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PRESIDENT'S CORNER

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

As my term as President of MiPSAC draws to an émayuld like to share with you some of the develemts and activities of the past
year. As you may recall my primary objective foff8AC in 2003 was to identify one clear and feasdnal that would make a positive impact on
Michigan’s children. Over the course of severaktimgs Charlie Enright facilitated our discussiosgg the Pareto Method that resulted in a
consensus that the goal for the MiPSAC Board ird28Qo develop training modules to educate/traofgssionals who work in Michigan to know
how to prevent, identify, and treat victims of maditment. At our last meeting in December the Bedl develop an action plan that will target
one training area of focus as well as identify whlb prepare the training materials and how, whad ahere the training will be implemented.
There is a wealth of talent and experience withenMiPSAC membership and | would like to invite lea¢ you to participate in these training
programs during the planning stages as well asifjoihe actual training workshops as they are saleeld The easiest way to get involved is by
making your interest known in a message on the M{® 8stserve.

My second goal for MiPSAC was to strengthen tiethwther organizations in Michigan involved withildrmaltreatment. We have
made real progress in this effort. First, Lynnerfit@z, Director of the Ombudsman Office, has baending all of the MiPSAC Board meetings
and was recently elected as an honorary board nreriidelcome Lynne! Second, we have met with NanBtwler, Director of the Family
Independence Agency (FIA) and she has agreed tincento meet with us and to collaborate in devielopnultidisciplinary regional assessment
centers throughout Michigan. Third, Nancy Skufte, hew Director of the Michigan Chapter of the Natil Children’s Alliance gave an
interesting and helpful overview of the Childrersdssment Centers in Michigan at the MiPSAC Annueétihg in October. Nancy has expressed
a willingness to attend future meetings with Mswier to facilitate collaboration and integrationgaftential new regional assessment centers with
the eleven that already exist. Finally, we havenbguccessful in expanding involvement in MiPSA@frboth the legal and law enforcement
professions. One new member, Deborah McKelvy, ar@an Ad Litem in Oakland County, wrote an artifdethis issue of the MiPSAC
Newsletter. We have not yet met, but Elizabethdllona detective at the Lansing Police Departmienpes to attend our December meeting.
Welcome Deborah and Elizabeth.

As is MiPSAC's tradition, we sponsored one guesigpr at the Annual Michigan Statewide Conferenc€bild Abuse and Neglect.
This year we sponsored keynote speaker, John EBeRers, JD, Professor of Law at McGeorge Schodlavf at the University of the Pacific in
Sacramento, California, who gave an interestingiafadmative history of child protection in AmericAnother MiPSAC tradition is to honor one
Michiganian whose dedication and professional fd@ms made a significant impact on improving th@oese to children who have been abused
and neglected. It was my pleasure to present@98 Ray Helfer Child Advocate Award to James A. iieRh.D., an Associate Professor in the
School of Social Work at Western Michigan UniversiCongratulations Dr. Henry for all you do ftwetchildren in our state.

This years MiPSAC Newsletter has provided practical important information to the membership aBdiRSAC and APSAC, law and
policy, medical neglect, and prevention. A warmrtk you to all contributors and guest editors whweegso generously of their time and expertise.
Finally, | want to thank all of you for the opponity to serve as your President. MiPSAC is a \sgrgcial organization with a talented and
dedicated membership and it has been a pleaswerkowith you. | wish each of you a happy holidaason and a healthy, happy, and successful
New Year.

In this Special Issue on Prevention (with GuestiEd Ms. Deborah Strong).

Pages 2 .. MiPSAC Annoaaments & Upcoming Meetings
Page 3....... Defining Prevention in Human Services, @réones & MI Prevention Citizen’s Review Panel
Page5.............. CTF Shaken Baby Prevention Programdage, by Rosalynn Bliss and Wilma Zeemering
Page 7. Children’s Safety & Mental Hé&a: What Works, by Steven Ondersma
Page 9...........ceieiiiiiiiiiiiiee e oo Lawyer Guardians ad LitemnOrrial, by Deborah McKelvy
Page 10. ... e e e e s e ... BOOK ReView, by Leni Cowling
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MIPSAC ANNOUNCEMENTS AND UPCOMING MEETINGS

San Diego Child Maltreatment Conference

January 26-30, 2004, San Diego Children’s Hospital
APSAC Pre-conference Institutes, January 26, 2004
www.chadwickcenter.org

MiPSAC Board Meeting (Next Meeting- February 13

2" Friday, even months, 12 noon — 2 PM
Harmonm@michigan.gov
Michigan Children’s Ombudsman’s Office, Lansing

20" National Symposium on Child Abuse
National Children’s Advocacy Center, Huntsville, AL
March 16-19, 2004ngrundy@nationalcac.org

FIA Physicians Child Abuse Conference
Holland MI, May 18-19, 2004hofstrah@michigan.gor

