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PROGRAM EXPANSION
Over the course of  the last two years, Children’s Advocacy Centers™ of  Texas, Inc. (CACTX) 
has increasingly recognized the need to expand its forensic interviewing programming to provide 
children’s advocacy centers (CACs) the tools they need to serve all children, including those with 
extenuating circumstances that compound the trauma of  child abuse victimization . 

In response, CACTX has sought and received several grants to fund 
a project to develop a training curriculum and technical assistance 
materials on an additional option for forensic interviewers to use when 
working with special populations of  children . 

When the CAC movement began, a key tenet of  the model was 
that children of  alleged abuse should only be interviewed one time . 
Traditionally, forensic interviewers were taught how to question 
children in non-leading, non-suggestive ways and to accomplish the interview in a single session . 
The reasoning was that repeated interviewing could increase suggestibility and possibly allow for 
children to provide false information; however, in recent years, this belief  has been challenged 
and repeatedly debunked. 

For many children, one session is conducive to disclosing what has happened to them, but 
for some a multiple-session process may prove less traumatic and may ultimately increase the 
information they can provide . More contemporary research indicates that forensically sound 
interviews can be conducted over multiple sessions and that this methodology may be beneficial to 
several specific categories of  children, including:

• Children with communication, intellectual, social/emotional, and/or physical disabilities .

• Children who have suffered extreme trauma .

• Child victims of  human trafficking.

• Children from diverse cultural backgrounds .

• Pre-school age children .

Studies have shown multiple interviews can elicit more information . In fact, in one study a 
second interview yielded more than half  as many (59%) new details as the first, with 50% of  
the information provided in response to open-ended, free-recall prompts . While multi-session 
interviewing has been shown to be beneficial, a review of  the literature stresses the significance of  
interview integrity and the importance of  high-quality training . The forensic interview is a critical 
piece of  the investigative and prosecutorial processes and all measures must be taken to ensure a 
defensible methodology for interviewing children with special considerations .

The Multi-Session Forensic Interview – An Overview 
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As the field of  forensic interviewing evolves, it is important for 
forensic interviewers to have additional tools to use for when they 
encounter children who may benefit from a different approach. In 
fiscal year 2013, CACTX was awarded several grants to create an 
extended, multi-session forensic interview (MSFI) process for 
interviewing children with special considerations or those who are 
involved in unique cases . The process will allow the child’s statement 
to be taken in a non-suggestive and non-leading way, but without 
the constraints of  the standard one-session forensic interview 
format. In October 2012, CACTX assembled a design team of  
tenured forensic interviewers from CACs across the state to develop 
a curriculum to train interviewers in the use of  the MSFI process 
and to assemble this toolkit for CACs and their multidisciplinary 
teams (MDTs) to use in creating policies and procedures for the 
MSFI . 

The project is intended to build local capacity and educate forensic interviewers and MDT 
members across the state to understand the MSFI process and how it can be useful in working 
with children with special considerations . It is important to note that the MSFI is not a repeated 
interview . It is one forensic interview that has been slowed down over several sessions with the 
ultimate goal of  ensuring that all children receive access to justice through a comprehensive MDT 
approach . 
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CACTX FORENSIC INTERVIEW DEFINITIONS
The field of  forensic interviewing is evolving to: 1) ensure better access to justice for children of  
abuse; and 2) enhance the investigation and prosecution of  cases . 

Based on evidence in case law and the latest research in forensic interviewing, a group of  
interviewers from recognized training programs throughout the country developed a universally 
accepted definition of  a forensic interview. The CACTX Forensic Interview Training Team has 
adopted this definition for use in developing training curricula and technical assistance materials 
for local CACs and their MDTs. Recently, the team developed additional definitions for the various 
types of  forensic interviews to ensure a common language for interviewers and MDTs in Texas . 
These definitions reflect practices that have been implemented across the state to better meet the 
needs of  kids and cases . 

Forensic Interview 

A developmentally-sensitive and legally sound method of  gathering 
factual information regarding allegations of  abuse and/or exposure 
to violence . This interview is conducted by a competently-trained, 
neutral professional utilizing research and practice-informed 
techniques as part of  a larger investigative process . 

Subsequent  
Forensic Interview An interview to supplement the initial completed forensic interview . 

Multi-Session  
Forensic Interview

One forensic interview completed over multiple sessions for children 
and cases with special considerations . 
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In the early 1980s, the Children’s Advocacy Center movement evolved in response to a failing 
system . Children and non-offending caregivers involved in child abuse cases were being 
traumatized and re-traumatized while perpetrators were not being held accountable . Key 
investigators and prosecutors working the cases within the criminal justice system were not 
equipped with the knowledge they needed to respond appropriately, nor were they working 
effectively with each other . Their approach was more focused on the needs of  their separate 
agencies, rather than the needs of  the child . However, due in large part to the efforts of  Robert 
“Bud” Cramer, a district attorney in Huntsville, Alabama, the CAC movement was created to 
overcome these inefficiencies and ensure a child-focused process that resulted in a significant 
increase in the prosecution rate of  perpetrators . 

Public, medical and legal opinions about child abuse have evolved a great deal in the last 350 years. 
Below is a brief  history of  the evolution of  forensic interviewing as it applies to child abuse cases 
and how the current process has developed over time .

IN THE BEGINNING

1642
Massachusetts created a law that would give magistrates permission to remove a 
child if  parents did not “train up” their children correctly . (American Professional 
Society on the Abuse of  Children)

1735 A Georgia girl was “rescued” from a home where she was being sexually abused . 
(APSAC)

1866

A Massachusetts law was passed giving judges the right to intervene when “by 
reason of  orphanage or of  the neglect, crime, and drunkenness or of  other vice 
of  parents” a child was “growing up without education or salutary control, and in 
circumstances exposing said child to an idle and dissolute life .” (APSAC)

1875
The New York Society for the Prevention of  Cruelty to Children (NYSPCC) 
was created. This was the world’s first organization devoted to child protection. 
(APSAC)

Continues

Forensic Interviewing – A Brief History 
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MODERN HISTORY OF CHILD SEXUAL ABUSE

1896 – 1900

Discovery anD Loss

Sigmund Freud writes papers on “Infantile Seduction Theory,” which correlated 
patients’ psychological symptoms to earlier childhood sexual abuse experiences . 
Due to immense backlash, he retracted his theories .

1900 – 1975

Long Dark night 

• “Fantasy” explanation of  abuse allegations and unreliability of  child 
disclosure .

• High standard of  evidence needed .
• Comprehensive textbook in Psychiatry published in 1975 put the 

prevalence of  incest at 1 case in 1 million children .
• Prevailing thought that daughters collude in the incestuous liaison and play 

an active and even initiating role in establishing the pattern .

1975 – 1980

reDiscovery 

• More discussion and recognition of  the physical abuse of  children – largely 
due to the efforts of  the Feminist Movement .

• David Finkelhor began studying the problems of  child victimization, 
maltreatment and violence . A survey of  three New England colleges 
revealed that 20-35% of  respondents disclosed childhood sexual abuse.

1980 –  
Early 1990s

era of sensitivity

This period was in reaction to seven decades of  denying abuse . During this time 
the first assumption was that child sexual abuse was pervasive and that children 
would not talk about it because they were psychologically traumatized and 
emotionally fragile . The second assumption was that perpetrators were unlimited 
in depravity, deceit, and cleverness . This period was characterized by:

• A sense of  urgency .
• An emphasis on reducing false negatives . 
• The prevailing thought that mental health providers were in the best 

position to work with children and help them to disclose the abuse .
• Most children having a minimum of  three “interviews” with therapists who 

focused on overcoming the child’s “barriers” to disclosure even if  it took 
suggestive interviewing techniques .

• All children who disclosed were believed .

1985 The first CAC in the country was established in Huntsville, Alabama (National 
Children’s Advocacy Center – NCAC)

Continues

 .
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MODERN HISTORY OF CHILD SEXUAL ABUSE

Early to  
Mid-1990s

extenDeD forensic evaLuation

NCAC researched and developed the Extended Forensic Evaluation (EFE) 
process also known as the Extended Forensic Assessment . At the time, NCAC 
did not have staff  forensic interviewers . Child Protective Services (CPS) and law 
enforcement investigators were interviewing children and a small percentage of  
kids (25%) were not disclosing even though there were strong indicators of  abuse . 
The EFEs were completed by therapists as a method to meet the needs of  this 
subset of  children . (For more information visit http://www .nationalcac .org/ncac-
training/efi-training.html.)

ParaDigm shift

Child abuse professionals began to realize that what they were doing was not 
working . Several highly publicized child sexual abuse cases were discredited 
due to the way information was being gathered from children . Media backlash 
prompted memory and suggestibility research that challenged a child’s ability to 
be a competent and credible witness . Coverage of  the following cases spurred this 
process:

• Jordan, MN (1983) .
• McMartin Preschool case, CA (1984) .
• Country Walk case, FL (1984) .
• Kelly Michaels case, NJ (1986) .
• Little Rascals case, NC (1989) .

1995

Stephen Ceci and Maggie Bruck published “Jeopardy in the Courtroom,” which 
suggested that the unreliability of  children as witnesses was settled science . 
Their research indicated that suggestive interviewing procedures can lead young 
children to give false reports of  real-life experiences, including erroneous claims 
about interactions involving physical contact between an adult and a child . It also 
showed that few young children would fabricate detailed claims of  bizarre sexual 
abuse in response to one or two mildly leading questions . Rather, their research 
indicated that it usually takes more than a single false suggestion to get children 
to adopt false beliefs, and it usually takes a long period of  exposure to a biased 
interviewer .

Continues
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MODERN HISTORY OF CHILD SEXUAL ABUSE

Mid 1990s – 
Mid 2000s

era of sPecificity

Assumptions shifted to the prevalence of  child sexual abuse being “overstated” 
and that children, if  asked, will tell of  their abuse because the degree of  trauma 
caused by the abuse is mild and perpetrators are normal people. The field reacted 
to this view and developed the “forensic interview” – a one-time process with the 
emphasis on the child convincing the investigators that the abuse occurred . The 
system no longer blindly believed the child . This period was characterized by:

• A rejection of  the “Era of  Sensitivity .”
• An emphasis on reducing false positives .
• A “forensic” model of  assessment .
• More research on memory, suggestibility and disclosure . 

Mid 2000 – 
Present

BaLance

• Recognition of  the need for a balance between sensitivity and specificity.
• Research on “repeated” questioning and interviewing of  children shows 

when children are questioned in a forensically sound manner repeated 
interviewing can produce up to 25% new information . 

2010

NCAC renames the EFE the “Extended Forensic Interview” and removes the 
therapeutic approaches of  the process . The focus is now on the key components 
of  a high-quality forensic interview conducted by someone with training in 
child development, continuum of  forensic questioning, and the emotional and 
behavioral consequences of  the abuse experience . For more information visit 
http://www.nationalcac.org/ncac- training/efi-training.html.

2012 – 2013 CACTX develops curriculum and training materials for the Multi-Session Forensic 
Interview  process .

CACTX recognizes that a small percentage of  children may require more than one opportunity 
to disclose all relevant information regarding the abuse allegations . Through practice and review 
of  the research, CACTX has responded to this need by developing curriculum for a Multi-Session 
Forensic Interview (MSFI) process to meet the unique demands of  special populations of  children 
and cases . 

The MSFI is not an EFE. It is not a repeated interview. It is a way to conduct one 
interview slowly, over the course of  several sessions. The creation of  the MSFI process 
ensures a more comprehensive repertoire of   options for CAC interviewers as they seek to 
bring access to justice for all Texas children.
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OVERVIEW & TYPES OF DISABILITIES
According to “Disabled World,” a disability news web site, disability may involve physical 
impairment, sensory impairment, cognitive or intellectual impairment, mental disorder (also 
known as psychiatric or psychosocial disability), or various types of  chronic disease . 

The U.S. Census Bureau reports that five percent of  children aged 5-17 years have disabilities. In a 
2007 study (Hershkowitz, Lamb & Horowitz) conducted with 40,340 children between the ages of  
3-14 years who were alleged to have been victims of  either sexual or physical abuse, 12 .2 percent 
had a disability . In this same study, children with disabilities were more likely to report being 
repeatedly sexually abused than children without disabilities . Other studies indicated that children 
with disabilities alleged significantly more serious sexual offenses, which suggests that they have a 
harder time identifying less invasive forms of  sexual abuse as actual abuse .

Children with disabilities are more vulnerable to abuse because of  a variety of  situational factors, 
including:

• A dependence on caregivers for meeting their basic needs .

• A tendency to seek approval from others and/or to follow others’ leads .

