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APSAC: Ensuring that everyone affected by child abuse and neglect receives the best possible professional response.

IN THIS ISSUE:

It’s what everyone involved in child maltreatment dreads - the call bringing
news that a child on one’s caseload has died as a result of abuse or neglect.
Professionals in this field live with that possibility and develop coping
mechanisms for dealing with stress, but at what cost? Author James Henry
explores the intra-personal consequences of living with the life and death
pressure associated with work in child protective services.

Children with disabilities are often at increased risk of abuse due to a

variety of factors, including parental stress, communication difficulties,

and unrealistic expectations of the child, given their disability. Screening

abused and neglected children for disabilities is not routinely done, even

though studies have shown that significant numbers of children served by CPS have
developmental disabilities. This article examines the role of medical personnel

in screening abused children for disabilities, and disabled children for abuse.

10

Children are often the primary source of information when conducting
investigations about abuse or other traumatic experiences. The importance of
conducting an interview without coercing, interrogating, or leading the child
has been clearly established by the courts and research. Not only may such
practices result in actual inaccuracies or fabrications in the child’s responses,
these practices can result in legal and ethical challenges to the evaluator’s work.
This article, by Kathleen Coulborn Faller, PhD, ACSW, will offer

guidance for interviewers, and examples of questions that are focused, but are
not leading.

14

Belinda is the mother of two children, 16-year-old Danny and 3-year-old Bobby.
The family comes to the attention of CPS authorities when Danny’s high school

counselor makes a referral after conducting a home visit and seeing Bobby’s condition.

At age 3, Bobby is thin and small for his age, is not toilet-trained, and does not
appear to respond to his mother or other adults. Belinda admits that she “isn’t much
of a mother” and that she doesn’t “have the energy to give the boys attention.”

A pediatrician, adult psychologist, and CPS worker respond to the issues in this case.
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Reflections
on the death
of a child

By James Henry,
PhD

PERSPECTIVES

I began a career in child protection 16 years ago, envisioning myself as an impassioned knight rescuing children
from the physical and sexual assaults of adults. Since that time, however, my experiences with abused and neglected
children have led me on a journey through painful realities that have exposed my own limitations and fears. The
tragic stories have left me with haunting inner images of battered bodies and scarred hearts. Ultimately, it has been
these children who have changed me. They have challenged me to move beyond theoretical explanations and touch
their pain.

Recently, an incident involving a young child has again forced me out of my comfort zone and to the edge of my
personal and professional boundaries. It is the outcome that all Child Protective Services workers fear when they
make the decision to leave abused/neglected children within their own homes. A four-year-old child died, due to
parental neglect, despite years of social service interventions.

Early one morning the call came from the hospital emergency room. My hand took the necessary information,
but my mind focused on this little girl I had seen only last week in the newspaper as a success story for family
preservation. A knot in my stomach tightened as I faced the harsh reality of senseless death.

And now, weeks later, I still cannot escape the image of the child’s stiffened body upon the gurney. I can’t seem
to erase, despite my frantic efforts to do so, the imprinted pictures of her gray color, matted hair, cold skin, and
expressionless face. Remnants of the initial lump within my throat appear spontaneously throughout the day. My
mind and body weigh heavy with this unexplainable death.

In the past, time has been an ally to me in burying the pain of such experiences, but this time, the sadness returns
daily. I want the memory darkened and covered. I want the feelings to leave. I seek to return to my stoic profession-
alism that protects me from any psychological aftershocks that shatter my walls of emotional safety.

Cynicism has always been a protector. It rationalizes the cruel realities of life for some children. It speaks
bluntly: “Of course it happened!” This death was destined to occur from the moment of conception when these two
developmentally delayed and emotionally impaired parents created a new life out of their limitations. Nature de-
manded abilities far beyond their capabilities! These parents could not even meet their own needs. The energy
necessary to care for a child was consumed by their own struggles to personally survive.

I recall how, during the interview at the hospital, I initially was filled with pity for the parents. They were unable
to explain any chain of events that could have precipitated the child’s death. Their shock, their fear that the system
would take away their other child, and their limited cognitive abilities prevented them from being able to remember
and/or communicate just how sick the child had been the previous evening. Yet, as their disjointed and contrasting
stories unfolded, I became aware of the mother’s lack of emotion. Her primary concern appeared to be the potential
loss of funds from the termination of the child’s Social Security disability check. As the mother launched into a
desperate plea for money, my anger surfaced.

My anger has since shifted to the system professionals and their contribution to this senseless death. There had
been a series of intensive interventions over the years to provide services to elicit parental change. Numerous agen-
cies and court orders had attempted to alleviate the risk to the child and avoid the tragedy that had now occurred. In
retrospect, removal could have prevented death, yet, in an era of preserving the sanctity of the family by leaving
abused/neglected children with their parents, a removal was deemed unwarranted.

It was a gamble that ultimately failed. It is not, however, an unusual gamble. It is indicative of the risks that those
in the child protection system must take every day. Such risks weigh heavily on those on the front lines, who are
saddled with the responsibility of making potentially life and death decisions, often on limited and/or inconclusive
information. Perpetual doubt can plague the mind when deciding if a child is safe. There are no certainties, as the
unpredictability of risk vacillates between low to high in many abusive/neglectful families, depending on the day’s
events. The hope is that the children will be resilient enough to overcome significant environmental deprivation and
somehow survive. I have come to doubt the wisdom of family preservation policies, given my experience of the
subsequent psychological and emotional developmental damage to these children from continuous exposure to harm.
There are too many risks that are ignored or minimized when implementing preservation strategies. Family preserva-
tion just does not work with some families, as the 43% recidivism rate for previous abuse/neglect reflects. (Michigan
Kids Count Report, 1997.) I realize now that advocating for the safety of children demands a willingness to challenge
accepted philosophies and resist administrative pressure to maintain children in their own families.

Despite my frustration with the child protection system, I am aware, as time passes, that my anger is just a
masquerade for my own sadness and fear. The anger guards my heart, protecting it from the grief that I fear will

continued on page 3
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consume me. I am flooded with feelings, as the stiffened child’s image within my mind’s eye resurrects the tragically
familiar faces of other abused and neglected children.

There are blatant societal messages that oppose exploration of pain. It is shunned, stuffed, negated, and deemed
unacceptable. Child protection professionals are encouraged to create a hardened persona that keeps the affect pro-
tected and preserves a strong inner defense against potentially harmful feelings. There is an unwillingness to let the
painful stories of children enter the places of the heart. Attention becomes focused on task accomplishment, with
success being determined by external goal achievement rather than attentiveness to the emotional needs of the child
victim.

