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PRESIDENT'S CORNER

THE STATE OF MiPSAC

By Patricia Siegel, PhD, Children’s Hospital of Migan

The Michigan Professional Society on the Abuse of
Children (MIPSAC) is the state chapter affiliatetbé American =]
Professional society on the Abuse of Children (AEB$A
MIiPSAC was formed in 1995 and incorporated in 1996
several committed professionals from a varietyis€iglines that
accepted the challenge of improving Michigan’s oese to child
maltreatment.  Since it's formation seven years, adiPSAC
has continued to strive for improved methods opoesling to
child maltreatment, to foster networking, to be iaformation
resource for the media, legislators, and policymakand to
sponsor quality training for Michigan professionals

The MIPSAC Newsletter has been an excellent meshand increase communication and foster networking
among Michigan professionals involved with child ltreatment, with three special issues on Child @&xbuse,
Munchausen by Proxy Abuse, and Subpoenas and @ppdarances last year. The June 2003 issue dVtREAC
Newsletter will review relevant state legislativedapolicy issues that involve Michigan children aheé September
2003 issue will look at the special problems asged with responding to medical neglect.

In keeping with its mission, MiIPSAC collaboratestiwithe University of Michigan Medical School by
sponsoring a featured speaker at the annual Minh&jatewide Conference on Child Abuse and Negtedpsilanti.

This year, the conference is scheduled for Oct@®¥rand 2%, so be sure to save the dates. The annual general
meeting and election of the MiPSAC board is schediduring this conference and is an excellent dppay for new
members to introduce themselves, network, and becoare involved with MiPSAC projects.

Last year's president, Annamaria Church, M.D. faidrseveral workgroups to help focus and direct MiESA
efforts. A number of challenging goals were idiéadi during the brainstorming meetings of workgrauicommittees
but by years end, it became clear that time coimssrgprecluded the development of any definitivéicac plans. My
primary objective for MiPSAC is to isolate one aleand feasible goal from those identified last ydeat has the
potential of making a positive impact on Michigarkildren. Dr. Charles Enright has agreed to fed#i a group
session at the next board meeting that will hegniify one such goal. The initial phases of thigigion-making
process, known as Opportunity Mapping, are beisgudised on our listserve and all members are thtat@articipate.

My second goal for MiPSAC is to strengthen tieshwither organizations involved with child maltreatrh |
recently met with leaders of the Michigan PsychadabAssociation to discuss several options torimfdocal and state
officials of the best practices regarding for otats. We decided to develop a list of profesdi@x@erts on child
abuse in Michigan that would be willing to servecassultants to state legislators. Anyone willingoe added to this
list should contact me. Other groups | hope toatmfate with include the Family Independence Ageticy FIA
Medical Advisory Committee, Michigan’s Children,cahild Abuse Prevention Councils in each courfere is an
enormous amount of talent and experience in themgg and collectively we could be a powerful vdimeMichigan’s
children. It is with pride and humility that | agse the presidency of MiPSAC and look forward takirng with all of
you and thank you for your continued commitmentti®SAC and its mission.
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MIPSAC ANNOUNCEMENTS AND UPCOMING
MEETINGS

14" National Conference on Child Abuse and Neglect
March 31 — April 5, 2003 Saint Louis, MO
Office of Child Abuse and NegleBtcamissouri@earthlink.net

MiPSAC BOARD MEETING

April 11, 2003 12-3 PM (¥ Friday of even months)
Office of the Children’s Ombudsman, Lansing
Contact Harmonm@state.mi.us

7" Bi-Annual Child Maltreatment Conference
DeVos Children’s Hospital at Spectrum Health
April 22, 2003 Grand Rapids, Ml
Contact;_Tracy.Cyrus@Spectrum-Health.org

Supporting Policies for Families with Young Children:
Michigan at a Crossroad.

Sponsored by ARCAN and Prevent Child Abuse America
April 23, 2003, Lansing Center. (800)-CHILDREN

APSAC 11" Annual National Colloguium
July 23-26, 2003 Orlando, FL.
Tricia-williams@ouhsc.edu

7" MiPSAC Annual Meeting

Monday, October 20, 2003, 5-7 P.M.

