





























































































































































































































































































































APPENDIX E

The following discusses signs of possible physical
abuse. While much of this information can be
valuable to all first responders, some of it may be
beyond the experience of first responders who do not

have an extensive medical background.

Bruises

e Color

—  Bruises go through a cycle of color. They
initially are red, violet, black, or blue and
later turn brown, green, or yellow. The color
is affected by the depth and the placement of
the bruise, as well as by the skin color and the
quality of the light at the location where the
bruise is being viewed.

—  Estimating the age of a bruise by its color
cannot be done with much precision, but in

general:

* A bruise with any yellow is usually older
than 18 hours.

* Red, blue, purple, or black colors in a
bruise may occur anytime from within 1
hour of bruising to resolution (i.e., when
the bruise coloration disappears).

* A red color may be present at any stage
of the bruise.

*  Bruises of identical age and cause on the
same person may not appear with the
same coloration and may not change
color in the same manner.

Site

— Ears and buttocks usually are not injured
accidentally.

—  Khnees, shins, foreheads, and elbows are
normal bruising areas, particularly for
toddlers.

Shape

Bruises caused by pinching often have a
symmetrical pattern.

Loop-shaped marks can be caused by
whipping a child with a cord or belt; there is
no disease or accident that looks like a loop
or belt mark.

Cords or ropes tied around a child’s ankles or
neck may result in a bruise or a rope burn.

If a child is slapped or hit, a mark in the shape
of the offender’s fingers or hand may be left.

! Children’s Hospital Boston, Child Protective Team. (2004). Injuries and behaviors indicative of abuse. Available: http://www.child-
protection.org/ CPTtext/tProviders/tInjuries.htm; Massachusetts Department of Social Services. (2002, March). Investigation training:

Evidence and indicators of maltreatment. Boston, MA: Author.
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Placement

— Loose tissues, with little bony structure
underneath (e.g., eyelids, genitals), bruise
most easily and retain bruises longest; injuries
at those locations often are not accidental.

—  The first responder should be suspicious if a
caretaker delays seeking treatment for a child
with a genital injury. For example, the injury
may have been caused by pinching a boy’s
penis to punish him for touching himself or
by using a string or rubber band around the
penis (causing grooves) to prevent the child
from wetting the bed.

— Some individuals mistake the presence of
Mongolian spots (birthmarks) as an indicator
of abuse. These spots usually are grayish-
blue, clearly defined spots on the buttocks,
back, or extremities. They are most common
in African-American and American Indian

babies.

Lacerations

Lacerations are tears or cuts in the skin.

In cases of abuse, they often occur on soft tissue
areas, such as the abdomen, the throat, the

buttocks, and the thighs.

Some areas of the body are normally protected
from lacerations by being inside or covered by
other body parts (e.g., the side of the arm that
normally lies against the body when in a standing
position). It is difficult to fall and injure these

areas.

Lacerations of the ear, the nose, or the throat do
not tend to occur accidentally.

A torn frenulum of the upper lip (the tissue that
connects the upper lip to the upper gum) may
be an indicator of abuse if there is no reasonable
explanation, especially in the case of infants.

Bites

Human bites appear as oval or horseshoe-shaped
marks in which tooth impressions look like
bruises facing each other.

If the distance between the canines (the third
tooth on each side) is greater than 3 centimeters,
the bite is most likely from an adult. Adult bite
marks are a sign of serious danger to a child.

Depending on the location of the bite, the
victim’s teeth should be examined and measured
to exclude the possibility of a self-inflicted bite.

A forensic odontologist or pathologist should
evaluate the size, contour, and color of the bite
marks, as well as make molds of the suspected
abuser’s teeth and of the bite itself, if possible.
Each individual has a characteristic bite pattern.

Burns/Scalds

Immersion burns occur when a child is placed in
extremely hot liquid. These burns have a “water
line” or sharp demarcation border. Symmetrical
burns with sharp edges (e.g., sock-shaped burns of
the same height on each leg) are very suspicious.
The first responder should document if there is
an absence of splash marks, which may indicate
that the child did not fall into the liquid and try
to get out.

Doughnut-shaped burns can occur when a child
is forced into a bathtub. This causes parts of the
body, usually the buttocks, to rest on the bottom
of the tub, where they will not burn.

Splash burns can occur when the offender throws
hot liquid at the child. Unintentional splash
burns are usually on the head or top of the chest
and run downward and may be caused by a child
reaching upward to grab a pot handle. Liquids
that are thrown at a child hit at a horizontal
angle, causing the burns to be concentrated on
the child’s face or chest and run toward the back
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of the body. Splash burns on the back or buttocks

are highly suspicious.

Cigarette burns usually appear on the trunk,
external genitalia, or extremities. They also often
appear on the palms of the hands or soles of the
feet. Cigarette burns usually are symmetrical in
shape. Impetigo blisters (caused by a bacterial
infection) are irregular and can be ruled out
by testing for signs of strep. When there are
intentional cigarette burns on a child, there often
are multiple burns in various stages of healing
(i.e., indicating that the burns occurred at various
times).

Chemical burnsare caused by household products.
Some parents or caretakers force children to drink
lye derivatives (toilet bowl cleaner, detergents, or
oils), which causes chemical burns of the mouth
and throat, vomiting, and esophageal damage.

Fractures and Dislocations

Fractures usually are inflicted by an abuser on
nonambulatory children (i.e., those who are not

able to walk).

Ninety percent of all abusive fractures in children
2 years of age or younger include the ribs.

The following are types of fractures and
dislocations that may be indicative of abuse:

—  Metaphyseal fractures, in which a chip of the
metaphysis (a piece of bone that grows during
childhood) is pulled off by a ligament, can
only occur when a jerking force is applied to
the extremities (e.g., by shaking or swinging
a child by the arms or legs).

—  Spiral fractures, which are diagonal fractures
usually caused by the twisting of an extremity,
are common in children because they have
more pliant bones. Spiral fractures can occur
in small children by twisting their own leg
or ankle in an accidental injury (e.g., getting
their feet caught in the slats of a crib). Thus,

spiral fractures are not always indicative of
abuse.

—  Deriosteal elevation occurs when an infant’s
extremities are twisted or shaken, causing the
periosteum (a type of connective tissue) to be
separated from the bone and blood to collect
in the new space.

— Rib fractures can be caused by a caretaker
forcefully squeezing the baby. Victims may
present with signs of respiratory distress, but
they are usually asymptomatic.

Internal Injuries

Might be indicated by:

— Abdominal, chest, flank, or back pain;
—  Visible bruising of the chest or abdomen;

— Distended, swollen abdomen or tense
abdominal muscles;

—  Dyspnea (labored breathing);
—  DPleuritic pain (a type of chest pain);

— Nausea or vomiting.

Neurological Damage (Skull Fracture, Brain
or Spinal Cord Damage, and Intracranial
Hemorrhage)

Serious life-threatening skull injuries, with the
exception of epidural hematomas (a type of brain
hemorrhage), do not result from a child falling
from a short height, such as a bed or crib.

Skull fractures are more likely in young children.
Any pressure from cerebritis (inflammation of
the brain) or hemorrhage can separate fontanelles
(one of two soft spots on an infant’s skull).

Brain injury in young children is more likely due
to their having an increased subarachnoid space
(the space between the middle and innermost
membranes covering the brain).

