D Sex 

D Race 

D Cause & manner  of death 

Relat ionship to suspect 

U.S. Adv isory  Board on CA & N 

Recommendat ions  included: 

D Universal home visits for high risk kids 

D Medical outreach to parents and 
children 

D Community-based programs for 
specific high risk neighborhoods 

D Effective public education programs 



What We Can Do 

D Increase training incl. cross-discipline 

b Devote add'l resources across 
disciplines 

- personnel & equipment 
- time & information 

D Formal ize the process 
- inter-agency agreements 
- investigative protocols 

Informal Working 
Agreements 

Roles and responsibil it ies not clearly 
defined or understood 

D Fosters suspicion and distrust 

Increases frustration for workers, 
victims and famil ies 

Does not provide for accountabil i ty 

D Promotes fragmentat ion and 
duplication of services 

Formal~Written 
Agreements Benefits 

Provides clearly defined roles and 
responsibil i t ies 

D Increases mutual understanding of duties 

D Improves coordination 

D Minimizes conflicts 

Increases accountabil i ty 

D The process builds relationships 

D Assures institutional memory 



Formal Agreement Types 

P Inter-agency agreement 

D Plan of cooperation 

D Investigative protocols 

Inter-Agency Agreements 
Contain: 

Purpose and goals 

D Roles and responsibilities 

Joint investigative procedures 

D Case coordination and review 

D Case disposition 

Formal Agreements/ 
Protocols 

D Needs assessment 

Participating agencies 

P Requires input at all levels 



What We Can Do (con't) 

D C r e a t e  & d e l i v e r  e d u c a t i o n a l  p r o g r a m s  

- Child abuse 

- Domestic violence 

- Home safety 
D School Resource Officers 
, Parent Teacher Organizations 
, Community Resource Officers 

Public Service Announcements 

Education Target Population 

Place special emphasis upon: 

0 Young adults in late teens & early 20's 

D Parents living @ or below poverty level 

D Parents who did not finish high school 

D Parents reporting they are freq. depressed 

, Parents who can't cope with stress 

Parents who report experiencing violence 

What We Can Do (con't) 

D Work Together  

- Community-based Collaboration 

- Child Advocacy Centers 

- Child Protection Initiatives 

- Inter-Disciplinary Teems 

- Case Staffing & Problem Solving 



Seacoast CAC 
& the 

Community 
Campus 

Child Protection Teams 
Phases of Development 

I I 
S t a t u s - Q u o  I M u l t i - D i s c i p l i n a r y  I I n t e r - D i s c i p l i n a r y  

| / ~  CoordinaUon 
I I • Full ParUdpatlon 

• Staff-out Cases 
~ Collaboration • Achieve Consensus 

• Joint Response 
• Inter-Agency 

Agreements . Collaborative Cooperation 
i • Formalized • Information 

Sharing | Protocols 
• Varied levels of  • Expansion Beyond 

Informal | LE & CPS 
Investigative | • Roles & Resp. 

Defined Collaboration I 

• Shared Oeclsion- 
making 

Action Plans 
• Hollstic/Wrap- 

around Approach 

Relat ionship of  Child 
Protection Issues 



Social / Criminal Evolution 

Status 
Of fenders 

Child Abuse 

I De l inquent  

Age Conh'nuum 
0 . D 16/17/18 

Social / Criminal Evolution 

10-13 

Status 
0.9 Of fenders 

Child Abuse 

o 

15-16 
Ser ious 
Habi tual  

12.15 . Of fenders 
I Def inquent  

Age Conlfnuum , ~ 16/17/18 

Social  / Criminal Evolution 

.~.,= . . . .  i 

• ~Is-1~- J Offenders 
' Ser ious ,  I 

' Habitb-al 
12.~5 Of fenders :i 

I Oelir~quent,:. - ' :~~ i 
i . .  ,~r~. 2' 10"13 ~ i- ' ! '~! i i  . - I~: I~:  , ]  

. ! Status 
Of fenders 

o-9 _ 

Child Abuse ~ ": 

Age Con~. nuum . . . .  . . 
~0 I 16/17/18 



Social / Criminal  Evolution 

0-9 
thfld A~ 

0 

. . , A d u ~ r ~ , ~  
" : , '.] Offenders 
; ;  ,°15.16 .i~i ! 

;, Serious -:i ~'1 Habitual' ~i 
lz. ~ Or~.de~: i  

O ~ g e  Cc ~ " ! 

Rela tionships ~ 
of  Child 

Protection Issues (con't) 

*" Suk=U~--,= 

Seacoast  Assessment  Team 
Mission Statement 

The mission of the Seacoast 
Assessment Team is to strengthen 

and protect children, families and the 
community through an inter- 

disciplinary team approach which 
emphasizes early intervention, 
coordinated investigations and 

collaborative action plans. 



//- "JC~ommunity Based~\ 
/ Child Protection Programs " ,~  

.... k=o=.  I_~h~.,._, ='a ,=== ' ~ = "  

Collaborat~ee 
I I Community Diversion lUledlation Hissing/Runaway 

l I [ Edt~.atimt 
Community programs 
Service Eady De~mqu~t Sd~last~ i Intervention I C~mdine 
Restitution Officer Felon'/Invest. 

I 
[ ( , ~  OomesU¢ 

Family Mediation Vi=4enc= 
_J 

~_~ommunity B a ~  
Community 

& Child 
Protection 
Response 
Strategies 

A journey of a thousand 
miles begins with a 

single step 



AGENCY DATE 

POL 09111/93 

POL 02/20194 

POL 12/25/94 

Kristie W/F 4 7 " /  701bs DOB 1/5/90 

COMPLAINT DISPOSITION 

Child Welfare Check 

Domestic Violence 

Domestic Violence 

POL 1tl29195 Child Neglect 

POL 05/17197 

No call back info / Unfounded 

Boyfriend removed 

Child taken by Grandmother I Morn PC'd 

Child unsupervised outside I Mom sleeping 

Domestic Violence Boyfriend arrested 

POL 11101197 

POL 11110/97 

CFI-Case Mgmt -Russ*46 

Sexual Abuse Investigation 

Homicide Investigation 

Offender arrested and bailed 

Offender arrested / Mother charged for FTP 

AGENCY DATE 

CPS 06/09193 
POL 09/11/93 

POL 02/20/94 
CPS 07/04/94 

POL 12/25/94 

CPS 08/17195 
POL 11129/95 

CPS 02/06/96 

POL 05/17197 
CPS 08112/97 

CPS 09115197 

CPS 10118/97 

POL 11/01/97 
CPS 11/01/97 

POL 11/10/97 
C PS 11/10/97 

CFl-Case Mgmt-Russ-47 

Kristie W/F 4" / ' / 701bs  D O B  1/5/90 

COMPLAINT DISPOSITION 

Child Neglect 
Child Welfare Check 

Unsubstantiated 
No call back Info I Unfounded 

Domestic Violence 
Child Neglect 

Boyfriend removed 
Child left wl l0 yr. old/CR 

Domestic Violence Child taken by Grandmother / Morn PC'd 

Physical Abuse Referral 
Child Neglect 

Sexual Abuse Referral 

Domestic Violence 
Child Neglect 

Minor Injury I Parental Counseling 
Child unsupervised outside I Morn sleeping 

Child denies abuse / Med. Neglect / Unsub. 

Boyfriend arrested 
Child taken to PC for I night / Morn ref. to MH 

Inappropriate Discipline Reported to MH counselor 

Mental Health Appointments 

Sexual Abuse Investigation 
Sexual Abuse Investigation 

Homicide Investigation 
Child Death Investigation 

Mother counseled re: poss. sanctions 

Offender arrested and bailed 
Out of home perp. No further Involvement 

Offender arrested I Mother charged for FTP 
Out of home perp. / Police matter I Case closed 



AGENCY DATE 

MED 03/16/92 
CPS 06/08/93 
POL 09/11193 
MED 11115193 
POL 02/20/94 
CPS 07104/94 

POL 12/25/94 

CPS 08/17195 
POL 11/29/95 

CPS 02/06/96 
MED 02/06/96 
POL 05/17/97 
CPS 08/12/97 

CPS 08/15/97 

C PS 1 8/1 6/97 

POL 11/01197 
CPS 11/01/97 
MED 11/10197 
POL 11118/97 
CPS 11/10/97 

CF~-Cas~ Mgrr~oRuss~8 

Kristie W/F 47" /701bs  DOB 1/5/90 

COMPLAINT DISPOSITION 

Broken Arm 
Child Neglect 
Child Welfare Check 
Wet Burn to Feet 
Domestic Violence 
Child Neglect 

Domestic Violence 

Reported fag from playground I T&R 
Unsubstantiated 
No call back info I Unfounded 
Mother counseled about bathtub & hot water 
Boyfriend removed 
Child left w/10 yr. old/CR 

Child taken by Grandmother / Morn PC'd 

Physical Abuse Referral 
Child Neglect 

Sexual Abuse Referral 
Sexual Abuse Referral 
Domestic Violence 
Child Neglect 

Minor injury I Parental Counseling 
Child unsupervised outside I Mom sleeping 

Child denies abuse I Med. Neglect I Unsub. 
Negative cultures I Results inconclusive 
Boyfriend arrested 
Child taken to PC for I night / Morn ref. to MH 

Inappropriate Discipline Reported to MH counselor 

Mental Health Appointments 

Sexual Abuse Investigation 
Sexual Abuse Investigation 
Arab. Transport for Phy. Abuse 
Homicide Investigation 
Child Death Investigation 

Mother counseled re: poss. sanctions 

Offender arrested and balled 
Out of home perp. No further involvement 
Abdominal Injury I Child dies 
Offender arrested I Mother charged for FTP 
Out of home perp. / Police matter I Case closed 

A GENCY DATE 

MED 03/16/92 
CPS 06/08/93 
POL 08/11/93 
MED 11/15/93 
POL 02/20194 
CPS 07104194 

POL 12/25194 

CPS 08/17195 
PO L 11/29/95 
SCH 02/06196 
CPS 02/06196 
MED 02/06/96 
POL 05117197 
CPS 08/12/97 

SCH 09115/97 
CPS 09115/97 

CPS 10/18/97 
SCH 11101/97 
POL 1 II01197 
CPS 11/01197 
MED 11/10/97 
POL 11/10/97 
CPS 11110197 

CFI-Case Mgml-Russ-4g 

Krist ie W/F 47" /701bs  DOB 1/5/90 

COMPLAINT DISPOSITION 

Broken Arm 
Child Neglect 
Child Welfare Check 
Wet Burn to Feet 
Domestic Violence 
Child Neglect 

Domestic Violence 

Reported fall from playground / T&R 
Unsubstantiated 
No call back Info I Unfounded 
Mother counseled about bathtub & hot water 
Boyfriend removed 
Child left wl l0 yr. old/CR 

Child taken by Grandmother / Morn PC'd 

Physical Abuse Referral 
Child Neglect 
Poss. Sexual Abuse 
Sexual Abuse Referral 
Sexual Abuse Referral 
Domestic Violence 
Child Neglect 

School Report Poss. Phy. Abuse 
Inappropriate Discipline 

Minor injury I Parental Counseling 
Child unsupervised outside I Morn sleeping 
CPS notified I no info. provided re: outcome 
Child denies abuse I Meal. Neglect I Unsub. 
Negative cultures I Results inconclusive 
Boyfriend arrested 
Child taken to PC for I night I Morn ref. to MH 

Referred to CPS / on-going invest. 
Reported to MH counselor 

Mental Health Appointments 
Poss. Sexual Abuse 
Sexual Abuse Investigation 
Sexual Abuse Investigation 
Arab. Transport for Phy. Abuse 
Homicide Investigation 
Child Death InvesUgation 

Mother counseled re: poss, sanctions 
Police & CPS notified 
Offender arrested and balled 
Out of home perg. No further involvement 
Abdominal Injury I Child dies 
Offender arrested / Mother charged for FTP 
Out of home perp. I Police matter / Case closed 





A GENCY DATE 

MED 03/16/92 
CPS 06109193 
POL 09111193 
M E D 11/15/93 
POL 02/20194 
CPS 07104194 

POL 12/25/94 

CPS 08/17/95 
PO L 11129/95 
SCH 02/06/96 
CPS 02/06/96 
MED 02/06196 
POL 05/17/97 
CPS 06/12/97 
MH 09110197 
SCH 09115/97 
CPS 09115/97 
MH 10/10/97 
M H 10117197 

C PS 10118/97 
SCH 11/01/97 
POL 11/01197 
CPS 11101/97 
MED 11/10197 
POL 11110197 
CPS 11110/97 

CFt-Case M9 r'N-Ru s'S--50 

Kristie W/F 4 7 " /  701bs 

COMPLA~T 

Broken Arm 
Child Neglect 
Child Welfare Check 
Wet Burn to Feet 
Domestic Violence 
Child Neglect 

Domestic Violence 

Physical Abuse Referral 
Child Neglect 
Poss, Sexual Abuse 
Sexual Abuse Referral 
Sexual Abuse Referral 
Domestic Violence 
Child Neglect 
Parental Counseling 
School Report Poss. Phy. Abuse 
Inappropriate Discipline 
Parental Counseling 
Parental Counseling 
Mental Health Appointments 
Poss. Sexual Abuse 
Sexual Abuse Investigation 
Sexual Abuse Investigation 
Amb. Transport for Phy. Abuse 
Homicide Investigation 
Child Death Investigation 

DOB 1/5/90 

DISPOSITION 

Reported fall from playground I T&R 
Unsubstantiated 
No call back info I Unfounded 
Mother counseled about bathtub & hot water 
Boyfriend removed 
Child left wllO yr. old/CR 

Child taken by Grandmother/Morn PC'd 

Minor injury I Parental Counseling 
Child unsupervised outside/Morn sleeping 
CPS notified / no info. provided re: outcome 
Child denies abuse/Meal. Neglect/Unsub, 
Negative cultures / Results Inconclusive 
Boyfriend arrested 
Child taken to PC for I night/Mom ref. to MH 
Missed appointment 
Referred to CPS / on-going invest. 
Reported to MH counselor 
Missed appointment 
Missed appointment I Call to CPS 
Mother counseled re: poss. sanctions 
Police & CPS notified 
Offender arrested and bailed 
Out of home perp. No further involvement 
Abdominal Injury I Child dies 
Offender arrested / Mother charged for FTP 
Out of home perp, I Police matter I Case closed 

A GENC Y DATE 

MED 03116/92 
CPS 00/05/93 
POL 09/11193 
MED 11115193 
POL 02/20194 
CPS 07/04/94 
CCC 16/12/94 
POL 12/25/94 
CCC 04/11195 
CCC 08/17195 
CPS 08/17195 
POL 11/29195 
SCH 02/06196 
CPS 02/06/96 
MED 02/06/96 
POL 05117/97 
CPS 08/12/97 
MH 09/10/97 

SCH 09115/97 
CPS 06/16/97 
MH 10110197 
MH 10/17197 
CPS 10/18/97 
SCH 11101/97 
POL 11/01/97 
CPS 11/01197 
MED 11110197 
POL 11/10/97 
CPS 11110197 

CFI-Case Mgrnt~JJSS-5~ 

Kristie W/F 4 7 " /  701bs DOB 1/5/90 

COMPLAINT DISPOSITION 

Broken Arm 
Child Neglect 
Child Welfare Check 
Wet Burn to Feet 
Domestic Violence 
Child Neglect 
Suspicious Injury 
Domestic Violence 
Child Neglect 
Suspicious Injury 
Physical Abuse Referral 
Child Neglect 
Poss, Sexual Abuse 
Sexual Abuse Referral 
Sexual Abuse Referral 
Domestic Violence 
Child Neglect 
Parental Counseling 
School Report Poss. Phy. Abuse 
luapproprlate Discipline 
Parental Counseling 
Parental Counseling 
Mental Health Appointments 
Poss. Sexual Abuse 
Sexual Abuse Investigation 
Sexual Abuse Investigation 
Arab. Transport for Phy. Abuse 
Homicide Investigation 
Child Death Investigation 

Reported fall from playground I T&R 
Unsubstantiated 
No call back Info I Unfounded 
Mother counseled about bathtub & hot water 
Boyfriend removed 
Child left wllO yr. old/CR 
Poss, Accidental I Unfounded 
Child taken by Grandmother I Mom PC'd 
Mother failed to p/u child I parent meeting 
CPS notified I no Info. provided re: outcome 
Minor Injury I Parental Counseling 
Child unsupervised outside I Mom sleeping 
CPS notified / no Info. provided re: outcome 
Child denies abuse I Med. Neglect / Unsub. 
Negative cultures I Results inconclusive 
Boyfriend arrested 
Child taken to PC for I night I Morn ref. to MH 
Missed appointment 
Referred to CPS / on-going invesL 
Reported to MH counselor 
Missed appointment 
Missed appointment I Call to CPS 
Mother counseled re: poss. sanctions 
Police & CPS notified 
Offender arrested and bailed 
Out of home perp. No further involvement 
Abdominal Injury I Child dies 
Offender arrested I Mother charged for FTP 
Out of home perp. I Police matter I Case closed 
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What is the best car seat for my child? 
At what age should I turn my infant's car seat around to face forward? 
What about air bags and kids? 
What are some things I should look for in a bike helmet? 
We want to build a pool in our yard. How can we make sure it's safe? 
What makes some playgrounds safer than others? 
How can I keep my child safe from lead poisoning? 
I own a gun and have children in my home. What safety_ precautions should I take? 
At what age can my child cross the street alone? 

