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OVERVIEW OF 2012 PRESENTATION

• Background on CJA: Who we are and what we 
do

• Child maltreatment in Alaska
• Proposed legislative changes



OVERVIEW OF CJA TASK FORCE

Background: Founded 2002
-  Federal mandate: Child Abuse Prevention and 

Treatment Act (CAPTA) 42 U.S.C. 5101 and Victims 
of Crime Act 42 U.S.C. 10601

-  Multidisciplinary/statewide representation
-  Federally funded based on population



Mission

• Identify areas where improvement is needed 
in the statewide response to child 
maltreatment, particularly child sexual abuse, 
make recommendations and take actions to 
improve the system



Task Force Projects
Develop and distribute better data
-  Collaboration with DHSS, Maternal Child Health 

Epidemiology Unit - Surveillance of Child Abuse and 
Neglect (SCAN) program

Improve system response
-  Support the development of Child Advocacy Centers 

(CACs) and Multidisciplinary Teams (MDTs)
-  Support innovative programs
-  Support education and training
Make recommendations for law changes



IMPROVE THE SYSTEM RESPONSE



Support the development 
of CACs and MDTs

Alaska now has 10 regional CACs and 2 
satellite centers 
Publications:
— Guidelines for the Multidisciplinary Response to 

Child Abuse in Alaska
— Standardized medical documentation forms



Support Innovative Programs

Pathway to Hope
-  Tribal facilitator curriculum to assist community 

healing from intergenerational trauma due to 
sexual abuse

Sexual exploitation of children protection
-  Internet Crimes Against Children
-  NetSmartz
-  In-school education programs



Education and training

Educate mandatory reporters
— Developed Mandatory Reporter Training CD

Encourage professional development
— Scholarships for trainings
— Sponsor biennial Alaska Child Maltreatment 

Conference (collaboration with the Alaska 
Children's Alliance)

Yearly legislative presentations



Yearly legislative presentations

Children's Caucus
Legislative committee presentations 
2012 presentation to Senate Judiciary & HSS
• Child maltreatment in Alaska
• Proposed legislation



Child maltreatment in Alaska

Data
Fiscal impact



Maltreatment-Related Child Deaths
Deaths occurring between 2000-2008, 

children ages 0 - 9  years

Approximately 1 out of every 5 (20%) Alaskan 
child deaths is maltreatment-related
— ~ 1 out of every 4 (25%) for Alaska Native 

children
Nearly 3 out of every 4 (~75%) maltreatment- 
related deaths occur in infants



Maltreatment - All Types
In 2008 ~ 12.400 Alaskan children were likely 
victims of at least one incident of maltreatment
— 24% had at least one incident confirmed

— Substantiated or conviction
— "Tip of the iceberg"

-A s  many as 34 children a day are likely 
maltreated, or 3.000 during this 90 day 
legislative session



Maltreatment - Neglect

In 2008 ~ 8,900 Alaskan children were the likely 
victims of at least one incident of neglect
— 25% had at least one incident confirmed
-A s  many as 25 children a day ,or 2.200 during 

this 90 day legislative session



Maltreatment -  Physical Abuse

• In 2008 ~ 2.700 Alaskan children were likely 
victims of at least one incident of physical 
abuse
— 22%  had at least one incident confirmed
-A s  many as 7 children a day, or 630 during 

this 90 day legislative session



Maltreatment -  Sexual Abuse

In 2008 ~ 1.900 Alaskan children were likely 
victims of at least one incident of sexual abuse
-Among the children experiencing sexual 

abuse, 16% had at least one incident 
confirmed

— ~ As many as 5 children a day, or 450 during 
this 90 day legislative session



What does this cost?

Medical & mental health care
-  Short and long term

Child protection system 
Criminal justice system 
Future earnings 
Quality of life



Health Care Costs

Adverse Childhood Experiences Studies: 
"Turning Gold Into Lead"
"...much of what is recognized as common in 
adult medicine is the result of what is not 
recognized in childhood."
Link to ALL most common causes of adult 
disease and death in US today

www.cdc.gov

http://www.cdc.gov


Health Care Costs
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Average lifetime cost per case of fatal child 
maltreatment

Medical costs 
Productivity losses 
Total

$ 14,000
$1,258,800 
$1,272,900

2012 The economic burden of child 
maltreatment in the Jr ited States Child 
-------------- Abttse-arra Neglect--------------



Annual economic burden to Alaskans: 
fatal child maltreatment (infants only)

• Medical costs • $ 140,000
• Productivity losses • $12,588,000
• Total • $12,729,000



Average lifetime cost per case of 
nonfatal child maltreatment

• Short-term health care costs • $ 32,648
• Long-term health care costs • $ 10,530
• Productivity losses • $144,360
• Child welfare costs • $ 7,728
• Criminal justice costs • $ 6,747
• Special education costs • $ 7,999
• Total • $210,012



Estimated annual economic burden for 
Alaskans

• Short-term health care costs • $97-405 million
• Long-term health care costs • $31 -130 million
• Productivity losses • $430 million -1.8 billion
• Child welfare costs • $23 -  96 million
• Criminal justice costs • $20 -84 million
• Special education costs • $24-99  million
• Total • $625 million - 2.6 billion

based on ~3000 - 12,400 children 
annually



SYSTEM IMPROVEMENT 
THROUGH CHANGES TO OUR 

CRIMINAL STATUTES



RECOMMENDATION #1

Modify assault statutes to create 
broader criminal liability for assaults

to children



Problem: Required for felony 
prosecution

Serious physical injury OR 
Multiple events OR
Reasonable caregiver would seek medical 
diagnosis and treatment



Problem: Definition of "serious
physical injury"

"(A) physical injury caused by an act performed 
under circumstances that create a substantial risk 
of death; or
(B) physical injury that causes serious and 
protracted disfigurement, protracted impairment 
of health, protracted loss or impairment of the 
function of a body member or organ, or that 
unlawfully terminates a pregnancy"



Solutions: New definition "serious 
bodily injury to a child"

• "Serious bodily injury to the child" includes, but is 
not limited to, second- or third-degree burns, a 
fracture of any bone, a concussion, subdural or 
subarachnoid bleeding, retinal hemorrhage, 
cerebral edema, brain contusion, strangulation, 
injuries to the skin that involve severe bruising or 
the likelihood of permanent or protracted 
disfigurement, including those sustained by striking 
children with objects, or other physical injury that 
results in significant physical injury to the child

Section 10



Solutions

Apply the proposed "serious bodily 
injury" definition to
• children under 12
• children under age 16 who are mentally 

physically impaired
Add new theories to all three felony 
assault statutes that incorporate the 
definition of serious bodily injury to a 
child

Section 1,2,3, 4



Post-conviction recommendation:

• To recognize mental harm resulting from 
physical injury:

• Create a sentencing aggravator if the 
serious bodily injury caused to a child 
resulted in significant mental injury to 
the child

Section 11



RECOMMENDATION #2

STRENGTHEN STATUTES REGARDING 
EXPOSURE OF CHILDREN TO DRUGS



Problem:

Difficult to prosecute person who has exposed a child 
to drugs to extent that child tests positive for drug
Examples: meth lab, leaving drugs laying around, 
using drugs around child



Solution:
Amend endangering the welfare of a minor 
statute by creating 2 new subsections to:
— Penalize reckless exposure of child to controlled 

substance and, because of exposure, the child 
tests positive for the controlled substance

— Penalties vary depending on dangerousness of 
drug

Section 5, subsections (b)(2) and (g)



Problem:

Inability to prosecute for indirect exposure to 
dangerous chemicals used in drug labs



Solution

• Penalize reckless exposure of child to 
chemicals used in meth labs

Section 5, subsections (b)(4)



RECOMMENDATION #3

INCREASE PENALITES WHEN A PARENT 
INTENTIONALLY WITHHOLDS 

ADEQUATE FOOD OR LIQUIDS



Problem:

Current punishment for criminal nonsupport is 
a misdemeanor
Intentional failure to provide adequate food or 
liquids to a child should be a felony



Solutions:

Modify criminal nonsupport to create a class C 
felony for parent or guardian who 
intentionally fails to provide adequate food 
and liquids to the child
Standard for determination: "a reasonable 
person would conclude the child was not 
receiving adequate food or liquids"

Section 6, 7



RECOMMENDATION #4

CREATE A CRIMINAL LAW THAT PROHIBITS 
AN INCARCERATED PERSON FROM 

CONTACTING A VICTIM OR WITNESS



Problem:

Current statutes do not fully protect a child 
victim from influences and pressure prior to 
trial and sentencing
• Only after sentencing

Examples:
• Incarcerated accused sex offender can contact 

under age victim
• 3rd party can forward phone calls, letters from 

defendant to victim



Solutions:

Add two new theories to unlawful contact 
statute to:
-  Penalize a person incarcerated before trial or 

sentencing for contacting a victim or witness of 
the offense in violation of no-contact order

— Penalize person who assists the defendant in 
engaging in such contact

Section 9



Alaska Children’s 
Justice Act Task Force

• Problem: need • Solution: introduce and
legislative changes to pass proposed
enhance safety of legislation
Alaskan children



We need champions for children!



GUIDELINES FOR THE 
MULTIDISCIPLINARY RESPONSE 
TO CHILD ABUSE IN ALASKA

A  Project o f the
Alaska Children's Justice Act Task Force



Alaska C hildren ’s 
Justice A c t Task Force



This document is intended to assist the dedicated people who 

participate in the evaluation of children for whom there is a concern for 

maltreatment: child protection, law enforcement, medical and mental 

health, Child Advocacy Centers (CACs), tribes/tribal organizations, 

victim advocates, prosecutors and others. The work is hard and often 

under-appreciated, but there is little we do that is more important than 

making a difference in the life of a child.
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SECTION ONE: OVERVIEW

Guiding Principles

•  These gu ide lines are in tended to  be used in th e  best in terests o f ch ildren. Every e ffo rt should 
be made to  avoid re -traum atiz ing  a child w ho has possib ly suffered abuse.

•  Child abuse occurs in fam ilies from  every race, cu ltu re , re lig ion, econom ic status and educational 
level. Children from  in fants to  teens, bo th  boys and girls, are v ic tim s o f child abuse.

•  Child m a ltre a tm e n t has life -long ram ifica tions th a t include adverse ou tcom es in fu tu re  physical
and m enta l hea lth , substance abuse, suicide, c rim ina l behavior, p roductiv ity , and a host o f
o th e r societal ills w ith  enorm ous d irec t and in d ire c t costs.1, 2

•  A m u ltid isc ip lina ry  approach affords th e  best o p p o rtu n ity  fo r breaking the  cycle o f child abuse 
and neglect th rou gh  effective investigations, ho ld ing  offenders accountable, access to  m edical 
and m enta l health  eva luation and trea tm e n t, and assistance to  suppo rt fam ilies in prov id ing  
safe and n u rtu r in g  environm ents fo r  th e ir  ch ildren to  heal from  abuse.

•  Response to  child abuse in sm all rura l com m un ities  presents un ique obstacles th a t can 
com plica te  th e  investigation, v ic tim  sup po rt and fam ily  services, p rosecution and the  healing 
process. Interagency coopera tion  is essential to  m in im ize the  traum a experienced by ch ildren 
in rural Alaska.

•  Bringing ch ildren fro m  rura l com m un ities  in to  hub o r urban areas fo r  forensic eva luation and
investigation requires m anagem ent o f logistical and em o tion a l sup po rt inc lud ing lodging,
transp o rta tio n , meals and add itiona l advocacy and support. Lack o f adequate and cu ltu ra lly -
in fo rm ed  sup po rt w h ile  the  child is away from  th e ir  hom e com m u n ity  may resu lt in recantation 
o r d iff ic u lty  in coopera ting  w ith  th e  investigation and prosecution.

•  Critical a tte n tio n  m ust be given to  the  reactions o f the  child 's supporte rs and extended fam ily, 
pa rticu la rly  in sm all rural com m un ities  because unsupportive  o r negative reactions to  an abuse 
d isc losu re /investiga tion  may cause fu rth e r traum a to  the  child, com prom ise safety and in h ib it 
th e  child 's healing.

•  All eva luations o f possible child m a ltre a tm en t m ust take in to  account aspects o f ind iv idua l and 
fam ily  d ive rs ity  inc lud ing reg ional/geographic practices and lifestyles, p rim ary  language, and 
physical, em o tiona l and cognitive ab ility .

•  M u ltid isc ip lina ry  team  m em bers should have, a t a m in im um , tra in in g  on norm al child 
deve lopm ent, dynam ics and im pacts o f child abuse on ch ild ren  at d iffe re n t deve lopm enta l 
stages, pro files o f those w ho abuse ch ild ren, and how  ch ildren te ll abou t abuse. Each m em ber 
o f the  team  should becom e in fo rm ed  regarding th e  d ivers ity  o f  th e ir  specific service area in 
o rd e r to  rem ain ob jective  and avoid bias based on dem ograph ic, educa tional, econom ic, e thn ic  
o r cu ltu ra l factors.

•  It is expressly understood th a t each agency w ill w o rk  w ith in  its depa rtm en ta l m andates and 
policies.

1 Wang and Holton; Economic Impact Study 2007from Prevent Child Abuse America; http://www.preventchilda- 
buse.org/about_us/media_releases/pcaa_pew_economic_impact_study_final.pdf

2 Adverse Childhood Experiences Study conducted through the Centers for Disease Control http://www.cdc.gov/ 
nccdphp/ace/
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INTRODUCTION

Child abuse 
and neglect is a 
widespread problem 
in the United States, 
especially in Alaska. 
It is critical that we 
effectively respond.

Child abuse and neglect is a w idespread problem  in th e  United States, especially in Alaska. It 
is critica l th a t we e ffective ly  respond. During the  years 2007 -2008 approx im ate ly  six in every 
100 Alaskan ch ild ren w ere po ten tia l v ictim s o f at least one fo rm  o f child m a ltre a tm en t, nearly 
24 per w eek had concerns fo r sexual abuse, and over 2920 ch ildren requ ired th e  services o f our 
Child Advocacy Centers. These cases are com plex and require  the  coopera tion  and sharing o f 
in fo rm a tio n  by those involved. No single agency o r organization can e ffec tive ly  deal w ith  the  
issues o f child abuse and neglect, and a m u ltid isc ip lina ry  approach th a t is coopera tive  and m u tua lly  
respectfu l w ill resu lt in a professional assessment w ith  the  least am o un t o f traum a to  the  ch ildren 
and fam ilies involved.

Statem ent of Purpose
The purpose o f th is  m u ltid isc ip lina ry  gu ide line  docum ent is to  provide those involved in the  in itia l 
eva luation o f suspected child abuse and neglect w ith  guidance based on existing best practice 
recom m endations. We believe th a t consistency in th e  approach to  these com plex cases w ill 
g rea tly  increase th e  effectiveness o f Alaska's response to  child abuse and neglect cases.

In th is  docum ent initial response refers to  any investigation a n d /o r assessment conducted in o rd e r 
to  make a decision on w h e th e r o r n o t to  move fo rw a rd  w ith  a crim ina l o r c ivil case. The in itia l 
response genera lly involves investigative steps, a forensic  in te rview , a m edical exam, if  ind icated, 
and an assessment o f ch ild  and fam ily  needs fo r  services.

This docum en t represents the  best know ledge abou t m u ltid isc ip lina ry  practices in response to  
child abuse and neglect available at the  tim e  o f pub lica tion . Furthe rm ore , these are standards 
tow a rd  w h ich professionals should strive to  reach in these cases. This do cum e n t is no t in tended to  
create substantive rights fo r  any ind iv idua l. Finally, th e  au thors  assume th a t any ind iv idua l agency's 
a b ility  to  fo llo w  these gu ide lines w ill depend to  som e degree on the  ava ilab ility  o f resources and 
th e  necessity to  balance p rio ritie s  am ong several cases.

Intended Audience
These guidelines are fo r  those w h o  w o rk  in child p ro tec tion , law en fo rcem ent, m edical and 
m enta l health , Child Advocacy Centers (CACs), tr ib e s /tr ib a l organizations, prosecutors and others 
w ho  pa rtic ipa te  in the  eva luation  o f  ch ild ren fo r  w h om  the re  is a concern fo r  m a ltre a tm en t. 
M u ltid isc ip lina ry  team s (MDTs) typ ica lly  have tw o  over-lapping and in te r-re la ted  purposes, 
w ith  pa rtic ipa ting  agency m em bersh ip  varying depend ing on location and purpose. The MDT 
th a t in itia lly  responds to  an a llegation  o f abuse genera lly  includes investigators from  th e  O ffice 
o f Children's Services a n d /o r law en fo rcem ent, CAC staff, a m edical provider, an ICWA w o rke r 
( if  concern ing a Native ch ild), a v ic tim  advocate, and som etim es a m enta l health  provider. In 
add ition , th e re  may also be a larger MDT th a t m eets to  rev iew  cases, w h ich  may include all o f  the  
above as w e ll as supervisors and representatives fro m  o th e r agencies as de fined in AS 47.14.300. 
This do cum e n t m ay be he lp fu l to  those w ish ing to  understand the  fra m e w o rk  fo r  m u ltid isc ip lina ry  
team s and to  those  w ho  are involved w ith  la te r stages o f child abuse investigations. Flowever, th e  
p rim a ry  in tended audiences are those involved in the  in itia l eva lua tion /assessm ent/investiga tion , 
w h e th e r the  case falls w ith in  crim ina l a n d /o r civil ju risd ic tions.
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BACKGROUND

History o f the Alaska Children's Justice Act Task Force
The Alaska Children's Justice Act Task Force is a s ta tew ide  m u ltid isc ip lina ry  group established in 1999 in 
o rd e r to  com ply w ith  th e  Federal Child Abuse Prevention and T reatm en t Act req u ire m en t to  undertake 
a com prehensive rev iew  and evaluation o f law, po licy and th e  investigative, adm in is tra tive  and jud ic ia l 
hand ling o f cases o f child abuse and neglect. The purpose o f the  Task Force is to  p rom ote  State system 
enhancem ents o r changes, inc lud ing tra in ing , policies, procedures and laws th a t w ill im prove how  
Alaska responds to  ch ild ren  and fam ilies involved in these cases. The CJA Task Force m em bers represent 
m u ltip le  d isciplines and are em ployed in state, private and Tribal agencies.

History of Child Advocacy Centers in Alaska
CACs are com m unity-based fac ilities th a t bring tog e the r law  en fo rcem ent, child p ro te c tion  workers, 
prosecutors, child and fam ily  advocates, tr ib a l representatives, m edical and m enta l health professionals 
to  utilize a co llabora tive  team  approach to  the  investigation o f ch ild  sexual abuse and o th e r fo rm s o f 
m a ltre a tm e n t as w e ll as prov id ing  necessary fo llo w -u p  services. CACs provide a safe neutra l env ironm en t 
fo r  th e  eva luation o f child abuse and exp lo ita tion , as w e ll as coo rd ina tion  o f services fo r  v ic tim s and 
fam ilies.

CACs w ere developed in Alaska as a resu lt o f com m u n ity  MDTs and o thers w o rk ing  in th e  fie ld  w ho 
recognized th a t child sexual abuse cases needed to  be approached d iffe re n tly  than  adu lt sexual assault 
cases. The firs t CAC in Alaska, Alaska CARES in Anchorage, opened in 1996, fo llow e d  by The Children's 
Place in W asilla in 1999. Now  CACs are present in 10 d iffe re n t hub com m unities , a llow ing  a m a jo rity  
o f ch ild ren in Alaska to  have access to  CAC services. CACs in Alaska are based on a national m odel firs t 
developed in H untsville  A labam a in the  1980's w ith  each re flec ting  the  un ique needs and resources o f 
th e ir  com m u n ity /reg ion .

The bene fits  o f a CAC include:
•  A llegations o f sexual abuse are m ore th o ro u g h ly  investigated
•  The traum a experienced by ch ildren and fam ilies is reduced
•  N on-o ffend ing parents are em pow ered  to  p ro te c t and suppo rt th e ir  ch ildren
•  Children and fam ilies receive services ta ilo re d  to  th e ir  fam ily 's  needs
•  M ore  offenders are held accountable
•  The com m u n ity  is m ore aw are o f th e  prob lem  o f child abuse in general and sexual abuse 

specifica lly
•  The CAC becom es a resource to  MDT professionals, p rov id ing  specialized tra in ing  and 

consu lta tion

Alaska is fo rtu n a te  to  now  have a Child Advocacy Center in each o f the  fo llo w in g  com m unities :
•  Anchorage, Alaska CARES --1-877-561-8301 http://www.providence.org/alaska/tchap/cares/default.htm
•  Wasilla -T h e  Children's Place -1-907-357-5157 http://www.thechildrens-place.org/
•  Juneau -  S.A.F.E. Child Advocacy C e n te r- 1-907-463-6157 -  http://www.ccsiuneau.org/51
•  Fairbanks -  Stevie's Place -1-907-374-2850 -  http://www.rcpcfairbanks.org/Stevie's%20Place.htm
•  Nome -  Kawerak Child Advocacy Center-1-907-443-4379 -  http://www.kawerak.org/servicedivisions/ 

cfs/cac/index.html
•  Bethel -  The Children's Center -  1-907-543-3144
•  Dillingham -  Nitaput Child Advocacy/Family Support Center -  1-907-842-1230 -  www.bbahc.org/child 

advocacy
•  Copper River -  Copper River Basin Child Advocacy Center -1-907-822-3733 -  http://crbcac.com/ 

purpose.html
•  Kenai -  Central Peninsula Child Advocacy Center -  (907)690-2113
•  Homer -  Haven House Child Advocacy Center -(907)235-7712 -  http://www.havenhousealaska.org/

A dd itio na l CACs are under deve lopm ent a t the  tim e  o f pub lica tion . Contact the  Alaska Children's A lliance 
fo r an up to  date lis t w ith  con tact in fo rm a tio n .
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The Alaska Children's A lliance (ACA) is a coa lition  o f established and deve lop ing CACs, MDTs, 
and ch ild  p ro tec tion  team s (CPTs) dedicated to  im p rov ing  Alaskan com m u n ity  responses to  child 
m a ltre a tm en t. The ACA is a s tate chapter o f th e  N ational Children's A lliance (NCA). The NCA is a 
n o n -p ro fit m em bersh ip organ ization w hose m ission is to  assist com m un ities  seeking to  im prove 
th e ir  responses to  child abuse by establishing and m a in ta in ing  CACs.



DEFINITIONS

These are de fin itions  o f com m only  used te rm s and te rm s used th ro u g h o u t th is  docum ent, and are 
no t necessarily legal de fin itions  (wh ich may be found under p e rtin e n t statutes).

Child Advocacy Center: A child-focused, com m unity-based program  th a t provides coo rd ina tion
betw een th e  various agencies and professionals responsible fo r 
responding to  ch ild  m a ltre a tm en t w ith  th e  p rim ary  goal to  prevent re ­
traum a tiza tion  by the  system response.3

Child m altreatm ent: Any act o r series o f acts o f com m ission o r om ission by a parent,
caregiver, o r  person in position  o f a u th o rity  over a child th a t resu lt in 
harm, po ten tia l fo r  harm , o r th re a t o f harm  to  a ch ild .4

Child neglect: The fa ilu re  to  provide fo r  a child 's basic physical, em o tiona l, o r 
educational needs o r to  p ro te c t a ch ild  from  harm  o r po ten tia l harm . 
Harm to  a child may o r m ay no t be th e  in tended consequence. The 
fo llow ing  types o f m a ltre a tm e n t involve acts o f om iss ion :5

•  Failure to  provide
o Physical needs 
o Em otional needs 
o M ed ica l/den ta l needs 
o Educational needs

•  Failure to  supervise
o Inadequate supervision 
o Exposure to  v io le n t env ironm en ts

Child physical abuse: The in te n tio na l use o f fo rce  against a child th a t resu lts in, o r has th e  
po ten tia l to  resu lt in, physical in jury. Physical abuse includes physical 
acts ranging from  those w h ich  do no t leave a physical m ark on th e  child 
to  physical acts w h ich cause pe rm anent disab ility , d is figu rem ent, o r 
death. Physical abuse can resu lt fro m  d iscip line o r physical pun ishm en t.6

Child sexual abuse: Child sexual abuse occurs w hen a child is engaged in sexual ac tiv ities th a t 
he o r she canno t com prehend, fo r  w h ich  he o r she is deve lopm enta lly  
unprepared and cannot give consent, a n d /o r th a t v io la te  th e  law o r 
social taboos o f society. The sexual ac tiv ities may include all fo rm s o f 
o ra l-genita l, genita l, o r anal con tact by o r to  th e  ch ild  o r abuse th a t does 
no t involve contact, such as exh ib ition ism , voyeurism , o r using th e  child 
in th e  p roduc tion  o f pornography.7

Forensic Interview: A forensic  in te rv ie w  is a process o f asking, w hen feasible, non-lead ing 
and age app rop ria te  questions to  de te rm in e  w h e th e r a crim e against a 
child has been com m itted  o r if  a child is in need o f p ro te c tion . A forensic 
in te rv iew  should be pe rfo rm ed by som eone w ho  is specia lly tra ined  in 
child deve lopm en t and th e  m any dynam ics o f child abuse.

Guardian Ad Litem: A GAL is a person appo in ted  by a judge to  conduct an independent
investigation and advocate fo r  the  best in te res t o f a child in th e  child 's 
cou rt case, w h ich  can include Child in Need o f Aid cases w here  abuse 
or neglect is alleged, dom estic  v io lence cases w here  a restra in ing  o rder

3 National Children's Alliance
4 h ttp :/ /w w w .c d c .g o v /V io le n c e P re v e n tio n /c h ild m a ltre a tm e n t/d e fin it io n s .h tm l

5  h ttp :/ /w w w .c d c .g o v /V io le n c e P re v e n tio n /c h ild m a ltre a tm e n t/d e fin it io n s .h tm l

6 h ttp ://w w w .c d c .g o v /v io le n c e p re v e n tio n /p d f/C IV I S u rv e illan ce -a .p d f

7  Kempe CH. Sexual abuse, another hidden pediatric problem: the 1977 C. Anderson Aldrich lecture. Pedi­
atrics. 1978;62 :382 -389
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is filed  on beha lf o f th e  child, in juven ile  de linquency cases, in private 
ch ild  custody cases betw een d ivorc ing parents, o r  in a d u lt c rim ina l cases 
w here  the re  is a ch ild  v ic tim . A GAL may o r may no t be an attorney, and 
m ust m eet specific qualifications.

ICWA worker: A person w ho  represents th e  tr ib e  in an Indian Child W elfare Act case.

Multidisciplinary team : A group o f professionals and agency representatives b ro ug h t to g e th e r
because o f a rep o rt o f concern th a t a child has been m a ltrea ted  a n d /o r 
th a t a crim e has been com m itted  against a child (the in itia l response). 
The MDT also continues to  m eet to  provide ongo ing consu lta tion , 
fo llo w  up on services and case review. These m eetings may include 
o th e r people as listed in AS 47.14.300b.

Protective Services Report (PSR):
A re p o rt to  OCS o f suspected child abuse o r neglect.

Victim Advocate: A tra ined  ind iv idua l w ho  w orks w ith  ch ildren and non-o ffend ing  fam ily
m em bers to  prov ide sup po rt and referra ls fo r  services; may be a CAC 
sta ff member.
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SECTION TWO: GUIDELINES FOR THE INITIAL 
RESPONSE

MDT Roles and Responsibilities in the Initial Response 
General Guidelines

•  To the  best o f th e ir  ab ility , each agency w ill w o rk  w ith  and assist o th e r m em bers o f the  
m u ltid isc ip lina ry  team  to  ensure th a t th e  best in te res t and p ro te c tion  o f ch ildren w ill be 
served.

•  All reasonable e ffo rts  w ill be made by each agency to  coord inate  each step o f the  
investigation /assessm ent process in o rd e r to  m in im ize the  num be r o f in te rv iew s and 
in te rv iew ers  involved w ith  th e  child, as w e ll as th e  nu m ber o f m edical exams.

•  All agencies pa rtic ipa ting  in th is  process w ill share p e rtin e n t case in fo rm a tio n  w ith  o th e r 
app rop ria te  agencies except as p roh ib ited  by law  o r policy.

•  To the  best o f th e ir  ab ility , agencies should p rovide specia lly tra in ed  professionals w ith  
skills in fo rensic  in te rv iew ing , assessment, and investigation to  handle app rop ria te  cases 
o f child abuse and neglect.

•  It is expressly understood th a t each agency w ill w o rk  w ith in  its depa rtm enta l m andates 
and policies.

Role of the Office of Children's Services (OCS)

In th e  con text o f th e  in itia l response, it  is th e  ro le o f OCS to  assess w h e th e r a paren t o r guard ian 
has abused o r neglected th e ir  child, o r created cond itions th a t caused such abuse o r neglect. The 
steps involved in th is  process include:

•  Receiving, docum enting , screening, and p rio ritiz ing  Protective Services Reports;
•  Assessing "screened in "8 a llegations o f in -hom e abuse o r neglect o f children;
•  N o tify ing  th e  appropria te  law  en fo rcem en t agency w hen a crim e against a child may have 

been com m itted ;
•  M aking a re ferra l to  CAC serving the  area, in accordance w ith  MDT team  pro toco l, 

w hen a screened-in PSR involves sexual abuse o r severe physical abuse, o r w hen a child 
discloses sexual abuse du ring  an assessment o f less severe physical abuse o r neglect. A t a 
m in im um , OCS sta ff should adhere to  th e  fo llo w in g  pro toco l w hen th e ir  safety assessment 
w o rk  involves a CAC:
•  Subm it in fo rm a tio n  from  the  pro tec tive  services re p o rt to  th e  CAC and coord inate  w ith  

law en fo rcem ent and the  CAC to  schedule an in te rv ie w  o f th e  child. Any in fo rm a tio n  
abou t th e  repo rte r's  id e n tity  w ill be redacted p rio r to  subm ission

•  If a non-o ffend ing  caregiver (o f physical o r sexual abuse) is iden tified , request th a t 
caregiver bring th e  child to  th e  CAC o r to  give th e ir  consent fo r  th e  child to  be 
transp orted  to  the  CAC fo r  an in te rv iew

•  If the  non-o ffend ing  caregiver refuses to  a llow  th e  child to  be transported , o r the re  is
no non-o ffend ing  care taker available, de te rm in e  if  the re  is probable cause to  assume
em ergency custody o f th e  child

•  Help coord ina te  th e  in te rv iew , m aking every e ffo r t to  coo rd inate  th e  in te rv ie w  w ith  
th e  necessary m em bers o f th e  investigation team  to  m in im ize  traum a to  the  child. At 
a m in im um , the  OCS w o rke r and a law en fo rcem en t o ffice r should be present at the  
in te rv ie w

•  Help coo rd ina te  any necessary fo llow -u p  m edical exam ination(s) o r services
•  L im it th e  num ber o f in te rv iew s w ith  a child.
•  Filing a civil ch ild -in -need-o f-a id  pe tition , i f  w a rran ted

Note: If the MDT initial response is not initiated by OCS, OCS is available as a professional resource to the MDT.

8 If, after a preliminary evaluation of a PSR involving in-home abuse or neglect of children, OCS may either 
determine that a more complete assessment is needed ("Screened In") or determine that no further as­
sessment is needed ("Screened Out")
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Role of Law Enforcement

It is th e  ro le o f the  law  en fo rcem en t de tec tive /in ve s tig a to r/o ffice r to  investigate and de te rm ine  
w h e th e r a crim e has been com m itted . The investigation includes bu t is no t lim ited  to :

•  Ensuring th a t all in te rv iew s are com ple ted, inc lud ing vic tim s, w itnesses, suspects and 
o th e r co lla te ra l peop le involved

•  Conducting a tho ro ug h  crim e scene investigation
•  Collecting evidence, inc lud ing any co rrobo ra ting  evidence
•  Preserving th e  chain o f possession o f any collected evidence

Law en fo rcem ent presents the  case to  th e  prosecu to r's  o ffice  o r agency if  enough evidence o f the  
crim e exists fo r  a c rim ina l p rosecu tion . As a m andated reporter, law en fo rcem en t w ill n o tify  OCS o f 
any possible cases o f child m a ltre a tm en t, even if  o u t o f hom e.

