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I.  Executive Summary

Introduction

The Institute for Law and Policy Planning (ILPP) was awarded Phase 1 of a three year,
three phase California Department of Justice project concerning the impact of child death
teams on identification, prosccution and prevention of child homicides. The [irst phase
was a study geared to assessing the institutional response 1o child death investigation and
developing an understanding ol the investigative procedurcs now ir use throughout the
State, both in counties with interagency child death review tcams and in those without such
tcams. The study was accomplished through telephone contact, personal interviews and

extensive information collection via questionnaires submitted to cach of the 58 California
countics.

This final Phasc I report is based on information gathered [rom 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 Teams

Review teams typically are made up of representatives {rom some or all of the following
agencies: coroner, law enforcement, public health, mental health, child protective services,
district atorney, probation and local hospitals. Tcams meel al regular intervals to discuss
cases selected for review (typically those deaths reported o the coroner). Prior to meeting,
agency representatives check their files for prior contact with either the child or members of
the child's family. In reviewing agency liles logether, the tcam discusses the death using
whaltever reports are available from the coroner and law enlorcement, 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 1o one or more agencies for further inquiry, investigation or prosccution, or to lake
some other action designed to prevent similar injuries or deaths (for instance, installing
"speed bumps" around a playground where a number of fatal motor vehicle injurics have
occurred).

Assessing the Impact of Interagency Child Death Review

Bascd on study of systems now in place for the investigation and review ol child deaths,
Consultants found that the interagency review process can be effective in increasing the rate
ol identification of suspicious child deaths as homicide.

In purely statistical terms, however, it is ditlicult to quantify the impact of interagency
review in terms of increases in the number of child fatalities identificd as homicide duc to
tcam operation. This is primarily due to the absence of a uniform database; most counlics
do not collect dala regarding child deaths, whether accidental, homicide or due to natural
causes. Even in counties with intcragency review teams, data is not collected in a
systematic fashion.

ILPP/DOL.CD/Final Report/8.89 Iixce.Sum., Page |
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The issue of team impact on prosccution of child homicides is similarly difficult {o
quantily. Undoubtedly, the identification of questionable child deaths as possible homicide
increases the likelihood of prosecution of the responsible partics. However, prosecution in
these cases remains problematic for a number of reasons.

One reason is the frequent lack of cvidence; child murders typically take place without
witnesses; without confession or overwhelming physical evidence, conviction is ofien
uncertain. There are other grey arcas in the law as well; in the casc of prenatal drug use,
prosccution of mothers whose heavy drug ingestion undoubiedly contributed to fetal
demise or SIDS death, prosecution may hinge on whether or not the mother knew her drug
use might kill her unborn baby--and prior knowledge may be difficult to assess or prove in
courl. 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 responsc to child homicide.

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

Study Mcthodology

Study began with telephone contact with the coroner of cach county, to identily the
Department of Justice project and elicit cooperation in completing an in-depth questionnaire
regarding that county's child ueath investigation procedures. In many instances,
particularly in thosc countics without child death review tcams, the coroner or
sheriff/coroner completed the questionnaire; in other instances, the best 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 procedurcs; the third section was designed for countics with
interagency teams in place, and collected information on tcam membership, operation,
problems and impact. The counties without tcams were sent the first and second sections,
those with teams were sent the first and third sections, and those in the process of forming
tcamns were sent all three sections. Despite persistent follow-up, consultants received only
46 responses o 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 Malco and Santa Clara child death
revicw teams. Particular attention was given to the different needs and experiences of
small, rural or remote countics, as opposed to large, urban countics.
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Seventeen California counties have instituted some lorm of interagency child death review,
and seven are in the process of implementing a review process. The remaining 34 counlics
do not have interagency teams in place. However, Consullants discovered that in those
counties without a formal review process, inlormal networks ol communication and
coordination are ofien in place between the various law enforcement and human service
agencies, [or the same purpose as the more formal connections in place in other counties--
the identification of child homicides brought about by abuse or neglecl.

Consullants found that child death investigation tcams 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 of
urbanization. Each county, and the stale 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.
Burcau of the Census. These groupings arc shown in Scction VI, Statistical Analyscs.
The three rankings were averaged to give the composile index. Approximate ranges were
shown, bul since the index is a combination of the three characteristics a few of the
countics in cach 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 abuse rather
than apparcntly natural or uncxplained causcs. 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 1o the questionnaire. The latter would involve cither
looking at individual counties before and after the formation of the team, or comparing the
statistics provided by similar counties with and without the tcams; these statistics are shown
in Section VI, Statistical Analyscs, Tablc 6.

When the data was received, however, it was apparenl that ncither of these statistical
approaches would be 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
comparisons can be made of those counties with teams that kept statistics before and after
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[ormation of teams; shown below are the individual and summary statistics for these
countics.]

Investigation of Child Dcaths
Before and After Tcam Establishment

Reported Deaths Percent Investigated
County Before Aller Before Alter
Yolo 28 4 27% 33%
San Luis Obispo 21 6 24% 50%
Solano 151 80 13% 18%
Montcrey 89 25 30% 38%
Kern 279 253 26% 34%
TOTAL 568 367 23% 31%

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

Findings and Rccommendations

Consultants found that, in countics that have implemented interagency child death review,
the process has worked. As might be expecled, the greatest benelit of the team approach
was heightened cooperation, coordination and communication between agencies and
individuals responsible for investigalion ol child fatalitics. Participants agreed that the
interagency approach was an improvement; for the reasons noted above, tcams 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 countics without teams, the
resistance is not direcled toward the basic concept of communication and coordination
between agencics, but rather toward mandaled systems and procedures 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 countics that 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 idca.

However, the manner in which the protocols are cast will have a great impact on the
willingness of counties to implement the procedures. Of particular signilicance will be
promoting the perception that protocols will "make life easicr” for those counties that do not
have interagency teams, as they will provide a "blucprint” for investigating the relatively
rarc occurrence of child deaths in such counties. Another vital message that should be
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centained in the protocols is that institution and adherence to set child death investigation
procedures will protect countics, agencies and responsible individuals from civil liability
(i.c., claims ol mishandled, incomplete or otherwise defeclive investigations).

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

1For the three which have had teams for a fraction of a year, the data were allocated and the
numbers rounded off,
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II. Introduction

The Problem

California has 600 cases ol suspicious child dcaths annually, most involving children under
age four, and half under the age of one. Reported cases of nonaccidental child deaths
nationally have risen dramatically sincc 1980. As media coverage has treated individual
cases, public awarcness of the tragedy of these deaths has deepened, 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 abuse 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 phase of which
is the subject of this report, was designed to alleviate this complex problem in three phases:

1. Collection of data relating to child death investigation procedures in countics
with and without formal child death investigation syslems; organization of
an advisory commillee; preparation of a report describing existing child
death investigation practices and the roles of various agencies involved in
child death investigations; and preparation of a directory of those individuals
and agencics responsible for child death investigation in each county;

2. Development of written protocols for interagency child death investigation;
and
3. Training ol individuals and agencices throughoul the State in the use ol these

protocols.

The objective of the program is to develop protocols for urban and rural county interagency
child death investigation tcams which, when implemented, will increase identification of
child deaths as homicide due to abusc or neglect, increase proseculion and conviction of
child killers, increase social service intervention on behalf ol surviving siblings and family
members, improve institutional response to families at risk of serious child abuse or neglect
before a death occurs, and improve overall institutional ability to protect children at risk by
improving the linkages between the different agencies (police, social services, coroncr,
heaith, etc.). '

The Importance of Interagency Child Death Review Tcams

The importance of establishing inlcragency tcams for investigating child deaths must be
emphasized. Abusive behavior leading to child death is frequently concealed or disguised
by the abusers or overlooked by investigative agencies, particularly if the family does not
fit agency or law cenforcement profiles of "typical abusers." The literature on child abuse
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often [linds that agencies acting in isolation fail to perceive or follow up on deaths which
may have resulted from child abusc or neglect. For example:

. Law enforcement personncl may not have prompt access to social service or
public heaith 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, altempting to resuscitale an
already expired child for the benelit of family or witnesses;

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

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

. Even with the advent of the 1981 mandated reporting law, confidentiality
considerations coatinue (o interfere with information exchange, Resistance
lo sharing information as approved by AB 4585 may occur beccause
agencies are not thoroughly familiar with the law, have their own conflicting
procedures, or are uncertain about when to get involved;

. There is a bias in favor of parcents over children which permits parents 1o
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 sume vein, law cnforcement agencies may fail to see the need for
dilferentiating between the investigation of child deaths and those of adults.

AB 4585

Interagency teams can sensitize cach of their member disciplines to the perspectives and
obscrvations of other participants, and therchy strengthen the approach of the entire tcam.
Governor Deukmejian, while California Attorney General, recognized this in his "Child
Abusc Prevention Handbook" (1982), in which he stated: ‘

The most thorough, consistent, and effective strategics to

report, treat and prevent child abuse employ the cooperative

application of expertise [rom 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 cxamine such cases.
AB 4585, the inspiration for this program, authorizes the California counties lo cstablish
such interagency teams and requircs the development of a protocol to facilitate the operation
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of such teams. The bill represents the Legislature's response (o the Attorney General's
recommendations.

To summarize, the indicators of child abuse arc often hidden, and what is known about a
particular case may exist only as {ragmented bits of information among several agencics
unconnecled by any uniform reporting system. Characlerization of those [actors which
may lead to fatal abuse, and retrospeclive identification of abusc as a primary cause of death
arc important topics for rescarch which have been proposed, but which lic outside the
scope of the present study. What does scem clear is thal a uniform statewide system of
multidisciplinary review teams will be better able lo provide the answers to those questions
than individual county law enlorcement or social service agencies acting alone and in their
Own unique ways.

A number of states have developed improved systems [or identifying and prosccuting child
murders. Oregon has a statewide network in place; Illinois has developed a sophisticated
protocol for medical examiners; New York has studicd cases with previous child protective
service records; South Carolina, Louisiana, Florida, Colorado and Texas cach have
instiluted programs and procedures which have resulted in on-going system change.  Many
other states have protocols for case management within the social service syslem. 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 nctwork.3

Within California, most of the large countics have some [orm of child death review

committee in place.* Well over 20 million people in California live in counlies with such an

interagency child death revicw process in place. A northern and southern California

coalition ol review leams meets regularly, bringing countics together to share information,

%robflcms and idcas. Statewide agencics and associations help connect services throughout
alifornia.

Conspicuously absent {rom the list of counties with teams arc most of the small rural
counties. The counties which do have review tcams have cestablished 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 construcled tcams found in urban arcas, yet
manage o pair law enforcement and child protective workers to provide some measure of
interdisciplinary communication and coordination. In [act, several small county sheriffs
claim that information [lows more frecly, with fewer burcaucratic impediments, than in
larger jurisdictions with formal communication systems.

If all the counties had review committces and gathered and evaluated information in the
same way, it would provide a solid basis from which to develop rescarch results and would
allow for more cffective idenlification, prosecution and prevention of child homicides.
This, however, may not be [casible. Small countics are often fiscally limited, and do not
have access {o the breadth and sophistication of expert advice available in Los Angeles or
the San Francisco Bay Arca. Compromisc solulions may be nccessary. However,
importation of experts may not be nccessary, particularly as the tcams tend to create their
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own breadth and sophistication by exposing the parlicipating agencies and individuals to
cach other's professional perspeclives and expertise.

Although such compromises are more properly part ol Phase 1l--the development of the
writlen protocols--they should be mentioned here as guidelines to the present work.
Possible variants of the large-county models might be multi-county review boards, expert
stall on loan from large counties, or review committees reduced in scope from those of the
larger counties. Outside [(inancial sources may be needed if experts not on local
government payrolls are to be employed. Again, this too may nol be necessary; as
interagency teams draw upon the local talent of their own communitics, many may find the
financial and personnel resources required.