What should I look for when buying a crib? 
Are baby walkers really dangerous? 
What temperature should I set my hot water heater at to protect my child from scalding? 
where in my home should I put the smoke alarm? 
How often should I replace my smoke alarm? 
where should I put a carbon monoxide (CO) detector in my home and what do I do if it goes oft'7. 
what is a small parts tester and where can I buy one? 
where can I get childproofing devices? 
Who do I contact if I have safety concerns about a consumer product? 
What should I have in my first aid kit? 
What household plants are poisonous? 

1. What is the best car seat for my child? 

The best car seat is one that meets your child's age and size requirements and is compatible with your 
car. Children are safer in the back seat of the vehicle. Generally, the middle seating position is the 
safest place in the car, but ONLY IF the child's car seat and the vehicle seat are compatible and you 
can get a tight fit. 

To f ind  out which seat is best f o r  your child's age and size, visit our Child Car Seat  Locator. 

Due to the countless variations of  car seats, vehicle seats and safety belt systems, the most important 
thing you can do to make sure your child's car seat is installed properly is to thoroughly read BOTH 
your car seat manufacturer's instructions and your vehicle owner's manual. 

Once you've done that, if you are still unable to secure the seat properly, attend a Car Seat Check Up 
event (remember." the Car Seat Check Up event list at this web site is updated weekly, so keep 
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checking for  an event near you). 

For more information about purchasing a car seat, recalled car seats and for a list of  certified child 
passenger safety technicians, and frequently asked questions, visit the National Highway Traffic Safety 
Administration's web site at www.nhtsa.dot.gov. 

2. At what age should I turn my infant's car seat around to face forward? 

An infant should stay rear-facing until at least 1 year and at least 20 pounds to reduce the risk of  
cervical spine injury in the event of  a crash. Many infant-only seats and convertible seats are tested up 
to 20 or 22 pounds rear-facing, which is a problem when an infant reaches 20-22 pounds before 
his/her first birthday. Fortunately, there are seats for weights higher than 22 pounds in the rear-facing 
position. 

The Safeline Corporation Sit and Stroll (1-800-829-1625) goes up to 25 pounds rear facing. The 
Evenflo Horizon, Secure Choice and Medallion (1-800-837-9201) all go up to 30 pounds rear facing, 
as do the Century Smart-Move and Bravo (1-888-5-CAR SEAT). The Britax Roundabout (1-888- 
4Britax) goes up to 30 pounds rear facing. The Cosco Touriva and Alpha-Omega (1-800-544-1108) 
go to 35 pounds rear facing. 

Important: Check labels for these seats to confirm the weight limits! Read both the car seat 
instructions and the vehicle owner's manual for correct use and installation of your car seat. / 

3. What about air bags and kids? 

Air bags have been designed to help protect adults in a front-end collision, but not children. So it is 
very important that all children ages 12 and under be properly restrained in the back seat. NEVER put 
a rear-facing infant in the front passenger seat of  a vehicle with an active passenger-side air bag. If it is 
absolutely necessary for a child to ride in the front seat of  a car with a passenger-side air bag: 

• Never put an infant (less than 1 year old) in the front seat of  a vehicle with an active passenger- 
side air bag, 

• Secure the child in a restraint system that is correct for the size of  the child - -  a front-facing car 
seat, a booster seat, or a lap/shoulder belt, 

• Move the front seat as far back away from the dashboard as possible, and 
• Never allow a child to lean forward toward the dashboard. 

I f  you have more car seat questions, visit SafetyBeltSafe U.S.A. at www.carseat.org 

4. What are some things I should look for in a bike helmet? 

Make sure the bike helmet meets safety standards. Look for an ASTM, Snell or ANSI sticker or the 
new federal standard certification sticker inside the helmet and on the box. The bike helmet should sit 
squarely on your child's head, cover his forehead and not rock side to side or forward to back. Bring 

r 

http://www.safekids.org/faq.html 04/22/2000 



Frequently Asked Questions Page 3 o f  7 

your child to the store to try on helmets before you purchase one. Make sure the helmet fits snugly 
and comfortably when the helmet straps are buckled. 

5. We want to build a pool in our yard. How can we make sure it's safe? 

The pool should be surrounded by four-sided isolation fencing, at least five feet high, equipped with 
self-closing and self-latching gates. Adults should be on hand at all times to supervise and should 
know CPR. Keep rescue equipment, a telephone and emergency number poolside. 

It's also important to remember that pool covers are not designed to prevent children from drowning, 
so watch children carefully even around a pool that's covered. Keep water from collecting on the pool 
cover surface. Most importantly, NEVER leave a child unsupervised in or around a swimming pool, 
even for a second. 

6. What makes some playgrounds safer than others? 

The safest playgrounds are those that are well maintained (no broken, protruding or loose parts) and 
have ample soft surfacing. Recommended surface materials include hardwood fiber, mulch chips, pea 
gravel, fine sand and shredded rubber. Surfacing should be kept at least 12 inches deep and should 
extend a minimum of  6 feet in all directions around stationary equipment. Avoid playgrounds with 
asphalt, concrete, grass and soil surfaces under the equipment. Make sure that children are supervised 
at all times and that they play on age-appropriate equipment. 

7. How can I keep my child safe from lead poisoning? 

Protect your children from lead poisoning by encouraging them to wash their hands frequently. 
Contact the U.S. Consumer Product Safety Commission with concerns about any consumer product 
that may contain lead. Ifyour home was built prior to 1979, you may want to have the paint tested by 
lead-abatement professionals. I f  you believe your child may have been exposed to lead, ask your 
pediatrician to test his or her blood lead levels. 

8. I own a gun and have children in my home. What safety precautions should I take? 

You should always store firearms unloaded and locked up, with ammunition locked in a separate 
location that is up and out of reach of  children. Use gun locks, load indicators and other safety devices 
on all firearms. You should also teach your children never to touch a gun and to tell an adult 
immediately if they ever find a gun. 

9. At what age can my child cross the street alone? 
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In general, children 10 and over are able to cross the street safely by themselves. Children under the 
age of  10 should only cross the street under the supervision of an adult. Children ages 5 to 9 are at 
greatest risk for pedestrian death and injury. These children tend to think they are more independent 
than they are. Developmentally, they do not have the skills to make decisions about traffic patterns and 
do not clearly perceive danger. 

10. What should I look for when buying a crib? 

A safe crib will be certified to meet national safety standards and will have no more than 2 3/8 inches 
o f  space between slats or spindles and a mattress that fits snugly. The drop-side latches must work 
properly and be safe from unintentional release or release by a baby inside the crib. Crib comerpost 
extensions or protrusions should not exceed 1/16 inch, including decorative knobs. Always keep the 
side rail locked in its up position when the baby is in the crib. Never use a pillow in the crib and 
remove all crib toys when your child is asleep. Do not place cribs near radiators, heating vents, 
windows, venetian blind strings, drapery cords or other hanging strings. 

11. Are baby walkers really dangerous? 

Yes. Each year, more than 16,000 children are treated in hospital emergency rooms for baby walker- 
related injuries. DO NOT USE BABY WALKERS WITH WHEELS. There are several alternatives 
on the market that are stationary. Look for one that is on a stable, non-moveable base and place it 
away from stairs, hot appliances and window blind or drapery cords. Remember that children should 
never be left unattended - -  whether using a walker alternative or not. 

12. What temperature should I set my hot water heater at to protect my child from scalding? 

Hot  water heaters should be set at 120 degrees Fahrenheit or below in order to avoid scald burns to 
children. 

13. Where in my home should I put the smoke alarm? 

Install smoke alarms in every sleeping area and on every level of your home. Central locations such as 
the living room, the top of  the stairwell and outside bedroom doors are good places. 

14. How often should I replace my smoke alarm? 

Test smoke alarms once a month and replace batteries at least once a year. The alarm itself should be 
replaced every 10 years. 
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15. Where should I put a carbon monoxide (CO) detector in my home and what do I do if it goes off?. 

Carbon monoxide, or CO, is a poisonous gas that kills many people in the United States each year. In 
1997, more than 3,000 children ages 5 and under were poisoned by CO. You can't hear, see, taste or 
smell the CO, but a CO detector can sense if it's in the air and alert you immediately. 

Place CO detectors outside of sleeping areas and at least 15 feet away from fuel-burning appliances 
such as furnaces, wood stoves and fuel-burning kitchen stoves. 

I f  your CO detector goes off, ventilate the home immediately by opening windows and outside doors. 
I f  anyone starts to experience flu-like symptoms, evacuate the house and call the fire department. 
After ventilating the home, you should turn off all fuel-burning appliances and call a qualified 
technician to inspect for sources of  CO. 

16. What is a small parts tester and where can I buy one? 

Small Parts Testers, also known as "choke tubes," are designed for testing which objects are small 
enough to pose a choking hazard to kids age 3 and under. If  the item fits in the tester, it is too small 
for children this age. 

Many discount stores, toy stores, hardware stores and safety device catalogs offer Small Parts Testers, 
which cost around $1.00- $2.00. 

17. Where can I get childproofing devices? 

Childproofmg devices, such as electric socket covers, safety gates and window guards, can be 
purchased at hardware stores, baby supply stores, some discount stores and through baby supply 
catalogs. 

18. Who do I contact i f I  have safety concerns about a consumer product? 

Report any product-related injury or safety concern about consumer products, including toys, to the 
U.S. Consumer Product Safety Commission. Call their hotline at (800) 638-CPSC or visit their web 
site at http://www.cpsc.gov. For questions about car seats, call the National Highway Traffic Safety 
Adminstration's auto safety hotline at (800) 424-9393. 

19. What should I have in my first aid kit? 
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First aid kits can be purchased already assembled or you can make your own. Make sure the kit 
includes the following basic supplies: 

• adhesive or gauze • bandages or 
wrappings or pads surgical tape 

• soap • sterile gauze 

• absorbent cot ton • adhesive tape 

• tweezers  • sharp scissors 

• cot ton-t ipped swabs • tissues 

• thermometer  • first aid manual 

• aspirin and 
acetaminophen 

• syrup of lpecac  
and activated 
charcoal 

antiseptic solution 
(e.g., hydrogen 
peroxide) 

antiseptic cream 
(e.g., bacitracin) 

hydrocort isone 
cream (for bites and 
stings) 

anti-diarrhea 
medication 

• elastic bandages • Band-Aids 

dosage spoon for 
medications 

calamine lotion 
for skin 
irritations 

ice pack and heating 
pad/water  bottle 

• flashlight with 
working 
batteries 

• pocket  mask or face 
shield for CPR 

• needle for 
splinter removal 

• disposable rubber 
gloves 

• petroleum jelly 
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20. What household plants are poisonous? 

Contrary to popular belief, poinsettias are not poisonous plants (although they can cause some skin 
irritations). However, there are many plants to be concerned about. Poisonous plants include, but are 
not limited to: 

• Angel's Trumpet (Datura meteloides) 
• Jerusalem cherry (Solanum pseudocapsicum) 
• Azalea (Rhododendron) 
• Jimson Weed 
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HOME INJURY 

Unintentional  injury is the leading cause of  death among children ages 14 and under. In 1997, more 
than 6,040 children died from unintentional injuries; more  than 40 percent of  these deaths occurred in 
and around the home.  H o m e  injury deaths are caused primarily by fire and bums, drowning, 
suffocation, choking, firearms, poisoning, and falls. Young children are at the greatest risk from 
unintentional injuries in the home because it is where they spend the majority of  their time. As children 
g row older, they spend less time in the home and the incidence of home injury deaths diminishes. The 
percentage o f  non-fatal unintentional injuries that occur in the home also decreases with age. 

D E A T H S  I N  T H E  H O M E  

I n  1998, approximately 1,900 children ages 14 and under died in the home from unintentional injuries. 
Nearly 70 percent  of  these deaths occurred among children ages 4 and under. Among the leading 
causes o f  death in the home are: 

Fire and Burns 

• In  1998, approximately 550 children ages 14 and under died from fires and bums in the home. O f  
these children, 55 percent were ages 4 and under. 

Drowning 

• In  1998, an estimated 440 children ages 14 and under drowned in or around the home. Of  these 
children, 80 percent were ages 4 and under. 

SutTocation 

• In 1998, an estimated 370 children ages 14 and under suffocated in the home. Of  these children, 
more  than 80 percent  were ages 4 and under. 

Choking 

• In 1998, more  than 160 children ages 14 and under choked to death in the home. Of  these children, 
three-quarters were ages 4 and under. 

Unintentional Firearm Injury 

• In  1998, an estimated 80 children ages 14 and under died from unintentional shootings in the 
home.  O f  these children, three-quarters were ages 5 to 14. 

Poisoning 

In 1998, an estimated 80 children ages 14 and under died from poisonings in the home. Half of  
these deaths were due to solids and liquids such as medicines and cleaners; the remaining deaths 
were due to gases and vapors, principally carbon monoxide. 

Falls 
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• In 1998, an estimated 60 children ages 14 and under died as the result o f  falls in the home.  Half  of  
these deaths were to children ages 4 and under. 

INJURIES I N  THE H O M E  

Each  year, more than 4.5 million children ages 14 and under are treated in hospital emergency 

departments (EDs) for injuries incurred in the home. Nearly two-thirds of  the injuries requiring E D  
visits among children under age 3 occur in the home. Conversely, one-third of  the injuries requiring E D  
visits among children ages 12-14 occur in the home. 

12/99 This information was compiled by the National SAFE KIDS Campaign. 
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B ICYCLE INJURY 

The  bicycle injury death rate among children ages 14 and under declined 48 percent between 1987 and 
1997. However,  bicycles remain associated with more childhood injuries than any other consumer 
product  except the automobile. More than 70 percent of  children ages 5 to 14 (27.7 million) ride bicycles. 
This age group rides about 50 percent more than the average bicyclist and accounts for approximately 24 

percent o f  all bicycle-related deaths and more than 50 percent of all bicycle-related injuries. 

Head injury is the leading cause of  death in bicycle crashes and is the most important determinant of  
bicycle-related death and permanent  disability. Head injuries account for more than 60 percent of  bicycle- 
related deaths, more  than two-thirds of  bicycle-related hospital admissions and about one-third of  
hospital emergency room visits for bicycling injuries. The single most effective safety device available to 
reduce head injury and death from bicycle crashes is a helmet. Helmet use reduces the risk of  bicycle- 
related death and injury and the severity of  head injury when a crash occurs. Unfortunately, national 
estimates report that bicycle helmet use among child bicyclists ranges from 15 to 25 percent. Helmet 
usage is lowest (for all ages) among children ages 11 to 14 (11 percent). Bicycle education programs and 
mandatory bicycle helmet  legislation are effective at increasing helmet use and, therefore, reducing 
bicycle-related death and injury. 

D E A T H $  A N D  I N J U R I E S  

• In 1997, 225 children ages 14 and under died in bicycle-related crashes. Motor vehicles were 

involved in more  than 200 of  these deaths. 

• In 1998, nearly 362,000 children ages 14 and under were treated in hospital emergency rooms for 
bicycle-related injuries. 

In 1998, children ages 14 and under accounted for approximately 28 percent of  bicyclists injured in 
motor  vehicle crashes. It is estimated that collisions with motor vehicles account for nearly 90 
percent of  all bicycle-related deaths and 10 percent of  all nonfatal bicycle-related injuries. Collision 

with a moto r  vehicle increases the risk of  death, severity of injury, and the probability of  sustaining a 
head injury. 

More than 40 percent  o f  all head injury-related deaths and approximately three-fourths of  head 
injuries occur among children ages 14 and under. Younger children suffer a higher proportion of 
head injuries than older children. 

W H E N  A N D  W H E R E  B I C Y C L E  D E A T H S  A N D  INJURIES OCCUR 

• Children are more  likely to die from bicycle crashes at non-intersection locations (66 percent), 
during the months  o f  May to August (55 percent), and between 3 p.m. and 6 p.m. (39 percent). 

• Nearly 60 percent o f  all chi ldhood bicycle-related deaths occur on minor roads. The typical 
b icycle /motor  vehicle crash occurs within one mile of  the bicyclist's home. 

• Children ages 4 and under  are more  likely to be injured in non-street locations around the home 
(driveway, garage, yard) than are children ages 5 to 14. 
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• Children ages 14 and under are nearly four times more likely to be injured riding in non-daylight 
hours (e.g., at dawn, dusk or night) than during the daytime. 

Among children ages 14 and under, more  than 80 percent of bicycle-related fatalities are associated 
with the bicyclist's behavior including, riding into a street without stopping; turning left or swerving 
into traffic that is coming from behind; running a stop sign; and riding against the flow of  traffic. 

• Injuries related to the use of  bicycle-mounted child seats typically occur when the bicycle crashes or 
tips over and when the child falls out o f  the seat. Falls account for 80 percent o f  these injuries. 

WI-IO I S  A T R I S K  

Riding without a bicycle helmet significantly increases the risk of  sustaining a head injury in the 
event of  a crash. Non-helmeted riders are 14 times more likely to be involved in a fatal crash than 
helmeted riders. 