Role of Federal Bureau of Investigation (FBI)

It is th e  ro le o f the  Federal Bureau o f Investigation (FBI) to  investigate certa in  federa l c rim ina l cases 
in Alaska and certa in  in te rs ta te  crim es. W hen a serious child physical o r sexual abuse case falls 
w ith in  federa l ju risd ic tion , the  FBI role includes:

•  W ork ing w ith  OCS on ch ild  safe ty issues
•  W ork ing w ith  Alaska State Troopers (AST), a n d /o r o th e r local law en fo rcem ent agencies 

on investigation
•  Serving on th e  MDT w hen the re  is a cu rre n t investigation invo lv ing th e  FBI 

Role o f the Child Advocacy Center (CAC)

It is the  ro le o f th e  CAC to  provide a child-focused, neutra l, com m u n ity -o rien te d  program  in 
w h ich  representatives fro m  m any disciplines m ee t to  provide a com prehensive approach to  the  
investigation , assessment, tre a tm e n t, and prosecution o f child abuse cases. The CAC provides a 
fa c ility  fo r:

•  Legally sound forensic in te rv iew s o f ch ild ren w ho  may have been sexually abused, 
physically abused, severely neglected, d rug endangered, o r w ho  may be a w itness to  
vio lence, plus others depend ing on th e  resources o f the  CAC and MDT

•  M edica l services fo r  ch ild ren  by specia lly-tra ined m edical providers, inc lud ing  m edical 
tre a tm e n t, fo llow -u p  exams, and m edical referra ls, e ith e r on site o r th rou gh  co llabora tion  
w ith  com m u n ity  m edica l providers

•  Referrals fo r  fam ilies and ch ild ren to  an approp ria te  m enta l health p rov ider and o th e r 
ind ica ted services

Child Advocacy Centers in Alaska strive to  m eet th e  A ccred ita tion  Standards set fo r th  by the  
N ational Children's A lliance (see Append ix 2).

Role of the Medical Provider

It is th e  ro le o f the  m edical providers to  be responsible fo r  m edical and forensic child abuse 
eva luation and tre a tm e n t w ith in  th e ir  licensing scope o f practice. This includes th e  fo llow ing :

•  In te rp re ta tion  o f exam find ings (or lack o f find ings)
•  Iden tifica tion  o f unm et health care needs
•  Careful and com p le te  w r itte n  and photograph ic docum enta tion
•  W ork w ith  o th e r team  m em bers to  p rom ote  fu tu re  health  and safety o f th e  child

•  Reassurance fo r child and fam ily
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Role of Mental Health

The ro le o f th e  m enta l health p rov ide r includes:
•  N o tify ing  OCS, as a m andated reporter, o f any suspected child m a ltre a tm en t
•  Assessing and trea tin g  th e  em o tiona l and psychological needs o f the  child and non­

o ffend ing  fam ily  m em ber, w ith  a special emphasis on w ork ing  w ith  those w ho  have 
experienced com plex traum a

•  Providing crisis in te rven tion  as needed.

Role o f Victim  Advocate

It is th e  ro le o f th e  v ic tim  advocate to  assist th e  child v ic tim  a n d /o r w itness du ring  th e  in itia l 
response, w h ich  includes:

•  Providing a crisis response and preparing  th e  child fo r  the  forensic in te rv ie w  and m edical 
eva luation , if  any

•  S upporting  th e  non-o ffend ing  caregiver du ring  investigation, forensic in te rv iew , m edical 
eva luation

•  Explaining legal process to  caregiver and child
•  P roviding logistical sup po rt fo r  child and non-o ffend ing  fam ily, inc lud ing arranging 

transp o rta tio n , assistance w ith  appo in tm en ts  fo r  services, etc.
•  Conveying child 's and non-o ffend ing  caregiver's concerns and ab ilities  to  prosecu to r and 

MDT m em bers
•  Serving as a resource on the  dynam ics o f abuse, responses o f ch ildren, child deve lopm ent 

and psycho-social needs o f ch ild  v ic tim s

Roles o f Tribes/Tribal Organizations

U nder federa l law, Tribes and Tribal organizations have a specific add itiona l m andate regarding 
in itia l response to  suspected o r known child abuse. M an da to ry  reporters o f child abuse w h o  are 
em ployed by a Tribe o r Tribal organ ization th a t receives federa l funds are ob ligated to  rep o rt 
suspected child abuse to  both local child p ro te c tion  and local law en fo rcem ent agencies.9 Except 
fo r  Chevak, M etlakatla  and Native V illage o f Barrow, th e  local child p ro tec tion  agency is OCS; local 
law  en fo rcem en t m ay be Alaska State Troopers, City Police o r Borough Police.

In ad d ition  to  these m andato ry rep o rtin g  duties, Tribes and Tribal organizations may have a 
consu lta tive  role to  address cu ltu ra l and fam ily  dynam ics in specific cases, and develop a n d /o r assist 
in deve lop ing  com m u n ity  education effo rts . Tribes and Tribal organizations may have program s and 
services th a t can prov ide d irect suppo rt and assistance to  the  ch ild  and fam ily  as we ll.

9 Public Law 101-630, Indian Child Protection and Family Violence Prevention Act
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Forensic Interviewing of Children10

Actions taken at 
the initial forensic 
interview may 
significantly impact the 
child’s understanding 
of and ability to 
respond to the 
intervention process 
and/or criminal justice 
system, and may also 
mark the beginning of 
the journey to healing 
for the child and 
family.

The fo rensic  in te rv ie w  can em p ow er a child to  disclose m a ltre a tm en t in a legally defensib le 
m anner.11 Forensic in te rv iew s are typ ica lly  the  cornerstone o f a child abuse investigation , effective 
child p ro te c tion  and subsequent prosecution. Actions taken at the  in itia l forensic  in te rv ie w  may 
s ign ifican tly  im pact the  child's understand ing o f and a b ility  to  respond to  th e  in te rven tion  process 
a n d /o r crim ina l jus tice  system, and may also m ark th e  beginning o f the  jo u rn e y  to  healing fo r  the  
child and fam ily. The best fo rensic  in te rv ie w in g  practice includes:

•  An age-appropria te, neutra l in te rv ie w  setting
•  Effective com m un ica tion  am ong MDT m em bers
•  U tiliza tion  o f legally sound and cu ltu ra lly  in fo rm ed  in te rv iew ing  techniques
•  A pp rop ria te ly  tra in ed  and supervised in te rv iew ers

A t a m in im um , forensic in te rv iew s should be ch ild -centered and coord inated to  avoid m u ltip le  
in te rv iew ers  and dup lica tion  in questions asked o f th e  child.

The purpose o f a forensic in te rv ie w  is to  ob ta in  a s ta tem ent from  a child, in a deve lopm enta lly  
and cu ltu ra lly  sensitive, unbiased and fac t-find ing  m anner th a t w ill sup po rt accurate and fa ir 
decision m aking by th e  involved m u ltid isc ip lina ry  team  in the  crim inal jus tice  and child p ro tec tion  
systems. The status o f th e  ind iv idua l conducting  the  forensic  in te rv ie w  may vary, depend ing on 
th e  case circum stances and location, bu t in all s itua tions, it  is recom m ended th a t th e  forensic 
in te rv ie w e r have in itia l and ongo ing fo rm a l forensic  in te rv ie w e r tra in ing . The in te rv ie w e r may be 
a CAC em ployee, law en fo rcem ent officer, OCS worker, m edical provider, federa l law  en fo rcem en t 
o ffice r o r o th e r MDT m em bers, depend ing on th e  s itua tion  and w ho is available.

Key e lem ents o f a child forensic  in te rv ie w  include th e  fo llow ing :
•  In troduc tions  and rap po rt bu ild ing
•  Assessment o f deve lopm enta l and cu ltu ra l factors in fluencing com m un ica tion
•  Age appropria te  language and fo rm u la tio n  o f questions
•  Explanation o f rules o f th e  in te rv ie w
•  Exploring the  po ten tia l fo r  abuse in as non-lead ing a m anner as possible
•  G athering details su rround ing any disclosure
•  Screening fo r  o th e r types o f abuse, neglect o r m enta l in ju ry
•  Use o f aids such as free  hand d raw ing and body diagrams as needed to  help child

com m unica te

The CAC/MDT pro toco l should set o u t the  requ ired qua lifica tions o f th e  forensic in te rv iew er, 
inc lud ing m in im um  specialized tra in ing , th e  m ethod  fo r  sharing am ong MDT m em bers in fo rm a tio n  
co llected in th e  forensic in te rv iew , and th e  mechanism s fo r  co llabora tion  and peer review.

O ngoing education in the  fie ld  o f child m a ltre a tm e n t a n d /o r forensic in te rv ie w in g  is essential fo r  
those conducting  forensic in te rv iew s o f ch ildren. A dd itionally , the  im portance  o f peer rev iew  
canno t be oversta ted. As noted by M ichae l Lamb, " in te rv ie w e rs  con tinue  to  m ainta in  o r im prove 
th e ir  skills on ly  w hen the y  regularly  rev iew  th e ir  ow n and o thers ' in te rv iew s closely, discussing 
th e ir  strategies, successes and mistakes w ith  o th e r in te rv ie w e rs "12.

In response to  concerns abou t defense a tto rn ey  attacks on peer review, V ic to r V ie th  states: "S im ply 
p u t,w h a te v e rth e M D T d o e s o rd o e s n o td o a s p a rto fth e fo re n s ic in te rv ie w in g  process, inc lud ing peer 
review, w ill be attacked by defense counsel." "The M DT should no t focus on avo id ing a defense attack

10 Based on the Accreditation Standards of the National Children's Alliance, which all CACs in Alaska are 
required to strive to meet

11 Victor Vieth, Director, National Child Protection Training Center, Winona State University
12 Lamb, et at, A structured forensic interview protocol improves the quality and informativeness (sic) of 

investigative interviews with children: A review of research using the NICHD Investigative interview 
Protocol, 31 C h i ld  A b u s e  &  N e g le c t  1201,1210 (2007).
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o f th e  peer rev iew  process, any m ore than th e  M DT should focus on conducting  a forensic  in te rv ie w  
in a m anner to  avoid a defense a tta c k .13

Cultural Considerations in Forensic Interviewing of Children

Research indicates that members of different cultural groups may respond differently to 
children’s disclosure of sexual abuse.14 A  child ’s cultural background may also impact upon 
the child ’s appraisal of the abusive experiences (e.g., level of self-blame) and the level of 
social support that the child may receive. In addition, the way emotions may or may not be 
expressed is also related to culture and ethnicity. In the investigative process, the interviewer 
should explore as appropriate:

•  family structure (e.g. extended, nuclear, single), gender role expectations,
•  child care practices,
•  financial management of the household,
•  community/country of origin and reasons for immigration or transfer to urban areas 

(if Alaska Native),
•  any contact with family in the village/country of origin, religious belief systems, social 

networks, and
•  attitudes about sexual violence.

Interviewers should integrate these cultural concerns into the interview process. Furthermore, 
the factors that make it more difficult for some children to disclose sexual abuse are culturally 
related (e.g., gender role expectations), and cultural issues may also contribute to the possibility 
of recantation.

Language proficiency is another important consideration for the interviewer. It should never 
be assumed that English is a universal language understood by all children. Ideally, children 
should be asked what language they speak at home, as well as what language they would 
prefer to use in talking to investigators. Children may use language terms for body parts, for 
certain actions, for relationships and for certain individuals, and they may not know the English 
word for these things or people. There may be a taboo about saying words for private parts 
or sex acts, especially with people outside of the family. Nicknames are widely used in some 
cultures, and children may not know a person’s formal name, only their nickname such as 
“Junior” or “Chubby” .

Non-verbal expression, body language and posture are interpreted differently in different 
cultures with great variation as to the meaning. The interviewer should not presume that a 
bent-over posture or a lack of eye contact, for instance, means a person is not truthful, or 
that alert posture and direct eye-contact means the person is truthful. Understanding the 
child ’s specific cultural norms for non-verbal expression is an important aspect of the forensic 
interview.

Translation/interpretation, whether of spoken language or of non-verbal communication, 
in and of itself, raises additional considerations, and it is important that the MDT include 
individuals with knowledge and understanding of the unique cultural aspects of the child and 
family/caregivers or who are willing and able to access such expertise when needed.

It should never 
be assumed that 
English is a universal 
language understood 
by all children.

13 Victor Vieth, In the Shadow of Defense Council: Conducting Peer Reviews of Forensic Interviews in an 
Age of Discovery

14 Feiring, C., Coates, D.L., & Taska, L.S. (2001). Ethnic status, stigmatization, support and symptom devel­
opment following sexual abuse. J. of Interpersonal Violence.16:1307-1329
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Medical Evaluation for Child Maltreatment

All CACs in Alaska evaluate ch ildren fo r sexual abuse; m any also o ffe r the  a b ility  to  evaluate children 
fo r  physical abuse, neglect and drug endangerm ent.

Purpose of the Medical Evaluation
The m a jo rity  o f ch ildren fo r  w hom  sexual abuse is a concern w ill have norm al o r non-specific  anal- 
genita l exams. There are a num ber o f reasons fo r  th is, includ ing:

•  Late disclosure
•  Delays in seeking care
•  Types o f sexual abuse th a t do no t cause s ign ificant physical traum a: fond ling , ora l-genita l 

contact, rubbing, touch ing  over c lo thes
•  E lasticity o f vaginal and anal openings
•  Rapid healing in children
•  M edica l cond itions th a t can be confused w ith  sexual abuse

Also, research shows th a t th a t it  is unusual to  find  any forensic evidence in pre -puberta l ch ildren, 
especially if the y  are seen m ore than  24 hours a fte r th e  abuse has occu rred .15, 16

Even in physical abuse cases, exams can be non-d iagnostic because o f delays in eva luation , m edical 
cond itions th a t can be confused w ith  abuse and the  overlap in find ings th a t can occur in in flic ted  
and accidental in juries.

There fore the  purposes o f the  medical eva luation include the  fo llow ing :
•  Help ensure the  health , safety and w e ll being o f the  child
•  Diagnose, docum ent, and address m edical cond itions resu lting fro m  abuse and neglect
•  D iffe ren tia te  m edical find ings th a t are ind ica tive o f abuse fro m  those w h ich  may be 

expla ined by o th e r m edical cond itions
•  Diagnose, docum ent, and address m edical cond itions unre la ted to  abuse (w ith in  the  

scope o f practice o f the  ind iv idua l p rov ider)
•  Assess the  child fo r any deve lopm enta l, em o tiona l, or behaviora l p roblem s needing 

fu r th e r  eva luation and tre a tm e n t inc lud ing referra ls as necessary
•  C ollection, preservation and docum enta tion  o f forensic m ateria l if ind ica ted by h is to ry 

and tim in g
•  Reassure and educate the  child and fam ily  to  assist in em o tiona l healing 

Indications for a Medical Evaluation
All ch ild ren w ho  are suspected v ic tim s o f child sexual a n d /o r physical abuse should be offe red a 
m edical eva lua tion .17 Health care providers w o rk ing  w ith  the  CAC and MDT should de te rm ine  
those s itua tions (indicators) in w h ich  m edical eva luations should be "re q u ire d " (w ith  th e  provision 
th a t ch ild ren are never forced to  have any po rtion  o f an exam unless m edica l/surgical in te rven tion  
is necessary). These indicators should be pa rt o f the  CAC's w ritte n  protocols.

Ind icators to  consider include:
•  Any child w ho  discloses d irec t oral, anal o r genita l con tact (skin to  skin) by a suspect's 

body pa rt o r an ob ject
•  Any child w ith  anal o r genita l pain, bleeding, o r abnorm al discharge
•  Any child w ith  a non-neonata l transm ission o f a sexually-transm itted in fec tion
•  Any child disclosing physical abuse o r observed to  have possible signs o f non-accidental

in jury, includ ing
o Unexplained o r unw itnessed in ju ries to  a young child
o In ju ries inconsistent w ith  h is to ry  o r age and deve lopm ent
o Patterned in juries

•  Any child w ith  s ign ificant signs o f neglect

15 Christian et at; Pediatrics July 2007
16 Youna et al: Archives Pediatric & Adolescent Medicine June 2006
17  Medical Standard from the National Children's Alliance
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•  Any ch ild  w here  the re  is a concern o f endangerm ent due to  drug exposure
•  Any child w ho is highly suspected o f being recen tly  abused, o r w ho  may be re luc tan t to

disclose abuse, o r w ho  is preverbal
•  O ther considerations fo r  m edical exams include:

o Young children exh ib iting  s ign ificant sexualized behavior
o History o r exam find ings o f concern fo r  abuse noted by an o the r health care

prov ider
o Adolescents disclosing "consensual sex" if  the  teen is under 16 years o f age 

Access for Medical Evaluations
The N ational Children's Alliance M edica l Standard states th a t: "Specialized medical evaluation  
and treatm ent services are routinely made available to  all CAC clients and coordinated w ith the  
multidisciplinary team  response."

In Alaska, som e CACs o ffe r on-s ite  m edical eva luations th rough  em ployed o r con trac t m edical 
providers. O thers arrange fo r  m edical exams to  be conducted a t th e  local hospita l, clinic, o r at 
a n o the r CAC w ith  m edical providers on staff.

CACs need to  make arrangem ents fo r  those s itua tions w here ch ild ren require  eva luation a fte r 
regular business hours o r at Emergency D epartm ent o r in -pa tien t hospita l care -  fo r  example, a 
child w ith  serious in juries requ iring  d iagnostic testing  and tre a tm e n t beyond the  scope o f the  CAC. 
Policies should be in place fo r tra n sp o rt to  the  nearest hospita l if th e  child f irs t presents to  th e  CAC, 
as w e ll as fo r exam ination  o f th e  child, docum enta tion  o f in juries, and forensic  evidence gathering 
as appropria te .

M edica l evaluations arranged th rough  the  CAC should always be available regardless o f the  
child 's and fam ily 's  a b ility  to  pay. In Alaska it is possible to  b ill th ird  pa rty  payers inc lud ing private 
insurance and M edica id  fo r  exams conducted on children under th e  age o f 16. In som e situa tions 
and areas, such as sexual abuse exams conducted as pa rt o f a crim ina l investigation (o r on ch ildren 
16 and o lder), law  en fo rcem ent m ay pay fo r  th e  exam. The Alaska V io len t Crimes Com pensation 
Board is an o the r po ten tia l resource fo r assisting w ith  th e  costs o f exams, diagnostic testing, and 
transp o rta tio n  to  and from  the  CAC w hen o th e r resources are no t available.

Process for the Medical Evaluation 
General Principles
D uplicative exams should be avoided w henever possible. If feasible, th e  child 's exam should be 
conducted by som eone w ith  specialized tra in in g  and experience in conducting  m edical eva luations 
fo r abuse and neglect. In add ition , ph o to -docum en ta tion  o f exam find ings allows fo r peer review  
and expert consu lta tion , w h ich also helps obvia te  the  need fo r  an o the r exam.

All abuse exams should generally consist o f a com p le te  head-to -toe  physical. D iagnostic testing  
(i.e., rad io log ical and labo ra to ry  testing) is ob ta ined a n d /o r ordered by th e  m edical p rov ider as 
c lin ica lly  indicated.

Every e ffo r t should be made to  avoid dup lica tive  in te rv iew ing . If the  m edical p rov ide r is unable 
to  observe the  child 's forensic in te rv iew , the n  a sum m ary o f p e rtin e n t in fo rm a tio n  should be 
provided p rio r to  th e  exam. The m edical p rov ider w ill need to  ob ta in  a m edical h istory, inc lud ing 
chronic health cond itions, p rio r in juries, surgeries o r procedures (especially those th a t may a ffect 
in te rp re ta tio n  o f find ings), m edications, allergies, and re levant fam ily  m edical h is to ry (such as 
b leeding d isorders in a child w ith  bruises, o r w arts  in a child w ith  possible HPV). C larification 
questions ab ou t the  abuse may also be necessary, such as asking th e  cause o f a pa rticu la r in ju ry  
found  on th e  child 's body. Every e ffo rt should be made to  ask non-lead ing questions, and any 
questions asked along w ith  the  child 's responses should be noted in the  m edical repo rt. W henever 
possible, the  child 's exact words should be used and iden tified  w ith  qu o ta tio n  marks.
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Ideally, the re  w ill be a non-o ffend ing  legal guard ian available to  give consent fo r  the  child 's m edical 
exam. Alaska law does a llow  fo r  the  medical eva luation , x-rays and photographs to  be taken o f 
ch ild ren fo r  w hom  the re  is a concern fo r  abuse w ith o u t parenta l consen t;18 how ever parents should 
be no tified  as soon as reasonably possible, and th e  team  should discuss how  and w hen th is  w ill 
happen. In add ition , Alaska law also a llows adolescents to  seek m edical care re lated to  sexually 
transm itte d  in fections, pregnancy, and con tracep tion  w ith o u t parental consent. In those instances 
w here the  m edical eva luation is part o f  a crim ina l investigation , the  health  care p rov ide r should 
encourage th e  adolescent to  ta lk  to  th e ir  parents and should coord inate w ith  law en fo rcem ent 
concern ing parenta l no tifica tion .

Exam Steps
The exam fo r  child m a ltre a tm en t is a com prehensive head-to -toe  eva luation , inc lud ing height, 
w e igh t, and head c ircum ference fo r ch ildren less than tw o  years o f age, and v ita l signs. The child's 
head, eyes, ears (includ ing external ears, canals and ear drum s), nose, m ou th , neck, heart, lungs, 
abdom en, back, ex trem ities , and buttocks should all be evaluated. A ll skin surfaces should be 
visualized, w ith  carefu l a tten tion  to  those areas w h ich can easily be missed such as behind the  
ears. Oral frenu la  should be exam ined fo r evidence o f traum a as w e ll. A colposcope is ideal fo r  
exam ination o f th e  anal-genita l region; however, it  may no t always be available. Any source o f 
m agn ifica tion  can be used if  necessary, inc lud ing an otoscope. Speculum exams are reserved fo r 
post-pubescent ch ildren. There are rare s itua tions in w h ich  a m edical need exists fo r in te rna l 
visualization o f th e  anal o r vaginal canal beyond w h a t can no rm ally  be seen w ith  pos ition ing  and 
gentle  external trac tion . Examples include th e  need fo r surgical repair o r unexp la ined vaginal o r 
anal b leeding. In th is  case, the  m edical p rov ider w ill w o rk  w ith  the  local hospita l to  arrange an 
exam under sedation.

Diagnostic Testing
A com ple te  descrip tion  o f d iagnostic testing  fo r child sexual and physical abuse is beyond the  
scope o f th is  docum ent. It is v ita lly  im p o rta n t fo r  health care providers to  stay up to  date w ith  
the  lite ra tu re  on th is  top ic, and to  consult w ith  m ore experienced providers as needed. O f note, 
however, is th a t Alaska has high rates o f Chlamydia trachom atis  and rising rates o f gonorrhea . In 
add ition , nucle ic acid am p lifica tion  tes ting  (com m on ly  called "PCR") fo r  bo th  o f these in fections 
can be ob ta ined easily th rou gh  a non-invasive, non-clean catch urine sam ple fo r  p re -puberta l 
ch ild ren and on th e  same sam ple as liqu id  cy to logy pap sm ear samples from  adolescents -  thus 
providers should have a low  th resho ld  to  screen fo r  at least these tw o  in fections on child sexual 
abuse cases w here ind ica ted by h is to ry or exam.

Exam Documentation
Photographic docum en ta tion  o f exam ination find ings is th e  standard o f care. P ho to -docum enta tion  
enables peer review, con tinuous qu a lity  im provem ent, and consu lta tion . It may also prevent the  
need fo r  a repeat exam ination . Photo-colposcopy is no rm a lly  used fo r  docum enta tion  o f th e  anal- 
genita l area; however, in the  event a colposcope w ith  camera is no t available, a d ig ita l camera 
maybe used to  docum en t exam find ings. D igital pho to -docum en ta tion  should be used fo r  visible 
physical abuse o r neglect find ings.

W ritte n  docum enta tion  may involve d ic ta ted notes, fo rm s o r an e lectron ic  m edical record if  required 
by th e  hospita l o r c lin ic  p rov id ing  m edical exam services fo r  th e  CAC. The Children's Justice Act 
Task Force, in co llabora tion  w ith  the  Alaska Children's A lliance, has developed standardized form s 
w hich may be used e lec tron ica lly  and are cu rre n tly  used in a num ber o f the  CACs in th e  state.

Treatm ent
The m edical p rov ide r w orks w ith  o th e r team  m em bers to  develop an app rop ria te  tre a tm e n t plan 
fo r the  child and fam ily, wh ich may include b u t is n o t lim ited  to  any o f th e  fo llow ing :

•  F urthe r d iagnostic testing
•  Follow -up exams and photos

Consent

18 AS 25.20.025
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•  P rescriptions and m edical tre a tm e n t e ith e r ordered o r adm in is tered at th e  CAC
•  Follow -up care and referra ls, includ ing:

o Counseling
o Prim ary a n d /o r specia lty m edical care

Provisions m ust also be made fo r  eva luation , tre a tm e n t a n d /o r re ferra l fo r  m edical cond itions 
found  at th e  tim e  o f the  exam.

Sharing o f Exam Findings w ith the Team
The CAC's w r itte n  pro tocols should describe how  m edical exam find ings w ill be shared w ith  MDT 
m em bers in a t im e ly  manner, and in w h a t fo rm a t. Rem em ber th a t the  du ty  to  re p o rt suspected 
child abuse is a c lear exception to  HIPPA privacy requ irem en ts .19

Training Criteria for Medical Providers
M edical eva luations should be conducted by health  care providers w ith  specialized tra in in g  and 
experience in child abuse. This can include physicians, nurse p ractitioners, physician assistants, and 
sexual assault nurse examiners w ith  ped ia tric  tra in ing  and expertise. All medical p roviders should 
opera te w ith in  th e  scope o f th e ir  practice as ou tlined  by th e ir  state license.

Acqu is ition  o f adequate tra in ing  can be th rough  any o f the  fo llow ing :
•  Board ce rtifica tion  in Child Abuse Pediatrics
•  Child Abuse Fellowship tra in in g  o r child abuse C ertificate o f Added Q ua lifica tion
•  D ocum enta tion  o f satisfactory com p le tion  o f com petency-based tra in in g  in the  

pe rfo rm ance o f child abuse evaluations
•  D ocum enta tion  o f com p le tion  o f at least 16 hours o f fo rm a l m edical tra in in g  in child sexual 

abuse eva luation (the absolute m in im um  as recom m ended by the  N ational Children's 
A lliance)

Continuous Quality Im provem ent
The N ational Children's A lliance M edica l Standard states th a t the  CAC m ust prov ide op po rtu n itie s  
fo r ongo ing tra in in g  and peer review. In Alaska, m ost m edical providers w ill no t be conducting 
hundreds o f child abuse exams each year. There fore, ongo ing tra in ing  and peer rev iew  as well as 
the  a b ility  to  access expert op in ions are critica l to  develop and m ainta in  com petency.

The National Children's A lliance M edica l Standard recom m ends th a t ongo ing education in the  fie ld  
o f child sexual abuse should consist o f a m in im um  o f 3 hours o f CEU/CME cred its every 2 years. A 
num ber o f viab le  op tions are open fo r  Alaskan m edical providers fo r  tra in ing , includ ing:

•  The biennia l Alaska Child M a ltre a tm e n t Conference, organized by th e  Alaska Children's 
A lliance w ith  sponsorship fro m  the  Alaska Children's Justice Act Task Force and W estern 
Regional Child Advocacy Center

•  The National Children's A lliance M edica l Training Academ y (basic and advanced), held at 
least tw ice  yearly th rough  a partnersh ip  w ith  M id w es t Regional Child Advocacy Center

•  The San Diego In te rna tiona l Conference on Child and Family M a ltre a tm en t, sponsored by 
th e  Chadwick Center fo r  Children and Families, usually held in January each year (a nice 
break fo r  we Alaskans!)

•  The N ational Symposium on Child Abuse, sponsored by The N ational Children's Advocacy 
Center (the very f irs t CAC) and held in Huntsville, A labam a, in M arch each year (also a nice 
break fo r Alaskans!)

•  The Am erican Professional Society on the  Abuse o f Children Annual Colloqu ium , held each 
sum m er in various locations

M em bersh ip  in th e  Am erican Professional Society on th e  Abuse o f Children (APSAC) and the  
In te rna tiona l Society fo r  the  Prevention o f Child Abuse and Neglect (ISPCAN) bo th  include the  
b e ne fit o f th e ir  respective jou rna ls  as w e ll as access to  th e ir  w ebsites and resources.

19 http://aappolicy.aappublications.org/cgi/reprint/pediatrics;125/l/197.pdf
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All m edical p roviders a ffilia ted  w ith  Alaskan CACs have the  o p p o rtu n ity  to  becom e m em bers o f 
the  Alaska Children's A lliance (ACA) M edica l Peer Review Group and pa rtic ipa te  in m on th ly  peer 
rev iew  as w e ll as access expert consu lta tion . F urthe r in fo rm a tion  may be ob ta ined  th rough  the  
local CAC o r fro m  the  chapter coo rd ina to r fo r  the  ACA.

Cultural Considerations Regarding Medical Evaluations for Child 
Abuse

Many of the same concerns arise here as were discussed in the Forensic Interview section 
regarding cultural considerations. In addition to those areas discussed, the child ’s cultural 
beliefs may require that the medical evaluation be conducted by a person from the same 
gender as the child. Children may have been taught not to speak to a person of the opposite 
gender regarding private parts or sexual issues.

The child ’s cultural practices and teachings about the privacy or lack of privacy about their 
own body can impact how the child tolerates and cooperates with the medical evaluation. 
The medical evaluator needs to ensure that this step does not cause further trauma to the 
child because of cultural beliefs and practices.
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Victim Advocacy

By keeping the child 
and family informed 
and focusing on 
their needs during 
the investigation 
and justice process, 
the victim advocate 
empowers the child 
and family to focus 
on well-being and 
healing.

Victim Support and Advocacy w ithin a CAC20

Child v ictim s and th e ir  non-o ffend ing  fam ily  m em bers have a con s titu tion a l righ t to  be trea ted 
w ith  d ign ity, respect and fairness th ro u g h o u t the  crim ina l justice process.21 V ic tim  suppo rt 
and advocacy should reduce traum a fo r th e  child and non-o ffend ing fam ily  m em bers and thus 
streng then th e  v ic tim 's invo lvem en t in th e  investigation and prosecu tion, im prov ing  overall 
ou tcom es fo r  child v ictim s. V ic tim  and non-o ffend ing caregiver suppo rt from  th e  tim e  o f disclosure 
th ro u g h o u t th e  case and beyond sentencing is a necessary com ponen t in the  MDT's response. By 
keeping th e  child and fam ily  in fo rm ed and focusing on th e ir  needs during  th e  investigation and 
jus tice  process, the  v ic tim  advocate em pow ers the  ch ild  and fam ily  to  focus on w e ll-be ing  and 
healing. V ic tim  advocacy has also been proven to  increase gu ilty  verd ic ts  in sexual abuse cases, 
suggesting th a t be tte r prepared and relaxed child v ic tim s and w itnesses are m ore cred ib le .22

A t th e  CAC, m ore than one person may serve as v ic tim  advocate, and it is im p o rta n t th a t th is  
ro le /fu n c tio n  is de fined clearly w ith in  th e  CAC/MDT's w ritte n  docum ents as to  how  the  needs 
w ill be m et. Some CACs have sta ff (e.g. fam ily  advocates, care coord inators, v ic tim  advocates, 
and child life specialists) th a t handle advocacy functions, and som e CACs have a cooperative 
a rrangem ent w ith  a local v ic tim  advocacy agency (e.g., dom estic  v io lence advocates, rape crisis 
counselors, Court A ppo in ted  Special Advocates), a n d /o r system-based advocates (e.g., v ic tim  
w itness coord inators, law en fo rcem ent v ic tim 's  advocates). Some CACs use m ore than one o f 
these resources.