I find it ironic that these same professionals encourage abused/neglected children to express their emotions, the
premise being that healing and recovery begin with awareness and attention to one’s feelings. We tell children that
recognition and acknowledgement of pain are necessary steps for inner resolution of internal and external conflict.
Yet, professionals are so reluctant to embrace such a process for themselves for fear of losing control of their emo-
tional life.

There is an old tradition within the Native American culture of a designated “sin-eater” within each tribe. Itis the
responsibility of the sin-eater to eat the sins of tribal members before their death. This process ensures that the dying
member is freed from sin and will be welcomed into the afterlife. The sin-eater thus becomes a key figure within the
tribe, yet, is often ostracized because no one wants to associate with him for fear that they themselves will be
contaminated by the sins of others. Sin-eaters struggle for ways to participate in the society without accentuating
tribal fears, and silence is the primary mechanism for sin-eater survival.

The sin-eater story provides an excellent insight into the expectations brought to bear on child welfare profes-
sionals: fulfill the responsibilities of protecting children but do not challenge or expose society’s physical and/or
psychological practices that contribute to the abuse/neglect or jeopardize the well being of children. Societal igno-
rance of the emotional and psychological consequences of child abuse/neglect serve to reinforce affect denial amongst
professionals, which ensures continuance of the high burnout rate and substantial staff turnover.

Professional survival in child protection demands a strategy for coping with the painful realities that society
seeks to ignore. Personal distraction, like one too many beers, or repression, burying the wounds so deeply that
nothing is felt, often enable one to sleep at night and come to work another day. Unfortunately, the by-products of
these defenses are energy depletion, physical illness, and emotional withdrawal, not only within the professional
realm, but in one’s personal life as well.

Stress management is considered by many to be a healthy alternative. It provides temporary relief by diverting
attention from the pain to a self-care plan with a concentration on relaxation. The goal is to draw boundaries around
professional interactions to ensure that one’s personal life is protected from unwanted images and thoughts generated
by painful encounters. Yet, the emotional intensity experienced in such serious incidents cannot be contained, and it
frequently intrudes into the hallowed spaces of personal life. Stress management provides no answers to the haunting
questions that surface from senseless tragedies involving children. It functions as a form of benign escape.

Intervening in the lives of abused/neglected children has challenged the very essence of my personal beliefs and
worldview. Easy answers from the pulpit, rational explanations, and self-medication deny recognition of the deep
grief that swells in the heart. There are no acceptable answers that mitigate the pain.

[ return again in my mind’s eye to the child’s body on the gurney. I no longer can offer her safety. It is too late for
her. My many years in Child Protective Services have taught me that life can be unfair and cruel, even to the most
undeserving. The death now before me confirms this belief. As the question surfaces, “Why did this happen?” I can
answer only “Because it did.” No explanations or rationalizations —just gut wrenching honesty.

The author worked as a caseworker and supervisor in child protective services in Michigan for 17 years. He is currently an assistant
professor at Western Michigan University, where he teaches classes on child sexual abuse and child welfare, and a therapist in
private practice. He may be reached via email at james.henry@wmich.edu.

LELTERS

Editors of the APSAC Advisor welcome your letters! Appropriate topics for letters include:
« amplification on a point made in an editorial or article
o  disagreements with an author’s stated position on a topic
« disagreements with an author’s interpretation of the relevant literature
»  suggestions for new features, or comments on existing ones
perspectives on issues in the field that you think are misinterpreted or neglected

Letters may be directed to Debra Whitcomb, Editor-in-Chief, via email at dwhitcomb @edc.org or by regular mail c/o APSAC,
407 South Dearborn, Suite 1300, Chicago, Tllinois 60605, or via fax at 312-554-0919. Letters are typically edited for length,
but every effort is made to preserve content. Letters must be typewritten and constructive to be considered for publication.
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Letters to LET EERS

the EditOf To The Editor:

In Volume 11, number 3 of the APSAC Advisor, there was a case conference discussion about a mother who gave
birth prematurely to a child who tested positive for opiates and cocaine exposure. Incredibly, each of the three Case
Responses failed to identify the presence of drugs in a child as a form of child abuse. In addition, key points in the
case were missed and consultation with medically qualified experts in this field was overlooked.

Tjhin, Cowan and Cronin correctly emphasize safety of the child as the most important factor. The mother in the
case, Brenda, had late prenatal care (first at 6 months) and used drugs during her pregnancy, a time when many
mothers abstain from substances which may be harmful to their unborn child. Already there should be severe con-
cerns about the mother. Brenda was not willing to go to a treatment program, but now says she is. Brenda has gone
to a drug treatment program before (with the birth of her previous drug-exposed child, Lauren, now 18 months old)
but evidently that did not completely work. Yet the authors would build upon “Brenda’s previous success in caring
for Lauren without CPS involvement”. The data presented indicate that Brenda was not successful in stopping her
drug problem, is not certain she will yet address it, and exposed Lauren to a mother who continues to be a drug user
(and possibly exposed Lauren to passive cocaine smoke). This is a questionable base upon which to emphasize
“strengths”. They also say that the “first priority for other professional involvement would be to obtain a substance
abuse assessment to determine which kind of services would be helpful to Brenda.” However, the first priority should
be a medical evaluation of Lauren to determine if she has been exposed to drugs through passive inhalation, and to
see whether she has any other signs of abuse. The delay inherent in the authors’ priorities poses a risk for Lauren.

Assessment of the children for health problems and developmental delays (and a history of child abuse) was
recommended by Amaro, Roizner, and Nieves. However, a more immediate medical child abuse assessment should
be emphasized. Part of the treatment plan not mentioned should be random urine samples, not only of the mother, but
the father and any children in the home. Treatment programs for mother and child are desirable, but without father
participation or with a return to the same environment the outcome is likely to be poor.

Wilson would reserve dependency action depending upon the occurrence of serious abuse or neglect (a redun-
dancy) or other issues. Drug exposure is serious. Although the outcomes of drug-exposed children are better than
originally feared, serious physical problems can occur. The prematurity itself is undoubtedly the result of Brenda’s
use of cocaine, which can induce premature labor. Already the child has suffered medical risk and the trauma asso-
ciated with such hospitalization. Thus the standard is already met. Wilson astutely notes that it is unclear how Brenda
cared for Lauren while using dangerous drugs with regularity. Perhaps the care was not so good, or perhaps Brenda
was not the sole caretaker. However, the use of drugs is an important symptom of the potential environment for her
children and should be a focus along with her “quality of care”, presumably assessed by professionals when Brenda
is not using. Wilson concludes by stating that prior to removal, “the public agency should have to demonstrate a clear
connection between the mother’s substance use/abuse and child abuse or neglect.” Fortunately in some states it has
been made clear by law what is known by the public and by medicine, children exposed to toxic substances by the
parent equals child abuse.