Ypsilanti Marriott / 1275 Huron Street South
Ypsilanti, Ml 48197 Info: (734) 487-2000

1. Election of 2004 Officers & Board of Directors

2. Presentation of 2003 MiPSAC Child Advocate Aw

22°' Annual Michigan Statewide Conference

Michigan Professional Society on the Abuse of Children, Inc.
2003 MiPSAC Board of Directors

President; Patricia Siegel, PhD, Children’s Hodpmifa
Michigan, 3901 Beaubien, Detroit Ml 48201 (313574883

psiegel@dmc.org

Vice President: Elaine Pomeranz, MD, Universityvidthigan
Child Protection Team, Ann Arbor, MI
(734) 763-0215_pomeranz@umich.edu

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

Secretary: Leni Cowling, M.Ed. Bellaire, Ml
kizzi@torchlake.com

At-Large Board Members:

Kimberly Aiken, MD, University of Michigan

Annamaria Church, MD, DeVos Children’s Hospital

Julie Eastin, MA, University of Michigan

Charles Enright, JD MSW, Midland

Howard Fischer, MD, Children’s Hospital of Michigan
Collette Gushurst, MD, MSU Kalamazoo Ctr Medicaldes
Michael Harmon, BA, Michigan Ombudsman Office
Linda Hibst, RN, Battle Creek

Mary Smyth MD, William Beaumont Hospital

Kimberly Steed, MSW, MSU Chance at Childhood Paogr
Frank Vandervort, JD, University of Michigan Lawtsol
Steven Yager, Honorary Member

Lu DeLoach, RN, Honorary Member

Newsletter Editors: Leni Cowling & Vince Palusci

MiPSAC was founded in 1995 and incorporated in 1996 as a
Michigan non-profit 501(C)3 state chapter of APSAC.

The comments expressed in this newsletter reflect the views of
the author(s) and do not necessarily represent the views of
MiPSAC or the American Professional Association on the

Ahiieant Childean (ADCAMN

on Abuse and Neglect

October 20-21, 2003, Ypsilanti, Ml
University of Michigan (734) 763-021&smi@umich.edu

15" ISPCAN International Congress on Child Abuse

and Neglect
September 19-22, 2004 Brisbane, Australia

ISPCAN2004@icms.com.au

MiPSAC’s Goals
* To bring together professionals working in
the area of child maltreatment
* To foster networking
* To be an information resource
» To sponsor quality training

In this issue of the MIPSAC Newsletter..

Page 1. The State of MiPSA®y Patricia Siegel, PhD
PagE 3. Legal Issueby Frank Vandervort, JD
Pages 4-7.......ccoeeeeene.n. Summaries from San Diego, by Hosvgischer, MD and Elaine Pomeranz, MO
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LEGAL ISSUES

New Court Rules Won't Help Children

Frank E. Vandervort, J.D.
University of Michigan
The Michigan Supreme Court recently adopted their disclosures, such as removal from their faraid

new rules for handling child protection cases.
Unfortunately some of these rules are hostile titddn
and have the potential to seriously damage theityui
decision-making in abuse and neglect cases.

Courts must apply the rules beginning May 1. Of
particular concern is the rule regarding changesht®
tender years exception to the hearsay rule.

The Michigan Rules of Evidence prohibit the use
of hearsay in a trial. Hearsay is a statement noadiside
the courtroom that is offered to prove the facedass in
the statement. There are at least 24 specific amd o
general exception to the rule against hearsay. @rbe
specific exceptions relates to children of tendearsg. It
permits a statement made by a child under 10-y&faage
describing an act of abuse perpetrated upon the hbe
admitted into evidence if the circumstances undeickv
the child made the statement provide adequateatidits

placement with strangers. But the new rules fossro
examination do not take account of these well-known
empirically supported reasons. Rather, the rulempe
a child victim to be intimidated into recanting atie:n
to be called a liar in court because of that resizon in
precisely the same manner as an adult charged with
committing bank fraud. In short, in fashioning derto
ensure fairness, the Court has ignored the reaflityhy
children make inconsistent statements about
maltreatment.

