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Foreword

The child maltreatment field has evolved dramatically over the past 50 years, with 
each new innovation building on the contributions of professionals who have 
endeavored to create a better world for children. It is noteworthy that this assessment 
has been adapted from the work of one of the visionary leaders in the field of child 
maltreatment, Dr. David Chadwick. Everyone who reads and utilizes this valuable 
collection of work is benefitting from the expertise of not only the contributors to 
this assessment, but from Dr. Chadwick himself. 

We must now view child maltreatment as more than a dedicated field of work to 
improve the lives of children; in a larger frame, the professionals working in this 
field are daily striving to improve the health and well-being of our world because the 
children we serve today will be those who shape the future generations. Thus, this 
incredible collection of knowledge and resources should be viewed more expansively 
as a blueprint for achieving this broader goal, with guidance from wise and esteemed 
leaders in the field.

The multidisciplinary response to child maltreatment and awareness of the valuable 
contributions made by each of these disciplines is critical for an effective response 
to child maltreatment. Initial multidisciplinary efforts involved a limited number 
of professions, but we are now in an era where additional professional fields are 
becoming involved in the expanding response to child maltreatment. This assessment 
volume includes emerging topics of dramatic importance for those working in the 
child maltreatment field and builds on the existing knowledge and practice base to 
assist professionals in their effectiveness while working with abused and neglected 
children.

Furthermore, the child maltreatment field, buoyed by the continued revision of this 
valuable information, has been propelled from a practice of best efforts to a more 
evidence-based and evidence-informed practice, thereby leading to better outcomes 
for children and our society as a whole. Aside from being an outstanding compilation 
of knowledge related to child maltreatment prevention and intervention, this 
assessment also serves as a motivator for readers to promote improved practice and 
further evolution of the entire field.

The multidisciplinary response and value is not measured in comparison to each 
involved discipline. It is measured in the combined positive impact that this 
collaboration has for each child and family served. This Child Maltreatment Assessment, 
Volume 3: Investigation, Care, and Prevention provides the necessary guidance for 
allied professionals to provide their services in the most effective manner while also 
increasing their understanding of their multidisciplinary partners. This approach will 
continue to bring the change desired by all those who accept the challenge of child 
protection and well-being.

Chris Newlin, MS, LPC 
Executive Director 
National Children’s Advocacy Center 
Huntsville, Alabama
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PreFaCe

Identifying child abuse is only the first step toward child protection. A century 
and a half ago in the United States, specific laws did not exist to protect children, 
but as awareness of extreme cases of child abuse grew, organizations developed and 
began to advocate for the protection and rights of children. Internationally, the 
United Nations Convention on the Rights of the Child codified a legally-binding 
international agreement setting out the political, economic, civil, social, and cultural 
rights of every child, regardless of their race, religion, or abilities. As of today, 63 
countries have legally banned any kind of corporal punishment of children. Despite 
these international developments, the United States and several other countries have 
not yet adopted these formal protections.

Today, law enforcement, medical examiners and coroners (ME/Cs), social workers, 
lawyers, and other professionals work together to more effectively prevent, identify, 
treat, and prosecute in citations of child maltreatment. Law enforcement has 
become increasingly proficient in understanding child abuse and working with 
other professionals to investigate and charge perpetrators. While social media has 
created a major avenue to better understand the sequence of events and often the 
motivation that leads to a specific episode of child abuse, the internet also creates 
opportunities for abuse – cyber bullying, distribution of child pornography, and 
more advanced ways to engage in human trafficking. Alongside health care workers, 
such as child abuse pediatricians, ME/Cs use DNA and other techniques to allow 
for determination in some cases that could not be done before. ME/Cs and law 
enforcement officials cooperate in preserving scenes, re-enactments, and trying to 
solve the specifics of cases.  

Although most child abuse cases reported to the state hotlines are handled by social 
workers, others are seen in juvenile court and are sometimes considered criminal 
matters. Child death review teams, made up of health care professionals, ME/Cs, 
law enforcement, social workers, and legal professionals, are brought together for 
court cases, so precise and consistent written and photographic documentation aid 
tremendously in determining the ruling in court cases. In addition, these professionals 
may be called upon to testify, communicating the information within the confines of 
the legal process itself. Lawyers and courts make decisions in child abuse cases that 
will impact the child and family for years to come.

An entire system has evolved to address child abuse and achieve the best outcomes 
of an often negative situation. Although prevention is preferred, until that proves 
overwhelmingly effective, professionals need evidence-based resources to learn 
the best methods for intervention. With this assessment, professionals will gain 
knowledge about dealing with child abuse and its aftermath.

Debra Esernio-Jenssen, MD, FAAP

Ruchita Doshi, DO, FAAP

Randell Alexander, MD, PhD
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reviews

The occurrence of child maltreatment 
remains a pervasive public health 
challenge. Often, children remain as 
“invisible victims” who live in the shadow 
of their abuse and neglect. As such, it is 
imperative for clinicians to understand 
the foundational facets of targeted and 
sensitive assessment, as well as appropriate 
intervention and referral. Children, 
as they rapidly move through growth 
and development, require the clinician 
to provide trauma related care that is 
age appropriate and that promotes on 
time bio-psycho-social progression. This 
textbook provides a multidimensional 
and interdisciplinary approach toward 
increased awareness, expanded assessment, 
and recommendations for treatment 
for this very vulnerable population of 
children. Additionally, the strategic 
use of case studies in the Photographic 
Atlas section provides for the ability of 
the reader to immediately translate the 
provided information toward enhancing 
safe and effective clinical practice. 
Child Maltreatment Assessment: 
Investigation, Care, and Prevention 
provides a solid foundational overview of 
the significant facets of assessment along 
the continuum of identification of child 
abuse and implementation of related 
strategies for safety and integration of the 
trauma. This is an excellent addition to 
any clinician’s library of resources.

Paul Thomas Clements, PhD, RN, 
ANEF, DF-AFN 

Professor in Residence 
University of Nevada, Las Vegas 

Distinguished Fellow, Academy of 
Forensic Nursing

This text provides thorough, start-to-
finish approaches for all professionals 
that work with children who have 
experienced maltreatment. It is clear 
that Drs. Esernio-Jenssen, Alexander, 
and Doshi intentionally set the stage 
for authors to present traditional and 
novel evidence-based information related 
to the etiology, prevention, treatment, 
and reporting of various types of abuse. 
These authors comprehensively consider 
the short- and long-term effects of 
maltreatment, including what we 
now know about the neurobiology of 
trauma, all while addressing strategies 
to provide patient- and family-centered 
care. In addition, and unique to this 
text, chapters provide case studies and 
photographs for discussion that clearly 
depict authentic situations and lead 
to deeper understandings of realistic 
practice implications. This assessment is a 
must-read for all who aim to remedy the 
epidemic of child maltreatment!

Sara Jones, PhD, APRN, PMHNP-BC, 
FAAN, FAANP

The Child Maltreatment Assessment 
series, a new 3-volume-workbook series 
should be a welcomed addition to both 
individual and institutional libraries 
as an authoritarian compendium that 
promises to be an invaluable resource 
for health care professionals as well 
as the disciplines of child protection, 
mental health, and law enforcement. 
The chapters that I had the pleasure of 
reviewing were thorough, well-written, 
and provided an easy-to-understand 
overview of complicated topical issues. 
The integration of a case-based format 
should in turn be of great practical value 
to the reader. There should be little doubt 
that the distinguished editors, Drs. Debra 
Esernio-Jenssen, Randell Alexander, and 
Ruchita Doshi have artfully selected 
both traditional and emerging topics 
contributed by well recognized authorities 
in the field. I look forward to adding this 
text to my library. 

Martin A. Finkel, DO, FAAP 
Professor of Pediatrics 

Child Abuse Research Education & 
Service (CARES) Institute  

Rowan University 
Glassboro, New Jersey
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deFinitions
 

objeCtives 
After reviewing this section, the reader will be able to:

1. Clearly identify and define key terms related to child maltreatment.

2.  Accurately apply terms when analyzing cases of child maltreatment.

instruCtions 
The following terms are found throughout the text. This section should serve as a 
convenient reference for readers as they move through the chapters. 