• Limited understanding of  sexual issues .

• Frequent isolation from conventional social environments .

• In some cases, limited social and communication skills .

Children presenting with disabilities may exhibit a wide range of  impairment in skills and 
functioning, from those characteristics that are more readily identified to those that are not 
as recognizable . These children may have neurodevelopmental, medical, and/or psychiatric 
conditions that can impact their intellectual, social, emotional, and/or physical functioning, as 
well as their communication skills . Depending on the severity of  their conditions and diagnoses, a 
child’s level of  impairment may be mild, moderate or severe . 

The following section presents a more in-depth look at the types of  
disabilities most common in children . Understanding these disabilities 
will help MDT members to be more effective in their investigative and 
prosecutorial roles .

INTELLECTUAL DISABILITIES
Until fairly recently, children with intellectual disabilities were often 
referred to as “mentally retarded,” a term that historically has been 
associated with negative connotations . This term labelled children in 
undesirable ways that led to lowered expectations of  their abilities . 
In 2007, the American Association on Mental Retardation (AAMR) 

Working with Children Who Have Disabilities 
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changed its name to the American Association for Intellectual and Developmental Disabilities 
(AAIDD) . Today, the more appropriate term is “intellectual disability,” not “mental retardation .”

The Individuals with Disabilities Education Act (IDEA) defines intellectual disability as:  
“Significantly sub-average general intellectual functioning existing concurrently with deficits 
in adaptive behavior and manifested during the developmental period that adversely affects 
a child’s educational performance.” To better understand this definition, it is important to 
consider the meaning of  its components:

• “Sub-average intellectual functioning” applies to individuals with an IQ below 70 on the 
standard IQ test (in which the mean is equal to 100). A score of  70 represents the bottom 
three percent of  the population in terms of  intelligence . 

• “Deficits in adaptive behavior” refer to an individual’s level of  functioning with regard to 
communication, home living, community use, work, health/safety, social skills, self-care, self-
direction, functional academics and leisure . 

• The “developmental period” typically means before age 18 . As such, the diagnosis of  
intellectual disability is reserved for individuals who have been determined to meet the above 
criteria prior to the age of  18 .

A child’s IQ score should not be the only factor considered when determining the severity 
of  their intellectual disability and their ability to function. Equally important is the child’s 
previous history and level of  overall abilities in adaptive skill areas that include communication, 
social skills, self-care, self-direction and overall independence . Making assumptions regarding a 
child’s ability can lower expectations and in turn decrease their chances of  success . 

Children with intellectual disabilities span a spectrum of  ability . Some children have many skill sets 
that enable them to be successful in school and in daily living, while other children need additional 
support to be successful . Below are several cognitive and social characteristics that are 
common to children with intellectual disabilities and how these characteristics impede 
functioning.

• For children with intellectual disabilities to engage in cognitive tasks, it is important to 
remember that they may be slow in processing verbal instructions and do not generally have 
good incidental learning . Incidental learning is when children learn through observation and 
without direct instruction . Therefore, unless a child with an intellectual disability is directly 
instructed on rules of  the class they may not “pick up” on a rule that is being presented to 
another child who may be violating that rule . 

• Children with intellectual disabilities have difficulty with concepts that are abstract (e.g., 
racism, time, morals) . Providing concrete examples of  abstract concepts are necessary for 
learning . For example, time is made concrete through the use of  clocks and calendars . 

• Further, children with intellectual disabilities typically do not generalize skills . This means 
that if  the child learns a skill in one setting it may not occur in settings that are different . For 
example, a child who is taught to wait in line before leaving a classroom may not wait in line 
before leaving the cafeteria even though waiting in line before leaving any room is a school 
rule .
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• Age-inappropriate behavior is also a common characteristic in which there is a discrepancy 
between a child’s actual age (chronological age) and their intellectual age . An example would 
be a 12-year old with an intellectual disability who socially acts like a 3-year old . There are 
two main reasons for this . First, many social skills are learned incidentally by watching 
peers; however, as stated above, most children with intellectual disabilities have difficulty 
with incidental learning . Unless they are directly instructed, these children may miss out on 
the important social skill development that can lead to age appropriate behavior . Secondly, 
because there may be a discrepancy between a child’s actual age and their perceived 
intellectual age, teachers, parents, family members and others may treat the older child like a 
much younger one .

autism

Autism is a disorder that includes a broad spectrum of  individuals . As such, it is commonly 
referred to as Autism Spectrum Disorder (ASD) and includes children who have been diagnosed 
with autism, Asperger’s Syndrome, pervasive developmental disorder (PDD), and Rett Syndrome . 
Similar to intellectual disability, children with ASD are quite varied in their abilities to communicate, 
interact with other children and adults, participate successfully in school, excel at sports and engage 
in activities similar to their peers . ASD is generally evident before the age of  three years and 
adversely affects a child’s verbal and nonverbal communication and social interaction 
skills. 

Most children with ASD have a similar array of  characteristics . It is helpful for MDT members 
to be aware of  these characteristics and how they can be manifested in children who have been 
diagnosed with ASD . Several common characteristics include:

• Engaging in repetitive activities and stereotyped movements .

• Exhibiting perseveration, which is a resistance to environmental change or change in daily 
routines. The child may have difficulty transitioning from one activity to the next and may 
“hyperfocus” on a particular activity .

• Deficits in processing and responding to sensory input – a condition known as Sensory 
Integration Disorder or SID . This basically means that the child may seek certain sensory 
input (e .g ., always touching things with their hands) and avoid or be averse to other input 
(e .g ., plugging their ears when they hear children clapping during an assembly) . The types 
of  sensory input include visual, auditory, tactile (hands or other parts of  the body) and/
or vestibular (part of  the inner ear that helps with balance) . An example of  an auditory 
integration disorder is when the child experiences the noise of  the crowd at the mall as a loud 
piercing siren in their ear . Likewise, an example of  a tactile aversion is when a child cannot 
stand to be touched on his back because it feels like someone is pouring salt into an open 
wound. The type of  SID and severity of  response varies significantly among children with 
autism .

• A distorted perception of  the emotional significance of  events. It does not mean the child is 
being deceitful or does not feel emotion . Instead, they may communicate it differently than a 
child without a disability .



12 MDT RESOURCE GUIDE:  Working with Children Who Have Disabilities 

Deficits in language and communication can adversely affect a child’s educational performance and 
ability to socially interact with others. Such deficits are manifested in four distinct ways: 

• First, children with autism tend to be very concrete and literal in their communication 
and rarely understand sarcasm . If  someone were to say to a child with autism that it is 
“raining cats and dogs outside,” they might look up at the sky and expect to see dogs and cats . 
This is not an indicator of  the child’s intelligence, but a difference in how they interpret what 
is being said . 

• Second, deficits in the physical or social aspects of  communication are common . These 
include proximity to another person (e .g ., too close or too far), not making eye contact, 
laughing inappropriately, discussing topics unrelated to the situation, or a hyperfocus on a 
particular topic . 

• Third, children with autism may have echolalia (repeating what was just heard) or delayed 
echolalia (repeating something they heard previously) . This is normal in young children as 
part of  language development, but not normal in older children and adolescents . Echolalia is 
not random speech for these children – they know it is their turn to speak but may not know 
what to say, so they repeat what was said as their way of  taking their turn in the conversation . 

• Fourth, these children may have a flat affect (e .g ., feelings are not connected with what they 
are saying) . They may have a monotone voice or odd voice tone that does not match what 
is being said . For example, children with autism would not necessarily express joy when 
presented with a valuable gift, but may express indifference instead . 

Finally, some children with autism may have no expressive language (i .e ., vocal verbal 
skills) . They may communicate using sign language, gestures, pictures or some other type of  
communication, or a combination of  alternative communication methods . Although they may 
have poor expressive language, their receptive language (the ability to understand) may be quite 
good . Those children with autism who do have expressive language may also use a combination of  
traditional and alternative communication methods .

asPerger’s synDrome

Asperger’s Syndrome (Asperger’s) is a distinct neurological condition characterized by a lesser 
degree of  impairment in language and communication skills, as well as repetitive or restrictive 
patterns of  thought and behavior . Asperger’s is sometimes referred to as high functioning 
autism. However, unlike children with autism, children with Asperger’s retain their early language 
skills . 

Some children with Asperger’s may have unusually high intelligence in academics, but very poor 
social intelligence and may be perceived by other children as “weird” or “geeky .” The most 
distinguishing symptom of  Asperger’s is an obsessive interest in a single object or topic to the 
exclusion of  any other . Children with Asperger’s will often want to know everything about their 
topic of  interest and their conversations with others will be about little else . 
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Other characteristics of  Asperger’s include:

• Repetitive routines or rituals . 

• Peculiarities in speech and language . 

• Socially and emotionally inappropriate behavior and the inability to interact successfully with 
peers (leads to the child being more isolated) .

• Problems with non-verbal communication .

• Clumsy and uncoordinated motor movements . 

Effective support for children with Asperger’s includes providing programs that build on their 
interests, offer a predictable schedule, teach tasks as a series of  simple steps, actively engage the 
child’s attention in highly structured activities, and provide regular reinforcement of  behavior . 
Additionally, specific social skills training programs can be effective for improving a child’s ability 
to interact with others . 

PhysicaL DisaBiLities

There are many types of  physical disabilities that may affect children, including cerebral palsy, spina 
bifida, limb deficiencies, muscular dystrophy, spinal cord injury, etc. In some cases, children are 
born with the disability (e.g., spina bifida) while in other cases the disability can be acquired (e.g., 
traumatic brain injury). Physical disabilities typically result in difficulties performing activities of  
daily living (e .g ., bathing, using the restroom, dressing, walking, and eating) . 

The most common physical disability seen in children is cerebral palsy . Cerebral palsy is a medical 
term that refers to one of  a series of  motor disorders that stem from brain malfunction . It affects 
about seven in every 1,000 children. It is non-hereditary, non-contagious and non-progressive. 
Cerebral palsy is caused by damage to the immature brain either through trauma, poisoning, genetic 
anomalies, or anything that causes lack of  oxygen to the brain, including co-sleeping accidents . 

Cerebral palsy is identified by the areas (or quadrants) of  the body that are affected. The chart 
below provides a helpful guide to the terminology:

Area of  the body affected: Correct Terminology: Example:
One quadrant Monoplegic Right arm only
Two quadrants Diplegic Both legs
Three quadrants Triplegic Both legs and one arm
Four quadrants Quadriplegic Both arms and both legs
Right or left side Hemiplegic Right arm and right leg
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In addition, there are three basic categories of  muscle tone associated with cerebral palsy:

Category of  Muscle Tone: Correct Terminology: Physical Characteristics:
Hyper-tone Hypertonia or spastic Abnormally high muscle tone; 

most common
Hypo-tone Hypotonia Abnormally low or weak 

muscle tone
Dis-tone Dystonia or athetosis Tone changes back and forth 

between hypertonic and 
hypotonic; child appears to be 
“squirming” or “wriggling”

The type of  cerebral palsy a child has is typically based on the area of  the body that is affected 
and the associated muscle tone abnormality . For example, if  a child has spastic tone in all four 
quadrants of  their body, the child would have “quadriplegic spastic cerebral palsy .” Or, if  their right 
arm and right leg had spastic tone, the child would have “hemiplegic spastic cerebral palsy .” Some 
children may have ataxic cerebral palsy, which is caused by damage to the cerebellum – a part of  
the brain that controls automatic or skilled movements such as typing, driving a car, etc . Children 
with ataxic cerebral palsy will typically have very poor motor control and balance . 

Cerebral palsy is considered a developmental disability and only children and youth under age 18 
can receive this diagnosis. As an example, if  a five-year old child had an accident and damages to 
their brain resulted in their right arm and right leg having abnormally tight muscle tone (spasticity), 
that child would be described as having “hemiplegic, spastic cerebral palsy.” However, if  a 30-year 
old was in an accident that resulted in the same type of  brain injury and physical disability, they 
would not get a diagnosis of  cerebral palsy . Instead, they would be diagnosed with hemiplegic 
spasticity secondary to (or caused by) traumatic brain injury . 