The second way in which the new rules are
hostile to children is that, if the tender yeaneig used
to admit the child’s statements describing maltresut,
any inconsistent statement the child made may be
admitted using the same trustworthiness test as the
child’s statement describing the maltreatment. &/bih
the surface this seems fair, it ignores the reabty

that the statement is trustworthy. Michigan law has children’s statements describing abuse and neglect.

permitted such statements to be admitted for maaysy

and it has helped ameliorate the need for childien
endure the trauma of directly confronting their sdmg in

the courtroom.

Because there are objective means to verify a 'shild
statement describing maltreatment, such as physical
injuries to the child, behaviors consistent withvihg
been victimized, descriptions of when, where ana ho

The basic requirements of this rule have not the abuse took place, a child’'s statement desgribin

changedTwo important provisions, with the potential for

abuse is frequently accompanied by independent

harming children and misleading courts, have beenindicators that he or she was abused. Indeed, defor

altered. First, when a child testifies, the chidchde cross-
examined by use of any statement that the childnede

denying maltreatment. The purpose of this new rule,

according to the Committee that drafted the ruteta

ensure fairness. Everyone recognizes the needitoess
in our legal system. If an adult makes statemdrds dre

inconsistent with the statements she or he makethen
witness stand, he or she may be questioned reggatiokén
inconsistencies. But is this really fair?

these amendments, a person offering a child’s tende
years hearsay statement describing maltreatment was
required to offer such “corroboration” before theld's
hearsay statement could be admitted. This corrdiobora
requirement has been eliminated. More importantly,
denials contain no independent indicators of their
truthfulness. The Family Independence Agency
recognizes this point, and its policy prohibits & P
worker from closing a case simply because a clald s

Children sometimes make inconsistent statementshe or she was not maltreated.

about having suffered abuse or neglect. This hapfmma
number of reasons: fear, threats by the perpetr#ber
devastating consequences they have suffered asika 0é

In its asserted effort to ensure fairness, the
Michigan Supreme Court has only assured that amldr
will be treated with none.

Join the MIPSAC member email listserv (sponsoretiMayne State University
by contacting Vince Palusci at
Vincent.Palusci@Spectrum-Health.org

N’

or leave a message for MiPSAC at (616) 391-2297
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Summaries from San Diego

By Howard Fischer, M.D.  and Elaine Pomeranz, M.D.
Children’s Hospital of Michigan  University of Michigan

The following are summaries of selected sessioftseat ' Annual San Diego Conference on Child
and Family Maltreatment, February 3 — 7, 2003.

Connections Between Child Maltreatment, Youth ingle, and Adult Domestic Violence.
By Jeffrey L. Edelson, Ph.D.

Edelson started by pointing out that it has becamk-known that families in which domestic violence
(DV) occurs have a significant (~ 30 — 77%) ratelufd maltreatment, and vice versa. However, the
relationship of youth violence (not only gang aityivto DV and to child abuse and neglect (CAN) baty
recently been explored. He then listed risk factord protective factors for these 3 types of viblehavior.

For child abuse and neglect, these are 1) PerpeRak Factors: poverty; parenting skill defidagck
of knowledge of child development; mental healtbigpems; childhood victimization. 2) Family Risk Fars:
social isolation; family dysfunction; lack of commity resources. CAN Perpetrator Protective Fadtarside:
supportive partners, high school education or higlagility to access services; positive attituttegard
parenting. CAN Family Protective Factors are: sufp® social network and presence of community
resources.

For youth violence (YV) there are also 1) Perpetr&isk Factors: peer rejection; involvement with
deviant peers; disintegration of bond with schémk frustration tolerance; low self-control. 2) Comnity
Risk Factors: high levels of violence; lack of commity resources. YV protective factors are: stréamily
functioning and positive peer and neighborhoodofisct

For DV these factors are 1) Perpetrator Risk Factdrildhood exposure to DV; being young and male;
use of severe verbal abuse; general use of viglemcer — or unemployment. 2) Family Risk Factarale
dominant family with lower status employment; ecomodependence of women; isolation; lower incomé. D
protective factors are described only as “absehcslofactors”.

