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I. Executive Summary 

Introduction 

The Institute for Law and Policy Planning (ILPP) was awarded Phase I of a three year, 
three phase California Department of Justice project concerning the impact of child death 
teams on identification, prosecution and prevention of child homicides. The first phase 
was a study geared to assessing the institutional response to child death investigation and 
developing an understanding of the investigative procedures now ir. usc throughout the 
State, both in counties with interagency child death review teams and in those without such 
teams. The study was accomplished through telephone contact, personal interviews and 
extensive information collection via questionnaires submitted to each of the 58 California 
counties. 

This final Phase I report is based on information gathered from these contacts, as well as 
information collected through extensive contact with various child abuse councils and child 
advocacy groups throughout the State and nationally. 

Interagency Child Death Review Tcams 

Review teams typically arc made up of representatives from some or all of the rollowing 
agencies: coroner, law enforcement, public health, mental health, child protective services, 
district attorney, probation and local hospitals. Teams meet at regular intervals to discuss 
cases selected for review (typically those deaths reported to the coroner). Prior to meeting, 
agency representatives check their files for prior contact with either the child or memhers of 
the child's family. In reviewing agency files together, the team discusses the death using 
whatever reports arc available from the coroner and law enforcement, and hears reports 
from agency representatives and occasionally from other individuals with information 
relating to the death. The team then makes a determination to take no further action, to refer 
the case to one or more agencies for further inquiry, investigation or prosecution, or to take 
some other action designed to prevent similar injuries or deaths (for instance, installing 
"speed humps" around a playground where a numher of [atal motor vehicle injuries have 
occurred). 

Assessing the Impact of Interagency Child Death Review 

Based on study of systems now in place ror the investigation and review or child deaths, 
Consultants found that the interagency review process can be c1Tective in increasing the rate 
of identification of suspicious child deaths as homicide. 

In purely statistical terms, however, it is difficult to quantify the impact or interagency 
review in terms of increases in the number of child fatalities identified as homicide due to 
learn operation. This is primarily due to the absence of a unirorm database; most counties 
do not collect data regarding child deaths, whether accidental, homicide or due to natural 
causes. Even in counties with interagency review learns, data is not collected in a 
systematic fashion. 

ILPPJOOJ.CD/Final Reporl/8.R<J Exec.Sum., Page I 
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The issue of team impact on prosecution of child homicides is similarly difficult to 
quantify. Undouhtedly, the identification of questionable child deaths as possible homicide 
increases the likelihood of prosecution of the responsible parties. However, prosecution in 
these cases remains problematic for a number of reasons. 

One reason is the frequent lack of evidence; child murders typically take place without 
witnesses; without confession or overwhelming physical evidence, conviction is often 
uncertain. There are other grey areas in the law as well; in the case of prenatal drug usc, 
prosecution of mothers whose heavy drug ingestion undouhtedly contrihuted to fetal 
demise or SIDS death, prosecution may hinge on whether or not the mother knew her drug 
usC' might kill her unborn hahY--cnd prior knowledge may he difficult to assess or prove in 
court. In the final analysis, however, the continued refinement of the review process and 
the education that is necessarily part of that process cannot help but improve the criminal 
justice system's response to child homicide. 

The interagency process can be particularly elTective in terms of preventing child homicide 
by identification of surviving siblings at risk and by heightening participating agency 
awareness of the larger, social context of preventable childhood death and injury--the 
dangers of unregulated traffic around parks and playgrounds, unsafe toys, uncovered 
swimming pools, prenatal drug use, the importance of using scat restraints and car seats, 
etc. 

Study Methodology 

Study began with telephone contact with the coroner of each county, to identify the 
Department of Justice project and dicit cooperation in completing an in-depth questionnaire 
regarding that county's child ueath investigation procedures. In many instances, 
particularly in those counties without child death review teams, the coroner or 
sheriWcoroner completed the questionnaire; in other instances, the hest respondents were 
found in other agencies, including Child Protective Services, local law enforcement or 
district attorney's office. 

The questionnaire was divided into three sections; the first section identified the respondent 
and requested an overview of county statistics and procedures; the second section was 
designed for counties without interagency teams and collected information regarding that 
county's investigative procedures; the third section was designed for counties with 
interagency teams in place, and collected information on team membership, operation, 
problems and impact. The counties without teams Wl~rc sent the first and second sections, 
those with teams were sent the first and third sections, and those in the process of forming 
teams were sent all three sections. Despite persistent follow-up, consultants received only 
46 responses to the questionnaires so the discussion is limited to these. 

Consultants also made in-depth study of certain target counties, through extensive personal 
and telephone interviews and attendance at meetings of the Northern California Child Death 
Review Team coalition and the San Francisco, San Mateo and Santa Clara child death 
review teams. Particular attention was given to the different needs and experiences of 
small, rural or remote counties, as opposed to large, urban counties. 

ILPP/DOJ.CD/Final Report/S.S9 Exec.Sum., Page 2 
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Seventeen California counties have instituted some form or interagency child death review, 
and seven are in the process of implementing a review process. The remaining 34 counties 
do not have interagency teams in place. However, Consultants discovered thal in those 
counties without a formal review process, informal networks of communication and 
coordination are often in place between the various law enforcement and human service 
agencies, for the same purpose as the more formal connections in place in other counties-­
the identification of child homicides brought about by abuse or neglect. 

Consultants found that child death investigation teams are presently in use in most of the 
large urban counties and in a few of the small rural counties. To quantify this observation, . 
Consultants divided the counties into three groups on the basis of their degree or 
urbanization. Each county, and the state as a whole, was ranked by its total population, 
population per square mile, and percent of its population listed as "urban" by the U. S. 
Bureau of the Census. These groupings are s/1own in Section VI, Statistical Analyses. 
The three rankings were averaged to give the composite index. Approximate ranges were 
shown, hut since the index is a combination of the three characteristics a few of the 
counties in each group lay outside of the ranges in some of these measures. 

One of the original goals of this study was to determine whether the establishment of child 
death review committees resulted in the identification of more deaths as due to ahuse rather 
than apparently natural or unexplained causes. This could be examined in two ways: By 
asking the respondents whether this had indeed happened, or performing a statistical 
analysis on the numerical responses to the questionnaire. The latter would involve either 
looking at individual counties before and aner the formation of the team, or comparing the 
statistics provided hy similar counties with and without the teams; these statistics are shown 
in Section VI, Statistical Analyses, Tahle 6. 

When the data was received, however, it was apparent that neither of these statistical 
approaches would he fruitful. Comparisons among counties are hampered by the fact that 
counties have different criteria for undertaking the investigations. One particularly 
important criterion is the age range of victims, and it is well known that the incidence of 
fatal child abuse varies strongly with age. Beyond this, most counties simply do not have 
accurate statistics on the number of deaths or investigations performed. Nonetheless, some 
comparis.ons can be made of those counties with teams that kept statistics hefore and after 

ILPP/DOJ.CD/final Rcport/8.89 Exec.Sum., Page 3 
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formation of teams; shown below are the individual and summary statistics ror these 
counties.1 

Investigation of Child Deaths 
Before and After Team Establishment 

Count~ 
Reported Deaths Percent Investigated 
Before After Before After 

Yolo 28 4 27% 33% 
San Luis Obispo 21 6 24% 50% 
Solano 151 80 13% 18% 
Monterey 89 25 30% 38% 
Kern 279 253 26% 34% 

TOTAL 568 367 23% 31% 

In each county and overall a higher percentage of deaths were investigated after formation 
of the team. The difference is not large, but it is statistically significant (98% confidence 
level) and suggests that the establishment of the teams facilitated the investigatory process. 

Findings and Recommendations 

Consultants found that, in counties that have implemented interagency child death review, 
the process has worked. Ac.; might he expected, the greatest heneril of the team approach 
was heightened cooperation, coordination and communication between agencies and 
individuals responsible [or investigation or child fatalities. Participants agreed that the 
interagency approach was an improvement; ror the reasons noted above, teams were more 
likely to gauge their success in terms of improving communication and cooperation 
between agencies rather than purely statistical terms. While Consultants noted some 
resistance to the idea of mandated interagency teams in counties without teams, the 
resistance is not directed toward the basic concept of communication and coordination 
between agencies, but rather toward mandated systems and p roced". ,,res for such 
coordination. Consultants found strong support for increased training in issues relating to 
child homicide. 

Consultants also found widespread support for the development of written protocols for 
interagency child death investigation and review. Even in counties thaI did not think a 
formal review process would be an improvement over their present system, the majority 
agreed that written protocols for interagency child death investigation were a good idea. 

However, the manner in which the protocols arc cast will have a great impact on the 
willingness of counties to implement ~he procedures. Of particular significance will be 
promoting the perception that protocols will"makc life easier" for those counties that do not 
have interagency teams, as they will provide a "blueprint" for investigating the relatively 
rare occurrence of child deaths in such counties. Another vital message that should he 

ILl' P /001 .CD/Pinal Rcport/8.89 Exec.Sum., Page 4 
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contained in the protocols is that institution and adherence to set child death investigation 
procedures will protect counties, agencies and responsihle individuals from civil liability 
(i.e., claims of mishandled, incomplete or otherwise defective investigations). 

Taken together, the study's findings show strong statewide support for the writing of 
interagency child death review protocols and for subsequent training in their 
implementation and usc. 

IFor the three which have had teams for a fraction of a year, the data were allocated and the 
numbers rounded off. 

ILPP/DOJ.CD/Final Report/S.89 Exec.Sum., Page 5 
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II. Introduction 

The Problem 

California has 600 cases of suspicious child deaths annually, most involving children under 
age four, and half under the age of one. Reported cases of nonaccidental child deaths 
nationally have risen dramatically since 1980. As media coverage has treated individual 
cases, public awareness of the tragedy of these deaths has deepcned, and demand for 
prosecution and prevention has grown.2 

Despite concern and increased focus, the growth of understanding has not matched the 
problem. Efforts at identifying suspicious deaths as ahuse or neglect and efforts at 
prevention are constrained by poor coordination between agencies. The Department of 
Justice Development of Interagency Child Death Protocols project, the first phasc of which 
is the subject of this report, was designed to alleviate this complex prohlem in three phases: 

1. Collection of data relating to child death investigation procedures in counties 
with and without formal child death investigation systems; organization of 
an advisory committee; preparation of a report describing existing child 
death investigation practices and the roles of various agencies involved in 
child death investigations; and preparation or a directory of those individuals 
and agencies responsihle for child death investigation in each county; 

2. Development of written protocols for interagency child death investigation; 
and 

" :) . Training of individuals and agencies throughout the State in the usc of these 
protocols. 

The objective of the program is to develop protocols for urhan and rural county interagency 
child death investigation teams which, when implemented, will increase identification of 
child deaths as homicide due to ahuse or neglect, increase prosecution and conviction of 
child killers, increase social service intervention on behalf of surviving sihlings and family 
members, improve institutional response to families at risk of serious child ahuse or neglect 
hefore a death occurs, and improve overall institutional ability to protect children at risk hy 
improving the linka{!es between the different agencies (police, social services, coroner, 
health, etc.). ~ . 

The Importance of Interagency Child Death Review Teams 

The importance of estahlishing interagency teams for investigating child deaths must be 
emphasized. Abusive hehavior leading to child death is frequently concealed or disguised 
by the abusers or overlooked by investigative agencies, particularly jf the family does not 
fit agency or law enforcement profiles of "typical ahusers." The literature on child ahuse 

ILPPIDOJ.CD/Final Heport/S.S9 Intro., Page 6 
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often finds that agencies acting in isolation fail to perceive or follow up on deaths which 
may have resulted from child abuse or neglect. For example: 

• 

• 

• 

• 

• 

• 

AB 4585 

Law enforcement personnel may not have prompt access to social service or 
public health agencies' previous reports of abuse; 

Emergency paramedical squads may destroy evidence of abuse in attempting 
to save the child's life, or in many instances, attempting to resuscitate an 
already expired child for the benefit of family or witnesses; 

Medical examiners may miss signs of abuse or not be aware of prior abuse; 

If a child dies in a medical facility as the result of abuse, the private 
physician signing the death certificate may likewise miss signs of abuse and 
fail to report it; 

Even with the advent of the 1981 mandated reporting law, confidentiality 
considerations continue to interfere with information exchange. Resistance 
10 sharing information as approved by AB 4585 may occur bccause 
agencies are not thoroughly familiar with the law, have their own contlicting 
procedures, or arc uncertain about when to get involved; 

There is a bias in favor of parents over children which permits parents to 
discipline their children as they see fit. There may also be a cultural value 
system which values adults over children, and thus killing children may be 
seen subconsciously as no worse than the killing of adults, or even less 
serious than killing adults; 

In this same vein, law enforcement agencies may fail to sec the need for 
differentiating between the investigation o[ child deaths and those of adults. 

Interagency teams can sensitize each of their member disciplines to the perspectives and 
observations of other participants, and [hereby strengthen the approach of the entire team. 
Governor Deukmejian, while California Attorney General, recognized this in his "Child 
Abuse Prevention Handbook" (1982), in which he stated: 

The most thorough, consistent, and effective strategies to 
report, treat and prevent child abuse employ the cooperative 
application of expertise from all involved disciplines. 

Attorney General Van de Kamp's Commission on the Enforcement of Child Abuse Laws 
(1985) made a number of specific recommendations on relaxing interagency confidentiality 
requirements in cases of child abuse, and recommended the establishment of specially 
trained investigative units and interagency coordination councils to examine such cases. 
AB 4585, the inspiration [or this program, authorizes the California counties to establish 
such interagency teams and requires the development of a protocol to facilitate the operation 

ILPP/DOJ.CD/Final Reporl/8.89 Intra., Page 7 
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of such teams. The bill represents the Legislature's response to the Attorney General's 
recommendations. 

To summarize, the indicators of child abuse are orten hidden, and what is known about a 
particular case may exist only as fragmented bits of information among several agencies 
unconnected by any uniform reporting system. Characterization of those factors which 
may lead to ratal abuse, and retrospective identification of abuse as a primary cause of death 
arc important topics for research which have been proposed, but which lie outside the 
scope of the present study. What does seem clear is that a uniform statewide system of 
mullidisciplinary review teams will be better able to provide the answers to those c]uestions 
than individual county law enforcement or social service agencies acting alone and in their 
own unique ways. 

A number of states have developed improved systems for identifying and prosecuting child 
murders. Oregon has a statewide network in place; lllinois has developed a sophisticated 
protocol for medical examiners; New York has studied cases with previous child protective 
service records; South Carolina, Louisiana, Florida, Colof;udo and Texas each have 
instituted programs and prOl:edures which have resulted in on-going system change. Many 
other states have protocols for case management within the social service system. The 
National Center for the Prevention of Child Abuse in Alexandria, Virginia provides a 
central clearinghouse for projects nationally; multiple national associations and some federal 
agencies participate in that network) 

Within California, most of the large counties have some form of child death review 
committee in place.4 Well over 20 million people in California live in counties with such an 
interagency child death review process in place. A northern and southern California 
coalition of review teams meets regularly, bringing counties together to share information, 
problems and ideas. Statewide agencies and associations help connect services throughout 
California. 

Conspicuously absent from the list of counties with teams arc most of the small rural 
counties. The counties which do have review teams have established them independently 
so that they do not all work in the same way, nor collect information in the same way-­
which renders the sharing of information across county lines extremely problematic. Some 
smaller counties do not have the elaborately constructed teams found in urban areas, yet 
manage to pair law enforcement and child protective workers to provide some measure of 
interdisciplinary communication and coordination. In fact, several small county sheriffs 
claim that information nows more freely, with fewer bureaucratic impediments, than in 
larger jurisdictions with formal communication systems. 

If all the counties had review committees and gathered and evaluated information in the 
same way, it would provide a solid basis from which to develop research results and would 
allow for more effective identil"ication, prosecution and prevention of child homicides. 
This, however, may not be feasible. Small counties are often fiscally limited, and do not 
have acces~ to the breadth and sophistication of expert advice available in Los Angeles or 
the San Francisco Bay Area. Compromise solutions may be necessary. However, 
importation of experts may not be necessary, particularly as the teams tend to create their 

lLPP/DOJ.CD/final Rcport/S.89 Inlm., Page 8 
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own breadth and sophistication by exposing the participating agencies and individuals to 
each other's professional perspectives and expertise. 

Allhough such compromises are more properly part of Phase I1--the development of the 
written protocols--they should be mentioned h~re as guidelines to the present work. 
Possible variants of the large-county models might be multi-county review boards, expert 
stafr on loan from large counties, or review committees reduced in scope from those of the 
larger counties. Outside financial sources may be needed if experts not on local 
government payrolls arc to be employed. Again, this too may not be necessary; as 
interagency teams draw upon the local talent of their own communities, many may rind the 
financial and personnel resources required. 

The Department of Justice Study: 
Development of Interagency Child Death Protocols 

The primary goal of this phase of the Department of Justice study was to identify the 
methods now used throughout California to investigate child deaths. This was 
accomplished initially by contacting the primary agencies involved in such work, typically 
the coroner or sheriff/coroner's office in each county. Through that contact, the study 
sought to characterize that county's system: whether a law enforcement/coroner 
investigation only, law enforcement plus occasional outside advice, or a full-fledged 
interagency, multidisciplinary team approach. 

The key questions to be addressed were: "What impact, if any, has interagency review had 
on the rate of identification, prosecution and prevention of child homicides in those 
counties with teams? How docs that rate compare with the same rate in counties without 
teams? Which counties have interagency teams in place, and which do nol'? What arc the 
differences, if any, between ehild death investigative procedures in large urban counties 
without teams and those in smaller, rural counties'? What arc the differences, if any, 
between child death investigative procedures in large urban counties with teams, and those 
in smaller, rural counties'! How do interagency child death review teams work? These 
questions are addressed in Section VII, Questionnaire Responses and In-Depth Interviews. 

----------------------
2Durfee, Dr. Michael. Statewide Child Death Case Review System. Program Statement 
suhmitted to Los Angeles County Department of Health Services, March 24, 1988. 

3Interagency Council on Child Abuse and Neglect (ICAN); Child Death Case Review 
Committee, Los Angeles County, pages 5-6. 

417 counties have interagency teams as of June, 1989, and seven more in the process of 
starting teams; sec Section VI, Statistical Analyses, Tahlcs 7 and 8. 
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III. Findings and Recommendations 

Based on extensive collection and analysis of information from the agencies and individuals 
working with child fatalities in California, Consultants offer the following findings and 
recommenda tions. 

The Department of Justice should go forward with Phase IT, development of written 
protocols for interagency child death investigation and review, and Phase III, training of 
appropriate agencies and individuals in the application of the protocols. Consultants found 
wide support for development of written interagency child death investigation protocols. 
This support was strong in counties with interagency teams, hut perhaps even more 
significantly, this support was also strong in counties without interagency teams in place.5 

To assist in its formulation of written protocols, the Department of Justice should follow 
through with selection of an Advisory Board.6 The Advisory Board should be made up of 
individuals with expertise in the fields of law enforcement, pathology, social services, 
pediatric medicine and psychiatry. With its diversity of professional perspectives and 
representation from small rural counties, large urban counties, as well as those with teams 
and without teams, the Advisory Board should assist the Department in developing 
protocols that may be effectively applied in any environment. 

In addition to the direction provided hy the Advisory Board, the Department should actively 
solicit county input in the development of protocols. This can be done in a variety of ways, 
including selected contacts with questionnaire respondents from Phase I of the project, and 
with Northern California and Southern California ehild death review coalition groups. 
Another option would be publication and distribution of a Department newsletter, 
addressing the issues relevant to child death investigation, publicizing the "victories" of 
death review teams, and soliciting input regarding problems encountered by teams in the 
practical aspects of child death review, as well as the problems encountered in counties 
without formal systems for child death investigation. 

With input from the counties--both those with and without interagency teams--as well as 
the Advisory Board, the Department of Justice should develop wrilten protocols that arc 
flexible. The protocols should avoid mandating procedures that will be burdensome and 
expensive for those counties without the personnel, equipment or resources that may be 
found, for instance, in Los Angeles, San Francisco or Kern Counties. Counties 
responding to the questionnaire repeatedly voiced their preference for protocols that were 
available as nexihlc guidelines ratlier than legal mandates. Proportionally speaking, this 
stated preference was actually stronger in counties with teams than it was in counties 
without teams. 

Development of mandated interagency protocols will undoubtedly provoke resistance in 
many of the smaller, rural counties. Ironically, these same counties expressed significant 
approval both for written protocols and for the basic concept of interagency coordination 
and communication. Moreover, many counties without formal interagency teams in place 
reported well-established informal networks between agencies and individuals, which 
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provide the same benefits of communication and cooperation as found in counties with 
more formalized systems. The Department might even undermine the willingliess of 
agencies and individuals to voluntarily follow essentially identical procedures hy issuing 
the protocols as mandates rather than guidelines, to the possible detriment of the children it 
seeks to protect. 

The Department of Justice should utilize the findings and observations found in this Final 
Report in crafting its written protocols. Particular attention should be paid to the problems 
encountered in the course of study, as well as those mentioned by respondents to the 
questionnaire. For instance, one of the major problems encountered in assessing the 
statistical impact of interagency teams was the absence of uniform data'? A crucial step in 
advancing the practice of interagency review will be showing an increase in the rate of 
identification and prosecution of child homicide. Developing this proof will rely heavily on 
the collection of standardized and uniform child fatality statistics. Consultants recommend 
that the Department of Justice assist counties in devising standard procedures for collection 
of child fatality data. 

Another problem frequently mentioned in questionnaire responses was the rc\uctanee of 
agencies to loosen confidentiality requirements in the interests of sharing information with 
other agencies. To address this problem, the protocols should clearly explain the legislative 
authority given counties for sharing information between agencies within the context of 
interagency review. Taken from another perspective, the issue of confidentiality is an issue 
within interagency teams. In one county, a failure to stress the importance of maintaining 
confidentiality led to the publication of a highly critical newspaper account which 
chronicled the failures of several agencies to protect a child who ultimately died of abuse. 
The release of this story created a crisis of faith within the team and within participating 
agencies and ultimately jeopardized the entire interagency death review process in that 
county. Consultants recommend that the protocols suggest each interagency review 
meeting begin and end with a reminder that matters discussed remain confidential. 

The resistance Consultants encountered in the course of this study demonstrates another 
problem the Department may fJce in instituting interagency child death investigation 
protocols. There is a perception among counties without teams--particularIy small, rural 
counties--that the tcams will be a burden rather than a bcnefi! (because their county has so 
few child fatalities, limited financial and/or personnel resources and various other reasons 
noted in questionnaire responses). To counter this perspective, the Department should 
emphasize the beneficial, protective aspects or following protocols and practicing 
interagency coordination. 

For instance, the Department can allude to the practices of Plumas County, which has a 
population of less than 20,000 and no more than three or four child deaths per year, hut 
nonetheless has an interagency review team which meets monthly. It docs so because 
communication and coordination are at a premium in Plumas County, because the monthly 
meetings give participants an opportunity to expand on their experiences and renew 
connections and commitment, and because having systems in place aids in investigation 
and review when child fatalities do occur. 
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Moreover, when child fatalities are infrequent, famIliarity with procedures may be "rusty;" 
the availability of standard, written guidelines will provide a "roadmap" for investigation 
and review. It should be pointed out that child homicides may well be missed in 
communities with few child deaths and fewer procedures for investigating suspicious 
deaths. One respondent wrote that he had been sheriff in his county for 25 years, and had 
never had one child homicide; while it is possible that no children had been murdered in 
that county in 25 years, it is also possible that, without training or systems for identifying 
suspicious deaths, such deaths occurred but went undetected. 

The Department may also wish to point to the growing number of civil lawsuits brought by 
surviving families against agencies and individuals responsible for investigating, protecting 
or serving the public. These lawsuits have successfully won claims based on arguments of 
failure to follow standard agency procedures and policies.S Counties may afford 
themselves some measure of legal protection against such costl y and damaging lawsuits by 
adhering to widely accepted and practiced standards of investigation and review. By virtue 
of having investigation protocols and systems in place for coordination and communication 
between responsible agencies, even counties with small populations and infrequent child 
deaths can lessen their exposure to such lawsuits. Consultants recommend that the 
protocols stress the advantages and protections afforded by following standard procedures 
and interagency review. 

In these and other areas, the protocols should benefit greatly from the ideas available in this 
Report and the extensive research and county input on which it was based. 

The Department should also be prepared to support formation of interagency teams by 
advocating additional funding for the appropriate agencies. Many of the responsible 
agencies in small, rural counties and even moderate-sized counties simply do not have the 
personnel, equipment or financial resources that expanded child death investigation and 
review is likely to require. Implementation of standard procedures throughout California 
may well require appropriations to a number of agencies in various counties, for instance, 
to pay for importation of forensic pathologists or pediatric specialists in counties that do not 
have such specialists, or for transportation of victims to neighboring medical facilities for 
long-bone X-rays, etc. 

In its formulation of protocols, the Department should emphasize the benefits of 
interagency child death review. Consultants found that counties with interagency child 
death review teams investigated a higher percentage of deaths after formation or the team. 
The difference is not large, but it is statistically significant, suggesting that the 
establishment of the teams facilitated the investigative process. Participants agreed that the 
interagency approach was an improvement, though they were more likely to gauge their 
success in terms of improved communication and cooperation rather than purely statistical 
terms. 9 In other words, from an "outside" perspective, there may he a desire to judge the 
success of the interagency approach in statistical terms (i.e., a higher rate of identification 
of child homicides). However, from the "inside," the agencies and individuals actually 
applying the concept of interagency review tend to define "success" in overall terms of 
improving the institutional response to child death. 
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The Department of Justice should go forward with its directory of agencies and individuals 
in each of the California counties responsible [or investigation of child fatalities. A partial 
listing can be found in Appendix 1; this listing ineludes only those responding counties 
with interagency child death review teams in place. The complete directory, to be 
published by October 1, 1989, should be indexed alphabetically by county and identify 
assigned individuals by name, title, agency, address and telephone number. Such a 
directory would be of enormous benefit to the Department in responding to inquiries, as 
well as for individuals and agencies working in the area of child death investigation and 
review in locating their counterparts in other counties, obtaining advice on problems 
encountered in particular cases, sharing information regarding suspected abusers who have 
relocated to another county or jurisdiction, etc. 

The Department of Justice should release one copy of this Final Report to each county. 10 

There would be several benefits to dissemination of the Report. First, distribution would 
give the counties the opportunity to share their reaction to the Report with the Department 
and perhaps expand on Consultants' analysis. Also, completion of the questionnaire 
required the voluntary investment of many hours by individuals and agencies throughout 
the state;ll in return, many specifically requested a copy of the Final Report when it was 
completed. In addition to rewarding the crforts or those who participated, distribution of 
the Report would provide counties with additional insights into the logistics of interagel1l:y 
child death review, revealing both the benefits and problems or the interagency approach, 
as well as fully articulating, perhaps for the rirst time, the true goals and objectives of 
interagency review--improving the delivery of service, enhancing communication and 
cooperation between individuals and agencies and, most importantly, protecting children. 

The Department should go forward with Phase III of the subject project, supplying training 
of appropriate individuals and agencies in application of the protocols developed in Phase 
II. Consultants found that the majority of responding counties regarded training of the 
various disciplines in identification of child homicides due to ahuse and neglect as 
important and useful. This overwhelming support for additional training was just as strong 
in counties without teams as it was in those with teams. Consultants also found substantial 
agreement among responding counties as to who most needs training, particularly "first 
responders" and emergency room personnel. Throughout their responses to the 
questionnaire and in a variety of different contexts, the counties repeatedly expressed their 
helief in the importance of training. Many county respondents pointed out that improving 
the institutional response to child fatality would have lillie chance of success without 
training and on-going education in identification or child abuse and neglect. 

In many respects, Consultants believe that the training componeni of the Department of 
Justice project is the most crucial. While Phase III necessarily builds on each previous 
phase, protocols and improved institutional systems can be no better than the individuals 
enacting them. To have an impact on identification, prosecution and prevention of child 
fatalities due to abuse and neglect, each of the responsible agencies needs "cross-training" 
in the disciplines and perspectives of the others: Paramedics and "first-responders" need 
the input of law enforcement and prosecutors to understand the mechanics or evidence 
preservation and the legal requirements of the courts in bringing child murderers to justice. 
Doctors and emergency room personnel need to work with child protective agencies and 
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pediatric specialists to learn to recognize the signs of child abuse and neglect. Social 
service caseworkers and supervisors may need the broadest training of all, as their work 
with abuse-prone families so orten brings them into the "[ront lines" of the war against 
child homicide. 

A., one respondent so succinctly put it, however carefully they are drafted or framed, 
interagency child death investigation protocols will be "only as good as the professional 
involved." As the key to professionalism in any discipline is proper education and training, 
the key to saving children at risk and bringing perpetrators to justice will rely on the 
support given the professionals charged with that responsibility. 

5See Section VII, Questionnaire Responses and In-Depth Interviews. 

6See Section IV, Advisory Board Nominees. 

7See Section VII, Statistical Analyses. 

8See Tolleson vs. City of West Covina. In March of 1980, plainti[Ps 10 year old son was 
kidnapped and held [or ransom. Plaintiff immediately called the police to report the 
kidnapping. Eight days later the child was found dead in a house only two doors away. 
Plaintiff claimed that the police had no experience or training in handling such cases, that 
their investigation was negligent and the legal cause of the boy's death. Using a phrase 
found often in such cases, plaintiff claimed there was a "special relationship" between the 
police and the plaintiff, and that the plaintiff had reasonably relied on the defendants to act 
responsibly. The jury found for the plaintiff and awarded over $5,OOO,OOO--five times the 
amount demanded by plaintiff in his complaint. 

See also Estate of Bailey v. Countv of New York, 1985. Relatives of a five year old girl 
living with her mother and the mother's boyfriend found evidence of child abuse and 
reported it to a telephone hottine and the police. The next day, a county youth services 
agency took temporary custody of the girl, but the following day returned the child to her 
mother without adequately investigating the possibility of further abuse by the mother and 
boyfriend. A month later the child was dead. The father filet! suit on behalf of the child's 
estate, and the county was held liable for the child's subsequent death from abuse by the 
boyfriend and mother. 

Particularly significant in this vein is Sorichetti v. City of New York. A woman sought a 
protective order against her ex-husband from Family Court; the court issued the protective 
order but also granted the father weekend visitation rights. Prior to the incident, the mother 
sought assistance from officers at the local police department, who knew of the rather's 
violent history, reporting that he had made deaths threats against her and the child when he 
picked her up for the weekend. The police refused to take action. When the child was not 
returned at the appointed time, the distraught mother went to the police, and was told to 
"just to waiL" An officer familiar with the rather's history urged that a patrol car be sent; 
his superior rejected the suggestion and at 7:00 PM, the mother was sent home. At 6:55 
PM, the six year old child was stabbed repeatedly by her father with a fork, knife and 
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screwdriver; he then attempted to saw off her leg, which attack resulted in permanent brain 
damage and severe disabilities. The father was convicted and sentenced for attempted 
murder. The mother sued the City of New York for negligent failure of the police to 
provide reasonable protection; the jury awarded the child $3,000,000 in damages and 
$40,000 to the mother; the appellate court reduced to award to $2,000,000. 

Tom on Torts referred to the modern trend that can be seen in cases like Sorichetti: Baker v. 
City of New York, 1966 (court order authorizing police protection of plaintiff created duty 
of protection); Nearing v. Weaver, 1983 (in which an enforcement provision of Oregon's 
Family Abuse Prevention Act mandates that police "shall arrest" any person violating a 
TRO against domestic violence, the courl held that a wife and minor children had a cause of 
action against police officers who failed to protect them from the violence-prone husband 
by enforcing the TRO against him); DeLong v. County of Eric, 1983 (death of a housewife 
from stabbing by a criminal intruder was caused by the negligent processing of her 911 
call); Schear v. Board of County Commissioners, 1984 (in which police received a call that 
a crime was in progress but failed to respond, with the result that plaintiff was raped and 
tortured) and Chambers-Castanes v. King County, 1983 (showing the importance o[ the 
victim's reliance on police assurances that "help is on the way; the cruisers have been 
dispatched"). According to Tom, these cases disclose "a relaxation of the judicially 
constructed impediments to recovery for harm caused by negligent failure of the police to 
prevent crime. The mechanism of enlarged recovery is a modest but steady expansion in 
the special relationship exception to the no-duty rule." (See also Thurman v. City of 
Torrington, 1984, where a victim of domestic violence was awarded $2,600,000 in 
compensatory damages against her town's police force [or failing to act on numerous 
complaints of violence committed against her hy her estranged husband, before she was so 
severely assaulted as to cause permanent paralysis; and Griffin v. Johnson, 1988, where a 
family reported four times in two and a half hours that the daughter's former boyfriend, a 
mental patient, was in their garage with a gun; the police did not respond, and six hours 
later, the man broke into the house and killed the daughter. The jury found the police 
dispatchers and their supervisors liable, awarding $2.5 million to the daughter's estate and 
$61,000 to the family.) 

Consultants also found references to civil suits brought against social service agencies 
(Babcock v. Washington, 1984, where a complaint was filed against employees of the 
Department of Social and Health Services of the State of Washington on behalf of four 
children who were sexually ahused and psyehologically damaged as a result of federal and 
state violations relating to the placement and monitoring of the children; and Mamo v. State 
of Arizona, 1981, a $1 million jury verdict against the state for the wrongful death of a 2-
1/2 year old girl due to negligent failure of the state agency to prevent child abuse), and 
physicians (Landeros v. Flood, 1976, finding civil liahility for negligent failure to report 
conspicuous evidence of child abuse, resulting in the child being returned to the offending 
parents who inflicted additional abuse). 

These cases stand for the theory that individuals can sue governmental authorities for 
failing to do their jobs, in particular, for failing to protect children from physical and sexual 
ahuse. Several cleal with dead children (Tolleson, Bailey, Mamo), whose families succi the 
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agencies responsible for protection or investigation. Clearly these cases speak to a trend 
toward survivors suing on behalf of deceased children [or the failures o[ various 
individuals and agencies charged with their protection. This trend will extend [urther and 
[urthcr into child death investigations, as a result of studies such as this one and the 
development o[protocols like those contemplated here. 

9In addition to the requested statistical information, Consultants offered three criteria for 
assessing the impact of interagency child death review: Whether the team was ahle to 
handle more cases or dispose of them more quickly than the previous system; whether the 
county now identified a higher percentage of deaths as being related to child abuse or 
neglect than previously; and whether the Formation of the team had Improved 
communication and coordination between the various responsible agencies. 

lOIn counties with interagency teams in place, the Report might be directed to the team 
coordinator; in counties that responded to the questionnaire, the Report might be directed to 
that respondent; in those counties that did not respond to the questionnaire) the Report 
might be submitted to the County Coroner, as the coroner is an essential component in any 
child death review structure. 

11See Credits and Acknowledgements [or a complete listing. 
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IV. Advisory Board Nominees 

In addition to studying practices and procedures for child death investigation, Consultants 
were asked to organize an Advisory Board to assist the Department of Justice in developing 
written child death investigation protocols, Phase II of the subject project. The Advisory 
Board should reflect in its makeup the professional diversity 01' the interagency child death 
review teams and include members from law enforcement, social services, coroner, 
pathology, district attorney, public nursing, pediatric medicine and psychiatry, experts in 
the field of investigation, child abuse and interagency child death review, as well as 
individuals representing agencies in counties that do not have formal interagency child 
death review teams in place. 

The individuals named below have agreed to be considered as nominees to the Department 
of Justice Development ofInteragency Child Death Protocols Advisory Board. 

Law Enforcement 

Sgt. Rod Decrona 
Plumas Co. Sherin's Dept. 
P.O. Box 1106 
Quincy CA 95971 
(916) 283-0400 

Det. Audrey Stacey 
Siskiyou Co. Sheriff/Coroner 
311 Lane Street 
Yreka CA 96097 
(916) 842-8300 

District Attorney 

Harry M. Elias, Esq. 
Deputy District Attorney 
Chief, Child Abuse Division 
San Diego County District Attorney 
220 W. Broadway 
(619) 531-4300 

ILPPIDOJ.CD/Final Rcporli8.89 

Coroner, Sheriff/Coroner 

Helen Frankel, R.N., P.H.N. 
Kern County Coroner's Office 
1832 Flower Street 
Bakersfield CA 93305 
(805) 861-2606 

Dr. Boyd Stephens 
San Francisco Coroner's Office 
850 Bryant Street 
San Francisco CA 94103 
(415) 5S~-1694 

Children's Advocacy 

Pat Osborne 
Execu tiveDircctor 
Santa Clara Co. Child Advocacy Council 
460 California Avenue, Suite 13 
Palo Alto CA 94306 
(415) 327-8120 
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Department of 
Social Services 

Michael Hancock 
Special Investigator 
Children's Services 
Dept. or Social Services 
San Francisco County 
San Francisco CA 94103 
(415) 557-6021 

Jim Rydingsword 
Director 
Dept. of Social Services 
Contra Costa County 
2401 Stanwell Drive, Suite 200 
Concord CA 94524 
(415) 646-5100 

Pediatric Specialist 

Dr. Sally Davidson Ward 
Los Angeles Children's Hospital 
Neonatology & Pediatrics 
4650 Sunset Blvd. 
Los Angeles CA 90027 
(213) 669-2162 

Saul Wasserman, M.D. 
Child/Adolescent Psychiatric Unit 
San Jose Medical Center 
Santa Clara County 
675 E. Santa Clara 
San Jose CA 95112 
(415) 998-3212 

ILPP/DOJ.CD/Final Rcport/8.89 

Special Consultant 

Dr. Michael Durfee 
Medical Coordinator 
Dept. or Health Services 
Los Angeles County 
313 N. Figueroa, Room 227 
Los Angeles CA 90012 
(213) 974-8146 
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v. Study Design 

For those counties with interagency teams in place, Consultants sought to determine the 
logistics of team operation. Among other questions, Consultants asked which agencies 
participated in the review process; of those agencies participating, did the same 
representative attend each m;~eting, or did agency representation rotate? Consultants sought 
information relating to frequency of meeting, whether or not the team had clerical support, 
and how the team was financed. Consultants also attempted to determine how case review 
itself was conducted; what criteria determined case review; what materials were reviewed 
prior to meetings; were materials distributed prior to meetings; were those materials 
returned to the contributing agency or destroyed; were records kept of cases reviewed and 
of team discussions; what was the extent of follow-up regarding cases reviewed, and how 
were determinations of suspected abuse or no suspected abuse reached? Consultants also 
questioned the policies of team operation; how did the team handle questions of agency 
confidentiality or the\,Qnfidentiality of team proceedings; what policies did the team have in 
relation to the medi~" and what were the teams policies in regard to on-going law 
enforcement investigati~'\n or criminal proceedings? 

