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; In April of 1977, the Bureau of Child Welfare in the Pennsylvania

Department of Public Welfare, The Milton S. Hershey Medical Center,
the Young Lawyers Section of the Pennsylvania Bar Association and Region
III of the U. S. Department of Health, Education, and Welfarge cosponsored

 a seminar on the need for establishing close working relationships among
the medical, legal and social work professions in managing cases of child
abuse. JThe featured speakers. and, workshop leaders, recognized as eﬁperts
in their respective fields, provided vdluable insight regarding the inter-
dependence of these three professions in providing services to abused
children and their parents.

Realizing the value of the material that was preeented the Bureau

of Child Welfare made arrangements for the publication of the workshOp
- proceedings .so that others might benefit from the presentations. The

attached publication conta%ns the highlights of the workshops ~- ‘the hajor
concerns, definition of prgblems and suggested solutions. .

I wish to extemd my sincere appreciation to all thoée who helped to
make the conference a success and to the Public Welfare Department's
Bureau of Public Education for editing this material and making all the

arrangements for its publication. { Additional copies are available from:
. ' e \

4

Publications Division .
DPW Bureau of Public Education _
ol -+ 313 Health & Welfare Bldg " -
¥ P. 0. -Box 2675 |, -
e Harrisburg,\PA }6’50 _F ‘ 'fl

- & Gordon Johnson, Director
( L : _ . Bureau of Ch j1d Welfare
| . o # . Office of (Mildren and Youth
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T . PREFACE

o On April 12 and 13,1977, an Interdisciplinary Workshop on Chitd Abuse and nglcrg was held in Hershey,
Pennsylvania. The workshop was made possible through the combined efforts of the Pennsylvania Department of
Public Weltare. the Mittort S, Hershey Medical Center ' of the Pennsylvania State University and the Young
Lawyers Sectioit of the Pennsylvania Bar Assoctation. Partial financial support of the progtam was provided by
the Regional Office of Child Developnient. U.S. Department of Health, Education, and Welfare.

B . ¢ ‘ ] = . . .
The purpose of the workshop was to provide a forum through which physicians, tawyers and social workers
~mvolved in child abuse and neglect could exchange inforniation, share progress and problems, and suggest more
effective ways of carrying out their responsibitities under the Pennsylvania Child Protective Services Law (Act
P24 of 1975). An essential aspect involved in effective implementation is interdisciplinary cooperation' and
communication. )

»

The OI-IC-:H\(l-;l-Ililu‘ day workshop combined presentations from representatives of the three professions and
participant involve m®nt in small group workshops.

{

This report s a compliation of the presentations and the workshop summaries.
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T INTRODUCTION .
Frank S. Beal

1 want to welcome each and every one of you, on behalf of the Department of Public Welfare, to this
Child Abuse and Neglect Workshap, 1| want to thank formally the Bureau of Child Welfare of the
unnlnwnl the Milton S. Heishey Medical Center of the Pennsylvania State University, and the Young
Lawyers Seption of the Ptnm.ylvum.i Bar Association for being co-sponsors of this workshop. I want to
abo extend]a welcome aid thanks to the speakers, wmkshop leaders and all geople partieipating in the
workshops that will be meeting today.”

A httle over thiece years ago  in October 1973 Governor Shapp convened Pennsylvania’s first
statewide Governor's Conference on the Rights of Ch{ldren. Many of you who are here today parllupulcd
it that event and helped to shape the recommendationg’for e tion.

One of the major issues explored at that conference was child abuse and neglect. Concern was expressed
by featured speakers, panclists and participants about the ineffectiveness of the existing reporting system
and the lack of resources to help eliminate abusive behavior on the part of parents and guardians.

Two specific recommendations were made as part of the plan of action resulting from the 1973

conference: . - . .

1) The establishment of a central registry for child abuse complaints in Pennsy lvania and parllupnllon in

the development of a National Clearinghouse on Child Abuse and Neglect.

2) The development of a special poster for display in hospital emergency rooms (o dlcrl medical

personnel to-the signs of child abuse and to whom it should be reported. .

Conferences are often eru/cd for their thetorical emphasis. - We all _know of reports and
wu)mmcnd.mom made as the result of such meetings which lead to no action bcyond taking up spacé on
some agency's bookshelves. . .

So it is with specral pride that | believe we can point Jo the actions that have taken place since the 1973
conference,

Not only have the two spcuhL recommendations 1 just cited been implemepted, but a comprehensive
statewide reporting system is now in place, an intensive publu education campaign has been implemented
over the past year, and an argay of special programis and services have been developed at the local level
through child w : agencies, hospitals, community groups and other concerned grganizations.

| think Penn ria can be proud of the programs and services that are now in place and to those that
are in process ‘of being developed to insure that children are prolm ted from abuse and to help eliminate

“abusive behavior. L

The success of our program is due to many people, some of whom have devoted their entire lives to
creating a nurturing and protective environment for children. . '

We have been fortunate in this state to have leadership in the General Assembly . Through the dedicated
efforts of Senator Michael O'Pake and members of the Commiittee on Aging and,Youth and tite interest of
many other senators and representatives, the Child Protective Service Act of l‘)75 provndcd legislative

authority for Pennsylvania programs. : ‘ "

‘And we have been fortunate 1g hfve the support of a person who has steadfastly fought for the rights of
all people in this Commonwealth.

At the 1973 conference, as keynote speaker, Governor Shapp said: “I do not see these sessions as an end
in themselves, but rather the genesis of a healthy rebirth of interest in the development of programs so that
cach child may be able to develop his or her maximum potentjal.”

It is largely due to his support, commitment dnd concern for Pcnnsylvanm s children that that rebirth
has become a reality.

It ismy pleasure to lnlr(dmc to you Gnvcmor Milton J. Shapp.
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WELCOMING REMARKS — GOVERNOR MILTON J. SHAPP

“Ladies and gentlemen, welcome to this workshop on child abuse. In the next day and g half you will be
hearmg from physicians, attorneys and social workers — all experts in the field of child abuse, a sad topic
that s tinally receiving etfective action. ' . .

Ihh topic deals with the relattonship between the basic social unit of our society. - the family - and
(hc state. I 1973, 1 sponsored a statewide Conference on the thh(s of Children. This was LOll\ldCIC(l to be

“first™, and | am plc.lsc‘d to say it led to some changes.

“On November 26, 1975, 1 signed the ChildProtective Services Law which provided a uniform definition

\

- of child abuse and required that suspected cases bre reported by physicians, lnw cnfoncmcnt officials and

other persons whose jobs bring them into contact with children.

“This bill fequired the appointment of a guardian for the child, provided new rules for taking a child
into protective custody, and modified the rules of evidence for child abuse hearings. .

“As to be expected, the passage of legistation in this arca touched off*a good deal of controversy. |
vetoed an carlier bill because it did not satisfy the needs of both children and familics. The bill 1 finally
qnylcd was revised five times before it passed. ‘ -

“The law most likely requires further change. We have recelved reports of children being’ taken from
their parents without justifiable cause. This was not the intent of the law. The intént was to protect the
rights of children, but without denying parents their rights.

“One of the purposes of this workshop is to get your comments on the apparent weaknesses of the law

and your suggestions-and recommendations for possible amendments.
“This legislation wasg followed in March, 1976, by the opening of a 24-hour, toll-free, dnld abuse
prevention hotline, operated by the Department of Public Welfare’s Office of Children and Youth. This

ChildLine also serves as a central register-for u)mpllmg annual smusms and rescarch data on child abuse for ‘

state and national use.

“"Reporting of child abuse alone is not enough. We must have in pldcc a system of services able to protect
the child and to rehabilitate. the- family. The counties, with assistance from the department, are in the final
stages of developing child proteciive service units within their child welfare agencies. We expect to spend
$16 million a year on providing these services once the county programs are fully operational.

“From these efforts, you may be surg that prevention of child abuse has been and€ontinues to be a Ingh
priority item in my administration. 1 hope that the training sessions arranged today and tomorrow by our
Bureau of Child Welfare will carefully evaluate whmt we have gionc so far in this field and what remains to
be done.

“Child abuse is an ugly topic. Beating and spurning our children goes against thc natural order of things -
the natural love, -affection and care of parents for their children. It takes no unusual stretch of the -

imdgination to understand-that a society that turns on its chiltiren is a society that will nof last.

“l am not, suggesting that American society has been reduced to this. On the contrary, the.strength of
our nation continues to endure because, for the most part, we are historically a people willing to work and
sacrifice so that our children can achieve the best in life. But we are & complex, imodern society, in which
individuals are subjected to varying emotional strains. These strains, whether they originate from the loss of
a job, the inability -of parents to get along, a feeling of alienation or whatever; too often are manifested in
physical or memal brutality towards those least likely to defend themselves — children.

“This is a fact of life. We cannot ignore it. We cannot pretend child abuse does not exist. Children are
human bcmg§ with very definable rights. When they are abused ‘through- some failure in their family’s
dbllll‘CS ‘to raise them, they are entitled to some form of recourse. Government and the various social
agencies must step into the breach of a family’s distress to provide aid, comfort and protection to those in
need.

“I think it important to note that pinpointing cases of child abuse and resolving adverse situations
benefit ‘not only the children, but often their parents or guardians. Our ChildLine, for example, has at least

a double use ~A neighbor or bystander can use it to report a potential or actual abuse case. Or a parent or

guardian, torn by urges to lash out at his or her child, can use the phone and be cooled down by a
professional on the other end of the line.

“When we initiated the ChildLine, we also launched a statewide campaign to encourage the reporting of
suspected child abuse cases. The result has been a substantial increase in cases reported. In 1974, mote than
2,000 cases were reported. From November 26 1975, through December 31, 1976 neatly 6,500 instances
of child abuse were reported.

“This increase substannatcd what we have suspected for a number of years, which is, unfortunately, that

. child abuse is a common occuifence. In fact, child abuse ranks number two as the cause of death of
childrerr under two. We certainly face an extremely grave situation,

4
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“1 suspect that the number of cases will continue to increase us our reporting techniques improve. This
means we will have a true, appraisal of the extent of the problem. The next stage - and here much work
remaing to be Jone 15 to improve the speed of investigating alleged cases of child abuse and our
effecuveness in dealing with these cases. : . .

“Child abuse 1s widespread: AN of us involved in its prevention are aware ot that. Many Pennsylvania
cttizens are also aware of the problem through our recent efforts at publicizing child abuse. Yet, lugn sure
the great majority of our citizens still regard childabuse as a remote problem that has little or no bearing on
their lives.

“If this is so. then people are under 3 misapprehension which we should remove. 1t is a fact that more
than 80 percent of all crimes are committed by persons under 25 years of age. Further, if we look into the
backgrounds of these young offenders, we will find that many*of them were deprived or suffered some sort
ot abuse, neglect or health-tetardation problem. ] - : '

“Therefore pinpointing a case af thild abuse, defending that chifl and providing protection are actions
that benefit not only that particular child, butsociety:at large. ' ‘

“Child abuse 1s everybody's problem The sooner we get that message N()ss, thé better.

“As 1 siid at the beginning of my remarks, we have made progress in recent years in focusing on the
problems of child abuse and formulating courses of action. We have a new Child Protective Services Law, a
toll-free ChildLine and we are funding legal representation for the victims of child abuse through the
Governor’s Justice Commission. .
« “But we have only uncevered the tip of the iceberg. Much remains to’be done and 1 would hope in these
twh days of (faining sessions we are able to improve upon and devise further methods to deal successtully
with child abuse. : - .

“# particular, 1 would like to see some concrete recommendations on strengthening our current chilg

protective services law. ‘ :
"Thank you.” . .
- I
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THE:{R()‘LE OF THE PROTECTIVE SERVICES WORKER

\‘. . . N ,
\

.

. . N . ) R . 'Y}
Elizabeth Davoren, AM, ACSW . \
‘ , - s » : /\ ‘ '
I4 . ) 3
'HISTORY » based on the New York model. Some societies were devoted

The first battered children of record in| America were
children who had been indentured either by their parents, so

that they could learn a trade, or by officials when their parents ——

could not care for them because of death or other reasons.

These children were considered servants when they were
old enough to work, but their masters were also their
caretakers and had parental responsibilities.

Children ana Youth in America {Volume 1),’published by
the Harvard University Press, contdins a number of documen s
detailing the abuse that some indentured children sutfered.
For example, a 12-year-old boy named John Walker died in
Plymouth in 1655. The description of the dantage to his body,
which rivals the worst physical abuse cases coming to our
attention today, leaves no doubt that John died of inflicted
injury. The master, found guilty of |mnsluughtcr by a jury of
12 men, was “‘burned in the hand”
taken away.