University of New Hampshire, Victimization of
Children and Youth Conference July 11-14, 2004,
Portsmouth, NH www.unh.edu/frl

APSAC 12" Annual National Colloguium
August 4-7, 2004 Hollywood, FL.
Tricia-Williams@ouhsc.edu

15" ISPCAN International Congress on Child Abuse
and NeglectSeptember 19-22, 2004 Brisbane, Austr
ISPCAN2004@icms.com.au

DeVos Children’s Hospital 8" Biannual Child

Michigan Professional Society on the Abuse of GaildInc.
2003 MiPSAC Board of Directors

President: Patricia Siegel, PhD, Children’s Hosmifa
Michigan, 3901 Beaubien, Detroit Ml 48201 (313p74B83

psiegel@dmc.org

Vice President: Elaine Pomeranz, MD, Universit\b€higan
Child Protection Team, Ann Arbor, Ml
(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 PhD, 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 Lawidol
Honorary Members: Steve Yager, Lu DeLoach, RN

Newsletter Editors: Leni Cowling & Vince Palusci
Guest Editor: Ms. Deborah Strong, Michigan ChifdseTrust|
Fund

MiPSAC was founded in 1995 and incorporated in 1896
the Michigan non-profit 501(C)3 state chapter ofS¥.

The comments expressed in this newsletter reflectiews of
the author(s) and do not necessarily represenvibes of
MiPSAC or the American Professional Associatiorifan
Abuse of Children. (APSAC).

Maltreatment Conference
October 5, 2004 Grand Rapids, Ml
Tracy.Cyrus@spectrum-health .org

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
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Defining Prevention in Human Services

Children's Trust Fund Citizens Review Panel
Prevention Definition Subcommittee
By Greg Jones & Stephen Thomas, Jr., Co-Chairs

Background:

The Citizen's Review Panel on Prevention determihatla major barrier to a comprehensive approach t
prevention services in Michigan was the lack obmmon language for developing preventive approaches
Although the original charge was to review effddgrevent child abuse and neglect, the Subcomenitte
quickly concluded that a common definition of pretten was needed to facilitate coordination of ergiwe
efforts across disciplines and agencies. A comnadimition can help bridge the gaps between thescbfit
systems and disciplines working with children (etige public schools, public health, social serviaad
churches) and help communities develop a moreteféetange of responses to the needs of families.

The Subcommittee reviewed a range of preventiomitiens that are currently in state law and paliag well
as definitions from other states. It decided tomrearate the major components of a definition of preon,
and to use those components to develop:

* A generic definition of prevention; and

» Sub-definitions that relate to three major areashdtl development: (1) child safety; (2) child liba
and (3) early childhood education and care.

Components of the Definition of Prevention:
|. Prevention should he broadly defined to encounaggrdisciplinary and community-wide efforts:
* The causes of child abuse and neglect are comgheikstrategies to prevent child maltreatment will
need to address the social and economic contextiich it occurs.
* A broad definition can encourage interdepartmecaatdination in developing services for children
and families by ensuring a common language and/tcellapproach.
» Communities need to agree on a definition of prawearto craft community-wide efforts to improve
outcomes for children and families.
» A broad definition must recognize the role of btite public and private sectors.

2. The definition of prevention should recognize teedchfor a continuum of services or initiatives risug
from the promotion of child and family well-beirgthe protection of children from further harm.

* Children and families need a continuum of educati@mnd direct services ranging from the general
promotion of healthy lifestyles and good parenshkiils, to treatment and rehabilitation.

» Traditionally, the public sector assumed respofisilfor treatment an rehabilitation services by
intervening only when behavior was serious enooghreaten public safety or health. More recently,
there has been growing interest in prevention eistarcity of public funds has restricted the
reallocation from treatment to prevention.

» Service definitions are not standardized, and wetations for any single child or family do not alga
fall exclusively into one part of the continuum.rfexample, some families with substantiated child
abuse and neglect can receive both mandatory teegtervices and voluntary prevention services that
connect them to needed supports after the casesisdc
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3. The definition should describe the differentlsof prevention.
* The most commonly adopted categories of preveseveices have been borrowed fromthe public
health model. They include:

Primary preventionPrograms and services that are designed to stdybens before they start. Primary
prevention services are voluntary and aimed atjémeral public, or at entire population groups aith
identifiable risk factors. The services are avdddb the general public or large groups, and tst per
individual is generally low.

Examples of primary prevention include:

X prenatal care

X childhood immunization

X parent education programs
X public awareness campaigns

Secondary preventioisecondary prevention services are voluntary anédat families and children with
documented risk factors. Secondary prevention sesvare designed to lower or counter identifiaisle r
factors, and prevent negative behaviors or harra.seEnvices are available to smaller, targeted grang the
cost per individual is increased.