Consultants next sought to evaluate the errectiveness of the various interagency models by 
measuring any change in the rate of identification or prosecution of abuse-related deaths 
before and after establishment of interagency review. Of particular interest for the purposes 
of this project was the rate of identification of child deaths reported as "child abuse" before 
and after the establishment or interagency teams, considering the effects of the new child 
abuse reporting law of 1981, compared with the reporting of such deaths in counties 
without interagency teams or specific investigative protocols. Did the institution of an 
improved investigative process lead to an increase in the number of child deaths attributed 
to abuse or neglect, rather than to "natural," "accidental" or "unknown" causes?12 A 
greater rate of deaths reported as abuse or neglect would tend to demonstrate that the 
interagency teams are more successful at identifying such deaths that might otherwise have 
been reported as due to natural, accidental or unknown causes than those agencies or 
counties operating without the benefit of a multidisciplinary approach. 

The primary tool used for collection of this information was a lengthy questionnaire (see 
Appendix 2), which was divided into three sections Section r identified the respondent 
and provided an overview or each county's investigative system; Section II was geared to 
counties without interagency teams, and Section III to counties with interagency teams. 
Initial telephone contact with each county was made to determine (a) the best candidate for 
receipt of the questionnaire, based on access to the required information as weIl as 
willingness to respond, and (b) into which category that county's procedures fit. Based on 
that telephone contact, each county was sent a letter which further explained the Department 
of Justice sponsored study, and one copy of the questionnaire containing either Sections I 
and II, Sections I and III, or all three sections. 
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Among other things, the questionnaire asked: 

o 

• 

• 

• 

• 

What deaths are investigated? Are there specific criteria [or determining which 
deaths will or will not be investigated? Are fetal deaths, SIDS deaths and 
adolescent suicides investigated? 

Who decides which deaths are to be investigated? 

What agencies participate in responding to and investigating child deaths'? Do the 
same individuals respond in all cases, or do assignments rotate by shift or some 
other mechanism'? How are these individuals chosen or assigned? Are any private 
institutions involved in these investigative procedures'? 

How is information collected, stored, exchanged and coordinated among 
individuals and agencies? 

What arc the logistics of team operation (time, frequency, duration, slaffing, 
compensation, findings, follow-up, confidentiality, information-sharing, etc.)'? 

What are the problems of the current system? How could it be improved? 

What barriers exist to establishment of interagency review'? How could those 
barriers be removed '! 

What is the greatest impediment to the identification of child deaths as homicide? 
Prosecution? Prevention? 

What are the benefits of interagency review'! What are the drawbacks? 

From responses to the questionnaires, in-depth follow-up studies were conducted in a total 
of nine counties, six with interagency teams (Los Angeles, Alameda, San Francisco, Santa 
Clara, San Mateo and Plumas) and three counties without interagency teams (Marin, 
Tehama and Siskiyou). Topics investigated included the number of cases 
reviewed/investigated, complaints, prosecutions and convictions which resulted, the use of 
outside specialists or experts in investigations, categorization of abuse cases, problems 
encountered, how the present procedure evolved, how it is perceived within the 
administrative context and by the general public, how responsible agencies and individuals 
deal with sensitive issues, such as fetal rights, jailed mothers, suicides, how abuses are 
identified without harassing innocent bereaved families, and keys to both prosecution and 
preventative intervention. Of special concern were the differing needs and resources of 
California counties. The key question considered was: Can one interagency child death 
review protocol be tailored to fit the needs of large, urban counties as well as small, rural 
counties? 

During the course of study, Consultants also attended child death review meetings in three 
counties: San Francisco, Santa Clara and San Mateo. In addition, Consultants attended 
workshops sponsored by University of California at Davis Continuing Medical Education, 
the California State Coroners l Association and the National Center for the Prosecution of 
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Child Abuse, as well as two working meetings of the Northern California Child Death 
Review Coalition. 

Analysis of questionnaire responses and subsequent follow-up can be found in Section 
VII, Questionnaire Responses and In-Depth Interviews. In the following section, 
Consultants provide tables that rank counties with and without teams in terms of total 
population as well as percentages of urban and rural population. These figures were used 
as the basis for analyzing the impact of interagency child death review on identification of 
abuse deaths, as well as assessing the relationship between population and resistance to 
implementation of interagency child death review protocols. 

12Which increase must be distinguished from an actual increase in the occurrence of such 
deaths. 
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VI. STATISTICAL ANALYSES 

The eight tables that follow show the foundation on which analysis of "large/urban" and 
"small/rural" counties were formed. 

Table 1 gives 1980 Census figures for all counties in California which responded to 
Consultants' questionnaire. Table 2 ranks in descending order all responding Calirornia 
counties by percentage of urban population (or "most urban ll

). Conversely, Table 3 ranks 
in descending order all responding California counties by percentage of rural population (or 
"most rural"). Table 4 lists all responding California counties with interagency teams in 
place in descending order of urban popUlation. Conversely, Table 5 lists all responding 
California counties without interagency teams in descending order of rural population. 
Table 6 gives county death statistics for the three years considered. Tables 7 and 8, 
respectively, list counties with and counties without interagency teams in place. 

Several general observations can be made from study of the following tables. First, 
comparison of Tables 1 and 4 shows that the six counties with the largest populations in 
California--Los Angeles, Orange, San Diego, Santa Clara, Alameda, San Bernardino--have 
all established interagency child death review teams. Not coincidentally, these same 
counties also appear as "most urban" in Table 2 (with the exception of San Bernardino, 
which for the purposes of this study was considered "rural"); on this has is, it can he said 
that those counties with the highest total population and highest population density have 
already formed interagency review teams, with the notable exception of Plumas County.13 

Conversely, comparison of Tables 1 and 5 shows that those counties with the lowest total 
populations--for instance, Alpine, Sierra, Mono, Modoc, Trinity, Colusa--do not have 
interagency teams in place. These counties also appear as "most rural" in population 
density. These figures tend to support the generalization that the smaller, rural California 
counties do not have interagency child death review teams in place (again, with the 
exception of Plumas County). 

It is immediately clear that child death investigation teams arc presently in use in most of the 
large urhan counties and in very few of the small rural counties. To quantify this 
observation, Consultants divided the counties into three groups on the basis of their degree 
of urbanization using an arbitrary but perhaps reasonable scale. Each county, and the state 
as a whole, was ranked hy its total population, population per square mile, and percent oC 
its population listed as "urban" by the U. S. Bureau of the Censlls. The groupings arc 
shown below. 

All data are from the 1980 Census; there has been population growth since then but the 
relative rankings of the counties should not he changed appreciably. The three rankings are 
averaged to give the composite index. The order shown is that of the rankings so that the 
lowest counties in one group may not be too different from the highest counties in the next. 
Approximate ranges are shown, but since the index is a combination o[ the three 
characteristics a few of the counties in each group lie outside of the ranges in some of these 
measures. Despite persistent follow-up, Consultants received only 46 questionnaire 
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responses, so the discussion IS limited to these. The parenthesized counties did not 
respond. 

1. More urban than the state as a whole; population over 
500,000, density over 500/sq. mi. and over 95% urban 
(except San Diego): 

Orange, Los Angeles, San Francisco, Alameda, Santa Clara, San 
Mateo, Sacramento, Contra Costa, San Diego. 

2. Intermediate: Most have populations 100,000 to 
500,000, over 75 inhabitants/sq. mi., and over 75% 
urban: 

(Ventura), Marin, Solano, San Joaquin, (Riverside), Santa Barbara, 
(Santa Cruz), Stanislaus, San Bernardino, (Fresno), Sonoma, 
Monterey, Kern, Yolo, Napa, (Butte), San Luis Obispo, Tulare, 
(Merced), Placer. San Bernardino County falls into this group 
despite its larger population because of its enormous geographical 
area which gives it some of the physical characteristics of rural 
counties. 

3. Rural: Below the above in most categories: 

Sutter, Yuba, Kings, Shasta, Imperial, Humboldt, El Dorado, 
(Madera), Nevada, (Mendocino), San Benito, Tehama, Lake, 
(Glenn), DeI Norte, Amador, Siskiyou, (Tuolomne), Calaveras, 
Lassen, Colusa, Plumas, Mono, Modoc, Trinity, (Mariposa), 
(lnyo), Sierra, Alpine. 

For the nine large urban counties the establishment of child death review teams is not an 
issue: All have them, or are in the process of forming them. Twenty-three small rural 
counties, with the exception of Plumas, do not have the teams. However six others have 
expressed some interest, and five of these--Amador, Del Norte, Shasta, Siskiyou, and 
SuUer--are at least in the preliminary discussion stage. In still five others the respondent 
indicated that a team might be an improvement but that the present demand was not great or 
county funds and manpower were too tight. 

In between these are fourteen counties of moderate size and population density--mostly 
between 100,000 and 500,000 inhabitants, three-quarters of whieh are defined as "urban" 
by the U.S. Census. Six of these have formed teams, all within the last year and a half. 
These arc San Bernardino, Kern, Monterey, Solano, San Luis Obispo, and Yolo. In 
addition, Placer County is in the process of forming a team, and Marin, Santa Barbara, and 
Stanislaus have at least had the idea under consideration at one point. 

The child death investigation team seems to be an idea whose time has come. More than 
half of the respondents either have teams or are discussing them, including a number of the 
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small rural counties. It is now particularly appropriate to evaluate the effectiveness of this 
approach in order to guide the development of the teams now being organized. 

One of the original goals of this study was to determine whether the establishment of 
interagency child death review committees resulted in the identification of more deaths as 
being due to abuse rather than apparently natural or unexplained causes. This could be 
examined in two ways: By asking the respondents whether this had indeed happened, or 
performing a statistical analysis on the numerical responses to the questionnaire. The laller 
would involve either looking at individual counties before and after the formation of the 
team, or comparing the statistics provided by similar counties with and wiLhout the teams; 
these statistics are shown in Table 6. 

When the data was received, however, it became immediately apparent that neither of these 
statistical approaches would be as fruitful as Consultants had initially hoped. Comparisons 
among counties are hampered by the fact that counties have different criteria for 
undertaking investigation. One particularly important criterion is the age range of victims: 
some investigate only very young children's cases while others go up through teenagers, 
and it is well known that the incidence of ratal child abuse varies strongly with age. 
Beyond this, quite a number of counties simply do not have accurate statistics on the 
number of deaths or investigations performed. 

Seven counties initiated their teams during the time period under consideration (198,6-88). 
However two of these (Contra Costa and San Bernardino) reported no child death statistics 
at all. The five counties which have established child death review teams in the past three 
years and have kept statistics on them are arc Kern, Monterey, Solano, San Luis Obispo, 
and Yolo, an in the medium-sized and semiurban group. They report the total number of 
child deaths and the number investigated both before and after establishment or the team. 

ILPPIDOJ.CD/Finai Rcporl/8.89 Slal.Anal.. Page 24 
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Shown below are the individual and summary statistics for these counties. (For the three 
which have had teams ror a fraction of a year the data were allocated and the numbers 
rounded off.) 

Investigation of Child Deaths 
Before and After Team Establishment 

County 
Reported Dea ths Percent Investigated 
Before After Before After 

Yolo 28 4 27% 33% 
San Luis Obispo 21 6 24% 50% 
Solano 151 80 13% 18% 
Monterey 89 25 30% 38% 
Kern 279 253 26% 34% 

TOTAL 568 367 23% 31% 

In each county and overall a higher percentage of deaths were investigated after formation 
of the team. The dirference is not large, but it is statistically signii'icant (98% confidence 
level) and suggests that the establishment of the teams facilitated the investigative process. 

13With a total population of 17,340 by the 1980 census, there are 34 counties in California 
with greater lotal populations than Plumas County that do not have interagency child death 
review teams in place., Plumas County's unique situation is discussed in Section lIT, 
Findings and Recommendations. 
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I A1:lLE I i COUNTY POPULA TIO~IS 

I 
I 

~~l£:L-. ..--.1..iTI.503 7 39W~I-__ ~~~r-2~8.~. __ ..J_14~t 
Or,mae I 932709 I 9267'13 5966 9969% 31 fI: 
SanDle90 I 86L846 _IJ~2.1!. _.~898 93.2-lfI: 6.76% 
S~nta Cl~ra I 29507'1 I 265593 1-' 29478 9772l'l: 228% 
Alameda --.L.LQ~,379 ...-L993,§~~ _ •.. _~ .•• ~~22!L __ . ..LO})'t 
Sl'In Bernardino 895.016 806 186 88830 9008% 9 92% 
S<:lcramento 783,381 ?~73 r-_l..Ll2.!L 9603% 397% 
SanFrancl~co 678974 67~974 0 100% % 
River~l1Clc 663,166 5-16 ~~I--' ITF.4Ot ~J21L ..... ·T75sn 
Contra Co()ta 656~380 _...Q~~9-12 19-138 9IQ.~1~r--4-~~. 
S1In M~teo 587329 576692 --1Q.637 98.19% I 81r~ 
Ventura 529.J1:L~9.fl,.~.?1..f----:~8,602 . . ..2..1.?..w. -.-J?c'1I~, 
Fresno 514621 403101 111520 78.33% 2167% 

I 
I 

Kern 4Q2,.089 33Q,498 72 59 I 81 99% 180 I n 
San Joaquin 347,342f-----28s,97~ . 61 363 82~~=r76'rr.r 
Sonoma 299 681 197 885 101 796 66.03% 339m 
Santa Barbara 298 694 271 339 27 355 908'm 9.16% 
r-Iontorey 290,444 224 922 65522 77.44% 22.56% I 
Stanislaus 265900 2ill?+ ___ 5_0~695~. -J.~ 07%, 
Tul~re 245738 153219 92,51-9 62.35~ 3765% 
Solano 235 203 221 630 13573 9423% 577E. 
r-Iarln 222,568 20Z,665 14 903 93'3~ 67% 
Santa Cruz 188141 153185 34,956 I--~J.;42~ ~f 
San Luis Obispo I 55,43~.r--l.l1.2..LL ----E2.?i.r-J?_86~ ~~J.1~. 
Butte 1'13851 101 929 '11922 7086% 29 I 'in 
r-Ierced 134 5(:)0 §hl~§ .. .. __ 5gm. ~ 27~~. _]} 7~1L 
Placer 117247 59090 58 157 50.4% 496% 
Shasta 115 ... 715 63435 52280 5{82% 4518% . 
Yolo 11337'1 ',{rei? ··--·2O't9-j '--elgin' '1F6Mf 

I 
I 

~.boldt 108514 61188 __ 47,326 56.39% '1361)'(; 
Napa 99.J..2.2. __ 80 185 19014 8083% 19 17~~ 
Imperial 92 110 6'1250 27860 69.75% 30.25% 
EI Dorado 85812 3M§.Q. ----422,;i?. _1£..5.11' ••.• ID2ri 
Kings 73738 48913 24825 6633~ 336?~ 