Richard Parker of Salem, Mass. fared somewhat better. In-

1680 it is recorded that although the court supported the right
of Richard’s master, Phillip Fowler, (o correct Richard, they
cautioned Mr. Fowler not to hang the boy up by his heels like
a beast of slaughter. .

The much mentioned Mary Ellen Wilson was also an
indentured child. In 1866, at 1% years of age, she was
indentured. to a couple named Connolly. Eight years later a
neighbor on her death bed said she could not dic . happy
without telling someone about the cruel treatment of the child
by Mrs. Connolly.

The.situation was brought to the dttcnuon of Henry Bergh,
founder of the Socicty of Prevention of Cruelty to Animals.
As a private citizen he petitioned the court for Mary Ellen’s
protection from the extreme neglect and abuse she was
cxpcnenung Mrs. Connolly, whom Mary Ellen had called

“mama’" according to her testimony, was sent to prison for a
year “at hard labor, and Mary Ellen was sent to an institution
called, “The Sheltering Arms.”

On April 14, 1874, a full account of the trial appeared in

thy New York Times. The attention to this case resulted in the -

* formation of the Society for the Prevention of Cruelty to
Children (SPCC) in New York in 1875.

Earlier child rescue seemed more concerned with protctti&‘

adults from children than protecting children from adults. The
Orphan ‘Society of Philadelphia was founded in 1814 “‘to
rescue from ignorance. idleness and vice unprotected and
helpless children.” ‘

Roammg bands of boys in the streets of Boston and other
major cities, orphaned during the Civil War and thought to be
dangerous, prompted institutions such as the New England
Home for Little Wanderers to find homes for them, usually in
the midwest, where labor was needed on farms.

With the founding of the SPCC, the focus changed to

omic exploitation and various forms of neglect. There was

/3:\“[‘"8 children from physical abuse, sexual exploitation,

cern’ with punishment of the responsible adult as well.
About 250 SPCC’s were formed over a period of 25 years,

and his possessions were -

12y

exclusively to children, and some were linked with the SPCA
Periodic concem about combining animal and child
protection was noted such as the following, written in 1924:
“The gtate bureaus in Colorado, Minnesota, Montana,
Washington, Wyoming and the Wisconsin  State Agent
combined child protection with that of animals. In most cases

the emphasis was on animal protection. From 1920 to 1922,

the Colorado Bureau, which had stated as its policy not to

expand cither branch of work to the .detriment of the other,” =

handled cases involving 1,118 chitdren and 5,183 animals.”

At the tum of the century, reluctance to remove children
from their own homes was cexpressed. In a 1910 report, the
Pennsylvania SPCC was quoted as sharing “the modern
economjc thought that the normal condition of the child is in
the home, even though the home be a poor one; the children
often help their parents to reform, and the father and mother
-can in_many cases be made to realize and feel . .. that upon
them is the burden of responsibility to see_that t&:nr children
do not become in any sense a charge upon the community.”

In addition to wanting to leave children in their own
homes, the protection socicties began to question the police
powers they had been given to remove children from their
families and place them in reformatories or charitable
institutions. In 1914 the Secretary of the Pennsylvania SPCC,
at a conference of the American Humane Association (AHA)
suid, “This thing we are doing is, after all, the job of the public

we are .|t prescnt domg .

The advantages of stite administration were considered to
be many, including such specifics as: the state would have
more mongy, more prestige and power, would be able to
develop more uniform practice statewide and would cover
children in rural areas, as well as in large cities. PennSylvamd

along with such other states as Minnesota, Alabama, and New

York, began organizing child protection along county lines.

I have focused on earliér history because it is interesting to
see how much progress has been made in child care and the
continuity of such ideas as keeping children in the home. The
Social Security Act of 1935 had a profound effect on child
care, but the depression” years were not years for the
advancement of child protective services. Thcre snmply wasn't
any money.

In 1939 the tollowing standards were suggested for Child
Protective. Service weorkers: they should have good judgment,
tact, diplomacy, tolerance, sympathy, and a good edication.
In addition they should be able to command respect from
official authorities, have personal integrity, and be speciallsts
i.e., not go out on animal protection calls.

ln 1951 standards wers set for members of the Ameman
Humane Association Children's Division, which are still
applicable today.

- In 1960 protective services were deﬁned as a function of
welfare depygmments, no longer a service split between public
_and private agencies. Special emphasis was placed on the
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non-pumtive nature of thys work with parents, but, at the same
time, the need tor agereies to |l;lVC»;IlI!|IUl’Il)’ to remove
1|II|(|M‘n was sticssed . i

‘About the tine,
became more mvobve (I m the actof protecting childien.

The Antencan Humand
puhllslu'(l- the 1esnits ot a two-year study ot Child Protective
Services,
had taken place stnce thews Tormer sty ten yetns cather. but
ttwas concluded there was sigdla l’nng way to go to estabhish a
protective service program adequate i size and quality to
meet the ot abused and neglected chaldien. Gaps in
wivices were bemg met, the study sand, by law entoreement
agencies suchoas pohee and juvertile coumt. It law enforcement
apencies take over chidd protective
would negate the |\ln|n_\nph‘_y of a helpmg. non-punitve
approach and creates s nnnecessary, deam on the judicial
swthng

necds

TREATMENT PROBLEMS AND SOLUTIONS

Pubhe awaneness s atan all nie high, and there has been a
dramatic macease mocports to child protective setvices, There
N mote profective sewviee workerss: It the
mnnber ot worhen does not marcase, some reports will be
nored or s the AHA study mdhicated, such ieports will be
diverted to other sowees, '
sV vvecutive diector of llu New York. Counll
of Volmtary Child Care Agencres” at o pubhic hearnmg in New
York Cay . mfearly 1977 suggested that mvestigation ot chuld
abuse ayl neglect be witched to the Distnet Attomey ., s
mvestigative St the pohet department. He said that
and decreased statt o Chuld Proteenvé
Services lads made dwem e available and perhaps less
competept to do Mvgstigations ’ _

Routfne nvestigations iwepotts by law ¢nforcement
personngh has a pnce tag We kpow that it we and the parents
we denhty beheve that we e out to punish them, we are

also a need tor

Joseph (

marencd freports

ul

nght bk where we were 100 yc;ux\:ngn_ with outdated
concepts OF monahity . Howe see owselves as oagents of

worthwhnle chiange n .mul» interaction, and familics can seé
us that way too, halt the bactle for good child protection has
been won,

Treatment starts wath the tust contact
cafl. the tirst knock on the door of & teported family. Itis my
dicam to have the Clutd Protective Seiviee worker who sees
the tanuly  fust contnue with the family until the IS
closed. Most, ot not all, of the parents we deal with in child
abuse and neglect are tentul, They don’t trast most other
people They e mote leary than most of us of strangers. And
they cannot relate to a complicated ageney system. Yet most
of the time we tanl to respeet thar fears.

Winle are bullding up a system to encotiage
iden ttheatton and reporting and s¢tting up a stiucture to deal
with mvestigations and what follows, we casily overlook what
ths does 1o the people we are supposed to serve.

Sctimg up a system that forees parents being helped to
make adaptations they are pootly equipped to make victimizes
thern even Turther than they alricady have been victimized by
thewe own lives, The worker and the family alike are being set

case

W

up tor talure Workers are frequently frantic to find treatment-

techmgques to deal with chients they regard as unreachable
without realizmg that they dre trying Yo work with their

Q
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clients i a counter-therapeutic system. This s snmc!hu
adminsstrators need to take cae of; they tieed 1o knowS
they carr expect from thew clients and what, they
expoct.

The major approach i this field s, and always will be,
tinding ways 4o sateguard the dignity of the patent we call
child abuser’m child neglecter. ,

There are many ways we shoyld protect parents fiom the
assault ot our own held on then hives. 1 should like to addiess
four of these assaudts. One 1 have alicady described - o
expectation that these parents can made .I(l.l[)l.llln[l\ which
they are not capable of faking. '

The second involves ‘the negative effect of name calling, 1
reter to not only the names “abuser™ and “neglecter”, which 1
believe we have to get nid of, but also to the diagnostic labels
we use, Fvén'the word ‘newrotic’ in common usage  has
tumed into something unflattering to say about someone you
don’t like. Diagnostic terms such as “inadequate personality®
and - “umpulse-ridden character™, used by vely competent
caseworkers, destribe  clients in ways that mgke worker
identification with the client most difficult. Some of these’
terms express thinly veiled hostility to our clients. They are
also dead ends; they doi’t tell us where to go.

For example, rather than describing the client “as “an
madequate personality ™ or “infantile™, we can use for their
distressing  condition the term “overwhélmed . This word
leads to questions to which we can find answers
overwhelned by what? \If we"say to a client “you're
they, are_Ukely to say “you bet.” If we call
them mfantile, they would ‘probably like to punch us in the
nose. When what we have to siay about clients behind the
backs can be wmlm in their records for them to read .ME\’\
understand. more than, half” the battle is won maybe the
whole battle. . .

The turd point ltas to do with anonymous calls. Most
communities respect anonymous  calls, which, although a
valuable souce of rc!'ﬂrnl‘ do have built-<in hazards. '

1) The first hazard is that anonymity can-induce in clients
the feeling that they are surrounded by unknown
enemies who are out (o get them.

2) The second is that a lot of energy «is used wp by the
client trying o figure out “who told™ and by tﬁc worker
in cxplninin‘gthcy can’t_divalge the informant’s identity.

3) The thitd and most important hazard ds that if pedple
who leOIl don’t wAnt themselves identified, it seems
|()t,,lL.l| th assume that they feel they are doing something
“bad™ to” the client; in other words, such a beginning
helps to set the tone that “s()melhmb awful is happening
here™ rather than “we're out®to do something that will
benefit you,” .

The fourth and final point about how we wan understand

“thy
hat
cannot’

the parents with whom we work and protect their dignity has

to do with the issue of power or control. Qur clients
hcqucmly, have very little control overdheir own lives. When
we intervene, we threaten the little uamh)l they may have,
specifically the control they have over their own children. If
we are to help them change, we need to encoutage them to™
tike charge whenever possible. so that they will eventually be
able to take better charge of their own lives. This may mean

allowing them, or even helping them, to direct us. Such

behavior can be threatening to the worker, who may end up
feeling manipulated, overextended, and ummportun\ “I'm just

. running errands; 1 want to do therapy™ is Ihe Lry.
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Workers need an understandin support system that lets
them know they are not belittled when they serve thejr clients.
The attitudes of adnumistration and supervisory personnet are
impeatant here. We had a unique treatment agency in San
Francisco for parents and therr abused children, where the
parents ‘were on the agency board and had staff hiring and
firing responsibilities. They e @'_lhcnr own case records, or had
them read to theni'if they couldn't read. They wrote in their
own records, too, Fathers, who- would not have dgeamed of
showing up for theragy groups, attended policy meetings and
ended up discussing. their personal problems with each other
and staff in attendance. As patients o clients receiving
treatment they would be helpléss and foo humiliated to
discuss personal aftairs. As policy makers they were important

and could talk about anything. _ : -

MULTI-DISCIPLINARY TEAMS . '

Our professional decisions tend to be highly ego-invested.

- We put ourselves on the line, along with our decisions, and feel

rejected when our  recommendations  are  questioned  or
reversed without our agreement. | believe -that this accounts
for the difficulties that exist in many communpities throughout
the United States between protective service workers and
multi-disciplinary teams established to evaluate cases. Workers,
sometimes buckv‘d ‘by their agencies, are' reluctant to use
teams, and teams are frustrated by the lack of request for their
services or angered when their advice is ignored. Workers
sometimes say it is impossible for them to use advice that runs
counter to their own: mostly, they say the team is not helpful.
I believe that team decisions should be binding, with the

proviso that the entire team is rcspmmblc to help carry out

decisions.
Structures for multi-disciplinary in(crac(ion arc relatively

“easy. to set up, but the capacity of the professionals to use the

structures is limited. There are not enough who come in as
learners - with a genuine desire to understand and find out
about other disciplines and their area of knowledge. We need
to be sure enough of ourselves to be able to learn from others,

We need cach others’ skills and we need to learn how to
trust each other just as our patients or clients are expected to
learn to trust us.

TREATMENT APPROACHES e
There are no short cuts or gimmicks for treatment in this
field. But there are differing methods of approach. Here are
thoughts ‘about. the most frequently-used
.npproachc%
I. Groups have become an cx(rcmcly important method of
working with parents -- as savers of professional time,
for one, and as providers of a support system for
' parents, for another. Groups aye most likely to continue
when  transportation is provided, at Icast at the
beginning, and when there is much encouragement for
cach member to~attend. Individual treatment, which
often needs to precede any group attendame should
always be available,
. Transactional analysis is popular with paraprofessional
dnd,,,umrmned workers. It is a tool for understanding
“WOTk with parents. However, the vocabulary to TA can
serve as a barrier, rather than assist communication, if it
is overused.