Examples of secondary prevention include:
home visitation programs

preschool programs for at-risk children
EPSDT health screenings

outreach programs

X X X X

A Proposed Definition of Prevention

Prevention services and programs are part of amramh of supports, services and interventions phatote
child and family well-being. The goals of prevemtiservices are to:

(1) promote social, emotional, physical and intgli@l growth in children and their families;

(2) reduce the incidence or severity of risk fagtibrat are associated with negative outcomes ftgreh and
their families, or;

(3) eliminate or limit harm to children and famdi¢hat have experienced serious emotional, physical
educational, safety or health problems.

Prevention programs and services operate at tvatdev

1. Primary Preventiarprograms and services to promote the optimalldpweent of all children.
2. Secondary Preventioprograms and services to support families anldliegm with identified
risks for poor social, emotional, physical and lietsual outcomes.

Prevention program are designed to promote (taijmevention definition for each domain):
» child and family safety (child abuse and neglerdlence prevention, public safety)
» child and family health (primary health care, he&tlucation, etc.)
» optimal child development and education (child caeegly education services, etc.).
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Becondary Prevention

Secondary Prevention

Murmber of Children & Families Served Dollars Allocated for Services

While primary prevention programs serve a largetipo of the population, these types of servicegine
minimal funding. On the other hand, tertiary pragsaserve a small number of individuals and famileeg
require large amounts of funding.

CTF Funded Shaken Baby Prevention Program

Completes Demonstration Year

By Rosalynn Bliss MSW CSW, DeVos Children’s Hosbita
& Wilma Zeemering RN, BASpectrum Health.

We are pleased to provide this report of our atgigiin the first demonstration year of the ShaBahy Syndrome

Prevention Program at DeVos Children’s Hospitédpectrum Health. This report summarizes informataorthe entire

year (October 1, 2002 — September 30, 2003). Thgram is thriving and we look forward to continugdacess. The

direct one-on-one education offered by nursing stepparents before discharge from the hospitarafte birth of their

child includes:

1. The Nurse discussing the dangers of shaking a Wwéhythe parent(s)

2. Setting up the video “Portrait of Promise: Prevegitthaken Baby Syndrome” in English or Spanishtfer
parent(s) to view

3. Offering solutions to deal in an appropriate manmigh the frustrations of caring for an infant

4. Providing pamphlets on the dangers of shaking & bat can be shared with other caregivers

5. Parents completing the initial contact form ackrexging the dangers of shaking a baby and givingemiconsent
for a follow-up telephone contact
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Outcome Data for First Year

There were a total of 8111 births at Spectrum Hefatim Oct. 1, 2002 — September 30, 2003, of wH2h4
families were educated about the dangers of SBE3880 families participated in the program. 398@ifies were
educated about the dangers of shaking a baby (48t %fiths at both campuses). Of these, 2364
husbands/significant others were present and 28#4#iés consented to a follow-up telephone ca months.
The participation rate for the year reflects therent high rate as compared to the low participatate during
program implementation. The participation ratetfa@ year is 66% of target and 48.45% of all birtkiecting the
small numbers of families participating in the firwo quarters during implementation.

3783 (96.2%) of the participating parents indicadadhe consent form that the information theyredrwas
helpful, although most (94%) had already heard isigakas dangerous.

3717 (85%) of parents completing the initial cohfacm indicated that they have learned at leasttechnique to
avoid shaking their baby and 97.4% would recomntbadnformation for new parents.

342 telephone follow-up surveys were attemptedlsBidfamilies were successfully contacted. Theselies had
infants born during the first two quarters of thegram, with births through February 28, 2003.afgk proportion
of calls resulted in “No answer” or were connedtetWrong numbers” or families had moved. Paremtse asked
several questions to determine whether SBS infoomgiresented was retained and whether they remrechbe
specific parts of the program. Specific respong&® obtained regarding the health of their infaritether they
had shared information about the program and thgeta of shaking, and their assessment of theiative
experience with the program. No families reporteat their infant had suffered from SBS since birfihost (85%)
remembered the nurse presenting the informatidiy, @membered signing the form, and 88% remembéeed t
video 9 months later. Three-quarters remembeimgdte information and over half (52%) had shatex
information with others since leaving the hospitall had a positive overall experience with thegnam, with
most (73%) responding “very positive” and 27% regfing “positive.” There were no “negative” or “yer
negative” responses.