I 
r-Iendocino 66,73§. __ --1.LO~£. ___ i~76 31.56% 68 'H% 
Madera 63 I 1 6 30 126 32 990 .... ::W73n ·'5227% 
Sutter 522·16 35017 17229 6702n.~~!.... 

~~~:da ~~ ~~~ 3~ ~~~ ~~%ltr-~ *~ 
I 

SiskIYOU 39732 II 632 28 100 2928% 7072% 
T ohllma 38 888 1'1 235 2<1 653 366! l\l 6339% 
Lake 36,366 ___ .M~. __ XUQ§ . .. P8lf. 7619% 
Tuolurrne 33928 3247 30 681 9.s7~ 9043l\l-' 

I 
San Benito 25.005 11488 13517 45.9~n 54.06% 
Lassen 21 60 I 6 520 15 I '11 30 I %. 69 9% 
Glenn 21 350 8808 12542 'II 26% 58.7-1% 
Calaveras 20710 0 20,710 .% 100.% I 
Amador 19 31 '1 0 19 31 " % I 00 % 
Del Norte 18217 5.19.?L_..l2~t5_~'?'~ ~c~~ 
\riYo 17 895 3 333 14 562 18.63% 81 37% 
Plumas _ 17310 '1 '151 12889 2567)'(; 7'133% 
Colusa 12,791 4075 87163186% 681<1% I 
Trinity II 8"" 2787 9071 23.5% 76.5% 
Mariposa II 100 0 II 108 .n 100% 
Modoc 8610 3025 5585 35.13% M87~r 
Mono 8 577 2..2~.9" ___ '!"Q . .'L~ ~~ .. ~J9fL 
Sierra 3 073 0 3073 % 100 % I 
Aipine I 097 0 I 097 % 100% 

I 
I 
I 
I 
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TABLE 2, "~10ST URBAN" 

I C-CouNfY-- -copor .. - --URBAI,r- ---r{"U-RAL-rnURB):N 1rhURAL.. 

San Fri:lncisco _~2i, . __ .&ZM?.1_ 0 100% ---.- .~ o;;-;;QO-- I 932709 I 9267'13 ~=~ . .?j~.E --g969n" 31ru ---!.J.._::.::J.. __ 

9893%' -1'07% Alameda 1,105,379 1.92~2~L __ !1 .. §.36 
Los Angelo:; 7 '177 503 --..l,392.Q.~ __ 8~~ -'9S86'Yr "-T\ti .. ~ .. 
San Maleo ~1·~29 __ 576,692. ___ lQ.~ -·98.19ro I 81 r. 
'sMtciCi-ora-- I 295071 1,265,593 29 '178 -'g=i:i2f.f" "'-228~ 
CO~JIl 656380 636,91\2 19438 970'1% 2.96% 
~£!1to 783.381 __ 75~ll.. ____ 2..L.L08. 9603% 397% 
Ventura 52917'1- 500572 28602 9'1.59% 5.'lIr. , 

I 
I 

Solano 235,203 i--~21 ,630- : ___ 13,573 ~,23%_ _2.:pr. 
~larin 222568 207665 11\903 933% 6.7% 
Slln Diego 1861846 I 7359'18 125&Q.~ 93.2'1% 6.76% 
Santa Barbar 298694 271 33'9- 27355 -908tl% 916~f I 
Son Bern~rdin 895016 ~~Jl~~ __ 8§..§}_9- 90.08% __ 9~~2~_ 
.(}.1verllide 663166- !1.1§ . .]58 j 16,408. 82'4~.t[ -ill.?}!: 
San Joaquin 3'17342 285,979 61,363 82.3376 17.67% 
Kern '103089 33Q,i98 72591 81.99% 1801% 
Yolo 11337-1 92~77 20497 81.92% 1808% I 
Sonta Cruz 188141 153,185 34,956 8 !.:1~~t. --1§.!1.~~ 
Stanislaus 265900 215,205 50695 8093% 190m 
~o M_~ 8gJJl.~ ___ L2&Li. 80.83% r-1-':HI~ Fresno 514621 f--;\~£1--__ I _I 1,520 78-:-:33"% 2167% 
Monterey 290444 224,922 . 65522 • 774-1% 22.56% I 
San Luis Obi5~ 155435 117911 37524 --4,.!)~~ ~jJ.4% 
Yuba 49733 35522 1'12tr 71 -13% 2857% 
Bulle I 43.&?l. 1-._1..Q.!../122 .. ~J922 7086% ~~91-lro_ 
.l!!}P.erial 92110 6'1250 27860 6915%' 3025% 

--~ Sutter ~~~ 1----2~Q t? _ ____ IW2. _.670~!t 32.98n 
KlOOS 7.3,738 __ '1~~ ,-__ ~825 6633ro -3367~ 
Sonoma 299.681 19].885 101796 6602!u 339m 
Tulare 2'12.1~ __ !?~J£!.2 _-.2..2.21..'2 6235n 37.65% 
I"lcrced 131560 r--?).788 50772 -622m --37T3~ 
Humboldt I Q8L51.1. 61 188 __ . __ 17 ... :5£2. _?6.W"'.!!.... '\361% 
Shasta 11521S '--63!f35 g~~~ -="-1.B.~1-~~-
Placer . __ 113.~1.. 59090 __ ?8.!?l _"?.9..:.1f'!... •. , :I?~l'i: 
Hadcra--'-

_ ... __ .J~.~ ... 

63116 . 3~g. ___ ~2.,990 4773% 5227% 
San Benito 25005 __ .u,i~§" ~3.2J.Z 45.91% 5'106% 
Mono 8,577 3929 •. _...1&1§. -,i581% -5~n(J%' 

~5Tn 
1----_ .•.. -

EI Dorado 85812 36480 '19332 57'19% 

I 
I 
I 

Glenn 21350 8.808 12542 41.26% 58.7'1% 
Tehama 38888 14235 24,653 36.61% 6339% 
I"lodoc .. ___ §&L9 1---1E~~ __ .?2.~.~ 35.13% 64.87% 
Dei Norte 18217 5921 12296 -·''325% ""67S% I 
Colu3a 12791 4075 8716 31.86% 681-1% 
1"1endocino 66738 21062 45676 :--2b;56ro 68~~ 
lassen 21661 6520 151·11 30.1% 69.9% 
SI~klYOU 39732 __ -1l§2 28100 2928~ 7072~_ 
Plt;ma:l 173".10 4 '151 12889- 2567% 7'133% 

I 
Lake 1--36.d~!?" 1-__ §P,?8. __ ...1.7.2Q..~ 2381~ 76.19r. 
Trinity -- IIM8 2787 :---;-~QIl-

.. ~. 2g.5%·· --76"5%· 
Invo 17&25 3333- 1-156.§.. -18.63~r ~~Z~ 
Nevoda 51645 6697 4'1,918 ~9?jf 8703% 
Tuolurr:ne 33928 3,2'17. 30681 9.57% 90'13% 
Calaveras 20710 0 20710 '" ----L2~ ,. 
Amador 1931'1 0 1221'1 % 100% 
.tl,ar.!l?o:la _ r __ J l.J.Q'§" _____ 9 

,---I}k~ ,-----~ 100% 
Sierra 3073 0 % ··--jooif 

I 
I 

AlQine 1097 0 I 6i~7 n 100.% .'u 

I 
I 
I 
I 
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TABLE 3; "I'IOST RURAL" 

I 
r-"COUNTY 

I 
i¥!aver1lS 20710 0_~Q2LQ ____ "~ _100 %_ 
AmCidor 1931T 0 19,31'1. ~ 10-24-
MariPosa 11 108 0 ___ 1 LlQ.§.._---.!.~~ 
Sierra 3073 0 3073 % 100% 

I 
I 

.6.!P.ine 1 097 0 __ 1.,997 .~ 100 r. 
Tuolumne 33 928 ''--~T-' 30 681 ----g:s7~·-go;i31f 
NevClda 5)"&'1§r 6,697 44,9·18 1297~'. 8703n 
lnY2- 17,895 .~L;5.33 __ -112.~E..r-l~63~ _.§Jl}'!" 
Trinity, 11 858 2 787 9071 235r. 765% 
Lake 36366 ._~$8 27708 2381n 7619% 
Plumas 17 3~0 ~ 1 12889 2567% 74.33% 
..§!£.k.I'y..2.!L.-. __ 3.9..732 ~i ,~;L . __ 2Mg!f- -1~ 2..8.~ •. 70]l?t 
Lassen 21 661 6 520 15 1'11 30.1 % 699% 

I 
~lend0cino 66 738 21 ,062 45676 31 56n 68't1~ 
Colu;:;11 12..191 '1075 87163186% 681-1% 
~~ -: 18,if'f ----5 921 12,296 32~5-n·i-e;:r5%--
t-lodoc . 861 0 3,02~ ___ §.,~ ~.513~_ ~?~ 
Tehllma 38 886 14.235 24 653 36.61 % 63.39n 

I 
I 
I 

Glenn 21 350 8&9~ ___ 12~~ _4_1.26% 5874%_ 
El Dorado 85812 36480 49332 42.51 n 57.49% 
~lono 8577 32£9 46'184581% 5'119% 
San Benito 25005 11,488--- 13.517 ~~~:-§.1.~ 
I'1C1derl1 63 1 L§ 30,126 ___ F990 -S/..1X!l.., 5227[!... 
Placer 117,2'11 59,0~.g. -211.57 -2.Q.::l~ ~9..:..6.&, 
Sha5t~ 115715 63 '135 52280 5'1.82% 45 18n 
Humboldt 108?14 ___ 6_1J.§§.._~2~:--st39n __ ~61%_ 
I'lerced 134 560 83788 50772 622m 3773% 
Tulare 2'15 738 15~219 92519 62.35% 3765% 
Sonoma 299 681 197 885 101 796 --66039r 3397% . =.-
Kinas 73 738 48 91~ __ £1,§25 66 33% 33~ 
Sutter 52246 35917 17,?12.. ....§2Q2% ---1_~..8.~_ 
l'rlDcri111 92 nOM 250 27860 6975% 3025% 
Bulle 143,851 lQ..!.,n2.. 41922 70.86% 291'1%_ 
Yubll 49733 35522 1421171'13% 2857% 

I 
San LUis Obis 155,435 1-_.tH.~1L. __ ~7,??~ -.1.?.§2f. _g~.Jj~. 
I'lontcrey 290 '1'1'1 22'1 922 65522 77 -14% 2256% 
Fre~:;no 51'1~.J,1- ..1Q~c... __ t_ll.2£Q. _1§df~ 216~~ 
NaD~ 99 1 99 80 185 19 01 4 8083n 19 1 7% 
Stanisl~us 265900 215205 "506'95- -S093,<t -TM7N 

I 
Santa Cruz 188J.iL 153 185 3'!..2.?6 81.42% 18.58n 
Yolo 113 374 '?~ 877 20497 61.92% 1808% 
Kern '103 089 _~Q..4~.4. . __ 7,?,59.L _.~.L~2~ 1801% 
San Joaquin 3'173'12 285979 61 363 82.33%1767% 
Riverside 663 166 546758 116408 82.45% 1755% 

I 
San Bern.:lrdln 895 0 16 806 186 88 830 9008n 9 92% 
Santa Bllrbare 298 694 271 339 27 355 9084% 9 16% 
San DI(lgo 1 861 8'16 1 732,9'18 125898 9324n 676g.. 
Marin 222568 207665 l1..903 933% 67% 

I 
Solano -i--. 2~5J~~~ _ .. 221 ,630 132.g. ~~~ ,_....-s77~ 
Venturll 529, 17~ 500572 28 602 9~.59% 541 % 
Sacr'amento 783 381 752 273 31 108 9603% 397% 
Contra Costa 656380 636942 19438 970'lr. 296% 

I 
Santa Cll1ra 1 295071 1..£65593 29478 97.72% 228% 
San Mateo 587329 576692 lOrn 98 19% ~~ 
LO!l Angeles --1.177 503 7,392,175 85328 9886% 1 1'1% 
Ala!)1eda 1 1 0.5.d.~ __ L221?.1i- ___ 1,1 ,836 __ 98 '?;~~ 1.07% 
OranQe I 932709 1926743 5 966 99~'>9% --31% 
San Frllncisco 67897-1 67897-1 0 11:10% % 

I 
I 
I 
I 
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COUNTY ---........ _._ .. _-.. 

SanFranclsco 
9I.,SlD.9_L"_,,._,,_,, ___ 
.6.l.~!.!)_~.sl~,, ____ . ___ . 
Los..ng"e 1 es 
SarMateo 
SantaClara 
Contl~<£osta 
'YenTura-"'''-'-'-"---' -_.,,-----"-
Solano --------_._----
,,~anQ.ie9.o 
SanBernardlno 
Riverside 'Kern·----.. -----· 
\1010 "-". . 
---------110nterel, 
SanLuis Obispo 
Plumas 

TABLE 4; COUNTIES WITH TEAMS 

CO.POP. URBAN RURAL _ .. --..... ... _._ ........ __ .... - ........... _ ....................... --. ... .---_ ............... _. 
678974 678974 0 

. __ "._L.2;?2Jl.9..2._ 1 ,926 743 .......... , .............. 1 ..... - ........... ,,". __ ... ?.1.2.2.2 .. 
_J.I_LQ.?.,.;?'12_ I 093543 

""".:..1."" ... _"1._"._._,,,, ____ 1 L&'~2". 
7 ~171l.?03_ 7 392 175 _._.:..J.:: __ ::.I ____ 85328 '-'-".....:1.. __ """. 
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TABLE 6 

I TOTAL DEATHS AND 
DEATHS INVESTIGATED, 

I 
MEDIUM AND SMALL COUNTIES 

County Team? Total Total Deaths % Investi-
Population Deaths Investigated gated 

I Marin N 222,568 17 17 100.0% 
Solano Y 235,203 231 34 14.7% 

I 
San Joaquin N 347,342 83 NA NA 
Santa Barbara N 298,694 33 NA NA 
Stanislaus N 265,900 312 81 26.0% 
San Bernardino Y 895,016 807 NA NA 

I Monterey Y 290,444 114 36 31.6% 
Kern Y 403,089 531 157 29.6% 
Yolo Y 113,374 32 9 28.1% 

I 
Napa N 99,199 25 25 100.0% 
San Luis Obispo Y 155,435 27 8 29.6% 
Tulare N 245,738 168 36 21.4% 
Placer N 117,247 47 17 36~2% 

I Yuba N 49,733 NA 0 NA 
Kings N 73,738 47 ?" 48.9% -..) 

Shasta N 115,715 101 32 31.7% 

I 
Imperial N 92,110 36 26 72.2% 
Humboldt N 108,514 7 1 14.3% 
ElDorado N 85,812 47 47 100.0% 
Nevada N 51,645 31 16 51.6% 

I San Benito N 25,005 18 13 72.2% 
Tehama N 38,888 15 11 73.3% 
Lake N 36,366 8 8 '100.0% 

I 
Amador N 19,314 1 1 100.0% 
Siskiyou N 39,732 28 19 67.9% 
Calaveras N 20,710 10 1 10.0% 
Lassen N 21,661 1 0 0.0% 

I Colusa N 12,791 11 9 81.8% 
Mono N 8,577 4 1 25.0% 
Plumas Y 17,340 7 5 71.4% 
Modoc N 8,610 8 " 37.5% .1 

I Trinity N 11,858 13 0 0.0% 
Sierra N 3,073 0 0 NA 
Alpine N ],097 1 1 100.0% 

I Notes: For a number of counties, "total deaths" is actually total coroner's cases, and, as such, all 
were investigated. Several counties reported neither of these figures and were omitted from the 

I 
table. 

I 
I 
I 
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TABLE 7 

COUNTIES WITH INTERAGENCY TEAMS; 
LENGTH OF OPERATION 

COUNTY 
Alameda 
Contra Costa 
Kern 
Los Angeles 
Montcrey 
Orange 
Plumas 
Rivcrside 
San Bernardino 
San Diego 
San Francisco 
San Luis Obispo 
San Mateo 
Santa Clara 
Solano 
Ventura 
Yolo 

YEARS 
" ,1 

1 
1.5 
11 

8 mos 
3 
4 
1 

4mos 
7 
5 
1 
4 

3 .5 
1 
1 

5 mos 
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TABLE8 

COUNTIES WITHOUT INTERAGENCY 
CHILD DEATH INVESTIGATION TEAMS 

IN PLACE 

Alpine 
Amador 
Butte 
Calaveras 
Colusa 
Del Norte* 
ElDorado 
Fresno 
Glenn 
Humholdt 
Imperial 
Inyo 
Kings 
Lake 
Lassen 
Madera 
Marin 
Mariposa 
Mendocino 
Merced 
Modoc 

* Now in the process of forming teams. 

MOfio 
Napa* 
Nevada 
Placer* 
Sacramento* 
San Benito 
San Joaquin 
Santa Barhara 
Santa Cruz 
Shasta* 
Sierra 
Siskiyou* 
Sonoma 
Stanislaus 
Sutter* 
Tehama 
Trinity 
Tulare 
Tuolumne 
Yuha 
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VII. Questionnaire Responses and 
In-Depth Interviews 

This section summarizes Consultants' findings based on analysis of questionnaires and 
information obtained through telephone and on-site interviews. 

The findings below reveal strong support for the interagency approach in counties that have 
teams, as well as widespread acceptance of the importance of communication and 
cooperation between agencies responsible for investigation of child fatalilies. Where 
Consult~mts noted resistance to interagency teams, this resistance is directed toward 
mandated procedures. Consultants also round overwhelming support [or the development 
of interagency child death investigation and review protocols, as well as strong support for 
increased training in issues relating to child homicide. 

All 58 California counties were sent questionnaires. or these, 46 counties completed and 
returned questionnaires. Those counties that returned completed questionnaires are listed 
below: 

Alameda 
Alpine 
Amador 
Calaveras 
Colusa 
Contra Costa 
Del Norte 
ElDorado 
Humboldt 
Imperial 
Kern 
Kings 
Lake 
Lassen 
Los Angeles 
Marin 
Modoc 
Mono 
Monterey 
Napa 
Nevada 
Orange 
Placer 
Plumas 

ILPP IDOl .CD/Final Rcport!8.S9 

Sacramento 
San Benito 
San Bernardino 
San Diego 
San Francisco 
San Joaquin 
San Luis Obispo 
San Mateo 
Santa Barbara 
Santa Clara 
Shasta 
Sien'a 
Siskiyou 
Solano 
Sonolna 
Stanislaus 
Sutter 
Tehama 
Trinity 
Tulare 
Yolo 
Yuba 

QuCSI.i{csp .• Page 26 
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Thirteen counties did not return completed questionnaires: 

Butte 
Fresno 
Glenn 
Inyo 
Madera 
Mariposa 
Mendocino 

Merced 
Riverside 
Santa Cruz 
Tuolumne 
Ventura 

In addition to study of completed questionnaires, Consultants also attended child death 
review meetings in three counties: San Francisco, Santa Clara and San Mateo. Consultants 
conducted telephone and personal interviews with individuals representing nine California 
counties: Tehama, Marin, Siskiyou, San Mateo, Santa Clara, San Francisco, Los Angeles, 
Plumas and Alameda. In addition, Consultants attended workshops sponsored by 
University of California at Davis Continuing Medical Education, the California State 
Coroners' Association and the National Center for the Prosecution of Child Abuse, as well 
as two working meetings of the Northern California Child Death Review Coalition. 

General Observations and Findings 

Analysis of questionnaire responses yielded four findings with special significance for 
Phases II and HI of the subject State Department of Justice project. 

1. 15/15 of the responding counties with teams in place agreed that the team 
approach is an improvement over previous arrangements for investigation of child deaths. 
14/31 responding counties without teams thought the team approach would he an 
improvement over their present system and 1/31 did not (five were unsure or did not 
answer). 

2. 33/46 respondents agreed that networking between the responsible agencies 
was an important means of overcoming impediments to identification, prosecution and 
prevention of child homicides; of these 33, 26 insisted such networking is essential. 

3. 38/46 respondents thought written child death investigation protocols would 
be useful. 22/46 agreed that written protocols must be flexible, and available as guidelines 
rather than mandated as legally required procedures. 4()/46 respondents thought written 
autopsy protocols would be useful, though 14/46 thought such protocols should be 
llexible. 

4. 41/46 regarded training of the various disciplines in identification of child 
homicides due to abuse and neglect as important and useful. 37/46 thought training in 
investigation, legal and medical aspects of identifying child homicides would be useful to 
some degree; 37/46 thought training in investigation techniques would be helpful (of these 
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37,29 thought such training was essential); 37/46 thought training in legal issues would be 
helpful (of these 37, 21 thought it was essential); and 36/46 thought training in medical 
issues would be helpful (of these 36, 21 thought such traihing was essential). 

Finding 1 reveals unanimous agreement that the interagency approach works in counties 
that have review teams in place; however, opinion is mixed among counties that do not 
have such teams in place. 

Finding 2 suggests that the concept of communication and cooperation between agencies is 
well-accepted. While Consultants noted some resistance to the idea of mandated 
interagency teams in counties without teams, the resistance is not directed toward the hasic 
concept of interagency coordination, hut rather toward mandated systems and procedures 
for such coordination. 

Finding 3 reveals widespread support for the development of written interagency child 
death investigation and review protocols. It is interesting to note that, of the 12/31 
respondiqg counties without learns that did not think slIch an approach would be an 
improvement over their present system, 8/12 still thought written protocols would be 
useful. Note that, of the five counties which were either unslIre the team approach would 
he an improvement or did not answer, all five agreed written child death investigation 
protocois would he useful. 

Finding 4 suggests strong support for increased training in issues relating to child 
homicide. Questionnaire review also showed substantial agreement among responding 
counties as to who needs training; 24/46 agreed that" first responders" needed training, and 
18/46 wanted education and training for emergency room personnel. 

Taken together, these findings show strong statewide support for the writing of interagency 
child death review protocols (Phase II) and for subsequent training in their implementation 
and use (Phase III). 

How Do Interagency Child Death Review Teams Work? 

Seventeen California counties have interagency child death review teams in place; of these, 
fifteen returned completed questionnaires. These counties arc listed in Table 7. Based on 
t~ese responses, the following observations can be made regarding the typical operating 
format of such teams. 

Interagency child death review teams generally arc made up of representatives from the 
coroner's olTice, various social service agencies, law enforcement and local hospitals. 
Team membership varies from county to county; consistent members include 
representatives of the coroner or sheriff/coroner's office and child protective services, 
public health and social services departments (15/15). Most teams have regular members 
from the district attorney's office (13/15), local law enforcement agencies (12/15), child 
abuse prevention organizations (12/15), local hospitals (l0/15), sheriff's department 
(7/15), the field of pediatrics (7/15), mental heallh department (5/15), the field of pathology 
(4/15), probation (4/15), Youth Guidance Center (1/15), the juvenile division of local law 
enforcement (1/15) and representatives of the local school districts (1/15). 
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The teams generally meet at regular intervals; 10/15 meet monthly (2/15 meet monthly but 
skip three months in summer); 4/15 meet quarterly, and one meets every six weeks. Team 
membership and representation often tluctuates; 9/15 reported that membership stayed the 
same from meeting to meeting, while 6/15 reported that membership changed, often due to 
rotating assignments within the various branches of law enforcement. In all cases, 
representative time in attending and preparing for review meetings is "donated!! by their 
participating agencies, as representatives meet during their agencies! regular business 
hours. No team has its own support staff, and several (3/15) mentioned that this was a 
problem; clericalsllpport for team activities (copying, mailing, typing agenda, worksheets, 
etc.) is provided by h'!presentatives or support staff at the participating agencies. 14/15 
circulate review materials prior to the meeting, which materials may include agendas of 
cases to be discussed, death certificates, coroner investigator reports, police and medical 
reports, agency records or standard team worksheets (3/15 have standard forms that are 
filled out and circulated prior to meeting; these arc attached as Appendix 3). 

Typically, only cases referred to the county coroner are reviewed. Certain classes of deaths 
require coroner review under Government Code 27491.14 As not all deaths arc reported to 
the coroner, this means only a fraction of the total number of child fatalities are subject to 
coroner examination. If the attending physician is willing to sign a death certificate, such 
cases are not reported to the coroner. Respondents in counties with and without teams 
noted a concern that some child homicides might thus go unreported: "If the death is 
handled as a doctor!s case it may not even be reported to the coroneL" 

In accordance with Government Code Section 27491, all SIDS and child suicides are 
investigated; this is standard practice in counties with and without interagency teams. 

Of the total number of coroner cases, some or all child fatalities may be referred to the 
interagency review team, depending on the criteria established by the team. fn San Diego 
County, for instance, the team reviews all child deaths under the age of seven years; in 
Santa Clara County, the Public Health Nurse selects coroner cases for specific criteria 
(based on the Los Angeles model) for review by the team. 

The majority of teams (12/15) keep records of cases reviewed; 10/15 have policies 
regarding confidentiality of review materials and team deliberations. 9/15 do not have a 
policy regarding the media or media coverage of team activities. 

At the meeting, each case is identified, and representatives report on their search of' agency 
records for previous dealings with the child or the child!s family. Medical evidence is 
discussed by the coroner or hospital representative. Law enforcement representatives 
report on his or her investigation of the scene and/or prior involvement with the child or 
family; if other agencies had prior contact with the child or family, a summary of those 
dealings may be shared. 

After discussion, the team will mutually determine whether or not any action or 
recommendation is indicated. The team may decide thaI further information or inquiry is 
necessary, and one or more representatives 'will undertake to obtain that information and 
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report at the next session. The majority of teams (11/15) reported that they will discuss or 
review a case until a consensus of opinion is reached. The team may decide to take no 
further action pending completion of an active police investigation, or pending resolution of 
pending criminal charges. 8/15 have no policy regarding team review or matters under law 
enforcement investigation or criminal proceedings; 2/15 will not review cases under 
investigation or adjudication; 4/15 exclude only cases in which criminal charges have been 
filed and are actually in the process of adjudication. The team may identify some 
administrative or agency oversight and recommend procedural improvements; the team may 
decide to take some other sort of preventative action--for instance, in one case, the San 
Francisco team wrote a letter to a certain toy manuracturer, requesting that it redesign a 
rocking horse on which too-vigorous play resulted in tipping over backwards, causing 
several fatal injuries. 12/15 continue to monitor cases after review hy the team; 7/15 have 
an informational "loop" in place, to notify other involved agencies of team review of a 
given case, or of the outcome of team review. 

The majority of counties with interagency teams in place have written protocols (10/15), as 
compared with counties without interagency teams in place, in which only a minority (4/31) 
had written protocols [or child death investigation. These are attached as Appendix 4. 
Note thaI the protocols varied in complexity and inclusiveness, from a hrief statement of 
criteria of deaths to be reviewed by the team, to the 76 page protocols published by the Los 
Angeles death review team and used as a guide by a number of teams. 

Each county system is dirferent, yet most share certain common features. Below is a 
listing of the more common activities: 

• 

• 

• 

• 

Total body X-rays in some cases, to find previous fractures; 

Review of fetal deaths [or cause issues, such as pren~tal drug use; 

Toxic screening to detect prenatal and postnatal exposure to drugs and chemicals; 

HIV testing in fetal and infant deaths cases possibly involving drugs; 

Accurate measurements of height and weight to measure possible failure to thrive; 

Review of field deaths paired with matcrnal trauma or homicide to follow criminal 
action and involve previous caretakers in looking for risk factors; 

Review or child suicide for previous record or abuse. 

Other common features of interagency review are policy-oriented. Some common policy­
oriented features are: 

• Involvement of support groups, grief counseling and treatment for surviving 
siblings and other family members in SIDS and other uncxpected child and infant 
deaths; 

Focus on preventable aspects or child deaths, regardless of nature or cause; 
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• 

• 

• 

• 

Focus on improvement of delivery of service to children and their families, rather 
than assessment of blame or responsibility on agencies or agency personnel; 

Systematic multi-agency data collection and manipUlation to monitor and direct 
intra- and interagency case management and to give direction to future prevention 
programs; 

In-house review for separate agencies to lind and correct intra-agency deficiencies; 

Interagency peer review of apparent deficiencies to build and maintain a more 
efficient and effective system. . 

There was substantial agreement (14/15) among counties with teams Ihat written protocols 
would be helpful. The objection of the one dissenting county was not to a written protocol 
per se, but rather was based on the opinion that "a single, written protocol would not he 
effective throughout the state." Seven other counties with teams agreed with this 
sentiment, suggesting that such protocols not be "set in stone," but serve as /lexible, 
discretionary guidelines allowing for the differences in starfing, manpower and financial 
resources available in small and large counties (8/15). 

It is worth noting that concern for the Ilexibility of any written guidelines was 
proportionally stronger in counties with teams than in those without. One county was 
concerned that mandated protocols would lead to "time-consuming forms" and burdensome 
paperwork. Two counties saw no problems at all with written protocols. One suggested 
protocols would provide "direction, efficiency and accountability;" on the other hand, the 
specter of accountability prompted one respondent to worry thai protocols might induce 
"paranoia." Two counties observed that crfective usc of protocols would depend on 
adequate training; one observed that the protocols would be "only as good as the 
professional involved." 

There was also agreement (14/15) that written autopsy protocols would be beneficial; the 
sole dissent was again based on concerns regarding the applicability of a single protocol 
across the State: 

The protocols will he only as effective as adequately trained forensic 
pathologists arc available. Most communities do not have that capability. 
Setting forth a protocol requiring x-rays, cultures, or certain types of 
examination is unlikely to succeed withoultrained individuals to perform the 
work. The fundirig and public recognition of this work will have to be 
established first. 

Many respondents agreed with this perspective, recommending Ihat any written autopsy 
protocols be available as ilexible guidelines rathcr than legal mandates (10/15), with 3/15 
pointing to budgctary restrictions, 3/15 to coroner resistance, and one each citing lack of 
adequate personnel and training. 
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Counties with teams were unanimous regarding the utility of training in identifying, 
verifying, prosecuting and preventing child homicides. 15/15 thought some kind of 
training would be useful to some degree; all thought training in investigative techniques 
was useful (of these 15, 12 thought it was essential), 14 thought training in legal issues 
would be helprul (of these 14, 8 thought it was essential), and 14 thought training in 
medical issues would be helpful (of these 14, 11 thought it was essential). 

There was also substantial agreement as to who most needed training; 7/15 thought 11 first 
responders" needed training in identifying suspicious deaths or injuries as well as 
preservation of evidence; 4/15 thought that emergency room medical staff and law 
enforcement personnel needed training; 2/15 thought all "mandated reporters" needed 
ongoing education and training; two thought doctors needed training, two pointed to the 
education needs of coroners and their investigators, and two mentioned training for judges 
and attorneys. Los Angeles' list was longest and included: 

All professionals working with high risk pregnancies, infants and young 
toddlers[,] includ[ing] coroner/ME, L[aw] E[nrorcement], City Attorney, 
Public Defender, C[hild]P[rotective] S[ervices], Health, Mental and Public; 
probation, parole, Regional Centers, Substance Abuse, Women's shelters. 

In ranking the usefulness of networking, child abuse "hot lines't and community 
education/outreach programs in identifying, verifying, prosecuting and preventing child 
homicides, each respondent thought such programs were uscl'ulto some degree; all thought 
"hot lines" were helpful (6/] 5 found them essential), and all thought community outreach 
and education were useful (6/15 thought they were essential). Somewhat surprisingly, 
there was less than unanimous agreement among counties with interagency teams on the 
importance of networking among disciplines. Only 14/15 thought it was essential, while 
one found networking among agencies was not usel'ul at all. 

Assessing The Impact of Interagency 
Child Death Review15 

Counties with teams agreed unanimously (15/15) that the interagency review team approach 
was an improvement over their county or agency's previous child death investigation 
procedures. However, assessing the criteria for "improvement" was somewhat 
problema tic. 

Consultants offered three criteria for assessing the impact of interagency child death review: 
Whether the team was able to handle more cases or dispose of them more quickly than the 
previous system; whether the county now identified a higher percentage of deaths as being 
related to child abuse or neglect than previously; and whether the formation of the team had 
improved communication and coordination between the various responsible agencies. 

When asked if the interagency approach allowed the county to handle more cases or 
dispose of them more quickly than the previous system, only four answered "yes, II while 
two said "no" (seven either did not answer the question or did not know). When asked if 
their county was able to identify a higher percentage of deaths as related to abuse, five 
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answered "yes," and six answered "no" (three either did not answer the question or did not 
know). However, there was unanimous agreement (15/15) that the team had improved 
~oordi.nati.on and communication among the agencies responsible for child death 
II1ves tIga tlon. 

In other words, from an outside perspective, there may be a desire to judge the success of 
the interagency approach in statistical terms (i.e., a higher rate of identification of child 
homicides). However, from the "inside,1I the agencies and individuals actually 
implementing the interagency process tend to define IIsuccess li in overall terms of 
improving the institutional response to child death. 

Further, there was strong agreement among counties with teams and suhstantial agreement 
among counties without teams that the most essential ingredients in any successful system 
for child death investigation were cooperation, communication and commitment. Counties 
without teams pointed out that their lines of communication perhaps worked just as well if 
not better than the formal systems of larger communities; Mono County wrote: 

Informed communication is the most important ingredient. Our county 
agencies are so small, and so close together, with so little activity that this 
communication and cooperation takes place with no problem whatsoever. 
We have no protocols or formal review process, but as can be seen a formal 
review process is not required in a county of our stature. 

Counties with interagency teams were asked to identify problems they may have 
encountered; 5/1.5 responded that, to date, they had not encountered any prohlems; 3/15 
noted the need for clerical and other support for team activities; 2/15 mentioned problems or 
confidentiality and agency resisiance to sharing information; 4/15 the failure of all agencies 
to fully participate; 4/15 mentioned the failure of agencies to follow their own procedures, 
adequately check their records or follow through with assigned tasks. Turnover of agency 
personnel was also noted as a problem (1/15), as well as the fact that the work itself was 
difficult and depressing (1/15). However, 6/1.5 reported that their problems were soluble, 
and they were attempting to institute new procedures to overcome them. 

How Docs Child Death Investigation Work in 
Counties Without Teams'! 

41 Caiifornia counties do not have formal interagency child death review teams in place. 
These counties are listed in Table 8. In all of the 31 counties that. returned completed 
questionnaires, the coroner or sheriWcoron~r's ofi'ice was the primary agency responsible 
for child death investigation. All reported working with law enforcement agencies having 
jurisdiction in each case. Though these counties do not have a formal team which meets on 
a regular basis, all reported informal ties with other agencies, including sherifCs 
department, county health officer, child protective services and local hospitals. Almost all 
(26/31) reported use of outside specialists, particularly forensic pathologists; this is 
especially true in counties in which the sheriff/coroner is an administrative position held by 
individuals with law enforcement rather than medical training. 
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With the exception of certairi obvious deaths (such as those occurring in hospices or as the 
result of automobile accidents) all counties reported conducting [ull investigations of all 
reported coroner cases. A full coroner's investigation might include contact with family, 
pertinent witnesses, police and medical persons who may have knowledge of the case, as 
well as autopsy, X-rays, drug toxicology and histological slides. Several counties (4/31) 
reported that all deaths are treated as homicides until proven otherwise. In accordance with 
Government Code Section 27491, all SIDS and child suicides arc investigated by the 
coroner. 

Counties without teams were divided on the question of whether the team approach wourd 
be an improvement over their present system. 14 thought it would, while 12 thought it 
would not (two were unsure and three gave no answer). or those that did not think the 
team approach would be an improvement and explained their reasons, four thought their 
present system was adequate as it was, two thought it would be a "waste of time"--one 
because the county had so few child fatalities, the other because it would create needless 
paperwork and another presumably useless committce--and one objected to the likely 
"intrusion" of individuals without appropriate law enforcement and medical training. 

Nearly all (25/31) responding counties thought written protocols for the investigation and 
review of child fatalities would be helpful. It is interesting to note that of the 12 counties 
who thought tlle interagency team approach would not be an improvement over their 
present system, eight still thought written protocols would be userul; both counties who 
were unsure whether the team approach would be an improvement nonetheless agreed that 
written protocols would be useful. 

Regarding limitations or obstacles to the use of protocols, some respondents (4/31) noted 
the difficulty or getting the different agencies involved to go along: "In our county, no 
agcncy wants another agency to tell them wh,tt to do." Others noted concern that smaller 
counties would find themselves "tied to a large district's rules," without the necessary 
personnel (2/31), ongoing case load (1/31) or the financial resources (4/31) of larger 
counties; other counties saw no problems with wrilten protocols (6/31), though 
"guidelines" were preferred to mandated protocols (2/31). 

Nearly all (26/31) responding counties without interagency review teams thought written 
autopsy or post-mortem examination protocols would be helpful. Some saw no problems 
with instituting autopsy protocols (5/31), while others (4/31) repeated concern that 
protocols be flexible guidelines rathcr than mandatory procedures; lack of training was cited 
as an obstacle to autopsy protocol implementation (2/31); other respondents agreed that 
getting cooperation would be a problem (4/31). One county expressed the opinion that 
protocols were not a good idea because their use would "make all investigations uniform," 
implying a possible inhibition of the coroner's investigation. 

or the 12 counties reporting the opinion that the interagency approach would not be an 
improvement over their present system, none reported that the team approach was being 
considered or in the formation stage in their county. Neither did these 12 counties report 
any difficulty in sharing information with other agencies. 
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Of the 14 responding counties who thought the approach would he an improvement, four 
reported that their county was neither considering nor in the process of forming an 
interagency team; two reported that their county had considered implementing a team hut 
had gone no further with the idea. Seven counties reported they arc now in the process of 
forming interagency review teams; three arc in the preliminary discussion stage, three have 
reached the selection of team memher stage, and one has gone so far as to draft protocols 
for review by agency heads. As stated above, none of the 12 counties that believed the 
interagency approach would be an improvement over their present system reported any 
difficulty in sharing information with other agencies; it is interesting to note that of the five 
counties that did report difficulty in sharing information with other agencies, all five arc in 
the process of forming interagency review teams. 

Of the 24 counties that ranked the usefulness of networking, child abuse I:hot lines" and 
community education/outreach programs in identifying, verifying, prosecuting and 
preventing child homicides, 23/24 thought such programs were useful to some degree; 
22/24 thought networking with other disciplines was helpful (of these 22, 14 found it 
essential), 20/24 thought "hot lines" were helpful (of these 20, 4 round them essential), and 
22/24 thought community outreach and education programs were useful (of these 22, 5 
thought tbey were essential). 

Counties without teams were nearly unanimous in their opinion of training in identification 
and review of suspicious child deaths. 27/31 thought such training would be useful, while 
only three thought it would not (one county gave no response). or the 24 counties that 
ranked the usefulness or investigative, legal and medical training, almost all (23/24) 
thought some kind of training would be useful to some degree; 22/24 thought training in 
investigative techniques was useful (of these 22, 17 thought it was essential), 23/24 
thought training in legal issues would be helpful (of these 23, 13 thought it was essential), 
and 22/24 thought training in medical issues would be helpful (of these 22, 10 thought it 
was essential). 

There was also strong agreement as to who most needed training; 17/31 wanted training of 
IIfirst responders II (those dispatched through "911" calls--ambulance drivers, fire-fighters, 
patrol officers) in identifying suspicious deaths or injuries as well as preservation or 
evidence; 14/31 thought emergency room medical staff needed training in detecting child 
abuse; 7/31 wanted training for law enforcement personnel; 5/31 thought coroners and their 
investigators would benefit from training; 3/31 listed training of teachers and school 
administrators; 2/31 thought doctors needed training, and one each thought day care 
workers, Chiid Protective Services personnel, probation, district attorneys and judges 
needed training. One respondent thought"everyone involved" needed training. 

Consultants also asked the counties to respond to a number of open-ended questions 
designed to elicit respondent opinions and ideas. Among other questions, Consultants 
asked what, in respondent's opinion, was the purpose of child death review; what was the 
greatest impediment in their county to the formation or an interagency child death review 
team; what limitations they saw to the usc of child death investigation protocols; and what 
they saw as the most essential ingredient in a successful child death review process. 
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In response to the question regarding the purpose of child death review, many respondents 
echoed the answer given by San Francisco: liTo learn about the cause of the deaths; to 
protect remaining siblings; to provide social services to the family; to prevent future deaths 
when possible. II The goals of improving services, protecting surviving siblings and 
preventing deaths were often repeated. Other counties approaching this observation from a 
different angle, stressing what successful teams could not be: Mon~terey County wrote: 

,,,[fln 1985 an attempt was made by a physician at Natividad Medical 
Center to establish a child death review team. Unfortunately, it became a 
ringer pointing session and failed". 

In other words, counties agreed that, in order to work clTectively, agencies must focus on 
improvement of service delivery, improvement of overall institutional systems, and avoid 
the tendency to lay hlame when agencies or individuals fail. 

In response to the question regarding the greatest impediments to identifying child fatalities 
due to abuse or neglect, a large number of respondenl<.; pointed to the well-intentioned but 
damaging interference of paramedics and II first responders. II Kern and Marin Counties, 
among others, noted that paramedics frequently remove clearly deceased infants and 
children, disturhing the death scene and often destroying potential evidence. 

Clearly, this is done for the benefit of family members, who may he understandably 
frantic, and to give whatever comfort may come from the appearance of "doing everything 
that could be done" to save the child. Counties making this observation agreed that this is a 
difficult prohlem to address; several respondents pointed out that training paramedics and 
"first. r?sponders" in the issues of preserving evidence may go a long way towards 
allevIatmg this problem. 

Several counties also mentioned that coroners' investigators fail to conduct any death scene 
investigations at all. A study recently published in the New England Journal of Medicine 
showed that when thorough death-scene investigations were conducted in a sample group 
0[26 infant deaths that had been allributcc\ to SIDS or classified as unexplained, six cases 
revealed strong circumstantial evidence oraccidcntal death, and 18 others showed possible 
causes of death other than SIDS, including accidental asphyxiation by an object in the crib 
or bassinet, smothering by overlying while sharing a bcd, hyperthermia and shaken baby 
syndrome. 16 These findings suggest that at least some child fatalities classified as SIDS or 
or undetermined cause might be misclassiried and more thorough death scene investigation 
might be necessary in such cases. 

Another rrequently cited impediment to identification, prosecution and prevention of child 
homicides was drug use. Many counties noted drug use, particularly crack cocaine, was 
clearly on the risc among pregnant women, leading to increased ratc,.';; of infant morbidity 
and serious health problems, with a proportional strain on hospital resources. Even when 
it is clear that prenatal drug use led to fetal death, such cases are difficult to prosecute or 
even charge. Counties noted that drug use also appears to playa frequent role in cases of 
child neglect and abuse in the home. As law enforcement and social service authorities 
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admit they have little or no impact on drug usc, it will continue to be difficult to prevent 
child fatalities resulting from drug-induced abuse or neglect in the home. 

As mentioned in Section III, Findings and Recommendations, one of the most serious 
problems that will be encountered in instituting interagency child death protocols is the 
resistance of many counties to the formal procedures or mandated protocols. One 
respondent reported that agency heads in their county had heen approached several limes 
regarding formation of an interagency team hut had refused to consider it. When a child 
died under suspicious circumstances hut charges were never filed, public outrage was so 
great that the County Grand Jury conducted an investigation of the District Attorney's 
Office. This investigation understandably caused some hard feelings and gave agency 
heads further proof that the purpose of child death review was "headhunting." 