.

- “modeling” or

W

3. Behavior Modification las many facets that we don'’t
havg time to go into here. The reservations about this
Ioun of treatment stem from the fact that parents have
often beensovermanipulated and tend to overmuanipulate
their children, (See The Battered Child, Helfer and
Kempe, eds, University ,of Chicago Press - 2nd edition,
pp. 137-138). Although behavior modificrs would be
unhappy to " have -their techniques described us
manipulation, that’s what they can become.

4, Gestaldt Techniques have intriguing possibilities bu(
could impress the clients we serve as ra(hcr kooky if not
very skillfully used.

5. Meditation has proven a uscful~adjunct to treatment
because it is something the client wmrols@m it takes
time to develop client use of meditation for the

“kooky™ reason mentioned above. Considerable help is
nccdcd if meditation is to become more than a
su‘pcrtlual bit.of behavior.

6. As for social casework skills, | think it would be helpful
if supervisors could give ong,omg, classes on some of the
uuudl interactions;e.g.:

. The meaning of termination to workers and clients;
b Friendliness and decorum — when to socialize and
how;
The use of du(homy as an adjunct to treatment
avoidance of power abuse.

7.When we were working  with extremely damaged

* children and their parents in Denver, before child abuse
. reporting laws had been enacted, the only approach that

worked was one which would engage the parents

voluntarily. We had to reach out aggressively with a
service that would give parents something they wanted.
We called it & nurturing approach. It can be called
“reparenting.” It is the basis for mucheof
the treatment that is done now and 1 know works.

1

ISSUES NEEDING ATTENTION

The issues needing attention from the social work point of
view are:
I. We need a sufficient numbcr of ablc child ‘protective
service workers with:
a. High degree of tolerance for ambiguity;
+ b. Curiosity about how other people function;
¢. Flexibility dnd open- mmdcdness in dealmg with
others;
d. Self-understanding, and a willingness to increase
self-understanding; - :
c. Self-acceptance that allows for sensitivity (oward
others;
f. Capacnty to make wise judgments and use appropriate
help in doing so;
g. A‘r¢warding life apart from the job;
. h. Dedication; )
i. Imagination; .
- There is more you could add to this list, but if we look

for too much we might end up with no .workers.

Furthermore we need to think in terms of developing
some of these characteristics and attitudes on the job.

. Worker burnout is something about which a lot has been
said and a lot more will be written. There are-two things
particularly pertinent to what we have been discussing
today. First, we tend to expect ourselves to do g‘he

2]

-



O

ERIC

Aruitoxt provided by Eic:

impossible. Making decisiqns about the adequacy of-
parents and the safety of children is extremely taxing;
we need the support not only of other professions but
also  the community m wmnb standards.  Second,
although worker burnout a very real and rapid
phenomenon in this field 4 ml preventive measures are
needed, too much expectation of burnout will bring it
about.

3. Human interaction s so complex that most theorists

who want to accomplish something definitive in a
lifetime end up studying little bits of behavior, In ow
Id

14 -

L4
field we must deal with the complex whole and try to
theorize about it as_we go along. This is a humbling
experience. We need to take account of the difference

_between emotional intelligence and u)gnitlvc intelligence

in more specific ways.

. We need to bBe sure that we dwc!op the kind of

treatment kgt will not only provide ways of protecting
children but also make those families identificd as
needing protection feel pleased that- thc idertification

was made, )
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THE MEDICAL ROLE

REALITIES

IN
OF CHILD ABUSE
AND DILEMMAS. - .

[ | ' ‘ (‘ ’ -
THE MANAGEMENT )
AND NEGLECT:

Eli H. Newberger, M. D.\

The abuse and neglect of children is complex apd
distuibing. Many physicians and nuses find it difficult to
approach this problem with the same logic and order ‘with

" which they approach other complex child developmenta! and
tamilial problems. The distress associated with thinking about
child abuse can be expressed in depial; we may fail to consider

~the possibility of maltreatment and. limit our activities to
treating the child’s injuries. And when we suspect child-abuse
or neglect, our uncertainty and worty about how to handle the
family may lead us to 1ignore our legal responsibility to report
the case findings to the nuandat¢d protective agency. It we
report, we may assume that the buck is passed, and we are nd
of cdntinting obligation to the chitd and his family.

In excellent chilg health practice, child abuse can be seen as

a problem of distressed parenting behavior and as a symptom .

of fanuly crists. This view leads 1o a pediatric approach of
continuing involvement and support of parents and child. Even
after the diagnosis of suspected child abuse or neglect is made.
there is no simple solution. Successful case .management
iequires the coordmated efforts of professionals from several
disciplines. Preventipn of child abuse and neglect involves
addressing cultural traditions. social VAIuc and economic
realities which may exert a deleterious impact on a family’s
ability taprotect its offspring.

What is Child Abuse?

In 1961, Kempe and his colleagues coined thte term, the
“battered child syndrome’. They drew attention to the most
severe form of child abuse. The physical injuries most
frequently include fractures, soft tissue injuries, burns, hema-
tomas, welts, internal injuries. bruises and contusions. One

should be particularly alert to multjple injuries, a hihl()f)/ of

repeated-injuries, and untreated old injuries. Physical ablise is
felt by many authovitics to be the most severe manifestation in
a spectrum of disturbances involving a family*s ability to
nurture and protect a child, the special qualities of that child,
and an  enviromment  which  stresses  the parent-child
.relationship.
In 1974, Congress passcd the Child Abusc Prevention and
Treatment Act, Public Law 93247, which defines child abuse
» and neglect as “the physical or mental injury, sexual abuse,
negligent treatment, or maltreatment of a child under the age

of 18 by a person who is responsible far the child’s welfare

under circumstances which indicate that the child's health and

weltare is harmed or threatened thereby™. The definition

suggests that child abuse and neglect can take many forms.
Physical neglect defics exact definition but may include the

failure to provide the child with the essentials of life, such as

food, clothing, shelter, care and supervision, and protection
frgm harm. Its manifestations may be seen in children with

/%:ptoms of malnutrition, “faiture fo thrive”, and medical
and dental neglect.

The maltreatment need not be willful, but this is not to say
that a parent’s anger; expressed actively of passively toward a
child, is not primary in many child abuse and neglect cases.
Abusing and neglecting parents may have excessive and

premature expectations of their children and believe in the

the angry feelings, of which the chif¥’s condition fs a
symp omatic c,xprc\smn appear to derive from the violent
circwistances Or dcpnvnuon of the |)ﬂrCI‘{t s own upbringing,
and they may reflect a deep dlhuppmnlmqm that the child has
not been able to meet the parent’s own dcpqndcm.y peeds.

The goals in the, dingnosis and management of child sbuse
and neglect include exploring possible causal facfors, assessing
the family's capacity to protect and nurture the child(ren),
and identifying the appropriate helping services to strengthen
the family’s furictioning. -

In child abuse and neglect, the diagnostic assessment
involves the taking of an adequate medical-social history and
completing a physical examination including an assessment of
the child’s development. If the physical findings are found to
be at variance -with the given history, a more comprehensive
medical workup, including a skeletal survey and laboratory

tests, may be deemed appropriate. 1f child abuse is suspected,

photographs_are often taken of the child’s injuries. This is not
always necessary, however, and may be contradicted if it will
appear to the family as part of an interrogatory and- ahcn.ning
dpprmuh to their problems with their child.

The physician has the dual responsibility to give the
necessary emergency treatment and protection to the child
and to attend to the parent’s distress. Itiis important to
emphasize to the parent the child’s need for treatment and
protection, which may include his admission to a hospital, and
to demonstrate a concern and ability to help the parent
through the crisis. No direct or indirect attempt should be
made to elicit a confession from the parent. Such maneuvers
hamper the gathering of vital information and the fosteging of
a helpful professional relationship. Interviewing the parent can
be a difficult and vexing task for medical personnel, who may
be overwhelmed with angry feelings toward abusing and
neglectful parents. It is important to Keep+in mind that these
parents may , themselves have been abused or neglected as
children and may be following much the same pattern in
rearing their qwn offspring.

Because of the complexity of abuse and neglect, and the
need to address causal factors, professionals in several
disciplines nufst work together to give the family services
appropriate to their needs. Social workers and nurses play vital
roles in evaluating the family’s functioning, the parent-child
interactions, the child’s phygieal and psychological
development, the parent’s expectationd§ of the child, the
parent’s own experiences in childho%. and the home
environment. A psychiatric consultation may offer a clearer
understanding of family dynamics.

This information is vitd] to answering the question: Is the
home safe for the child? If the child is believed to be “‘at risk”,
protection through hospitalization may be vital for diagnostic
assessment as well as for protective shelter; or temporary
foster home placement may be arranged through a child
protective agency. .

In explaining his legal obligation to report suspected ehild

abme under the state law, the physnuans compassion and -
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value of physical })uuiﬂuncnl to correct undesirable behavior, -
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honesty will help to .|II|y the paront’s anxicty. The pmcnl
needy to hnow  what 5|n‘u|u actions will result trom the
physici: mn's report to the ¢ Inld protective agenty.

An accepted tengt of cluld |lnm management  tedls
protessionals o be u)mp.nsmn.m and 1o convey to parenls
therr mterest in helping to mamtam the mtegnty of the fannly
umt. On the other hand, child abuse reporting laws force us to
pake judgments about Fanithes which we and the fanuly may

“feel are onegous and heavily value-l tadem. Additonally, the

pertived cetfect of rl'pnmng 15 to brig to bew a quasi-legal
mechamsm which, while nonpumtive m theory, may be the
oppostte i practice. In some states, parents may be jaded as a
tesubt of the mandated case report o

Professiomals - may  thus he  tomn between  their legal
responsibility to report and then chimeat judgment which may
suggest (hat reporting atself nuay jeopardize the opportutiity to
develbp a satstactory treatmest prggsam tor the family. Often
this confhict s expressed euecm% to informy fanuhes that
they are betng reported. w reluctance and gven frank retusal
to repott cases ot abuse and neglect

While there are no clearcut tules which resolve this cantligl
two simple guidehnes make it easier tor the
nandated  professional - to come  to temms  with  legal
responsibihty and choeal judgment:

I. The family must be told that a report is being filed.
Much of the apprehension which may  swiround the
weept ot this mtormation can be alleviated by
explammg to the family what the reporting process is
and 15 not at does not necessanily -mean that the cTild
will be taken away or that a court hearing will be held.

- The repotting process can best be presented to ithe
tanuly as a refegral of the family tor services. and' an
exphet acknowledgment  that  they have a  serious
problem - protedting  their child, which  others,
mchudimg the reporting practitioner, cin help to solve,

2. The mandated pmlc“mnll can explam to the family

o that  the wpurt rcprcscmx an  obligation  thi#t ,thc
practitioner s bound by Law'to fulfill,

Often, rathes than reacting mea hostile manner, tamihies will
greet the news with relief. The reporting process may procue
help which they have been secking for a long time. They may»
be relieved that the concerns about their parenting abilities are
finadly out in the open where they van be dealt with m a
straighttorward manner.

While such an approach to cliild abuse repofting may
palliate the anxicty ot the professional and the family, it does
not remove the real, inherent labeling and stigmatizing aspects
of the reporting process as 1t exists in most of the states today.
Unfortunately, this is a problem that cannot be alleviated
simply by a revision of reporting itself it is rather an aspeet of”
our society's pereeption of child abuse and the abusing parent.
So long as child abuse is viewed as a form of radically deviant
behavior, and as a symptom of pathology and sickness in
others, the stigmatizing process will continue.

All who are concerned with the prevention and lrcutuwnt
of child abuse have, therefore, a responsibility to
demy thotogize the problem: to recognize that the potential to
act in ways which we identify as deviant is ih all of us. Until
attitudes and policies change toward troubled families, whose
children may bear physical signs of their distress, we shall have
to work within the prevailing legal framework and to assure to
the extent possible that children and families are helped  not
harmed by it

Aruitoxt provided by Eic:
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All state statutes abrogate pnvileged ‘connmunication ‘when
it involves a case of known or suspected child abuse. In
reporting to mundated  state agencies, the aeporter
dentily the facts as they ate known; hearsay and seconday
source information can be labeled as such. Most states have
provisions in their statutes for central registers, which may
become  repositories  tor information both  foupded and
unfounded, depending en the expungement provisions of the
indhwidual statutes. Who has access to-this information is left
up to the wmdividual states, and it is well to rémember that
information that is submitted jin such™reports may be used at
some luter date to raise the issue of competency of a I.unlly or
the risk toa child.