A more complete discussion of this topic already appeared in the Advisor (Alexander and Moskal, 1997). In all
instances the exposure to drugs should be considered as child abuse. The American Academy of Pediatrics favors a
public health approach, in contrast to criminal prosecution of the mother. This may mean removal of all of Brenda’s
children to foster care until treatment success has been ensured. Leaving children in the home, even with services, is
a plan with a poor prognosis. Recidivism with positive urine screens is the norm, and children’s growing up with
cocaine in their system through passive exposure is a dangerous undertaking. With the ups and downs of treatment of
Brenda’s chronic condition (drug abuse), uncertainties abound and any good plan will build in a timeline whereby
parental rights may be terminated if proper reunification cannot be achieved within reasonable limits.

Randell Alexander, PhD, MD
Atlanta, GA

Dee Wilson responds:

Dr. Alexander places an unwarranted value on the power of legal definitions of child abuse to resolve difficult
assessment issues. Whether or not state laws define prenatal exposure to drugs potentially harmful to a fetus (to-
bacco? alcohol?) as a form of child abuse, prenatal substance abuse should not be grounds, in and of itself, for
involuntary out-of-home placement. This is especially true when older siblings are living in the mother’s home and
are being adequately parented.

It is dangerous social policy to base placement decisions on assumptions, absent thorough assessments, about
women who use cocaine and/or opiates during pregnancy. It is equally rash to assume that prenatal substance abuse,
combined with a refusal to participate in drug abuse treatment, equals risk of imminent harm to an infant. Drug/
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alcohol abuse has highly variable effects on parental functioning; similarly, the quality of mother’s social support
system varies greatly.

A thorough assessment of the mother and her living situation may indicate the need for out-of-home placement,
not because this parent was guilty of prenatal substance abuse, but because of a variety of factors, some of which Dr.
Alexander identifies in his letter. In short, the legal definition of prenatal substance abuse as child maltreatment
provides a clear basis for CPS intervention, but not for involuntary out-of-home placement.

Martha Tjhin responds:

As part of any intensive in-home intervention, a thorough assessment of family and individual family members
needs is always conducted. Information would be gathered about when and where Brenda uses substances, what
substances are used, and what provisions are made for the care of her children while she uses. Within the Family
Preservation model, we do not presume a parent to be incapable of providing adequate care because the parent has
substance abuse issues. The focus on strengths is used to engage Brenda in the intervention and to facilitate her
willingness to participate in substance abuse treatment, never to minimize the effects of parental substance abuse on
children or the care-giving abilities of the substance-abusing parent. The Family Preservation worker would assess
all relevant factors impacting the safety of the children, including a review of the children’s access to and parent’s use
of the medical system on behalf of the children.

If indeed the CPS workers determine that a parent cannot safely keep their child at home with him/her while
involved in substance abuse treatment, then the least restrictive alternative is the next best option, including relative
placement, kinship care, or temporary guardianship. Family Preservation takes an individualized approach, working
with the substance affected family based on the strengths each family demonstrates — we do not approach our work
with substance-affected families based on generalized views or opinions about what “should be” regarding families
with substance use issues. This is a difficult concept for those who practice from a medical model to embrace.
However, for those parents who can attend substance abuse treatment and keep their children at home, the prognosis
for a positive outcome for both children and parents is maximized.

Hortensia Amaro responds:

Based on the current standard of care, we do not agree with Dr. Alexander’s view of the need to place the
children in foster care “until treatment success has been ensured”. We proposed a residential treatment program for
substance abusing mothers and their children as a preferred option over an intervention that can severely disrupt the
mother-child bond. These programs can provide an opportunity to identify and respond to the needs of women AND
children while keeping the children safe. Studies have shown high rates of success in pregnancy outcomes for preg-
nant women and good treatment for women when their children can be with them in treatment.

We agree with the authors that treatment for the father would be ideal. However, we find that getting a safe place
for the mother and child is the immediate priority in most cases. The father should also be referred to treatment but
the first priority should be for the mother since she is the primary caretaker of the children and in such families the
mother is highly likely to be subjected to abuse herself. Our recommendation for an assessment of the children
included assessment of child abuse history so we are not clear why the authors disregard this recommendation in
response to our case response.

Note to readers: In the last issue of the Advisor, (Volume 11, n. 4) David Lloyd commented on a Perspectives piece
written by Rita Swan and published in Volume 11, n 1 of the Advisor. This is Ms. Swan’s response to that letter.

To The Editor:

I stand by my position presented in v. 11, #1 of the Advisor, that the religious exemption in the Child Abuse
Prevention and Treatment Act (CAPTA) as reauthorized by Congress in 1996 discriminates against a class of children.

David Lloyd, former director of the National Center on Child Abuse and Neglect, says in a letter to me that a
religious exemption from child neglect charges does not compromise protection of children because the state can still
intervene and obtain a court order for medical care over the religious objections of parents. However, hundreds of
deaths of children in faith-healing sects show that the state often does not receive timely reports on these children.
CHILD Inc. believes that parents should have a legal duty to provide children with needed medical care regardless of
their religious beliefs.

Please contact us if you are interested in a more detailed response to the letters of Mr. Lloyd and Christian
Science lobbyist Brian Talcott.

Rita Swan, President

Children’s Healthcare Is a Legal Duty

Phone 712-948-3500, e-mail:childinc @netins.net
web site: http://www.childrenshealthcare.org
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ASSOCIATION NEWS

APS AC Within any organization, even one as vibrant and focused as APSAC, it is useful to spend time assessing past accomplish-

ments and future opportunities and challenges. APSAC has accomplished much in its first ten years — an established, core mem-
Launches bership of 5,000; a system of 34 state chapters; a standard setting organizational newsletter and professional journal; annual g
colloguia and advanced training institutes; and numerous practice guidelines and professional publications. While we can take‘

l_()ng Range pride in our collective efforts, those committed to reducing child maltreatment and mediating the consequences of abuse face a

complex and uncertain future. Overburdened child protection systems, insufficient financial support for therapeutic and preven-

Plan tive services, and a sometimes doubting and skeptical general public can combine to make the job of protecting children over-

whelming.