The Role of First Responders in Child Maltreatment Cases:
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Subgaleal hematoma (bleeding beneath the scalp
caused when the scalp separates from the skull) is
often a sign of skull fracture. Diagnostic images
of the skull should be taken. It may be caused
by jerking or twisting a child’s hair —especially
in girls with pigtails—and may be indicated by
a bald spot.

Alopecia (a partial or complete loss of hair) may
be caused by neglect if the child lies on his back
for long periods of time.

Shaken Baby Syndrome

This occurs when a child has been held around
the upper thorax (under the arms) and shaken
back and forth with great force. It also occurs

when the child is held upside down by the feet

and is shaken up and down.

Many infants die from shaken baby syndrome,
especially if there is a delay in getting treatment.
Those who survive often have permanent brain
damage and may be paralyzed, be developmentally
delayed, or develop cerebral palsy.

There is often an absence of externally visible
injuries, but retinal bleeding may occur. Subdural
hematoma (a hemorrhage between the brain and
its outer lining that is caused by ruptured blood
vessels) and metaphyseal lesions (when a piece of
a bone that grows during childhood chips off) are

common effects of shaken baby syndrome.
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APPENDIX F

The following table outlines methods to determine if a child’s injury may be nonintentional or caused by
maltreatment. While much of this information can be applied by all first responders, some of it may be beyond

the experience of first responders who do not have an extensive medical background.

Injury

Possible Nonintentional Cause

Steps to Confirm

Bruise

'Accidental fall

Check the location of the bruises; bruises on knees, shins,
forehead, or elbows are usually unintentional.

In the case of black eyes, check for bruises on the forehead;
bruises to the forehead often drain through soft tissues to give
appearance of black eyes 2472 hours afterward.

Check to see whether the bruises on a single surface are
clustered (e.g., multiple bruises on the right arm); one bruise
on a single surface is usually accidental.

Consider whether the explanation for the injury correlates with
the developmental age and motor skills of the child (e.g., could
a 1-month-old child crawl to the edge of the stairs and fall?)

Check for discrepancies between the bruise and the explanation
provided by the caretaker and others.

Bite Mark

Bitten by an animal or a child

Check to see whether the flesh is torn or just compressed; torn
flesh is usually an animal bite, and compressed flesh is usually a
human bite.

Measure the distance between the center of the canines (the
third tooth on each side); if it is greater than 3 centimeters, the
bite is most likely from an adult.

Check for discrepancies between the injury and the history
provided by the caretaker and others.

! Children’s Hospital Boston, Child Protective Team. (2004). Injuries and behaviors indicative of abuse. Available: http://www.child-
protection.org/ CPTtext/ tProviders/tInjuries.htm; Massachusetts Department of Social Services. (2002, March). Investigation training:

Evidence and indicators of maltreatment. Boston, MA: Author.
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Injury | Possible Nonintentional Cause Steps to Confirm

Burn Accidental spilling of hot liquid e Check the location of the splash burns; unintentional burns

are most likely to occur on the front of the head, neck, trunk,
and arms. It is usually possible to estimate the direction from
which the liquid came and the position of the body.

* Check for discrepancies between the burn and the history
provided by the caretaker and others.

Brushing against a cigarette * Check the location of the burns; they are usually unintentional

if found on the child’s face and arms.

e Check the shape of the burn; it is usually unintentional if it is
more elongated than round and has a higher degree of intensity
on one side.

* Check for discrepancies between the burn and the history
provided by the caretaker and others.

Accidentally falling into a hot bath 1, Check for clear lines of demarcation on the skin and those that

are parallel (e.g., the same height on both legs); unintentional
burns have no clear, straight line demarcating the burned and
unburned skin (e.g., a sock-like burn on a child’s leg may
indicate an intentional burn).

* Check the depth of the burn through the skin; unintentional
burns are not as deep as forced burns because an unrestrained
child generally can remove himself from the burning
environment (i.e., the child would try to get out of the hot
water quickly).

¢ Check to see whether the buttocks and feet are burned, but not
the hands; it is impossible for a child to unintentionally fall
into a tub without his hands going into the water.

* Doughnut-shaped burns may indicate abuse. These burns
occur when parts of the body, usually the buttocks, rest on
the bottom of the tub and thus will not burn. A patch of
unburned skin is created in the center of the burn (like the hole
in a doughnut) and may be a sign that the child was forced to
sit in the tub.

* Check for signs of burns from splashing; an unrestrained child
will splash when in water that is too hot.

* Check for discrepancies between the burn and the history
provided by the caretaker and others.

Accidentally coming into contact e Check the location of the burn; some areas of the body, such as

the buttocks or the back, are more difficult for a child to self-
inflict a burn.

with a burning object

* Check the depth of the burn; unintentional burns are usually
deep on one edge of the burn.

e Check the pattern margins of the burn; unintentional burns
usually do not have crisp margins or defined shapes.

* Check for discrepancies between the burn and the history
provided by the caretaker and others.
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Injury | Possible Nonintentional Cause Steps to Confirm

Fracture * Birthing trauma (fractured * Ensure the explanation of the injury matches the injury and

collarbones are most common) the developmental level of the child.
* Little league elbow (pain in the  |* Check for discrepancies between the fracture and the history
elbow due to excessive throwing) provided by the caretaker and others.
* Fractures from passive exercises
for therapeutic reasons (e.g., the
caregiver is manipulating the
child’s legs as part of a physical
therapy regimen)
¢ Other accidental trauma, such as
a fall

Head Injury | i;h trauma causing effusion (the [* Check the onset of the injury; injuries from birth traumas
accumulation of fluid in a body should become apparent shortly after birth.
space) * Check for discrepancies between the injury and the history

* Posttraumatic hypopituitaris provided by the caretaker and others. Note: Subdural
(the deficiency of one or more hematomas (hemorrhages between the brain and its outer
hormones of the pituitary gland) lining that are caused by ruptured blood vessels) found in an
« Tnsect bite on head (usually infant or toddler without adequate explanation may indicate
abuse.
forehead)
Eye Injury |, Chemical burns * Check for signs of the child having been slapped around the
« Object accidentally hitting the cye ear, d’urlng which the adult’s fingers also may have struck the
child’s eye.
* Check for discrepancies between the injury and the history
provided by the caretaker and others.

Ear Injury |, A cidental injury from inserting a |* Check whether the laceration is of the external auditory meatus

cotton swab (the outer opening of the ear canal); this injury can only occur
by inserting a pointed object into the ear.
* Check for discrepancies between the injury and the history
provided by the caretaker and others.

Nasal Injury | Accidental injury from inserting |* Check whether the objects are found in more than one site
an object into the nose (e.g., in the ears as well); if found only in the nose, this is

common for a normally developing child.
* Check for discrepancies between the injury and the history
provided by the caretaker and others.

Tooth Injury |, Accidentally falling or striking the [¢ Check for discrepancies between the injury and the history
mouth with a hard object provided by the caretaker and others.

Poisoning |, Accidentally giving toxic doses of [* Check with the caretaker about the cause of the poisoning;
vitamins and minerals to cure an unintentional poisoning may be a form of neglect that can be
illness treated with education and support.

* Unintentionally feeding a baby | Check for discrepancies between the condition and the history
improperly diluted formula provided by the caretaker and others.

