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The Question
of Objectivity

in the Survivor
Therapist

—by Diana M. Elliott

APSAC’s Advisor recently featured two ar-
ticles on survivors of child abuse in the helping
professions (Courtois, 1992; Sexton, 1992). Sexton
noted that mental health professionals who are sur-
vivors of childhood abuse often feel compelled to
hide their history in order to maintain professional
credibility. It is clear that such concerns are well
founded, at least in terms of society’s current re-
sponse to abuse and survivors.

In the County of Los Angeles, for example,
child evaluators and expert witnesses in the area of
childhood sexual abuse have been questioned about
their personal abuse history while testifying in the
case of an abused minor. There is an assumption that
acknowledging such a history will damage the
expert’s objective credibility and thus hurt the legal
case. This can cause significant distress for the
would-be witness who is a survivor, and who may
fearnot only thats/he will hinder the minor’s chances
for justice, but that s/he may be publicly humiliated
in the process.

The appropriateness of what appears to be a
violation of the therapist’s right to privacy protected
by the constitution is a battle that will be fought
primarily not by clinicians but by attorneys in the
legal arena. While this issue awaits resolution, there
are, as of yet, insufficient data available from which
toaddressthe court’s legitimate concerns that objec-
tivity be maintained in legal matters or to refute

attorneys’ discrediting questions posed to the clini-
cian while on the witness stand. This silence is some-
what surprising, since sexual abuse researchers are in
a unique position to examine issues related to the
impact of childhood abuse on professional practice.
Perhaps this reticence is motivated by a fear of giving
“the other side” information that will make advocacy
for children more difficult. Suchreluctance,however,
will not make the problem go away—instead, the
absence of clear data may allow unduly negative or
pejorative arguments by opposing counsel to continue
unchallenged. Ultimately, we will do better as a pro-
fession if we examine these issues ourselves, and
interpret them in the context of our understanding of
clinical practice and practitioners.

As a preliminary step toward obtaining accurate
information on therapists, the author examined the
abuse histories and psychological symptoms of nearly
3,000 professional women across the United States.
This sample included 340 mental health workers and
more than 2,500 women from 11 other professions
(including attorneys, CPAs, engineers, etc.). Ina forth-
coming article in Professional Psychology: Theory
and Practice, Elliottand Guy (in press) report ahigher
rate of childhood abuse among psychotherapists com-
pared to individuals working in other professions.
Compared to non-therapists, mental health profes-
sionals reported a significantly higher rate of both

continued on page 9

B MEDICINE
Failure to Thrive
—by Randell Alexander

Failure to thrive (FTT) is a life-threatening
condition, whose diagnosis generates considerable
confusion among professionals. Estimates of its fre-
quency range up to 1% of all pediatric hospitaliza-
tions and 10% of children followed in rural outpa-
tient clinics (Mitchell et al., 1980). When FTT is
classified as neglect, foster care often is recom-
mended. Yet standards vary, lower socio-economic
groups probably are more likely to be reported for
this type of child abuse, and community opinions
differ as to whether specific cases should be labelled
neglect and how they should be treated. How has
FTT become such an acceptable and relatively com-
mon diagnostic entity given the murkiness surround-
ing the subject?

History

Feeding and malnutrition problems have al-
ways been present for a certain proportion of the
population. With very high mortality rates in the
1800’s, efforts were directed towards more humane

institutional living conditions. Pediatrics developed
as a medical discipline around the turn of the century,
inlarge partin response to feeding specialization. Holt
described children who “ceased to thrive” in his text-
book Diseases of Infancy and Childhood (Holt, 1899).
By 1933, a later edition referred to “failure to thrive”
(Holt and McIntosh, 1933). Henry Dwight Chapin
spoke of “atrophic infants” in describing children
wasting away in poor home environments (Chapin,
1908). Psychological factors were blamed for both
malnutrition and developmental deficits in institu-
tionalized children, in pioneering work by R. A. Spitz
(Spitz, 1945). His concept of “hospitalism” included
the combination of “anaclitic depression,” malnutri-
tion, and growth failure. In effect, he blamed FTT on
emotional deprivation, the idea being that one could
waste away from lack of love (Stevenson, 1992). The
conceptof “maternal deprivation syndrome” alsoarose
from this viewpoint. In 1969, strong evidence emerged

continued on page 11
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| NEWS

First National
Colloquium
Planning Going
Strong;

Second Annual
APSAC Awards

Announced
—by Theresa Reid

Colloquium Plans

Thanks are due to many members who sent in
suggestions for programming for APSAC’s First
National Colloquium. Program Committee mem-
bershave tried hard to incorporate the suggestions of
members as they designed the two-day Colloquium.

As reported in the Spring, 1992, issue of The
Advisor, the Colloquium will be held June 24-26,
1993, in Chicago. With so many outstanding confer-
ences already offering 1-1/2 or 3-hour sessions, the
purpose of APSAC’s First National Colloquiumisto
bring together advanced professionals for intensive,
interactive, day-long sessions dedicated to exploring
the most difficult issues facing the field.

The first day of the Colloquium will be devoted
to six-hour within-discipline sessions; the second
day to six-hour cross-discipline sessions. A list of
confirmed sessions and faculty is printed on page 17.

On June 24, time will be scheduled for task
force meetings, meetings of state chapter coordina-
tors, and a general membership meeting. Members
will be asked for feedback on several important
issues, including what sort of conference APSAC
should have in the future (the Program Committee
has discussed combining a field-generated research
colloquium with day-long sessions such as those
being offered this first year), whether Chicago should
become the colloquium’s permanent home, and what
goals should receive top priority in APSAC’s long-
range plan.

June 24 will be especially fruitful as well be-
cause the People of Color Leadership Institute
(POCLI) will hold meetings and workshops in con-
junction with the Colloquium. Professionals on the
POCLI Expert Task Force will be invited to sit in on
every Colloquium session to offer feedback from
different cultural points of view.

APSAC’sFirst National Colloquium should be
an exciting three days. Tuition has been tentatively
set at $285 for members, $350 for non-members.
Please keep your suggestions about the committees’
plans coming, sothe programreflects yourneeds and
wishes. We look forward to seeing you in Chicago!

APSAC Awards Announced

1993 APSAC Awards recipients have been
named by the Awards Committee and the Media
Relations Committee.

From the Awards Committee:

1993 Outstanding Professional Award
Lucy Berliner, MSW
1993 Outstanding Service Award
David Corwin, MD
From the Media Relations Committee:

1993 Outstanding Media Coverage Award
recipients are Jay Grelen, Valarie Honeycutt, Frank
Langfitt, Kevin Nance, David Green, and Harry
Merritt of the Lexington Herald-Leader for their
series “Twice Abused,” which details the inadequate
handling of child sexual abuse cases by Kentucky’s
criminal justice system.

The Research Committee will announce its
awards recipients in November.

Our warmest congratulations to all of these
distinguished professionals. We look forward to
honoring them at APSAC’s Annual Membership
Meeting, to be held at the Hyatt Regency La Jolla on
Wednesday, January 27, 1993, in conjunction with
the San Diego Conference on Responding to Child
Maltreatment (see display ad, page 23).

APSAC T-shirt and mugs available!

For the first time in APSAC’s history, we are
making it possible for members to blazon their
support for APSAC across their chests, and wave 1’
around the office on coffee mugs. T-Shirts and mug;
are available immediately from APSAC’s office.
See page 18 for ordering information.

Thanks again. ..

So many members call and offer to take bro-
chures to their professional meetings, it would be
impossible to name them all. Thanks in large part to
their efforts, this year APSACis matching last year’s
remarkable net growth rate of 41%. Thank you to all
who have helped. If you know of professional meet-
ings where APSAC should have a presence, please
letus know. Word of mouth is the best advertising of
all.

Member Input
Requested on
Offender
Treatment
Statement
Approved by
Board

This summer, a story broke in the national
media about a hospital in Arizona that has used
penile plethysmography and olfactory aversive con-
ditioning with pre-adolescent sexual offenders and
sexually reactive children. In response to the heated
controversy that resulted, the Association for the
Treatment of Sexual Abusers (ATSA) released the
following statement:

The Association for the Treatment of Sexual Abus-
ers does not endorse the use of plethysmography or
olfactory aversive conditioning with pre-pubescent
children who have engaged in sexually abusive behav-
iors. No scientific basis exists for the use of these
procedures with pre-pubescent children. Any use of
these procedures with pre-pubescent children mustbe
considered experimental and, therefore, subjected to

scrutiny by institutional review boards or other profes-
sional review groups which serve to ensure that the
safety and rights of experimental subjects or clients are
protected fully.

ATSA asked APSAC to lend its weight to the
statement by endorsing it, and at its August 29, 1992,
meeting, APSAC’s Executive Committee agreed to
doso. APSAC policy requires that members have an
opportunity to comment on any statement before it is
officially approved by the organization.

If you are concerned about APSAC’s endors‘
ing ATSA’s statement as written, please write to
APSAC by January 1, 1993 (write “ATSA State-
ment” on your envelope). Unless strong opposition
is voiced, APSAC will officially endorse the ATSA
statement in January.
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B PRACTICE
The Victim
Sensitive
Interviewing
Program:
Outline and

Data

—by Mary Martone
and Paula Jaudes
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Child sexual abuse in the United States is a
problem of overwhelming proportions. At least
250,000 new cases of sexual abuse of children are
reported each year. Anywhere from one in ten to one
in three children will have experienced at least one
episode of sexual abuse before age 18 (Russell,
1983). The dramatic number of child sexual abuse
reports has raised crucial questions about how to
conduct investigations of the reported cases:

* Who should be involved in the investigation
and at what point?

* Who should conduct the interview of the
child?

* Should there be a medical exam?

The following paperisa description of a project,
The Victim Sensitive Interviewing Program (VSIP),
started in 1986 at La Rabida Children’s Hospital and
Research Center, to minimize multiple interviewing
of alleged child sexual abuse victims. The paper
begins with a study that we conducted evaluating the
efficacy of thismodel when compared to child sexual
abuse cases not investigated using this model. Next
is a description of the project and an overview of our
expert interviewing protocol.

Most investigations of alleged sexual abuse
cases involve an array of professionals, all with their
own focused interest on what they need to know from
the child. These professionals include at a minimum:
state child protective workers, police (detective,
youth, and/or patrol), nurses, doctors, social work-
ers, and state’s attorneys representing both criminal
and juvenile courts. Moreover, some investigations
result in several professionals from the same field
talking with the child. It is not uncommon for the
child to go through 5 to 10 interviews in the investi-
gative phase alone, with further interactions during
the prosecution phase. Often with no coordination or
communication among any of the investigative agen-
cies, inconsistencies occur among the professionals’
accounts of the alleged incident so that confused,
often disbelieving parents, and traumatized children,
result from an investigative system designed to pro-
tect the victims.

Like child advocacy centersacross the country,
VSIP is designed to improve coordination among
professionals and decrease the number of interviews
the child has to endure. It has three main compo-
nents: interagency coordination, expert interview-
ing and medical examinations of victims, and case
follow-up after the forensic investigation. An inter-
agency agreement between the police, state child
protective agency, and state’s attorney’s office es-
tablishes a protocol of one investigative interview
conducted by an expert interviewer and observed
through a one-way mirror by professionals from the
police, state’s attorney’s office, and child protection
system.

As pointed out by Reece (Reece, 1992), while
itis obvious to most professionals in the field that the

team approach has clear benefits, we have very little
empirical outcome data to back up those observations.
Wedecided totest these observations againstrecorded
fact.

Afterthe VSIP program was in operation for two
years, we conducted a study to assess the program’s
efficacy. A retrospective chart review was performed
onall childrenseen in the VSIP program between June
1986 and June 1988. Retrospective chart reviews were
then conducted on all children seen at La Rabida for
evaluation of sexual abuse prior to VSIP (1984 - 1986)
to ascertain if VSIP was minimizing the number of
interviews and interviewers. We then looked at the
results of police investigations of child sexual abuse in
another area of the city of Chicago without a
multidisciplinary model (Police area V) during the
sametime period as VSIPto determine if the outcomes
of the investigations were the same.

In comparing pre-VSIP cases at La Rabida to
VSIP cases, significant differences were found in the
number of interviews and interviewers. Fifty percent
of the children pre-VSIP were interviewed three or
more times, while almost 80% of the children in VSIP
received only one investigatory interview (p<.001).In
addition, significantly more children in pre-VSIP were
interviewed by two or more professionals, while those
in VSIP had only one interviewer.

Outcomes of the alleged sexual abuse cases were
compared between the two groups. The VSIP cases
when compared with pre-VSIP cases showed signifi-
cantincreasesin (1) identification of perpetrator (71%
of pre-VSIP cases and 85% of VSIP cases, p<.035);
(2) charges pressed if identification of the perpetrator
occurred (33% of pre-VSIP cases and 60% of VSIP
cases, p< .01); and (3) indicated cases of sexual abuse
by the state child welfare agency (68% of pre-VSIP
cases and 88% of VSIP cases, p<.006).

We compared investigative outcomes between
VSIP and alleged sexually abused children whose
cases were investigated by Chicago Police Depart-
ment on the Northwest side of the city (Area V). VSIP
identified more perpetrators and had more indicated
cases of sexual abuse by the state child welfare agency
than Police Area V.

In conclusion, the VSIP model did significantly
decrease the number of interviews and interviewers
the child had to face during the course of a child sexual
abuse investigation. In addition, the VSIP model
increased the likelihood of identification of the perpe-
trator and the indicated cases by the state child protec-
tive agency.