 — Accomplice: A person who knowingly, voluntarily, or intentionally gives 
assistance to another in the commission of a crime. An accomplice is 
criminally liable to the same extent as the principal and is typically present 
when the crime is committed.

 — Cause of Death: The disease or injury that creates the physiologic 
disturbance that leads to death.

 — Chain-of-Custody Log: Chronological documentation (ie, paper trail) that 
records the sequence of custody, control, transfer, analysis, and disposition of 
physical and/or electronic evidence.

 — Child Fatality Review Teams (CFRs): A multidisciplinary group that assists 
with the proper identification of the causes of child deaths. In doing so, they 
gain a better understanding of the risk factors and circumstances surrounding 
the death, enabling them to design community and organizational 
interventions aimed at preventing future deaths. 

 — Child Protective Services (CPS): The government agency responsible for 
protecting children, which includes intervening in cases of maltreatment. 

 — Circumstantial Evidence: Evidence that is not based on personal knowledge 
or observations of a crime; deductions are made about particular facts, 
indirectly proving that certain events took place. 

 — Competency: Cross examination ploy; meant to allege a witness’s lack of 
experience or certification in a variety of disciplines and/or point out a 
mistake or false statement given by the witness regarding their profession.

 — Coroner: An elected official, not usually a physician, who is responsible for 
overseeing the details related to a death, including the maintenance of the 
body and preservation of any forensic evidence. 

 — Cross Examination: In a court of law, this is the interrogation of a witness 
from the other party of the case in order to challenge or extend the testimony 
already given. There are 5 cross examination ploys. 

 — Defendant: The person being accused of a crime or injustice in a legal case.

Section
I
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the role oF law 
enForCeMent in the 
investigation oF  
Child MaltreatMent
Michael J. Marks

objeCtives
After reviewing this chapter, the reader will be able to: 

1. Understand the role of law enforcement personnel in child abuse cases.

2. Describe why children are often the target of maltreatment.

3. Outline the 8 general steps for law enforcement personnel to follow while 
conducting an interview.

4. List sample questions to use when establishing rapport with the child.

5. Understand the basic information that should be obtained from a witness while    
interviewing them. 

6. Understand how to use a preliminary investigative checklist to structure a case’s 
approach.

7. Describe the procedures that should be followed at a crime or event scene.

law enForCeMent and the Child viCtiM
The abuse, neglect, and exploitation of children are all crimes, and while police of-
ficers report and investigate them, this is only a small portion of law enforcement’s 
overall responsibilities. Other than in the largest police departments, there are very 
few police officers that are solely dedicated to the investigation of crimes against 
children. For the vast majority of police departments, the lack of specialized train-
ing, coupled with a general lack of experience in these very difficult and complicated 
cases, contributes to the difficulty in proving or disproving the allegations or suspi-
cions of child maltreatment.  

Police officers swear an oath to protect and serve their jurisdiction and these young 
victims need the investigators and prosecutors to serve as their voice when they are 
the victims of heinous crimes. These investigations require dedication, desire, and 
the ability to easily talk to both adults and children. Communication is the key to 
successful investigations and listening opens the door to many of the facts that are 
pertinent to the case.  

All investigations begin with a suspicion or allegation. The majority of reports of 
crimes to police departments are by victims who are eager to provide details and in-
formation. Crimes against children, however, are considerably different. The report 

Chapter
1
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or disclosure of the event is seldom deliberate. In most cases, children do not report 
being abused. Depending on the child’s age and developmental level, they may not 
understand what has happened to them or that they have been abused. The investi-
gation of child abuse is one of the most difficult cases handled by law enforcement 
agencies due to the following reasons:

 —  Because of their physical, mental, and emotional development, children are 
usually unable to protect themselves from abuse, neglect, and exploitation.

 — These crimes are often conducted in a private place, one-on-one, so there are 
no witnesses and no accomplices.

 — Defendants in these cases do not usually brag about their crimes, so it is 
unlikely that a third party will report them.

 — Children can sometimes be viewed as less credible or competent than the 
suspected adult offender.

 — Interviewing children requires special training, understanding, and patience.

 — Children often do not speak about their abuse for a variety of reasons. In 
some cases, the disclosure is delayed or delivered piecemeal over an extended 
period of time.

 — Children often do not want the offender punished; they often only want the 
abuse to stop. 

 — Most crimes against children are not isolated incidents; they take place over a 
period of time and may involve multiple victims and even multiple offenders. 

 — Crimes of abuse may have no physical or medical evidence. If such evidence 
does exist, it does not necessarily prove who the suspect is.

 — Cases often cross jurisdictional and political boundaries, making the 
determination of a venue difficult.

 — The criminal justice system was not designed with the special needs of 
children taken into consideration; therefore, children may be frightened and/
or intimidated by the courtroom and trial process.

 — Child maltreatment crimes are often investigated by persons who have little 
specialized training or experience in dealing with children’s traumatic events.

 — Child maltreatment cases often involve concurrent civil, criminal, and 
sometimes administrative investigations that result in investigative conflicts 
and obstructions.

interview guidelines
It is important to gather all available case and background information prior to the 
conduction of an interview. An interview, by definition, is the process of one person 
obtaining information from another by a question-and-answer method. Along with 
gathering information prior to the interview, the investigator may visit the scene of 
the reported crime, if pertinent to the case itself. The investigator should also make 
sure that they understand the offense and the events of the crime. It is important for 
the investigator to speak with medical personnel and ensure their competency regard-
ing the manner and cause of injuries. Remember, neither guilt nor innocence should 
be assumed. Every incident should be evaluated and investigated on its own merit.

The following should be documented while conducting an individual’s interview: 

 — Correct spelling of their name

 — Date of birth and Social Security number
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the review ProCess  
and Child Fatality  
review teaMs
Vincent Palusci, MD, MS, FAAP

objeCtives
After reviewing this chapter, the reader will be able to: 

1. Understand the implications of child fatality in cases of maltreatment.

2. Describe the current epidemiology, risk factors, and presentation of fatal child 
maltreatment. 

3. Describe fatal child abuse task force recommendations and understand the need 
for accurate, systematic review of child deaths.

4. List the purposes and aims of child fatality review in the United States.

5. Discuss the benefits of child fatality review programs.

6. Discuss the important roles of pediatricians and other professionals in the child 
death review process. 

the iMPliCations oF Fatality aFter Child 
MaltreatMent
The death of a child is a sentinel event in a community, prompting the need to 
understand the cause of the child’s death and how to then prevent additional child 
deaths. When a child’s death is caused by abuse or neglect, it reflects modifiable 
psychosocial factors rather than biologic causes.1 In addition a substantial number 
of children who died as a result of maltreatment were previously reported to Child 
Protective Services (CPS), thus demonstrating that the child’s death was prevent-
able.2 Preventable deaths from child neglect and maltreatment give communities 
the opportunity to create strategies that identify families at risk, provide services 
that can reduce said risk, and then intervene to best help the families and surviving 
children. 

Child fatality review (CFR) teams, sometimes called child death review teams, have 
been developed across the United States in order to better assist with the proper 
identification of the causes of child deaths and to design community and organiza-
tional interventions aimed at preventing future child deaths. This chapter reviews 
the current epidemiology, risk factors, and presentation of fatal child maltreatment, 
discusses how systematic reviews of child deaths can help prevent future deaths, and 
demonstrates the importance of pediatricians and other professionals in assisting the 
community CFR process.