By Deborah Daro, If APSAC is going to be successful in insuring that “everyone affected by child maltreatment receives the best possible
PhD professional response”, it is essential that we spend some time critically assessing the past and planning for the future. The
APSAC Long Range Planning Committee (LRPC) has been established to develop a clear set of future organizational objectives
and related strategies. Working with APSAC’s new Executive Director, the LRPC will spend the next several months gathering
information from the APSAC leadership and general membership to determine how to best position APSAC in the future. Our
initial conversations suggest a principal organizational challenge is crafting effective membership recruitment and retention
strategies involving activities at both the national and state levels. Equally important will be strengthening the organization’s
internal decision making mechanisms (e.g., board structure, relationship between board and staff, participation by state leaders in
decision making) as well as our interactions with other child serving and child advocacy organizations around the country.

As a first step in this process, members of the committee will be contacting each of APSAC’s state chapter leaders to learn
they see as the organization’s strengths and challenges. In addition, the committee will host open forums and discussions for all
interested members during the APSAC Colloquium in San Antonio. Included with this issue of the Advisor is a brief survey which
you can complete if you will be unable to join us for the Open Forum in San Antonio. A two day planning retreat will be held in
the summer and we hope to have a draft document available for membership and state leader review in early Fall. The quality of
our plan ultimately will be determined by the frank and honest input we receive regarding each member’s expectations for
APSAC. To this end, I encourage each of you to express your opinions by contacting myself or other members of the committee.

The LRPC includes the following APSAC leaders:

Deborah Daro, PhD (Chair) Mike Johnson, BSCJ Sandra Rosswork, PhD
University of Chicago Plano Police Department Bureau of Navy Personnel
Chicago, IL Plano, TX Millington, TN

773-753-2730 972-516-2130 901-874-4355

Diane DePanfilis, MSW, PhD Detmike @aegisconsulting.net p661 @persnet.navy.mil
University of Maryland School of Social Work Linda Williams, PhD

Baltimore, MD Wellesley College ‘
410-706-3609 Wellesley, MA

781-283-2834
Iwilliams @wellesley.edu

Ben Saunders, PhD

Medical University of South Carolina
Charleston, SC

803-792-2945

saunders @musc.edu

ddepanfi@ssw.umaryland.edu

Veronica Abney, LCSW, DCSW
Therapist in private practice
Santa Monica, CA

310-576-1878

vabney @msn.com

Harry Elias, JD

Judge, North County Municipal Court
San Diego, CA

760-740-4033

heliasmn @co.san-diego.ca.us

Sandra Wood, MEd

Georgia Council on Child Abuse
Atlanta, GA

SPWOOD @aol.com

David Kolko, PhD

Western Psychiatric Institute & Clinic
Pittsburgh, PA

412-624-2096
kolkodj@msx.upmc.edu

Anne Cohn Donnelley, PhD
Kellogg School of Management,
Northwestern University
Evanston, IL

a-donnelly @nwu.edu
847-467-3000

Lucy Berliner, MSW

Harborview Sexual Assault Center
Seattle, WA
Lucyb@u.washington.edu
206-521-1800

APSAC Institutes Coming to Georgia

This July, APSAC’s intensive training institutes will be offered for the first time in conjunction with the Georgia Council on
Child Abuse’s annual conference, entitled “The Power of Prevention”. The conference will be held July 25-28, 1999 in Atlanta,
with the APSAC Institutes scheduled for Sunday July 25, 1999. Nine 6-hour seminars will be offered, taught by leading experts‘
in the field. Included with this issue of the Advisor is a brochure with complete details on the Institutes, including how to register.

The early registration deadline is June 30, 1999, so don’t delay! For more information, please call the APSAC Training Depart-
ment at 312-554-0166.
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APSAC

' Welcomes

New
Executive
Director

By Diane DePanfilis,
PhD, MSW,
President - Board of
Directors

ASSOCIATION NEWS

As President of APSAC and on behalf of the Board of Directors, it is my pleasure to introduce APSAC’s new Execu-
tive Director, Thomas P. Gauthier, CAE, ACSW who joined APSAC on March 22, 1999.

After screening over 70 applications, reviewing written statements from 16 applicants, and interviewing four candi-
dates, the ten-member search committee led by Dr. Linda Williams found in Thom the VERY BEST match of skills to
meet APSAC’s needs as we enter our second decade of service.

Thom is a social worker by training with a Master’s degree in Social Welfare Policy and Administration, received in
1974 from the University of Chicago School of Social Services Administration. He has relevant professional social work
credentials, holds values that mirror APSAC’s, is knowledgeable about the complex nature of child maltreatment, and has
many contacts with other national organizations with whom we collaborate.

Thom is also an American Society of Association Executives Certified Association Executive (CAE). Many of us are
unfamiliar with this designation but it means that he is highly knowledgeable about running membership associations
similar to APSAC. Thom brings 22 years of experience with membership associations at the national and state levels.

From 1992 to the present Thom served as the Executive Director of the National Association of Social Workers
(NASW) Illinois Chapter in Chicago. Prior to that, from 1985-1992 he served as the Director of Membership, Conferences
and Field Services for NASW’s national office in Washington, D.C. In this position, he helped develop NASW'’s state
chapter network, working with very diverse chapter capacities and needs. His other experiences were with the American
Public Welfare Association and the Illinois Governor’s Office, and he continues to serve on the Boards of Directors of a
number of community and academic organizations.

We are delighted to have someone of Thom’s caliber at the helm of APSAC. The Search Committee was particularly
impressed with Thom’s experience in working to bring diversity to his other organizational affiliations, his expertise in
organizational development and strategic planning, and his keen understanding of the challenges of running a membership
organization. -

The APSAC Executive Committee, having a brief opportunity to work with Thom in January when he visited with us
in San Diego while on vacation from his current position, was particularly impressed with his analytical ability and
capacity to keep us on track. We are also very excited about the potential that Thom brings by joining us this year as our
Long Range Planning Committee moves forward to extend APSAC’s long range plan another three years.

I ask that you join me in welcoming Thomas Gauthier to APSAC and offer him your support, your expertise, and your
ideas on how APSAC can most effectively meet our mission to assure that everyone affected by child abuse and neglect
receives the best possible professional response.

Board Ballot Enclosed

Enclosed with this issue of the Advisor is the ballot for the Board of Directors. As a membership organization, APSAC’s
Board is elected by the members to represent their interests on a national level. It is vitally important that you take the time
to cast your ballot for Board, according to the instructions included on the ballot. All ballots must be postmarked by May
5, 1999. Faxed ballots will not be accepted. If you have any questions, please contact Beverly Bradley at 312-554-0166.

Forensic Clinic Sells Out in Huntsville - Register Now for San Antonio Clinic

APSAC’s third Child Forensic Interview Clinic, held March 7-13, in conjunction with the Huntsville Symposium on
Child Sexual Abuse, was another sellout success. Fifty registrants had the opportunity to learn from and interact with
leading researchers in the field of child forensic interviewing, while receiving individual feedback on their interviewing
techniques. The next clinic will be held in conjunction with the 7th National Colloquium. Spaces fill up quickly, and early
registration is recommended. First notice of all clinics is given to individuals on the Forensic Clinic Mailing List - to get
your name on the list, just complete and return the coupon on page 9 of this issue of the Advisor.