Strategies for prevention, by category, are:

A. Preventing CAN: Home visitation — parent educatjerent support groups; child assault prevention
programs; public awareness and education.

B. Preventing YV: Peer group interventions; teacha&intng; community policing and ownership. The value
of psychopharmacological intervention is uncledrerE is no literature support for mentoring, inte@s
psychotherapy, or casework.

C. Preventing DV: Edelson ended with an appeal toarebers in the 3 varieties of interpersonal vioketw
communicate across disciplinary lines and get sawereness of the others’ literature. Websites for
information on the 3 types of violence incluge/w.mincava.umn.edwww.vaw.umn.edy
www.thegreenbook.info

--Howard Fischer, MD
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Summaries from San Diego

Biochemical Markers of Brain Injury: What Are Thagd What Can They Tell Us?
By Rachel P. Berger, M.D., MPH and Mary Clyde Péenl.D.

The presenters started by describing how traurbadii injury (TBI) is an important cause of
morbidity and mortality in children. Every 12 miesta child in the U.S. dies from TBI. In one y&f0,000
children are seen in Emergency Departments beadud®l, and 250,000 are admitted to the hospit8l dan
be a result of a fall, motor vehicle collision (6@8fure adolescents, 20% involve children < 4 yedd3,
pedestrian-car collisions, bicycle-related injuriasd inflicted TBI (I-TBI)

Inflicted TBI is the leading cause of TBI deathcimildren < 1 year old. There are more than 1,00BII-
deaths in infants/year. American children haveld Q0 risk of I-TBI by 1 year of age. TBI costs sigiover
$20 billion yearly. It costs $1 million to provideyears’ care for a child in a vegetative state.

The diagnosis of I-TBI is difficult because thetbry is often falsified and symptoms may be
nonspecific. Physical examination may be unrevgadinnonspecific as well. They cite a recent stidéyny et
al, 1999) showing that 1/3 of patients with I-TBéanisdiagnosed, and about 1/3 of these are semt hod
re-injured. Many I-TBI deaths could be preventethvidetter diagnostic techniques. One way to imptbise
situation would be to identify the brain’s biochealiresponse to TBI to help identify I-TBI, espdigian its
subtle form.

Biochemical markers of injury are used to aid d@gis in many organ systems, e.g. Heart - CPK-MB
band and C-troponin; Liver — liver enzymes; Paasre amylase, lipase; Muscle — CPK-MM, myoglobin. A
biochemical marker of injury would allow quantitaievaluation of injury, allow outcome to be préed; and
improve our understanding of the injuries. A marta@rmarkers) for brain injury would ideally haveste
characteristics: 1) high specificity for brain inju2) high sensitivity for brain injury; 3) rapappearance after
injury; 4) a time-locked sequence with injury; 8pid and immediate testing available.They therflgrie
discussed quinolinic acid and glutamate, excitaémmno acids which are increased in the CSF (cerspinal
fluid) after severe TBI in children. Next, they tsed on their own work with 2 biochemical markensnd in
the CSF after TBI, neuron-specific enolase (NSH) @iotein S100B:

1. NSE is a glycolytic enzyme located primarily in theuronal cytoplasm. In adults, CSF concentration o
NSE increases with a variety of neurologic disasdBISE is found in the CSF and serum of adults afte
TBI. Berger and Pierce described their work lookah @ SF levels of NSE in infants and children aftBt.
They found elevated levels of CSF NSE after TBhdidition, they noted, consistently, 2 peaks of CSF
NSE concentration after I-TBI.

2. Protein S100B is a calcium-binding protein localize astroglial (supporting) brain cells. Its fupatis
not well understood, but it too is found in CSFeafiBl. S100B concentrations in CSF are also eézl/at
after TBI in children. There was also some corretabf CSF S100B levels and severity of injury, as
measured by Glasgow Coma Score.