Chapter
2
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ePideMiology, risk FaCtors, and Presentation oF 
Fatal Child abuse
It has been suggested by professionals of various sectors (eg, law, medicine, social 
work, etc.) that society needs to dramatically redesign its approach to helping families 
and children; the goal is to place a stronger focus on prevention, thus eliminating 
child abuse and neglect fatalities.3 Despite more than 25 years of administrative data, 
CFR teams, and a national CFR case collection system, there is still only limited re-
search on child fatality prevention, and it is difficult to measure whether prevention 
efforts have actually resulted in a reduction of child maltreatment fatalities. Without 
an accurate national count of child maltreatment fatalities, it is impossible to truly 
know if sufficient improvements have been made.3,4 In addition, low incidence rates, 
a myriad of potential causes (eg, positional asphyxia deaths misidentified as sudden 
infant death syndrome [SIDS], neglect labelled as an accident, etc.), and the inability 
to predict accurate child maltreatment fatalities in infants and young children, have 
made prevention difficult.4 

An estimated 1770 children died as a result of maltreatment in the United States in 
2018, a rate of 2.4 per every 100 000 children.2 This number has increased in the 
last 20 years, from 2000 to 2020 (Figure 2-1). In more than 70% of the fatal cases, 
children were under the age of 3 years, and most of those deaths occurred as a result of 
neglect alone (73% in 2018) or in combination with abuse. This number is thought 
to be an undercount, however, with the actual amount being 2 or 3 times larger than 
that reported in official statistics.2,3 Child maltreatment fatality has historically been 
under ascertained in the United States, leading to inadequate response to and preven-
tion of future deaths.3 

Figure 2-1. United States child abuse deaths 
recorded in the National Child Abuse and Neglect 
Data System. (Figure adapted from US Department 
of Health & Human Services, Administration for 
Children & Families, Children’s Bureau, National 
Child Abuse and Neglect Data System website.)

Figure 2-1. US Child Maltreatment Deaths (NCANDS)
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There are a number of confirmed factors that increase the risk for child abuse 
fatality, but these factors vary depending on the population studied (eg, emer-
gency departments, inpatients, medical examiner offices). Certain child, family, 
and community factors can play into risk levels as well.5-9 Infants and toddlers 
have the highest risk for an abuse or neglect fatality compared to other age groups 
and require special attention. Schnitzer and Ewigman5 found that children under 
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the role oF the MediCal 
exaMiner in Child Fatality 
investigations
Rachel Thomas, PhD, APRN-BC 
Randell Alexander, MD, PhD

objeCtives
After reviewing this chapter, the reader will be able to:

1. Explain the role and professional responsibilities of the medical examiner (ME) in 
deaths where child abuse or neglect is suspected. 

2. Understand the terminology commonly used by MEs.

3. Understand the differential diagnoses for early childhood fatalities.

4. List the indicators of a possible death due to sudden infant death syndrome 
(SIDS).

5. Discuss the elements of a trauma-informed approach to child death investigations, 
as well as the role of child death review (CDR) teams. 

MediCal exaMiners and Coroners

Coroners

While many references use the terms “medical examiner” and “coroner” interchange-
ably, such as medical examiner/coroner or ME/C offices, there are distinct differ-
ences between the 2 roles. Typically, MEs work in urban environments with larger 
populations. In rural areas, the coroner, who is often an elected official and not a 
physician, will have the responsibility of overseeing the details related to the death, 
including the maintenance of the body and the preservation of any forensic evidence. 
Coroners typically hold roles such as funeral home directors or law enforcement 
personnel. 

meDiCal examiners

MEs are board-certified physicians with in-depth training in anatomy, physiology, 
medicine, and forensic pathology. To be certified as an ME, one must complete 
medical school, residency, and 1 or more fellowships that are post-residency training. 
The ME conducts detailed autopsies and scene investigations as part of an overall 
death investigation to determine the cause and manner of death in unexplained cir-
cumstances, especially among those who “die outside of the health care system or die 
precipitously without a confirmed diagnosis.”1 

The importance of the ME’s involvement in death investigations is twofold. Not 
only do they help elucidate causes of unexplained deaths, but their involvement may 
also contribute to a better understanding of societal, health, and public safety issues 
(eg, emerging infectious diseases, bioterrorism, teen suicides, the opioid crisis and 
drug overdoses, poisonings, motor vehicles accidents, etc.).1 

Chapter
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According to a 2019 American Academy of Pediatrics Task Force,2 having a skilled 
ME is crucial to avoid mislabeling the death or erroneously missing a case of child 
maltreatment. This task force states, “when a healthy infant dies suddenly and unex-
pectedly, it is critical to correctly determine if the death was caused by child abuse 
or neglect…[as] missing a child abuse death can place other children at risk, and 
inappropriately [labeling a death] can result in inappropriate criminal and protective 
services investigations.” 

MEs are involved in the investigations of roughly 20% of all reported deaths in the 
United States,1 and they provide expertise in differentiating natural causes of death 
from other, often elusive, causes. In young infants and children, the ME’s evaluations 
include diagnosing for a wide variety of differential causes of death such as con-
genital anomalies (eg, undetected heart defects), systemic infections (eg, meningitis), 
and sleep-related causes (eg, positional asphyxia or sudden unexpected infant death 
[SUID]). Child neglect and intentional abuse are other causes of early, unexplained 
childhood fatalities in previously well children. 

Many ME offices have advanced diagnostic equipment in order to assist in the com-
pilation of a thorough differential diagnosis pertaining to the cause of death. While 
performing an autopsy, the ME conducts careful macroscopic and microscopic assess-
ments of the body with special attention to the cranium, cranial contents, and vital 
organs. They also collect tissue samples for further histological analysis and may send 
out specimens (eg, eyes) to specialists such as ophthalmologists and/or other forensic 
experts.

Ultimately, the training between coroners and MEs is quite different. Research has 
shown that in places with more coroners and less MEs, the causes of deaths tend to 
be unreported, under-recognized, or poorly understood.3 While some smaller, rural 
communities may still use elected coroners as opposed to MEs, ME involvement 
has become increasingly important as medicine and medicolegal death investigations 
evolve. At present, nearly half of the United States’ population is served by a coroner 
and half by a ME.4 

the MediCal exaMiner and Child death 
investigations
The ME’s role in the investigation of any child’s death that involved suspected mal-
treatment consists of:

 — Identifying the presence and nature of injuries and/or underlying illnesses/
pathology

 — Documenting pertinent findings (eg, positive and negative tests)

 — Properly collecting and preserving evidence 

 — Evaluating any modifying or contributing factors (injuries and disease)

 — Establishing time of injury/injuries and death

 — Presenting findings in appropriate legal forums

In general, any sudden and unexpected death, or one wherein an injury or “non-
natural” condition is suspected to have caused or contributed to the death, should 
be reported to the medicolegal authority in whose jurisdiction it falls. By their very 
nature, all deaths suspected to involve abuse or neglect must be brought to the 
attention of the applicable medicolegal authority. State laws often require sudden 
unexpected deaths in children under 5 years of age to be investigated and the child 
autopsied.
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legal issues
The Honorable Anna-Kristie Morffi Marks

objeCtives
After reviewing this chapter, the reader will be able to:

1. Identify who must report child abuse and to whom they should report.

2. List what must be reported in child abuse and neglect cases.

3. Define the role of Child Protective Services (CPS) in child maltreatment cases.

4. Describe the course of litigation in child abuse and neglect cases.

5. Understand the rules of evidence as they apply in abuse cases.

6. Define the general provisions of state reporting statutes. 

Child ProteCtive serviCes and  
rePorting statutes
The identification of abuse and neglect, the assessment of family social service needs, 
and the implementation of treatment programs and intervention strategies for 
abused children and their families are predominantly carried out by state and county 
CPS agencies. Typically, authorization for such interventions is found in state laws 
that establish and provide funding for these agencies as well as define the criteria for 
and mode of intervention. The primary purposes of CPS agencies are to protect and 
ensure the safety of children who are or who have been at risk of maltreatment and 
to provide services that prevent the risk of it in the future.

A report to the state’s child abuse and neglect hotline, made either by a professional 
involved with the child or by a concerned nonmandated reporter, generally results 
in a referral to a CPS agency. Often, such a referral derives from a report taken by 
the local police. Child abuse and neglect reporting laws dictate the manner in which 
referrals are made to CPS agencies and how the agencies are to respond to such re-
ferrals. These laws govern the central registries that maintain information regarding 
cases previously investigated by CPS agencies, and they often define the relationship 
between the CPS agency, the court, and law enforcement agencies.