Members of the health care team were surveyed dbeutknowledge of Shaken Baby Syndrome and ttainfort
with presenting the information to new parentso@ér 300 surveys distributed, 73 were returned (2df4rn rate).
Most (76%) had received an inservice lecture ambidnavided the program for 1-20 parents per wes6 of
nurses found the information and training help83% think all new parents should receive SBS edutaB0%
learned a new strategy to respond to infant cryangl, 38% learned a new strategy for coping. Olemalst nurses
rated the program as "very effective” or “somewsih¢ctive”. Of the potential challenges to prowiglithe
program, “lack of time”, “lack of patient accessich*added documentation” affected the program ‘domes’ or
‘usually’. “Personal discomfort,” “lack of traingn” and “lack of support” from supervisors and gregram were
noted less frequently. Despite efforts at prowgdildeos and materials in more than one langudgegtiage”
remained a barrier ‘sometimes.’ In addition togdisic/Latino families, we care for families fronhet cultures,
including Bosnian, Korean and Vietnamese.

The Program Consultant and Nurse Coordinator fatéid seven Shaken Baby Syndrome Prevention Program
presentations for 107 nurses and the community.

There were no infants admitted to DeVos Childré#ospital with SBS among families who had receivesl t
program. During the 8 years prior to beginning $f&S program, there were an average 5.9 admissengepr to
DeVos Children’s Hospital for children less thapears of age with a medical diagnosis of SBS. #44%ese
were children from Kent County, the remaining 56%revfor children from the other 12 West MichigaruGties
(Allegan, Barry, lonia, Lake, Mason, Mecosta, Matte, Muskegon, Newaygo, Oceana, Osceola, Ottawa). J
over one-fourth (28%) were born at Spectrum HeRlitierworth or Blodgett campuses.

The overall rate for children with SBS during thvéop8 years before the program was 6.1 per 100¢d@@ren ages
under 5 years. The moving three-year averagesagid of 2002 was 6.6 per 100,000. During thé¢ $irmonths of
2003, the rate has been 4.2 (annualized = 5.6¢€eFuurths of the DeVos Children’s Hospital patienave been
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infants less than 1 year of age, similar to pulelishational reports. While the precise inciderfc8BS has not
been established nationally, a conservative estimi20 per 100,000 among infants has been repojiedding an
estimated 26 SBS cases annually among Michigant®f2000 infant population 132,361) and 3-4 SB&san
West Michigan infants (estimated 2000 infant popaial8,876), with 5 cases overall among childréryears.
While we cannot be sure that all children with S&&e been admitted to our institution (some chiidray die
before coming to the hospital or go to other in$tins), the numbers seen are comparable with ghdydi estimates.

Future Plansin the future, the program will continue at DeVdsil@ren’s Hospital but the focus will more heavily
include collaborating and working with other hoafstlocally and throughout Michigan to develop samprograms.
The Program Consultant and Nurse Coordinator adesteoutreach letter and binder of materials thatle sent to OB
Managers and Supervisors at area hospitals. &ties provides a description of the SBS Preverfdimygram, offers
training and orientation to staff members, andrsfRupport in developing and implementing a sinplagram at their
hospital. Hospitals who are interested in begigrarprogram will be provided a binder start-upthkét contains all of
the materials, forms, documents, and resourceseddgedegin the program. The Nurse Coordinattirtian act as a
trainer and consultant throughout implementatioRlease contact Rosalynn Bliss MSW, CSW at (698)3334 for
further information.

Children’s Safety and Mental Health:
What Works?

Steven J. Ondersma, PhD
Wayne State University

Resources with which to prevent and/or treat childse and neglect are precious and limited. Tdresewhat little we
have must be put to the best use possible. Myigdhls brief article is to outline the researehtbe efficacy of mental health
interventions for children generally, including #eofocused on child maltreatment. First, | withyide a brief review of available
research regarding mental health treatment. Secdavill provide a description of effective treatmeypes, with recommendations
regarding when each approach is indicated.

What does research say about the effectiveness oéntal health treatment for children?

It is crucial to begin this discussion with a red®n that not all mental health services are effectin fact, just as with medications
or other medical interventions, some such senacesot effective or can even make things worsefottunately, however, there is
no Food and Drug Administration for mental heatdatments; they can be presented, changed, ortedranhwill without permission
from any governing body. This is why it is so imamt that therapists, policy makers, and advodagesp to date on the most recent
research regarding what is best for children amtlies.

Empirically-supported interventions are those that: (1y@not counter-indicated by rigorous, peer-reviewesearch; (2) are
justified based on rigorous, peer-reviewed reseactl (3) have quantifiable outcomes. This mefinss, that studies have been
conducted to evaluate that particular interventaond that the results of those studies have appéaseientific journals in which
other scientists have had the opportunity to stizgithe study’'s methods and conclusions. Jusitasilocumentation in the child
welfare field—where if the documentation is notrtheghe event never occurred—if a study does npéapin a peer-reviewed
journal, for most intents and purposes it simplyaréehappened. This also means that the evideraiesi@ particular intervention, if
any, is outweighed by the evidence in support af thtervention (and not vice-versa). Finallysthieans that progress using a given
therapeutic approach must be measurable in antolgenanner.A great deal of research has examimeeéffectiveness of mental
health interventions for children. The resultsha$ research can be summarized in the followingpi@nts:

1. Treatment, at best, has a moderate eff&iten under the best of circumstances, mentédtthieaatment will on average lead to
some improvements in some treated individuals. s&lehanges, however, are of sufficient size to nraetment important for
those with clear mental health issues.