Children under age 10 are at greater risk for serious injury and are more likely to suffer head injuries 

than older riders. Approximately half o f  all bicycle-related injuries among children under  age 10 
occur to the head/face, compared to one-fifth among older children. 

• Bicyclists admitted to hospitals with head injuries are 20 times more likely to die than those without 
head injuries. 

Correct fit and proper positioning are essential to the effectiveness of  bike helmets. One  study 
found that children whose helmets fit poorly are at twice the risk of  head injury in a crash compared 
to children whose helmet fit is excellent. In addition, children who wear their helmets tipped back 
on their head have a 52 percent greater risk of  head injury than those who wear their helmets 
centered on their head. 

• Children ages 14 and under are five times more likely to be injured in a bicycle-related crash than 
older riders. 

Males account for more than 80 percent of  bicycle-related deaths and 75 percent  o f  nonfatal 
injuries. Children ages 10 to 14, especially males, have the highest death rate f rom bicycle-related 
head injury of  all ages. 

B I C Y C L E  H E L M E T  E F F E C T I V E N E S S  

Bicycle helmets have been shown to reduce the risk of  head injury by as much as 85 percent  and the 
risk of  brain injury by as much as 88 percent. Bicycle helmets have also been shown to offer 
substantial protection to the forehead and mid face. 

• It is estimated that 75 percent of  bicycle-rehted fatalities among children could be prevented with a 

bicycle helmet. 

• Universal use of  bicycle helmets by children ages 4 to 15 could prevent between 135 and 155 deaths, 
between 39,000 and 45,000 head injuries, and between 18,000 and 55,000 scalp and face injuries 
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annually. 

Child helmet ownership and use increases with income and educational level, yet decreases with 
age. Children are more  likely to wear a bicycle helmet if riding with others (peers or adults) who are 
also wea~ng one. 

B I C Y C L E  H E L M E T  L A  WS A N D  R E G U L A T I O N S  

• Currently, 16 states and numerous localities have enacted some form of bicycle helmet legislation, 

most  of  which cover only young riders. 

Various studies have shown bicycle helmet legislation to be effective at increasing bicycle helmet use 
and reducing bicycle-related death and injury among children covered under the law. One example 
shows that five years following the passage of  a state mandatory bicycle helmet law for children ages 
13 and under, bicycle-related fatalities decreased by 60 percent. 

Helmet  use among  children is greater in those regions of  the United States with the highest 

proport ion o f  mandatory  helmet laws. A recent study reported that the rate of  bicycle helmet use 
by children ages 14 and under was 58 percent  greater in a county with a fully comprehensive bike 
helmet law than in a similar county with a less comprehensive law. 

As o f  March 10, 1999, all new bicycle helmets manufactured must meet the new U.S. Consumer 
Product  Safety Commission federal safety standard. Helmets meeting American National Standards 
Institute (ANSI),  the Snell Memorial Foundation and /o r  the American Society for Testing and 
Materials (ASTM) standards are safe and may be available in stores until March 2002. 

H E A L  T H  C A R E  C O S T S  A N D  SA V1NGS 

• The total annual cost o f  traffic-related bicyclist death and injury among children ages 14 and under is 

more  than $3.4 billion. 

• Every dollar spent on a bike helmet saves society $30 in direct medical costs and other costs to 
society. 

• I f  85 percent  o f  all child cyclists wore bicycle helmets in one year, the lifetime medical cost savings 
could total be tween $109 million and $142 million. 

A review o f  hospital discharge data in Washington state found that treatment for nonfatal bicycle 
injuries a m o n g  children ages 14 and under  costs more  than $113 million each year, an average of 
$218,000 per child. 

P R E V E N T I O N  T I P S  

• A bicycle helmet  is a necess i ty ,  not an accessory. Always wear a bicycle helmet every time and 
everywhere you ride. 

• Wear a bicycle helmet  correctly. A bicycle helmet should fit comfortably and snugly, but not too 
tightly. It should sit on top of  your head in a level position, and it should not rock forward and back 
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or from side to side. The helmet straps must always be buckled. 

• Buy a bicycle helmet that meets or  exceeds the safety standards developed by the U.S. Consumer  
Product Safety Commission federal safety standard or those developed by ANSI,  Snell or  ASTM. 

• Learn the rules of  the road and obey all traffic laws. Ride on the right side of  the road, w i t h  traffic, 
not against; use appropriate hand signals; respect traffic signals; stop at all stop signs and stop lights; 
and stop and look left, right and left again before entering a street. 

• Cycling should be restricted to sidewalks and paths until a child is age 10 and able to show how well 
he or she rides and observes the basic rules of  the road. Parental and adult supervision is essential 
until the traffic skills and judgment thresholds are reached by each child. 

12/99 This information was compiled by the National SAFE KIDS Campaign. 
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C H I L D H O O D  I N J U R Y  

The  unintentional injury-related death rate among children ages 14 and under declined 33 percent from 
1987 to 1997. However, unintentional injury remains the leading cause of death among children ages 14 
and under in the United States. In 1997, more than 6,040 children ages 14 and under died from 
unintentional injuries. In addition, each year nearly 120,000 children are permanently disabled. One out 
o f  every four children, or more than 14 million children ages 14 and under, sustains injuries that are 
serious enough to require medical attention each year. These injuries have enormous financial, 
emotional and social effects on not only the child and the family, but the community and society as a 
whole.  

In  general, children are primarily at risk of  unintentional injury-related death from: motor vehicle injuries 
which  include children as occupants, pedestrians and bicyclists; drowning; fire and bums; suffocation; 
choking; unintentional firearm injuries; falls; and poisonings. Injury rates vary with a child's age, gender, 
race and socioeconomic status. Younger children, males, minorities and poor children suffer 
disproportionately. Additionally, the causes and consequences of injuries vary considerably by age and 
developmental  level, reflecting differences in children's cognitive, perceptual and motor/language 
abilities as well as environment and exposure to hazards. 

D E A T H S  

• In  1997, unintentional injuries resulted in the death of  736 children under age 1, 1,968 children ages 

1 to 4, 1,514 children ages 5 to 9, and 1,824 children ages 10 to 14. 

• Among children under age 1, suffocation is the leading cause of  unintentional injury-related death, 

followed by motor  vehicle occupant injury, choking, drowning and fire and burns. 

Among  children ages 1 to 4, drowning is the leading cause of unintentional injury-related death, 
followed by motor  vehicle occupant injury, fire and burns, pedestrian injury and airway obstruction 
injuries (choking and suffocation). 

• Among  children ages 5 to 9, motor  vehicle occupant injury is the leading cause of unintentional 
injury-related death, followed by pedestrian injury, drowning, fire and burns and bicycle injury. 

• Among  children ages 10 to 14, motor  vehicle occupant injury is the leading cause of unintentional 
injury-related death, followed by pedestrian injury, drowning, bicycle injury and fire and burns. 

XNJU ES 

• Every day, more than 39,000 children are injured seriously enough to require medical treatment, 
totaling more than 14 million children each year. 

• Each year, injuries to children ages 14 and under result in 213,000 hospitalizations, nearly 7,900,000 

emergency room visits, and more than 11,000,000 visits to physicians' offices. 

• Among children ages 14 and under, treatment for injury is the second leading cause of  
hospitalization and the leading cause of  visits to hospital emergency departments. 
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W H E N  A N D  W H E R E  D E A T H S  A N D  I N J U R I E S  O C C U R  

• The majority of  childhood injuries occur between May and August. 

* The vast majority of  unintentional injury-related deaths among children occur in the evening hours 
when children are most  likely to be out of  school and unsupervised. 

• Among children ages 14 and under, it is esdrnated that 40 percent of  deaths and 50 percent of  
nonfatal unintentional injuries occur in and around the home. 

W H O  IS A T R I S K  

Unintentional injuries disproportionately affect poor children and result in more fatalities in these 

children than children with greater economic resources. 

Children ages 4 and under are at greater risk of  unintentional injury-related death and disability. This 
age group accounts for 46 percent of  all unintentional injury-related deaths among children ages 14 
and under. 

Through virtually all ages, for all causes of  injury, males are at greater risk of  unintentional death and 
injury than females. This is primarily due to greater exposure to activities that result in injury and 
patterns of  risk taking and rough play. 

Children living in rural areas are at greater risk from unintentional injury-related death than children 

riving in urban areas. Injuries in rural settings occur in remote, sparsely populated areas that tend to 
lack organized systems of  trauma care, resulting in prolonged response and transport times. A short 
supply of medical facilities, equipment and personnel to treat injuries in rural areas also contribute to 
this increased risk. 

• Black, Hispanic and Native American children have disproportionate death and injury rates primarily 
due to higher levels of  poverty and lower levels of  education, employment and income. 

H E A L T H  C A R E  C O S T S  A N D  S A V I N G S  

• Injury is the leading cause of  medical spending for children ages 5 to 14. 

Among children ages 14 and under, fails account for the largest share of  unintentional injury-related 
costs - -  nearly 21 percent - -  followed by motor  vehicle occupant injuries, pedestrian injuries, 
drownings, poisonings and fire and burn injuries. 

The annual lifetime cost of  unintentional injury among children ages 14 and under is nearly $175 
billion, which includes $10.1 billion in direct medical costs, $16.9 billion in future earnings and $148 
billion in quality of  life. 

• For every child injured, total costs are more than $12,700, including $650 in medical costs, more 
than $1,000 in future earnings lost and nearly $11,000 in quality of  life. 
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• Every dollar spent on a child safety seat saves this country $32 in direct medical costs and other 
costs to society. 

• Every dollar spent on a bicycle helmet saves this country $30 in direct medical costs and other costs 
to society. 

• Every dollar spent on a smoke alarm saves this country $21 in direct medical costs and other costs to 
society. 

• Every dollar spent on poison control centers saves this country $7 in medical costs. 

P R E V E N T I O N  E F F E C T I V E N E S S  

• It  is estimated that as many as 90 percent of  unintentional injuries can be prevented. 

A combination of  education, environmental improvements, engineering modifications, 
enactment  and enforcement  o f  legislation and regulations, economic incentives, community 
empowerment  and program evaluation are effective at reducing the incidence and severity of  
unintentional injury-related death and disability. 

12/99 This information was compiled by the National SAFE KIDS Campaign. 
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U N I N T E N T I O N A L  F I R E A R M  I N J U R Y  

The death rate from unintentional firearm injury among children ages 14 and under declined 49 percent  
from 1987 to 1997. However, unintentional shootings account for more than 20 percent o f  all firearm- 
related fatalities among children ages 14 and under, compared with 3 percent for the entire U.S. 
population. Americans possess nearly 200 million firearms, including 65 million handguns. An  
estimated 40 percent of  all homes in the United States have some type of  firearm, and one in four 
homes has a handgun. Gun owners keep firearms in the home for hunting and recreation (60 percent) 
or for protection and crime prevention 

(40 percent). Guns in the home for protection are more  likely to be handguns, found in a home  with 
children, and stored loaded and unlocked. 

Exposure to guns and access to a loaded firearm increase the risk o f  unintentional firearm-related death 
and injury to children. Unrealistic perceptions of  children's capabilities and behavioral tendencies with 
regard to guns are common. These include misunderstanding a child's ability to gain access to and fire a 
gun, distinguish between real and toy guns, make good judgments about handling a gun, and consistently 
follow rules about gun safety. Promoting the safe storage o f  firearms in the home and reducing their 
availability and accessibility are important steps in preventing unintentional firearm-related death and 
injury among children. 

AND L ]U S 

In 1997, 142 children ages 14 and under died from unintentional firearm-related injuries. Children 
ages 
10 to 14 accounted for more than 85 percent o f  these deaths. 

Each year, an estimated 1,500 children ages 14 and under are treated in hospital emergency rooms 
for unintentional firearm-related injuries. Approximately 38 percent of  these injuries are severe 
enough to require hospitalization. 

• The unintentional firearm injury death rate among children ages 14 and under in the United States is 
nine times higher than in 25 other industrialized countries combined. 

• In 1998, nearly 10,700 children ages 14 and under were treated in hospital emergency rooms for 
non-powder gun-related injuries (e.g., BB guns, pellet guns). 

WI-tEN A N D  W H E R E  F I R E A R M  D E A T H S  A N D  I N J U R I E S  OCCUR 

• Nearly all childhood unintentional shooting deaths occur in or around the home. Fifty percent  
occur in the home of  the victim and nearly 40 percent occur in the home of  a friend or relative. 

Firearm ownership in the home (especially a firearm kept loaded and unlocked) is associated with an 
increased risk of unintentional firearm fatalities among children. Owners of  firearms in the home  
tend to be male, white, married, age 30 to 65, have higher incomes and educational levels, live in the 
South and the Midwest, in rural areas and have one to two children under the age of  18. 

• Most childhood unintentional shooting deaths involve guns that have been kept loaded and 
accessible to children and occur when children play with loaded guns. 

http://www.safekids.org/fact99/firearm99.html 04/22/2000 
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• One- th i rd  to one-ha l f  o f all firearm owners keep firearms loaded and ready for use at least some o f  

the  time. 

• In  one  recent  study o f  parents o f  children ages 4 to 12, more than half o f  gun-owning parents 
repor ted  storing a firearm loaded or unlocked in their home. 

• An  est imated 3.3 million children in the United States live in households with firearms that are 
always or somet imes  kept  loaded and unlocked. 

• Unintent ional  shoot ings a m o n g  children mos t  often occur when children are unsupervised and out  

o f  school.  These  shoot ings t end  to occur in the late afternoon, peaking between 4 p.m. and 5 p.m.,  
during the weekend,  and during the summer  m o n t h s  (June to August) and the holiday season 

( November  to December) .  

• More  than 70 percent  o f  unintent ional  firearm shootings involve handguns. 

• Rural areas have higher  rates o f  firearm ownership and unintentional firearm-related injuries than 
urban and suburban  areas. Shootings in rural areas are more likely to occur outdoors and with a 

sho tgun  or  rifle, as o p p o s e d  to indoors  and with a handgun, as in urban areas. 

W H O  IS  A T R I S K  

• Male children are far m o r e  likely to be injured and die from unintentional firearm-related injuries than 

female children. O f  those  children ages 14 and under  who are killed from unintentional shootings, 

m o r e  than 85 pe rcen t  are male. 

• Black children ages 14 and under  have an unintentional  shooting death rate that is more  than twice thu 
o f  white children. 

• Children living in the South are three times more  likely to die f rom unintentional firearm-related 
injuries than those  living in the  Northeast .  

• Children living in rural areas have higher death rates f rom unintentional firearm-related injuries. 

• Nearly two-thirds  o f  parents  with school-age children who keep a gun in the home  believe that the 
firearm is safe f rom their children. However,  one study found that when a gun was in the home,  75 
to 80 pe rcen t  o f  first and second  graders knew where the gun was kept. 

• Generally, before  age 8, few children can reliably distinguish between real and toy guns or fully 
unders tand  the  consequences  o f  their actions. 

• Children as young  as age 3 are s trong enough to pull the trigger o f  many of  the handguns available in 
the  U.S. 

FIRF_a4RM P R E V E N T I O N  E F F E C T I V E N E S S  
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• Two safety devices - -  gun locks and load indicators - -  could prevent more  than 30 percent  o f  all 
unintentional firearm deaths. 

Product  design modifications can prevent unintentional  firearm death and injury. Every  
unintentional shooting in which a child age 5 and under  shot  and killed himself  or  another  could 
have been prevented by a safety device. 

F I R E A R M  L A  WS A N D  R E G U L A T I O N S  

Firearms are not  federally regulated consumer products.  However, in October  1997, Massachusetts 
became the first state to issue consumer product  safety regulations for guns by establishing safety 
standards for all handguns made or sold in the state. Most  gun laws in the Uni ted  States target gun 
users, as opposed  to firearm manufacturers. 

Currently, 17 states have enacted Child Access Prevent ion (CAP) laws, which may hold  adults 
criminally liable for failure to either store loaded firearms in a place inaccessible to children or use 

safety devices to lock guns. 

• State safe storage laws intended to prevent  child access to guns have reduced unintent ional  firearm- 
related deaths among children ages 14 and under  an average of  23 percent. 

Four states - Connecticut,  Massachusetts, California and New Jersey - and several local jurisdictions 
have passed laws or ordinances requiting the provision of  a gun lock with the purchase  o f  every 
handgun. 

• A national gun policy survey found that 68 percent  o f  Americans endorse g o v e r n m e n t  regulation o f  
the safety design o f  guns and 88 percent  support  laws requiring all new handguns be childproofed. 

H E A L  T H  C A R E  C O S T S  A N D  S A V I N G S  

• The total annual cost o f  unintentional firearm-related death and injury among children ages 14 and 
under is more  than 
$3.7 billion. Children ages 5 to 14 account for more  than $3.5 billion, or nearly 95 percent ,  o f  these 

COSTS. 

• Among  children ages 14 and under, unintentional firearm-related injuries account  for half o f  the 
total cost o f  all firearm injuries, which include homicide,  suicide and unintentional  firearm injuries. 

• Hospital treatment for a firearm-related injury averages between $7,000 and m o r e  than $15,000 per 
case. 

P R E V E N T I O N  T I P S  

• Children should not  have access to firearms. A gun in the home  is a danger to children. Parents 
should seriously weigh the risks o f  keeping a gun in the home. 