VSIP Program Description
Background

Because child sexual abuse cases are so com-
plex, coordination of mandated investigators (child
protection, police, medical, and prosecution) is criti-
cal. Often there are no physical findings, or the physi-

continued on next page
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cal findings (e.g., hymenal tear) can only be seen by
the physician and not by the other investigators.
Investigators used to seeing concrete evidence must
depend on the physician’s assessment for critical
information on physical findings. In addition, in
child sexual abuse cases there are rarely eye wit-
nesses or other forms of corroboration (torn clothes,
scratches, semen in underwear, etc.) The investiga-
tor, accustomed to requiring corroborative evidence,
must often rely completely upon the word of the
child in order to complete an investigation. Investi-
gative interviews with children call for communica-
tion skills not in most investigators’ arsenals. These
factors—the lack of physical evidence, the lack of
corroborative evidence, and the special demands of
child interviews—mark child sexual abuse investi-
gations for most investigators as difficult, if not
impossible, from the start. To provide the best pos-
sible environment for forensic evidence to be col-
lected, interagency coordination and planning is
crucial.

A single collaborative forensic investigation is
an effective way to prevent “system abuse” of the
child and an efficient way to communicate important
details and get professionals working together. This
process encourages cooperation, prevents early de-
nial of the abuse by the family members, and is
reassuring for children and their parents (non-of-
fending).

Interagency Coordination

The first step in developing the VSIP program
was to create a Task Force made up of all of the
professionals (police, state’s attorney, state child
protection, medical, and psychosocial) involved in
the investigation of child sexual abuse allegations.
Establishing rapport, understanding, and respect for
each professional’s role was critical as a foundation
for interagency coordination.

The second step was agreeing on a protocol for
notification and referral of the cases. The protocol
was a simple and concise document that spelled out
the goal of one forensic interview, established crite-
ria for referrals, and listed the procedures for notifi-
cation. Each agency represented had a clearly iden-
tified role in the interagency agreement.

Once the interagency protocol was established
and each agency representative had obtained a letter
of support from his or her agency, an interview
protocol was established that incorporated all of the
questions from each agency that needed to be an-
swered in the course of the expert forensic interview.
The protocol was modified to accommodate the
needs of children at different developmental levels.
When the letters of support were received and the
interview protocol approved, the VSIP program be-
gan accepting referrals.

Referral Procedure

Any child between the ages of three and 13 can
be referred to VSIP if there is an allegation of child

sexual abuse reported to the Illinois Department of
Children and Family Services hot line. The age
parameter of three was selected because that is
generally the youngest age at which a child can
verbalize information in a manner that can be used
for forensic purposes. The age of 13 was selected
because the Illinois Criminal code guidelines specify
that sex crimes against children under 13 can be
considered a felony (therefore the presence of an
assistant state’s attorney is necessary at each inter-
view).

Cases can be referred by the police, child pro-
tection, hospitals, parents, schools etc., but in gen-
eral they are referred by the police officer making an
initial contact on the case. Detailed case information
is taken from the referring officer by the hospital
social worker on call for the VSIP, and a tentative
interview time is established. Risk is also assessed
by the officer. If the child is felt to be at risk, an
inpatient hospital admission can be considered. The
VSIP social worker is responsible for contacting the
other mandated professionals to confirm the inter-
view time.

Forensic interviewing and medical exami-
nation

The VSIP philosophy is to hold one expert
medical examination and conduct one in depth fo-
rensic interview of the child victim. Every effort is
made to perform the medical examination prior to
the forensic interview so that as much information
possible is available to the interviewer.

The medical examination is performed by a
trained pediatrician who follows an established pro-
tocol consisting of a general physical examination
and then a genital examination. Appropriate labora-
tory tests and cultures are conducted as indicated. If
the sexual incident occurred within 72 hours, foren-
sic specimens are obtained. The results of the physi-
cal and genital examination are documented accord-
ing to protocol. A diagnosis of sexual abuse is
generally given only in conjunction with the infor-
mation gathered during the forensic interview.

The goal of the forensic interview is to gather
all of the relevant information needed to complete
DCEFS, police, and state’s attorney’s investigations.
Identification of a crime, a perpetrator, a victim, a
place where the crime occurred, and a time of occur-
rence are critical. When the child gives information
related to any of these areas, the interviewer asks
simple clarifying questionsto elicit as much detail as
possible. What is different about these interviews
from more clinically focused interviews is that the
goal of the questioning is completion of an investi ga-
tion rather than assessment of psychological func-
tioning or trauma.

Many of the children interviewed in the La

Rabida VSIP program are very young (average age
is 7.5 years). For this reason developmental consid-

continued on next page
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continued from page 4

erations are essential for our forensic interviewing
program. Our environment immediately lets chil-
dren know that the room is a space meant for chil-
dren. We use child sized furniture, a small room, and
alwayshaveavailable items familiarto childrensuch
as crayons, paper, markers, telephone and stuffed
toys.

A very simple orientation

As pointed out by
Reece, while it is obvi-
ous to most profession-
als in the field that the
team approach has
clear benefits, we have
very little empirical
outcome data to back
up those observations.
We decided to test these
observations against
recorded fact.

] totheroomand programis given
to the child before the child is
actually brought to the room for
the start of the interview. The
child’s parent is asked to sitin a
waiting area near the interview
room so the child knows the
| parent is nearby and available.

With very young children
| (under 6) the timing and the
length of the interview are very
important. The interview should
be ata time when the childisnot
tired or hungry and the length
should not exceed the child’s
attention span (perhaps 20 min-

utes for 3-year-old and some-
what longer for older children). The interviewer
must prepare to talk with the child ina way thatis not
confusing or overwhelming. Compound questions
and statements are avoided. Questions that expect a
child to abstract a concept (i.e., “Do you like to eat?”
versus, “Do you like hot dogs?”) are also avoided.
Questions must be simple, with one thought or
concept. The techniques that are used in this style of
interviewing are not leading, and are designed to
communicate with the child in a way that brings
about spontaneous statements.

Making the transition from the beginning of the
interview, which generally deals with descriptions
about home, school, family etc.,

to questions about an alleged

The VSIP cases when
compared with pre-VSIP
cases showed significant
increases in (1) identifi-
cation of perpetrator,
(2) charges pressed if
identification of the
perpetrator occurred,
and (3) indicated cases
of sexual abuse by the
state child welfare

agency .

incident of sexual abuse is very
important. An example of a tran-
sition question that is commonly
asked is, “Could you tell me
why you are here today?” If the
child responds with a statement
about an abusive incident, the
interviewer assists the child in
re-creating the experience inthe
interview situation. The inter-
viewer uses simple questioning
to elicit details about the inci-
dent. Contextual details, such as
whatit felt like, looked like, etc.,
are very important. The inter-
viewer is always careful to fol-

low the child’s lead rather than suggest a response.

After the interviewer talks with the child and
gathers as much information as possible, he/she

generally takes a break to confer with the other profes-
sionals behind the one-way mirror. Any additional
questions are then asked prior to concluding the inter-
view. When ending, the interviewer often ascertains
what the child thinks or would like to have happen
next. This is also is an opportunity for the child to ask
questions of the interviewer. If appropriate, the inter-
viewer may give the child some corrective informa-
tion such as, “What happened to you is against the
law,” or “Adults are not supposed to do that.” The
childis given information about whom to contact if he
or she wishes to talk further about what happened. At
this point the interview isended with a statement tothe
child about what may happennext, e.g., “Now you can
play while the grown ups talk about this problem.”
Promises that may not be kept—that the perpetrator
will go to jail, or the child will never have torelate this
information again—are never made.

The multidisciplinary team then meets to discuss
the case. After there is a consensus about the case thus
farand a plan for whatto donext, a conference with the
parent is initiated. When the police and state’s attor-
ney complete their discussion with the parent regard-
ing prosecution stages and requirements, planning and
intervention for the victim and/or parent ensues. Gen-
erally, the hospital social worker and the child protec-
tion worker meet with the parent to discuss immediate
concerns such as housing, safety, questions from fam-
ily members, and communication and/or contact with
the perpetrator. Many families request and receive
immediate treatment, while other families, where cases
may be unfounded, do not request services and the
case is closed.

Conclusion

The VSIP program is similar to many coordi-
nated investigation efforts across the country. As Dr.
Reece stated in his earlier article, we all believe
coordinated team efforts are much better for children.
The data we have generated about the relative efficacy
of the VSIP program supports such intuitive knowl-
edge. When the VSIP protocol was used, children
were subjected to fewer interviews and interviewers,
more perpetrators were identified, more charges were
pressed, and more cases were indicated. Such data are
satisfying insofar as they verify what we thought we
knew, and crucial in the search for continued program
funding. We urge others to seek to verify their own
observations, and in so doing help build the empirical
knowledge base Dr. Reece rightly calls for.
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| LAW
Pre-Trial
Preparation:

At the
Prosecutor’s
Desk

—by Sue Marx

The key to winning most cases is good prepa-
ration. The following tasks will help you organize
your trial file and focus on the issue and potential
problems in your case.

1. Review of Statements.

Read any pre-trial statements or testimony given
by the victim and witnesses to be called at trial. Chart
the testimony, looking for inconsistencies, cross-
corroboration, and impeachment material. Some
prosecutors make skeletal outlines of prior state-
ments with page notations for easy reference. Others
use plastic tabs to signal crucial portions. Whatever
system you develop, make sure the content of prior
statements is easily accessible during trial.

2. Period of Abuse.

Make a chart for yourself of the victim’s ages,
school grades, or other identifying factors (prior
addresses, prior teachers) during which the abuse
occurred. This will help you to present that informa-
tion clearly to the jury.

3. Applicable Case Law.

Try to predict the legal issues that may arise
during the trial and gather all the case law you need.
If you have time, prepare written memoranda of law
regarding the issues most crucial to your case. Con-
sider presenting the memoranda to the court and the
defense attorney prior to trial. The judge will appre-
ciate your preparedness and fairness. If the issues are
particularly complicated, consider filing motions in
limine well in advance of trial. Pre-trial resolution of
some issues will avoid delay during the trial. If you
are unable to locate case law in your state, the
National Center for Prosecution of Child Abuse will
be happy to do legal research on any issue in your
case.

4. Notice to Defense.

Do a last check to ensure you have given all
required notices to the defense: notice of any charges
for which you will seek mandatory minimum prison
sentences, notice of experts to be presented, notice of
intent to proceed under any statutes allowing the use
of hearsay evidence, notice of intent to present prior
bad acts of defendant in your case-in-chief, notice of
any physical evidence to be presented, etc. Obvi-
ously, notice requirements will differ greatly from
state to state; check your jurisdiction’s statutes.

5. Subpoenas.

Make sure that you have subpoenaed all neces-
sary witnesses and all documentary material that you
will need at trial. Include here a subpoena duces
tecum for the files of any prior convictions of the
defendant for possible impeachment use.

6. Work Records of the Defendant.

Getthe defendant’s work records. These can be
surprisingly useful. If the defendant testifies and
presents an alibi defense by claiming he was always
at work and therefore could not have abused the

victim at home, impeachment becomes easy when
his work records show numerous instances of vaca-
tion and sick time. Also, work records can lead you
to “bad character” witnesses from the defendant’s
workplace—witnesses who can then rebut the
defendant’s good character witnesses at trial.

7. Discovery.

Make sure discovery is complete. The last thing
you want is the granting of a continuance due to the
prosecutor’s failure to provide all the documentation
to the defense.

8. Witness List.

Organize your case-in-chief. This may include
jotting down a list (that is subject to change) of your
witness line-up. Some prosecutors write brief out-
lines of what areas they will cover with each witness
so that, during the heat of trial, they will not miss
covering an important issue with a witness. Your list
should include the schedules of the witnesses who
are fitting their testimony into a day of other duties,
including any medical, social service, or police wit-
nesses. Having schedules and phone numbers in a
central place will allow you to juggle their appear-
ances with more ease.

9. Elements of the Offenses.

Read the definitions of the charges in your case.
You may want to make a concise list of the elements
of each crime and the evidence you will use to prove
each element.

10. Cross-Examination Checklists.

Before trial is also a good time to outline areas
that you want to cover on cross-examination of
defense witnesses and the defendant. It is important
that you don’t forget to cover certain basic areas,
particularly those small details which the victim
mentions that can then be corroborated by the de-
fense witnesses.

11. Closing Argument Outline.

Asyouinvestigate the case and long before you
enter the courtroom, it is a good idea to form your
closing argument. Some prosecutors write the argu-
ment, some outline, and some merely jot down
thoughts. Whatever your style, you should have the
points you will be making in your closing argument
firmly in mind as you begin the trial. This will help
you identify strengths and weaknesses in your case
before youbegin and formulate appropriate voir dire
questions and your opening statement.

12. Defendant’s Statements.

Make sure that defense counsel has written
notice of each statement of the defendant. At first
assessment, you may not feel those statements will
be important at trial. Often, as the trial develops and
particularly if the defendant takes the stand, seem-
ingly inconsequential statements made pre-trial be-
come excellentimpeachment material. For example,

continued on next page
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I_ aw the defendant says at trial that the victim fabricated

the abuse because she hates him; pre-trial, however,

-Sue Marx thedefendanttold the child protective services worker

continued from page 6 that he and the victim had a wonderful relationship.

That pre-trial statement then may be used toimpeach
the defendant at trial. If the defendant gave a multi-
tude of statements, consider indexing them as you
did the victim’s statements.

