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By Annamaria Church, MD
Henry Ford Health System

Munchausen Syndrome by Proxy, Meadows SyndrMuechausen’s, Pediatric Condition Falsificatioacttious
Disorders, Polle’s Syndrome...with so many namei,aay wonder we find the syndrome confusing?

In the 1990's a consensus paper clarifieddefithed our terminology surrounding this topic. § hilowed
professionals to all speak the same language. tiediandition Falsification (PCF) is the medicéghosis made
when a child’s condition is either actively or pasty falsified by a caretaker, no matter what tlagetaker’'s motivation
is. Factitious Disorder by Proxy (FDP) is the psyloical diagnosis given to the caretaker if theiivaion for the
action and the psychological make-up of the casstaleet certain diagnostic criteria. When a clsldiagnosed with
PCF and the caretaker is diagnosed as FDP, theiatian is Munchausen by Proxy (MBP).

For a professional in the field, MBP poses ynamallenges. When is a mother an overly concepagent and when
is she an abuser? When is the condition | am etralRCF and when am | missing an esoteric diagfdShould |
believe the caretaker’s description of events?pessible that | have been tricked?

Now that the various disciplines are speakimeggsame language surrounding this very compledrsyne, the next
step is the development of evaluation and managegugtelines. A task force in the state of Michigarmurrently
working to establish these guidelines. In the mieamtthis issue of the MiPSAC newsletter will toyprovide you with
a multidisciplinary discussion of this very compleypic.

In this Special Issue on Munchausen by Proxy (MBP)...

PagE 3 o A Victim’s Vige, by Mary A. Bryk RN, BSN
Page 4 ... A Nurse’s Perspectity Karen L. Braniff, RN, MSN, CPNP
Page 5. The Role of the P&igian, by Elaine S. Pomeranz, MD
PaAgE 7 i The Role of the Pgyalogist, by Patricia T. Siegel, PhD
Page 9 ... What a pediatrician warttse PS worker to know, by Howard Fischer, MD
Page 10 ... The Role of Children’srBtective Services, by Laura Schott, MSW
Page L L Court Pross, by Donald N. Duquette, JO
Page 13 ... The Role of Foster GaCaseworkers, by Jill M. Griffin, BSW
Page 16 ..o Commentary, bincent J. Palusci, MD, MS
NOTE FROM THE EDITORS: We have noticed that tlediuses different names for the abuse called ‘Maosen
by Proxy’ (MBP). The May, 2002 editions of APSAG&rnal, Child Maltreatmerdand ISPCAN's Child Abuse &
Neglecthave excellent reviews which use Munchausen byyPidBP) to reflect the combined diagnoses of Peitia
Condition Falsification (PCF) and Factitious Disardy Proxy (FDP). For this issue of the MiPSAQvaletter, we
have also decided to use MBP throughout. ----- Stegel (Guest Editor), Vince Palusci, & Leni Cavgi
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MiPSAC ANNOUNCEMENTSAND UPCOMING

MEETI

NGS

7" MiPSAC Annual Meeting

Monday, October 28, 2002, 5-7 P.M.
Ypsilanti Marriott / 1275 Huron Street South
Ypsilanti, Ml 48197 Info: (734) 487-2000
1. Election of 2003 Officers/Board

2. Presentation of 2002 MiPSAC Child Advocate Aw

10" Annual APSAC Colloguium
May 29 - June 1, 2002, New Orleans, LA
Contact: Gethesemani@comcast.net

14" I nter national | SPCAN Conference
July 7-10, 2002. Denver, CO.
Contact: Kempe Center atww.kempe.org

Victimization of Children & Youth: Research Conf
August 4-7, 2002, Portsmouth, NH
University of New Hampshirevww.unh.edu/frl

1% Symposia on Abuse Prevention Programs & Evaluation

MI Applied Research Consortium on CAN/ CTF / FIA
September 1§ 2002, Detroit, MI_sondersma@wayne.ed|

Michigan Professional Society on the Abuse of CandInc.
2002 MiPSAC Board of Directors

President: Annamaria Church, MD, Child Protecti@amm,
Henry Ford Hospital, Dearborn, MB13) 916-3003
ACHURCH1@HFHS.org

Vice President: Patricia Siegel, PhD, Children’sspital of
Michigan, 3901 Beaubien, Detroit Ml 48201 (313574883
psiegel@med.wayne.edu

Treasurer: N. Deborah Simms, MD, Holland Community
Hospital, Holland, Ml dsimms@hoho.org

Secretary: Theresa Covington, MPH Michigan RuHikgalth
Institute, 2438 Woodlake Circle, Suite 240 Okenidk,
48864 (517) 324-7332__theresac@pilot.msu.edu

At-Large Board Members:

Leni Cowling, Honorary

Julie Eastin, MA, University of Michigan

Charles Enright, JD, Midland

Michael Harmon, Michigan Ombudsman Office

Linda Hibst, RN, Battle Creek

William Ladd JD, Wayne County Legal Aid

Elaine Pomeranz, MD, University of Michigan

Carol Siemon, JD. MSU Chance at Childhood Program
Mary Smyth MD, William Beaumont Hospital

Kimberly Steed, MSW MSU Chance at Childhood Prograr]
Frank Vandervort, JD, University of Michigan Lawtsol
Patricia Walsh RN, MSW

Newsletter Editors: Leni Cowling & Vince Palusci
Special Issue Editor: Pat Siegel

The comments expressed in this newsletter refiectiews of
the author(s) and do not necessarily representitbes of
MiIPSAC or the American Professional Associatioritan

Ahiicn nf Childean (ANDC Ay

4™ National Conference of Shaken Baby Syndrome
September 12-15, 2002, Utah

National Center on SB8yww.dontshake.com

21 Annual M| Statewide Conference

on Abuse and Neglect

October 28-29, 2002, Ypsilanti, Ml

University of Michigan (734) 763-0215 sasmi@uméziu

Join the MiPSAC email List:
for MIPSAC members
by emailing Vince Palusci at
vincent.palusci@spectrum-health.org

REMINDER!

Please renew your annual membership to APSAC.
You need APSAC membership for MiPSAC.
Part of you annual dues to APSAC pays for MiPSAC
membership automatically!

American Professional Society on the Abuse
of Children (APSAC)

C/0O Gethsemani Center
2449 Beacon Street
Charleston, S.C. 29405
Phone: (843)744-6901 Fax (843) 744-7188
Membership info:

gethesemani@comecast.net
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A Victim’s Voice

By Mary A. Bryk RN, BSN

As a child, | was physically abused by my mothenfithe ages of two to ten. Her intent was to indsyeceptoms of
infection in my extremities. Many times the injwgieould start out in appearance as a sprain, tetnslon a fracture.
Eventually, there would be open wounds from sutgreasions allowing my mother to use plant soitaroffee
grounds to produce serious infections.

Often, | have been asked in interview “why did ymi tell someone?” The answer is not simple. Myhads love was
connected to my physical abuse. It was a shametwésnever to be discussed. Her power and coowesl me
physically and emotionally kept me silent.

Mother would tell me the “treatments” were for myrogood, “I am helping you” and this is what thetw had told
her to do. If I would not fight her, if | were bettbehaved, she would not have to do these “tredthel he messages
were confusing. Did my father and medical persoknelv what she was doing to me? Did anyone realig?