Procedures should be in place to  provide in itia l and on-go ing support and advocacy fo r  th e  child 
and non-o ffend ing  caregiver. A t a m in im um , v ic tim  suppo rt and advocacy should include the  
fo llo w in g  services:

•  P roviding crisis response and preparing  ch ild  fo r in terview , m edical eva luation
•  Supporting  non-o ffend ing caregiver du ring  investigation, forensic  in te rv iew , m edical 

eva luation
•  Explaining legal process to  caregiver and child
•  Providing education to  caregiver and extended fam ily  m em bers regard ing the  im pact o f 

abuse, dynam ics o f child sexual abuse and ways to  suppo rt child, p ro m o te  healing
•  Providing logistical suppo rt fo r  child and non-o ffend ing  fam ily, inc lud ing  arranging 

transp o rta tio n , assistance w ith  appo in tm en ts  fo r  services, etc.
•  O ne-on-one preparation o f child fo r  tes tim ony in cou rt at age-level
•  Conveying non-o ffend ing caregiver and child concerns and ab ilities to  p rosecu to r and 

MDT m em bers
•  Explaining v ic tim  rights and he lp ing child a n d /o r caregiver to  com ple te  V ictim  Im pact 

Statem ents
•  S upporting child and non-o ffend ing  caregiver du ring  tr ia l
•  Serving as a resource and possible expert w itness on dynam ics o f abuse, responses o f 

ch ild ren, child deve lopm ent and psycho-social needs o f child v ictim s
•  M aking referrals fo r  services to  child a n d /o r non-o ffend ing fam ily  m em bers

Cultural Considerations Regarding Victim Advocacy

The victim advocate will likely have the most contact with the child and caregiver following 
the initial investigation and thus is in the strongest position to identify cultural issues and 
needs that impact the child’s and family’s cooperation with the system. It is essential that the 
victim advocate diligently learn about the child ’s lifestyle and culture (in the broadest sense)

20 Based on the Accreditation Standards of the National Children's Alliance, which all CACs in Alaska are 
required to strive to meet (see Appendix 2)

21 State of Alaska Constitution, Article I, Section 24
22 Child Victims and Witnesses: A Handbook for Criminal Justice Professionals, USDOJ 1998
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to identify values and practices that may offer support and healing strategies throughout 
the case. The victim advocate also advises other MDT members regarding these issues to 
promote continuity of response for the victim.

The victim advocate needs to be aware of the role that extended family and the child ’s 
“community” (whether a whole village or a neighborhood in the city) has in the child’s life and 
educate/inform those in the child’s environment about abuse dynamics as well as ways to 
support this child in her/his healing journey. This may involve working with cultural authority 
figures such as elders, spiritual leaders, shaman, priests, etc.



Communication and Information Sharing

State law requires OCS, as a general rule, to  keep con fiden tia l in fo rm a tio n  th a t it has ob ta ined 
from  a rep o rt o f harm  (Protective Services Report) and any investigation o r services arising ou t 
o f th a t re p o rt.23 However, an exception to  th is  general ru le requires OCS to  provide appropria te  
con fiden tia l in fo rm a tio n  to  m em bers o f th e  investigation MDT as necessary fo r  th e  MDT m em ber 
to  perfo rm  the  m em ber's  du ties .24 OCS may no t share the  rep o rte r's  nam e bu t may share the  
con tents o f the  rep o rt w ith  the  MDT m em bers.25

O ther m em bers o f the  MDT may also have con fide n tia lity  res tric tions applicab le to  them ; fo r  
example, physicians m ust fo llo w  the  federal Health Insurance P ortab ility  and A ccountab ility  Act 
(HIPAA)26. However, HIPAA's general ru le ( th a t pro tected health  in fo rm a tio n  may n o t be released 
by a covered e n tity  w ith o u t th e  pa tien t's  consent o r cou rt order) does no t apply du ring  these 
parts o f the  in itia l response: (1) w hen child abuse o r neglect is suspected, the  m edical p rov ider is 
a m anda to ry  re p o rte r and may disclose a child 's p ro tected  health in fo rm a tio n  to  OCS in the  course 
o f repo rting  the  suspected child abuse o r neglect and (2) du ring  an investigation o f th e  report, 
th e  medical p rov ider may disclose p ro tected  health in fo rm a tion  abou t the  child to  OCS w ith o u t 
parenta l no tifica tio n  o r au thoriza tion .

HIPAA also a llows disclosure o f p ro tected health  in fo rm a tio n  (1) to  o th e r health  care professionals 
if  necessary fo r  tre a tm e n t o f the  pa tien t and (2) to  law en fo rcem ent if  (a) th e  in fo rm a tion  is 
necessary fo r  im m edia te  law en fo rcem ent o r fo r a crim ina l investigation in wh ich th e  investigation 
w ou ld  be com prom ised if  the  in fo rm a tio n  was no t im m ed ia te ly  provided and (b) th e  health  care 
prov ider de term ines, using h is /h e r best professional ju dg m en t, th a t the  disclosure is in th e  best 
in te rest o f the  v ic tim .27

Records and in fo rm a tio n  collected by th e  MDT are n o t sub ject to  d iscovery o r subpoena in 
connection w ith  a civil o r c rim ina l proceeding and no t subject to  pub lic  d isclosure.28

Cultural Considerations Regarding Information Sharing

Confidentiality can be a challenge in small communities. It is common in rural Alaska 
communities for health care providers, public safety officers, service providers and ICWA 
workers to be related to many individuals in the village. Thus it is extremely important that 
procedures are in place for releasing and sharing information that will assure those closely 
related to the child or the suspect cannot access any information on the child ’s disclosure 
or other investigative information. Medical, social services and school records that might 
normally be released to the parent/caregiver should be kept in a separate, secure location in 
the village as well as the hub when child maltreatment is suspected.

23 AS 47.10.093(a) and (f); 7 AAC 54.040(a)
24 AS 47.10.093(b)(7).
25 7 AAC 54.040(c)
26 45 CFR 160,162, and 164
27 45 CFR 164.512
28 AS 47.14.300(d) &(f)
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MDTs must be 
willing to become 
educated and 
competent in 
adjusting to the 
diverse world 
views in order 
to successfully 
investigate and 
prosecute in a 
respectful manner.

SECTION THREE: CULTURE AND DIVERSITY 
CONSIDERATIONS IN CHILD ABUSE EVALUATIONS

Culture is one o f th e  filte rs  th a t people use to  in te rp re t life experiences. Culture is d iffe re n t from  
race o r e thn ic ity . It is no t based on th e  co lor o f o u r skin bu t on ou r accum ulative life experiences. 
C ulture encompasses m any d iffe re n t factors: language, fam ily  s tructure , socioeconom ic status, 
gender and gender roles, m ora l and re lig ious values, trad ition s , history, paren ting  practices, sexual 
attitudes, to le rance level fo r  em otiona lism , and ind iv idua l vs. group o rie n ta tio n .29 MDTs need to  
m ainta in  vig ilance on m atters o f cu ltu re  in every case; it  is no t acceptable to  apply one's ow n 
cu ltu ra l values standards and beliefs in these cases, no r is it  appropria te  to  presum e th a t on ly  
people o f co lo r have "cu ltu re ."

Diversity in fluences nearly every aspect o f child m a ltre a tm e n t response in Alaska. The concept 
o f d ivers ity  encompasses acceptance and respect, and includes an understand ing th a t each 
ind iv idua l is un ique and recogn ition  o f ou r ind iv idua l differences. These d ifferences can be along 
the  dim ensions o f cu ltu re , race, ethn ic ity , gender, sexual o rien ta tion , socio-econom ic status, age, 
physical ab ilities, re lig ious beliefs, po litica l beliefs, o r o th e r ideologies. Practicing d ivers ity  is the  
exp lo ra tion  o f these d ifferences in a safe, positive, and n u rtu rin g  env ironm en t. In th e  MDTs setting 
th is  means understand ing each o th e r and m oving beyond sim ple to le rance to  em bracing and 
ce lebrating the  rich dim ensions o f d ivers ity  contained w ith in  each ind iv idual.

These considerations, along w ith  deve lopm enta l considerations, bring a varie ty  o f un ique 
circum stances to  m ost investigations. MDTs m ust be w illin g  to  become educated and com peten t 
in ad justing to  th e  diverse w o rld  v iews in o rder to  successfully investigate and prosecute in a 
respectfu l manner.

Addressing cu ltu ra l d ifferences and respecting d ivers ity  in the  CAC and MDTs means th a t m em bers 
should seek gu idance fro m  appropria te  and know ledgeable sources w hen responding to  child 
v ictim s fro m  an experience o r con text th a t is no t fam ilia r to  the  MDT m em ber. The MDT m ust 
be de libera te  and in trospective  during the  in itia l investigation , includ ing de te rm in ing  w h o  w ill 
conduct th e  forensic  in te rv ie w  and w h a t question ing techniques w ill be used, and w hen draw ing 
conclusions regarding the  occurrence o f abuse. F urtherm ore, w h e th e r the  child is fro m  a rem ote  
rural com m u n ity  o r from  a cu ltu ra l con text w ith in  an urban setting, the  MDT m ust no t make 
assum ptions as to  th e  h is to ry  and com fo rt o f the  child w ith  the  response system, bu t ra the r m ust 
d iligen tly  assess th e  child 's con text and history.

Language -  bo th  verbal and non-verbal -  has m any in te rp re ta tions . A child may live in do m in an t 
society, a ttend school and speak English flu e n tly  ye t still be m ore com fortab le  w ith in  th e ir  ow n 
cu ltu ra l con text and com m unica tion  norm s. Research indicates th a t m em bers o f d iffe re n t 
cu ltu ra l groups may respond d iffe re n tly  to  children's disclosure o f sexual abuse.30 A child 's cu ltu ra l 
background may also im pact th e  child 's appraisal o f  the  abusive experiences (e.g., level o f self­
b lam e) and the  level o f social suppo rt th a t the  child may receive. In add ition , th e  way em otions 
may o r may no t be expressed is also related to  cu ltu re  and e thn ic ity . In the  investigative process, 
the  in te rv ie w e r should explore:

•  fam ily  s truc tu re  (e.g., extended, nuclear, single),
•  gender role expectations, child care practices,
•  financia l m anagem ent o f the  household,
•  c o m m u n ity /co u n try  o f orig in  and reasons fo r  im m igra tion  o r trans fe r to  urban areas (if 

Alaska Native),
•  any con tact w ith  fam ily  in the  v illag e /cou n try  o f orig in ,
•  re lig ious be lie f systems, social networks, and
•  a ttitudes  abou t sexual vio lence.

29 New York State Children's Justice Task Force "Forensic Interviewing Best Practices", 2003
30 Feiring, C., Coates, D.L, & Taska, L.S. (2001). Ethnic status, stigmatization, support and symptom devel­

opment following sexual abuse. J. of Interpersonal Violence 16:1307-1329.
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Advocacy fo r  ch ildren m ust na tura lly  begin w here  the  child is physically, em o tion a lly  and 
de ve lopm e n ta l^ , and thus be accountable fo r  creating com fo rt and safety fo r  th e  child w h ile  they 
are dealing w ith  th e  system, d raw ing on the  strengths and fa m ilia r ity  o f the  child 's ow n cu ltu ra l 
env ironm en t. It is incum ben t on th e  v ic tim  advocate to  adap t th e ir  advocacy skills and exercise 
c rea tiv ity  in addressing the  c h ild /fa m ily  needs, prov id ing suppo rt th a t w ill enable th e  child to  
cooperate w ith  th e  investigation and prosecution.
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SECTION FOUR: FOLLOW-UP ROLES AND 
RESPONSIBILITIES

MDT Follow-Up Roles and Responsibilities

A fte r the  in itia l response ou tlin ed  in Section Two, representatives from  the  fo llow ing  disciplines 
are typ ica lly  pa rt o f th e  ongo ing MDT th a t m eet fo r  the  purpose o f case rev iew  and fo llo w  up.

Role of the Office of Children's Services (OCS)

If th e  in itia l assessment o f alleged child m a ltre a tm en t de term ines th a t fu r th e r  OCS action is 
w arranted, such action may include:

•  Case m anagem ent o f on-go ing fam ily  cases
•  Facilita tion o f services fo r  p reven tion  o f rem oval
•  Facilitation o f reun ifica tion  services to  fam ilies w ith  children in ou t-o f-hom e p lacem ent
•  Perm anency planning services up to  and inc lud ing adop tion  and guard ianship

Regardless o f OCS invo lvem en t in a case, an OCS representative continues to  be a m em ber o f the  
MDT and provides expertise and in pu t when cases are b rought before the  MDT.

Role of Law Enforcement

The law  e n fo rcem ent agency may be involved w ith  add itiona l investigation tasks at th e  d irec tion  o f 
the  p rosecu to r a n d /o r if  a ch ild  makes add itiona l disclosures or provides m ore deta iled in fo rm a tion  
a fte r the  case has been accepted fo r prosecution. The investigating o ffice r w ill also be called upon 
to  te s tify  at Grand Jury and at th e  tria l.

Role o f the Child Advocacy Center

As pa rt o f th e ir  fo llo w  up role, the  CAC sta ff provides:
•  Follow-up suppo rt and case m anagem ent services
•  Referrals fo r  o th e r services w ith in  th e  child 's com m u n ity
•  M aintenance o f s tatistica l case in fo rm a tio n  inc lud ing case d isposition track ing
•  Assist w ith  scheduling and creating and provid ing an agenda fo r  MDT case rev iew  m eetings

Role o f State o f Alaska Departm ent of Law -  District Attorney's Office (DAO)

The DAO may becom e involved in th e  investigation o f any possible crim ina l case. A fte r an 
investigation is com ple te , th e  DAO de term ines w h e th e r o r no t the  case can be proven beyond a 

reasonable doub t. I f  the  de te rm in a tion  is to  proceed w ith  prosecution, the  DAO is responsible 
fo r filin g  c rim ina l charges and m oving the  case th rough  th e  fo rm a l legal system. The goal is to  
prosecute all provable cases. The fina l a u th o rity  concern ing prosecution rests w ith  the  DAO.

In add ition , a DAO representa tive  is usually a m em ber o f the  MDT and provides expertise and in pu t 
w hen cases are b rought before the  MDT.

Role o f State o f Alaska Departm ent of Law -  Attorney General's Office (AGO)

The AGO may becom e involved in th e  assessment o f possible child abuse o r neglect. If the  decision 
is m ade to  f ile  a ch ild -in -need-o f-a id  pe tition , th e  AGO responsib ilities include:

•  Providing legal advice and representa tion  to  the  O ffice o f Children's Services in civil child 
p ro tec tion  proceedings

•  W ork ing  w ith  OCS and o th e r team  m em bers to  ho ld offenders accountable in the  civil 
justice  system and provide p ro tec tion  fo r  th e  child

In add ition , an AGO representative is usually a m em ber o f the  MDT and provides expertise and 
in pu t w hen cases are brought before the  MDT.



Role of Medical Provider

As pa rt o f th e ir  fo llow -u p  role, the  m edical provider:
•  Ensures m edical tes t results are com m unicated to  the  p a tien t/fam ily /ca reg ive r and (as 

appropria te ) MDT m em bers
•  Provides tre a tm e n t as indicated
•  Provides expert tes tim ony as needed
•  Provides education and tra in in g  fo r  o th e r MDT m em bers
•  Participates in the  M u ltid isc ip lina ry  Team
•  N etw orks w ith  child abuse groups and organizations

For fu r th e r  in fo rm a tion , see specific section on M edica l Evaluation.

Role of Victim Advocate

As pa rt o f  th e ir  fo llow -u p  role, th e  v ic tim  advocate m ay assist w ith  som e o r all o f th e  fo llow ing  
tasks:

•  O ne-on-one preparation o f child fo r  tes tim on y  in cou rt at age-level
•  Helping child a n d /o r caregiver to  com ple te  V ic tim  Im pact Statem ents
•  Support fo r  child and non-o ffend ing caregiver during  tr ia l
•  Serving as a resource and possible expert w itness on dynam ics o f abuse, responses o f 

ch ildren, child deve lopm ent and psycho-social needs o f ch ild  v ictim s

For fu r th e r  in fo rm a tio n , see specific section on V ic tim  Advocacy.

Role of M ental Health Provider

As pa rt o f th e ir  fo llow -u p  role, the  m enta l health prov ider:
•  Provides tre a tm e n t p lanning th a t iden tifies and incorporates pa tien t clinical problem s
•  Facilitates groups and ind iv idua l tre a tm e n t sessions
•  Continuously m on ito rs pa tien t progress in tre a tm e n t and outcom es as a resu lt o f 

in te rven tions
•  Makes ongo ing assessment o f pa tien t m enta l health  status and assist in crisis m anagem ent
•  Docum ents a tho rough  assessment, inc lud ing m ental status exam, in te rven tions and 

activ ities re lated to  th e  pa tien t's  plan o f care
•  Provides expert w itness tes tim on y  as needed
•  Participates in the  MDT

Role of Tribes and Tribal Organizations

W hen a child is e lig ib le  fo r  Tribal program s and services from  a Tribal organization, th e  Tribe o r 
Tribal organization may assist w ith  som e o r all o f the  fo llo w in g  tasks:

•  Provide supplem enta l face-to-face suppo rt/lia ison  fun c tion  w hen th e  v ic tim  advocate, 
prosecu to r and law en fo rcem ent agencies are located elsewhere

•  Assist agencies in m aking con tact w ith  the  child and fam ily  residing in th e  village
•  Provide fo llow -u p  m edical m o n ito rin g  and tre a tm e n t
•  Assist v ic tim  advocate w ith  ob ta in ing  p e rtin e n t V ic tim  Im pact S tatem ents
•  Provide cu ltu ra l and language in te rp re te r
•  Provide com m un ity  and fam ily  dynam ics updates fo r  p rosecu to r in prepara tion  fo r  tr ia l
•  Support fo r child and non-o ffend ing  caregiver du ring  tr ia l
•  Serving as a resource and possible expert w itness on cu ltu ra l issues inc lud ing  cu ltu ra l 

norm s and consequences, cu ltu ra l needs o f child v ictim s
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Role of Guardian Ad Litem (GAL)

The GAL represents th e  best in te rest o f the  child in a CINA proceeding in those cases w here OCS 
has taken legal custody o f a child. The GAL de term ines and advocates fo r  th e  best in te rest o f the  
child given the  child 's s itua tion , tak ing  in to  account the  child 's age, m aturity , cu ltu re , and ethn ic ity , 
and public laws and policies regarding fam ily  preservation and tim e ly  perm anency planning. The 
GAL's responsib ilities are to :

•  Conduct ongo ing independent investigations, includ ing as reasonable and appropria te  
in person vis its  w ith  th e  child, rev iew  o f records, in te rv iew s w ith  parents, social workers, 
teachers, and o th e r persons as necessary to  assess the  child's s itua tion  and observations 
o f th e  child 's in te ractions w ith  parents o r o th e r po ten tia l caregivers

•  Consult professionals as necessary to  de te rm ine  th e  best in te rest o f the  child
•  M o n ito r  th e  provision and u tiliza tion  o f fam ily  suppo rt services
•  M o n ito r services to  th e  child provided by educational, medical, m enta l health , and o th e r 

com m u n ity  systems and ensure these services are p rom oting  the  best in te rest o f the  child
•  Explain th e  cou rt proceedings, the  ro le o f a GAL, and the  child 's rights to  th e  child w hen 

appropria te , in language and te rm s the  child can understand; encourage o lde r children 
to  a ttend and pa rtic ipa te  in cou rt hearings as appropria te  and de te rm ine  w h e th e r and 
under w ha t cond itions younger children should attend cou rt hearings

•  D e te rm ine w h e th e r to  seek ap po in tm en t o f a GAL o r a tto rney in re lated legal proceedings
•  D e te rm ine w h e the r to  call the  child as a w itness o r de te rm ine  appropria te  action if  others 

seek th e  child 's testim ony, and fam iliarize th e  child w ith  the  process o f tes tify ing

O ther ind iv iduals w ith  specific expertise o r know ledge may partic ipa te  in the  ongo ing MDT 
according to  local pro toco ls o r th e  needs o f th e  specific case.

Role of State o f Alaska Division of Juvenile Justice (DJJ)

DJJ is responsible fo r  bo th  repo rting  child abuse and neglect o f its c lients and fo r p rosecution o f 
juven iles w ho have alleged ly com m itted  offenses th a t w ou ld  be crim es if  com m itted  by an adu lt, 
inc lud ing sexual abuse offenses. DJJ w ill rev iew  sexual abuse offenses com m itted  by juven iles 
to  de te rm ine  w h e th e r th e re  is su ffic ien t adm issib le evidence to  support a fo rm a l ad jud ica tion . 
DJJ w ill also consider the  m inor's  age, m a tu rity  level, em o tiona l and in te llec tua l capacity, fam ily  
circum stances, and p rio r personal v ic tim iza tion , am ong o th e r factors, to  de te rm in e  w h e th e r 
fo rm a l o r in fo rm a l action  should be taken. The goals o f DJJ are to  hold these juven iles accountable 
fo r  th e ir  behavior, prov ide fo r  th e ir  v ictim s, and assist th e  juven iles and th e ir  fam ily  to  gain skills 
to  prevent fu r th e r offenses.

DJJ w ill also provide in fo rm a tio n  to  the  MDT to  assist in the  investigation o f child abuse and neglect 
cases.
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Unique Challenges for Mental Health Service Provision in Alaska

M enta l health services may be provided on site at CACs o r th rough  co llabora tion  w ith  com m u n ity  
m enta l hea lth  providers; however, many challenges face Alaska in de live ring  these services.
W ith  a lack o f resources along w ith  the  d ifficu ltie s  in recru iting , re tra in ing  and re ta in ing qua lified  
m enta l health  personnel, many rura l areas have no local m enta l health  services o th e r than  the 
occasional it in e ra n t provider. And o f those rural areas th a t do have m enta l health services, 
m any personnel are serving on a pa rt-tim e  basis, m aking it d iff ic u lt to  provide consistent and 
recom m ended fo llo w -u p  services. A qua lified  w o rk fo rce  is needed to  m eet the  needs o f these 
children and fam ilies. G reater trave l distance to  o u tp a tie n t services is com m on in rura l settings 
and is associated w ith  few er m enta l health  fo llow -u p  visits by patients as w e ll as a lesser 
like lihood o f rece iving care in accordance w ith  m enta l health  services prescribed th rough  an 
in itia l assessment.

Cultural Considerations Regarding Mental Health Evaluation and 
Treatment

Any mental health evaluation should include consideration of the child ’s cultural context and 
diversity factors within the family and community. Standard Western evaluation methods may 
not be comprehensive enough to encompass the strengths of the child ’s culture or the depth 
of impacts from historical trauma on the family and community. During the early contacts with 
the child and caregiver, mental health providers should identify culture and diversity dynamics 
and tailor treatment recommendations and plans to assure effective and appropriate services 
are offered. It is essential that mental health service providers diligently learn about the child ’s 
lifestyle and culture (in the broadest sense) to identify values and practices that may offer 
support and healing strategies throughout the case. The mental health provider also advises 
other MDT members regarding these issues to promote continuity of response for the child.

The mental health provider may not have a service role if the child and family are not willing. 
However, the mental health provider should also assist in educating and informing those in 
the child ’s environment about abuse dynamics as well as ways to support this child in her/ 
his healing journey. This may involve working with cultural authority figures such as elders, 
spiritual leaders, shaman, priests, etc.
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Records Handling and Storage

Protection &  maintenance of records
Each CAC should develop policies and procedures fo r  w h a t records w ill be kept on site and how  
to  m ainta in  th e  con fide n tia lity  o f those records. C onfiden tia lity  policies and procedures fo r the  
m u ltid isc ip lina ry  team  should be in place to  insure c lien t privacy w h ile  a llow ing  fo r the  sharing 
o f re levant in fo rm a tio n  consistent w ith  legal, eth ical, and professional standards o f practice as 
de te rm ined  by AS 47.14.300.

MDT pro tocols should also establish gu idelines fo r  how  and w hen records m ay be released. M edical 
records are sub ject to  HIPAA gu idelines; however, federa l and state law  do a llow  fo r in fo rm a tion  
sharing as pa rt o f th e  investigation fo r  suspected child abuse. The child 's pa ren t o r legal guardian 
no rm a lly  has th e  righ t to  a copy o f th e  child 's m edical record; an exception is made if  sharing th a t 
in fo rm a tio n  may pose risk to  th e  ch ild .31 Examples include cases w here  a paren t is th e  alleged 
offender, o r a non-o ffend ing  paren t is non-p ro tec tive  and like ly to  share th e  in fo rm a tio n  w ith  the  
offender. W hen m edical exams are pe rfo rm ed a t the  local hospita l facility , requests fo r  such records 
should be referred to  th e  hospita l. If concerns are present abou t releasing such records to  the  parent, 
th is  in fo rm a tio n  should be shared w ith  the  hospita l.

Requests fo r a copy o f th e  forensic  in te rv ie w  tape (or v iew ing o f the  tape) should be referred to  the  
agency w ith  p rim ary  respons ib ility  fo r  the  investigation (OCS o r law enforcem ent).

M en ta l health  records, even if  th e  m enta l hea lth  services are provided a t the  CAC, should be kept in 
a separate con fiden tia l f ile  w h ich is no t released except w ith  cou rt order.

It is essential th a t each MDT discuss and develop pro tocols to  address issues such as:
•  O wnersh ip o f in fo rm a tio n  stored at the  CAC
•  Contro l and release o f records stored at the  CAC
•  Data custody

The fo llo w in g  sta tutes should be considered:
AS 40.25.120(a)(2) (Public records exception fo r juveniles)
AS 47.10.093 (OCS records)
AS 47.12.310 (D ivision o f Juvenile Justice records)
AS 47.14.300(d) &  (f) (M DT records)
AS 47.17.040(b) (OCS investigation records)
7 AAC 54.020 -  7 AAC 54.150 (OCS records)
45 CFR 160 and 164 (HIPAA regulations)
AS 18.66.200 (p ro tec tion  o f disclosure o f com m unica tions in certa in  s itua tions)

Protection of evidence
Evidence collected at a CAC as pa rt o f a child abuse investigation may include the  recording o f the  
child 's forensic in te rv iew ; a copy o f exam photos; a copy o f th e  forensic m edical report; and forensic 
evidence collected from  the  child 's body. Such docum enta tion  and co llec tion /p rese rva tion  o f evidence 
should be conducted according to  CAC and MDT policies and procedures, as w e ll as cu rre n t Alaska 
Sexual Assault Evidence Collection Kit gu idelines. A Chain o f Custody32 should be fo llow ed  fo r  all 
evidence gathered as pa rt o f a Sexual Assault Evidence Collection kit. In add ition , it  is recom m ended 
th a t a Chain o f Custody be used fo r  copies o f exam photographs and forensic m edical reports. The 
CAC should have a secure locked location fo r  forensic  evidence to  be stored if  law  en fo rcem ent is no t 
im m ed ia te ly  available to  take possession o f th e  evidence.

31 45 CFR 164.502(G)(5)
32 Chronological documentation that ensures the physical security of samples, data and records in a criminal 

investigation from identification and collection through presentation to the court



SECTION FIVE: RESOURCES FOR MDTS

This is a lis t o f he lp fu l resources fo r MDTs; som e w ere also used in the  deve lopm ent o f th is  docum ent.