* Accidental ingestion of medicines,
household cleaners, etc.
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APPENDIX G

front and back; also may be
seen on the neck, both sides
of the spine, or along the

inner arms

and includes massaging the skin with oil and stroking

it with the edge of a coin until bruising occurs. It is
believed that coining forces the “bad wind,” or noxious
substances, from the body. Normally, this practice should
not cause undue concern about child abuse.

i

Circular burns, about 6-8cm | Can result from “cupping,” in which a cup of ignited Mexico
in diameter; often multiple | alcohol is placed over a part of the body. As the heated

area cools, the skin is sucked into the cup, producing

redness and burns.
Subdural hematomas Remedies for caida de mollera, or “fallen fontanelle,” can Mexico
(hemorrhages between the | cause subdural hematomas. The fontanelle is one of two
brain and its outer lining soft spots on an infant’s skull, and some believe that it
that are caused by ruptured | can become depressed if an infant is pulled away from a
blood vessels) nipple (breast or bottle) too quickly. The most dangerous

folk remedy for fallen fontanelle is hanging the child over

a basin of hot water and tapping the child’s feet.
Light, linear bruising with | Although they resemble strap marks, these linear bruises | Vietnam
petechiae (pinpoint-sized red | may actually be the result of the folk-medicine practice Cambodia
spots on the skin), usually of Cao Gio (coining). This practice is used to relieve China
between the ribs on both the | symptoms such as fever, chills, headaches, and vomiting | Hmong people

! Massachusetts Department of Social Services. (2002, March). Investigation training: Evidence and indicators of maltreatment. Boston,

MA: Author.
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Injury

Ritual

Country/Region/
Ethnic Group

Light bruising, petechiae
(pinpoint-sized red spots

on the skin), or abrasions
on both sides of the spine,
behind both knees, in the
bend of both arms, and on
the chest from just above the
nipple to the clavicle

These bruises may be the result of the folk-medicine
practice of Tzowsa (spooning). This employs a similar
method to coining, but a spoon is used. If a raised area
appears, cupping treatment has probably also been used.
This treatment is believed to alleviate pain.

Hmong people

Intense, isolated,
nonsymmetrical bruises
anywhere on the body, but
often found between the
eyes on the forehead, along
the trachea, in a necklace
pattern around the base

of the neck, bilaterally on
the upper chest or arms, or
along the spine

These bruises may be the result of the folk-medicine
practice of Bat Gio (pinching) in which Pinching Tiger
Balm, a mentholated ointment, may be massaged into
the area before it is pinched. It is very commonly used to
exude the “bad wind” for localized pain, lack of appetite,
heat exhaustion, dizziness, fainting, blurred vision, cough,
fever, or any other minor illness.

Southeast Asia

Second- and third-degree

burns on the foot and ankle

In this practice, an analgesic balm, such as Icy Hot,

may be applied to a child’s foot, which is then held

under running water. This home treatment is based on

a hot-cold theory of disease that is held in many Latin
American cultures, and it is performed in an effort to cure
a child’s sprained ankle. Because there is a clear line of
demarcation, it may resemble an immersion burn.

Latin America

Burns or scars, usually
0.5-1cm in diameter

(like cigarette burns),
located randomly around
the lower rib cage orin a
definite pattern around the
umbilicus (belly button)

These burns may be part of a folk medicine therapy in
which pieces of burning string are lowered onto the child’s
skin in order to cure abdominal pain or fever.

Southeast Asia
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APPENDIX H

The following table outlines methods to determine if a child’s death may be caused by SIDS. While some of this
information can be applied by all first responders, some of it may be beyond the experience of first responders who
do not have an extensive medical background.

Consistent with SIDS

Less Consistent
with SIDS

Concern for Child
Maltreatment

Circumstances
Surrounding
Death

An apparently healthy infant
who was fed and put to bed

is later found lifeless (silent

death).

EMS resuscitation efforts are
unsuccessful.

The infant is found not
breathing, but after EMS
transports the infant to the
hospital, the infant lives for
hours or days.

There is a family history of
illness or substance abuse.

* The family’s and child’s
histories are not typical of
SIDS, have discrepancies,

or are unclear.

Age of Child

‘The infant is 0—7 months
of age. (Most SIDS deaths
occur between 2 and 4
months of age, and 90
percent occur before 7
months of age.)

The infant is 8—12 months
of age.

¢ The infant is more than
12 months of age.

''U.S. Department of Justice, Office of Juvenile Justice and Delinquency Prevention. (2002, December). Recognizing when a child's
injury or illness is caused by abuse. Available: http://www.ncjrs.gov/pdffiles1/0jjdp/160938.pdf.
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Less Consistent Concern for Child
istent with SID .
Consistent with SIDS with SIDS Maltreatment
Physical The infant has bloody, ¢ The infant has The infant has skin
Fxamination watery, frothy, or mucous- organomegaly of the viscera injuries or traumatic
and Lab Studies filled nasal discharge. (abnormal enlargement injuries to body parts
¢ Ti £ The infant has postmortem of certain internal organs) (e.g., mucous membranes
at lime o lividiey in de eIr)1 dent areas or diagnostic signs of a of the eyelids, scalp,
Death (ie ]t)}ioo ds ft des in portions disease process (by physical inside of the mouth,
o f t‘lyle body that are l[c)) wer examination, laboratory ears, neck, trunk, anus or
causing a gurplish red ’ tests, imaging studies). genitals, extremities).
discoloration). There is evidence of
There are marks on pressure malnutrition, neglect, or
points (places where a blood fractures.
vessel runs near a bone). The infant has a closed
There is no skin trauma. ?;lijl::;)lu}rlledn?;tzma a
The baby appears well cared hemorrhage between
for. the brain and its outer
lining that is caused by
ruptured blood vessels).
History of There was prenatal care. e There was prenatal care. There was little or no
Pregnancy, The mother used cigarettes * The child has a history prenatal care.
Delivery, and during pregnancy. of recurrent illnesses or The mother arrived
Infancy multiple hospitalizations late at the hospital for

The infant was premature or

had a low birth weight.

The infant showed minor
defects with regard to feeding
and general temperament.

The infant has less height and
weight gain after birth than
normal.

The infant is a multiple (e.g.,
twin, triplet).

History of spitting,
gastrointestinal reflux,
thrush, pneumonia, illnesses
requiring hospitalization,
tachypnea (rapid breathing),
tachycardia (rapid heart rate),
or cyanosis (a blue coloration
of the skin and mucous
membranes).

There are no signs of
problems or difficulty before
the death.

(ie., a “sickly” or “weak”

baby).

e There is a previous, specific
diagnosis of organ system
disease.

delivery, or the birth
occurred outside of the

hospital.
The child received

little or no well-
baby care, including
immunizations.

The mother used
cigarettes, drugs, or
alcohol during and after
the pregnancy.

The child was described
as hard to care for or
discipline.
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Consistent with SIDS

Less Consistent
with SIDS

Concern for Child
Maltreatment

Death Scene
Investigation

The crib or bed is in good

condition.

There are no dangerous
bedclothes, toys, plastic
sheets, pacifier strings,
pillows stuffed with

pellets, cords, bands, or
other possible means of
entanglement or suffocation.

The caregiver provides an
accurate description of the
child’s position, including
whether there is head or neck
entrapment.

The room is a normal
temperature.

No toxins or insecticides are
present.

The room has good

ventilation.

The crib or bed is defective,
or there are inappropriate
sheets, pillows, or sleeping
clothes.

Dangerous toys, plastic
sheets, pacifier cords, or
pellet-stuffed pillows are
present.

It is evident that the child
did not sleep alone.

The room has poor
ventilation or heat control.

Toxins or insecticides are
present.

The conditions are
unsanitary.