13. Investigation of Defense Witnesses.

Depending upon your state’s discovery stat-
utes, you may have notice from the defense of
potential experts, eyewitnesses, or alibi witnesses.
Make sure that you investigate these witnesses. In
some situations, you may want to have a detective
take a statement from the defense witness. Should
the witness then change his story at trial, your detec-
tive will be available to take the stand and testify
concerning the prior inconsistent statement of that
witness. Check with the Center to see if they have a
file on the expert(s).

14. Preparation of Prosecution Witnesses.

Make sure that you have prepared all of your
witnesses for trial. Often in a child abuse trial,
prosecutors are caught up in preparing the victim for
court and unwittingly forget that their other wit-
nesses may need preparation and reassurance as
well. This is particularly true for doctors and social
service personnel who often have never testified ina
criminal trial. Go through their direct testimony and
possible cross-examination questions. Review any
documents that may be presented or used by the
defense at trial.

15. Inspection of Physical Evidence.

Before trial, look at any physical evidence
taken by the police or any other investigators. If your
paperwork indicates that the police confiscated the
victim’s diary, for example, make sure you have read
it prior to trial. You need to know both helpful and
damaging material contained in potential exhibits
before you get to the courtroom. Of course, defense
counsel must be given the opportunity to review
physical evidence as well.

16. Demonstrative Evidence.

Create charts, graphs, or visual exhibits as
needed. Such exhibits can illustrate simply some-
thing that is difficult to describe. In a complicated
multi-victim multi-defendant case, a chart can be
particularly useful in helping a jury follow your
closing argument.

17. List of Exhibits.

List all of the exhibits you plan to introduce at
trial. Jot down any objections you anticipate to their
admission and your responses to those objections.

18. Scientific Testing.

If there are bodily fluids (semen, blood, etc.)
found on the victim’s clothing, bed sheets or other
relevant location, make sure to have the appropriate

laboratory tests ordered, results in your file, results
forwarded to defense counsel, and your expert lined
uptotestify concerning the meaning of the test results.

19. Victim-Witness Support.

Well in advance of trial, contact the person or
people who will be the victim’s supportat trial. Youdo
not want to get to the day of trial and find that you have
no one available to be with the victim during her
testimony. Should your jurisdiction lack a victim
advocate assigned to accompany the victim, evaluate
which family members or friends will have a calming
and nurturing influence on the victim and not be
subject to a sequestration order.

20. Therapy Referral.

Double check to make sure that the victim is in
therapy. Depending upon the child, the interruption of
supportive counselling can be devastating to her abil-
ity to testify, particularly if she is not getting support
at home.

21. Record Checks.

Be aware of any prior arrests and convictions of
the defendant and each witness. Alsofind out pre-trial
if any of your witnesses is on probation or parole.
Subpoena the court files and obtain the prosecuting
attorney’s files for any of your witnesses’ prior arrests
and convictions. You will need to prepare the witness
should you decide to bring out a prior conviction
during your direct examination or should the defense
cross-examine about it. Results of record checks
should be disclosed to the defense.-

22. Investigate Other Victims.

Youmay become aware, pre-trial, that the defen-
danthas abused other children than your victim. Make
sure you locate them, interview them, and file appro-
priate motions to consolidate their testimony at trial.

23. Defendant’s Other Bad Acts.

During your trial preparation, carefully note any
harassment or threats made by the defendant to the
victim or her family. After ensuring the safety of the
family by a motion to revoke bail or through a new
arrest on intimidation of witness charges, notify the
defense of your intention, when permissible under the
case law, to present evidence of the threatening behav-
ior in your case-in-chief.

24. Photograph of Victim.

Askthe victim’s family fora picture of the victim
showing her appearance at the time of the abuse. The
picture will allow the jury to see how much younger
the victim was then, if there has been a long delay
between the time of the abuse and trial.

25. Prior Record of the Defendant.

When you find the defendant has prior arrests or
convictions, get as much information as you can about
them. This includes obtaining files of the prosecutor
who handled prior cases and the court files of convic-

continued on next page
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-Sue Marx
continued from page 7

LaW tions. Should the defendant have an out-of-state

conviction, particularly for child abuse, call the
prosecutor’s office to find out about the case. Make
sure to get a certified copy of the conviction. Inves-
tigation of this kind can uncover other bad acts
(which you may then argue to present at trial), bad
character witnesses (should the defendant be foolish
enough to present good character), and may well
induce a plea.

26. Family Court Records/Transcripts.

If your criminal case is intertwined with a
custody matter that is being litigated in Family
Court, obtain the records and court transcripts. You
may need those materials to combat the “mom-
made-it-up-to-get-custody” defense. Check for any
existing restraining orders issued by the Family
Court judge that were violated by the defendant
when he gained access to the victim.

27. List of Pre-Trial Motions.

Make a checklist of any pre-trial motions you
need to present to the court. The list may include
motions to amend the dates contained in the charging
documents, Rape Shield motions, etc.

28. Plea Offer.

As you prepare you case, consider whether plea
negotiations are appropriate. If so, formulate an offer.
Whether you or the defense attorney initiates plea
negotiations, it is important to know what type of
sentence you seek if plea negotiations begin.

Sue Marx, JD, is Senior Staff Attorney at the National Center for
Prosecution of Child Abuse.

This article was previously published in UpDate, a publication of
the American Prosecutors Research Institute’s National Center
for Prosecution of Child Abuse, 1033 N. Fairfax, Suite 200,
Alexandria, VA, 22314. 703-739-0321.

APSAC
MEMBERS
Do L

Foreign/
Territorial
Members

CA 269 PA 57
MA 170 MN 55
WA 159 MD 51
IL 137 Ml 50
NC 112 MO 48
NY 100 NH 48
X 100 NJ 48
Cco 93 VA 48
WI 75 GA 38
TN 72 ME 38
OH 71 IN 37
OK 65 AZ 36
FL 59 OR 36
Canada (28) New Zealand (4)
Australia (12) Germany (3)
unidentified Japan (3)
overseas military (7) England (2)
Puerto Rico (5) Austria (1)

AR 35 D 11
CT 35 NE 11
AL 26 VT 11
DC 26 AK 9
NV 24 MS 9
HI 23 uT 7
KY 19 ND 6
NM 18 MT 5
IA 17 wVv 4
RI 16 wY 3
SC 14 SD 2
KS 13 DE 1
LA 13

Bahamas (1) Malaysia (1)
Ireland (1) North Ireland (1)
Israel (1) Scotland (1)
Italy (1) West Indies (1)
Kuwait (1) TOTAL: 2505

THANK
YOU!

Sharon Ahart, MD, and Howard Levy, MD,
who run the Pediatric Ecology Program at Chicago’s
Grant Hospital, donated $1,000 to make APSAC’s
International Networking and Social Hour possible.
Held on August 31 at the Hyatt Regency in Chicago
during the Ninth International Congress on Child
Abuse and Neglect, APSAC’s International Social
Hour was a great success. Several hundred people
from all over the world came and enjoyed a sumptu-
ous array of cheeses, fruit, and crackers, while they
compared notes about the trials and satisfactions of
work in this field. Richard Adie, General Manager
of the Hyatt Regency Chicago, ensured the success
of the evening by underwriting half the cost of the
food. Many thanks to Drs. Ahart and Levy, and to
Mr. Adie, for their generous contributionsto APSAC.
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Thanks also to all of the APSAC volunteers
who staffed the continuing education table and
APSAC’s booth at the Ninth International Congress
in Chicago. Susan Liuzzo and Greg Dezulskis in
particular gave time and cheer well beyond the call
of duty. Also indispensable were Spanish-speakers
Sylvia Balderas, Carmen Calderone, Nilda
Claudio, Yolanda Fuentes, Maria Nanos, Enrique
Perez, and Daliah Ramirez, and other volunteers
Karen Brown, Richard Cozzola Kathe Dempster,
Mike Dolan, Jennifer Hayes, Cindy Hickman,
Lisa Keyes, Ann Koranda, Jennifer Lea, Jolene C ‘
McCann, Dawn McLaughlin, Julie McLean,
Willie Moore, Laura Notson, Tom Ryan, Lee
Shell, Linda Singleton, Abigail Sivan, Judy
Sommers, Lisa Stone, Ernestine Watts, and Jeanne
Wren.




continued from page 1

Research

sexual abuse (42.8% compared to 31.0%) and physi-

cal abuse (13.8% compared to 5.9%). Other types of

-Diana M. Elliott

childhood trauma orloss, including death of a parent,
death of a sibling, parental alcoholism, and mental

illness of a parent were also higher for therapists than
for individuals working in other professions. Addi-
tionally, therapists were more likely to experience

The finding that thera-
pists experience a
higher rate of child
abuse than non-thera-
pists raises the specter
of the wounded healer
whose needs may be as
salient as those of the
client. =

more than one of the aforemen-
tioned traumas or losses in their
childhood than were non-thera-
pists. Finally, therapistsreported
more dysfunctional dynamicsin
their family of origin than did
women from other professions.

The finding that therapists
experience a higher rate of child
abuse than non-therapists raises
the specter of the wounded healer
whoseneeds may be assalient as

| those of the client. However, as

noted in Elliott and Guy (in

press), the data do not support such an image. De-
spite the higher rate of abuse, therapists reported
fewer symptoms of psychological distress on the
Trauma Symptom Checklist-40 (TSC-40; Briere and
Runtz, 1989) than did women in other professions.
Further, therapists reported less disruption in their
interpersonal relationships compared to non-thera-

pists.

Additional analyses focusing specifically on
survivor therapists—not reported in the aforemen-
tioned paper—suggest that survivor therapists have
fewer interpersonal difficulties than either abused or
nonabused non-therapists and that they have equiva-

Despite the higher rate
of abuse, therapists
reported fewer symp-
toms of psychological
distress on the Trauma
Symptom Checklist40
than did women in
other professions. Fur-
ther, therapists reported
less disruption in their
interpersonal relation-
ships compared to non-
therapists.

lent levels of psychological dis-
tress. On the other hand, this
relative advantage did not per-
tain when survivor therapists
were compared to nonabused
therapists. Mental health pro-
fessionals with no reported his-
tory of abuse recounted fewer
interpersonal difficulties and
fewer psychological symptoms
than did their survivor cohorts.
Finally, survivor therapists were
more likely to have received
psychotherapy asanadult (83 %)
than were nonabused therapists
(71%), survivor non-therapists
(52%) and nonabuse non-thera-
pists (37%).

There are obvious limita-

tions to these data. For example, the sample is
comprised entirely of women. Additionally, the thera-
pist subsample was composed primarily of LCSWs
(63%), with psychologists, psychiatrists, and psy-
chiatric nurse practitioners with a certification to
provide individual psychotherapy comprising the
remainder of the sample (37%). Thus, these data

should be considered preliminary and used as a start-
ing point from which other researchers generate and
examine appropriate empirical questions.

Given the limitations, however, these data have
important implications. First, the good news: As a
group, survivor therapists report healthier interper-
sonal relationships than either survivor non-therapists
or nonabused non-therapists. Their symptomatology
on the TSC-40 (including anxiety, depression, disso-
ciation, post sexual abuse trauma, sexual problems,
and sleep disturbance) is essentially equivalent with
the symptom picture of survivors in other professions,
despite a greater likelihood among survivor therapists
to have experienced multiple traumas and loss. Thus,
for instance, the survivor therapist testifying before a
challenging attorney has a lower probability of inter-
personal difficulties than the attorney facing her (re-
gardless of the attorney’s abuse history), and approxi-
mately the same likelihood of abuse-related psycho-
logical distress.

The “bad” news is that therapists are, indeed,
more likely than other professionals to have been
abused as children. Finding a higher rate of abuse
among therapists may be disconcerting for some people,
particularly if there is a vested interest in maintaining
an idyllic image of the therapist’s childhood.

Given the above, an interesting question arises:
Why are mental health professionals more likely to
have an abuse history than non-therapists? Two hy-
potheses were examined in Elliott and Guy (in press).
First, therapists may be better able to label their
maltreatment as abuse than non-therapists. Thus, the
data may reflect, not a higher incidence of abuse
among therapists, but rather, a better reporting rate of
the abuse by individuals in the helping professions.
This hypothesis was not supported by the data, how-
ever. Given behavioral definitions of sexual abuse,
therapists were no better at labeling that which is
sexually abusive than were non-therapists.

A second hypothesis examined by Elliott and
Guy (in press) suggests that abuse survivors are drawn
to the mental health profession not because of their
experience as victims, but because of their experience
in treatment. Thus, the strength of the relationship
between child abuse and professional choice may
actually be a function of having been in treatment and
not uniquely related to the individual’s profession.
The finding that 83% of the survivor therapists had
sought treatment as adults seems to lend credence to
this hypothesis. However, as with the first, this hy-
pothesis was notsupported by the data. The strength of
the relationship between child abuse and professional
choice remained highly significant when statistically
controlling for the impact of a treatment history.

A third hypothesis, offered by some in the addic-
tions field, is that the therapist’s abuse history leads
him or her to be “co-dependent” and, as a result, to
become a psychotherapist—presumably for the con-

continued on next page
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-Diana M. Hlliott
continued from page 9

tact with psychologically disabled individuals. Al-
though this question is not easily addressed, espe-
cially given the problems associated with the con-
cept of co-dependence (Briere, 1992), there is an-
other possibility that is worthy of equal consider-
ation: By virtue of their direct experience with
family violence and psychological distress early in
life, the therapist-to-be may have been made aware
of the reality of suffering and trauma in the world,
and thus may have developed a mission early in life
to help others similarly afflicted. Supporting this
hypothesis is an equivalent finding reported among
medical professionals: as children, they were more
likely to have had physically ill members of their
immediate family than nonmedical personnel, per-
haps causing them to be more aware of physical
suffering and, thus, influencing their decision to
enter the medical profession.