All states, including the United States’ territories, have each enacted their own child 
abuse and neglect reporting legislation. As a result, there is a lack of uniformity in 
statutory language and the laws’ effect. In particular, the statutes vary in their precise 
definition of child abuse or neglect as well in the standards and procedures used for 
reporting suspected cases. All of the state statutes, however, share a common purpose 
and tend to follow a similar format based on the federally mandated requirements.

The purpose of every child abuse and neglect reporting statute is to protect the 
child from additional physical and mental injury. Accordingly, statutes are written to 
encourage and facilitate reporting of suspected abuse or neglect. These statutes are 
designed to promote early identification of a child in peril in order to swiftly begin 
a thorough investigation of alleged abuse or neglect and initiate a response when 
protective measures and/or treatment are warranted. 

Chapter
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Every state reporting statute contains essentially the same elements, including: (1) 
what must be reported (ie, reportable conditions/definition of child abuse or neglect), 
(2) who must or may report, (3) when a report must be made, (4) reporting proce-
dures, (5) the existence and operation of a central registry, (6) rules regarding protec-
tive custody, (7) immunity for good faith reporters, (8) the abrogation of certain 
privileged communication rights that might otherwise apply, and (9) sanctions for 
failure to report. In addition, many child abuse reporting statutes allow the taking 
of photographs or x-rays of the child when physical abuse is suspected, even in the 
absence of parental consent.

who must report what to whom

Each state’s reporting statute designates who is required to report suspected child abuse 
and neglect. These individuals often include professionals such as physicians, health 
care employees, educators, and law enforcement personnel. Many states, though, have 
an even broader base of mandated reporters, which includes professionals such as 
coroners, funeral home directors, dentists, probation officers, social workers, or other 
persons responsible for the care of children. Approximately 18 states, however, require 
“any person” to report suspected child abuse and neglect. In addition, the majority of 
state reporting statutes also provide guidelines for permissive reporting by nonman-
dated reporters.

Each state statute specifies at least 1 agency to receive reports of suspected child abuse 
and neglect. Traditionally, 4 different agencies have served as potential recipients for 
child abuse reports: social service agencies, police departments, health departments, 
and the courts.

what must Be reporteD

Like mentioned above, every state’s reporting statute requires that mandated report-
ers disclose any suspected child abuse and neglect. Each state, however, defines child 
abuse and neglect differently; therefore, reportable conditions vary among the states. 
In general, reportable conditions include: nonaccidental physical injury, neglect, sex-
ual abuse, and/or emotional abuse.

when must a report Be maDe

Most state statutes require reporters to make an immediate oral report of suspected 
abuse or neglect by telephone, followed shortly thereafter by a written report, to 
the appropriate state agency. This procedure facilitates an immediate investigatory 
response by the CPS agency, ensuring that the child is protected. It also establishes 
a permanent record of the alleged incident. The degree of suspicion a reporter must 
reach before making a report is set out in the reporting statute and likewise varies 
from state to state. The first child abuse reporting statutes provided guidelines 
for a report to be made when there was “reason to believe” that a child had been 
abused. Many states have since expanded that requirement and now use language 
such as when one has “cause to believe” or “reasonable cause to suspect” that a 
“child has been or may be subjected to abuse or neglect or observes a child being 
subjected to conditions or circumstances which would reasonably result in abuse or 
neglect.” Practically, “cause to believe” and “reasonable cause to suspect” have similar 
meanings for reporting purposes. As will be noted below, however, there may be a 
distinction in cases where civil liability for failure to report is an issue.

rePorting ProCedures
Most states have designated the department of social services, or a division within 
that department, as the appropriate agency to receive reports of suspected child 
abuse and neglect. Some states designate reporting only to the department of social 
services, while others designate reporting to 2 or more agencies (eg, the police de-
partment and the department of social services), but these states generally require 
that all reports ultimately flow into the department of social services. A few states, 
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however, permit the reporting to 2 or more agencies without requiring the coordina-
tion of information by any agency.

In many states, the reporting statute specifies what information must to be included 
in the report. In other states, the receiving agency determines on a case-by-case 
basis what information is required. Typically, the required information is: name, 
age, address, present location of the child, type and extent of the injuries, name and 
address of the parent(s) or caretaker(s) if known, and any other information that the 
reporter believes might be relevant. Most states require a mandated reporter to divulge 
their name and position but allow for a permissive reporter to remain anonymous. 
Reporting statutes also generally prescribe the time within which the CPS agency 
must initiate its investigation. In most instances, this is within 24 hours of the receipt 
of a report.

Central registries
Nearly every state has established a central registry of child protection cases, which 
is where reports received by their child abuse hotline are recorded. Central registry 
records usually contain additional case information such as prior reports of child abuse 
and neglect, CPS case outcomes, treatment plans, and final dispositions at the CPS 
level. Because central registry records contain highly private data about individuals 
and families, state laws generally deem them confidential and regulate their disclosure.

Three general statutory approaches govern record accessibility: (1) only individuals 
within a CPS agency may have access, (2) the CPS agency may issue regulations 
authorizing access by certain persons outside of the agency, or (3) state law may 
enumerate precisely which persons may have access. This third approach is most 
prevalent today. Those who typically have access to the records are law enforcement 
personnel investigating a report of child maltreatment, the treating physician, the 
CPS agency, the court, and/or the persons conducting bona fide research. In addition, 
the child’s attorney or guardian ad litem is generally permitted to review registry 
records in instances when the CPS agency or law enforcement personnel refers the 
case to court and court involvement ensues. Registry information is often available 
for purposes such as screening applicants for licenses to establish childcare facilities, 
agencies/services/applicants for employment, or volunteer work with such operations 
or with schools. 

ProteCtive Custody
Nearly every state authorizes certain categories of individuals to take a child into pro-
tective custody if the individual concludes that there is “an imminent danger to the 
child’s life or health” or if the child’s health and wellbeing would be “seriously endan-
gered” if they remained with or were released to their parent or other caretaker.1 The 
child abuse reporting statutes designate who may take the child into custody, when, 
and under what circumstances. Depending on the particular statute, such individuals 
may include 1 or more of the following: police officers, physicians, juvenile or proba-
tion officers, and/or CPS professionals.

Some states require a court order, at least over the telephone if not in writing, before 
taking the child into custody against the parent’s or caretaker’s wishes. Other states 
directly authorize protective custody, provided that written notice or another docu-
ment is filed with the juvenile court within 24 to 48 hours after the action is taken. 
In either case, a custody hearing will typically be held in court within a short period 
of time to review the initial decision of holding the child. 

iMMunity For good Faith rePorters
Individuals may be reluctant to report suspected child abuse. Potential reporters 
may fear that the suspected perpetrator will bring a lawsuit against them if the 
abuse is unconfirmed. To encourage reporting and alleviate this fear, every state’s 
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testiFying
Randell Alexander, MD, PhD

objeCtives
After reviewing this chapter, the reader will be able to:

1. Compare and contrast the legal environment with the medical or social services 
environment.

2. Understand how to prepare a case for court.

3. Determine the role of the witness. 

4. Explain preparation for testifying.

5. Describe the elements of giving testimony.

6.  List cross-examination strategies and how to respond to them if necessary.

7. Discuss levels of certainty.

overview oF MediCal and legal environMents
Medical professionals are accustomed to taking a team approach in order to achieve 
the highest level of well-being for their patients. The ultimate goal of this approach 
is to correctly identify their patients’ problems and then to treat or cure them. The 
legal system, however, presents an adversarial situation, in which each lawyer at-
tempts to prove the merits of their own case while simultaneously discrediting the 
opposite view. 

Lawyers ensure justice by protecting the legal process and the rights of the individu-
als they represent. Judges are most concerned with procedure and with ensuring that 
the case will be upheld under the scrutiny of the courts of appeal. If there is a jury, 
it is largely made up of individuals who tend to be unversed in technical medical 
matters. Therefore, the jury sees the case through the interpretative efforts of the 
witnesses and lawyers.