Her stories about my injuries were unbelievablmyoown ears, yet everyone else took her seriolsigy lauded her
for all her hard work and dedication to caringlier poor, sickly daughter. “You are so lucky to @avmother who
cares so much for you”. “Look at all your mothes lane for you”. “You would not be alive if it wen®t for your
mother”. These words spoken frequently by my fatfemnily and friends added to my confusion. Mayheytdid know
what she was doing to me, look at how they respexct

At the age of five, | did try to tell my father. ag him, “why does mommy use a hammer on me?” &iadr
immediately went to my mother and asked “what s tgking about?” My mother began to cry sayingddh’t know
what your talking about.” My father then turnedhte and told me never ever to lie again, after glhmother was doing
to help me how could | say such things about her? ept my mouth shut. My father would not beéawne so who
could | tell?

Lies and manipulation were how my mother controedryone around her. | learned to tune her outvehe was
telling a story about my latest injury to doctarayses or family. | kept silent and learned to oes}) “fine” to anyone
who asked, “How are you doing”. What did they cdre/as mad at everyone. No one stopped her. Ncoule see
through her lies. No one was going to save me.

| was very scared of what my mother could get awsly. All of my physical injuries were explained ayincluding

the third and fourth degree burn to my right ansted in my medical chart as a “skin deficit” thectbr though was due
to a massive infection. If my mother could get awaty this, what else would she do to my bodytiblt the truth? She
was capable of anything. More then once there lead balk of a possible amputation of my arm or légd had
gangrene and was not responding to medical treatfBanh time, | miraculously recovered. Would Iseelucky the
next time? Would my mother take it one step farthetried to tell the truth?

Mother threatened me often with the words, “if yeli someone, they will think you are crazy andetghu away from
us”. “They will lock you up in the mental hospi&hd you will never see us again.” | knew what a taldmospital

looked like. We lived less then a mile away frostate institution, those big dark buildings witlrdan the windows
and cages instead of porches. | did not want tihgce. Everyone believed in my mother. | wouldddeeled as the “sick
one”.

By the age of eight, | also had to worry about ittiel brother. He was nine months old and had énact his hip. (A
spiral fracture confirmed for me many years lateobr treating physician). My mother’s story waatthe had fallen
out of his crib. | came home from school to finchHying on a board with his foot in the air. A ghrough the heel of
his foot. My mother was such a good nurse and ksemuch about taking care of a sick child, theyiet come home
in traction. My life was an unending nightmareldaded with my mother not harm my brother. “I'll geod, “I'll be
good” “Do whatever you want to me, just don’t hitn”. His fracture healed and for two more yeansas enough to
keep my brother safe.

When | finally stood up to my mother at the ageéeuf, | did not think it would be so easy. | agodiz&er what to say,
what to do. | lived in constant fear and anxietgoler “treatments”. | could not take it anymore @ao one was going
to rescue me. Would | have carried out my spokesattio her? Would | have told my doctor or tea@Heto not know
if | would have had the strength or if | thoughtduld have been believed.
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Mother’s “treatments” did stop. Was it because $\whysically stronger and fighting her harder? @sw because my
three-year-old brother was an easier target? (fonéxt two years he was her target, he had the sgmptoms | had
had) Yes, the physical torture stopped for me betemotional turmoil would not be abated for maegrg. | spent the
next year in constant fear that she would starttn@atments’ again. While everyone was celebratiygrecovery, |
lived in silent fear for myself and for my brothéwas too much of a coward to speak the trutioula not save him. |
was not strong enough to fight my perpetrator eomatily. | did not want to lose the love of my faynil

For child victims, the dilemma is how to be lovediaccepted. The message received from perpetratoss
frequently a highly respected and trusted membénefamily, is to keep quiet. Telling the truthaigreater fear
because of the unknown consequences. The perpatrayobecome more violent and the victim fearsheing

believed along with the possibility of losing tleé of family. If someone had asked me as a clAile ‘you safe at
home?”, before the age of eleven, | would have anssly “yes”. By the time | reached eleven, | wagrgenough at
what my mother had gotten away with | would haverbsiore truthful. It would have been a relief tedhaomeone else
voice their own suspicions. But, no one ever askatll could not be the one to give away my mothé¢he love of my
family.

Dealing With Munchausen by Proxy Syndrome -
A Nurse’s Perspective

By Karen L. Braniff, RN, MSN, CPNP
Children’s Hospital of Michigan

One of the most challenging yet frustrating sitoiasi for a pediatric nurse to encounter is thatsispected
Munchausen by Proxy (MBP) case, also known astiags disorder by proxy. This is true whether tiobese works on
an inpatient unit in a hospital setting, in an adignt clinic setting, is a staff nurse or a padtaturse practitioner.
These cases are not only time consuming but algsigaily and emotionally encompassing. As an adegractice
nurse whose duties include care of pediatric ptgignboth the inpatient and outpatient settingyéhnencountered five
situations where MBP was suspected and these pese=d to be the most time consuming and emotipriadining of
my professional career.

One reason these cases are so difficult to dehligvithat nurses are not effectively trained tmgmize MBP. The
undergraduate pediatric clinical rotation is oftess than a ten-week period and the training emplgen normal
childhood development and common pediatric diseasies. There is no time dedicated to the cowipés of this
form of abuse and how to recognize it. Frequerlly,first time a nurse becomes aware of MBP iswghe is in the
middle of dealing with a parent who is demonstig@grcessive health seeking behaviors. In oneebtiy studies that
evaluated the impact of MBP on nurses, 55% hadrrtez@rd of the disorder, 70% felt personally anufgssionally
unprepared to deal with MBP and only 10% had previexperience with MBP (1). In addition, there @raost no
articles about MBP in journals commonly read byigett nurses. However, there is one recent bookIB® that
devotes a whole chapter to the nurse’s role inicigavith MBP (2).

It is extremely difficult for most health care prders to believe that a parent, especially a motheuld intentionally
cause harm to their child. This is like saying @hagainst the flag or apple pie. However, MBRepts are very good
at fooling us. They appear very concerned and keayeable about the child’s illness; almost toovideageable and
concerned. They are very invested in their chilllhess and appear to be the “perfect, caringmtar With the
current state of health care and the decreasindgp@uaf professional nurses and the emphasis onl{fa@ntered
care”, the nurse welcomes with open arms the pavkatactively participates in their child’s care.the hospital
setting, the nurse has more exposure to the chddharent than any other member of the healthteara. These
parents will often befriend the nurse and empathittle how difficult it is to care for sick childrenin the outpatient
setting, it is often the nurse who will receive thany phone calls from the parent because of healtiked issues.
Again the nurse’s contact with the perpetrator megeed that of other members of the health care.tea

Because the nurse’s contact with the parent isa@fteater than other members of the health cane sba is often
instrumental in recognizing the warning signs ahpéogical health seeking behavior in a suspectedmi perpetrator.

MiPSAC Newsletter, page 4



There is a fine line between the parent who isawepus and/or worried about their child’s healtld @ontacts the
nurse for reassurance compared to the parent whaksg up stories and possibly inflicting harnotain
unnecessary medical intervention for their childs imperative that the nurse diligently documestsry interaction
with the parent. The nurse’s observations and reresften critical when the health care teamyisgrto determine if
a suspected parent’s overall health seeking betsarefiect a pattern of fabrications and exaggenatthat are
deceiving physicians and leading to unnecessaryaaledterventions.

