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INTRODUCTIONS AND GUIDING PRINCIPLES INTRODUCTIONS 
The guidelines in the manual are intended to assist physicians and health professionals in the Calgary region by providing a set of practice processes helpful in cases of child abuse.  Responding to offences against children requires a coordinated and integrated effort from many different professionals and social agencies, including the police. (Canadian Research Institute for Law and the Family, 2000)

                                            The purpose of these guidelines is to equip health professionals with the tools to 

support an investigation of child abuse and to work in a coordinated manner with the 

other involved disciplines. These guidelines will attempt to clarify the roles and 

responsibilities of the key systems involved in child abuse cases so that health 

professionals are most effective in their response.  However, these guidelines must be 

integrated with the  internal policies and procedures existing within Alberta Children’s 

Services.

Guiding Principles 
· The protection and safety of children is everyone’s concern.  (Responding to Child Abuse:  A Handbook, 1998)

· Those responsible for abusing children are held accountable. (Responding to Child Abuse:  A Handbook, 1998)

· A multidisciplinary approach affords the opportunity to share differing perspectives, expertise, roles and mandates that lead to a comprehensive case plan.  (Multidisciplinary Guidelines on the Identification, Investigation and Management of Suspected Shaken Baby Syndrome, 2001)

· One way of ensuring effective interagency collaboration is through the development of protocols.  Protocols are written statements developed collaboratively by different agencies that outline the actions required by different professionals for making standardized responses to particular types of cases or situations.  These protocols describe the roles and responsibilities of each agency representative involved in the collaborative investigation and response process.  (Canadian Research Institute for Law and the Family, 2000)
· A timely notification of authorities allows for effective collaboration in the investigation and management of suspected child abuse cases.  ((Multidisciplinary Guidelines on the Identification, Investigation and Management of Suspected Shaken Baby Syndrome, 2001)

· Members of the investigative team must be aware that their actions may impact the process or outcome of the criminal investigation.  Multidisciplinary team members are part of the investigation continuum and all efforts and interventions are subject to the rules relating to the contamination of evidence.  (Multidisciplinary Guidelines on the Identification, Investigation and Management of Suspected Shaken Baby Syndrome, 2001)

· Release of information among professionals involved in collaborating on the case is encouraged to serve the best interests of the child.  (Multidisciplinary Guidelines on the Identification, Investigation and Management of Suspected Shaken Baby Syndrome, 2001)

· Each agency and individual team member has unique strengths.  The strengths of the investigative team are maximized by utilizing other talents and skills.  (Canadian Research Institute for Law and the Family, 2000)

· The ultimate goal is to provide more effective investigations, prosecutions and support services for complainants of child abuse while ensuring that trauma to victims and their families is kept to a minimum.  (Canadian Research Institute for Law and the Family, 2000)

· There is a concern that if investigations are not conducted in a fair, objective and professional manner, children may be needlessly removed from their parents, and charges may be laid against individuals who are not in fact guilty.  Investigations must be conducted in the most neutral and unbiased manner by skilled and accomplished investigators.

· All investigations must take into account diversity with respect to culture, language and abilities.  (Multidisciplinary Guidelines on the Identification, Investigation and Management of Suspected Shaken Baby Syndrome, 2001)   Whenever possible, efforts will be made to communicate with people in their native language.

· Information in this document is based on best knowledge and practice at the time of publication.
CHILD ABUSE 
DEFINITIONS  (Neil feels  many below aren’t defintions)
· Physical Abuse

Physical abuse refers to the deliberate hurting of a child, (Delete_often as a result of excessive discipline) by hitting, slapping, kicking, burning, or shaking. 
· Shaken Baby Syndrome

Shaken Baby Syndrome is a clearly definable medical diagnosis.  It 

refers to a group of medical findings in infants and young children that 

are a consequence of violent shaking with or without impact.  All of 

the medical findings may not be present in every child who has been 

shaken.  The characteristic injuries are specific forms of bleeding 

within the skull (intracranial hemorrhages) and eyes (retinal 

hemorrhages) and brain swelling (cerebral edema) associated with 

injury.  Characteristic fractures of the posterior ribs and/or long bones 

may also be present.  There may be no external evidence of trauma.  

(Multidisciplinary Guidelines on the Identification, Investigation and 

Management of Suspected Shaken Baby Syndrome, 2001)

· Fictitious Illness by Proxy

Fictitious Illness by Proxy (also known as Munchausen Syndrome by 

Proxy) describes the deliberate harming by parents of their children in 

order to get attention.  