Most child protection cases are heard in juvenile court, where there is no jury, and 
decisions are made solely by the judge. Judges serving in these cases are generally 
sensitive to children’s issues and will make decisions based on what will achieve 
the best possible result for the child while still protecting the rights of the family. 
However, trials consist of 2 sides presenting admissible evidence. Oftentimes, the 
better prepared, better qualified, and most articulate lawyer wins, whether justice 
is served or not.

doCuMentation
Preparation for court actually begins with each clinical encounter. Remember, there 
is always the potential for every medical encounter to result in a court case, no mat-
ter how innocuous the encounter seems at the time. It should also be noted that the 
odds for a court case are considerably higher when child abuse is suspected; there-
fore, documentation is key. 

Chapter
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Clarity while obtaining and documenting a medical history is always helpful, but 
particularly so when details will later be scrutinized in court. The elements of clarity 
include:

 — Not being influenced by the family: Stay objective. Focus on the injuries 
and/or the history of harm. Remember, it is a potential bias to debate whether 
or not the parent seems nice; even seemingly nice people can commit terrible 
abuse. Conversely, adults who present poorly should not be judged by 
appearance, but by actions.

 — Taking good notes: Criminal cases may arise months or years later. 
Memories of details fade. Document quotations when possible. Use diagrams 
and photographs, or both, of injuries. Avoid being cursory. A year later, 
documentation of “multiple” bruises will not be as substantial as having 
actually counted “67” bruises. Measure, describe color of injuries, the 
demeanor of the child, any odors, general habitus, etc. Be sure to also retain 
any notes that were kept separate from medical records.

 — Talking to each caregiver and the child separately, if possible: Do not try to 
reconcile the histories if different, just document what was actually said.

 — Not hedging the diagnosis by saying “suspected abuse” if “abuse” is the 
diagnosis: At a trial, it is fair for a lawyer to ask what information was 
reviewed in the interim to change the opinion from “suspected abuse” 
to “abuse.” Mirroring any other medical condition, the categories for 
documentation are typically “no evidence of abuse,” “indeterminate,” or 
“positive” for abuse.

 — Reporting cases of suspected or diagnosed abuse to Child Protective 
Services (CPS) as required by law: Assist both CPS and law enforcement by 
describing not only the concern, but what recommendations you are making 
as a professional.  

 — Treating any telephone contact, text, email, or other communication as 
liable to arise in court: It is important to stay professional at all times.

PreParing For the Case
When someone is called upon to testify, initial contact will be made by a lawyer 
or their office via an email, a phone call, or a subpoena. Testimony in court is usu-
ally on behalf of the prosecution. A discovery deposition by the opposing side may 
be scheduled. The purpose of this deposition is to determine what the proposed 
testimony may be, so discuss the case with the prosecutor prior to it. Scheduling 
should be negotiated. Depositions are under oath. While there is no judge or jury, 
a transcript and, at times, a video recording, is generated. Understanding that there 
will be documentation of words and/or actions, one should conduct themselves as 
they would in court. Occasionally there can be an evidentiary deposition whereby 
the deposition (transcribed or video) is used in the actual trial instead of the live 
witness. This can occur when the witness is unavailable at the time of the trial (eg, 
out of the country).

For the trial itself, when a subpoena instructs a call to the Victim Witness office, call 
the prosecutor directly instead. These are the items to discuss with the prosecutor:

 — Your role: Are you a fact witness or an expert witness? A fact witness is 
someone who merely describes what happened (eg, “that is my signature”) 
and supplies no opinion. An expert witness is an individual who knows more 
than the average person, thereby giving them the ability to assist the jury or 
judge (ie, virtually all doctors). They can supply opinions about what the 
facts mean.  
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 — Any fees, if applicable: An expert witness typically charges for their time.

 — Your exact expectations for testifying: What records will you need to review 
in advance? How will you obtain these records?

 — Exactly what time you are needed: Typically, when a subpoena on a criminal 
case states “Monday morning at 9:00 am,” that is not the actual time at which 
you are needed, but when a jury is picked. Ask if you may be contacted just 
before you are needed in order to avoid waiting. The time may need to be 
negotiated, if necessary or possible.

 — Parking and where to go upon arrival: It should be more specific than “the 
courthouse,” so ask which floor, which room, and where to wait. It is best to 
arrive 30 minutes in advance in case of last-minute delays (eg, parking, traffic, 
getting lost, etc.). Occasionally, a witness will finish earlier than expected, and 
you may go on the stand sooner, so it is important to be early.  

To best prepare for a case, keep the following information in mind:

 — Send a curriculum vitae (CV) in advance or bring one along in case your 
credentials are needed. 

 — Remember, any notes that you take up to the witness stand can be reviewed 
by the opposing attorney, so discuss what is advisable to write in advance. 
Typically, you do not own the medical record and cannot re-disseminate it. 
The attorneys will furnish records for review during testimony if they are 
thought to be important.

 — Read the case history and other materials carefully and thoroughly before your 
court appearance.

 — Review any deposition that you may have given previously. By doing so, you 
will avoid the embarrassment of contradicting previous testimony without 
being able to offer a valid explanation for the difference.

 — In preparation for testimony, read textbooks and key references. You may be 
questioned regarding an unfamiliar reference, and you should ask to see it 
while on the stand.  Especially note the publication date and journal source 
when gauging your response. Often, saying that you do not know those 
sources will stop that line of questioning.

 — If you are being called as an expert witness, it is important to appear 
professional. A coat and tie, or a conservative suit or dress, is preferred. Keep 
your tone, attitude, and reactions consistent throughout your testimony. 
It is best to be controlled, polite, humble, serious, and patient. A poor 
impression is left by those who are defensive, overbearing, tentative, smug, 
clever, amusing, or entertaining. In addition, the way you deliver information 
is extremely important. Your role, and what gives the best impression, is to 
present yourself as a teacher.

testiMony
As stated earlier, the expert witness is there to provide facts and supply opinions. 
Communicating an accurate, unbiased depiction of these opinions is key. The expert 
witness is not there to “take sides.”  

While appearing as an expert witness, remember the following:

 — Avoid technical jargon as much as possible, but do not be condescending.

 — If you provide any long answers, speak directly to the jury or judge.

 — Listen carefully to each question. Think a few seconds before answering.
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evidenCe-based treatMent 
For Maltreated Children
Brian Allen, PsyD 
Michelle P. Brown, PhD  
Elizabeth Riden, LCSW  
Chad E. Shenk, PhD

objeCtives
After reviewing this chapter, the reader will be able to:

1. Discuss the development of the mental health field, including the advent of 
evidence-based treatment (EBT).

2. Discuss common treatments, especially EBTs, for maltreated children.

3. Explain the mixed response to EBTs within the child mental health field. 

4. Provide a detailed discussion of three EBTs, demonstrating the multifaceted 

nature of the emerging standard of care.

what is evidenCe-based  
Mental health treatMent?
The field of child mental health treatment is often baffling for providers in other 
disciplines. This confusion is largely a result of the rather unique historical devel-
opment of the field and disparate ideas amongst clinicians about what treatment 
should entail. This chapter will trace the development of the field before discuss-
ing the advent of evidence-based treatment (EBT). Special attention will be given 
to understanding those treatment options typically available in the community for 
maltreated children, discussing why the move toward EBT within the child mental 
health field has been met with mixed responses from some providers, and providing 
3 detailed examples of EBTs in order to demonstrate the multifaceted nature of the 
emerging standard of care.

Child Mental health treatMent  
in historiCal Context
Contemporary approaches to mental health treatment are generally considered to 
have originated with Sigmund Freud in his attempt to understand the development 
of anxiety and personality dysfunction within adult patients. As a result of his initial 
treatment cases, Freud developed the perspective that the root cause of mental ill-
ness among his female patients was a direct result of sexual abuse in childhood. He 
presented his idea to colleagues in Vienna shortly before the turn of the 20th century. 
The response was overwhelmingly critical, as Freud was essentially accusing affluent 
and esteemed men within a sexually inhibited society of molesting their daughters.1 
This presented Freud with a decision; either continue to promote his theory and 
almost assuredly face professional ruin or find a more acceptable way of explaining 
his clinical observations. He chose the latter. However, there was only 1 alternative 

Chapter
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explanation for the reports of sexual abuse discussed by his patients; if the molesta-
tion did not occur in reality, then the patients were unconsciously manufacturing 
these incidents. Consequently, Freud’s emerging psychoanalytic theory would take as 
a foundational hypothesis, stating that children are driven by innate sexual motiva-
tions and prone to develop sexual fantasies of their parents. 