When the nurse is the first member of the healtle team to suspect MBP in a parent’s behaviomtinse needs to
alert the other members of the health care teaprdyiding objective data that the mother is exagtieg, fabricating
or somehow producing symptoms in the child. F@neple, the nurse can point out that she has neweesged the
child’s symptoms, that the child’s symptoms areassevere as described by the parent, or thaidgeostic test
results are either negative or not definitiveslimperative not only to have input from the phigig¢ but all health care
providers including the social worker, dietitiardathe psychologist. When there is a lack of cosssmmong the
medical team, it is important that the nurse dadsyive up put continues to document her concelmsuch cases, it
may be helpful for the case to be reviewed by thiéd@rotection Team, if one is available. Aldwe hurse can decide
to personally file a suspected abuse report witeetive Services. If she does not the childs fifay be in jeopardy.

As previously stated, | have personally dealt viiite MBP cases. In one case, the health care tedlaborated with
Protective Services and was successful in haviegliid removed from the mother’s care before amoss
consequences occurred. In other cases a vari@tyeofentions or services were implemented togmtothe child from
additional harm and to modify the mother’s heaéiblsng behaviors. The most difficult situationgl&al with involved
those cases when members of the health care tesagreed about whether or not the child was in dangevas in
these cases that the need for clear institutiool&dips and procedures became most apparent.

References

1. Weber, S Munchausen syndrome by proxy, J. Pedidtrising 1987, 2: 50-54.

2. Levin, A, Sheridan. Munchausen Syndrome by Progyds and Treatment
1995, New York, Lexington.

THE ROLE OF THE PHYSICIAN IN
MUNCHAUSEN BY PROXY CASES: MEDICAL
RECORD REVIEW

By Elaine S. Pomeranz, M.D.
Medical Director, Child Protection Team
University of Michigan

A treating physician will often be the first perstonsuspect a diagnosis of Munchausen by Proxyhéwr she should
not make the final diagnosis.

There are at least two reasons for this: the iBrdtat it is difficult for a treating physicianké anyone else
directly involved with the suspected perpetratoihe totally objective. These perpetrators aresgommate actors and
manipulators and treating physicians, no matter Bgperienced, are by no means immune to theirantte.
Physicians in general rely heavily on the medigstidny given to them and pediatricians often rdiyi@st exclusively
on the history given by the patient's mother beeatsir patients are too young to give their owstidries.

A second important reason the treating physiciahnot diagnose Munchausen by Proxy when the
diagnosis is uncertain is because he/she will lem ¢ the criticism that the true medical diagnbsis been missed or
not yet recognized.

Therefore, it is recommended by most expertsah®n-treating physician with experience in Muaiucsen by
Proxy cases complete a comprehensive review of #hieLmedical records to independently confirm tlagdosis. In
an ideal world, where there would be an abundaheeah experts, it would be preferable to haveréwewing
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physician be someone from an institution not inedn that child’s treatment. However, given talatively small
number of such experts, and the large number ofaakfcilities where these children are often teeathis
institutional independence may not be possible.

Practically speaking, if the reviewing physiciaraipediatrician, his or her role is actually to foon the
diagnosis of Pediatric Condition Falsification aduegarding the child-victim while a psychiatiostpsychologist
colleague should assess/diagnosis Factitious DesdoylProxy in the accused parent.

The physician who completes the medical recorcesevyaces an onerous task. First he must gathetttegall
of the medical records of the child thought to hBeeliatric Condition Falsification. This can bende@ither by getting
the mother to sign a medical release for all seclnds or by having Protective Services or legtiaities obtain a
court order for such records. Once authorizat@s tbeen obtained, the treating facilities are ofédunctant to spend the
time required to copy the huge documents and skvaita may be required before all the informati®available.

The medical records of these children are oftenmatous. Before an attempt is made to get thrabghuge
pile of papers, the physician must first feel asduhat he indeed has all the relevant recordsayt be difficult to
determine this since the perpetrators are verypieeeand may have taken their children to an emosmumber of
different doctors and facilities. If there is arthparty payor involved, it may be possible to niheir aid as they may
have a complete list of health care encounters/foch reimbursement has been sought. It is céytairtheir financial
interest to offer any possible assistance.

If this task were not daunting enough, it is alsportant to review the medical records of the moémel any
siblings of the child whenever possible, as pat@frbehavior may emerge with such review.

Once all the records have been gathered, theyleusitganized, or their sheer volume will be overviiag.
Various strategies for such organization have Ipgeposed. Seibel and Parnell in chapter 4 of Manskn by Proxy
Syndrome Misunderstood Child Abuday Parnell and Day have some very useful suggestidinese include starting
out by developing a chronology of medical evaluadigprocedures and therapies.

This chronology is then scrutinized for any diseneg@es between mother’s reports and what is regpdgehe
health care providers. Unfortunately, sorting this is complicated by the fact that the medicabrds often report
history as given by the mother without stating sta is indeed the source. In order to accuratglygorize symptoms
and findings as either seen only by mother or $gemealth care professional, it is usually necgstacontact each
health care provider by phone to get an accuratergiion of what can be objectively substantiatedsus what is
medical lore based upon mother’s report alone. ésiomes, laboratory findings or the results of mabprocedures
speak for themselves, but often their interpretatias been colored by mother’s reports. Thisdan,often be teased
out only by individually speaking to each treatpigysician.

Notes by nurses and other staff must be carefaligl to gather information regarding mother’s betrafand
that of any other family members) during hospitiians. There are often discrepancies among nistteports to
different professionals that will be discoveredhis process. If there have been witnesses to mkegiisodes besides
mother and health care professionals, they shauldifectly contacted to confirm what they observed.

Once the records have been carefully read, a meeleveloped, and confirmatory phone calls madapsyms
and findings should be classified in a report ®¢burt as legitimate, exaggerated, fabricatedoamaduced.

Sometimes, previous concerns of possible Munchaogéiroxy are unearthed through the written record
review or in telephone conversations with previptsviders and these must be documented.

Once the review is completed, the reviewer mustewaisummary that will be clear to the non-medical
protective services and law enforcement professsogat detailed enough for the mental health expégrviewing the
mother to be able to specifically refer to the diésd medical encounters in the psychological assent of the
accused mother. This medical record review wiltéferred to frequently in the ensuing legal prared, and must be
accessible to a wide variety of personnel with wagynedical knowledge.

The medical record review of suspected Munchaugd?raxy cases is vital to confirming the diagnasisl is
extremely labor and time intensive. It is unfodtenthat there are not many physicians with baghettpertise and the
will to undertake this task.

Seibel MF and Parnell TF, The physician’s roleamfirming the diagnosis. IRarnell TF, Day DO, Eds.
Munchausen by proxy syndrome: Misunderstood clblgsa Thousand Oaks: Sage Publications, 1998.