The pnnciple on which most prevailing statutes-are bmlt is
that services should be made available to families in which
child abuse has been ieported as g problem. It s incumbent
upon the protessional reporting g/Suspected case to tontinue
involvement in" the case to assure that appropriate help will be

given and that the tamily will not “*fall between the cracks™ of
the service structure. .

A report of suspected child abuse or neglect 1s assigned to a
protective  agggey  worker  for an investigation of  the
altegations, determination of the family’s needs, and provision
of approprate services. The first issue to be settled is whether
the child can sately remain in the parental home. The decision
making involves answering the following questions: Are the
child and family in need of proteetive services? Is there a need
for immediate action? Shouwld the child be placed in préveciife
custody? Should the child be removed from the p.m&

. home? Is court involvement necessary? 7

It the initial investigation indicates a need for protecting
the child, the "investigating worker has three immediate
alternatives, depending upon the severity of the case: the child
can be hospitalized: the child can remain at home under
protective supervision and with supportive scrvices to the
parents; or the child can be removed to an emergeney shelter
or other temporary facility. If the child’s safety is in question
and the parents refuse voluntary placement of thexchild, the

case is irequently teferred to the Juvcmlc court,

In the past, the proteetive ageney's activities often involved
removing the child-victim from the hazardous home situation.

The book, Bevond The Best Interests Of The Child,
emphasizes the need for choosing the “least detrimental
alternittive™ in decision making in chitd protection® this

woneept suggests that the impact on the child’s development
® ntust be considered in any deeision affecting his family.
Studies  have shown that foster home ang institutional:
placements often result in tong-term damaging ¢ffects on the
children and their families. Therefore, a child should be
separated from his family only after the evaluation of the
family situatiom yeveals the child’s risk of reinjury is great and
time is needed fo activate the necess: \ry supportive services for
the {roubled family.
There are divergent opinions regarding the hospitalizing of
children  whose  conditions ~ do  not  medically indicate,
admission. The American Academy of Pediatrics Committee

“on the Infant and Preschool Clild advoeates hospitalization as

a means for providing the necessary time and resources for

complete  diagnostic evaluation: in addition, untili a more
thorough - evaluation is made, the hospitalized child is
protected. Every hospital should formulate a policy

concerning the admission of suspected abuse or neglected
childretr. Whatever policy is adopted, it should be coordinated
1]
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with the local chidd protective agency. Somd state stahites
allow phystcians or hospital adaumistrators to admit a child to
a hospital without the parent’s consent; this action requires a
court order wlneh may be obtamed by telephione and justitied
on the next court day However, if the parents are fregted with
sensivity and  honesty,
difficult te convinge !hc parents of lllc need to hdspitahze
theirchld.

Helping the abused of neglected cluld and s fanuly
requIres gl}' coordmated cftarts of many protessionals. A
single situation nay mvolve protective agency and hospital
soctl workers, pedirtnicians, psychiatnst, psychologist, public
health misds, puvemle conrt judge. lawyers, and a number of
other professionals. 1t 15 vitally important that

protective agency worker in kalm, out a (lepmmnn plan for
the chuld and has t mnly

The  physician’s  responsibilitics may .involve ull_cu(ling
several multi-disaphnary  confergnees, making requests for
SUPPOLUVE SCIVIgS, ¢.8 day care, counseling, and homemaker
services. and - working  with  the parents to engender a
relationship of contfidence and trust, which will enable them to
aceept the recommended protessional services. This takes time,
paticnee . petsistence and a capacity to deal with ambiguons
data m sttwations of gonthet and crs. 1t is never‘easy.

The help and advice of consultants from various disciplines
can be an mvaluable asset to decision making. Nevertheless,
the ultimate responsibility tor the protection of the child and

the rehabihitation ot the fanuly 1ests with the protective

agency. o1 m osome jurtsdictions with the juvenile court. The
medical professional must acknowledge that ‘he or she must
work with, but cannot_control:s the decisions or professional
actigns of cluld weltare colleagues. A supportive and gracious
demeanor and 1esponstve attitude can foster contmunication in
the mdividual case and sustain relationships  tor future

“nterdisciplinary work.

‘E‘
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After investigating and evaluating the family, the protective
agency worker's role s often that of facilitator. Once the
needs of the fanmily have been determined, the worker must
locate the appropriate community resources (such as day care
and mental health services) and prepare the .nmly for referral
to them. In order to help strengthen family life‘and prcvcnl
further malticatment, the worker must have access to various
counseling and concrete services designed to modify  the
spectfic psychological and environmental conditions that lead
parents to abuse and neglect their children.

In handling abusive and neglecttul situations, intervention is
more cttective it the dynamics of the abusive pattern are
understood. It has been found that the parents themselves
have experienced very traumatic expetriences, frequently

involymg abnse or neglv@t. in childhood. In essence they may

bt rearing their own children in a similar fashion. Abusive
parents often demand performance tfrom tisgir children that is
clearly beyond the .lbllny of the children and ignore the
children’s own needs, limited abilitics and helplessness.

The children are often perceived as being ‘different than
siblings and other children: the abuged thildren fail to respond
in the expected manner or possibly are ditterent, e.g., retarded
or hyperactive. Crises. stemming from personal;

economic and environmental stresses, play a crucial role in the
life of the family and are ‘often the preeipitators of an abusive
act. N

There probably is no universal p.ﬂtcm undcrlymg neglecttul

most physicians should ney tind 1

medical -
personnel mvest the necessary time and eneigy to assist the

soctal,

-

uvlik involving  children.  However, neglecttul - behavior
appears to be a parental tesponse to internal and external

stresdes;  the patents - are themselves  often vicms of
nmlmlnn(': .
- Because of the paents’ personality tiaits immatunty,

excessive dependence, distinstfulness Social isolation and poor
selt-esteem which dre seen frequently in practice and thei
failure to seek ont or respond appropriately to ofters of help,
many professtonals conclude that the abusive and neglectful
« pprentsare unmotivated amd unticatable. Despite thew mital
tesistance to professional intervention, it is recognized that a
majority of the pznmm_h?nmmly want assistance and can be
belpedh to modify destructive child-rearing practices. .

The sequelae of abusive and neglecttul actions may result in
immediate and long-term eftects $n the children’s physical,
neurological, cognitive and emotional functioning. Brandt
‘Steele, Harold  Martin, Henry  Kempe and  others have
emphasized that abnommal child  waring experiences may
predispose these children to act out their angry feelings in
besoming abusive parents, or by committing anti-soeial acts,
e.g.. delinquency and adult crime, later in life. In the interest
of helpipg these children in their subsequent growth and
development, pmics\lon.lls can break the generational LyLIC of
~abuse and ot lect.

Family Tehabilitative services may include: medical and
dental care; 24-hour comprehensive gmergeney services; Public
health nurse visitations; psychiatric care; individual or fawily
counschng; group therapy: self-help group support; day care,
crisis nursery ot baby-sitting; family planning; homemaker
service; - parent aides; sliort- or long-term placement; tinancial
assistance; job counscling and training; employment; advocacy
for more adequate housing: and transportation.

Providing and coordinating the necessary services specific to
cach family is a tunction beyond the capability of any one
professional,  discipline  or  agency.  However,  the
interdisciplinary nature of case management frequently proves
to be a problem because of the lack of
communication among the professionals. 1t is well to keep in
mind Abraham Maslow's warting to the effect that if the only
tool you have is a hammer, you treat every problem as 4f it
were @ nail. ‘ ‘

Primary professionals involved in the mahagement of child
abuse and negloct are physicians and nurses, social workers,
lawyers and judges.
we—Afl.of the states have” passed lcgnl.mon requiring the
reporting of suspected child abuse to public authorities. In the
carly statutes, physicians were.given the primary responsibility
to report suspected physical abuse 10 the protective service
ageney. The focus has since been broadened to include other
child-caring professionals, but physicians in hospital and
private practice settings continue to*play the central role in
identifying, diagnosing and reporting child abuse. -«

.Early state child " abusc legislation was viewed as a
c.iscﬁndmg tool to identify abuse at the carliest possible time
and as a means of strengthening child: protcttlve services, But
if laws requiring protective scrvices are to be effective,’
appropriations to support the expansion of these services are
essential. Many services to children and families depend upon a
combination of federal, state, and local appropriations. These
appropriations currently lag far behind the level needed to
create good service programs and staff them with the number
and quality of persormel required to make the services
effective. A )
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I protective service “agencies and workers are unable to
respond adequately to reporty’ of suspected abuse or neglect,
they Mse the confidence of physicians and other reporting
professionals and of the froubled families. Famihies stop asking
for kelp. Professionals stap filing 1eports except m the most
blatant abuse cases Farly dentificatton and intervention me
lost:, a

The problem does not he principally i the way protective
services are conceved e the legislation. The gap is between

‘what theé programs are authonzed by law to do and ‘the
A

appropration ot funds to cany out the progiams. At cach
fevel ~ federal, state and local appropriations fall shgit of
recogmzed service needs. Unul there s a commitment to a
socidl policy  that assunies responstbthity” for. assunng every
cammunity adequate protective services, the needs of abused
and neglected children and then tanmihes witl not be met.
Frequenty physicians have not had training and cliucal
expenence e prevention and treatment of chuld abuse and
neglect, mevaluating non-medwal family problents and in
plannmg appropnate long-ange  family ehabilitation with
mult disciplinany. professionals. Not understanding  the
onentation and practice of soctal workers, lawyers, judges and
members of other nonmedical professtons, physicians may be

uncomtortable workmg in mtendisaphnay managenent of

Q

abuse cases,

Cluld abuse imposes many stresses and straing upon medical
personnel Deaision wmakimg w enhanced in hospital settings by
written policy and procedual steps i handling suspected child
abuse and neglect cases and by available consultative services,

Physicians m puovate practice may be at a disadvantage in
waorkimg with these troubled fapmilies of they do not have easy
aceess to consultants and to colleagues for emotional support.
Physicrans are reluctant 1o report abuse based on suspicions
and may delay icporting until more substantial evidence i
avanlable. When  reporting leads  to” court  involvement,
physicuns often lack the skl and experience to present
testimony m the hest interests of the child and family.

When physicians do become ivolved in child abuse and
neglect nmc.\’, they may become discouraged by the gaps in
cotmunity resontrees. However, few physicians see themselves
as agents tor brmging about social change and avoid becoming
mvolved in solving community problems,

" By tradition, trainmg and experience, child protection lus
bgen the responsibibity of the social work prafession. This
spectalized child welfare service is delegated by law to offer”
help to any child considered or found to be neglected. abused,™
ol explotted. The p‘m_(cctivc agency has an obligation to
explore, study and evaluate the facts of suspected abyse and
neglect cases and to provide appropriate services until the
fanuly sintation has been stabilized and the potential hazard to
the physical o1 emotional well-being of the child is lessened or
climinated. L . -

Too often the agency is prevented fronr fulfilling its role by
ineffective programs, inadequately trained and limited staff,
insufficient tunding and a_ lack of essential communyi
resources. Heis o starnthg fact that no state has developd
conununity child protective progriams adequate in size to meet
the service needs of all reported cases of abuse and iegleget.

To cope with the acute and complex problems presented in
child abuse and neglect cases; an effective child protective
program must recognize the necessity for comprehensive staff
development and sufficient staff to allow cach worker a
manageable caseload of approximately 220 1o 25 active cases.
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and legal/judicial resources is vital,

Although an important nspcc‘l‘ol' protective services involves
the application af basic social work knowfedge and skills, an
interdisciplindry approach to case manag 1t is imperative.
Cooperatton and coordination between s’ work, medyal
. {

Judicial proceedings may be necesgpry to provide care and
protection for the child and hodify parental* behavior or
ciicumstances affecting the welfare of the child. Too few
provisions have been made to  protect the " legal and
constifutional rights of the hild-and his parents. .

Parents have the viglt to cqunsel-in a suspectéd abuse or
neglect praceeding. Of special concern is counsel far the child.
Recently, provision for thé appointment of a “guardian ad
fitem™ to protect the child’s interests have been made
statutorily possible in some jurisdictions. .