· Neglect

Neglect is the failure of an adult to adequately protect a child from harm, from 

criminal behavior, to supervise well,  or to provide (delete – for) the child’s basic 

needs.  It can also result from a lack of protection from criminal activity, or 

failure to ensure developmental needs are met.  (Neil wants to exclude the following - )This includes provision of clothes, food, safety, medical needs and development.  Neglect may be both physical and emotional.
· Failure to Thrive

(Neil wants to delelete the following and replace it)  Nonorganic 

failure to thrive results from accidental, neglectful, or 

deliberate action on the caretaker’s part.  The majority of the 

nonorganic failure to thrive cases are due to caretaker neglect.

Failure to thrive is when a child fails to grow along expected growth 

curves.  It can be caused by medical problems (organic) or by a lack 

of adequate caloric intake or developmental input (nonorganic).

· Emotional Abuse

Emotional abuse (Neil deletes harms a child’s well being, demeans him) is when a 

child is harmed and demeaned through verbal attacks, name calling, swearing, 

humiliation, rejection or exposure to domestic violence.
· Domestic Violence

Domestic abuse is the attempt, act or intent of someone within a 

relationship, where the relationship is characterized by intimacy, 

dependence or trust to intimidate either by threat or by the use of 

physical force on another person or property.  The purpose of the 

abuse is to control and/or exploit through neglect, intimidation, 

inducement of fear or by inflicting pain. (Calgary Domestic Violence 

Protocols, 1999) (Neil feels this needs to be replaced as it is too wordy 

and difficult to understand but this is actually taken directly from the 

Calgary Domestic Violence Protocols)

· Sexual Abuse

Sexual abuse takes place when an older or more powerful person, often in a 

position of authority, uses a child for personal sexual gratification, with or without 

the child’s consent.  It can be actions or even words of a sexual nature towards or 

in the presence of a child.


MANDATES AND SUPPORTING LEGISLATION

· Police officers and child welfare workers are the ONLY personnel authorized to conduct investigations of child abuse.  

· Child protection workers have their own statutory mandate to investigate suspected child abuse through the Child Welfare Act of Alberta, which is provincial legislation.

· In order to intervene, they must be satisfied that there are “reasonable and probable grounds” to believe that a child is at risk. 
· They are responsible for assessing that the safety, security and developmental needs of children are being met.
· Police officers are mandated to investigate suspected child abuse under the Criminal Code of Canada, which is federal legislation.

· While still very concerned with the safety of children, they are primarily responsible for enforcing criminal law.

· Roles and responsibilities mandated by other provincial, territorial and federal legislation, include:

· Protection of Children Involved in Prostitution Act

· Protection Against Family Violence Act

· Health Acts

· Fatality Inquiries Act

· Freedom of Information and Protection of Privacy Acts

· School Acts

· Coroner’s Act

· The role of the health professional consists generally of the following aspects:

· Ensuring the safety of children while involved in his/her care

· Being accountable to the professional Code of Ethics and the Health Region that employs him/her.
· Being a law abiding citizen with obligations to report circumstances where children may be abused.
It is important to keep in mind that the safety of a child and the responsibility to   report child abuse must always remain paramount.
· Each discipline brings an exclusive area of practice.  It is the intent of these guidelines to highlight best practices for collaboration among the various disciplines.  It is recognized that there will be instances of overlapping roles among professionals.  (Multidisciplinary Guidelines on the Identification, Investigation and Management of Suspected Shaken Baby Syndrome, 2001)

 


It is recognized that the process of investigation as well as the medical and legal process in cases of child abuse, can be traumatic and difficult.  During the investigation and intervention, it is important to minimize the trauma to the family.

Goals to guide the intervention with the child and family (Neil says delete - may include and delete the bullets on the following)
· Police officers are mandated to investigate suspected child abuse under the Criminal Code of Canada.

· Health care professionals or incident witness(es) will recognize that there is a possibility of the presence of child abuse and will report accordingly.
· The child will be provided with the best quality of medical care available and appropriate to the condition.
· The protection needs of the child and other children are of paramount importance.
· The family will have access to resources and supports.
· The outcomes of the child welfare and criminal investigations will be based on the most accurate and comprehensive information available.
· Care of families is based on a (Neil says delete - best practice) model of compassion and respect.
OUTCOMES IN CASES OF CHILD ABUSE
recognizing child abuse
· Many children who are at risk need responsible adults to recognize their need for assistance.  