Tothe extent that this sample is a true represen-
tation of the mental health field in general, it would
suggest that therapists who are survivors of child

abuse are a substantial subset rather

logical distress.

' The survivor therapist
testifying before a chal-
lenging attorney has a
lower probability of
interpersonal difficulties
than the attorney facing
her (regardless of the
attorney’s abuse his-
tory), and approximately
the same likelihood of
abuse-related psycho-

than a small minority within the men-
tal health profession, with approxi-
mately 46% of this sample experienc-
ing physical and/or sexual abuse prior
to the age of 16. Survivor therapists as
a group experience more psychologi-
cal pain than do nonabused therapists.
This is not a particularly surprising
finding. It would have been the antici-
pated finding if the comparison being
considered were abused versus
nonabused non-therapists. Successful
treatment of a survivor does not equate
to the elimination of psychological
pain.

As a clinician, I have heard cli-

ents who were reaching the end of
their treatment report a heightened awareness of that
which is painful and/or unjust in everyday life. This
awareness, while causing some internal pain, also
resulted in these particular survivors feeling more
alive (or “awake” as one survivor phrased her expe-
rience). These same survivors also reported an in-
creased ability to experience delight in the very
simple pleasures of life. Thus, at least part of what is
accomplished in treatment is not the surcease of
pain, but an incorporation of the experience of joy
while acknowledging the depth of pain that life has
held for many survivors.

‘When the issue of a clinician’s abuse history is
raised in the legal arena, there is the implication that
a history of child abuse and the experience of abuse-
related symptomatology equate to alack of objectiv-
ity. This is, however, an issue that is most appropri-
ately addressed through empiricism rather than intu-
ition. The data reported in Elliott and Guy (in press)
neither support nor refute this assumption; they
suggest only that survivor therapists, like others

abused as children, suffer post-abuse effects. The
assumption that psychic pain experienced by thera-
pistshasan adverse impact on their ability to provide
treatment relatively free from countertransferencial
issues has yet to be tested. It may be that survivor
therapists who endure greater emotional pain (based
on their personal experience of that which is truly
tragic), but who are able to contain and use their pain
are at least as capable as the non-survivor therapists
of understanding the client’s pain in a therapeuti-
cally helpful manner.

One final implication of these data is a compas-
sionate one, although it may appear stigmatizing to
some: The fact that some therapists suffer signifi-
cant abuse-related distress suggests that the child
abuse field should provide active outreach for thera-
pists who are especially affected by their abuse
history. The field should be cognizant that not all
therapists may be able to provide optimal psycho-
logical services to their clients, at least prior to their
own successful psychotherapy. Whether such thera-
pists are particularly affected in working with other
abuse survivors is unknown at present, since the
Elliott and Guy study neither directly studied thera-
pists in the child abuse field, nor evaluated the
clinical skills of therapists as they relate to different
client populations. As was noted by Courtois (1992),
the survivor therapist’s decision of whether or not to
provide direct services to others is ultimately based
on both personal and professional ethics—the same
criteria by which nonabused therapists assess their
capacity to provide services.

It seems clear, and is reasonable, that survivor
therapists have some unique needs that are important
for the therapeutic community to address. There are,
however, no empirical data to substantiate the as-
sumption that a child abuse history significantly
impairsa clinician’s ability to make objective evalu-
ations of others. Indeed, being a survivor may equip
a therapist to be especially helpful and insightful in
certain clinical circumstances. Thus, assumptions
related to the potential bias of the survivor therapist
should be critically examined through further re-
search on and by professionals in the child abuse
field.
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Medicine

that emotionally deprived children actually con-
sumed or were offered fewer calories than needed,
indicating a physical basis for growth failures
(Whitten, Pettit, and Fischhoff, 1969). As a conse-

quence of the debate between physical and psycho-
logical causes for FTT, a distinction was made about
organic and non-organic FTT. As discussed below,
this distinction has gained wide currency even as it
has become obsolete.

Definition

There is no commonly accepted definition of
FTT. In part, this is because FIT is a symptom

As a consequence of the
debate between physical
and psychological
causes for FTT, a distinc-
tion was made about
organic and non-or-
ganic FTT. This distinc-
tion has gained wide
currency even as it has
become obsolete.

resulting from many causes and
not a condition in itself. Opera-
tional definitions have included
(1) any child below the third
percentile for weight when plot-
ted on a standard growth chart,
(2) any child whose weight when
corrected for height is below the
third percentile, and/or (3) any
child whose weight curve crosses
two or more major “percentiles”
on the standard growth curves.
None of these definitions prove
satisfactory in practice. For ex-
ample, an infant about 9 months

of age usually begins some self-feeding. It is not
uncommon tofind a child whotracked along the 75th
percentile for weight up to that time drop to the 25th
percentile over the next 4 - 6 months. If the parent
was “overfeeding” at the earlier age because the
child was crying and it seemed to help, a pattern of
relative “growth failure” now that the child isin more
control of its own hunger may represent a return to
the growth pattern the child was originally destined

to have.

A more accurate, if less precise, definition of
FTT is a relative growth pattern determined by a
physician to be subnormal for a child given the
underlying medical status. If a child gains weight

Put most simply, FTT is
one of three problems:

not enough calories are

going into the child, too

‘many calories are bemg :
excreted by the child,

and/or too many calo—

ries are bemg lost mter-
E | condition such as moderate to

nally.

slowly, thismay be FTT if sheis
not keeping pace with growth
percentiles. Weight loss or
weight gain are usually of more
acute concern. However, chil-
dren with certain genetic syn-
dromes or medical conditions
may have growth impairments
based upon an underlying con-
dition.

For a relatively common

severe cerebral palsy, FTT may
reflect major neurological dam-

age limiting possible growth, a neuromotor feeding
disorder requiring special feeding techniques, the
need to insert tubes for adequate sustenance, and/or
neglect by a parent. Occasionally both limiting physi-
ological factors and neglect co-exist: a child who
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needs small volumes spread out for 60 minute feedings
five times a day, and a parent who tries for 10 minutes
and quits.

FTT nearly always is equated with a dangerous
failure to grow. Most children with FTT are under 2
years of age (before they can get food independently
or ask for it more effectively), a critical period during
which most brain growth occurs and the fundamentals
of language are being learned. Although some profes-
sionals still advise that a child is better managed if left
small, this attitude is not supported by medical ethics
or law, and threatens to deny some children of ad-
equate nutrition to support optimal health and neuro-
logical growth. One advantage of a multi-disciplinary
approachto FTT is greater attention to other aspects of
what it means to thrive (“One does not live by bread
alone ....”).

Development

The basic job of a child is to develop (grow).
Imagine if an adult had the task of a newborn: to
double his weight in five months and triple it in one
year! (This explains why a newborn eats 6 to 7 times
a day and gets up at night to eat again. It does not
explain why a parent sees that as a problem.) Failure
of a newborn to gain weight over three to four months
can be fatal. To accomplish the explosive growth
required, all physiologic and environmental systems
must be operating satisfactorily. FTT is a non-specific
indicator that something is wrong, but does not pin-
point which domains may be affected.

Etiologies

Although clinical circumstances may seem com-
plex, certain basic features always apply. Matter and
energy will be conserved: calories that go into the
system will show up somewhere. Put most simply,
FTT is one of three problems: not enough calories are
going into the child, too many calories are being
excreted by the child, and/or too many calories are
being lost internally. The child may not get enough
calories because of failure tofeed, neuromotor feeding
problems, orrefusal of food by the child fail to provide
enough caloric input. Too many calories may be
excreted because of vomiting, sugar lost in the urine
(diabetes), and diarrhea. Internal calorie losses are
fairly rare and may be due to fluid accumulations and
hypermetabolic states (e.g., hyperthyroidism,
dyskinetic cerebral palsy, and possibly extreme hy-
peractivity). Combinations of these causes of calorie
deficiencies are possible.

Physiological problems leading to growth fail-
ure were described by Dr. Ray Helfer (personal
communication) as usually consisting of five P’s:
peeing (e.g., calorieslostin urine, metabolic problems
leading to altered calorie input), pooping (e.g., cystic
fibrosis, lactose intolerance), pumping (e.g., cardiac
or perfusion problems), pulmonary (e.g.,
bronchopulmonary dysplasia), or psychiatric (i.e.,
neurological).

continued on next page
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Psychosocial dwarfism is a particularly diffi-
cult form of FTT for the clinician, requiring longer
treatment with less immediate success. Many define
24 months of age as a cutoff between environmen-
tally-caused FTT and psychosocial dwarfism. Be-
fore that age children may be denied food. After, the
child probably has developed maladaptive interac-
tions whereby they refuse food or fail to seek food.
‘When developmental disabilities are considered, the
situation can be confusing.

Conceptual models

Medicine may have inadvertently mislead the
legal profession and others in adopting an approach
that divides FTT into “organic” and “non-organic”
categories. Although a recent national survey of
pediatricians showed that nearly 90% rejected such
a distinction, either explicitly or in solving case
scenarios, this dichotomy persists in some of the
literature and many child abuse cases (Stevenson
and Alexander, 1990, unpublished study; Stevenson,
1992). On its face, it is difficult to persuade the non-
professional that any given FTT case does not in-
volve both an “organic” component (i.e. the child is
not growing normally) or a “non-organic” compo-
nent (at least someone is upset about it). By the time
a diagnosis is made, organic and non-organic issues
are inevitably intertwined, making the question of
which came first difficult and often pointless. The
more important question is what can be done to
correct the situation.

Consider the child with a severe congenital
heart defect. If she fails to grow normally is it a case
of organic FTT? What if the parents are not giving
medication as prescribed? Then it may be a question

of neglect (non-organic FTT), a

By the time a diagnosis
is made, organic and
non-organic issues are
inevitably intertwined,
making the question of
which came first diffi-
cult and often pointless.
The more important
question is what can be
done to correct the

situation.

child who would not grow well
anyway (organic FTT), or both.
Breast feeding is another ex-
ample of the failure of the or-
ganic vs. non-organic distinc-
tion. If the child does not grow,
it may be that the mother’s milk
supply is insufficient (organic
FTT), that she is supposed to
feed six to eight times a day
(non-organic FTT), and/or she
doesnot make adequate attempis
to feed (non-organic FTT). Few
pediatricians would report the

mother forneglect, atleast with-
out making substantial efforts
to correct the situation. Nevertheless, the distinction
between organic and non-organic FTT is still being
taught at many medical schools.

A number of authors have offered alternative
models for FTT (e.g. Goldson, 1978; Casey, 1983;
Goldson, Milla, and Bentovim, 1985; Stevenson,
1992). A transactional model assumes that the parent
brings certain factors to the feeding situation, the

child has inherent physical and temperamental char-
acteristics, and the interaction of the two coupled
with environmental forces may work over time to
produce malnutrition. Other models (e.g. Engel,
1977) examine the interactions of social, psycho-
logical, and physical systems both to explain current
circumstances and to suggest methods of treatment.
A simple two-dimensional model could consist of a
child dimension ranging from no known physiologi-
cal deficits to severe deficits, and a parent dimension
ranging from supportive to failure to attend to the
child’s needs. The advantage of such a model would
be to unlink the child’s physical state from the
parent’s care obligations.

The complexities of the many clinical situa-
tions in which FTT is seen demand a simple model.
The distinction between “organic” and “non-organic”
FTT is obsolete, misleading, and should be aban-
doned. Itconfuses “non-organic” withneglect, cause
with intervention. Any model assuming two or more
dimensions is more helpful and should not confuse
neglect with the absence of major underlying physi-
cal problems.

Diagnosis

History and physical examination are the most
important methods to elucidate FTT. Recording a
child’s weight, height,and head circumference should
be routine at all physician visits. Short stature or
microcephaly typically are not consideredtobe FTT.
Weight alone should not be the defining characteris-
tic, but considered as weight for height. Growth
velocity charts existto help determine whether weight
gains over time are appropriate. Parental heights and
their childhood growth patterns, and the growth of
siblings may yield important information as to cause,
treatment, and prognosis.

Laboratory testing israrely useful unlessitisto
specify what is generally suspected by history and
physical examination. In one study an average of 40
laboratory tests and x-rays were performed for each
child with FTT, but only 0.8% yielded causes not
previously suspected (Berwick, Levy, and
Kleinerman, 1982). More recently, when 150 pedia-
tricians were asked which screening tests they rou-
tinely perform, amedian of 8 were named (Stevenson
and Alexander, 1990, unpublished study). A com-
plete blood count, urinalysis, electrolytes, BUN/
creatine, and urine culture were the only tests en-
dorsed by more than 50% of the pediatricians.

X-rays are useful when certain genetic condi-
tions are suspected (e.g., dwarfism). Children with
FTT oftenhave “growth arrest lines.” These are seen
at fast-growing areas of the skeleton such as the
knees, and indicate starts and stops in bone growth
caused by significant illness, periods of inadequate
caloric intake, or other non-specific stressors. For
any form of suspected abuse of a child under 2 years
of age, a skeletal survey should be obtained.

continued on next page
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Medicine

-Randell Alexander
continued from page 12

Once pediatricians obtain a history, physical,
and perhaps a few screening lab tests, nearly all
aggressively pursue psychosocial and interactional
work-ups concomitant with further physical testing
(Stevensonand Alexander, 1990, unpublished study).
In reality, pediatricians approach the diagnosis as a
multi-dimensional problem with inter-related con-
cerns.