The Dcpartment of Justice Study:
Decvelopment of Interagency Child Death Protocols

The primary goal of this phase of the Dcpartment of Justice study was o identify the
methods now used throughout California to investigate child deaths.  This was
accomplished initially by contacting the primary agencics involved in such work, typically
the coroner or sheritf/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
intcragency, multidisciplinary team approach.

The key questions to be addressed were: "What impact, if any, has interagency review had
on the rate of identification, prosccution and prevention of child homicides in those
counties with teams? How does that rate compare with the same rate in countics without
tcams? Which countics have interagency teams in place, and which do no(? Whal are the
differences, if any, between child death investigative procedures in large urban countics
without teams and those in smaller, rural counlies? What are the differences, if any,
between child death investigative procedures in large urban counties with tecams, and those
in smaller, rural countics? 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
submitted to Los Angcles County Department of Heallh 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; sce Section VI, Statistical Analyses, Tables 7 and 8.
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III. Findings and Recommendations

Based on exiensive collection and analysis of information {rom the agencics and individuals
working with child fatalities in California, Consultants offer the following findings and
recommendations.

The Department of Justice should go [orward with Phase 11, devclopment of writien
protocols for interagency child death investigation and review, and Phasc 11, training of
appropriate agencies and individuals in the application of the protocols. Consultants found
wide support for development of written intcragency child death investigation protocols.
This supporl was strong in counties with interagency teams, but perhaps cven more
significantly, this support was also strong in counties withoul inlcragency teams in place.’

To assist in its formulation of writlen 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 ficlds of law enforcement, pathology, social services,
pediatric medicine and psychiatry. With its diversily of professional perspectives and
representation from small rural counties, large urban countics, as well as those with tcams
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 by 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 Phasc I of the project, and
with Northern California and Southern California child death review coalition groups.
Another option would be publication and distribution of a Department newsletter,
addressing the issucs relevant to child death investigation, publicizing the "viclories" 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 [rom the countics--both those with and without interagency (cams--as well as
the Advisory Board, the Department of Justice should develop written protocols that are
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 Countics.  Countics
responding to the questionnaire repeatedly voiced their preference [or protocols that were
availablc as flexible guidelines rathier than legal mandates. Proportionally speaking, this
staled prelerence was actually stronger in countics with tecams than it was in counties
without teams.

Development of mandated interagency protocols will undoubtedly provoke resistance in
many ol the smaller, rural countics. Ironically, these same counties expressed significant
approval both for written protocols and for the basic concept of interagency coordination
and communication. Moreover, many countics without [ormal interagency teams in place
reported well-established informal networks between agencics 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 willingucss of
agencies and individuals to voluntarily follow essentially identical procedures by issuing
the protocols as mandates rather than guidelines, to the possible detriment of the children it
seeks to protect.

The Departmentof Justice should utilize the findings and observations found in this Final
Report in crafling its written protocols. Particular atiention should be paid to the problems
cncounlered in the course of study, as well as those mentioned by respondents o the
questionnaire. For instance, one ol the major problems encounlered in assessing the
statistical impact of inleragency 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
identilicalion and prosecution of child homicide. Developing this proof will rely heavily on
the collection of standardized and uniform child fatality statistics. Consullants recommend
that the Department of Justice assist countics in devising standard procedures for collection
of child fatality data.

Another problem frequently mentioned in questionnaire responses was the reluctance 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 countics 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
confidentialily led to the publication of a highly critical newspaper account which
chronicled the failures of several agencies (o prolect a child who ultimately died ol abuse.
The release of this story created a crisis ol faith within the team and within participating
agencies and ultimately jeopardized the cnlire inleragency death review process in that
county. Consultants recommend that the protocols suggest cach 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 fuce in instituting interagency child death investigation
protocols. There is a perception among countics without tcams--particularly small, rural
counties--that the teams will be a burden rather than a benefit (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
cmphasize the beneficial, protective aspects of following protocols and practicing
interagency coordination.

For instance, the Department can allude fo 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, but
nonctheless has an interagency review team which meets monthly. It does so because
communicalion and coordination arc at a premium in Plumas County, because the monthly
meetings give parlicipants an opportunily 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 availabilily of standard, wrilten guidelincs will provide a "roadmap” for investigation
and review. Tt 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 sherifl 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 counly in 25 years, it is also possible (hat, without training or systems for identilying
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 [or investigating, prolecting
or serving the public. These lawsuits have successfully won claims based on arguments of
failure to follow standard agency procedures and policies.8  Countics may afford
themselves some measurce of legal protection against such coslly 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 agencics, 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 inleragency 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 inicragency teams by
advocating additional funding for the appropriale agencics. Many of the responsible
agencies in small, rural counties and even moderate-sized countics 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 agencics in various counties, for instance,
lo 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, clc.

In its formulation of protocols, the Department should emphasize the bencefits of
intcragency child death review. Consultants found that countics with interagency child
death review teams investigaled a higher percentage of deaths after formalion of the team.
The difference is not large, but it is stalistically significant, suggesting that the
establishment of the teams facilitated the investigative process. Participants agreed that the
intcragency 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.? 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," the agencics and individuals actually
applying the concept of inferagency 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 lor investigation of child falalities. A partial
listing can be found in Appendix 1; this listing includes only those responding counlics
with intcragency child death review tcams in place. The complete directory, to be
published by October 1, 1989, should be indexed alphabetically by county and identify
assigned individuals by name, tille, agency, address and tclephone number. Such a
dircctory would be of enormous benelit to the Department in responding (o inquirics, as
well as for individuals and agencies working in the area of child death investigation and
review in locating their counterparts in other counlties, oblaining advice on problems
encounicred in particular cases, sharing information regarding suspected abusers who have
rclocated to another county or jurisdiction, elc.

The Department of Justice should release onc copy of this Final Report to each county. !0
There would be several benefits to dissemination of the Report. First, distribution would
give the counties the opportunity to share their reaction {o the Report with the Department
and perhaps expand on Consultanis' analysis. Also, complction ol the questionnaire
required the voluntary investment of many hours by individuals and agencies throughout
the state;}! in return, many specilically requested a copy of the Final Report when it was
completed. In addition to rewarding the efforts ol those who participated, distribution of
the Report would provide countics with additional insights into the logistics of interagency
child death review, revealing both the benelits and problems of the interagency approach,
as well as fully articulating, perhaps for the first time, the true goals and objectives of
interagency review--improving the delivery of service, enhancing communication and
cooperation between individuals and agencics and, most importantly, protecting children.

The Department should go [orward with Phase Il of the subject project, supplying training
of appropriate individuals and agencics in application of the protocols developed in Phase
II. Consultants found that the majority of responding counties regarded (raining of the
various disciplines in identification of child homicides due to abuse 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. Consullants also found substantial
agrecement among responding countics as to who most needs training, particularly "first
responders” and emergency room personnel.  Throughout their responses (o the
qucstionnaire and in a variety of different conlexls, the counties repeatedly expressed their
belicl in the importance of training. Many county respondents pointed out that improving
the institutional response to child fatality would have little chance of success withoul
training and on-going education in identification of child abuse and neglect.

In many respects, Consultants believe that the training component of the Department of
Justice project is the most crucial. While Phase 11l nccessarily 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, cach of the responsible agencics needs "cross-training”
in the disciplines and perspectives of the others: Paramcdics and "first-responders” need
the input of law enforcement and prosecutors to understand the mechanics ol evidence
preservation and the legal requirements of the courts in bringing child murderers to justice.
Doctors and emergency rocom personnel nced to work with child protective agencies and
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pediatric specialists to learn o 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 familics so often brings them into the "front lines" of the war against
child homicide.

As one respondent so succinctly put it, however carefully they are drafled 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.

3See Section VII, Questionnaire Responses and In-Depth Interviews.
6See Section 1V, Advisory Board Nominces.

7See Scction VII, Statistical Analyses.

8Sce Tolleson vs. City of West Covina. In March of 1980, plainti{l’s 10 year old son was
kidnapped and held for ransom. Plainliff 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 {raining in handling such cases, that
their investigation was negligent and the legal causc of the boy's death. Using a phrase
found often in such cases, plaintitl claimed there was a "special relationship” between the
police and the plaintiff, and that the plaintif{ had reasonably rclied on the defendants to act
responsibly. The jury found for the plainti{f and awarded over §5,000,000--five times the
amount demanded by plaintiff in his complaint.

Sec also Estate of Bailey v. County of New York, 1985. Relatives of a {ive year old girl
living with her mother and the mother's boylriend found evidence ol child abuse and
reported it to a telephone hotline and the police. The next day, a county youth services
agency took temporary custody of the girl, but the following day rcturned the child to her
mother without adequatcly investigating the possibility of {urther abusc by thec mother and
boyfricnd. A month later the child was dead. The father filed suit on behall of the child's
cstate, and the county was held liable for the child's subscequent 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 issucd the protective
order but also granted the [ather weckend visitation rights. Prior to the incident, the mother
sought assistance {rom officers at the local police department, who knew of the father'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 wait." An officer familiar with the father'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 disabilitics. The father was convicted and sentenced for atiempted
murder. The mother suced the City of New York [or negligent failure of the police to

rovide reasonable protection; the jury awarded the child $3,000,000 in damages and
540,000 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 crcated 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 court 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); DcLong v. County of Eric, 1983 (decath of a houscwife
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
torturcd) and Chambers-Castanes v. King County, 1983 (showing the importance of the
victim's reliance on police assurances that "help is on the way; the cruisers have been
dispatched"). According to Tom, these cases disclosc "a relaxation of the judicially
constructed impediments o recovery for harm caused by negligent failure of the police to
prevent crime. The mechanism of enlarged recovery is @ modest but steady cxpansion 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 for failing to act on numerous
complaints of violence committed against her by 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 boyfricnd, 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 suils 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 abused and psychologically damaged as a result of federal and
state violations relating (o the placement and monitoring of the children; and Mamo v. State
of Arizona, 1981, a $1 million jury verdict against the state for the wronglul death ol 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 liability for ncgligent failure to report
conspicuous cvidence of child abuse, resulting in the child being returned to the olfending
parents who inflicted additional abuse).

These cases stand for the theory that individuals can suc governmental authorities for
failing to do their jobs, in particular, for failing to protect children from physical and scxual
abuse. Several deal with dead children (Tolleson, Bailey, Mamo), whose [amilics sued the
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agencics responsible for protection or investigation. Clearly these cases speak to a trend
toward survivors suing on behalf of deceased childien for the failures ol various
individuals and agencies charged with their protection. This trend will extend further and
further into child death investigations, as a result of studies such as this one and the
development ol 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 able o
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 agencics.

10[n 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 direcied to
that respondent; in those counties that did not respond (o the questionnaire; the Report
might be submitted to the County Coroner, as the coroner is an essential component in any
child death review structure.

11Sce Credits and Acknowledgements for a complete listing.
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IV. Advisory Board Nominees

In addition to studying practices and procedures for child death investigation, Consultants
werc asked to organize an Advisory Board to assist the Department of Justice in developing
wrilten child death investigation protocols, Phase 11 of the subject project. The Advisory
Board should reflect in its makeup the professional diversity ol the interagency child death
review teams and include members {rom law enforcement, social services, coroner,
pathology, district attorney, public nursing, pediatric medicine and psychiatry, experts in
the ficld 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 tcams in place.

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

Law Enforcemcnt Coroner,  Sheriff/Coroner

Sgt. Rod Decrona

Plumas Co. Sheriff'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 Atftorney

Harry M. Elias, Esq.