Children with cerebral palsy may not have vocal verbal ability (speech) and may use alternative 
methods of  communication due to their physical limitations . However, it is important to remember 
that this is not necessarily an indicator of  associated intellectual impairment . A child who has 
a physical disability in which their facial muscles are affected may not be able to speak or may 
drool; however, one should not assume they have an intellectual disability . This is a critical point 
to remember not just for children with physical disabilities but for all individuals who have 
communication disorders or disorders that affect the way in which they speak verbally . 

communication DisaBiLities

Communication disabilities include both speech disorders and language disorders that may 
exist independent of  any other disability (e .g ., impaired articulation, stuttering or other language 
impairment) or may coexist with other disabilities . Other disabilities that may have associated 
communication disorders include cerebral palsy, traumatic brain injury, autism and intellectual 
disability . This does not mean that all children with these disabilities will have associated 
communication disabilities – some may and some may not .
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Speech Disorders

Speech is defined as the systematic use of  sounds and sound combinations to produce meaningful 
words, phrases, and sentences . The body parts used for speech include, lungs, larynx, soft palate 
(velum), nasal cavities, tongue, teeth, lower jaw (mandible), and lips . There are four components of  
speech: 

• Phonation – the production or generation of  sound . 

• Resonation – modification of  the sound by the mouth and nasal cavities. 

• Articulation – final movements of  the mouth, lips, tongue, jaw, and soft palate. 

• Phonemes – meaningful units of  sound that are used in constructing speech . 

Each language has its own set of  phonemes that are used to build words . Learning the phonemes 
of  language requires motor behavior (physical movements) as well as intellectual understanding . 
Problems occur when the child:

• Cannot control the physical components of  their bodies to produce sounds .

• Cannot hear the differences between sounds . 

• Does not possess the cognitive ability to learn the differences between phonemes . 

The most common speech disorders seen in children are articulation disorders, which result in 
a child having difficulty producing speech sounds. Below are the most common types of  errors 
made by children with articulation disorders .

Articulation Error: Examples:
Substituting one sound for another “Wice” for rice or “top” it for stop it
Omitting sounds from words “Dum” for drum or “oup” for soup
Distorting the normal production of  sounds The Daffy Duck sound for “s”
Adding sounds that do not belong in words “Panacake” for pancake

Although most children with an articulation disorder correct it through the services of  a speech 
pathologist, they tend to be more at risk for being bullied during the time they have the disorder . 

About 20 to 25 percent of  children are diagnosed as having speech or language disorders 
as their primary impairment. This percentage does not include children with coexisting 
disabilities (cerebral palsy, intellectual disability, multiple disabilities, hearing impairment and 
autism) . 
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Language Disorders

Only about one percent of  all school-aged children have language disorders . A language disorder 
is not a disease, but rather a failure to learn . It may be the result of  not having the prerequisite 
conceptual knowledge or an adequately developed cognitive process . 
Language is much more complex than speech . Conceptual knowledge 
of  the environment is needed when attempting to communicate . It is 
impossible for a child to linguistically convey what he or she does not 
know . For example, a 16-year old whose knowledge of  the world is at a 
7-year old level cannot be expected to exhibit language beyond a 7-year 
old level .

Language puts meaning into speech and involves encoding (composing 
and sending messages) and decoding (receiving and understanding 
messages) . The major components of  language include: 

• Phonology – the sound system of  a language (e .g ., English) . 

• Morphology – the rules for transforming words and changing their 
basic meanings (adding “s” to horse to make it plural (horses) or 
adding “ed” to work to make it past tense (worked) .

• Syntax – the rule governing order and combination of  words to form phrases and sentences .

• Semantics – the meaning of  language (“I am hungry” is semantically appropriate to speakers 
of  English) . 

• Pragmatics – the social aspects of  language . Examples of  pragmatics include rules of  turn 
taking, starting and ending conversations, proximity, choosing and maintaining appropriate 
topics, being sensitive to miscommunications, and being aware of  what experiences are shared 
by listeners and which need supplemental information for understanding messages . 

When a child does not have “vocal verbal behavior,” it means they do not speak . They may 
have verbal skills, but not expressive skills . Communication requires both expressive and 
receptive language – that which you communicate and that which you understand . A common 
misperception is that a child who does not speak or speaks with an impairment or drools must also 
have an  intellectual disability; however, that is not true . A good example is Stephen Hawking, the 
theoretical physicist who wrote “A Brief  History of  Time .” He has no vocal verbal behavior, but 
clearly has verbal understanding and is widely recognized for his brilliance . 

Language disorders may be the result of: 

• An inability to focus on one event while excluding all other competing distractions .

• Deficits in long-term memory, which stores the rules, meanings, and structures of  language.

• Deficits in short-term or working memory, which is needed in order to follow directions or 
store concepts while searching for meanings that are stored in long-term memory . 

A common 
misperception is 
that a child who 
does not speak 

or speaks with an 
impairment or 

drools must also 
have an  intellectual 
disability; however, 

that is not true.
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• An inability to recognize commonalities in events – children learn specific words, word 
forms, and syntax by recognizing the similarities in their visual and auditory experiences and 
associating them with the language they are hearing . 

• Some children with communication disorders use what is termed Augmentative and 
Alternative Communication (AAC) devices, which are an integrated group of  components 
(e .g ., symbols, aids, strategies, and techniques) used by individuals to enhance communication .

AAC Device Definition Example
Symbols Methods used for visual, 

auditory, and/or tactile 
representation of  conventional 
concepts; gestural 
communication .

Gestures, photographs, manual sign sets/
systems, printed words, objects, spoken words, 
Braille, facial expressions, eye gazing, body 
postures .

Aids Physical objects or devices 
used to transmit or receive 
messages .

Communication book/board, chart, 
mechanical or electronic device, computer .

Strategies Plans that can facilitate one’s 
performance . 

Graduated prompting/facing or attending a 
class to learn word processing .

Techniques Methods of  transmitting 
messages

Linear scanning, row-column scanning, 
encoding, signing, natural gesturing . 

MDT members do not need special training to communicate with a child who is using an AAC . 
Simply speak directly to and look at the child who is using AAC, and not to the caregiver 
or interpreter. 

WHAT CHILD ABUSE PROFESSIONALS SHOULD KNOW
In the CAC model, children of  alleged abuse come into contact with a variety of  professionals 
all seeking to assist them and their non-offending caregivers . When working with a child who 
has a disability and/or special needs, it is important for child abuse 
professionals to understand the meaning of  the child’s diagnosis and 
how best to accommodate the child to avoid further trauma . Always 
expect to take more time than would normally be needed with a 
child with no disabilities. 

One of  the more crucial considerations for understanding children 
with disabilities is to recognize behavior that is both adaptive and 
maladaptive (problem behavior), as this has an impact on safety and 
victimization . It is important to refer to children with disabilities 
as children first. Instead of  saying “an autistic child” it is better 
to state a “child with autism.” Instead of  “disabled kids” it is better to state “children with 
disabilities.” This language is called person-first language and it recognizes that disability is one 
aspect of  the child. It is crucial to think of  children with disabilities as children first and foremost. 

It is crucial to 
think of  children 

with disabilities as 
children first and 

foremost.

 .
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This concept sets up a more effective trajectory of  care and response than if  we think of  children 
with disabilities as a disorder or syndrome before we consider them as a child .

In addition, MDT members should be aware of  “myths” about children with disabilities that may 
affect how cases are handled . Common myths assume that children with disabilities: 

• Cannot remember past events with any accuracy .

• Make up stories to get attention .

• Are so suggestible that their statements cannot be trusted .

• Cannot distinguish truth from lies .

• Do not have communication strategies to share experiences .

• Cannot testify in court .

• Will not remember the abuse experience, so why worry about it?

• Are asexual .

• Do not have a trauma response like other children .
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Below are best practice recommendations for all MDT members to consider when working with a 
child who has disabilities . 

When a child has: Consider the following strategies:

Intellectual Disabilities • Take additional time to build rapport and trust .

• If  a child does not speak but is capable of  understanding 
everything that is being said to them, pay attention to non-
verbal cues .

• Be calm, literal and concrete when speaking – keep your 
body language and voice neutral (e .g . try not to nod or 
shake your head during responses) .

• Avoid using metaphors (e .g ., use “We can begin now” 
instead of  “Let’s get the ball rolling”) .

• Maintain a calm and even manner of  speech . 

• Speak to the child in a manner matching their chronological 
age, not their perceived intellectual age .

• Match your questions to the individual’s intellectual ability . 

• Pay attention to verbal and non-verbal language for both 
yourself  and the individual . 

• When referring to people, places, and acts, use proper 
names, as the child may confuse pronouns .

• Avoid questions that are leading or posed in the negative 
(e .g . use “Do you like going to school?” instead of  “You 
don’t like going to school?”) .

• Resist the temptation to fill in the blanks (e.g. a broken 
statement of  “hurt… .head” should not be followed with 
the question, “You hurt your head?”) . 

• Try not to praise the child based on a specific response; 
rather, provide praise in between questions so as not to 
influence responses.

• When a child has difficulties with the concept of  time, use 
daily activities as a reference for determining time . 

• Ask the same question two or three times in a different 
way to make sure you are getting the right answer; look for 
patterns .

Continues
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When a child has: Consider the following strategies:

Autism Use the strategies listed above for intellectual disabilities . In 
addition:

• If  a child has communication deficits such as standing too 
close, talking about odd topics, inappropriate laughing, 
lack of  eye contact, etc ., do not assume these behaviors 
are a lack of  intelligence or a display of  disrespect or 
deceitfulness .

• When echolalia occurs, be patient and continue to build 
rapport and reduce anxiety . 

• Do not interpret monotone voice or lack of  emotion as 
lying or lack of  ability to feel .

• If  possible, remove anything that may be distracting (e .g ., 
uniform, badge, gun, watch), as the child may become 
fixated on these things and have difficulty staying on point. 

• Make sure the environment is calm and quiet . Turn off  
flashing lights and distracting sounds. 

• Avoid touching the child . 

• Use a calm voice and give simple one- or two-step 
instructions .

Continues
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When a child has: Consider the following strategies:

Communication 
Disabilities

• Recognize that the child’s receptive language (what they 
understand) is always greater than their expressive language 
(what they can communicate back to you) . 

• Do not assume the child has an intellectual disability or is 
not capable of  understanding if  they do not speak . 

• If  it is difficult to understand the child’s speech, do not 
pretend that you do; instead, repeat or paraphrase what was 
said . 

• With speech you cannot understand, you can: 1) have the 
child write, draw or show; 2) try to establish a yes/no 
system (e .g ., nod the head for yes and shake for no or point 
to a card with “yes” written on it as well as a card with 
“no” written on it); or 3) have someone interpret the child’s 
speech if  you cannot understand it (the child can then verify 
accuracy with yes/no) . 

• If  the child is using an interpreter, speak directly to the 
child, not the interpreter .
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In addition to the above strategies,  the following are best practice recommendations for members 
of  each discipline to consider when performing their specific roles in the investigation and 
prosecution of  child abuse cases .

the forensic interviewer

As stated earlier, children with developmental disabilities have a heightened risk for sexual abuse 
compared to those without disabilities . These children are also more likely to delay disclosure than 
non-disabled children . This delay increases the probability that there will be little to no physical 
evidence, leaving the child’s statement as the sole evidence available to investigators . For this 
reason, it is imperative that the child’s statement be taken in a way that is non-suggestive and non-
leading but that also takes into account that children with disabilities may need more time to talk 
about what has happened to them . 

Prior to the interview, it is important for the forensic interviewer to obtain as much background 
information as possible about the child, including:

• Any diagnosis(es) the child has . The interviewer should be aware of  multiple diagnoses 
for which important accommodations must be made . For example, a child who has been 
diagnosed with a seizure disorder may exhibit certain behaviors prior to a seizure occurring . It 
would be important for the interviewer to be aware of  particular triggers and whether or not 
the child has been taking medication as prescribed . In the event that the child has a seizure, 
the team would be better positioned to act quickly to notify the child’s caregivers and seek 
immediate medical assistance for the child .

• Baseline social/emotional/behavioral functioning prior to the alleged abuse and how it may 
manifest during the forensic interview process (especially in cases where the child has a 
neurodevelopmental and/or psychiatric disorder) .

• Skill sets and level of  independence .

• Special considerations for any medical conditions that a child may have and for which the 
child may require assistance (e .g ., a child with asthma who requires an inhaler to be kept with 
them) .

• Special considerations for any physical impairments that affect mobility .

• Whether or not the child has vocal verbal behavior or communicates in other ways – 
determine any special needs the child has with regard to communication . 

• The best way to prepare the child for novel experiences .

• The child’s areas of  interest . 

• The child’s normal routine – helpful in determining the “best time” to schedule the interview .

It is also important for the interviewer to be aware that many older children and adolescents 
with disabilities are “infantilized,” which means that caregivers and others treat them like infants . 
For example, caregivers may speak to the child in a voice tone much younger than the child’s 
chronological age or dress them in age-inappropriate clothing . It is important for the forensic 
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interviewer to recognize this when working to determine the developmental level of  the child . 
Absent this recognition, the interviewer may be influenced by the “infantilization” aspects of  the 
care situation . 