When court action is planned, the protective agency worker
and other professionals qualifying as expert witnesses shoukd
have legal counsel readily available for advice and assistance in
preparation of the facts and in presentatidn of testimony _to
the court, Ulqurluanly‘ because legal assistance is often
lacking, professionals ave, reJuctant to use-the authority of the
court as acommunity resource to rehabilitate the family.
Instead, they reserve court involvement for family situations
deemed hopeless after sacial seivice intervention and expect
separation of the child fram the f:nf}ily and punishmont tor
the parents. . < .o

tdentification, diagnosis and reporting of child abuse are

critically important, but thgy cannot: by themselves, assure
that children will be protected. These initial activities must be
correlated with effective services to abused children and their
families. Physicians should be aware that the protective service
system has as its major function the coordination of acute care
services, v .
© When the roles of the professionals involved from the
several disciplines are defined, a serious gap in services may be
found: no  professional  or agency  has  assumed  the
1esponsibility for the provision and coordination &f long-term
therapeutic intervention. Health workers can become child
advocatés and  prime  movers for the development  of
multi-disciplipary ¢hild abuse and neglect programs within
their communities. T

While much of recent literature on child abuse and neglect
has focused on clinical aspects of diagnosis, intervention and
treggment, little attention has been given to the impact of the
orieatation of institutions, and the professionals who staff
them, on glinical practice.

The actual ingidence of child abuse and neglect continyes
to be debated with annual estimates cited from 200,000 to'4.5
million cases. A Jreat number of the reported cases originate
from hospital settings. However, pediatricians and other child
health providers are aware of many cases of suspected abuse
and neglect, which they do not repore to the child protoctive
agency., .

The evolution of child health-practice has contributed to
the persistent denial of child abuse and neglect. Social and
behavioral determinants of illness are still frequently ignored,
and treatment modalitics are often unknown or lacking. The
result has  been that children who present physical
consequences of these .complcx\{u:lsul processcs are treated
symptomatically,

Although it is qguite unlikely that the conceptual and
philosophical arientation?of the practice of medicine will
change dramatically overnight, there are, nonétheless, several

r
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immportant and abiding reahties of child abuse and neglect cases
that are particulagly noteworthy for health care professionaly
to constder durnng the diagnostic and ticagment process '
© Fust. child abuse is a symptom of. family dysfunction
resulting  from  complex causal  processes. © Frequently, -
physicians view child abuse and neglect cases i terms of the
presentimg symptomatology (¢ g fractures, binnses. bunts and -
farlute to thnve) and give httle attention to the undetlyimg
causes of tanuly dyshietion. e
Frahonally . the ttaming ot physicians ynd other health
pesonnel has focnsed rather nanowly on® the  biolggical
aspects of the.etiology of disease and only recently has begun®
to ;lcknuwlcdgc the importance of the environmental ang
social deternumants ot diness The complexities ot managing
child abuse - and’ neglect cases overwhelm ‘many  physicuns.
Access to a competent, multi-disaphnary  team can both
expedite getting help for the vicnms and their tanulies and
provide valuable \uppdit and consultation to the physicians.
Second, child abuse and neglect occur in all cultural, social

- and cconomic strata ot society: When the professional staft is

soctally . cultmrally
patient populatio

d economcally  discrepant from- the
“there is the danger that behavior may be
interpreted inaf enlturally buased fashion: tha-%strcng(hs it
tamiliecs may bg seen as weaknesses, or that a ¢hild’s illness
may be characi§nized by o more value-laden diagnostic label
than would happen wm a sumlar situaton involving a*cluld from
the same social background as the professional staft (c.g..
“ehadd abuse™ vs. Caccdent™ or Uneglect” vs. “failure to
thnve ™),

Third. child abuse.cases arouse overwhelming emotional
reactions which may interfere with the objectivity and sound
judgment of the involved professiomals. Often the professionals
are not conscrously aware of these aroused feelings. The
aceessibility  for consultation of others who are not directly
involved m the management of a partigular case but who are
sensitive and competent to deal with ‘both techmeal and
huntan aspects of case management provides the professionals
with a mechanism for dealing with these, feelings and not
pernutting  them fo surface o a way which might be
detiimental to the management of the case. ’

Fourth, the initial assessment in child abuse and neglect
cases frequently is oriented toward the diagnosis of adult
psychopathology. The physician’s orientation to abuse and
neglect situations is to search for psyghopathology in the’
suspected perpetrators. Several studies demonstrate a small
pereentage of- abusive adults to be seriously mentally ill. A
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Slf\(ll, in child abuse and neglect situgtions, family
rehabilitation usually requires protonged involvement. These
situations can-be especially disticssigqg for professionals who
areaccustomed  tyg an efficient dilfgnostic and - treatment
plocess. detining the ctiology ot the illness: operating on its
causes, erither withe deug tlrerapy or surgical intervention; and
finally waiting a shoirt penpd ot time g the therapeutic
outcome. Child abuse-and neglect cases o st never tollow
this pattern, although the vewards of successtul ticatment can
be no less gratitying. o .

Seventh,. the. door to the physician's office, or to the
.entrance to the. hosgital emergency room, is perceived by
many people as the only portal of entry inta the human
service system. At a time when the availability of services and
respurees o assidt families with life crises is dimisishing, and as
sucial and economic stresses seem ever more to be thicatening
the utegnity of the family unit, itas little wonder that medical
personnel are hearing cries for help from patients and their
patents: Isolated families may have-nowlhere elde to turn. ’

If, we are notsufficiently cognizant to this new role which
has been ‘thrust upon us, we may force parents to package
theig problems n ways that they know will demand attention.
All too frequently, we can look retrospectively in the medical
chatt of a child who has been identified as abused or neglected
only to find.that his parents have btought hinv in frequently in
the pagt complaining of vague or uddetectable symptoms. One
can only speculate about the number of such cases thiat might
have been preyented-had time been taken to find out why the
family sought help at that time.

Eighth, the severity of a child’s presenting symptoms may
bear no relationship. .to the prospect for the successful
“management of his family’s problems. The symptoms with
which the child presents are not always an accurate reflection
of thg nature and extent of family dysfuncflon. In fact,
qhmn:‘z:ity may be a more important factor -in estimating
prognosis: long-term patterns of behavior may have lasting and
profound dmplications for both the child and the family. Here
again, the ' importange of. the carly recognition of family
“distress is underscored.

Lastly, child abuse and neglect cases necessarily bring
health professionals in contact with other disciplines whose
professional orientation, training hnd skills, and methods of
practice may be unfamiliar, Mcdical personnel must respect
*and_ acknowledge any opinions and orientations of those in

“other professions whose actions and - recommendations are

formed by different underlying principles and assamptions.

more productive apptoach would be to concentrate on the = Coordinated interdisciplinary management is essential to

fanuly's potential to respond to helpful services. Successtul
intervention  builds  on the  family’s strengths  and_ uses
community resources to enhance the family’s I\mctionin#
Fitth, child abuse and neglect are not monolithic entities.
Child abuse and neglect are complex probléms with medical,
social, psychological and legal components. After the
diagnostic assessment  is . cofhpleted, there are no simple
soluttons or cures. Theretfore, the outcome in case
management cannot be predieted with certainty. However, it is
recognized that many abusive and neglectful parents genuintly -

- want professional help to become more nurturing, protecting

parents and to stabilize their family situations. A
compassionate and understanding gesponse from the helping

professionals is essential to the parents’ coming to terms with »
-their

problem
offspring.

and responsibilities in  protecting _ their

s

successful intervention in child abuse.

It is unlikely that child abuse and neglect oan be eradicated
without changes in attitudes and prioritics in society. The
acceptance of violence in our culture is undoubtedly a factor
in the complex causality of child abuse. Poverty and
unemployment play important primary roles. .

There are definite actions that physicians and other health
professionals can take toward the goal of preventiop. The
identification of abusive or negléc tful families generally occurs
when the child is brought for treatment of an injury or
condition. Awareness of the indicators of maltreatment, e.g.,
the differential diagnoses betweén childhood accidents and
physicul abuse, should lead not only to reporting of sudpected
abuse, but to “reaching out” to the troubled families to
prevent repeated incidents of.abuse o1 neglect.

Any' professional .who* has contact with parents and
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pxm'nls-l/lb must  be sensitive to then knowledge of child
growth and developaent, preparedness to cape with the role
and responsibiity ol parenthood. and problems  that may
miudnce therabily  to handle then childien. Personahity
Lactors (hat may mtuence the parents’ abthty to nurture and
protect their childien may include mmatuarity, excessive
Adependence, aggressiveness, aleohol and other diug abuse,
cmotianal mstabiltty and mental disturhance. .

Several stuglies indggate g signiticant number of maltieated
childien were fow birl weght tants. The tradstional hospital
Practive jwhich separates mothers and mfants can thwart the
parents” development gf positive feelgs or the children. The
“spectal™ childien remature, handicapped, multiple-birth,
unhealthy, unplanned and wnwanted  seem from available
data o rup w higher usk of malteeatment than “normal®

cchildien. Prevenuve efforts cah include the provision of
cducational and supportive services 4o the families who have
“special™ chaldren.

In many abusive and neglectmg tanulics, cnses are frequent,
and solaton hmits parents’ ways  of coping with stress.
Services and tacilities to “reach out™ and help vulnerable
Families should be available i the community . Il parents are
aware that such seivices  24-how hotlines, seli-help groups,
crsts nursenes/day-care, cmergency shelters, and family crisis
centers e avarlable to any fanuly i need, they may 1efey
themselves before their childien become the unwitting victims
ot then frusteation and anger.

Poverty is recopnized as an aggravating mtluence to families
with the  potential  tor maltreat their  children. The
cnvironmental” and soctal stresses are more senous and the
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opportunttics  for occasional relief  from  child  ¢aring
tesponsibilities e fewer. It is possible for a concerned
protessional community to make the delivery of services to the
victims ot poverty less chaotic, more lck;ll)lc. Mote supportive
to personal dignity and self-esteen, and thus, mgre protective
to children. We can wotk, I'mlhcnm)lc_. fen lhc—(k‘vclopnmn of
social policies which make for mare equitable um‘\s. to the
goouds and 1esources of society. '

Prevention of abuse and neglect requires the ?(pp()rl of
tanuly Iite. During regular office o1 clinic visits, th physician
can agk the parents gently probing ‘questions: Are you having
any particular problems with yowr children? When there are
problems, do you have someone to help you? Do you share
the responsibility of child care? How do you feel about your
childeen? What were your experiences in childhood. Is there
something  which I or someone else can do 1o help?
Sympathetic questioning will show concern for the parents

and help deteet problems that the parents might not otherwise .

reveal. With knowledge of the family's problems and needs,
and with the basis of an excellent profgssional relationship, an
cffective referral can be made for appropriate community
seivices,

Parents” abilities to nurture and protect their children can
be fostered by an effective health care system and by other
services and programs which support family life and help
people  manage personal crises more  effectively. dealth
Professionals can, by stimulating coordinated action, help
make the community a more favorable envitonment for
supporting child health and glowth.

\
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My subject-today 1§ the 1ole of a lawyer. I am wearng a
lawyer's hat wt this pant. though l like to talk as a soctal
worker Wnat I want to refare gs the facq that the lawyer's mlc
ts i comphicated one, particularly the lawyee in private practice
who tinds humselt appearing in fuvenite Court in any one ot a
number of ditferent capacities. They are capacities which
present problems tor hon ecause of, adjustments he needs to
make mn Ius philosophy ot child neglect and abuse. his
emotional outlook, where his strengths should be praced. This
stems fram the fact that on some occastions he is. thete to
represent the parent; on others he may be a legal guardian for
the child 2and occastonally  on a contract with the Department
of Socral Services, he way be serving as counsel for the
petiioney Fach of these takes a different stand; cach requires
a different phtosophical approach. 4He must. resolve this
conthict and adjust accordingly .+

There are some lawyers who have a very  specialized
approach which reduces this conflict. A public defender
appears tor only one of the Imganh The role varies depending
upon the locahty or community. In some communities, the
public detender appeas only en behalf of the parents. In
many communities, the public defender serves as guardian ad
litem tor the cluld A county solicitor is the publi@attorney
who often appears on behalt of the petitioner. Also there is

the legal gid attorney who trequently appears on behalt of the

patents. For legal representatives who are so channeled,
conflict 1s reduced. They deal solely with one or another ot
the litigants and appear as .ulvm.nm on behalt” of one or the
other of the hitigants.

Intervention by the legal profession o the process of
protecting the neglected and abused child is rather recent. It
has become more commonplace since the Gault decision of the
V.S, Supreme Court ain 1967, This decision stated that the
juvenile courts of this country had been riding roughshod over
the constuutional rights of children. They had ignored the
basic concepts and principals ol due process. As a cdnsequence
of the Gault decision, most juvenile court proceedings have
begOme more legalistic. Due process is being observed. With
the concepts of due process being exercised to a high degree,
one -of the necessary ingredients is the matter of legal
representation tor the litigants. What we are finding now as a
consequence of the Gault decision is that parents are entitled
4o legal representation and are so advised. If they are able to
aftford caunsel on their own, they are advised to obtain it. If
they cannot, then counsel will be made available to them.