General M DT
•  The APSAC Handbook on Child M a ltre a tm e n t, Third Edition -  Edited by John E. B. M yers, available 

at http://www.apsac.org/mc/page.do?sitePaeeld=54511
•  Child Abuse and Neglect User M anua ls  -  available at h ttp ://w w w .c h ild w e lfa re .g o v /p u b s /u m n e w . 

cfm
•  Child Abuse P rotocol D evelopm ent Guide -  available at h ttp ://w w w .tr ib a l- in s titu te .o rg / 

dow n load/C om ple ted% 20P rotocol% 20G uide% 202003.pdf
•  Resource Guide For Parents, Caregivers and Service Providers W orking W ith  A laska Native  

Children  -  available at h ttp ://w w w .p ro v ide nce .o rg /reso u rces /a laska /tcha p /ak  cares.pdf
•  State o f  New Ham pshire A tto rne y  General's Task Force on Child Abuse and  Neglect Protocols 3rd 

Edition 2008  -  available a t h ttp ://d o i.n h .g o v /v ic tim /d o c u m e n ts /la w e n fo rc e m e n t.p d f

Forensic In te rv ie w in g  o f  Children
•  Basic Guidelines fo r  Forensic Interv iew ers in Child Sexual Abuse Cases in Ind ian Country  

and Alaska N ative Com m unities  -  available at h ttp ://w w w .tr ib a l- in s titu te .o rg /d o w n lo a d / 
G uidelines% 20for% 20the% 20Forensic% 20lnterview .pdf

•  The Forensic In te rv iew e r a t Trial: Guidelines fo r  the  Adm ission and Scope o f  Expert W itness
Testimony Concerning an Investiga tive  In te rv iew  in a Case o f  Child A b u se  available at h t tp : / /
w w w .w m itche ll.e du /la w rev iew /d ocu m e n ts /8 .V e ith .p d f

•  In The Shadow o f  Defense Counsel: Conducting Peer Reviews o f  Forensic In terv iew s in an Age  
o f  D isc o v e ry -  available at h ttp ://w w w .ncp tc .o rg /ve rtica l/S ites /l8634A 6E l-F A D 2-4381-9C 0D - 
5DC7E93C9410i/uploads/{5C3E2603-ElFB-4EBl-8369-E5549FE62EFA}.PDF

•  New  York State Children's Justice Task Force FORENSIC INTERVIEWING BEST PRACTICES-ava\\ab\e 
on request at h ttp ://w w w .nvsca rcc .o rg /in dex .p hp

Investiga tion
•  Crim e Scene Investigations h ttp ://w w w .crim e -scene -inves tiga to r.ne t
•  Portable Guides to Investiga ting  Child Abuse  -  available at h ttp ://o iid p .n c irs .g o v /p u b lic a tio n s / 

PubResults.asp
•  Severe Child In ju ry  Investiga tion  and  Review  -  available at h ttp ://ic a n -n c fr.o rg / 

hm SeverelniurvReview.asp

M ed ica l Evaluation fo r  Child Abuse
•  Am erican Academ y o f Pediatrics po licy s ta tem ents and clin ical gu idelines -  search by top ic  at 

h ttp ://a app o licv .aa ppu b lica tio ns .o rg /
•  Child Abuse and Children w ith  D isabilities h ttp ://ch ild ab use .tc .co lu m b ia .e du /
•  Child Abuse Evaluation and T reatm en t fo r  M edica l Providers -  h ttp ://ch ildabusem d.com /
•  Tips fo r  Non-N ative M ed ica l Providers W orking in A laska N ative Com m unities  -  available at 

h ttp ://w w w .tr ib a l- in s titu te .o rg /d o w n lo a d /W o rk in g  Native C om m unities 03 .pd f

V ic tim  Advocacy
•  Alaska V io len t Crimes Com pensation Board h ttp :/ /w w w .s ta te .a k .u s /a d m in /vccb /
•  National Court A ppo in ted Special Advocates (CASA) h ttp ://w w w .na tion a lca sa .o rg
•  O ffice o f V ictim s o f Crime h ttp ://w w w .o ip .u sd o i.g o v /o vc

M en ta l H ealth
•  Child Physical and Sexual Abuse: Guidelines fo r  T reatm ent -  available a t h t tp : / /  

academ icdepartm ents.m usc.edu /ncvc/resources p ro f/o vc  gu ide lines04-26-04.pdf
•  Indian C ountry Child Trauma C enter Native -  specific tre a tm e n t m odels fo r  traum a, children w ith  

sexual behavior problem s, and parent-ch ild  in te raction  the rapy  w w w .icctc .o rg
•  N ational Child Traum atic Stress N e tw ork  h ttp ://w w w .n c ts n .o rg
•  Sidran Traum atic Stress Foundation -  Provides education , tra in ing , research and in fo rm a tion  

abou t abuse and healing w w w .sidran.org

31

http://www.apsac.org/mc/page.do?sitePaeeld=54511
http://www.childwelfare.gov/pubs/umnew
http://www.tribal-institute.org/
http://www.providence.org/resources/alaska/tchap/ak
http://doi.nh.gov/victim/documents/lawenforcement.pdf
http://www.tribal-institute.org/download/
http://www.wmitchell.edu/lawreview/documents/8.Veith.pdf
http://www.ncptc.org/vertical/Sites/l8634A6El-FAD2-4381-9C0D-
http://www.nvscarcc.org/index.php
http://www.crime-scene-investigator.net
http://oiidp.ncirs.gov/publications/
http://ican-ncfr.org/
http://aappolicv.aappublications.org/
http://childabuse.tc.columbia.edu/
http://childabusemd.com/
http://www.tribal-institute.org/download/Working
http://www.state.ak.us/admin/vccb/
http://www.nationalcasa.org
http://www.oip.usdoi.gov/ovc
http://www.icctc.org
http://www.nctsn.org
http://www.sidran.org


Trauma In fo rm a tion  Page -- T reatm ent resources (free) and research w w w .traum a-paees.com

Legal
•  The Am erican Bar Association (ABA) Center on Children and th e  Law h ttp ://w w w .a b a n e t.o re / 

ch ild /h o m e .h tm l
•  N ational Association o f Counsel fo r  Children h ttp ://n accch ild law .o re
•  N ational D istrict A tto rne y  Association h ttp ://w w w .n d a a .o re /
•  THE IMPACT OF HIPAA ON CHILD ABUSE AND NEGLECT CASES -  available at h ttp ://w w w .p c s a o . 

o re /H  IPAA/HI PAAChildAbuse.pdf

O ther W ebsite Resources
•  Adverse C h ildhood Experiences studies h ttp ://w w w .cd c .e o v /n ccd p h p /a ce /
•  Am erican Hum ane Association h ttp ://w w w .am e rican hu m ane .o re
•  Am erican Professional Society on the  Abuse o f Children ww w.apsac.ore
•  Bureau o f Indian Affa irs Alaska http://www.bia.eov/W hoW eAre/ReeionalO ffices/A laska/index.htm
•  Childabuse.com  -- This site's m ission is to  provide in fo rm a tio n  and raise awareness abou t child 

abuse h ttp ://w w w .ch ilda bu se .com
•  ChildHelp USA w w w .ch ildhe lpusa .o re
•  Child W elfare In fo rm a tion  Gateway -- A national resource fo r in fo rm a tio n  on child abuse, neglect 

and w e lfa re  h ttp ://w w w .ch ild w e lfa re .e o v
•  Child W elfare Leaeue o f Am erica h ttp ://c w la .o re /
•  In te rna tiona l Society fo r  P revention o f Child Abuse and Neglect h ttp ://is p c a n .o re /
•  National Children's A lliance (NCA) h ttp ://w w w .nca -on line .o re /paees/paee .asp7paee id=4028
•  National Center fo r  M issing and Exploited Children h ttp ://w w w .m iss inek ids .com
•  National Center on Shaken Baby Syndrom e h ttp ://w w w .d o n tsh a ke .o re
•  National Data Archive on Child Abuse and Neglect h ttp ://w w w .nd aca n .co rne ll.e du
•  O ffice fo r  V ictim s o f Crime
•  O ffice o f Justice Programs U.S. D epartm ent o f Justice h ttp ://w w w .o ip .u s d o i.e o v /o v c /w e lc o m e . 

h tm l
•  O ffice o f Children's Services Program statem ents &  Practice m odel links -- h ttp ://w w w .h ss .s ta te . 

ak.us/ocs/
•  Shaken Baby A lliance h ttp ://w w w .shakenbabv.com
•  Tribal Law &  Policy Ins titu te  w w w .tlp i.o re

FOR ADDITIONAL RESOURCES AND UPDATES, PLEASE VISIT OUR WEBSITE AT 

http://hss.state.ak.us/ocs/ChildrensJustice/
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APPENDIX 1
Pertinent Statutes

Note: The fo llo w in g  sta tu tes are cu rre n t a t the tim e  o f  pub lica tion . To verify  the m ost recent version 
o f  s ta tu tes  re levan t to child abuse, please v is it the fo llo w in g  website : h ttp ://w w w .le g is .s ta te .a k .u s / 
bas is/fo lio , asp

Alaska Criminal Laws Relating to  Child Sexual and Physical Abuse 

Sexual offenses:
Sexual Abuse of a M inor: (AS 11.41.434, 11.41.436, 11.41.438, and 11.41.440) Sexual contact o r 
pene tra tion  (pu ttin g  som eth ing in to  the  vagina, rectum  or any gen ita l-m ou th  contact) be tw een a 
m ino r and an adu lt, a person in a position  o f au tho rity , som eone w ho is at least 4 years o lde r than 
th e  child o r by a n o the r child if  th a t child was forced o r coerced in to  th e  sexual ac tiv ity  by som eone 
16 o r older. Depending upon th e  actions, th is  can be an unclassified felony, a class B felony, a class 
C felony, o r a class A m isdem eanor.
Incest: (AS 11.41.450) W hen a b io logical re la tive  o f fu ll o r ha lf b lood, puts som eth ing in to  the  
vagina o r rectum  o f a child. Incest is a class C felony.
Online enticem ent of a minor: (AS. 11.41.452) using a com pu te r to  com m unica te  w ith  a person 
w ho  is (o r w ho is believed to  be) under 16 to  entice, so lic it, o r encourage th e  person to  engage in 
an act described in AS 11.41.455(a)(1) - (7) This is a class B o r class C felony, depend ing on w h e the r 
the  de fendan t was required to  reg ister as a sex o ffen de r o r child kidnapper.
Unlawful Exploitation of a M inor: (AS 11.41.455) using a person under the  age o f 18 in books, 
stories, videos, o r p ictures abou t sex. This is a class B fe lony  o r a class A fe lony  fo r  repea t offenders. 
Indecent Exposure: (AS 11.41.458, AS 11.41.460) show ing one's penis o r vagina to  an o the r person 
on purpose. This is a class B m isdem eanor if  th e  v ic tim  is over 16, a class A m isdem eanor if the  
v ic tim  is under 16 and a class C fe lony  if  th e  v ic tim  is unde r 16 and the  person is a repeat o ffender 
o r m asturbates du ring  the  exposure.
Disorderly Conduct: (AS 11.61.110(7)) show ing one's bu ttock  o r anus to  an o the r person.
Sexual Harassment: (AS 11.61.120) m aking rude o r sexual gestures, pu lling  a n o th e r person's 
c lo th ing  down, up, o r o ff to  expose th e ir  p riva te  parts, m aking sexual jokes th a t are offensive, 
m aking obscene phone calls.
Endangering the W elfare of a Child: (AS 11.51.100(a)(2)) a parent, guard ian, o r law fu l custodian 
leaving a child under the  age o f 16 w ith  an o the r person, w ho  is n o t a pa ren t, guard ian , o r  la w fu l 
custodian, know ing th a t the  person is e ith e r (1) a registered sex o ffen de r o r requ ired to  be 
reg istered in th is  state o r an o the r ju risd ic tio n ; (2) has been charged w ith  a sex offense; o r (3) has 
been charged w ith  an a ttem p t, so lic ita tion , o r conspiracy to  com m it a sex offence." This is a class 
C felony.
Indecent viewing or photography: (11.61.123) know ing ly v iew ing, o r producing a p ic tu re  o f 
th e  priva te  exposure o f the  genita ls, anus, o r fem ale breast o f a child under 16 and th e  v iew  o r 

produc tion  is w ith o u t the  know ledge o r consent o f th e  parent o r guard ian o f th e  child v iew ed o r 
shown in the  p ic tu re  and w ith o u t the  know ledge o r consent o f the  child, if  th a t child is at least 13 
years o f age.
Distribution of child pornography: (AS 11.61.125) bring ing o r causing to  be b rough t in to  the  state 
fo r  d is tr ibu tion , o r in the  state d is tribu ting , o r in the  state possessing, p reparing , publishing, or 
p rin tin g  w ith  in te n t to  d is tribu te , any m ateria l th a t visually o r aurally depicts conduct described 
in AS 11.41.455(a), know ing th a t th e  p roduc tion  o f th e  m ateria l involved th e  use o f a child under 
18 years o f age w ho engaged in the  conduct. This is a class B fe lony o r a class A fe lony  fo r repeat 
offenders.
Electronic distribution of indecent m aterial to  minors: (AS 11.61.128) an ad u lt know ingly 
d is tr ibu ting  to  a child under 16 by com p u te r any m ateria l th a t depicts certa in  sexual conduct, 
w h e th e r actual o r s im ulated. This is a class B o r class C felony, depend ing on w h e th e r th e  de fendant 
was required to  reg ister as a sex o ffender o r child kidnapper.
Promoting prostitution in the first degree: (AS 11.66.110(a)(2) inducing o r causing a person under 
18 years o f age to  engage in p ro s titu tion . This is an unclassified felony.
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Physical offenses:
Assault: (AS 11.41.200, 11.41.210, 11.41.220 11.41.230) causing physical in ju ry  to  another. 
D epending upon th e  actions o r harm caused, th is  can be a class A felony, a class B felony, a class 
C felony, o r a class A m isdem eanor. Also, it is a class C fe lony  If th e  o ffender (a) recklessly causes 
physical in ju ry  to  a child under 10 and the  in ju ry  w ou ld  (1) cause a reasonable caregiver to  seek 
m edical a tten tion  fro m  a health care professional in the  fo rm  o f diagnosis o r tre a tm e n t o r (2) if  the  
o ffender has done th is  repeatedly o r (b) know ing ly causes physical in ju ry  to  a child under 16 years 
o f age bu t a t least 10 years o f age and the  in ju ry  reasonably requires m edical tre a tm e n t; 
Endangering the W elfare o f a Child: (AS 11.51.100(a)(3)) fo ra  parent, guard ian, o r law fu l custodian 
o f a ch ild  under th e  age o f 16 to  leave th e  child w ith  an o the r person know ing th e  o th e r person has 
previously  physically m istreated o r had sexual con tact w ith  any  child and  th e  o th e r person causes 
physical in ju ry  o r has sexual con tact w ith  the  present child. "Physically m is trea ted" includes 
unreasonably excessive d iscipline. This is a class C fe lony  o r a class A m isdem eanor, depend ing on 
the  in ju ries  to  the  child.

Alaska Civil Law Regarding MDT Roles and Responsibilities 
AS 47 .14.300. Multidisciplinary child protection teams.

(a) The de pa rtm e n t shall create m u ltid isc ip lina ry  child p ro tection  team s to  assist in the  
eva luation and investigation o f reports  made under AS 47.17 and to  provide consu lta tion  and 
coo rd ina tion  fo r  agencies involved in child p ro te c tion  cases under AS 47.10.

(b) A team  created under (a) o f th is  section m ay inv ite  o th e r persons to  serve on th e  team  w ho 
have know ledge o f and experience in child abuse and neglect m atters. These persons may include

(1) m enta l and physical health p ractitioners  licensed under AS 08;
(2) child deve lopm ent specialists;
(3) educators;
(4) peace officers as de fined in AS l l .8 1 .9 0 0 i
(5) v ic tim  counselors as defined in AS 18.66.250:
(6) experts in th e  assessment and tre a tm e n t o f substance abuse;
(7) representatives o f the  d is tr ic t a tto rney 's  o ffice  and the  a tto rney general's office ;
(8) persons fa m ilia r w ith  25 U.S.C. 1901 - 1963 (Indian Child W elfare Act);
(9) guardians ad litem ; and
(10) s ta ff m em bers o f a child advocacy cen te r i f  a cen ter is located in the  re levant area.
(c) A team  created under (a) and (b) o f th is  section shall review  records on a case referred to  

the  team  by the  depa rtm en t. The de pa rtm e n t shall make available to  th e  team  its records on the  
case and o th e r records com piled fo r p lanning on th e  case by o th e r agencies at the  request o f the  
depa rtm en t. The team  may make recom m endations to  the  de pa rtm e n t on appropria te  p lanning 
fo r the  case.

(d) Except fo r  a public rep o rt issued by a team  th a t does n o t contain con fiden tia l in fo rm a tion , 
records o r o th e r in fo rm a tio n  collected by th e  team  or a m em ber o f th e  team  related to  duties 
under th is  section are con fidentia l and no t sub ject to  public disclosure under AS 40.25.100_and 
40.25.110.

(e) M eetings o f a team  are closed to  th e  pub lic  and are no t sub ject to  th e  provis ions o f AS 
44.62.310.and 44.62.312.

(f) The de te rm ina tions , conclusions, and recom m endations o f a team  o r its m em bers are 
no t adm issib le in a civil o r c rim ina l proceeding. A m em ber may no t be com pelled to  disclose a 
de te rm in a tion , conclusion, recom m endation , discussion, o r tho ugh t process th rou gh  d iscovery o r 
tes tim on y  in a civil o r c rim ina l proceeding. Records and in fo rm a tion  collected by the  team  are no t 
sub ject to  d iscovery o r subpoena in connection  w ith  a civil o r c rim inal proceeding.

(g) N o tw iths tand ing  (f) o f th is  section, an em ployee o f the  de pa rtm e n t m ay tes tify  in a civil o r 
c rim ina l proceeding concern ing cases review ed by a team  even though the  depa rtm e n t's  records 
were review ed by a team  and fo rm ed  th e  basis o f th a t em ployee's tes tim ony and the  team 's report.

(h) A person w ho  serves on a m u ltid isc ip lina ry  ch ild  pro tection  team  is no t liable fo r  damage 
o r o th e r re lie f in an action brought by the  reason o f the  perform ance o f a duty, a fun c tio n , or an 
ac tiv ity  o f th e  team .

(i) In th is  section, " te a m " means a m u ltid isc ip lina ry  child pro tec tion  team  created under (a) 
and (b) o f th is  section.
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Alaska Civil Law Regarding Child Advocacy Centers and Forensic Interviewing of Children
AS 47.17 .033  Investigations and interviews.
* * *

(c) An investigation by the  de pa rtm e n t o f child abuse o r neglect reported  under th is  chapter 
shall be conducted by a person tra ined  to  conduct a child abuse and neglect investigation and 
w ith o u t sub jecting  a child to  m ore than one in te rv ie w  a b ou t the  abuse o r neglect except w hen new 
in fo rm a tio n  is ob ta ined th a t requires fu r th e r  in fo rm a tio n  from  the  child.

(d) An in te rv ie w  o f a child conducted as a resu lt o f a re p o rt o f harm  may be audiotaped o r 
v ideo taped. If an in te rv ie w  o f a child concerns a re p o rt o f sexual abuse o f the  child by a parent o r
caretaker o f the  child, th e  in te rv ie w  shall be v ideo taped, unless v ideo tap ing  the  in te rv ie w  is no t
feasib le o r w ill, in the  op in ion o f the  investigating agency, resu lt in traum a to  th e  child.

(e) An in te rv ie w  o f a child th a t is audiotaped o r v ideo taped under (d) o f th is  section shall be 

conducted
(1) by a person tra ined  and com peten t to  conduct th e  in te rv iew ;
(2) if  available, a t a child advocacy center; and
(3) by a person w ho  is a pa rty  to  a m em orandum  o f understand ing w ith  the  de pa rtm e n t to  

conduct the  in te rv ie w  o r w ho  is em ployed by an agency th a t is au thorized to  conduct investigations.
(f) An in te rv ie w  o f a child may no t be v ideo taped m ore than  one tim e  unless th e  in te rv ie w e r 

o r th e  investigating agency de term ines th a t one o r m ore add itiona l in te rv iew s are necessary to  
com p le te  an investigation . If add itiona l in te rv iew s are necessary, th e  add itiona l in te rv iew s shall be 
conducted, to  th e  exten t possible, by the  same in te rv ie w e r w ho  conducted th e  in itia l in te rv ie w  o f 
the  child.

(g) A recorded in te rv ie w  o f a child shall be preserved in th e  m anner and fo r  a period provided 
by law fo r  m a in ta in ing  evidence and records o f a pub lic  agency.

(h) A recorded in te rv ie w  o f a child is sub ject to  disclosure under th e  applicable cou rt rules fo r  
d iscovery in a c ivil o r c rim inal case.

(i) The tra in in g  requ ired  under (c) o f th is  section m ust address the  cons titu tiona l and s ta tu to ry  
rights o f ch ild ren and fam ilies th a t apply th ro u g h o u t the  investigation and de pa rtm e n t in te rven tion . 
The tra in in g  m ust in fo rm  de pa rtm e n t representatives o f the  applicab le legal du ties to  p ro tec t the  
rights and safety o f a child and the  child 's fam ily.

(j) During a jo in t investigation by the  de p a rtm e n t and a law en fo rcem ent agency, the  
de p a rtm e n t shall coord inate  an investigation o f child abuse o r neglect w ith  the  law en fo rcem ent 
agency to  ensure th a t th e  possib ility  o f a crim ina l charge is n o t com prom ised.

(k) Unless a law en fo rcem ent o ffic ia l p roh ib its  o r restric ts  no tifica tio n  under (j) o f  th is  section, 
at th e  tim e  o f in itia l con tact w ith  a person alleged to  have com m itted  child abuse o r neglect, the  
de p a rtm e n t shall n o tify  the  person o f th e  specific com p la in t o r a llegation made against the  person, 
except th a t th e  id e n tity  o f the  com p la inan t may no t be revealed.

(I) In th is  section, "ch ild advocacy cen te r" m eans a fa c ility  opera ted w ith  a child-focused, 
com m u n ity  pa rtnersh ip  com m itted  to  a m u ltid isc ip lina ry  team  approach th a t includes 
representatives fro m  law  en forcem ent, child p ro tec tion , crim ina l prosecution, v ic tim  advocacy, 
and th e  m edical and m enta l health fie lds w ho  co llabora te  and assist in investigating a llegations o f 
sexual o r o th e r abuse and neglect o f children.

Alaska Civil Laws regarding disclosure of public records 
AS 40.25.120. Public records; exceptions; certified copies.
(a) Every person has a righ t to  inspect a public record in the  state, inc lud ing public records in 

recorders ' offices, except
(1) records o f v ita l statistics and adop tion  proceedings, w h ich  shall be trea ted  in the  m anner 

requ ired  by AS 18.50;
(2) records pe rta in ing  to  juven iles unless d isclosure is au thorized by law;
(3) m edical and related public health  records;
(4) records requ ired to  be kept con fiden tia l by a federal law  o r regulation o r by state law;
(5) to  th e  ex te n t the  records are required to  be kept con fiden tia l under 20 U.S.C. 1232g and the  

regulations adop ted under 20 U.S.C. 1232g in o rd e r to  secure o r re ta in  federal assistance;
(6) records o r in fo rm a tion  com piled fo r law en fo rcem en t purposes, bu t on ly  to  th e  exten t th a t 

the  p roduc tion  o f th e  law en fo rcem ent records o r in fo rm a tion
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(A) could reasonably be expected to  in te rfe re  w ith  en fo rcem ent proceedings;
(B) w ou ld  deprive a person o f a rig h t to  a fa ir tr ia l o r an im partia l ad jud ica tion ;
(C) could reasonably be expected to  cons titu te  an unw arranted invasion o f th e  personal 

privacy o f a suspect, de fendant, v ic tim , o r w itness;
(D) could reasonably be expected to  disclose th e  id e n tity  o f a con fiden tia l source;
(E) w ou ld  disclose con fiden tia l techniques and procedures fo r  law  en fo rcem ent 

investigations o r prosecutions;
(F) w ou ld  disclose guidelines fo r  law en fo rcem ent investigations o r prosecutions if  the  

d isclosure could reasonably be expected to  risk c ircum vention  o f the  law; o r
(G) could reasonably be expected to  endanger th e  life o r physical safety o f an ind iv idua l;
*  *  *

AS 47.10.093. Disclosure o f  [OCS] records.
(b) A state o r m unicipa l agency o r em ployee shall disclose appropria te  con fiden tia l 

in fo rm a tio n  regarding a case to  * * *
(7) a m em ber o f a m u ltid isc ip lina ry  child p ro tec tion  team  created under AS 

47.14.300.as necessary fo r  the  perfo rm ance o f the  m em ber's duties;
(f) The de pa rtm e n t may release to  a person w ith  a leg itim a te  in te rest con fiden tia l 

in fo rm a tio n  re la ting to  ch ildren no t sub ject to  the  ju risd ic tion  o f the  cou rt under AS 47.10.010 . 
AS 47.17.040. Central registry; confidentiality.

(a) The de pa rtm e n t shall m a inta in  a centra l reg istry o f all investigation reports  bu t no t o f the  
reports  o f harm .

(b) Investigation reports  and reports  o f harm  filed  under th is  chapter are considered con fiden tia l 
and are no t sub ject to  public inspection and copying under AS 40.25.110 and 40.25.120. However, 
in accordance w ith  de pa rtm e n t regulations, investigation reports may be used by appropria te  
governm enta l agencies w ith  ch ild -p ro tec tio n  functions, inside and ou ts ide  th e  state, in connection  
w ith  investigations o r jud ic ia l proceedings invo lv ing child abuse, neglect, o r custody. A person, no t 
acting in accordance w ith  de pa rtm e n t regulations, w ho  w ith  crim inal negligence makes public 
in fo rm a tio n  conta ined in con fiden tia l reports  is gu ilty  o f a class B m isdem eanor.
7 AAC 54.040. Release o f child protection inform ation to persons with leg itim ate interests

(a) The de pa rtm e n t has exclusive con tro l and custody o f the  child p ro te c tion  in fo rm a tion  
collected by th e  d epa rtm en t. Any request fo r  d isclosure o f child p ro tec tion  in fo rm a tio n  no t covered 
by th is  chapter, o r requ iring  a special de te rm in a tion , m ust be sent to  th e  centra l o ffice  o f the  un it 
o f the  de pa rtm e n t th a t handles child p ro te c tion  services programs.

(b) P rotected health  in fo rm a tio n  conta ined in child pro tection  files m ay on ly  be released 
under th is  section to  a public health au thority .

(c) The de pa rtm e n t may release ch ild  p ro te c tion  in fo rm a tion , on a fo rm  provided by the  
de pa rtm e n t, concern ing a m in o r child th a t is no t sub ject to  the  ju risd ic tion  o f a cou rt under AS 
47.10.010 , to  a person w ith  leg itim a te  in te rest if  th e  de pa rtm e n t has reason to  believe th a t the  
release o f th e  in fo rm a tio n  w ill p reven t physical harm  to  the  child. The in fo rm a tio n  th a t may be 
released under th is  subsection includes reports  o f harm  under AS 47.17 w ith o u t th e  nam e o f the  
person m aking the  report, th e  results o f investigations on those reports  o f harm , in fo rm a tio n  on
pro tective  services reports, and add itiona l child p ro te c tion  in fo rm ation .

*  *  *

(f) A person w ith  su ffic ien t leg itim a te  in te rest w ho  receives child p ro te c tion  in fo rm a tio n  
from  th e  de pa rtm e n t shall safeguard th e  in fo rm a tion .

Alaska Statutes Regarding M andatory Reporting 
AS 47 .17.020. Persons required to report.

(a) The fo llow ing  persons w ho, in th e  perfo rm ance o f th e ir  occupational duties, o r w ith  respect 
to  (8) o f th is  subsection, in the  perfo rm ance o f th e ir  appo in ted duties, have reasonable cause to  
suspect th a t a child has suffered harm  as a resu lt o f  child abuse o r neglect shall im m ed ia te ly  rep o rt 
th e  harm  to  the  nearest office o f the  de pa rtm e n t:

(1) practitioners  o f the  healing arts;
(2) school teachers and school adm in is tra tive  s ta ff m em bers o f public and priva te  schools;
(3) peace officers and officers o f th e  D epartm ent o f Corrections;
(4) adm in is tra tive  officers o f ins titu tions ;
(5) child care providers;
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(6) paid em ployees o f dom estic  v io lence and sexual assault program s, and crisis 
in te rven tion  and preven tion  program s as defined in AS 18.66.990;

(7) paid em ployees o f an organ ization th a t provides counseling o r tre a tm e n t to  indiv iduals 
seeking to  con tro l th e ir  use o f drugs o r alcohol;

(8) m em bers o f a child fa ta lity  review  team  established under AS 12.65.015(e) o r 12.65.120 
o r the  m u ltid isc ip lina ry  child p ro tec tion  team  created under AS 4 7 .1 4 .3 0 0 .

(b) This section does n o t p ro h ib it th e  nam ed persons fro m  reporting  cases th a t have come 
to  th e ir  a tten tion  in th e ir  nonoccupationa l capacities, nor does it  p ro h ib it any o th e r person from  
repo rting  a child 's harm  th a t the  person has reasonable cause to  suspect is a resu lt o f ch ild  abuse 
or neglect. These reports  shall be m ade to  th e  nearest office o f th e  depa rtm ent.

(c) If th e  person m aking a re p o rt o f harm  under th is  section cannot reasonably con tact the  
nearest o ffice  o f th e  de pa rtm e n t and im m ed ia te  action is necessary fo r  th e  w e ll-be ing  o f the  
child, the  person shall make th e  re p o rt to  a peace officer. The peace o ffice r shall im m ed ia te ly  take 
action to  p ro te c t th e  child and shall, at th e  earliest op po rtu n ity , n o tify  the  nearest o ffice  o f the  
depa rtm ent.

(d) This section does no t requ ire  a re lig ious healing p ra c titio n e r to  re p o rt as neglect o f a child 
the  fa ilu re  to  provide m edical a tten tion  to  th e  child if  the  child is provided tre a tm e n t sole ly by 
sp iritua l means th rou gh  prayer in accordance w ith  the  tene ts  and practices o f a recognized church
o r re lig ious denom ina tion  by an accredited p ra c titio n e r o f the  church o r denom ina tion .

*  * *

(g) A person required to  rep o rt child abuse o r neglect under (a) o f th is  section w ho  makes the  
re p o rt to  the  person's jo b  superv isor o r to  an o the r ind iv idua l w o rk ing  fo r  th e  e n tity  th a t em ploys 
the  person is no t relieved o f the  ob liga tion  to  make the  re p o rt to  th e  de pa rtm e n t as required under

(а) o f th is  section.
(h) This section does no t requ ire  a person requ ired  to  re p o rt child abuse o r neglect under (a)

(б) o f th is  section to  rep o rt m enta l in ju ry  to  a child as a resu lt o f exposure to  dom estic  v io lence so 
long as the  person has reasonable cause to  believe th a t the  child is in safe and appropria te  care and 
no t presently in danger o f m enta l in ju ry  as a resu lt o f exposure to  dom estic v io lence.

(i) This section does no t requ ire  a person requ ired to  re p o rt child abuse o r neglect under (a)
(7) o f th is  section to  rep o rt the  resum ption  o f use o f an in tox icant as described in AS 47.10.011.(10) 
so long as th e  person does no t have reasonable cause to  suspect th a t a child has suffered harm  as 
a resu lt o f the  resum ption.

Alaska Statutes Regarding Medical and M ental Health Evaluations for Child Abuse 
AS 25.20.025. Examination and treatm ent o f  minors.

(a) Except as p roh ib ited  under AS 18.16.010_(a)(3),
(1) a m in o r w ho  is liv ing apart from  the  m inor's  parents o r legal guard ian and w ho  is 

m anaging th e  m inor's  ow n financia l affairs, regardless o f th e  source o r ex te n t o f incom e, may give 
consent fo r  m edical and denta l services fo r  the  m inor;

(2) a m ino r may give consent fo r  m edical and denta l services i f  th e  pa ren t o r legal guardian 
o f the  m in o r cannot be contacted or, if contacted, is un w illin g  e ith e r to  g rant or w ith h o ld  consent; 
however, w here  the  paren t o r legal guard ian cannot be contacted or, if contacted, is unw illing  
e ith e r to  grant o r to  w ith h o ld  consent, th e  p rov ider o f m edical o r  denta l services shall counsel the  
m in o r keeping in m ind no t on ly  the  valid in terests o f th e  m ino r b u t also th e  valid in terests o f the  
paren t o r guardian and the  fam ily  u n it as best th e  p rov ider presum es them ;

(3) a m ino r w ho  is th e  paren t o f a child may give consent to  m edical and denta l services 
fo r th e  m in o r o r the  child;

(4) a m ino r may give consent fo r diagnosis, p reven tion  o r tre a tm e n t o f pregnancy, and fo r 
diagnosis and tre a tm e n t o f venereal disease;

(5) the  paren t o r guard ian o f the  m ino r is relieved o f all financia l ob liga tion  to  the  provider 
o f the  service under th is  section.

(b) The consent o f a m in o r w ho  represents th a t th e  m in o r m ay give consent under th is  section 
is considered valid i f  th e  person rendering  the  m edical o r denta l service relied in good fa ith  upon 
th e  representations o f the  m inor.

c) N o th ing  in th is  section may be construed to  rem ove liab ility  o f th e  person pe rfo rm ing  the  
exam ination o r tre a tm e n t fo r  fa ilu re  to  m ee t th e  standards o f care com m on th ro u g h o u t th e  health 
professions in th e  state o r fo r  in te n tio na l m isconduct.
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HIPAA Guidelines Regarding Child Abuse and Neglect Reports 
Code o f  Federal Regulations, Title 45, Parts 160 & 164  
§ 160.203 General rule and exceptions.
A standard , requ irem en t, o r  im p lem e n ta tio n  specifica tion adopted under th is  subchapter th a t is 
con tra ry  to  a provis ion o f State law preem pts th e  provision o f State law. This general ru le applies,
except if  one o r m ore  o f th e  fo llow ing  cond itions is m et:
* * *

(c) The provis ion o f State law, inc lud ing State procedures established under such law, as 
applicable, provides fo r the  repo rting  o f disease o r in jury, child abuse, b irth , o r death, o r fo r the  
conduct o f public health  surve illance, investigation, o r in te rven tion .
§ 164.502 Uses and disclosures o f protected health  inform ation: general rules.

* * *

(g)
(5) Im plem entation specification: Abuse, neglect, endangerm ent s itua tions.
N o tw iths tand ing  a State law o r any req u ire m en t o f th is  paragraph to  th e  contrary, 
a covered e n tity  m ay e lect no t to  tre a t a person as th e  personal representa tive  o f an 
ind iv idua l if:

(i) The covered e n tity  has a reasonable be lie f tha t:
(A) The ind iv idua l has been o r may be subjected to  dom estic  vio lence, 
abuse, o r neglect by such person; o r
(B) Treating such person as th e  personal representative could endanger 
th e  ind iv idua l; and

(ii) The covered entity , in th e  exercise o f professional ju dg m en t, decides th a t it 
is n o t in th e  best in te rest o f the  ind iv idua l to  tre a t the  person as th e  ind iv idua l's  
personal representative .

§ 164.512 Uses and disclosures fo r  which an authorization or opportunity to agree or object is 
not required.
A covered e n tity  m ay use o r disclose pro tected health  in fo rm a tio n  w ith o u t th e  w ritte n  au thoriza tion  
o f the  ind iv idua l, as described in Sec. 164.508, o r the  o p p o rtu n ity  fo r the  ind iv idua l to  agree 
o r ob je c t as described in Sec. 164.510, in th e  s itua tions covered by th is  section, sub ject to  th e  
applicab le requ irem en ts  o f th is  section. W hen the  covered e n tity  is required by th is  section to  
in fo rm  the  ind iv idua l of, o r w hen the  ind iv idua l may agree to, a use o r disclosure pe rm itte d  by th is  
section, th e  covered e n tity 's  in fo rm a tio n  and th e  ind iv idua l's  agreem ent may be given orally.

(a) Standard: Uses and disclosures required by law.
(1) A covered e n tity  may use o r disclose p ro tected health  in fo rm a tio n  to  the  exten t th a t 
such use o r disclosure is required by law  and th e  use o r disclosure com plies w ith  and is 
lim ited  to  th e  re levant requ irem en ts  o f such law.
(2) A covered e n tity  m ust m eet the  requ irem en ts  described in paragraph (c), (e), o r (f) o f 
th is  section fo r  uses o r disclosures requ ired by law.