· A child might exhibit an injury, trauma or other signs of abuse – It is sometimes easy to associate these signs with (Neil – says delete other) causes other than possible abuse.  This might be particularly true when there is no link made between the child’s current injury or trauma and previous visits.  (Child Abuse Handbook, 1999)

· (Neil delete Some children) Children occasionally make a conscious decision to tell (Neil delete you)  they are being abused.  The child has prepared herself/himself that you are the person she/he chooses to tell and now is the time to disclose.  In these cases, consciously or unconsciously, the child views you as someone who can help her/him.  It is your responsibility then to call child welfare/police authorities on the child’s behalf.

be 

· Families might use different hospital emergency departments and health centres, so health professionals/personnel in multi-hospital communities should explore ways to share information about cases where a child is the subject.

· (Neil delete In the health field,) Health staff may (Neil delete be assessing) assess an injured child who is unable/unwilling to give a verbal account and must be assessed on injuries alone.

· Other children need responsible adults to recognize their need for assistance by recognizing behavioral and emotional cues, since they are not able/willing to provide a direct disclosure.  (Neil - deleteAs a)  Health professionals, must observe and analyze indicators.  

· Identify the general indicators that alert others to some distress in a child.  These can include:

· Crying

· Sleep disturbances
· Eating problems

· Aggression

· Change in school performance

· New eneuresis/encopresis
· Clinging behavior

· Change in behavior from the norm


                                                                        None of the above indicators are specific enough to identify that a child is 

                                                                        being abused, just that the child is not doing well.  The child could   

                                                                        experiencing the death of a pet, the separation/divorce of a parent, death of 

                                                                        a relative, peer difficulties etc.

· If it is suspected that a child is distressed, it is important then to look for clusters of behaviors that may be indicative of specific abuse incidents.  The following are some characteristics to watch for but this is not a comprehensive list of indicators.  Please refer to the reference section at the back of the manual for further resources.

· Physical abuse
 Possible family/caregiver behaviors

· Explanations offered for the injuries are not consistent with the marks.

· Use of excessive force and discipline.

· Child may be kept home until injuries heal.

· Problems with anger management

           Child indicators/behaviors

· May include bruising, welts, burns, abrasions, 

· The explanations offered for the injuries are not consistent with the marks

· The child may dress inappropriately to cover marks

· The child may cower or severely react to sudden movement

· Physical Neglect

     
Possible family/caregiver behaviors 

· Lack of appropriate supervision to keep the child safe

· A lack of structure to the home such as bedtime schedules, and getting up to attend school

· A lack of finances to provide food, clothing and other necessities of life

· Chaotic home environment/extreme cleanliness problems

   
 Child indicators/behaviors

· Frequent hunger/inadequate meals such as school lunches 

· Unattended medical needs

· Dirty unkempt clothing – it may be inappropriate for the weather

· Poor hygiene

· Tired and has difficulty staying awake

· Unsafe when lack of supervision provided

· Emotional Abuse

  
 Possible family/caregiver behaviors

· Extreme verbal harassment

· Name calling and swearing that is detrimental to a child’s self esteem

· Threats to harm the child or others important to the child.

· Discussions around abandoning or rejecting the child. 

· Mental health issues

· Drug and alcohol abuse

· Domestic violence

  
  Child indicators/behaviors

· Hypervigilence and concern about home circumstances and the safety of family members

· Inability to concentrate

· Anger and aggression towards others

· Possible identification with one of the parents (offender or victim)

· Fear

· Sexual Abuse

 
  Possible family/caregiver behaviors

· Inappropriate sexual perpetrating behavior

· Sexualized vocabulary/conversations

· Threats to the child not to tell

· Lack of privacy/boundaries

         
  Child indicators/behaviors

· Inappropriate sexualized behavior

· Sexual knowledge, awareness and understanding that is inappropriate to the age and development of the child.

· Discomfort in undressing (often in gym class)

· Promiscuity

· Discomfort with touch

· Physical indicators such as pregnancy, sexually transmitted diseases, vaginal bleeding, bruising or trauma to the genital area.

· Physicians should never probe the child to obtain disclosure of abuse.  Disclosure, if it ever occurs, must occur spontaneously on the part of the child in response to the question, “What happened?”.  Any probing or leading questions on the part of the physician may invalidate the disclosure and contaminate the investigation.  Only child welfare and police officials can probe for details.


                                                 (Neil would substitute this heading with 





ACTIONS TO TAKE IF CHILD ABUSE/NEGLECT IS SUSPECTED

handling suspicions of child abuse from injuries or behaviors

· Health professionals/personnel should be aware that the child, family and other affected individuals might be vulnerable during an investigation.  They should  continue to provide service and support during this time.  (Child Abuse Handbook, 1999)

· The physician/medical personnel role is not to conduct a legal interview or obtain details of the abuse from the child, but rather to:

· Take a pertinent medical history

· Ensure the physical and emotional well-being of the patient

· Treat or prevent illness or injury

· Obtain and document physical findings consistent with abuse or suspicions of abuse

· Inform the child and caregivers about the medical outcome of the examination  (Alberta Medical Association, 1998)

· In non-acute or chronic cases, the physician may prefer to schedule a specific appointment for an examination.  This allows the physician, child and caregivers time to better prepare for the examination.