Deputy District Attorney

Chicf, Child Abusc Division

San Diego County District Attorney
220 W. Broadway

(619) 531-4300

Helen Frankel, R.N., P.H.N.
Kern County Coroner's Office
1832 Flower Strect
Bakersficld CA 93305

(805) 861-2606

Dr. Boyd Stephens

San Francisco Coroner's Office
850 Bryant Street

San Francisco CA 94103

(415) 553-1694

Childrer's Advocacy

Pat Osborne

ExcculiveDirector

Santa Clara Co. Child Advocacy Council
460 California Avenue, Suitc 13

Palo Alto CA 94306

(415) 327-8120
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Dcpartment of

Social Services Special Consultant
Michacl Hancock Dr. Michacl Durfee

Speccial Investigator Medical Coordinator
Children's Services Dept. ol Health Services
Dept. of Social Scrvices Los Angcles County

San Francisco County 313 N. Figucroa, Room 227
San Francisco CA 94103 Los Angeles CA 90012
(415) 557-6021 (213) 974-8146

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
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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 agencics participating, did the same
representative attend each mecting, or did agency representation rotate? Consultants sought
information relating to frequency of meeting, whether or not the team had clerical support,
and how the tecam was financed. Consultants also attempted to determine how case review
itself was conducted; what criteria determined casc review; what materials were reviewed
prior to meetings; werc materials distributed prior to meetings; were those materials
rcturned to the contributing agency or destroyed; were records kept of cases reviewed and
of tecam discussions; what was the extent ol follow-up regarding cases reviewed, and how
were determinations of suspected abuse or no suspecled abuse reached? Consultants also
questioned the policies of leam operation; how did the tcam handle questions of agency
confidentiality or the vonfidentiality of tcam procecdings; what policies did the team have in
relation to the media, and what were the tcams policics in regard to on-going law
cnforcement investigativa or criminal proccedings?

Consultants next sought to evaluate the eflectivencss of the various interagency models by
measuring any change in the rate of identification or prosecution of abusc-related deaths
before and after establishment of interagency review. Of particular interest for the purposes
ol this project was the rate of identification ol child deaths reported as "child abuse" before
and after the establishment of intcragency teams, considering the effects of the new child
abuse reporting law of 1981, compared with the reporting ol 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 ncglect, rather than to "natural," "accidental” or "unknown" causes?!2 A
greater rale of deaths reported as abuse or neglect would tend to demonstrate that the
inicragency teams are more successful at identifying such deaths that might otherwisc have
been reported as due to natural, accidental or unknown causes than those agencies or
countics operating without the benelit of a multidisciplinary approach.

The primary tool uscd for collection of this information was a lengthy questionnaire (sec
Appendix 2), which was divided into three sections Section [ identified the respondent
and provided an overview ol cach county's investigative system; Scction Il was geared to
counties without interagency teams, and Section III to countics with intcragency teams.
Initial telephone contact with each county was made to delermine (a) the best candidate for
receipt of the questionnaire, based on access o the required information as well as
willingness to respond, and (b) into which category that county's procedures fil. 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 1
and II, Sections I and 11, or all three sections.
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Among other things, the questionnaire asked:

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

. Who decides which dcaths are to be investigated?

° What agencies participate in responding to and investigating child deaths? Do the
same individuals respond in all cascs, or do assignments rotate by shilt 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 (lime, frequency, duration, staffing,
compensation, findings, follow-up, confidentiality, information-sharing, etc.)?

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

. What barricrs 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 intcragency review? What are the drawbacks?

From responses to the questionnaires, in-depth follow-up studies were conducted in a lotal
of nine counties, six with interagency teams (Los Angeles, Alameda, San Francisco, Santa
Clara, San Mateo and Plumas) and threc counties without interagency teams (Marin,
Tchama 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 procedurc evolved, how it is perceived within the
administrative context and by the general public, how responsible agencics and individuals
deal with sensitive issucs, 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 p;otocol be tailored to fit the needs ol large, urban counties as well as small, rural
countics?

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

Analysis of questionnaire respanses and subsequent follow-up can be found in Section
VII, Questicnnaire Responses and In-Depth Interviews. In the following section,
Consultan(s 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 California
counties by percentage of urban population (or "most urban"). Conversely, Table 3 ranks
in descending order all responding California countics 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 3 lists all responding
California counties without interagency teams in descending order of rural population.
Table 6 gives county death statistics [or the three ycars considered. Tables 7 and 8,
respectively, list counties with and counties without interagency leams in place.

Several general observations can be made from study of the following tables. First,
comparison of Tablcs 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 tecams. Not coincidentally, these same
countics 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 basis, it can be said
that those counties with the highest total population and highest population density have
alrcady formed interagency revicw teams, with the notable exception of Plumas County.13

Conversely, comparison of Tables 1 and 5 shows that those countics with the lowest total
populations--for instance, Alpine, Sicrra, Mono, Modoc, Trinity, Colusa--do not have
intcragency teams in place. These countics 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 placc (again, with the
exception of Plumas Counly).

It is immediately clear that child death investigation teams arc presently in use in most of the
large urban counties and in very few of the small rural countics. To quantifly this
observation, Consultants divided the counties into three groups on the basis of their degree
of urbanization using an arbitrary but perhaps rcasonable scale. Each county, and the stale
as a whole, was ranked by its tolal population, population per square mile, and percent of
its population listed as "urban" by the U. S. Burcau of the Census. The groupings are
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 be 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 diflerent {from the highest counties in the next.
Approximate ranges are shown, bul since the index is a combination ol 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

ILPP/DOIJ.CD/Final Report/8.89 Stat.Anal., Page 22



Interagency Child Death Investigation Protocols
VL. Statistical Analyses

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.

o

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
despile its larger population because ol its enormous geographical
area which gives it some of the physical characteristics of rural
counties.

(8]

Rural: Below the above in most calegorics:

Sutter, Yuba, Kings, Shasta, Imperial, Humboldt, El Dorado,
(Madcra), Nevada, (Mendocino), San Benito, Tchama, Lake,
(Glenn), Del Norte, Amador, Siskiyou, (Tuolomne), Calaveras,
Lassen, Colusa, Plumas, Mono, Modoc, Trinity, (Mariposa),
(Inyo), 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
Sultter--are at least in the preliminary discussion stage. In still five others the respondent
indicated that a tceam migh be an improvement but that the present demand was not great or
county {unds and manpower were 100 tight.

In between these are [ourlecn countics of moderate size and population density--mostly
between 100,000 and 500,000 inhabitants, three-quarters of which are defined as "urban"
by the U.S. Census. Six of thesc have formed tcams, all within the last year and a half.
These are 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 decath investigation team scems to be an idea whose time has come. More than
half of the respondents either have tcams 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 cstablishment of
interagency child death review committees resulted in the identification of more dcaths as
being due to abuse rather than apparently natural or unexplained causcs. This could be
cxamined in two ways: By asking the respondents whether this had indeed happencd, or
performing a statistical analysis on the numerical responses to the questionnaire. The latler
would involve either looking at individual counties before and after the formation of the
tcam, or comparing the statistics provided by similar countics with and without the lcams;
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 fruit{ul as Consultants had initially hoped. Comparisons
among counties are hampered by the fact that countics have different criteria for
undertaking investigation. One particularly important critcrion 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 fatal child abuse varies strongly with age.
Beyond this, quile a number of countics simply do not have accurate slalistics on the
number of deaths or investigations performed.

Seven counlies initiated their teams during the time period under consideration (1986-88).
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 slatistics on them are arc Kern, Monlerey, Solano, San Luis Obispo,
and Yolo, ali in the medium-sized and semiurban group. They report the total number of
child deaths and the number investigated both before and after cstablishment of the team.
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Shown below are the individual and summary statistics for these counties. (For the three
which have had tcams for a [raction ol a ycar the data were allocated and the numbers
rounded oft.)

Investigation of Child Dcaths
Before and Afier Tecam Establishment

Reported Deaths Percent Investigated
County 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 cach counly and overall a higher pereentage of deaths werce 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 tcams facilitated the investigative process.

13With a total population of 17,340 by the 1980 census, there are 34 counties in California
with grealter total populations than Plumas Counly that do not have interagency child death
review teams in place.,, Plumas County's unique siluation is discussed in Section I,
Findings and Recommendations.

ILPP/DOJ.CD/Final Report/8.89 Stat.Anal., Page 25



VI. Statistical Analyses



“-

TABLE 1; COUNTY POPULATIONS

COUNTY CQPoP. URBAN RURAL KRURBAN | % RURAL
Los Angeleg 2,477,503 7,392,175 853281 9886% 1.14%
Orange 932,709 926 743 5,966 |  99.69% 31
San Dicgo 861,846 135918 125,898 | 4324% 6.76%
Santa Clara 1,295,071 1,265,593 294781 9772% 228%
Alameda 1,105,379 1,093,543 11836 <9893% 107%
San Bernardine 835,016 806,186 88,8301 2008% 9.92%
Sacramento 783381 752 273 31,108 | 96.03% 3975
San Francisco 678,974 673,974 4] 100 7 %
Riverside 663,166 546,758 116,408 | 8245% 1755%
Contra Costa 656,380 636,942 94381 9704% 296%
San Mateo 587,329 576,692 06371 98.19% 1813
Yentura 529,171 500,572 28602 | 9459% SA1% |
Fresno 514621 403,101 1115820} 78338 | 2167%
Kern 403,089 330,498 725911 §19%% 18015
San Joaquin 347,342 285,979 613631 8233% 1767%
Sonoma 299,68) 197,885 101,796 | 66.03% | 3307%
Santa Barbara 208 694 271,339 27355 ] 90.84% 9.16%
Monterey 290,444 224,022 655221 7744% | 2256%
Stanislaus 265,300 215,205 50,6951 80.93% 1807%
Tulare 245,738 153,219 925191 6235% 1 3765%
Solano 235,203 221,630 3573 9423% 577%
Marin 222,568 207,665 4903 93.32 67%
Santa Cruz 88, 141 153,185 24956 1 81.42% 1858%
San Luis Obispo 55,435 117911 37,524 73586% 24.14%
Butte 43,851 101,929 419221 7086% | 29141%
Merced 34,560 83788 SQ 7721 6227% | 3773%
Placer 7,247 59,090 58,157 504% 496%
Shasta 5715 63435 52280 5182% | 45.18%_
Yolo 113,374 92877 20497 8192% 18 08%
Humboldt 108,514 61,188 47,326 5639% | 4361%
Mapa 99,199 80185 19014 80838 19.17%
imperial 92,110 64,250 27860 £975% | 3025%
El borado 85812 36,480 403321 4251% | 5749%
Kings 73,738 18912 24825 | 6633% | 3367%
Mendocino 66,738 21,062 456761 3156% | 6844%
Madera 63,116 30,126 32990 4773% | S227%
Sutter 52216 35,017 172261 6702% | 3298%
Nevada 51,645 9,697 44948 1297% | 8703%
Yuba 49,733 35522 142111 7143% | 2857%
Siskiyou 39732 11632 28,100 2928% | 7072%
Tehama 38,888 14,225 246531 26H6!% | 63307
Lake 36,366 8,658 27708 2381% 1 70197 |
Tuolumne 33928 2,247 20,681 a57% | 9043%
San Benito 25005 11,488 135171 4594% | 5406%
Lassen 21661 6,520 15,141 301% £9.9%
Glenn 21,350 8,808 12542 41268 | S874%
Calaveras 20710 0 20710 % 1005
Amador 19,314 [¥] 19311 ] 100%
De} Norte 18217 5,921 12,296 325 675%
Inyo 17,895 3,333 14562 1863% 8137%
Plumas 17,310 1,151 1283891 2567% | 7433%
Colusa 12791 4,075 87161 3186% 68.14%
Trinity 11859 2,787 9,071 235% 76.5%
Mariposa 11,i0g Q 11,108 R 00%
Modoc 8,610 3025 5585 3I513% 1 ©6487%
Mono 8,577 3,929 46481 4581% | 5119%
Sierra 3,073 [ 3073 1 100%
Awping 1,097 4] 1,097 2 1005