(b) Standard: uses and disclosures fo r  public health activities
(1) P erm itted disclosures. A covered e n tity  may disclose p ro tected health in fo rm a tio n  fo r  
th e  public health activ ities and purposes described in th is  paragraph to :

(i) A public health a u th o rity  th a t is au thorized by law  to  co llect o r receive 
such in fo rm a tio n  fo r  the  purpose o f p reven ting  o r con tro lling  disease, in jury, 
o r disab ility , includ ing, bu t no t lim ited  to , th e  repo rting  o f disease, in jury, v ita l 
events such as b irth  o r death, and th e  conduct o f public health  surve illance, 
public hea lth  investigations, and pub lic  health  in te rven tions; or, at the  d irec tion  
o f a public health au tho rity , to  an o ffic ia l o f a fore ign governm ent agency th a t is 
acting in co llabora tion  w ith  a public health au th o rity ;
(ii) A public health  a u th o rity  o r o th e r appropria te  governm ent a u th o rity  
au thorized by law  to  receive reports  o f child abuse o r neglect;

(c) Standard: Disclosures about victims o f abuse, neglect or domestic violence
(1) Perm itted disclosures. Except fo r  reports  o f child abuse o r neglect pe rm itted  by 
paragraph (b )( l) ( ii)  o f th is  section, a covered e n tity  may disclose p ro tected  health 
in fo rm a tio n  abou t an ind iv idua l w hom  the  covered e n tity  reasonably believes to  be a 
v ic tim  o f abuse, neglect, o r dom estic  v io lence to  a governm ent au tho rity , inc lud ing a
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social service o r pro tective  services agency, au thorized by law to  receive reports  o f such abuse, 
neglect, o r dom estic  vio lence:

(i) To th e  exten t the  disclosure is requ ired by law and the  disclosure com plies w ith  
and is lim ited  to  th e  re levant requ irem en ts  o f such law;
(ii) If the  ind iv idua l agrees to  th e  disclosure; or
(iii) To th e  extent the  disclosure is expressly au thorized by s ta tu te  o r regu la tion  and:

(A) The covered en tity , in th e  exercise o f professional ju dg m en t, believes the  
disclosure is necessary to  p reven t serious harm  to  th e  ind iv idua l o r o th e r 
po ten tia l v ic tim s; o r
(B) I fth e  ind iv idua l is unable to  agree because o f incapacity, a la w en fo rcem e n t 
o r o th e r pub lic  o ffic ia l au thorized to  receive the  re p o rt represents th a t the  
pro tected health in fo rm a tio n  fo r  w h ich disclosure is sought is no t in tended 
to  be used against the  ind iv idua l and th a t an im m ed ia te  en fo rcem ent 
ac tiv ity  th a t depends upon the  disclosure w ou ld  be m a te ria lly  and adversely 
affected by w a iting  un til the  ind iv idua l is able to  agree to  th e  disclosure.

(2) Inform ing the individual. A covered e n tity  th a t makes a disclosure pe rm itte d  by paragraph
(c)(1) o f th is  section m ust p ro m p tly  in fo rm  th e  ind iv idua l th a t such a re p o rt has been o r w ill 
be made, except if:

(i) The covered en tity , in the  exercise o f professional ju dg m en t, believes in fo rm ing  the  
ind iv idua l w ou ld  place th e  ind iv idua l a t risk o f serious harm ; o r
(ii) The covered e n tity  w ou ld  be in fo rm ing  a personal representative , and the  covered 
e n tity  reasonably believes th e  personal representative is responsible fo r  the  abuse, 
neglect, o r o th e r in jury, and th a t in fo rm ing  such person w ou ld  n o t be in th e  best 
in terests o f th e  ind iv idua l as de te rm ined  by th e  covered en tity , in th e  exercise o f 
professional judgm en t.

(d) Standard: Uses and disclosures fo r  health  oversight activities
(1) Perm itted disclosures. A covered e n tity  may disclose pro tected health  in fo rm a tio n  to  a 
health  overs ight agency fo r overs ight ac tiv ities au thorized by law, inc lud ing audits; civil, 
adm in is tra tive , o r c rim ina l investigations; inspections; licensure o r d isc ip linary  actions; civil, 
adm in is tra tive , o r c rim ina l proceedings o r actions; o r o th e r activ ities necessary fo r a ppropria te  
overs ight of:

(i) The health care system;
(ii) G overnm ent bene fit program s fo r  w h ich  health  in fo rm a tio n  is re levant to  
bene fic ia ry e lig ib ility ;
(iii) Entities sub ject to  gove rnm en t regu la to ry  program s fo r  w h ich  health  in fo rm a tion  
is necessary fo r de te rm in ing  com pliance w ith  program  standards; o r
(iv) Entities sub ject to  civil rights laws fo r  wh ich health  in fo rm a tio n  is necessary fo r 
de te rm in ing  com pliance.

(2) Exception to health oversight activities. For th e  purpose o f th e  disclosures pe rm itte d  by 
paragraph (d)(1) o f th is  section, a health  overs ight ac tiv ity  does no t include an investigation 
o r o th e r ac tiv ity  in w h ich th e  ind iv idua l is th e  sub ject o f th e  investigation o r ac tiv ity  and such 
investigation o r o th e r ac tiv ity  does n o t arise o u t o f and is no t d irec tly  re la ted to :

(i) The rece ip t o f health  care;
(ii) A cla im  fo r public bene fits  re lated to  health ; or
(iii) Q ua lifica tion  for, o r  rece ip t of, pub lic  bene fits  o r services w hen a pa tien t's  health 
is in tegra l to  th e  claim  fo r pub lic  bene fits  o r services.

(3) Joint activities or investigations. N o tw iths tand ing  paragraph (d)(2) o f th is  section, if  a 
health  overs ight ac tiv ity  o r investigation is conducted in con junc tion  w ith  an oversight ac tiv ity  
o r investigation re la ting to  a cla im  fo r  public bene fits  no t re lated to  health , th e  jo in t ac tiv ity  
o r investigation is considered a health oversight ac tiv ity  fo r  purposes o f paragraph (d) o f th is  
section.
(4) P erm itted uses. If a covered e n tity  also is a health  oversight agency, th e  covered e n tity  may 
use p ro tected  health  in fo rm a tion  fo r  health  oversight ac tiv ities as pe rm itte d  by paragraph (d) 
o f th is  section.

(e) Standard: Disclosures fo r  jud icial and adm inistrative proceedings
(1) Perm itted disclosures. A covered e n tity  may disclose p ro tected  health in fo rm a tio n  in the  
course o f any jud ic ia l o r adm in is tra tive  proceeding:
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(i) In response to  an o rd e r o f a cou rt o r adm in is tra tive  tr ib u n a l, prov ided th a t the  
covered e n tity  discloses on ly  the  p ro tected  health in fo rm a tio n  expressly au thorized 
by such o rder; o r
(ii) In response to  a subpoena, d iscovery request, o r o th e r law fu l process, th a t is no t 
accom panied by an o rder o f a cou rt o r adm in is tra tive  tr ibu na l, if:

(A) The covered e n tity  receives satisfactory assurance, as described in 
paragraph (e )( l) ( iii)  o f th is  section, from  the  pa rty  seeking the  in fo rm a tio n  
th a t reasonable e ffo rts  have been made by such pa rty  to  ensure th a t the  
ind iv idua l w ho is th e  sub ject o f th e  pro tected health  in fo rm a tio n  th a t has 
been requested has been given notice o f the  request; or
(B) The covered e n tity  receives satisfactory assurance, as described in 
paragraph (e )( l)( iv ) o f th is  section, from  the  pa rty  seeking the  in fo rm a tio n  
th a t reasonable e ffo rts  have been made by such pa rty  to  secure a qua lified  
p ro tective  o rder th a t m eets th e  requ irem ents o f paragraph (e )( l)(v ) o f th is  
section.

(iii) For the  purposes o f paragraph (e )(l)( ii)(A ) o f th is  section, a covered e n tity  
receives satisfactory assurances from  a pa rty  seeking pro tec ting  hea lth  in fo rm a tio n  if 
th e  covered e n tity  receives fro m  such pa rty  a w ritte n  s ta tem en t and accom panying 
docum enta tion  dem onstra ting  tha t:

(A) The pa rty  requesting such in fo rm a tion  has made a good fa ith  a tte m p t 
to  provide w ritte n  no tice  to  th e  ind iv idua l (or, if  the  ind iv idua l's  location is 
unknow n, to  m ail a notice to  the  ind iv idual's last know n address);
(B) The no tice  included su ffic ien t in fo rm a tio n  abou t th e  litiga tion  o r 
proceeding in w h ich  th e  pro tected health in fo rm a tion  is requested to  p e rm it 
the  ind iv idua l to  raise an ob jec tion  to  th e  cou rt o r adm in is tra tive  tr ib u n a l; 
and

(C) The tim e  fo r th e  ind iv idua l to  raise ob jections to  the  cou rt o r adm in is tra tive  
tr ibu na l has elapsed, and:

(1) No ob jections w ere  filed ; o r
(2) All ob jections filed  by the  ind iv idua l have been resolved by 
th e  cou rt o r the  adm in is tra tive  trib u n a l and the  disclosures being 
sought are consistent w ith  such reso lu tion.

(iv) For the  purposes o f paragraph (e )(l)( ii)(B ) o f th is  section, a covered e n tity  
receives satis factory assurances fro m  a pa rty  seeking p ro tected  health  in fo rm a tion , 
if  th e  covered e n tity  receives fro m  such pa rty  a w ritte n  s ta tem en t and accom panying 
docum enta tion  dem onstra ting  tha t:

(A) The parties to  th e  d ispute g iv ing rise to  the  request fo r  in fo rm a tio n  have 
agreed to  a qua lified  pro tective  o rder and have presented it to  the  cou rt o r 
adm in is tra tive  tr ib u n a l w ith  ju risd ic tio n  over the  dispute; o r
(B) The pa rty  seeking th e  p ro tected  hea lth  in fo rm a tio n  has requested a 
qua lified  p ro tec tive  o rd e r fro m  such cou rt o r adm in is tra tive  tr ibu na l.

(v) For purposes o f paragraph (e)(1) o f th is  section, a qua lified  pro tec tive  o rd e r means, 
w ith  respect to  pro tected health  in fo rm a tio n  requested under paragraph (e )( l) ( ii)  o f 
th is  section, an o rd e r o f a co u rt o r o f an adm in is tra tive  tr ibu na l o ra  s tipu la tion  by th e  
parties to  the  litiga tion  o r adm in is tra tive  proceeding tha t:

(A) P rohib its th e  parties fro m  using o r disclosing th e  p ro tec ted  health 
in fo rm a tio n  fo r  any purpose o th e r than the  litiga tion  o r proceeding fo r 
w h ich  such in fo rm a tio n  was requested; and
(B) Requires the  re tu rn  to  the  covered e n tity  o r des truc tion  o f th e  p ro tected 
health in fo rm a tio n  (inc lud ing all copies made) a t the  end o f the  litiga tion  o r 
proceeding.

(vi) N o tw iths tand ing  paragraph (e )( l) ( ii)  o f th is  section, a covered e n tity  may disclose 
p ro tected  health  in fo rm a tio n  in response to  law fu l process described in paragraph (e)
( l) ( i i)  o f th is  section w ith o u t receiving satisfactory assurance under paragraph (e)(1)
(ii)(A) o r (B) o f th is  section, if  th e  covered e n tity  makes reasonable e ffo rts  to  provide 
no tice to  the  ind iv idua l su ffic ien t to  m ee t th e  requ irem ents o f paragraph (e )( l) ( iii)  o f 
th is  section o r to  seek a qua lified  pro tec tive  o rd e r su ffic ien t to  m ee t th e  requ irem en ts
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o f paragraph (e )( l)( iv ) o f th is  section.
(2) O ther uses and disclosures under th is  section. The provisions 
o f th is  paragraph do n o t supersede o th e r provisions o f th is  section 
th a t o the rw ise  pe rm it o r res tric t uses o r disclosures o f p ro tected 
health  in fo rm a tio n .

(f) Standard: Disclosures fo r  la w  enforcement purposes. A covered e n tity  may disclose pro tected 
health in fo rm a tio n  fo r  a law en fo rcem ent purpose to  a law en fo rcem en t o ffic ia l if th e  cond itions in 
paragraphs (f)(1) th rou gh  (f)(6) o f th is  section are m et, as applicable.

(1) Perm itted disclosures: Pursuant to  process and as o therw ise  required by law. A covered 
e n tity  may disclose pro tected health  in fo rm a tio n :

(i) As required by law includ ing laws th a t requ ire  th e  repo rting  o f certa in  types o f 
w ounds o r o th e r physical in juries, except fo r laws sub ject to  paragraph (b )( l) ( ii)  o r (c) 

( l) ( i)  o f th is  section; o r
(ii) In com pliance w ith  and as lim ited  by th e  re levant requ irem en ts  of:

(A) A cou rt o rder o r cou rt-o rde red  w arran t, o r a subpoena o r sum m ons 
issued by a jud ic ia l o ffice r;
(B) A grand ju ry  subpoena; o r
(C) An adm in is tra tive  request, inc lud ing an adm in is tra tive  subpoena o r 
sum m ons, a civil o r an authorized investigative dem and, o r s im ila r process 
authorized under law, provided tha t:

(1) The in fo rm a tio n  sought is re levant and m ateria l to  a leg itim a te  
law en fo rcem ent inqu iry ;
(2) The request is specific and lim ited  in scope to  the  exten t 
reasonably practicab le in ligh t o f th e  purpose fo r  w h ich the  
in fo rm a tion  is sought; and
(3) D e-identified  in fo rm a tio n  could no t reasonably be used.

(2) Perm itted disclosures: Limited inform ation fo r  identification and location purposes. Exce p t 
fo r  d isclosures required by law  as pe rm itte d  by paragraph (f)(1) o f th is  section, a covered e n tity  
may disclose p ro tected  health  in fo rm a tio n  in response to  a law  en fo rcem ent o ffic ia l's  request 
fo r  such in fo rm a tio n  fo r th e  purpose o f id en tify ing  o r locating a suspect, fug itive , m ateria l 
w itness, o r m issing person, provided tha t:

(i) The covered e n tity  may disclose on ly  th e  fo llo w in g  in fo rm a tion :
(A) Name and address;
(B) Date and place o f b irth ;
(C) Social security  num ber;
(D) ABO blood type  and Rh facto r;
(E) Type o f in ju ry;
(F) Date and tim e  o f tre a tm e n t;
(G) Date and tim e  o f death, if applicab le ; and
(H) A descrip tion  o f d is tinguish ing physical characteristics, inc lud ing  he ight, 
w e igh t, gender, race, ha ir and eye color, presence o r absence o f facial ha ir 
(beard o r m oustache), scars, and ta ttoos.

(ii) Except as pe rm itte d  by paragraph (f)(2)(i) o f th is  section, the  covered e n tity  may 
no t disclose fo r th e  purposes o f id en tifica tion  o r location under paragraph (f)(2) o f 
th is  section any pro tected health  in fo rm a tio n  re lated to  th e  ind iv idua l's  DNA or DNA 
analysis, denta l records, o r typ ing , samples o r analysis o f body flu ids  o r tissue.

(3) Perm itted disclosure: Victims o f  a crime. Except fo r disclosures requ ired  by law  as pe rm itte d  
by paragraph (f)(1) o f  th is  section, a covered e n tity  m ay disclose p ro tected  health  in fo rm a tio n  
in response to  a law en fo rcem ent o ffic ia l's  request fo r  such in fo rm a tio n  abou t an ind iv idua l 
w ho  is o r is suspected to  be a v ic tim  o f a crim e, o th e r than disclosures th a t are sub ject to  
paragraph (b) o r  (c) o f th is  section, if:

(i) The ind iv idua l agrees to  th e  disclosure; o r
(ii) The covered e n tity  is unable to  ob ta in  th e  ind iv idua l's  agreem ent because o f 
incapacity o r o th e r em ergency circum stance, provided tha t:

(A) The law en fo rcem ent o ffic ia l represents th a t such in fo rm a tio n  is needed 
to  de te rm ine  w h e th e r a v io la tio n  o f law by a person o th e r tha n  th e  v ic tim  
has occurred, and such in fo rm a tio n  is no t in tended to  be used against the
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v ic tim ;
(B) The law en fo rcem ent offic ia l represents th a t im m ed ia te  law  en fo rcem ent 
ac tiv ity  th a t depends upon the  disclosure w ou ld  be m a te ria lly  and adversely 
affected by w a iting  un til th e  ind iv idua l is able to  agree to  the  disclosure; and
(C) The disclosure is in th e  best in terests o f th e  ind iv idua l as de te rm ined  by 
th e  covered en tity , in the  exercise o f professional ju dg m en t.

(4) Perm itted disclosure: Decedents. A covered e n tity  may disclose p ro tected  health 
in fo rm a tio n  abou t an ind iv idua l w h o  has died to  a law en fo rcem ent o ffic ia l fo r  th e  purpose o f 
a le rting  law en fo rcem ent o f th e  death  o f th e  ind iv idua l if  th e  covered e n tity  has a suspicion 
th a t such death may have resu lted fro m  crim ina l conduct.
(5 ) Perm itted disclosure: Crime on premises. A covered e n tity  may disclose to  a law  en fo rcem ent 
o ffic ia l pro tected health  in fo rm a tio n  th a t the  covered e n tity  believes in good fa ith  constitu tes 
evidence o f c rim ina l conduct th a t occurred on the  prem ises o f th e  covered en tity .
(6 ) Perm itted disclosure: Reporting crime in emergencies.

(i) A covered health  care p rov ider p rov id ing  em ergency health  care in response to  
a m edical emergency, o th e r than  such em ergency on the  prem ises o f th e  covered 
health  care provider, may disclose p ro tected health  in fo rm a tio n  to  a law  en fo rcem ent 
o ffic ia l if  such disclosure appears necessary to  a le rt law en fo rcem en t to :

(A) The com m ission and na ture o f a crim e;
(B) The location o f such crim e o r o f th e  v ictim (s) o f such crim e; and
(C) The iden tity , descrip tion , and location o f th e  p e rp e tra to r o f such crim e.

(ii) If a covered hea lth  care prov ider believes th a t th e  m edical em ergency described in 
paragraph (f)(6)(i) o f  th is  section is th e  resu lt o f abuse, neglect, o r dom estic  v io lence 
o f th e  ind iv idua l in need o f  em ergency health  care, paragraph (f)(6)(i) o f th is  section 
does no t apply and any disclosure to  a law en fo rcem ent offic ia l fo r  law  en fo rcem ent 
purposes is sub ject to  paragraph (c) o f th is  section.

(j) Standard: Uses and disclosures to avert a serious th rea t to health or safety
(1) Perm itted disclosures. A covered e n tity  may, consistent w ith  applicable law and standards 
o f e th ical conduct, use o r disclose p ro tected  health  in fo rm a tion , if  th e  covered en tity , in good 
fa ith , believes the  use o r d isclosure:

(i) (A) Is necessary to  p reven t o r lessen a serious and im m in e n t th re a t to  the
health  o r safe ty o f a person o r the  public; and
(B) Is to  a person o r persons reasonably able to  p reven t o r lessen th e  th rea t, 
inc lud ing th e  ta rge t o f th e  th rea t; o r

(ii) Is necessary fo r  law  en fo rcem en t au tho ritie s  to  id e n tify  o r apprehend an ind iv idua l:
(A) Because o f a s ta tem ent by an ind iv idua l ad m ittin g  pa rtic ipa tion  in a 
v io le n t c rim e th a t th e  covered e n tity  reasonably believes may have caused 
serious physical harm  to  the  v ic tim ; o r
(B) W here it  appears fro m  all th e  circum stances th a t the  ind iv idua l has 
escaped fro m  a correctiona l in s titu tio n  o r from  law fu l custody, as those 
te rm s are de fined in Sec. 164.501.

(2) Use or disclosure not perm itted. A use o r disclosure pursuant to  paragraph ( j)( l)( ii)(A ) 
o f th is  section may no t be made if  th e  in fo rm a tio n  described in paragraph ( j) ( l)( ii) (A ) o f th is  
section is learned by the  covered en tity :

(i) In th e  course o f tre a tm e n t to  a ffect th e  p ropens ity  to  com m it th e  crim ina l conduct 
th a t is th e  basis fo r  the  d isclosure under paragraph ( j) ( l)( ii) (A ) o f th is  section, o r 
counseling o r the rapy; o r
(ii) Through a request by th e  ind iv idua l to  in itia te  o r to  be re ferred fo r the  trea tm e n t, 
counseling, o r the ra py  described in paragraph (j)(2)(i) o f th is  section.

(3) Limit on inform ation th a t m ay be disclosed. A disclosure made pursuant to  paragraph (j)
( l) ( ii) (A ) o f th is  section shall con ta in  on ly  th e  s ta tem ent described in paragraph ( j)( l)( ii)(A ) 
o f th is  section and th e  pro tected hea lth  in fo rm a tio n  described in paragraph (f)(2)(i) o f th is  
section.
(4) Presumption o f  good fa ith  belief. A covered e n tity  th a t uses o r discloses p ro tected  health 
in fo rm a tio n  pursuant to  paragraph ( j) ( l )  o f th is  section is presum ed to  have acted in good fa ith  
w ith  regard to  a be lie f described in paragraph ( j) ( l) ( i)  o r (ii) o f  th is  section, i f th e  be lie f is based



upon the  covered en tity 's  actual know ledge o r in reliance on a cred ib le  representa tion  by a 
person w ith  apparen t know ledge o r au tho rity .

(k) S tandard : Uses a n d  d isclosures f o r  specia lized g o v e rn m e n t fu n c tio n s  

(5) C o rrec tiona l in s titu t io n s  a n d  o th e r la w  en fo rcem e n t c us to d ia l s itua tion s .
(i) P e rm itte d  disclosures. A covered e n tity  may disclose to  a correctiona l in s titu tio n  o r 
a law  en fo rcem ent o ffic ia l having law fu l
custody o f an inm ate  o r o th e r ind iv idua l p ro tected hea lth  in fo rm a tio n  abou t such 
inm ate  o r ind iv idua l, if th e  correctiona l in s titu tio n  o r such law en fo rcem en t offic ia l 
represents th a t such p ro tected  hea lth  in fo rm a tio n  is necessary fo r:

(A) The provis ion o f health  care to  such ind iv iduals;
(B) The hea lth  and safety o f such ind iv idua l o r o th e r inm ates;
(C) The health and safety o f the  officers o r em ployees o f o r o thers at the  
correctiona l in s titu tio n ;
(D) The health  and safety o f such ind iv iduals and office rs o r o th e r persons 
responsib le fo r the  transp o rtin g  o f inm ates o r th e ir  trans fe r from  one 
in s titu tio n , fac ility , o r  setting to  another;
(E) Law en fo rcem en t on the  prem ises o f the  correctiona l in s titu tio n ; and
(F) The ad m in is tra tion  and m aintenance o f the  safety, security, and good 
o rder o f th e  correctiona l in s titu tion .

(ii) P e rm itte d  uses. A covered e n tity  th a t is a correctiona l in s titu tio n  may use p ro tected 
health  in fo rm a tio n  o f ind iv idua ls w ho  are inm ates fo r  any purpose fo r w h ich  such 
p ro tected  health in fo rm a tio n  may be disclosed.
(iii) No app lica tion  a fte r release. For the  purposes o f th is  provis ion, an ind iv idua l 
is no longer an inm ate  w hen released on parole, p roba tion , supervised release, o r 
o the rw ise  is no longer in law fu l custody.

(6) Covered e n titie s  th a t  a re  g o ve rn m e n t p ro g ra m s p ro v id in g  p u b lic  bene fits .
(i) A health  plan th a t is a gove rnm en t program  prov id ing  public bene fits  may disclose 
p ro tected  health  in fo rm a tio n  re la ting to
e lig ib ility  fo r  o r en ro llm e n t in the  health plan to  an o the r agency adm in is tering  
a governm ent program  provid ing  public bene fits  if  th e  sharing o f e lig ib ility  o r 
en ro llm e n t in fo rm a tio n  am ong such gove rnm en t agencies o r the  m aintenance o f such 
in fo rm a tio n  in a single o r com bined data system accessible to  all such governm ent 
agencies is required o r expressly authorized by s ta tu te  o r regulation .
(ii) A covered e n tity  th a t is a governm ent agency adm in is te ring  a governm ent 
program  prov id ing  pub lic  bene fits  may disclose p ro tec ted  health  in fo rm a tio n  re la ting 
to  th e  program  to  an o the r covered e n tity  th a t is a governm ent agency adm in is tering  
a governm ent program  prov id ing  public bene fits  if th e  program s serve th e  same or 
s im ila r popu la tions and th e  disclosure o f p ro tected  hea lth  in fo rm a tio n  is necessary to  
coord inate  th e  covered func tions  o f such program s o r to  im prove  adm in is tra tion  and 
m anagem ent re la ting  to  the  covered functions o f such program s.
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APPENDIX 2
National Standards for Child Advocacy Centers 

Multidisciplinary Team
A m u ltid isc ip lina ry  team  fo r  response to  child abuse allegations includes rep resenta tion  fro m  the  
fo llow ing : law en fo rcem ent, child pro tec tive  services, p rosecution, m edical, m enta l hea lth , v ic tim  
advocacy and Children's Advocacy Center.

Cultural Competency and Diversity
C ultura lly  com p e ten t services are rou tine ly  made available to  all CAC clients and coord ina ted w ith  
th e  m u ltid isc ip lina ry  team  response.

Forensic Interviews
Forensic in te rv iew s are conducted in a m anner th a t is legally sound, o f a neutra l, fa c tfin d in g  nature, 
and are coo rd inated to  avoid dup lica tive  in te rv iew ing .

Victim Support and Advocacy
V ic tim  sup po rt and advocacy services are rou tine ly  made available to  all CAC clients and th e ir  non­
o ffend ing  fam ily  m em bers as p a rt o f th e  m u ltid isc ip lina ry  team  response.

Medical Evaluation
Specialized m edical eva luation and tre a tm e n t services are rou tine ly  made available to  all CAC 
clients and coo rd inated w ith  th e  m u ltid isc ip lina ry  team  response.

M ental Health
Specialized traum a-focused m enta l health services, designed to  m eet th e  un ique needs o f the  child 
and non-o ffend ing  fam ily  m em bers, are rou tine ly  made available as pa rt o f the  m u ltid isc ip lina ry  
team  response.

Case Review
A fo rm a l process in w h ich  m u ltid isc ip lina ry  discussion and in fo rm a tio n  sharing regarding the  
investigation , case status and services needed by th e  ch ild  and fam ily  is to  occur on a rou tine  basis.

Case Tracking
Children's Advocacy Centers m ust develop and im p lem e n t a system fo r  m on ito rin g  case progress 
and track ing  case ou tcom es fo r all MDT com ponents.

Organizational Capacity
A designated legal e n tity  responsib le fo r program  and fiscal opera tions has been established and 
im p lem ents  basic sound adm in is tra tive  policies and procedures.

Child Focused Setting
The ch ild-focused se tting  is com fortab le , private, and bo th  physically and psychologically safe fo r 
diverse popu la tions o f ch ildren and th e ir  non-o ffend ing  fam ily  m em bers.

MULTIDISCIPLINARY TEAM (M DT)
Essential components:

A. The CAC/MDT has a w r itte n  in teragency agreem ent signed by authorized representatives 
o f all M DT com ponents  th a t clearly com m its  the  signed parties to  th e  CAC m odel fo r  its 
m u ltid isc ip lina ry  child abuse in te rven tion  response.

B. A ll m em bers o f th e  MDT inc lud ing appropria te  CAC staff, as de fined by th e  needs o f the  
case, are rou tine ly  involved in investigations a n d /o r M DT in te rven tions.

C. The CAC/MDT's w ritte n  docum ents address in fo rm a tio n  sharing th a t ensures 
th e  tim e ly  exchange o f re levant in fo rm a tio n  am ong MDT m em bers, s ta ff and 
vo lun teers  and is consis tent w ith  legal, eth ical and professional standards o f practice.
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Rated criteria:
D. The CAC provides rou tine  op p o rtu n itie s  fo r  MDT m em bers to  provide feedback and 

suggestions regarding p rocedures/opera tions o f th e  CAC/MDT.
E. The CAC/MDT partic ipates in ongo ing and re levant tra in in g  and educational op po rtu n itie s , 

inc lud ing  cross-discip line, team  and skills-based learning.

CULTURAL COMPETENCY AND DIVERSITY
Essential components:

A. The CAC has a cu ltu ra l com petency plan th a t includes com m u n ity  assessment, goals, and 
strategies.

B. The CAC m ust ensure th a t provis ions are made fo r non-English speaking and deaf o r hard 
o f hearing ch ild ren and th e ir  non-o ffend ing  fam ily  m em bers th ro u g h o u t th e  investigation 
process.

C. The CAC and MDT m em bers ensure th a t all services are provided in a m anner th a t 
addresses cu ltu re  and deve lopm en t th ro u g h o u t th e  investigation, in te rven tion , and case 
m anagem ent process.

Rated criteria:
D. The CAC engages in com m u n ity  ou treach w ith  underserved popu lations.
E. The CAC active ly  recru its staff, vo lun teers, and board m em bers th a t re flec t the  dem ographics

o f th e  com m u n ity
F. The CAC's cu ltu ra l com petency plan has been im p lem en ted  and evaluated.

FORENSIC INTERVIEWS
Essential components:

A. Forensic in te rv iew s are provided by MDT/CAC s ta ff th a t have specialized tra in in g  in 
conducting  forensic  in te rv iew s o f ch ildren.

B. The CAC/MDT's w ritte n  docum ents describe th e  general forensic in te rv ie w  process 
inc lud ing pre- and po s t-in te rv iew  in fo rm a tio n  sharing and decision m aking, and in te rv ie w  

procedures.
C. Forensic in te rv iew s are conducted in a m anner th a t is legally sound, non-dup lica tive , non­

leading and neutra l.
D. M DT m em bers w ith  investigative responsib ilities are present fo r  th e  fo rensic  in te rv iew (s).
E. Forensic in te rv iew s are rou tine ly  conducted a t the  CAC.

Rated criteria:
F. The CAC/MDT's w r itte n  docum ents include:

o selection o f an appropria te , tra ined  in te rv ie w er; 
o sharing o f in fo rm a tio n  am ong team  m em bers; and 
o a m echanism  fo r co llabora tive  case planning.

G. The CAC a n d /o r MDT provide o p p o rtu n itie s  fo r  professionals w ho  conduct forensic  
in te rv iew s to  pa rtic ipa te  in ongo ing tra in in g  and peer review.

FI. The CAC/MDT coord inate  in fo rm a tio n  ga thering  w h e th e r th rou gh  h is to ry  taking, assessment 
o f forensic in te rv iew (s) to  avoid dup lica tion .

VICTIM SUPPORT AND ADVOCACY
Essential components:

A. Crisis in te rven tion  and ongo ing suppo rt services are rou tine ly  made available fo r  ch ildren 
and th e ir  non-o ffend ing  fam ily  m em bers on -s ite  o r th rou gh  linkage agreem ents w ith  
o th e r app rop ria te  agencies o r providers.

B. Education regarding th e  dynam ics o f abuse, th e  coo rd ina ted m u ltid isc ip lina ry  response, 
tre a tm e n t, and access to  services is rou tine ly  available fo r  ch ildren and th e ir  non-o ffend ing  
fam ily  m em bers.

C. In fo rm a tion  regarding the  rights o f a crim e v ic tim  is rou tine ly  available to  ch ild ren and 
th e ir  non-o ffend ing  fam ily  m em bers and is consistent w ith  legal, e th ical and professional 
standards o f practice.