Another county reported that it could not get a team started in their county because of 
opposition from the District Attorney's office. In discussion with a representative of the 
District Attorney's office in that county, however, Consultants learned that there was 
prohahly a sound hasis for opposition; a protocol had been drafted and submitted to them 
which permitted individuals from Child Protective Services (0 conduct their own 
investigations in suspected child homicide cases, and which required the DA file charges 
hased on a vote of the review committee, rather than DA determination that charges were 
warranted or sustainable. The protocol also required that the DA's office open its active 
riles to other agencies. On that hasis, both law enforcement and the District Attorney's 
Office in that county would not consent to participate in an interagency process. However, 
revision of the draft protocols to modify or delete the objectionahle provisions might very 
well result in their cooperation. 

In this vein, Consultants found that the majority of counties with teams in place either 
withhold review of any case in which there is ongoing police investigation or in which 
criminal charges have he en filed, or allow law enforcement and district attorney memhers to 
limit the inrormation they share with other agencies, in order to preserve the viability of 
active investigations and prosecutions. 

In response to the question regarding limitations to the use of protocols, several counties 
noted that successful use of the protocols would depend heavily on adequate training and 
funding. San Francisco pointed out that "the protocols will only be effective as adequately 
trained forensic pathologists are available. Most communities do not have that capability." 
The smaller counties saw other, perhaps equally severe limitations, and tended to be more 
terse in explaining their objections: 

If this study is going to lead to state mandates or procedures please feel free 
to exempt the smaller counties from those time consuming mandates 
hecause we probahly wonlt comply anyway. We don't have the time. 
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Another county alluded to the perception that development of interagency protocols would 
likely mean having unnecessary procedures and mandates "shoved down its throat:" 

It is my impression that some one has decided child fatality review teams are 
good, and this qucstionnaire has bcen designed to get data to support that 
view. 

A<; stated frequently throughout this report, the greatest limitation in implementing 
interagency child death review protocols will be overcoming the resistance of counties 
without such tcams. The task here will be convincing sllch counties that the availability and 
use of interagency child death investigation protocols will solve problems, not cause them. 

When asked what was the most essential ingredient in a successful review process, many 
counties repeated their belief in the importance of training and communication between 
agencies. This emphasis on training and cooperation was as strong in counties without 
teams--cven counties that specifically did not want tcams--as it was in counties with teams; 
the comments of two small rural counties illustrate this: Tulare wrote that the most essential 
ingredient was "a well trained investigative team with the ability to interact with various 
agencies;" San Benito agreed that essential to a slIccessful process were "properly trained 
investigators who are aware of the needs to successfully complete an investigation. The 
investigators need to be aware of and use all the resources available to them." 

In summary, Consultants found that, in countics that have implemented interagency child 
death review, the process has worked. As might be expected, the greatest benefits of the 
learn approach include heightened cooperation, coordination and communication between 
agencies and individuals responsible for investigation of child fatalities. 

While Consultants noted some resistance to the idea of mandated interagency teams in 
counties without teams, the resistance is not directed toward the basic concept of 
communication and coordination between agencies, but rather toward mandated systems 
and procedures for such coordination. Consultants also found widespread support for the 
development of written protocols for interagency child death investigation and review 
protocols. Even in counties that did nol think such an approach would be an improvement 
over their present system, the majority nonetheless agreed that written protocols for child 
death investigation are a good idea. Consultants also found strong support for increased 
training in issues relating to child homicide. Taken together, these findings show strong 
statewide support for the writing of interagency child death review protocols and [or 
widespread training in their implementation and use. 

14The Government Code, State of California, Section 27491, directs the coroner to inquire 
into and determine the circumstances, manner and cause of the following deaths which are 
immediate! y reportable: 

1. No physician in attendance. 
2. Medical attendance less than 24 hours in hospital. 
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3. Wherein the deceased has not been attended by a physician in the 20 days prior to 
death. 

4. Physicians unable to state cause o[ death (unwillingness does not apply). 
5. Known or suspected homicide. 
6. Known or suspected suicide. 
7. Involving any criminal action or suspicion o[ a criminal act. 
S. Related to or [ollowing known or suspected sell'-induced or criminal abortion. 
9. Associated with a known or alleged rape or crime against nature. 
10. Following an accident or injury (primary or contributory, occurring immediately or 

at some remote time). 
II. Drowning, tire, hanging, gunshot, stabbing, cutting, starvation, exposure, 

alcoholism, drug addition, strangulation, or aspiration. 
12. Accidental poisoning (food, chemical, drug, therapeutic agents). 
13. Occupational diseases or occupational hazards. 
14. Known or suspected contagious disease and constituting a puhlic hazard. 
15. All deaths in operating rooms. 
16. All deaths where a patient has not fully recovered from an anesthetic, whether in 

surgery, recovery room or elsewhere. 
17. All deaths in which the patient is comatose throughout the period of physician's 

attendance, whether in home or hospital. 
IS. In prison or while under sentence. 
19. All solitary deaths (unattended by physician or other person in period preceding 

death). 
20. All deaths of unidentified persons. 
21. Sids (sudden Infant Death Syndrome). 
22. All deaths at State Mental Hospital. 

15For a complete discussion o[ the death statistics provided Consultants in response to the 
questionnaire, see Section VI, Statistical Analyses. 

16Bass, Millard, Rivhard Kravath, and Leonard Glass, "Death Scene Investigation in 
Sudden Infant Death,1I The New England Journal of Medicine (July 10, 1989), 
315(2):100-104, p. 100. 
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VIII. Conclusion 

In all, Consultants round that the interagency child death review process works. Because 
of the problem of inconsistent data collection, it is dirficult to assess success in purely 
statistical terms, but nonetheless in counties with teams as well as those without, there is 
widespread acceptance of the underlying concept of interagency communication and 
cooperation. Counties with and without teams agreed that the most essential ingredient in 
an5' successful child death investigation process was cooperation, coordination and 
communication between agencies. In fact, almost all of the counties without teams reported 
they relied on informal networks between agencies in conducting their investigations. 

Consultants also round widespread support ror the development of wrillen protocols [or 
interagency child death investigation and review protocols. Even in counties that did not 
think such an approach would be an improvement over their present system, the majority 
nonetheless agreed written protocols for child death investigation were a good idea. 

However, the manner in which the protocols arc cast will have a great impact on the 
willingness of counties to implement the proposed procedures. Of particular significance 
will be promoting the perception that protocols will IImakc life easier" for those counties 
that do not have interagency teams, as they will provide a IIblueprint" for investigating the 
relatively rare occurrence of child deaths in such counties. Another vital message that 
should be contained in the protocols is that institution and adherence to set child death 
investigation procedures will protect counties, agencies and responsible individuals from 
civil liability and claims of mishandled, incomplete or otherwise defective investigations. 

Consultants found strong support for increased training in issues relating to child homicide, 
with many counties concluding that, in addition to cooperation and communication, the 
most essential ingredient for successful implementation or interagency protocols would be 
on-going education and training. 

In summary, Phase I of the Department of Justice Development of Interagency Child Death 
Protocols shows strong statewide support for the writing of interagency child death review 
protocols and for subsequent training in their implementation and usc. 
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Alameda 

Mr. Don Apperson 
Investigator 2/ Supervisor 
Sheriff/Coroner's Office 
480 - 4th Street 
Oakland, CA 94607 
( 415)268-7300 

Capl. Donna Cain 
Capt.ain 
Alameda County Coroner's Office 
480 - 4th Street 
Oakland, CA 94607 
( 415)268-7330 

Lieut John Dealy 
Lieutenant 
SherilT/Coroner's Office 
480 - 4th Street 
Oakland, CA 94607 
( 415)268-7300 

Ms. Barbara Droher 
Chair, Child Death Review Team 
Child Abuse Services Coordinator 
401 Broadway 
Oakland, CA 94607 
(415)268-2880 

Ms. Brenda Goldstein 
CBPS Coordinator / Division Specialist 
Maternal Child & Adolescent Health 
Board 
499 - 5th Street 
Oakland, CA 94607 
(415)268-2626 

Dr. Paul Herrmann 
Chief Pathologist 
LF.S. - Institute of Forensic Science 

(Western Lab) 
2945 Webster Street 
Oakland, CA 94609 
(415)451.-1060 

Ms. Jill Hiatt 
Deputy DistrictAttorney 
District Attorney's Office 
1225 Fallon, Room 900 
Oakland, CA 94612 
( 415)272-6222 

Ms. Cathy Samuels 
Child WeI rare Supervisor 
Emergency Response Unit 
2100 Fairmont Drive 
San Leandro, CA 94578 
(415)667-7418 

Sgl. Mike Sims 
Homicide Division 
Oakland Police Departmen t 
455 - 7th Street 
Oakland, CA 94607 
( 415)273-3949 

Dr. Sharon Van Meter 
Chief Pathologist 
LF.S. - Institute of Forensic Science 

(Western Lab) 
2945 Webster Street 
Oakland, CA 94609 
(415)451-1060 

Dr. Roger Williams 
Chief Pathologist 
Children's Hospital Medical Center 
747 Fifty Second Street 
Oakland, CA 94609 
( 415)428-3530 
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Contra Costa 

Ms. Mercedes Anderson, R.N. 
Public Health Nurse Supervisor 
Health Services 
20 Allen SL 
Martinez, CA 94553 
( 415)644-4416 

Dr. Carol Bryant 
Coordinator 
Child Ahuse Prevention Council 
3313 Vincent Rd. 
Pleasant Hill, CA 94523 
(415)946-9961 

Dr. James Carpenter 
Chairman 
Dept. of Pediatrics I Merritt U. 
2500 Alhamhra Rd. 
Martinez, CA 94553 
( 415)646-4373 

Dr. Louis Daughtery 
Medical Examiner 
Coroner's Ofnce 
1019 Center Ave. 
Martinez, CA 94553 
(415)646-2406 

Dr. Michael Durfee 
Medical Coordinator 
Los Angeles Co. Dept. of Health 
Services 
313 N. Figueroa, Room 227 
Los Angeles, CA 90012 
(213)974-8146 

Ms. Bonnie Granlund 
AssociateDirector 
Mental Health Administration 
595 Center Ave., Suite 200 
Martinez, CA 94553 
( 415)646-4395 

Dr. Kathleen Malloy 
Director 
Matemai, Child & Adolescent Health 
20 Allen St. 
Martinez, CA 94553 
(415)646-5287 

CapL AI Moore 
Captain 
SherifUCoroncr's Office 
1019 Center Avenue 
Martinez, CA 94553-4694 
(415)646-2406 

Ms. Marie Schoolmaster 
Detective, Juvenile Div. 
Concord PoUce Dept. 
1900 Parkside Dr. 
Concord, CA 94520 
( 415)671-3220 

Pat Sepulveda 
Deputy District Attorney 
District Attorney's Office 
725 Court 
Martinez, CA 94553 
(41.5)644-4500 

Ms. Lincla Waddington 
Division Supervisor 
Child Protective Services 
30 Muir Rd. 
Martinez, CA 94553 
(415)374-3491 

Ms. Demi Winniford 
R.N., Puhlic Health Nursing Supervisor 
Health Services 
20 AlIen S1. 
Martinez, CA 94553 
(415)644-4416 
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Kern 

Mr. Ron Coffee 
Deputy DistrictAtlorney 
District Attorney's Offiee 
1215 Truxton Avenue 
Bakersfield, CA 93301 
(805)861-2421 

Sgl. Gary Davis 
Sergeant 
SherifPs Office 
1350 Norris Rd. 
Bakersl'ield, CA 93308 
(805)861-7569 

Dr. Jesse Diamond 
Pediatrician/Child Ahuse Specialist 
Kern Medical Center 
1830 Flower Street 
Bakersfield, CA 93305 
(805)326-2000 

Ms. Helen Bruce Frankel 
R.N., P.H.N. 
Coroner's Orrice 
1832 Flower Street 
Bakersfield, CA 93305 
(805)861-2606 

Ms. Mary Kaneakalu 
P.H.N. 
Health Depl. 
1700 Flower Street 
Bakersl'ield, CA 93305 
(805)861-3655 

Mr. George Knopf 
Sergeant 
Bakersfield Police Dept. 
1601 Truxton Avenue 
BakersCicld, CA 93301 
(805)327-7111 

Ms. Norma Peal 
ExecutiveDirector 
Child Abuse Prevention Council 
730 Chester Avenue 
Bakersfield, CA 93301 
(805)327 -4 700 

Ms. Mmgo Raison 
Deputy County Counsel 
County Council 
1415 Truxton Avenue 
Bakersricld, CA 93301 
(805)861-2326 

Mr. Michael Scott 
Child Protective Services 
Dept. of Human Services 
1120 California Avenue 
Bakersfield, CA 93304 
(805)32] -3000 

Mr. Brad Singleton 
Sergeant 
Bakersfield Police Dept. 
1601 Truxlon Avenue 
Bakersfield, CA 93301 
(805)327-7111 
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Interagency Child Death Review Team Directory 

Los Angeles 

Lt. Don Bear 
Child Abuse Unit 
SherifPs Dept. 
I "1515 Colima Road 
Whittier, CA 90604 
(213)946-7976 

Mr. Larry Cory 
Assistant County Counsel 
Children's Services Division 
210 W. Temple Street 
Lus Angeles, CA 90012 
(2l3) 974-5998 

Ms. Barhara Davidson 
Coroner's Office 
] 104 N. Mission Road 
Los Angeles, CA 90012 
(213)974-8146 

Sgt. Beth Dickinson 
Child Ahuse Unit 
ShcritTs Dept. 
11515 Colima Road 
Whittier, CA 90604 
(213)946-7974 

Dr. Michael Durfee 
Medical Coordinator 
DeparlmcntofHealth Services 
313 N. Figueroa Street, Room 227 
Los Angeles, CA 90012 
(213)974-8146 

Ms. Laura Foland-Priver 
Sexual Crimes and Child Abuse Division 
District Attorney's Office 
320 W. Temple Street, Room 777 
Los Angeles, CA 90012 
(213)974-5927 

U. Ben Gonzales 
Juvenile Division 
Los Angeles Police Dept. 
150 N. Los Angeles Street 
Los Angeles, CA 90012 
(213)485-2883 

Ms. Barbara Goul 
County Counsel 
Children's Services Division 
210 W. Temple Street 
Los Angeles, CA 90012 
(213 )97 4-1989 

Ms. Wendy Ham 
Crime Anulysis Unit 
Sherift's Dept. 
211 W. Temple Street, Room 704 
Los Angdes, CA 90012 
(213)974-4298 , , 

Dr. Astrid Heger 
Pediatric Pavilion, Room 3E36 
1129 N. Slate Street 
Los Angeles, CA 90033 
(213)226-3868 

Dr. Eva Heuser 
ChicfMedical Examiner Coroner 
Coroner's Office 
1104 N. Mission Road 
Los Angeles, CA 90033 
(213 )226-8056 

Mr. Frank Jamieson 
Pasadena Police Department 
142 N. Arroyo Parkway 
Pasadena, CA 91103 
(818)405-4501 

--~~-I 

I 

I 
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Interagency Child Death Review Team Directory 

Los Angeles, Continued 

Mr. Mason Johnson 
Administrator 
Coroner's Office 
1104 N. Mi$sion Road 
Los Angeles, CA 90033 
(213 )226-8007 

Ms. Debrah Kitchings 
Coroner's Investigator 
Coroner's Office 
1104 N. Mission Road 
Los Angeles, CA 90033 
(213 )226-8093 

Ms. Raquel Lepe 
Senior Statistical Clerk 
Coroner's Office 
1104 N. Mission Road 
Los Angeles, CA 90033 
(213 )226-8007 

Ms. Ella Martin 
County Counsel 
Children's Services Division 
4024 N. Durree Avenue 
EI Monte, CA 91732 
(818)575-4377 

Mr. Gerry Moland 
ERIC Project 
Dept. of Children's Services 
3965 S. Vermont Avenue 
Los Angeles, CA 90037 
(213)730-3442 

Mr. L.W. Reeder 
Homicide Bureau 
DetectiveDivision 
211 W. Temple Street, Room 704 
Los Angeles, CA 90012 
(213)974-4368 

Ms. Deanne Tilton 
Director 
Inter-Agency Council on Child 

Abuse & Neglect 
4024 N. Durfee Avenue 
EI MonIc, CA 91732 
(818)575-4362 

Mr. Mike Walker 
Dept. of Children's Services 
5026 Santa Monica Blvd. 
Los Angeles, CA 90029 
(213)669-3751 

Ms. Rachelle Wallach 
Child Abuse Unit 
Sheriff's Dept. 
11515 Colima Road 
Whittier, CA 90604 
(213)946-7974 

Dr. Sally Davidson Ward 
Div. or Neonatalogy & Ped. 
Pulmonology 

._--

Children's Hospital or Los Angeles 
4650 Sunset Blvd. 
Los Angeles, CA 90027 
(213) 669-2162 

Ms. Penny Weiss 
Assis tan I Director 
Inter-Agency Council on Child Abuse & 
Neglect 
4024 N. Durfee Avenue 
EI Monte, CA 91732 
(818)575-4363 
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Interagency Child Death Review Team Directory 

Monterey 

Dr. Shreve Archer 
Chief of Pediatrics 
Community Hospital ot' the 

Monterey Peninsula 
23625 W.R. Holman Hwy. 
Pacific Grove, CA 93950 
( 408)624-5311 

Dr. Valerie Barnes 
Chief ofPediatries 
Natividad Medical Center 
1330 Natividad Road 
Salinas, CA 93906 
( 4(8)755-4124 

Mr. Allen Bidwell 
Deputy - County Health 
County Counsel 
240 Church Street 
Salinas, CA 93901 
( 408)755-5045 

Mr. Glen A. Brown 
J nvestiga tive Sergean t 
Sheri IT/Coroner's Office 
1414 Natividad Road 
Salinas, CA 93906 
(408)755-3792 

Ms. Janie Clayton-Woodson 
Child Protective Social Worker 
Child Protective Services 
1352 Natividad Road 
Salinas, CA 93906 
( 4(8)755-4660 

Dr. John Hain 
Sherirr;Coroner 
SherilT/Coroner's OtTice 
1414 Natividad Road 
Salinas, CA 93906 
( 408)755-3792 

Mr. Terry Kaiser 
lnves tigative Sergeant 
Sheriff/Coroner's Office 
14"14 Natividad Road 
Salinas, CA 93906 
(408)755-3772 

Ms. Maureen Lavenwood 
Mental Health 
H cal tll Department 
1270 Natividad Road 
Salinas, CA 93906 
( 408)755-4510 

Ms. Ailene Yushishiba 
Public Health Nurse 
HcalthDcpartment 
1270 Natividad Road 
Salinas, CA 93906 
( 408)755-4500 
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Interagency Child Death Review Team Directory 

Orange 

Dr. Richard Fukumoto 
Pathologist 
Orange County Sherirf 
10'71 W. Santa Ana Blvd. 
Santa Ana, CA 92703 
(714)647-7400 

Mr. Richard King 
DistrictAttorney/Homicide 
District Attorney's Orfice 
700 Civic Center Dr. - P.O. Box. 808 
Santa Ana, CA 92702 
(714)834-2082 

Lt. Mel Lewellen 
Lieutenant 
Santa Ana Police 
24 Civic Cen ter Plaza 
Santa Ana, CA 92702 
(7]4)834-4801 

Ms. Barbara Mitchell 
Chair 
Sherirr;Coroner 
1071 W. Santa Ana Blvd. 
Santa Ana, CA 92703 
(714)647-7400 

Mr. Jim Sidehotham 
SherifI' 
SheritTs Dept. 
515 N. Flower 
Santa Ana, CA 92703 
(714)647-7000 

Ms. Esther Valles Murray 
CDRTConvener 
HCA/Public Health 
515 N. Sicamor 
Santa Ana, CA 92701 
(714)834-4722 

Dr. Gerald Wagner 
HCA/Public Health 
HCA/Public Health 
515 N. Sicamor 
Santa Ana, CA 92701 
(714)834-8411 
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Interagency Child Death Review Team Directory 

Plumas 

Ms. Rhonda Carrillo 
Social Service worker 2 
Social Service 
Plumas County Courthouse Annex 
Quincy, CA 95971 
(916)283-2250 

Dr. Lyode Crawford 
Director 
Mental Health Services 
Plumas County Courthouse Annex 
Quincy, CA 95971 
(916)283-1350 

Ms. Rhonda Davis 
R.N. 
Quincy Elementary School 
Plumas Unified School District 
Quincy, CA 95971 
(916)283-3550 

Ms. Audrey Davis 
Social Service Worker 2 
Social Service 
Plumas County Courthouse Annex 
Quincy, CA 95971 
(916)283-2250 

Mr. Rod Decrona 
DetectiveScrgcan t 
SherilTs Dep!. 
P.O. Box 1106 
Quincy, CA 95971 
(916)283-0400 

Mr. Tom Frady 
Chief Probation Ofricer 
Probation Dep!. 
520W. Maine 
Quincy, CA 95971 
(916)283-1860 

Ms. Sheila Grothe 

R.N. /" D .":I~F) 
Chester High School -
Plumas Unified School District 
Quincy, CA 9599-r ~I,.·.,.) 
( . ! I.' ,; (l {, . ' •.. ,J 

Ms. Lynn Sherard 
Public Health Nurse 
Public Health Dept. 
Hwy.70 
Quincy, CA 95971 
(916)283-1800 

Dr. John Siebold 
L.C.S.W. 
Social Service 
Plumas County Courthouse Annex 
Quincy, CA 95971 
(916)283-2250 

Ms. Catherine Timlin 
Social Service Worker 1 
Social Service 
Plumas County Courthouse Annex 
Quincy, CA 95971 
(916)283-2250 

Ms. Stephanie Webb 
R.N. .. / ).-') 
Quincy High School - I'). ,1~) 
Plumas Unified School District 
Quincy, CA 95971-/ u II 
(916)283-3580 
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Interagency Child Death Review Team Directory 

San Bernardino 

Dr. Nenita Belen 
Staff Psychiatrist 
Dcpt. of Mental Health 
700 E. Gilhert Street 
Sun Bernardino, CA 92415-0920 
(714)387 -7038 

Dr. Herhert Giese 
M.D. Specializing in Pediatrics 
Loma Linda Univ. Med. Center 
1880 Washington Street 
CoHon, CA 92324 
(714 )824-8980 

Ms. Margarct Green 
Child Protective Services 
Dept. of Puhlic Social Services 
396 N. "E" Street 
San Bernardino, CA 92415 
(714)383-2130 

Sgl. Dick Lane 
Crimes Against Children Unit 
San Bernardino County Sheriff 
655 E. 3rd Street 
San Bernardino, CA 92415-0056 
(714)387-3615 

Mr. Carl Morrow 
Deputy Coroner 
San Bernardino Co. Coroner's OiTk:e 
175 South Lena Road 
San Bernardino, CA 92415-0037 
(714)387-2978 

Mr. Kent Paxton 
Interim Coordinator 
San Bernardino County Children's 
Network 
577 North "D" Street, Suite 101 
San Bernardino, CA 92415 
(714)387-8966 

Dr. Irving Root 
Forensic Pathologist 
Coroner's Office 
1890 N. Waterman Avenue 
San Bernardino, CA 92404 
(714)888-2246 

Mr. Ken Smith 
Deputy DislriclAtlorney 
District Attorney's Ortice, Juvenile 
Division 
900 E. Gilhert Street 
San Bernardino, CA 92415-0943 
(714)387-6979 

Ms. Claudia Spencer 
R.N., M.P.H. 
Dept. of Public Health 
17830 Arrow Blvd. 
Fontana, CA 92335 
(714)829-3745 

Dr. Steven Trenkle 
Lorna Linda University 
School of Medicine/School of P~diatrics 
Dept. of Pediatrics 
Lorna Linda, CA 92350 
(714)796-7311 

Mr. Frank Vanella 
Deputy DistrictAllorney 
District Attorney's O[fice 
316 Mt. View Avenue 
San Bernardino, CA 92415-0004 
(714)387 -6550 

Ms. Janet Ward 
Deputy DistrictAtlorney 
District Attorney's Office, Juvenile 
Division 
900 E. Gilbert Street 
San Bernardino, CA 92415-0943 
(714)387-6991 
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Interagency Child Death Review Team Directory 

San Diego 

Dr. Seth Asser 
UCSD School of Medicine 
Pediatrics Dept. 
225 Dickason 
San Diego, CA 92103 
(619)294-6448 

Mr. John Desmond 
Probation 
San Diego County 
290 I Meadowlark Drive 
San Diego, CA 92123 
(619)694-4345 

Mr. Harry Elias 
Deputy DistrictAtlorney 
Child Abuse Division 
220 W. Broadway 
San Die{!o. CA 92101 
(6]9)531-4300 

Capt. Blaine Hibbard 
U.S. Navy 
Balboa Naval Hospital 
Pediatrics Division 
S .. ~n Diego, CA 92134 
( 619)532-6875 

Lt. Kraig Kessler 
Child Abuse Unit 
San Diego Police Dept. 
140] Broadway 
San Diego, CA 92101 
(619)531-2325 

Ms. Beth Lennon 
Co-Chair, Child Fatality Committee 
8001 Frost Street 
San Diego, CA 92123 
(619)565-9694 

Ms. Dorine Meade 
PHN 
Health Services 
104 South Barnes Street 
Oceanside, CA 92054 
(619)967-4401 

Lt. Walter Patroske 
Child Abuse Unit 
San Diego Co. SheriLTs Dept. 
3502 Kurtz Street 
San Diego, CA 92110 
(61.9) 692-8000 

Mr. David Stark 
Coroner 
San Diego County Coroner's Office 
5555 Overland Drive, Bldg. 14 
San Diego, CA 92123 
(619)694-2899 

Lt. John Tinwolde 
Homicide Division 
San Diego Co. SherifCs Dept. 
3502 Kurtz Street 
San Diego, CA 92110 
( 619)692-5600 

Ms. Cynthia Zook 
Co-Chair, Child Fatality Committee 
Children's Services Bureau, 
Dept o( Social Services 
6950 Levant Street 
San Diego, CA 92111 
(619) 694-5481 
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Interagency Child Death Review Team Directory 

San Francisco 

Mrs. Kathy Baxter-Stern 
President 
Child Abuse Council 
1757 Waller Street 
San Francisco, CA 94117 
( 415)752-4357 

Ms. Toni Bottari 
Social Worker 
Youth Guidance Center 
375 Woodside 
San Francisco, CA 94127 
(415)753-7800 

Dr. Kevin Coulter 
Pediatrics 
San Francisco General Hospital 
IOOl Potrero Avenue 
San Francisco, CA 94110 
( 415)R2l-8200 

Mr. Jan Espaugh 
Dept. oi' Social Services 
170 Otis Street, 6th Floor 
San Francisco, CA 94103 
( 415)557-5000 

Dr. Graeme Hanson 
San Francisco General Hospital 
1000 Potrero Avenue 
San Francisco, CA 94103 
( 415)821-8200 

Capl. Mike Hehel 
San Francisco Police Department 
Juvenile Division 
850 Bryant Street 
San Francisco, CA 94103 
(415)553-1321 

Mr. Tom Kasovich 
Investigator 
District Attorney's Office 
850 Bryant Street 
San Francisco, CA 94103 
(415)553-1752 

Ms. Barbara Kleckner 
Dept. of Social Services 
Andrew Jackson School 
San Francisco, CA 
(415)557-5000 

Ms. Judy LcL1er 
Nun;e 
Children's Home Society 
3000 California Street 
San Francisco, CA 94115 
(415)922-2803 

Dr. Jerry Oliva 
101 Grove Street 
San Francisco, CA 94102 

Ms. Frances Smith 
Director 
S.F. General Hospital 
555 Polk Street 
San Francisco, CA 94102 
(415)821-8200 

Dr. Boyd Stephens 
Coroner I Medical Examiner 
Medical Examiner's Office 
850 Bryant Street 
San Francisco, CA 94103 
( 415)553-1694 
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Interagency Child Death Review Team Directory 

San Francisco, Continued 

Mr. Dennis Sweeney 
Youth Guidance Center 
375 Woodside 
San Francisco, CA 94127 
( 415)753-7800 

Ms. Elsa Tcn-Broeck 
Children's Horne Society 
3000 California Street 
San Francisco, CA 94115 
( 415)922-2803 

Ms. Sue Thornely 
Public Health Nurse 
Department of Public Health 
1301 Pierce Street 
San Francisco, CA 94115 
( 415)556-5810 
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InteragenGY Child Death Review Team Directory 

San Luis Obispo 

Dr. Rene Bravo 
Doetor 
Private Practice 
1941 Johnson Avenue 
San Luis Obispo, CA 93401 
(805)541-6030 

Dr. Steven Johst 
Pathologist 
Central Coast Pathologist Group 
102 Santa Rosa Street 
San Luis Ohispo, CA 93401 
(805)542-0398 

Ms. Jane Kulick 
R.N. - Sexual A<;saull 
San Luis Obispo Co. General Hospital 
2l80Johnson Avenue 
San Luis Ohispo, CA 93401 
( 8(5)543-1500 

Ms. Connie Langer 
Child Protective Services 
Dept. or Social Services 
P.O. Box 8119 
San Luis Obispo. CA 93401-8119 
(805)549-4000 

Mr. Richard Mansfield 
Investigator 
District Attorney's Office 
County Government Center 
San Luis Obispo, CA 93401 
(805)549-5800 

Dr. Joseph Nargic 
Cardiologist 
Private Practice 
1050 Las Tablas Road 
Templeton, CA 93465 
(805)434-1453 

Dr. Laura Slaughter 
San Luis Ohispo Co. 
Private Practice 
2180 Johnson Avenue 
San Luis Obispo, CA 93401 
(805)549-4230 
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Interagency Child Death ,Revicw Team Directory 

San Matco 

Mr Charles Constanedias 
A<;sistant District Attorney 
District Altorney's Office 
Hall of Justice 
Redwood, CA 
( 415)363-4000 

Mr. Brad Gilbert 
HeallhOrncer 
Public Health 
225 W. 37th. Ave 
San Mateo, CA 94403 
(415)363-4000 

Mr. Tony Guardino 
Chief or Police 
Redwood City Police Department 
1020 Middle Field Rd. 
Redwood, CA 94063 
(415)780-7100 

Mr. Paul Jenses 
Coroner 
617 Veterans Blvd., Suite 105 
Redwood, CA 94063 
(415)363-4000 

Mr. Pat Jorden 
DepulyDireclor 
County Mental Health 
225 W. 37th. Ave 
San Mateo, CA 94403 
(415)363-4000 

Mr Harvey Kaplan 
Chief or Pediatrics 
Chope Community Hospital 
222 W. 39th. Ave. 
San Mateo, CA 94003 
( 415)363-4000 

Mr. Stuart Openhiemer 
DeputyDirector 
Children's Services 
400 Harbor Blvd. 
Belmont, CA 94002 
(415)595-7510 

Ms. Pat Osborn 
Execu tive Director 
Child Advocacy Council 
460 California, Suite 13 
Palo Alto, CA 94306 
(415)327-8120 

Ms. Sheryl Parker 
Director 
Public Health Nursing, Co-Chair 
225 W. 37th. Ave 
San Mateo, CA 94403 
( 415)363-4000 

Ms. Evelen Schreck 
Coordinator 
Child Abuse Services - Dept. Social 

Services 
400 Harbor Blvd. 
Belmon t, CA 94002 
(415)595-7517 
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Interagency Child Death Review Team Direclory 

Santa Clara 

Ms. Fran Bergman 
Public Health Nurse 
Dept. or Public Heallh 
2220 Moorpark Avenue 
San Jose, CA 95128 
( 408)299-5971 

Mr. Robert Carroll 
County Child Abuse Services 

Coordinator 
Office orthe County Executive 
70 West Hedding Street 
San Jose, CA 95110 
( 4(8)299-2424 

Mr. Ray Colar 
Probation Manager 
Juvenile Probation Dept. 
840 Guadalupe Parkway 
San Jose, CA 95112 
( 408)299-3706 

Mr. Joe Davis 
Investigator 
Coroner's Office 
Thornton Way 
San Jose. CA 95128 
(408)299-5137 

Lt. Richard Gummow 
Head of Homicide Unit 
San Jose Police Dept. 
201 W. Mission Street 
San Jose, CA 95103 
( 408)277-5283 

Mr. Bruce Hul! 
Supervisor ERU-Soc. Service 
Dept. of Social Services 
55 W. Younger 
San Jose, CA 95110 
(408)299-2864 

Mr. Robert Masterson 
Deputy DistrictAttorney 
Juvenile Probation Dept. 
804 Guadalupe Parkway 
San Jose, CA 95112 
( 4(8)299-3169 

Ms. Pat Osborn 
'Exec. Director 
Child Advocacy Council 
460 California Avenue, Suite 13 
Palo Alto, CA 94306 
(415)327-8120 

Dr. Saul Wasserman 
Child Psychiatrist 
Director, CAPl San Jose Hospital 
675 E. Santa Clara Street 
San Jose, CA 95112 
(408)977 -4425 

Dr. Hicks Williams 
Chief of Pediatrics 
Kaiser Santa Clara 
900 Kiely 
Santa Clara, CA 95051 
(408)236-5079 
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Interagency Child Death Review Team Directory 

Solano 

Mr. Mark Alkire 
Youth Services Officer 
Benicia Police Department 
200 East II L" Street 
Benicia, CA 9451 () 
(707) 746-4255 

Ms. Martha Al tl11an-Villanueva 
Neonatal/PediatricServices 
1800 Pennsylvania Avenue 
Fairfield, CA 94533 
(707) 429-7740 

Ms. Dorthey Crawford 
Social Service Supervisor 
Child WeI rare Services 
240 Travis Court 
Suisun, CA 94585 
(707) 427-2940 

Ms. Mary Dickey 
Director 
Neonatal/PediatricServices 
1800 Pennsylvania Avenue 
Fairfield, CA 94533 
(707) 429-7945 

Mr. Rick Gomes 
Youth Services Ortker 
Benicia Police Department 
200 EastllLIl Street 
Benicia, CA 94510 
(707) 745-3412 

Mr. Wayne Grose 
fnvestigator 
Fairfield Police Department 
1000 Webster 
Fairfield, CA 94533 
(707) 428-7355 

Dr. Arthur Henning . 
Mee\. Dir. !Maternal Child - Adoles. 
Health 
HealthDepartment 
2100 West Texas 
Fairfield, CA 94533 
(707) 429-6242 

ML Steve Hosking 
Detective 
Vacaville Police Department 
630 Merchant Street 
Vacaville, CA 95688 
(707) 449-5215 

Ms. Nita Ladd 
AdministrativeAssistant 
Coroner 
600 Union Avenue 
Fairfield, CA 94533 
(707) 429-6404 

Ms. Joyce Lockwood 
Supervisor 
Health Department 
2100 West Texas 
Fairfield, CA 94533 
(707) 429-6242 

Mr. Joe Munoz 
Detective 
Vacaville Police Department 
630 MerehantStreet 
Vacaville, CA 95688 
(707) 449-5214 

Ms. Jeanne Newton 
Social Worker 
Child Welfare Services 
355 Tuolumne Street 
Vallejo, CA 94590 
(707) 553-5529 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

interagency Child Death Review Team Directory 

Solano, continued 

Mr. Jim O'Brien 
Coroner 
600 Union Avenue 
Fairfield, CA 94533 
(707) 429-6404 

Ms. Edith Parsons 
Program Manager 
ChiiJ WeI rare Services 
355 Tuolumne Street 
Vallejo, CA 94590 
(707) 553-5428 

Ms. Janis Robinson 
Victim Witness 
District Attorney's Office 
600 Union Street 
Fairfield, CA 94533 
(707) 429-6451 

Mr. Robert Sayers 
Pediatrician 
Department of Pediatrics 
Travis Air rorce Base 
Fairfield, CA 94535 
(707) 423-7176 

Capt. Karen Smith 
Family Advocacy OlTicer 
Department ofPcdiatrics 
Travis Air Force Base 
Fairfield, CA 94535 
(707) 423-5174 

Ms. Patty Strickland 
Deputy DistrictAttorney 
District Attorney's Ornce 
600 Union Street 
Fairfield, CA 94533 
(707)429-6454 

Mr. Lanny Vance 
Sergeant 
Fairfield Police Department 
1000 Webster 
Fairfield, CA 94533 
(707) 428-7351 

Mr. James Voyez 
Coroncl' Investigator 
Coroner 
600 Union Avenue 
Fairl'ield, CA 94533 
(707) 429-6404 

Ms. Barbara Witter 
ExecutiveDirector 
Child Abuse Prevention Council 
2100 West Texas Street 
Fairfield, CA 94533 
(707) 425-3760 

Mr. Richard Wood 
Detective 
SherifPs Department 
500 Texas Strcet 
Fairfield, CA 94533 
(707) 429-6571 
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Yolo 

Mr. Don Brooks 
Detective 
Davis Police Departmenl 
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DEPARTMENT OF JUSTICE 
DEVELOPMENT OF INTERAGENCY CHILD 

DEATH INVESTIGATION PROTOCOLS 

* * * QUESTJONN AIRE * * * 

Some questions can be answered with a simple "yes" or "no," while others require a 
short explanation. While we appreciate your generosity in giving as full and detailed 
responses as arc possible, you may "gucstimate" in instances where precise answers 
would require extensive research. If more space is needed, you may usc the hack of the 
page. Please do not hesitate to add any comments or attach any written materials which 
have been helpful to you, or which you believe may be helpful to us. 

The Questionnaire has been divided into three sections; the first identifies the 
respondent and gives an overview of each county's child death investigation procedures; 
the second is directed toward those counties that do not have interagency child death 
rev!ew teams in place; the third focuses on counties that do have interagency teams. 

For your case in completing the Questionnaire, we have provided you with only the 
sections that pertain to your county, either Sections I and II, or Sections I and Ill. If 
your county is now in the process of forming an interagency team, we appreciate your 
answering all three sections. . 

SECTION I 

*1. YourName ____________________________ __ 

2. Title~ _______________________ _ 

3. Agency _______________________ _ 

4. Agency Address ____________________ _ 

5. Telephone~ ______________________ _ 

6. COunty ______________________ _ 

7. If you arc appointed/elected, term of o[fice (month/year--month/year) ___ _ 

I *If you prefer, you may attach your business card to this Questionnaire and skip questions 1 through 5. 

I 
Page 1 

I 
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DEPARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW 

8. What best describes your professional role in the handling of child fatalities (e.g., medical 
examiner, coroner, sheriff/coroner, private therapist, physician, pediatrician, Child Protective Services 
(CPS) administrator, chief of police, etc.)? .. 

9. What best describes your actual role in the handling of child fatality cases (e.g., death review 
team coordinator, investigator, police department liaison to CPS, etc.)? 

*10. (a) Does your county have a child death review process? __ Yes __ No. 

(b) Does your agency have a child death review process? __ Yes __ No. 

*We recognize that many respondents act in more than one capaeity--representing a 
professional discipline, an agency, as well as a county. Therefore, some questions in 
this Questionnaire will ask you to distinguish between the procedures of your county 
and those of the agency for which you may work. 

11. Is there a written protocol for handling child fatalities? __ Yes 
attach a copy of your protocols to this Questionnaire. 

__ No. If yes, please 

12. (a) Docs your agency's child death review process involve more than one agency (CPS, 
sheriffs department, coroner's office) or discipline (i.e., pediatric or child abuse specialist)? __ Yes 

No. 

(b) Does your county's child death review process involve more than one agency or 
discipline? __ Yes No. 

13. Are specialists from other fields occasionally called in on investigation of child fatalities? 
Yes No. 

14. (a) How many months/years has your county's current child death review process been in 
place? 

(b) How many months/years has your agency IS current child death review process been in 
place? 

What is the area or target population(s) your agency serves? 

.!! you need more space please continue on the back of the page (refer to question by number). 
Prepared by the Institute [or Law and Policy Planning 
ILPP/DOJ.CD/QUEST/4.89 Page 2 
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DEPARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW -

16. Approximately what percentage of your time is spent handling child fatalities (e.g., reviewing 
files, networking with other agencies or individuals, attending review meetings, etc.)? 

17. Approximately what percentage of your agency's case- or work-load is devoted to reviewing 
child fatalities? 

18. How many child deaths were recorded in your county during? 

1988 ? 
1987----? 
1986 ? 

19. Of these recorded deaths, how many were recorded as due to other than natural causes (i.e., 
homicide, accidental, suicide, undetermined) during: 

1988 ? 
1987·----? 
1986 ? 

20. or the child deaths recorded as due to other than natural causes, how many of these deaths 
were investigated in your county during: 

1988 ? 
1987----? 
1986 ? 

21. In your opinion, are there any trends in any or the above figures? 

If you need more space please continue on the back: of the page (refer to guest ion by number). 
Prepared by the Institute for Law and Policy Planning 
ILPP/DOJ.CD/QUEST/4.89 Page 3 
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DEPARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REV1EW 

22. How many (or roughly what percentage) of cases identified in Question 20 were previously 
known to: 

Law enforcement? 

Hospital emergency room? 

Mental Health Services? 

Public Health Services? 

Child Protective Services? 

23. For those identified through Child Protective Services, how many (or roughly what 
percentage) came to CPS through: 

Lawenforcement? 

Child abuse Ilholline?" 

Schools? 

Private physician, pediatrician, therapist? 

Drug rehabilitationlballerecl women's shelter? 

Other (pleasespecify)? 

24. (a) Does your county investigate all child deaths? __ Yes 

(h) Please describe this investigative procedure: 

No. 

(c) Are all deaths subjected to this procedure (i.co, suspected SIDs deaths, suicides, those 
deemed "callse of dcath undetermined?") __ Yes __ No. 

If you need more space please continue on the back of the page (refer to question by number). 
Prepared by the Institute [or Law and Policy Planning 
ILPP/DOJ.CD/QUEST/4.89 Page 4 
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DEPARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW 

(d) If no, what criteria determine whether or not a child death is investigated (Le., coroner's 
discretion, child's age, etc.)? Please attach written criteria if available. 

25. (a) Does your agency investigate all child deaths? __ Yes No. 

(b) Please describe this investigative procedure: 

(c) Are all deaths subjected to this procedure (Le., suspected SIDs deaths, suicides, those 
deemed "cause of death undetermined?" Yes No. . 

(d) If no, what criteria determine whether or not a child death is investigated (Le., coroner's 
discretion, child's age, etc.)? Please attach written criteria if available. 

26. (a) Does your agency have specific policies regarding investigation and/or autopsy in 
suspected SIDS deaths? __ Yes __ No. Child or teenage suicide? Yes No. Please 
describe, or attach written policies if available. 

If you need more space please continue on the back o[ the page (refer to question by number). 
Prepared by the Institute for Law and Policy Planning 
I LPP/DOJ.CD/QUEST/4.89 Page 5 
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DEPARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW 

(b) Does your county have specific policies regarding investigation and/or autopsy in 
suspected SIDS deaths? __ Yes __ No. Child or teenage suicide? __ Yes __ No. Please 
describe, or attach written policies if available. 

27. In your opinion, what is the greatest impediment to: 

(a) The discovery of child fatalities due 10 abuse or neglecl? 

Cb) The verification of child fatalities due to abuse or neglect? 

(c) The prosecution of child falalities due 10 abuse or neglect? 

Cd) The prevention of child fatali!ies due to abuse or neglect? 

If you need more space pi'!.ase continue on the back of the page (refer to question by number). 
Prepared hy the Institute for LilW and Policy Planning 
ILPP/DOJ.CD/QUEST/4.89 Page 6 
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DEPARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW 

28. Please rate the usefulness of the following in overcoming these impediments using a scale of 
(1) essential (5) not at all useful Please explain any ranking of (3) or below, giving reasons why it is not 
useful: 

RANK EXPLANATION 

Networking with other disciplines 

Child abuse "hot lines" 

Community outreach/education programs 

Other(specify): 

Seminars/training in: 

__ Investigative techniques 

__ Legal issues 

Medical Issues 

__ Other(specify): 

29. (a) Would written protocols for investigation or review of child deaths he helpful? 
Yes No. 

(b) What limitations or obstacles do you see to the use of such protocols? 

30. (a) Would autopsy or post-mortem examination protocols for suspected child abuse/neglect 
related deaths be helpful? __ Yes __ No. 

(b) What limitations or obstacles do you see to the use of such protocols? 

If you need more space please continue on the back of the page (refer to question by number). 
Prepared by the Institute for Law and Policy Planning 
ILPP/DOJ.CD/QUEST/4.89 Page 7 
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DEPARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW 

---~~ -~--

31. Would training in idcntification and review of suspicious child deaths be helpful? __ Yes 
__ No. If yes, who and what kind (e.g., train hospital emergency room staff in signs of child abuse, 
train "first responders"--paramedics, fire department personnel, etc.--in evidence preservation or 
information gathering, etc.)? 

32. (a) What are your criteria for evaluating a successful child dcath review process? 

(b) Please evaluate your county's system in terms of those criteria: 

(c) Please evaluate your agency's system in terms of those criteria: 

33. In your opinion, what is the purpose of child death review? 

If you need more space please continue on the back of the page (refer to question by number). 
Prepared by the Institute for Law and Policy Planning 
ILPP/DOJ.CD/QUEST/4.89 Page 8 
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DEPARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW 

SECTION II 

These questions arc directed to counties that presently do not have interagency 
child death review teams in place. These teams typically consist of representatives from 
a number of agencies including but not limited to the coroner, police or sherifrs 
department, child protective services, child abuse networks, district attorney, county 
counsel, probation, public health, and pubJicly- or privately-employed pathologists, 
psychologists, therapists and pediatric specialists. 

34. (a) Who in your county is primarily responsible for handling child fatalities? (Please identify 
by name, tille, specially, agency, address and telephone number.) 

(b) Is this a particular individual, or a function subject to periodic reassignment (i.e., 
rotation)? __ Same __ Changes 

(c) How often does this assignment change'! 

35. (a) Who in your agency is primarily responsible for handling child fatalities? (Please identify 
by name, tille, specially, agency, address and telephone number.) 

(b) Is this a particular individual, or a function subject to periodic reassignment (Le., 
rotation)? __ Same __ Changes 

(c) How often does this assignment change? 

36. (a) In your opinion, are there any special problems with changing assignments in child death 
investigation? __ Yes __ No. Please explain: 

(b) How might one minimize the problem of changing assignments In child death 
investigation: 

If you need more space please continue on the back of the page (refer to question by number). 
Prepared by the Institute for Law and Policy Planning 
ILPP/DOJ.CD/QUEST/4.89 Page 9 
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DEPARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW 

37. Who determines which child death cases will be referred for further investigation or action'! 

38. (a) Does your agency's child death review process involve more than one agency or 
discipline? Yes No. If yes, which others are involved? Please list by specially, name, 
title, agency and telephone number: 

(b) Does your county's child death review process involve more than one agency or 