2. Manualized and structured treatments are more #ffec Improvement is more likely when treatment isyided according to a
proven manual, than when a therapist uses “eclemtianstructured approaches.

3. Caregiver training is the best treatment for undentrolled behavior for children 12 and youngd®?lay therapy and other
individual approaches are neffective with children who are disruptive, defiaand/or aggressive (also known as
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“externalizing” disorders). These children requitear contingencies for positive and negative bighautside of the
therapist’s office, and the only way to achieve tkithrough direct work with the caregiver.

4. Family-based approaches are best for under-corgtblbehavior in adolescentindividual work with aggressive, disruptive,
and/or delinquent teens is also unlikely to beatife. Multi-systemic and family therapies candéa crucial changes in the
environment of the adolescent.

5. Group therapies with under-controlled teens can entdflings worse Research suggests that putting aggressive, digeypti
and/or delinquent teens together, even in “therdgesettings, leads to negative mutual influences.

6. Individual therapy is best for anxiety and depressiChildren with what are known as “internalizingsdrders such as anxiety,
depression, and withdrawal respond well to indisidbherapy. Work with the whole environment istagly still important,
however.

7. ltis unclear to what extent additional serviceslaordination help.A major study known as the Fort Bragg Evaluation
Project found that providing additional mental tieakervices did not lead to better outcomes fddobi, even though far more
money was spent (Bickman, Lambert, Andrade, & Rez@gl2000). While this study has been criticizdelar evidence to the
contrary is not available. The best current cosioluis that more services are not necessarilgibett

8. Length of time in treatment may not predict outcoimeseveral areas of research, it appears thahdzt treatment is no more
effective than brief treatment. This is an impottfinding given severe limitations in resources.

9. Inpatient or day treatment has not been provenetonore effective than less intensive treatm&aime research has shown that
intensive home-based research is as or more efefcti some children (Mattejat, Hirt, Wilken, Schihi& Remschmidt, 2001).
Other research has questioned the strength ofeaédguggesting that inpatient services are he{pfottick, Hansell, Gaboda, &
Gutterman, 1993). As of 1998, inpatient serviceanted for 33% of the 11.7 billion spent on clélds mental health services
for children in that year (Ringel & Sturm, 2001).

10. Mental health treatment as provided in the comnyuisitess likely to be effectivélost research studies are conducted by and
within universities. Studies of interventions anducted in the community often show much lesstpesbutcomes. This may
be because agencies in the community work with rooneplex cases, focus on multiple problems instégdst one, use
therapists with less training, and/or because &tred manuals are very rarely used in the community

Empirically-supported treatments -Given the above, what types of treatments are stgghby research? Fortunately, there are a

number of options. The best supported of theseesiewed below:

Behavioral parent training Disruptive behavior disorders in children agé®are one of the most frequent reasons for réfeerra
treatment, and also one of the most frequent reafswrshifts in school, day care, or foster cascpiment. Behavioral parent
training is the best-supported intervention fos fhiioblem. The best supported approaches, ingueliment-Child Interaction
Therapy and the “Incredible Years” model, procaethio phases: one phase in which parents arettalaghtherapy skills to
use in establishing a strong non-coercive relakignwith their child, and a discipline phase in ghhparents are taught to use
non-violent discipline appropriately. Skills areached directly—not just talked about—and mastemyrie set of skills is
required before moving on to the next phase. Tweat normally takes approximately 12 weeks witlsiees occurring once
per week. One approach, PCIT, has recently beledated as an approach for physically abusive pgareRMore information
on the “Incredible Years” protocol can be foundhtip://www.incredibleyears.comand more information regarding Parent-
Child Interaction Therapy can be founchép://www.pcit.org/

Multi-systemic therapy (MSTMST is an intensive ecological treatment appihdagolving a therapist who works closely with a
family, in the home, using any empirically-suppdrtechnique that the situation demands. It focosesdividualized
assessments and building on existing strengthsasibeen proven to be remarkably effective witimgeent, substance-
abusing, and disruptive teens. MST is intensivés typically conducted in 60 hours of contaceowa period of 4 months.
For more information, setp://www.mstservices.com/

David Olds’ Nurse Home Visitation ModeEarly home visitation is remarkably popular, gitssa great deal of research suggesting
that it is ineffective (despite a recent and vergl@ading report from the Centers for Disease @batnd Prevention; Centers
for Disease Control and Prevention, 2003). ThesBiitome Visitation Model is an exception, in thdtas repeatedly shown
strong and positive effects (although not when dsiimeviolence is present).