According to Freud, children learn at a young age that sexual desires are not socially 
acceptable, especially those directed toward the parents, and as a result, the child’s 
psyche develops defense mechanisms that either inhibit or manipulate the sexual 
fantasies into more tolerable forms. Nonetheless, the theory supposes that the true 
nature of these fantasies remain in the unconscious of the individual and may cause 
any number of psychiatric problems. Therefore, treatment prescribed by Freud em-
phasized bringing unconscious desires into one’s conscious awareness where they 
could then be effectively addressed. To achieve such insight, Freud emphasized 
interpreting the content of dreams and free associations, believing he could iden-
tify important aspects of unconscious fantasies that slipped through the psyche’s 
defenses. 

Freud’s daughter, Anna Freud, applied her father’s technique to children, substituting 
play for free association and dream interpretation. She believed that analyzing the 
child’s play could provide similar clues as to the unconscious feelings and thoughts of 
the child and subsequently bring them into the child’s conscious awareness. In this 
model of treatment, the child is allowed to choose play materials and the clinician 
then attempts to interpret the likely symbolic meaning of the child’s observable play. 
The hypothesis is that the child becoming aware of what the play represents in the 
unconscious, will help the child to more readily express their thoughts and feelings 
consciously, thus beginning the process of healing. In time, others would expand the 
techniques of the psychoanalytic play therapy approach. For instance, it is not un-
common to hear therapists suggest that children’s drawings may convey unconscious 
content, such as the windows of a house darkened by curtains or blinds as suggestive 
that something traumatic occurred within the room. Perhaps the most popularized 
psychoanalytic technique with children is the sand tray. In this approach, a tray of 
sand is thought to represent the child’s inner world and the child is encouraged to 
make a scene within the tray using a wide assortment of toys, figures, and other mate-
rials. The therapist then interprets the symbolism within the scene to assist the child 
in verbalizing unconscious thoughts.

After World War II, another approach to treatment emerged. Carl Rogers popularized 
the humanistic understanding of mental health as being largely a function of self-
esteem, which is defined as the degree to which one’s perception of oneself deviates 
from the ideal self-image one has created. From this perspective, human motivation 
is oriented toward achieving one’s ideal, and those who generally view themselves as 
closely approximating the ideal are considered to have high self-esteem, while those 
with a greater discrepancy between the 2 possess a lower self-esteem. Low self-esteem 
is considered to largely be the result of socially dictated constraints that inhibits one’s 
efforts and is viewed as the root cause of problems as diverse as depression to aggres-
sion. Treatment for humanistic therapists is, consequently, focused on boosting one’s 
self-esteem by encouraging self-acceptance, a sense of accomplishment, and personal 
value. For Rogers, the therapist is able to facilitate improved self-esteem and the al-
leviation of psychological distress through the provision of what he termed “neces-
sary and sufficient conditions,” which include unconditional positive regard for the 
patient, empathy, and genuineness.2 

Likewise, humanistic clinicians believe low self-esteem underlies the development of 
mental health problems in children. Low self-esteem may be due to a caregiver who 
does not regularly provide self-affirming experiences or other events that similarly 
convey a message of inadequacy (eg, abuse, neglect). The therapist’s focus then is 
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to provide a safe environment wherein the child can express thoughts and feelings 
without judgment. This is usually performed in a play room with a wide assortment 
of toys and play materials available. The child is free to play however they choose, 
and the therapist then provides reflective and supportive comments, regardless of 
what is expressed by the child. Over time, the child begins to feel accepted and 
that their thoughts and feelings are valid, resulting, hypothetically, in an increase of 
self-esteem and a corresponding decrease in psychiatric problems. This humanistic 
approach to child treatment is often referred to as non-directive play therapy or 
child-centered play therapy in order to distinguish it from the psychoanalytic play 
therapy approaches discussed above. In practice, however, it is not uncommon to 
see child-centered and psychoanalytic play therapy approaches merged while treat-
ing a child.  

Not long after Freud gained widespread notoriety for his ideas, a psychologist in the 
United States demonstrated how anxiety, specifically phobias, could be developed in a 
child through learning processes. In 1920, John B. Watson published a paper describ-
ing how he trained a young child, known in the literature as “Little Albert,” to fear a 
white rat by pairing its presentation with a loud, frightening sound. A few years later, 
Mary Cover Jones demonstrated how the same learning processes could be used to 
treat a phobia. In her case, another young child, named “Little Peter,” demonstrated 
a fear of rabbits. She simultaneously presented the boy with a rabbit and candy, pro-
viding a pleasant experience in the presence of the feared stimulus. She systematically 
decreased the distance between the boy and the rabbit to the point of the boy being 
able to hold and pet the rabbit without noticeable fear. These single cases were soon 
followed by other such demonstrations that experimented with different forms of de-
livery. Collectively, these cases suggested that the development of mental illness could 
be understood as the result of learning processes and that the same processes could be 
used to treat mental illness. 

Much of the aforementioned work on learning approaches, or “behavioral” approach-
es as they are otherwise known, remained unfamiliar to the medical providers who 
were primarily responsible for mental health treatment prior to World War II. Watson 
and Cover Jones, as well as those that came immediately after them, were working in 
academia; Freud was a trained physician and his theory that emphasized innate drives 
fit better with the biological approach of medicine. After the war, mental health care 
systems in the United States and abroad were not sufficiently staffed to meet the needs 
of returning combat veterans and the war-exposed civilian populations. Psychologists, 
who historically focused on psychological testing, became more valued as treatment 
providers. Having been trained in academic programs focused on the science of psy-
chology, many were familiar with the behavioral approaches pioneered by Watson and 
Cover Jones, and these ideas became more accepted in treatment settings. In addition, 
another branch of scientific learning theory was emerging that emphasized rewards 
and consequences for understanding the development and change of observed behav-
ior. This field, known as operant conditioning and pioneered by B. F. Skinner, opened 
up new avenues of behavior modification that was directly applicable to the treatment 
of problematic child behavior.

By the 1970s, academic psychology was undergoing significant changes with the 
advent of the cognitive revolution. Scientific approaches to understanding behavior 
began to integrate findings from research on higher order processes such as memory, 
problem-solving, and decision-making. New approaches to treatment emphasized 
techniques that focused on evaluating the thoughts that people held about them-
selves, others, and the larger world. It was argued that changing the way people think 
could result in improvements of feelings and behaviors. Given its scientific underpin-
nings, this new cognitive therapy was quickly accepted within psychology and be-
came integrated relatively easily and quickly with the prevailing behavioral methods 
(ie, cognitive-behavioral therapy [CBT]).   
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Preventing Child 
MaltreatMent
Vincent J. Palusci, MD, MS, FAAP

objeCtives
After reviewing this chapter, the reader will be able to:

1. Describe what prevention is and who implements it.

2.  Explain the levels of prevention and how they apply to populations.

3.  Outline elements of successful prevention programs.

4.  Identify and describe specific prevention programs. 

deFining Prevention
The term prevention refers to the methods by which there is an attempt to lower 
the rates of child maltreatment (ie, abuse of any kind, including physical or sexual 
abuse, and neglect). There are various ideas about what prevention actually means 
and which strategies are considered effective. The 3 levels of prevention were first 
described in the 1950s and later refined by Gordon1 in 1983, distinguishing between 
strategies for different populations and setting the foundation for prevention efforts. 
Those levels are:

 — Primary/Universal: Prevention efforts aimed at the general population for 
the purpose of keeping maltreatment from happening

 — Secondary/Selective: Prevention efforts aimed at a particular group with 
increased risk in an effort to prevent maltreatment from happening 

 — Tertiary/Indicated: Prevention efforts aimed at inhibiting the further 
maltreatment of those who have already been victimized, including treatment 
to reduce harm from the maltreatment 

The Centers for Disease Control and Prevention (CDC)2 has emphasized that mal-
treatment operates within a societal context and responds to a spectrum of preven-
tion strategies over time. The CDC proposes thinking of these strategies in terms 
of when the prevention occurs (ie, before or after), who the focus is (ie, everyone, 
those at greatest risk, those who have already experienced it), and at what point to 
intervene (ie, individual, relationship, community, or society level). These strate-
gies emphasize a shift away from risk reduction, the previously predominant ap-
proach that focused on individual targets of maltreatment, to one that considers 
environmental and societal factors, as well as positive social change. There are also 
definitions of prevention based on when action should be taken. These definitions 
apply to all populations: 

 — Primary: Taking action before child maltreatment has occurred to prevent it 
from happening

Chapter
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 — Secondary: Intervening right after child maltreatment has occurred  

 — Tertiary: Working over a period of time to change conditions in the 
environments that promote or support child maltreatment  

iMPleMenting Prevention 
The prevention of child maltreatment begins with a caregivers having access to the 
necessary resources for successful child-raising; therefore, families are the key to pre-
vention efforts. Early intervention is more effective in preventing abuse and neglect, 
spends less community funding (eg, judicial costs), and improves individuals’ overall 
health and well-being.