Siegel PT and Fischer H. Munchausen by proxy symdr Barriers to detection, confirmation and inégon.
Children’s Services: Social Policy, Baxh, and Practice, 4(1), 31-50, Laurence ErlbAsgociates, Inc., 2001
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THE ROLE OF THE PSYCHOLOGIST IN
MUNCHAUSEN BY PROXY CASES

By Patricia T. Siegel, Ph.D.
Departments of Psychiatry and Pediatrics
Children’s Hospital of Michigan, Wayne State Unisiéy School of Medicine

DEFINITION

Munchausen by proxy (MBP) is form of child abusattimvolves pathological health seeking
behaviors, usually by a mother, who uses her d¢bildeet her own psychological needs. MBP abut®is
result of a complex interaction between a parephyaician(s), and a child. Specifically, the dtar
Perpetrator exaggerates, fabricates, simulatéssoabout a child’s medical status, consciousliodis the
child’s medical history, deliberately fails to adde¢o the child’s medical regimen, or directly puods
symptoms in the child to deceive unwitting Physiekacilitators into performing unnecessary medical
procedures and prescribing unnecessary medicatiahsre harmful to the Child-Victim. The impa¢i\dBP
abuse has significant medical, physical, psychobklgeducational, and emotional consequences datchi
victims. Some children die (6-9%).

MBP DIAGNOSTIC CODES

MBP abuse involves two diagnoses, one that refetiset child victim and another that refers to the
parent perpetrator. The child who is harmed bigagical health seeking is a victim of Pediatran@ition
Falsification (PCF) and should be coded using tB&EV Child Abuse Code 61.21; physical type, emioéb
type, or combined type. PCF abuse is a medicghdisis and is made by a physician experienced i PC
abuse after completing a retrospective, compretiemsview of all of the child’s medical recordsdse
Pomeranz article this issue). The adult who inbeatly and persistently falsifies a child’s medibastory or
symptoms to meet their own psychological needsaigrebsed with Factitious Disorder by proxy (FDPJ an
should be coded using the DSM IV diagnostic codsift@us Disorder Not Otherwise Specified 300. FDP
is a psychiatric diagnosis and is made by a psycfstl or psychiatrist experienced in this form blise who
completes a comprehensive forensic evaluationeotttid-victim, the accused perpetrator, spouse cdiner
parties involved in the child’s care and medicahtment.

MBP CASE MANAGEMENT

The management of MBP cases is complex, involvesadilaboration of several professional
disciplines (medical, psychological, legal, childfection and law enforcement) and occurs over tmtaree
stages including a Detection Stage, Assessmengfigation Stage, and Intervention Stage. The Pdggist’'s
role varies depending on the stage involvementrscand the same psychologist SHOULD NOT function in
more than one role for a given MBP case. For exandorring the Detection Stage, one Psychologist ca
function as a member of the medical treatment teaas a consultant to a physician who suspects MiRe.
During the Assessment/Investigation Stage, a diffePsychologist should be selected as the codered
Forensic Evaluator of the Suspected Parent, Chittis, and Family. Finally, during the Interventi&tage,
a third Psychologist should be identified as thercappointed therapist for the Offending Parermt Non-
Offending Parent, and a fourth Psychologist setkatethe court-appointed therapist for the Childtivi. All
of the Psychologists should be experienced in MBlsea and have a clear understanding of their rbihe
role of the psychologist in each stage of MBP caaaagement is discussed below.

THE DETECTION STAGE
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The primary goal during the Detection Stage ida@termine if the suspected parent is engaging in
harmful health seeking behaviors by falsifyingeks in her child and deceiving health care prosid&n
providing unnecessary medical interventions. Alitothis task is primarily the responsibility okttreating
physician/pediatrician, a pediatric psychologisbv part of a multidisciplinary medical team orldh
psychologist who is asked to serve as a constltahe physician, can play a helpful role. The niogportant
task a psychologist can play at this juncture isglp the physician or medical treatment teamrdjsish
Pediatric Condition Falsification (PCF) abuse frarase of a parent with exaggerated but sinceretsinx
about the child’s health. The psychologists needsterview the suspected parent to assess materna
functioning, observe the quality of the parent-@mélationship, identify inconsistencies and/ortcadictions
in the medical/social history, assess the roldmméss in the suspected parent’s life, determieepttesence of
secondary gain from having an ill child and alsseas the child’s developmental status and attachimé¢ine
suspected parent. A thorough psychological unadedstg of the suspected parent’s behavior will hiego
physician and/or treatment team determine theiliked of PCF abuse or if the mother’s action appede a
function of other factors.

THE ASSESSMENT/INVESTIGATION STAGE

The role of the psychologist in the AssessmentAtigation Stage is to complete a comprehensive and
objective forensic evaluation. The forensic evatuaoccurs after Probable Cause of PCF abused®s b
established at the Preliminary Hearing and befogeltrial. The forensic psychologist should be tour
appointed and serve as the court’s expert, nagxpert of any of the individual parties. The faien
psychologist should be experienced in MBP and rparaof the medical team that provided treatmenhé
child. Because the forensic psychological evatumais court ordered, the usual restrictions ofquti
confidentiality do not apply and the forensic pyldgist needs to obtain information from as manyrees as
possible. At minimum, the forensic psychologistld have access to the summary of the medicatdeco
review, be authorized to talk with the physiciamgolved in the child’s medical treatment, and akaolto
review any documents or medical records necessamgrhplete a comprehensive evaluation.

The primary goal of the forensic psychologist istablish the probable explanation of the accused
parent’s motivation for MBP abuse and also to deitee if the criteria for the psychiatric diagnosfsVIBP
are met. A comprehensive forensic psychologicalwation of MBP should include an intellectual
assessment, personality evaluation and mentakstaam of the accused parent and spouse to fiesbut
mental retardation and severe mental illness atadbkesh competency. Assessment of the perpetsator’
parenting skills and potential for physical abusalso recommended. Finally, other family members,
especially fathers and grandparents, should beaepainterviewed to obtain their reactions to #tlegations
of abuse, inquire about other children in the fgmaksess the validity of the history providedtwy &ccused
parent, determine the presence of general lifestrs, and evidence of collusion with the accusedm. The
forensic evaluation will help guide treatment anérventions necessary for family reunificatiordetermine
if the underlying pathology is so severe and irrdiagle that parental rights be terminated.

THE TREATMENT/INTERVENTION STAGE
Another role for a psychologist in MBP cases ipttavide psychotherapy to the offending parent, the
non-offending parent and for the child-victim. Ttherapist(s) should be a psychologist(s) othan tha one
who completed the court ordered forensic evaluasbould be initiated after the court has maddinal
ruling, and should be selected from a list of thests recommended made by the GAL, psychologigidiye.
Treatment for the offending parent will need tdude intensive, long term, individual psychotherapy
The therapist should be experienced in the tredtofgrersonality disorders and also must acceptithgnosis
of Factitious Disorder by Proxy. The therapistiddde given a copy of the medical record reviemsary
and a copy of the psychological evaluation of thiermling parent and the non-offending parents Hlso
advised that the therapist agree to a meeting leettvee medical treatment team, foster care wonkér a
forensic psychologist to set up the terms of tleeapy and also determine to whom the treating dggrst
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should communicate during treatment; the forensycipologist is recommended. The treatment plathi®r
offending parent should then be presented to tthggdior approval. The treating psychologist should
communicate regularly with the forensic psycholbgiko can choose what is relevant to report tacthet
regarding treatment compliance and progress whenifieation issues are being considered. Thisgse
allows the treating psychologist to safeguard tifiending parent’s confidentiality in areas unrethte MBP
abuse and helps to maintain a trusting therapesiationship. However, the treating psychologstot
exempt from mandatory reporting of suspected alfusmcern should surface during treatment

Therapy for the non-offending parent should foca$elping him or her to accept responsibility for
failing to protect the child in the past and toadtetine if s/he can protect the child in the futiitke child is
returned to the family. Therapy may also needitiress the marital relationship and the impacMB&
diagnosis has had on the marriage.