There may be times when an interviewer is not made aware of  developmental disabilities prior to 
beginning an interview with a child. The child’s delayed behavior/cognitive difficulties will likely 
manifest during the rapport building phase of  the interview and the interviewer must be prepared 
to modify their questions based on the child’s needs .

the Law enforcement investigator

The law enforcement investigator will need to take into account the same considerations as the 
forensic interviewer . In addition, it is important for investigators to recognize that some children 
with disabilities may not have an understanding of  the criminal justice system (due to intellectual 
disability) and/or their perception of  law enforcement has been negatively shaped based on 
previous experience or the influence of  caregivers. For example, as a disciplinary measure some 
caregivers may threaten their child that “the police will take you away if  you are bad .” This is 
particularly problematic for children who are very concrete and do not understand sarcasm .

the chiLD Protective services investigator

The Child Protective Services (CPS) investigator will need to take into account the same 
considerations as the forensic interviewer . Equally as important is the need for the CPS investigator 
to assess the parent’s or caregiver’s understanding of  their child’s diagnosis(es) and how they have 
optimized their child’s ability to function as successfully as possible in both the home and academic 
settings . If  the child is diagnosed with a disorder(s), it is important for the CPS investigator to 
determine:

• What are the child’s diagnosis(es)?

• How does the child’s diagnosis(es) impact their functioning?

• Who is the child’s doctor(s)?

• How often does the child see their doctor(s)?

• Is the child on medication? If  so, what medications are they on, how often are medications 
taken, what is the dosage of  the medications, and do they understand what the medication is 
for?

• What are the treatment recommendations?

• Does the child work with any other specialists?

• Does the child receive services/accommodations through the school system?

In addition, the CPS investigator should be aware that most child victims with disabilities know 
their abuser . They may outwardly display trust toward their abuser or may even show affection . 
While this can be similar to children without disabilities, research demonstrates that children with 
autism do less well in recognizing deception .
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the Prosecutor

Prosecutors will need to consider the child’s special needs when preparing to go to court and when 
in the courtroom . For example, if  a child is diagnosed with ASD and has limited communication 
abilities, the prosecutor will probably not be able to ask the child open-ended questions . The 
use of  direct yes/no questions would be a better option that would facilitate the child’s ability to 
communicate . 

Other important issues for prosecutors to consider in preparing for court:

• It would be helpful to review the forensic interview to determine what worked best with the 
child regarding communication and use the same techniques during testimony .

• Be aware of  the type of  environment that works best for the child . For example, a child who 
becomes overwhelmed by external stimulation may have significant difficulty in a court room 
setting . In such cases, it would be helpful if  accommodations could be made so that the child 
could testify in a different environment that has less stimulation .

• It is important to use experts to address the child’s diagnosis(es) and to educate potential 
jurors during the selection process of  the impact of  the diagnosis(es) on the child’s 
functioning .

In addition, some children with disabilities may not understand what constitutes abuse . 
They may be able to tell you something does not feel good or that they do not like something, but 
they may not know it is abuse . Scott Modell, Ph .D .,  an expert on childhood disabilities, provided 
the following example: A well-liked pediatrician in a small town was found to be abusing his child 
patients by giving rectal exams when he was doing a physical (if  the parents were not around) . The 
children did not like the procedure, but did not know it was not part of  the exam . Children with 
disabilities can be more susceptible to duplicity in this regard .

the famiLy aDvocate

The family advocate will need to take into account the same considerations as the forensic 
interviewer . It will be important for the family advocate to obtain information from the parent 
or caregiver about the child’s diagnoses, communication abilities, social/emotional/behavioral 
functioning, and any special needs the child has before talking with them . 

the mentaL heaLth ProviDer

Prior to meeting with the child, mental health providers will need information pertaining to 
the child’s diagnosis(es), psychosocial history, special needs, communication abilities, social/
emotional/behavioral functioning, and medical history . In addition, the mental health provider 
should recognize that dual diagnoses (e .g ., intellectual disability and mental health disorder) present 
significant challenges for even the most expert professional. In these cases, it is important to seek 
multidisciplinary input to communicate effectively .
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the meDicaL ProviDer

Medical providers need to have the child’s medical history and any information regarding 
diagnosis(es), special needs, psychosocial history, and communication abilities prior to meeting with 
the child . Information can be provided through written documentation, which is collected from 
the parents/caregivers during the child’s medical exam . In addition, it is important for medical 
providers to understand that a child with a disability may use different words for people, actions, 
and body parts . Some children with disabilities do not express pain or discomfort in the same way 
as children without disabilities .

WORKING WITH THE NON-OFFENDING CAREGIVERS
MDT members should recognize that many non-offending caregivers are the “experts” on their 
child and may be able to provide an excellent history of  the child and their overall abilities . When 
talking to the parent about the child, avoid asking if  the child is high or low functioning as those 
terms are nebulous . It is much better to ask descriptive questions such as the following:

• What are the child’s expressive and receptive communication skills  (i .e ., Do they speak? Do ?
they understand spoken words?)

• Does the child use alternative communication such as picture boards, electronic 
communication devices, manual signs, or other methods?

• How independent is the child?

• What are the child’s skill sets?

• What is the child’s IQ? (As stated earlier, a child’s IQ is one of  many factors that explain the 
child’s overall ability and should be considered cautiously .) 

• Ask about the child’s school history . If  possible, ask for copies of  Individualized Education 
Plans (IEPs) .

• Did the child receive sexual education? From school? From home? Does the child have a 
sexual history?

There may be situations in which the caregivers are unaware of  or have limited understanding 
of  their child’s disability and how it impacts the child’s functioning . In situations like this, getting 
written permission from the caregiver to contact the child’s teachers and doctors will be helpful in 
obtaining important information regarding the child’s diagnosis(es) and any special needs they may 
have .
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It is also important for MDT members to be aware that non-offending caregivers may experience 
vicarious trauma as a result of  the alleged abuse . They may need support to continue to provide 
care for their child, especially if  the alleged perpetrator was also a caregiver . The following are other 
issues for which caregivers may need additional support:

• Lack of  respite care (some caregivers are completely responsible for all aspects of  their child’s 
daily care, including bathing, dressing, eating, transporting, and providing medical care) .

• Behavioral management (may need assistance coping with their child’s challenging behaviors 
such as temper tantrums, aggressiveness and noncompliance) .

• Feelings of  guilt or grief .

Another complicating factor is when non-offending caregivers have disabilities of  their own . Such 
situations will likely require additional resources and support to ensure the child’s and caregiver’s 
needs are met .

TESTIFYING IN COURT – CHILDREN WITH DISABILITIES
In preparing for testimony, it is important to ensure that the courtroom is accessible . This includes 
not only physical accessibility for children with physical disabilities, but also sensory accessibility 
for children who are blind or have low vision, children who are deaf  or are hard of  hearing, and 
children with autism who may have sensitivities to visual, auditory or tactile stimulation . Consider 
that some children may have varying levels of  energy and alertness at different times during the 
day due to medications and/or mechanical inefficiencies related to physical disabilities. This would 
require scheduling testimony at a time that best suits the needs of  the child . 

Prosecutors should consider requesting that questions be limited to one question at a time and to 
avoid using compound questions . It would also be helpful if  video testimony were allowed 
using a closed circuit TV room so that the child does not have to face the alleged offender .

ADDITIONAL RESOURCES
The Resources section of  this manual contains additional detailed information on books, articles, 
trainings, videos and webinars that are available to MDT members for further learning . 
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OVERVIEW
Preschool children – those between the ages of  three and five years – share similar developmental 
characteristics related to their cognitive, physical, and social and emotional growth . Children at this 
age are eager to learn about their environment and gain more independence, yet continue to seek 
out their caregivers for encouragement, safety, and affection . While tremendous development 
occurs during this time, it is important to remember that “normal” development occurs 
within a range . In other words, children who do not exhibit behaviors seen as “typical” or 
“normal” for preschoolers may still be developing within a healthy range . Below is a more in-depth 
discussion of  the various types of  development preschoolers undergo and how trauma can affect 
children at this age .

PhysicaL DeveLoPment

Physically, preschoolers grow more slowly than they did in their infant and toddler years . As a 
result, their diet stabilizes and they do not need as many meals in a day . Often, they become picky 
eaters or more deliberate in food choices . They also have more balance, as their center of  gravity 
has shifted to the trunk of  their bodies, leading to more opportunities for complex physical 
play such as jumping rope, bike riding and sports . Unintentional injuries are common and a 
leading cause of  child mortality at this age.

cognitive DeveLoPment

A child’s cognitive development changes rapidly during the preschool years . Children at this 
age tend to be very egocentric . They cannot tell you how someone else feels or what another’s 
perception might be . Preschool children may attribute lifelike qualities to inanimate objects, 
may not understand cause-and-effect reasoning, and may not be able to apply logic to 
solving problems. However, their memory is improving and their attention span is lengthening at 
this age, particularly if  the child is in a formal setting that fosters school-readiness skills . Children 
may be able to count up to 10 and display some pre-literacy skills, such as telling stories with 
pictures, writing letters and/or trying to sound out words . 

sociaL anD emotionaL DeveLoPment

In general, the preschool years are crucial periods of  social and emotional growth . Children who 
have developed healthy attachments with their caregivers in their infant and toddler years will 
develop confidence to move into and through their preschool years. While preschool children 
will still look to the security of  their caregivers for support, they are ready to branch out 
and develop relationships with others, including peers and teachers . Preschool children 
often seek independence from caregivers in an effort to gain control and autonomy, yet at early 
stages will regress to needing caregiver support again . 

Working with Preschool Children
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Also at this age, children mirror behaviors and are witness to emotional expression from those 
around them . They are eager to mimic others and vulnerable to internalizing negative beliefs about 
themselves . Emotionally, preschool children have not fully mastered skills for emotion regulation, 
self-soothing, or ways to express “big” emotion; however, having healthy role models who 
demonstrate these coping skills are key . 

Social and emotional development for preschoolers largely occurs through play with their peers 
and family . Play is very important during this time because it facilitates cognitive learning; however, 
make-believe play can be very real for children at this age . It is important to have discussions about 
“real” versus “pretend .” 

At this point in a child’s life, play has become more cooperative, but it is not uncommon for 
children to play independently . Although gender differences may emerge during this stage, with 
girls focusing more on rules and friendships and boys focusing more on physical activity, it is 
important to allow children to play without narrowly defining gender roles. 

sexuaL DeveLoPment

Sexual health is a component of  normal human development . A preschooler may or may not have 
been explained the act of  sex, but they will likely understand that boys and girls have different 
genitalia . Children and families may use a variety of  names for body parts and have different levels 
of  comfort discussing these issues . It is typical for a preschooler to speak in a very matter-of-
fact manner about body parts or the act of  sex if  it has been discussed with them, and will 
not understand that these words or ideas might make adults uncomfortable. Preschoolers 
will also touch their genitalia as part of  a natural way of  exploring their bodies . They might also 
try and touch their friends’ or parents’ bodies . These actions, while uncomfortable for adults, are 
not necessarily an indication of  abuse . Rather, they may just be teaching moments and signals for 
caregivers to educate the child . 

imPact of trauma

It is important to understand that trauma can affect all areas of  a child’s development and 
behavior . Young children’s neurophysiological systems are still in the process of  rapid development 
and research has shown that trauma can alter brain functioning . It can also impact day-to-day 
functioning as well as long-term emotional health . In response to traumatic stress, children may 
act out or hold in their emotions . When interviewing young children who might have experienced 
trauma it is essential to understand the possible effects of  trauma and to mitigate these effects as 
much as possible to facilitate the healing process .

Developmentally, the preschool age is a very important period in a child’s life . Their sense of  
security and attachment to caregivers they can trust is paramount to healthy development, 
which is why abuse can be particularly traumatic . Preschool children can heal from 
experiencing trauma, but the reaction from caregivers and members of  the MDT during the 
investigation plays an important role .
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WHAT CHILD ABUSE PROFESSIONALS SHOULD KNOW
Preschool children communicate primarily through play – it is the 
principal means by which they process and express emotion about 
their experiences . Exposure to a traumatic event can cause a child’s 
language and emotional expression to regress to earlier developmental 
ages and it may not be effective to use adult forms of  communication 
(e .g ., talking) to work with a preschool child who is an alleged 
victim of  abuse . It is important to interact with the child within the 
developmental and emotional stages in which they present, which may 
not necessarily parallel their chronological age .