TABLE 2,"MOST URBAN*

COUNTY COPOP. URBAN 1~ RURAL ZURBAN | % RURAL
San Francisco 678,974 678,974 9 100.5 1
Orange 932,709 926,713 5066 9969% 3%
Alameda 105,379 093,543 11,8361 9893% 1.07%
Los Angeles 7471503 7,392,175 85328 | 9886% 1,142
San Mateo 587,329 576,692 10637 ] 98.19% 181%
Santa Clara 1,295,071 1,265 593 20478 | 97.72% 2287
Contra Costa 656,380 636,912 19438 | 9704% 2.96%
Sacramento 783,381 752273 31,108 96.03% 397%
Yentura 529,174 500,572 28602 | 9459% 5417
Solano 235,203 221,630 35731 9423% 5.17%
Marin 222568 207,665 1,902 93 35 6.7%
San Diego 1,861,846 1,735,948 125,698 | 93.24% 6.76%
Santa Barbara 208,694 271,339 27,355 90847 9.16%
San Bernardin 895016 806,186 888301 9008% 9.92% |
Riverside 663,166 546,758 116,408 |  8245% 1755%
San Joaquin 347,342 285,979 61,3631 8233% | 1767%
Kern 403,089 330,498 725011 8199% 1 1801%
Yolo 13374 92877 20497 &192% | 1808%
Santa Cruz 88,141 153,185 34956 | 8142% | 1858%
Stanislaus 265,900 215,205 50695 | 8093% | 19078
Mapa 99,199 80,135 19014 6083% | 19.17%
Fresng 514,621 403,101 111,520 ] 7833% |- 2167%
Monterey 290,444 224,922 65522 7744% | 2256%
San Luis Obisy 155,435 117911 37524] 7586% | 24.14%
Yuba 49,733 35522 142111 71438 | 28577
Butte 143,851 101,929 41,9221 7085% | 29.14%
Irperial 22,110 64,250 27860 6975% | 30.25%
Sutter 52,246 35017 17229 6702% | 32087
Kings 73,738 18913 24825| 6633% | 3307R
Sonoma 299,681 197,885 101,796 | ©6603% | 33597%
Tulare 245738 153,219 925191 6235% | 3765%
Merced 134,560 83758 50,7721 6227% | 3773%
Humboldt 108,514 61,188 47,5261 5639% | 43617
Shasta 115,715 63,43S 522801 54827 | 4518%
Placer 117,247 59,090 58,157 5018 | 196%
Madera 63,116 30,126 329901 4773% | 5227%
San Benito 25,005 11,138 135171 4584% | 5106%
Mono 8577 3929 16481 4581% | S419%
El Dorado 85812 36,430 193321 4251% | 57195
Glenn 21,350 8,808 125421 4126% | 58.74%
Tehama 38888 14,235 246531 3661% | 6339%
Modoc 8610 3,025 5585] 3513% | 6487%
DelNorte 18217 5921 12,296 325% 675%
Colusa 12,781 4,075 872161 31868 | ©814%
Mendocino 66,738 21,062 45676 | 3156% | 6844%
Lassen 2166] 6,520 15,141 30.1% 69.9%
Sickiyou 39,732 11,632 28,100 | 2928% 70.72%
Plumag 17,310 4451 12839 | 2567%. 1  7133%
Lake 36,366 8,658 277081 238151 76.19%
Trimty 11,858 2,787 9,071 235% 7659
lnyo 17,895 3,333 11502 1863% 1 §137%
Nevada 51,645 6,697 440481 1297% | 8703%
Tuolurrne 33,928 3,247 30681 957% | 9043%
Calaveras 20710 o] 20,710 3 100.%
Amador 19,314 a 19,314 % 100.%
[Mariposa 11,108 0 11,1084 & 100%
Sierra 3,073 0 3,073 2 1008
Alpine 1,097 a 1,097 i 100.%




TABLE 3; "MOST RURAL"

COUNTY COPOP. URBAN RURAL RURBAN | & RURAL
Calaveras 20710 0 20710 I 00%
Amador 2314 0 9314 4 005
Mariposa 1,108 0 1,108 & 0%
Sierra 3,073 [{ 2073 K 00 Z
Alpine 1,097 1] 1,097 A 007
Tuolumrne 33928 3247 20,681 957 90 43%
Nevada 51,6415 6,697 44048 | 12078 87.03%
lnyo 17 895 3,333 14562 | 1863% 31373
Trinity 11,858 2787 9,071 235% 7655
Lake 36,366 8,658 27,7081 2381% 76.19%
Plumas 17,3490 4,451 128891 2567% | 7433%
| Siskiyou 39732 11,632 28,1001 2928% | 1072%
Lassen 21661 6,520 15,141 30.1% 6390%
Mendocino 66,738 2] 052 456761 3156% 6811%
Colusa 2791 1075 87161 3186% 68 11%
Del Norte 8217 5,921 12,296 3258 675%
Modoz 8610 3,025 55851 3513% 64.87%
Tehama 38 888 14,235 24653 3661% 63.39%
Glenn 21,350 8,808 12542 | 4] .26% 58.74%
El Dorado 85812 26,480 493321 42515 57.49%
Mono 8577 3,929 4648 | 4581% 54195
San Benito 25008 11,488 14517 | 45947 54.06%
Madera 63116 30,126 329901 4773% 52277
Placer 117,247 58,090 58 157 504% 49 6%
Shasta 115,715 63,435 522801 E482% | 4518%
Humboldt 108,514 61,188 47326 | 5639% | 43617
Merced 134,560 83,788 50772 62273 3773%
Tulare 245,738 153,219 g2519] 62355 3765%
Sonoma 299,681 197,685 101,796 | 66.03% 3367%
Kinas 73,738 48913 29825 €633% | 3367% |
Sutter 52246 35017 172291 67028 | 3298%
|mperial 92110 64,250 27800 | 6975% 30.25%
Butte 143,651 101,829 419221 70.86% 29.14%
Yuba 49 733 35,522 14,211 71.43% 2857%
San Luis Obisgd 155,435 117,911 375241 73806% | _2414%
Monterey 290,444 224,922 655221 77447 1 22567
Fresno 514,621 103,101 1115201 7833% | 2167%
Napa 99,199 80,185 19014 8083% 917%
Stanislaus 265,900 215,205 50695 | &093% 9075
Santa Cruz 188 141 153,185 3490561 8142% 858%
Yolo 113374 22877 20,4971 8192% 1808%
Kern 103,089 330,498 72591 6] 99% 1801% |
San Joaquin 347,342 285979 613031 8233% 1767%
Riverside 663,166 546,758 116408 | 82452 17.55%
San Bernardin) 895016 806,186 §8.830 | 9008% 3925
Santa Barbard 298,694 271 339 273551 9084% 3. 167
San Diego 1,861,846 1,735,548 125,898 | 9324% 6.76%
Marin 222,568 207,665 14,903 933% 67%
Solano 235,203 221,630 135731  94.23% S17%
Ventura 529,174 500,572 286021 9459% 541 %
Sacramento 783,381 752,273 31,1081 9603% 2975
Contra Costa 656,380 636,942 19438 9704% 2 90%
Santa Clara 1,205,071 1,265,593 294781 97727 2285
San Mateo 587,329 576,692 10637 ] 9819% 81%
Los Angeles 7,477,503 7,392,175 85,3281 0886% 14%
Alameda 105,379 1,093,513 11836] 98237 1.07%
Orange 032709 1,926,743 5,966 | 9949% 313
San Francisco 678,974 6789741 (] 1005 <




TABLE 4; COUNTIES WITH TEAMS

COUNTY CO.POP, URBAN RURAL 1% URBAN|% RURAL
SanFrancisco 678,974 678,974 0 100.% %
Orange 1,032,700 | 1926743 5,006 99.60% 1%
Alameda 1,105,379 | 1,003 543 11,836 | 98.93% 1.07%
Loswngeles 7477503 | 7392175 85,328 | 98.80% 1.14%
SaMateo 587,329 576,692 10,637 { 98.19% 1.81%
SantaClara 1,295,071 1,265,593 29478 | 97.72% 2,28%
Contrdéosta 656,380 £36,942 19,438 | 97.04% 2.96%
Yentura 529.174 500572 28,602 | 9459% 5.41%
Solano 235,203 221,630 135731 9423% S 11%
SarDiego 1,861,846 | 1735948 | 125,898 | 93.24% 6.76%
SanBernardino 885,016 806,186 88,830 1 90.08% 9,92%
Riverside 663,166 546,758 | 116408 t 8245% | 17.55%
Kern 403,089 330,498 725911 8199% | 1801%
Yolo 113,374 92877 20,497 | 81,92% | 18.08%
Monterey 290,444 224 922 65,5221 77.44% | 22.56%
SanLuisObispo 155,435 117,911 375241 75.86% | 24.14%
Plumas 17,340 4,451 12,889 | 25.67% | 74.33%




TABLES; COUNTIES WITHOUT TEAMS

COUNTY CO.POP. URBAN | RURAL | ZURBAN | % RURAL
Alpine 1,097 0 1,097 % 100.%
Sierra 3073 0 3073 % 100.%
Mariposa 11,108 0f 11,108 % i00.%
Amador 19,314 O] 19,314 % 100.%
Calaveras 20,710 0j 20,710 b 100,%
Tuolumne 33,928 32471 30,681 9.57% ¢ 90.43%
Nevada 51,645 65,6971 449481 1297% | 87.03%
Inyo 17,895 33331 145621 1863% | 8137%
Trinity 11,858 2,787 9,071 23.5% 70.5%
Lake 36,366 86581 277081 2381% ; 76.19%
Siskiyou 397321 116321 281001 2028% : 70.72%
Lassen 21,661 06,5201 15,141 30.1% £9.9%
Mendocino 66,7361 21,002 456761 31.56% | ©8.44%
Colusa 12,791 4,075 8716| 31.86% | 68.14%
DelNorte 18,217 5,021 12,296 32.5% 67.5%
Modoc 8610 3,025 55851 3513% | 64.87%
Tehama 388881 14235 246531 3661% 1 6339%
Glenn 21,350 88081 125421 41.26%  58.74%
ElDorado 858121 36,480 49,3321 4251% | 57.49%
Mono 8577 3,929 46481 4581% | 54.19%
SanBenito 250051 11,4881 13517 4594% : 54.06%
Madera 631161 301261 32990 47.73% | 5227%
Placer 117247 { 530904 58157 50.4% 49.6%
Shasta 115,715 1 634351 522801 5482% 1 45.18%
Humboldt 1085141 61,1881 4732061 5639% | 4361%
Merced 134560 1 83788 | 50,7721 06227% | 37.73%
Tulare 245738 11532191 925191 6235% | 37.65%
Sonoma 209681 {197,885 1 101,796 | 66.03% | 3397%
Kings 737381 4809131 248251 6633% | 33.67%
Sutter 522461 35017 17229 67.02% i 32.98%
imperial 02,1101 642501 278601 69.75% | 30.25%
Butte 143,851 {101,929 1 419221 70.86% | 29.14%
Yuba 49,7331 355221 142111 7143% | 2857%
Fresno 514,621 1403101 | 111520 7833% | 21.67%
Napa 99,1991 80,1851 19,0141 80.83% | 19.17%
Stanislaus 265900 { 2152051 506951 80.93% i 19.07%
SantaCruz 188,141 {153,185 1 349561 8142% | 18.58%
SanJoagquin 347342 1285979 { 613631 8233% | 1707%
SantaBarbara 208,694 {271,339 1 273551 90.84% 9.16%
Marin 222568 12076651 14903 93.3% 6.7%
Sacramento 783,381 {752,273 1 31,108 96.03% 2.97%




TABLE6

TOTAL DEATHS AND
DEATIS INVESTIGATED,
MEDIUM AND SMALL COUNTIES

County Team? Tolal Total Dcalhs 9% Invesli-
Population Deaths Investigated gated
Marin N 222,568 17 17 100.0%
Solano Y 235,203 231 34 14.7%
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
Monterey Y 290,444 114 36 31.6%
Kern Y 403,089 531 157 29.6%
Yolo Y 113,374 32 9 28.1%
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%
Yuba N 49,733 NA 0 NA
Kings N 73,738 47 23 48.9%
Shasta N 115,715 101 32 31.7%
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%
San Benito N 25,005 18 13 72.2%
Tchama N 38,888 15 11 73.3%
Lake N 36,366 8 8 100.0%
Amador N 19,314 1 1 100.0%
Siskiyou N 39,732 28 19 67.9%
Calaveras N 20,710 10 1 10.0%
Lasscn N 21,661 1 0 0.0%
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 3 37.5%
Trinity N 11,858 13 0 0.0%
Sierra N 3,073 0 0 NA
Alpine N 1,097 1 1 100.0%

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 werc omitted {rom the
table.