D. The CAC/MDT's w ritte n  docum ents include ava ilab ility  o f v ic tim  sup po rt and advocacy 
services fo r  all CAC clients.
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Rated criteria:
E. A designated, tra ined  ind iv idual(s) provides com prehensive, coo rd ina ted  v ic tim  suppo rt 

and advocacy services inc lud ing , b u t n o t lim ited  to :
o In fo rm a tion  regard ing th e  dynam ics o f abuse and the  coo rd ina ted  m u ltid isc ip lina ry  

response; 
o updates on case status;
o assistance in accessing/ob ta in ing  v ic tim s ' rights as o u tlin ed  by law; 
o co u rt education , sup po rt and accom panim ent; and
o assistance w ith  access to  tre a tm e n t and o th e r services such as p ro tec tive  orders, 

housing, public assistance, dom estic  v io lence in te rven tion  and transp o rta tio n .
F. Procedures are in place to  p rov ide  in itia l and on-go ing sup po rt and advocacy w ith  the  

child a n d /o r non-o ffend ing  fa m ily  m em bers.

MEDICAL EVALUATION
Essential components:

A. M edica l eva luations are prov ided by health  care providers w ith  ped ia tric  experience and 
child abuse expertise.

B. Specialized m edical eva luations fo r the  child c lien t are rou tine ly  made available on-s ite  o r 
th rough  linkage agreem ents w ith  o th e r app rop ria te  agencies o r providers.

C. Specialized m edical eva luations are available and accessible to  all CAC clients regardless 
o f ab ility  to  pay.

D. The CAC/MDT's w ritte n  docum ents include access to  appropria te  m edical eva luation and 
tre a tm e n t fo r  all CAC clients.

Rated criteria:
E. The CAC/MDT's w r itte n  docum ents  include:

o th e  circum stances unde r w h ich  a m edical evaluation is recom m ended; 
o th e  purpose o f th e  m edical eva luation ; 
o how  the  m edical eva luation  is m ade available; 
o how  m edical em ergency s itua tions are addressed; 
o how  m u ltip le  m edical eva luations are avoided; 
o how  m edical care is docum ented ;
o how  th e  m edical eva luation  is coo rd ina ted  w ith  the  MDT in o rd e r to  avoid 

dup lica tion  o f in te rv ie w in g  and h is to ry  taking; and 
o procedures are in place fo r medical in te rven tion  in cases o f suspected physical 

abuse and m a ltre a tm en t, if  applicable.
A. The CAC a n d /o r MDT provide op p o rtu n itie s  fo r  those w ho conduct m edical eva luations to  

pa rtic ipa te  in ongo ing tra in in g  and peer review.
B. MDT m em bers and CAC sta ff are tra ined  regarding the  purpose and na ture  o f the  

eva luation and can educate c lients a n d /o r non-o ffend ing  caregivers regard ing th e  m edical 
eva luation .

C. Findings o f th e  medical eva luation  are shared w ith  the  MDT in a rou tine  and tim e ly  manner.

MENTAL HEALTH
Essential components:

A. M enta l hea lth  services are p rovided by professionals w ith  ped ia tric  experience and child 
abuse expertise.

B. Specialized traum a-focused m enta l health  services fo r  th e  child c lien t are rou tin e ly  made 
available on-s ite  o r  th rou gh  linkage agreem ents w ith  o th e r app rop ria te  agencies o r 
providers.

C. M en ta l health  services are available and accessible to  all CAC clients regardless o f a b ility  
to  pay.

D. The CAC/MDT's w ritte n  docum ents include access to  appropria te  m enta l health  eva luation 
and tre a tm e n t fo r all CAC clients.

Rated criteria:
E. The CAC/MDT's w r itte n  docum ents include:

o th e  ro le o f th e  m enta l hea lth  professional on the  M DT inc lud ing  provis ions fo r 
attendance a t case review ; 

o provisions regard ing sharing re levant in fo rm a tio n  w ith  th e  team  w h ile  p ro tec ting



th e  c lien ts ' r ig h t to  con fide n tia lity ; and 
o how  th e  forensic process is separate fro m  m enta l health  trea tm e n t.

F. The CAC a n d /o r MDT provide op p o rtu n itie s  fo r  those w ho p rovide m enta l health  services 
to  pa rtic ipa te  in ongoing tra in in g  and peer review.

G. M en ta l hea lth  services fo r  non-o ffend ing  fam ily  m em bers a n d /o r caregivers are rou tine ly  
m ade available on-site o r th rou gh  linkage agreem ents w ith  o th e r appropria te  agencies or 
providers

CASE REVIEW
Essential components:

A. The CAC/MDT's w ritte n  docum ents include crite ria  fo r case rev iew  and case review  
procedures.

B. A fo ru m  fo r the  purpose o f rev iew ing cases is conducted on a regu larly  scheduled basis.
C. Case rev iew  is an in fo rm ed  decision m aking process w ith  in p u t fro m  all necessary MDT 

m em bers based on the  needs o f the  case.
D. A designated ind iv idua l coord inates and fac ilita tes  th e  case rev iew  process, includ ing 

no tifica tio n  o f cases th a t w ill be reviewed.
Rated criteria:

E. Representatives rou tine ly  pa rtic ipa ting  in case rev iew  include, a t a m in im um :
o Law Enforcem ent 
o  Child P rotective Services 
o Prosecution 
o M edical 
o M enta l Health 
o V ic tim  Advocacy and 
o Children's Advocacy Center.

F. Recom m endations from  case rev iew  are com m unica ted to  app rop ria te  parties fo r 
im p lem en ta tion .

G. Case rev iew  m eetings are utilized as an o p p o rtu n ity  fo r  MDT m em bers to  increase 
understand ing o f the  com p lex ity  o f child abuse cases.

CASE TRACKING
Essential components:

A. The CAC/MDT's w ritte n  docum ents include track ing case in fo rm a tio n  u n til fina l d isposition .
B. The CAC tracks and m in im a lly  is able to  re trieve  NCA Statistical In fo rm a tion .

Rated criteria:
C. An ind iv idua l is id en tified  to  im p lem e n t th e  case track ing  process.
D. All MDT pa rtn e r agencies prov ide th e ir  specific case in fo rm a tio n  and d isposition .
E. MDT p a rtn e r agencies have access to  in fo rm a tio n  as de fined by the  CAC/MDT's w ritte n  

docum ents.

ORGANIZATIONAL CAPACITY
Essential components:

A. The CAC is an incorpora ted , private n o n -p ro fit organization o r governm ent-based agency 
o r a com ponen t o f such an organization o r agency.

B. The CAC m aintains, at a m in im um , curren t general com m ercia l lia b ility * , professional
liab ility , and D irectors and Officers lia b ility  as appropria te  to  its organ izationa l s tructure .

C. The CAC has w ritte n  adm in is tra tive  polic ies and procedures th a t apply to  staff, MDT 
m em bers, board m em bers, vo lun teers  and clients.

D. The CAC has an annual independen t financia l audit.
E. The CAC has personnel responsib le fo r  its opera tions and program  services.
F. The CAC has, and dem onstra tes com pliance w ith , w r itte n  screening po lic ies fo r s ta ff th a t

includes crim ina l background and child abuse reg istry checks and provides tra in in g  and 
supervision.

G. The CAC has, and dem onstra tes com pliance w ith , w r itte n  screening polic ies fo r  on-site 
vo lun teers  th a t include crim ina l background and child abuse reg istry checks and provides 
tra in in g  and supervision.
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Rated criteria:
H. The CAC provides education and com m u n ity  awareness on child abuse issues.
I. The CAC has addressed its susta inab ility  th rough  th e  deve lopm ent o f a stra teg ic plan th a t 

includes a fun d in g  com ponent.

CHILD FOCUSED SETTING
Essential components:

A. The CAC se tting  is a designated, w e ll-de fined , task appropria te  fa c ility  o r contiguous space 
w ith in  an existing structure .

B. The CAC has w ritte n  policies and procedures th a t ensure separation o f v ic tim s and alleged 
offenders.

C. The CAC makes reasonable accom m odations to  make th e  fa c ility  physically accessible.
D. The fa c ility  a llows fo r  live observation o f in te rv iew s by MDT m em bers.

Rated criteria:
E. The CAC is m a in ta ined in a m anner th a t is physically safe and "ch ild  p roo f".
F. Children and fam ilies are observed o r supervised by staff, volunteer, a n d /o r MDT m em bers.
G. Separate and private area(s) are available fo r  those aw aiting  services, fo r  case consu lta tion  

and discussion, and fo r  m eetings o r in te rv iew s.
H. The location o f the  CAC is conven ien t and accessible to  clients and M DT m em bers.
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Alaska Children’s 
Justice Act Task Force

The Honorable Kevin Meyer December 9, 2011

716 West 4th Avenue Suite 410 

Anchorage, AK 99501

Dear Representative Meyer:

The Alaska Children's Justice Act Task Force (CJA) respectfully requests that you sponsor and 
introduce the attached bill to improve and remedy some deficiencies within the criminal statutes.

The CJA, funded in FY 1999, is a federally-mandated, state-wide multi-disciplinary group 
charged with evaluating the state system response to child abuse, making recommendations for 
system improvement, and implementing projects that improve the system's response.

Last year the CJA made a presentation to the House HSS Committee concerning a problem that 
the task force had identified. After the presentation, the task force was asked to present our 
recommendations.

At our scheduled meeting on December 20,2011 at 12:30 p.m., we will present a proposal for a 
bill that our committee members have developed over the past several months. We are asking 
that you sponsor this bill. We will be prepared to answer any questions that you or your staff 
may have at that time.

I am including with this letter our statement regarding the proposed legislation, a copy of our 
member list, and a copy of the proposed legislative changes.

We look forward to our meeting with you and to your support for this important change to the 
statutes which we believe will further our goal of protecting Alaska's children.

Thank you for your consideration.

Respectfully yours,

Vice-Chair

Alaska Children's Justice Act Task Force



Alaska C hild ren ’s 
Justice A c t Task Force

Alaska Children’s Justice Act Task Force (CJA)
Statement Regarding Proposed Legislation

About the CJA

The current CJA was founded in FY1999. We are a federally-mandated, state­
wide multidisciplinary group, with representatives from law enforcement, 
medicine, child protection, law (both prosecution and defense), child advocacy 
centers, judiciary, mental health, CASA, schools, and parents. The CJA is 
charged with evaluating the state system response to child abuse, especially child 
sexual abuse and serious physical abuse; making recommendations for system 
improvement; and implementing projects that improve the system response. For a 
current list of CJA members, see attachment “CJA member list 1 1 - 1 1 .”

Recommendations for system improvement through criminal legislation

As we pointed out in last year’s presentation to the House HESS Committee, we 
have become aware of some shortcomings in the current criminal laws regarding 
the prosecution of harm to children. After researching laws in other states, 
analyzing the Alaska criminal statutes, and running our ideas past prosecutors and 
law enforcement, we have drafted the attached “CJA proposed legislation 11-18- 
11.”

What follows is a description of the problem and how this legislation proposes to 
fix the problem, with section numbers provided to locate the fix in the proposed 
legislation.

This legislation would seek to:

• Modify the assault statutes to create broader criminal liability for 
assaults to children

Problem: Young children or mentally/physically impaired older children 
sometimes experience harm that deserves greater penalties to the offender than are 
currently available. One reason is because the harm may not fit into the “serious



physical injury” definition1, a required element in many of the felony assault 
statutes, and yet the harm caused to the child is serious enough to deserve a 
penalty greater than a misdemeanor. For example, a person who intentionally 
bums a child but not to the point of the child needing medical treatment could be 
charged only with a misdemeanor. Another example is that a person who spanks a 
child so hard that it results in severe bruising but not protracted disfigurement 
could be charged only with a misdemeanor.

Solutions:

A. Create a new definition of harm for child assaults, “serious bodily injury to 
the child” (See section 10.) This definition was modeled after a Tennessee 
criminal statute, 39-15-402(d).2

B. Apply the “serious bodily injury” definition to children under 12 or 
children under age 16 who are mentally or physically impaired. (See section 4 for 
definition of mental and physical impairment.)

C. Add new causes of action in all three felony assault statutes so that the 
penalty for an assault to a child corresponds with the person’s mental state and the 
harm caused. For example, this legislation would add two new causes of action to 
11.41.200, assault in the first degree (a class A felony), to punish the intentional 
one-time serious bodily injury (to a young or impaired older child) and the 
reckless, repeated serious bodily injury to such children. (See section 1.) This 
legislation also would add causes of action to assault in the second degree (a class 
B felony) to cover less serious mental states and/or less serious injuries to such 
children. (See section 2.)

D. Modify assault in the third degree (a class C felony) to increase the age of 
the injured child from under 10 to under 12 and to also apply to a child under 16 
who is mentally or physically impaired, in order to make the ages in the assault 
statutes the same. (See section 3.)

1 11.81.900(56) defines "serious physical injury" as “(A) physical injury caused by an act 
performed under circumstances that create a substantial risk of death; or (B) physical injury that 
causes serious and protracted disfigurement, protracted impairment of health, protracted loss or 
impairment of the function of a body member or organ, or that unlawfully terminates a 
pregnancy.”

2 39-15-402(d) defines “Serious bodily injury to the child” as including, “but is not limited to, 
second- or third-degree bums, a fracture of any bone, a concussion, subdural or subarachnoid 
bleeding, retinal hemorrhage, cerebral edema, brain contusion, injuries to the skin that involve 
severe bruising or the likelihood of permanent or protracted disfigurement, including those 
sustained by striking children with objects, or other physical injury that results in significant 
physical or emotional injury to the child.”



E. Create a sentencing aggravator if the serious bodily injury caused to a child 
resulted in significant mental injury to the child. (See section 11.) The definition 
of “mental injury” is taken from AS 47.17.290(9).4

• Create new criminal theories regarding exposure of children to 
drugs

Problem: It is difficult to prosecute a person who has exposed a child to drugs and, 
because of that exposure, the child tests positive for that drug. For example, the 
District Attorney’s Office currently can prosecute someone under Misconduct 
Involving Controlled Substance I for purposefully giving a child under 16 drugs 
such as methamphetamine but can’t prosecute someone who is indirectly exposing 
a child to such drugs, such as by having a meth lab in the home. Nor can a person 
be prosecuted for exposing a child to serious chemicals used in meth labs, which 
can be highly dangerous to a child. Also, 1 1 .5 1 .130(a)(2) (contributing to the 
delinquency of a minor) -- which makes it a misdemeanor to recklessly allow a 
child to be in presence of the unlawful manufacture, use, display, or delivery of a 
controlled substance -  seemed to fit better in the endangering the welfare of a 
minor statute.

Solution: Modify AS 11.51.100 (endangering the welfare of a minor in the first 
degree) by creating 3 new subsections to:

A. Penalize the reckless exposure of a child to a controlled substance and, 
because of that exposure, the child tests positive for the controlled substance. 
Exposure could include having a meth lab in the home or doing drugs in the 
child’s presence, or leaving drugs around the house, in harms way. The penalties 
range from a misdemeanor to a Class B felony, depending on the dangerousness of 
the drug. (See section 5, subsection (b)(2).) The level of penalty, from a class B 
felony to a class A misdemeanor, depends on the seriousness of the class of drugs. 
For example, exposure to meth would be a class A felony, whereas exposure to 
marijuana would be a misdemeanor. (See section 5, subsection (g).)

3 The CJA felt that under 12 was a better age cut-off than 10; children under 12 are usually still 
in elementary school, so the under 10 category seemed too restrictive.
4 AS 47.17.290(9) states: "mental injury" means a serious injury to the child as evidenced by an 
observable and substantial impairment in the child's ability to function in a developmentally 
appropriate manner and the existence of that impairment is supported by the opinion of a 
qualified expert witness.”



B. Move the provision in 1 1.51.130(a)(2) (recklessly allowing a child to be in 
presence of the unlawful manufacture, use, display, or delivery of a controlled 
substance) to AS 11.51.100. (See section 5, subsection (b)(3).)

C. Penalize the reckless exposure of a child to serious chemicals used in meth 
labs. (See section 5, subsection (b)(4).)

• Increase penalties when a parent intentionally withholds adequate food 
or liquids

Problem: The current punishment for criminal neglect is a misdemeanor. The CJA 
believes that a felony is a more apt punishment for a parent or guardian who 
intentionally withholds adequate food or liquids to a child, perhaps as a form of 
punishment or deliberate cruelty.

Solution: Modify AS 11.51.120 so that it is a class C felony for a parent to 
intentionally fail, without lawful excuse, to provide adequate food and liquids to 
the child. (See sections 6 and 7.) The standard for determining what is an 
inadequate amount of food is that “a reasonable person would conclude the child 
was not receiving adequate food or liquids.”

• Create a criminal law when an incarcerated person contacts a victim  
or witness in violation of a court order

Problem: Current law prevents a defendant out on bail or on parole or probation 
from having contact with a victim or witness if so ordered by the court, but if that 
defendant is incarcerated on a no bail order, it is not a crime for him to be 
contacting the victim or a witness (unless he threatens her or encourages her to 
change her story, which is a violation of the witness tampering or interference with 
the judicial process law). So, for example, if an incarcerated sex offender contacts 
his under-age victim to tell her that he loves her and wants to marry her, no crime 
has been committed. Also, there is nothing law enforcement can do to the person 
who forwards the phone call or letters to the incarcerated offender.

Solution: Add two new theories to the unlawful contact statute to: (1) penalize an 
incarcerated person for contacting a victim or witness after being ordered not to 
and (2) penalize a person who assists the defendant who’s been ordered to have no 
contact to have such contact. (See section 9.)



CJA Task Force Proposed Legislative changes 12/6/11

"An Act relating to the crimes of assault, endangering the welfare of a child, and 
criminal nonsupport contributing to the delinquency of a minor, unlawful contact; 
relating to criminal definitions; relating to sentencing; and providing for an 
effective date.”

* Sec. 1. AS 11.41.200(a) is amended to read:

(a) A person commits the crime of assault in the first degree if

(1) that person recklessly causes serious physical injury to another by means of a 
dangerous instrument;

(2) with intent to cause serious physical injury to another, that [THE] person causes 
serious physical injury to any person;

(3) that [THE] person knowingly engages in conduct that results in serious physical 
injury to another under circumstances manifesting extreme indifference to the value of 
human life; or

(4) that person recklessly causes serious physical injury to another by repeated 
assaults using a dangerous instrument, even if each assault individually does not cause 
serious physical injury.

(5) while being 18 years of age or older, that person

(i) intentionally causes serious bodily injury to a child under 12 years of 
age or to a child under the age of 16 who is mentally or physically impaired.

(ii) recklessly causes serious bodily injury to a child under 12 years of 
age or to a child under the age of 16 who is mentally or physically impaired 
on more than one occasion.

* Sec. 2. AS 11.41.210(a) is amended to read:

(a) A person commits the crime of assault in the second degree if

(1) with intent to cause physical injury to another person, that person causes physical 
injury to another person by means of a dangerous instrument;

(2) that person recklessly causes serious physical injury to another person; or

(3) that person recklessly causes serious physical injury to another by repeated 
assaults, even if each assault individually does not cause serious physical injury.



(4) while being 18 years of age or older, that person

(i) recklessly causes serious bodily injury to a child under 12 years of 
age or to a child under the age of 16 who is mentally or physically impaired;

(ii) intentionally causes physical injury to a child under 12 years of 
age or to a child under the age of 16 who is mentally or phvsicallv impaired 
and the injury would cause a reasonable caregiver to seek medical attention 
from a health care professional in the form of diagnosis or treatment;

(iii) intentionally causes physical injury to a child under 12 years of 
age or a child under the age of 16 who is mentally or physically impaired on 
more than on occasion.

* Sec. 3. AS 11.41.220(a) is amended to read:

(a) A person commits the crime of assault in the third degree if that person

(1) recklessly

(A) places another person in fear of imminent serious physical injury by means of a 
dangerous instrument;

(B) causes physical injury to another person by means of a dangerous instrument; or

(C) while being 18 years of age or older

(1) causes physical injury to a child under 12 [10] years of age or to a child under 
the age of 16 who is mentally or physically impaired and the injury would cause a 
reasonable caregiver to seek medical attention from a health care professional in the form 
of diagnosis or treatment;

(ii) causes physical injury to a child under 12 [10] years of age or to a child under 
the age of 16 who is mentally or physically impaired on more than one occasion;

(2) with intent to place another person in fear of death or serious physical injury to 
the person or the person's family member makes repeated threats to cause death or 
serious physical injury to another person;

(3) while being 18 years of age or older, knowingly causes physical injury to a child 
under 16 years of age but at least 12 [10] years of age and the injury reasonably requires 
medical treatment;

(4) with criminal negligence causes serious physical injury under AS
11.81,900(b)(56)(B) to another person by means of a dangerous instrument; or



(5) commits a crime that is a violation of AS 11.41.230(a)(1) or (2) and, within the 
preceding 10 years, the person was convicted on two or more separate occasions of 
crimes under

(A) AS 11.41.100- 11.41.170;

(B) AS 11.41.200- 11.41.220,11.41.230(a)(1) or (2), 11.41.280, or 11.41.282;

(C) AS 11.41.260 or 11.41.270;

(D) AS 11.41.410,11.41.420, or 11.41.425(a)(1); or

(E) a law or ordinance of this or another jurisdiction with elements similar to those 
of an offense described in (A) - (D) of this paragraph.

* Sec. 4. AS 11.41 is amended by adding a new section to read:

Sec. 11.41.225. Definitions

In AS 11.41.200-220:

a) mentally impaired means a person who suffers from diminished cognitive 
function or capacity or a mental disorder that temporarily or permanently renders the 
person substantially incapable of appraising the nature of his or her conduct or the 
conduct of others.

b) Physically impaired includes, but is not limited to, all of the following: having 
any physiological disease, disorder, condition, cosmetic disfigurement, or anatomical loss 
that does both of the following:

(1) Affects one or more of the following body systems: neurological, 
immunological, musculoskeletal, special sense organs, including speech organs, 
respiratory, cardiovascular, reproductive, digestive, genitourinary, hemic and lymphatic, 
skin, and endocrine.

(2) Limits an individual's ability to participate in major life activities.

* Sec. 5. AS 11.51.100 is amended to read:

Sec. 11.51.100. Endangering the welfare of a child in the first degree.

(a) A person commits the crime of endangering the welfare of a child in the first 
degree if, being a parent, guardian, or other person legally charged with the care of a 
child under 16 years of age, the person

(1) intentionally deserts the child in a place under circumstances creating a 
substantial risk of physical injury to the child;



(2) leaves the child with another person who is not a parent, guardian, or 
lawful custodian of the child knowing that the person

(A) is registered or required to register as a sex offender under AS 12.63 
or a law or ordinance in another jurisdiction with similar requirements;

(B) has been charged by complaint, information, or indictment with a 
violation of AS 11.41.410 - 11.41.455 or a law or ordinance in another jurisdiction with 
similar elements; or

(C) has been charged by complaint, information, or indictment with an 
attempt, solicitation, or conspiracy to commit a crime described in (B) of this paragraph; 
or

(3) leaves the child with another person knowing that the person has 
previously physically mistreated or had sexual contact with any child, and the other 
person causes physical injury or engages in sexual contact with the child.

(b) A person commits the crime of endangering the welfare of a minor in the first 
degree if

0 1  the person transports a child in a motor vehicle, aircraft, or watercraft 
while in violation of AS 28.35.030^

(2) the person recklessly exposes a child to an IA, IIA, IIIA, IVA, VA, or 
VIA controlled substance, and as a result of that exposure the child tests positive for 
a IA, IIA, IIIA, IVA, VA, or VIA controlled substance. In this section, exposure 
includes but is not limited to the manufacture of a controlled substance or the 
consumption of a controlled substance by smoking or inhalation while in the 
presence of a child.

(3) recklessly allows the child to enter or remain in the immediate 
physical presence of the unlawful manufacture, use, display, or delivery of a 
controlled substance knowing that the manufacture, use, display, or deliveryis 
occurring, unless the child’s disabilities of minority have been removed for general 
purposes under AS 09.55.590; or

(4) recklessly causes or allows a child to enter or remain in a dwelling or 
vehicle in which on occupant of the dwelling or vehicle possesses an immediate 
precursor of methamphetamine, or the salts, isomers, or salts of isomers of the 
immediate precursor of methamphetamine, or possesses a listed chemical with the 
intent to manufacture any material, compound, mixture, or preparation that 
contains methamphetamine, or its salts, isomers, or salts of isomers or an immediate 
precursor of methamphetamine, or its salts, isomers, or salts of isomer; in this 
section, “listed chemical” means a chemical described under AS 11.71.200.



(c) In this section, "physically mistreated" means

(1) having committed an act punishable under AS 11.41.100 - 11.41.250; or

(2) having applied force to a child that, under the circumstances in which it 
was applied, or considering the age or physical condition of the child, constitutes a gross 
deviation from the standard of conduct that a reasonable person would observe in the 
situation because of the substantial and unjustifiable risk of

(A) death;

(B) serious or protracted disfigurement;

(C) protracted impairment of health;

(D) loss or impairment of the function of a body member or organ;

(E) substantial skin bruising, burning, or other skin injury;

(F) internal bleeding or subdural hematoma;

(G) bone fracture; or

(H) prolonged or extreme pain, swelling, or injury to soft tissue.

(d) Endangering the welfare of a child in the first degree under (a)(3) of this 
section is a

(1) class B felony if the child dies;

(2) class C felony if the child suffers sexual contact, sexual penetration, or 
serious physical injury; or

(3) class A misdemeanor if the child suffers physical injury.

(e) Endangering the welfare of a child under (b)(1), (3) or (4) of this subsection is 
a class A misdemeanor.

(f) Endangering the welfare of a child in the first degree under (a)(1) or (2) of this 
section is a class C felony.

(g) Endangering the welfare of a child under (b)(2) of this subsection is a

(1) class B felony if the controlled substance was a schedule IA, or IIA
controlled substance;



(2) class C felony if the controlled substance was a schedule IIIA, or IVA 
controlled substance;

(3) class A misdemeanor of the controlled substance was a schedule VA, 
VIA controlled substance.

* Sec. 6. AS 11.51 is amended by adding a new section to read:

Sec. 11.51.115. Criminal nonsupport in the First Degree.

(a) A person commits the crime of criminal nonsupport if, being a person legally 
charged with the support of a child the person intentionally fails, without lawful excuse, 
to provide adequate food and or liquids for the child and a reasonable person would 
conclude the child was not receiving adequate food or liquids.

(b) Criminal nonsupport in the first degree is a class C felony.

(c) In this section, “child” is defined in AS 11.51.120(f)(1).

* Sec. 7. AS 11.51.120 is amended to read:

Sec. 11.51.120. Criminal nonsupport in the Second Degree.

(a) A person commits the crime of criminal nonsupport if, being a person legally 
charged with the support of a child the person knowingly fails, without lawful excuse, to 
provide support for the child.

(b) As used in this section "support" includes necessary food, care, clothing, shelter, 
medical attention, and education. There is no failure to provide medical attention to a 
child if the child is provided treatment solely by spiritual means through prayer in 
accordance with the tenets and practices of a recognized church or religious 
denomination by an accredited practitioner of the church or denomination.

(c) Except as provided in (d) of this section, criminal nonsupport is a class A 
misdemeanor.

(d) Criminal nonsupport is a class C felony if the support the person failed to provide 
is monetary support required by a court or administrative order from this or another 
jurisdiction and, at the time the person knowingly failed, without lawful excuse, to 
provide the support,

(1) the aggregate amount of accrued monetary child support arrearage is $20,000 or 
more;

(2) no child support payment has been made for a period of 24 consecutive months 
or more; or



(3) the person had been previously convicted under this section or a similar 
provision in another jurisdiction and

(A) the aggregate amount of accrued monetary child support arrearage is $5,000 or 
more; or

(B) no child support payment has been made for a period of six months or more.

(e) In addition to the provisions of (c) and (d) of this section, criminal nonsupport is 
punishable by loss or restriction of a recreational license as provided in AS 12.55.139_.

(f) In this section,

(1) "child" means a person

(A) under 18 years of age; or

(B) 18 years of age or older for whom a person is ordered to pay support under a 
valid court or administrative order;

(2) "child support" means support for a child;

(3) "without lawful excuse" means having the financial ability to provide support or 
having the capacity to acquire that ability through the exercise of reasonable efforts.

* Sec. 8. AS 11.51.130(a) is amended to read:

(a) A person commits the crime of contributing to the delinquency of a minor if, 
being 19 years of age or older or being under 19 years of age and having the disabilities 
of minority removed for general purposes under AS 09.55.590, the person aids, induces, 
causes, or encourages a child

(1) under 18 years of age to do any act prohibited by state law unless the child's 
disabilities of minority have been removed for general purposes under AS 09.55.590;

[(2) UNDER 18 YEARS OF AGE OR ALLOWS A CHILD UNDER 18 YEARS OF 
AGE TO ENTER OR REMAIN IN THE IMMEDIATE PHYSICALL PRESENCE OF 
THE UNLAWFUL MANUFACTURE, USE, DISPAY, OR DELIVERY OF A 
CONTROLLED SUBSTANCE KNOWING THAT THE MANUFACTURE, USE, 
DISPAY, OR DELIVERY IS OCCURING, UNLESS THE CHILD’S DISABILITIES 
OF MINORITY HAVE BEEN REMOVED FOR GENERAL PURPOSES UNDER AS 
09.55.590 ;1

(2)[3J under 16 years of age to be repeatedly absent from school, without just cause;
or



(3)[4] under 18 years of age to be absent from the custody of a parent, guardian, or 
custodian without the permission of the parent, guardian, or custodian or without the 
knowledge of the parent, guardian, or custodian, unless the child's disabilities of minority 
have been removed for general purposes under AS 09.55.590_or the person has immunity 
under AS 47.10.350_or 47.10.398(a); it is an affirmative defense to a prosecution under 
this paragraph that, at the time of the alleged offense, the defendant

(A) reasonably believed that the child was in danger of physical injury or in need of 
temporary shelter; and

(B) within 12 hours after taking the actions comprising the alleged offense, notified a 
peace officer, a law enforcement agency, or the Department of Health and Social 
Services of the name of the child and the child's location.

* Sec. 9. AS 11.56.750(a) is amended by adding a new section to read:

(a) A person commits the crime of unlawful contact in the first degree if the person

(1) has been ordered not to contact a victim or witness of the offense [AS]

(A) as part of a sentence imposed under AS 12.55.015 ; or

(B) as a condition of

(i) release under AS 12.30;

(ii) probation under AS 12.55.101; or

(iii) parole under AS 33.16.150; or

(C) while incarcerated; and

(2) either directly or indirectly, knowingly contacts or attempts to contact the victim 
or witness in violation of the order; or

(3) knowingly assists a person in violating section (a)(l & 2) of this statute.

* Sec. 10. AS 11.81.900(a) is amended by adding a new subsection to read:

“Serious bodily injury to the child” includes, but is not limited to, second- or 
third-degree bums, a fracture of any bone, a concussion, subdural or subarachnoid 
bleeding, retinal hemorrhage, cerebral edema, brain contusion, strangulation, injuries to 
the skin that involve severe bmising or the likelihood of permanent or protracted 
disfigurement, including those sustained by striking children with objects, or other 
physical injury that results in significant physical injury to the child.



* Sec. 11. AS 12.55.155(18) is amended to read:

Sec. 12.55.155. Factors in aggravation and mitigation.

(18) the offense was a felony

(A) specified in AS 11.41 and was committed against a spouse, a former 
spouse, or a member of the social unit made up of those living together in the same 
dwelling as the defendant;

(B) specified in AS 11.41.410 - 11.41.458 and the defendant has engaged in 
the same or other conduct prohibited by a provision of AS 11.41.410 -11.41.460 
involving the same or another victim;

(C) specified in AS 11.41 that is a crime involving domestic violence and was 
committed in the physical presence or hearing of a child under 16 years of age who was, 
at the time of the offense, living within the residence of the victim, the residence of the 
perpetrator, or the residence where the crime involving domestic violence occurred;

(D) specified in AS 11.41 and was committed against a person with whom the 
defendant has a dating relationship or with whom the defendant has engaged in a sexual 
relationship; [OR]

(E) specified in AS 11.41.434- 11.41.458 or AS 11.61.128 and the defendant 
was 10 or more years older than the victim; or

(F) specified in AS 11.41.200 -11.41.220 and the serious bodily injury 
caused to a child resulted in significant mental injury to the child. In this section, 
“mental injury” is defined as a serious injury to the child as evidenced by an 
observable and substantial impairment in the child’s ability to function in a
dev elopmentally appropriate manner and the existence of that impairment is 
supported by the opinion of a qualified expert witness.