Preschool children do not always have the words to explain what 
has happened to them or how they feel, and they may not be able 
to recount events in chronological order . Their interpretation may 
contain both real and imagined events . However, they need to feel 
that what they are saying is being taken seriously and that it will not 

get them into trouble . They should not be asked questions about other people’s perceptions or 
motivations because they will not know how to answer such questions . For instance, a preschool 
child will not know if  someone was trying to hurt them, only that they were scared . This 
can be particularly confusing when the abuser is a caregiver that the child trusts . 

Developmentally, preschool children tend to see things in concrete terms – something is either 
good or bad . Those children who have experienced trauma need to be allowed as much control 
as possible over their environment, as they have often been made to feel powerless . There may be 
some cases in which the child is experiencing “emotional dysregulation,” which looks similar to 
attention deficit disorder. This can cause frustration for the MDT members who are interacting 
with the child; however, it may be possible to help regulate the child by giving them something 
to hold or manipulate with their hands (e .g ., squeeze ball, Play-Doh), allowing them to draw with 
crayons and paper, or allowing them to take a walk .

In addition to the above information, the following are considerations and best practice 
recommendations for members of  each discipline to consider when performing their specific roles 
in the investigation and prosecution of  child abuse cases that involve preschool children .

the forensic interviewer

Preschool children may not have the developmental or emotional capacity to identify words to 
verbally describe their experience or express emotion . Because of  attention-span issues, it is not 
realistic to have a child sit still and just talk . They need to color, build or do something with their 
hands while talking . They might want to hold a comfort item such as a stuffed animal or blanket . It 
will help reduce the child’s anxiety if  the intervier will spend time prior to the interview to engage 
the child and develop an initial relationship . 

It is possible that the child may have formed a trauma bond with the alleged perpetrator, which 
may lead to inconsistencies in the child’s story versus their emotional presentation during the 
forensic interview . A child may feel guilt, shame or remorse for their perceived “mistake,” or may 
be protective of  their perpetrator and not want to see them get in trouble . 
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Interviewers will need to be honest with the child about confidentiality, 
especially regarding the alleged perpetrator’s access to the forensic 
interview . A child who has experienced the trauma of  abuse may 
feel physically or emotionally unsafe if  they perceive that the alleged 
perpetrator will have access to the interview . The child may also feel 
guilt for “telling on” their perpetrator . Additionally, if  the perpetrator 
does gain access to the child’s interview, and the child continues to 
be exposed to this individual, it may pose a threat of  further abuse or 
intimidation .

It is important to allow the interview process to slow down and 
unfold at the pace that feels comfortable to the child . Allowing 
the child more than one session to tell their story may make it easier 
for MDT members to more accurately interpret the child’s experience, 
especially if  the child is mistrustful of  strangers or anxious about the 
process . 

Law enforcement investigator 

There are several things to consider as a law enforcement investigator when working with a young 
child. To a preschool-aged child, law enforcement officers may look big, scary and intimidating. 
To counter this fear, it is important for investigators to lower themselves to the child’s eye level 
and speak to them in a calm, gentle and friendly manner . Traumatized children will often not feel 
comfortable making eye contact, especially with adults . In addition, these children may act out 
behaviorally, which may manifest as:

• Bullying . 

• Hyperactivity . 

• Explosive and angry temper . 

• Uncooperativeness . 

• Destructiveness and/or being harmful to pets . 

• School learning problems .

• Insomnia or hypersomnia . 

• Self-deprecating talk . 

It is essential that officers recognize these behaviors as a child’s emotional outlet and not an 
indication of  a “bad kid .” 

Children may have received the message from family, culture or community that police are bad . As 
a result, they may have been raised not to trust law enforcement and to be skeptical and cautious 
when a member of  law enforcement is present . It is important that the investigator’s behavior 
and affect disprove this stereotype. 
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In some situations, the child may have been threatened by their alleged perpetrator that something 
bad will happen if  the child tells anyone, including law enforcement, about the abuse . Children who 
deny or recant reports of  abuse may be doing so for safety reasons . A preschooler should not be 
expected to recount events in any logical manner, as facts and imagination may get confused . They 
should not be questioned by a uniformed officer or in a setting that is not child-friendly. Even 
though the goal of  law enforcement is to gather information for a criminal investigation, it 
should be accomplished in a way that puts the welfare of  the child first . 

chiLD Protective services investigator

Young children who have experienced abuse are often slow to develop trusting relationships with 
adults and may be hesitant or unwilling to cooperate with caseworkers they have just met . Their 
caregivers may have already given them the idea that they should not speak about an incident . It 
is important to look for inconsistencies in behaviors when the child is alone versus when they are 
around others . Consider:

• Non-verbal cues . 

• Increased or decreased eye contact . 

• Change in tone of  voice . 

• Sudden change in behavior .

• Withdrawn behavior .

• Anxiety .

• Fidgeting .

• An inability to sit still or focus . 

If  a child exhibits reluctance, caseworkers may consider seeking information or reports of  abuse 
from other professionals who may have contact with the child . At times and with proper releases 
of  information, it may be possible to have a trusted professional such as a therapist or teacher 
present when CPS caseworkers are investigating the case . This may ease the child’s anxiety and 
provide them emotional support, while helping the child to trust the caseworker during this 
process .

Preschool-aged children may lack the cognitive and emotional ability to understand what has 
happened and may have been told that CPS workers take children away from their families . In 
some cases, the child may love the alleged perpetrator and may not understand that the incident 
being investigated was wrong . Further, the child may want to protect the alleged perpetrator, which 
is a developmentally normal cognitive function at this age .

In some cases, the child may love 
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the Prosecutor 

If  it can be avoided, preschool children should not be made 
to testify in court . It is recommended that prosecutors ask judges 
to make allowances for the child to meet in separate quarters, if  
possible . However, if  the child must testify, prosecutors should seek 
an allowance to use a closed circuit TV so that the child does not 
have to provide testimony in the presence of  the alleged perpetrator . 
It is critical to have patience with the child and their non-offending 
caregivers and to take the time necessary to explain to them the details 
about the process so they understand as much as possible about what 
will be expected of  them . As stated earlier, preschool children lack the 
cognitive ability to narrate exact details, dates, and times; however, this 
is consistent with their developmental stage and does not indicate that 
they are lying or being intentionally evasive .

the famiLy aDvocate

The family advocate will play an important role throughout the investigative, prosecutorial and 
recovery processes to help the child and non-offending caregiver understand what is happening 
and ensure that they are supported throughout . The advocate will also be an important liaison 
to MDT members in helping them understand the developmental stage the child is in and their 
cognitive, social and emotional capabilities . It may also be necessary for the advocate to help the 
caregiver understand the child’s developmental capacity and how traumatic events can affect a 
preschool-aged child . 

the mentaL heaLth ProviDer

It will be important for the mental health provider to comprehensively assess the child’s physical, 
cognitive, and social and emotional functioning in order to determine the best evidence-based 
course of  treatment . Equally important is engaging the caregiver and assisting them to help 
themselves and their child as they work through the recovery process . In many cases, the non-
offending caregiver will be the best source of  information when assessing the child’s traumatic 
symptoms and determining a treatment plan . 

the meDicaL ProviDer

Preschoolers may be more familiar with medical professionals than any other MDT member . 
At this age, they may have received scheduled immunizations and may associate medical 
providers with shots . When speaking with a child victim and the non-offending caregiver 
about the examination process, it is important for the medical provider to use language that is 
developmentally appropriate and easily understood . 
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WORKING WITH THE NON-OFFENDING CAREGIVERS
Non-offending caregivers may exhibit signs of  vicarious trauma and behave in ways similar to 
a victim who has experienced abuse firsthand. They may be emotional or may unwittingly ask 
leading or directive questions of  the child . It is important to provide caregivers with support 
and to help them speak to and assist the child without interfering with the investigation.

It will be helpful for MDT members to learn about the dynamics of  the child’s family and gain 
insight into their strengths, limitations, coping skills, and ability to communicate and express 
emotion . Below are some considerations and questions that may assist MDT members in working 
with the non-offending caregiver:

• Ask the caregiver to describe their child’s developmental milestones . Has the child 
experienced any significant loss, trauma or big life changes? If  so, when did those events 
occur?

• Has there been an observable pattern of  behavior exhibited by the child? Can the caregiver 
identify a timeframe of  the child’s behavioral shift in relation to the timeframe of  the alleged 
abuse?

• Does the child exhibit developmentally appropriate separation anxiety or “stranger danger”? 

• What does the child call their body parts? What discussions has the parent had with the child 
about sex and the alleged abuse?

• What types of  television/media has the child been exposed to directly or indirectly? (For 
example, indirect exposure might occur when an older sibling watches a television show or 
plays a video game in front of  the child. Because preschoolers have difficulty distinguishing 
between fantasy and reality, it is important to understand what they are exposed to .)

Caregivers need to be coached so they can be supportive of  their children and make sure they feel 
protected . Preschool children will not understand that their mother is crying or yelling because she 
is upset at the alleged perpetrator . Witnessing a caregiver’s intense emotions can be scary for 
a young child and they may think they did something wrong . Young children often look to 
their caregivers to determine how to respond in various situations . It is important for caregivers 
to monitor their reactions and provide age-appropriate explanations to their children in order to 
minimize their fear and avoid maladaptive coping strategies . 

TESTIFYING IN COURT – PRE-SCHOOL CHILDREN 
As stated earlier, it is recommended that a child not have to testify in a courtroom in which 
the alleged perpetrator is present . Allowing the child to speak with the judge privately in 
chambers is optimal. If  the child exhibits fear or anxiety when speaking with a judge, consider 
allowing the child to have a trusted professional present for emotional support . The use of  a 
closed circuit TV is also an option that should be considered .

In addition, it is important to ensure that judges are aware of  the child’s cognitive, emotional and 
psychological stages of  development as well as any social issues, language deficits, and relevant 
history of  abuse or trauma in the child’s family .
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STAGES OF DEVELOPMENT MILESTONE CHARTS
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fine motor skiLLs

gross motor skiLLs

ADDITIONAL RESOURCES
The Resources section of  this manual contains several recommendations for training with young 
child development that may be helpful to MDT members . This section also includes additional 
references and websites . 
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OVERVIEW
Texas is diverse in many ways, including economically, geographically and most importantly, 
culturally . To best serve all of  the state’s population effectively, it is imperative that child abuse 
professionals recognize the complexity of  working with children from culturally diverse 
backgrounds . 

“Culture is a set of  beliefs, attitudes, values and standards of  behavior that are passed from one 
generation to the next” (Abney 2002). The cultural context of  a family involves multiple aspects, 
including – but not limited to – race, ethnicity, religion, country of  origin, and socioeconomic 
status . According to the National Child Traumatic Stress Network, “When working with children 
who have been sexually abused, professionals must acknowledge that, while there are many aspects 
of  the experience that may occur cross-culturally (e .g ., the child and family’s feelings of  shame or 
guilt), there are also substantial differences in children and their families’ sexual beliefs, attitudes 
and knowledge .” It is crucial for professionals to understand, respect and integrate the child and 
family’s cultural context and how it relates to issues of  abuse . 

WHAT CHILD ABUSE PROFESSIONALS SHOULD KNOW
When seeking assistance and justice, racial, ethnic and linguistic 
differences can pose challenges for victims of  child abuse and 
their non-offending caregivers . It can be equally challenging for 
professionals who work with the child and caregiver throughout 
the investigative, prosecutorial and recovery processes if  they 
lack the resources to be fully effective in their roles . 

Culture can strongly affect how children and their caregivers 
perceive traumatic events, such as sexual and physical abuse, 
and how they respond to those events . For example, culture 
may influence the ways in which the child and caregiver 
experience and express distress, disclose personal information 
to others, and seek assistance . Further, if  a cultural population 
has experienced historical or multigenerational trauma, it too can affect how individuals from that 
culture respond to trauma and loss . Perhaps more importantly, it can have adverse effects on that 
cultural population’s expectations regarding oneself, others, and social institutions .

There are many things to take into account when working with children from diverse backgrounds .  
For example, some cultures do not delineate as clearly between “discipline” and “physical abuse .” 
In other cultures, sexual abuse can be very complex, especially when the victim is blamed and 
considered deserving of  the abuse . Another factor is the concept of  shame . A child’s or family’s 
decision to acknowledge sexual abuse and seek assisstance may be highly influenced by how the 
disclosure would be perceived by their ethnic community . 

The child’s and family’s level of  acculturation will play a major role in the types of  barriers they 
face. If  the child is an immigrant or a first generation descendant of  immigrant parents, language 

Working with Children from Culturally Diverse Backgrounds 
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may be a barrier . In some instances, the child may also have internalized fear based on the 
parent’s residency status in the United States . In addition to language barriers, differences in world 
view, cultural beliefs, religion, family traditions and cultural norms must all be considered when 
determining how best to investigate a case and provide services to the child and non offending 
caregiver . 