discipline? __ Yes' __ No. If yes, wn.ich others arc involved? Please list hy specially, name, 
title, agency and telephone number: 

39. Are specialists from other fields occasionally called in on investigation of child fatalities? 
Yes No. If yes, please list by name, title and specially: 

40. Arc the specialists paid for their services'? 
agency /funding source? 

Yes No. If yes, by what 

41. (a) If there are no written protocols, please describe your county's process for handling child 
fatalities: 

If you need more space please continue on the baek of the page (refer to question by number). 
Prepared by the Institute for Law and Policy Planning . 
ILPP/DOJ.CD/QUEST/4.89 Page 10 
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DEPARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW 

(b) If different from the answer given above, please describe your agency's process for 
handling child fatalities: 

42. (a) Generally how long is the interval between death and the beginning of 
investiga tion/review? 

(b) Is this interval consistent, or docs it vary widely? __ Consistent 
Varies. How and why does the interval vary? 

43. On the average, how long does investigation/review take? 

(a) 
(b) 

44. (a) 
Yes 

(b) 

Actual work time __ (hours) 
Elapsed time from beginning to end __ (circle one: days, weeks, months) 

Has your county ever considered establishing an interagency child death review team? 
No. 

Is your county in the process of forming a team? __ Yes __ No. 

(c) If yes, at what stage of formation are you (Le., preliminary discussion, team members 
selected, protocols developed, first case reviewed, etc.) 

Cd) If no, please explain any impediments to your county forming a child death review team: 

45. ea) Has your agency ever considered establishing an interagency child death review team'? 
Yes No. 

Cb) Is your agency in the process of forming a team? __ Yes __ No. 

If you need more space please continue on the back of the page (refer to question by number). 
Prepared by the Institute for Law and Policy Planning 
ILPP/DOJ.CD/QUEST/4.89 Page 11 
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DEPARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW ---------------------------------------

(c) If yes, at what stage of formation arc you (i.e., preliminary discussion, team members 
selected, protocols developed, first case reviewed, etc.) 

(d) If no, please explain any impediments to your county forming a child death review team: 

46. In your opinion, would the team approach he an improvement over your county or agency's 
present arrangement for investigating child deaths'? __ Yes __ No. Why'? 

47. (a) Do you see any drawbacks to intcrag(;l1cy child death review'? Please explain: 

(b) What obstacles need to be overcome? 

48. In your opmJOn, would the formation of a child death review team improve 
communic~tion/coordination among police/coroner/child protective services/schools, etc.? 

Yes No. 

49. (a) 
Yes 

Does your agency encounter difficulties in sharing information with other agencies? 
No. 

(b) Within agencies? __ Yes ___ No. 

If you need more space please 'continue on the back of the page (refer to question by number). 
Prepared by the Institute for Law and Policy Planning 
ILPP/DOJ.CD/QUEST/4.89 Page 12 
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DEPARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW 

(c) If yes, what difficulties (i.e., confidentiality, "turf" issues, etc.)? 

50. What linkages do you have with other counties to cover, for example, Child Protecti\'~ 
Services placement out-of-county, parents/guardians who relocate, or children who live in your county but 
die in another? 

51. In your opinion, what infmmationallinkages need to be developed or improved? 

52. (a) What does your county need to make its present process work better? 

(b) What does your agency need to make its present process work better? 

53. Please list 2 or 3 of the most important advantages of your present child death review 
procedure: 

If you need more space please continue on the back of the page (refer to question by number). 
Prepared by the Institute for Law and Policy Planning 
ILPP/DOJ.CD/QUEST/4.89 Page 13 
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DEP ARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW 

54. Please list 2 or 3 of its most significant shortcomings: 

55. What do you perceive as the most essential ingredient in a successful child death investigation 
process (i.e., interdisciplinary networking, regular meetings, written protocols, etc.): 

This completes the Questionnaire for counties without interagency child death review 
teams. Thank you very much for your help. 

Please feel free to add here any further comments or information which you think might 
be helpful to us in our study: 

If you need more space please continue on the back of the page (refer to question by number). 
Prepared by the Institute for Law and Policy Planning 
I LPP/DOJ.CD/QUEST/4.89 Page 14 
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DEPARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW 

SECTION III 

---- ~ ~ -----

The following questions arc directed to' counties with interagency child death 
review learns in place. These teams typically consist of representatives [rom a number 
of agencies including but not limited to the coroner, police or sherifrs department, 
child protective services, child abuse networks, district attorney, county counsel, 
probation, public health, and publicly- or privately-employed pathologists, 
psychologists, therapists and pediatric specialists. 

56. Please list, by name, title, agency, specialty, address and telephone number, all members of 
your interagency child death review team (or attach a list if one is already available): 

57. (a) How many months/years has your team been in place? 

(b) Roughly how many cases has your team reviewed? 

If you need more space please continue on the back of the page (refer to question by number). 
Prepared by the Institute for Law and Policy Planning 
ILPP/DOJ.CD/QUEST/4.89 Page 15 
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DEP ARTMENT OF JUSTICE 
INTERAG ENCY CHILD DEATH REVIEW 

58. Please describe the history of your team, the system it replaced, the individual(s) or cvcnt(s) 
which instigated its formation (if possible, please specify dates): 

59. Is there a "team leader?" Please provide his or her name, role, and agency, as well as his/her 
function(s): 

60. Do the same individuals meet each time, or do participating agencies periodically reassign their 
representatives? __ Same __ Changes 

61. How often do assignments rotate? 

62. In your opinion, are there problems with periodic reassignments to child death review? 

63. How might one minimize the problem of changing assigHments to child death review'? 

If you need more space please continue on the back: of the page (refer to question by number). 
Prepared by the Institute for Law and Policy Planning 
ILPPIDOJ.CD/QUEST/4.89 Page 16 
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DEl' ARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW 

64. Ca) 
Yes 

Are specialists from other fields occasionally called in on investigation of child fatalities? 
No. 

(b) If yes, please identify, by name, title and specialty: 

65. Are the specialists paid [or their services? 
agency/[undingsource? 

Yes 

66. Arc meetings open to "outsiders" (Le., non-team members)? 

No. If yes, by what 

Yes No. 

67. How is the team financed (e.g., participating agencies "donate" salaried personnel lime in 
attending meetings, reviewing and copying files, underwrite costs of copying, etc.)'? 

68. (a) Docs the team have its own, separately-funded support staff (i.e., secretary, coordinator, 
etc.)? __ "Yes __ No. If yes, how many? 

(b) By what agency/funding source arc support staff paid'? 

(c) 

69. (a) 
Yes 

(b) 

Please describe their function(s): 

Do child death investigations begin as soon as the death is reported/discovered? 
No. 

H no, describe the intervals at which reviews occur (i.e., monthly, quarterly, etc.) 

70. Generally how long is the interval between the death Imd the beginning of review? 

71. Is this interval consistent, or does it vary widely? __ Consistent __ Varies. Why? 

If you need more space please continue on the back of the page (refer to question by number). 
Prepared by the Institute for Law and Policy Planning 
ILPP/DOJ.CD/QUEST/4.89 Page 17 
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DEP ARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVlEW 

72. (a) Does the team have a regular location for its meetings? __ Yes __ No. 

(b) Where? 

(c) When? L a.m. - _ p.m., etc.) 

(d) Who calls the meetings? 

(e) What is the average length of meeting (in hours)? 

(t) What is the average attendance? 

73. (a) Is information shared prior to meetings (Le., copies of death certiricates, agency records, 
etc.)? __ Yes __ No. 

(b) If yes, what information? 

(c) Who collects, copies, distributes the information? 

(d) Are there procedures for protection of confidentiality of shared information (Le., 
destruction or return of matedals to the appropriate agency or team leader)? __ Yes 

No. 

(e) If yes, what are the procedures? 

74. How often are decisions delayed pending receipt of additional information, files, answers to 
team questions, etc.? 

75. How many cases are usually discussed at a team meeting? 

If you need more space please continue on the back of the page (refer to question by number). 
Prepared by the Institute for Law and Policy Planning 
ILPP/DOJ.CD/QUEST/4.89 Page 18 
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DEP ARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW 

76. Is there currently a backlog of cases to be reviewed? __ Yes __ No. If yes, how many? 
Why is there a backlog? 

77. 1?0 you (personally) work on cases outside of team meetings? __ Yes 
please descrIbe: 

78. Do team members work on cases outside of team meetings? 
please describe: 

79. On the average, how long docs review of a given case take? 

Yes 

No. If yes, 

No. If yes, 

(a) Elapsed lime (from time of death to conclusion of review process) _____ (days, 
weeks, months) 

(b) Actual work time (in review meetings) ______ (minutes, hours) 

80. Are records made of meeting activities (i.e., cases reviewed, discussion, questions, decisions)? 
Yes No. If yes, how are these records maintained? 

81. Is there a policy regarding review of cases under law enforcement investigation or legal action? 
Yes No. Please describe: 

If you need more space please conlinue on the back of the page (refer to question by number). 
Prepared by the Institute for Law and Policy Planning 
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DEPA.RTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW 

82. Is there a policy regarding the role of the media regarding the child death review team, its 
operations or cases? Yes No. Please describe: -- --

83. How arc team determinations (abuse/neglect suspected, not suspected) ultimately reached (i.e., 
vote, discretion of team leader, ctc.)? 

84. What is the procedure in cases where the team determines that further investigation or action is 
warranted? 

85. Are cases which arc returned to law enforcement or other agency for further 
investigation/prosecution monitored by the team? __ Yes __ No. If yes, how? 

86. Is any kind of "informationalloop" in place to notify other counties, agencies or individuals of 
the outcome of cases reviewed by the team (i.e., child's county of birth if other than county where death 
occurred, notification of CPS worker, district attorney, law enforcement personnel or public health nurse 
with prior family or child contact, physician or emergency room personnel who initially reported suspected 
abuse/neglect, etc.)? __ Yes __ No. If yes, please describe: 

87. If such an informational loop is not in place, would such a system be useful? 
__ Yes __ No. Why? 

If you need more space please continue on the back of the page (refer to question by number). 
Prepared by the Institute for Law and Policy Planning 
ILPP/DOJ.CD/QUEST/4.89 Page 20 
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DEPARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW 

88. Is the team an improvement over the t>revious arrangement for investigating child deaths? 
Yes No. Please explain: 

89. Can the team handle more cases, or dispose of them more quickly than your county's/agcncy's 
previous system? __ Yes __ No. . 

90. Docs your county now identify a higher percentage of deaths as heing related to child 
abuse/neglect than previously? __ Yes __ No. 

91. Does your agency now identify a higher percentage of deaths as being related to child 
abuse/negiectthan previously? __ Yes __ No. 

92. Has formation of the team improved communication/coordination between law enforcement, 
district attorney, coroner, child protective services, public heallh/menlal health schools, elc.? __ Yes 

No. 

93. What informational linkages (i.e., hetween law enforcement, district attorney, coroner, child 
protective services, public health/mental health schools) need to be developed or improved? 

94. What difficulties does your team/agency encounter in sharing information with other agencies 
(i.e., confidentiality, "turf" issues, etc.)? 

95. What linkages do you have with other counties to cover, for example, Child Protective 
Services placement out-oE-county, parents/guardians who relocate, or children who live in your county but 
die in another? 

If you need more space please continue on the back of the page (refer 10 guest ion by number). 
Prepared by the Institute for Law and Policy Planning 
ILPP/DOJ.CD/QUEST/4.89 Page 21 
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DEPARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW 

96. What kinds of problems has the team encountered in its operation (i.e., agencies fail to follow 
their own procedures, a given agency consistently fails to prepare for Oi attend review meetings, local law 
enforcement agencies send subordinates rather than appropriate ranking officers, etc.)? 

97. Has the team been able to institute procedures/systems to overcome these prohlems? Yes 
No. Please describe: --

98. How could the functioning of your team be improved? 

99. Please list 2 or 3 of the most important advantages of the team approach: 

If you need more space please continue on the back of the page (refer to question by number). 
Prepared by the Institute for Law and Policy Planning 
ILPP/DOJ.CD/QUEST/4.89 Page 22 
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DEP ARTMENT OF JUSTICE 
INTERAGENCY CHILD DEATH REVIEW 

100. Please list 2 or 3 of its most significant shortcomings: 

101. What is the most essential ingredient of a successful child death review process? 

This is the end of the Questionnaire [or counties with interagency child death review 
teams. Thank you very much for your help. 

Please feel free to add here any further comments or information which you think might 
be helpful: 

If you need more space please continue on the back of the page (refer to guest ion by number). 
Prepared by the Institute for Law and Policy Planning 
ILPP/DOJ.CD/QUEST/4.89 Page 23 
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DEPARTMENT OF JUSTICE 
INTERAG ENCY CHILD DEATI-I REVIEW 

RATING THE QUESTIONNAIRll 

On this page is a very brief section which ask,S you to rate the Questionnaire. For our 
own professional purposes, we would very much appreciate your taking a few minutes 
to note how long it took you to complete it, and your general or specific imp:iessions of 
this Questionnaire as an information-gathering tool. 

How long did it take you to complete the Questionnaire? 

Using whatever criteria you consider relevant, please comment on the overall quality of, this 
Questionnaire (was it clear, did it ask the right questions, etc.): 

If the Questionnaire failed to ask the right questions, what were the questions, and how would you 
answer them? 

If you need more space please continue 00 the back of the page (refer [0 question by number). 
Prepared by the Institute [or Law and Policy Planning 
I LPP/DOJ.CD/QUEST/4.89 Page 24 
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CONFIDENTIAL 

CONTRA COSTA COUNTY CHILD ABUSE 
MULTI-DISCIPLINARY TEN-l DEATH REVIEW FORM 

Case Name and #: t 
(M) ( ) (F) ( ) -Ag-e-=,-=-~~-Y-l" s-=-.-=--=-.:..._-+~-o s-.-
Date Reviewed: ____________________ _ 

TEN-[ MEMBERS PRESENT: 

( ) Mercedes Anderson, R.N., Public Health Nurse Supervisor 
( ) Carol Bryant, Ph.D., Coordinator, Child Abuse Prevention Council CCC 
( ) Jim Carpenter, M.D., MPH, Chairman Department of Pediatrics 
( ) Louis Daugherty, M.D., Medical Examiner, Coroner's Office 
( ) Bonnie Granlund, LCSW, Children's Program Specialist, Mental Health Assoc. 
( ) Kathleen Malloy, H.D., MPH, Director of Maternal, Child & Adlosecent Health 
( ) Lt. Al Moore, Sheriff/Coroner's Office 
( ) Marie Schoolmaster, Detective, Juvenile Bureau, Concord Police Department 
( ) Pat Sepulveda, Deputy District Attorney 
( ) Linda Waddington, Division Supervisor, Child Protective Services 
( ) Demi Winniford, R.N., Public Health Nursing Supervisor 

ALTERNATE TEAl-l }lEMBER PRESENT: _______________________ _ 

CONSULTANT(S) PRESNET: 

JPD Records 
DSS Records 
PHN Records 
Medical Records 
Police Records 

YES 

( ) 
( ) 
( ) 
( ) 
( ) 

NO 

( ) 
( ) 
( ) 
( ) 
( ) 

NOT SIBLINGS 
CHECKED NO ( ) 

( ) YES ( ) 
( ) NAMES and DOB 
( ) 
( ) 
( ) 

() DEFERRED & REASONS : ______________________ _ 

Follow-up - YES () NO ( ) 

() FOLLOW-UP COMPLETE : ______ ..,-_-:--__ _ 
(Date) 

, RECOMMENDATIONS/DISCUSSION: --------------------------------------------------

Death Review Committee Classification of Death: 
YES 

Abuse related ••••••••••• ( ) 
Neglect ••••••••••••••••• ( ) 
Suspicious/homicide ••••• ( ) ( ) 
Non-Maltreatment •••••••• 
Baby had positive tox ••• 
Congenital defect ••••••• 
SIDS (questionable) ••••• 
SIDS (natural) •••••••••• 

( ) 
( ) 
( ) 
( ) 
( ) 

Other ••••••••••••••••••• ( ) 
Accidential ••••••••••••• ( ) 

Mother used drugs during pregnancy •• 
Smoked/nicodine •••••••• 

Drugs 

Alcohol •••.•••.•••• 81 •••• 

Cocaine/crack ••••••••••• 
IV drugs •••••••••••••••• 
Perscription drugs •••••• 
Marijuana ••••••••••••••• 
Unknown drugs ••••••••••• 
Father used drugs ••••••• 

in Hom's toxicology screening 

YES NO 
( ) ( ) 
( ) ( ) 
( ) ( ) 
( ) ( ) 
( ) ( ) 
( ) ( ) 
( ) ( ) 
( ) ( ) 
( ) ( ) 
( ) ( ) 
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CHILD DEATH INVESTIGATION "",.,t;" 'f 1",,7, /,10' ,..,.t;, 

. REVIEW 7d" -I'I..p f.?~ v \ .e J . 
MONTEREY COUNTY 

DECEDENT: 
(full name) 

Age: 008: Place of Birth: 

Lived with: 

(address) 

Date/Time oT Death ------------------------------------------------------
Location of Death -------------------------------------------------------
Manner of Death ---------------------------------------------------------

Toxicology Results: 

Decedent's Pediatrician: (Phone) --------------------------- -----------------
Addr.ess: 

Decedent's Clinical History: 

FAMILY HISTORY 

Decedent's Father: 
(fulJ name) 

oOB: Place Of Birth: Phone: ---------- ------------------
Address: 

Previous marriage? I~arr.ied How long? 
Children from Previq.!J_s .. ~rriage? (Identify children .PY .. J!.qnle. t,c 
age. Also provide their guardian's name and current address.) 

3632e 
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Child Death Investigation / Review 
Page 2 

Father's employment history (and for how long): 

Father's Clinical History: 

Decedent's Mother: 
(full name) 

DaB: Place of Birth: Phone: -------------------
Address: 

Previous marriage? How long? ---
Previous Married Name? ---------------------------------------------
Are there children from previous marriage? 
(identify children by name & age. Also pro-vl~'d~e~t·heir guardian's name and 
current address.) 

Are there children by current marriage? ---. (identify children by name & age.) 

Mother's employment history (and for how long): 

. ----.. ------- . ---,-' . __ .-

Mother's clinical history: -----------------------------------------.. ' .. -- _. __ .. _-_ .. ------_. ----------- _ ..... _- , .... 
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ChiJd Death Investigation I Review 
Page 3 

I 
I-~--

I 

Was pregnancy pJanned? ---- How long in labor? -----------------------
Prena tal physician: Address: 

Any pregnancy problems? -------------------
Type of delivery: 

IF "C" Section, why? ----------.---------------------------------------
Physician performing delivery: ------------------------------------------
Birth measurement & weight: 

Breast fed? ---- Formula? ---- What type formula? __________________ _ 

Pediatrician: 

Immunization shots received: 
(when & where) 

Circumstances of Death: 

• •• __ ......... - •• * ... -

.-. ----- -.--. .. 
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MARIN COUNTY (CORONER~S PROTOCOL) 

SUSPEL'I'ED aULD ABUSE OR PHYSICAL NEGLEX:T CASE NlM3ER -----------------
CALL 'IO TIITS OFFICE: SUBJECI': -----------------------------
Tirre: __ Date: _1_1_ Address: ----------------------------

Age: By: Sex: ---- Race: --
Agency: ___________ _ 

Last seen alive: Tirre: Date: ---.1_1_ By: __________ _ 

Did the child app:ar to be nonral at that tirre? Yes __ No __ Explain __ 

Wh:J rep:Jrted the death to the PJlice? ________________________ _ 

Relationship to the child? ----------------------------------
Was there an apparent time delay beb;een the t.irre the c::hi?:d ~s believed to be 

dead and . when the <Jeath was rePJrted7 No Yes' How long? ------
Explain -----------------------------------------------

What are the ci..rcumstances of death as related by the reFOrting person? ___ _ 

" 

INITIAL SCENE JNVESTIGATICN 

Were there any attempts at reviving the child? Yes No Explalil 
--- --- ------

:-I Place of death: 

Position of lxx:ly when fotmd: Back Stcrrach Side ------ ------ ------------
Rigor rrortis: Absent !1lld Firmly established ------- ------- --------------
Rectal temperature: ~ at (tirre) 

'--, , 
Livor rrortis: None' Anterior Posterior Consistent with ---- ----- ------

l:ody p:Jsition? Yes ___ No __ 

11 
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SUSPEC'I'ill 01TI...D ABUSE OR PHYSICAL NEGLB::T I Page 2 

I 
Whitens to finger pressure _______ No change to preSSltre ____ _ 

Secre dons: M::Juth Nose hucus t-lilk -------- -------- '-------

I 
-I 
~I 

'--I 

'-. 
" .It 
;'1 

" • 

II Food" Foam Bll00d ------ ------- -------
If toys, furniture, playgrol.U1d equiprent, eo::,. is involved. does it ap;ear that 

they 'MJuld be consistent with the injuries as relayed in the circumstances? 

Yes No Explain --- ---- --------------,------------------

lma.t offending, furniture, toys, etc. has been/will be sul:mitted for la1::oratory 

e..xamination? 

Was there any grossly visible blcx:x1 or tissue on these? -----------

D:>es anyone at the scene relate different circumstances? Yes ___ No _. __ 

\,oo? Relationship to the child? 

Explain --------------------------------------------.---------------
I):) grandparents, relatives or other such persons have knowle::1ge of the care 

of the child? Yes No Explain -----------------------------
List the narre(s) and relationships of those who were with the child at 'the 

time of death: 

If one parent was absent: How long? Where to? 

Is this a routine or fre:ruent event? Yes No Explain 

Describe the clothing the victim is wearing. 

Are they clean and in gc:od repair? Yes No Explain 

I:oes it apt::ea.r. that the victim's clothing rray have been changed after death 

occurred? Yes No . Explain -------------------------------
Are there other children in the househ:Jld? Yes No ---
If yes, cunplete the following. Age __ Se..'{ __ , Age __ Se.x __ , Age __ Sex 

1,} 

, 
~ I 

\. 
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SUSPEX::1'ED CHUD ABUSE OR PHYSICt'\L NEGLB:T I Page 3 

I 
Are all of the live rom children of these parents still living? Yes 
No Explam ______________________________________________ _ 

I 
I 
I 

-I 
-I 
~I 

--I· , 

.-~ 

co the other chil&en app2CIT to have been abused or physically neglected? 
Yes No Explain __________________________________________ __ 

Is the clothing of the sililings and parents romparable to the victim I s7 

Yes No Rxplain ---------------------------------------------

co the other children appear fearful of parents or adults? Yes __ 

No Explam 
--------------------------------------------~-----

Describe the apparent degree of care provided for the child or children 

What is the grographic location of the residence in the ccmra.mity? __ _ 

How roes this residence compare with the others in the area with respect 

to general state of repair, yard care, etc. 

Describe the a:mdition of the inside of the house including degree of 

cleanliness, rep3ir of sanitary facilities, lightil1g, etc. 

Is there fcod in the house appropriate for a child of this age? Yes 
No Explam· ____________________________________________ __ 

Is there any evidence of drug or heavy alrohol use at the residence? 
Yes No Explain ________________________________________ __ 

13 
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I 
I SUSPEL'IW O!JLD ABUSE OR PHYSICAL NEGLECT 

Page 4 

I 
Are there any foul oCors (feces, urine, etc.) ?Yes ___ NO ___ Explain_ 

I 
I Are there any signs of rcdent or insect infestation? Yes ___ No __ _ 

Explain 

I 
I 

Are thereNoany safety hazards such as e.'qX)sed electrical cords, etc? 

Yes Explain 

I Coe.s it appear as th:Jugh the house was recently cleaned? Yes No 

;1 
·-1 
I 
~I 

-I 

Explain _________________________________________________ ~ __ 

Rararks al::xJut the scene: 

t-I lNT.ERVIEWS 
Are the guardians of the child the natural parents? lvbther: Yes No 

Father: Yes _ No _ Are they foster parents? Yes __ No _ Are they 

legally adoptive parents? Yes No If other, e.xplain --------

;--- MJther/pararrour: List full narre 

. Any other narres previously used including naiden --------------------
Date of Birth: _1_1_ Social Security Nrnber __________ _ 

14 
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SUSPEL'I'ED CHILD ABUSE OR PHYSICAL l\T£GLECT 
Page 5 

----- ~ - ---~--~ 

Father/pararrour: List full narre ____________________ _ 

Any other narres previously used _______________________ _ 

Date of Birth: _/_1_ Social Security Number __________ _ 

If one of the guardians is other than the natural parent o.:mplete the following: 

Full narre of natural parent: Date of Birth: _1_1_ 
Complete address ______________________________________________ ___ 

Teleprone nurrber __________ HON long have they been sepa.rated~ __ 

Describe the family structure _________________________ _ 

Has the family structure changed since the birth of the child? Yes __ 
No Explain _____________________________________________ ___ 

Describe the degree of rraturity of the parents __________________ _ 

Was this child the result of a planned pregnancy? Yes No --
Explain ---------------------------------------------------------
Did the rrother of the child have routine prenatal care during her pregnancy? 

Yes No Explain -------------------------------------------

\'iere there any prol?lerns or unusual events during the pregnancy? Yes --
No Explain ______________________________ _ 

Has the child's gro ... li±. and developrent been nonral since birth? Yes 

No Explain -----------------------------------------------------

15 
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Family physician IS narre: Telephone _____ _ 

Obs tetrician I s narre: Telephone ------
Pediatrician IS narre: Telepoone -----
If neighl:ors are interviewed: CO they seem surprised at the death of the child? 

Yes No Explain ---- ---- ------------------------------------------------
How do they describe the parent/clu.1d relationships in :the family? _______ _ 

How Co they describe the siblings' relationships with one anatber? ______ _ 

Describe the siblings i reaction to the death. 

Describe the parents I reaction to the death. ______________ ~ __ _ 

Have any of the out-of-h:JITe relati"ves of the family been contacted? Yes ---
No 'What is t.l1o..ir reaction to the death? 

FOLI..a1 UP JNVESrIGATICN 

What is the apparent economic level of the household? LoiI Middle Hi h 
-- -- g---

Source of info:r:nation. 

Are they receiving assistance or foodstamps? Yes No Explain -- -- -----
Was the case w:::>rker intervie-wed? Yes No Rerrarks: ---

;--1 D:; any of the agencies in the area have previous reports of child abuse in this 

~ family? Yes No Explain -----------------------------------
1 (, 
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SUSPECl'EO OlJLD ABUSE OR PHYSICAL NEGLECT 
Page 7 

D::> any of the h:Jspitals have records of treabrent for trauma of any of the 

children? Yes No Explain ------------------------------------
toes the family physician have a rea:>rd of previous treabre.nt for trauma? 

Yes No Explain ---------------------------------------------
D::> the txJlice have any previous retxJrts of family disturbances at the 

residence? Yes No Explain 

Have the txJlice checked for previous criminal recnrd of the nother? Yes 

No Explain -----------------------.-----------------------------
Have the txJlice checked for previous criminal record of the father? Yes 
No Explain _________________________________________________ ___ 

Did these checks include the previous areas o:t. residence of these 

individuals? Yes No Rerarks --------------------------------
Is there anything unusual about this case not described a1:ove? Yes ---
No Explain 

INVESTIGATOR ----------------------------------

17 
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REVIEW ;r;;- -/-t..p f?.., .. 11 ~ J , 

DECEDENT: 
(full name) 

Age: DOB: Place of Birth: 

Lived with: 

(address) 

Date/Time oT Oeath -------------------------------------------------------
Location of Death ---------------------------------------------------------
Manner of Death ---------------------------------------------------------

Toxicology Results: 

Decedent's Pediatrician: (Phone) -------------------------- -----------------
Address: 

Decedent's Clinical History: 
--------------------------~------------------

FAMILY HISTORY 

Decedent's Father: 
CfulJ narre) 

OOB: Place Of Bir.th: ::'hone: ---------- ------------------
Address: 

Previous marriage? t~arried How long? 
Child.len from PreviQ1ts .. ~rriage? (Identify children .\JY.J1c!'l]le. 4 
age. Also provide their guardian's name and current address.) 

3632e 
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Child Death Investigation / Review 
Page 2 

Father's employment history (and for how Jong): -------------------------

Father's Clinical History: 

Decedent's Mother: 
(full name) 

DOB: P.1ace of Birth: Phone: -------------------
Address: 

Previous marriage? How long? ---
Previous Married Name? ----------------------------------------------
Are there children from previous marriage? 
(identify children by name & age. Also pro-vl~'d~e~their guardian's name and 
current address.) 

Are there children by current marriage? 
(iden ti fy children by name & age.) --------------------------

Mother's employment history (and for how long): 

.. --_ ... ---------- . --- - .---

Mother's cJinicaJ history: 
..... -- ... __ ... --_ ..... -------_ .. _._------- _ ..... _ ..... 
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ChiJd Death Investigation / Review 
Page 3 

Was pregnancy planned? ---
Prenatal physician: 

Any pregnancy problems? 

How long in labor? ____________ _ 

Address: 

---------------------------
Type of delivery: 

If' "C" Section, why? ---------------------------------------
Physician performing delivery: ___________ -----------------

Birth measurement & weight: 

Breast fed? --- Formula? What type formula? _________ _ 

Pediatrician: 

Immunization shots received: 
(when & where) 

Circumstances of Death: 

'. -_._ ..... -----.--.-.- '" 

"- ............ . -- ........ -. ... __ .. _---.-. _ .. - ._-- .. .. 

I 
..... -_ .. -- ----. .. .. - ... 

.. _._--- .. _----------

I 
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DATE: 

TO: 

FROM: 

SUBJ: 

( 1 ) 

( 2 ) 

( 3 ) 

( 4 ) 

JF: sd 

cc: 
cc: 
cc: 
cc: 
cc: 

HUH BOLDT COUNTY 
APRIL 25, 1988 

AL RADDI, PROGRAM MANAGER II 
SOCIAL SERVICES 

JOHN FRANK, WELFARE DIRECTOR 

POLICY STATEMENT: ADMINISTRATIVE REVIEW 
(UPDATING THE DEPARTMENT'S 10/21/87 MEMO ON THE SUBJECT) 

When a child currently served by CWS, under Emergency Response, 
a voluntary service agreement or a court-order plan, dies of 
suspected physical abuse or under suspicious circumstances, the 
Welfare Director shall be notified and briefed immediately by 
the Pro':1ram Manager II and/or the Social Worker Supervisor II 
whose unit is responsible for the child's case. 

Within one (1) working day or as soon after the verbal briefing 
as circumstances warrant, the Director shall set a meeting (or 
series of meetings) with the following to discuss CWS activity 
in the case: the Deputy Director, the Program Manager II, the 
Social Worker Supervisor and Social Worker responsible for the 
case, any other employees who have relevant information on the 
case. The Social Worker Supervisor I I shall bring the case 
record(s) to the meeting(s) in as complete and up-to-date state 
as time allows. 

If there are siblings of the dead child or other children in 
the home where the death occurred, the primary purpose of the 
meeting(s) shall be to determine if and what action may be needed 
to protect those other children. Another purpose of the meet­
ing( s) is to review tbe services provided prior to the child's 
death to determine if there is another course of' action which 
might decrease the likelihood of fatal mistreatment in similar 
cases. It shall not be a purpose of the meeting(s) to determine 
whether there is or is not cause for disciplinary action against 
any employee who has provided services in the case. 

Within five (5) working days of the final Administrative Review 
meeting, the Program Manager II shall provide the Director !.vith 
a written summary of the administrative findings, understandings 
and decisions of the meeting( s) with copies to the Deputy 
Director, the Social Worker Supervisor and the child's case 
record. 

M. McMorries 
N. Simcoe 
S. Deininger 
J. Tucker 
Programs Unit 

~n Fran 
CJ7elfare Director 
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PREFACE 

The Inter-Agency Council on Child Abuse and Neglect (ICAN) was 
established in 1977 by the Los ~ngeles County Board of Supervisors 
to serve as the County body to coordinate development of services 
for the prevention, identification and treatment of child abuse and 
neglect. lCAN includes nineteen County, City and State agencies, 
all of which are directly involved in the local system of child 
abuse and neglect services. Members are: 

Sherman Block, Sheriff 
Los Angeles County 
lCAN Policy Committee Chairperson 

Los Angeles County Counsel 

Department of Health Services 
Los Angeles County 

Office of Education 
Los Angeles County 

Los Angeles Police Department 
City of Los Angeles 

Los Angeles Unified 
School District 

City of Los Angeles 

Department Qf Children's Services 
Los Angeles County 

Chief Administrative Office 
Los Angeles County 

Chief Medical Examiner-Coroner 
Los Angeles County 

Executive Office 
Los Angeles Superior Court 

Attorney General 
State of California 

Presiding Judge 
Los Angeles County Juvenile Court 

Probation Department 
Los Angeles County 

Department of Mental Health 
Los Angeles County 

District Attorney 
Los Angeles County 

Department of Community & Senior 
Citizens Services 

Los Angeles County 

City Attorney 
City of Los Angeles 

Dept. of Public Social Services 
County of Los Angeles 

Morris J. Paulson, Ph.D. 
Professor of Psychiatry 
UCLA School of Medicine 

Community Child Abuse Councils 
of Los Angeles County 

The development of the protocols contained in the publication was 
made possible through the combined efforts of the participating lCAN 
agencies. This coordinated effort exemplifies the type of inter­
agency cooperation for which ICAN was established and continues to 
pursue. 
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We especially wish to recogni ze Eddy,S. Tanaka, Director of the 
Department of Public Social Services and past lCAN Chairperson, 
for his support in making the pUblication of these protocols 
possible. 

For information about lCAN or additional copies of this publication, 
contact: 

lCAN 
MacLaren Children's Center 
4024 N. Durfee Avenue 
El MOnte, CA 91732 

(818) 575-4362 
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Deanne Tilton 
Director 

Kathy Kubota 
Assistant Director 



I • 

I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

--~----

ACKN::NVLECGEMENTS 

lCAN IS GRATEFUL 'ill 'IRE l-iEMBERS OF THE OPERATIONS CDMMITl'EE AND 'mE 
E\juavIN3 INDIVIDUALS WHO CONTRIDUTED 'IO TIm CDMPLETlOO OF 'nus OOOJMENT. 

DISTRIcr ATlORNEY IS 
CHILD ABUSE AND OOl1ESTIC VIOLENCE SEcrION 

DEPAR'IMENT OF PUBLIC SOCIAL SERVICES 

DEPAR'IMENT OF HEAL'm SERVICES 

aIIEF MEDICi'~,L EXAHINER - CDroNER 

CITY OF LOS Al:'X;ELES 
LOS AN3ELES roLlCE DEPARTMENT 

ABUSED CHILD UNIT 

CDUNTY OF LOS Al\K;ELES 
LOS AN3ELES SHERIFF'S DEPARTMENT 

aULD ABUSE UNIT 

CHILD DEA'I'H REVIEW CDMMITl'EE 

Jean Hatusinka, Chairperson 

Michael Durfee, M.D. 

Barbara Flaherty 

Eva Heuser, M.D. 

Detective Richard Parker 

Deanne Til ton 

Lt. Richard Willey 

Barbara Davidson 

Donna I,instran 

Margarita Ramirez, Secretary 

1 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

LOS ANGELES COUNTY 

INTER-AGENCY COUNCIL ON CHILD ABUSE AND NEGLECT 

PRO T 0 COL S 

DEVELOPED BY 

THE 

ICAN CHILD DEATH REVIEW COMMITTEE 

January, 1985 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

BOA..lID OF SUPERVISORS 

COUN'l'Y OF LOS AN:;ELES 

PE'IER F. Sc::BABARUM 
SUPERVISOR, FIRST DISr.I.RICI' 

KENNE'lll HAHN 
SUPERVISOR, SECCND DIS'IRIcr 

EDMUND D. EDELMAN 
SUPERVISOR, 'IHIRD DIS1RICI' 

DEANE DANA 
SUPERVISOR, FCUR'll:I DISrmICI' 

MIQIAEL AN'IDNOVICH 
SUPERVISOR, FIPIH DIS'lRICI' 



~ -- - -

I 
I 
I 
I 
I 
I 
I 
I 
I 

IN'ffiODUGrION 

I 
I 

-I 
,I 
:1 

'I 
I 
I 

;1 
'I 

2 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

I 

nrrn.ODUGrION 

An increasing number of children die as a result of homicide or neglect by 
their parents or caregivers.' Z,Bny of these deaths are medically 
misdiagnosed, inadequately investigated or prosecuted. The results are 
lack of appropriate intervention and protection of siblings and other 
children; and the w1succesful prosecution of the perpetrator. 

Professionals and non-professionals al'ike have a difficult time believing 
that parental figures would actually harm their CMn children, 
consc-quentlY, cases are not carefully and objectively assessed. Foul play 
is generally not considered unless the nature of the injuries and/or 
statements regarding the surrounding circumstances makes it extremely 
obvious. 

Inquiries into child deaths have two basic fW1ctions: to discover facts 
surroW1ding the tragedy and the involvement of various agencies and 
service deparbnents, and to draw conclusions from these facts to assist 
the responsible bodies to take necessary action. Well trained and 
experienced investigators and pathologists who examine all p:Jssibilities 
as to the cause of dea th and surroW1ding circlD11stances are keys to 
successful prosecutions and protection of sUl~iving children. 

The Los Angeles County Inter-Agency Council on Child Abuse and Neglect 
(ICAN) formed the Child Death Case Review Ccmnittee in 1978 to review 
deaths of children in which a family ll'.ember or caregiver was suspected of 
causing the death. This Canmittee is comprised of representatives frem 
health services, law enforcement, child protective services, medical 
examiner/coroner's office, and district attorney. 

'111e Corrrrnittee grew out of the recognition that no one profession has an 
exclusive interest in the well being of our youth. In order to prevent 
abuse, protect children and provide appropriate services, a 
multidisciplinary approach is essential. 

'1be purposes of the Child Death Case Review Ccmmittee are to: 

improve identification of deaths caused by child abuse/neglect; 
- develop procedures for responding to child deaths; 

increase the thoroughness and effectiveness of the child 
protection intervention, investigative and legal processes; 

- promote early intervention; 
facilitate appropriate protective services for siblings of 
victims. 

All suspicious or violent deaths are required to be rep:Jrted qy stat~te to 
the Chief Medical Examiner-Coroner. '!hat office is resp:Jnsible 
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for the investigation of the circumstances, and determination of the cause 
of death, of all persons who die suddenly and uneX};ectedly when in 
apparent good health and without medical attention. 

'I'he Medical Examiner-Coroner notifies participating departments of the 
deaths of children age 10 and under where one or more of the following 
factors are present: 

1. Drug ingestion 
2. Cause of death undetermined after investigation by coroner 
3. Head trauma (subdurals, subarachnoid, subgaleal) 
4. Malnutrition/neglect/failure to thrive 
5. Bathtub/other type of drCHming. (Such as in water rocket, 

toilet, etc) 
6. Suffocation/asphyxia 
7. Fractures 
8. Sudden Infant Death Syndrome (SIDS). Where history and 

condition of body raise suspicions or the child is over the age 
of seven months 

9. Blunt force trauma 
10. Hanicide/child abuse/neglect 
11. Burns except where cause is clearly not abuse/neglect such as 

auto accident. accidental house fires, etc 
12. Sexual abuse 
13 . Gunshot wounds 

'I'he committee selects those cases for review which p:Jse particular 
problems as to the cause of death; identity of the perpetrator; prior 
involvement of various agencies with this victim or siblings; concern 
expressed by the child 1 s teacher, neighbor, or medical personnel; 
investigating officer 1 s observations of parents/caregiver (s) reactions to 
the death; foul play considered by investigating officer even though 
apparent injuries are ruled accidental or natural; visiting hane nurse IS 

observations regarding lack of parental care and concern for child. 

This publication was developed with the participation of each agency on 
the lCAN Child Death Case Review Canrnittee to increase public awareness 
and support for effective integrated child abuse/neglect resp:Jnse ~sterns 
locally and nationally. 
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PART I 

PART II 

mIIICE INVESTIGATION 

OF Q-IILD DEA'IHS 

PNIROL OFFICER I S PRO'IOCOL 

DE'l'EC"TNE I S PRO'IOCOL 
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POLICE INVESTIGATION OF CHILD DEATHS, 

01ILD ABUSI2 AND NffiLEcr. 

PATROL QFFICERS! PROTOCOL 

The death of a child elicits natural, emotional responses which may hinder 
a thorough investigation. The patrol officer must detach himself fran the 
Emotional aspects of the ':ase and conduct a canprehensive, in-depth 
investigation of each questionable child death. The uncovering of a child 
abuse murder which originally appeared to be the result of an accident or 
Sudden Infant Death Syndrane (SIDS) will not only bring the murderer to 
justice, it may save the life of another child, perhaps one in the same 
family. 

When a r:atrol officer is assigned to take a report in a child abu.se 
situation, tbe decisions t..'1e officer makes and the infonnation collected 
may save the life of this child, another child or a sibling. 

The danger facing minor victims of abuse cannot be over-emphasized. 'Ihis 
is why police officers and prosecutors carJ10t tolerate a case which is 
lost due to improper reporting, lack of appropriate police action or 
ineffective prosecution. 

'Ihere are, in general, four kinds of abuse: physical r sexual, emotional 
and neglect. The goal of the reporting officer, and the basic approach 
\o{ould be the same in this type of case as in any other -- to inform those 
reading the police reports of the facts which have been uncovered. 