COUNTIES WITH INTERAGENCY TEAMS;

TABLE7

LENGTH OF OPERATION
COUNTY YEARS
Alameda 3
Contra Costa 1
Kern 1.5
Los Angcles 11
Monterey 8 mos
Orange 3
Plumas 4
Riverside 1
San Bernardino 4 mos
San Dicgo 7
San Francisco 5
San Luis Obispo 1
San Mateo 4
Santa Clara 3.5
Solano 1
Venlura 1
Yolo 5 mos




COUNTIES WITHOUT INTERAGENCY
CHILD DEATH INVESTIGATION TEAMS

IN PLACE

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

Morio
Napa*
Nevada
Placer®
Sacramento™®
San Benilo
San Joaquin
Santa Barbara
Santa Cruz
Shasta®
Sierra
Siskiyou®*
Sonoma
Stanislaus
Sutter®
Tehama
Trinity
Tulare
Tuolumne
Yuba

*Now in the process of forming tcams.
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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 intervicws.

The findings below reveal strong support for the interagency approach in counties that have
leams, as well as widespread acceptance of the importance of communication and
cooperation between agencies responsible for investigation ol child fatalities.  Where
Consultants noted resistance to interagency teams, this resistance is direcled toward
mandated procedurcs. Consultants also [ound ovcrwhelmmg 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 countics were sent questionnaires. Of these, 46 countics completed and
returncd questionnaires. Those countics that returned completed questionnaires are listed

below:

Alameda Sacramento
Alpine San Benito
Amador San Bernardino
Calaveras San Diego
Colusa San Francisco
Contra Costa San Joaquin
DeclNorte San Luis Obispo
El Dorado San Mateo
Humboldt Santa Barbara
Imperial Santa Clara
Kern Shasta

Kings Sierra

Lake Siskiyou
Lassen Solano

Los Angeles Sonoina
Marin Stanislaus
Modoc Suller

Mono Tehama
Monterey Trinity

Napa Tulare
Nevada Yolo

Orange Yuba

Placer

Plumas

ILPP/DOJ.CD/Final Report/8.89
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Thirteen counties did not return completed questionnaires:

Butte Merced
Fresno Riverside
Glenn Santa Cruz
Inyo Tuolumne
Madera Ventura
Mariposa

Mendocino

In addition to study of completed questionnaires, Consuliants also attended child death
review meelings 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 Malco, Santa Clara, San Francisco, Los Angcles,
Plumas and Alameda. In addition, Consullanls aticnded workshops sponsored by
University of California at Davis Conlinuing Medical Education, the California State
Coroners' Association and the National Center {or the Prosecution of Child Abuse, as well
as two working meetings of the Northern California Child Deaih Review Coalition.

General Observations and Findings

Analysis of questionnaire responses yielded [our findings with special significance for
Phases 11 and III of the subject State Department of Justice project.

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

2. 33/46 respondents agreed that networking between the responsible agencics
was an 1mportant means of overcoming impediments (o 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 usetul. 22/46 agreed that written protocols must be flexible, and available as guidelines
rather than mandated as legally required procedures. 40/46 respondents thought written
a]utoll)jy protocols would be useful, though 14/46 thought such protocols should be
flexible.

4, 41/46 regarded trzining of the various disciplines in identification of child
homicides due to abuse and neglect as important and useful. 37/46 thought (raining in
investigation, lcgal and medical aspects of identifying child homicides would be uscful to
somc degree; 37/46 thought training in investigation techniques would be helpful (of these

ILPP/DOJ.CD/Final Report/8.89 Quest.Resp., Page 27
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37, 29 thought such training was essential); 37/46 thought training in legal issues would be
helptul (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 training was essential).

Finding 1 reveals unanimous agreement that the interagency approach works in countics
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 belween agencies is
well-accepled. 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 ol interagency coordination, but rather toward mandated systems and procedures
for such coordination.

Finding 3 reveals widespread support for the development of written interagency child
dcath investigation and review protocols. It is intcresting to note that, ol the 12/31
responding counties without teams thal did not think such an approach would be an
improvement over their present system, 8/12 still thought wrilten protocols would be
uscful. Note that, of the five countics which were cither unsure the team approach would
be an improvement or did not answer, all five agreed written child death investigation
protocois would be useful.

Finding 4 suggests strong support for increased ftraining in issues relating to child
homicide. Questionnaire review also showed substantial agreement among responding
counties as (o 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 IT) and for subsequent training in their implementation
and use (Phase III).

How Do Interagency Child Decath Review Teams Work?

Sevenleen California counties have interagency child death review teams in place; of these,
filteen returned completed questionnaires. These countics are listed in Table 7. Based on
these responses, the following observations can be made regarding the typical operating
format of such teams.

Interagency child death review teams gencrally are made up ol representatives from the
coroner's office, various social scrvice agencies, law cnforcement and local hospitals.
Tcam membership varies from county to county; consistent members include
representatives of the coroner or sherifl/coroner's office and child protective services,
public health and social scrvices departments (15/15). Most tcams have regular members
from the district atiorney's office (13/15), local law cnforcement agencies (12/15), child
abuse prevention organizations (12/15), local hospitals (10/15), sheriff's dcpartment
(7/15), the ficld of pediatrics (7/15), mental health department (5/15), the ficld of pathology
(4/15), probation (4/15), Youth Guidance Center (1/15), the juvenile division of local law
cnforcement (1/15) and represcntatives of the local school districts (1/15).

ILPP/DOJ.CD/Final Report/8.89 Quest.Resp., Page 28
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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 [luctuates; 9/15 reported that membership stayed the
same [rom meeting to meeting, while 6/15 reporled that membership changed, often due to
rotaling assignments within the various branches of law enforcement. In all cases,
representative time in attending and preparing for review mectings is "donated” by their
participating agencies, as representatives meel during their agencies' regular business
hours. No team has its own support stall, and several (3/15) mentioned that this was a
problem; clerical support for team activitics (copying, mailing, typing agenda, worksheets,
clc.) is provided by representatives or support stalf at the participating agencies. 14/15
circulate review materials prior to the meeting, which materials may include agendas of
cases to be discussed, death certilicates, coroner investigator reporls, police and medical
reports, agency records or standard team worksheets (3/15 have standard forms that are
filled out and circulated prior to mecting; 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 are reported to
the coroner, this means only a fraction of the total number of child fatalitics are subject to
coroner examination. If the attending physician is willing to sign a death certificale, such
cases are not reported to the coroner. Respondents in countics with and without tcams
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 coroner.”

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

Of the total number of coroner cases, some or all child fatalitics may be relerred to the
interagency review team, depending on the crileria established by the team. In 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 aclivities.

At the meeling, 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.

Alter discussion, the team will mutually determine whether or not any action or
recommendation is indicated. The team may decide that further inlormation or inquiry is
necessary, and onc or more representatives will undertake to obfain that information and
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Interagency Child Death Investigation Protocols
VIL Questionnaire Responses and In-Depth Interviews

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 tecam may decide to take no
{urther action pending completion of an active police investigation, or pending resolution of
pending criminal charges. 8/15 have no policy regarding tcam review of 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 tcam may identily some
administrative or agency oversight and recommend procedural improvements; the team may
decide to take some other sort of preventative action--for instance, in onc case, the San
Francisco team wrotc a letier to a certain toy manufacturer, 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 by 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 leams 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 for child death investigation. These are attached as Appendix 4.
Nole that the protocols varied in complexity and inclusiveness, from a brief 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 different, yet most share certain common features.  Below is a
listing of the more common activitics:

. Total body X-rays in some cascs, to [ind previous fracturcs;

. Review of [etal deaths for cause issues, such as prenatal 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 maternal trauma or homicide to follow criminal

action and involve previous carctakers in looking for risk [actors;
. Review of child suicide for previous record of abuse.

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

. Involvement of support groups, grief counscling and trcatment [or surviving
siblings and other {amily members in SIDS and other unexpected child and infant
deaths;

. Focus on preventable aspects of child deaths, regardless ol 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 agencices or agency personncl;

. 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 (o {ind 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 that written protocols
would be helpful. The objection of the one dissenting county was not to a written protocol
per se, bul rather was based on the opinion that "a single, writlen protocol would not be
cffective throughout the state."  Seven other counfies 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 staffing, manpower and financial
resources available in small and large counties (8/15).

It is worth noting that concern for the flexibility of any wrilten guidelines was
proportionally stronger in counties with tcams than in those without. One countly was
concerned that mandated protocols would Icad to "time-consuming forms" and burdensome
paperwork. Two countics saw no problems at all with writlen protocols. One suggested
protocols would provide "direction, cfficiency and accountability;" on the other hand, the
specter ol accountability prompted one respondent to worry that protocols might induce
"paranoia.” Two counties observed that cffective use ol 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 ol a single protocol
across the State:

The protocols will be only as effective as adequately trained forensic
pathologists arc available. Most communitics do not have that capability.
Sctting forth a protocol requiring x-rays, cultures, or cerlain types of
examination is unlikely to succeed without trained individuals to perform the
work. The fundirg and public recognition of this work will have to be
established first.

Many respondents agreed with this perspective, recommending that any writlen autopsy
protocols be available as flexible guidelines rather than legal mandates (10/15), with 3/15
pointing to budgetary restrictions, 3/15 to coroner resistance, and onc cach 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 uselul (of these 15, 12 thought it was essential), 14 thought training in legal issucs
would be helplul (of thesc 14, 8 thought it was cssential), 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 "first
responders" nceded training in identifying suspicious dcaths or injurics as well as
preservation of evidence; 4/15 thought that emergency room medical staff and law
cnforcement personnel needed training; 2/15 thought all "mandated reporters" needed
ongoing education and training; two thought doctors necded training, two pointed to the
education needs of coroners and their investigators, and two mentioned training for judges
and altorneys. Los Angeles' lisi was longest and included:

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

In ranking the uscfulness of networking, child abuse "hot lines" and community
cducation/outreach programs in identilying, verifying, prosccuting and preventing child
homicides, each respondent thought such programs were usclul to some degree; all thought
"hot lines" were helplul (6/15 lound them essential), and all thought community outreach
and education were uselul (6/15 thought they were cssential). Somewhat surprisingly,
there was less than unanimous agreement among countics with intcragency leams on the
importance of networking among disciplines. Only 14/15 thought il was cssential, while
onc found networking among agencies was not usclul at all.

Assessing The Impact of Interagency
Child Decath Review,s

Counties with teams agreed unanimously (15/15) that the inlecragency review team approach
was an improvement over their county or agency's previous child deaih investigation
procedures.  However, assessing the criteria for “improvement" was somewhal
problematic.