· The urgency for examining suspected abuse will depend on various factors.  The examination should be done immediately if:

· The child requires treatment for injuries or infection

· In the case of (Neil says delete prepubertal) sexual abuse, the abuse has occurred within the last 72 hours.

· Medical evidence would be lost otherwise

· Child welfare and/Or the courts need medical evidence immediately in order to initiate or maintain protective custody of the child.

· The case involves the diagnosis of previously undetected abuse (the exam must be done immediately and thoroughly enough to justify a detailed report to Child Welfare)

· In cases of acute physical or sexual assault, forensic evidence may be required for the police investigation.  The police will supply the forensic kit and direct the collection of evidence.  Delay in the collection of evidence can seriously hamper an investigation.


· If the child has been brought to medical personnel by police or child welfare as with other areas of medical practice, verbal or written consent to examine the child is usually sufficient.  (Alberta Medical Association, 1998)

· The primary physician – patient relationship is with the child, not with the parents, guardians or referring agencies.  For this reason, children should be made as physically and emotionally comfortable as possible.  (Alberta Medical Association, 1998)

· Consultation should occur when the physician feels unsure about his/her findings or the implications of the findings.

· Evidence obtained by physicians for Child Welfare and law enforcement agencies must stand up to scrutiny in court.  Physician reports should be clear, thorough, and consistent in reporting the findings of the examination.  Clarity helps Child Welfare present its case to the courts and the courts determine if a child should return to a potentially abusive environment.  (Alberta Medical Association, 1998)

· When the physician is suspicious that a caregiver is the abuser, the physician should not challenge the information given by the child or caregiver during the examination, nor convey the concerns to the caregiver. (Alberta Medical Association, 1998)

· All professionals involved in a suspected case of Shaken Baby Syndrome must be cautious about providing potential mechanisms of injury.  Medical information is best given by one designated individual.  If there are doubts about the information that can be shared with the family, it is best to consult with the members of the team.   (Multidisciplinary Guidelines of Shaken Baby Syndrome, 2001)
· Be sure to document any comments made by any accompanying parent or caregiver relevant to the injury, offered explanations or the family situation.

Significant information should be noted verbatim if at all possible.  

· Occasionally, physicians may provide emergency, temporary protective services if required.  (Alberta Medical Association, 1998)

· Should medical staff find they are being asked to monitor the child while he/she is in hospital to ensure parents don’t leave with the child until child protection arrives at a case plan, it is not incumbent on you to do so.  It is not the role of medical personnel to prevent a parent or guardian from leaving the hospital with their child.


(Neil would substitute the title to be:





ACTIONS TO TAKE WHEN THERE IS A DISCLOSURE OF CHILD ABUSE

handling direct disclosures of child abuse


· When faced with a disclosure, medical professionals may feel panic, fear, 

       embarrassment, helplessness, disbelief, anger, sadness, confusion.  Initial

       reactions are critical to the child’s disclosure.  The child may be experiencing 

       conflicting feelings about talking about the abuse and any indication that the 

       professional is feeling emotionally overwhelmed may result in the child 

      discontinuing.

· It is important that the health professional that reflect on his/her personal feelings about child abuse,  the fairness of the investigative authorities or the justice system before a real situation presents itself.
· Personal feelings must be set aside so that a calm and accepting manner is presented.  If it is difficult to fully support the disclosure and the child in a professional way, it should be explained to the child that she will be taken now to someone who can best help him/her.

· In handling the disclosure, it is critical that questions and involvement in the discussion be minimal.  The more an adult speaks in the interview, the greater the contamination factor.  The child should be doing most of the talking through an “uninterrupted free narrative”.

· The question that medical professionals are encouraged to ask is simply “What happened?”

· The child will provide the free narrative until they stop with nothing more to offer.  The conversation should be furthered only by using silence,  non-verbals that reflect interest and such phrases as “un huh, OK, alright”.

· When these above strategies do not elicit further sufficient disclosure, it is then appropriate to ask  “and then what happened?”

· When the disclosure has identified an incident of child abuse, no further questions should be asked.  STOP!!  DO NOT PROBE FOR ANY DETAILS.  It is time now to make a child abuse referral to child welfare or the police.

· The details of the interview should be documented immediately upon its conclusion because recall and memories are most accurate at this time.