APSAC Awards Deadline - April 1, 1999

There is still time to submit nominations for APSAC’s annual awards, which are given each year in recognition of the
work and dedication of outstanding professionals in the field of child abuse and neglect. The awards will be presented
during the membership luncheon at the 7th National Colloquium in San Antonio June 2-5. Six awards will be presented,
including Outstanding Professional, Outstanding Service, Research Career Achievement, Outstanding Research Article,
Outstanding Doctoral Dissertation and Outstanding Media Coverage. The form which was printed in the last issue of the
Advisor listed an incorrect deadline date - the actual deadline is April 1, 1999. Nominations submitted after that date are
not guaranteed to be reviewed, but we will do our best to accommodate late entries, due to the incorrect information which
was previously published. Please call Maureen Kelly at 312-554-0166 to request a nomination form.

Call for Nominations - Editor in Chief of Child Maltreatment

Child Maltreatment: The Journal of the American Professional Society on the Abuse of Children is seeking nomina-
tions for the position of Editor-in-Chief. As directed by APSAC policy, the Editor’s term would begin at the end of
Volume 5 (on 1/1/2001) and continue for the next five years. The CM Editor is responsible for all aspects of journal
operation, including appointing Editorial Board members as scheduled, making all final manuscript decisions, selecting
reviewers, directing the anonymous peer review process, guiding the journal’s overall direction, chairing Editorial Board
meetings, coordinating with the journal’s publisher, and operating the journal’s editorial office. Enclosed with this issue of
the Advisor is a flyer with complete information about the selection process for the new Editor-in-Chief. The deadline for
nominations is September 1, 1999. For more information, please call the APSAC Publications Department at 312-554-
0166.
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POLICY WATCH

Clinton Budget For Children

Funding for federal child abuse prevention and treat-
ment programs hardly rates a mention in the fiscal year
2000 spending plan President Clinton sent to Capitol Hill
on February 1. The Clinton administration proposes level
funding next year in the HHS budget for Child Abuse
Prevention and Treatment Act programs: CAPTA state
grants - $21 million; discretionary grants - $14 million;
community-based resource grants - $33 million. Most
child welfare programs, like CAPTA, would be held at
current funding next year.

On the plus side of the budget, the President asks
Congress to increase spending for the Safe and Stable
Families Program (formerly the Family Preservation and
Support Grants), which represents an important source
of federal dollars for prevention activities. Clinton re-
quests an increase of $20 million to

Court Blocks Online Protection Enforcement

A preliminary injunction barring the federal govern-
ment from enforcing the Child Online Protection Act
(COPA) was granted by a federal district court judge in
Philadelphia on February 1, 1999. In the court’s opinion,
Judge Lowell A. Reed Jr. explained: “Two diametric in-
terests — the constitutional right of freedom of speech and
the interest of Congress, and indeed society, in protect-
ing children from harmful materials — are in tension in
this lawsuit.”

The 1998 COPA statute was enacted to replace a 1996
measure, the Communications Decency Act, which es-
tablished a national indecency standard for enforcement
of Internet material that the Supreme Court then struck
down as unconstitutionally vague and overly broad. The
new law makes it a crime for commercial Web site op-

erators to post “material that is

$295 million, as authorized by law
for this capped entitlement program.

The President’s budget pro-
poses a significant increase — $600
million — for Head Start (from
FY99 funding of $4.660 billion to
$5.267 billion in FY00), and small
increases for runaway youth transi-
tional living — $5 million in new
dollars — and adoption opportuni-
ties with an extra $2 million. Both

Spending issues are
bound to bedevil
Congress this year,
despite the forecast of
budget surpluses and a
balanced budget from
the President.

harmful to minors” without block-
ing access to the site through a credit
card requirement or other adult veri-
fication.

The plaintiffs in the case in-
clude the American Civil Liberties
Union, the American Booksellers
Foundation for Free Expression, the
Electronic Frontier Foundation, the
Internet Content Coalition, and the
Electronic Privacy Information

programs have attracted special in-
terest from the President and Mrs. Clinton.

Over two-thirds of the $9.4 billion discretionary bud-
get request proposed for the Administration for Children
and Families goes for child care and Head Start. Funds
for foster care and adoption subsidies take the majority
of child welfare funds, with increases proposed in spend-
ing for both.

In a major policy turn-around, the Clinton adminis-
tration requests taking the Title XX Social Services Block
Grant funds back to $2.38 billion, after pushing for a cut
in the program’s funds last year to pay the cost of new
child care initiatives Clinton proposed.

Spending issues are bound to bedevil Congress this
year, despite the forecast of budget surpluses and a bal-
anced budget from the President. A budget agreement
signed just a few years ago when the federal deficit was
considered an overwhelming problem has left politicians
squirming under tight limits on discretionary spending.
It is not enough that federal legislators must decide
whether their priority is a tax cut, or increased defense
spending, or more money for social programs, Congress
may find itself this year in the politically hazardous posi-
tion of debating whether or not to lift the spending caps
to relieve some of the pressure —a move no one wants to
take first.

Page 8

Center, who attacked COPA on the
grounds that: 1) it is invalid under the First Amendment
for burdening speech that is constitutionally protected for
adults; 2) it is invalid for violating First Amendment rights
of minors; and 3) it is unconstitutionally vague under the
First and Fifth Amendments.

In November 1998, the same federal district court
entered a temporary restraining order prohibiting pros-
ecutions under COPA until the court could hear evidence
on the requirements for a preliminary injunction. Final
adjudication of the constitutional questions raised by the
plaintiffs in ACLU v. Reno, and the ability of the federal
government to enforce COPA will not occur until after a
trial on the merits has been completed by the court.

Pryce Introduces Child Abuse Bill

On February 12, 1999, Rep. Deborah Pryce (R-OH)
introduced H. R. 764, the Child Abuse Prevention and
Enforcement Act which would accomplish three purposes
in support of improving child protective services and pre-
vention activities: 1) allow existing criminal justice grant
funds to be used by states to help provide child protec-
tive services workers and child welfare workers engaged
in risk assessment access to criminal conviction records
and protection orders; 2) open the use of state criminal
justice block grant funds to support CPS investigations,
training, etc. and to provide support for prevention pro-

continued on next page
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grams; and 3) increase the set-aside for Children’s Jus-
tice Act grants under the Victims of Crime Act from $10
million to $20 million — which comes from forfeited as-
sets, forfeited bail bonds, and fines paid to the govern-
ment, and can be used by the states for such things as
training more child protective ser-

forms to allow children to testify via closed circuit tele-
vision, limit the number of interviews to which a child
can be subjected, and generally improve processes for
child witnesses. The child violence initiative will pro-
vide approximately $12 million in current Justice Depart-

ment funding to improve the justice

vices workers and court-appointed

system response to the treatment of

special advocates.