The living conditions
either are chaotic,
unsanitary, or crowded or
are extremely orderly (to
a compulsive degree of
neatness).

There is evidence of drug
or alcohol use by the
caretakers.

There are signs of a
struggle in the crib or
other equipment.

The bedclothes are
bloodstained.

There is evidence of

hostility, discord, or

violence between the
caretakers.

The caretaker admits
harm or accuses another
caretaker of harming the

child.

Previous Infant

There are no previous

There are one or more

There are one or more

€xam.

The results of the skeletal
survey, toxicological
findings, chemistry studies,
microscopic examination,
and metabolic screen are
normal.

There are changes in certain
organs that are thought to
be more commonly seen

in SIDS than in non-SIDS
deaths (e.g., subtle changes
in the liver, such as blood
forming in the liver).

myocardium (the heart
muscle).

Death in unexplained or unexpected previous unexplained or previous unexplained or
Family infant deaths. unexpected infant deaths. unexpected infant deaths.
Autopsy No adequate cause of death Subtle changes in the liver, The death is caused by a
Findings is determined during the the adrenal glands, or the trauma.

There are external
bruises, abrasions, or
burns.

There is evidence of
malnutrition and
fractures.

There are abnormal body
chemistry values.

There are abnormal
toxicological findings.
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. . Less Consistent Concern for Child
Consistent with SIDS with SIDS Maltreatment
Previous ¢ No e Yes * Yes
Involvement
of Department
of Social

Services or Law
Enforcement
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APPENDIX 1

First responders can use the following assessment questions when interviewing children who may have been
exposed to domestic violence.

Type and Frequency of Exposure

®  What kinds of things do your mom and dad (or his/her girlfriend or boyfriend) fight about?
®  What happens when they argue?

® Do they yell at each other or call each other bad names?

® Does anyone break or smash things when they get angry? Who?

® Do they hit one another? What do they hit each other with?

® How does the hitting usually start?

* How often do your mom and dad argue or hit?

®  Have the police ever come to your home? Why?

® Have you ever seen your mom or dad get hurt? What happened?

Risks Posed by the Exposure

* Have you ever been hit or hurt when your mom and dad (or his/her girlfriend or boyfriend) are fighting?

® Has your brother or sister ever been hit or hurt during a fight between your mom and dad (or his/her

boyfriend or girlfriend)?

! Ganley, A. L., & Schechter, S. (1996). Domestic violence: A national curriculum for child protective services. San Francisco, CA: Family
Violence Prevention Fund; Children’s Hospital Boston, Child Protective Team. (2004). Injuries and behaviors indicative of abuse.
Available: htep://www.child-protection.org/ CPTtext/tProviders/tInjuries.htm; Massachusetts Department of Social Services. (2002,
March). Investigation training: Evidence and indicators of maltreatment. Boston, MA: Author; Bragg. L. (1998). Domestic violence
protoclol for child protective services intervention. Charlotte, NC: Mecklenburg County Department of

Social Services.
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®  What do you do when they start arguing or when someone starts hitting?

® Has either your mom or dad hurt your pet?

Impact of the Exposure

* Do you think about your mom and dad (or his/her girlfriend or boyfriend) fighting a lot?

* Do you think about the fighting when you are at school? While you are playing? When you are by yourself?
® How does the fighting make you feel?

* Do you ever have trouble sleeping at night? Why? Do you have nightmares? If so, what are they about?
®  Why do you think they fight so much?

®  What would you like them to do to make it better?

® Are you afraid to be at home? To leave home?

®  What or who makes you afraid?

® Do you think it is okay to hit when you are angry? When is it okay to hit someone?

* How would you describe your mom? How would you describe your dad?

Protective Factors

®  What do you do when your mom and dad (or his/her girlfriend or boyfriend) fight?
—  If the child has difficulty responding to this question, the first responder can ask if the child has:

* Stayed in the room

*  Left the room or hidden
*  Gotten help

*  Gone to an older sibling
e Asked his parents to stop
e Tried to stop the fighting.

® Have you ever called the police when your parents are fighting? What did the police say?
® Have you ever talked to anyone about your parents’ fighting? Who? What did that person say?
® Is there an adult you can talk to about what is happening at home? Who?

®  What makes you feel better when you think about your parents’ fighting?
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APPENDIX J

Questions about the child:
®  What did the child say about the maltreatment?

®  Has the child exhibited any unusual behaviors before or after the disclosure of maltreatment? If yes, please
describe the unusual behaviors.

® Has the child been abused or neglected previously or had allegations of abuse been reported to child
protective services before? If yes, what happened before, or what did the child say previously?

®  What else is going on in the child’s life?

®  (If sexual abuse) What type of exposure has the child had to sexual material (e.g., movies, television,
magazines, computer images)?

®  What is the child’s medical history?

The first responder also should note:
*  How the nonoffending parent describes the child’s feelings and behaviors
® If the nonoffending parent demonstrates empathy for the child’s condition and experience
® If the nonoffending parent has the capacity to protect the child

® The nonoffending parent’s opinion about the vulnerability of the child.

Questions about the alleged offender:
®  What was the alleged offender’s reaction to the allegations?

®  Has the alleged offender made any statements about the allegations?

! Caﬁe, R. L., & Pence, D. M. (1997). Criminal investigation of child sexual assault. Portable guide to investigating child abuse.
Washington, DC: Office of Juvenile Justice and Delinquency Prevention.
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Does the alleged offender have a history of drug or alcohol abuse?

(If sexual abuse) Does the alleged offender have scars, tattoos, or birthmarks? (This can help corroborate
the victim’s statement.)

(If sexual abuse) Has the alleged offender ever had a sexually transmitted disease?
What is the alleged offender’s medical history?

(If sexual abuse) Does the alleged offender use pornography, sexual aids or implements, or birth control
devices, or engage in unusual sexual practices?

Have prior accusations been made against the alleged offender?

Questions about the relationship between the child and the alleged offender:

Can you describe the relationship between the child and the alleged offender? Are there any problems
between them?

Can you think of any reason why the child would lie about the alleged offender?

How much time does the alleged offender spend alone with the child? When has he spent time with the
child? Can anyone else verify this?

What types of discipline do you and the alleged offender consider appropriate?

Who in the family has child care responsibilities?

What are the alleged offender’s child care responsibilities?

How are cultural beliefs incorporated in family functioning?

What role does religion play in the family? How does it affect child-rearing practices?
What are the sleeping arrangements in the home?

How are decisions made in the family? Who usually makes decisions about the children?

How does the family communicate? How is affection expressed?
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APPENDIX K

What is a memorandum of understanding?

A memorandum of understanding (MOU) is a written agreement that clarifies the relationships and the
responsibilities between two or more organizations that share services, clients, and resources.

Why is it important to have an MOU?

MOUs help strengthen partnerships by delineating roles of individuals, agencies, and other groups.
What is actually included in an MOU?

MOUs can address a variety of issues and topics. Content areas to consider including in an MOU are:
® Purpose statement

® Clarification of agency roles

®  Referrals across agencies

® Assessment protocols

®  DParameters of confidentiality

® (Case management intervention

* Interagency training of staff

® Agency liaison/coordination

®  Process for resolving interagency conflicts

®  DPeriodic reviews of the MOU.

! Bragg, H. L. (2003). Child protection in families experiencing domestic violence. Available: htep://www.childwelfare.gov/pubs/
usermanuals/domesticviolence/.
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How do we know our agency is ready to develop an MOU?