* Sec. 12. This Act takes effect *, 2012.
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A B S T R A C T

Objectives: To present new estimates of the average lifetime costs per child maltreatment 
victim and aggregate lifetime costs for all new child maltreatment cases incurred in 2008 
using an incidence-based approach.
Methods: This study used the best available secondary data to develop cost per case esti­
mates. For each cost category, the paper used attributable costs whenever possible. For 
those categories that attributable cost data were not available, costs were estimated as the 
product of incremental effect of child maltreatment on a specific outcome multiplied by 
the estimated cost associated with that outcome. The estimate of the aggregate lifetime 
cost of child maltreatment in 2008 was obtained by multiplying per-victim lifetime cost 
estimates by the estimated cases of new child m altreatm ent in 2008.
Results: The estimated average lifetime cost per victim of nonfatal child m altreatm ent is 
$210,012 in 2010 dollars, including $32,648 in childhood health care costs; $10,530 in adult 
medical costs; $144,360 in productivity losses; $7,728 in child welfare costs; $6,747 in crim­
inal justice costs; and $7,999 in special education costs. The estimated average lifetime cost 
per death is $1,272,900, including $14,100 in medical costs and $1,258,800 in productivity 
losses. The total lifetime economic burden resulting from new cases of fatal and nonfatal 
child maltreatment in the United $tates in 2008 is approximately $124 billion. In sensitivity 
analysis, the total burden is estimated to be as large as $585 billion.
Conclusions: Compared with other health problems, the burden of child maltreatment is 
substantial, indicating the importance of prevention efforts to address the high prevalence 
of child maltreatment.

Published by Elsevier Ltd.

Introduction

Child m a ltre a tm e n t (CM) is a serious and  p revalen t public h ea lth  prob lem  in th e  U nited States, responsib le  for sub­
stan tia l m orb id ity  and  m ortality . The 4  m ajo r types o f CM are physical abuse, sexual abuse, psychological abuse, and 
neg lec t (Leeb e t  al„ 2007). In fiscal y ear 2008, US s ta te  and local child p ro tec tive  services (CPS) received 3.3 m illion

*  Disclaimer: The findings an d  conclusions in th is rep o rt are those  o f th e  au tho rs and  do n o t necessarily  rep resen t th e  official position  o f th e  Centers for 
Disease Control and  Prevention.

* *  Financial su p p o rt for Dr. Brown w as provided in p a rt by th e  Centers for D isease C ontrol and  Prevention (C ontract No. 200-2008-M -28149).
* Corresponding a u th o r address: N ational C enter for Injury P revention and  Control, C enters for D isease Control and  Prevention, 4770 Buford Highway, 

MS F-63, P.O. Box 12194, A tlanta, GA 30341, USA.

0145-2134/$ -  see fron t m atte r. Published by  Elsevier Ltd. 
do i: 10.1016/j.chiabu,2011.10.006
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im plications for prevention. Child Abuse & Neglect (2012), doi:10.1016/j.chiabu.2011.10.006
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repo rts  o f ch ild ren  being  abused  o r  neg lec ted  and  an estim a ted  772,000 ch ild ren  w ere  classified by CPS au th o rities  as 
be ing  m a ltrea ted  (USDHHS, 2010). The num ber o f confirm ed cases has decreased  over th e  p as t several years (USDHHS, 
2010), b u t researchers argue th a t CPS da ta  grossly u n d eres tim a te  th e  to ta l incidence o f CM (H augaard  & Emery, 1989; 
H ussey, Chang, & Kotch, 2006; Sw ahn  e t  al., 2006; W aldfogel, 1998). A nationally  rep resen ta tiv e  study  of ch ild ren  aged 0 -1 7  
rep o rted  th a t 10.2% o f US ch ild ren  experienced  som e form  of m a ltre a tm en t in 2008 (Finkelhor, Turner, O rm rod, & Hamby,
2009).

CM has been  show n to  have lifelong adverse  health , social, and  econom ic consequences for survivors, includ ing  behavioral 
p rob lem s (Felitti e t  al., 1998; R epetti, Taylor, & Seem an, 2002); m en ta l h ea lth  cond itions such as posttrau m atic  stress d iso rder 
(B row ne & Finkelhor, 1986; H olm es 8i Sam m el, 2005; Moeller, B achm ann, & M oeller, 1993); increased  risk for delinquency, 
a d u lt crim inality , and  v io len t behav io r (Fang Si Corso, 2007; W idom  8i M axfield, 2001); increased  risk o f chronic diseases 
(B row ne & Finkelhor, 1986; Felitti e t  al., 1998); lasting  im pacts o r d isab ility  from  physical in jury  (D om inguez, Chalom , 8i 
C ostarino, 2001); reduced  h ea lth -re la ted  quality  o f life (Corso, Edw ards, Fang, & Mercy, 2008); and  low er levels o f adu lt 
econom ic w ell-being  (C urrie & W idom , 2010). Given th e  high prevalence  of CM and  th e  m any negative sh o rt- and  long-term  
consequences o f CM, th e  econom ic costs o f CM m ay be substan tia l. E stim ating  th e  econom ic b u rden  o f CM is im p o rtan t 
for several reasons. Econom ic e stim a tes  can help to  increase aw areness of th e  cu rren t severity  o f CM, place th e  p rob lem  in 
th e  co n tex t o f o th e r public h ea lth  concerns, and m ay be used in econom ic evalua tion  o f in te rven tions to  reduce o r p reven t 
CM.

Several s tud ies have d raw n  a tte n tio n  to  th e  prob lem  o f CM by p roducing  es tim ates  o f th e  national econom ic b u rden  
o f CM (Conrad, 2006; Daro, 1988; From m , 2001; Miller, Cohen, Si W iersem a, 1996; W ang  & H olton, 2007). These stud ies 
m ade im p o rtan t con trib u tio n s and  advanced  aw areness, b u t shortcom ings have been  identified  (Corso 8i Fertig, 2010), 
w hich  should  be add ressed  if b u rd en  es tim ates  are  to  be used for hea lth  policy analysis. Problem s include th e  "(1) lack o f 
tran sp aren cy  in  inpu ts used  in th e  e stim atio n  procedure, (2) calculation  m istakes, and  (3) m ethodolog ical e rro rs” (p. 297) 
(Corso & Fertig, 2010). C orrecting  for th ese  flaws is crucial to  p roducing  h igher quality  fu tu re  e s tim ates  o f th e  econom ic 
b u rd en  of CM. F urtherm ore, since th e  last estim a te  of th e  econom ic b u rd en  of CM conducted  in 2007 (W ang & Holton,
2007), researchers have found add itional quan tified  evidence regard ing  th e  h ea lth  care costs associated  w ith  CM during  
childhood and  ad u lthood  (Bonom i e t  al., 2008; Florence e t  al., 2012) and  th e  lo n g -te rm  consequence  o f  CM on a d u lt earn ings 
(C urrie & W idom , 2010). Including th ese  la te s t stu d y  resu lts  should im prove u n d ers tan d in g  o f th e  econom ic b u rden  of 
CM.

Econom ic b u rd en  e s tim a tes  generally  take  1 o f 2 perspectives to  quan tify ing  a h ea lth  problem : a p revalence-based  
approach  o r an  inc idence-based  approach . Both are re levan t to  CM. P revalence-based econom ic b u rden  provides an  estim ate  
o f th e  d irec t and  ind irec t costs incurred  in a period (m ost often  1 year) as a re su lt o f th e  p revalence o f  CM during  th is sam e 
period  (or th is given year), regard less o f th e  onset o f CM. Thus, in a p revalence-based  study  o f th e  econom ic b u rd en  o f CM 
w ith  a tim e  fram e of, say, 1 year, costs associated  w ith  all cases o f CM (including cases w ith  th e  o n se t in o r a t any tim e 
before th e  base year) w ou ld  be included; how ever, only costs incurred  d u ring  th e  1-year period  w ould  be coun ted  (Haddix, 
Teutsch, & Corso, 2003).

In con trast, inc idence-based  econom ic bu rden  rep resen ts  th e  to ta l lifetim e costs resu lting  from  new  cases of CM 
th a t occur w ith in  a se t tim e  period  (m ost often 1 year) (H addix, T eutsch, & Corso, 2003). Incidence-based  costs are 
m ore difficult to  es tim a te  because  th ey  require  da ta  on  sh o rt- and  lo n g -te rm  costs and consequences o f CM, such as 
its chronic  sequelae on health , em ploym ent, and earn ings over th e  lifetim e of an individual. H ow ever, incidence-based  
costs are  m ore  useful for th e  econom ic evaluation  o f CM p rev en tio n /in te rv en tio n  activ ities (H addix, Teutsch, & Corso, 
2003). For exam ple, th e  lifetim e costs avoided could be com pared  w ith  th e  costs o f p rev en tin g  1 case o f CM in a 
b enefit-co st analysis o f p reven tion . Both d irec t and  ind irec t costs are  included  in an  inc idence-based  costing  perspec­
tive.

All o f th e  prev ious estim a tes  o f th e  econom ic b u rden  o f CM th a t w e are  aw are  o f are n o t estim a ted  on  a co st-per-case  basis, 
excep t for th e  C onrad (2006) study. Sim ilar to  o th e r studies, C onrad’s study  has a n u m b er o f m ethodological shortcom ings. 
For exam ple, for th e  effect o f  CM on ju v en ile  delinquency, Conrad uses th e  raw  n u m b er o f how  m any abused  ch ild ren  becom e 
juven ile  offenders as rep o rted  in  a study  by W idom  and  M axfield (2001). This n u m b er does n o t take in to  accoun t how  m any 
o f th e se  ch ild ren  w ould  have b een  offenders if th ey  had n o t b een  abused  and  th ere fo re  overes tim ates  th e  effect o f CM 
on ju v en ile  delinquency . W idom  and  M axfield (2001) rep o rt th a t ab o u t 27% of abused  and neglec ted  ch ild ren  have had a 
ju v en ile  arrest, com pared  w ith  17% o f non-abused  children . This 10% m arginal (or increm en ta l) effect w ould  have provided 
a m ore accura te  e s tim a te  o f th e  effect o f CM on delinquency. There are sim ilar p rob lem s w ith  th e  e s tim ates  o f effect o f CM 
on a d u lt crim inality  and  life tim e productiv ity . In add ition , for som e o f th e  cost e s tim ates  (such as th e  use o f h ea lth  care and 
m en ta l h ea lth  services), annua l costs (p revalence-based  estim ates) o f CM w ere  calculated . Because th e  study  w as designed 
to  e s tim a te  th e  incidence-based  lifetim e hea lth  care costs, th e  stream  o f increm en ta l health  care costs associated  w ith  CM 
over th e  lifetim e should  be used, d iscoun ted , and  sum m ed  to  n e t p re sen t va lue  in th e  base y ear o f analysis (H addix, Teutsch, 
Si Corso, 2003).

In th is paper, w e p re sen t n ew  estim a tes  o f th e  average lifetim e cost p e r  CM victim  and  aggregate  lifetim e costs for 
all n ew  cases o f  CM incurred  in  2008 using an  inc idence-based  approach . This study  ex tends previous research  in this 
area by co rrecting  m ethodolog ical flaw s of previous stud ies; inco rpora ting  m ore  recen t and com prehensive  stud ies o f th e  
epidem iology, consequences, and  costs o f CM; and prov id ing  a fram ew ork  for using  th e  findings in th e  lite ra tu re  to  estim ate  
th e  incidence-based  econom ic b u rd en  o f CM.

Please cite this article in press as: Fang, X., e t al. The econom ic burden of child m altreatm ent in the United States and
im plications for prevention. Child Abuse & Neglect (2012), doi:10.1016/j.chiabu.2011.10.006
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Methods

General overview

This study  m easu red  costs from  th e  societal perspective. All costs w ere  estim ated  in US dollars and  ad justed  to  th e  
reference y ear 2010 using th e  gross dom estic  p roduc t (GDP) defla to r (available from  h ttp ://w w w .gpoaccess.gov /usbudget/ 
fyl2/pdf/BUDGET-2012-TAB.pdf, Table 10.1). Future costs associated  w ith  CM accum ulating  over tim e  w ere  d iscoun ted  a t 
3% to  reflect th e ir  p re sen t value, as recom m ended  by th e  US Panel on Cost-Effectiveness in H ealth  and  M edicine (Gold e t al., 
1996). A lthough 3% is o ften  recom m ended  as th e  base ra te  for cost-effectiveness analysis o f h ea lth  and  m edical in terventions, 
a m ore conservative d iscoun t ra te  o f 7% w as used as a fu r th e r sensitiv ity  analysis as recom m ended  by th e  C om m ittee to  
Evaluate M easures o f H ealth  Benefits for E nvironm ental, H ealth, and  Safety R egulations (M iller, Robinson, & Lawrence, 2006).

Based on p rev ious research  (Corso & Fertig, 2010), th is  study  focuses on  th e  follow ing m ajo r types o f costs th a t are 
associated  w ith  CM: hea lth  care  costs (sh o rt- and long-term , including physical and  m en ta l health ), p roductiv ity  losses, 
child w elfare  costs, crim inal ju s tic e  costs, and  special education  costs. For each category, w e used  th e  b e s t available sec­
ondary  da ta  to  develop  cost p e r case estim ates. First, a general lite ra tu re  rev iew  w as perfo rm ed  to  identify  published, 
p eer-rev iew ed  stud ies on  all ou tcom es re la ted  to  CM w ith  a p o ten tia l econom ic cost o r consequence. A rticles w ere  iden­
tified by keyw ord  search ing  in a varie ty  o f databases, including PubM ed, Psyclnfo, EconLit, and  Google Scholar. In add ition  
to  keyw ord  searches, th e  b ib liographies o f all re levan t articles w ere  scanned  to  iden tify  add itional re lev an t studies. W h en ­
ever possible, pub lished  p eer-rev iew ed  stud ies w ere  used  to  estim a te  th e  costs. H ow ever, in cases w h ere  th e  da ta  on costs 
o r effects w ere  particu larly  sparse , w e  included  n on -peer-rev iew ed  repo rts  o r  w h ite  papers con ta in ing  re lev an t econom ic 
ou tcom es of CM. R eports and  w h ite  papers w ere  identified  by exam in ing  th e  c ita tions o f peer-rev iew ed  stud ies identified  in 
th e  general lite ra tu re  rev iew  and  th ro u g h  searches of EconLit, th e  Social Science R esearch N etw ork, and  Google and Google 
Scholar.

The m ed ian  age for CM victim s in  2008 w as 6 years old (USDHHS, 2010). W e used  th e  m ed ian  age to  calculate th e  
average lifetim e cost p e r victim , w h ich  w as defined as th e  sum  o f sh o rt-te rm  health  care costs, long -te rm  h ea lth  care costs, 
p roductiv ity  losses, child w elfare  costs, crim inal ju s tice  costs, and special education  costs. In o th e r  w ords, th e  p re sen t value 
o f all fu tu re  costs is es tim a ted  s ta rtin g  a t age 6. For each  category, w e used  a ttrib u tab le  costs w h en ev er possible (e.g., health  
care costs); th e se  e s tim ates  reflec t econom etric  p rocedures to  sta tistically  identify  th e  difference b e tw een  the  costs o f CM 
victim s and  n o n -m a ltrea ted  contro ls, ad ju s ting  for observed  d ifferences be tw een  th e  2 groups. A ttribu tab le  cost da ta  w ere  
no t available for som e categories; in these , costs w ere  estim a ted  as th e  p ro d u c t o f increm en ta l effect o f CM on a specific 
ou tcom e m ultip lied  by th e  es tim a ted  cost associated  w ith  th a t ou tcom e. For exam ple, th e  cost o f ad u lt crim inality  due 
to  CM is es tim a ted  as th e  p ro d u c t o f th e  increm en ta l probability  o f being an  ad u lt crim inal by th e  average cost per adu lt 
crim inal career. The e s tim a te  o f th e  aggregate  lifetim e cost o f CM in 2008 w as ob ta ined  by m ultip ly ing  per-v ictim  lifetim e 
cost e s tim ates  by  th e  e s tim a ted  cases of new  CM in 2008.

Incidence rate

To g en era te  inc idence-based  estim ates , w e  begin w ith  an  estim a te  o f CM cases and  d ea th s  d u ring  2008. For cases, an 
e stim a ted  772,000 ch ild ren  w ere  d e te rm in ed  by CPS agencies to  be v ictim s of abuse o r neg lec t during  2008 (USDHHS,
2010). T h ree-quarte rs  o f v ictim s (75%) had no h is to ry  o f p rio r v ictim ization  (USDHHS, 2010), y ield ing  an estim ated  
579,000 n ew  cases in 2008. A lthough researchers have argued  th a t CPS da ta  u n d eres tim a te  th e  to ta l incidence of CM 
(H augaard  & Emery, 1989; H ussey, Chang, & Kotch, 2006; Sw ahn e t  al., 2006; W aldfogel, 1998), to  be conservative, this 
study  uses th e  CPS es tim a te  o f 579,000 n ew  cases as th e  baseline for ou r e stim ation  o f th e  aggregate  lifetim e cost o f CM 
in 2008.

Given th a t defin itions o f CM and  crite ria  for su b stan tia tio n  vary  b e tw een  sta tes  and  th a t  prev ious research  has show n 
th a t ch ild ren  in  u n su b s tan tia ted  cases have sim ilar m a ltre a tm en t experiences and  developm en ta l ou tcom es to  ch ild ren  in 
su b s tan tia ted  cases (D rake, 1996; H ussey, M arshall, 8i English, 2005; Kohl, Jonson-R eid, & Drake, 2009; Leiter, M yers, 8; 
Zingraff, 1994), a sensitiv ity  analysis on  th e  aggregate  lifetim e cost o f CM w as conducted  using  th e  investigated  inc iden ts o f 
CM. In 2008, nearly  3.7 m illion ch ild ren  received an  investigation  o r assessm en t (USDHHS, 2010); assum ing  th a t 75% of these  
investigated  ch ild ren  w ere  also n ew  reports, th is suggests ab o u t 2 ,775,000 n ew  victim s of CM as an  a lte rna tive  estim a te  of 
CM incidence for sensitiv ity  analysis.

The o th e r m ajo r source o f na tiona l e s tim ates  of th e  incidence o f nonfatal CM is th e  periodic N ational Incidence Study 
(NIS), w hich  com bines in fo rm ation  ab o u t repo rted  cases w ith  data  on  m a ltrea ted  ch ild ren  iden tified  by com m unity  p ro ­
fessionals w ho  a re  likely to  com e in to  co n tac t w ith  m a ltrea ted  ch ild ren  such as child care prov iders, teachers, and  hospital 
staff. T here have been  4 cycles o f NIS conducted  in th e  U nited States: NIS-1 (1979 -1980 ); NIS-2 (1986); NIS-3 (1993) and 
NIS-4 (2 005 -2006 ). A ccording to  NIS-4, th e  m ost recen t NIS da ta  available, an  estim ated  1,256,600 ch ild ren  experienced  
m a ltrea tm en t using  th e  “H arm  S tandard ,” and an  estim ated  2,905,800 ch ild ren  experienced  m a ltre a tm e n t using th e  broader 
“E ndangerm en t S tandard" during  th e  2 0 0 5 -2 0 0 6  stu d y  y ear (Sedlak e t  al„ 2010). A ssum ing th a t 75% o f these  cases w ere  
n ew  reports , th is  suggests an  e s tim a ted  942,450 new  cases using  th e  “H arm  S tandard” and  2,179,350 new  cases using the  
“E ndangerm en t S tandard .” Both num bers  w ere  included as a lte rna tive  e stim ates  o f CM incidence in 2008 in th e  sensitiv ity  
analysis.
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An incidence-based  accoun ting  o f th e  costs of CM m u st also include th e  value of m orta lity  for fatal cases of m a ltrea tm en t. 
An estim a ted  1,740 ch ild ren  nationally  d ied  from  abuse  o r neglect in 2008 (USDHHS, 2010). A bout 80% o f all fata lities w ere  
ch ild ren  younger th a n  4  years old. V aluation  is described  in detail below .

Average lifetime cost per victim of nonfatal child maltreatment

Short-term health care costs. S h o rt-te rm  h ea lth  care costs o f CM in th is  stu d y  refer to  th e  hea lth  care costs resu lting  from  a 
new  case o f CM th a t occurred  in childhood. Because th e  m ed ian  CM case is a child aged 6 years, sh o rt- te rm  health  care  costs 
include th e  increm en ta l hea lth  care  costs a ttrib u tab le  to  CM from  age 6 to  age 17.

A lite ra tu re  rev iew  iden tified  a se t o f 8 articles on pediatric , sh o rt-te rm  m edical costs o f CM. H ow ever, all o f th e  stud ies 
are based  on in p a tien t hosp ita l da ta  and  lim it th e ir  per-case  repo rting  tim e  period  to  a single in p a tien t ep isode (Brow n, Fang, 
8i Florence, 2011). E stim ating  th e  average annual m edical costs o f CM requ ires cap tu ring  increased exp en d itu res  ou tside 
o f hosp ita l settings. For exam ple, CM m ay lead  to  increased  costs for m en ta l hea lth  services, p rescrip tion  drugs, o r chronic 
d isease care, w hich  are  n o t cap tu red  in th e  inp a tien t stud ies. Furtherm ore, only th e  m ost severe in stances o f CM require  
in p a tien t care, and  th e re fo re  th ese  s tud ies cap tu re  a non -rep resen ta tiv e  sam ple o f abused  children.

In th e  absence o f ap p ro p ria te  e stim a tes  in  th e  lite ra tu re , w e  have, in sep a ra te  analyses, estim a ted  th e  m edical costs o f 
m a ltrea tm en t during  ch ildhood using  linked survey and  M edicaid claim s (Florence e t  al., 2012). Specifically, w e linked a 
sam ple o f 1,151 ch ild ren  w ith  cases investiga ted  by CPS, draw n  from  th e  N ational Survey o f Child and  A dolescent W ell-Being, 
to  indiv idual 2 0 0 0 -2 0 0 3  M edicaid claim s. W e form ed a com parison  group  o f M edicaid ch ild ren  based  on p ropensity  score 
m atching. The a ttrib u tab le  d ifference in annual m edical costs be tw een  th e  case and  contro l g roups is $2,703 (2003 dollars) 
p e r victim . Full de tails o f m eth o d s and  resu lts  for th is  analysis can be found e lsew here  (Florence e t  al., 2012). A djusted by 
GDP deflator, th e  cost d ifference m easu red  in  2010 dollars is $3,184, o r $32,648 per v ictim  of nonfatal CM for th e  p resen t 
value of m edical costs from  ages 6 th ro u g h  17.

Long-term medical costs. A few  sources o f da ta  ex ist for a d u lt estim ates  o f th e  long-term  m edical costs o f CM (Bonom i e t al., 
2008; Hulm e, 2000; W alker e t  al„ 1999). Based on a rev iew  (Brow n e t  al., 2011), w e d e te rm in ed  th a t Bonomi e t  al.’s (2008) 
e s tim ates  w ere  m ost su itab le  for th is study. They exam ined  long-term  h ea lth  care costs associated  w ith  physical, sexual, 
o r bo th  physical and  sexual childhood  abuse  using da ta  from  3,333 w om en  (ages 1 8 -6 4 ) enro lled  in  a large hea lth  care 
delivery  system . Total annual h ea lth  care costs w ere  21% h igher (abou t $507) in 2004 for w o m en  w ith  a h is to ry  of physical 
o r sexual ch ildhood abuse  com pared  to  w o m en  w ith o u t th ese  abuse h istories. Based on Bonomi e t  al.’s (2008) findings and 
acknow ledging  th a t th e  stu d y  only  included  w om en  (as did th e  2 o th e r a d u lt estim ates), w e assum e th a t  th e  average annual 
increm enta l hea lth  care costs for a CM victim  from  age 18 th rough  age 64 a re  $507 (2004  dollars), o r $582 in 2010 dollars. 
The p re sen t value o f a stream  of th e se  increm en ta l hea lth  care costs over th e  period  from  age 18 th rough  age 64 is $10,530 
p e r case.

W e did no t locate  any  s tud ies th a t  rep o rt increm en ta l health  care costs associated  w ith  CM for adu lts o lder th an  age 65. 
As a resu lt, th e  long -te rm  m edical costs o f CM included in th is study  only accoun t for th e  increm enta l h ea lth  care costs from  
age 18 to  64.

Productivity losses. Lifetim e productiv ity  losses associated  w ith  CM w ere  estim a ted  using th e  hum an  capital approach , w hich 
m easures th e  p o ten tia l loss o f earn ings due  to  being m altrea ted  during  childhood. Currie and  W idom  (2010) assessed  the  
econom ic consequences in ind iv iduals w ith  docum en ted  h isto ries o f childhood neglec t and  physical and sexual abuse  and 
a m atched  com parison  group  w ho  w ere  follow ed up  in to  adu lthood  (m ean  age = 41). They found th a t individuals w ith  
docum en ted  h is to ries o f neg lec t an d /o r abuse  earned  ab o u t $5,000 less p e r y ear on average th a n  contro ls, con tro lling  for 
background  characteristics. Based on th e ir  findings, w e assum e th a t experience  o f CM reduces v ictim  earn ings by $5,000 
(2003 dollars) p e r y ear from  ages 18 to  64, assum ing  th a t p roductiv ity  losses a re  negligible beyond  65 w h en  m ost retire. 
A djusted to  2010  dollars, th e  earn ing  gap is $5,890, and assum ing  a long -te rm  g row th  in labor p roductiv ity  o f 1% p e r year 
(G rosse, 2003), th e  p re sen t d iscoun ted  value o f these  earn ings losses from  age 6 w ould  be $144,360. W e do n o t include th e  
value o f lost tax  receip ts from  reduced  earn ings. A lthough these  are  a cost to  th e  governm en t, from  a social perspective, th is 
is a tran sfe r from  individuals to  th e  public sector, and  th e re  is no n e t loss.

Child welfare costs. G iven th a t  som e o f th e  child w elfare  services provided to  CM victim s last m ore  th a n  1 y ear (e.g., long­
te rm  foster care), th e  ideal w ay  to  e s tim a te  lifetim e child w elfare  costs associated  w ith  CM w ould  be to  track  th e  CM victim s 
and  th e ir  child w elfare  costs over th e ir  en tire  childhood. To date , th e re  have been  no such longitud inal stud ies. H owever, 
according to  th e  A dm inistra tion  for C hildren and  Families, th e  n u m b er o f ch ild ren  investigated  for CM and  th e  cross-section  
o f th e  investiga ted  sam ple w ith  re sp ec t to  age and services provided to  th e  ch ild ren  (e.g., su b s tan tia ted  vs. u n su b stan tia ted ; 
in -hom e services vs. ou t-o f-hom e p lacem en t) rem ained  relatively  co n stan t be tw een  2004 and 2008 (U5DHH5,2010), w hich  
satisfies th e  assum ptions for th e  s te ad y -s ta te  m ethodology  used by o th e r researchers to  estim a te  th e  lifetim e costs of d isease 
w h en  d irec t o r long itud inal da ta  on lifetim e costs are  n o t available (B arnett, B irnbaum , C rem ieux, Fendrick, & $lavin, 2000; 
B irnbaum , Leong, 8; Kabra, 2003). Follow ing th e ir  m ethodology, by m aking s tead y -s ta te  assum ptions, th e  to ta l annua l child 
w elfare  costs in 1 year serve as a proxy  for th e  lifetim e w elfare  costs o f v ictim s investiga ted  in th a t year.
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The m ost recen t na tional e s tim a te  o f child w elfare  costs available is from  2006. Overall, s ta te s  sp en t $25.7 billion in 
federal, sta te , and local funds on child w elfare  activities in fiscal y ear 2006, and  an  estim ated  3,578,000 ch ild ren  received 
a CPS investigation  in 2006  (DeVooght, Allen, & Geen, 2008). This yields an  estim a ted  $7,183 in child w elfare  costs per 
investigated  child, o r $7,728 per child in 2010 dollars.

Criminal justice costs. C rim inal ju s tice  costs associated  w ith  CM w ere  d e te rm in ed  based on  th e  effects o f CM on  juven ile  and 
ad u lt a rrests . W idom  and  M axfield (2001) analyzed da ta  from  a longitudinal stu d y  th a t  follow ed a group o f 908 substan tia ted  
cases o f CM and  a com parison  group  o f 667 ch ild ren  th rough  adu lthood ; th ey  rep o rted  th a t 27.4% of m a ltrea ted  ch ild ren  had 
a juven ile  arrest, com pared  w ith  17.2% o f non -abused  children . W e used  th e  sim ple difference in these , 10.2%, as ou r estim a te  
for th e  increm en ta l effect o f CM on  th e  likelihood o f arrest. R egarding th e  associated  costs, Reynolds, Tem ple, R obertson, and 
M ann (2002) es tim a ted  th a t ex p en d itu res  to  th e  crim inal ju s tice  system  for juven iles w ith  cou rt pe titions w ere  $18,950 per 
p artic ipan t in 1998 dollars, includ ing  th e  adm in is tra tive  expend itu res  associated  w ith  th e  juven ile  a rre s t and  th e  w eigh ted  
national average o f th e  p ro p o rtio n  of cases th a t led to  residen tia l tre a tm e n t, com m un ity  tre a tm e n t o r p robation  services, 
and release. U pdated  to  2010 dollars, th e  crim inal ju s tice  costs p e r ju v en ile  a rre s t are $24,513. Based on  th e  m ean  age of 
juven ile  a rre s t o f 14 (R eynolds e t  al., 2002) and th e  increm enta l increase o f 10.2%, th e  p re sen t value of fu tu re  expend itu res 
to  th e  crim inal ju s tice  sy s tem  associa ted  w ith  juven ile  a rre s t evalua ted  a t age 6 is $1,974 (2010 dollars) per CM victim .

For a d u lt crim inal ju s tic e  costs, w e used  additional da ta  from  W idom  and  M axfield (2001), w ho  repo rted  th a t CM increases 
th e  likelihood o f having an a d u lt crim inal record  by 9.1 percen tage  po in ts (41.6% for th e  m a ltrea ted  group  vs. 32.5% for th e  
com parison  group). Reynolds e t  al. (2002) estim a ted  th a t th e  average social cost o f an  a d u lt crim e — including th e  costs of 
arrest, jud icial processing, and  tre a tm e n t — is $69,038 in 1998 dollars o r $89,304 in 2010 dollars. Based on  th e  assum ed  
m ean  age of first a d u lt a rre s t a t 23 and  an  increm en ta l increase o f 9.1%, th e  p re sen t value o f fu tu re  exp en d itu res  to  th e  
crim inal ju s tice  system  associa ted  w ith  a d u lt a rre s t is $4,773 (2010 dollars) p e r CM victim . G iven th e  incidence-based  
costing fram ew ork  w e are  using, th is  e s tim a te  reflects th e  average costs o f all crim inals, including chronic re-offenders.

Special education costs. M altrea ted  ch ild ren  a re  m ore likely to  receive special education . Jonson-R eid, Drake, Kim, Porterfield, 
and  Han (2004) found th a t  24.2% o f m a ltrea ted  ch ild ren  received special education  a t a m ean  age of 8 years, com pared  w ith  
13.7% o f ch ild ren  w ith  no m a ltre a tm e n t record. Again, based  on a sim ple difference, w e assum ed  th a t th e  increm en ta l effect 
due to  CM is 10.5%. Reynolds e t  al. (2002) estim a ted  th a t th e  average annual co st per child for special education  services w as 
$7,791 (1998 dollars) above and  beyond  regu lar instruction . A ssum ing th a t th e  average n u m b er o f years receiving special 
education  services is 9 years (from  age 8 to  17) and  th e  increm en ta l increase is 10.5%, th e  p re sen t value of fu tu re  special 
education  costs associated  w ith  CM is estim a ted  to  be $7,999 (2010 dollars) per victim .