H.R. 764, which was referred
to the Judiciary Committee, is co-
sponsored by Reps. Thomas Ewing
(R-IL), Jim Greenwood (R-PA),
Tom DeLay (R-TX), and Stephanie
Tubbs Jones (D-OH). The bill’s pro-
visions, which Pryce introduced into
legislation last year, represent a
streamlined and noncontroversial

The child violence
initiative will provide
approximately $12
million in current
Justice Department
funding to improve the
justice system response
to the treatment of

child victims and witnesses with
training videos, best practice manu-
als and guides for law enforcement
agents, prosecutors, victim and wit-
ness coordinators, and court person-
nel.

Appearing with the President
at a White House briefing, the ini-
tiative was outlined by Deputy At-
torney General Eric Holder Jr., who

version of a bill that had been pro-
posed by former Rep. Susan

Molinari (R-NY) during the 105th witnesses.

child victims and

as U.S. Attorney for the District of
Columbia had successfully pushed
through legislation changing D.C.’s

Congress.

Pryce has said that she intends to make this bill a
priority for herself this year. She also has indicated the
interest of the House Republican leadership in moving
the bill, and wants to work with House Democrats to de-
velop the legislation. On introducing the bill, Pryce said
that the measure “provides states and cities with helpful
tools to protect children from abuse and neglect without
micro-managing their efforts.”

Presidential Initiative on Child Violence

Calling for the prevention of violence against chil-
dren, President Clinton on December 29, 1998, announced
a new Children Exposed to Violence Initiative (CEVI)
designed to include child abuse offenses in federal homi-
cide laws and improve the way the justice system deals
with children who are victims of or witnesses to violence.

The initiative will be led by the Department of Jus-
tice, with legislation proposed to amend federal homi-
cide statutes, and activities planned to work with states
to develop similar model legislation and put in place re-

felony murder statute along the lines
now proposed for federal law.

In addition, the President will make available $10
million in “Safe Start” grants to help up to 12 cities de-
velop prevention and intervention initiatives focusing on
children exposed to violence. The idea for the program is
based on initiatives such as the New Haven program,
which involves partnerships between law enforcement
officers and other community members to provide ser-
vices and support to children and promote parent educa-
tion.

In May, 1999, the Justice Department will sponsor a
National Summit on Children Exposed to Violence, with
the participation of HHS, law enforcement organizations,
child advocacy and media organizations, governors,
county officials, mayors, legislators and prosecutors, to
bring together experts in law enforcement, mental health,
child development, domestic violence prevention, and
related fields to increase public awareness and discuss
additional efforts.

312-554-0919.

APSAC’s Five Day Child Forensic Interview Clinic

APSAC’s comprehensive interview clinic is an intensive forty-hour training experience which provides per-
sonal interaction with leading clinicians, researchers, and trainers in the field of child forensic interviewing.
The interview practicum component provides participants with experience interviewing actual children in a
supportive environment with constructive feedback offered to build and improve specific professional skills.

To add your name to the Forensic Clinic Waiting List, please complete and return this form by fax to

Name Title

Agency Name Address

City State Zip
Phone Fax E-mail
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Children with disabilities are believed to be mal-
treated at a higher rate than children in the general popu-
lation. Rates of abuse and maltreatment in disabled popu-
lations have been reported to be between 3 and 61%.
Current estimates suggest that children with disabilities
are sexually abused at a much greater rate than the gen-
eral population. When disabilities are identified in abused
populations, it is estimated that between 9 and 40% of
children served by child protective services have a de-
velopmental disability.

In an individual who is older than the age of 5 years,
disability refers to a physical or mental impairment that
results in functional limitations in one or more of life’s
major activities. Consistent with the Americans with Dis-
abilities Act, a person has such a

MEDICINE

routine monitoring of a child’s developmental progress
as part of preventive heath care. Moreover, Public Law
99-457 (reauthorized as the Individuals with Disabilities
Education Act) mandates early identification of and in-
tervention for developmental disabilities. The medical
provider is in a critical position to assess children’s de-
velopment because he or she is often the only profes-
sional with knowledge of development who has routine
contact with the child. This same medical provider is in a
unique position to understand the social situation of the
family and assess for risk factors of abuse. The medical
provider is, therefore, responsible for identifying children
at developmental risk, children needing further evalua-
tion, and assisting families in obtaining appropriate ser-
vices for their child.

disability if the impairment mani-
fested before the age of 22 years, if
the person has a history of such an
impairment or is regarded as hav-
ing such an impairment. The term
“developmental disability” applies
to children from birth to 5 years old
who have significant developmen-
tal delay or congenital or acquired
conditions that may result in a dis-
ability if services are not provided.
This legal definition provides lim-
ited guidance for assessing whether
or not a child should be considered
to have a disability. Developmental
disabilities span a range of diag-

disabilities.

Pediatric medical
practitioners are an
often overlooked
resource for screening
for disabilities in
abused populations
and for training other
professionals in the
child abuse field about
developmental

Despite the high degree of
agreement within the pediatric com-
munity about the need for ongoing
monitoring of a child’s developmen-
tal progress, no uniform standard is
practiced. Pediatricians use a wide
variety of techniques, including the
“Aunt Tilly” approach, a combina-
tion of careful observation and lis-
tening to parents, intuition, and gut
response (Cunningham, 1996). Un-
fortunately, research suggests that
less than half the children with mild
mental retardation or serious emo-
tional/behavioral disturbances are
identified by clinical judgement
alone (Scott, Lingaraju, Kilgo &

noses, including communicative/
language disorders, motor delays or
conditions, and any combination of functional losses or
impairments. Disabilities can be congenital, result from
disease states, occur as a result of trauma or can be the
result of abusive trauma. Because of the wide range of
etiologies there is no one specific treatment or manage-
ment plan.

The medical provider (physician, nurse practitioner,
physician assistant, etc.) who is involved with the direct
primary care of a disabled child should monitor the child
for signs of abuse. Other medical providers who perform
expert child abuse evaluations should consider screening
for disabilities. Pediatric medical practitioners are an of-
ten overlooked resource for screening for disabilities in
abused populations and for training other professionals
in the child abuse field about developmental disabilities.
In the following review we discuss the medical
practitioner’s role in developmental assessments of abused
children, examine medical literature regarding abuse and
disabilities and provide guidance for professionals who
must consider abuse in disabled children.