Treatment

The treatment of FTT depends upon which
diagnosis is made, or whether a primary cause is
found. Most cases can be man-

f'nently alter the environ-

aged in an outpatient setting.

= The goa’ ' O.f tr e_at'nen t Only a few observations about
for FIT primarily caused | cases of FIT primarily caused
by neglect Is to perma. | by neglect will be made here.

Calorie counts are impor-
o | tant. If the parents’ reports are
suspect, admitting the childtoa
| controlled setting can be valu-
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able. A very young infant may
need 110 to 120 calories (technically: kcal) per
kilogram per day to sustain normal growth. The FTT
infant may not grow at this rate and may need in
excess of 150 calories/kg/day. This is particularly
true if catch-up growth is desired. For a child of any
age, the failure to grow at a certain number of
calories necessitates increasing input beyond calcu-
lations applicable tonormal children, until growth or
an adverse response such as diarrhea results. Failure
of the professional to be sufficiently aggressive
prolongs resolution of FTT and may lead to unnec-
essary testing. As a general rule, children in a hospi-
tal setting should quickly have all testing out of the
way and be allowed to eat and grow in as positive an
environment as possible.

Psychosocial dwarfism, by definition, hastaken
longer to develop and therefore takes longer to turn
around. If inpatient or foster care isnecessary, it may
take months before regular weight gain is assured.

The goal of treatment for FTT primarily caused
by neglect is to permanently alter the environment to
be conducive to growth. Sometimes an undemand-
ing infant will gain energy after a period of growth
and thereafter more effectively cry for food. How-
ever, caregivers often have many needs that must be
met before they are able adequately to feed their
children and provide other nurturing care.

Prognosis

Most FTT children eventually reach normal
weights for their height, although some have residual
growth problems (Strum and Drotar, 1989). Of the
many studies exploring the question of residual
cognitive and psychological effects, nearly all are
confounded by other influences of the home envi-
ronment. As is true for other forms of neglect,
language development and microcephaly (but not
necessarily 1.Q.) may be long-termresiduals. Cogni-

tive impairments clearly exist for severe cases, but a
positive environment coupled with adequate nutrition
can help overcome much of the physical, social, and
cognitive delays (Winick, Meyer, and Harris, 1975;
Grantham-McGregor, Schofield, and Powell, 1987).
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7 MOVING?

Please notify the office in plenty of time so you
don’t miss any issues of the Advisor or the Journal of
Interpersonal Violence.

g MEDIA WATCH

Have you seen good media coverage of child
abuse issues lately? If so, APSAC’s Media Relations
Committee wants to know. APSAC’s Outstanding
Media Award recognizes sensitive, balanced, well-
informed coverage of the complex issues that chal-
lenge the field of child abuse and neglect. The award
can be given to professionals in print, radio, or televi-
sion journalism. If you hear, see, or read excellent
coverage, alert the Media Relations Committee by
writing to APSAC headquarters.




STATE
CHAPTER
CONTACTS

No chapter in
your state?
Take the lead!
Call APSAC’s
office, at
312-554-0166,

- and ask for

~ information on

~ how to start a
state chapter.

AL - Michael Taylor, MD
CAPstone Medical Center
700 University Blvd. East
Tuscaloosa AL 35401
205-348-1309
Patrick F. Guyton
Child Advocacy Center
1351 Springhill Ave.
Mobile AL 36604
205-432-1101

AZ - Karen Gray, MSW
Maricopa Medical Center
Pediatric Social Work
P.O. Box 5099
Phoenix AZ 85010
602-267-5321

CT - Barbara Bunk, PhD
200 Oak St., A
Glastonbury CT 06033
203-659-0579
Cheryl Burack-Lynch, MS
Coordinating Council for
Children in Crisis
900 Grand Ave.
New Haven CT 06511
203-624-2600

DC - Rosemary Behney, MS
Culpeper Family Guidance Clinic
650 Laurel St.
Culpeper VA 22701
703-825-5656

DE - Robert Hall, MDiv
Delawareans United to Prevent
Child Abuse
124CD Senatorial Drive
Wilmington DE 19807
302-654-1102

FL - Donna Watson Lawson, MSW
PO Box 2578
Gainesville FL. 32602
904-332-5723
L. Dennison Reed, PsyD
Plantation Psychological
8551 W. Sunrise Blvd., Suite 206
Plantation FL 33322
305-475-0333

GA - Paul Cardozo
1270 Prince Ave., Suite 105
Athens GA 30606
404-546-9880

States with approved charters:

AR - Louanne Lawson, RNPC, MNSc
AR Children's Hospital,
Med. Arts Bldg.
800 Marshall
Little Rock AR 72207
501-370-1013

CO - Elise Katch, LCSW
950 S. Cherry St., Suite 1004

NC - Carolyn Cole, MSW
Duke U. Medical Center
Box 2906
Durham, NC 27710
919-286-4456
Timothy Lemmond, MSW
2012 E. Ninth Ave.
Charlotte NC 28204

Christine Grant, RN, PhD
U. Penn. School of Nursing
420 Guardian Dr.
Philadelphia PA 19104-6096
215-898-5660

TN - David Muram, MD
UTMG Dept. OB/GYN
853 Jefferson Av. #E102

Denver CO 80222 704-333-2751 Memphis TN 38103
303-759-8200 OH - Linda Lewin, RN and 901-528-5819
Philip Madonna, MSW David Gemmill, MD Bonnie Beneke, MSW
U. Colorado Health Science Ctr. Medical College of Ohio Old Harding Road Mental
4200 E. 9th Av., Box C-259 Unit 6B (Child & Family Assess- Health Consultants
Denver CO 80262 ment) 4819 Old Harding Road, Suite 206
303-270-5016 P.O. Box 10008 Nashvilie TN 37205

IL - Erin Sorenson Toledo, OH 43699 615-352-4439
Children’s Advocacy Center 419-381-3493 WA - Debbie Doane, MSW
640 Illinois Blvd. Robert Reece, MD Eastside Sexual Assault Center
Hoffman Estates IL 60194 Rainbow Babies & Children’s 925 116th St. NE, Suite 211
708-855-0100 Hospital Bellevue WA 98004

MA - Suzanne White, MSW 2101 Adelbert 206-462-5130
Simmons College, Cleveland, OH 44106 Paul Stern, JD
School of Social Work 216-844-3754 Snohomish Co. Prosecutor’s Office
51 Commonwealth Ave. OK - Janet Adams-Wescott, PhD Mission Building
Boston MA 02115 Family & Children's Services 3000 Rockefeller Ave.
617-728-2930 650 S. Peoria Everett WA 98201

MN - Ann Ahlquist, MSW Tulsa OK 74120 206-388-3671
Cormner House Child Abuse Center 918-587-9471 NNEPSAC (Northern New England)
2502 10th Ave. South Rebecca Katz, MEd Alan Rosenfeld, JD
Minneapolis MN 55404 2713 NW 20th St. Vermont Children’s Rights Center
612-872-6225 Oklahoma City OK 73107 PO Box 1540
Carolyn Levitt, MD 405-321-4211 Montpelier VT 05601
Children’s Hospital PA - Thomas F. Curran, LCSW, JD 802-229-2220
345 Smith Av. North 1405 72nd Avenue Ann Bastille, MA
St. Paul MN 55102 Philadelphia PA 19126 Community Council
612-298-8478 215-927-3799 7 Prospect St.

Nashua NH 83060
603-889-6147
HI - Beverly James Psychological Assoc. of Oxon Hill Children’s Health Care Center

James Associates
P.O. Box 148
Honaunau HI 96726
808-328-2073

IA - Rizwan Shah, MD, FAAP
Family Ecology Center
1111 Ninth St., #230
Des Moines IA 50314
515-208-1808
Randy Alexander, MD
University of Iowa
209 Hospital School
Iowa City IA 52242
319-353-6136

ID - Paul Vogel, JD
Deputy Prosecuting Attorney
Box 1486
Sandpoint ID 83864
208-263-6714

IN - Diane Burks, MS
Indianapolis Institute for Marital
and Family Relations
652 N. Girls School Road #135
Indianapolis IN 46214
317-271-3500

KS - Lynn Sheets, MD and
Patricia Phillips, MN
U. of Kansas Medical Center

of Pediatrics

39th and Rainbow Blvd.
Kansas City MO 66103
913-941-2236

KY - Katie Bright, MD
Department of Pediatrics
University of Kentucky
Medical Center
Lexington KY 40536
606-233-6426

LA - John Jennette, LPC
Counseling & Education Resources
11941 Justice Ave., Suite E
Baton Rouge LA 70816
504-291-9960

MD - Gail Bethea-Jackson, LCSW

6178 Oxon Hill Road
Oxon Hill MD 20745
301-567-9297

MI - Charles Baker-Clark, MS
Battle Creek Adventist Hospital
165 N. Washington
Battle Creek MI 49016
616-964-7121

MO - David Corwin, MD
Wash. Univ. Med. Schl.
Dept. of Psychiatry
4625 Lindell Ave.
St. Louis MO 63108
314-454-3632

MS - Paul Davey, MS
Children’s Advocacy Center
753 N. President
Jackson MS 39202
601-627-7267

NE - Mary Paine, PhD

U. Nebraska-Lincoln, Dept. Psychol.

209 Burnett Hall
Lincoln NE 68588
402-472-3721

NJ - Susan Cohen Espuilin, PhD
129 Valley Raod
Montclair NJ 07042
201-744-1720
Karen Obssuth, MSW
364 Henley Ave.
New Milford NJ 07646
201-599-6235

NY - Leah Harrison, RN
Montefiore Medical Center
111 E. 210th St.
Bronx NY 10467
212-920-5833

OR - Robert Sewell, MD
Lincoln City Medical Center
2870 W. Devils Lake Road
Lincoln City OR 97367
503-994-9191
Paul Thomas, MD
Emanuel Hospital

2801 N. Gantenbein
Portland OR 97227
503-280-3042

TX - David Cory, MSSW
Texas Dept. Human Services
P.O.Box 6635
Abilene TX 79608
915-672-6814 x224

UT - Marilyn Sandberg
Executive Director
Child Abuse Prevention Council
457 26th Street (rear)
Ogden UT 84401
801-399-8012

VA - Cathy Krinick, JD
Commonwealth Attorney’s Office
30 King’s Way
Hampton VA 23669
804-727-6442
Francine Eckert, JD
Dept. Criminal Justice Services
805 E. Broad St.
Richmond VA 23219
804-786-3967
Michelle Zimmerman, MA, RN
Avery-Finney Associates
11 Koger Center, Suite 141
Norfork VA 23502
804-461-8697

WI - Lynn Copen
Office of the District Attorney
912 56th St., Room 312
Kenosha WI 53140
414-656-6480
Mark Lyday, ACSW
P.O. Box 1997
Milwaukee WI 53201
414-258-1494
Sue Seitz, PhD
Madison Mental Health
Marshall Court, Suite 1
Madison WI 52705
608-238-4595
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I ST ATE Two new chapters formed

The momentum to form state chapters is grow-

C H A PTE R ing. Two more chapters have been chartered in the

last few months, bringing the total number of official

‘ N EWS chaptersto 12. Minnesota and Arkansas earned their
charters over the summer, and Texas and Arizona

Chapters Spur will do the same by the end of the year.
Officers in the Minnesota chapter are Ann
A P SAC G rOWth ¢  Ahlquist, MSW (President), Carolyn Levitt, MD
(1st Vice President), Sandra Hewitt, PhD and Susan
Member Phipps-Yonas, PhD (2nd Vice Presidents), Mary
Kenning, PhD (Secretary), and Thomas Dybvik and
anOIvement Dean \gereide (Treastaul;yers). The origina); chapter
—by Cathy Crino  meeting was in May, with Dr. Bill Friedrich of the
Mayo Clinic (and a member of APSAC’s Board of
Directors) discussing research on treatment effec-
tiveness and the assessment of different clients’
needs. The chapter met again formally in October,
when Minnesota Attorney General Skip Humphrey
and Barbara Boat of UNC Chapel Hill spoke to
members’ concerns.

Officers in the Arkansas chapter are Louanne
Lawson, RNPC (President), Mark Chaffin, PhD (1st
Vice President), Janice Church, PhD (2nd Vice Presi-
dent), Kaarin Salisbury (Secretary), and Jerry Jones,
MD (Treasurer). Their next general membership
meeting will be at a statewide training for multi-
disciplinary teams in early December. This will be
an agenda-setting meeting with the membership, to

i determine future directions.

Chapters attract members

The news that chapters are forming is espe-
cially good for APSAC, because chapters attract
members. By June, 1992, 42% of APSAC’s mem-
bers resided in a dozen states with chartered chap-
ters. Chapters attract members for a number of
reasons: they’re a great opportunity to meet col-
leagues statewide to form a treatment, referral, and
support network; many chapters offer stimulating
educational programs and working groups; and chap-
ters allow members to do hands-on work at the state
and local level to meet the APSAC goals they hold
dear.

One example of an active chapter’s impact on
the local professional community is MAPSAC in
Massachusetts (170 members). During the fall,
MAPSAC sponsored or co-sponsored three meet-
ings. Theseincluded “Assessing Children for Sexual
Abuse: APSAC Practice Guidelines” in September,
“Court Investigations in Care and Protections,” a
two-day seminar in cooperation with Massachusetts
Continuing Legal Education in early October, and
the general MAPSAC membership meeting on Oc-

. tober 27. The topic of the membership meeting was
“Domestic Violence and Child Abuse.” There are
eight special interest working groups within the
organization, including ones dealing with abuse al-
legationsin custody and visitation disputes, children’s
advocacy, developing an integrated intervention

model for incestuous families, clinical issues, re-
search, working in the courts, juvenile offenders,
public communication and education, and ritualistic
abuse.