Because the child’s interest und the parent’s interest are in

conflict, a guardian ad litem is appointed for the child.'I am
distressed by that concept because, all too frequent]y, a lawyer
is appointed as guardian ad Htem. The role of a legal
representative for the child and the role of a guardian ad litem
are not compatible. In many instanges, they may be in
conflict. Recent Pennsylvanin legislation (Act 124) speaks of a
guardian ad litem being appointed by the count, I think that
should read, “Legal representation should be made available
for the child.” The role of the lawyer, then, would be more
clearly defined, because the role of the lawyer in representing

the child would be to represent the child’s interests. If the’
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THE ROLE OF - THE LAWYER

“high tor the child tg remain in the home?

, Vmé?m Dcl"r;mcx‘s. J.D.

\

child s of an age where he can express his interests, the tawyer
should advocate tor the expressed duucs of" the client, in this

case, the child.

The 1ole of Umldmn ad litem N entirely different. A\
guardian ad litem acts on behalf of the child instead of the
patents acting on behall of the child. He makes decisions Tor
the child '‘whether he likes them or not. A guardian ad litem
makes decisions in tevms. of what he believes to be the bést
degision tor the child. The fawyer serving in both capacities
may tendl to be schizophrenic because he cannot ‘serve both
toles simulttancously. :

The next role | wish to discuss is the counsel representing
the petitioner. Here I want to speak as a social worker, as well
as a lawyer. Part of the precept of child protective services is
that when we deal with these cases we rehabilitate. Services are
poured into the home to determine whether or not there is
neglect or abuse and an assessiwent is made ol the injury or
damage which the child may have sustained. We inquire intb
the causative factors, then examine:

A) the nisk. Should the child remain in the home? and

B) the treatability of the situation.

Is there potential for rehabilitation and, il so, is thé risk too
Treatment and
services are then provided to stabilize the-home situation and
to correct the conditions that led to the abuse or neglect.

In some cases, by far the minority, it is necessary to

~invoke the authority of the court. In a good child protective

setting, not more than 10 percent of the cases ever wind up in
Court. These are the cases where the child is at great risk should
he remain in the home. We have to put our best foot forward
in order to present a case so that the court can truly act on
behalf of the child. The court may do this only if we have
prepared the content which needs to be presented to the court
in terms of evidence and hard facts. The court may then say,
“I find this child to be deprived; I find the child to be a
neglected child.” The child then comes within the jurisdiction
of the court, which may make a disposition in the child’s best
interest. )

What | have tound, \r.wclmg around the nation, is that in
most instances only lip segvice is given to the concept ol
adequately preparing the qifficult case that needs to be
presented in court. In  Many communitics, the legal
representation given tg the protective services worker comes
from a county solicitor. They are very qualified people, but
also very busy pwplc They do not have the time to give to a
neglect case that it deserves. What I have seen happen is that
just before the case is called to trial, after all the “preparation”
has been handied by the caseworker, the county attorney
rushgs in and says, “Here I am, what is this case all about?” In
two minules he prepares the case. This is not doing justice to
the situation.

I am not derogating the obligation or responsibility of the
persons or their dedication to their work. They are busy
people and are unable to allocate the time to a responsibility ,
which, in the minds of many county attorneys, is not as great
a responsibility as other litigation they are engaged in. What is
needed and should be provided is a staff counsel.
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Perhaps if there is a rich cnough county attorneys
departinent, one member of that staff could be assigned
full-time to the Department of Social Services to give advice
and counsel 1 these cases. Whichever way 1t s done, thére

should be tume- allocated to the Department so that when a
wmkc makes a decision to take a case Yo court  that is, a
social work degision, not a legal one . the worker then will be
given the advice, counsel and consultation needed in the
preparation of the case.

One of the things that needs to bc done is a review of the
data with the worker, n teims of the worker’s knawledge of
the situation. This review s needed so that a determination
may be made of the caltber, quality and quantity of the
evidence available tor sustaining the petition. Part of the
responsibility ot the legal consultant would be to advise the
worker whether there s a enough evidence. If there is not , the
advicesshould be in terms of what else is needed and how that
additional evidence may be acquired to support the case. The
expert m terms of evidence is the ~lawyer, who shoull be
avaitable to give that consultation to the worker.

The-second elemgent in terms of preparation is the matter of

mtewviewmg the witnepses. This involves detenmining which
witnesses you have agll what they are going to say. There is
nothing more discorCerting to a lawyer than to have a witness
take the stand and have ham testify about something when the
lawyer does not know what the full content of the evidence
will be. There is nothing more disconcerting to a witness than
ot knowmg what questions will be asked. That preparation
on both sides shoutd occur betore the matter is taken to-court.

The gurd element should be the preparation of the
petiton. The petition 1s a legal document, not a social work
docugent. In too many communities it is prepared and

drafted by social workers. This 1s a highly technical documenty

which needs to be prepared by someone competent in the law.
This 1s a responsibility that social workers should not have to
take.

Finally comes the presentation. How the case is presented *

in court will determine the outcome of that case. How it is
presented in court depends upon who is trying the case. If the
county attorney or county sohicitor is unprepared, except for
the little mterpretation given pnor to the trial, he does not
know what to ask or how to present the case. He does not
know what to expect from the social worker or what to expect
frone the witnesses. He does not know what kind of expert

tmstimony lhc caseworker s bringing into court, what the
nature ot 1t is. and what he will have to face in terms of

knowing wh.n cross gramination will be made of his witnesses.
The ;\u_p.u’.mon of the case would involve knowing how to
present 1t} what to present, and when dml in what sequence to
present the witnesses.

Am 1 talking about a utopian situation or what should be
here and now? In view of the fact that you have a new
mandate n Pennsylvania law; in which so nui’k{v areas are so
closely defined; I c¢annot help but wonder why there is no
provision for legal representation  or staff  counsel, or
assignment of a full-time representative of the county
solicitor’s office to your agency so this kind of relationship
vould be established. :

This is a cooperative relationship, and the lawyer who is
rcprcqemmg the petition advances your cause. The fawyer who
is presenting evidence on behalf of the agency is advocgting
the cause for the child as interpreted and seen by! the
caseworket and the agency, In a process which frequently
-oceurs this lawyer and the parent’s law¥er may get together
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for compromise and adjustment of action. His representation
of the Department should carry with it gn understantting that
no determination or-decision in terms of adjustment should
occur without consulting the caseworker. This definitely is a
step that needs to occur. .

When a case is tried in court under Pennsylvania taw, simitar
to the law in most states, we have what is called a bifurcated
hearing. There are two.parts to the hearing  the first part is
the adjudicatory or fact-finding hearing. In that hearing, the
court it solely concerned with the hard facts of the matter
what happened, how did it happen, where did it happen and
'what was the impact on theZchild. On the basis -of the
examination of the hard evidence, the court makes a decision
whether or not this is a deprived child.

Once the judge decides that the evidence presented is of
sufficient wéight in that this was a true case of deprivation, the
court then moves to the second phase of its responsibility | the
dispositional hearing. The court may do this immediately after
the finding in the adjudicatory hearing or, if he has any real
N for getting sound dispositidnal adv®e. hold itt a
later. date. This would allow for the gatheripg of the kind of -
information Mcessary to help him decide what would be the
best order. He, as a judge, ¢ (‘uld make the decision truly meet
the best interest of the child. N

In this aspect of” the hearing, there is a relaxation of the
court process. In the disposition hearing, f;hc juvenile court
becomes a socialized court. The legalism which ‘must be -
present during the adjudication heating is not apparent and is
not required during the dispositional hearing. The court may
hear anyone who has any information to offer which will
guide the judge in making a better disposition. The
caseworker, with the advice of counsel. can now offer his or
her opinion of what would be the best way to handle the
situation after the finding of deprivation. Usually the
dispositions available to the court include the following:

1) Protective supervision, which means leaving the custody

- of the child with the parents under conditions prescribed
by the court and under supervision-by the agency;

2) Temporary ' placement with someone other than the
parents, such as a relative™ or another social agency
within the community;

3) Placement of the child, ostensibly temporary but with a
longer range view in mind, with the offer of necessary
_service implied in terms of helping the parents readjust
their lives so that the child can be returned to the home.

One important element social workers need to be aware of
is that in an adjudicatory hearing you are testifying to the
conditions as you have identified them - conditions of neglect
or abuse, the circumstances, the impact on the child, and all
other knowledge you may have about the case. The role which

the attorney for the parents will play in-secking out the truth -

thyf may be helpful to his clients is to determine what efforts,
if iny, they have made to rehabilitate prior to taking the case

tocourt. This is the philosophy expressed in the law.

The intent of the law is to provide a vehicle for protective
soual services so that children may be’ protected, neglect and
abuse may be prevented, the family stabilized and the
intactness of thepfamily maintained wherever possible, This is
an area where y(Iu will be examined and the question is, what
have you done to seek to live up to the requirements qf the
law which says this is an obligation we have towards the
family, parents and child. Part.of the preparation which 1
would hope the counsel would make is to review what we, as
an agency and community, have done to help those parents.

4



LEGAL ASPECTS OF CHILD ABUSE AND NEGEECT

-

It is my intent and objective to present a judicial
perspective in child abuse and neglect cases. As custody judge.
I handle all casesunvolvingproblems relating to the custody of
children in Westmoreland County. I would like to review some
recent and profound changes that have occurred In our judicial
process dealing with abuse and neglect cases. The courts play a
vital role in the success or tailure of the welfare and protective
services provided to the children of our Commonwealth.

Many times law enforcement officers, social workers and
the general public have difficulty in understanding the role of
a judge in child abuse and neglect cases. A judge’s function is

complicated by mixed emotions in that he is caught between:
the objectives of the social worker in  his/her cffort to -

rehabilitate the family unit and the law enforcement officer’s
efforts to convict and punish the individuals who abuse and
neglect their children. The conflict of these mixed emotions
makes the judge’s role more difficult.

A judge must consciously fight against his instinctive and
spontancous sympathy for the neglected and abused, lovable
and defenseless children. He must appreciate the importance
of a judicial posture untainted with sympathy, bias or
prejudice. ‘This, many times, lies between the good and
dedicated efforts of the social worker to-rehabilitate and
maintain the family unit and the prosecution which seeks to
avenge the abused and convict the abuser. The “just decision”
often makes the judge unpopular to all parties involved.

I am greatly concerned about the court’s role in the overall
picture of child welfare and protection in Westmoreland
County. Up until the time I became custody judge, our courts
had conducted short and informal hearings in child custody
matters even when they related to child abuse and neglect.
Rarely were full hearings conducted or a transcript made of
the proceedings. The adverse parties were practically mandated
to arrive at a compromise which would be incorporated into a
consent order.

‘The compromise was a bilateral bargaining away of the
children’s rights and welfare: however, the child was rarely
represented in the bargaining process. No record was made of
the testimony which supposedly substantiated and justified
the consent decree.

The ¢xpeditious handling of judicial matters is a realistic
fact?r in our judicial process; however; the informal and
cursory treatment of custody cases — including neglect and
abuse, custody change and/or visitatjon rights — bothered my
sense of priorities.

" In addition tp my function as custody judge, I carry a full
load of court cases and handle every type of case except those
dealt with in the Orphan’s Court. To convey the idea of the.
size and time consumed by this caseload, consider the
following: .

In July, 1976, out of maximum court time of 110 hours, |
spent 97 hours, 55 minutes actually on the bench in court. In
my first year as a custody judge, I handled 146 custody cases,
61 from the children’s bureau and 85 dealing with custody
and/or visitation. The actual “in court” time devoted to these
cases took 245 hours or 45 days of court time. This does not"
include informal® meetings with the Children’s Bureau

Q

Judge Gilfert M. Mihalich

discussing problems' which are resolved without “in court”

-, me, or discussion with attorneys about custody and visifation

problems. The most difficult task is finding time td hold
hearings withm reasonable or prescribed times and still

_continue other judicial activities.

Prom this broad exposure to thany types of judicial
proceedings, I was convinced that we ‘were mixed up in our
sense of priorities. We are giving more attention to criminal
cases and other civil cases than we are to those involving
custody. These are the cases that seriously affect the lives of
children and the lives of their families. Which type of case is
more important and deserves the expenditure of more court
time and jydicial expense? We still spendl more judicial time
and attgntion on other types of civil and criminal cases;
however, 1 now have no difficulty in emphatically stating that
a child’s life and well being are more important than a smashed
fender, broken arm, or the rights of an accused adult criminal.