These researchers have also shown increases in BiSg and S100B after TBI. Serum testing may
turn out to be a fairly simple way to screen fdracranial injury after trauma, and to identify oltd-TBI in
selected patients. Serum screening tests for thegechemical markers are being commercially dgweio

--Howard Fischer, MD
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Summaries from San Diego

Report from the NACHRI breakfast meeting at the Bago Conference on Child and Family Maltreatment

NACHRI, which stands for the National AssociatidrGhildren’s Hospitals and Related Institutions,
sponsored a breakfast meeting on FebruitpBliscuss their efforts to support programs lier prevention
and treatment of child abuse and neglect acrossailvetry. Those of us fortunate enough to atteadew
addressed by their head of public relations anthely Washington, D.C. lobbyist. In addition, tflebyist for
the AAP attended and participated in the ensuisgusision.

In 2001, NACHRI's Board of Trustees voted to makédcabuse and neglect a legislative advocacy ipyior
Their stated rationale for doing so is that chitdsenospitals are often already at the frontlinkedealing with
this problem through multidisciplinary teams andeegency care of children, as well as in their cdre
medically fragile children at higher risk of abws®l neglect. They state that “With an exclusivaifoin
pediatrics, missions of striving to serve all cheld, and a commitment to family-centered care” thaye
“unique expertise in both prevention and treatmeiirthermore, “a number of children’s hospitdtodave
become leaders in research in identification, diggs) treatment and prevention of abuse and néglect

The Association therefore undertook a survey dfichin’s hospitals’ child abuse programs in 2001 and
concluded that costs are not recovered, that @mldhospitals heavily subsidize these programgiaedt is
very difficult for many of the hospitals to calctdahe costs associated with their child abuserpros.

In a search for solutions to this funding probl&ACHRI profiled 2 different successful models fantling
child abuse services: the New Jersey approachhatdised at he Arnold Palmer Hospital for Childzed
Women in Orlando, Florida. Summary reports of haéne distributed and discussed.

The New Jersey program is spearheaded by Dr. Mairiel and is a network of 4 regional child abuse
diagnostic and treatment centers. After 10 yebvgook by child advocates, the New Jersey legistatu
approved the appropriation of $2 million/year todigtributed among the four sites to cover staferbead
and equipment. This is augmented with fee-forisergontracts that each regional center has with Ne
Jersey’s Department of Youth and Family Servicesotcer forensic medical examinations, mental health
services and expert testimony. These contractgeriom $250,000 to $500,000/year. It was poimeito
legislators that when the long-term public heatibts associated with child abuse and neglect arsidered,
this multi-million dollar cost per year seems veggsonable.

The Florida program profiled is one that is focusadorevention and is the result of teamwork betwee
Orlando Regional Healthcare and Arnold Palmer HaspHealthy Families Orange is a voluntary home
visiting program offered to families with newboralies residing in areas of Orange County with igbdst
rates of child abuse. It has had dramatic resuitsducing the incidence of child abuse in thasiéservices
in the first five years of the program. A coalitiof statewide advocacy organizations has secuegéiiment
of Children and Families funding for such localgnams. Healthy Families Orlando’s 2001-2002 budget
totaled $2.3 million and came from multiple sources

Other models of successful funding around the egumére also briefly discussed at the meeting. The
NACHRI public relations group supplied a list ofhwees they already provide to support membergéirt
endeavors to prevent and treat child abuse anéctegrhe NACHRI lobbyist discussed the challeragesvell
as the importance of fighting for national fundwfgorograms such as those profiled. Both he aadA\#hP
lobbyist vowed to work toward the goal of obtainimgding for programs to prevent and treat childssband
neglect on the national level. Please contact menairanz@umich.edior course materials or further
information about NACHRI. —Elaine Pomeranz, MD
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Summaries from San Diego

Infant Death Investigations by the Coroner

by Leslie C. Meader, Senior Deputy Coroner, Oradgenty (California) Sheriff-Coroner
Presented at the San Diego Conference on Childrandly Maltreatment, February 6, 2003

Three components of a coroner’s investigation waatified as postmortem examination, scene
investigation and review of clinical history.

The speaker included full body x-rays in all cheld 2 years of age or less, a complete autopsy and
toxicological screen as necessary elements ofdermriem exam. (Audience participants asked witnere-
rays were obtained and she apparently has theraguipto do them in her facility. This is not true
everywhere, but hospital facilities can be use@tise.)