To the extent possible, all MDT members should make every effort to accommodate the 
child’s and caregiver’s language requirements . This includes ensuring interpreters in the 
forensic interview, medical evaluation and mental health therapy sessions, when needed . 

Important note:  Professional interpretation and translation services are available in Texas and can be contracted 
when needed. Each CAC should research and identify the professional services available to them. One example is 
Masterword, a statewide resource that CPS utilizes for thier translation services.

Interestingly, over 93 percent of  communication is non-verbal . Although spoken language 
and linguistic  competence is important, the effort made to non-verbally communicate support 
and non-judgment is equally important . When working with children from culturally diverse 
backgrounds, MDT members are encouraged to provide an atmosphere that creates comfort for 
the child and caregiver and to be cognizant of  issues such as personal space and hand gestures 
(i.e. pointing, direct eye contact, etc.). In addition, it is helpful to be aware of  the cultural specific 
norms and values of  various populations . The following chart is not inclusive of  all cultural 
characteristics, but can be an effective resource . This list is not meant to reinforce stereotypes 
but instead give MDT members some cultural context when working with people of  different 
backgrounds .
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Cultural Group Cultural Specific Norms and Values

African American

• Interpersonal relations highly valued .
• Non-verbal factors important in communication – especially 

eye contact .
• “Actions speak louder than words .”
• Interdependence – kinship with family and friends .
• Public recognition and achievement valued .
• Expressive style of  verbal and non-verbal communication .
• Problems, disagreements should be dealt with “head-on .”
• Contribution of  individual views in group discussion expected .

Mexican-American

• Personal pride and dignity of  individual valued .
• Forcefulness, action, courage, self-confidence are important 

and necessary .
• Interdependence valued over independence, especially with 

family and friends .
• Hierarchical relationships are important and authority is 

respected .
• Fatalistic “take what comes” attitude, limited control over 

events & environment .
• Warm emotional expression expected, frequent physical 

contact .
• Personal loyalty highly valued .
• Self-promotion highly discouraged .

Chinese

• Personal relationships are important . 
• Harmony maintained and conflict avoided through indirect 

communication . 
• Tradition honored and the past respected . Modesty is valued . 
• A person’s physical and emotional reserve shows composure 

and stability .
• Formality maintained in all but very close interpersonal 

relationships .
• Loyalty to group, family, work, country (in that order) .
• Age and authority are recognized .
• Nonverbal expression of  communication important .

Continues
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Cultural Group Cultural Specific Norms and Values

Southeast Asians

• Personal relationships are important .
• Indirect communication is used to maintain harmony and 

avoid confrontation .
• Status and hierarchy are very important in knowing how to 

define relationships.
• Reciprocity: the balance of  “obligation” maintained in 

interpersonal relationships .
• Physical composure, modesty valued .
• Age and authority respected .
• Politeness and hospitality assumed .
• Assumption that others’ motives not easily known .
• Non-verbal expression of  communication important .

Filipinos

• Sensitivity, sincerity in human relations important .
• Expression of  warmth, compassion, hospitality expected .
• Interdependence more important than independence, yet 

individuality respected .
• Loyalty to group valued, especially family and friends .
• Innovation, change and competition seen as risky-threat to 

human relations .
• Indirectness in communication, non-verbal communication 

important .
• Hierarchical structure of  human relations, authority respected .

Asian Indians

• Direct communication is valued, but the relationship is more 
important Taking initiative shows competence and interest . 

• There is no shame if  you have a good argument .
• Individual opinions are encouraged .
• Emotions are good in business .
• To be articulate is an asset .
• Self-promotion is expected .
• Work and personal life are separate .
• Formality is competence . 
• Does not take criticism personally .
• Hierarchical structures of  human relations is a given .
• Decisions are good ones if  made with team input . However, 

the boss is ultimately responsible for all decisions .
(Adapted from “Customer Service in a Multiethnic Society – Winter/Spring 2002)

All cultures have specific norms and values regarding sexual knowledge and behavior. It is essential 
to understand the child and family’s cultural values, beliefs and norms when providing services 
to children who have been sexually abused . It will help to be familiar with cultural practices 

 .
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surrounding sexual behavior, including rules about public and private behavior, relationships, 
intimacy and modesty . 

In addition to the preceding information, the following are other considerations and best practice 
recommendations for MDT members to take into account when working with children from 
diverse cultural backgrounds .

the forensic interviewer

The forensic interviewer will need to consider the child’s ability to speak a native or second 
language . This is especially pertinent because little is known about memory and language . Further, 
it is not clear how accessible memories are to a child who experiences abuse in one language but 
is interviewed in another . Although the interviewer may speak the child’s native language, it is 
important to be conscious of  the possible differences in the dialect, region, etc . The following 
chart explains four techniques that can be used when interviewing children whose first language is 
not English .

Interview Technique Considerations

English Only

Keep in mind that even though the child may state and exhibit the 
ability to communicate in English, they may revert back to their 
native language when they begin talking about the abuse . It is a best 
practice to have a bilingual interviewer or an interpreter available, if  
needed .

Interviewing the child 
in their language only

When the interview is done entirely in the child’s native language, it 
is recommended that an interpreter with training in matters 
of  child abuse, crisis intervention and cultural competence 
be available, if  possible, for the MDT members observing the 
interview . This will ensure that the interviewer does not have to break 
the flow of  the session to interpret for the team.

Interviewing with an 
interpreter

Family members should never be used as interpreters . Instead, 
choose an individual who has training in matters of  child abuse, crisis 
intervention and cultural competence, and who is able to avoid giving 
non-verbal cues to the child that they are making judgments . The 
interpreter is a tool for communication and should remain neutral 
throughout the interview . 

Bilingual interview

In these situations, the forensic interview is conducted by bilingual 
interviewers who possess competency in using both English and the 
child’s native language . The interviewer also understands the cultural 
issues and nuances of  the language and can switch between languages 
whenever the child does . It may be helpful to MDT members if  an 
interpreter with training in matters of  child abuse, crisis intervention 
and cultural competence is available in the observation room for 
translation purposes .

(Aronson, L. 2000)
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the Law enforcement investigator

As stated earlier, a cultural group’s historical experiences involving social institutions may impact 
how they respond to trauma and the investigation process . It is important for investigators to take 
into account any previous interactions with law enforcement that the child and/or caregiver may 
have had in their country of  origin . Their view of  law enforcement in this country may be heavily 
influenced by what they experienced in the past. Further, they may not have knowledge of  the 
criminal laws in this country .

In addition, for some families there may be a fear or hatred of  the judicial and social service sectors 
due to both a real and perceived overrepresentation of  children of  color in the penal and child 
welfare systems . This is especially pertinent for African-American and Hispanic children and their 
caregivers .

the chiLD Protective services investigator

The child’s family/caregivers may not have knowledge of  the child protection laws in this country, 
especially if  such protections did not exist in the caregiver’s country of  origin . It will be important 
to clearly and concretely explain the laws and services available to the child and family . 

the Prosecutor

The information under the Law Enforcement and Child Protective Services Investigator sections 
are also applicable here . In addition, prosecutors must consider any language barriers that will 
affect the child’s ability to provide  testimony . 

the famiLy aDvocate

In addition to the information in the previous sections, the family advocate should take into 
account the family’s method of  dealing with trauma and conflict within their cultural community 
and how receptive the family will be to services . 

the mentaL heaLth ProviDer

The mental health provider will need to consider the cultural attitude towards sexual abuse 
and accessing mental health services . Some cultural populations believe there is a stigma 
associated with the need for therapeutic intervention, so providers will need to be 
respectful of  these issues in order to improve the likelihood that the family will accept and 
participate in services. Clinicians should also be aware of  their own biases and beliefs about what 
is normal and ensure they do not affect treatment . 

the meDicaL ProviDer

As with the Mental Health Provider, the Medical Provider will need to consider the cultural attitude 
towards sexual abuse and accessing medical services . It would be helpful to know what prior access 
the child and family/caregivers have had to medical care and if  there are any cultural issues that 
may prevent them from seeking medical attention .



MDT RESOURCE GUIDE:  Working with Children from Culturally Diverse Backgrounds 43

WORKING WITH THE NON-OFFENDING CAREGIVERS
MDT members should have knowledge of  the family’s cultural background, the roles the parents 
play (patriarchal/matriarchal) in the family, and what is permissible or practiced within the specific 
culture . It is important to know how the outcry and investigation may affect them and their 
standing in the family or community .

When working with the non-offending family members/caregivers it is important to become 
familiar with and demonstrate respect for the family’s cultural customs and values . MDT members 
may be able to build better rapport with a family and move the investigation forward if  they have 
an understanding of  the family’s support systems (e .g ., places of  worship, community groups, 
extended family, etc .) . Most non-offending caregivers will be open, receptive and cooperative 
if  they understand that the goal of  the investigation is to protect the child . 

Non-English and Limited English Proficiency speakers should be provided written information 
in their native language to ensure comprehension . To verify that they understand the information 
being provided, it is important to paraphrase or ask the non-offending caregiver to summarize the 
conversation throughout the interaction . The following may be helpful in building rapport with the 
family:

• Do you feel safe? 
Establish if  there are any reasons that the parent/caregiver might not feel safe disclosing 
information to MDT members . Possible issues that may inhibit communication include status 
of  residency, interpersonal violence or retaliation from the perpetrator .

• Tell me about your child . 
Conveys to the parent that they are the expert about their child and a partner in the process 
for ensuring the best assistance possible .

• What questions or concerns do you have?  
Creates a space where the parent can openly ask questions or express any concerns, fears or 
apprehensions they may be experiencing .

• Who do you have to support you throughout this time? 
Indicates who is important in the lives of  the family and provides possible resources for 
additional support .

• Tell me how you and your family decided to come here to live .  
Helps to determine if  there are any residency issues and/or past adverse experiences with law 
enforcement and other government entities .
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TESTIFYING IN COURT – CHILDREN WITH CULTURAL 
CONSIDERATIONS 
Children who are not competent in English can still be witnesses in court . The language barrier 
does not preclude them from being able to contribute to the judicial process . However, it is 
important to allow the child to use their native language and ensure adequate time for the child 
to explain in their own words what happened to them . Interpreters involved in the process 
should be certified and meet the specific requirements of  the court. They should also have a deep 
understanding of  both culture and language in order to accurately convey the meanings of  idioms 
and phrases . There may be vast variations in language among regions of  the same country and 
sometimes even within the same cultural community . Knowing the cultural practices, gestures and 
beliefs will ensure effective communication between the key players in the courtroom . It will also 
ensure that the courtroom is as child-friendly as possible . 

TEXAS STATISTICS
According to the 2010 US Census:

• Over half  of  the Hispanic population in the U .S . resides in California, Texas and Florida .

• From 2000 to 2010, Texas’ total population increased by 20.6% (compared to 9.7% for the 
nation) .

• Persons of  Hispanic or Latino origin now make up 37 .6% of  Texas (compared to 32% in 
2000).

• Approximately 32% of  Texans speak a language other than English at home .

• Spanish is the most prevalent language spoken at home other than English .

• The population in Texas is:

White 72 .7%
Hispanic or Latino 37 .6%
Black or African American 12 .6%
Asian 4 .4%
American Indian and Alaska Native 1 .3%
Native Hawaiian and Other Pacific Islander 0.2%
Other Race(s)  11 .7%
Important Note: The total of  the percentages above exceeds 100 because some individuals  
reported more than one race when responding to the Census.

ADDITIONAL RESOURCES
Please see the Resources section of  this manual for information on reference material related to 
sexual abuse of  children from diverse cultural backgrounds .
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OVERVIEW
Children who have suffered extreme trauma through sexual 
abuse, physical abuse and/or neglect tend to fall into one of  
two categories:  acute or chronic . Both types of  extreme 
trauma can have a profound impact on a child’s emotional 
development, as well as their physical and mental health . 
This is especially pertinent if  the child has no support system 
upon which to rely and/or they do not receive the mental 
health services needed to help them process the trauma and 
develop coping strategies . 

Depending on the severity and number of  traumas 
experienced, research has repeatedly shown that abuse can 
have far-reaching and long-lasting effects on a child .

The impacts of  acute severe and chronic trauma typically manifest differently in children and 
MDT members should be aware of  these differences when investigating and prosecuting cases . 
Because of  this complexity, both types of  trauma will be addressed separately in this section . 