I fully realize that expediting cases is a practical and
essential factor in judicial process, however, 1 became
determined to treat custody cases with greater formality in
that 1-would, in every case involving abuse, neglect or even a
change of custody, make a judicial determination based upon
-evidentiary input This evidence in all cases would be recorded -
for appellate evaluation. Even voluntary placements and
consent decrees would be effectuated by at least a petition
setting forth the evidentiary facts under affidavit.

All  cases involving abuse, neglect or compulsory
involvement of the Children’s Bureau would be judicially
determined after full hearing where testimony would be
presented under oath and subject to direct and
cross-cxamination. According to our prior practice, most cases
were resolved by consent decrees after the attorneys and the
Children’s Bureau supervisor presented their respective
positions to the judge, informally. :

I noticed that in this procedure, it was the skill and
personality of the attomey, rather than the merits of a
particular side that were the influencing factors. It is surprising
how the picture changes and resolutions become more definite
after the judge has had an opportunity to personally observe
sworn testimony from the parties actually involved in the
problem, ) ' :

Some of the basic guidelines-H mented are:

1. All cases of child abuse ad/or ;glect would be resolved

* by full and formal hearing wh€rein testimony would

presented under oath and subject to cross-examinatior,

2. Before there is a change of custody to or from the

Children’s Bureau, 1 would be notified by- the
caseworker or his supervisor, personally or by petitioner.
All ‘changes in custody would be effectuated by court .
order after evidentiary input; . g

+ 3, In all hearings, caseworkers and supervisors would testify

formally and under oath relative to their involvement,
investigation and recommendations;
4. There would be no rubber stamp orders;
- 9. L effectuated a persongl and closer relationship between
personnel of the Children’s Bureau and the court. There
would be easier accessibility to the courts;

23.
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6. A conscrous effort on my part to exercise understanding
and patience wigtarents and the problems which-hiing
them to the Children’s Bureauw and/or my court;

7. I cooperation with onr new county comnussioners, we
created a new position of  assistant county sohciton
whose primary responsibility would be to advise and
reptesent the Children’s Burean. In fact, g@ys attending
this senimrar. In my opmion, thus 1s one of the greatest
nuprovements to our pdictal process ivolving all types
of cases in our Chuldien’s Bureau, especrally cluld abuse
and neglect cases.

Child abuse and neglect cases are 'generally the toughest
cases that (he Bureau hiw to deal with from a legal point of
view. Because of the crniminal implications, competent
evidence is generally hard to come by and is often difficult to
segregate from nadmissible evidence. With the advent of the
new Child Protective Sewvices Act. the function of the
Childien’s Burean 1s defimitely legally complex., especially in
the arca of child abuse and reglect. Adequate and capable legal
representtation s an ndfpensable factor to a successtul
opcrﬁliun. )

The new relationship between the judge and Children’s
Burcau personnel had a definite effect on improving morale
and the incentive to do a thorough and good job. The

24 -

caseworkers and supervisors became a visible and effective
wheel in the ultimate determination that beneficially changed
the future lives of children.

I tiumly believe that the Children’s Bureay must have a
solicitor who 1s readily avaitable for gpintons and presentation
of cases to the courts; | firmly believe that the courts must be
readily availuble to the Childréh’s Bureau to make those
decisions that only a judge can make.

A judge’s role in cases involving child abuse and neglect is a
difficult one, and he or she plays a reflective role in such cases.
The doctors, nurses, school officials, social workers and
Children’s Bureau personnel must reatize that the judge’s
decision can oaly reflect the work they contribute to the
judicial  proceedings.  Insufficient evidence or erroneous
evidence will produge a wrong and unjust judicial decision. Be
patient, understanding and cooperative  when  asked  to
formually present evidence. Judicial hearings are” governed by

rules of evidence and in many situations your personal

testimony is required and indispensable.

Much of our efforts will not produce monetary rewards.
Because we are dealing with the well-being of our youth, the
reward we receive will be hounliful and gratifying. We adre
truly the bridge buildors tor our youth.

(%)
[N
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MI'DHAI AS I’F( TS OF (HlLl) ABU SE ANI) Nl'(,l ECT:
PHILOSOPHY OF PRACTICE

' -

Joan Adler. M.D. ‘

\

Physicians  or nurses cannot see themselves as purely
academie providers of megical services. We must be able jo see
the fannly and phe medical situation m perspective of the
social context. Medical personnel often tiy to avoid social or
psychological aspects of the medical problem and treat it as
purely as scientific illness. but child abuse is one “dfsease’™ in
which one cannot ignore the social and psychological aspects.
There s a need to expand the understanding of a social
context which causes increased violence toward children and
among people in society,

The medical: |de| aspects in child abuse also cannot be
ignored. There is a legal. as well as a moral. rcsponsnblhly to
lcpnrt\“_sllxpt‘blt‘d child abuse, so that the child can "be
protected and further abuse avoided. There must be an
undcnldmhn;, that child abuse is found in all socio-cconomic
and r.‘nl groups. An attempt must be made not to let
personal prc;uduu or personal identification stand in the way
of appropriate wdentification amtd treatment of child abuse.

There must also be an understanding that, although
economic factors play a very important role in contributing to
the stress within the family that results in ¢hild abuse, there
are also many forms of stress within a family that is not
cconomically disadvantaged which will lead to the same type
of behavior.

SUSRECTING AND RECOGNITION OF CHILD ABUSE OR
NEGLECT
First, I would like to talk about the demography of child
abuse. This is a listing of facts: '
Child abuse is seen throughout all socio-economic and
racial groups.

The average age of an abused child is under the .|gc of

four. with most being under the age of two years (thisis
frequently because older children have a better ability to
defend themselves. or run away from child abuse).

The incidence of abused male children is equal to that of
abused female children, although the fatality rate of
abused girls is higher than that of boys. Whites have a

-~ higher percentage rate than non-whites of child abuse in

studies where controls haye been used.

- Parents of abused children are in general younger than
controls, ®
Families where child abuse is occurring are Ircqucntly
more mobile than non-abusive families (they are found
to change address more often).

Families frequently have a prior record of child abuse.
The abused child often has a sibling who has been
abused.

- The abusing parent has often been abused as a child.

- The death rate of an incident of child abuse ranges
anywhere from four to 25 percent, depending on the
study.

In order to suspect and recognize child abuse, one must
have a high index of suspicion. The nursing profession has
defined what is called the high-risk family in terms of child
abuse. These high-risk familics can frequeptly be picked up in

-25-
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prenatal or pedintric clinics. They consist of: families where
the child is unwanted; the parents have unrealistic
expectations of qheir childien in terms of asking the child to
support them, or expecting the child to have age-inappropriate
physical or psychological ability. These familics may come to
the doctor with many complaints for which no “cause™ can be -
found, but which are ways of asking for help. .

In terms of. a medical history in a case of child abuse, these
are some things (o look for: ,

> The history that is given about the injury does not go

« along with the physical findings. 1t seems in some way to
be an unlikely or unusual story.

Frequently, the interviewer gets the feeling that the
parent is holding back information.

- There may be a record of multiple visits to various
hospitals.

- There may be a history of tamily stress, either marital
problems, nfoney problems, unemployment, drugs or,
housing. .

- Often the family will come in with ¢ complaint that is
qullc minor compared to the extent of the actual
physical injurics, or the complaint may be totally
unrelated to the degree of injury or neglect.

~ Often there is an inordinate delay from the time of
stated injury to the time that the family secks help.

- Very often the parents give an inappropriate reaction to
the severity of the injury: they may seem distant,
detached, unconcerned, or in some way not in touch
with the seriousness of the problem.

In the physical examination, these are some things tq look

for: . . ‘

~ There is often an inappropriate response of the child to
the parents or vice yersa. For instance the child may not
turn to the parent for support dyring a painful
examination. The parent might be observed to be asking
support from a child.

“ You may sec generalized neglect - a
malnourished, irritable, withdrawn child.

- The injugies that are scen in chronic abuse are usually of

- a minor, but numerous nature, such as bruises, abrasions,
burns, soft tissuc swelling, head trauma, old scars or
heaked wounds.

There may be cvndcmc of old or new fracturcs or
dislocations.

-~ There may be symptoms of drug ingestions,
overdose or drug withdrawal. '

The child may be comatose or in a severely ill state, with
a history that doesn’t give any reason for this. .- :

— The child may have seizures, which may actually be
secondary to head trauma.

- The child may show radiological evidence of old or
recent fractures «or trauma that are unrelated to the
problem for which the x-rays were taken. In other
words, there may be incidental findings of old or new -
fractures when this was not previously suspected. '

— The child may have an unc%hmablb surgical situation,
such as internal bleeding, for which there is no
appropriate story or reason given in the history.

=
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These are examples of what nught be seen by physichans or

# nurse who first encounters such a child, which should alert
3 -

the doctor or the nurse to the question of child abuse or

negleel. o

THE HOSPITAL REPORTING CHILD ABUSE

is a fact that most cases of cluld abuse ate reported by
large medical. facthties. There are reasons for this,. some of
which have to do with the 1eporting agencies and some, with
the patients themselves. | am going to discuss the factors that
cause the farge medical facitities to hecome the reporters.
 Fst, there s a kack of reports coming from private offices.
This will, of conrse, cause a much higher percentage of reports
of child abuse to be generated by hospitals. This deficiency of
rcpo;}fmm prvate offices stems from the following factors:
ATA tahme by the private physician o recognize the

problem of a child abuse. Many times if a physician 1s

not geared to think about the possibility of child abuse, -

he o1 she” may examine a chitd with many signs of
physical abuse, but not make the connection that this is
4 case of potential cluld abuse. Only by alerting the
- prvate physicians and nurses to the problem of child
abuse can therr index. of suspicion be raised to the puint

where they wilt be on the fookout for recognition of

potential_cases,

B. Often a prvate physician will use the defense of demial
to avord_recognizing the problem of chitd abuse, beéause
Ot a lgek of desire to deal with thig problem. Often the
question  of chifd abuse evbkes many unpleasant
emwtions m the_physician and makes her or him hesitant
to tmtiate a process that witl be cimotionally trying, both
for her/homselt and for the parents. vy

C. There is frequently an ignorance by the private physician

of the mandate to report child abuse. This is due to the,

rapidly changing laws. An attempt must be made to

cducate the medical community concerning the mandate
“to report suspicion of abust or neglecet. ' e

D.There is often a reluctance on the part of the private
doctor or.nurse to report a private ‘patient out of
concern about jcupurdii.i?\g'l.hcir relationship with the

“patient. This is a very v:g;l concern, because the filing of
the report often aliciate®he patient from thé physician.
However, priorities must. be kept in mind and the
physicidh must be willing to risk the loss of the patient

~ because of the priority to protect the child from further
abuse and possible death. Oftetr,-if the reporting is
handled well by the physician® and the. primary point
stressed is concern for the safety of the child, the
parents will work through their anger towards the doctor
and the eventual outcome will be one of a continuing
relationship between the physician and the parepts.
Often the families are seeking help and will be grateful
that their private physician, with”whom they already
have a. relationship, is recognizing the préblem  and
oftering them help. . -

E. There is a fear of legal reprisals. In all states with child
abuse legislation, the physician is not only given legal
immunity in these cases, but is required to report a
Suspicion of abuse or neglect by law. A failure to report
this suspicion leaves the physician legally at risk: -

F. There is concern about patient-physician confidentiality. -
In general, child abuse cases,are handled with the utmost

possible confidentiality. After the investigation takes

place, if no abuse or neglect is found there are provisions

for*ex punging the report from the records after a period
of time has elapsed.

Frequently there is a feeling of futility on the patt of the

private doctor that nothing will be done,4f a report is

filed. This is especially true in parts of the country
where there are no specialized child abuse services.

e is often (rue that fiting the report will not result in
any paositive agtion for the family. ‘Howover, dnce again,
the priority must be the removal of the abused child
from further danger. In such areas where no specialized

. programs are  available, the yole of. the - medical

community should be to push for funding stch services,

H. There is a reluctance to become involved in the legal

process. This is also a very valid concern becaus® the
time spent in court is often a burdep on the private
physician. Inreas with active child abuse programs,
armangements  can often be made to minimige the
amount of time a physician has to spend in court, -

I. There is an inadequacy in medical education about the

problem of child dbuse, and many private practitioners
¢ are not fully aware of the problem itself, or of the
sociotogical aspects. I order go.deal with this, medical
schools and continuing cducation programs  should
provide ongoing information on the problem of child
abuse, its causes, and its treatment,

J. Often the private practitioner, in a suburban location,
feels an identification with his or her patients and,
because of this, that these parents cannot be child
abusers. The problem is scen as one which affects people
of low socioieconomic. status or racial minoritics
exclusively. Often the physician's identification with his
paticnts will blind him to the problems that he sees. This
is a very difficult problem to overcome, and can only be
dealt with through extensive education in the medical
community, -

Separate from the reporter factors are the patient factors:
The cases of mdraumu usually are taken to large city

. hospitals. Co '

- The abusive family frequently tends to scek anonymity
in the services from a large city hospital.