Agencies that work together (or should work together) to reduce child maltreatment are excellent candidates
for creating an MOU. In agencies that are experiencing strained relationships between potential partners, the
process of writing an MOU provides a unique opportunity to address misperceptions and differences and to
work jointly to resolve gaps in service delivery.

What strategies should we undertake as we begin the MOU development process?

Depending on existing relationships between agencies, one strategy may include inviting key supporters to
meetings to explore the feasibility of MOU development. An additional strategy may include inviting an outside
consultant to facilitate a mutual partnership that leads to the development of an MOU.

What are the potential problems that arise during the MOU development process?

Problems may arise concerning misperceptions about each other’s goals, missions, and philosophies. Professionals
from child welfare agencies often report that the MOU meetings helped them understand the other organizations’
language and history and provided a context to consider other philosophies and missions. Additional problems
may include differing confidentiality policies, assessment decisions, and levels of intervention.
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APPENDIX L

Families experiencing multiple issues (e.g., substance abuse, mental health problems, domestic violence,

criminal behavior) can pose dangers for first responders going into homes to respond to cases that may involve

child maltreatment. While on a home visit, first responders—particularly those who are not law enforcement

officers—should remember the following safety tips:

Ensure that the CPS supervisor knows the time and place of the appointment and the expected time of
return.

Dress appropriately and in a manner that blends into the community.

Walk close to buildings or close to the curb in an effort to have at least one safe side. Stay away from bushes,
alleys, and dark corners, if possible.

Know the route in and out of the area by examining a map or by talking with others beforehand. Do not
wander or appear lost or confused.

Park as close to the home as possible and in a way that helps ensure an easy exit. Keep the car keys in hand
while entering and exiting the home so they are easily available.

Be aware of your surroundings at all times. Enter and leave homes carefully, noticing doors, windows,
neighbors, loiterers, and anything or anyone that may be a risk to safety.

If unsure of the safety or surroundings of the location, move to another spot by suggesting taking a break
or getting a cup of coffee and finish talking there.

Attempt to keep a clear path to an exit.
Be aware of dogs that may pose a threat.
Follow intuition and take action if feeling afraid or threatened. Leave the home or call 911 if necessary.

Have access, if possible, to technology that may assist with safety issues (e.g., GPS systems, cell phones).

! California Attorney General’s Office, Crime and Violence Prevention Center. (n.d.). Recognizi iclande:tz’ne meth labs. Available:

htep://www.stopdrugs.org/recognizinglabs.html; KCI The Anti-Meth Site. (n.d.). Is there a meth

b cookin’ in your neighborhood?.

Available: htep://www.kci.org/meth_info/neighborhood_lab.htm; Salus, M. K. (2004). Supervising child protective services caseworkers.
Available: hetp://www.childwelfare.gov/pubs/usermanuals/supercps/supercps.pdf.
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In cases where drugs and alcohol may be an issue in the family or the surrounding community:

*  Go to the home with another caseworker or law enforcement officer, particularly in an area known for drug

dealing.

* Know the local signs that indicate a drug deal is occurring. In such situations, do not enter the home
without law enforcement personnel.

® Be aware of homes or other living environments that may be used as a clandestine drug factory. Do not
attempt to investigate such places alone, and immediately contact law enforcement if such a lab is suspected.
Anyone without proper training and protective gear should stay at least 500 feet away from any suspected
laboratory. The following are signs of a possible lab:
—  Strong or unusual chemical odors
— Laboratory equipment, such as glass tubes, beakers, funnels, and Bunsen burners
—  Chemical drums or cans in the yard

— A high volume of automobile or foot traffic, particularly at odd hours

—  New, high fences with no visible livestock or other animals.
® If one or both parents appear to be intoxicated, high, incoherent, or passed out, ensure the safety and
supervision of the children, which may require their immediate removal from the home. Once that has

been accomplished, it is appropriate to reschedule the appointment. It may be appropriate to call the
supervisor for guidance.
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APPENDIX M

The following are four examples of scenarios—one each for physical neglect, environmental neglect, physical
abuse, and sexual abuse—that first responders may face. These case studies include general guidelines for
responding to each situation. The cases are intended to provide a framework for first responders and do not
represent all of the steps a first responder should take. It is important to note that these examples were written
by and for law enforcement professionals, but may be helpful to other types of professionals.
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Physical Neglect Case

Synopsis

A 911 call is placed to the local police department at 10:00 p.m. by a concerned neighbor
alleging that a mother left her 4-year-old daughter and 5-year-old son home alone. The
neighbor describes the mother’s vehicle and reports that it is not in front of the apartment
complex. The neighbor overheard the children crying, which prompted her to call the
police. A patrol car is dispatched to the address. Upon arriving on the scene, the officer
finds the children home alone.

Initial
Response

Conduct a quick background check to see if any previous charges have been filed or if child
protective services (CPS) has had previous involvement with this family.

Try to coordinate the response with any other first responders, if needed, in order to arrive at
the home simultaneously.

The safety of the children is the first priority. Check the environment for potentially harmful
objects, such as poisons or electrical hazards.

If the children are verbal and can communicate information, conduct a basic interview to
obtain the parent’s location. Ask questions about what and when the children last ate. This
may provide information on potential maltreatment, as well as help to begin a timeline for how
long the parent has been gone.

Theories

Develop multiple theories of the neglect situation, such as:

— 'The complaint is true as alleged

— 'The parent is injured and unable to respond

— 'The parent is temporarily detained, (e.g., is taking laundry out of the dryer downstairs).
Follow up on each theory:

— Confirm that the vehicle is not in the parking lot

— Check with the neighbors or any relatives who may be nearby

— Consider possible vehicle breakdown

— Look for evidence of a laundry basket and soap

— Have someone check the apartment laundry room

— Check the parent’s name through the local emergency call system (accidents, ambulance)
—  Contact the property manager for emergency contact information

— Check for evidence of when the parent may have last been in the apartment (food warm or
cooking, cigarette warm, oven warm, bathtub wet)

— Consider the possibility of foul play
—  Document any drugs or alcohol or related paraphernalia in plain view.

Check for a phone in the residence and look for contact information, such as outgoing or
incoming calls on the caller ID.

If the phone has redial buttons, they should be utilized to ascertain who was called last (cab,
relative, work).

Begin calling contact numbers. Neighbors are excellent resources for contact information.

Have local department personnel run names and addresses through the Haines Directory,
which provides addresses and phone numbers for every residence in a jurisdiction and under
whose name the property is listed. Other police patrol units often can drive by addresses where
telephone contact cannot be made.

Contact the local CPS agency:
— Adpvise and standby
— 'The family history may be known to CPS caseworkers

— Coordinate with the on-call CPS caseworker to determine a placement for the children if
no family members can be located.

After waiting an appropriate time for parents to return to the home, remove the children as the
last resort. Leave an identification card and emergency number for the parent to contact
upon return.
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Interview

Parent interview:

* When and if the parent returns, conduct an interview:
— Listen for an explanation.
— Allow time to assess the information and to give thought to the theories developed.

— Gently probe the parent based on her statements. For example, “You said your car broke
y p p p y
down. Tell me more about that?” or “You said you went to the store and left the children
y
sleeping. Tell me more about that?”