Maltreatment prevention should begin with national leaders taking action to bet-
ter support the family unit. The US Advisory Board on Child Abuse and Neglect3 
reported that child maltreatment is an emergency that requires leadership through 
professional societies and research. Prevention, however, is not explicitly the re-
sponsibility of any 1 agency, profession, or program, but is rather best framed as 
a multidisciplinary responsibility to create a society that is less conducive to child 
maltreatment. In this paradigm, individual skill development, community and pro-
vider education, coalition building, organizational change, and policy innovations 
are all part of the prevention solution. Professionals who provide clinical or sup-
portive services to victims of maltreatment and their families are providing tertiary 
prevention. These professionals are obligated to remain aware of and support other 
community prevention efforts, as well as refer victims and their families to the ap-
propriate resources.

Child maltreatment is a product of various conditions and risk factors within the 
family and society as a whole. To lower the risk of child maltreatment, families should 
have their basic needs fulfilled (eg, adequate food, clothing, shelter, affordable income, 
child care, and education). While many of these foundations are the responsibility of 
society and government, society cannot assume that child maltreatment prevention is 
a function of government alone. Government leaders must represent both the public 
and the private sectors. The private sector (eg, companies) must support families by 
offering intervention and prevention programs in the workplace as well as encourag-
ing and funding community-wide efforts on behalf of all children. 

Prevention strategies
There is increasing evidence demonstrating the elements of successful interventions, 
the most beneficial populations and programs, and the best implementation research 
shows which goals have been met. It is important to note, however, that some forms 
of maltreatment (eg, neglect and sexual abuse) are different than other forms of mal-
treatment (eg, physical abuse) and may need different prevention strategies. The 
American Academy of Pediatrics has made prevention recommendations specifically 
for pediatricians.4

Daro5 provided 3 important goals of prevention efforts: 

1.  Reduce the incidence of maltreatment and neglect. 

2.  Minimize the chance that children who are maltreated will be revictimized.

3.  Break the cycle of maltreatment by providing victims with the support and 
resources needed to better parent in the next generation.

Systematic comparative prevention effectiveness research is in its early infancy, and 
the long-term success of most programs is still being researched.6 Most strategies, 
such as home visiting, are not uniformly effective in reducing all forms of maltreat-
ment, but they do appear to improve parenting or 1 or more risk factors, especially 
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in “high-risk” families. Additional health and well-being outcomes, such as im-
proved physical growth and development for infants, have also been noted in the 
research, although sometimes without concurrent measurable reductions in child 
maltreatment.

Many available intervention strategies, which vary by method and approach, tai-
lor their programs to 1 or more levels of prevention, and are aimed at addressing 
different risk factors in different populations (Table 7-1). These strategies may 
focus on children, caregivers, caregiver-child dyads, or the environment in which 
caregivers raise children. These strategies are appropriate given our understanding 
that child maltreatment occurs as a result of various factors that simultaneously 
act on the caregivers, children, families/relationships, communities, and levels of 
society.7  

(continued)

Table 7-1. Examples of Prevention Strategies 

level          strategy             example(s)

Primary Prepregnancy/
Perinatal care

“Safe haven” laws. Allows the caregiver, or an agent of the caregiver, to remain 
anonymous and shielded from prosecution for abandonment or neglect in exchange 
for surrendering the baby at a “safe haven” (eg, hospital, police station, fire 
department). All 50 states, the District of Columbia, and Puerto Rico have enacted 
“safe haven” legislation. After implimenting these laws, there was a 66.7% drop in infant 
homicide.8

Newborn 
abusive 
head trauma 
education 

Dias. A program that educates new caregivers on the dangers of infant shaking and 
teaches the proper methods to use when infants cry.9

Period of PURPLE Crying. Uses a brief video and written material to educate new 
caregivers about normal crying and how to cope with infant crying.10

Home visiting 
 

Nurse Family Partnership, Healthy Families America. Sends nurses or paraprofessionals 
to the homes of all new babies and young children in order to provide information and 
support for the caregivers.11-17

Reducing 
physical 
discipline 

No Hit Zones. Reduces the use of corporal punishment and physical discipline, calling 
for health institutions and communities to proclaim that “No parent shall hit a child, 
no parent shall hit a parent, no child shall hit a parent, and no child shall hit another 
child.”18

Sexual abuse 
prevention 
 
 

 

School sexual abuse education. Provides information to school age children about “good 
touch/bad touch,” appropriate contact, permission to tell, and communicates that the 
child is not responsible for their sexual abuse.

Organizational policies. Various local and national policies for youth-serving 
organizations that provide increased education and supervision during activities with 
children.19

Social capital 
building 
 
 
 
 
 

Triple P Parenting Program. Program with 5 intervention levels of increasing intensity 
and narrowing population reach. Combines various targeted interventions to ensure a safe 
environment (eg, promoting learning, using assertive discipline, maintaining reasonable 
expectations, and taking care of oneself as a caregiver), which then translates into 35 
specific caregiver skills and strategies.20,21 

Prevention Zones. Incorporates prevention into all levels of community services and 
changes the discussion from penalizing and criminalizing to promoting and supporting 
successful caregiving.22                                                                                                           
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eleMents oF suCCessFul PrograMs
To shape strategies of successful prevention programs, evidence-based standards 
should be used, but there remains room for creativity and the use of feedback from 
diverse community settings in order to meet their unique needs and situations. Many 
program leaders have noted that a lack of funds has hampered their ability to be truly 
comprehensive, to reach broader audiences, and to use creative strategies. Therefore, 
demands for quality prevention programs need to be combined with demands for ade-
quate funding so that these programs can be made accessible to the entire community.

The US Children’s Bureau32 has suggested that all prevention programs need to com-
mit to a set of practice principles that have been found effective across diverse disci-
plines and programs. The Bureau has published a list of “best-practice” standards that 
are representative of elements at the core of effective intervention strategies. Service 
providers and policy advocates should support strategies that embrace the following 
principles:

 — A strong theory for change that identifies core outcomes and clear pathways 
for addressing them, including specific strategies and curriculum content 

 — A recommended duration, dosage, and clear guidelines for all those enrolled 
in programs, specifically for determining when to discontinue or extend 
services

 — A clear, well-defined target population with identified eligibility criteria and 
strategy for reaching and engaging with them

 — A strategy for guiding program staff through balancing the delivery of 
program content with a family’s cultural beliefs and immediate circumstances

 — A method for training program staff on how to best deliver the program 
model under a supervisory system, supporting direct service staff and guiding 
their ongoing practice 

Table 7-1. Examples of Prevention Strategies (continued) 

level               strategy                example(s)

Secondary Family wellness Parenting programs. These include trainings, classes, family preservation programs, 
and empowerment/strengths-based approaches.23,24 

Caregiver  
training

Family Nurturing Program. Specific program that teaches caregivers empathy, 
decreased corporal punishment, and other techniques.24