Therapy for the child-victim should be with a thaisd experienced in child abuse and, ideally, famil
with MBP abuse. Therapy will need to address httent problems, possible post traumatic stress ®yng
distorted belief systems, stunted social developraed trust related issues. The therapist shoailith lsontact
with the physician providing the child’s medicaleathe foster care worker and forensic psychotogis

Psychological education and support of the exterfaady is also important in a comprehensive
intervention plan for this form of abuse. Beforehdld is returned home, the extended family sh@acept
that the abuse occurred and agree to protect tlteftm further medical abuse. If supportive araghable,
the alert and educated family may be able to peothe necessary protection that allows the chiloktgafely
reunited with the family.

THE QUESTION OF REUNIFICATION

The determination of reunification versus termioatof parental rights should be based on the esult
and recommendations of a comprehensive psycholagi@valuation of the mother, father, and child
following treatment, usually after one year of geytherapy and close monitoring of the parents dild-c
victim by FIA. Ideally, the re-evaluation should bompleted by the same forensic psychologist who
completed the original evaluation of the familyhig re-evaluation, may yield important supportiatadabout
changes that have occurred in psychotherapy, ander additional documentation to support that the
parent(s) demonstrates decreased denial and defaass and are ready for the re-unification protebggin.

Parnell TF, Day DO, Eds. Munchausen by proxy symal: Misunderstood Child Abuse. Thousand Oaks:
Sage Publications;1998.

Sanders, MJ, Bursch, B., Forensic Assessmentn&sifl Falsification, Munchausen by Proxy, and Rauast
Disorder, NOS. Child MaltreatmenVpl.7 (2), pp112-124, May 2002.

Strasburger, LH., Gutheil, TG., On Wearing Two H&sle Conflict in Serving as Both Psychotheraprsd
Expert Witness._American Journal of Psychiatfy4:448-456, April 1997.

What a pediatrician wants the PS worker to kno
about Munchausen syndrome by proxy

By Howard Fischer, M.D.
Child Protection Team, Children’s Hospital of Mighan

What isit?
Munchausen syndrome by proxy (MBP) is child abuséhis form of abuse, illness in a child is
simulated (faked) and/or produced by a parent,llystiee child’s mother. The child is brought repesdiy for
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medical assessment and care, often resulting itipleuimedical procedures. The perpetrator deniesvimgy
the origin of the child’s symptoms, and the sympatop when the child is separated from the peajuetr
Isit really rare?

Unfortunately, no. It's hard to tell how common MBs since it is only suspected when the deception
fails. In England, a survey of pediatricians foamdannual frequency of nearly 3 cases per 100,06idren
less than a year old, and 1 case per 200,000 ciddren. These rates are similar to fatal childs&b If these
proportions hold true, there are 625 new casesaiydhe U.S.

Why would mothersdo this?

The motivation of perpetrators to injure or kileir children is not clear. Some perpetrators riedx
the center of attention and praised for their pageand strength in coping with such ill childr&ome have no
empathy for their children and use them as a me&aas end, namely, focusing attention on themselnes
some cases, falsified childhood illness is usethbymother to keep a disinterested father involadtie
family. MBP, unlike much of physical abuse, is nedctive, but is premeditated and repetitive.

What kind of illnesses may belied about or produced?

The list is enormous. The perpetrators are vargntive and sometimes have some medical
background. The most common medical “presentatiarns’bleeding (from anywhere in the body),
convulsions, changes in consciousness, repeatetieharepeated vomiting, fever, or rash. Sometimes
symptoms are simply lied about, other times sammpiag be tampered with to suggest disease (for ebearap
mother adding her own blood to a child’s urine sepgParents may make a child ill, by poisoning,
smothering or other means. Sometimes the produofidimess results in the death of the child.

When should doctors (and other observers) start to suspect MBP?

There are warning signs which, when clusteredtbmyeshould create suspicion. A complete list will
not fit in this brief article (but see referencef)ese children will come in with unexplained, prayed illness
causing multiple hospitalizations. The child’'s ap@ace, physical examination findings, and laboyatesults
do not support the given history of illness. Theapyoms may be difficult to verify and there is poesponse
to usual treatments. The mother seems loving, tateeand cooperative; she is unhappy, howeverrrfdhild
has normal test results, seems to be recovering,b@ing discharged home from the hospital. Shg ma
immediately consent to painful or invasive invesatigns for her child. The child’s symptoms diminmhcease
when the mother is not present.

Can M BP coexist with areal illness?

Yes. A child can have a real problem, such asastibut the parent may also make up a story of
convulsions, for example. A child may have asthrhactvdoesn’t respond to usual medications becdiese t
mother is not giving the medications, although sgyhe is.

Why may doctor s disagree about the MBP diagnosisin a given child?

Often more than one doctor is involved in the adrihese children — they often have multiple
complaints. Some doctors do not want to believepheents are capable of this form of abuse. Otthend
deny its existence, but don’t think that “thesegpés” could be guilty of it. Pediatricians are tAutp believe
parents and rely on them in the diagnosis andnirexatt of children’s iliness. Doctors don’t want tinat that
they have been fooled and have become active pantits in providing needless and/or harmful medical
treatment. Confirming the diagnosis will start waiphysician readingll of the child’s medical records from
all sources.

What ismy rolein a suspected case of MBP?

As always, the PS worker’s first responsibilitghge protection of the child. Additionally the werk
should help locate and obtain medical records fmraplete record review. The PS worker should rebsm
that MBP is gediatric diagnosis, and that only with complete informatoam the pediatrician make the
diagnosis. The most effective way to confirm a MiB&gnosis is to separate the mother and childgi.e.
planned hospitalization for “diagnostic separatjcarid see if the symptoms cease or do not everaappen
the mother’s access to the child is limited.
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Publications; 1998.
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THE ROLE OF CHILDREN'S PROTECTIVE
SERVICES IN
MUNCHAUSEN BY PROXY CASES

By Laura Schott, MSW
Children’s Protective Services Specialist
Macomb County Family Independence Agency

It is important to remain in a neutral position wheeginning any child abuse investigation, esplorahen
investigating Munchausen By Proxy (MBP) abuse. M&premeditated abuse. The suspected perpetrator,
usually the mother, is often knowledgeable aboaitcthid’s medical problems. Sometimes the suspected
perpetrator has been trained and/or works in thdicakfield and is familiar with the terms and jamgused by
medical professionals. The suspected perpetrator expert at convincing most professionals thactiild is
suffering from some kind of horrible illness. Riskharm to the child must be the first consideratioall
decisions made concerning the investigation of MIBE how to intervene. Failure to intervene on Hetfahe
child victim could result in serious if not fatadresequences for the child. If enough credible exgdeexists to
present to the court to demonstrate harm or sgamtirisk of harm to the child when the abuse rejgdirst
filed, then removal may be necessary at the oofdbe investigation. If the child is not immedibtremoved,
the Children’s Protective Services (CPS) workerdsde closely monitor the child while the investiga is
proceeding. It has been shown that symptoms disappear after the child victim has been removeswh the
care of the suspected perpetrator.