' 1 Many familics become hospital shoppers, going from one -
shospital to another in an attempt to seek help. Often
they arc disappointed when one hospital fails to
“recognize the problem of child abuse and fails to give
them any assistance; “therefdrg, they go looking to

~

‘h(l

“another and yet another hospital. ‘ -

.~ The untrained eye frequently will suspect more child
abuse than is really going on in a large hospital, where
much trauma is seen. Frequently prejudices about low

. socio-cconomic status patients who get their primary .
care at large hospitals causes them to be the victims of -
this over-interpretation of child abuse.

*

3

. RESU_L"I‘S OF UNREPORTED ABUSE

R N ' l
The average death rate of any particular incident of child

abuse ranges betwéen four and 25 percent, depending on the

study. The {wcr’age age of a child abuse victim at death is less
than three. A study has shown that 44 percent of abused
children hid been previously abused. 53 percent have siblings
who have been abused. 16 percent of abused children had to

-
' .
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lmdergo serious surgery or other procedures. There is a very
high recidivism raw with serious outcome, including déaths
and permanent brii@fdamage, in incidents of repeated abuse.
These are all things to consider in failing to report your
suspacions of cluld abuse.

The outcome of reporting’a suspected abuse is frequently
and unfortunately quite variable and depends on whether or
not there is a program n your area that is equipped to deal
with this as a specialized problem. There have been studieg
showing a recidivism rate of only about § percent in familics

who were somehow hooked into a specialized child abuse
rchabilitation program.

The goals for'the future should be early recognition and
pwvcnlion,{ child abuse. At the present time,~however,
because of the scarcity of programs, the priority must be to
address services towards the family where “actual abuse s
occurring. In the future, if services and education are
expanded, it should be possible to recoghize the potential
abuse cases and offer serviceg to the family before the abuse
becomes a sad reality. :

o
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" MEDICAL ASPECTS

CHILD- ABUSE AND NEGLECT

John B. Reinhart, M. D.

: PROCEDURE FOR SEXUAL ABUSE CASES IN CHILDREN'S HOSPITAL
* X Pittsbumh PA

When children are brought to the Emergency Room with a

chief cotiplaint of sexual abuse or when, in the process of
cxumining a child, sexual abuse is suspected, the following
should be implemented:

L)

1. The Emergency Room doctor should dispassionutely and

matter-of-tactly obtain the history from the parents
alone, and from the child alone. If the ER doctor needs
help with such a problem, he can contact the outpatient
chief resident, one of the ambulatory senior staff, or th

senior resident on-call at night.

. In recording the history, include details relating to date,
time, pluu and circumstances of the incident, as well as
“the name and description of the alleged abuser (if
knowil). 1f any witnesses were present, these names
should be taken also.

3. Physical Exam. Complete gcneral physudl should be
« performed, as well as an éxternal exam of the genitalia.

A diagram of any. gential injuries should be included in
the description of the physical findings. Usaally in small
children no further exam is necessary unless an external
exam suggests evidence of a significant intravaginal
laceration. In such cases, the child should be admitted
for exam under anesthesia. In pubescent patients a full
pelvic exam may be done if the external exam indicates

# that this is necessary.
4. Lab Specimens. If the patient is pubescent and has been

,‘).

raped, within 24 to 72 hours of the examination, an -

aspirate of vaginal secretions may be obtained using a
small syringe, and'can be sent to the lab to check for the
presence of sperm. There is no indication, for culturing
for venercal discase following an alleged assault unless a
purulem vaginal discharge is present. This-complication
is not likely to occur for several days tollowiug the
incident.

In small children there is no indication for obtaining
specimens unless there is a purulent discharge. Any

- prepubescent child with a vaginal discharge which grows

neisseria gonorrhea .on culture must be “SCANned” and
reported to “the Department of Public Health. These
children usually do not mention sexual contact in the

* history, but such an infection in a preadolescent is

almost invariably contracted by sexual contact,

5. Risk of Pregnancy. If the child is post-menarchael, it is

important to determine when in her menstrual cycle the
incident occurred. If she is seen within 72 hours of the
alleged rape and it appears that she is at any risk of
pragnancy, then the resident in the Emergency Room
"ch be notified and he/she will have the necessary
medlcation to preveny impfanation available for the
family to obtain, if they so desire.

6. Hospitalization. This is not necessary, as a rule, unless

the injuries are ¢xtensive, or the physician and social
WOrker involved in the case feel that the dlild is at

significant risk of further abuse if he or she should
return home.

. Counseling. Social Service should be consulted on all

cases. During the daytime social workers are available to
see all such cases; at night the social worker on call may
elect to come in r follow up on the case the next day . -
depending on the circumstances. The social worker will
be responsible for all non-medical follow up, and will ~

~also arrange for psychiatric consultation for the child

and family if necessary.

. Scan Reporting. All prepubescent children should be

viewed and treated as potential scan cases, and scan
procedures should be followed accordingly. Reports to
the police’should be at the discretion of the parents, and
they should be advised of their legal rights to do so.
Social workers can help parents with this procedure.

Under all circuntstances parents should be informed, in a

‘matter-of-fact manner, of the presence and extent of any

injury or of the absence of injury. If there is no
likelihood of any long-term sequelae, this should be
explained clearly, in order to reassure the parents and
the child. . .
These parents will often need an opportunity to
discuss their feelings outside of the child’s presence.
They usually also need some short-term counseling to
help them work through  their feelingd and avoid
superimposing their own anxicties bn the child.
Supportiveness and understanding on’ the part. of the
examinjng physicians are invaluable. -
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SOCIAL SERVICE ASPECTS

. James Delsordo,

Most  child wcll'arc agencies responsible fnr managing
parental abuse of hitdien are ex xpenencing a dramatic increase
in the demand ftor their services. Child abuse is becoming a
houschold word, and 1t scems that everyone in the helping
profession is seeking ways to become involved. Information
relative to child abuse 15 coming from all sources, lay and
professional, and clear-cut schools of thought are taking shape.

Some “experts” insist that parents can be “educated” out
of their  abusive  patterns  with  gentle, understanding,
“re-mothering™. Others insist that the cycle of abuse can only
be broken by removing abused children and permanently
placing them in a more wholesome environment.

We child welfare workers, who have lived with the problems
of child abuse for a decade or more, know that this complex
phenomenon is not going to be containéd by any extreme or
simplistic approach. We, therefore, keep striving tv convert our
on-thejob experience into strategics which will enable us to
deal more effectively with the very delicate task of protecting
vulnerable children, )

One such strategy in use at the Bucks County Department
of Child Welfare is a model, classifying various types of child
abuse  so that an appropriate plan of service may be
formulated. The classification model is based on three major
considerations:

1) The degree of injury inflicted.

2) The probability of the abuse recurring.

3) The physical and psyghologlull .wml.\bllny of the
parents to help. .

Key formulations underpinning this modcl are:

1) There is a child abuse spectrum which ranges all the way
from spanking to homicide. We, therefore, must
differentiate the nature of abuse referrals.

2) Child abuse referrals nuist be assigned a time priority
depending on the nature’and circuinstances of the abuse.
We must, therefore, respond with the appropriate degree
of authority and speed, depending “on .the assessed
gravity of the child abuse incident,

3) Some abuse situations can be controlled ‘and reversed,
and some situations cannot be controlled, even with
massive doses of help from all existing resources. We,
therefore, must be realistic in our goals by not allowing
children to remain in danger while we develop fancy
treatment plans.

The Bucks County Model for assessing and managing

situations of child abuse contains the following categories:

1) Abuse by mentally ill parents -~ When a child is abused

by a mentally ill parent, separation of the abbusive parent
and the abused child is imperative. The concern is not:
how do we manage this problem? The concern is how
can we best effect a separation which is least traumatjc
to all parties concerned? The abused and the abuser need
help quickly and decisively. The long-range prognosis for
the abuser is bleak indeed. '

2) Abuse by psychopathic parents — When a child is being

rabused by a psychopathic parent, it may take a longer
period of time for the extent of the destructive pattemn
to unfold, but before long it will become apparent that

-«
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there is no potential for this type of parent to be!
salvaged. Parents in this category make promises casily -

to stop drinking  to stop using drugs - to stop sexually
molesting their children. But they cannot |’;mducc. They
cannot control their destructive behavior

Once again, it soon boils down to l(lc quesfion of
how can we best effect a separation which s least
traumatic to all parties concerned. The prognosis for this
type of abuser is bleaker than for the psychotic abuser.

3) Abuse by inadequate personalities - In this type of
abuse we have the baffling syndmmc known as the
battered child. Time and time again practitioners have
been optimistic in thinking that child-battering parents
could be successtully treated. Overwhelmingly, their
calculations have been proven wrong by the reappearance
at the hospital of the previously injured child.

In this type of child abuse, the abuser and the abused
must be separated, If there can ever be a reunion of the
two parties, it is so far into the future that it is not part
of immediate treatment strategy. Even when the
non-abusing parent separates from the abusing parent,
there always exists the danger of parental reunion before
any of the problems which® provoked Jhc abuse have
been significantly resolved.

4) Abuse by stem, disciplinary parents -- In this type of
situation we have the cold, rigid, dictatorial kind of
parent, who will tolerate no deviation from the “rules’
This type of parent is unconifortable to be near, and -
may become enraged by behavior which other parents
would find only mildly offensive.

This type of child abuse can be interrupted, and
change frequently takes place. Here we have families
which often are stalwarts in the church and community,
never having run afoul of the law. They are so
cembarmassed and angered by the intrusion of an official
outsider, that they do almost anything requested of
them just to get rid of the social worker from the child
welfare agency.

As protective service workers we, of course, prefer
deep, lasting behavioral and attitudinal change. But we
can accept superficial behavioral change as the next best
thing from some people. Some schools of thought claim
that a modification of behavior sometimes is shortly
followed by a shift toward a more positively oriented
attitude. We are not sure about that. We do knuw that
many clients of ours do change considerably; yet they
will never acknowledge it. )

"5) Abuse by displacement of parental aggression — In this,

type of abuse we have situations in which some clear-cut
problem is beihg projected onto the child, who has
become the target of parental frustrations and hostility .-
This type of abusive behavior often mimics the battered
child category in that there is usually severe marital
conflict, an “‘unplanned for” child, a badly-handled
union or separation, etc,

However, in displaced aggression situations, the _
children are older, and are rarely in danger of a fatal

.
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beating. The parents volved usually manifest extensive
teghngs of glt, are able to control their behavior, and
dcxmnnsli;uc the greatest capacity to use professional
help  toward  reversimg theu  abusive  behavior. The
progrosis n this type of abuse situation is good,

In the imtial research which produced this typology, 80
cases of gross physica| abuse were studied. Twenty-five fell
into  the: fust thice categones  and  were  classitied  as
uncontrollable. Fifty five of the abuse cases, tesulted from
harsh disciplinary parents, and displaced parental aggression.
These” $S situations were classified as controllable, for m sach
mnstance the objective of  the protective tmtervention was
achueved . that s, the abusive pattern was controlled, and itldud
not recur, as tar as we know. The Bucks County model Was
developed i 1963' e was refined by different researchors m
19677 and 1972° - :

We recogrize that there may be spme overlap m the types
of cluld abuse documented i this presentation, We  also
cconcede that, like 1001 not, the skill of the practitioner does
play a part i how eftectively service is provided and used.

\
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This s particularly  true when  functioning  from  an
authoritative base to enter the lives of involuntary clientele.

In this model, the primary helping modality employed is
the casework method. Thiy simply means that the -abusiog
parents were ¢ngaged in a professional ielanonship geared to:
helping them understand that there was a significant problem
in their lives; holding them sufficiently in focus to recognize
their part in the problem; and enabling them to develop more
acceptable and satisfying strategics to manage their problems

if it was within theit capacity .

This material is meant to be a summary of one system
designed to nanage incidents of severe child abuse. It is not
meant (o demonstrate how casework skills are applied to
resolve relationship problems.

James  Delsordo, Protective Caseworker for  Abused  Chitdren,
CHHLDREN, Novemper - December, 1963,

Serapio Zalba, The Abused Child: A Typology tor Treatment, Social
Work, January, 1967. .

Maurice J. Boisvert, The Battered Child Syndrome, Sociat Cusework,
October, 1972, -
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