Action

* Determine how the case will be handled (e.g., referral to CPS, temporary removal of children,

charges filed).
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Environmental Neglect Case

Synopsis An anonymous call is received via the CPS hotline alleging that there are three children younger
than age 4 who are living in what the caller describes as “a house with a known meth lab inside.”
The anonymous caller alleges that numerous individuals are observed trafficking in and out of the
residence at all hours of the day and night. The caller rarely observes the children outside and can
only report the approximate ages of the children. The caller describes the children as an infant, a
2-year-old, and a 4-year-old. No further information is available.
If true, the environmental conditions could be hazardous to the well-being of the children. The
facts, as presented, also constitute the serious crime of narcotics distribution. A coordinated
response is absolutely essential to the safety and well-being of all professionals involved, as well
as to reduce the potential for injury to the children upon entry into the residence. A cautious
approach to this investigation is recommended. (See Appendix L, Home Visit Safety Tips, for more
information about safely approaching and entering a home.)
Initial * Prior to any response to the residence, perform the following enquiries:
Response . . . . .
P — 'The local police and CPS should check their records for available information on the
suspect residence, including prior involvement in the system.
— Police should check the computer system for “caution flags” on the residence. All available
police reports written on occupants can be queried.
— Arrest records and criminal histories should be obtained on all known occupants of the
residence.
— The Motor Vehicle Administration can be queried for identifying information on vehicle
ownership.
— Police should check the undercover narcotics divisions for available information on the
residence.
— Undercover officers can check with known informants for additional information.
— Local land tax records can be queried for property ownership.
— Police and CPS agencies can make a coordinated decision as to the level of the emergency
and the appropriate response.
+ Dolice may want to send an undercover officer to the home for a drug purchase and
assessment prior to any CPS intervention.
+ Local uniform beat officers can be queried for knowledge of the neighborhood.
Theories * Develop multiple theories of the neglect situation, such as:

— 'The complaint is true as alleged
— 'The anonymous caller mistakenly provided wrong information
— The complaint is deliberately false.

* Follow up on each theory.
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Action

Analyze all the available data collected prior to entry into the residence.
Consider a neighborhood canvass to obtain additional information.
Obtain police surveillance.

Plan the police and CPS response:

— A coordinated plan is essential

— 'The police will generally provide personnel and legal authority for entry into the residence
(e.g., a search warrant) in cases where probable cause of a crime exists

— DPre-raid checklists and personnel should be on hand
— Police personnel will make entry into the residence
— Evidence will be seized and necessary arrests will be made.

The children will need to be protected and turned over to the local CPS agency standing by.
At no time should the CPS worker be placed in jeopardy during a controlled drug raid and
search.

In those instances where the first responders lack the sufficient information to substantiate
drug involvement, a subsequent safety plan must be developed.

Always approach the residence with a cautious safety plan. Plain clothes or uniformed police
officers should approach the residence and make the initial contact. CPS personnel should be
located nearby to respond when entry safety has been assessed.
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Physical Abuse Case: Hitting

Synopsis

A fourth grade teacher at the local elementary school contacts the CPS hotline and
reports that a 9-year-old male student in her class came to school this morning with a
large red mark on his face. When asked by the teacher what had happened to his face,
the student responded that he fell off his bicycle. The teacher explained to the intake
worker that the red mark looks very similar to a handprint. The student is normally very
talkative, but seems withdrawn and fearful of talking more about the red mark.

Initial
Response

Check to see if there is an open CPS case on the child or family or if there are any prior
referrals to CPS.

Meet with the principal or other authorized school personnel to gain access to a quiet, private
interview room.

If available, the teacher who made the report should be interviewed.

Theories

Develop multiple theories of how the injury occurred:

— 'The complaint is true as alleged

— 'The injury was sustained in a fall

— 'The injury was inflicted by a sibling, other family member, or a classmate
— 'The injury claim is deliberately false.

Follow up on each theory:

— Visually examine the red mark on the child

— Conduct a child interview

— Interview the siblings, parents, classmates, or others, where appropriate.
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Interview

Child interview:

Look at the injury on the child’s face. Attempt to determine if the mark resembles a handprint.
Take photographs.

* Ask open-ended questions. Note both the verbal response and the child’s body language.
Sibling interview (for siblings who are not suspects):

* Siblings should be interviewed separately.
e Provide privacy for the interviews.

* Separate rooms and vehicles may provide the only privacy available at the school.
Alleged suspect interview:

* The element of surprise should be utilized.

* The location of the interview (e.g., school, home) should be determined.
* Allow the alleged suspect to give an explanation.

*  Gently probe the suspect about how the injury occurred.

* Determine whether the injury as viewed fits the explanation provided.

* Ifanother explanation is given for the cause of the injury, follow up on this explanation by
visually examining the alleged site of the injury (if possible) and taking photographs.

* An abusive parent or sibling will usually blame the injured child for causing the situation.

e If the suspect denies causing the injury, present him with the information that has already been
obtained (e.g., hand measurements, witness information, time, location, opportunity).

*  Most guilty suspects will admit to the temporary loss of control and slapping the child in
anger. State that you understand his loss of control, thank him for sharing the information,
and tell him that it was helpful. This may help him to share additional information.

* While taking statements or admissions:
— Allow the parent or sibling to provide details of the incident
— Compare the explanation to the injury
— Follow department procedures for taking statements (initialed, signed).

e If possible or necessary, obtain a medical history of the child to rule out medical causes for
the injury. (See Appendix E Distinguishing Physical Abuse from Nonintentional Injury, for
more information.)
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Action

Determine what actions should be taken by CPS or law enforcement agencies:

— CPS may decide that the situation can be handled best with family counseling and follow-
up services

— Law enforcement may elect to close its investigation with the recommendation that CPS
works with the family

— Arrest may be considered depending on the family history and the risk of potential injury
to other family members.

— Local prosecutors should be consulted to ensure that the injuries sustained meet the State or
local statute’s definition of child maltreatment.

Medical exam of the child often is legally mandated for any arrest for child physical abuse:
— First responders should check their agency’s and State’s regulations

— Even if an exam is not mandated, the first responder should consult with medical staff
about what additional treatment, if any, is reccommended.

Photographs and measurements should be taken and documented appropriately.

Follow-up photographs should be taken to document the approximate age of bruises, should
they develop.

Determine if arrangements need to be made for the child. Arrangements for the child should
be made prior to leaving the school. Possible arrangements include:

— The child remains in school and follows his normal schedule.
— 'The child goes to a friend’s house after school.

— 'The child is temporarily cared for by others.
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Sexual Abuse Case: Incest

Synopsis

A local middle school counselor contacts the child abuse hotline and reports that a

12-year-old female student from her seventh grade class reported that her father sexually
abused her. The abuse allegedly started at age 9 and continued until the present. The
last incident involved sexual intercourse and occurred 2 days ago. The child is fearful of

telling her mother and is worried about her family.

Initial
Response

Establish the required response time and arrange for any other first responders to arrive
simultaneously.

Meet with the principal or other authorized school personnel to gain access to a quiet, private

interview room.

As the reporter, the school counselor should be interviewed:

— Discuss the method of disclosure

— Obrtain the questions asked and responses given

— Obrtain a written statement from the counselor (signed, initialed, and dated)

— Direct the counselor not to discuss the interview with the other parties at this time.

Theories

Develop multiple theories of the sexual abuse:

— The complaint is true as alleged

— The counselor misunderstood the information
— 'The child is making a false complaint.

Follow up on the theories developed:

— Interview the child

— Locate witnesses

— Corroborate information

— Locate and collect evidence from the crime scene.