· Documentation must be specific, easy to understand and available from the medical chart as soon as possible. Documentation should be detailed and accompanied by diagrams to support future court testimony. Caution should be taken in providing early definitive statements of cause of injury before assessment is complete.


deciding to report child abuse

· When the safety and well-being of a child is a concern, it is the responsibility of the medical professional to act on his/her behalf.  Child abuse is not a private family matter.  Vulnerable children need caring adults to advocate on their behalf.    Existing child abuse protocols in each system should be consulted.   Professional consultation may be warranted.

· The “duty to report” is addressed in provincial child welfare legislation and lawfully requires that citizens bring suspected child abuse matters to the attention of the proper authorities.

· Failing to report a case of child abuse carries with it sanctions addressed in provincial child welfare legislation.  The penalty for “failing to report” can be either a fine and/or imprisonment.

· Health professionals may be worried that they can be sued for making a report when the allegations cannot be substantiated.  The Child Welfare Act protects callers from any liability, unless it can be absolutely proven that a person acted maliciously without reasonable grounds for his or her belief.  

· Health professionals can be apprehensive about making a referral to child welfare in case they are wrong about the allegations and they subject the child and family to unnecessary stress and embarrassment.

· If unsure about whether a report should be made, the professional is encouraged to discuss/consult with child welfare about the child/  family without using the family’s name.  Be aware of confidentiality.
· Medical professionals have an obligation to make the report directly if they have child abuse concerns.  They are not relieved of their obligations to report if they only tell their superiors.  They will be held responsible should the report not be made.

· The legislation is binding on the person directly involved with the 

                                                                              child and not on individuals subsequently told.

· When in doubt, adults should err on the side of protecting the child.  While they may struggle with feelings of doubt and guilt, doing nothing risks a child’s safety.

· THE FAMILY/CHILD SHOULD NEVER BE INFORMED THAT A  CHILD ABUSE REPORT IS BEING MADE.  If family members learn of the pending investigation before police or child welfare is available, the investigation can be seriously compromised.  Offending caregivers may threaten a child not to disclose to investigators, seriously compromising the investigation.

· Early reporting of suspected child abused cases is always encouraged.

· While confidentiality is ensured by the child welfare system, it cannot be guaranteed if a case goes to court.  

 reporting the complaint

· Reports of child abuse to Region 3, Calgary Child and Family Services are directed to SSRT (Social Services Response Team)  297-2995
· In acute assault cases, the police may already be involved when the health professional meets the child. 
· If police involvement is required, child welfare will notify them.
· Police may be contacted directly by the physician if there is parental consent.  If the parents do not provide this, the physician must notify child welfare who in turn will contact the police.  (Alberta Medical Association, 1998)
· (Neil:  delete Police)  Medical personnel have no authority to discuss any patient with police without consent of the patient or guardian, except after receiving a court order.  They do have the responsibility to cooperate completely with police however, once that consent or court order is obtained.
· (Neil says this is wordy and hard to understand)The more comprehensive the information obtained from the referral source, the better able investigators are to determine the appropriateness of the report for police or child protection and the better able they are to determine the level of risk to the child and the urgency of the response needed.  (Canadian Research Institute for Law and the Family, 2000)
· When making the report, health professionals should have the following information readily available:
· Name and birthdate of the child
· Name and ages of parents, guardians and alleged offenders
· The address and phone numbers of all involved individuals
· The school/daycare the child is attending
· Details of the alleged incidents
· Background information if known
· Your assessment of immediate risk to the child
· A priority response from child protection workers can be expected if:

· the child is at immediately risk due to

· abandonment

· lack of supervision for the child’s age

· inadequate clothing for the weather

· parent currently abusive

· there are marks or bruises

· if there has been sexual penetration within the last 72 hours

· the child is afraid to return home

· the child is suicidal

the investigative process

The following are the steps most likely to be taken by police and child protection investigators: (For the Kids, 1985)

1. Receiving a filed complaint

2. Checking files and gathering background information

3. Planning the investigation

4. Interviewing the victim

5. Interviewing siblings and potential witnesses or victims

6. Interviewing the non-offending parent

7. Gathering corroborative evidence/information

8. Interviewing the offender

9.  Conducting a child protection assessment

10.  Determining whether or not criminal charges should be laid
waiting for the investigators

· Be aware that there are protocols governing the way investigations may be conducted.  It is important that community professionals familiarize themselves with specific protocols that may relate to their particular profession.  Such protocols exist with :

· Hospitals

· Schools

· Shelters

· Residential facilities

· Child care facilities

· Children are generally interviewed in neutral settings such as schools or daycares, but if a child is injured, the hospital is the necessary location.

· The content of the abuse must not be discussed at any point until investigators arrive.  If the child volunteers information, adults should listen supportively and document as accurately as possible.  