• Gun  owners should always store firearms unloaded and locked up, out  of  reach o f  children. 
Ammuni t ion  should be stored locked in a separate location, also out o f  reach o f  children. 

http:/ /www.safekids.org/fact99/firearm99.html 04/22/2000 
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• Safety devices such as gun locks, lock boxes or gun safes should be used for every gun kept  in the 
home.  

• Parents should talk to chi ldren about  the dangers o f  guns, teach children to never touch or play with 
guns, and to tell an adult  if  they find a gun. 

• Parents should check with neighbors,  friends or relatives - or adults in any other homes  where 
children may visit - to ensure they follow safe storage practices if firearms are in their homes.  

12 /99  This  in format ion  was compi led  by the National SAFE KIDS Campaign. 
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i~~~iworld~3 towards injury-free schools 

[[ Home Injury Jl 
In Australia, on average 5, 000 children each day require 
medical treatment as a result on unintentional injury, 200 
are admitted to hospital and 1 or 2 die. 

PRIVATE HOMES ARE THE MOST LIKELY PLACE 
FOR THESE INJURIES TO OCCUR 

WHERE ARE THE CHILDREN INJURED? 

For children under 5 home injuries account for: 

• Half of unintentional deaths; 
• Three out of four non-fatal injuries. 

Ot]heJ Home 
11% 

Tmnsp0 
6% 

C o n l l l " ~  Areas 

Playgfou'.dt; & Pcr~ 
3% 

Edge 
3'~ 

Ddv~"wwyJ 
1% 

H~ne 

WHO IS INJURED AT HOME? 

• Younger children are more likely to be injured at 
home. 

• 60% of those injured at home are under 5. 
• The group most at risk are 1 and 2 year olds. 
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WHERE DO HOME INJURIES HAPPEN? 

For children under 5: 

• More than half the home injuries occur in living or 
sleeping areas. 

• A quarter occur in the garage or yard. 
• 11% occur in the kitchen. 
• 5% occur in the bathroom or laundry. 
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WHAT ARE THE MOST COMMON CAUSES OF HOME 
INJURY AND DEATH? 

Pool drowning and house fires account for half of 
the home deaths. Most of these children are under 
five. 
Other common causes of home deaths are: other 
drowning, particularly in the bath; asphyxiation, 
smothering and strangulation; crushing; falls; 
electrocutions; poisoning and being run over in the 

http ://www. safetyrules, health, wa. gov. au/kids/factsheet s/ho meinjury, htm 04/22/2000 
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driveway. 
• The most common event leading to injury is to trip 

or fall of some kind. These account for nearly half of 
the injury cases. Other common incidents causing 
injury at home are: ingestions and inhalations 
(12%), burns and scalds (7%) and bites (3%). 

• Three out of four of these injuries occur during 
general play. 

Back Top Home 

Safety Rules OKI is a joint project of Kidsafe WA, Health Department of WA and Education Department of WA, 
funded by Healthway and HDWA 

Last Updated: Friday, 11 September 1998 14:12 
http:l/www.safetyrules.health.wa.gov.au/idds/fabls/~e~.~omeinjury, htm 
httpJ/www.safety~les.health.wa.gov.aa~ldd.qfactsheetstfactsheets.htm 
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TRENDS IN  U N I N T E N T I O N A L  C H I L D H O O D  INJURY P R E V E N T I O N  SINCE THE 
L A U N C H  O F  THE N A T I O N A L  SAFE KIDS C A M P A I G N  

The National SAFE KIDS Campaign is the first and only national organization dedicated solely to 

the prevention of unintentional childhood injury, the leading killer of children ages 14 and under. 
Since the launch of the Campaign in 1988, America has witnessed a dramatic reduction in 

unintentional injury-related mortality. Although the Campaign cannot take sole credit for this 
decline, it has played a major role in generating activity at the national level and through its 
network of more than 280 State and Local SAFE KIDS Coalitions in all 50 states, the District of 
Columbia and Puerto Rico. 

-UNINTENTIONAL INJUR Y-RELA TED DEATH RATES 

• The unintentional injury death rate among children ages 14 and under declined more than 
33 percent from 1987 to 1997. 

• The motor vehicle occupant death rate among children ages 14 and under declined by 9 percent 
from 1987 to 1997. 

• The bicycle injury death rate among children ages 14 and under declined by 48 percent from 

1987 to 1997. 

The pedestrian injury death rate among children ages 14 and under declined by 42 percent 

from 1987 to 1997. 

• The drowning death rate among children ages 14 and under declined by 37 percent from 1987 

to 1997. 

• The residential fire injury death rate among children ages 14 and under declined by 50 percent 

from 1987 to 1997. 

• The airway obstruction injury death rate among children ages 14 and under declined by 15 

percent from 1987 to 1997. 

• The unintentional firearm injury death rate among children ages 14 and under declined by 49 

percent from 1987 to 1997. 

• The fall injury death rate among children ages 14 and under declined by 33 percent from 1987 

to 1997. 

• The poisoning death rate among children ages 14 and under declined by 27 percent from 1987 

to 1997. 

INJURY PREVENTION EFFORTS 

ChiM Safety Seats 

• More than 375,000 child safety seats have been distributed by State and Local SAFE KIDS 
Coalitions to families in need since the launch of the Campaign. 

http://www.safekids.org/fact99/trends99.html 4/11/00 
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Bicycle Helmets 

Sixteen states and numerous localities have enacted and/or strengthened some form of 
mandatory bicycle helmet legislation since the launch of the Campaign. 

• More than 1 million bicycle helmets have been distributed by SAFE KIDS Coalitions since the 
launch of the Campaign. 

• Bicycle helmet use among children in the United States ranges from 15 to 25 percent, as compar 
to one percent helmet usage when the Campaign launched its bicycle safety program in 1989. 

Fire And Burns 

• More than 100,000 smoke alarms and batteries have been distributed by SAFE KIDS 
Coalitions since the launch of the Campaign's fire safety program in 1991. 

• All national and regional code-making bodies have amended their plumbing code language to 
require anti-scald technology and a maximum water heater temperature of 120 degrees F in all 
newly constructed residenfikl units. 

* The first full year of funding for the Campaign began in 1988. Therefore, 1987 is used as 
benchmark data from which to establish trends. 

12/99 This information was compiled by the National SAFE KIDS Campaign. 
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C H I L D R E N  A T  RISK 

Children are at significant risk from unintentional injury-related death and disability. Injury rates 
vary with a child's age, gender, race and socioeconomic status. Younger children, males, 
minorities and poor children suffer disproportionately. Poverty is the primary predictor of 
injury. Racial disparities in unintentional injury rates appear to have more to do with living in 
impoverished environments than with ethnicity. Strategies that reduce financial barriers to safety 
devices, increase education efforts, and improve the safety of the environment are effective at 
reducing death and injury among these populations at risk. 

L O W - I N C O M E  C H I L D R E N  

Unintentional injuries disproportionately affect poor children and result in more fatalities 
compared with those children with greater economic resources. Children from low-income 
families are twice as likely to die in a motor vehicle crash, four times more likely to drown and 
five times more likely to die in a fire. 

Children ages 5 and under are more likely to live in poverty than any other age group. Nearly 
one out of every four (5.8 million) children ages 5 and under in the United States lives in 
poverty. 

Several factors common to low-income families may increase a child's risk of injury, including 
single-parent households, lack of education, young maternal age and multiple siblings. 

Children from low-income families live in more hazardous environments which may increase 
their risk of injury, including substandard and overcrowded housing, lack of safe recreational 
facilities, proximity of housing to busy streets, inadequate day care and/or supervision, 
increased exposure to physical-hazards 
and limited access to health care. 

• Low-income families are less likely to use safety devices due to a lack of money, lack of 
transportation to obtain safety devices and/or a lack of control over housing conditions. 

M I N O R I T Y  C H I L D R E N  

• Minority children have higher poverty rates than white children. 

• Black, Hispanic and Native American children have disproportionate death and injury rates 
due to higher levels of poverty and lower levels of education, employment and income. 

Minority children are more likely to lack health insurance; have more difficulty obtaining 
appropriate and necessary medical care; have lower incomes creating significant financial 
barriers to care; are more likely to receive care in hospital emergency rooms; are less likely to 
receive lifesaving preventive services; and practice fewer safety behaviors. 

Native  American Children 
• Among children ages 14 and under, Native American children have the highest unintentional 

injury death rate in the United States and are two times more likely to die from unintentional 
injury than white children. 

More than 40 percent of Native American children are poor - more than three times the 
poverty rate of white children. Factors that contribute to higher death and injury among 
Native American children are more strongly associated with economic conditions than 
culturally-based differences in parenting. 

http://www.safekids.org/fact99/at99.html 4/6/00 
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Black Children 
• Among children ages 14 and under, black children have the second highest unintentional 

injury death rate in the United States and are 1.7 times more likely to die from unintentional 
injury than white children. 

• More than 45 percent of black children are poor; approximately four times the poverty rate of 
white children. In addition, only 39 percent of black children live with both parents. 

Hispanic Children 
Among children ages 1 to 14, Hispanic children have an unintentional injury 
death rate approximately equal to non-Hispanic children. 

• More than 40 percent of Hispanic children are poor; having a poverty rate more 
than three times that of white children. 

RURAL AND URBAN CHILDREN 

Children living in rural areas are at significantly greater risk from unintentional 
injury-related death than children living in urban areas. These children are 
especially at risk from drowning, motor vehicle crashes, unintentional firearm 
injury, residential fires and agricultural work. 

Injuries in rural settings occur in remote, sparsely populated areas which tend to 
lack organized systems of trauma care, resulting in prolonged response and transport 
times. A short supply of medical facilities, equipment and-personnel to treat - 
injuries in rural areas also contribute to this increased risk. 

• Minority children living in rural areas are especially at risk from unintentional 
injury-related death. These children represent a smaller percentage of the rural 
population and their specific needs are unlikely to be met. 

• Higher death rates from unintentional injury in southern and mountain states 
reflect the high number of people living in rural communities. 

• Higher injury fatality rates in rural communities are due in part to the high number 
of farm-related injuries. Children account for 20 percent of all injury-related farm 
fatalities and comprise an even larger portion of nonfatal injuries. 

• Inner-city children are at greater risk from sustaining severe nonfatal injuries than suburban 
and rural children. Mortality rates, however, are lower, possibly due to better access to care 
because hospitals and trauma centers are in closer proximity. 

MALE CHILDREN 

• At virtually all ages, for all causes of injury, males have significantly higher risk of death and 
injury than females. 

• Males are at higher risk than females, mostly due to greater exposure to activities that result in 
injury and patterns of risk taking and rougher play. 

YOUNG CHILDREN 

http:Nwww.safekids.org/fact99/at99.html 4/6/00 
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Children ages 4 and under are at greater risk from unintentional injury-related death and 
disability and account for 46 percent of these deaths among children ages 14 and under. 

Leading causes of unintentional injury-related death vary throughout childhood and are 
dependent upon a child's developmental abilities and exposure to potential hazards. The 
parent s perceptions of the child s abilities and injury risk also are factors. Injuries tend to 
occur when the demands of a task exceed the abilities of the child to safely complete the task. 

Infants have higher rates of unintentional injury-related death and are more likely to die or 
sustain nonfatal injuries, especially from suffocation and motor vehicle occupant injury, than 
older children. 

Preschoolers are developing motor skills but have poor impulse control and judgment. Their 
natural curiosity and lack of fear lead them into potentially dangerous situations. These 
children are more likely to die from drowning, fire and burn injury, motor vehicle occupant 
injury, pedestrian injury, choking and poisoning. 

0 THER C H I L D R E N  A T R ISK  

• Children with emotional or behavioral problems or who are inattentive or easily distracted 
tend to sustain more unintentional injuries than other children. 

• Children with developmental disabilities, both physical and psychological, have higher rates of 
injury. 

12/99 This information was compiled by the National SAFE KIDS Campaign. 
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H O M E  INJURY 

Unintentional injury is the leading cause of death among children ages 14 and under. In 1997, 
more than 6,040 children died from unintentional injuries; more than 40 percent of these deaths 
occurred in and around the home. Home injury deaths are caused primarily by fire and burns, 
drowning, suffocation, choking, firearms, poisoning, and falls. Young children are at the greatest 
risk from unintentional injuries in the home because it is where they spend the majority of their 
time. As children grow older, they spend less time in the home and the incidence of home injury 
deaths diminishes. The percentage o f  non-fatal unintentional injuries that occur in the home also 
decreases with age. 

DEATHS IN THE HOME 

In 1998, approximately 1,900 children ages 14 and under diecl in the home from unintentional 
injuries. Nearly 70 percent of these deaths occurred among children ages 4 and under. Among the 
leading causes of death in the home are: 

Fire and Burns 

• In 1998, approximately 550 children ages 14 and under died from fires and burns in the home. 
Of these children, 55 percent were ages 4 and under. 

Drowning 

• In 1998, an estimated 440 children ages 14 and under drowned in or around the home. Of  
these children, 80 percent were ages 4 and under. 

Suffocation 

• In 1998, an estimated 370 children ages 14 and under suffocated in the home. Of  these 
children, more than 80 percent were ages 4 and under. 

Choking 

• In 1998, more than 160 children ages 14 and under choked to death in the home. Of  these 
children, three-quarters were ages 4 and under. 

Unintentional Firearm Injury 

• In 1998, an estimated 80 children ages 14 and under died from unintentional shootings in the 
home. Of  these children, three-quarters were ages 5 to 14. 

Poisoning 

• In 1998, an estimated 80 children ages 14 and under died from poisonings in the home. Half 
of these deaths were due to solids and liquids such as medicines and cleaners; the remaining 
deaths were due to gases and vapors, principally carbon monoxide. 

Falls 

• In 1998, an estimated 60 children ages 14 and under died as the result of falls in the home. Half 
of these deaths were to children ages 4 and under. 

INJURIES IN THE HOME 

http://www.safekids.org/fact99/home99.html 4/6/00 
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Each year, more than 4.5 million children ages 14 and under are treated in hospital emergency 

departments (EDs) for injuries incurred in the home. Nearly two-thirds of the injuries requiring 
ED visits among children under age 3 occur in the home. Conversely, one-third of the injuries 
requiring ED visits among children ages 12-14 occur in the home. 

12/99 This information was compiled by the National SAFE KIDS Campaign. 

http://www.safekids.org/fact99/home99.html 4/6/00 



drowning F.S. Page 1 of 3 

D R O W N I N G  

The death rate from drowning among children ages 14 and under declined 37 percent from 1987 to 
1997. However, drowning remains the second leading cause of unintentional injury-related death 
in this age group and the leading cause of unintentional injury-related death among children ages 1 
to 4. The maiority of drownings and near-drownings occur in residential swimmingpools.  
However, children can drown in as little as one inch of water and are therefore at r i skof  
drowning in wading pools, bathtubs, buckets, diaper pails, toilets, spas and hot tubs. Additionally, 

older children are more likely to drown in open water sites, such as lakes, rivers and oceans. 

Drowning usually occurs quickly and silently. Childhood drownings and near-drownings can 
happen in a matter of seconds and typically occur when a child is left unattended or during a brief 
lapse in supervision. Two minutes following submersion, a child will lose consciousness. 
Irreversible brain damage occurs after four to six minutes and determines the immediate and long- 

term survival of a child. The majority of children who survive are discovered within two minutes 
following submersion (92 percent), and most children who die are found after 10 minutes (86 
percent). Nearly all who require cardiopulmonary resuscitation (CPR) die or are left wi th  severe 
orain injury. 

DEATHS AND INJURIES 

• In 1997, nearly 1,000 children ages 14 and under drowned. Children ages 4 and under 

accounted for more than half of these deaths. 

• Near-drownings have high case fatality rates. Fifteen percent of children admitted for near- 
drowning die in the hospital. As many as 20 percent of near-drowning survivors suffer severe, 
permanent neurological disability. 

• For every child who drowns, an additional four are hospitalized for near-drowning and for 
every hospital admission, approximately four children are treated in hospital emergency rooms. 

WHEN AND WHERE DR O WNINGS AND NEAR-DR O WNINGS OCCUR 

• More than half of drownings among infants (under age 1) occur in bathtubs. Drownings in 
this age group also occur in toilets and buckets. 

• More than 85 percent of drownings among children ages 1 to 4 are pool-related. 

• Children ages 5 to 14 most often drown in swimming pools and open water sites. 

More than 327 children, 89 percent between the ages of 7 and 15 months, have drowned in 
buckets containing water or other liquids used for mopping floors and other household chores 
since 1984. 

• Approximately 10 percent of childhood drownings occur in bathtubs; and the majority of 
these occur in the absence of adult supervision. 

Among children ages 4 and under, there are approximately 375 residential swimming pool 
drownings and 2,900 near-drownings requiring hospital emergency room treatment each year. 
More than half of these drownings occur in the child's home pool and one-third at the homes 
of friends, neighbors or relatives. 
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• The majority of children who drown in swimming pools were last seen in the home, had been 
missing from sight for less than five minutes, and were in the care of one or both parents at the 
time of the drowning. 

• In-ground swimming pools without complete four-sided isolation fencing are 60 percent more 

likely to be involved in drownings than those with four-sided isolation fencing. 