Interview

In

general:

The details of each incident of sexual abuse can provide corroboration of facts and are
important for establishing credibility for the victim. Attempt to establish a timeline for
separate incidents, including:

— The last incident
— The time before the last incident

— Other remembered incidents

— 'The location of any other household members during each assault (mother working late,

mother at store, brother playing outside).
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Interview

Child interview:

* Locate a private place in the school to conduct the interview.

* A joint interview with CPS and law enforcement is recommended to minimize the number of
times the child is interviewed.

* Explain to school personnel that they should not be present during the interview because they
may be subpoenaed for court and the details could be embarrassing for the child.

* Conduct a forensically sound interview:
— Follow agency guidelines for establishing interview rules.

— Skilled interviewers try to obtain as much narrative from the child as possible. Begin with
basic probes, such as:

+ Do you know why we came to talk with you?
s Please tell me what you told your counselor.
s Please tell me what happened with your father.

* Most children older than age 5 can provide narrative responses to open-ended questions (e.g.,
“Tell me everything that happened in the bedroom, from the beginning to the middle to the
end.”). However, children may be embarrassed, ashamed, or scared of providing many intricate
details about sexual foreplay and acts. It therefore may be necessary to ask more direct or
focused questions. Remember that direct and focused questions should always be followed by
open-ended probes (e.g., “Tell me more about the room.” or “Tell me more about the touch.”).

Exhibit M-1 provides examples of detailed questions to ask the victim.

Nonoffending parent interview:

* Make contact with the nonoffending parent prior to leaving the school. A nonoffending
parent who is at work can be contacted at work and asked to meet the first responders at the
parent’s residence.

¢ Tell the nonoffending parent:
“We are at your child’s school, and your child is physically fine.”
— “We are looking into a matter that we cannot discuss over the telephone.”

* Most nonoffending parents will respond immediately when a serious matter is raised about

their child.

* A very small percentage will call the other parent and have him or her respond as well.
However, because the nonoffending parent has no information, he or she usually assumes it is
something about school and will not call the other parent.

o If the parent is not able to return to the home, arrange for an immediate meeting place.

* Assess the nonoffending parent’s abilities to believe the child and to protect the child from
further abuse.

e Prevent the destruction of evidence.
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Interview e Attempt to obtain the following information from the nonoffending parent:
— Observations of the situation

— Knowledge of the relationship between the father and daughter (e.g., attitude or behavioral
changes such as the daughter not wanting to stay home alone with the father)

— Timeline information, such as the nonoffending parent’s work schedule (any late hours),
which can be compared to the timeline given by the child

— Relationship with spouse (e.g., domestic violence, fear, sexual problems).

 Assess the reaction of the nonoffending parent. The nonoffending parent usually will be
understandably in denial. She may accuse the first responders of making up the allegations or
of misunderstanding the information.

— Do not overreact to anger or to initial disbelief on the part of the nonoffending parent.
First responders want and need information. Every word from the nonoffending parent
can be critical to the case.

— Allow the initial denial, and then proceed with questions. Examples of questions that may

be asked include:
+ “Can you tell us about your spouse?”

+ “Does your spouse get up in the night?” Possible responses may include, “Yes, he gets up
to smoke a cigarette” or “He goes to the bathroom.”

— Questions also may need to be asked regarding domestic violence, fear, and sexual
problems.

— If the alleged victim provided a description of the alleged perpetrator’s underclothing (e.g.,
boxer shorts with hearts, green shirt), have the nonoffending parent corroborate these facts.
Items will be seized and collected from the residence.

— If the victim provided a description of the father’s anatomy (e.g., penis, moles, tattoo,
shaved pubic hair), have the nonoffending parent confirm.

— Use your skill and knowledge to keep an open mind, and do not overwhelm the
nonoffending parent with information:

+ Do not let prior experience or current knowledge of the case immediately lead you to
preconvict the suspect. For example, do not say to the nonoffending parent, “We know

he did this. We know he is a child molester. We know this happened.”

+ Nonoffending parents have many initial reactions, but they usually want to provide
helpful information during the initial interview to determine the truth. First responders
want this information and must maintain rapport.

— Allow time for the nonoffending parent to begin to acknowledge that the incident might be
true.

— Nonoffending parents will often unknowingly provide corroborative information (e.g., “I
took my son shopping last weekend,” “I worked late on Thursday,” “He has two pairs of
boxer shorts with hearts on them,” or “He gets up to smoke a cigarette at about 2:00 in the
morning.”).

— Explain in a diplomatic manner that you would like to conduct a search of the residence
for evidence. Law enforcement can have the nonoffending parent sign a consent-to-search
form. (Follow department guidelines for consent to search legal issues.) This generally is
not difficult at this stage of the investigation.
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Interview

— If the nonoffending parent refuses to allow the first responders to conduct a search, law
enforcement should obtain a search warrant. (Follow department guidelines for search
warrant applications.)

— Understand that this is a serious crime and that all evidence should be seized from the
crime scene. The nonoffending parent should not be allowed to interfere with or to destroy
evidence. CPS and law enforcement may have someone stand by at the residence to
prevent evidence destruction while time is taken to obtain a search warrant.

Alleged suspect interview:

Evaluate the information previously reported and collected for:

— Corroboration or noncorroboration of the alleged victim’s statement

— Clarification of previously reported information that may have been misunderstood
— Indication of false statements

— Crime scene evidence.

— Obrtain the suspect’s work schedule.

Plan when and where the suspect will be interviewed.

The element of surprise is critical. Do not warn the suspect by contacting him prior to the
interview, thus giving him time to delay.

The suspect may live with the victim, and so the interview should be conducted on the same
day that the accusations are made in order to:

— Protect the victim and other household members

— DPrevent further criminal behavior in the community

— DPrevent threats and intimidation of the victim and the witnesses
— Prevent the destruction of evidence

— DPrevent a false alibi from being established

— DPrevent the suspect and the nonoffending parent from pressuring the victim to retract or
recant the statement.

Maintain a professional demeanor. A calm and systematic approach should be used to establish
factual information.

Follow department guidelines for Miranda rights issues.
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Interview

'The following statements may be helpful when interviewing the suspect:

— “Sir, we are conducting a sensitive investigation. Is there someplace we can talk privately?”
(Suspects will find a private place to talk if they are confronted at work.)

— “Sir, we were at your daughter’s school today, and she reported a problem.”

— “Sir, she told us that there had been some inappropriate contact.” (Most guilty suspects will
not ask for the details of what is meant by inappropriate contact because they already know
the answer.)

— “Sir, we have interviewed your wife, and we know that she was at work late on Thursday”
or “We know what happened at home.”

— “Sir, we have conducted an investigation, and we have corroborative evidence from your
home and the beach house.”

During the interview, alleged suspects may respond with one or more of the following
statements:

— “I don’t know what to say.”

— “I may have gone into her room one time.”

— “Could I have done this and not remember?”

— “Could I have been drinking and not remember?”
—  “I don’t recall ever touching her.”

— “Could I have done this accidentally?”

Be patient and let the suspect know that you believe the victim. The following statements may

be used:

— “Sir, we know this happened. We just want to know how it got started.”
— “Sir, we know that you would never deliberately hurt your daughter.”

— “Sir, you have a problem, and we need to talk about what happened.”

—  “Sir, we have evidence to match to your DNA. We collected the sheets, pants,
underwear..”

— “Sir, I know you don’t feel good about what happened. I think you would agree that you
owe this to your family.”

Expect denial and numerous stalling techniques:
— “Why would I do that?”