In Orange County, all unexpected child death ingatibns include checking the child abuse regiatrg
running criminal checks on the parents, regardié$®w the deaths are initially thought to occilihe child’s
medical history is also reviewed.

Death scene investigation discussion included warilbustrative cases in which transport of thddhi
from the scene to be pronounced dead at a hospitgplicated the investigation. These examplesided
transport within the first couple of hours intenfey with lividity that would otherwise have claefil the
position the child was in at the time of deathkdwise, if medical intervention and transport ocouce rigor
mortis has set in, the rigor is broken and infoioratbout the time of death is lost. In additid@ms such as
the bedding, baby’s clothing, last bottle, etcn ba lost during the transport process.

One of the cases presented to illustrate the irapoet of the death scene investigation was that of a
infant with large quantities of a white powdery stamce found in his lungs. At the home, baby powdses
found in a large area of the floor identified aseventhe car seat holding the baby had been locatedt
investigation eventually led to the discovery tiegt parents would spray a little baby powder inldaby’s face
to stop his crying. The pre-school sibling theedrthe same thing, using the whole bottle of balwder,
resulting in death by aspiration.

Some of this presentation was also devoted to sisson of SIDS and concluding once again that SES i
a diagnosis of exclusion and that the only diffeeehetween diagnosing SIDS and suffocation is #ession
or an investigation.

Shaken Baby Syndrome and Munchausen by Proxy usreeviewed in this talk, which was presented
well for a multi-disciplinary audience despite kgiisted on the law enforcement track.

Time was spent on how variable the cause of des#dlcan be under the same circumstances but with
different personnel and equipment used in the tigason. This then complicates our ability tockdatal
child abuse, one of the points of lively discussathe end of the session.

Although this presentation did not cover any nexejteng breakthroughs, | found it valuable to learhat
standards are being set for death scene mvesingarn thls natlonal and mternatlonal venue. nliyave could

REMINDEF\’I
Please renew your annual membership to APSAC.
You must have APSAC membership to be a member of MiPSAC.
Part of you dues to APSAC pays for MiPSAC membership automatically!

American Professional Society on the Abuse of Children
C/O Gethsemani Center
2449 Beacon Street
Charleston, S.C. 29405
Phone: (843)744-6901 Fax (843) 744-7188
Membership info: gethesemani@comcast.net, www.apsac.org

MiPSAC Newsletter, page 7



MIPSAC 2003 Child Advocate Award

MIPSAC is currently seeking nominations for the 2003 Child Advocate Award. The award will
be presented in October 2003, at the Annual Statewide Child Maltreatment Conference, in Ypsilanti.

ELIGIBILITY

Nominees should be individuals who have made substantial contributions to practice relevant to
child maltreatment/welfare and who have demonstrated the potential to continue such contributions.
Nominees need not be current members of MIPSAC and can be from any discipline/level of service.
Ideas for potential nominees include CPS workers, law enforcement, judges, individuals in the
medical field, volunteers, attorneys, foster care workers, and social workers.

TO NOMINATE, Send 2 copies of:

1) A cover letter outlining the nominee's accomplishments to date and
anticipated future contributions. This letter should describe the
nominee's major accomplishments related to the field of child
maltreatment and how the nominee's work has had an impact on the
field;

2) The nominee's current curriculum vitae;
3) Two letters of support; and
4) If possible, other relevant supporting material, as appropriate
NOMINATION DEADLINE: Postmarked by June 1, 2003.
SEND NOMINATIONS OR DIRECT QUESTIONS TO: Rosalynn Bliss, MSW, CSW

Child Protection Team, DeVos Children’s Hospital, 100 Michigan Street NE, Mail Code 178
Grand Rapids, MI 49503, or (616) 391-3834.

Website resources for information on child maltreat ment, local and
national organizations, statistics, legislative upd ates and

prevention
by Rosalynn Bliss
www.apsac.org www.michiganschildren.org www.michigan.gov/fia
www.childtrauma.org www.firststar.org www.nhationalcalltoaction.com
www.preventchildabuse.org www.cwla.org www.childrensdefense.org
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