i\buse investigations can lead to two types of court action. First, a 
dependency petition may be filed in Juvenile Court to remove endangered 
siblings or other children from the custody of the parents or other 
caregivers; second, a criminal canplaint may be filed against the 
responsible parties. In any given case, either or both of these actions 
may occur. It is important for t.he patrol officer to recognize this, 
beC<"J.use the rules of evidence and the burdens of proof differ in each 
proceeding r and evidence which is not admissible in a criminal trial may 
well be admissible in the Juvenile Court case. 

'Ibis distinction results from the intent of the juvenile proceedings to 
protect the minor. . Courts have been liberal in their interpretation of 
the admissibility of evidence in dependency proceedings, since it is 
considered more important to protect a child than to deter alleged 
unlawful criminal conduct. 
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The difference in burden of proof refers to the fact that the criminal 
case must, of course, be proven beyond a reasonable doubt, while the 
dependency p::ti tion in Juvenile Court needs to be proven by clear and 
convincing evidence, a burden which is decidedly easier for the people to 
meet. 

What steps, then, shoulo a reporting officer take when investigating an 
abuse case? lv3 in any police investigation, statements of the suspects 
are very important. If the susJ?2ct ac1mits causing the injury, but claims 
it \Vas an accident, the officer should get as rrany facts as possible 
concerning the time, place and conoi bons of that accioent. If there is a 
denial of knDNleoge a~ to the cause of the injury, the officer must 
question the suspect as to who has had access to, or custody of the 
victim. 

If there are obvious signs of physical abuse, such as bruises, welts, cuts 
or abrasions, color photographs shoulo be taken as soon as possible. A 
careful description of the shape, size, color and location of the bruises 
or injury is extremely important in. virtually all contested cases. Scrne 
of the meoical experts in child abuse can often -- baseo on this 
information -- positively refute the story tolo by the suspect. 

In aooition, certain unique information obtaineo fran p3.rents who are 
sus:p2cts may be useful in later proceeoings. For instance, the officer 
shoulo ascertain the general feeling the parent has for the victim. Many 
b:lttering parents will ac1mit they don't like, or feel close to their 
chilo. It is also helpful to determine whether the p:lrent was subjected 
to physical abuse in his or her youth, since many battering parents were 
themselves abuseo as chiloren. Also, some recoro of prior serious 
injuries or accidents which may have involveo the victim shoulo be 
obtained. 'rhe doctors or hospitals involveo in these earlier incioents 
shoulo be identifieo. Often, a pattern will emerge which will enable an 
expert pediatrician or psychiatrist to give an opinion as to the probable 
cause of injury or potential risk to the victim. 

Cases of sexual abuse or molestation require sp:cial treatment, and 
sp:cial consioeration by 'the reporting officer. The officer in a molest 
case must, again, take careful and accurate statements from all parties. 

Finally, every officer shoulo be aware of the fact that he or she will 
often fino abuse in situations where it might not have been expected. 
~men taking a burglary report, stopping a car, or arresting a shoplifter, 
facts may exist which inoicate chilo abuse or neglect. 'llie officer might 
be interviewing a witness wh'~ mentions her baby. Further questioning may 
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disclose that the mother wants to get home to her baby, because the child 
has been alone for over four hours, and the child is three months old. Or 
a child in the back seat of a car which has been stopp2d might be observed 
to have heavy bruises on his leg. An officer should attempt to find out 
what happpened. It could be very important to the Child. 

Basically, all the I:X>lice officer has to do in these cases is use canmon 
sense and rEmember sane of the special questions and techniques. If the 
prosecutor gets the appropriate information in a timely rranner, the. proper 
decision can be rrade to insure the protection of the abused and neglected 
children. Suggested areas of inquire follow. 
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I. 

II. 

BO~\ICIDE AND CHlIn ABUSE/JUVENILE INVESTIGATION 

OFFICER FIRST ON SCENE 

A. Secure Scene -- Imrnec1ia tely Notify Hemiciae, Chilo Abuse 
Investigator or Inaiviaual Responsible for the 
Investigation 

B. Photograph Victim at Scene or as Soon as Possible 

1. Imrneaiate photographs of the victim are essential 

2. Photograph complete scene ana surrounaing area, 
incluaing items of eviaence where they are founa. 

'WI'INESSES 

A. Iaentify Hitnesses 

1. Potential witnesses incluae, but not limited to: 

a. Victim (when aeath is anticipated) 

b. Caregivers, who are aefinea as: parents, 
guaraian, aault custodian (i.e., mother's 
boyfriena, babysitter ana other househola 
members) 

c. Siblings; other chilaren in heme regardless of 
age 

a. Neighbors 

e. Teachers, school nurses, school 
principal, etc. 

f. Other aaul ts in the heme 

g. Relatives, regardless of age 

h. Doctors, nurses, radiologist, etc. 

i. Helfare worker, child protective worker. 
probation officer, etc. 

j. Parameaics 

9 
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B. 

2. Obtain l1G1ffie, address, telephone number, birthda te, 
place of employment, etc. 

Interview Witnesses 

1. Objectives of interview 

2. 

a. Criminal proceedings in Adult Court 

(i) Exclusionary rule applies, 
evidence 1S admissible only 
regarding search and seizure, 
been fOllo.ved. 

therefore, 
if rules 

etc., have 

b. Dependency action in Juvenile Court 

(i) Exclusionary rule does not apply. 

Areas to cover in interv1.ew: Obtain details 
regarding the injury/molest/neglect 

INTERVIEI'1 ALL PARTIES SEPARATELY 

a. Caregiver 

(i) Ho.v did it occur? 

(ii) Who caused it? 

(iii) When did it occur? 

(iv) \'1hat action was taken by which caregiver 
when the incident was discovered? 

(v) 

(a) What agencies were contacted and by 
whom? 

(b) What other person was informed of the 
incident? 

(c) Ho.v soon 
discovered 
action? 

after the incident was 
did the caregiver take 

(d) 'ffiat was the reaction of the other 
parent? 

Who was present when the incident 
occurred? 

10 
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b. 

(vi) Did suspect and non-participating parent 
have knowledge of ~,e current incident or 
past acts? 

Determine whether there is eviaence of past 
abuse/neglect/molest. What meaical facilities 
were used? 

(i) What aoctors have treated ola'injuries? 

(ii) How did the old injuries occur? 

(iii) Who caused the old injuries or molest? 

(iv) Approximately when aia these acts take 
place? 

Determine whether the victim has been left with 
other adults in the past 

(i) Unaer what circumstances was the victim 
left with others? 

(ii) What dates and time intervals were 
involved? 

(iii) Who cared for the victim? 

Victim ana Siblings (NOTE: Even a young child can 
relate important inforrrB.tion): 

a. Obtain chilo's explanation of the incident 

b. 

(i) How dia it occur? 

(ii) ~'1ho caused it? 

(iii) What instrument/weapon was used ~ the 
abuser/molester? 

(iv) Who else was present? 

(v) Was the non-participating parent 
informed? 

Determine whetl1er there is any past history of 
abuse/molest 

11 
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c. Determine whether the child uses any s~cial 
terms to ielentify biological parts 

c. Neighbors, teachers, relatives, welfare workers, 
etc. 

a. HCM eliel they corne in contact with the chilel? 

b.vlhat have they observeel? 

(i) Injuries? 

(ii) Evielence 6f neglect? 

(iii) Reports of molest? 

c. When diel they ooke these observations? 

d. We~e other agencies informed? 

e. Any elocumentation of the incielent? 

f. From whom eliel they obtain information? 

el. Doctors, nurses, etc. 

a. \'fu.at medical recorc1s, reports, inclueling birth 
recorels, etc., exist? 

b. What x-rays exist? 

c. HCM do medical personnel believe the injuries 
occurred? 

el. Is the caregiver's explanation of hCM the injury 
occurreel consistent with medical evielence? 

e. v1ha t statements, if any, were oode by mother, 
father, stepparent, boyfriend of mother, 
girlfrienel of father, etc., to medical 
personnel? . 

f. Is there evidence of old injuries? 

g. Is there evidence of sexual abuse? 

h. Is child's physical conelition consistent with 
explanation of sexual abuse? 

12 
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e. Paramedics 

a. Obtain complete name, address and phone number 

b. What time did the call cane? Who mad\'? the call 
and what was said? What time did the'V arrive at 
the scene? What was victim' s conditio;')? What 
did they observe? What was done for vLctim? 

c. Who did they see at the residence? 

d. What statements, if any, were made and l:y whan? 

e. \'1hat did the caregiver say to the p;tramedic:s 
when they arrived? 

f. What was the caregiver 1 s explanation aoout the 
victim's condition? 

g. Did they question anyone at the scene? 

h. What was the emotional condition of the 
caregiver? 

f. Special Problems When Mother's Boyfriend or Father's 
Girlfriend is Suspected of Being Responsible for 
Abuse/Molest/Neglect/Death 

1. What information can witnesses relate regarding 
current incident? 

2. Wha~ information is available regarding past 
incidents of abuse/molest/neglect? 

3. Is there evidence that the natural p;trent had 
knowledge of the present or prior abuse/molest? 

a. Have neighoors, teachers, babysitters, 
etc., observed evidence of abuse and 
reported this to the parent? 

b. Did the victim exhibit unusual behavior 
while in the presence of the suspect -
i. e., fear? 

4. What actions were taken by parent when 
confronted with information regarding the 
present or prior abuse/molest? 

13 
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III. 

5. Is there evic1cnce that the parent has been 
,subjectec1 to abuse by the suspect? 

~ .. , IS the suspect still living with, associated 
with, or ccmnunicating with the parent? 

7. ~1en dic1 the suspect enter the household? 

PHYSICAL EVIDENCE 

A. Photographs 

B. 

C, 

1. Child's ~nJuries and'physica1 condition of the child 
are especially important in failure to thrive 
and neglect cases 

a. Obtain irrrrnec1ia te photographs on the scene 

b. Obtain set of photographs two to three days 
1a ter to record any changes which might have 
occurred 

2. House 

a. Conc1itions of kitchen, refrigerator, bathroom. 
toilets, bec1roans, garage, etc.; if house is a 
I1filthyl1 house or very clean. 

b. Completely photograph scene and surrounding 
area; include items of evidence (Le., forced 
entry, etc.) 

3 . Wea};Ons used 

WeaFOns 

1. Locate and im};Ound weaFOn used to inflict abuse 

2. Fol1cw search and seizure rules when impounding 
evidence 

Physical Evidence in Molest Cases 

1. Locate and im};Ound the fol1cwing: 

a. Clothing worn by victim anc1 suspect 

b. Bedsheets 

14 
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N. 

D. 

--------~-

c. Tcwels 

d. Any other it611 used during or after a molest 
which corroborates the victim's statement or 
condition 

e. Diapers 

f. Medication taken I::rj victim 

2. FollOn' search and seizure rules when impounding 
evidence 

, 
3. Use Rape Evidence Kit, if appropriate 

Obtain Consent to Get Medical Records of victim and 
Siblings 

E. Obtain Consent to Search Aparbnent, Van, Car, Vehicle, 
etc. 

F. Gather All Information to Aid Coroner During Autopsy 

SIBLJN:;S 

A. Protection - if hanicide is suspected, and/or siblings 
appear to be in aange~ take into protective custody 

B. Identify Completely 

1. Full names with dates of birth 

2. Present residence address 

3. Full name of guardian 

4. School presently attending and prior school 

5. Physically examine totally for any inflicted abuse 
and possible abuse signs 

6. Photograph all siblings 

15 
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INVESTIGATION OF Q111D DEATI1S, 

aULD ABUSE AND NB3LECT. • • 

DE'l'EC'TIVES' PRO'IQCPL 

'TI1e death of a child elici\::s natural. emotional resp:mses which ooy hinder 
a thorough investigation. 'l'he detective must detach himself fran the 
emotional aspects of the case and conduct a cexnprehensive, in-depth 
investigation of each questionable child death. The uncovering of a child 
abuse murder which originally appeared to be the result of an accident or 
Sudden Infant Death Syndrane (SIDS) will not only bring the murderer to 
justice, it may save the life of another child, perhaps one in the same 
family. 

Generally, the investigative techniques and processes previously discussed 
should be used in the investigation of child abuse murders. 'Ihere are, 
however, several areas which must be more closely examined due to the· 
specialized nature of these cases. 

When a detective is assigned to investigate the death of a child, the 
decisions he rrekes and the information collected may save the life of 
another child. 

The danger facing Ininor victims of abuse cannot be overemphasized. Police 
officers and prosecutors cannot tolerate a case which is lost due to 
improper investigation, lack of appropriate police action or ineffective 
prosecution. 

If there are any suspicious signs of child abuse, such as bruises, welts, 
cuts or abrasions, no rretter how insignificant they ooy appear, color 
photographs should be taken. A careful description of the shape, size, 
color and location of the bruises or injury is extremely important in all 
cases. Based on this information, medical experts in child abuse can 
often positively refute the story told ~ the suspect. 

Cases of death where the victim has been sexually abused require special 
treatment ~ the investigating off~.cer. He must take careful and accurate 
statements from all parties including minor children who ooy have 
wi tnessed sane event or been sexually abused l:¥ the same suspect. 

At the time of the autopsy it is extremely important that. every victim be 
examined for sexual abuse. 
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Basically, all the detective has to do in these cases is use canmon sense 
and understand that there are sane parents who dislike their children 
enough to kill them. 

As in any r:olice investigation, statements of the suspects are very 
important. If the suspect adnits causing the death, but claims it was an 
accident, the detective should get as many facts as r:ossible concerning 
the time, place and condition of the crime. If there is a denial of 
knCMledge as to the cause of death, the detective must question the 
suspect as to who had access to, or custody of the victim. 

In addition, cerl:ain rnique information obtained fran parents who are 
suspects may be useful in later proceedings. For instance, the officer 
should ascertain the general feeling the parent or suspect had for the 
victim. Many battering parents will admit they don't like or feel close 
to their child. It is also helpful to determine whether the parent was 
subjected to physical abuse in his or her youth, since many battering 
p3.rents were themselves abused as children. Also, sane record of prior 
serious injuries or accidents which may have involved the victim should be 
obtained. 'TIle doctors or hospitals inVOlved in these earlier incidents 
should be identified. Often, a pattern will emerge which will enable an 
expert pediatrician or psychiatrist to give an opinion as to the probable 
cause of death and the potential risk to the siblings. 
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I. WIlNESSE'S 

A. 

B. 

Identify Witnesses 

1. Potential witnesses include, but are not limited to: 

a. victim (when death is anticipated) 

b. Caregivers, who are defined as: 
parents, guardian, adult custodian (i.e., 
motheras boyfriend, ba~sitter and other 
household members) 

c. Siblings, regardless of age 

-d. Neighbors 

e. Teachers, school nurses, schoOl principal, etc. 

f. Other adults in the heme 

g. Relatives, regardless of age 

h. Doctors, nurses, radiologist, etc. 

i. \'ilelfare worker, child protective worker, 
probation officer, etc. 

j. Paramedics 

2. Obtain name, address, telephone mnnber, birthdate, 
school attending and place of employment 

Intervi£oW Witnesses 

1. Objectives of interview 

a. Criminal proceedings in Adult Court 

(i) Exclusionary rule applies, therefore, 
evidence is admissible only if rules 
regarding search and seizure, 
voluntariness of a confession, 
etc. r rave been follCMed. 

b. Dependency action in Juvenile Court on siblings 

(i) Exclusionary rule does not apply. 
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2. Areas to cover in interview: Obtain details 
regarding the death 

ALL PARTIES 'IO BE INTERVIEWED SEPARATELY 

a. Caregivers 

(i) HCM did it occur? 

(ii) Who caused it? 

(iii) When did it occur? 

(iv) What action was taken by which caregiver 
when the incident was discovered? 

(a) \<lhat agencies were contacted and 
by whan? 

(b) What other person was informed of 
the incident? 

(c) HCM soon after the incident was 
discovered did the caregiver 
take action? 

(d) \<lhat was reaction of the other parent? 

(v) Who was present when the incident 
occurred? 

(vi) Did suspect and non-participating parent 
have knCMledge of the current incident or 
past acts? 

(vii) What was the emotional condition of the 
caregiver? 

b. Determine whether there is evidence of past 
abuse/neglect/molest. What medical 
facilities were used? 

(i) What doctors have treated old injuries? 

(ii) HCM did the old injuries occur? 
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(iii) \iho caused the old injuries? 
, 

(iv) Approximately when did these acts take 
place? 

Determine whether the victim has been left 
wi th other adults in the past 

(i) Under what circLmlStances was the victim 
left with others? 

(ii) What dates and tirre intervals were 
involved? 

(iii) y'i'no cared for the victim? 

c. Victim and Siblings (NJTE: Even a young child 
can relate important information): 

(i) Obtain child's explanation of the incident 

(a) How did it occur? 

(b) Who caused it? 

(c) What instrument/weapon was used by the 
suspect? 

(d) Who else was present? 

(e) Was the non-participating parent informed? 

(U) Determine whether there is any past history 
of abuse/molest 

(iii) Determine whether the child witness uses any 
special terms to identify biological parts 

d. Neighbors, teachers, relatives, welfare workers, 
etc. 

(i) How did they cane in contact with the 
ch ild/ siblings? 

(ii) What have they observed? 

(a) Injuries? 

(b) Evidence of neglect? 

(c) Reports of molest? 
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(iii) When did they make these observations? 

(iv) Were other agencies informed? 

(v) Any documentation of the incident? 

(vi) From whom did they obtain information? 

d. Doctors, nurses, etc, 

e. 

(i) 11hat medical records, reports, including 
birth records exist? 

(ii) What x-rays exist? 

(iii) HCM do medical personnel believe the 
injuries occurred? 

(iv) Is the caregiver's explanation of hCM the 
injury occurred consistent with medical 
evidence? 

(v) ~'1hat statements, if any, were m3.de by 
mother, father, stepparent, boyfriend of 
mother, girlfriend of father, etc., to 
medical personnel? 

(vi) Is there evidence of old injuries? 

(vii) Is there evidence of sexual abuse? 

(viii) Is child's physical condition consistent 
wi th explanation of sexual abuse? 

Paramedics 

(i) Obtain complete name, address and phone 
number 

(ii) What time did the call come? Who made the 
call and what was said? What time did they 
arrive at the scene? What was victim's 
condition? vlliat did they observe? What was 
done for victim? 

(iii) Who did they see at the residence? 

21 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I. 
I. 
I. 
I 

f. 

(iv) What statements, if any, were made and ~ 
whan? 

(v) vfuat did the caregiver say to the p3.rarnedics 
when they arrived? 

(vi) What was the caregiver's explanation about 
the victim's condition? 

(vii) Did they question anyone at the scene? Who 
did they question? What was said? 

(viii) What was the emotional condition of the 
caregivers? 

Special Problems ~'1hen Mother's Boyfriend or Father's 
Girlfriend is the Suspect 

(i) What information can witnesses relate 
regarding current incident? 

(ii) What information is available regarding past 
incidents of abuse/molest/neglect? 

(iii) Is there evidence that the natural p3.rent 
had knowledge of the present or prior crime? 

(a) Have neighbors, teachers, babysitters, 
etc., observed evidence of abuse and 
reported this to the parent? 

(b) Did the victim exhibit lmusual behavior 
while in the presence of the suspect? 

(iv) What actions were taken by parents when 
confronted witl1 information regarding the 
abuse/molest? 

(v) Is there evidence that the puent has been 
subjected to abuse by the suspect? 

(vi) Is the suspect still living with. associated 
with, or communicating with the parent? 

(vii) When did the suspect enter the household? 
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II. PHYSICAL E.VIDENCE 

A. 

B. 

C. 

Photographs 

1. Child's injuries (i.e., bite and fingernail marks) 

a. Obtain :i.rruTtc.-'diate photographs on the scene 

b. Obtain &,.~: of photographs tWo to three days 
later to record any changes which might have 
occurr:ed 

2. House 

a. Interior and exterior 

b. Obtain drawing of floor plan 

3. Weapons used 

Weapons 

1. Locate and impound weapon used to inflict injuries 

2 • Foll~ search and seizure rules when impounding 
evidence 

3. Bite rrarks 

a. Get teeth impressions with scale fran all 
possible suspects 

4. Fingernail marks 

a. Obtain scraping fran suspect's fingernails 

Physical Evidence 

1. Locate and impound the following: 

a. Clothing worn by victim and suspect 

b. Bedsheets 

c. ToHels 

d. Arrj other itern(s) used during the crime 
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D. 

e. Drugs and medication 

2. Follow search and seizure rules when impounding 
evidence 

3. Sexual abuse examination should be conducted on all 
cases. Use Rape Evidence Kit, if appropriate 

Death Caused by Burns: Evidence to Obtain 

1. Obtain details regarding death 

a. Have thermometer available to take temperature 
of water 

(i) Hot running and standing (in tub/sink 
irmnersion) 

(ii) Cold running and standing (in tub/sink 
irmnersion) 

(iii) Hot and cold running together 

b. Take measurements of faucets, sink, tub, etc., 
(i.e., height, length, etc.) 

c. Take pictures of sink/tub and roan 

d. Check water heater 

e. 

(i) Location 

(ii) Name br and 

(iii) Location of controls (i.e., high, low. 
medium) 

( i v) Time of day, day of week, etc. • Wha t 
activities were performed by household 
member that day? 

(v) Does \iater heater service other 
residences? 

(vi) Between incidents: If time has elapsed 
were utilities turned off? 

Recreate the incident consistent with the 
history given by the caregiver 

24 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

E. 

F. 

G. 

H. 

I. 

J. 

Polygraph is a Good Investigative Tool and Should be 
Considered Where Appropriate 

Obtain All Prior Medical, Social Service, 
Police Records, etc., of Siblings/Victims 

Obtain All Prior Medical, Soc,~al Service, 
Police and Criminal Records on Caregiver(s) 

Confer with Medical Expert: Are the Injuries Compatible 
with the History Given? 

Consent Forms 

1. Medical records at all rredical facilities, including 
physician(s) office(s) 

2. Search of residence and all vehicles 

Information to Aid Coroner 

1. Provide all information aa:;ruired during the 
investiga Hon 

2. Medication taken by victim 

3. Diet of victim; particularly, last meal 

4. Date and time of last meal 
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OFFICE OF THE DISTRICT ATTORNEY 

CHILD ABUSE AND OOMESTIC VIOLENCE SECTION 

PRO'IOCOL 
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CDUNT¥ OF IDS ANGELES 

OFFICE OF THE DISTRIQr ATIDRNEX 

CHILD ABUSE AND JX)MESTIC VIOLENCE SEcrION 

PRO'IQQ)L 

Role of the District Attorney 

The district attorney is the public prosecutor who conducts on behalf of 
the people all prosecutions for public offenses. 

Child Abuse and Domestic Violence section 

The Los Angeles County, District Attorney's Office created the Child Abuse 
and Danestic Violence Section in 1979. The Section investigates, files 
criminal complaints and vertically prosecutes child abuse cases where the 
perpetrator occupies a position of special trust to the victim. Vertical 
prosecution means that one prosecutor handles a case from the time of the 
filing of the criminal complaint to final disposition of ~~e case. 

"Position of special trust" means that a person in a position of authority 
who by reason of that position is able to exercipe undue influence over 
the victim. Position of authority includes the position occupied by a 
natural parent, adoptive parent, stepparent, foster parent, relative, 
household member, adult youth leader, recreational director who is an 
adult, adult athletic manager, adlut coach, teacher, counselor, religious 
leader, doctor, or employer. 

Child Abuse Reporting Statutes 

The Section prosecutes professionals who are mandated by law, under the 
Child Abuse Reporting Law, to report incidents of child abuse to the 
appropriate authorities and fail to do so. 

Suspected Child Deaths 

The Section reviews all dea ths of children in ""hich a family rranber or 
caregiver is suspected of causing the death. Child abuse encompasses 
various acts of commission or anission that endanger or damage a child's 
physical and emotional health. When a child dies as a result of abuse, 
more than likely, the death is the end of a long continuum of abusive 
acts. Abuse may begin with a simple bruise and escalate to severe injury 
or death. 
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If there is no irrunediate and effective intervention to remove the child 
fran the abusive environment or provide intensive supervision while the 
child remains in the horne, the abuse will continue and in all probability 
increase in severity. Crimes against children are prosecuted under the 
general penal statutes of the state. 

Homicide, as well as other abuse cases, are difficult to prosecute. The 
cases are almost entirely circumstantial in nature. Oftentimes, there are 
no available or cooperative witnesses to prior abusive episodes or the 
one(s) causing death. 

The only evidence that nay be available to prove the case are medical 
testimony and documentation diagnosing the injuries as inflicted and 
non-accidental; and testimony establishing the defendant's care and 
custody of the victim at the time of the abusive incident(s). 

The following factors often exist in a najority of suspicious child death 
cases: 

1. A spouse or other caregiver will generally protect the abusive 
partner because of 

a. love 

b. dependency 

c. fear 

d. disregard for the child 

e. being the instigator of the abuse 

2. There are no independent witnesses to the abuse. 

3. Maternal and/or paternal grandparents are protective of 
the abuser. 

4. Sibling of dead child may claim that he/she is responsible 
for the victim's injuries/death. 

5. Children may be programmed py the abuser or passive-condoning 
caregiver to assume responsibility for injuries to themselves or 
their injured sibling. 

The age, condition, and developmental age of the victim and/or 
sibling should be taken into consideration when determining the 
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feasibility of the child's explanations, A child development 
specialist can aid in this regard. A word of caution: many 
psychologists, psychiatrists and physicians do not have adequate 
experience and knowledge of the developmental stages of children for 
this purpose. 

6. Several people had care and custody of the child during the period 
of time in which the injuries were inflicted, such as multiple ba~ 
sitters and family members caring for the child. 

Reports of Child Deaths 

Initial reports of suspicious child deaths are made qy th~ Coroner's 
office to the District Attorney's Child Abuse and Domestic Violence 
Section. 

A. The criteria used to review cases include all deaths of children age 
18 and under in which one or more of the following factors are 
present. The age group has been expanded to reflect the 
prosecutorial scope of the Section. 

1. Drug ingestion 

2. Cause of death undetermined after investigation ~ coroner 

3. Head trauma (subdurals, subarachnoid, subgaleal) 

4. Malnutrition/neglect/failure to thrive 

5. Bathtub/other type of drowning. 
toilet, etc.) 

6. Suffocation/asphyxia 

7. Fractures 

(Such as in water bucket, 

8. Sudden Infant Death Syndrome (SIDS). Where history and 
condition of body raise suspicions or the victim is over the age 
of seven months 

9. Blunt force trauma 

10. Hanicidc/child abuse/neglect 

11. Burns, except where cause is clearly not abuse/neglect such as 
auto accident, accidental house fires, etc 
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B. 

C. 

12. Sexual abuse 

13 • Gunshot wounds 

How cases are obtained: 

1. Calls are received from the Coroner's Office within a day or two 
of the date of death on all cases which fit the criteria. A 
form is used to record basic information (Le., name, hane 
address, address where incident occurred, date of birth, date of 
death, type of abuse, mother's name, father' name, susJ;€ct' s 
name and relationship to victim, coroner's case number, and 
allegation as to the cause of death -- usually a statement given 
by the custodial caregiver). (See attached form). 

2. Cases are also brought to the attention of the District 
Attorney's office by the investigating officer or agent of a law 
enforcement agency. 

3. Cases are also referred by health care and other professionals. 

Follow-up procedure: 

1. A request is made to the Coroner's Office/Record Section for 
copies of autopsy reports and photographs. 

2. A Prosecutors Management Information System (PROMIS) Ccmputer 
check is made on cases where the suspect's name is known. If 
felony child abuse/homicide charges have already been filed 
against the suspect by an Area/Branch of the District Attorney's 
Office, a computer printout is obtained. Periodic checks are 
made on the ccmputer for Court Action/Disposition of the case. 

3. The law enforcement agency investigating the case is contacted 
regarding the status of the case. Request for copies of police 
reports is made. The investigating officer is advised that the 
District Attorney's Office is available for case conferences, 
consultation and assistance with the investigation. 

If a suspect (s) has been criminally chargQd by an Area/Branch of 
the District Attorney's Office, the Child Abuse and Dcmestic 
Violence Section is no longer involved with the case, except for 
monitoring and statistical purposes. 

4. All p3.st and current medical records of victim and sibling (s) 
are obained. Information as to the location of these records 
can be acquired from the Coroner's Investigation Division, 
police or health department records. 

30 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

D. 

Evidence of prior nOlraccidental injuries is ~learly relevant as 
tending to show gui1 ty intent and to rebut any claim that the 
child's current injuries were inflicted by accident in the 
course of legitimate punishment. 

Repeated incidents show malice, intent, motive, identity, canmon 
plan, absence of mistake or accident, knowledge, state of mind, 
particular behavior pattern. 

Evidence of injuries sustained by siblings show at the very 
least a peculiar behavior pattern by the suspect and tends to 
identify him/her, the perpetrator of earlier crimes, as the 
person who perpetrated the crime charged. Records documenting 
the death of a sibling should be obtained and reviewed. 'llie 
cause of death may have been misdiagnosed, such as SUdden infant 
death syndrome, when in fact, abuse was the cause. 

5. All public social services records regarding the victim and/or 
sibling(s) are obtained to determine if there has been a pattern 
of abuse. 

Procedures after all reports and records are received: 

1. A case file is opened. 

2. All reports are reviewed in detail. 

3. cases which pose serious questions as to the cause of death 
and/or identity of the perpetrator are case conferenced with the 
medical examiner. police investigator, appropriate child abuse 
medical expert (burns, SID Syndrome, sexual abuse, etc.), 
representative from the health department and the paramedic. 

Problems arise \-lhen the pathologist is not certain of the cause 
of death and consequently ascribes death due to sudden infant 
death syndrome. fuis is a very specific cause of death and the 
diagnosis should not be accepted at face value particularly 
where the body exhibits injuries/neglect; or there is some 
history of inadequately explained injuries/neglect, or the 
victim is over the age of six months. 

4. Where the cause of death is undetermined after the autopsy. the 
District Attorney's Office may request the Coroner to conduct an 
inquest. The Coroner's Office will amend the death certificate 
to reflect the verdict of the inquest jury. 

5. File appropriate criminal charges against the alleged 
perpetrator (s) • 
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Reporter 

COUNTY OF LOS ANGELES 
OFFICE OF THE DISTRICT ATTORNEY 

CHILD ABUSE AND DOMESTIC VIOLENCE SECTION 

REPORT OF SUSPICIOUS CHILD DEATHS 

Date 

--------------------------------------------------------------------
Coroner Case No. Coroner: -------------------- -------------------------------
Victim's Name 

Birthdate Date of Death Age --------------------
Alleged cause of death: 

--------------------------------~--------------------

Address 

Mother 

Father 

Guardian 

Siblings = 

2. 

3· 

Autopsy Report Requested (date) Received 

Autopsy Photographs Requested (date) Received 

Police Agency Report Requested (date) Received 

Prior DPSS Involvement Records Received ------------------------------------
Prior Health Services Involvement Records Received 

Medical Facilities Involved: __ ~----_________________________________________ __ 

Disposition: 
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PART I 

PART II 

PART III 

DEPAR'IMENT OF 

HEAL'IH SERVICES 

PRO'ltx:OL FOR CHJLD DEA'IH REVIEW 

PROTOCOL FOR ACUTE MEDICAL 
FACILITY CASE MAN.N;EMENT IN 
CHILD DEA'IHS 

PRO'IOCOL FOR (DRONER I S CASE REVIEW 
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LOS NX;ELES CX>UNl'Y 

DEPAR'IMENT OF HEAL'IH SERVICES 

.mILD DEA'IH RE<X>RD REVIEW 

.PRO'IOCOL EDR MEDICAL REQ).RDS. 

The review of medical records of a child who has died as a result of 
unusual circumstances and those of his/her siblings is valuable in the 
accumulation of information relevant to the investigation of child abuse 
cases. It also results in recognizing conditions which carmonly exist 
prior to the death of a child vlhich may assist health care, law 
enforcement, and prosecutorial professionals in the prevention and early 
detection of child abuse and neglect. 

Many children who are victims of homicide were previously seen in multiple 
health facilities for a variety of injuries and/or illneses. As a single 
incident, the problem app::ars inconsequential. HCMever, when the records 
are reviewed in total, a picture of ongoing abuse, non accidental trauma, 
or neglect can be readily identified. 

Case review has shown that emergency room facilities are frequently over 
utilized by parents who later murder their children. Health professionals 
being aware of this possibility, should insist on a complete review of the 
total patient record including information regarding past emergency roan 
visits when assessing the child's current medical condition. 

This record review often reveals a demonstrated history of probable child 
abuse that was not reported to the appropriate authorities pursuant to the 
Child Abuse Reporting Laws. 

All n-edical records for the dead child and his/her family should be 
reviewed and evaluated on every child death to determine whether there is 
evidence to indicate that death was the result of child abuse and neglect 
and to access areas in which early prevention should have occurred. This 
information can be used to set up indepth criteria for medical management 
of families who are identified as high-risk for abuse/neglect; and can 
demonstrate the need to follcw cases that are reported. 
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DEPAR'lMENT OF HEAL'IH SERVICES (DHS) 

CEN'IRAL aULD ABUSE PREVENTION PRCGRAM 

PRO'IOCPL FOR CHUD DEATH REVIEW 

1. case is identified l:¥ Coroner's office and cleared for medical record 
numbe~s. 

2. Medical record number is recorded on Coroner's Report (log) of cases 
identified. 

3. Information regarding medical records that is obtained l:¥ law 
enforcement investigator is entered in Coroner's Report (log). 

4. Coroner's office notifies DHS regarding case. 

5. Information provided is entered on Coroner's Project sheet l:¥ DHS 
(Attachment A) • 

6. Coroner I s office calls for all medical records frem public and private 
facilities. 

7. DHS is notified when these records are available. 

8. DHS conducts review of all medical records using Record Review 
Guidelines (Attachment B). 

9. Information regarding medical record review is shared with death 
review ccmnittee, laws enforcement investigators, and the District 
Attorney's office. 

10. Health facility child abuse teams are notified l:¥ DHS if they are 
identified as having medical records on a child who has been 
identified l:¥ the child death case review process as a possible victim 
of child abuse qnd neglect. 
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1. 

2. 

3. 

4. 

5. 

6. 

PRQ'IDCOL FOR ACUTE MEDICAL 

FACILITY CASE HANAGEMENT IN CHIlD DEATHS 

Ask family or resp::msible F€rson history and locations of previous 
medical care for child, siblings, and family. 

Request and review all records from the medical facilities. This 
review can be accomplished telephonically when time is of the essence. 

Request and review in-house medical records. 

Notify the Coroner's office of the existence and location of rredical 
records and previous medical care. 

Notify the Coroner's office of information suggesting child abuse or 
neglect. 

Report suspected child abuse/neglect child deaths to the Department of 
Public Social Services and Law Enforcement. Canplete the required 
Suspected Child Abuse/Neglect forms and distribute as required by 
law. Indicate on the report form the existence and location of 
previous medical records. 
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Attacl1!TIent-~ 

INTERAGENCY CHILD ABUSE AND NEGLEcr SUBCDMMIrrTEE 

CORONER'S PROJEel' 

Department of Health Services 
County of Los Angeles 

NAME~ __________________________ __ 

MOTHER'S NAME~ __________________ __ 

FATHER'S NMffi~ ______ . ____________ __ 

ADDRESS _________________________ _ 

SUSPECl'ED CAUSE OF DEATH (Please Check) 

Drug Ingestion 
Cause undetermined after 
Coroner's investigation 

Head ~Tauma (subdurals, 
subarachnoid, subgaleal) 

Malnutrition/Neglect, 
failure to thrive 

Bathtub drowning 

O'IHER (Specify) 

DATE: ____________________ __ 

TlME: ____________________ __ 

CCi: ________________________ __ 

DDB: __________________________ __ 

DDD: __________________________ __ 

LOCATION OF DEMl-I'--______ _ 

SEX __ M __ F RACE:...... ____ _ 

Suffocation/Asphyxia 
Fractures 
SIDS age 7 mo. & over 
Blunt force trauma 
Homicide/Child Abuse/ 
Neglect 

Burns except where cause 
is clearly not child 
abuse/neglect, e.g., 
accident, house fire, etc. 

Hospital or Clinic: ____________________________ ~Record i: ______________ _ 

Notification: 

SCAN Team 
(Member) 

Call mde to Records & 
Identifcation 

CART TeB:'1 ______ . ___________________________ --:-_____________ _ 

(Member) (Date) (Time) (Int) 

DATE~ ___________________ _ Re-call to Coroner's Office 
AM 

TIME:...... _________________ ~PM 
(Date) (Time) (Int) 
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Attachment B 

CORmER'S CASE i 

CHn.D ABUSE/NmLECl' 

RECORD REVIEW 

!:2UIDELlNES 

COMPLE'IED BY: _________ _ 

FACILITY: ___________ _ 

DA'lE OF REVIEW: ___ . _____ _ 

~:------------------------------
RECORD i: ______ _ 

BIRTHDA'lE: _________ _ DATE OF DEA'lli: _____ _ 

MEDICAL FACILIT'I: ________________ _ 

ADDRESS~ ________________________ _ 

MOTHER~ ______________________ ___ 

FATIlliR~ ______________________ ___ 

GUARDD.N~ ________________________ __ 

SIDLIN3S 

l. 

2. 

3. 

4. 

5. 

FOs.rnR p~: ___________________ ___ 

I. Social History 

1. Parent: 

Previous history of abuse/neglect of children. 
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II. 

~~----- -

(2} 

History of parents being neglected/abused. 

2. Other persons in household and relationships to patient. 

3 ~ Case knawn to DPSS or law enforcement. 

MEDICAL HIS'IPRY 

1. Past history of: 

Trauma Date(s) CoiJJrent 

Hospitalizations - (Name, location & record number) 
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(3) 

Ingestions: 

Usual source of medical care & record mnnber: 

Dates(s) 

Hyperactivity: 

Behavior Problems: 

2. Present medical information 

Cause of death: __________________________________________ ___ 

TYPe of injuries: __________________________________________ _ 

Evidence of previous injury(s): 

Evidence of neglect: 
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( 4) 

X-Ray findings: 

Laboratory findings: 

Photographs: 

History surrounding present illness/injury: 

Delay in seeking medical care Yes, __ No~_ 

Who brought child to hospital or called for assistance? 
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(5) 

Information surrounding death - i.e., time of day, rescue efforts, location. 

Other: 

3. Developnental history - (Be s}?2cific and include dates, if }?2rtinent) 

Feeding problems: 

Delay in language: 

Parent/child conflicts: 

Failure to thrive: 

Underweight: 

Overweight: 

Tall or short for age: 
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I Delay in Hotor Developnent-

I 
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Other: 

I 
4. Prenatal and Neonatal history 

I unwanted/Wanted Pregnancy -

I 
I Planned/Unplanned Pregnancy -

I 
I 

Difficulty During Pregnancy -

I 
Premature -

I 
I Postmature -

I 
I Deformities -

I 
I Other-

I 
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--------------------------- ---~-

(7) 

5. Family Medical History 

Drug Abuse -

Alcohol Abuse -

Mental Illness -

Dis,abilities -

Abuse/Neglect in Siblings 
(Be specific and give dates, if available) 

Death of Siblings(s) -

Other -

III. Home Enyironment 

1. Unsafe or unhealthy condition at heme. 
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( 8) 

2. Children left unsupervised. 
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IV. CC?ITJrents -

( 9) 

(Any additional in:(:ormation that you feel nay be useful in 
determining the instance of possible child abuse/neglect in this 
case) • 
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PART I 

PART II 

PART III 

QIIEF MEDICAL EXAMINER-CDRONER. 

PRE-AU'lDPSY 

AU'lDPSY 

POST AU'lDPSY ANALYSIS 
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OFFICE OF 

CHIEF MEDICAL EXAMINER-COIDNER 

AU'lQPSY PRCYIPCPL 
CHILD ABUSE 

The follcwing guidelines are designed to help the p:lthologist in his 
examination of newborns, infants and yOilllg children who are' the victims or 
who are suspected to l:le the victims' of child abuse or neglect. '!his 
includes all cases falling within criteria in the list. The approach to a 
case can be conveniently divided into three phases: 

1. Pre-Autopsy (gathering of information and collection data) 

2. Autopsy itself 

3. Post-Autopsy (analysis of the findings and interpretation of the 
data) 

PRE-AtJ'IOPSY : 