Average lifetime cost per victim of fatal child maltreatment

A ccording to  Corso, M ercy, Sim on, Finkelstein, and  M iller’s (2007) w ork, for ch ild ren  aged 0 -4 , th e  average cost per 
case for a fatal a ssau lt w as $11,300 (in 2000 dollars) in m edical costs and  $1,005,650 (in 2000 dollars) for lost productiv ity . 
A djusted to  2010 dollars, th e  m edical costs and  productiv ity  losses are  $14,100 and  $1,258,812, respectively.

Results

Table 1 p resen ts  th e  average lifetim e cost o f nonfatal CM p er victim . D iscounted a t 3%, w e estim a ted  th e  average lifetim e 
cost p e r v ictim  o f nonfatal CM to be  $210,012 in 2010 dollars. The cost includes d iscoun ted  p re sen t values o f $32,648 in 
childhood hea lth  care costs, $10,530 in adu lthood  m edical costs, $144,360 in p roductiv ity  losses, $7,728 in child w elfare  
costs, $6,747 in crim inal ju s tic e  costs, and  $7,999 in special education  costs. Because cost e s tim ates  vary  as a function  o f th e  
d iscoun t rate, w e  also e s tim a ted  th e  average lifetim e cost per case o f nonfatal CM using  th e  d iscoun t ra te  o f 7% (M iller e t  al., 
2006). Based on  a 7% annual d iscoun t rate, th e  average lifetim e cost p e r nonfatal v ictim  w as estim a ted  to  be $97,952 (see 
Table 1). For fatal CM, th e  average lifetim e cost per d ea th  w as estim a ted  to  be $1,272,900 in 2010 dollars, including $14,100

Table 1
The average lifetim e cost per v ictim  of nonfatal child m altreatm ent.

Source o f cost Reference Average lifetim e cost p e r vic tim  (in  2010 dollars)

D iscounted a t 3% D iscounted a t  7%

Short-term  health  care costs Florence e t al. (2012) $32,648 $27,063
Long-term  health  care costs Bonomi e t al. (2008) $10,530 $3,789
Productivity  losses C urrie and  W idom  (2010) $144,360 $49,068
Child w elfare costs DeVooght e t  al. (2008) $7,728 $7,728
Criminal ju stice  costs W idom  and  M axfield (2001) 

Reynolds e t al. (2002)
$6,747 $3,860

Special educa tion  costs Jonson-R eid e t al. (2004) 
Reynolds e t al. (2002)

$7,999 $6,443

Total $210,012 $97,952
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Table 2
The average lifetim e cost per case o f fatal child m altrea tm en t.

Source o f cost Average lifetim e cost p e r victim  (in  2010 dollars) Average lifetim e cost per victim  (in 2010 dollars)

D iscounted a t  3% D iscounted a t 7%

M edical costs 
Productivity  losses 
Total

$14,100 $14,100 
$1,258,800 $325,267 
$1,272,900 $339,367

Table 3
Total lifetim e costs o f child m a ltrea tm en t, 2008, U nited States (based on substan tia ted  cases o f child m altrea tm ent).

Source o f cost Total lifetim e costs (in 2010 dollars)

D iscounted a t  3% D iscounted a t  1%

Nonfatal
Incidence (cases) 579,000 579,000
Short-term  hea lth  care costs $18,903,192,000 $15,669,477,000
Long-term  h ealth  care costs $6,096,870,000 $2,193,831,000
Productivity  losses $83,584,440,000 $28,410,372,000
Child w elfare  costs $4,474,512,000 $4,474,512,000
Criminal ju stice  costs $3,906,513,000 $2,234,940,000
Special education  costs $4,631,421,000 $3,730,497,000
Total $121,596,948,000 $56,714,208,000

Fatal
Incidence (cases) 1,740 1,740
M edical costs $24,534,000 $24,534,000
Productivity  losses $2,190,312,000 $565,964,580

Total $2,214,846,000 $590,498,580

Total costs (including bo th  fatal and  nonfata l cases) $123,811,794,000 $57,304,706,580

in m edical costs and  $1,258,800 in p roductiv ity  losses (Table 2). The average lifetim e cost per dea th  w ould  be $339,367 if 
using th e  d iscoun t ra te  o f 7%.

Table 3 p resen ts  th e  to ta l lifetim e econom ic b u rden  o f CM in 2008 based  on th e  base line  estim a te  o f 579,000 new  
cases o f nonfatal CM. For th ese  cases, th e  aggregate  lifetim e costs w ere  e s tim a ted  to  be $121.6 billion. Of th e  to ta l costs, 
ch ildhood h ea lth  care costs accoun ted  for $18.9 billion, adu lthood  m edical costs accoun ted  for $6.1 billion, p roductiv ity  
losses accoun ted  for $83.6 billion, child w elfare  costs accounted  for $4.5 billion, crim inal ju s tice  costs accounted  for $3.9 
billion, and  special educa tion  costs accoun ted  for $4.6 billion. The aggregate  lifetim e costs associated  w ith  th e  1,740 deaths 
resu lting  from  CM w ere  es tim a ted  to  be $2.21 billion, w ith  m edical costs accoun ting  for $25 m illion and lost productiv ity  
accoun ting  for $2.19 billion. A dding to g e th e r th e  fatal and  nonfatal costs gave us th e  to ta l lifetim e costs associated  w ith  new  
cases o f fatal and  nonfatal CM in 2008, approx im ate ly  $124 billion. W hen  using th e  m ore conservative d iscoun t ra te  o f 7%, 
th e  to ta l lifetim e costs o f CM in 2008 still exceed $57 billion (Table 3).

In sensitiv ity  analysis (Table 4), w h en  w e assum ed  th a t all investigated  ch ild ren  w ere  v ictim s of CM (i.e., 2 ,775,000 new  
victim s in 2008), th e  to ta l lifetim e costs associated  w ith  new  cases o f fatal and  nonfatal CM in 2008 w ould  increase to  $585 
billion using  th e  d iscoun t ra te  o f 3% and  to  $272 billion using  th e  d iscoun t ra te  o f 7%. W hen  incidence estim ates  using the 
NI5 “H arm  S tandard” (i.e., 942,450 n ew  victim s p e r year) and  “E ndangerm en t S tandard” (i.e., 2 ,179,350 n ew  victim s per 
year) w ere  applied  to  th e  sensitiv ity  analysis, th e  to ta l lifetim e costs o f CM in 2008 w ere  approx im ate ly  $200 billion and 
$460 billion, respectively , using th e  d isco u n t ra te  o f 3%. W hen  using th e  d isco u n t ra te  o f 7%, th e  to ta l lifetim e costs o f CM 
w ere  $93 billion and $214 billion respectively.

Table 4
Sensitivity analysis of to ta l lifetim e costs o f child m a ltrea tm en t, 2008, United States.

Source o f incidence da ta Incidence (cases) Total lifetim e costs (in  2010 
dollars) d iscounted  a t 3%

Total lifetim e costs (in 2010 
dollars) d iscounted  a t 7%

N onfatal
NIS harm  standard 942,450 $197,925,809,400 $92,314,862,400
NIS en dangerm en t s tandard 2,179,350 $457,689,652,200 $213,471,691,200
CPS investigated  cases 2.775,000 $582,783,300,000 $271,816,800,000

Fatal
CPS data 1,740 $2,214,846,000 $590,498,580

Total costs (including bo th  fatal and  nonfatal cases)
NIS harm  s tandard $200,140,655,400 $92,905,360,980
NIS en d an g erm en t s tandard $459,904,498,200 $214,062,189,780
CPS investigated  cases $584,998,146,000 $272,407,298,580

Abbreviations: NIS, N ational incidence Study; CPS, child p ro tective  services.
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Using an  inc idence-based  approach , th e  lifetim e econom ic bu rd en  of CM resu lting  from  an es tim a ted  579,000 new  cases o f 
nonfatal CM and  1,740 cases o f fatal CM th a t occurred  in th e  U nited S tates in 2008 is approx im ate ly  $124 billion. On average, 
th e  lifetim e cost is e s tim a ted  to  be  $210,012 per victim  o f nonfatal CM and $1,272,900 p e r v ictim  o f fatal CM. These estim ates  
a re  significant n ew  con trib u tio n s th a t use a consisten t, ro b u st approach  in  inc idence-based  costing  m ethods, w h ich  im prove 
significantly  upon  th e  lim ita tions o f p as t es tim ates  o f th e  bu rd en  of CM. O ur e s tim ates  also rep re sen t th e  m ost re cen t and  up- 
to -d a te  figures for accurate , con tem porary  policy analysis. F u rtherm ore, ou r use o f a consisten t, incidence-based  approach  
d irectly  facilitates com parisons w ith  o th e r h ea lth  conditions and  enab les econom ic analyses o f CM -specific policies. Such 
evaluation  w as im possib le  in th e  p as t based  on previous w ork. W e also provide sensitiv ity  analyses on o u r e s tim ates  to 
reflect th e  facts th a t th e  m easu re  o f b u rd en  is d ep en d en t on assum ptions ab o u t d iscoun ting  for p re sen t value and  CPS data  
u n d eres tim a te  th e  to ta l incidence of CM.

O ur new  estim a tes  can n o t be com pared  directly  to  previous e s tim ates  o f  th e  econom ic im pact o f CM because  of significant 
d ifferences in o u r m ethods, as d iscussed  earlier. H ow ever, for con tex t, w e  cautiously  m ake com parisons to  th e  m ost w idely  
cited  rep o rt and  to  es tim a ted  costs o f som e o th e r public hea lth  problem s, w hich  are  m easured  using  incidence-based  costing 
approaches. U sing a m ix o f m ethods, b u t p rim arily  a p revalence-based  approach, W ang and  H olton (2007) rep o rt an estim ate  
o f $103.8 b illion (2007 dollars) in  annual costs; because it is p rim arily  p revalence-based , th e ir  e s tim a te  is approx im ate ly  
th e  bu rden  in a single year. In con trast, o u r estim ate  o f $124 billion (2010 dollars)—w hile  seem ingly  s im ila r- re p re s e n ts  th e  
lifetim e cost o f n ew  CM cases th a t  occur in a single year.

W e also es tim a ted  th e  lifetim e b u rden  o f a new  case o f nonfatal CM to be  $210,012 per victim . This es tim a te  is com parab le  
to  th a t o f m any  o th e r  high profile public h ea lth  problem s, ind icating  th e  im pac t and seriousness o f th e  issue o f CM. For 
exam ple, th e  d iscoun ted  lifetim e costs (d iscounted  a t a 5% ra te) o f  stroke p e r person  w ere  e s tim ated  a t $159,846 (2010 
dollars) (Taylor e t  al., 1996), w h ereas th e  to ta l lifetim e costs (d iscoun ted  a t a 3% ra te) associated  w ith  ty p e  2 d iabetes w ere 
es tim a ted  b e tw een  $181,000 and  $253,000 (2010 dollars) p e r case (Zhuo, Zhang, 8i Hoerger, 2010). A lthough stroke  and 
d iabetes are  clearly  d iffe ren t from  CM, w e reference th em  to  ind icate  th a t CM costs and  p revalence are  high enough  for 
policy m akers to  ju s tify  a llocating  resources to  effective p reven tion  and  m itiga tion  stra teg ies for CM.

Like any estim a tes  o f econom ic burden , o u r study  has several lim itations. First, w e  used  an estim a te  of 579,000 n ew  sub­
stan tia ted  cases per y ea r as th e  baseline to  calculate th e  to ta l lifetim e econom ic b u rd en  o f CM. This n u m b er underes tim a tes  
th e  to ta l incidence o f CM because  som e o f th e  m altrea ted  cases m ay n o t have been  rep o rted  to  CPS o r w ere  repo rted  bu t 
no t su b s tan tia ted  for various reasons, im plying th a t ou r base line  resu lts  a re  p robab ly  conservative, low er-bound  estim ates  
o f th e  to ta l lifetim e econom ic b u rd en  of CM. Since m any  s ta tes  are  now  facing fiscal crises and significantly  tr im m in g  social 
service budgets, it is possib le  th a t  bu d g e t cu ts m ay have artificially reduced  th e  nu m b er o f su b s tan tia ted  cases. If so, ou r 
e s tim ates  based  on su b s tan tia ted  cases m ay  n o t rep re sen t a “steady  s ta te ” b u rd en  of CM as m uch  as e s tim ates  based  on 
investiga ted  cases, w h ich  m ay  be less affected  by b u d g e t cu ts th an  substan tia tion . A n u m b er of p apers  (e.g., D rake, 1996; 
Fallon e t  al., 2011; H ussey e t  al., 2005; Kohl, Jonson-R eid, & Drake, 2009; Leiter, M yers, & Zingraff, 1994) have show n th a t risk 
o f m a ltrea tm en t, w h ich  w e cap tu re  m ore  broad ly  th rough  investigations, is strongly  associated  w ith  adverse  CM -related 
outcom es, includ ing  risk of CM fatalities (P u tnam -H ornstein , 2011). $econd, th e  costs o f several adverse  ou tcom es associated  
w ith  CM w ere  n o t m easured . R esearch has suggested  th a t CM m ay be associated  w ith  reduced  life expectancy, decreased  
quality  o f life, and  negative pa ren tin g  behaviors, w hich can lead to  negative in tergenera tional ou tcom es, including conduct, 
peer, and  em otional p rob lem s (B row n e t  al., 2011; Corso & Fertig, 2010; Corso e t  al., 2007; Roberts, O’Connor, Dunn, 8i 
Golding, 2004). W e w e re  unab le  to  locate  sufficient da ta  on  th e  m ag n itu d e  of th ese  effects o r th e ir  costs and  w ere  there fo re  
unable  to  inc lude  th em  in th is study. As a result, ou r findings u n d e rco u n t th e  full costs o f CM. Third, th e  assessm en t and 
defin itions o f CM differed  so m ew h a t am ong  th e  stud ies w e used to  e s tim a te  d ifferen t categories o f costs. Some used  CPS 
su b s tan tia ted  cases to  iden tify  CM (e.g., C urrie 8; W idom , 2010; W idom  & M axfield, 2001), w hereas o thers  used  CPS inves­
tiga tions (e.g., F lorence e t  al., 2012) to  m easu re  CM or used  se lf-repo rted  surveys and  q uestionna ires  (e.g., Bonom i e t  al.,
2008) to  m easu re  th e  re tro spec tive  abuse history. Fourth, m o s t o f th e  stud ies w e u sed  for co m p o n en t costs did n o t estim ate  
th e  im pact o f psychological abuse  because  o f th e  lack of da ta  on  psychological abuse. The long -te rm  m edical co st es tim ates  
in Bonomi e t  al. (2008) do n o t include psychological abuse o r neglect. Excluding psychological abuse o r neg lec t from  som e 
cost a reas associated  w ith  CM m ay lead to  an  un d eres tim atio n  o f th e  econom ic b u rden  o f CM.

Fifth, w e did n o t e s tim a te  th e  econom ic b u rden  o f CM by type  and  severity  o f m a ltre a tm en t because several o f th e  
cost stud ies w e used  (e.g., C urrie & W idom , 2010; W idom  & Maxfield, 2001) did n o t p rovide th e  effects o f CM by type 
o f m a ltre a tm e n t and  none o f th e  stud ies have estim ated  th e  effects by severity  o f CM. H ow ever, for th e  s tud ies  w hich 
did investigate  th e  effects by type, resu lts  ind icate  th a t d ifferen t types o f  m a ltrea tm en t m ay be associated  w ith  d ifferen t 
m agn itude  o f th ese  effects. For exam ple, Jonson-R eid e t  al. (2004) found th a t  ch ild ren  repo rted  for physical abuse had nearly  
a 50% h igher risk  o f la te r special educa tion  en try  th an  th o se  rep o rted  for sexual abuse. Bonomi e t  al. (2008) estim ated  
th a t  long-term  annua l hea lth  care costs w ere  22% h igher for w o m en  w ith  a h is to ry  o f physical abuse  and 16% h igher for 
w om en  w ith  a h is to ry  o f sexual abuse  com pared  to  w om en  w ith o u t physical o r sexual childhood abuse. In con trast, sexual 
abuse  can be m ore  significantly  associa ted  w ith  som e o th e r health  consequences such as rep roductive  and sexual health  
problem s. A lite ra tu re  rev iew  ind ica tes th a t  ch ildhood sexual abuse  can  be associated  w ith  a m yriad  o f serious reproductive  
and  sexual h ea lth  prob lem s including u n p lanned  or ado lescen t pregnancies, infertility, m en stru a l p roblem s, and  painful 
in tercourse  (Bohn 8; Holz, 1996). $everity  o f m a ltre a tm en t is an o th e r im p o rtan t factor th a t m ay affect econom ic costs. $om e
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previous s tud ies have show n a re la tionsh ip  be tw een  severity  o f CM and psychological an d /o r functional ou tcom es (e.g.. 
M anly, Cicchetti, & B arnett, 1994; Rom ans, M artin, A nderson, O’Shea, & M ullen, 1995), b u t little  has been  done to  exam ine 
th e  associations o f CM severity  w ith  th e  ou tcom es included in th is study  for th e  e stim ation  o f CM costs. Furtherm ore, the  
field has n o t achieved consensus on  how  to  best m easu re  th e  severity  o f CM. The lack o f th e  stud ies and  consensus on the  
opera tional defin itions o f severity  did n o t allow  us to conduct finer calculations by severity .

Sixth, w e w ere  unable  to  include any  long-term  m edical costs for adu lts aged 65 o r older. Because o th e r research  has 
show n th a t h ea lth  consequences o f CM m ay con tinue  beyond age 65 (Felitti e t  al., 1998), any  associated  costs in th is age 
group  fu r th e r im ply th a t w e un d e re s tim a te  to ta l costs o f CM. Seventh, productiv ity  losses for CM m orb id ity  w ere  no t ad ju sted  
to  include household  p roductiv ity , a lthough  for m ortality , household  p roductiv ity  losses w ere  included  in th e  Corso e t  al. 
(2007) estim ates. S h o rt-te rm  productiv ity  losses such  as m issed  school days due  to  CM w ere  excluded as w ell. Excluding 
these  losses im plies th a t  o u r e s tim a te s  underes tim a te  th e  actual b u rd en  o f  CM. Eighth, w e  used th e  m ed ian  age (6 years) 
in CPS rep o rts  (USDHHS, 2010) to  calculate th e  average lifetim e cost per v ictim . M ore severe cases o f CM ten d  to  occur in 
early  childhood, so th e  unbalanced  age d is tribu tion  in te rm s o f th e  severity  o f CM could bias ou r estim ates. (For exam ple, 
in m o s t cases o f abusive head  traum a, victim s are infants younger th a n  1-year old (Brow n e t  al., 2011).) N inth, m ost o f our 
co m p o n en t costs es tim a tes  w ere  based  on data  from  single studies. In m o s t cases th e re  w ere  few  a lte rna tives from  w hich  to 
choose. Given th e  sensitive  n a tu re  of CM, w e did n o t find any  re lev an t s tud ies o f CM costs th a t w ere  based on  an  experim en ta l 
design. Instead, as a second  b es t app roach  w ith  th e  available data , w e relied  on  stud ies w hich applied  quasi-experim en ta l 
longitudinal, p rospective  designs w h en ev er possible. For a lm ost all th e  cost categories for w hich  ex isting  da ta  are  available, 
only one stu d y  w ith  p ro spective  q u asi-experim en ta l design has been  found for each category. Given th e  lack of add itional 
valid s tud ies in these  areas, w e w ere  n o t able to  use  m ethods like m eta-analysis o r a sensitiv ity  analysis o f high and  low  
estim ates  to  arrive a t m ore  valid e stim a tes  for each cost category. Finally, a lthough  w e include a range o f es tim a tes  based  on 
d iscoun t ra te  and  incidence ra te  sensitiv ity  analysis, w e are  unab le  to  p rovide sta tistica l confidence in tervals in th is study  
because o f  th e  large n u m b er o f in p u t sources used and  th e  fact th a t several e s tim ates  included  in o u r study  did n o t rep o rt 
stan d ard  errors.

A lthough ou r study  p rov ides several im p o rtan t innovations over p as t estim ates, a few  areas should  be h igh ligh ted  for 
fu tu re  research . First, as d iscussed  above, w e w ere  unab le  to  include econom ic es tim a tes  o f a  few  im pacts, w h ich  m ay 
have m oneta ry  costs. Future s tud ies  th a t quan tify  th e  costs o f reduced  life expectancy, decreased  quality  o f life, o r negative 
paren tin g  behaviors and  negative in te rgenera tiona l ou tcom es could be included  as u p d a tes  to  ou r e s tim ates  as th ey  are 
available using  th e  sam e fram ew ork . Second, if add itional da ta  on  u n su b s tan tia ted  cases w ere  to  be m ade  available by 
CPS agencies o r  o th e r sources, w e  could expand  o u r sensitiv ity  analysis and  th e  po ten tia l range o f e s tim ates  in th is study. 
D eveloping m ore co n sis ten t defin itions of CM and  adding  confidence in tervals to  inpu ts w ould  s tren g th en  o u r findings. 
Third, w e w ere  unable  to  e s tim a te  th e  econom ic b u rden  o f CM by ty p e  and  severity  o f m a ltre a tm en t due to  th e  lack of 
sufficient data . This gap  inh ib its th e  evalua tion  of in te rven tions w hich  m ay  be specific to  certa in  types o f m a ltre a tm en t and 
our u n d ers tan d in g  o f cost im pacts o f m altrea tm en t. W here  possible, w e recom m end  th a t  fu tu re  researchers m ake efforts to  
investigate  th e  costs o f m a ltrea tm en t by  ty p e  and severity , as th is w ill facilitate im proved  econom ic evaluations.

In sum m ary , w e  es tim a te  th a t  th e  approx im ate ly  579,000 new  su b s tan tia ted  cases o f nonfatal CM and  1,740 cases of 
fatal CM p e r  y ea r in th e  U nited S tates re su lt in a to ta l econom ic b u rd en  o f $124 billion. This estim a te  is based  on  d iscoun ted  
lifetim e costs o f $210,012 p er v ictim  o f  nonfatal CM and  $1,272,900 p er v ictim  of fatal CM. These e stim ates  are based  on 
an incidence-based  approach , w h ich  facilitates econom ic analysis for public h ea lth  in terven tions. C om pared w ith  o th e r 
health  prob lem s, th e  b u rd en  o f CM is substan tia l, even  a fter conservative assum ptions are  used, ind icating  th e  im portance  
of p reven ting  and  trea tin g  CM. A lthough th e  ev idence base for effective stra teg ies to  address CM is lim ited, a prom ising  array  
o f p reven tion  and  response  p rogram s have g rea t p o ten tia l to  reduce th e  econom ic b u rden  o f CM. Included am ong  effective 
program s are  N urse-Fam ily P artnersh ip , Early S tart, and  Triple P System  (M acm illan e t  al., 2009; Prinz, Sanders, Shapiro, 
W hitaker, & Lutzker, 2009). For such program s to  be successful, an  ongoing co m m itm en t to  im p lem en ta tio n  science will 
be needed  to  en su re  th a t th e  full p rog ram s—upon w hich  th e  positive resu lts  r e s t - a r e  im parted  w ith  fidelity  and  include 
ongoing m on ito ring  and  supervision, and  susta ined  resourcing  (Cohen, M annarino, & M urray, 2011; T oth & M anly, 2011). 
Given th e  substan tia l econom ic bu rd en  o f  CM, the  benefits o f p reven tion  w ill likely ou tw eigh  th e  costs for effective program s.
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Cindy Smith

Subject:

Sent:
To:
Cc:

From: Rutherdale, Jan A (LAW) <jan.rutherdale@alaska.gov> 
Wednesday, February 08, 2012 10:20 AM 
Cindy Smith; Lyons, Michelle G (HSS)
Celeste Hodge
Re: Materials are coming

Will do, Cindy, and thanks again fo r your patience w ith yesterday's glitches.
Jan

—  Original Message —
From: Cindy Smith <Cindv Smith(5)legis.state.ak.us>
To: Rutherdale, Jan A (LAW); Lyons, Michelle G (HSS)
Cc: Hodge, Celeste (LAA)
Sent: Wed Feb 08 08:03:21 2012 
Subject: RE: Materials are coming

For today, we will have a laptop and screen set up so all you need to bring is a jump drive w ith your presentation and we 
can plug you right in! If you can be there about 10 minutes before start tim e -- so around 1:20 -- tha t would helpful so 
we can make sure the presentation is up, loaded and ready to  go when the committee begins.

All the printed material has been distributed, and we look forward to seeing you!

Cindy Smith
Office o f Senator Hollis French 
(907) 465-3892 
www.senate.org

— Original Message—
From: Rutherdale, Jan A (LAW) [mailto:ian.rutherdale(5)alaska.gov1 
Sent: Tuesday, February 07, 2012 2:58 PM 
To: Cindy Smith; Lyons, Michelle G (HSS)
Subject: RE: Materials are coming

Cindy,
Sorry about the delay; Michelle ran into OCS firewall problems so we're sending this from my computer. 

— Original Message—
From: Cindy Smith fmailto:Cindv Smith(5)legis.state.ak.us1
Sent: Tuesday, February 07, 2012 12:21 PM
To: Rutherdale, Jan A (LAW); Lyons, Michelle G (HSS)
Subject: RE: Materials are coming

OK, thanks!

Cindy Smith
Office o f Senator Hollis French 
(907) 465-3892 
www.senate.org
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-.—-Original Message—
From: Rutherdale, Jan A (LAW) [mailto:ian.rutherdale@alaska.gov1 
Sent: Tuesday, February 07, 2012 12:20 PM 
To: Cindy Smith; Lyons, Michelle G (HSS)
Subject: Materials are coming

Hi Cindy,
Michelle Lyons-Brown will be sending you w ith in the hour the follow ing for the presentation:
-Power point (3 slides to a page, B&W, w /o  photos -hand-out o f a national study (I can't remember the same) -a slightly 
corrected version o f the CJA member list (if you've already distributed this, don't worry about redistributing)
- the statement regarding the proposed legislation -the proposed legislation

(Note: you already have a copy o f the last tw o items -- we haven't changed them.)

We'll bring w ith  us the 3 other reference handoutsthat are in hard copy form and not needed fo r the presentation 
(mandatory reporter training CD, MDT Guideline publication, and ACA brochure).
Jan

2
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Cindy Smith

From: Lyons, Michelle G (HSS) <michelle.lyons@alaska.gov>
Sent: Tuesday, February 07, 2012 1:03 PM
To: Cindy Smith
Subject: Materials may come in two batches
Attachments: CJA statement regarding proposed legislation 11-18-11.doc; CJA member list 11-11.docx;

CJA proposed legisation jan's FINAL 12-6-11.doc

Importance: High

As we are having technological issues w ith the presentation and cannot get it forwarded at this time....

Michelle Lyons'Brown 
Child Advocacy Center/
Child Justice Act Task Force Coordinator 
State of Alaska
DHSS Office of Children's Services 
907-465-3207
michelle.lvons@alaska.gov
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What is the 
Alaska Children's Alliance?

The Alaska Children’s Alliance (ACA) is a non-profit 
coalition of established and developing children's 
advocacy centers (CAC’s), multi-disciplinary teams 
(M DT’s), and child protection teams (CPT’s) dedicated to 
improving community responses to child maltreatment.

ACA is a state chapter of the National Children’s Alliance 
(N C A ). N C A  is a non-profit accrediting organization 
that was developed to support and sustain the continued 
evolution of the CAC model. N C A  provided Chapter 
Grant funding for the development of ACA and its 
publications, such as this brochure.

TheMiSS^n ojthe 
Alaska Childrens Alliance

The mission of the Alaska Children’s 

Alliance is to promote a culturally 

appropriate multidisciplinary response to 

child maltreatment throughout Alaska.

Whatiis a
Childrens Advocacy Center?

A  Children’s Advocacy Center (CAC) provides a child- 
friendly environment that allows law enforcement, child 
protection workers, prosecutors, medical providers, 
victim/family advocacy, tribal representatives, and 
mental health providers to w ork together when there 
are allegations of child abuse. Referrals are accepted 
from the Office of Children’s Services, law enforcement 
agencies (Alaska State Troopers, local police 
departments) and medical providers.

Why, does Alaska need 
Childrens Advocacy Centers?

Alaska continues to have very high rates of child 
abuse and neglect, particularly child sexual abuse

Child maltreatment is strongly linked to juvenile and 
adult crime, teen pregnancy, alcohol & drug abuse, 
suicide, and future family violence

Child maltreatment has also been shown to be 
major contributors to poor adult medical and mental 
health

Studies show that the annual economic impact of 
child abuse is $182,000 per maltreated child.

Children are less fearful when investigations are 
conducted using CACs

Parents & caregivers are more satisfied with the 
investigations when CACs are used

What 
Childrens A

ens at a 
Center?caa j,

Comprehensive, multidisciplinary evaluation for child 
abuse concerns

Specialized forensic interview in a child-oriented 
interview room which is video-taped and monitored 
by other members of the team

Thorough, non-invasive medical exam by specially 
trained medical professionals

Support, referrals, and follow up for children and 
families

(foals of CACs, MPT>, e -  CTTs
Assure that children are not further victimized by the 
systems designed to protect them

Assure the child is safe

Reduce the long term  affects associated with 
trauma for the child and family

Enhance and coordinate the investigation so that 
the accuracy of the concern is quickly and reliably 
determined

Promote successful prosecution of criminal child 
abuse

Encourage support and treatm ent for abused 
children and their families



Alaska Children's Alliance List
A NC HO RA G E

Cory Bryant, MSW, Manager 
Alaska C.A.R.E.S.

907-212-2492 o r 877-561-8301 | corinne.bryant@providence.org

BETHEL
Elena Aluskak, Program Manager 

Irniamta Ikayurviat, TW C  
907-543-3144 | elena_aluskak@twcpeace.org

COPPER RIVER BASIN
Gina Hoke, Executive D irector 

Copper River Basin CAC 
907-822-3733 | director@crbcac.com

DILLINGHAM
Kyle Belleque, CAC Manager 

N itapu t Child Advocacy Center 
907-842-1230 | kbelleque@bbahc.org 

www.bbahc.org/child_advocacy

FAIRBANKS
Lori Markkanen, Program Manager 

RCPC Stevie’s Place 
907-374-2850 | lmarkkanen@rcpcfairbanks.org

JUNEAU
Brian Messing, Program Manager 

S.A.F.E. CAC 
907-463-6157 | brian.messing@ccsjuneau.org

KENAI PENINSULA
Jessica Lawmaster, Program Manager 

907-235-7712 | jessica@havenhousealaska.org

Homer:
South Peninsula Haven House 

907-235-7712 | jessica@havenhousealaska.org

Kenai:
Central Peninsula Child Advocacy Center 

907-690-2113 | kenaifa@havenhousealaska.org

Seward:
Seward Child Advocacy Center 

907-769-1010 I sewardcac@havenhousealaska.org

KODIAK
Cindy Harrington, D irector o f Child Services 

Kodiak CAC 
Kodiak Area Native Association 

907-486-9878 | cindy.harrington@kanaweb.org

MAT-SU
Jennifer Burkmire, Executive D irector 

The Children's Place 
907-357-5157 | jburkmire@thechildrens-place.org 

www.thechildrens-place.org

NOME/BERING STRAIT
Ryan Larson, Program D irector 

Kawerak CAC 
907-443-4379 | cac.dir@kawerak.org

FRIENDS OF CACS

Cathy Baldwin-Johnson, MD 
Medical Consultant 

907-561-8301 | Cathy.BaldwinJohnson@providence.org

Colleen James, SART/SANE 
Clinical Forensic Services Coord inator 

Kenai Peninsula Borough 
907-714-4547 | cjames@cpgh.org

Diane Payne 
Director, Justice fo r Native Children Project 

Alaska Summit Enterprise, Inc. 
907-694-5709 | dpayne@aksummit.com

Brochure designed by Diane Karalunas
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For more information contact:
Pam Karalunas,

Chapter Coordinator 
907-688-0163 

pkaralunas@gci.net

www.akchildrensalliance.com

The Auym 
Children i  Alliance

“Let us pray and work diligently, 
and not take our ease, 
until every Alaskan child 

is safe, loved, and nurtured 
every day of his or her life.”

~  S e n a to r  Fred D yson

A Chapter oj theRational Childrens Alliance
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