The role of the medical provider in developmental
monitoring

The American Academy of Pediatrics recommends

Page 10

Lazzari, 1993). Relying solely on
parent report is another commonly used screening instru-
ment for development. While good reliability has been
shown using this method, lack of parental concern about
their child’s development does not ensure that develop-
ment is normal (Glascoe, 1996).

Developmental screening is a brief but formal method
for sorting out children who probably have developmen-
tal problems from children who do not. Several develop-
mental screening tests are available to assist the medical
provider in assessing a child; however, these must be used
accurately or they fail to be useful. The most widely rec-
ognized tool is the Denver Developmental Screening Test-
II (Frankenburg & Dodds, 1990). This test was standard-
ized to identify global developmental delay and practi-
tioners are cautioned about making assumptions regard-
ing specific delay in isolated domains of development.
Although several questions have been raised regarding
the validity of this tool, it remains the sole formal instru-
ment in many pediatric offices. First STEP is a new, popu-
lar and easy to use screening tool for the evaluation of
preschoolers (Miller, 1995). It takes about fifteen min-
utes to perform and has excellent sensitivity and speci-

continued on next page
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ficity. The Bayley Infant Neurodevelopmental Screen
(Bayley, 1993) uses directly elicited items to assess neuro-
developmental skills and developmental milestones. The
ELM Scale-2 is a very quick and accurate screening tool
for language abilities in children under three years of age
and has been shown to correlate highly with Bayley In-
fant Scale of Development mental index scores (Church
& Coplan, 1996).

Developmental Surveillance (Glascoe, 1996) is a
concept gaining increased attention. In this approach, the
medical provider identifies parent concerns and makes
regular skilled observations of the child in order to moni-
tor developmental progress. This approach uses formal
screening tests and informal observations, repeated mea-
sures at different ages, and reports from multiple sources
of information, such as parents, teachers, and day care
staff. Developmental surveillance is

e Communication limitations resulting in a decreased
ability to relay information

+ Inability to communicate needs (resulting in
neglect)

» Dependency on a large number of caretakers

The relative influence of each of these factors needs
further study. There are many limitations to the studies
that examine the relationship between abuse and disabili-
ties. These include subject selection biases, disparities
between studies on the definitions of disabilities and dif-
fering operational definitions of maltreatment. In addi-
tion, there is often difficulty in determining the causal
relationship between the abuse and disability (within the
study population) and sometimes questionable validation
of procedures for determining disabilities.

Identifying disabilities in abused children

Recent focus has been di-

best handled within the context of
the routine history and physical ex-
amination. This more fluid approach
to developmental assessment is un-
dergoing research scrutiny and will
likely gain more recognition.

Once the developmental
screening or surveillance identifies
a child as being either at risk or dem-
onstrating delay, a comprehensive
evaluation is in order. This type of
evaluation is best performed by a
child development specialist, devel-
opmental pediatrician, neurologist
or team of early intervention thera-

for services.

A team approach,
utilizing child
protective workers and
pediatric medical
practitioners, should
help to identify
disabled children and
therefore enable
appropriate referrals

rected to the need for child protec-
tive services to keep accurate
records on maltreated children with
disabilities (Bonner, Crow &
Hensley, 1997). Bonner et al. con-
ducted a survey of child abuse and
neglect state liaison officers which
replicated an earlier study by
Camblin (Camblin,1982). Bonner et
al’s prediction of an improvement
in training of Child Protective Ser-
vices personnel and better identifi-
cation of disabilities among popu-
lations of maltreated children in the

pists who will be able to establish a

developmental diagnosis, determine an etiology for the
disorder, provide a developmental prognosis, and assist
the family in educating themselves about the disorder and
establishing appropriate intervention and academic pro-
grams. This same approach should be used when child
abuse is suspected. The child should be referred to a medi-
cal specialist who is familiar with the medical findings of
physical and sexual abuse and who is able to work most
efficiently with community agencies to provide needed
services.

Risk factors for abuse in disabled children

There are many possible causes for increased risk of
abuse in developmentally disabled children. These in-
clude:

» Enhanced vulnerability as a result of increased
demands for care by multiple caregivers

e Chronic stress of child care providers

o Parental attachment problems

e Parental isolation

o  Unrealistic expectations of the child’s performance

o Aggressive behaviors in the child

o Concurrent risk factors that may be associated with
abuse as well as disabilities (such as alcohol and
drug abuse)

12 years between the two studies
was not demonstrated. In fact,
Bonner et al’s study demonstrated that the regular collec-
tion of information regarding disabilities in maltreated
children had declined since 1982. The authors postulate
that children’s disabilities are unlikely to be identified as
they enter the child protection system, resulting in a lack
of provision of necessary services.

A team approach, utilizing child protective workers
and pediatric medical practitioners, should help to iden-
tify disabled children and therefore enable appropriate
referrals for services. Pediatric medical practitioners who
provide ongoing primary care to the child should have
significant insight into the child’s past developmental is-
sues.

Identifying abuse in disabled children

Evaluating a disabled child for abuse may be much
more complicated than evaluating a developmentally
normal child. Communication issues may inhibit the elici-
tation of an accurate history from the child. Resources
for home placement may be scarce because of the in-
creased daily caregiver needs The medical professional
who is experienced in child abuse evaluations should also
be able to perform a brief developmental assessment, as
outlined above.

continued on next page
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Ammerman, Herson, and Van Hasselt (1988) pro-
spectively examined factors associated with risk of child
maltreatment and assessed maternal and child function-
ing in 138 hospitalized children and adolescents (aged 3-
18 years) with both developmental disabilities and psy-
chiatric disorders. Diagnoses included mental retardation,
pervasive developmental disorders, disruptive behavioral
disorders and affective disorders. According to the
author’s rating scales, 61% of the children studied had
experienced some form of maltreatment by a care pro-
vider during their lifetime. Mothers’ use of more severe
disciplinary techniques was associated with children who
were young, oppositional and higher functioning.

Although this study did not describe the physical find-
ings of the children, the study results indicating that higher
functioning children may predispose

dren was a significant problem, occurring for five of the
children. Clearly, there is a need for practitioners to look
for signs of abuse in children who are diagnosed with
cerebral palsy. Since these children may present to the
practitioner often for medical care issues, the practitio-
ner may have the opportunity to search for signs of abuse
at multiple intervals.