A. Inyestigation - The case should l:le assigned to an experienced 
investigator 

1. Coroner's Investigation 

a. Check list for Coroner's Investigator added as appendix. 

b. General Information: 

- Identification of Victim (Identified ~ Whom?) - Name, 
Age, Sex; 

-.., Hane Address f Place of Death, etc. 

- Pronounced Dead - By Whom, Where, When? 

- Foun,d Dead - By Whom, Where, When? 

- Last Seen Alive - By Whom, Where, When? 
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c. Family Background: 

- Parents' marital status (married, single, divorced, etc.) 

- Mother 

- Father 

- Ba.l:¥sitter 

- Guardian 

- Foster Parent 

- Mother's B~friends 

- Father's Girlfriends 

- Siblings - Number, Ag~, Sex, Medical Condition 

d. Medical Background: 

- Growth and Developnent:. (height and weight - at birth and 
currently) 

- Medical Illnesses 

- Previous Injuries 

- Previous Hospitalizations 

- Maternity History (Prematurity, Unattended Birth, etc.) 

2. Police Investigation 

3. Social Services Records 

4. Hospital Records: 

a. Recent Injuries 
b. Old Injuries 
c. Disease 

5. Attending Physician Statement 

6 • Wi tness sta ternents 

7. Chronology of events leading to death (Narrative Description) 
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B. Procesging Body at Scene 

1. Photographs 

2. Diagram of S,cene showing Original Position of Body 

3. Description of Scene 

a. TYPe of Residence 
b. Cleanliness 
c. Sanitation 
d. Lighting 
e. Heating 
f. State of Kitchen 
g. State of Bathroan 
h. Safety Hazards 
i. Evidence of Rodents 
j. Evidence of Insents 
k. Evidence of Alcoholism 
1. Evidence of Drug Abuse 
m. Food - How much, appropriateness, 

4. Description of Position of Body (Original position as well as 
position at time of investigation.) 

5. Description of Clothing 

a. Appropriateness 
b. Cleanliness 
c. Changed After Death 

6. Investigator's Description of Body - Presence of Wounds, Blocx:1, 
Vomitus, Urine, Feces, Other Body Fluids. 

7. Collection of Evidence at Scene Where Applicable 

8. Transportation of Body to Medical Exrul1iner' s Office 

Body shall be properly identified and labeled. 

Evidence property packaged and labeled. The body is 
evidence and shall be treated as such. The chain of custody 
shall be maintained. 
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B. 

c. 

4. Note care of skin, cleanliness, rashes, etc. 

5. Examine hair, ,eyes, ears and all orifices 

6. Note state of rigor mortis, livor mortis, temperature and 
estimate time of death when applicable 

7. Note fra.ctures usable for identification 

8. Note congenital anomalies, deformities, etc. 

9. Note scars, marks, tattoos, ~tc. 

Evidence of Medical Treatment: 

1. Needle marks and I. V. 's 
2. Dressings 
3. Nasogastric and Tracheostomy Tubes 
4. Catheters 
5. Cavity Tubes 
6. Surgical Wounds and Scars 

Evidence of Injury: 

1. All injuries shall be diagrarruned and photographed. 

2. Each wound shall be identified, mnnbered and described in a 
separate photograph. 

3. Each wound shall be located I:¥ measuring its distance fran the 
top of the head and to the right or left of the midline. 

4. Size, shape and depth of the wound shall be recorded. 

5. Wound shall be described and identified as an abrasion, 
contusion, laceration, incised wound, stab wound, penetrating 
wound, gunshot wound, etc. 

6. Descriptive featu.res relative to the age of the wounq shall be 
noted when applicable. 

7. ~Vhere in doubt as to the nature of a mark, it shall be carefully 
incised and examined again as well as photographed. 

8. Make microscopic section of wound for further differentiation. 
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D. 

E. 

Wound patterns commonly seen in Child Abuse: 

1. Hair - bald patches often mean that hair has been pulled out 
at the roots 

2. Eyes - contusions of the eyelids, conjunctivae, sclerae, 
globe, retina, etc. 

3. Ears - cauliflower-like lesions from pinching 

4. Mouth - torn frenulum of lips and tongue 

5. Face - a. Abrasions from repeated slappings 
b. Gag marks 

6. Shoulders - hm1d marks fran shaking child 

7. Neck - asphyxial wounds 

8. Ankles and wrists - Look for ties and restraints 

9. Patterned abrasions and bruises, particularly of the buttocks, 
thighs and back, from belts, straps, etc. 

10. BUrns 

11. Extrenities - Exanline for deformities, old and recent fractures 

12 • Geni tal and perianal inj ury 

Internal Examination: Torso 

1. All internal wounds shall be photographed and diagrammed 

2. Body cavities checked for blood, fluid, purulent material, bowel 
content 

3. Organs - shall be examined in situ for evidence of inj ury, 
deformities, congenital ananalies, etc. 
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4. Specimen Collection: 

a. Blood fO.r Toxicology g. Brain 
b. Blood for Serology h. Fat 
c. Urine i. Viteous 
d. Bile j. Liver 
e. Gastric k. Kidney 
f. Intestinal Content 

5. Chest Cavity and Ribs - Check for recent and old fractures 

6. Heart - Weight, measurements, inj uries, congenital ananalies, 
etc. 

7. Lungs - Weight, ~1eumonia, etc. 

8. Mediastinal Contents. Weigh thymus. Obtain Histologic section 

9. Liver and Gallbladder - Weight of liver, lacerations 

10. Spleen - \V'eight of Spleen, lacerations 

11. Pancreas 

12. Gastrointestinal Tract Note gastric and bcwel content 
particularly in neglect cases. 

13. Adrenal 

14. Kidneys and Urinary Tract - Weight of Kidneys 

15. Internal genitalia 

16. Remove any remaining tissue and examine pelvis and spinal column 

F. Internal Examination: Head 

1. Galea - for hemorrhage 
2. Skull for fractures 
3. Dura - for hemorrhage 
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4. Arachnoid - for hemorrhage 
5. Brain - for lnJuries, stage of developnent, congenital 

anc::malies 

Brain preserved in formaldehyde for further neuropathological 
studies where appropriate • 

G. ~nal Examination: Neck 

1. The neck shall be carefUlly dissected l:¥ the rnthologist in all 
cases of suspected asphyxia 

2. Soft tissues, muscle and thyroid gland dissected layerwise 

3. Larynx and trachea dissected free and examined 

4. Celvical spine examined 

H. Spinal Cord remoyed-2J..1d examitied wh~t"~~J& 

I. Newborns: 

1. Umbilical cord and placenta shoUld be examined if available 

2. Gestational age should be determined 

3. Determine if death occurred intrauterine, at birth or neonatally 

J. Microscopic: 

1. Routine tissues 
2. Wounds 
3 • SubCiur aJ.. hema tanas 

K. Other studLes where applicable: 

1. Bacteriology 
2. Serology 
3. Hemoglobin Electrophoresis 
4. Toxicology 

POST AT.llDPSY ANALYSIS: 

A. Meeting between Deputy Medical Examiner, Investigator; District 
Attorney r etc. Ideally they shoUld all be present at the autopsy. 
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B. Determine cause of death 

C. Determine Manner of death 

D. Prepare autopsy report 

E. Further proceedings when applicable 
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PROCEDURE OF NJTIFICATION OF roSSIBLE CHILD ABUSE CASES 

BY 'mE HEDICN.J EXAMlNER-CDRONER I S OFFICE 

1. How cases are identified and recorded: 

a. Each working day (morning) the daily report case list for 
children 0-10 year.s is checked. If the investigated cause of 
death is within the criteria developed by the lCAN Child Death 
Case Revi€'l'l Canmittee, the Coroner I s case number is recorded in 
the child abuse notification folder. 

. b. Cases are also brought to attention by a doctor r:erforming the 
autopsy who feels the child may have encountered foul play. 

2. Procedur8 after a case has been identified as a FOssible lCAN 
notification case: 

a. 'l'he investigation rer:ort is located. 

b. 'l~e report is photocopied. 

c. Preventive Public Health Office is notified and given the basic 
case information requir~l by them for a computer check for prior 
health records. The clerical person at Prevention Public Health 
Office reports back with a prior recorc1 number or information 
that there is no listing. 

d. Department of Public Social Services Child Abuse ServiC"...es is 
notified. 

e. The Child Abuse 'and Domestic Violence Section of the District 
Attorneys Office is notified of the basic investigated 
information. 

f. Any prior hospital record is noted in the case folder. 

g. Case numbers reported are checked periodically for final death 
certificate information. When finalized, the basic information 
is recorc1ed in the notification folder. 

h. At the end of the year case lists are typed and shared with the 
committee members. 
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" 
.', PART I 

CHILD DEATHS: SOCIAL SERVICES AsSESsMENT 

There are several' ty'fes ,of situations "where child 'protective services 
agency staff may be involved in investigating a child death; , 

A referral ooy be received for protective, services 'for the 
'siblings of the dead child or for other children in the hane 
where the death occurred. 

A child already receiving services fran the agency ooy die 
and it, must be determined if the death ,'resulted fran 
natural, accidental. or nonaccidental causes. 

Whenever a child dies under circumstances of known or suspected child 
abuse or neglect and there are other children involved ,who may be 
endangered, an investigation is necessary ,to determine what protective 
services these children may need. These other children who may be 
endangered include siblings', othe.r children (related or .nonrelated) in the 
home and, in the case of foster care, other children placed in the home or 
facility. Removal from the home and/or Juvenile Court (WIC 300) 
intervention nEy be necessary. In foster care situations, replacement of 
the other children in the home or tacility may be needed. In foster care 
situations, a determination must also oe oode as' to whether violations of 
licenSing law or reg)llation exist. , 

The attached material summarizes the procedures utilized by the' Department 
of Children's Services (formerly the 'Department of Public Social Services) 
in investigating child deaths. 

I. Assessment: All Deaths 

A. Whenever a child' under DCS Children's 
diep" an investigation takes place 
circumstances of the death. Information 
following sources: 

Services supervision 
to determine the 

is obtained fran the 

1. Parents or other caretakers of the child. 

2. Others who may be, able to provide relevant information -
siblings, other relatives, others in 'hane, school 
personneL etc. 

3. ,Doctors and other medical personnel. 

4. Investigating law enfo~cement·agency •. 
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B. 

5. Coroner. 

6. Licensing records, if appropriate. 

7. Children's Services case 
Services Workers who have 
facility . 

records and other Children's 
knowledge of the family or 

Written reports are prepared fran 
(See Attachment ·1, "DPSS Worker's 
Alleged Histreabnent, or Illness 
Supervision," PA 1688.) 

the information obtained. 
Report of Death, Inj ury , 
of . a Child Under DPSS 

C. . The written reJ?Orts are reviewed administratively and 
appropriate action taken. Licensing, the Child Care 
Institution Evaluatirm unit and the Supervising Judge of the 
Dependency Court receive copies as appropriate. A written 
report is made to the Deparbnent Director. 

II. Deaths Suspected to be Child Abuse .pr Neglect Related: 

. III. 

Reports to Law Enforcement and Department of Justice (DQJ) 

A. Reports to Law Enforcement 

Whenever the death is susp=cted to be child abuse or neglect 
related and law enforcement is not already investigating, the 
Children's Services vJorker makes the reports required by the 
Child Abuse Reporting Law. The law requires that a telephone 
report be made immediately or as soon as };X)ssible to law 
enforcement and that a written report ("Suspected Child Abuse 
Report, II SS 8575, Attachment II) be sent within 35 hours. 

B. Reports to Deparbnent of Justice (OOJ) 

Whenever DCS investigates a death which is susp=cted to be 
child abuse related, a written preliminary report (SS 8575) is 
sent to OOJ within 15 calendar days of the notification of the 
death. 

If the investigation determines the SUsplclon of child abuse to 
be unfounded, OOJ is sent a written notice of this finding (SS 
8575) at the conclusion of the investigation. 

These "'7ritten reports to OOJ are required by the Child Abuse 
Reporting Law. 

Deaths SLlS~Cted to be Child Abuse and Neglect Related: 
Assessment of Need for Protective Services for Other Children 

A. When DCS is ac1vised of a susp=cted child abuse or 
neglect-rela ted dea th and there are othe.r children who may be 
endangered (siblings or other children in the home/facility), a 
protective services investigation is undertaken. Other 
agencies who are sup=rvising children in the home are notified 
of the suspected abuse or neglect. 
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B. If law enforcement has not taken the children into protective 
custody, a home contact must be made immediately (no later than 
two hours) after notification of the incident. 

C. Whenever the susp2cted child abuse or neglect-related death 
occurs in a foster heme or group heme, the agency responsible 
for licensing the home or facility is notified. 

D. The Children 1 s Services Worker evaluates the risk to the 
child (ren) and determines what:. action is needed. In naking 
this evaluation, the Worker utilizes the information obtained 
frem the sources listed in ,section 1. A. of this material, the 
Children I s Services Handbook guidelines for assessing a 
protective services referral (Attachment III) and the 
Derx=ndency Handbook guidelines for assessing conditions which 
warrant taking a child into temporary custody (Attachment IV). 
Possible actions which may be taken include: 

1. Request to law enforcement to take child (ren) 
into protective custody. 

2 . Request for new or supplemental derx=ndency 
petition on behalf of child (ren) • 

3. Replacement of children placed in foster hcrne or 
group heme. 

4. Monitoring of child(ren) in heme. 

If the dlildren' s Services Worker decic1es that Juvenile Court 
action should not be initiated on behalf of the child (ren), 
administrative review and approval of that decision are 
required. In cases involving a foster heme or group heme, 
administrative review and approval are requil.'ed to allCM other 
OCS-placed children to remairl in L'1at facility or hone. 
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Attachment I 

COUNTY OF LOS ANGELES DEPARTMENT OF PUBLIC SOCIAL SERVICES 

DPSS WORKER'S REPORT OF DEATH, INJURY, ALLEGED 
MISTREATMENT, OR ILLNESS OF A CHILD 

UNDER DPSS SUPERVISION 

A. IDENTIFYING INFORMATION 
1. STATE NUMBER 2. TYPE OF REPORT 

OINITIAL OSUPPLEMENTAL 

3. CASE NAME 4. COURT NUMBER 5. DATE DPSS NOTIFIED OF INCIDENT 

6. CHILD'S NAME 7. TYPE OF CASE B. DATE OF INCIDENT I TIME 

OSP OHOP OVP OPS 

9. BIRTHDATE I AGE IOMALE 
10. TYPE OF INCIDENT 11. WORKER'S NAME 

OFEMALE ODEATH OINJURY 

12. DATE LlCENSING/CCIEU NOTIFIED OILLNESS OALLEGATION OF 13. DISTRICT I FILE 
MISTREATMENT 

14, MINOR'S CARETAKER 15, ADDRESS 16. PHONE \17. RELATIONSHIP 

8. INVESTIGATION 

1 B. What happened? Where did it happen? Is mistreatment of the minor suspected? DYES DNO 

19. What injuries did the child receive? What illness does the child have? What is the child's current condition? 

20. In your opinion, was reasonable care, protection and supervision given this child? DYES DNO 
I f No, indicate how care was inadequate. 

21. Could this incident have been prevented? 0 YES DNO If yes, how? 

22. Was medical attention obtained in a timely manner? DYES DNO I f no, what caused this delay? 

23. What action, if any, is planned or has been taken? 
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C. CHILDREN'S SERVICES WORKER'S RECOMMENDATION TO THE LICENSING WORKER 

0 Not opplic~bl(l. Child not in placement. 
0 Continue license in normal usc, The foster care providers were not responsible for the child's injury, illness, or death, 

0 Licensing inve:;tigation requested. There appears to be some negligence in relationship to this incident. 
0 Foster home to be placed on "Hold - Do not Usc" status pending further action. There appears to be considerable negligence. 

I Dnte "HOLD" Initi.tod \ P.rson ROQIJosting Hold \ Porson Placing Hold I I 

Was your recommendation discussed with the foster care provider? 

o No DYes, Date . If Yes, did the perSDn o accept or o disagree with your recommendation? 

D. NOTIFICATION OF PARENTS 

Natural parents were notified: ___ o In Person 0 By Telephone 0 B'y the undersigned CSW 
Date 

o By another person, speci fy 0 Registered mail, return receipt requested 

Date Sent 

E. POLICE REPORT 

Was the local law enforcement agency involved at the time of the incident? DYes o No 

I f so, was a report prepared by the police? DYes o No 

F. SUSPICION OF CHILD ABUSE 

Is child abuse suspected? DYes o No I f so, the mandatory report to law enforcement was made on the telephone by 

Narne Dato 
and in writing by 

Name Date' 

(Under California Penal Code Section 11166(1) a County Welfare Department shall report by telephone and in writing every 
instance of suspected child abuse. Reference CSH 2768.) 

G. ATTACHMENTS 

Check Attachments Check if requested but not received 
Date Requested 

0 PA 1689 0 
0 Licensing Worker's Review 0 

0 Police Report 0 , 
0 Medical Report 0 
0 Coroner's Report 0 

SIGNATURE/TITLE DATE DRSA'S SIGNATURE DATE 

SUPERVISOR'S SIGNATURE DATE RSA'S SIGNATURE DATE 

FORM PREPARATION GUIDE. The CSW completes 2 copies. Items not discussed are self-explanatory, 

Section A, 2, Initial Report - Check when completing a report on the incident for the first time (within three days of the incident 

Supplemental Report - Check when the form is used to record additional information or when supplemental report 
are received after initial report has been sent. Complete Sections A, 1,2,3,4,6, and other sections as appropriate 

Attach Supplemental Reports. 

Section A. 7, SP = Suilable Placement Order, HOP = Home of Parent Order 
VP = Voluntary Placement, CI = Crisis Intervention 

ROUTING 

CSW - Original and 1 to SCSW 
1 Retains 

SCSW - Original and 1 to DRSA 
DRSA - Original to RSA 

1 Retains 

RSA - Original to CSW 
1 Retains 
1 Director, BSSO 
1 Director, MAE 
1 Division Chief 
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Director, Child Abuse Services 
Licensing Director or APD, CCIEU 
Supervising Judge 01 Oependency Court 
(Court Cases Only) 
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I INSTRUCTIONS 

I TRANSACTION TYPE: 

Preliminary Report - Check this box if the prelir.ninary investigation has been completed. 
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Unsubstantiated Report - Check this box if the prcliminury investigation hus been completed and although not proven 
unfounded. the incident cannot be substantiated. 

NOTE: Unsubstantiated reports are still maintained in the Department of Justice Child Abuse Central Registry as 
suspected child abuse incidents. 

Unfounded Report - Check this box if the incident proves to be unfounded. 

A.INVESTIGATING CHILD PROTECTIVE AGENCY: 

1. Agency Name - Enter name of the child protective agency investigating the suspected incident. 

2. Date of Report - Enter the date the investigating party completes the "Suspected Child Abuse Report." 

3. Report No.!Case Name - Enter the investigating child protective agency report number or case name for the suspected 
incident. 

4. Name of Investigating Party - Enter the investigating party's name. 

5. Telephone - Enter the telephone number whar.e the investigating party can be reached. 

B.INVOLVED PARTIES: 

Enter the name (last, first, middle), birthdate, sex and race of all victims, parents of victims, siblings living in the same 
household as the victim(sl. and susp.ects. Check the appropriate box(es) opposite each name. For example, if the parent of 
the victim is also a suspect in the incident, enter his/her name only one time and check both the "Parent" and "Suspect" 
boxes. 

If there are more than 8 parties.involved, attach an additional sheet(s) and check the box at the bottom of Section B. 

C.INCIDENT INFORMATION: 

1. Date Incident Reported to Child Protective Agency - Enter the date the incident was repo~ted to the child protective 
agency. 

2. Type of Abuse - Check the box(es) which best describes the abuse. 

3. Did the Abuse Result in Death of the Victim(s)? - Check "Yes" or "No". 

4. Did the Abuse Occur in a Group Home or Institution? - Check "Yes" or "No". If "Yes" is checked, enter the name of the 
home or institution. 

MAILING: 

Upon completion, send the Department of Justice copy to: 

Department of Justice 
Bureau of Criminal Statistics and Special Services 
P. O. Box 13417 
Sacramento, California 95813 

Attention: Child Abuse Program 
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Attachment IT 
TRANSACTION TYPE: 

o PRELIMINARY REPORT o UNSUBSTANTIATED REPORT o UNFOUNDED REPORT 

SUSPECTED CHILD ABUSE REPORT 
(11169 PC) 

TO BE COMPLETED BY THE INVESTIGA TlNG CHILD PROTECTIVE AGENCY 

A. INVESTIGATING CHILD PROTECTIVE AGENCY: 

1.AGENCYNAME ______________________________________________________________ ___ 

2. DATE OF REPORT _______ _ 3. REPORT NO./CASE NAME _________________________ _ 

4. NAME OF INVESTIGATING PARTY _______________________ _ 5. TELEPHONE 1 __ 1 ___ _ 

B. INVOLVED PARTIES: 
ENTER INFORMA TlON FOR ALL VICTIMS, PARENTS AND SIBLINGS OF VICTIMS, AND SUSPECTS INVOL VED IN THE 

SUSPECTED INCIDENT. (CHECK ONE OR MORE) 

PARENT OF 
NAME (LAST, FIRST, MIDDLEI BIRTHDATE SEX RACE VICTIM VICTIM SIBLING SUSPECT 

1. 0 0 0 0 
2. 0 0 0 0 

3. 0 0 0 0 
4. 0 0 0 0 
5. 0 D 0 0 
6. 0 0 0 D 
7. D 0 0 0 
B. 0 0 0 0 

ATTACH ADDITIONAL SHEET(S) IF NECESSARY AND CHECK HERE D 

C. INCIDENT INFORMATION: 

1. DATE INCIDENT REPORTED TO CHILD PROTECTIVE AGENCY _____________________________ _ 

2. TYPE OF ABUSE D PHYSICAL 
(CHECK ONE OR MORE) 

OMENTAL O 
SEXUAL 
ASSAULT o NEGLECT 

D OTHER·SPECIFY --------------------------
3. DID THE ABUSE RESULT IN DEATH OF THE VICTIM{S)? 

4. DID THE ABUSE OCCUR IN A GROUP HOME OR INSTITUTION? 

IF "YES", ENTER NAME OF THE HOME OR INSTITUTION 

o YES 0 NO 

DYES 0 NO 

------------------------
INSTRUCTIONS ON REVERSE 

DISTRIBUTION: PolI·:e or Sheriff - WHITE CIJDY; County Welfare or Probation - BLUE COPYl DOJ ..... PtNK Copy 

556575 1/62 
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.--------------------~~~ Attacnment -J:..l.J.------~~ --

2221 Factors to be Assessed In Investigating a Referral 

. 1 Factors to be considered in assessing the family's 
condition and level of danger to the child include, 
but a~e not limited to: 

.11 The Condition of the Child 

.111 Physical indicators which lead to or 
cause death, disability, irreparable 
damage, or great physical pain. 

a . 

b. 

c. 

d. 

e. 

f. 

g. 

Does the child appear to need 
immediate medical treatment? Is 
the child currently receiving 
needed medical care? 

Does the child show evidence of 
current or repeated bruises or 
other injuries? 

If the child has lnJuries, have 
they been appropriately treated? 

Does the child appear to be under­
nourished, or show symptoms of 
failure-to-thrive syndrome? 

Are there indications that the child 
has been sexually abused? 

NOTE: Because the indications of 
sexual abuse are so 
diverse, CSWs are 
encouraged to contact the 
Child Sexual Abuse Project 
(CSAP) at 724-0100 ext. 
1814 for consultation on 
specific casework 
situations. 

Does the child appear unduly fearful 
of his/her parents or fearful in 
general? 

Are there indications that the child 
is or has been confined or isolated 
for long periods of time? 

L.A. Co. - DPSS Children's Svcs. Hdbk. M/L #89 Revision #729 Issued 2-7-83 
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2221 (Continued) 

.12 

.112 

h. 06es th~ child's physical, 
cognitive, emotional and social 
development 9Ppear to be within the 
normal range for his/her age? (See 
CSH Section 2800, Growth and 
Development Charts and Guidelines.) 

i. Does the child cry frequently, 
continuously or inappropriately? 

Social Indicators 

a. Is the child described as 
"different" or "bad" by the 
parents? Do they refer to child by 
name or call him/her "itll? 

b. Is the child notably passive or 
withdrawn, hostile, aggressive? 

Factors Affecting Parenting 

.121 Does either parent have an emotional, 
mental or physical incapacity which leads 
directly to or contributes to the 
endangerment of the children? 

.122 Does either parent misuse drugs or 
alcohol? 

.123 Does either parent have a major disease 
or disability which interferes with proper 
parenting? 

.13 Parental Conditions 

.131 

.132 

Are parents socially isolated? Do they 
have friends or relatives nearby? Do 
they belong to a church or any 
organizations? 

Are the parents employed? Are there 
financial problems? 

.133 Do the parent's relate well to each 
other? Make eye contact with each other 
and the children? Exhibit a reluctance 
to discuss family matters in the presence 
of the other? 

------------------------~----------------------------------------------------------
L.A. Co. - DfSS Children's svcs. Hdbk. MIL #89 Revision #73'J Issued 2-1-83 
-----------------------------------------------------------------------------------
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2221 (Continued) 

.14 

.134 Are there cultural factors which might 
influence parenting or social behavior 
and relationships? 

.135 Are the parents divorced or separated? 
Is the absent parent involved with the 
family? 

Parental Attitudes 

.141 What are the parent's reactions to the 
allegation(s)? 

.142 Are the parents unable or unwilling to 
explain the child's injuries? Does the 
explanation fit the injury? Do they 
offer contradictory explanations? 

.143 Do the parents show lack of self-control 
or fear of losing control? 

.14~ Do the parents unrealistically blame a 
sibling or third parti for endangerment 
to the child? 

.145 Do the parents believe that they were 
unloved or unlovable as children or that 
they were neglected or abused as children? 
Were the parents abused as children and 
now believe that it is proper to impose 
these same conditions on their own 
'children? 

.146 Do the parents meet the child's medical 
needs? 

.147 Do the parents appear more involved with 
themselves and their own needs than those 
of the child? 

.148 Do the parents have unrealistic expecta­
tions of their children and become 
irnpatie6t when they cannot meet the 
parents' standards? Do they see their 
children as self-sufficient? For example, 
a five year old being able to supervise 
him/herself. 

L.A. Co. - DPSS Children1s Svcs. Hdbk. M/L #89 Revision #731 . Issued 2-7-83 
---------_.------------------------------------------------------------~--------~---
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2221 (Continued) 

.15 Situational Factors 

.151 Is there a current crlS1S (such as loss 
of job, death in the family, serious 
illness, family breakup), which has 
affected the family? 

.152 Are there conditions inherent in the 
family's situation that are endangering 
to the child, e.g., parents' working 
hours, type of employment, money 
mismanagement, inadequate or unsafe 
housing, lack of transportation, or a 
lack of child care resources? 
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24320 Conditions Warranting Temporary Custody 

While Section 306 WIC describes all children coming 
under the jurisdiction of the court, there are specif­
ic factors which apply when the action initiating the 
court process must be taken without delay, and the 
child must be taken into protective custody. 

.1 The determination as to whether protective custody 
is warranted must be based on an assessment of the 
facts of the case. 

.11 The facts of the case must clearly show: 

.111 That the ~ndangering is severe, and 

.112 That the parent or caretaker has either 
committed the endangering act or has 
taken no action to prevent it, and 

L.A. Co. - DPSS Degend~ncy H~ndbook uh #26 pi, .- II Revision #264 Is~ucc 1-23-81 
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24320 .113 That the minor is unsafe in his own 
home. 

.2 Some situations, by their very nature, may in and 
of themselves justify protb.~tive custody. Some 
of the more obvious conditions include: 

.21 Non-accidentally inflicted injuries, includ­
ing: 

~22 

.211 Broken bones, 

04 12 Severe and extensive bruising, 

.213 Severe and extensive burns, 

.214 Injuries to internal organs, 

Sexual molestation including: 

.221 Fondling of breasts or genitals, 

.222 Sexual intercourse, 

.223 Oral copulation, 

.224 Sodomy, 

.225 Use of a child for pornographic purposes, 

.226 Venereal disease in a child under 
12 years of age. 

.23 Gross lack of supervision or an unfit home, 
including: 

.231 An unsupervised child under 13 years 
of age when no responsible caretaker is 
in the home and no one has knowledge 
of the parent's whereabouts or when 
(s)he will return; 

.232 A filthy home which may include but is 
not limited to unsanitary conditions, 
e.g., rotten food, broken and filthy 
toilet, broken windows which have not 
been secured, drugs within easy reach 
of a child; 

.233 A child locked in·a room or closet and 
incapable of freeing him/herself; 

---------------------------------------------------------------------------------
L.A. Co. - DPSS Dependency Hnndbook MIL 1126 Revision #265 Issued 1-23-81 

-----------~-~--------~----------------------------------------------------~-----
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24320 .234 A child'bbund or chained; 

.235 A child given unprescribed drugs or 
alcohol; 

.236 An infant born addicte~ to drugs or 
alcohol (excluding therapeutically 
prescribed medications, e.g., methadone 
maintenance) . 

.24 Severe failure to thrive which has been 
diagnosed by a ph~sician and is not caused by 
a medical problem which is known or can be 
diagnosed. This usually includes malnutri­
tion and dehydration 'as well as other serious 
developmental lags. 

.3 In contrast to the above, some injuries or condi­
tions'may not be easily identifiable as inflicted 
or as resulting from the negligence of the parent 
or caretaker. Examples m~ght be an incident of 
Valium ingestion by a two year old or a burn to 
the hand of a three year old. When these situa­
tions occur, a:ssessing the risk to the child is 
a key issue, ana it must be based on judgement and 
casework decisions. CSW's should consult with 
their unit SCSW and, when necessary, DRSA, in making 
the decision to request or take a child into 
protective custody. Factors to be considered are: 

.31 A history of other si~ilar incidents which 
can be doc,umented and which have occurred 
regardless of services offered, and 

;32 A strong' probability that the endangering will 
continue. 

.4 In many cases there may be siblings or half~iblings 
in the home who, although hot themselves the victims 
of the endangering act, may need protection from 
possible similar abuse and from mental injury 
resulting from witnessing the abuse or its effects. 
When this situation exists, these children must 
also be considered to be in need of protective 
custody ,and juvenile ~'ourt ac tion. 

For specific instructions on the requirements and 
procedures in these cases, see Handbook Section 
25000, "Petitions"; 73000, "Investigations"; and 
75000, "Supervision". 

L.A. Co. - DPSS Dependency Handpook M/L '11?-,6, Revision 11266 Issued 1 ... 23-81 
------------------------------------------------------------------~----------~---
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PART II 

DCS Response to Notice from Coroner 

of Child Deaths Meeting lCAN Criteria 

I. Record Clearance 

Upon notification OJ the Coroner I s Office of a child death that 
meets the lCAN criteria, OCS will clear its ccmputer information 
system (WGITS) to determine if there is an open or closed case on 
the family. 

II. Eligibility Worker Notification 

If there is an open case for Medi -cal, fooo. stamps or financial 
assistance, the Eligibility Worker will be notified of the death OJ 
OCS Child Abuse Services staff. 

III. Initial Assessment of Need for Protective Services on Behalf of 
Siblings 

When siblings are identified from the information supplied OJ the 
Coroner's Office, the Eligibility Worker or wallS and there is no 
open services case, an assessment of the need for children IS 

protective services will be Trade OJ Child Abuse Services staff. 
This asses@nent is made on the information obtained from the 
Coroner's Office, investigating law enforcement officer and 
Eligibility ~~orker. Child Abuse Services staff will make a referral 
to Children's Protective Services when appropriate. In mOst cases 
where Children's Protective Services is needed, law enforcement has 
already made a referral to OCS. 

IV. Administrative Review of Open or Closed Services cases 

Child Abuse Services staff notifies the appropriate OCS Regional 
Services Administrator (RSA) of the death whenever it is determined 
that there is an open or closed services case. T'he RSA insures that 
an administrative review of the case is completed. The purposes of 
the review are (1) to assure that any necessary protective action on 
behalf of siblings or other children in the home is taken and (2) 
to identify any procedural. policy, or training problems in need of 
correction. 

v. cases Selected for ICl\'N case Review Subcorrrrnittee Revie.w 

Information on those cases selected OJ the Subccmmittee for revie.w 
is shared by DCS wi th the Subcanmi ttee as authorized OJ the 
Presiding Judge of the Juvenile Court and federal and state laws and 
regulations. 

Revised August 1984 

75 



I 
I 

'I 
I 
I 
I 

II 
I 

I 
I 
I 
I 
I 
t' 
I 

CORONER'S DIV1SI0N, . ··!;Of,.·3'·30 WSJrCl SUDDEN INF~·DEAlli·SYNDRON&T[-.6=1...-~ 
STANDARD OPERA TING 'f\£VISED 2-22-89 FlEVISIONNo 1 FlEVI[WDU[ ---

PROCEDURES MANUAL PAGt _1 __ or ~ PAGES APPROV[O ElY _. ___ _ 

MONTEREY COUNTY 

SUDDEN INFANT DEATH SYNDROME' 

I. PURPOSE 

To provide the investigator with general guidelines for the 
investigation of Sudden Infant Death Syndrome cases. 

II. GENERAL 

_01.1(', __ 

Definition: Sudden Infant Death Syndrome (SIDS, crib death, 
sudden, unexpected death in infancy) is an unpredictable, 
unpreventable sudden death of an otherwise healthy infant, 
usually between one and six months of age, in whom the complete 
postmortem examination fails to reveal a cause of death. It is, 
therefore, a cause of death based on the exclusion of other 
significant diseases and unnatural events. A history of a recent 
mild upper respiratory tract infection (cold, sniffles, 
congestion, etc.) is frequently elicited. Death usually occurs 
silently during sleep. The expected incidence in the general 
population is two per one thousand live births. 

The Coroner's investigator plays a key role in the management 
of SIDS cases. He often has the initial contact with families 
shortly after a sudden infant death has occurred and in some 
cases it would be the investigator who, having knowledge of these 
cases, can prevent mishandling by the police or law enforcement 
agency that may be involved. It is also most important for the 
investigator to keep in mind that in addition to obtaining 
necessary information about the victim, he also has a 
responsibility to extend a warm, helping hand to the family. 

If an investigator. suspects that a baby had died of SIDS, he 
might find it helpful to have a pamphlet available so that he can 
share information with the family. 

3.30-1 
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CORONER'S DIVISION, 

STANDARD OPERA TING 

PROCEDURES MANUAL 

"~op.'3·.30 suil.Jrcl SUDDEN INF~ 'DEATH ·SYNDROi:1t~T[..9.-1-.8l..-
AEVISro 2-22-89 REVISIONNg 1 fI£VI[WOU[ ---

PAGE _2 __ or ~ PAGES APPROVED BY _. ___ _ _0'\1£', __ 

III. INFORMATION REQUIRED 

Because accidental or intentional smot~ering, strangulation, 
and positional asphyxia of an infant will usually demonstrate no 
significant pathologic changes at autopsy, it is of critical 
importance to thoroughly investigate the circumstances under 
which the death occurred. This includes examination of the 
scene. The availability of poisons, drugs, or other agents which 
could cause respiratory depression, cardiac arrest, or seizures 
should also be ruled out. 

A. The following information about the infant's medical 
history and other pertinent information should be obtained: 

1. 
2 • 
3. 
4. 
5. 
6 . 
7 . 

8. 
9. 

10. 
11. 

12. 

13. 

Where was the child found? 
Was it in a prone or supine position? 
Was it in bed, or in a car? 
What where the terminal circumstances? 
Where was the child born? 
What was the date of birth? 
How much did the child weigh at birth and on 
any subsequent visits to the doctor? 
Was the birth normal or "eli section? 
Were there any problems during prenatal period 
or during hospitalization? 
Did the child have a cold recently? 
If so, what medication, if any, was it given 
and was it taken to the doctor? 
How was the child fed? (Breast, formula, 
etc.) Try to get sample of the formula food, 
if indicated. 
Always include a review of pertinent prenatal, 
birth, and neo-natal medical records. 

B. EXAMINATION OF BODY 

Having obtained this brief history, the body can next be 
examined for size of the child, state of nutrition, does the 
infant look sick or dehydrated, cleanliness, and old scars and 
any recent bruise, laceration, or abrasion. 

3.30-2 
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C. EXAMINATION OF SLEEPING PLACE 

In most sudden infant deaths the child is found unresponsive 
or obviously dead in his crib or sleeping place. If the infant 
has been taken from the home and the investigator has examined 
the body in the hospital, he should, if possible, go to the home 
to examine where the infant was sleeping. All infants do not 
have cribs. Some share a bed with an adult. Some cribs are 
broken or poorly repaired, or have a mattress which does not fill 
the bottom of the crib. All these things are hazards and may be 
related to the infant's death, but might not be volunteered by 
the family and, thus, might go undetected if the investigator did 
not go to the home. While there he can also determine the,state 
of cleanliness of the home and the care being given to the other 
children. 

D. Try to obtain the facts while alleviating some of the 
family's anxieties. This is a difficult task, but then this is a 
very tragic death. After the baby has been examined and no 
trauma or injuries found which might suggest child abuse, do not 
be surprised that the parents, especially the mother, may want to 
hold the baby. In the interests of the bereavement process, they 
should be allowed to do this. 

IV. POSTMORTEM EXAMINATION OF THE BODY 

In all cases of suspected Sudden Infant Death Syndrome, a 
complete autopsy must be performed. This means that examination 
of the neck organs, pharynx, middle ears, and optic ne~ves are 
required in all cases where the thoracic and abdominal organs and 
brain reveal no obvious cause of death. Blood, urine, and 
vitreous humor, as well as tissue samples for toxicology and 
histology should also be obtained. 
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SOP' 3.31 SUBJECT CHILD ABUS-::;~;::...~ " ____ _ CORONEWS DIVISION 

STANDARD OPERA TING 

PROCEDURES MANUAL 

REVISED 2-22-89 REVISION No .--.=1'--__ REVI[WDUE ___ _ 

PAGE ~ or _2_ PAGES APPROVED BY _____ _ 

I. PURPOSE 
To provide the investigator with information and guidelines 

for the investigation of possible child abuse deaths. 

II. Suggested questions and observations for possible child 
abuse: 

Ol.U', __ 

A. Always bear in mind, postmortem cooling and rigor mortis 
occur more rapidly with children than adults. While it is 
necessary to ask questions if there is any doubt regarding the 
condition of the body, the police and/or the investigator can 
always go back after the autopsy if child abuse or maltieatment 
is found. 

B. How injury occurred: 

1. Was the fall witnessed? 
2. How far did the child fall? 
3. Onto what surface? 
4. Where did impact occur? 
5. Did child fall more than once? 
6. Did the child sustain multiple impacts? 

C. If a child has obvious injuries, was the child taken to 
the doctor or to a hospital? Obtain date taken and to which 
physician or which facility. 

D. Should there be other children in the household, often a 
glance can tell if they also have sustained any mistreatment. 

E. Once the child has been transported to the morgue, if 
child abuse is strongly suspected, call the Pathologist on duty 
to examine the child, if possible the same day. 

III. HELPFUL CLUES TO MALTREATMENT: (Deputy Coroner MUST examine 
the body and know what he is seeing) 

1. Bilaterally of injuries 
2. Multiplicity of injuries 
3. Varying ages of the injuries (very important) 
4. Disparity of injuries with explanation 
5. Delay in treatment of injuries 
6. Indifference to the severity of the injuries 
7. Talk to neighbors 

3.31-1 
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3.31 Child Abuse sOP " ____ SUBJECT ____ • ___ -.,.-___ _ 6-1-87 04TE ______ _ 

6-1-88 
CORONER'S DIVISION 

STANDARD OPERATING 

PROCEDURES MANUAL 

REVISED REVISION No _____ REVIEWCUE __ _ 

2 2 
PAGE __ OF __ PAGES APPROVED BY ______ _ 

IV. GENERAL OPERATING PROCEDURES: 

A. 

B. 

c. 

D. 

All deaths of children lnvestlg~teO by thIS agency Where Chllo 
abuse is Known or suspected the Deputy Coroner Investigatl~g 
the death WIll contact the ChIlo abuse COMMand center at the 
California Department of Justi~e, Sacramento, CalIfornia. 

The deouty coroner WIll ask the cnild abuse center to check 
not only the. name of the deceased but also the ceceasedS 
parents and the persdnls) that had control of the deceased 
when the inJury occurrea, This information will be given to 
the pathl::'11ogist, prIor tel autopsy if possible, as well as 
police investigators. 

This policy is to assure that we have 
information involving the manner, means 
surrounding a coroner case (California 
Section 27491>. 

CONTACT POINT: State of California 
Department ·of Justice 

all the Oosslbie 
of circumstances 
Government Code, 

Child Abuse Center (910) 739-5109 

03.31-2 

6-1-87 DATE •• ___ _ 

fORI.! NO. 2)()-O:l4 
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COUNTY OF ORANGE 
CHILD PEATH REVIEW TEAM 

BACKGROU~m 

In early 1986, r·:ichael Durfee, "LD., Los Angeles, L. Rex Ehling, H.D., Health 
Officer, HCP./Public Health, Gary Raley, past administrator of the Juvenile 
Justice Commission, and Esther V. ~lurray, Peputy Director, HCA/Publ;c Health, 
began discussions leading to the formation of an Interagency Chi.ld Death 
Review Team. 

The first meeting was held November 3, 1986 with County Agencies and other 
concerned organ i za ti ons to determi ne i nteres t and need for an interagency 
team. The concept was met with enthus i asm and support from a 11 areas and 
agreement was reached that a multidiscipline approach was essential. 

Subsequent meetinqs were held to review existina models in Southern 
California. On December 8, 1986, ~~ichael Durfee, ~~:D., presented the Los 
Angeles model and on January 12, 1987, Beth Lennon, M.S.W., and Harry Elias, 
Deputy ~istrict Attorney, presented the San Diego model. 

ORANGE COUNTY MODEL 

1. 

II. 

III. 

Structure 

On February 9,1987 the group, after considering the two models agreed 
to function in an informal/formQl manner with minimal structure. The 
minimal structure consists of: 

(a) The Child Death Review Core Team, who actually does the death 
reviews, and 

(b) A general Child Death Review Committee that supports the CDRT Core 
Team by addressing protocols, education, data and coordination 
issues such as increasing cooperation between the Team and local 
hospitals. This larger committee consists of a \odder 
representation from concerned entities. 

?urpose 

The purpose 
children in 
the death. 

Obj ecti ves 

of the Child Death Review Te~m (CORT) is to review deaths of 
which a family member or caregiver is suspected of causing 

A. Improve identification of deaths caused by child abuse/neglect. 

B. Develop communication for responding to child deaths. 