Brief Strategic Family Therapy (BSFTRSFT is also a 12-15 session, proven approaadatescent behavior problems, but is also
applicable to children as young as 8. It is ofisad for substance abuse in adolescents. BSFIvasveducing risk factors
and enhancing protective factors in a highly ecolalg multisystemic approach. Much of its developtrieas been with
Hispanic youth. For more information, seaw.ncjrs.org/html/ojjdp/jjbul2000_04 3/contentsriht

Cognitive-behavioral individual therapy (CBTEBT (e.g., Cohen, Mannarino, Berliner, & Debling2®00; Deblinger, Stauffer, &
Steer, 2001) has been proven effective in thernreat of anxiety (including trauma) and depressioahildren, adolescents,
and adults. Treatment for anxiety involves gradugiosure to feared stimuli while teaching copikijss Treatment for
depression involves learning to recognize, chaleagd replace maladaptive beliefs that lead toedsmpn while also actively
participating in activities that are incompatibléhwdepression. CBT treatment is approximatelysé&sions.

Pharmacotherapy A wide range of medications is clearly effeetivhen used with adults. Medication to treat symst of ADHD
is also clearly effective, and a wide range of roatibns—including antidepressants—is effective aitlolescents. The
effectiveness of medications with pre-adolesceitti@n is much less clear, although medicationsdat obsessive-

MiPSAC Newsletter, page 8



compulsive disorder (a form of anxiety) do appeabe effective and medications to treat depredsichildren may be
effective.
Summary- Many assumptions regarding mental health treatimeve been proven wrong. For example, one cansahasthat
treatment is effective, whether or not a trainexb&t” conducts it. More treatment is not necashetter, and group work with
under-controlled adolescents is contra-indicat&dvide range of proven treatment approaches idablai In addition, a well-done
guide is available to assist professionals in ifgngy empirically-supported treatments. This galighublished by the Medical
University of South Carolina’s Center for Victimaime, is available atttp://www.musc.edu/cvc/guidel.htm

Bickman, L., Lambert, E. W., Andrade, A. R., & Plaza, R. V. (2000). The Fort Bragg continuum ofectar children and adolescents: mental
health outcomes over 5 yealsConsult Clin Psychol, §8), 710-716.

Centers for Disease Control and Prevention. (2088t reports evaluating the effectiveness oftstji@s for preventing violence: early childhood
home visitation and firearms laws. Findings froma Trask Force on Community Preventive Servib&srbidity and Mortality Weekly
Report, 52 (No. RR-14)

Cohen, J. A,, Mannarino, A. P., Berliner, L., & Dieger, E. (2000). Trauma-focused cognitive behalitherapy for children and adolescents: An
empirical updateJournal of Interpersonal Violence, 3), 1202-1223.

Deblinger, E., Stauffer, L. B., & Steer, R. A. (2AQ0Comparative efficacies of supportive and cagaibehavioral group therapies for young
children who have been sexually abused and theioffending mothersChild Maltreatment: Journal of the American Profiessl
Society on the Abuse of Childreri4)s 332-343.

Mattejat, F., Hirt, B. R., Wilken, J., Schmidt, M., & Remschmidt, H. (2001). Efficacy of inpatieartd home treatment in psychiatrically
disturbed children and adolescents: Follow-up assest of the results of a controlled treatmentystidiropean Child & Adolescent
Psychiatry, 1(Suppll), 71-79.

Pottick, K., Hansell, S., Gaboda, D., & Guttermn(1993). Child and adolescent outcomes of inpafisychiatric services: A research agenda.
Children & Youth Services Review,(3h 371-384.

Ringel, J. S., & Sturm, R. (2001). National estiesadbf mental health utilization and expenditure<foldren in 1998Journal of Behavioral
Health Services & Research, (38, 319-333.

Lawyer-Guardians Ad Litem on Trial

By Deborah H. McKelvy, Esq.

There used to be a time when being a Lawyer-Guarélch Litem (LGAL) meant something meaningful deep
down in one's soul. This was an opportunity t@hmeserve one of our nation's most prized ressurceur children.
Corny as that may sound, as a former teacher aswld-appointed attorney in Oakland County for lh&t thirteen
years, | continually reap singular rewards evemyetimy efforts have given even one child the respadtlove they
deserve though sadly rarely receive. Simply phat is why their family is most likely involved ithe family court
system in the first place.

But, alas, such altruistic thoughts have receldlgn replaced with attorneys significantly questigrwhether
they will continue to accept LGAL appointments, esplly in the area of abuse and neglect. Anyaaling this
article who is familiar with this debate will pralg say that if an attorney has to think about atiog such an
appointment, then maybe that is why the State CaAdmninistrative Office Child Welfare Services Diiga became
involved in the controversy in the first place.