Once a suspected abuse/neglect report has leevyia physician or other health care provi{det
all cases have been reported by a physician orthezre providerthe CPS worker should immediately
contact the physician or health care provider fited the abuse report because in MBP cases gsgrdial to
work as a team with all the professionals (med®ahool, law enforcement) involved with the family.
Coordination of efforts is a must among all thefessionals in MBP cases so it may be necessathd¢oCPS
worker to exceed the usual standard of promptnesslates in order to coordinate efforts with theepteam
members. This can be accomplished by using thelBAform. Approval from the supervisor is reqdire
beforefailing to meet face to face and/or 30-day in\gegion deadline.

Information gathering is critical to the successfivestigation, evaluation and diagnosis of MBRs It
necessary to get the most complete family histatly @ll medical and mental health records availables
can be very time consuming. CPS workers can hax@sacunder the law, to medical records [Michigahblie
Health Code, PA 368 of 1978, Sections 2640, (2r(l) 16281, (1)-(5)] and mental health records fiyan
Mental Health Code, PA 258 of 1974, MCL 330.174&;.548a.] when investigating child abuse or neglec
is critical to gather as many of the records asiptes Only then can a comprehensive picture emdige
parent with MBPS will doctor shop and may have beemany doctors and hospitals in the area whexe th
reside. In one investigation it would not be unliso@end out as many as 50 requests for informatio
depending on the age of the child. Once all oftieglical information has been collected it musteweewed
by a physician experienced in MBP abuse. If theioa record review indicates that the child hasrbe
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abused, often the best course of action is to renttoe child, and the siblings, from the home. daesh has
shown that MBP is often resistant to treatmentraagt eventually result in termination of parentghts.

COURT PROCESS

By Donald N. Duquette
Clinical Professor of Law and Director
Child Advocacy Law Clinic
University of Michigan Law School

USE THE TEMPLATE OF EXISTING LEGAL PROCESS

Although MBP may be an unusual form of child abukere is no need for special legal proceduresgpand
to it. The legal response to a diagnosis of MBBeist done using the same template set out inlatatior all other
types of child maltreatment cases. The short timasliof Michigan law present a challenge to thegssibnals involved
to act promptly and quickly to assess the casepagphre it for presentation to the court. Theofelhg is a summary
of Michigan’s legal process and some recommendsition
1 Preliminary Hearing
a. Time

The Preliminary Hearing is the first court appeagain a child protection case and is requirediwi#i4 hours
of a child being involuntarily detained out of tharents’ custody.At the Preliminary Hearing, the petitioner, gealigr
the FIA, must present probable cause to believiethieachild is abused or neglecte@ihe physician or physicians
should testify at this hearing and spell out thidé&hmedical condition, medical history and thasening behind their
diagnosis of Pediatric Condition Falsification.

b. Medical Testimony

Medical testimony at the Preliminary Hearing tohauize the petition and control visits between paeents
and child is very important. These are not caseghich a caseworker can appear at the PrelimiHagring relying on
hearsay statements from the doctors. Direct mettisimony is required, not as a matter of law,ibworder to educate
and persuade the court of the severity of the Ghildk. Medical testimony is best if the physitiappears in court, but
it could be taken by phone as permitted by MichiGart Rules. Medical and other records could suppht live
testimony. Expert testimony is certainly requitedssist the trier of fact to understand the ewideand determine the
facts.

It is a clearer legal case at the Preliminary khegif the medical expert is able to testify thatdr she has
already made a diagnosis of Pediatric Conditiosifieation abuse. The doctor should testify torttexical history of
the child and draw the inferences from that histdtye medical diagnosis of PCF abuse will carnagveeight with the
court at this stage. As a matter of law, the c@unieither obliged to follow the physician’s recosmdation nor to give
decisive weight to the expert opinion. Nonethelbssause the medical diagnosis requires a faigly level of
certainty (although not absolute certainty), inforgithe court of the factual background and prooés®ming to that
diagnosis will have great weight at the Preliminiigaring (and later at Trial). The level of cemtgibehind a medical
diagnosis, if clearly communicated to the courasanably translates into at lepsbbable causén legal terms.

C. Placement

If successful in convincing the court, by probatdeise, that the child is abused, the FIA may laslkcourt to
protect the child pending trial by placing the dhit a home separate from the parents. A periggpération, although
generally necessary to protect the child from farghhysical and mental harm, could also serve“diagnostic
separation” to further confirm the MBP diagnosis.

Michigan law permits the family court to order gganent of the child in a protection case afteraifimary
Hearing if the petitioner shows that there is ptiea@ause to believe that the child abuse has matand that
continued placement with the parents presentsastantial risk of harm®. If a child is to be removed from the
parents, Michigan law prefers that the child begthwith a relative if consistent with the safetyl aeeds of the
child." The safe setting should be a placement in whietptirent does not have the ability to have unsigeshcontact
with the child and does not have the capacity toaich on the daily care and medical treatment otttilel. Some
commentators urge that the child always be placawn-relative foster cardyut in some carefully controlled
circumstances, relative care may be appropriate HTA caseworker will come to a recommendatioretiam the FIA
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Placement Selection CriteffaThe placement, whether relative or non-relatogdr care, could include terms and
conditions. The FIA worker should be aware thatahare reports of intergenerational MBP abuse neoneeds to be
very careful with relative placements unless them@nvincing proof the relative will protect thiailcl.

The conditions of placement could include coudens that parental contact be limited and supedviSée
court could require that no parental conversatlmmuathe child’s health occur in the presence efdhild, that all
medical care be provided through a single mediaeggiver, and that the accused parent not be iaddlvthe child’'s
medical care pending trial. Such protective ordeay increase the likelihood that relative carel@sitill be protective
of the child. If, after a thorough assessmentkexs have reason to believe that the relativesaodrwill control access
to the child, relative placement is appropriate after placement, there is good cause to belielaives have not
demonstrated that they are dependable in contgadlatess, non-relative foster care may be necessagther option
would be for the court to exclude the offendinggpaifrom the home, control his or her access talkiie, and leave
the child in the custody of the non-offending parénBecause this is such an important issue, it$s tetermined on a
case-by-case basis and the decision based ontitipbrisk of harm to the specific child.

Where there is concern about parent contact Wwélchild, the FIA might ask that there be no vieitgarefully
controlled parenting time. Parents are entitlecegular visits (parenting time) with a child inreainless “parenting
time, even if supervised, may be harmflli”.

If the petition is authorized, the court shouldeerany orders for further investigation, includegsychological
examination by an evaluating psychologist seleatethe court’'s expert and not an expert for angisiparty. More
commonly, orders appointing an expert and for pslazfical exam would be considered at a pretriat the
psychological exam in a MBP case is more complekvaiti take a longer time to prepare and thus stidnél ordered at
the Preliminary Hearing whenever possible. Theylre and the court will want the psychological &lale prior to
Trial.

2. Pretrial Conference

Typically the court schedules a Pretrial confeesalbout three weeks after a Preliminary Hearirtgpabh it
could be sooner. The Pretrial addresses a whotgeraihtechnical matters necessary for the caseotmepd to Trial.
Prompt and diligent action is important to the dtghd the aggressive timelines of Michigan law ahiallenge all the
professionals involved. Matters such as courtmeréte discovery, for visitation, for psychologiadsessment should
be handled at the Preliminary Hearing if possible,could be addressed at Pretrial. Parents hagatao a jury trial
and could ask the court to schedule the trial witary or before the judge. The trial dates ateatéhe Pretrial
Conference. The Trial is required within 63 dayeiafhe child is removed from the home by the cdiBtdays from the
Preliminary Hearind' It may be that the parents will accept the coyursdiction without trial and will enter a ple& o
admission or “no contest” at this time.