ACUTE SEVERE TRAUMA
Acute severe trauma is defined as a traumatic experience that occurs only once or a few times 
and is of  significant intensity or duration. Children who experience acute severe trauma may 
endure a multitude of  emotional and behavioral problems. These problems are primarily 
symptomatic of  fear and often manifest in the form of  anxiety and post-traumatic stress . The 
intense fear that the child experienced during the abuse may result in the child being in a continual 
state of  alarm and hyper-vigilance . In addition, the child may avoid stimuli that reminds them of  
the abuse . Depending upon the situation and conditions that preceded the abuse, the child may 
also experience self-blame, guilt, and shame . Under these conditions, anger, depression, and other 
emotional and behavioral problems may be present .

WHAT CHILD ABUSE PROFESSIONALS SHOULD KNOW
Below are issues to be aware of  and best practice recommendations for all MDT members to 
consider when working with a child who has suffered acute severe trauma . 

the forensic interviewer

It might be expected that children who experience acute severe trauma may have difficulty 
describing their experiences as a result of  the emotional distress it may cause . Notably, they may 
avoid talking about the reason they are at the CAC and may display affect changes when asked 
direct questions during the forensic interview . Quite often, children who have experienced such 
intense trauma may appear quiet and scared, and possibly deny any such abuse occurred . It may 
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be necessary for interviewers to spend more time establishing rapport with the child and extend 
the interview over multiple sessions . (Please also see narrative under “The Law Enforcement 
Investigator” below .)

the Law enforcement investigator

Because children experiencing acute severe trauma may not be forthcoming with significant 
details, investigations may be best conceived of  as a process of  disclosure for which multi-session 
forensic interviews are optimal . It is important to understand that the child’s memory may 
be good for some portions of  the traumatic event and not as good for other portions; 
however, this should not be mistaken for fabrication or confusion . If  the trauma was of  a 
significant duration, the child most likely began to “zone out” or dissociate at some point during 
the experience . In those situations, the child’s encoding of  memories of  the event may not be as 
good throughout the event as they may be at the beginning or during pieces of  the experience that 
were of  greater severity or more painful and that forced the child’s attention back to the moment . 
In addition, intense fear may have disrupted the process of  encoding memories as the child was 
more focused on the most frightening portions of  the experience and not the greater environment 
or situation .

the chiLD Protective services investigator

Children experiencing acute severe trauma may or may not come from troubled home 
environments . The most unique aspect of  these types of  situations is the non-offending caregiver’s 
response to the child’s trauma . One of  the best predictors of  a child’s recovery is having a 
supportive caregiver. Non-supportive caregivers may increase the likelihood of  a child having 
emotional and behavioral problems after the traumatic event by:

• Intentionally or unintentionally prompting the child to “try to forget it” or decline to discuss 
the event .

• Interfering with the investigation of  law enforcement if  the alleged perpetrator is a loved one . 

The key factor to investigate in this situation is the response of  the non-offending parent/primary 
caregiver(s) .

the Prosecutor

Children experiencing acute severe trauma may have excellent memories for some portions of  
the event and less well-developed memories for other portions (see explanation above for Law 
Enforcement Investigators) . As a witness in a criminal prosecution case, the child’s abilities to 
discuss the traumatic events should be carefully examined . The defense may argue that a child’s 
lack of  a complete, coherent narrative suggests fabrication; however, such arguments should be 
impeached by explaining concepts such as fear and dissociation and how they may result in the 
child having difficulty forming memories at different points of  the event. A child exposed to an 
acute severe trauma may cope with the threatening event by restricting their processing 
of  it and may not remember all the details of  what happened around them . The experience 
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of  the event may become so overwhelming that the child dissociates and is unable to effectively 
assimilate thoughts, emotions and physical sensations .

In addition, a child who has not successfully completed mental health treatment may have difficulty 
discussing the event . They may experience anxiety when asked direct questions and/or may “shut 
down .” The child’s emotional and behavioral health should be considered when deciding on the 
role of  the child’s testimony in the criminal prosecution process .

the famiLy aDvocate

The non-offending family members/caregivers of  children who experience acute severe trauma 
may have difficulty understanding the post-disclosure process. They may not know what to say and 
do with the child or how to help the child process the trauma . Providing psychoeducation to the 
caregivers about the child’s common reactions and explaining the post-disclosure process may help 
alleviate a significant amount of  anxiety for the non-offending family members/caregivers. Also, it 
is important to help them access services so they can process their own emotional responses to the 
event . Ultimately, this will also help to reduce the distress experienced by the child . (See additional 
detail under “Working with the Non-Offending Caregivers .”)

the mentaL heaLth ProviDer

Children who have experienced acute severe trauma may be anxious and hesitant to discuss the 
events, which is a common response for these children . From the beginning of  mental health 
treatment, it is important for the clinician to provide structured sessions during which the child has 
a safe place to discuss the abuse/trauma and over time de-stigmatize the topic . Gradual exposure 
is an evidence-based treatment technique that begins in the first session by conducting 
a thorough assessment/trauma history and then progressively helping the child work 
through the experience. The clinician must set the expectation and standard that sessions will 
focus on processing the abuse/trauma experienced . A clinician who avoids the topic or declines to 
bring it up will find themselves treating a child who avoids the topic and declines to bring it up.

the meDicaL ProviDer

A child who experienced acute severe trauma may display significant distress when something 
reminds them of  the trauma, which may include a medical evaluation . It would not be uncommon 
for a child to actively resist a medical evaluation or display significant emotional distress when the 
evaluation occurs. Depending on the age of  the child, providing significant education about each 
step of  the evaluation and why it is being done, as well as having supportive caregivers present, may 
help alleviate some of  the child’s distress . 
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WORKING WITH THE NON-OFFENDING CAREGIVERS
Depending on the situation, it is possible that the non-offending caregiver was unaware that 
the trauma occurred. This can create significant distress, self-blame, guilt, and confusion for the 
caregiver . They might ask multiple questions and appear as though they are interfering or being 
overly demanding, but in actuality, the caregiver may have multiple questions and concerns and is 
seeking answers . 

When possible, there should be a primary contact person who can answer the caregiver’s questions, 
as opposed to referring them to separate MDT members for information (i .e ., the mental health 
professional for questions about emotional/behavioral problems, the police officer for questions 
about the investigation process, a nurse for questions about medical exams, etc .) . Not having a 
primary contact can create a confusing experience for the caregiver at an already difficult time. It 
would be helpful to have a point of  contact who can:

• Provide information on the post-disclosure/investigation process, as well as the succeeding 
criminal proceedings .

• Explain the child’s physical, emotional, and behavior needs .

• Acknowledge the caregiver’s potential self-blame and guilt and provide support in addressing 
their concerns .

In discussions with the caregivers, it may be useful to seek answers to the following questions in 
order to assist the MDT members in best helping the child:

• What coping skills/mechanisms does the child currently use to deal with the acute 
severe trauma?  
This information would be helpful during interviews/investigations if  the child becomes 
emotionally upset . 

• What pre-existing emotional, behavioral, and social problems does the child have? 
This can help the team understand the child’s potential reactions when confronted by 
questioning from an unknown person . 

• Other questions about the child’s social-emotional and cognitive development may be 
useful to understanding the child’s overall functioning and abilities.
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TESTIFYING IN COURT – CHILDREN OF ACUTE ABUSE
Reminders of  the trauma may trigger the child’s anxiety, distress, and general fear reactions . 
Therefore, it would be helpful to allow the child to testify via closed circuit television or through 
similar methods that do not require the child to see or be in close proximity to the alleged 
perpetrator . This consideration would minimize the level of  distress experienced by the child, 
thereby increasing their ability to testify . It would also be helpful to minimize the amount of  new 
information that the child is presented at the time of  testifying . This can be facilitated by taking the 
child on a tour of  the courtroom prior to the trial and allowing the child to observe another case 
from the gallery .

ADDITIONAL RESOURCES
The Resources section of  this manual contains links to continuing education webinars that would 
be helpful to all MDT members . It also includes several references to materials on complex trauma . 
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CHRONIC TRAUMA
Children who have suffered ongoing, chronic trauma may present with a multitude of  mental 
health problems . The general consensus among experts is that chronic trauma can have a pervasive 
impact on a child’s development of  various core skills and abilities, including emotional and 
physiological regulation, as well as the development of  one’s identity, self-efficacy, and cognitive 
abilities . At a time in a child’s life when they are naturally developing these skills, the occurrence 
of  significant repeated trauma can result in maladaptive development. As a result, a child 
may exhibit poor emotional control, social skills, and other problems that result in significant 
emotional and behavioral concerns, such as:

• Post-traumatic stress . 

• Attention problems . 

• Difficulty remembering specific events. 

• Poor school performance .

In addition, it is important to recognize that stressors and traumatic events may continue to occur 
in the lives of  these children who are poorly equipped to deal with the current stress because of  
their prior experiences and impacted social-emotional development . Terminology provided in 
the literature to describe the multitude of  problems often presented by these children includes 
“Complex Trauma,” “Developmental Trauma Disorder,” and “Disorders of  Extreme Stress .”

WHAT CHILD ABUSE PROFESSIONALS SHOULD KNOW
Below is important information for all MDT members to consider when working with a child who 
has suffered chronic trauma . 

the forensic interviewer

It is important for forensic interviewers, law enforcement investigators and CPS investigators 
to remain patient when conducting interviews with children who are victims of  chronic abuse . 
The many complications discussed above that can adversely affect a child’s socio-emotional 
development may make conducting an interview very challenging . In addition, it may be very 
difficult for a child to provide coherent narratives of  the abuse they experienced if  they 
have experienced multiple incidents over a prolonged period of  time. It is not uncommon 
for the various experiences to become confused, meshed together into one narrative, or 
appear disjointed. While the interviewer may obtain pieces of  various discrete incidents, the child 
may have extreme difficulty providing details such as timing, location, and the presence of  others. 
As with children who have experienced acute severe trauma, it may be necessary for interviewers to 
spend more time with children of  chronic maltreatment in order to establish rapport .
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the Law enforcement investigator

Please see discussion under “The Forensic Interviewer .”

the chiLD Protective services investigator

Please see discussion under “The Forensic Interviewer .”

the Prosecutor

Prosecutors should be aware that testimony provided by these children may be disjointed as a result 
of  the chronic abuse the child has endured and the impact the trauma has had on the child’s social-
emotional development . It is highly likely that the information conveyed is factual, but the child 
may have problems providing a clear narrative . With the multiple memories of  abuse that occurred 
over a prolonged period of  time, it is unlikely that the child will provide coherent complete 
accounts of  any one incident or another . This may result in the child appearing unreliable, 
fabricating accounts, or recanting pieces of  information provided in previous interviews . It is 
important that the prosecution develop a proactive strategy to educate the trier of  fact regarding 
the issues encountered with children who suffer complex maltreatment in order to counter 
attempts by opposing counsel to impeach the child witness .

the famiLy aDvocate

Family advocates should be aware that children who experience chronic trauma and their non-
offending caregivers may require significantly more assistance than children who experience less 
complex forms of  trauma . They may have needs that extend into the mental health, substance 
abuse, medical, financial, legal, and social arenas. A general guideline that may be helpful is that the 
more complex the case, the more complex the assessment and services required . Although each 
case is unique, it is important to recognize that there was a prolonged period of  time before the 
child’s abuse was identified and intervention initiated. The circumstances in place that resulted in 
the child’s trauma are most likely complicated and it will require a multifaceted approach to address 
them .

the mentaL heaLth ProviDer

Mental health providers are encouraged to conduct a thorough assessment of  children presenting 
with a history of  complex trauma . Standard interviews that examine common emotional and 
behavioral symptoms should be supplemented with:

• Broadband objective assessment measures .

• More in-depth analysis of  the child’s core skills and abilities (e .g ., social skills, emotion 
regulation, relationship with caregivers) . 

• Reports obtained from multiple sources . 

Treatment using evidence-based modalities should give particular attention to enhancing the core 
skills listed above while maintaining a trauma-focused perspective . For example, in the course 
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of  treatment the therapist may teach the child various emotion regulation skills while discussing 
memories of  the traumatic events that trigger emotional dysregulation . This will enable the child to 
tie the use of  the newly learned skills directly to intrusive memories, while also helping the child to 
begin the process of  desensitizing to the emotionally-laden memories .

the meDicaL ProviDer

Medical providers should be aware that the child’s history may make them extremely suspicious 
and they may refuse to cooperate in a medical evaluation . While each case is unique, and over-
generalizing is discouraged, the child’s problematic development of  emotional and behavioral 
regulation abilities may provide significant challenges during the medical evaluation and in 
gathering a medical history . 