As is in any profession, there are those who dolive up to the standards set out by their praéess The
shame is that it is usually a small percentagédhefprofession whose behavior can be called intstoqpre The larger
numbers who do their job and do it extremely wetlgive little or no recognition. Now both groupe the subject of a
campaign by the State Court Administrative Offickil@ Welfare Services to, for a lack of a betteryved stating it,
"clean up" the work of the Lawyer-Guardian Ad Liteand to no surprise, without additional compemsafor their
services.

Now | am not naive in understanding that in chogsndo court-appointed work, one recognizes tinat will
not be adequately or appropriately compensatedhi®rtime spent when representing these clientsu ¢@nerally
choose this line of work because you want to, cgmsetly you know the pros and cons going into it.

According to MCL 712A.13a(f), a "lawyer-guardiad Btem" is an attorney appointed by the courtapresent
a child(ren) in child protection cases. Theindigtto the child, and not to the court. The paweend duties of a LGAL
are stated in MCL 712A.17d. The controversy irgiion involves MCL 712A.17d(d) that states:

(d) Before each proceeding or hearing meet with and observe the child, assess titd'simeeds

and wishes with regard to the representation arglisisues in the case, review the agency case file
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and, consistent with the rules of professional cesbility, consult with the child's parents, faste
care providers, guardians, and caseworkefgsrhphasis added).

This is not an issue of doing the job you have beggpointed to do, and | will not dispute that thare those
LGALs who do not do their jobs. Rather, it is tinenecessary involvement of governmental agencitesnpting to
regulate people and not attempting to improve thebjeing done by those people.

In a recent article that appeared on November G3 2@ the"Oakland County Legal NewsDebra A. Gutierrez-
McGuire, special assistant on Foster Care Issu&hief Justice Maura D. Corrigan, stated thatany other setting,
there would be no question about whether or noatorney has an obligation to meet with a cliendbwever, what
Ms. Gutierrez-McGuire fails to address in her stast is that in those other settings some compiemnsiatprovided.

As a LGAL, I have traveled 4.5 hours one-way tdatwath LGAL clients in the State of Ohio. | haveGAL
clients throughout the State of Michigan -- asviast as Grand Rapids and as far north as Mancelonave attended
weekly therapy sessions on behalf of my LGAL clsemt order that there be no confusion in court imgar when
parents state to the Court one thing with respeathat their child(ren) are alleged telling thereyttwant and what
these same children are verbalizing in therapyhave attended supervised parenting time sessioagdim prevent
confusion in court hearings between parents and thieg believe their children want. | do not shinlg responsibilities
as a LGAL. However, | have become disheartenedhwham told that after January 1, 2004, | will hagesign an
affidavit that | visited with my LGAL clients beferl can receive payment for my court appearanéesther, the State
Court Administrative Office Child Welfare Servic&svision is encouraging local panels of the FosTare Review
Board to report LGALs who are not meeting with thehild-clients and recommend that the State CAdrhinistrative
Office file a request for investigation of attorneysconduct with the Michigan Attorney Grievancen@oission. The
Foster Care Review Board was created by the Michigegislature to review abuse and neglect casegewtne
children have been placed in foster care. Thel joaaels are made up of volunteers who meet onmerdh to review
the cases of children in care.

How will these policies improve the quality of LGALepresentation? Just recently | have heard dauof
attorneys | know and respect indicate how many LGi#dpointments they have turned down. Some areomgel
taking abuse and neglect cases period. And thesthe good ones -- the dedicated ones who urlirigige of their
time and money because this is the law they hagsashto practice. And this is how they are beiagted. With these
policies in place and many of the experienced LGAlgestioning whether they will continue to take sime
appointments, | can only speculate that the coyumdicial communities must be concerned about thalityuof the
LGALs available to them for appointments.

If LGAL appointments are currently a part of youragtice or you are a new attorney seeking such
appointments, do not let this article turn you foéfm accepting them. It will not stop me. Themntnues to remain
great joy in representing this population regarslleSthe current tempestuous nature surroundiny sefaresentation.
The best advice | can offer would be the same ddgss of the profession under discussion, andishatknow what
your job is, i.e., become intimately familiar withe court rules and statutes that govern childggtote proceedings
(MCL 712A.1, et seq. and MCR 3.901 et seq.) and theethat job to the best of your ability every day

Deborah H. McKelvy, Esq. has been in private ptior thirteen years in Birmingham, Ml. Much @&rh
practice centers on court-appointments in the arefaadult criminal, juvenile neglect/delinquencyolpate and family
law.

Book Review

Leni Cowling, M.Ed., LPC, HRD

"Predators: Pedophiles, Rapists, and Other Sex@éfs: Who They Are, How They Operate, and How We
Can Protect Ourselves and Our Children" by Dr. A@n&alter, Ph.D.