• Since 1980, approximately 230 children ages 4 and under have drowned in spas and hot tubs. 

• In 1998, 17 children ages 14 and under drowned in boating-related incidents. 

• In 1998, more than 210 children ages 14 and under suffered personal watercraft-related injuries 
while on the water. 

• Drownings and near-drownings tend to occur on Saturdays and Sundays (40 percent) and 
between the months of May and August (66 percent). 

• Drowning fatality rates are higher in southern and western states than in other regions of the 
United States. Rural areas have higher death rates than urban or suburban areas, in part due to 
decreased access to emergency medical care. 

W H O  IS A T R ISK  

• Children ages 4 and under have the highest drowning death rate, a rate two to three times 

~ reater than othdr age groups, and account for 80percent of home drownings. These 
rownings typically occur ~n swimming pools andbathtubs. 

• Male children have a drowning rate two to four times that of female children. However, 
females have a bathtub drowning rate twice the rate of males. 

Black children ages 14 and under have a drowning death rate that is two times greater than 
white children, in general and six times greater for drownin. . gs in buckets. However, white 
children ages 1 to 4 have a drowning death rate that Is twice that of black children, primarily 
from residential swimming pool drownings. 

• Low-income children are at greater risk from non-swimming pool drownings. 

Among children hospitalized for near-drownings, prolonged submersion and time until 
resuscitative efforts are initiated, as well as hypothermia, are strongly associated with poor 
outcomes. 

D R  O W N I N G  P R E V E N T I O N  EFFECTIVENESS 

Installation of four-sided isolation fencing, at least five feet high, equipped with self-closing and 
self-latching gates, could prevent 50 to 90 percent of childhood residential swimming pool 
drownings and near-drownings. Door alarms, pool alarms and automatic pool covers, when 
used correctly, can add an extra level of protecu'on. 

It is estimated that 85 percent of boating-related drownings could have been prevented if the 
victim had been wearin a ersonal flotation device (PFD) In 1998, less than one-fourth of the 

P , . • 

children ages 14 and under who drowned m boating-related incidents were wearing PFDs. 

Educational efforts focused on PFDs and safe boating practices are effective in increasing PFD 
usage. 
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WATER SAFETY LAWS AND REGULATIONS 

The U.S. Consumer Product Safety Commission has developed voluntary guidelines, which 
include both education and labeling, to address the hazard of children drowning in five-gallon 
buckets. 

Three states (Arizona, California and Oregon) and many communities have enacted safety 
laws requiring fencing around residential swimming pools. 

At least 32 states have enacted boating safety laws requiring children to wear PFDs at all times 
when on boats or near open bodies of water. These laws vary in age requirements, exemptions 
and enforcement procedures. 

Recreational boats must carry one U.S. Coast Guard-approved PFD in good condition and the 
correct size for each person aboard. A properly sized PFD must be available, serviceable and 
accessible. 

HEALTH CARE COSTS AND SAVINGS 

Typical medical costs for a near-drowning victim can range from $75,000 for initial emergency 

room treatment to $180,000 a year for long-term care. The cost of a near-drowning that results i 
brain damage can be more than $4.5 million. 

• The total annual cost of drownings and near-drownings among children ages 14 and under is 
approximately $6.2 billion. Children ages 4 and under account for $3.8 billion, or 61 percent, 
of these costs. 

PREVENTION TIPS 

• Never leave a child unsupervised in or around water in the home. Empty all containers 
immediately after use and store out of reach. 

• Never leave a child unsupervised in or around a swimming pool or spa, even for a moment.  
Never rely on a PFD or swimming lessons to protect a child. Learn CPR and keep rescue 
equipment, a telephone and emergency numbers poolside. 

• Install four-sided isolation fencing, at least five feet high, equipped with self-closing and self- 
latchinggates, that completely surrounds swimming pools or spas and prevents direct access 
from a house and yard. 

• Always wear a U.S. Coast Guard-approved PFD when on a boat, near open bodies of water or 
when part icipating,  in. water sports. Air-filled. swimming aids, such as "water wings," are not 
conslde d r e d  safety evlces and are not subsututes for PFDs. 

• Never dive in water less than nine feet deep. 

12/99 This information was compiled by the National SAFE KIDS Campaign. 
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M O T O R  VEHICLE O C C U P A N T  INJURY 

Motor vehicle crashes remain the leading cause of unintentional injury-related death among 
children ages 14 and under, despite a nine percent decline in the motor vehicle occupant death rate 
from 1987 to 1997. During the same time period, the motor vehicle occupant nonfatal injury rate 
among children has increased by four percent. 

Child safety seats and safety belts, when correctly installed and used, can prevent injury and save 
lives. It is estimated that 71 percent of children ages 4 and under are restrained while riding. 
Unrestrained children are more likely to be injured, to suffer more severe injuries, and to die in 
motor vehicle crashes than children who are restrained. 

DEATHS AND INJURIES 

• In 1997, 1,775 child occupants ages 14 and under died in motor vehicle crashes. Children ages 

4 and under accounted for 34 percent of these childhood motor vehicle occupant deaths. 

• In 1998, more than 274,000 children ages 14 and under were injured as occupants in motor 
vehicle-related crashes. Children ages 4 and under accounted for nearly 30 percent of these 
childhood motor vehicle occupant injuries. 

• Motor vehicle injuries can have long-lasting psychological effects. One study showed that 25 
percent of children who suffered from traffic injuries and 15 percent of their parents were later 
diagnosed with posttraumatic stress disorder. 

• As of November 1, 1999, 86 children have been killed by passenger air bags. More than 20 
percent of these, deaths were among infants in rear-facin, g child safety seats in front of a 
passenger alrbag. More than 89 percent of all chddren killed by passenger airbags were either 
unrestrained or improperly restrained at the time of the crash. 

WHEN AND WHERE DEATHS AND INJURIES OCCUR 

• Seventy-five percent of motor vehicle crashes occur within 25 miles of home. In addition, 60 
percent of crashes occur on roads with posted speed limits of 40 mph or less. 

• More than one-fifth of all traffic deaths among children ages 14 and under involve alcohol. 
Almost half of the children killed in alcohol-related crashes are passengers in vehicles with 
drunken drivers. 

• Rural areas have higher motor vehicle crash incidence rates and death rates than urban areas. 
In addition, crashes in rural areas are more severe. 

WHO IS A T RISK 

• Riding unrestrained is the greatest risk factor for death and injury among child occupants of 
motor vehicles. Approximately 29 percent of children ages 4 and under ride unrestrained, 
placing them at twice the risk of death and injury as those riding restrained. 

• Among children ages 14 and under killed as occupants in motor vehicle crashes in 1998, 61 

percent were not using safety restraints at the time of the collision. 

• Misuse of child safety seats is widespread. It is estimated that approximately 85 percent of 
children who are placed in child safety seats and booster seats are improperly restrained. 
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• Driver safety belt use is positively associated with child restraint use. In a study of car crashes, 
a restrained driver was found to be three times more likely to restrain a child. 

• The back seat is the safest place for children to ride. It is estimated that children ages 12 and 
under are 36 percent less likely to die in a crash if seated in the rear seat of a passenger vehicle. 

It is estimated that one in four children ages 13 and under ride in the front passenger seat, 
many in front of passenger air bags. Children traveling with unbelted drivers, as the only 
passenger, and those ages six and over are more likely to be seated in front. 

Recent surveys indicate that children ages 3 to 6 years are increasingly riding unrestrained and 
improperly restrained in the front passenger seat. Nearly 60 percent of children killed by 
deploying air bags are in this age group. 

Male children ages 1 to 14 have a motor vehicle fatality rate nearly one and a half times that of 
female children. 

• American Indian and Alaska Native children ages 14 and under have a motor  vehicle occupant 
death rate three times that of white and black children. 

• Restraint use is lower in rural areas and low-income communities. Lack of access to affordable 
child safety seats contributes to a lower usage rate among low-income families. However ,  95 
percent of low-income families who own a child safety seat use it. 

RESTRAINT SYSTEMS 

• Child safety seats are extremely effective when correctly installed and used in passenger cars, 
reducing the risk of death by 71 percent for infants and by 54 percent for children ages 1 to 4, 
and reducing the need for hospitalization by 69 percent for children ages 4 and under. 

It is estimated that nearly 300 children ages 4 and under were saved as a result of child restraint 

use in 1998. If all child passengers ages 4 and under were restrained, it is estimated that an 
additional 173 lives could be saved and 20,000 injuries could be prevented annually. 

• Adult safety belts do not adequately protect children ages 4 to 8 (about 40 to 80 pounds) from 
injury in a crash. Although car booster seats are the best way to protect them, only five 
percent of booster-age children are properly restrained in car booster seats. 

• Safety restraints afford the greatest protection against ejection from a vehicle during a crash. 
Nearly three-quarters of occupants who are totally ejected from passenger vehicles during fatal 
crashes are killed. 

• Air bags, combined with lap/shoulder safety belts, offer the most effective protection available 
today for adult passenger vehicle occupants. It is estimated that air bags have saved more than 
3,700 lives since they were first introduced in the late 1980s. 

CHILD OCCUPANT PROTECTION AND SAFETY BELT USE LAWS 

All 50 states, the District of Columbia and all U.S. territories have child occupant protection 
laws which vary widely in their age requirements, exemptions, enforcement procedures and 
penalties. These laws typically cover only children ages 3 and under. 

• A total of 49 states (New Hampshire is the exception), the District of Columbia and all U.S. 
territories have safety belt use laws in effect. Most of these laws cover front-seat occupants only 
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and mandate "secondary" enforcement, which means an officer may cite a driver for not wearing 

a safety belt only if the violator is initially stopped for another violation. 

Only  16 states and the District of Columbia currently have primary (standard) enforcement 
laws. States with pr imary  laws average 15 percentagepoints higher in restraint usage rates than 
those with secondary laws as well as lower fatality ana in jury  rates. 

Child occupant protection and safety belt use laws are proven effective at increasing restraint 

use. Ninety  percent of Americans favor stronger enforcement of laws that require all children 

to be buckled up. 

In 1999, a new federal standard went into effect resulting in the manufacture of most new child 
safety seats with a standard top tether that will snap into vehicle anchors on most new 
passenger cars. The tether system will allow the child seat to be fastened more securely to the 
vehicle seat. 

H E A L  TH CARE COSTS A N D  SAVINGS 

• The total annual cost of motor  vehicle occupant-related death and injury exceeds $25.5 billion 
for all children ages 14 and under, and is nearly $7.8 billion among children ages 4 and under. 

• Every dollar spent on a child safety seat saves this country $32. 

P R E V E N T I O N  TIPS 

• Always use child safety seats and/or  safety belts correctly every time you ride. Restrain 
children ages 12 and under in a back seat. 

• Infants, until at least 1 year old and at least 20 pounds, should be in rear-facing child safety 
seats. Never  put a rear-facing infant or convertible safety seat in the front passenger seat of a 
vehicle with an active passenger air bag. 

Children over 1 year old and between 20 and 40 pounds should be in forward-facing child 
safety seats. In addition, children ages 4 to 8 (about 40 to 80pounds) should be in a car booster 
seat and restrained with lap/shoulder belt every time they ride. 

Read your  child safety seat instruction manual and your motor  vehicle owner's manual for 
directions on proper  installation. 

• Call the National  Highway  Traffic Safety Administration's Auto Safety Hotline, (888) 327- 
4236, to inquire about any recalls or safety notices on your child safety seat. 

12/99 This information was compiled by the National SAFE KIDS Campaign. 
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AIRWAY OBSTRUCTION INJURY 

The airway obstruction injury death rate among children ages 14 and under declined 15 percent between 1987 and 
1997. However, the airway obstruction injury death rate among children under age I has shown no decline in the 
past decade. Airway obstruction injury (suffocation, choking, and strangulation) ;s the leading cause of unintentional 
injury-related death among children in this age group. Theseinjuries occur when children are unable to breathe 
normally because food or objects block their internal airways (choking); materials block or cover their external 
airways (suffocation); or items become wrapped around their necks and interfere with breathing (strangulation). 
Children, especially those under age 3, are particularly vulnerable to airway obstruction death and injury due to the 
small size of  their upper airways, their relative inexperience with chewing, and their natural tendency to put objects 
in their mouths. Additionally, infants' inability to llft their heads or extrtYate themselves from tight places puts them 
at greater risk. 

A I R W A Y  OBSTRUCTION DEATHS AND INJURIES 

• In 1997, 659 children ages 14 and under died from airway obstruction injuries. Of these children, nearly 80 
percent were ages 4 and under. 

• In 1997, more than 470 children ages 14 and under died from suffocation, strangulation, and entrapment in 
household appliances and toy chests. Of  these children, nearly two-thirds were under age 1 and more than 80 

percent were ages 4 and under. 

• In 1997, 185 children ages 14 and under died from choking (food and nonfood). Of these children, nearly 80 

percent were ages 4 and under. 

• In 1998, eight children ages 8 and under died from choking on a toy or toy part. Balloons were involved in half 
of these incidents. In addition, one child died from toy-related suffocation. These deaths account for nearly 65 
percent of all toy-related fatalities. 

• Approximately 5,000 children ages 14 and under are treated in hospital emergency rooms for aspirating and 
ingesting toys and toy parts each year. More than 75 percent of these children are ages 4 and under. 

WHEN AND WHERE A I R W A Y  OBSTRUCTION DEATHS AND INJURIES OCCUR 

• The majority of childhood suffocations, strangulations and chokings occur in the home. 

• Children are more likely to suffocate during the summer months and choke during the winter months. 

Suffocation 
• Sixty percent of infant suffocation occurs in the sleeping environment. Infants can suffocate when their faces 

become wedged against or buried in a mattress, pillow, infant cushion or other soft bedding, or when someone 
in the same bed rolls over onto them. Infants can also suffocate when their mouths and noses are covered by or 
pressed against a plastic bag. 

• Children can suffocate when they become trapped in household appliances, such as refrigerators or dryers, and 
toy chests. 

• Each year, cribs are involved in more than 70 percent of all nursery product-related deaths among infants. Cribs 
are responsible for about 40 strangulation and suffocation deaths each year (primarily older, used cribs). 

• It is estimated that as many as 900 infants whose deaths are attributed to Sudden Infant Death Syndrome (SIDS) ea 
year are found in potentially suffocating environments, frequently on their stomachs, with 

their noses and mouths covered by soft bedding. 

Choking 

• The majority of childhood choking injuries and deaths are associated with food items. 

• Children are at risk from choking on small, round foods such as hot dogs, candies, nuts, grapes, carrots and 

popcorn. Nonfood items tend to be round or conforming objects, including coins, small balls and balloons. 

Balloons are the most common cause of toy-related choking death among children. Unlike other causes of 
choking death, balloon-related deaths are as common among children ages 3 and older as among younger 
children. 
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Strangulation 
• Strangulation occurs among children when consumer products become wrapped around their necks. Common 

items include clothing drawstrings, ribbons or other decorations, necklaces, pacifier strings, and window blind and 
drapery cords. 

Since 1981, more than 350 children have strangled on window covering cords. The majority of deaths occurred 
when the cord was hanging near the floor or crib, or when furniture was placed near the cord. Nearly 95 percent 
of these children were ages 3 and under. 

Since 1985, 22 children have died and at least 48 were injured from entangled children's clothing drawstrings, 
most often the hood/neck drawstrings. In addition, more than half of drawstring entanglement incidents 
involved playground slides. 

Children strangle in openings that permit the passage of their bodies, yet are too small for, and entrap, their 
heads. These include spaces in bunk beds, cribs, playground equipment, baby strollers, carriages and high chairs. 
Since 1990, at least 57 children, nearly all ages 3 and under, have died due to entrapment in bunk beds alone. 

W H O  IS A T RISK 

• Children ages 4 and under, especially under age 1, are at greatest risk for all forms of airway obstruction injury. 

• Male, low-income and non-white children are at increased risk from suffocation, choking and strangulation. 

• Black infants are more likely than white infants to be placed to sleep on their stomachs and on softer bedding. 

• Children placed in adult beds are at increased risk for airway obstruction injury. Since 1990, at least 121 children 
ages 2 and under have died in adult beds from smothering as a result of being overlain by another person. 
Additionally, 296 children in this age group died in adult beds as a result of entrapment in the bed-structure. 

A I R  W A Y  OBSTRUCTION P R E V E N T I O N  LAWS AND REGULATIONS 

• The Child Safety Protection Act requires choking hazard warning labels on packaging for small balls, balloons, 
marbles, and certain toys and games having small parts that are intended for use by children ages 3 to 6. This Act 

also bans any toy intended for use by children under age 3 that may pose a choking, aspiration or ingestion hazard. 

• The U.S. Consumer Product Safety Commission (CPSC) has issued voluntary guidelines for drawstrings on 
children's clothing to prevent children from strangling in the neck and waist drawstrings of upper outerwear 
garments, such asjackets and sweatshirts. 

• The CPSC has combined voluntary standards development with mandatory regulations to prevent an estimated 
200 crib-related deaths among young children each year. 

• In 1999, the CPSC voted to issue a mandatory standard for bunk beds to address entrapment hazards. The new 
standard will restrict opening sizes and require company identification and age-specific warning labeling on all 
new bunk beds. 