Amundson, Sherbondy, Van Dyke, and Alexander
(1994) review and discuss two case presentations of chil-
dren with severe malnutrition and growth retardation
which complicated the course of medical treatment. Both
adolescents had severe mental retardation, cerebral palsy,
seizure disorders, scoliosis and growth retardation, and
were admitted to hospitals and evaluated for feeding dis-
orders. In the first case, the child suffered from superior

mesenteric artery syndrome which

their mothers to more severe disci-
plinary techniques may help practi-
tioners focus their screening efforts
for abuse in disabled populations.
Unrealistic expectations of a child,
in terms of their developmental
functioning, is a significant risk fac-
tor for disabled children. This may
be a more significant risk when the
child is less physically challenging
for the caregiver and more emotion-

Unrealistic expectations
of a child, in terms of
their developmental
functioning, is a
significant risk factor for
disabled children.

may have been precipitated by se-
vere malnutrition. In their discus-
sion, the authors indicate that mal-
nutrition in disabled children may
be associated with poor oral intake,
gastro-esophageal reflux with aspi-
ration, and chronic constipation.
There are few established param-
eters for defining expectations of
growth. People with disabilities
may differ from standard norms,

ally challenging. For example, a

child with behavioral problems due to hearing loss may
be more at risk than a child who requires feeding and
diaper changes but who has no behavioral problems. Fu-
ture studies which may help practitioners further focus
their screening efforts for child abuse in disabled popula-
tions are greatly needed.

In another study of developmentally disabled chil-
dren, Jaudes and Diamond examined cases of 37 chil-
dren with developmental disabilities and child abuse (from
a cohort of 162 children diagnosed with cerebral palsy)
and reviewed the problems of children whose develop-
ment was affected by the compounded influences of mal-
treatment and the presence of a handicapping condition
(Jaudes & Diamond,1985). Four areas were identified as
crucial to the study of abuse and neglect with respect to
the child with developmental disabilities: 1) abuse that
causes handicaps; 2) abuse that occurs to the handicapped
child; 3) compromises in care that can occur when the
handicapped child becomes involved with the medical
and legal systems; and 4) arrangements for foster care or
other out-of-home placement for the child with handi-
caps. In 14 of the 37 abused children, the abuse was be-
lieved to have caused the cerebral palsy. The abuse in
these children involved severe head injuries resulting in
brain injury before the age of 1 year. In 23 cases, the
abuse followed the diagnosis of cerebral palsy and in 3
children, the abuse both preceded and followed the diag-
nosis. Most of these children (15 of the 23) suffered from
starvation/malnutrition, medical neglect or abandonment.
The authors point out that repeated battering of these chil-
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and malnutrition is sometimes ac-
cepted as part of the disability. Children with disabilities
may be at higher risk for serious nutrition problems and
practitioners should strive to provide early identification
and treatment of protein-energy malnutrition in order to
avoid complications. Abnormal growth in a disabled child,
just as in a non-disabled child, should trigger a compre-
hensive evaluation.

Elvik, Berkowitz, Nicholaas, Lipman, and Inkelis
(1990) describe their experience of evaluating 35 devel-
opmentally disabled females from a residential treatment
facility for physical signs of sexual abuse. This study spe-
cifically reviewed the medical findings in a group of dis-
abled adults. The task was undertaken after one of the
residents became pregnant, resulting in the suspicion of
sexual abuse perpetrated at the facility. Patients ranged
in age from 13 to 55 years, 69% were categorized as pro-
foundly retarded and no patients were able to provide a
history. Two had a prior history of rape and two had a
prior history of infection with Chlamydia trachomatis.
None of the patients had acute physical findings associ-
ated with recent penetrating trauma. The two with prior
Chlamydia trachomatis infections had normal examina-
tions. Two patients had a prior history of rape and had
normal examination findings. Thirteen had abnormal geni-
tal findings which were consistent with healed penetra-
tion. In these cases, no perpetrator was identified and the
dilemma of determining the significance and implications
of the abnormal genital findings was evident. Since it is
rare to see abnormal findings in individuals with known

continued on next page
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sexual abuse, it is clearly unusual to report so many with
physical findings of sexual abuse (Adams, Harper,
Knudson, and Revilla, 1994). The authors recommend
that pediatric medical practitioners who are longitudinally
following a disabled patient perform a complete exami-
nation at every visit including an external genital exami-
nation of pre-pubertal children, and a pelvic exam, when
indicated, for pubertal females.

Data concerning the characteristics of physical and
sexual abuse of communicatively handicapped children
were collected as part of a longitu-

perpetrators accounted for no more than 3% of sexual
abuse. Nearly 83% endured multiple episodes of abuse.
When considering all types of abuse collectively, the most
frequent site at which abuse was perpetrated was the
child’s home. However, the most common site for cases
of isolated sexual abuse was the school (including resi-
dential schools) for 39%.

The authors conclude that sexual and/or physical
abuse as well as emotional abuse and/or neglect are sig-
nificant risks for children with communication disorders

and related disabilities. The impli-

dinal study of therapeutic efficacy
among a group of abused children
with documented and verified
handicapping conditions (Sullivan,
Brookhauser, Scanlan, Knutson,
and Schulte, 1991). In 482 children
consecutively referred to and evalu-
ated at Boys Town National Re-
search Hospital, identified impair-
ments included hearing problems,
mental retardation, visual impair-
ment and others. Comparisons were
made between children who were
educated in mainstream schooling
and those who were part of a resi-
dential program. Results indicated

children.

Child protective
workers and others
involved in the
investigation of child
abuse cases should
work together with
medical child abuse
professionals to
identify disabilities in

cation is that the relatively increased
risk for sexual abuse in males com-
pared to the general population is due
to two factors: 1) education and child
care practices and 2) communication
barriers. Although this study does
not report specific physical findings
for abuse, it clearly documents the
need for close medical evaluations
in this population.

Botash, et al. (1994) reported
on 13 children who were referred to
a tertiary care outpatient child sexual
abuse program in Central New York
after facilitated communication re-

that the most prevalent type of mal-

treatment for both boys and girls was sexual abuse (48%).
Mainstreamed boys were somewhat more likely to be
physically abused (35%) than sexually abused (30%), but
boys in residential facilities were much more likely to be
sexually abused (58.8%). Sexual abuse was the single
most frequently reported type of maltreatment among each
of the described handicap-specific subgroups. Stranger

vealed disclosures of sexual abuse.
These children were examined for
physical findings which might indicate sexual abuse. The
children, aged 5 to 15 years, had various developmental
diagnoses including autistic behavior, mental retardation,
cerebral palsy, seizure disorders and Down’s syndrome.
Four children had corroborating evidence of sexual abuse
(one perpetrator confession, one verbal disclosure and

continued on page 18
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