Medical services 
 

Safe Environment for Every Child (SEEK) program. Uses a social worker in 
addition to pediatric providers to screen for and repsond to risk factors.25 Families 
using SEEK had fewer reports of child maltreatment to child protective services 
(CPS), fewer incidents of medical non-adherence and delayed immunizations, and 
less harsh punishment by caregivers when compared to a control group.26

Adolescent 
services

Teen mothers groups. Provides medical services for both baby and mother during 
the infant’s first year of life, improving immunization rates and child development.27 

Tertiary Mandated 
reporting

Counseling after psychologic maltreatment. Decreases recurrence.29 

Therapy groups for children exposed to violence. Special groups for children 
exposed to violence that have a goal of improving behavior and reduce trauma 
symptoms.30

Fatality review Child fatality review programs. Designs strategies to prevent future deaths.31
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PhotograPhiC atlas
Mary Case, MD 

the MediCal exaMiner
The medical examiner plays multiple roles in the evaluation of a patient’s injuries 
and death, especially in the injuries and death of a child. An appropriately trained fo-
rensic pathologist handles any sudden and unexpected death or any death suspected 
to be caused or contributed to by an injury or unnatural condition which is reported 
to the medicolegal authority that has jurisdiction where death was pronounced. The 
involvement of the medical examiner in child abuse and neglect cases tradition-
ally begins at the time of death. However, when injured children are maintained in 
medical centers with supportive measures, the medical examiner may be notified 
and asked to become involved in the investigations long before death is pronounced. 
Further, with the advent of multidisciplinary child fatality review teams, the medi-
cal examiner may be part of community-wide efforts directed at preventing child 
injuries and deaths as well.

The following case studies describe the histories of the children and the results of 
the autopsies performed by a forensic pathologist. Each case includes detailed find-
ings, photodocumentation of both internal and external injuries, and the determined 
manner and cause of death. The cases included in this chapter illustrate the types of 
injuries and cases that fall into the jurisdiction of the medical examiner or coroner.

Editor’s note: The following case studies and corresponding photographs were provided 
courtesy of Dr. Mary Case. 

ForensiC autoPsy

Case Study 11 

This 3-year-old boy was found underwater 
in the bathtub according to his father. There 
were 2 previous accounts of abuse in the 
family with the father as the perpetrator: 1 
account of physical abuse and 1 account of 
lack of supervision. The child was dead on ar-
rival in the emergency department (ED). The 
cause of death was determined to be blunt 
abdominal trauma while the manner of death 
was determined to be homicide. 

Section
III

Table 1.  Autopsy Results

founD at the sCene

 — Loop marks on the back, bruise near the left clavicle, bump on the 
forehead, and scars all over the body

 — There was a skin graft visible, taken from the back of the right leg for the left foot

external examination

 — Old scar above the right brow

 — Small petechial hemorrhages present in right inferior palpebral 
conjunctiva

 — Several small petechiae present in both the upper and lower gingivae

 — Skin graft noted above

 — Right foot, old burn scar involving the entire dorsal surface (continued)
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Table 1.  Autopsy Results (continued)

external examination (continued)

 — Old scar on the midline of the lower back

 — Old scar on the left lateral portion of mid-back

 — Old scar on right hand

inJuries

Type

Fresh mucosal hemorrhage on the right  
buccal mucosa

Healing scratch on left cheek

Midline abrasion on abdomen above umbilicus

Healing scratch on right shoulder

Abrasion on right lateral neck covered  
with dried blood

Abrasion on pinna of right ear

Abrasion on the postauricular area

3 purple contusions on right lateral chest

internal examination

Body Cavities

 — Fresh subcutaneous hemorrhage seen on the chest underlying 
contusions

 — Old adhesions on the right upper lobe of lung

 — Fracture of the eighth rib laterally with callus and hemorrhage

Abdomen

Blood in the peritoneal cavity

Laceration involving the spleen and adjacent soft  
tissue hemorrhage

Laceration through the mesentery of the small  
bowel at the ligament of Treitz

Hemorrhage through the tail of the pancreas

Fresh hemorrhage in the lower midline  
abdominal wall

Cranial Cavity

3 subgaleal hemorrhages

 — 1 old

 — 2 fresh

Measurement 

2 mm x 4 mm

0.1 cm x 0.2 cm

1.4 cm x 0.7 cm

2 cm x 0.1 cm

1 cm

6 mm x 3 mm

1.3 cm x 0.4 cm

0.3 cm, 1.4 cm, 0.7 cm

240 mL

6 cm x 2 cm

4 cm 

1 cm x 2 cm

2 cm

2 cm each
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Figure 1-a. Child before autopsy showing an old 
scar above the right brow.

Figure 1-b. Right inferior palpebral conjunctiva 
showing several small petechial hemorrhages. 

Figure 1-c. Lower gingiva showing several small 
petechial hemorrhages.

Figure 1-d. Abrasion on pinna of right ear.

Figure 1-e. Lower back showing old scar.

Figure 1-f. Old scar on left lower back.

Figure 1-a

Figure 1-f

Figure 1-e

Figure 1-d

Figure 1-c

Figure 1-b
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test Questions  
MultiPle ChoiCe Questions
Select 1 correct answer for each question.

1. Which of the following are NOT rules of evidence as they apply to cases of child 
abuse and neglect? 

A. In response to efforts to introduce evidence, objections may be made 
by the opposing counsel 

B. The judge creates their own rules when determining the validity of 
evidence

C. Circumstantial evidence, child witnesses, and hearsay testimony all 
pose evidentiary issues

D. The use of admissible expert testimony and demonstrative evidence 
(eg, photographs) pose evidentiary issues

2. What level of prevention is used if an identified family experiencing intrafamilial 
violence is referred to their local resources? 

A. Primary 

B.  Secondary 

C.  Tertiary

D.  Quaternary

3. All of the following are reasons that children can easily become a target of child 
maltreatment without other individuals realizing EXCEPT?

A.  These crimes are often conducted in a private place, one-on-one, so 
there are no witnesses and no accomplices

B.  Children can sometimes be viewed as less credible or competent than 
the suspected adult offender

C.  Children often do not want the offender to be punished; they only 
want the abuse to stop, so they are hesitant to report 

D.  Most crimes against children are isolated incidents

4. Nonaccidental physical injury, neglect, sexual abuse, and emotional abuse must 
be reported. Is this TRUE or FALSE? 

A.  True

B.  False
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5. Which of the following professional groups can play a role on CFR teams? 

A.  Medical examiners

B.  Psychologists

C.  Educators

D.  All of the above

6. Which of the following are possible manners of death?

A.  Natural, intentional, suicide, undetermined

B.  Natural, homicide, accident, suicide, undetermined

C.  Natural, intentional, accident, suicide, undetermined

D.  Natural, homicide, accident, suicide

7. The child abuse reporting statutes designate who may take the child into custody, 
when they may do so, and under what circumstances. Is this TRUE or FALSE?

A.  True

B.  False

8. Which of the following are necessary steps of conducting an interview?

A.  Develop interview objectives prior to the start of the interview

B.  Establish the basis of the interview, including whether the suspect is or 
is not the person of interest and if they are free to leave the interview at 
any point

C.  Use a brief introduction and begin the building of a rapport with the 
interviewee based on the initial interview

D.  All the above

9. Which of the following is true of the advent of EBT?

A.  In the 1990s, most studies supported interventions from the behavioral 
and cognitive traditions 

B.  EBTs are more commonly derived from the cognitive and behavioral 
fields

C.  In the 1990s, scientific focus shifted to identify techniques that yield 
greater outcomes than therapeutic rapport alone

D.  All the above

10. All of the following are considered a duty of law enforcement personnel when 
dealing with child abuse cases EXCEPT? 

A.  Reporting and investigating crimes related to child abuse

B.  Communicating with adults and children involved in child abuse cases

C.  Conducting an autopsy in the case of death by suspected maltreatment

D.  Interviewing children, caregivers, and witnesses involved in child abuse 
cases

11. Families with housing and financial instability are associated with higher instances 
of fatal child maltreatment compared to nonfatally maltreated children. Is this 
TRUE or FALSE?

A.  True

B.  False