3. Trial

The next step in the legal process is to adjuditt@ case at Trial by demonstrating the histonywdsive or
otherwise harmful medical evaluation and/or treatinaad psychological harm premised on the offengagnt’s false
or fabricated reports of the child’s condition @ br her induction of the child’s symptoms. Thstitmony at trial
should focus on harms suffered by the child dufégparent’s conduct. Is this child being abusedad? Presenting
the case in the child protection court proceedagyaothing more and nothing less than a child abase has more
force than trying to persuade a judge about thetemce of an abstract syndrome and this case’swuoity with it. The
court process will test the evidence and reasowiinige professionals. If successful, before a junige jury, in proving
by preponderance of the evidence that the chiédbissed or neglected, the case proceeds to thesdiepal phase.

4, Dispositional Phase

A court-ordered disposition depends on a compr&kenobjective forensic psychological assessmetiteo
offending parent, the other parent and the chilee @hild’s medical and psychological needs sholsd be assessed as
a foundation for the court’s dispositional ordérthe prognosis for rehabilitation is poor, perkdaprmination of
parental rights is appropriate? Perhaps refeoratfiminal prosecution is appropriate? If theg®syogical assessment
indicates that rehabilitation of the offending peris possible, to the point that the child wouéddafe in his or her
custody or in the custody of other family membarpgeriod of appropriate treatment should be pursutdthe
guarterly court reviews as set out in statutaehfabilitative efforts are not successful, exislang provides avenues for
permanency planning for the child — either in pfaeat with relative caretakers, a guardian, or pesharmination of
parental rights and adoption.

' MCR 5.965(A)
i MCL 712A.13a(2)
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" MCR 5.965(C)

¥ (MCR 5.965(C)(4)

VY Parnell, T.F. (1998). Coordinated Case Managefierttugh the Child Protection System. In T.F. Par&d).O. Day (Eds)Munchausen by Proxy Syndrome:
Misunderstood Child Abugep 95-116). Thousand Oaks, CA: Sage.

"' FIA Children’s Foster Care Manual, CFF 722-3.

I MCL 712A.13a(4)

Y (MCL 712A.13a(11)

¥ MCR 5.972(A) Trial is required within 6 monthgtlife child is not in placement.

*MCR 5.971

The Role of Foster Care Caseworkers in
Munchausen by Proxy Cases

By: Jill M. Griffin, BSW

Social Services Specialist, Foster Care Caseworeanjly Independence Agency

A lot has been written on the identification of MBRd what to do in preparing for a Trial on sudase. But
what about after the trial? What happens to thiel e@md family after a trial, or after the pareptsad to a petition, and
the child becomes a Temporary Court Ward? Whabeaaone, or needs to be done, to help them beadmalthy,
appropriately functioning family? The Foster CEf€) Caseworker becomes involved with a familgiathe
Children’s Protective Services Worker and the Coheve removed a child from the parents’ care. rohef a FC
Worker in any child abuse/neglect case is to waitk the family to: 1) assure the safety of the @ty determining the
best placement, 2) identify the services that #meiliy needs to participate in and complete, and@)tify the criteria
for reunification. The FC Worker’s roll is no céffent in MBP cases. However, because of the mealch
psychological complexities of MBP cases, the FoStme Worker needs to closely collaborate with pigss and
psychologists experienced in this form of abuse.

The Foster Care Worker is responsible for develppilCase Services Plan. This Services Plan détails
requirements of the family, the caseworker, thetadkers, and the child(ren). The Services Plamdgsails the
visitation requirements. In cases where therebeas severe abuse, the legislation provides foritetion of parental
rights. For all other cases the plan would bestawices to be put into place for the reunificatdithe family. The
difficulty in MBP cases is in balancing what thgiation and FIA policy tells the FC Worker to dmd the particular
dynamics of MBP cases that prevents the FC Worken following the input of the parents.

Services for the family need to focus on resoltimgproblems that necessitated removal and neleel to
developed by the Foster Care Worker in collabonatwih a multidisciplinary team consisting of thedical team that
identified the MBP abuse, the forensic psycholotjiat evaluated the family, the Guardian Ad Lit¢@hild(ren)’s
Attorney), and the Protective Service Worker tinaestigated the abuse allegation. Specifically,Rbster Care
Worker must follow legislation (P.A. 480 of 199B)A. 479 of 1998)(FIA Policy CFF 722-6) that re@sira Physician
to Review the Case Services Plan if the physicandiagnosed

= Failure to thrive,

= Munchausen by Proxy (MBP)

= Shaken baby syndrome,

= A bone fracture that is diagnosed by a physiciabeasg the result of abuse or neglect, or

= Drug exposure in utero
Thus the Foster Care Worker must meet with the ca¢tlieatment team or with the child’s primary cahgsician as
soon as the child is placed in foster care to enthat the Case Services Plan addresses the cspleicsfic medical
needs due to the abuse and neglect. Ideally, dugcal treatment team/primary care physician tthaniified the MBP
abuse will be the same medical team/primary caysipian that provides the child’s medical care wtrenchild is in
foster care.

Placement:

When placing a victim-child and sibling(s) of MBRtside of the home, just as with the services, idenation
has to be given to 1) the legislation and poli@t itictates where a child can be placed, and 2pahgcular dynamics
of MBP cases which may prevent certain placem@its.Foster Care Worker and the multidisciplinagnteshould
collaborate and make recommendations regardingpiact options. FIA Policy CFF 721 states thaté8ebn of a
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placement for a child outside of the child's owmleanust be dictated by safety, the needs of tHd ahd the child's
‘best interests.” This placement is to promot@fe seturn home; or, when return home is not péssgsomote safe
alternative plans for the benefit of the child.(iacement with relative, adoption or independiemig).” Although
Michigan Law prefers that the child be placed vattelative, the child’s needs and safety are pawamd here are
proponents that advocate that in MBP cases thd shiduld always be placed in non-relative fostee.c&lowever, in
some MBP cases relative placement may be apprepgath case should be looked at individually and
recommendations made by the multidisciplinary téased on the dynamics of each case.

It is important to note that the Court may not agngth the placement recommendations developetidy t
multidisciplinary team. For example, the team megommend placement with a foster family but ther€may order
placement with relatives. Therefore, the FC Workezds to be prepared for whichever direction therCorders and
have a Case Services Plan that will safeguardhie. Specifically, the placement in MBP cases stiqueclude the
parent from unsupervised contact with the child modallow the parent to be involved with the canel medical
treatment of the child. If relative placementedested, the relative caregivers have to agreediegt the child from the
parents. There should also be clearly defineditiond of placement included in the Court Order asied in the Case
Services Plan. The conditions should include (fmitlimited to): 1) Parents are not to talk abdwt ¢hild’s health in
the presence of the child, 2) All medical carei®¢ coordinated through a single medical caregB)efhe offending
parent is not to be involved in the child’s medicate, and 4) the parents will not perform any w&dreatments on the
child and will not request that the caregivers gerfany medical treatments on the child.