- Consultants offered three criteria for assessing the impact of inleragency 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 agencics.

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," while
two said "no" (seven either did not answer the question or did not know). When asked if
their county was able to identily a higher percentage ol deaths as related to abuse, live
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answered "yes," and six answered "no" (three cither did not answer the question or did not
know). However, there was unanimous agrecment (15/15) that the team had improved
coordination and communication among the agencies responsible for child death
investigation,

In other words, from an outside perspective, there may be a desire to judge the success of
the interagency approach in statistical {erms (i.c., a higher ratc of identification of child
homicides). ~ However, from the "inside," the agencics and individuals actually
implemenling the interagency process tend to define "success" in overall terms of
improving the institutional response to child death.

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

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 lakes 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.

Counlies with interagency tcams were asked o identily problems they may have
encouniered; 5/15 responded that, to date, they had not encountered any problems; 3/15
noted the need for clerical and other support for tcam activities; 2/15 mentioned problems of
conlidentiality and agency resisiance to sharing information; 4/15 the (ailurc 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, 6/15 reported that their problems were soluble,
and they were attempting to institute new procedures to overcome them.

How Does Child Death Investigation Work in
Counties Without Tcams?

41 California 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 sheriff/coronct's office was the primary agency responsible
lor 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 sheriff's
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 certain 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,
perlinent 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 tcams werc divided on the question ol whether the team approach would
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). Of those that did not think the
tcam approach would be an improvement and explained their reasons, four thought their
present system was adequale as it was, two thought it would be a "waste of lime"--one
because the county had so few child fatalitics, the other because it would create needless
paperwork and another presumably uscless committce--and onc objected to the likely
"intrusion" of individuals without appropriate law enforcement and medical training.

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

Regarding limitations or obstacles to the usc of protocols, some respondents (4/31) noted
the difficulty of getting the different agencics involved to go along: "In our county, no
agency wants another agency to tell them what to do.” Others noted concern that smaller
countics would find themselves "ticd to a large district's rules," without the necessary
personnel (2/31), ongoing caseload (1/31) or the financial resources (4/31) of larger
counties; other countics saw no problems with wrilten protocols (6/31), though
n o M o 1 . q

guidelines" were prelerred to mandated protocols (2/31).

Nearly all (26/31) responding counties without interagency review teams thought written
autopsy or post-moriem 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 rather than mandatory procedures; lack of training was cited
as an obslacle to autopsy protocol implementation (2/31); other respondents agreed that
getling 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 ol the coroner's investigation.

Of the 12 counties reporting the opinion that the interagency approach would not be an
improvement over their present system, none reported that the tcam approach was being
considered or in the formation stage in their county. Neither did thesc 12 counties report
any difficulty in sharing information with other agencics.
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Of the 14 responding counties who thought the approach would be an improvement, four
reported that their county was neither considering nor in the process of lorming an
interagency team; two reported that their county had considered implementing a team but
had gone no further with the idea. Scven counties reported they arc now in the process of
forming interagency review teams; threc are in the preliminary discussion stage, three have
reached the selection of team member 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
difficully in sharing information with other agencies; it is interesting to note that of the five
counties that did report dilficulty 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 “hot lines" and
communily education/outreach programs in identifying, verilying, prosecuting and
preventing child homicides, 23/24 thought such programs were useful to some degrec;
22/24 thought nctworking with other disciplines was helplul (of these 22, 14 found it
esscntial), 20/24 thought "hot lines" were helpful (of these 20, 4 found them essential), and
22/24 thought community outreach and education programs were usclul (of these 22, 5
thought they were essential).

Counties without tcams 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).  Of the 24 counties that
ranked the usefulness of investigative, legal and medical training, almost all (23/24)
thought some kind of training would be usclul to some degree; 22/24 thought training in
investigative techniques was usclul (of these 22, 17 thought it was essential), 23/24
thoughl training in legal issues would be helpful (of these 23, 13 thought it was essential),
and 22/24 thoughl training in medical issues would be helplul (of these 22, 10 thought it
was essential),

There was also strong agreement as o who most needed training; 17/31 wanled training of
"first responders" (those dispatched through "911" calls--ambulance drivers, fire-fighters,
patrol officers) in identifying suspicious deaths or injurics as well as preservation of
evidence; 14/31 thought emergency room medical staff needed training in detecting child
abuse; 7/31 wanted training for law enlorcement 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 necded training, and onc cach thought day care
workers, Child Protective Services personnel, probation, district attorneys and judges
needed training. Cne respondent thought "everyone involved" needed training.

Consultants also asked the countics to respond to a number of open-ended questions
designed to clicit respondent opinions and idcas. Among other questions, Consultants
asked what, in respondent's opinion, was the purpose of child dcath review; what was the
greatest impediment in their county to the formation of an intcragency child death review
team; what limitations they saw to the use of child death investigation protocols; and what
they saw as the most essential ingredient in a success{ul 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: "To learn about the cause ol the deaths; to
protect remaining siblings; to provide social scrvices to the family; to prevent future deaths
when possible."  The goals ol improving services, prolecting surviving siblings and
preventing deaths werc often repeated. Other counlics approaching this observation from a
difterent angle, stressing what successlul teams could not be: Monterey County wrote:

~.[I]n 1985 an attempt was made by a physician at Nalividad Medical
Center to cstablish a child death review team. Unfortunately, it became a
linger pointing sessicn and failed...

In other words, counties agreed that, in order to work clfectively, agencies must focus on
improvement of service delivery, improvement of overall institutional systems, and avoid
the tendency to lay blame 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 respondents pointed to the well-intentioned but
damaging interference of paramedics and "first responders." Kern and Marin Counties,
among others, noted that paramedics frequently remove clearly deceased infants and
children, disturbing the death scene and often destroying potential evidence.

Clearly, this is donc for the benefit of family members, who may be understandably
frantic, and to give whatever comfort may come from the appearance of "doing everything
that could be done” to save the child. Countics making this obscrvation agreed that this is a
difficult problem to address; several respondents pointed out that training paramedics and
"first responders” in the issues of preserving evidence may go a long way lowards
alleviating this problem.

Several counties also mentioned that coroners' investigalors [ail 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
of 26 infant deaths that had becn attributed to SIDS or classificd as unexplained, six cascs
revealed strong circumstantial evidence of accidental death, and 18 others showed possible
causes of death other than SIDS, including accidental asphyxiation by an object in the crib
or bassinel, smothering by overlying while sharing a bed, hyperthermia and shaken baby
syndrome. 16 These [indings suggest that at least some child [atalitics classificd as SIDS or
of undetermined cause might be misclassified and more thorough death scene investigation
might be necessary in such cases.

Another frequently cited impediment to identilication, 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 rates 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 diflicult to prosecule or
even charge. Counties noted that drug use also appears to play a {requent 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 IIl, Findings and Recommendations, one of the most scrious
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 been approached several times
regarding formation of an interagency team but had relused to consider it. When a child
died under suspicious circumstances but charges were never filed, public outrage was so
great thal the County Grand Jury conducled an investigation of the District -Altorney'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 Atltorney's office in that county, however, Consultants lcarned that there was
probably a sound basis for opposition; a protocol had been drafted and submitted to them
which permitted individuals from Child Protective Services to conduct their own
investigations in suspected child homicide cases, and which required the DA file charges
based on a vole of the review commitice, rather than DA determination that charges were
warranled or sustainable. The protocol also required that the DA's office open ils active
files to other agencics. On that basis, both law enforcement and the District Attorney's
Office in that county would not consent (o participate in an inleragency process. However,
revision of the draft protocols 1o madily or delete the objectionable provisions might very
well result in their cooperation.

In this vein, Consultants found that the majority of countics with tcams in place cither
withhold review of any case in which there is ongoing police investigation or in which
criminal charges have been [iled, or allow law enforcement and district altorney members to
limit the information they share with other agencies, in order to preserve the viability of
aclive 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 adequale training and
funding. San Francisco pointed out that "the protocols will only be elfective as adequately
trained forensic pathologists are available. Most communitics do not have that capability.”
The smaller counties saw other, perhaps cqually scverc limitations, and tended to be more
lerse in explaining their objections:

If this study is going to lead to statc mandates or procedures pleasc fecl frec
to cxempt the smaller countics from those time consuming mandales
because we probably won't comply anyway. We don't have the time.
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Another county alluded (o the perception that development of intcragency protacols would
likely mean having unnecessary procedurcs and mandates "shoved down its throat:"

It is my impression that some one has decided child fatality review teams arc
good, and this questionnaire has been designed to get data {o support that
view.

As stated frequently throughout this report, the greatest limitation in implementing
interagency child death review protocols will be overcoming the resistance of counties
without such teams. The task here will be convincing such countics 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--even counties that specitically did not want teams--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 (cam with the ability to interact with various
agencies;" San Benito agreed that essential to a successful process were "properly trained
investigators who are aware of the needs (o 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 counties that have implemented interagency child
death revicw, the process has worked. As might be expected, the greatest benefits of the
team 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 ol mandated interagency teams in
counlies 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. Consultanis also found widespread support [or the
development of wrilten protocols for 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 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 {indings show strong
statewide support for the writing of interagency child death review protocols and lor
widespread training in their implementation and use.

14The Government Code, State of California, Scction 27491, directs the coroner to inquire
into and determinc the circumstances, manner and cause of the following deaths which arc
immediatelyreportable:

1. No physician in attendance.
2. Medical attendance less than 24 hours in hospital.
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CENAUA

18.
19.

20.
21.
22.

Wherein the deceased has not been attended by a physician in the 20 days prior to
death.

Physicians unable to state cause of death (unwillingness does not apply).

Known or suspected homicide.

Known or suspected suicide.

Involving any criminal action or suspicion of a criminal act.

Related to or following known or suspected sell-induced or criminal abortion.
Associated with a known or alleged rape or crime against nature.

. Following an accident or injury (primary or contributory, occurring immediately or

at some remote time).

. Drowning, firc, hanging, gunshot, slabbing, cutting, starvation, cxposurc,

alcoholism, drug addition, strangulation, or aspiration.

. Accidental poisoning (food, chemical, drug, therapeutic agents).
. Occupational diseases or occupational hazards.

Known or suspected contagious discase and constituting a public hazard.

. All dcaths in operating rooms.

All deaths where a patient has not fully recovered from an anesthetic, whether in
surgery, recovery room or clsewhere. ‘ .

All deaths in which the patient is comatose throughout the period of physician's
attendance, whether in home or hospital.

In prison or while under senicnce. i
All solitary deaths (unattended by physician or other person in period preceding
death).

All deaths of unidentified persons.

Sids (sudden Infant Death Syndrome).

All deaths at State Mental Hospital.

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

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

In all, Consultants found that the interagency child death review process works. Becausc
of the problem of inconsistent data collection, it is dilficull (o assess success in purely
stalistical 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 tcams agreed that the most essential ingredient in
any successful child death investigation process was cooperation, coordination and
communication between agencies. In fact, almost all of the counties without teams reported

they relicd on informal networks between agencics in conducting their investigations.

Consultants also found widespread support for the development of written protocols for
intcragency child death investigation and review protocols. Even in countics that did not
think such an approach would be an improvement over their present system, the majority
nonctheless agreed written protocols for child death investigation were a good idca.

However, the manner in which the protocols are cast will have a great impact on the
willingness of countics to implement the proposed procedures. OF particular signiticance
will be promoting the perception that protocols will "make life casier” for those counties
that do not have interagency teams, as they will provide a "blueprint" for investigaling the
relatively rare occurrence of child deaths in such counties. Another vital message that
should be contained in the protocols is that institution and adhcrence to sct child death
investigation procedures will protect countics, agencics and responsible individuals from
civil liability and claims ol mishandled, incomplete or otherwise defective investigations.