· Child welfare should be re-contacted if new information arises about the risk to a child.

· Investigators may arrive because of the referral that has been initiated or from because of a referral from another community source.  The investigators may arrive unannounced.

· Investigators are very appreciative if health professionals have the time to meet with them and provide background information.

· In either situation, it is helpful if assistance can be provided in arranging for an interview room if the child is mobile.

· When the investigators arrive, it is helpful for the health professional to facilitate a warm introduction of them to the child. They can be introduced as trustworthy people who can assist and help children and that they are safe people to talk to.

the role of medical professionals in the investigative interview
· Most often, investigators will prefer to interview the child alone for the following reasons:

· An additional person to the child welfare-police team means that there are a minimum of 3 adults in a room with one child.  This can potentially be intimidating to the child.


· As a participant in the interview, the health professional may be required to be available to testify in court.

· The more participants there are in an interview, the greater the opportunity for the defence to point out contradictions among the parties.

· Should it be determined that it is in the best interests of the child to receive the support from a health professional, there are some cautions that need to be adhered to:

· Be sure not to say anything in the interview unless asked by investigators.

· It is best to sit to the side and back of the child so that it will be difficult for the child to make eye contact with the health professional or to seek support.  Supporting behaviors may be interpreted as coaching or interference.

· Monitor body language.  Do not encourage or discourage the child with nonverbal messages.  If the child looks to the adult to confirm whether his answer was correct, it is important not to nod or help the child out. The child must tell the disclosure totally on his own.  The child may decide that he/she is not prepared to disclose any or part of what he has told previously discussed to investigators.

· Do not extend hugs or any supportive physical gestures unless the investigators give you approval to do so,  Community professionals will have the opportunity to assist the child after the interview has been fully completed.

the role of medical professionals after the investigation
· Health professionals/personnel who report suspected abuse might be required to give evidence under oath in court.   Therefore they should make a written summary of any information they give to a worker for future reference.  If a health professional is involved in the criminal part of the investigation, their relevant notes may be ordered to be disclosed to the accused if they are included in the criminal investigation.  (Responding to Child Abuse:  A Handbook, 1998)

· Discharge planning, communication with the family and ongoing communication with the investigation team are part of the physician’s continuing role.
AND RESPONSIBILITIES OF THE CHILD PROTECTION

· The protection and safety of children is everyone’s concern.  (Responding to Child Abuse:  A Handbook, 1998)

· Region 3 Calgary and Area Child and Family Services (Social Services Response Team –SSRT) receives reports of child abuse from members of the community who are concerned about children who may be at risk.
· Child protection screeners then make a decision to do one of the following actions:
· Assign the file as an:
· Emergency 
      The criteria outlining a case to be an emergency include:

· Marks and bruises

· The young age of a child

· Immediate threat to the safety of a child

· Threats of suicide

· Child refusing to return home
            or
· Investigation
· Cases are assigned to workers based on the geographical area that the child/family live.
· These areas are referred to as “Communities of Service” or COS sites.
· Close the file because:
· The issues of risk can be met through the services of a community agency via a referral.
· The issues of risk do not meet those outlined in the Child Welfare Act.
· Child welfare will contact the police when there is a concern that a criminal offence may have been committed.  If so, they will coordinate the investigation of the criminal and child protection issues.  (Responding to Child Abuse:  A Handbook, 1998)

· Child victims or witnesses will generally be interviewed jointly by police and child welfare.  

· The investigators may also talk to any other persons identified as possible victims or witnesses for any corroborating or conflicting information they can provide and to determine whether or not other children are at risk.   

· Non-offending adult witnesses will be interviewed in cooperation with child protection services.  From the child protection worker’s point of view, this contact is diagnostic and supportive in nature and the child protection worker must assess the parent’s willingness to believe the child’s account of events, ability to support the child, ability to protect the child and the parent’s own need for support.

· The child protection worker will do their best to contact parents the same day that the child has been interviewed at school.  

· The next step in the investigative process is to arrange a medical examination as appropriate.  A medical examination should be arranged if physical injuries are observed or sexual abuse is suspected.

· The police are solely responsible for the interview of the offender.
· In the cases of disclosure, child welfare workers will seek support for the victim and family.
· Decisions about ongoing involvement with child protection or police will occur once the investigation is complete. The investigation phase ends once the child welfare worker gathers enough information to determine whether the child needs protective services.  (Responding to Child Abuse:  A Handbook, 1998)

· Depending on the team, the case will either be closed, transferred to a case manager or the same worker will handle the case management role as well.