The Clinical Issues Group organized the fall
conference on the APSAC Practice Guidelines. The
response was so enthusiastic that people had to be
turned away due to lack of space. As a result, the
Clinical Issues Group is sponsoring several more
meetings on the same topic throughout the state.

The fall Court Investigations conference came
out of the Working in the Courts Group. They are also
in the process of developing guidelines for clinicians
and courts to use in determining the placement of
children in custody and divorce cases.

The Children’s Advocacy Group is trying to
influence the redesign of the Department of Social
Services. Members of the group are developing a
position paper and meeting with representatives of
DSS tomake sure MAPSAC’sinputisheard. They are
also considering promoting legislation to address the
quality of children’s services through the educational
system.

MAPSAC is working to keep its members in-
formed about these and other developments through
their newsletter, the first copy of which has recently
been published. The newsletter is four pages long and
full of information for the membership about these and
other working groups, and about conferences, meet-
ings and networking opportunities throughout the
state. The newsletter looks professional, with crisp
layout and typesetting on glossy paper.

Another example of a chapter that has galva-
nized the professional community is WPSACin Wash-
ington (165 members). WPSAC'’s first newsletter
appeared in June, with information that will keep
membership aware of state legislation and judicial
developments. They are targeting two priorities in
publicand professional education—a statewide multi-
disciplinary conference, and training for the state’s
judiciary.

WPSAC has a number of task forces and com-
mittees as well. The members feel particularly strongly
about the committee whose task is to educate the
media. The committee’s goal is to ensure that the
media has access to the best information possible on
the complex issues in child maltreatment. During the
summer, several media representatives were invited to
a forum at the general membership meeting. Aspects
discussed included the negative coverage of Child
Protective Services, how children and families are
approached by the media, and how the media corrects
erroneous information, should it occur. This meeting
was the first step in WPSAC'’s plan to make this an
ongoing dialogue.

Finally, IPSAC, Illinois’s state chapter (137
members) has brought together professionals from all

continued on next page
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State Chapter

News

-Cathy Crino
continued from page 15

over the state to work on diverse issues. IPSAC is
about to launch their newsletter, the goal of which is
to keep members informed about topics of concern
on the state level. They are concentrating their ef-
forts right now to affect the reorganization of the
Department of Children and Family Services. The
first step they are undertaking is developing a coher-
ent voice to articulate a child welfare philosophy.
They have also made a commitment to try to have
adequate IPSA Crepresentation on DCFS task forces
and committees.

IPSAC’s Public Education and Training Com-
mittee is currently planning the next general mem-
bership meeting, where the topic will be sexually
reactive children. They are also committed to pro-
vidinglocal support for APSAC’s 1993 Colloquium.

Professionals in Colorado, Oklahoma, Ohio,
Pennsylvania, Tennessee, and Northern New En-
gland are actively working in the chapter network as

well to enrich their professional lives. The North
Carolina chapter is co-sponsoring a conference on
March 22-23 in Greensboro, NC along with North
Carolina Child Medical Evaluation Program, and the
North Carolina Committee for Prevention of Child
Abuse. APSAC will hold its spring Executive Com-
mittee meeting in conjunction with this conference.
Plans are for Executive Committee meetings to be
held regularly in conjunction with conferences spon-
sored or co-sponsored by APSAC chapters, to lend
national support and exposure to state-based confer-
ences.

If you would like to begin a chapter in your state,
call APSAC forinformation. If you’d like to stimulate
an existing chapter effort, call the organizers listed on
page 14.

Cathy Crino, MDiv, is a new part-time APSAC staff member with
responsibility for state chapter development.

NDOWMENT
FUND
CONTINUES
TO GROW

APSAC is nearly halfway toward its goal of
establishing a $25,000 Endowment Fund through
individual donations. The purpose of APSAC’s En-
dowment Fund is to help ensure APSAC’s financial
future. The Endowment Fund principal will not be
spent: it will be allowed to grow, hopefully to be-
come part of the financial bedrock on which APSAC
can comfortably depend. Ultimately, interest from
the Endowment Fund will be used in ways deter-
mined by the Board to further APSAC’s goals.

Since it was established in 1990, dozens of
supporters have contributed amounts ranging from
$5t0 $500. Won’t you join the “Friends of APSAC”
listed below, and contribute whatever you can to
help realize our dreams? All gifts to APSAC are tax-
deductible; donors will be listed in four consecutive
issues of APSAC’s Advisor, unless they request

anonymity. ‘

APSAC
FRIENDS

The APSAC Advisor, V.5, n.4, 1992 Page 16

Veronica Abney, MSW Kathryn Hall, PhD Linda J. O’'Brien
Carol Berkowitz, MD Jesse Harris, DSW Dawn Clarke Palchikofi, MA
Lucy Berliner, MSW Astrid Heger, MD Linda Marrinaccio Pucci, PhD
Linda Blick, LCSW Mary Hogan, MD Claire Purcell, PhD
Barbara Bonner, PhD Judith Hyde, MA Robert Raymond
John Briere, PhD Rita Jaeger, MD L. Dennison Reed, PhD
Ann Burgess, DNS Paula Jaudes, MD Katharine Redmond

Caryn L. Burke, MSW
Diane Burks, MS
Mark Chaffin, PhD
Susan Charkoudian, LCSW
Saul Cohen, JD
Don Condie, MD
dJon R. Conte, PhD
Thomas Cornwall, MD
David Corwin, MD
Angie Cotie
Christine Courtois, PhD
Patricia Crittenden, PhD
Thomas Curran, LCSW, JD
Yolanda Duralde, MD
Harry Elias, JD
Suzanne Lizabeth Ellis, MA
Jamie Ferrell, RN
Martin Finkel, DO
Stuart Fishelman, MSW
Agnes Franz, MD
Colleen Friend, LCSW
Charlie Gentry, MSW
Sol Gothard, MSW, JD

Carole Jenny, MBA, MD
G. Richard Kishur, PhD
Kyle Knipe, BSW
Sheldon Krems, PhD
Elizabeth L. Landrum, PhD
Aracely Llanos, PhD
David Lloyd, JD
Cassandra Lowe, MA
Kee MacFarlane, MSW
Jamshid Marvasti, MD
Lois Maschmeyer, MA
Anita Mason, MA
Ronald D. Matthews, PhD
Patricia McFadyen
Catherine Meeks, PhD
Irene L. Mellick, LCSW
Ann Milgroom, PhD
Madelyn Miller
Simon B. Miranda, PhD
Frances L. Morris, MA
Viadimir Nacev, PhD
Kitty Newbern, RN

Theresa Reid, MA
&Marc B. Hershenson, MD
Benjamin E. Saunders, PhD
Judith Schechtman, MSW
Sarah Schuh, MD
Ruth Segaloff, MSW
Robert Sewell, MD
Celina Pina Shemo, MA
Mary Ellen Shields, MD
Patricia Speck, MSN
& Ron Speck
Herbert & Ina Stern
Jemme Stewart, RN, LPC
Barbara M. Stock, PhD
James W. Sullivan, EdD
Roland Summit, MD
Patricia Toth, JD
Deborah Daro Tuggle,
& Coleman Tuggle
G. Christopher Turner, MSW
Gemma Voss, MSW
Eileen Warren, Zion Township
Kenneth Zike, MD




FRIDAY, JUNE 25, 8:30 AM - 5:00 PM:
I THE FI RST WITHIN-DISCIPLINE SESSIONS.

N ATI O N A L MENTAL HEALTH
@ O U UM e i\ P LR

O F TH E Esther Deblinger, PhD, and Eliana Gil, PhD
Special issues in the therapy relationship in child

AMERICAN  abuse cases.
Jon R. Conte, PhD, and Kee MacFarlane, MSW
PRO FESSIO NAL Working with families who deny and minimize.
SOCIETY Lucy Berliner, MSW, and Ben Saunders, PhD

O N T H E Therapy with adult survivors of severe child abuse.
Veronica Abney, MSW, and John Briere, PhD

AB U S E O F Evaluation and treatment of sex offenders: males

and females, adults and teens.

C H I L D R E N Barbara Bonner, PhD, and Tim Smith, MSW

L Treatment of physically, sexually, and/or emotion-
]U NE 24 26' ally abused boys and men.

1993  Bill Friedrich, PhD, and John Hunter, PhD

CHICAGO,  uw

Preparing and prosecuting child fatality and head
ILLIN O I S injury cases, including cases in which children were

killed long ago.

Paul DerOhannesian, JD, and Harry Elias, JD

. Special issues in child sexual abuse prosecution,
including recantation, STDs, and adolescent and
male victims.

Sue Marx, JD, and Patti Toth, JD

MEDICINE

Advanced issuesindifferential diagnosis of physical
child abuse, including bone and head abnormalities
and failure to thrive.

Randell Alexander, MD, and Carole Jenny, MD

Advanced issues in medical assessment of sexual
abuse, including interpreting ambiguous evidence,
standardizing terminology, and providing fact and
expert testimony.

Carolyn Levitt, MD, and David Muram, MD

INVESTIGATION

Advanced issues in the investigation of child abuse,
including equivocal death investigations, interview-
ing alleged offenders, and uses of DNA typing.
Rick Cage; Bill Hammond; and Ken Lanning, MS

Complete session descriptions will
be published in the Winter, 1993
' issue of The Advisor.

‘Enrollment is limited.

PLEASE REGISTER Lj'ARLY.’

SATURDAY, JUNE 26, 8:30 AM - 5:00 PM
CROSS-DISCIPLINE SESSIONS.

Civil suits for damages: evaluation, treatment, case
preparation, and professional issues. For mental
health and legal professionals.

Jay Howell, MD; and Ben Saunders, PhD

Relationship of drug abuse and child abuse: identifica-
tion, intervention, and case management. For health
care, CPS, and legal professionals.

Jan Bays, MD, and John Myers, JD

Reunifying families: deciding whenitistime and safe.
For mental health, CPS, and legal professionals.
Diane DiPanfilis, PhD; Robert Pierce, PhD; and
Charles Wilson, MSW

Critical analysis of “syndromes” and validation meth-
ods and their use in court: Child Sexual Abuse
Accommodation Syndrome, False Memory Syndrome,
Parental Alienation Syndrome. For legal and mental
health professionals.

Jon R. Conte, PhD; Patricia Toth, JD; and Steven
Komie, JD

Evaluating your program: assessing its effectiveness,
communicating with grantmakers. For program ad-
ministrators in all disciplines.

Deborah Daro, DSW, and David Lloyd, JD

Culturally competent child abuse intervention. As-
sessing the cultural identification of clients, improv-
ing the cultural competence of staff. For medical,
legal, mental health, CPS, and investigative profes-
sionals.

Veronica Abney, MSW; Jill Korbin, PhD; and Diane
Willis, PhD

Survivors’ memories and long-term consequences of
child abuse. Ramifications for prosecution, clinical
intervention, investigation, research.

Lucy Berliner, MSW; John Briere, PhD; and Linda
Williams, PhD

State of the art of forensic interviewing of children.
For investigative, legal, and mental health
professionals.

Sue Marx, JD, and Karen Saywitz, PhD

Preparation and presentation of expert medical testi-
mony. For legal and medical professionals.
Randell Alexander, MD; Paul DerOhannesian, JD;
Harry Elias, JD; and Carolyn Levitt, MD

Issues in investigation and litigation of multi-victim,
multi-perpetrator cases. For legal, investigative,and
CPS professionals.

Larry Hardoon, JD; Ken Lanning, MS; and
Donna Pence

Investigating, assessing, and arguing sexual molesta-
tion cases when domestic charges are pending. For
investigative, mental health, and legal
professionals.

Ann Haralambie, JD, and Kee MacFarlane, MSW
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The “Discreet” Design The APSAC Mug
Purple printing on white ceramic

10 ounce mug.
$8.00 each.

The APSAC Pin

Burnished gold letters, logo, and border
on matte gold background.

Jewelry quality.
$10.00 each.
T-Shirts available in dark purple(white
lettering) or white (purple lettering).
g { $12.00 each.
Please circle your choices:
T-Shirt #1 T-Shirt #2 T-Shirt #3
Size: T M v ESTTXE AT Size: . MaveLivoe XLig 0. XXE Size:l'M L { $XE- XXL
Color: Purple White Color: Purple White Color: Purple White
Style: Discreet Bold Style: Discreet Bold Style: Discreet Bold
Mug (# desired) Pin (# desired)

Please add shipping: $1.00/pin. $3.50 for first T-Shirt or mug, $2.00 each additional.

Ship to:

Mail to APSAC, 332 S. Michigan Ave., Suite 1600, Chicago, IL 60604. Be sure to enclose your check!

NEW VIDEO RELEASES ON
CHILDREN WHO MOLEST

DR. ELIANA GIL

presents

A Comprehensive Assessment and Treatment Series for
Professionals in Child Abuse Intervention

= Definition, incidence, and = Demonstrations of how

b A e Toll Free
characteristics of the to_enhance your clinical Phone Orders:
problem SklllS

1-800-369-5367

= Family and social dynamics * Exploration of counter VISA/MASTERCARD
transference issues . ACCEPTED

Sex Offenders . = Current methods in client 2
0 mins. $ ; Treatment options, MAIL ORDERS:

60 mins. $95 and family assessment 5 :

( ’ Sﬂ . ). Y trends and issues J. Gary Mitchell
The 4- Film Co.