— “I don’t know why she is saying that.”

— “I'love my daughter and would not hurt her.”
— “I don’t know what to say.”

Note the behavior and body language of the suspect during the interview. Most guilty suspects
make little eye contact and generally look down during direct assertions of guilt. Innocent
individuals often are highly insulted at the insinuation that they molested a child.

Do not rush the interview. Plan on spending a minimum of 2 hours with the suspect. Possible
child molesters must be interviewed thoroughly and completely.
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Interview

* Remember to use silence as a tool during the interview. There is no need to fire repetitive
questions one after another during an interview:

— Looking up at the suspect and writing down notes also provides time to think of additional

questions

— Remember, suspects have no idea what information the first responder knows or what she is

thinking.

* Do not lose patience and assume the suspect is not going to provide a confession or admission.

Most suspects want to unburden themselves by admitting their guilt. Several approaches can

be used:

— Ask the suspect what he thinks should happen to someone who touches a child. The
answer is usually a projection of what he would like to see happen to himself. For example,
the suspect may say, “They should probably get some psychological counseling” or “They
need help.”

— Provide the suspect with a “bridge to cross,” which can allow the suspect the ability to

confess while still saving face. For example, ask the suspect if this could have happened by

accident. Examples of suspect statements that indicate a desire to confess include:

“I may have touched her by accident while wrestling.”

“I may have accidentally gone into the wrong bedroom.”
“I was drinking alcohol and thought it was my wife.”

“I was drinking alcohol and don’t remember.”

“I don’t recall ever doing this.”

“Could I have done this and not remember?”

“I was just rubbing her back and my hand slipped down.”
“I accidentally fell and my mouth landed on her privates.”
“I wanted to teach her about sex.”

“I would never deliberately hurt my child.”

“If you want me to say I did this, then I did.”

“She wanted me to touch her.”

“She put her body on me.”

— Recognize the above statements as a desire to confess, and follow up with open-ended

probes. For example, use the following probes in response to the above statements:

“Tell me more about the wrestling.”

“Tell me more about the time you accidentally went into the wrong bedroom.”
“Tell me more about the time you were drinking.”

“Tell me more about rubbing her back.”

“Tell me more about your hand accidentally slipping down.”

“Tell me more about the time you accidentally fell onto her body.”

“Tell me more about how she wanted you to touch her.”

“Tell me more about how you wanted to teach her.”

Appendix M—Case Studies






















APPENDIX O

I. Executive Summary

*  Briefly outlines the organization and content of the COOP
¢ Describes what it is, whom it affects, and the circumstances under which it should be executed
e Discusses the key elements of COOP planning

e Explains the organization’s implementation strategies.

II. Introduction

e Explains the importance of COOP planning to the organization
e Discusses the background for planning

* References recent events that have led to the increased emphasis on the importance of a COOP capability for the
organization.

II1. Purpose

* Explains why the organization is developing a COOP
* Briefly discusses applicable Federal/State/local guidance

e Explains that the COOP is intended to ensure the continuity of functions essential to the mission and duties of
the organization.

IV. Applicability and Scope

*  Describes the applicability of the plan to the organization as a whole (i.e., management, staff, clients, other

stakeholders)

* Outlines the scope of the plan (i.e., the spectrum of potential disasters it covers).

V. Essential functions

Essential functions are those organizational functions and activities that must be continued under any and all
circumstances (e.g., provide safe foster homes for children, investigate cases of potential child maltreatment).

! Adapted from Federal Emergency Management Agency. (2004). Continuity of operations plan (COOP) template. Available: heep://

www.fema.gov/doc/government/coop/coop_plan_template_instructions.doc.
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SAMPLE

The following table shows examples of COOP maintenance responsibilities:

Task Assigned Staff

Update COOP annually or after emergency Agency Director, Emergency Response Committee
Update telephone rosters monthly Director, Human Resources

Review status of vital files, records, and databases Director, Data Systems

Develop and lead COOP training Deputy Director

Plan COOP exercises Interagency Liaison

IX. Logistics

A. Alternate Location
* Explains the significance of identifying an alternate facility (including staff homes), the requirements for

determining an alternate facility, and the advantages and disadvantages of each location.

Alternate facilities should provide:

(1) Sufhcient space and equipment

(2) Capability to perform essential functions within 12 hours, up to 30 days

(3) Reliable logistical support, services, and infrastructure systems
(4) Consideration for health, safety, and emotional well-being of personnel
(5) Interoperable communications

(6) Computer equipment and software

B. Interoperable Communications

* Identifies communication systems that are located at the alternate facility. These systems should provide the
ability to communicate within the organization and outside the organization.

Interoperable communications should provide:
(1) Capability commensurate with an agency’s essential functions
(2) Ability to communicate with essential personnel
(3) Ability to communicate with other agencies, organizations, and customers
(4) Access to data and systems

(5) Communications systems for use in situations with and without warning

(6) Ability to support COOP operational requirements

(7) Ability to operate at the alternate facility within 12 hours and for up to 30 days

(8) Interoperability with existing field infrastructures
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X. Test, Training, and Exercises

e Addresses the organization’s test, training, and exercise (TT&E) plan:

— TT&E familiarizes staff members with their roles and responsibilities during an emergency, ensures that
systems and equipment are in a constant state of readiness, and validates certain aspects of the COOP

— Managers may be creative when it comes to COOP readiness and include snow days, power outages, server
crashes, and other ad hoc opportunities to assess preparedness.

COQOP TT&E plans should provide:

(1) Individual and team training of agency personnel

(2) Internal agency testing and exercising of COOP policies and procedures

(3) Testing of alert and notification procedures
(4) Annual refresher orientation for COOP personnel

(5) Joint interagency exercising of COOPs, if appropriate

XI. Multi-Year Strategy and program Management Plan

* Discusses how the organization will develop its multi-year strategy and program management plan:

— The plan should address short- and long-term COOP goals, objectives, and timelines; budgetary
requirements; preparedness considerations; and milestones or tracking systems to monitor accomplishments

— It should be developed as a separate document.

Appendix O—Continuity of Operations Plan (COOP) Outline



XII. COOP Maintenance

e Addresses how the organization plans to update the COOP regularly

e Includes current key evacuation routes, roster and telephone information, and maps and room/building
designations of alternate locations.

Appendix A: Authorities and References

* Cites a list of authorities and references that mandate the development of the COOP and helped to develop the
COOP.

Appendix B: Operational Checklists

* Contains operational checklists for use during a COOP event. Checklists may be designed to list the
responsibilities of a specific position or the steps or equipment required to complete a specific task.

Appendix C: Alternate Location/Facility Information

e Includes general information about the alternate location/facility, such as the address, points of contact, and
available resources.

Appendix D: Maps and Evacuation Routes

* Provides maps, driving directions, and available modes of transportation from the primary facility to the alternate
location

* Includes evacuation routes from the primary facility.

Appendix E: Definitions and Acronyms

* Provides definitions of key words, phrases, and acronyms used throughout the COOP and within the COOP
community.

Appendix F: Agency Contact Information
e Includes the names and contact information, as well as emergency contact information, for all staff.

Appendix G: Partner Contact Information

* Includes the name, contact information, and liaison for all partner agencies or other organizations or individuals
that the agency may need to contact during or after an emergency.
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To view or obtain copies of other manuals in this series,
contact Child Welfare Information Gateway at:

800-394-3366
info@childwelfare.gov
www.childwelfare.gov/pubs/usermanual.cfm
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