· The child protection worker’s role is to facilitate the assessment of family needs including parental risk and capacity assessments.  (Multidisciplinary Guidelines on the Identification, Investigation and Management of Suspected Shaken Baby Syndrome, 2001)

· Child welfare workers will generally meet with the multidisciplinary team in case conferences to determine the course of the investigation.  (Multidisciplinary Guidelines on the Identification, Investigation and Management of Suspected Shaken Baby Syndrome, 2001)

· If the child protection worker determines that it is best for the child to remain in the home, the following status can apply:

	Support Agreement
	- a voluntary agreement signed by the 

  parents and the child protection worker  

  (up to 6 months)

	Supervision Order
	-an order by the court to agree to certain 

 terms of  supervision by child welfare 

 while the child is at home (up to 6 

 months)



· If the child protection worker determines that it is best for the child to leave the home and be taken into care (extended relatives, foster care, residential care), the following status can apply:

	Custody Agreement
	-an agreement signed by the parents and 

 the child protection worker that the child 

 will be placed in care (up to 6 months)

	Apprehension
	-this status is generally granted by the 

 court in response to an application by the 

 child protection worker.  (up to 10 days)

-there is provision for an emergency 

 phone application to an after hours judge

-in extreme emergencies, child protection 

 workers are permitted to apprehend the 

 child and explain in court after the fact.

	Temporary Guardianship Order
	-this status is granted by the court to keep 

 a child in care for up to 1 year with a 

 reasonable expectation that the child can 

 return home.

	Permanent Guardianship Order
	-this status is granted by the court when it 

 is believed that the child can never safely 
 return home.


· Child protection workers, in conjunction with the court, will determine guardianship, care and control, access and apprehension of a child.   These decisions may be made in consultation with hospital staff and/or police.

· Investigators must ensure that in the cases of disclosure, that support is provided to the victim and family.
· Child welfare workers will secure an appropriate placement.   

· Child welfare workers testify in court proceedings (family, criminal) and make recommendations to the court about the long term plan for permanence for the child.  They will testify in criminal court if subpoenaed.

  ROLES AND RESPONSIBILITIES OF THE POLICE OFFICER
· The primary role of police in responding to reports of alleged child abuse is to conduct an investigation that ensures that the criminal justice system has all the relevant information so that justice can be administered fairly, impartially and in a timely manner.  

· This primary role must be carried out in a manner that does not cause further trauma to the complainants and their families.

· The police should also ensure that victims of crime have access to available support services. (Canadian Research Institute for Law and the Family, 2000)

· The police officer will contact child welfare to determine whether there will also be a child protection investigation.  If so, they will coordinate the investigation of the criminal and child protection issues.  (Responding to Child Abuse:  A Handbook, 1998)

· The police officer responds to calls in an appropriate manner (that is, one commensurate with the urgency of the call), stabilizes the crime scene, and takes initial statements as appropriate.

· Police will generally meet with the multidisciplinary team in case conferences to determine the course of the investigation.  (Multidisciplinary Guidelines on the Identification, Investigation and Management of Suspected Shaken Baby Syndrome, 2001)

· Child victims or witnesses will be interviewed jointly by police and child welfare

· The investigators may also talk to any other persons identified as possible victims or witnesses for any corroborating or conflicting information they can provide and to determine whether or not other children are at risk.   

· Non-offending adult witnesses should be interviewed in cooperation with child protection services
· The primary purposes of the police contact is to:
· Establish the facts
· Obtain evidence
· Act as a resource person for the alleged victim by referring to appropriate professionals if necessary.  
· Police may facilitate the use of technological investigative tools. 

· Police are solely responsible for interviewing the alleged perpetrator, if he or she is  12 years of age or older.

· Police take suspects into custody, when and if appropriate.

· Police are responsible for determining whether there will be criminal charges. 

· The joint police/child protection investigation is complete upon the laying of charges or a decision not to lay charges.  (Responding to Child Abuse:  A Handbook, 1998)

· Police will take care of such things as arrest details, charges laid and conditions of bail.  (Responding to Child Abuse:  A Handbook, 1998)

· Police will testify in family court if necessary, to ensure the child’s protection.
                                    