HEAL TH CARE COS TS A N D  SAVINGS 

• The total annual cost of airway obstruction injury among children ages 14 and under exceeds $1.5 billion. 
Children ages 4 and under account for more than 60 percent of these costs. 

P R E V E N T I O N  TIPS 

Place infants on their backs on a firm, fiat crib mattress in a crib that meets national safety standards -- look for 
a Juvenile Products Manufacturers Association certification label. Remove pillows, comforters, toys and other 
soft products from the crib. 

Always supervise young children while they are eating and playing. Do not allow children under age 6 to eat 
round or hard foods like peanuts and other nuts, raw carrots, popcorn, seeds, or hard candy. Children under age 
6 should not eat hot dogs or grapes unless the skin is removed and the food is chopped !nto small, non-round 
pieces. Keep small items such as coins, safety pins, jewelry and buttons out of children s reach. Learn First Aid 
and CPR. 

Consider purchasing a small parts tester to determine whether or not small toys and objects in your home may 
present a choking hazard to ~roung children. Ensure that children play with age-appropriate toys according to 
safety labels. Inspect old ant1 new toys regularly for damage. Make any necessary repairs or discard damaged 
toys. 
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Remove hood and neck drawstrings from all children's outerwear. To prevent strangulation, never allow 
children to wear necklaces, purses, scarves or clothing with drawstrings while on playgrounds. 

Tie up all window blind and drapery cords or cut the ends and retrofit with safety tassels. Never hang anything 
on or above a crib with string or ribbon longer than seven inches. 

Do not allow children under age 6 to sleep on the top bunk of a bunk bed. Ensure that all spaces between the 
guardrail and bed frame and all spaces in the head and foot boards are less than 3.5 inches. 

12/99 This information was compiled by the National SAFE KIDS Campaign. 
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SCHOOL INJURIES 

More than 53 million children in the United States spend almost one-fourth of their total waking ho 
in school or on school property. An estimated 
10 to 25 percent of the more than 14 million unintentional injuries sustained by children ages 14 an 
under each year occur in and around schools. 
Annually, one in 14 students suffers a medically attended or temporarily disabling injury at school. 

Public attention often focuses on school violence. 
However, studies indicate that school-age children are nine times more likely to sustain an 
unintentional injury than to be the victim of an intentional 
injury while at school. Playgrounds are associated with the majority of injuries among elementary 
school students. Athletics, including both physical 
education classes and organized sports, account for the majority of injuries among secondary school 
students. 

DEATHS AND INJURIES 

• An estimated 2.2 million children ages 14 and under sustain school-related injuries each year. 

• Eighty percent of elementary school students will see a school nurse for an injury-related compl 
over a two-year period. 

• Approximately 715,000 sports- or recreation-related injuries occur in and around schools each y 

• Approximately 13,000 playground equipment-related injuries occur on school playgrounds duri 
school hours. 

• In 1998, 21 children ages 14 and under were killed and an estimated 6,000 were injured in school 
bus- related incidents. Sixty-two percent of the deaths were child pedestrians. 

WHEN AND WHERE SCHOOL DEATHS AND INJURIES OCCUR 

Playground-Related Injuries 
• Playground injuries are the leading cause of injury among children ages 5 to 14 in the school 

environment. Nearly 40 percent of playground-related injuries occur during the months of May, 
June and September. 

• More than 70 percent of playground equipment-related injuries involve falls to the surface and 9 
percent involve falls onto equipment. 

• Lack of supervision is associated with 40 percent of playground injuries. A recent study found 
that children play without adult supervision more often on school playgrounds (32 percent of 
the time) than on playgrounds in parks (22 percent) or child care centers (5 percent). 

Sports-Related Injuries 
• The rate of injury per 1,000 students for students participating in organized school sports is mor 

than five times that of students participating in physical education classes. However, physical 
education classes account for a greater number of injuries than organized school sports. 

• Among organized school sports, football has the highest injury rate, followed by basketball, 
baseball, wrestling and gymnastics. Most organized sports-related injuries (60 percent) occur dur 
practice rather than during games. 
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The majority of organized sports injuries are from falls, collisions, being struck by an object or 
overexertion. Almost 75 percent of all school-related spinal cord injuries occur during sports 
activities. 

Scbool Bus-Related Injuries 
• Ninety percent of students who are nonfatally injured in school bus-related incidents are injured 

occupants. 

• Pedestrians account for almost three times as many school bus-related fatalities as bus occupants. 
Many injuries occur when children are boarding or exiting the school bus due to the driver's "bl 
spot, which extends approximately 10 feet around the bus. 

• Most school-age pedestrian deaths occur in the afternoon. Forty-one percent of the fatalities occ 
between 3 p.m. and 4 p.m. 

WHO IS A T RISK 
• Children ages 10 to 14 account for 46 percent of school-related injuries. 

• Boys are three times more likely to sustain a school-related injury than girls. 

• Half of all school-age pedestrians killed in school bus-related crashes are between the ages of 5 
and 7. 

HEALTH CARE COSTS AND SAVINGS 

School-related injuries to children ages 14 and under result in an estimated $2 billion in 
medical spending each year. School bus-related injuries alone account for $21 million of these 
medical costs. 

• The total annual cost of school-related injuries to children aged 14 and under exceeds $74 
billion, which includes medical spending, quality of life lost and future earnings. 

PREVENTION TIPS 

• Implement an annual school safety checklist and regularly maintain all equipment and 
facilities. 

• Train school staff in emergency first aid and CPR. 

Playground Safety 
• Avoid asphalt, concrete, grass and soil surfaces under playground equipment. Acceptable 

loose-fill materials include hardwood fiber mulch or chips, pea gravel, fine sand and shredded 
rubber. Surfacing should be maintained at a depth of 12 inches and should extend a minimum 
of 6 feet in all directions around stationary equipment. Rubber mats, synthetic turf and other 
artificial materials also are safe surfaces and require less maintenance. 

Always supervise children when using playground equipment. Prevent unsafe behaviors like 
pushing, shoving, crowding and inappropriate use of equipment. Ensure that children play on 
age-appropriate eqmpment. 

Sports Safety 
• Make sure the following are included in any sports program: proper physical and 

psychological conditioning, use of appropriate safety equipment, a safe playing environment, 
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adequate adult supervision, and enforcement of safety rules. 

• Match and group children according to developmentally appropriate skill level, weight and 
physical maturity, especially for contact sports. 

School Bus Safety 
• Teach children to arrive at the bus stop early, wait for the bus to come to a complete stop 

before approaching the street, watch for cars, and avoid the driver's blind spot. 

• Ensure that children stay seated at all times and keep their heads and arms inside the bus while 
riding. 

• When exiting the bus, children should be taught to wait until the bus comes to a complete 
stop, then exit from the front using the handrail to avoid falls, and cross the street at least 10 
feet in front of the bus. 

12/99 This information was compiled by the National SAFE KIDS Campaign 
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PLAYGROUND INJURY 

Play is an essential component of healthy development in children, and playgrounds provide an 
opportunity for children to develop motor, cognitive, perceptual and social skills. All too often, 
however, playgrounds are the site of unintentional injuries. The leading cause of playground 
equipment-related fatalities is strangulation and the majority of these deaths occur on home 
playgrounds. This is contrasted with nonfatal playground equipment-related injuries which are 
most often due to falls. The majority of these nonfatal injuries take place on public playgrounds, 
including school, day care and parkplaygrounds. In a 1998 survey, U.S. playgrounds received an 
overall grade of C- when rated on physical hazards and behavioralelements, including supervision 
and age-appropriate design. 

It is the responsibility of adults to create play environments that are challenging for children, but 
that are also reasonably safe. Utilizing age-appropriate equipment, following a regular 
maintenance schedule, limiting equipment height and maintaining adequate surfacing, combined 
with adult supervision, can greatly reduce the incidence and seventy of  such injuries. 

PLA YGR OUND D E A T H S  A N D  INJURIES 

• Each year, nearly 20 children ages 14 and under die from playground equipment-related injuries. 

• In 1998, more than 230,000 children ages 14 and under were treated in hospital emergency room 
for playground equipment-related injuries. Children ages 5 to 14 accounted for more than 70 per 
of 
these injuries. 

W H E N  A N D  W H E R E  PLA YGR OUND DEATHS A N D  1N/JURIES O C C U R  

• It is estimated that one-third of playground equipment-related deaths and 70 percent of 
playground equipment-related injuries occur on public playgrounds. 

• Playground injuries are the leading cause of injury to children in the day care setting and to 
children ages 5 to 14 in the school environment. 

• Lack of supervision is associated with 40 percent of playground injuries. A recent study found 
that children play without adult supervision more often on school playgrounds (32 percent of 
the time) than on playgrounds in parks (22 percent) or child care centers (5 percent). 

• Strangulation resulting from entanglement and entrapment is the primary cause of playground 

equipment-related fatalities, accounting for nearly half of the deaths. Falls to the surface are 

responsible for an additional 24 percent of the deaths. 

• More than 70 percent of playground equipment-related injuries involve falls to the surface and 

9 percent involve falls onto equipment. 

• Falls account for 90 percent of the most severe playground equipment-related injuries (mostly 
head injuries and fractures). Head injuries are involved in 75 percent of all fall-related deaths 
associated with playground equipment. 

• Nearly 40 percent of playground injuries occur during the months of May, June and 

September. 

• Swings, climbing equipment and slides combined account for more than 85 percent of 
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playground-related injuries. 

W H O  IS A T R ISK  

• Male children account for 62 percent of playground-related deaths and are at a slightly higher 

risk of nonfatal playground equipment-related injury compared with females. 

• Children ages 4 and under are more likely to suffer injuries to the face and head while children 

ages 5 to 14 are more likely to suffer injuries to the arm and hand. 

,, A young child is at increased risk of injury when playing on equipment designed for older 
children. Only 42 percent of U.S playgrounds have separate play areas for children ages 2 to 5 
and.children ages 5 to 12, and only 9 percent have signs indicating the age appropriateness of 
e ul ment p. 

• ~q~e risk of injury is four times greater if a child falls from playground equipment that is more 
than 1.5 meters (approximately 5 feet) high than from equipment that is less than 1.5 meters 
high. 

The risk of being injured in a fall onto a non-impact absorbing surface such as asphalt or 
concrete is more than twice that of fallin$ onto an impact-absorbingsurface. Only 62 percent 
of U..S. playgrounds have six feet zones ot appropriate impact-absorbing surfacing around 
stationary eqmpment. 

P L A  YGR 0 UND I N J U R Y  P R E V E N T I O N  EFFECTIVENESS 

• Protective surfacing under and around playground equipment can reduce the severity of and 

even prevent playground fall-related injuries. 

P L A  YGR 0 U N D  LA  W'S A N D  R E G  ULA TIONS 

Playground equipment guidelines and standards have been developed by the U.S. Consumer 
Product Safety Commission (CPSC), the American Society for Testing and Materials (ASTM), 
and the Consumer Federation of America. However, these are voluntary recommendations 
and are not federally mandated or regulated. At least four states -- California, Michigan, 
North Carolina and Texas -- have enacted playground safety legislation mandating many of 

these guidelines. 

The CPSC has issued voluntary guidelines for drawstrings on children's clothing to prevent 
children from strangling or ~etting entangled in the neck and waist drawstrings of outerwear 
garments, such as jackets anct sweatshirts. Children are at risk for strangulation when 
drawstrings on clothing become entangled in playground equipment. 

H E A L T H  C A R E  COSTS A N D  S A V I N G S  

• The total annual cost of playground equipment-related injuries among children ages 14 and 
under was estimated to be $1.2 billion in 1996. 

P R E V E N T I O N  TIPS 

Avoid asphalt, concrete, grass and soil surfaces under playground equipment. Acceptable 
loose-fill materials include hardwood fiber mulch or chips, pea gravel, fine sand and shredded 
rubber. Surfacing should be maintained at a depth of 12 inches and should extend a minimum 
of 6 feet in all directions around stationary eqmpment. Rubber mats, synthetic turf and other 
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artificial materials also are safe surfaces and require less maintenance. 

Ensure that a comprehensive inspection of all playgrounds is conducted by qualified 
personnel. Abide by daily, monthly and annual playground maintenance schedules. 

Ensure that schools and child care centers have age-appropriate, well-maintained playground 
equipment, and that trained supervisors are present at all times when children are on the 
playground. 

Report any playground safety hazards to the organization responsible for the site (e.g., school, 
park authority, city council). 

Always supervise children when using playground equipment. Maintain visual and auditory 
contact. Prevent unsafe behaviors like pushing, shoving, crowding and inappropriate use of 
equipment. 

Ensure that children use age-appropriate playground equipment. Maintain separate play areas 
for children under age 5. 

Remove hood and neck drawstrings from all children's outerwear. Never allow children to 
wear necklaces, purses, scarves or clothing with drawstrings while on playgrounds. 

12/99 This information was compiled by the National SAFE KIDS Campaign. 
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Immediate Release 

Contact: 
Kate Milner, National SAFE KIDS 

202-662-0600 

Childhood Unintentional Injury-Related Death Rate Drops by Nearly Half in Past 
Two Decades 

New Report Shows Safety Devices Have Played a Key Role in Reducing Preventable Injuries to Kids 

(Washington, D.C.)According to a report by the National SAFE KIDS Campaign, safety devices such 
as smoke alarms, car seats and bike helmets have contributed to a 46 percent decline in the 
unintentional injury-related death rate among children ages 14 and under. As a result of  better 
engineering, widespread education and improving safety devices over the past 20 years, children are 
better protected from preventable injury. 

The report chronicles important milestones in the evolution of safety devices such as their 
introduction into the market, the passage of landmark safety legislation, increased affordability and 
usage, and important innovations in materials such as plastics. 

"Of  all the dangers children face today, parents need to focus on the one that is not only the largest 
killer of kids, but the one they can do something about -unintentional injury," said Heather Paul, 
Ph.D., executive director of  the National SAFE KIDS Campaign. "The most effective proven 
intervention to protecting kids is the use of these safety devices. Safety device distribution and 
education have always been a core part of our mission, and it's gratifying to see injury death rates 
have declined as a result." 

Among the report findings: 

Over the past two decades, the residential fire-related death rate has declined 55 percent among 
children. Studies have shown that a working smoke alarm cuts the chances of dying in a 
residential fire in half. Smoke alarms in the early 1960s were metal devices that were 
prohibitively expensive at $120 each and not readily available to the public. Today, smoke 
alarms cost as little as $10 and are purchased at retail outlets in every community. 

While vehicle usage and miles traveled have soared over the past 18 years, the motor vehicle 
occupant-related death rate has declined by 10 percent among children. Car seats manufactured 
in the early 1970s provided comfort for kids riding in cars, but, ironically, offered little or no 
protection. Today, crash test standards exist that all car seats must meet. Correctly used, car 
seats can reduce the risk of death by as much as 71 percent for infants. 

Bike helmets are 88 percent effective in reducing the risk of brain injury and have contributed 
to a 60 percent decline in the death rate from bike-traffic injuries among children in the past 
two decades. Bike helmets were once merely a hairnet used only by professional racers. Now, 
bike helmets are made from protective polystyrene and fiberglass to absorb forces on impact 
and are used by both adults and children. In addition, 16 states now have bike helmet laws. 

While many factors have contributed to a decline in unintentional injury death rates, safety device 
usage, which has been greatly impacted by advances in technology has clearly made a difference. 
Materials such as fiberglass, nylon and polystyrene have helped to make safety devices more 
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accessible to the public by making them lighter, more affordable and more convenient to use. 

"When you see the SAFE KIDS statistics, you realize that injuries happen a lot more than you think - 
and they are preventable," said Ron Yocum, president and CEO, American Plastics Council,. "As a 
Grandfather, I marvel at the devices we never had when we were raising our kids. Just in the past 25 
years we've seen tremendous advancements in the plastics technology that benefit children. We're 
confident that the role plastics play to improve safety devices will continue into the new millennium." 

Despite modem advances, unintentional injury remains the number one killer of  children. However, 
new technologies, together with education and legislation, will continue to evolve as the public 
increasingly regards family safety as a high priority. 

The National SAFE KIDS Campaign is the first and only national organization dedicated solely to 
the prevention of unintentional childhood injury - the number one killer of children ages 14 and 
under. More than 2 75 state and local SAFE KIDS Coalitions in all 50 states, the District o f  
Columbia and Puerto Rico comprise the Campaign. Former US. Surgeon General C. Everett Koop, 
M.D., Sc.D., is chairman of  the Campaign and Vice President A1 Gore and Tipper Gore are honorary 
chairs. 
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T H E  N A T I O N A L  SAFE KIDS CAMPAIGN 

The National SAFE KIDS Campaign, the first national organization dedicated solely to the 
prevention of unintentional childhood injury, was launched in 1988 to address what was then a 
little recognized problem: More children under age 14 were being killed b~r what people call 
"accidents (motor vehicle crashes, fires and other injuries) than 5y any other cause. 

The Campaign's founders believe there is no such thing as an accident and that unintentional 
injuries can be prevented. They enlisted the support ot corporations, government agencies and the 
health and safety community to reduce the inddence of childhood in)ury. Former U.S. Surgeon 
General C. Everett Koop, M.D., Sc.D, came on board as chairman otthe Campaign and Vice 
President A1 Gore and Tipper Gore are honorary chairs. 