Consultants found strong support for increased training in issues relating to child homicide,
with many counltics concluding that, in addition to coopcration and communication, the
most cssential ingredient for successful implementation of 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 use. :
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Intcragency Child Death Review Team Directory

Alameda

Mr. Don Apperson
Investigator 2 / Supervisor
Sheritl/Coroner's Oflice
480 - 4th Street

QOakland, CA 94607
(415)268-7300

Capt. Donna Cain

Captain

Alamcda County Coroner's Olfice
480 - 4th Street

QOakland, CA 94607
(415)268-7330

Licut John Dealy
Lieutcnant
Sherift/Coroncer'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 Scicnce
(Western Lab)

2945 Websier Street

Oakland, CA 94609

(415)451-1060

Ms. Jill Hiatt

Dcputy District Attorney
District Attorney's Office
1225 Fallon, Room 900
QOakland, CA 94612
(415)272-6222

Ms. Cathy Samucls

Child Wellarc Supervisor
Emergency Response Unit
2100 Fairmont Drive

San Leandro, CA 94578
(415)667-7418

Sgl. Mike Sims

Homicide Division
Oakland Police Department
455 - Tth Street

Oakland, CA 94607
(415)273-3949

Dr. Sharon Van Meler

Chicef Pathologist

I.F.S. - Institute of Forensic Science
(Western Lab)

2945 Websler Street

Oakland, CA 94609

(415)451-1060

Dr. Roger Williams

Chiel Pathologist

Children's Hospital Medical Center
747 Filty 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 St

Martincz, CA 94553
(415)644-4416

Dr. Carol Bryant

Coordinator

Child Abusc Prevention Council
3313 Vincent Rd.

Pleasant Hill, CA 94523
(415)946-9961

Dr. James Carpenter
Chairman

Dept. of Pediatrics / Merritt U.
2500 Alhambra Rd.

Martinez, CA 94553
(415)646-4373

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

Dr. Michacel Durfce

Mecdical Coordinator

Los Angeles Co. Dept. of Health
Services

313 N. Figueroa, Room 227
Los Angeles, CA 90012
(213)974-8146

Ms. Bonnic Granlund
AssaciateDireclor

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

Dr. Kathleen Malloy

Direclor

Malernal, Child & Adolescent Health
20 Allen St.

Martincz, CA 94553
(415)646-5287

Capt. Al Moore

Captain

Sheriff/Coroner's Office
1019 Center Avenue
Martinez, CA 94553-4694
(415)646-2406

Ms. Maric Schoolmaster
Detective, Juveniie Div,
Concord Police Dept.
1900 Parkside Dr.
Concord, CA 94520
(415)671-3220

Pat Sepulveda

Deputy District Attorney
District Attorney's Office
725 Court

Marlinez, CA 94553
(415)644-4500

Ms. Linda Waddington
Division Supcrvisor
Child Protective Scrvices
30 Muir Rd.

Martinez, CA 94553
(415)374-3491

Ms. Demi Winniford

R.N., Public Health Nursing Supervisor
Hcalth Services

20 Allen St.

Martinez, CA 94553

(415)644-4416
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Kern
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Mr. Ron Coflee

Decpuly District Allorney
District Attorney's Office
1215 Truxton Avenue
Bakerslicld, CA 93301
(805)861-2421

Sgt. Gary Davis
Sergeant

Sherifl’s Office

1350 Norris Rd,
Bakersficld, CA 93308
(805)861-7569

Dr. Jesse Diamond
Pcdiatrician/Child Abuse Specialist
Kern Medical Center

1830 Flower Street

Bakersficld, CA 93305
(805)326-2000

Ms. Helen Bruce Frankel
R.N., P.H.N.

Coroner's Office

1832 Flower Street
Bakersficld, CA 93305
(805)861-2606

Ms. Mary Kancakalu
P.H.N.

Health Depl.

1700 Flower Strect
Bakers{ield, CA 93305
(805)861-3655

Mr. George Knopf
Sergeant

Bakersficld Police Depl.
1601 Truxton Avenuc
Bakersfield, CA 93301
(805)327-7111

Ms. Norma Pcal
ExccutiveDireclor

Child Abuse Prevention Council

730 Chester Avenuc
Bakersficld, CA 93301
(805)327-4700

Ms. Margo Raison
Deputy County Counscl
County Council

1415 Truxton Avenue
Bakersfield, CA 93301
(805)861-2326

Mr. Michael Scotl

Child Proteclive Services
Dept. of Human Services
1120 California Avenue
Bakersficld, CA 93304
(805)321-3000

Mr. Brad Singleton
Sergeant

Bakers(icld Police Dept.
1601 Truxton Avenue
Bakersficld, CA 93301
(805)327-7111
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Los Angcles

Li. Don Bear

Child Abusc Unit
Sherift's Dept,
11515 Colima Road
Whittier, CA 90604
(213)946-7976

Mr. Larry Cory

Assistant County Counscl
Children's Services Division
210 W. Temple Street

Los Angeles, CA 90012
(213) 974-5998

Ms. Barbara Davidson
Coroner's Office

1104 N. Mission Road
Los Angeles, CA 90012
(213)974-8146

Sgt. Betli Dickinson
Child Abuse Unit
Sherifts Dept.
11515 Colima Road
Whitticr, CA 90604
(213)946-7974

Dr. Michacl Durfee

Medical Coordinator
Department of Health Services

313 N. Figueroa Street, Room 227
Los Angeles, CA 90012
(213)974-8146

Ms. Laura Foland-Priver

Scxual Crimes and Child Abuse Division
District Attorney's Olfice

320 W. Temple Street, Room 777

Los Angcles, CA 90012
(213)974-5927

Lt. Ben Gonzales

Juvenile Division

Los Angeles Police Dept.
150 N. Los Angeles Street
Los Angeles, CA 90012
(213)485-2883

Ms. Barbara Goul

County Counscl

Children's Services Division
210 W, Temple Street

Los Angeles, CA 90012
(213)974-1989

Ms. Wendy Harn

Crime Analysis Unit

Sherift's Dept.

211 W. Temple Street, Room 704
Los Angeles, CA 90012
(213)974-4298

Dr, Astrid Heger

Pediatric Pavilion, Room 3E36
1129 N. Stale Street

Los Angeles, CA 90033
(213)226-3868

Dr. Eva Heuser

Chiel Medical Examiner Coroner
Coroner's Office

1104 N. Mission Road

Los Angeles, CA 90033
(213)226-8056

Mr. Frank Jamicson
Pasadcna Police Department
142 N. Arroyo Parkway
Pasadcna, CA 91103
(818)405-4501
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Los Angeles, Continued

Mr. Mason Johnson
Administrator

Coroner's Oflice

1104 N. Mission 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

Counly Counscl

Children's Services Division
4024 N. Durlce Avenue

El 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 Burcau
DetcctiveDivision

211 W. Temple Street, Room 704

Los Angcles, CA 90012
(213)974-4368

Ms. Deanne Tilton

Direclor

Inter-Agency Council on Child
Abuse & Neglect

4024 N. Durfee Avenue

El Monte, CA 91732

(818)575-4362

Mr. Mike Walker

Dept. of Children's Scrvices
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. of Neonatalogy & Ped.
Pulmonology

Children's Hospital of Los Angeles
4650 Sunsct Blvd.

Los Angeles, CA 90027

(213) 669-2162

Ms. Penny Weiss

AssistantDireclor

Inter-Agency Council on Child Abuse &
Neglect

4024 N. Durlce Avenue

El Monte, CA 91732

(818)575-4363
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Monicrey

Dr. Shreve Archer

Chict of Pediatrics

Community Hospital of the
Monterey Peninsula

23625 W.R. Holman Hwy.

Pacific Grove, CA 93950

(408)624-5311

Dr. Valerie Barnes
Chicl of Pediatrics
Natividad Medical Center
1330 Natividad Road
Salinas, CA 93906
(408)755-4124

Mr. Allen Bidwell
Deputy - County Health
County Counsel

240 Church Street
Salinas, CA 93901
(408)755-5045

Mr. Glen A. Brown
Investigative Sergeant
Sheriff/Coroner's Office
1414 Natividad Road
Salinas, CA 93906
(408)755-3792

Ms. Janie Clayton-Woodson

Child Protective Social Worker

Child Proteclive Services
1352 Natividad Road
Salinas, CA 93906
(408)755-4660)

Dr. John Hain
Sherift/Coroncer
Sheriftf/Coroner's Olfice
1414 Natividad Road
Salinas, CA 93906
(408)755-3792

Mr. Terry Kaiser
Investligative Sergeant
Sheriff/Coroner's Office
1414 Natividad Road
Salinas, CA 93906
(408)755-3772

Ms. Maurcen Lavenwood
Mentai Health
HecalthDepartment

1270 Natividad Road
Salinas, CA 93906
(408)755-4510

Ms. Ailenc Yushishiba
Public Health Nurse
HealthDepartment
1270 Natividad Road
Salinas, CA 93906
(408)755-4500
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Orange

Dr. Richard Fukumoto
Pathologist

Orange County Sherilf
1071 W. Santa Ana Blvd.
Santa Ana, CA 92703
(714)647-7400

Mr. Richard King
DistrictAttorney/Homicide

District Attorney's Office

700 Civic Center Dr. - P.O. Box. 808
Santa Ana, CA 92702
(714)834-2082

Lt. Mel Lewellen
Licuicnant

Santa Ana Police

24 Civic Center Plaza
Santa Ana, CA 92702
(714)834-4801

Ms. Barbara Miichell
Chair

Sheriff/Coroner

1071 W. Sania Ana Blvd.
Santa Ana, CA 92703
(714)647-7400

Mr. Jim Sidebotham
Sherill

Sheriff's Dept.

515 N. Flower

Santa Ana, CA 92703
(714)647-7000

Ms. Esther Valles Murray
CDRT Convener
HCA/Public Health

515 N. Sicamor

Sania 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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Plumas

Ms. Rhonda Carrillo

Social Service worker 2

Social Service

Plumas County Courthouse Anncx
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 Unificd School District
Quincy, CA 95971
(916)283-3550

Ms. Audrey Davis

Social Service Worker 2

Social Service

Plumas County Courthouse Anncx
Quincy, CA 95971
(916)283-2250

Mr. Rod Decrona
DetectiveSergeant
Sherill's Dept.
P.O. Box 1106
Quincy, CA 95971
(916)283-0400

Mr. Tom Frady

Chiel Probation Officer
Probation Dept.

520 W. Maine

Quincy, CA 95971
(916)283-1860

Ms. Sheila Grothe

R.N. 15779
Chester High School = /9 !
Plumas Unified School District
Quincy, CA 9597t 1. .0
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Ms. Lynn Sherard
Public Health Nurse
Public Health Dept.
Hwy. 70

Quincy, CA 95971
(916)283-1800

Dr. John Sicbold

L.CS.W.