Dr. Salter, a psychologist and consultant for theddhsin Department of Corrections, has studieditedviewed
sexual offenders and their victims for over tweyswars. In this book she addresses the myths aleautl abuse and
explains how sexual abuse is far more prevalemt thast people would imagine. Predators cover thaoks well and
know how to elude the law. Dr. Salter feels that misconceptions about sexual predators contritoutelr
vulnerability. Abusers come in all shapes andssiaeluding respected community leaders, teachgigsts, doctors
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and trusted family friends as well as relativesheiWwe do not recognize the total aspects of sextuade, we put our
children at extreme risk, often legally giving cudy to abusers. At the very least, all profesdomndno work with
children and especially in the field of child abas®l neglect, have no excuse to ignore this wdtie psychological
and emotional damage done to victims of sexual@has contributed to the overwhelming burden ontahérealth
services and the correctional systems. She givesdates, some of which are graphic, and offersipstrategies to
avoid high-risk situations. While disturbing tack it is a must for all parents and especiallglsimoms. Until we
understand the whole picture, we will continue @b ghildren at risk. Each of us is accountabléheprotection and
prevention of abuse and neglect to children. hany grateful for Dr. Salter's work. It is unfontate that Child
Protective Services does not offer its workers irtgd information such as this to enable them ta dall investigation

in their work.

A Prayer for Children

By Ina J. Hughes

We pray for children
who put chocolate fingers everywhere,
who like to be tickled,
who stomp in puddles and ruin their new pants,
who sneak popsicles before supper,
who erase holes in math workbooks,
who can never find their shoes.

And we pray for those
who stare at photographers from behind barbed wire,
who can’t bound down the street in a new pair of sneakers,
who never “counted potatoes,”
who are born in places we wouldn’t be caught dead,
who never went to the circus;
who live in an X rated world.

We pray for children
who bring us sticky kisses and fistfuls of dandelions,
who sleep with the dog and bury the goldfish,
who hug us in a hurry and forget their lunch money,
who cover themselves with Band Aids and sing off key,
who squeeze toothpaste all over the sink,
who slurp their soup.

And we pray for those
who never get dessert
who have no safe blanket to drag behind them,
who watch their parents watch them die,
who can’t find any bread to steal,
who don’t have any rooms to clean up,
whose pictures aren’t on anyone’s dresser,
whose monsters are for real.

We pray for children
who spend all their allowance before Tuesday,
who throw tantrums in the grocery store and pick at their food,
who like ghost stories,
who shove dirty clothes under the bed and never rinse out the tub,
who get visits from the Tooth Fairy,
who don’t like to be kissed in front of the carpool,
who squirm in church or temple and scream in the phone,
whose tears we sometimes laugh at and whose smiles can make us cry.

And we pray for those
whose nightmares come in the daytime,
who will eat anything,
who have never seen a dentist,
who aren’t spoiled by anybody,
who go to bed hungry and cry themselves to sleep,
wha live and move, but have no being.

We pray for children who want to be carried and for those who must,
For those we never give up on
and for those who don’t get a second chance,
For those we smother...and for those who will grab the hand of any-
body kind enough to offer it.

Included in Marian Wright Edelman’s book, The Measure of Our
Success: A Letter to My children _and Yours; © 1993, Harper
Collins, Avenue of Americas, New York, NY 10019; ISBN
00609751350.

Submitted by Patricia Siegel, with pegsion.

You must have APSAC membership to be

American Professional Society on

Membership info:apsac@knology.net, www.apsac.org

REMINDER!
Please renew your annual membership
for APSAC.

a member of MiPSAC.
Part of you dues to APSAC pays for
MiPSAC membership automatically!

the Abuse of Children
P.O. Box 30669
Charleston, S.C. 29417
Phone: (843) 225-2772 Fax (843) 225-2779

Join the MIPSAC member email listserv
(sponsored by Wayne State University)
by contacting Vince Palusci at
Vincent.Palusci@Spectrum-Health.org
or leave a message for MiPSAC af

(616) 391-2297

Website resources for
information on child
maltreatment, local and national
organizations, statistics,
legislative updates and

prevention, by Rosalynn Bliss
WWW.apsac.org
www.michiganschildren.org
www.michigan.gov/fia
www.childtrauma.org
www.firststar.org
www.nationalcalltoaction.com
www.preventchildabuse.org
www.cwla.crg
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James Henry, PhD receivd the MiPSAC Ray HelfetdChilvocate
Award
on October 22, 2003 at the Michigan Statewide Oemiee.

CONGRAULATIONS HARRY FREDERICK!

APSAC member Harry Frederick, Medical Director afitdd for Kids-Children’s
Assessment Center of Saginaw County, was nameddgemeyr Physician of the
Year by the Michigan Chapter of the American Catled Emergency Physicians
in 2003. Good professional practice helps childegrd we are proud to have our
member recognized for his excellent care, warmth@mpassion.

Way to go Harry! [Ed.)
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