The Campaign's aim is to stimulate changes in attitudes, behavior, and the environment. From its 
inception, the Campaign has relied on developing injury prevention strate~gies that work in the 
real world - -  conducting public outreach and awareness campaigns, stimulating hands-on 
grassroots activity and working to make injury prevention a public policy priority. This ongoing 
actionable strategy accounts for the tremendous progress the National SAFE KIDS Campaign has 
made. In the past decade the unintentional injury death rate among children 14 and under has 
declined by 33 percent. 

Injury Prevention Strategies 

The proven science of injury prevention and control underpins all Campaign initiatives. Decisions 
to foc- us on particular risk areas are data-driven - -  based on death and injury rates and the 
availability of effective preventive interventions. A team of public health specialists endeavors to 
translate injury prevention research into multifaceted community-based strategies (e.g., SAFE 
KIDS CYCLE SMART, Project Get Alarmed, SAFE KIDS BUCKLE UP). These experts provide 
technical assistance to State and Local SAFE KIDS Coalitions to tailor, implement and evaluate 
these programs with one goal - -  to prevent injuries and save lives. The Campaign has received 
awards from the Center for Disease Control and the American Public Health Association for 
outstanding services in the area of injury prevention practice and advocacy. 

Grassroots Out reach/SAFE KIDS Coalitions 

The Campaign relies on the support of more than 270 State and Local SAFE KIDS Coalitions in 
all 50 states, the District of Columbia and Puerto Rico to reach out to local communities with 
prevention messages. These dedicated professionals and volunteers have distributed nearly 1 
million bicycle helmets, 500,000 car seats and 100,000 smoke alarms to families in need. The 
Coalitions work closely with law enforcement officers, firefighters and paramedics, medical and 
health professionals, educators, parents, grandparents, businesses, public policy makers and, most 
importantly, kids. 

Public Awareness and Education 

A large part of prevention is educating parents, caregivers and children about the simple behavior 
modifications that can prevent needless tragedies. The National SAFE KIDS Campaign has been 
instrumental in getting vital safety messages to the public through low-cost or free educational 
materials includl~ng brochures, videos andposters. Thousands of national and local news stories air 
as a result of the Campaign and its Coalitio- ns' media efforts to raise widespread awareness of 
injury prevention and keep it foremost in the public mind. The Campaign's national media 
coverage includes broadcast stories on the nation s highest audience programs, including the 
Today Show, ABC World News Tonight, CNN news and NPR's "All Things Considered." Print 
articles appear regularly in USA Today, Ladies'Home Journal and Parents magazines. The 
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Campaign has received the prestigious PRSA Silver Anvil award for its public education initiatives 
on three occasions. 

Public Policy 

The Campaign and its Coalitions rely on the help of policy-makers to institute child safety 
practices through effective laws. As a result of their efforts, federal, state and local lawmakers have 
aided children 8y passing and enforcing key safety legislation. Ten years ago, when the Campaign 
was founded, only one state had a bicycle helmet law. Today, 15 states and many communities 
require youngsters to strap on a helmet while biking - -  and America now boasts a 40 percent 
reauction in the bicycle injury death rate. Additionally, the Campaign has helped pass, strengthen 
and enforce child occupant protection laws, smoke alarm laws and mandatory playground sa:[ety 
guidelines in communities across the country. The Consumer Product Safety Commission and the 
National Highway Traffic Safety Administration have honored SAFE KIDS for its injury 
prevention work. 

A Call To Action 

Despite recent advances, unintentional injury is still the number one killer of America's children, 
taking more lives than disease, violence and suicide. In 1996 alone, nearly 6,300 children died from 
unintentional injuries and each year more than 14 million children - -  a stag, gerinl~ one out of four 
- -  are injured seriously enough to require medical attention. Every one of these alarming statistics 
is somebody's child, which is why the National SAFE KIDS Campaign remains committed to 
reducing unintentional injury by driving prevention strategies and reinforcing public awareness of 
the prol~lem. 

6/99 
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71 pupils were killed and 201 severely wounded in schools by handguns during the years 1986- 
1989, according to the Center to Prevent Handgun Violence. 
175 pupils were killed in incidents involving school buses during that same period An additional 
29,600 children suffered school bus-related injuries. More than half o f  the children killed were 
struck by the bus or another motor vehicle as they boarded or left the bus. 

While media reports sensationalize violence occurring in U.S. schools, the problem of unintentional 
injuries in the school setting has gone virtually unpublicized. 

Almost 22 million children in the United States are injured each year. An estimated 10 to 25 percent 
of  these injuries occur in and around schools. Injuries are one of the most frequent conditions cared 
for by school health personnel. Over a two-year period, an estimated 80 percent of  elementary school 
children will see a school nurse for injury-related complaints. 

Yet the problem of injuries in the school environment is often unrecognized, and consequently, 
preventive measures are neglected. Recent government initiatives to improve the health of children 
and adolescents have not addressed the safety of  the school environment. For example, neither the 
problem statement nor the background papers for the National Health Promotion and Disease 
Prevention Objectives, Healthy People 2000, specifically mention injuries in the school setting. And 
although the National Education Goals call for schools to be free of violence by the year 2000, they 
do not recognize the importance of  preventing unintentional injuries in order to create a safe 
environment for learning. 

Most  relevant research in the medical and public health literature focuses on the underreporting of 
school injuries and the poor quality of data collected, rather than possible prevention measures. The 
education literature contains numerous references to safety but focuses primarily on liability in the 
school setting. 

Patterns and causes of  school injuries are poorly understood, and resources to help public health and 
education professionals address injuries are scarce. Schools usually respond to injuries on an ad hoc 
basis--after the damage is done. Injury events are not consistently tracked, and it is often difficult to 
identify who has responsibility for preventing a recurrence. 

Currently, no comprehensive guidelines are available for school administrators and other health and 
education professionals interested in addressing the problem of injuries in the school environment. 
Thus, schools need to begin by assessing the causes of injuries within individual schools in order to 
target the leading causes of  injury and to prevent them. A multifaceted intervention--including 
modifications to school equipment and facilities, development of  supervision and safety policies, and 
education of  students, teachers, parents, and administrators about injury prevention at school- 
provides the most comprehensive approach. State maternal and child health practitioners and other 
injury control experts can provide information and technical assistance to schools interested in 
developing and evaluating the impact of school-based injury prevention activities. 

Schools have an important role to play in addressing the problem of child and adolescent injuries. 
The Children's Safety Network has designed this packet to inform school personnel, injury prevention 
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professionals, parents, and others about the extent of the problem of injuries in the school 
environment and to stimulate dialogue about possible solutions. Included are the following materials: 

• UNDERSTANDING THE PROBLEM--a fact sheet on school injuries, derived from 
National Pediatric Trauma Registry data and accompanied by suggested prevention strategies 

E X A M I N I N G  THE CIRCUMSTANCES--a series of vignettes that illustrate the 
circumstances surrounding injuries occurring in the school environment, along with questions 
for further discussion 

• W H A T  IS  B E I N G  D O N E :  SELECTED EXAMPLES--a description of  steps that agencies 
in nine states are taking to address this problem 

• S A M P L E  D A T A  COLLECTION FORMS--data entry forms from three states that are 
collecting school injury data 

FURTHER READING--an annotated bibliography of selected resources, journal articles, 
studies, and state and federal reports. Topics include." playgrounds and sports, students with 
special needs, legal and liability issues, transportation, and violence. 

The photographs in this publication illustrate settings and circumstances where students may be 
injured. You may want to examine these and other settings in your school to identify additional 
hazards. 

We encourage you to distribute this packet or any of its parts to school nurses, school health 
personnel, other relevant professionals, and community organizations. Please cite the Children's 
Safety Network at Education Development Center, Inc. (EDC) as the source. We would appreciate 
hearing how you use this information, suggestions of additional resources of  which we should be 
aware, and work you may be initiating in this area. 

~ CSN Home Page 

http://www.edc.org/HHD/csn/schoolinj/intro.html 
Revised: October 20, 1998 

@998 Education Development Center, Inc. 
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The research literature indicates that an estimated 10 to 20 percent of all injuries to children and 
adolescents occur in and around schools. Yet serious injuries that happen on school grounds and 
result in hospitalization have not been well studied in the United States. The following facts were 
compiled from a descriptive analysis of  the causes and outcomes of 1,558 cases reported to the 
National Pediatric Trauma Registry (NPTR).* Although this is not a population-based source of 
information, the data are useful in drawing attention to the problem of severe injuries in the school 
environment. 

School Injuries Overall 

• The ratio of injury to males vs. females was 3:1. 

• 46% of  these incidents occurred among 10 to 14 year olds. 

• 17% of  those injured in school had a preexisting medical condition (e.g., physical or mental 
disability or chronic illness). 

• 49% of  the injuries happened in recreational areas, as opposed to the school building or other 
premises. 

• The ratio of unintentional injuries to violence-related injuries was 9:1. 

• Falls were the most frequent cause of injury (43%), followed by sports activities (34%) and 
assaults (10%). 

• Other major causes of injury included being cut, striking against objects, and being struck by 
objects. 

Falls (N = 665) 

• 53 falls were from a height greater than 8 feet, including 12 from windows, roofs, skylights, or 
balconies; other falls involved bleachers, stairs, and playground equipment. 

• Falls accounted for 3 out of  8 deaths, 3 out of 11 cases requiring extensive rehabilitation, and 
36% of  cases with a high injury severity score. 

Sports (N = 524) 

A common scenario involved falling during a sports activity or being struck by a ball or 
another piece of sports equipment; injuries were related to asphalt surfaces, ruts in the playing 
field, bleachers, concrete gymnasium walls, and lack of protective equipment. 
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• Injuries occurred both in gymnasiums and on playing fields. 

• Many kinds of sports were implicated, the most common being football, basketball, wrestling, 
soccer, track and field, and gymnastics. 

• 75% of spinal cord injuries occurred during sports. 

Assaults  (N = 160) 

Following falls and sports, assaults were the third most frequent cause of injury. 

• Assaults included beatings (57%), gunshot wounds (10%), and stabbings (14%). 

• The majority of the assaults (78%) occurred to students in grades 7-12. 

Severity 

Many school-related injuries result in hospitalization or surgery. 

• 11% of children injured were in the intensive care unit for one day or longer. 

• 35 children sustained a spinal cord injury. 

• 39% had a head injury. 

• 41% had one or more injuries to the extremities. 

• One or more surgical interventions were required in 38% of school-related injuries. 

• 8 children died, 6 from head injuries; 4 were unintentional injuries and 4 were assault-related. 

• 44% of children were discharged with functional limitations expected to last less than 7 
months, mainly due to fractures of the extremities; 2% were discharged with functional 
limitations expected to last 2 years or longer, caused by head or spinal cord injury. 

• The average length of hospital stay was 3.5 days. 

Cost 

Assuming a conservative average cost of $1,000 per day, the cost ofhospitalization was more than $-5" 
million for a total of 5,391 hospital days. 

School Triage 

Many school-related injuries were not treated immediately or appropriately. 

• 248 children (16% of cases) were sent home after being injured and were subsequently 
admitted to a trauma center. 

http://www.edc.org/HHD/csn/schoolinj/unddata.html 4/6/00 



ln jur ies  in the School Environment:  Understanding the Problem Page 3 of  4 

• 34% of  those 248 children ended up in the operating room; 6% were admitted to the intensive 
care unit. 

Prevent ion  

A number  of  strategies can prevent unintent ionaH~j~ies  and violence i h the  school environment. 

Environmental Changes to Improve Physical Surroundings 

• Removal  o f  physical hazards (e.g., breakable glass in doors, concrete or asphalt under 
playground equipment,  bleachers on playing field lines, holes or ruts in playing fields). 

• Maintenance o f  equipment  and facilities (e.g., protective guards on shop equipment, lockers 
anchored securely, playground equipment  in good repair, working smoke detectors). 

• Addit ion o f  safety features and equipment  (e.g., padded mats on concrete gymnasium walls, 
use of  mouthguards and other protective equipment, locks on roof  doors, improved lighting). 

• Institutionalization o f  an annual safety checklist for school premises. 

Policies and Regulations that Are Enforced 

• Collection of  injury data to identify causes and patterns of  injury. 

• Development  and enforcement  of  schoolwide safety policies. 

• Development  o f  a response protocol for school staff in the event of  an injury; emergency or 
disaster training for school staff. 

• Enforcement  of  regulations, especially during sports and recreational activities. 

Modification of Behavior 

• Education o f  students and staff regarding potential hazards and preventive measures, and what 
to do in the event  o f  an emergency or disaster. 

Student Instruction in How to Play Safely 

• Training o f  coaches, gym teachers, and other school staff in emergency first-aid procedures. 

• Increased supervision o f  students. 

*National Pediatric Trauma Registry, October 1988-October 1995. Reports from 74 participating hospitals across the 
United States regarding children ages 0-19. N= 1,555 cases of injuries occurring in the school environment out of 49,540 
total cases in the database. NPTR does not include cases of injuries on school grounds to children younger than 5 or older 
than 18, those that occurred during transportation to or from school, and those reported by a Canadian hospital. 
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New Hampshire Safe Playground Project 

Elaine Frank 
The Injury Prevention Center 
Dartmouth Hitchcock Medical Center 
7455 Butler Building, Room 8 
Hanover, Ni l  03755-3851 
603.650.1780 ~ 603.650.1614 FAX 

The New Hampshire Safe Playground Project is designed to identify risks and strategies for reducing 
the number and severity of  playground-related injuries in New Hampshire schools for grades K - 8. 
The project is funded by the New Hampshire Department of Education, Division of  Educational 
Improvement, and managed by the Injury Prevention Center at Dartmouth Hitchcock Medical Center, 
in conjunction with the North Country Educational Foundation, a consortium of superintendents and 
school boards in the rural northern region of  New Hampshire that provides training and technical 
assistance to teachers and administrators. 

The goal of the Safe Playground Project is to assist elementary school nurses and staff, school 
administrators, and insurers to systematically examine playground- and recreation-related injuries in 
order to develop effective prevention strategies to reduce risks. Data are collected for incidents that 
occur during school-sanctioned time, on the playground, or during recess or recreational activities, 
including physical education classes and school-sponsored sports. The data collection form is a 
modified version of the form developed in Arizona. Also reported are injuries that result in the loss of  
one half-day of school or more, students referred for outside medical care, and any other significant 
playground injury. The project is particularly interested in collecting data on injuries to students with 
special educational needs, to assess the incidence of playground injuries to this population. 

Beginning in October 1996, more than 65 schools began voluntary participation in the data collection 
effort. Schools provide completed injury reports for all incidents meeting the data collection criteria. 
Participating schools receive training for school nurses and designees related to the project, 
individualized reports detailing school-based injuries, access to and use of Playground Inspection 
Kits, ongoing technical assistance and updates on playground safety, and first-aid kits/fannypacks for 
use on playgrounds and on field trips. All training is provided by the staff of the Injury Prevention 
Center at Dartmouth Hitchcock Medical Center. 

The project has produced six Playground Inspection Kits, located around the state and available for 
loan at no charge. The kits include materials that can assist schools and community groups to learn 
more about playground safety in general, as well as assess their own playgrounds. A resource library 
has been developed; it houses playground safety information that is available for loan to schools. 

http ://www.edc.org/HHD/csn/schoolinj/nh.html 4/6/00 



Health: Safety/Recalls: CPSC and CNA Offer Free Home Childproofing Brochure Page 1 of 2 

Fertility I ~ I Health I ~ I Fam,v I Fun m ~ I iMatemity.com I Expeas I Tools I Ch__~_~ I Boards 

I eXpeacting I ~ ~ ~ ~  Want to be 
baby? bet ter  parent? 

Fertility Pregnancy Health Stages Family Fun Experts Shop Tools Chats Boards 

Inside the? ~ ,  
Health i! 
Department .... 

Interactive 
Immunization 
First Aid Kit 
Newborn Care 
Baby Care 
Caring for Kids 
Adolescence 
Illnesses 
Vaccines 
Development 
Behavior 
Breastfeeding Concerns 
Children's Dental 
Safety ~B 
Recall Notices 
Adult Health 
Adult Nutrition 
Adult Dental 
Heart Health 
Nutrition Month 

Health Boards 

F ind It 

I . . . . . . . . .  

(~' on ParentsPlace 

on iVillage.com 

(" on~ 

Heal th :  SAFETY 

CPSC and CNA Offer Free Home Childproofing 
Brochure 

by Steven Simpson, Ph.D. 

The US Consumer Product Safety sponsors 
Commission (CPSC) and CNA, a major 
insurance organization, are joining Not much time left! 

Enter now to win a 
together to offer a free brochure new Advantium oven 
highlighting low-cost safety devices for for healthy, tasty, 
making homes safer for young children, speedy cookmg. 
CPSC estimates that more than 2.5 
million young children are injured or 
killed each year in often-preventable incidents at home. 
"Childproofing Your Home: 12 Safety Devices to Protect Your 
Children," is a colorful, easy-to read brochure that offers 
helpful suggestions to childproof furniture, rooms and other 
areas of the home. The brochure puts special emphasis on 
safeguarding children up to five-years-old. Order 
"Childproofing Your Home: 12 Safety Devices to Protect Your 
Children," Item 618F, by contacting the Consumer Information 
Center. Call the center toll-free at I (888) 8-PUEBLO, Monday 
through Friday from 9am to 8pro EST, or send your name and 
address to Consumer Information Center, Dept. 618F, Pueblo, 
Colorado 81009. You also will receive a free copy of the 
Consumer Information Catalog, which lists more than 200 free 
and low-cost federal publications about a variety of consumer 
topics. 