ROLES AND RESPONSIBILITIES OF THE crown prosecuto
· The objective of the Crown prosecutor’s office in child abuse cases is that of preparing and presenting to the Court all relevant, credible and admissible evidence which will support the charge laid.
· Cases will be prosecuted where there is a reasonable likelihood of securing a conviction.
· Where possible, the Crown prosecutor’s office will ensure that the prosecutor involved initially in the prosecution will remain consistent to the completion of the trial.
· When a charge of child abuse is received by the Crown prosecutor’s office it is thoroughly reviewed, then assigned to the most appropriate prosecutor available.
· The prosecutor’s initial involvement with the case will, for the most part, consist of discussions with the investigating officer, disclosure of all relevant materials, discussions with the accused’s lawyer towards plea resolutions and selection of appropriate witnesses to prove the charge.  
· In the event that court proceedings are necessary, a meeting for the purpose of court preparation can be arranged, whether at the initiative of the victim, the investigator of the Crown prosecutor.   This meeting will take place at a mutually convenient time prior to the first court date where evidence is called.  A follow-up meeting may, in the discretion of the prosecutor, be arranged.
· The prosecutor should always be sensitive to the witness while, however, bearing in mind the independent nature of the Crown’s function.
· When the trial has been completed and the verdict has been rendered, the victim will be contacted by the prosecutor or the investigating officer to advise of the outcome of the trial.
· Decisions with respect to appeals of the case, will be made by the Chief Crown prosecutor.                                            


ROLES AND RESPONSIBILITIES OF Council for the director of child welfare 
· Representation at the initial docket may be handled by a child welfare court worker.

· Child Welfare Counsel will appear on interim applications before the court such as applications to vary or determine access on the part of the parents to the child.

· Child Welfare Counsel is assigned to a case upon receiving a trial referral from the child welfare court worker.  

· Child Welfare Counsel attend to a disclosure request from the parents’ counsel .

· They attend with the child welfare worker at Judicial Dispute Resolutions (JDR’s)

· They prepare and bring applications before the court for restraining orders where appropriate.

· Child Welfare Counsel assume conduct and responsibility for the presentation of the case in court proceedings.

· They give general legal advice about child welfare cases.

· Child welfare counsel often negotiate matters with parent’s counsel where appropriate.


ROLES AND RESPONSIBILITIES 

· The role of any mental health and social service agency is to provide services to child victims which may begin at any time in the process.  In some cases, it may be the agency that makes the child abuse report.  In other cases, one or more agencies may be brought into a case on referral from a child protection worker.
· At the Alberta Children’s Hospital (ACH), the Child Abuyse Service (CAS)  can provide guidance or suggestions on interviewing strategies for children that are specific to their developmental level, gender and emotional state.  Any psychosocial professional can also assist in provide this information.  This may include social workers, psychologists, nurses or family therapists.
· Psychosocial professionals assist in the interpretation of psychological information received by the investigators as it relates to the credibility of witnesses

· At ACH, the Child Abuse Service takes the lead in organizing a conference within the hospital for all inpatient cases of suspected child abuse and includes appropriate professionals involved in the case.

· The CAS can also provide consultation to community professionals querying abuse issues and case management.
· At the request of child protection authorities, the CAS can provide parental capacity assessments, risk assessments, assessments of children and siblings including placement recommendations, crisis intervention, family therapy and ongoing treatment. 

· Psychosocial hospital staff participate in the management of child abuse cases in the following ways:

· provision of emotional, physical and spiritual support for the larger family system

· organization and participation in case conferencing

· communication with family

· participation in ongoing communication with investigative team

· discharge planning, especially with regard to placement of child and/or siblings

            testifying in court regarding their assessments in criminal or family court 

            proceedings.

· Adapted from:  (Multidisciplinary Guidelines on the Identification, Investigation and Management of Suspected Shaken Baby Syndrome, 2001)
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Responding to offences against children requires a coordinated and integrated effort from many different professionals and social agencies, including the police.





Information that is necessary for the successful investigation, intervention and prosecution of any case needs to be shared.  





CHILD ABUSE





There are no indicators that are specifically diagnostic for abuse, but “clusters” of indicators (behavioral or physical) that should alert people to children who may be at risk
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OUTCOMES IN CASES OF CHILD ABUSE





A unified systemic approach recognizes the knowledge, standards and contribution of each discipline, but places paramount importance on the well being of the child.
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Mental Health professionals should be advocates for victims and children.  As such, they may provide primary therapeutic intervention, support to families, information and be a source of referral for child abuse allegations.
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Criminal Decision








Child protection workers must be aware that their actions may impact the process or outcome of the criminal investigation.


Child protection workers  are part of the investigation continuum and all efforts and interventions are subject to the roles relating to the contamination of evidence.  
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ROLES AND RESPONSIBILITIES OF THE CHILD PROTECTION WORKER





People in the community are required by law to report all cases of suspected child abuse.  Educators are often the sources of referral for child abuse victims because of their extensive contact with children on a daily basis. 








Community professionals  must be aware that their actions may impact the process or outcome of the criminal investigation.


Child protection workers  are part of the investigation continuum and all efforts and interventions are subject to the roles relating to the contamination of evidence.  
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