Social Service

Plumas County Courthouse Anncx
Quincy, CA 95971
(916)283-2250

Ms. Catherine Timlin

Social Service Worker 1

Social Service

Plumas County Courthousc Annex
Quincy, CA 95971
(916)283-2250

Ms. Stephanic Webb
R.N. e 1550)
Quincy High School = .17
Plumas Unified School District
Quincy, CA 959711 ¢}y
(916)283-3580
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San Bernardino

Dr. Nenita Belen

Staff Psychiatrist

Dept. of Mental Health

700 E. Gilbert Street

San Bernardino, CA 92415-0920
(714)387-7038

Dr. Herbert Giese

M.D. Specializing in Pediatrics
Loma Linda Univ. Mcd. Center
1880 Washington Street
Colton, CA 92324
(714)824-8980

Ms. Margaret Green

Child Protective Services
Dept. of Public Social Services
396 N. "E" Sireet

San Bernardino, CA 92415
(714)383-2130

Sgt. Dick Lane

Crimes Against Children Unit
San Bernardino County SherilT
655 E. 3rd Street

San Berpardino, CA 92415-0056
(714)387-3615

Mr. Carl Morrow

Deputy Coroner

San Bernardino Co. Coroner's Offize
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. Watcrman Avenue
San Bernardino, CA 92404
(714)888-2246

Mr. Ken Smith

Decputy District Attorncy

District Attorney's Oftice, Juvenile
Division

900 E. Gilbert Strect

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

Loma Linda Universily

School of Medicine/School of Pediatrics
Depl. of Pediatrics

Loma Linda, CA 92350
(714)796-7311

Mr. Frank Vanclla

Deputy District Attorney

District Attorney's Office

316 Mt. Vicw Avenue

San Bernardino, CA 92415-0004
(714)387-6550

Ms. Janct Ward

Deputy District Attorney

District Attorney's Office, Juvenile
Division

900 E. Gilbert Street

San Bernardino, CA 92415-0943
(714)387-6991
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San Diego

Dr. Seth Asser

UCSD School of Medicine
Pediatrics Dept.

225 Dickason

San Dicgo, CA 92103
(619)294-6448

Mr. John Desmond
Probation

San Dicgo County

2901 Meadowlark Drive
San Dicgo, CA 92123
(619)694-4345

Mr. Harry Elias
Deputy District Attorney
Child Abuse Division
220 W. Broadway

San Dicgo, CA 92101
(619)531-4300

Capt. Blaine Hibbard
U.S. Navy

Balboa Naval Hospital
Pediatrics Division
San Dicgo, CA 92134
(619)532-6875

Lt. Kraig Kessler
Child Abuse Unit

San Dicgo Police Dept.
1401 Broadway

San Diego, CA 92101
(619)531-2325

Ms. Beth Lennon

Co-Chair, Child Fatality Committce
8001 Frost Street

San Dicgo, CA 92123
(619)565-9694

Ms. Dorine Mcadc
PHN

Health Services

104 South Barnes Street
Occeanside, CA 92054
(619)967-4401

Lt. Walter Patroske

Child Abusc Unit

San Dicgo Co. Sheritl’s Dept.
3502 Kurtz Street

San Dicgo, CA 92110

(619) 692-8000

Mr. David Stark

Coroner

San Diego County Coroner's Office
5555 Overland Drive, Bldg. 14

San Diego, CA 92123
(619)694-2899

L1, John Tinwolde

Homicide Division

San Dicgo Co. Sheriff's Dept.
3502 Kurtz Strecel

San Dicgo, CA 92110
(619)692-5600

Ms. Cynthia Zook

Co-Chair, Child Fatality Commitice
Children's Services Burcau,

Dcpt of Social Services

6950 Levant Street

San Diego, CA 92111

(619) 694-5481
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San Francisco

Mrs. Kathy Baxler-Stern
President

Child Abusc Council

1757 Waller Street

San Francisco, CA 94117
(415)752-4357

Ms. Toni Boltari

Social Worker

Youth Guidance Center
375 Woodside

San Francisco, CA 94127
(415)753-7800

Dr. Kevin Coulter

Pediatrics

San Francisco General Hospital
1001 Potrero Avenuc

San Francisco, CA 94110
(415)821-8200

Mr. Jan Espaugh

Dept. of Social Services
170 Oitis Strect, 6th Floor
San Francisco, CA 94103
(415)557-5000

Dr. Graeme Hanson

San Francisco General Hospital
1000 Potrero Avenuc

San Francisco, CA 94103
(415)821-8200

Capt, Mike Hebel

San Francisco Police Department
Juvenile Division

850 Bryant Strect

San Francisco, CA 94103
(415)553-1321

Mr. Tom Kasovich
Investigator

District Attorney's Oftice
850 Bryant Street

San Francisco, CA 94103
(415)553-1752

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

Ms. Judy Lefler

Nurse

Children's Home Society
3000 California Strect

San Francisco, CA 94115
(415)922-2803

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

Ms. Frances Smith
Director

S.F. Genceral Hospital
555 Polk Street

San Francisco, CA 94102
(415)821-8200

Dr. Boyd Stephens

Coroner /Mcdical Examiner
Medical Examiner's Office
850 Bryant Strect

San Francisco, CA 94103
(415)553-1694
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San Francisco, Continucd

Mr. Dennis Sweeney
Youth Guidance Center
375 Woodside

San Francisco, CA 94127
(415)753-7800

Ms. Elsa Ten-Broeck
Children's Home Society
3000 Calitornia Strect

San Francisco, CA 94115
(415)922-2803

Ms. Sue Thornely

Public Health Nurse
Department of Public Health
1301 Picrce Street

San Francisco, CA 94115
(415)556-5810
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San Luis Obispo

Dr. Renc Bravo

Doclor

Privaic Praclice

1941 Johnson Avenue

San Luis Obispo, CA 93401
(805)541-6030

Dr. Steven Jobst

Pathologist

Central Coast Pathologist Group
102 Santa Rosa Strect

San Luis Obispo, CA 93401
(805)542-0398

Ms. Jane Kulick

R.N. - Sexual Assault

San Luis Obispo Co. General Hospital
2180 Johnson Avenue

San Luis Obispo, CA 93401
(805)543-1500

Ms. Connie Langer

Child Protective Services

Dept. of Social Services

P.O. Box 8119

San Luis Obispo, CA 93401-8119
(805)549-4000

Mr. Richard Mansficld
Investigator

District Aftorney's Office
County Government Center
San Luis Obispo, CA 93401
(805)549-5800

Dr. Joseph Nargic
Cardiologist

Privatc Practice

1050 Las Tablas Road
Templeton, CA 93465
(805)434-1453

Dr. Laura Slaughter

San Luis Obispo Co.

Private Practice

2180 Johnson Avcnue

San Luis Obispo, CA 93401
(805)549-4230
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San Maleo

Mr Charles Conslancdias
Assistant District Allorney
District Attorney's Office
Hall of Justice

Redwood, CA
(415)363-4000

Mr. Brad Gilbert
Health Officer

Public Health

225 W, 37th. Ave

San Mateo, CA 94403
(415)363-4000

Mr. Tony Guardino

Chicl of Police

Redwood City Police Department
1020 Middle Ficld Rd.
Redwood, CA 94063
(415)780-7100

Mr. Paul Jenses

Coroner

617 Velerans Blvd., Suite 105
Redwood, CA 94063
(415)363-4000

Mr. Pal Jorden
DeputyDirector
County Mental Health
225 W. 37th. Ave

San Mateo, CA 94403
(415)363-4000

Mr Harvey Kaplan

Chicf of Pediatrics

Chope Community Hospital
222 W. 39th. Avc.

San Matco, CA 94003
(415)363-4000

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

Ms. Pat Osborn
ExccutiveDirector
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 Maico, CA 94403
(415)363-4000

Ms. Evelen Schreck

Coordinator

Child Abuse Services - Dept. Social
Services

400 Harbor Blvd.

Belmont, CA 94002

(415)595-7517
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Santa Clara

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

Mr. Robert Carroll

County Child Abusc Services
Coordinator

Office of the County Exceutive

70 West Hedding Street

San Jose, CA 95110

(408)299-2424

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

Mr. Joe Davis
Invesligator
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 Hult

Supervisor ERU-Soc. Scrvice
Dept. of Social Services

55 W. Younger

San Jose, CA 95110
(408)299-2864

Mr. Robert Masterson
Deputy District Attorney
Juvenile Probation Deplt.
804 Guadalupc Parkway
San Jose, CA 95112
(408)299-3169

Ms. Pat Osborn

‘Exec. Dircctor

Child Advocacy Council

460 California Avenue, Suite 13
Palo Alto, CA 94306
(415)327-8120

Dr. Saul Wasscrman

Child Psychiatrist

Director, CAPI San Josc Hospital
675 E. Santa Clara Street

San Jose, CA 95112
(408)977-4425

Dr. Hicks Williams
Chief of Pediatrics
Kaiscr Santa Clara

900 Kicly

Santa Clara, CA 95051
(408)236-5079
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Mr. Mark Alkire

Youth Services Officer
Benicia Police Department
200 East "L" Street
Benicia, CA 94510

(707) 746-4255

Ms. Martha Altman-Villanucva
Nconalal/PediatricServices
1800 Pennsylvania Avenue
Fairfield, CA 94533

(707) 429-7740

Ms. Dorthey Crawford
Social Service Supervisor
Child Welfare Services
240 Travis Courl

Suisun, CA 94585
(707) 427-2940

Ms. Mary Dickey

Dircctor
Neonatal/PediatricServices
1800 Pennsylvania Avenue
Fairficld, CA 94533
(707) 429-7945

Mr. Rick Gomes

Youth Scrvices Olficer
Benicia Police Department
200 East "L" Street
Benicia, CA 94510
(707) 745-3412

Mr. Wayne Grose
Investigator

Fairficld Police Department
1000 Webster

Fairfield, CA 94533

(707) 428-7355

Dr. Arthur Henning

Mecd. Dir. /Maternal Child - Adolcs.

Health
HealthDepartment
2100 West Texas
Fairficld, CA 94533
(707) 429-6242

Mr. Steve Hosking
Deltective

Vacaville PoliceDepartment
630 Merchant Street
Vacaville, CA 95688

(707) 449-5215

Ms. Nita Ladd
Adminisiralive Assistant
Coroner

600 Union Avenue
Fairficld, CA 94533
(707) 429-6404

Ms. Joyce Lockwood
Supervisor

Health Department
2100 Wesl Texas
Fairlicld, CA 94533
(707) 429-6242

Mr. Joc Munoz

Detective

VacavillePolice Department
630 Merchant Street
Vacaville, CA 95688

(707) 449-5214

Ms. Jeannc Newion
Social Worker

Child Welfarc Services
355 Tuolumne Strect
Vallejo, CA 94590
(707) 553-5529
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Solano, continucd

Mr. Jim O'Brien
Coroner

600 Union Avenuc
Fairficld, CA 94533
(707) 429-6404

Ms. Edith Parsons
Program Manager
Chii Wellare Services
355 Tuolumne Strect
Vallejo, CA 94590
(707) 553-5428

Ms. Janis Robinson
Victim Witness

District Attorney's Office
600 Union Street
Fairlicld, CA 94533
(707) 429-6451

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

Capt. Karen Smith
Family Advocacy Olficer
Dcepartment of Pediatrics
Travis Air Force Basc
Fairficld, CA 94535
(707) 423-5174

Ms. Patty Strickland
Deputy District Attorney
District Atiorney's Office
600 Union Strect
Fairficld, CA 94533
(707)429-6454

Mr. Lanny Vance

Sergeant

Fairficld Police Department
1000 Webster

Fairficld, CA 94533
(707) 428-7351

Mr. James Voyez
Coroncr Investigator
Coroncer

600 Union Avenue
Fairlicld, CA 94533
(707) 429-6404

Ms. Barbara Willer
ExecutiveDirector

Child Abusc Prevention Council
2100 West Texas Street
Fairfield, CA 94533

(707) 425-3760)

Mr. Richard Wood
Delective

Sheri{T's Department
500 Texas Street
Fairlicld, CA 94533
(707) 429-6571
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Yolo

Mr. Don Brooks
Detective

Davis Police Department
226 "F" Sirect

Davis, CA 95617
(916) 756-3907

Ms. Patsy Brookshire
Chicl Deputy
Coroner's Oflice

814 North Street
Woodland, CA 95695
(916) 666-8125

Ms. Ellcn Burriss

R.N.

Woodland Memorial Hospital
1325 Cottonwood Streel
Woodland, CA 95695

(916) 662-3961

Ms. Penny Farrington
Detective

Sheril's Department
814 North Street
Woodland, CA 95695
(916) 666