Video S et = Different approaches to 1313 Scheibel Ln.,

$325. treatment: goals, modes, Sehastopor, C/X ¥otee
: and settings

(save $55.00)
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Child Abuse and Neglect

G

SE m WASHINGTON,

DC 20003 =

People of Color Leadership Institute

714 G STREET,

(202) 544-3144

E | FEATURE
Moving from
Talk to Action:
Toward Cultural
Competence

in the Field

of Child Abuse

and Neglect

—by Joyce N. Thomas
and Jacqueline Booth

R T S TSl

Somuch has been said about the importance of
the issue of “cultural competence”, but the real
challenge for the People of the Color Leadership
Institute is to determine what specifically we are
doing and what future actions must be taken to
enhance services to children and families from di-
verse cultural backgrounds. Hardly a day goes by
that we don’t hear these questions. We know it’s a
fact that most child abuse professionals who are
concerned about being sensitive or even competent
are seeking practical, concrete, and specific infor-
mation in order to improve the quality of their
services. In spite of this demand for knowledge, the
realities are that there are still more questions than
there are answers. The good news is that some of the
forums, workshops, and meetings which are being
held throughout the country today are rich with ideas
and information. On September 16-17, 1992, the
People of Color Leadership Institute’s Expert Task
Force heldits second annual meeting in Washington,
D.C. to continue to seek solutions to these pressing
concerns. The event was a welcome opportunity to
review the project’s accomplishments to date and to
chart new directions in our planning for programs
and services for abused and neglected children.

We were so pleased with the outcome that the
group felt it would be important to share our early
findings with the APSAC membership and reading
audience. Theresa Reid, the Executive Director of
APSAC, the original twelve-member task force, and
the other child welfare professionals came together
to discuss divergent perspectives on the issues of
research, policy, programming, and legislation as
they confront ethnic minority clients and profession-
als of color. David Lloyd, Director of NCCAN was
present during the initial part of the meeting. The
intent of this gathering was to begin to develop some
concrete frameworks for addressing these complex
issues. More specifically, the objectives of the meet-
ing were:

(1) to begin to develop a national agenda cen-

tered around issues of cultural competence in the
field of child maltreatment;

(2) to discuss the implications of the recent
amendment to the Child Abuse Prevention and Treat-
ment Act (CAPTA) that specifically relate to issues
of cultural diversity;

(3) toidentify appropriate criteria for selecting
culturally competent child abuse treatment and pre-
vention programs;

(4) to delineate current and impending child
welfare policy issues affecting persons of color, and;
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(5) to review two POCLI products, the Cultural
Competence Self Assessment and the Training Cur-
riculum on Cultural Competence.

As we focused on each of the objectives that we
set for ourselves, we realized that each one could in
fact be a full scale project. It was a hard hitting group
that expressed many concerns about problems in the
system, inadequate services, and limited information
for victimized children and their families who come
from ethnically diverse communities. The group ex-
pressed a sense of urgency about addressing the
overrepresentation of ethnic minorities in the system.
It was recognized that as people of color, we are
witnessing and participating in a multiracial and
transcultural upheaval of social angerabout our disen-
franchisement.

The significance of this meeting was not just the
coming together to rehash “unfixable” problems, but
to formulate strategies for action within the field of
child abuse and neglect. Many insightful suggestions,
recommendations, and ideas were advanced during
the meeting, in particular by small working groups
focused on specific problems.

Lula Beatty, Ph.D., was the resource person for
the working group on research priorities. Participants
were expected first to identify the ten most critical
research questions confronting people of color in this
field, then to rank order these issues in terms of their
need for attention. The top three needs identified were
(1) to examine the participation of professionals of
color in the research arena, (2) to develop programs of
research which focus on prevention in communities of
color, and (3) to identify effective service delivery
models which are used within various ethnic popula-
tions. The full scope of ideas will be presented by the
POCLI project director to the next Research Commit-
tee meeting. Review and refinement of these goals
will be an ongoing effort of the POCLI project.

Fe’lecia Holley, MSW, JD, Director of Program
Services of the Center for Child Protection and Family
Support, led the discussion for the legislative working
group. In May of 1992, Congress finally passed legis-
lation to reauthorize CAPTA (the Child Abuse Pre-
vention and Treatment Act). This legislation autho-
rized spending by the National Center on Child Abuse
and Neglect through fiscal year 1996. There are lots of
components to this law, including funds for discre-
tionary research and demonstration grants, support to
the U.S. Advisory Committee, and data collection
through the National Incidence Study to name only a
few. For the first time, the language within the law

continued on next page
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Feature

-Joyce N. Thomas and
Jacqueline Booth

continued from page 17

POCLI PROJECT
DIRECTORS

Joyce Thomas, RN, MPH, Director
Jacqueline Booth, MS, Project Coordinator
Lula Beatty, PhD, Editor

POCLI EXPERT
TASK FORCE

Ana R. Cuilan

Private Practice

Washington DC 20009
Eduardo Diaz, PhD

Director,

Department of Justice Assistance
Miami FL 33131-2704
Antonia Dobrec, MSW
President and Director,

Three Feathers Associates
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Cecelia Fire Thunder

Oglala Lakota Women's Society
Martin SD 57551

David Gamble

Manager

of Curriculum & Training
National Council of Juvenile and Family
Court Judges

Reno NV 89507

Dorothy Harris, ACSW

Project Director,

RAM Corporation

Silver Spring MD 20910
JoAnn Hayashi Fruge, MSW
Family Violence Advocate
Seattle Law Department,

710 2nd Av.

Seattle WA 98104

John Holton, PhD

Executive Director, Greater Chicago
Council for

Prevention of Child Abuse

and Neglect

Chicago IL 60604

Margaret Iwanaga-Penrose, LCSW
Executive Director,

Union of Pan Asian Communities
San Diego CA 92101

Helen Keys, MSW

Program Director,

Cultural Competence and
Homelessness, CWLA
Washington DC 20001

Joyce Mahamoud, MA
Executive Director, Parents
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Princeton NJ 08540
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Neuropsychiatric Institute
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Los Angeles CA 90024

Copyright People of Color Leadership Insti-

tute, 1992. All rights reserved.
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specifies issues of “cultural diversity,” “cultural
distinctions” and cultural sensitivity.” The group
strongly suggested that within the CAPTA legisla-
tion, in addition to research projects, the focus on
cultural issues should extend to demonstration
projects and technical assistance contracts. The
terms referring to “cultural diversity,” “culture spe-
cific,” “cultural distinctions,” and “cultural sensitiv-
ity,” which are written in the language of the bill,
were discussed at length. The group was charged
with the responsibility to provide greater clarifica-
tion of the meaning of these terms.

Another compelling question which often gets
presented to the POCLI staff is, “How many child
abuse and neglect programs focus on issues of cul-
ture and ethnicity?” and, “What criteria should be
usedtoidentify such programs?” Our goal isto assist
the Clearinghouse on Child Abuse and Neglectinthe
development of a directory of such programs. Build-
ing on her extensive experience with technical assis-
tance projects, Mareasa Issacs, Ph.D., was charged
with leading this important working group. In terms
of identifying “culturally competent” child abuse
and neglect treatment and prevention programs, the
group suggested that one should look at the factors
determining “community-based” status; the ethnicity
of the staff; and active efforts to promote cultural
awareness. These were only a few of the suggestions
that were cited as criteria that are useful to consider.
The group felt that site visits, surveys of the mission
statement, a review of the philosophy of the pro-
gram, and conducting more in-depth interviews with
clients would certainly contribute to more quality
selection of programs.

The final small group focused on identifying
critical policy issues in the field of child abuse which
have implications to the children and families of
color. Under the leadership of Terry Cross, MSW,
the policy group’s key recommendations included
that local, state, and federal agencies should be
thoroughly coordinated to form a fine-webbed, strong
safety net for families in trouble; that all agencies
should shift their focus from punishment to empow-
erment; that we should ensure parity in services for
all communities; that risk assessment in populations
of color should be culturally specific, and that child
placements should be culturally congruent.

In addition to the group discussion, the task
force provided critical feedback on the progress of
the POCLI productsunder development. Terry Cross,
Executive Director of the Northwest Indian Child
Welfare Association, has been instrumental in de-
veloping and refining two major POCLI products,
the Cultural Competence Agency Self Assessment
and the Training Curriculum in Cultural Compe-
tency. Using a self-study model, the POCLI Agency
Self-Assessment is a diagnostic tool that examines
the cultural relevance of the policies, practices, ad-
ministration, and community relations of child wel-
fare agencies serving populations of color. Pilot
testing of the instrument was completed at each of
POCLYI’s four collaborating subcontracting agen-

cies, whose feedback will be crucial in revising the
tool. All of these national child abuse agencies
indicated that the POCLI Agency Self Assessment
instrument is a concrete and useful tool to assist
agencies in exploring organizational components of
cultural competency. It is expected that during the
third year of the POCLI project this Agency Self-
Assessment Instrument will be pilot tested in three
state CPS systems. Following the final modifica-
tions of this instrument, we hope that all agencies
which serve maltreated children and their families
will volunteer to examine their levels of cultural
competence.

A second product reviewed by the Task Force
was the Training Curriculum on Cultural Compe-
tence. The goal of this curriculum is to assist child
welfare workers in developing cultural competence.
During the Task Force meeting, the curriculum un-
derwent a thorough review of its content and struc-
ture. Although they recommended substantial revi-
sions, Task Force members also expressed enthusi-
asm about the potential of the curriculum to create
cultural competence among CPS line staff—the criti-
cal point of entry for most families entering the
system.

The Task Force Meeting had a particularly
memorable moment in bringing together a mentor
and anew mentoree. Carmen Fernandez, a mentoree,
isasocial worker who has worked in the area of child
abuse and neglect for many years. Ms. Fernandez
wishes to be mentored to enhance her skills in the
areas of research, proposal writing, and public policy.
Her mentor, Dr. Eduardo Diaz, is Director of the
Department of Justice Assistance in Miami, Florida.
The Task Force Meeting provided an opportunity for
them to meet face-to-face for the first time and
converse about their intended projects within the
Mentorship Program. Contact such as this is crucial
toa productive mentoring relationship. POCLIhopes
to provide other occasions in which mentorship
dyads will be able tomeet. To date, there are over 100
nationally-recognized persons of color available to
serve as mentors in the program. Requests for
mentoree applications are steadily coming in to the
POCLI office.

There was a strong sense that the Expert Task
Force meeting was a tremendous success. A multi-
tude of insightful findings and recommendations
were generated from the event, and efforts are cur-
rently underway to incorporate these suggestions
into the POCLI framework. As part of its attempt to
propel issues of cultural relevance into the national
arena, POCLI continues to share this information
with members of APSAC and other local, state and
national child abuse organizations. For more infor-
mation on POCLI activities, contact Jackie Booth,
POCLI Coordinator, at (202) 544-3144.

Joyce N. Thomas, RN, MPH, is President and co-founder of the
Center for Child Protection and Family Support in Washington,
D.C, POCLI Project Director, and past president of APSAC.
Jacqueline Booth, MS, is POCLI Project Coordinator.



JOURNAL
HIGHLIGHTS

-edited by
Thomas F. Curran

The purpose of Journal Highlights is to inform Advisor readers of current research on various aspects of child maltreatment. Selected
articles from journals representing APSAC’s multidisciplinary membership are presented in annotated bibliography form. APSAC
members are invited to contribute to Journal Highlights by sending a copy of current articles, along with a two to three sentence
review, to Thomas F. Curran, MSW, JD, 1405 72nd Avenue, Philadelphia, PA 19126-1645.

SEXUAL ABUSE

Conte, J.R. (1992). Has this child been sexually abused? Dilemmas for the mental health professional who
seeks the answer. Criminal Justice and Behavior, 19 (1), 54-73. _

This article presents a review and analysis of some of the most important and contrversial issues involved in the

forensic mental health practice of determining if a child has been sexually abused. it includes a discussion of

issues which affect how useful a professional evaluation will be to the legal system.

Dawson , B., Vaugh an, A.R. and Wagner, W.G. (1992 ). Normal responses to sexually anatomically detailed
dolls. Journal of Family Violence, 7 (2), 135-152.

The purpose of this study was to examine the responses of 20 normal, non-sexually abused children to sexually
anatomically detailed dolls. Consistent with previous research in this area, there were no instances in which a
child acted out sexually or described sexual intercourse, oral sex or fondling with the dolls. In contrast to this
low incidence of sexual aggression, however, a rather high incidence of sexual exploratory play was found.
Also, the dolls elicited more behavioral affection and exploratory play from girls than boys, and were of little
interest to either gender during free-play periods.

Elliott, D.M. and Briere, J. (1992). The sexually abused boy: Problems in manhood. Medical Aspects of
Human Sexuality, 26 (2), 68-71.

Common clinical and psychological disorders experienced by many men who were sexually abused as children

are reviewed. A concise overview of research findings on the immediate after effects and long-term sequelae of

sexual victimization of boys is presented. Includes useful suggestions for physicians who encounter adult men

with possible childhood abuse-related symptoms.

Lanktree, C. Briere, J. and Zaidi, L. (1991). The incidence and impact of sexual abuse in a child outpatient
sample: The role of direct inquiry. Child Abuse and Neglect, 15 (4), 447-453.
The impact of direct inquiry about sexual abuse in a sample of child psychiatric outpatients was examined.
Rates of sexual abuse were calculated from two groups of 64 total patient charts: 29 randomly selected from
outpatient files without abuse inquiry, and 35 examined after clinicians directly asked about sexual abuse.
Reports of sexual abuse increased four-fold, from 7% to 31%, when patients were directly asked whether they
had been molested. Considering these findings, the devastating and potentially life-threatening consequences of
not routinely questioning child and adult patients about abuse are discussed.