Consumer Product Safety Commission press release 
_hhttp://www.cpsc.gov 

Send to a Friend I Print Art icle 
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A Year 2000 

Home Safety Checklist 

For More Information 
Check out these Web sites 
for more home-safety 
suggestions. 

,,lump to the sections in this 
article for quick tips on 
safely-proofing your home 

Kitchen Safety 

Oaracle Safety 

Older Homes 

Slips and Trips 

Pool Safety 

Firearm Safety 

Electrical Safety 

By Mark Kakkuri 

. . . . ~ . . . . .  N o w  that the chaos of  the recent millennium 
celebration has passed, it's a good time to take a fresh 
look at the safety of  your home. Use your common 
sense and the following checklist to help evaluate hom~ 
hazards and safeguard you and your family. 

Fan the flames of safety 
One of  the most devastating disasters that can happen in a home is a fire. To starl 
minimizing your risk of  having a fire, complete these basic home-safety tasks: 

Install working smoke alarms. Test them monthly, and replace the batteries 
twice a year, when you change your clocks. 

I;71 Plan and practice a fire escape route with your family. 

I;71 Fix potential fire hazards, such as frayed wires, wires under carpets, loose 
plugs and gas smells around pipes or appliances. 

Move candles away from combustibles, such as draperies or paper. 

I;71 Consider installing a sprinkler system. The National Fire Protection 
Association states that 90 percent of  fires can be contained by the operation 
of  just one sprinkler system. "The installation of  sprinkler systems in homes 
saves lives and property and should be increased at every opportunity," says 
Julie Reynolds, director of  public affairs for the NFPA in Quincy, Mass. 

Be careful in the kitchen 
According to the NFPA, cooking equipment is the No. 1 cause of  home fires. 
Never leave cooking equipment unattended, and keep your cooking area clean 
and uncluttered. Greasy or cluttered stove tops can lead to fires. Heed these othe 
kitchen safety suggestions. 

I;71 Hot soup on the stove top can fall and bum someone. Turn pan handles in. 

~l Don't let children touch or get near hot items. 

171 Always supervise children in your kitchen. 

Lock up cupboards and cabinets that contain detergents or other potentially 
harmful substances. 

Don't forget the garage 
Garages are usually filled with sharp tools, flammable liquids and motorized 
equipment. However, they're often overlooked when considering home safety. 
Keep these tips in mind when evaluating your garage. 

http ://www.nsc. org/pubs/fsh/archive/spr00/ho mcheck.htm 04/22/2000 
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[ ]  Lock up power tools and chemicals inside a cabinet. 

[ ]  Store flammable materials, such as gasoline or oil-soaked rags, in 
appropriate containers. 

[ ]  Keep hazardous substances, like weed killers, fertilizers or grease-removing 
solvents, locked in cabinets or out of  children's reach. 

[ ]  Always supervise children in your garage. 

[ ]  Inspect your overhead garage door regularly. 

[ ]  Keep the garage door down and locked at all times, even if you are inside 
the house or in the yard. 

[ ]  Test the automatic reverse mechanism monthly. 

[ ]  Keep the garage door remote controls away from children. 

[ ]  Never try to "beat the door" by entering or exiting the garage beneath a 
moving garage door. 

Ensure safety in older homes 
Replete with charm and nostalgia, older homes unfortunately come with a host ol 
potential safety problems. The home-improvement editors at 4anything.corn, an 
Internet site that supplies information on various topics, offer this advice for 
improving safety in older homes. 

[ ]  Visually inspect wood for rot or termite damage. 

[ ]  Check for cold air drafts. 

[ ]  Inspect all exposed plumbing for possible insulation trouble spots. 

In addition, owners of  older homes can inexpensively improve their safety by 
doing one or all of  the following: 
[ ]  Install slip-resistant materials in the shower or tub. 

I;71 Add lighting where necessary. 

1~ Update electrical outlets and switches. 

Reduce slips and trips 
Slips and trips aren't always a product of  clumsiness. Many can be prevented by 
keeping these simple rules in mind. 

171 Make sure all throw rugs have non-skid padding under them. 

I;71 Install handrails and slip-resistant floor coverings on staircases. 

[ ]  Use a bath/shower mat near the bathtub or shower. 

[ ]  Check outside for uneven ground. Level problem areas or mark them to 
prevent a fall. 

[ ]  Apply an ice-melt product, salt, or sand to icy driveways, sidewalks and 
porches. 

Remove clutter 
Home safety includes getting rid of  extra household "stuff' and neatly storing 

http://www.nsc.org/pubs/fsh/archive/spr00/homcheck.htm 04/22/2000 
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anything that's left over. Too many improperly stored items can be hazardous. Fo 
example, the potential for fire increases with each stack of  old newspapers or 
paper grocery bags. 

Throw away what you don't need. 

171 Store what you do need in filing cabinets, see-through plastic bins and desk 
and closet organizers. 

Prevent a pool tragedy 
From a child's perspective, swimming pools are excellent escapes on a warm day. 
However, from a parent's perspective, pools are potential hazards whenever a 
child is present. The key to pool safety lies primarily with competent adult 
supervision. 

Erect a barrier that, according to the U.S. Consumer Product Safety 
Commission, "prevents a child from getting over, under or through, and 
keeps the child from gaining access to the pool except when supervising 
adults are present." 

Enforce the use of  personal flotation devices. 

Be sure kids don't run around a pool. 

Don't allow kids to dive in shallow areas. 

Remember firearm safety 
Most tragedies, injuries or deaths from firearm-related incidents are preventable. 
The National Rifle Association suggests that adults should store guns so that the: 
are inaccessible to children and other unauthorized users. Store guns in a safe or ; 
locking gun cabinet, or use a device that renders the weapon unusable, such as a 
trigger lock. 

Offer these tips to kids if they find a gun: 

• Stop! 
• Don't Touch 
• Leave the area. 
• Tell an adult. 

Electrical safety 
At some point, a toddler may begin to get curious about the electrical outlets on 
the walls and may even wonder, "What else can fit in those three holes?" 

121 Use outlet covers that prevent fingers, paper clips, pens and other objects 
from being "plugged in." 

I~ Replace or repair frayed wires and cords. 

I~1 Unplug electrical appliances when not in use. 

Don't wait to fix something until after an incident occurs. Home safety should be 
on everyone's "to do" list. With the new year in full force, safeguard what matter, 

http://www.nsc.org/pubs/fsh/archive/spr00/homcheck.htm 04/22/2000 
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most: you and your family. 

FOR MORE INFORMATION 

www. nfpa.org 

www.sparky.org 

www.cpsc.gov 

www.housemaster.com 

www.4safety.com 

Return to Top of Page 

Family Safety & Health I NSC Home l Comments 

April 18, 2000 
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Fac t  Sheet  
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• Leading Causes 

• In jured Body Sites 
• Places In ju ry  Occur 
• Determining In ju ry  

Level 
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Childhood In ju ry  Fact Sheet 

How frequently are children injured? 

Each year between 20 - 25% of all children sustain an injury 
sufficiently severe to require medical attention, missed school, and/or 
bed rest. 

0 

0 

0 

For every childhood death caused by injury, there are 
approximately 34 hospitalizations, 1000 emergency department 
visits, many more visits to private physicians and school nurses, 
and an even larger number of  injuries treated at home. 
Deaths: Unintentional injuries are the leading cause of  death in 
children from 1-21 years of  age. However, deaths are still a rare 
event. Even so, they are relatively easy to count accurately, given 
the sophisticated vital statistics surveillance system in the United 
States. These records are maintained by the National Center for 
Health Statistics, CDC 
Nonfatal: These are much less rare, but are more difficult to count 
accurately, since injured children are treated at so many types of  

sites by so many types of  health care professionals. 1 Very few 
national surveillance systems exist for such data. The Department 
o f  Transportation (National Highway Traffic Safety 
Administration) maintains the Fatal Accident Reporting System 
for fatal traffic-related events, and its companion General 
Estimates System to estimate the number of  nonfatal traffic- 
related events. The U.S. Consumer Product Safety Commission 
maintains the National Electronic Injury Surveillance System to 
monitor hospital emergency department visits for product-related 
injuries. 
Too of Page 

Who is at-risk? 

Each type of  injury has a particular demographic pattern, which is 
determined by: 

http :Hwww. cdc. gov/ncipc/fact sheets/childh, htm 0412212000 
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• Developmental level of the child: physical, mental, emotional 
• Prevalence of  the threat in that community (e.g., all-terrain vehicles 
backyard swimming pools, firearms, kerosene heaters, etc.) 
• Access to and use of  environmental countermeasures (e.g., bike 
helmets, smoke detectors) 
• Importance of  supervision in avoiding the threat, relative to the 
degree provided (e.g., toddler living in a low-income apartment 
complex with an in-ground swimming pool that lacks protective 
fencing, with a 5-year supervising the toddler) 
• Several demographic features are common to most types o f  
injuries. The injury rates are greatest in those with: 

• Low socioeconomic status, especially urban African-American 
children and American Indians/Alaska Natives 

• Males 

The principal exception to this is young motor vehicle occupants 
before adolescence, in whom the male:female ration is nearly unity. 
Top of Paqe 

W h a t  are the leading  causes  o f  fatal  injuries  

Overall, motor vehicles, fires/burns, drowning, falls, poisoning. 
Top of Paqe 

W h a t  de termines  w h a t  body site(s) are injured? 

• Injury-specific. For example: 

• Motor vehicle--blunt thoracoabdominal trauma, head 
injuries 

• Sports--extremity fractures, sprains, and strains 
• House fires--body bums, inhalation injuries 
• Near-drowning--coma, brain damage 
• Falls--head injuries, fractures, bhmt trauma 
• Poisoning--coma, kidney failure, etc. 

• Was the child a projectile? 

• Head injury quite likely 
• Bicycle-motor vehicle collision, falling forward over the 

handlebars 
• Unrestrained occupant in a motor vehicle collision, thrown 

forward through the windshield or ejected from vehicle untc 

http://www.cdc.gov/ncipc/factsheets/childkhtm 04/22/2000 
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roadway 
Top of Paqe 

A 

Where do injuries occur most commonly? Locations and 
conditions associated with possible danger are: 

• I n  the home: 
• Water--kitchen, bathroom, backyard swimming pool 
• Intense heat or flames--kitchen, backyard barbecue pit 
• Toxic agents--under the kitchen sink, bathroom medicine chest, 
mother's purse, garage 
• High potential energy--stairwells, loaded firearms 

At school: 

• Related to sports activities (especially in the absence of  proper 
gear) 
• Carrying of  weapons 
• Industrial arts classes 
• After school: 

On the job: 
o Hostile relationships in work environment 
o Use of  machinery 

During transport: 
o Motor vehicle crashes (especially if unrestrained or if 

driver has been drinking alcohol) 
o Bicycle crashes 
o Pedestrian injuries 

Top of Paqe 

What criteria determine the priority level for each type of 
childhood injury? 

• High mortality rate or hospitalization rate 
• High long-term disability rate, especially mechanisms likely to resul 
in head and spinal cord injuries 
• Existence of  effective countermeasure 

In other words, the highest priorities are assigned to those types of 
injuries which are common, severe, and readily preventable. 

http://www.cdc, gov/ncipc/factsheets/childh.htm 04/22/2000 
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Contact 
In fo rmat ion  

Nat ional  Center  for 
I n j u r y  Prevent ion and 

Control 
Hailstop K63 

4770 Buforcl Highway NF 
Atlanta, GA 30341-3724 

Phone: 770.4811.4652 
Fax: 770.488.1667 

Email: DUIPINFO@cdc.qov 

Often, however, the only difference between a nonfatal and fatal 
event is only a few feet (e.g., pedestrian injury which results in 
fracture rather than massive trauma), a few inches (gunshot wound to 
the arm instead of  the head), or a few seconds (as inthe survivor o f  a 
near-drowning event). Therefore, each nonfatal event that involves a 
great mismatch of  momentum must be taken very seriously. 
Surveillance of  nonfatal injuries would be appropriate to help 
determine risk factors and possible interventions, as a proxy for fatal 
events. 

Top of Paae  

News I Facts I Dat___aa I Publ icat ions I ~ I Contact Us 

CDC H o m e  I CDC Search I Hea l th  Topics A-Z 

This page last reviewed July 2, 1999 

Centers for Disease Control and prevention 
National Center for Injury Prevention and Control 

http://www.cdc, gov/ncipc/fact sheets/childh.htm 04/22/2000 



TABLE 4. Number of injury deaths according to intent and mechanism of injury, by age - -  United States, 1993 - -  Continued 

Age of decedent (yrs) 

Intent and mechanism All ages* <1 1-4 5-9 10-14 15-19 20-24 25-34 35-44 45-64 55-64 65-74 75-84 ~85 

Suicide 
Cut/pierce 
Drowning 
Fall 
Fire/burn 
Firearm 
Motor-veh icle traffic 
Natural/environmental 
Poisoning 
Suffocation 
Other specified, 

classifiable 
Other specified, not 

e l s e w h e r e  classifiable 
UnsPecified 

Total 

Homicide 
Cut/pierce 
Drowning 
Fall ' ' ' 
Fire/burn 
Firearm 

~poisoning 
.... :: ..Struck by/against 

..... :,:,,, .~,,Suffocation 
Other specified, 

', ,~.'= classifiable 
, ; ,  Other specified, not 

• , :. e!sewbere classifiable 
,Urtspe~:ifii~d ;, 

Total ,., , 

" ..... : Undetermined ,, 
' ""/.~ut/pierce 

Dr0wi~irtg " , - 
Fall 
Fire/burn 
Firearm 
Motor-vehicle traffic 
Natural/environmental 
Poisoning 
Suffocation 
Other specified, 

classifiable 

537 NA NA 0 1 7 19 109 116 86 69 79 38 13 
355 NA NA 0 1 7 24 55 65 44 38 62 40 17 
605 NA NA 0 5 28 44 141 123 77 64 38 59 24 
188 NA NA 0 2 12 13 37 47 34 19 19 4 1 

18,940 NA NA 1 186 1,273 1,940 3,611 3,194 2,433 1,997 2,104 1,714 483 
108 NA NA 0 2 16 13 20 28 11 6 5 5 2 

8 NA NA 0 0 0 0 1 1 1 3 1 0 0 
5,271 NA NA 1 22 178 331 985 1,536 966 520 394 238 99 
4,627 NA NA 3 92 340 532 1,232 929 466 298 316 278 134 

308 NA NA 1 4 15 34 92 83 32 29 12 5 1 

117 NA NA 0 0 7 12 18 39 14 9 7 7 4 
38 NA NA 0 0 1 3 6 9 4 9 3 2 0 

31,102 NA NA 6 315 1,584 2,965 6,307 8,170 4,168 3,061 3,040 2,390 778 

3,204 3 13 16 41 252 420 
52 6 13 2 1 5 6 
24 0 3 0 0 1 1 

227 10 34 17 6 7 9 
18,253 14 71 99 359 3,082 4,023 

• ;'; 59 8 9 8 1 2 2 
368 4 6 0 4 20 29 
959 31 34 17 18 58 115 

.~ 36~ 163 151 10 4 6 3 

1,093 20 38 14 13 51 9~ 
1,056 85 92 1!, 1.5 56 74 

25,653 344 46~," 194 462 3,540 4,776 

' "  5 "0 1 , ,~  0 ~ '0  1 
-.  : ' ~  . . . . .  262 4 11 2 3 6 " '24 

"56 . . . .  : 0  . . . . . . . .  O .  .0 0 3 6 
102 3 6 5 . . . . . . . .  2 -1 10 
563 0 1 3 18 82 101"- 

14 0 0 0 0 1 2 
7 1 0 0 0 1 0 

1.903 10 5 4 t 35 96 
78 12 3 1 18 7 5 

2p _ 0 0 0 1 2 4 

1,011 719 292 182 
10 3 3 2 
6 2 5 1 

39 32 24 18 
5,295 2,990 1,302 527 

7 12!~. 1. 7 
77 87",. 53!: 32 

245 .178 74 ' 48 '  
.~: ~':, ~:.~. ~ :..: 

7 5 2 4 

256 235 146 83" 
210 187. 120 65 

7,163 4A5() 2,022 9 "  

1 o ;i ., i 
7 5  83 24 .1,6 

;14 9 ' :7 ': 6 
14 15 '8 14 

129 • . 77 .59 29 
5 3 "~I' " " .'I.. 

0 0 2 0 
577 750 245 91 

12 9 5 2 

5 8 

139 81 21 
1 0 0 
2 3 0 

11 12 8 
319 120 26 

1 0 1 
30 19 7 
53:  49 28 

:2 1 3 

"64- 4 9  26 
64" 43 " 19 

686' 377 139 ., 

i 

4 0 1 0 , 0 

t0  0 0 
14 10 3 
"5 3 3 
8 6 4 ¢ 

29 28 4 ¢ 
"I 0 0 

" 0  ...... 3 0 .~.,.,., 
53 20 11 

1 1 2 