---I 
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Pace Two 
August 19, 1987 

III. Objectives (continued) 

C. Increase the thoroughness and effectiveness of the child protection 
intervention, investigative and legal process. 

D. Facilitate appropriate protective service for siblings of victims. 

IV. Child Death Review Core Team (CDRT) Participants 

The CDRT will be expanded as needed for individual case discussion. 
The Core representatives are: 

Esther Valles ~urray 
Sgt. ~el Lewellen 
Barbara J. Mitchell 
Jim Sidebotham 
Elaine Hall 

COPT Convener - HCA/Public Health 
Santa Ana Police 

Richard Kino 
Richard Fuk~moto, M.D. 
Gerald ~agner, M.D. 

V. Case Identification 

Sheriff/Coroner; Chair 
Sheriff 
SSA/CPS 
D.A./Homicide 
Pathologist 
HCA/Public Health 

Cases are referred by hospitals and police to the Sheriff/Coroner. The 
Sheriff/Coroner, with assistance from the Juvenile Justice Commission, 
will notify participating agencies of deaths of children age 12 and 
under, where one or more of the following factors are present: 

1. DruG i noesti on 
2. Cau~e 0* death undetermined after investigation by coroner 
3. Head trauma (subdurals, subarachnoid, subgaleal) 
4. Malnutrition/neglect/failure to thrive 
5. Bathtub/other type of drowning (such as in water bucket, toilet, 

etc. ) 
6. Suffocation/asphyxia 
7. Fractures 
8. Sudden Infant Death Syndrome (SIOS), where history and condition of 

body raise suspicions or the child ;5 over the age of seven months. 
9. Blunt force trauma 
10. Homicide/child abuse/neglect 
11. Burns, except where cause is clearly not abuse/neglect, such as 

accident, accidental house fires, etc. 
12. Sexual abuse 
13. Gunshot wounds 

Any participating agency can request discussion of a case by the CDRT by 
notifying the Sheriff/Coroner representative. 

-... .. '" 
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Page Three 
August 19,1987 

VI. Case Peview 

The age 1 evel for team revi ew may decrease as the team develops and 
gains experience. Homicides \.,,;th siblings will be revieHed for the 
protection of the siblings. 

Revie\J of January 1, 1987 child deaths will start in April. The Core 
team \,Iill meet on a monthly basis. The death review has two functions: 

• 

• 

to di scus s facts surroundi ng the tragedy and the i nvol vement of 
various agencies, and 

to draw conclusions from these facts to assist responsible bodies 
to take necessary action. 

I VII. Core Team Agency Roles 

I 
I 
I 
I 
I 
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A. Sheriff/Coroner 

B. 

The Sheriff/Coroner role is perceived as the lead agency with 
implementation assistance from the Health Care Agency/Public 
Health. Barbara Mitchell will chair the CDRT Core Team meetings. 

As cases are i dentifi ed the Sheri ff /Coroner wi 11 routi nely contact 
agencies for documentation that will possibly aid in the review. A 
monthly list of child deaths will be prepared for distribution to 
persons on the Core Team. The Coroner's office will invite 
participants who may assist in Core Team discussions. 

Each agency will clear their sources for the 
discussed. The verbal exchange of information is 
confidential. No minutes will be kept. 

Social Services Agency 

cases to 
informal 

be 
and 

SSA clears CAP. on cases reported to SSA by the Coroner, and advises 
Coroner of any hi story of pri or CAR reports. The CAP. Supervi sor 
pulls and reviews any closed files. If there is an indication that 
other children are at risk, the case is assigned to a social worker 
for fo110w-up. 

A list of deceased persons under the age of 18 years old is 
received from the Health Care Agency. No cause of death is listed 
on the list. A CAR clearance is made on each child. If there is 
a history of abuse, neglect or exploitation, the Coroner's office 
is contacted to determine the child's cause of death. If the minor 
died of a non-accidental cause and there are siblings in the home, 
1 aw enforcement and/or ER is contacted for an assessment. Each 
situation is handled on a case-by-case basis. 
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Paqe Four 
August 19, 1987 

c. 

D. 

E. 

District ~ttorney 

• Will be a member of the Cor~Team. -
/' .. ;;;>-,:- "7P i .} ~~';-;S1 t,,'l.2:"Z=~~-c:':~..J"' 
Pol ice ,; t..' 

• Will investigate case, seek tests from the Coroner, information 
from CAP. and hospitals. 

• Will make the initial observation and run record checks on the 
parents. 

Public Health 

• Will provide medical technical assistance and medical documen 
tation from Juvenile Health units. 

• Will clear records for cases selected for review by CnnT with 
Field Public Health Nursing, Communicable Disease Treatment 
Services and other programs as appropriate. 

• Will coordinate the general Child Death Review Team committee 
meetings and assist the Coroner ~(ith COPE CDRT meetings. 

• ~/ill study its role as the repository for general child abuse 
data. 

F. HCA/Mental Health/Childr'en and Youth Services 

• Wi 11 be a member of the CDRT general ,meeti ng in order to provi de 
a Mental Health point of view. 

• Will provide outpatient evaluation, crisis intervention and 
treatment to minor siblings either in the custody of Social 
Services or their family to help them deal with the trauma of 
the death of their brother or sister. One to two sessions 
could be provided as a community service without charge. If 
further services or treatment seems necessary, the child's 
legal guardian would need to request such services and have a 
fee established according to the State's Unifot~ Method for 
Determining Ability to Pay (UMDAP). 

• Will provide the CDRT information regarding possible Mental 
Health treatment of the child or family members when appropriate 
release of information forms are signed in order to protect con­
fidentiality. Because of confidentiality, this information will 
be limited to whether or not any memaber of the family is or has 
received CYS services. 
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G. Juven1..le Justice C011TTIission 

• Win be a member of the general Meeting and assist IS 
Ippropriate. 

H. The Child Abuse. Council 

I . Wi 11 be 'a member of the general meeting and assi st as 
, appropriate. 
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VII. The formation group i ncl uded: . 

Garry Raley, Juvenile Justice .Corrmiss.ion 
Jerry Montgomery, District Attorney's Office 
Sharon Burkhardt, Social Services Agency 
Harry Graves, District Attorney's Office 
Sgt. Hel Lewellen, Santa Ana Police Department 
Bernard Rappaport, M.D., Deputy Director, HCA/Mental Health/CYS 
louise Kaderlan, HCA/Mental Health/Children Youth Services 
Eileen, Walsh, County Acininistrative. Office . 
Horm Hanson, Police Chief Association 
Barbara'~itchel1, Coroner's Office . 
Sheila Dobbs, Child Abuse Council 
Gerald Wagner, M.D., HCA/Public Health 
Lt. Hugh Mooney, Santa Ana Poi ice Department 
Richard King, District Attorney's Office 
Sandra Ward, County Administrative Office 
Jim Sidebotham, Sheriff's Office 
L. Rex Ehling, M.D. HCA/Health Officer 
Esther Valles Murray, Deputy Director, HCA/Public Health/Health 
Promotion/Disease Prevention 

VIII. Establishment of the Core Review Team 

The first CORT Core meeting was held April 17, 1987 in the Coroner's 
Building. Review of child death cases occuring from January 1,1987 
started the review process. 

EVM: 1 rf 
September 11, 1987 
CD 
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Chairs 
core team 
Data 
source 
State 
Coroners 
Assoc. 

, -~;1/N/ /-''7 ! I- /. 

CHI!.D DEATH REVIEW TEAM STRUCTURE 

• Leads 
Educ of 
Police 

• Part. on 
core team 

Interagency 
CDR T * 

(General) 

• Part. on 
core team 

• 
• 
• 
• 

Core Team 
sic, DA, SSA, HCA 

Admin 
Data Analysis 
Participates 
on core team 
Chairs 
general team 

• Part. on 
core team 

• Educ 

* Includes non-County related organizations: Juvenile Justice Commission, Child 
Abuse Council, City Police Departments 

EVM:dc 
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SAN BENITO COUNTY 

CHILD ABUSE 

Suggested questions and observations for possible child abuse: 

Always bear in mind, the post-mortem changes in death are faster with children 

than for adults. \Vhile it is necessary to ask questions if there is any doubt 

regarding the condition of the body, the police and/or the investigator Crul 

al,~ays go back after the autopsy, if child abuse or maltreatment is found. 

How Injury Occurred: 

1. Was the fall witnessed? 

2. How far did the child fall? 

3. Onto what surface? 

4. \Vhere did impact occur? 

S. Did child fall more than once? 

6. Did the child sustain multiple impacts? 

If a child has obvious injuries--Was the child taken to the doctor or to a 

hospital? Obtain date taken and to which physicirul or which facility. 

Should there be other children in the household, often a glance can tell if 

they also have sustained ruly mistreatment. 

Once the child has been transported to the morgue, if child abuse is strongly 

suspected, call the lv!edical Examiner on duty to examine the child if possible, 

the same day. 

HELPRJL CLUES TO ~lALTREAnIE:\fI' 

1. Bilaterality of injuries 

2. ~ruatiplicity of injuries 

42 
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3. Varying ages of the injuries 

4. Disparity of injuries with explanation 

s. Delay in treatment of injuries 

6. Indifference to the severity of the injuries 

43 
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S1JDDf:}J INFAi'-l'T DEATH S'rf-.'DROME 

(CRIB DEATH) 

The Coroner's Investigator plays a key role in the management of SIDS cases. 

He often has the initial contact with families shortly after a sudden infant 

death has occurred and in some cases, it would be the investigator ""ho, 

having knowledge of these cases, can prevent mishandling by the police or 

laH enforcemen. t agency that !l1t.1.y be involved. It is also most important for 

the investigator to keep in mind that in addition to obtaining necessary 

information about the victim, he also has a responsibility to extend a warm, 

helping hand to the family. 

If an investigator suspects that a baby has died of SIDS, he might find it 

helpful to have a pamphlet available so that he can share infonnation with 

the family. 

The following infonnation about the infant's medical history and other pertinent 

information should be obtained: 

1. \\here was the child fOlmd? 

2. Was it in a prone or supine position? 

3. Was it in bed, or in a car? 

4. Mlat were the terminal circumstances? 

S. Where \'ias the child born? 

6. \\l1at was the date of birth? 

7. HOH r.luch did the child Heigh at birth and en any subsequent 

visits to the doctor? 

8. Kas the birth normal, or "C" section? 

9. Were there any problems during prenatal period or during 

hospitalization? 

55 
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10. Did the child have a cold recently? 

11. If so, ",hat medication, if any, was it given, and , ... as it taken 

to the doctor? 

Try to obtain the facts while alleviating some of the family' 5 a.rLv.ieties. 

This is a difficult task, but then, this is a very tragic death, 

After the baby has been examined and no trauma or inj uries found which might 

suggest l1child abuse", do not be surprised that the parents, especially the 

moDler, may want to hold the baby, and they should be allowed to do this. 

Tell the parents that either the doctor or ~he Coroner's Office will call after 

autopsy. Also, that they should feel free to telephone regarding any 

questions. 

56 
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SAN DIEGO COUNTY 

CHILD FATALITY COMMITTEE 

presented at: 

SIXTH INTERNATIONAL CONGRESS 

ON 

CHILD ABUSE AND NEGLECT 

Sydney, Australia 
August 13, 1986 

by: 

Elizabeth Lennon, A.C.S.W. 
social Services Bureau 
San Diego, California 

U.S.A. 
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CHILD FATALITY COMMITTEE _ 

. ' .. 
San Diego County (much like Perth) is located in the Southwestern 
corner of the United States. Mexico is on the southern border and 
the Pacific Ocean to the West. The. population of our two million 
~eople is spread over 4,225 square miles. Its ethnic composition 
1ncludes 4.8% Asian, 5.6% Black, 14.8% Hispanic and 74% Caucasian. 

Protective services for children are established by legal statute 
and delegate the responsibility to governmental social services and 
la~ enforceme~t. The County provides the social services whose 
workers combine with thirteen law enforcement agencies to work 
together. . 

In 1972, a group of twelve professionals from various disciplines 
established a Community Child Abuse Council to facilitate communi­
cation, enhance cooperation and better insure coordination of our 
efforts. Today, that group, with a current membership of over two 
hundred (200), plays a major role in areas of child abuse awareness, 
prevention, training, investigation and treatment. 

It was the Coordinating Council that suggested the formation a few 
years ago of an Ad Hoc Committee to study child fatalities in our 
county. No data was available. Several traumatic child deaths had 
been either ignored, unexplained or given only a token response by 
law enforcement. 

According to California law, all unexplained, violent, sudden or 
unu~ual deaths are under the jurisdiction of the Coroner's office. 
The Council explained to our local Coroner our interest in examining 
records involving child deaths and invited him to participate in the 
Committee. social Services, Probation, the District Attorney's 
office, the Sheriff's Department, a major police department, and 
Public Health, as well as the Pediatric Departments at the Navy 
Hospital and the University of California Medical Center, were asked 
to designate a representative. 

Monthly meetings are scheduled to review the deaths of children under 
seven that have been referred to the Coroner, i.e., uhexplained,"non­
accidental, accidental, inflicted. The group members exchange infor­
mation gleaned from various sources to insure that the best possible 
attention or investigation has been given to the incident. Prior 
to the establishment of this Committee there was no central clearing­
house for child deaths. All too often law enforcement did not 
respond--or their response was restricted to a transfer for medical 
attention. -Social Services and Public llealth often had background 
infor~ation on·victims and their families that was never requested. 
Medical history information vias usually not provided nor requested. 
It seemed as though the official systems did not feel a responsibility 
to investigate the cause nor seek explanations for the death of a 
child. 
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Page 2 

Each year case reviews have increased. F~fty seven (57) cases in 1982 
grew to one hundred thirty eight (138) last year. The fatalities 
cited as "suspicious" escalated from "nine (9) in 1983 to fifteen (15) 
in 1985. 

Data from our 1985 cases indicated the following: 

VIC1'IMS 

Male 
Female 

Under 1 
2-
3 
4 
5 
6 

AGE 

INJURIES 

beaten 
head trauma 
suffocation 
asphyxiation 
mother stabbed 
undetermined 

PERPETRATORS 

male 
female 
unknown 

CRIHINAL CHARGES 

felony (convictions) 
pending trial 
rejected 
pending 

PRIOR CPS CONTACTS 

SIDS 
Natural 
Drownings 
Accidents 

Suspicious 
Homicid2s 

7 
5 
1 
2 

NON-ACCIDENTAL 

o 
3 

8 
7 

11 
1 
1 
1 

1 

3 
3 
2 
1 
1 
5 

7 
4 
4 

5 
3 
3 
2 

(57) 
(26) 
( 9) 
(28) 

( 5) 
(10) 
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I The Committee has encountered a variety of problems and obstacles 
during the last few years. There continues to be a reluctance to 
admit that children are killed by parents and caretakers. Role 
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responsibilities appear vague and unclear at this time. In the case 
of a child's death, the person responding first i~nediately seeks· 
medical attention. However, if the victim is an adult, there seems 
to be no reluctance to consider inflict~d trauma or homicide. Proper 
scene protection and investigations are initiated immediately. On 
the other~hand, training for investigation of child homicides has 
been sadly lacking. Communication bet\Veen medical and legal systems 
is often nonexistent or misunderstood .. The needs of law enforcement 
may. be overlooKed or ignored by medical personnel, e.g., photographic 
evidence collection, reporting delays, inappropriate response to. 
family/perpetrator. 

Other factors make our work difficult. Political issues continue 
to impact the case review meetings because individual agencies 
dislike criticism (implied or direct) and often have liability 
concerns. 

Prosecution problems focus on the difficulty to determine the 
mode/manner of death by the medi~al community as well as inability 
to designate the offender. So often, lack of witnesses and family 
loyalties as '..vell as the difficulty to establish the probable 
perpetrator (beyond a re~sonable doubt) preclude a complaint. 

Quite often obstacles and investigative problems can be resolved 
or overcome when the prosecutor can devote ample time to the develop­
ment of the case. However, time often requires money and additional 
investigative personnel, both items rarely provided in child death 
cases. 

Through the work of the Child Fatality Committ~e, means have been 
developed to impact the local scene and focus attention on specific 
cases. 

Now there is immediate communication when a child dies and circum­
stances are questionable. The Coroner's staff contacts social 
services and law enforcement as well as any licensing, agency that 
might be involved. Prior medical records are obtained. 

Forsenic pathologists perform prescribed autppsies. Training has 
been provided for medical personnel at the major trauma facility. 

A specialized prosecution unit has been organized in the office of 
the District Attorney that responds promptly giving advice and 
consultation. 

More important, there is now better accountability when a child 
dies suddenly. We actually have data concerning such deaths--data 
that was· not available a few years ago. Often this information 
helps provide protection to siblings. 
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h. Foliov-" r.he procedure ou~~ined aoo\!{!- (;:6) ii it is ci~:t:rr.::.: .. :": 
that the child is no~ app::'opriate fol' a m~dically f!'a:;: ~~ 
placement. 

CHI LD FATALITY PROTOCOL 

""hen the Hotline receives 
\<"ill be done: 

reports of any child dea~h I t.he fo 110\\:'::~ 

1. Clear case. 

2. If active: 

a. Notify active worker and supervisor. 

b. 

c. 

d. 

e. 

f. 

Cross report to la~ enforcement. glvlng act.ive ~0:~e: 5 
name/phone so information regarding priors can be exchanged. 

Advise coroner of name/phone for active worker. 

Give photocopy of referral to Hotline supervisor for 
appropriate follo~ up. 

Notify appropriate licensing agency whe~ applicable. 

Notify Deputy Director. 

3. If closed case: 

a. Screener should pull case, review record and cross report to 
law enforcement and coroner. 

b. If closed record not available immediately cross report. 
without information on priors. 

c. Photocopy referral and give to Hotline supervisor. 

(1) Hotline supervisor \>"ill do: 

(a) Critical incident report. 

(b) Assess for assignment. 

d. Notify appropriate licensing agency when applicable. 

e. Notify Deputy Director. 

CHILDRENS SER\'ICES PROGRf.l'l GUIDE 36-100 Page 54 09/15/8£ 
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---------- ----

a. KotHy Hotline. 

b. Complete Critical Incident Report. 

B. Child ratality cases ~il1 be revie~ed by the Case Consul~ation Revie~ 
Committee (CCRC) when Childrens Services Bureau has had prior contact5 
with the ~amily or whenev~r deemed appropriate. See XXXIX. 

GUIDELI~ES FOR ASSESSING PHYSICAL INJURY TO A CHILD 

In all children's programs \o.°hen there has been an allegat.ion of physical 
abuse or when a previously abused child is returned to the family home, t.he 
social worker's responsibility is to assess the child's physical condi~ion. 

A. Prohibitions 

1. Never disrobe the child totally. 

a. Lxamine limbs, head and neck while the child is clothed. 
b. To examine trunk, back and buttocks clothing rio'::y be pulled 

back, rearrangeJ, or one item of clothing may be remove~ at 
a time. 

c. h!hen examining an older child the soda 1 \o.'orker may suggest 
a change to some item of clothing "that covers the least. 
possible amount of the child's body. 

(A possible exception to "this rule is infants. Infants can be 
observed totally naked. ~Iany times, failure to thrive can be 
detected more readily when an infant is not clothed.) 

2. Never disrobe the child in front of others except an adult 
\o.°i tness. 

3. l\ever examine "the breasts, genitals or anus. The social \ . .'orker 
is not to m'ake physical assessmen';:s in a case involving 
allegations of sexual moles~. 

4. Never force a child who is unwilling to be disrobed. 

B. Consult with your supervisor. 
b. Consider requesting assistance from law enforcement. 
c. Consider taking the child to a medical practitioner. 
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SAIN DIEGO COMMUNITY CHILD ABUSE COORDINATING COUNCIL 

CHILD FATALITY COMMITTEE 

In January 1982, a Child Fatality Committee was established by 
the San Diego Community Child Abuse Coordinating Council with 
the support and cooperation of David Stark, Coroner for the 
County. 

Representatives from the Office of the District Attorney, 
Sheriff, San Diego Police Department, Public Health, Probation, 
Social Services and U.S. Naval Hospital as well as the Coroner 
are members of the Committee. The group meets monthly and 
reviews all cases of child fatalities under age seven called 
to the attention of the Coroner's Office. Other cases may be 
reviewed upon request. The Cor0ner's Office provides a list 
of all cases for review each month and representatives provide 
information and input from their ~espective agencies. 

On a daily basis, there is an informational exchange and coordina­
tion of response and investigations as deaths occur because of the 
Committee's efforts for the past few years. 

The work of the Committee has also enhanced: 

o 

o 

o 

o 

Law enforcement response, investigation and coordination 
in suspicious cases to insure protection of siblings; 

Ability of District Attorney's Office to access all 
pertinent information and have p3diatric expertise 
available for consultation; 

Training for hospital staff at major trauma centers; 

Review of cases active or known to major protective 
systems to improve risk assessments. 
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SANTA CLARA COUNTY MULTI DISCIPLINARY 
CHILD ABUSE TEAM 

DEATH REVIEW COMMITTEE 

CRITERIA FOR REVIEW: 

All deaths of children under the age of fourteen in which one or 
more of the factors listed below are believed to be present will 
be reviewed. 

1. Drug ingestion 

2. Cause of death undetermined after coroner's investigation 

3. Head trauma (subdurals, subarachnoid, subglial) 

4. Malnutrition/neglect, including failure to thtive 

5. Bathtub drowning 

6. Suffocation/asphyxia 

7. Fractures 

8. SIDS age under one month or over seven months 

9. Blunt force trauma 

10. Homicide/child abuse/neglect 

11. Burns except where cause is clearly not abuse such as house 
fire 

12. Sexual Abuse 

13. Gunshot wound 

14. Suicide* 

In addition to the above criteria, we will review any child death 
as appropriate, if it is brought to our attention by a concerned 
professional. 

* Adolescent suicides through the age of 17 are reviewed. 

FB/jg 
8/87 
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I 
The members of the Child Fatality Committee realize that we have 

I only skimmed the surface in seeking information about the children 
who die from sudden, unexplained, accidental or non-accidental deaths 
in our community. However, the composition of our group reflects 

I professional expertise and integrity as well· as political authority. 
We seem to have been able to impact response and practice without the 
need to devise the more formal protocols. 
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We look forward to a future of continued communication, cooperation, 
and coordination to help us further understand the cause of children's 
deaths and how to prevent them. 

Elizabeth Lennon, A.C.S.W. 
Law Enforcement Liaison 
Chairperson of Committee 
6950 Levant Street 
San Diego, CA 92111 
U.S.A. 
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Appendix B 

All deaths of chialdren under the age of thirteen in which one or more of the 
factors listed below were believed to have been present were reviewed. 

1. Drug ingestion 
2. Cause of death undetermined after coroner's investigation 
3. Head trauma (subdurals, subarachnoid, subglial) 
4. Malnutrition/neglect, including fallure to thrive 
S. Bathtub drowning 
6. Suffocation/asphYIia 
7. Fractures 
8. SIDS age seven months and over 
9. Blunt force trauma 
10. Homicide/child abuse/neglect 
11. Burns eIcept where cause is clearly not abuse such as house fire 
12. Sexual abuse 
13. Gunshot wound 
14. Suicide 14 and younger lO 

This list taken from the LA Co ICAN Case Review Subcom 

13 
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Date 

W: 

County: ________________________ ___ 

Attached is the Coroner's report regarding __________________________ _ 

This child died within Santa Clara County, but was a resident of your county. I'm 

sending this report to you for your information and possible review by your Death 

Review Committee. 

FB/mnr 
fb.forms 
10/88 

Sincerely, 

Fr an Bergman, PHN 
Santa Clara County Death Review Committee 
c/o Santa Clara County Health Dept. 

Public Health Nursing Administration 
2220 Moorpark Avenue 
San Jose, CA 95128 
(408) 299-5971 
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SAN LUIS OBISPO COUNTY 

CHILD DEATH REVIEW BOARD 

The Child Death Review Board is hereby formed by the Coroner of 
San Luis Obispo county. The function of the board will be to 
provide professional expertise to the Coroner to assist in 
investigations into deaths, within the county, of persons 
eighteen years of age and younger, under particular 
circumstances. 

Upon the death of a child, eighteen years of age or under, under 
circumstances requiring the exchange of information among those 
professionals named to the board, the Coroner will provide 
information surrounding the death to each member and set a 
meeting date. Members of the board will attend the meeting 
prepared to discuss the case. The' participation of board 
members is within the investigative· process, and as such, 
information exchanged shall remain confidential. 

The board will meet quarterly to discuss matters of policy and 
on specific occasions as called upon by the Coroner. 

This board is made up of the following personnel: 

,Chairman, Edward C. Williams, Sheriff-Coroner 
San Luis Obispo County Sheriff-Coroner's Office 

Vice Chairman, Don A. Hines, Chief Deputy Coroner 
San Luis Obispo County Sheriff-Coroner's Office 

Dr. stephen Jobst, M.D., Pathologist 
Central coast Pathology, San Luis Obispo, California 

Mr. Richard Mansfield, Chief Investigator 
San Luis Obispo county District Attorney's Office 

Jane A. Kulick, R.N., Director, Child Abuse/S.A.R.T. Program 
San Luis Obispo county 

Dr. Laura Slaughter, M.D., Consulting Physician 
San Luis Obispo county S.A.R.T. Team 

Dr. Rene Bravo, Doctor of Pediatrics 
1941 Johnson Avenue, San Luis Obispo, California 

Dr. Joseph Nargie, M.D. 
1050 Las Tablas Road, Templeton, California 

Connie Langer, Social Worker III, Child Protective services 
San Luis Obispo, California 

Representative from the police agency having jurisdiction 
where death occurs. 

---I 
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Page 'Two 
Child Death Review Board 

The following death cases shall be included in the review 
process: 

1-
2. 

3. 

4. 
5. 
6. 
7. 
8. 
9. 

10. 
11. 

12. 
13. 
14. 
15. 
16. 

Drug ingestion. 
Cause of death undetermined after investigation by the 
Coroner. 
Head trauma (subdurals, subarachnoid, 
hemorrhage cases). 
Malnutrition/neglect/failure to thrive. 
All drowning accidents. 
Suffocation/asphxia. 
Fractures. 
S.LD.S. 
Blunt force trauma. 
Homicide/child abuse/neglect. 

subgaleal 

Burns, except where cause is clearly not abuse/neglect 
such as auto accidents, accidental house fires, etc. 
Sexual abuse. 
Gunshot wounds, including suicide. 
Therapeutic misadventure. 
Aspiration deaths. 
stillborn viable fetuses, if' trauma is suspected as are 
inducement factor. , " 

\ 

EDWARD C. WILLIAMS 
Sheriff-Coroner 
San Luis Obispo County 

J 
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HALL OF JUSTICE 

INTRODUCTION 

INTERAGENCY CHILD DEATH TEAM 
(Protoco I Draft) 

It is the mission of the Interagency Child Death Team to prevent 
child deaths by collecting and analyzing data and utilizing this 
information to formulate appropriate action. The purpose of this 
team is: 

1. To provide a prompt, planned, coordinated interagency, 
multidisciplinary response to child fatality reports. 

2. To provide a multiagency forum for systematic 
management and review of previous interventions. 

case 

3. To increase the number of interventions on behalf of surviving 
5 ibl ings . 

4. To increase the identification of acts that necessitate prosecution. 

The interagency Child Death Team shall consist of representative 
from: 

1) Coroner 
2) District Attorney 
3) Child Welfare 
4) Public Health 
5) Law Enforcement 
6) Various Medical Facilities 
7) Child Abuse Prevention Council 
8) Child Advocate Specialists (By Invitation) 

Because of the sensitivity of the material to be discussed 
Confidentiality Shall Be Maintained (Penal Code 11167.5), 

The Interagency Child Death Team selects those 
of any child death under age 18 years or which 
problems as to the cause of death. 

cases 
pose 

for revie'w'J 
particular 

A suspicious child death for purposes of the protocol is one in 
which one or more of the following factors are present: 

1. Homicide 
2. Accident 
3. Suicide 
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4 . Undetermi n~?d 
5. Drowning/Bathtubs, etc. 
6. Ingestion/Drug Use/Poisoning 
7. Suffocation/Asphyxia 
8. Trauma (Head Trauma, Blunt Force, Fractures 
9. Burns (Fires, Scalding, Electrical, Chemical) 
10. Gunshot Wound 
11. Sexual Abuse 
12. Malnutrition/Neglect/Failure To Thrive/Child Abuse 
13. Sudden Infant Death Syndrome 

Other Reasons for suspicion: 

14. Prior involvement of various agencies 
15. Officer's observations/suspicions 
16. Caregiver's and health care provider's concerns 
17. Family responses and concerns 
18. Concerned public 

The protocol is as follows: 

1. When a suspicious death (as defined above) comes to the 
attention of the Coroner's office, the Coroner or Coroner's 
Investigator notifies the Program Manager of Child Welfare 
Services and/or the Supervisor of Children's Protective Services 
along with the appropriate law enforcement agency. 

2. The Program Manager of Child Welfare refers the case to the 
CPS Supervisor for follow up. He/She arranges to get information 
on prior CPS referrals and information regarding other agencies 
that are involved with the case. He arranges to have the records 
available for the appropriate representatives of Law Enforcement. 

3. The Law Enforcement Investigator and CPS should discuss the 
most appropriate way to carry out the investigation. The major 
consideration is that the investigation not be impeded in any 
way. 

the results 
a written 

If the 
and CPS 

4. Law Enforcement provides the Coroner and CPS with 
of its investigation, v~rbally and in the form of 
report, upon completion of the investigation. 
investigation is lengthy, he/she will keep the Coroner 
apprised of progress during the process. 

5. The Coroner's Office obtains verbal and written reports from 
all appropriate persons and agencies having contact with the 
child and family, especially the child's doctor, public health, 
and CPS. (These reports usually refer to contacts made prior to 
the child death. They ordinarily do not refer to contacts made 
during the investigation unless pertinent information is 
rev(~aled. ) 

~~-~-~ I 
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Interagency Child Death Team 
Pag,,,, 3 

G. Any agency having concern about a case may bring it to the 
ICDT for n'!view. 

7. The committee reviews the autopsy, and the various medical, 
law enfo~cement, and CPS reports. During or following this 
meeting any of the agencies may decide to proceed unilaterally or 
in concert with another agency to do further follow-up on the 
case within the agency's appropriate role and function, taking 
care not to interfere with any other agency's investigation or 
assessment. 

This follow up may consists of: Ca) further investigation 
by Law Enforcement, (b) further investigation by CPS for the 
purpose of considering dependency action on siblings, (c) further 
consultation with specialist, and (d) referral to the District 
Attorney's Office. 

8. Appropriate action will be taken by the above agencies, with 
good coordination of all efforts to prosecute the offender(s) and 
to provide protection for siblings. 

9. The 
ther E~ 
time. 

team, after review of all reports, may determine 
does not appear to be reason for further action at 

10. All agencies involved with the case will forward their 
reports to CPS for retention in case of future incidents. 
shall serve as the "databank" for all cases r-:?viewed by the 
as they maintain files on children in Solano County.) 

that 
this 

final 
( CPS 
IeDT 

11. The Interagency Child Death Team should review its 
performance at the close of a case to evaluate its ability to 
more thoughtfully serve the next case. 

The mission of the Interagency Child Death Team is to prevent 
Child Deaths by collecting and analyzing data and utilizing this 
information to formulate appropriate action, including 
legislation, to prevent future child death and the repetition of 
death in a family. It is our hope that by combining efforts, the 
agencies of Solano County that serve and protect children and the 
public, can better address the needs of our children. 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

I 

OFFICE OF 

SHERIFF/CORONER YOW COUNl'Y 

lUJropsy PRO'JXXX)L 
CHILD ABlISE 

The following guidelines are designed to help the pathologist in his examination 
of newborns, infants, young children and adolescents who are the victims or who 
are suspected to be the victims of child abuse or neglect. This includes all cases 
falling within criteria in the list. The approach to a case can be conveniently 
divided into three phases: 

1. Pre-Autopsy (gathering of information and collection data) 

2. Autopsy itself 

3. Post-Autopsy (analysis of the findings and interpretation of the data) 

PRE-AIJIDPSY: 

A~ Investigation - The case should be assigned to an experienced investigator 

1. Coroner's Investigation 

a. Check list for Coroner's Investigator added as appendix. 

b. General Information: 

- Identification of Victim (Identified by Whom:) - Name, Age, Sex. 

- Home Address, Place of Death, etc. 

- Pronounced Dead - By Whom, Where, When: 

- Found Dead - By Whom, Where, When: 

- Last Seen Alive - By Whan, Where, When: 

1 
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c. Family Background: 

- Parents' marital status (married, single, divorced, etc.) 

- Mother 

- Father 

- Babysitter 

- Guardian 

- Foster Parent 

- Mother's Boyfriends 

- Father's Girlfriends 

- Siblings - Number, Age, Sex, Medical Condition 

d. Medical Background: 
", 

- Physicians Names - Where 

- Growth and Development (height and weight - at birth and currently) 

- Medical Illnesses 

- Previous Injuries 

- Previous Hospitalizations 

- Maternity History (Prematurity, Unattended Birth, etc.) 

2. Police Investigation 

3. Social Services Records 

4. Hospital Records: 

a. Recent Injuries 
b. Old Injuries 
c. Disease 

5. Attending Physician Staterrent 

6. Witness Statements 

7. Chronology of events leading to death (Narrative Description) 

2 
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B. Processing Body at Scene 

1. Photographs 

2. Diagram of Scene Showing Original Position of Body 

3. Description of Scene 

a. Type of Residence 
b. Cleanliness 
c. Sanitation 
d. Lighting 
e. Heating 
f. State of Kitchen 
g. State of Bathroom 
h. Safety Hazards 
i. Evidence of Rodents 
j. Evid~~ce of Insects 
k. Evidence of Alcoholism 
1. Evidence of Drug Abuse 
m. Food - How rruch, appropriateness 

4. Description of Position of Body (Original position as well as position 
at t~e of investigation.) 

5. Description of Clothing 

a. Appropriateness 
b. Cleanliness 
c. Changed after Death 

6. Investigator's Description of Body - Presence of Wounds, Blood, Vomitus, 
Urine, Feces, Other Body Fluids. 

7. Collection of Evidence at Scene Where Applicable 

8. Transportation of Body to Coroner's Facility 

- Body shall be property identified and labeled. 

Evidence property packaged and labeled. The body is evidence and shall 
be treated as such. The chain of custody shall be maintained. 

3 
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C. Processing Hospital Deaths: 

1. All rredical devices and appliances should remain in the body and not be 
removed or disassembled prior to the arrival of the Coroner. 

2. Hospital chart shall, wherever possible, be obtained at this tirre. 

3. Transportation of body as above. 

D. Examination of Body at Coroner's Facility: 

1. Photograph body both front and back, as is, without disturbing anything. 

2. Collection of Evidence: 

- Hair 
- Fingernails 
- Trace Evidence 

.... 
3. Undress - Properly dry and package clothing 

4. Bite Mark Evidence - To be collected by Dentist 

5. Sexual Assault Evidence - When applicable. 

6. Clean body 

7. Re-photograph, both front and back with close-up photographs of each wound 

8. Total body x-ray - Film to be read by Radiologist when applicable. 

AIJroPSY: 

The case should be assigned to an experienced pathologist 

A~ External Description: 

1. Record height, weight, head circumference and chest circumference 

2. Note stage of development; is it consistent with child's age? 

3. Note state of nutrition 

4 
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4. Note care of skin, cleanliness, rashe~, etc. 

5. Examine hair, eyes, ears and all orifices 
", 

6. Note state of rigor mortis, livor mortis, temperature and estimate time 
of death when applicable 

7. Note fractures usable for identification 

8. Note congenital anomalies, deformities, etc. 

9. Note scars, marks, tattoos, etc. 

B. Evidence of Medical Tratrrent: 

1. Needle marks and I. V. I S 

2. Dressings 
3. Nasogastric and Endotracheo Tubes 
4 • Ca theters 
5. Cavi ty Tubes 
6. Surgical Wounds and Scars 

C. Evidence of Injury: 

1. All injuries shall be diagramned and photographed. 

2. Each wound shall be identified, mznbered and described in a separate 
photograph. 

3. Each would shall be located by rreasuring its distance from the top of the 
head and to the right or left of the midline. 

4. Size, shape and depth of the wound shall be recorded. 

5. Wound sr~ll be described ffi1d identified as an abrasion, contusion, laceration, 
incised wound, stab wound, penetrating wound, gunshot wound, etc. 

6. Descriptive features relative to the age of the wound shall be noted when 
applicable. 

7. \vnere in doubt as to the nature of a mark, it shall be carefully incised and 
examined again as well as photographed. 

8. Make microscopic section of wound for further differentiation. 

5 
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~ Wound patterns corrn~nly seen in Child Abuse: 

1. Hair - bald patches often rrean that hair has been pulled out at the 
roots 

2. Eyes - contusions of the eyelids, conjunctivae, sclerae, globe, retina, 
etc. 

3. Ears - cauliflower-like lesions from pinching 

4. Mouth - torn frenulum of lips and tongue 

5. Face - a. 
b. 

Abrasions from repeated slappings 
Gag marks 

6. Shoulders - hand marks from shaking child 

7. Neck - asphyxial wounds 

8. Ankles and Wrists - look for ties and restraints 

9. Patterned abrasiO!ls and bruises, particularly of the buttocks, thighs 
and back, from belts, straps, etc. 

10. Burns 

11. Extremities - Examine for deformities, old and recent fractures 

12. Genital and perianal injury 

E. Internal Examination: Torso 

1. All internal wounds shall be photographed and diagrammed 

2. Body cavaties checked for blood, fluid, purulent material, bowel content 

3. Organs - shall be examined in situ for evidence of injury, deformities, 
congenital anomalies, etc. 

6 
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4. Speci.rren Collection: 

a. Blood for Toxicology g. Brain 
b. Blood for Serology h. Fat 
c. Urine", i. Viteous 
d. Bile j. Liver 
e. Gastric k. KidI1ey 
f. Intestinal Content 

5. Chest Cavity and Ribs - Check for recent and old fractures 

6. Heart - Weight, measurerrents, injuries, congenital anomalies, etc. 

7. Lungs - Weight, pneumonia, etc. 

8. Mediastinal Contents, Weigh th:i'TIlus. Obtain Histologic section 

9. Liver and Gallbladder - Weight of liver, lacerations 

10. Spleen - Weight of Spleen, lacerations 

11. Pancreas 

12. Gastrointestinal Tract - Note gastric and bowel content particularly 
in neglect cases. 

13. Adrenal 

14. Kidneys and Urinary Tract - Weight of Kidneys 

15. Internal genitalia 

16. Rermve any remaining tissue and examine pelvis and spinal column 

F~ Internal Examination: Head 

1 . Galea - for herrorrhage 
2. Skull - for fractlJres 
3. Dura - for herrorrhage 

7 
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4 . Arachnoid, - for herrorrhage 
5. Brain - for injuries, state of development, congenital anomalies 

Brain preserved in formaldehyde for further neuropathological studies 
where appropriate. 

G.. Internal Examination: Neck 
" 

1. The neck shall be carefully dissected by the pathologist in all cases of 
suspected asphyxia 

2. Soft tissues, muscle and thYroid gland dissected layerwise 

3. ~1X and trachea dissected free and examined 

4. Cervical spine examined 

H.. Spinal Cord removed and examined where applicable 

I.. Newborns: 

1. Umbilical cord and placenta should be examined if available 

2. Gestational age should be determined 

II 3. Determine if death occurred intrauterine, at birth or neonatally 

I J. Hicroscopic: 

1. Routine tissues 

I 2. Wounds 
3. Subdural hematomas 

I K.. Other studies where applicable: 

I 
I 
I 
I 
I 

1. Bacteriology 
2. Serology 
3. Herroglobin Electrophoresis 
4 • Toxicology 

POST AUTOPSY ANALYSIS: 

A.. Heeting between Pathologist, Investigator, District Attorney, etc. Ideally 
they should all be present at the autopsy. 

8 
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B... Cetennine Cause of Ceath 

C~ Cetermine Manner of Death 

~ Prepare autopsy report 

E~ Further proceedings when applicable 

I 

9 
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c. Processing Hospital Deaths: 

1. All medical devices and applianges should remain in the body and 
not be removed or disassembled prior to the arrival of the 
Coroner. 

2. Hospital chart shall, wherever J;X)ssible, be obtained at this 
time. 

3. Transportation of body as above. 

D. Examination of Body at Medical Examiner's Qffi~e: 

1. Photograph body both front and back, as is, without disturbing 
anything 

2. Collection of Evidence: 

Hair 
Fingernails 
Trace Evidence 

3 • Undress - Properly dry and package clothing 

4. Bite Mark Evidence - To be collected by Dentist 

5. Sexual Assault Evidence - Wnen applicable. 

6 • Clean body 

7. Re-photograph, both front and back with close-up photographs of 
each wound 

8. Total body x-ray - Film to be read by Radiologist when 
applicable. 

AUlQPSY: 

The case should be assigned to an experienced pathologist 

A. External Description: 

1. Record height, weight, head circumference and chest 
circumference 

2. 

3. 

Note stage of developnent; is it consistent with child's age? 

Note state of nutrition 

53 