Murphy, W.D. and Peters, J.M. (1992 ). Profiling child sexual abusers: Psychological considerations.
Criminal Justice and Behavior, 19 (1), 24-37.

By reviewing the scientific literature on the use of psychological procedures to develop profiles of sexual

offenders, this article indicates that there is currently very limited empirical data available to support any clear

profiling of child sexual abusers. Offender profiling research using the MMPI and penile plethysmography is

examined in detail.

Roane, T.H. (1992 ). Male victims of sexual abuse: A case review with a child protective team. Child Welfare,
71 (3),231-239.

This article presents descriptive study of 77 cases of sexual abuse of boys seen for assessment by a

multidisciplinary child protection team in Florida. An examination of the alleged offenders relationship to their

victims revealed that 56% of the boys reported abuse by someone other than a parent or step-parent. Other

findings of this study appear to confirm those of earlier research on the sexual victimization of boys.

LEGAL ISSUES

Davies, G. (1992). Protecting the child witness in the courtroom. Child Abuse Review, 1 (1), 33-41.

Legal obstacles which, until recently, faced child witnesses testifying in British criminal courts are examined.
The article reviews the major changes in the admissibility of children’s evidence which have resulted from the
1988 and 1991 Criminal Justice Acts in England and Wales. Both pieces of legislation made it easier for
children to offer evidence in court through the use of a video-link or closed-circuit television system. This
procedure satisfies the confrontation clause requirements of British law and, according to British research to
date, provides for better, more reliable testimony by children. Particularly noteworthy is the overwhelmingly
positive response the video-link has received from all levels of the British legal system.

Peters , J. M. and Murphy, W.D. (1992 ). Profiling child sexual abusers: Legal considerations. Criminal
Justice and Behavior, 19 (1), 38-53.

The leading case law dealing with the admissibility of sexual offender profile evidence is reviewed. Citing very

persuasive psychological and legal support for their position, the authors conclude that such evidence has

absolutely no place in the court room. A brief analysis of the minority view of California courts, which admit

offender profile testimony, is also presented.

continued on next page
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JOURNAL

HIGHLIGHTS

-edited by
Thomas F. Curran
continued from page 17

OTHER ISSUES IN CHILD MALTREATMENT

Briere, J. (1992 ). Methodological issues in the study of sexual abuse effects. Journal of Consulting and
Clinical Psychology, 60 (2), 196-203.
Several ways in which the methodology of sexual abuse research might be improved are outlined. Method-
ological issues examined in detail include cross-sectional vs. longitudinal designs, reporter biases,
nonequivalent comparison groups, effects of abuse definitions, conclusions regarding causality, and con-
straints on generalization. While noting the considerable value of the existing studies on abuse sequelae, the
author advocates a “second-wave” of abuse research consisting of more tightly controlled and methodologi-
cally sophisticated studies aimed at disentangling the antecedents, correlates, and effects of sexual abuse.

Farrar, M.J., and Goodman, G.S. (1992). Developmental changes in event memory. Child Development,
63, 173-187.
This study examined developmental differences in children’s (age 4 and 7 years) recall of repeated standard
events (i.e., a normal routine), and events that deviated from the normal routine. The event was an unfamiliar
laboratory event that subjects experienced one or three times. Following the final visit, deviations from the
standard routine were introduced. The researchers found that younger subjects had more difficulty distin-
guishing between the standard routine and deviations, whereas older subjects remembered features of the
standard and deviation visits.

Grasmick, H.G., Bursik, R.J. and Kimpel, M. (1991). Protestant fundamentalism and attitudes toward
corporal punishment of children. Violence and Victims, 6 (4), 283-298.

This thought-provoking research article examines the effect of religion and religious orientation, specifically

Protestant fundamentalism, on attitudes toward corporal punishment in the home and in the schools. Extensive

and sophisticated data analysis from a random sample of 368 adults revealed that Protestant fundamentalism

is very closely linked to favorable attitudes regarding corporal punishment of children, with a belief in biblical

literalism acting as the major reason for this view.

Kalichman, S.C. and Brosig, C.L. (1992). The effects of statutory requirements on child maltreatment
reporting: A comparison of two state laws. American Journal of Orthopsychiatry, 62 (2), 284-296.
This article reports on two studies that utilized case vignettes to investigate the effects of different abuse
indicators and different state reporting laws on the reporting of suspected child abuse by psychologists.
Results of both studies showed an increased tendency to report when more evidence of abuse is available.

Kelley, S. J. (1992). Parental stress and child maltreatment in drug-exposed children. Child Abuse and
Neglect, 16 (3),317-328.°

This study examined the relationship between prenatal exposure to drugs and parenting stress and child
maltreatment. Although no attempt was made to establish a cause and effect relationship, the results of this
study empirically demonstrated that prenatal drug exposure is strongly associated with increased levels of
parenting stress and child maltreatment. The discussion of certain characteristics of drug-exposed infants
which make them difficult to care for has very important policy implications for intervention with drug-
exposed families.

Poole, D.A., and White, L.T. (1991). Effects of question repetition on the eyewitness testimony of children
and adults. Developmental Psychology, 27, 975-986.

This study examined the effects of repeated questions about a novel and ambiguous event on the accuracy of

memory. The subjects were 4-, 6-, 8-year olds, and adults. Children were as accurate as adults when respond-

ing to open-ended questions, but 4 year olds were more likely to change responses to yes-no questions, and

adults speculated more about specific answers to which they had no information. When open-ended questions

were used, a moderate amount of repetition primarily influenced presentation style rather than accuracy.

Rudy, L., and Goodman, G. (1991). Effects of participation on children’s reports: Implications for children’s
testimony. Developmental Psychology, 27, 527-538.

This study examined the effects of children’s participation in a set of games with a man on their later recall of
these games. Did participating, as opposed to only watching, make their memory more accurate? The
researchers found that free recall and specific answers were related to age (ages 4 and 7), but not related to
participation. However, participation lowered the children’s susceptibility to suggestion. Children in both age
groups showed few commission errors to false suggestions about actions relevant to child abuse allegations.
Journal reviewers for this issue included Thomas H. Roane, M.A., Child Protection Team, University of Florida Department of Pediatrics,

Gainesville, FL, Kathleen Kendell-Tackett, Ph.D., Family Research Laboratory, University of New Hampshire, Durham, NH, and Thomas F. Curran.
The Journal Highlights editor wishes to express special thanks to John Briere, Ph.D. for his help and contributions to this issue.
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Raronome o Gno Mz | | [ CONFERENCES
B e il VA ~ APSAC DISCOUNT

November 21 - 24. Networking in the Ninetie:

f: ;

. Fixe iensive days o Nashville, TN. Sponsored by the Tennessee
® Lectures Networkon Child Advocacy. CallJudlthBrow&,
= Workshops 901-327-0893.

® Open Forums January 26 - 30, 1993. The San Dwgo Confe;
o d Di ! ence on Respondmg to Child Maltreatment.
® Debates and Discussions Soe i lay ad thtspag .

® Original Research Papers March 10 - 13 1993. Ninth National Symposmm
® APSAC Institutes on Childhood Sexual Abuse. Huntsville, |

; : March 22 - 23 1993. North Carolina Conferen.
5 E:;in;l;nti:[;:gga;}og:ﬂd on Child Abuse amiNeglect. G‘reensboro, NC

Protection

Chlldrer? S

Center
for Child ¥ 4
Protection

8001 Frost Street
San Diego, CA

Discount for early registration and December 9—12 Investzgatmn and Prosecution
APSAC/CAPSAC members of Child Deaths and Physical Abuse. Corpus
(619) 495-4940 Christi, TX. Sponsored by National Center for
Prosecution of Child Abuse. Call Beth Payne,

& NEW SERVICE| _ 7087390321

February 28-March 3 1993. 20th National Con-
Researcher-Clinician Information Exchange ference on Juvenile Justice. Seattle, WA. Spon-
sored by the National Council of Juvenile &
Family Court Judges & National District Attor-
neys Association. Call 703-549-9222.

APSAC’s Research Committee is offering a

‘ new service to facilitate members’ research efforts.
The Researcher-Clinician Infi tion Exchange will :

5 S S R e e May 17-21 1993. Keystone Conference on Child

11;1? Chnt;f:;zs wtllllo e 1s1h totsatnswer quei;iom abolt:t Abuse and Neglect. Keystone, Colorado. Call
eir me or their clients team up with research- Marilyn Lenherr, 303-321-3963.

o lio deed acis 1o ch.mcal popula.tlons. cn- July 8-11 1993. Celebration of Diversity: Many
cians and researchers seeking to establish mutually Paths, Many Journeys, Many Goals. Spring-

beneficial research partnerships should writetoLinda field, Illinois. 11th Annual VOICES Confer-
Williams, PhD, and Ben Saunders, PhD, Co-chairs, ence. Workshop proposals due January 15,
APSACResearch Committee, 332 S. Michigan Ave., 1993. Send to Karen Spolyar, 370 Cherryfield
Suite 1600, Chicago, 60604. Listings will be pub- Dr., Valparaiso, IN 46383. 219-759-5283.

lished in The Advisor and will be available by mail
from APSAC’s office. I

NOTICE

The National Council of Juvenile and Family

I RE SOU RC E S Court Judges seeks nominations for awards in 15

The Education Development Center is offer- o.::ategorie:s. Nominati?ns i A B L
ing five highly readable Research Briefs on critical information, call Marie Mildoss 702840080,

issuesregarding child witnesses.. Developed. t.hroug.h N EW M E M B E RS H I P

a grant from NCCAN, the briefs are available in

monograph form for anominal fee. Write Education C AT E G O RY

Development Center, Inc., 55 Chapel St., Newton,

MA 02160. Phone: 617-969-7100 APPROVED

Division 37 of the American Psychological
Association (APA) is concerned with child and
family policy with special attention to service deliv-
‘ ery, child advocacy, and social/legal policy issues.
For further information, contact Karen J. Saywitz,
PhD, Department of Child and Adolescent Psychia-
try, Harbor-UCLA Medical Center, 1000 W. Carson
St., Torrance, CA 90509. APA members only eli-
gible to join.

A new $35 membership has been approved by
APSAC’s Board of Directors for professionals mak-
ing under $25,000 per year. The new membership
includes all benefits except the Journal of Interper-
sonal Violence. The goal is to bring APSAC’s critical
information within the reach of as many child abuse
professionals as possible. Only people meeting the
income requirements are eligible. For further informa-
tion, call the office at 312-554-0166
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Announcing!

First National Colloquium

The American
Professional Society on
The Abuse of Children

June, 1993—Chicago, lllinois

In-depth, interdisciplinary,
intensive training on current
issues in child maltreatment.

All institutes are:

v/ Day long
v Designed for advanced professionals
v Based on cutting edge research and theory
v Highly interactive

First day: Within-Discipline Institutes
Second day: Cross-Discipline Institutes

To be placed on the mailing list for further Please Mail Today!
information, return this form to APSAC

APSAC, 332 S. Michigan Ave., Suite 1600 3
Chicago, IL 60604

..
_

_

_

_

_ Name
_

_

_

_

_

&

Street Address
City
State Zp
Daytime Phone #

JUNE 24-26, 1993

® ®

Membership Plans
(J New Membership O Renewal
Regular Membership
One year membership
$50,000 annual income and above. $85
$25,000-$50,000 annual income. ‘ $55
Under $25,000 annual income. (Does not include Journal of $35
Interpersonal Violence)
Two year membership
Over $50,000 annual income $160
Under $50,000 annual income $100
Student Membership
(Verification of full-time student status required.) $35
Life Membership
Includes framed membership certificate.
Flat rate regardless of income $850
Group Membership

Discounts are available for five or more individuals from a single institution.
Call 312-544-0166 for details.

Applicants outside North America add $10 per year to annual dues.
Application for Membership

(Please print or type all information clearly)
Name Degree & % -

Title

Please indicate (¢/ or X) your preferred mailing address.

Q) office Address (Agency name)
Street City State Zapy.
() Home Address (Optional) City State___ Zip

Telephone (Office) ( ) (Home) ( )
Please circle the one category which most closely describes your field:

(001) Administration (002) Children’s Services (003) Counseling, Licensed
(004) Education (005) Judiciary (006) Law

(007) Law Enforcement (008) Medicine (009) Ministry

(010) Nursing (011) Offender Treatment (012) Probation

(013) Psychiatry (014) Psychology (016) Social Work

Enclosed is check number for $
In order to be enrolled as a member, please enclose your check with this form.

T would like to make a contribution to APSAC’s Endowment Fund over and above my membership dues. I understand that, after )
making this donation, I will be acknowledged as a “Friend of APSAC?” in four consecutive issues of APSAC’s newsletter, The |
Adbvisor.
Enclosed is check # for$ _, to be added to APSAC’s Endowment Fund.
" APSAC iis pleased to participating in “Child Abuse and Neglect: The People of Color Leadership Institute” (POCLI). The
goal of POCLI is to promote the leadership of people of color in child protective systems and to improve the cultural competence
and sensitivity of those systems that affect families of color. As part of the effort to evaluate the effectiveness of POCLI, APSAC
would like to gather information on the cultural diversity of its membership. Your participation is strictly voluntary.

(please specify) /

I consider my cultural group identification to be:

American Professional Society on the Abuse of Children
332 S. Michigan, Suite 1600 - Chicago, IL 60604 - 312-554-0166