Services:

The PS Worker should have requested the Courtdeer @ forensic psychological evaluation of the pagior,
non-offending spouse and child-victim after Proleabhause of MBP abuse is established at the Prelmnidearing.
The Forensic Psychologist should be someone exmetkin diagnosing MBP. The psychological evabrgtat a
minimum, needs to contain: 1) a review of the maldiistory of the child (P.A. 163 of 1997 requithe Court to order
release of Medical Records when parents refuseectn®) Interviews of all involved Physicians, pasd present; and
3) Interviews of all involved parties, i.e. parerdiblings, grandparents, foster parents/caregietcs Specific
treatment recommendations for the perpetrator,affamding spouse, and child-victim should be detaih the
psychologist’s report to the Court along with recoemdations for placement, visitation and reunifarat The
perpetrator will almost always require intensiangd-term, individual psychotherapy and the FC Workeften a
valuable resource in finding an appropriate thestapThe treating therapist should be a psychdagier than the one
who completed the forensic evaluation, and need® texperienced in treating personality disordaedsaccept the
diagnosis of MBP. In order to properly treat tlaegnts and extended family, the treating psychstogeds to be given
a copy of the medical record review and a copyefgsychological evaluation. The treating psyctiskoneeds to
maintain regular contact with the FC Worker to mgompliance with attendance and progress inrireat.  Also, the
FC Worker should keep the psychologist appraisegasant/child interactions, and the medical/hepitigress of the
child and/or siblings.

The Service Plan should also include a detailedeaétteatment plan for the victim-child, developadthe
child’s primary physician or the medical treatmtrgm that identified the MBP.

The Services Plan should also detail the visitatemuirements. The FC Worker should consult whth t
multidisciplinary team to decide if the child caafey visit with the parents and whether visits traess supervised. The
FC Worker also plays a valuable role in assessiagjtiality of parent-child interactions during Cioardered
supervised visitations. For example, The FC Woskeruld document whether the child runs and jumfasthre parents
arms when they arrive or does the child ignore thehether the child approaches the parent(s) duhagisit; goes to
the parent(s) for attention/comfort or engagetrent(s) in any type of play? The FC Worker sti@l$o note how
the child reacts to the parents’ attempts to entfagehild. Specifically, does the child rejeat|/l@mway, and stiffen or
is the child receptive and open. Finally, the FGrikér should document the interactions and relahgnof the child-
victim and his/her sibling(s). If the child is pktwith a relative and the Court allows the rekdito supervise the
visits, the FC Worker should observe the parertichsits at least 2 times per month to get an eateuassessment of
family functioning. The FC Worker’'s observatiomerh these visits need to be shared with the trggtaychologist
and the evaluating psychologist when decisions fatsunification are discussed.

Reunification:

The decision to place the child-victim and siblsigfack with the family begins with the FIA Reuoétion
Assessment, (FIA policy CFF 722-9A). The Reuniima Assessment has 3 steps:
1) An assessment of compliance with the parenting plrae

MiPSAC Newsletter, page 15



2) An assessment of barrier and risk reduction
3) A determination of the child’s safety.

The FC Worker and the Court of jurisdiction shontdify the multidisciplinary medical team of theng and
place of a hearing where consideration is giveretorning the child to his/her home. In MBP casaesification
should be based on the recommendations of thediadifplinary team after the results of a detailsgghological re-
evaluation of the parents and child, typically doing one-year of treatment, or as recommendethédburt. The re-
evaluation should be completed by the same psygtsblthat conducted the forensic evaluation andesidthe 3 steps
of the reunification assessment.

Once the decision is made to return the child ham€punties that have this service available @nrththe
Family Reunification Program should be utilized floe maximum time allowed, generally 4 months waith month
extension for a total of 6 months. The Family Recation Program (FRP) provides intensive, homedahservices to
monitor the family. The FRP provides family, indlual, sibling and/or couple therapy, direct teaghitodeling,
mentoring, environmental needs, vocational/edunatjand leisure/recreation activities. The FRErt@rovides direct
services in the home for 8-10 hours a week fofitsetwo weeks, then a minimum of 4 hours per wetdirect service
in the home for the duration of the program. IBRIcases, even though the FRP team is workingsively in the
home with the family, it still remains important fitne FC Worker to maintain close contact with fdwmily. The FC
Worker would then be able to monitor the familyésél of functioning, as well as being able to reéglarectly on the
family’s progress to the rest of the Multidisci@ny Team. In Counties where the Family ReunifoceProgram is not
available the FC Worker would need to provide titensive, home-based monitoring of the family. P@licy (CFF
722-6) dictates that when a child is returned htdmee=C Worker is required to have weekly in-persontacts with the
parent(s) and child(ren), during the first monthisTperiod of contact may be extended to ninetysddiyiecessary. In
subsequent months the FC Worker is required to lmaperson visits at least twice a month. The F&dn is able to
meet those requirements for the FC Worker; howet/dre FRP is not available then the FC Worker ldmeed to
meet those requirements. The intensive home-brasadoring of the family is especially importantMBP cases as
the FC Worker must be able to monitor the famitgmafeturn home to assess whether the parent inasiteel from
services and is now providing a safe environmenttfe child(ren).

Summary:

The FC Workers primary responsibility is to firspfect the child and secondly to provide servicethée
family. From the time the child is placed in pditee custody, the FIA Foster Care Worker shouldnhaén regular
contact with the members of the multidisciplinaggm in order for the team to monitor progress anchdilate
recommendations to the Court. This is very impdria MBP cases because without informed decisibeshild’s
safety is at risk. MBP cases are very labor intenand require a considerable amount of contattt thie family and
the multidisciplinary team. Each case should lo&éd at individually with recommendations and diecis made based
on the specific dynamics of each case. MBP casetoa complex to apply generalities.

Commentary: MBP & ‘Systems’ in Michigan

This special issue of the MiPSAC Newsletter highiggthe complexities of MBP and the work of severaktitioners across the state
(most of whom are MiPSAC members) to distill anfinea system of evaluation, diagnosis, referral @aatment which is soon to be published as
a statewide guideline. A recurring theme is nopdfessionals who interact with MBP cases mudtrimvledgeable, experienced and thorough in
their work to protect the child and the family.efBrral has to experienced professionals been n@emied, yet the mechanisms, legalities, and
reimbursement for such systems does not yet exist.

Michigan has several strengths to build upon. €Cbitath Review Teams are active across the stdteame as a local and national
model for multidisciplinary review. Centers of edence for evaluation already exist, and expeitisevailable. Many communities have
constituted multidisciplinary teams to review cakeswn to CPS. Michigan FIA has created a ‘MedRakource System” which can provide case
review services for CPS workers. CPS has theltgis authority (and responsibility) to investigateses and has legal protections to facilitate
such community and professional reviews.

But where are the ‘systems’ of care? Michigan fagbehind states such as Florida and New Jergggh have regionalized teams and
requirements (and state funding) for CPS to usethe Kentucky, pediatricians work for the statedital Examiner. In Oregon, a formal
network of child advocacy centers cooperates t@ ladikids seen for concerns of ALL types of abaisé neglect. The list goes on and on of
potential ‘systems’ of evaluation and referral teanthe needs of children and families.

The time has come to formalize and fund such @sy# Michigan, not just for MBP, but for all typeschild maltreatment. Let's do
more than just provide training. | call on MiPSAGd its members to create such a system in Micthgamorking with each other, our state
government and the many people across our stateawlly care about children and the professiongpaase to child maltreatmentVincent J.
Palusci, MD MS, MSU / DeVos Children’s Hospital
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