WORKING WITH THE NON-OFFENDING CAREGIVERS
The MDT should consider that the non-offending caregiver may have significant limitations in 
their ability to parent the child . This may be a result of  the caregiver’s pre-existing limitations that 
in some way contributed to the ongoing traumas (e .g ., lack of  supervision, a compliant victim of  
domestic violence, substance abuse) or they lack the behavior management skills to effectively 
manage the child’s behavioral and emotional problems . As such, a well-meaning caregiver may 
appear stressed and overwhelmed with parenting responsibilities. Significant support and skill 
development may be needed for these caregivers .

It is appropriate for the MDT to ask the non-offending caregiver about any significant limitations 
or concerns that they have with their parenting ability, mental health, financial issues, social 
support, etc . In cases in which a child experienced chronic trauma, the home environment is 
frequently unstable, chaotic, or neglectful . In order to support the child, it is vital to bolster the 
caregiver’s ability to care for the child . Conducting an assessment of  the family’s needs, as well as 
the child’s, is appropriate . These questions should be asked in a supportive and non-judgmental 
manner to reduce any possible defensiveness from the caregiver . 

TESTIFYING IN COURT – CHILDREN OF CHRONIC TRAUMA
Children experiencing complex trauma may be poorly regulated and have difficulty remembering 
coherent narratives of  a specific incident. Given that multiple and significant traumas have 
occurred, it is unreasonable to expect the child to provide well-organized details of  one 
specific incident. In addition, the potentially poor emotion regulation skills and post-traumatic 
stress may create a volatile situation in court if  the child is required to see, or otherwise confront, 
the perpetrator . Prosecutors may consider requesting remote/closed-circuit video testimony, if  
available, or implement other measures to shield the child from directly confronting the alleged 
perpetrator. It may also be helpful for the judge to consider the difficulty a child who has suffered 
chronic abuse may have in delivering a coherent narrative of  a discrete event, and to not view this 
as a potential sign of  a coached or false allegation .
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ADDITIONAL RESOURCES
The Resources section of  this manual contains links to continuing education webinars that 
would be helpful to all MDT members . It also includes several references to materials on 
complex trauma .
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OVERVIEW
Human Trafficking is a modern-day form of  slavery involving the illegal trade of  human beings 
for the purpose of  exploitation or commercial gain. The Trafficking Victims Protection Act 
(TVPA) of  2000 defines sex trafficking as “the recruitment, harboring, transportation, provision or 
obtaining of  a person for a commercial sex act .” 

While human trafficking takes place in every state across the nation, including cities, suburbs and 
rural communities, many victims of  human trafficking go unseen and unidentified. It is rare that 
victims come forward to seek help . Further, a complex web of  contributing factors perpetuate the 
commercial sexual exploitation of  children, including racism, poverty, gender-based violence and 
the criminalization of  youth . 

Children are trafficked both domestically (within the U.S.) and internationally. While there are 
risk factors that make some children more susceptible than others, any child can be a victim 
of  commercial sexual exploitation . It is important to remember that every minor engaged in 
commercial sex is a victim of  human trafficking. Human traffickers prey on individuals with little 
or no social safety net, including children who: 

• Are in the child welfare system . 

• Do not have a large social circle . 

• Have a history of  abuse or neglect . 

• Have a history of  running away from home . 

• Have an abundance of  school absences . 

Human traffickers use a variety of  strategies, including force, fraud and coercion to lure their 
victims and drive them into labor or commercial sexual exploitation . Such tactics include physical 
and sexual assault, witnessing other victims being assaulted, threats of  violence to the victim or the 
victim’s family, and psychological intimidation . 

The following are common pathways of  entry for children who are victims of  human trafficking: 

• Sold by parents .*

• Violence and force .

• Kidnapping .

• Seduction and coercion .

• False advertising for modeling, acting or dancing opportunities .

• Peer recruitment .

• Internet enticement through chat rooms or profile-sharing sites.

Working with Children Who Are Victims of  
Human Trafficking
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* Inportant Note:  There appears to be a greater awareness of  the form of  human trafficking that involves children 
being recruited and forced into prostitution by exploiters known as “pimps.” However, just as egregious are those 
cases that involve a child’s parent or caregiver selling the child in order to obtain drugs or money. MDT members need 
to be aware of  the various ways children are exploited through trafficking. 

Most victims of  human trafficking do not seek help because they feel guilt or shame about what 
others may think of  what has happened to them . In addition, they fear that no one will believe 
their story . MDT members must use a trauma-informed approach when working with children 
and youth who have been commercially sexually exploited or trafficked. This includes providing 
them with an empowering and safe space, and recognizing that they are victims, not 
criminals . 

WHAT CHILD ABUSE PROFESSIONALS SHOULD KNOW
As a child abuse professional and MDT member, it is important to recognize that cases involving 
human trafficking are not “typical” cases of  child sexual abuse. There are special considerations 
that should be taken into account when conducting interviews with these children . Sexually 
exploited children are trained to lie about their age, and sometimes their appearance and/or 
actions can contradict the information they provide in one-on-one communication . One should 
be sensitive to clues in behavior or appearance that could indicate a child is underage . Personal 
information such as age, name and date of  birth may change with each telling of  the abuse or the 
information provided by the child may contradict itself . Often the victim has no identification 
and is not in control of  their identification documents. Physical and sexual violence are 
the everyday reality of  many of  these children and may leave visible signs of  abuse such 
as unexplained bruises, black eyes, cuts or marks. In addition, they may exhibit behaviors 
such as fear, anxiety, depression, submission, tension, nervousness, hyper-vigilance and/or 
paranoia . 

MDT members must understand that a victim may not be able to provide accurate information 
regarding times, dates and addresses; however, this is not a tactic intended to mislead the 
investigation . Rather, it is due to the nature of  the life to which they have been subjected, including 
the specific techniques exploiters use to make it difficult for the victim to remember specific 
details . 

In addition, it is important to be aware of  the phenomenon of  “Stockholm Syndrome” 
or “trauma–bonding,” which is a psychological situation in which victims sympathize 
with their traffickers and have positive feelings toward them, sometimes to the point of  
defending them. Further, the victim will develop strong emotional ties with the trafficker despite 
being intermittently beaten, threatened, and intimidated. The victim’s feelings toward the trafficker 
are not rational considering the danger they are in, but they mistake any lack of  abuse for an act of  
kindness .

Below are issues to be aware of  and best practice recommendations for MDT members of  each 
discipline to consider when working with a child who is a victim of  human trafficking.
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the forensic interviewer

It is important for the forensic interviewer to understand that this is not a “typical” case of  child 
sexual abuse and it is unlikely that the traditional model of  forensic interviewing will work with this 
population. Most of  these victims are identified through the process of  an investigation and may 
not have made an outcry of  abuse or even self-identify as a victim during the first encounter. The 
interviewer may find that this type of  victim is more challenging to interview and have difficulty 
building rapport. Commercially sexually exploited or human trafficking victims are very well 
groomed by their exploiters and are likely to minimize the abuse and be inclined to protect the 
trafficker (see Stockholm Syndrome, above). Understanding this mindset and perspective will help 
the interviewer craft their questions so that they do not appear judgmental or apathetic .

The Rapport Stage of  the interview is critical for obtaining accurate information during the 
forensic interviews . Remember that because of  the extenuating circumstances surrounding these 
cases, the information initially received from the victim may change over the course of  multiple 
sessions . However, it is important to elicit as many details as possible that can be corroborated . 
It may be helpful for interviewers to coordinate with MDT members prior to the interview to 
develop a list of  topic areas to cover (e .g ., motels, locations, cell phones, Internet ads, emails, cars 
driven by the trafficker, how they were lured into the life, etc.).

As in all interviews, the forensic interviewer should be a neutral, non-judgmental party . When 
hearing the child’s responses, the interviewer should be mindful of  their own body language and 
careful not to react in a manner that makes the child feel uncomfortable . The interviewer must be 
aware that drug or alcohol use may have been used during their exploitation and this may hinder 
the victim’s ability to fully recollect all of  the aspects of  their experiences . 

the Law enforcement investigator

In addition to the information provided under “The Forensic Interviewer,” it is important to 
understand that traffickers often use law enforcement in their coercive schemes and threats when 
manipulating the victim . Many victims are told that law enforcement will not believe them and 
that they will go to jail for their actions . Recognizing those issues can help the investigator initially 
engage with the victim and in building rapport . 

The gender of  the law enforcement investigator is usually less of  an issue to the victim . It is 
important to recognize that female victims do not necessarily need a female law enforcement 
investigator in order to feel comfortable . It is more about the approach that the investigator takes 
and their comfort level on the topic . It is important not to use language that places blame 
or judgment on the child for the acts that they were forced to engage in by the trafficker 
because it will hinder the rapport process and reinforces what the trafficker told the victim 
would happen if  they tried to seek help . 
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the chiLD Protective services investigator

Many child victims of  trafficking have a history with the child welfare system and may be runaways. 
It will be important to consider this when placing victims in shelters to ensure their safety and 
to provide them needed services . CPS investigators should try to look at more than just what 
is written about the victim . If  they believe something needs further investigation, then they 
should follow those instincts and go above and beyond to get the young person connected to 
the support they need. Often, youth who are trafficked are simply identified as domestic violence 
victims . However, further investigation will reveal signs of  an exploitative relationship . There are 
many clues to look for, such as not having a steady place to stay, school truancy, random gifts 
and a “boyfriend” they may be reluctant to discuss in detail . Many victims came from unstable 
living environments prior to being trafficked. This should be strongly considered when family 
reunification is an option. 

the Prosecutor

When prosecutors have a one-on-one conversation with the victim, it is helpful to have someone 
else in the room who has an established relationship with the victim (e .g ., law enforcement or CPS 
investigator) . Prosecutors must understand that most victims do not provide the most accurate 
statements in the beginning of  the investigative process . This is normal and to be expected with 
trafficking victims; however, there are ways for prosecutors to explain the inconsistencies in 
court .* Prosecutors should avoid being judgmental and recognize that disclosure is a process, not 
a one-time event . It may take some distance from the exploitation in order for the victim to 
be able to testify against an exploiter . The prosecutor should be prepared to face a range of  
emotions from the victim, from trauma-bonding on one end of  the spectrum to disassociation on 
the other .

* Important Note: The Department of  Justice (DOJ) has a trafficking unit devoted to working with trafficking 
cases and would be a useful resource for those prosecutors who are unfamiliar with these cases or have never brought a 
trafficking case to trial. 

the famiLy aDvocate

When building rapport with the victim, it is important for the family advocate to keep in mind that 
most victims do not initially identify themselves as victims. Victims have specific and tangible needs 
that should be met in order to make them feel safe and in a better position to cooperate in the 
investigative process . The family advocate will play an important role in meeting these needs which  
may include: 

• A safe place to live (crisis and long-term housing) .

• Food . 

• A shower and clean clothing .

• Viable alternatives for employment/income .

• Transportation .

• Legal representation and/or advocacy support .
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• Medical care .

• Health education .

• Mental health services .

• Safety planning .

• Childcare and/or parenting skills .

the mentaL heaLth ProviDer

It is imperative that mental health services provided to these victims are evidence-based and 
trauma-focused. Prior to working with victims of  human trafficking, mental health providers 
should educate themselves on how trafficking works and determine the best avenue for treating 
this population . There is a lot to learn regarding the trafficking process and the hierarchy 
within the organization that exploits its victims. It is important to recognize that human 
trafficking victims are not “typical” clients and they should not be treated as such. 

In addition, it will not likely be helpful for the mental health provider to rely on a past diagnosis 
that was made when the child was younger . Listen to what the child has to say about their 
current life . Most victims will need immediate help to develop relaxation and coping skills in order 
to better address the trauma .

the meDicaL ProviDer

Medical providers should be familiar with the manipulation and dehumanization techniques 
exploiters use to control their victims . It is important to recognize that many victims of  
commercial sexual exploitation may have been raped multiple times a day . Many victims may have 
sexually transmitted diseases (STDs) and other medical conditions as a result of  their abuse that 
they will have to continue to live with . It is critical to be sensitive to these issues when conducting 
the medical evaluations and in providing follow-up information to the victim . 

Medical providers should be conscious of  how they ask invasive, but necessary, questions . For 
example, it may not be productive to ask a child who has been trafficked how many sexual partners 
they have had . A better question might be: “How many consensual sexual partners have you had?” In 
addition, it is important to look for scars, burns, mutilations, tattoos and infections which may be 
helpful in the criminal case . Other medical indicators are malnourishment, urinary tract infections, 
pelvic pain, or rectal trauma .
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WORKING WITH THE NON-OFFENDING CAREGIVERS
Many of  the victims of  domestic human trafficking tend to fall into one of  several categories, 
including:

• Runaways . 

• Children who do not have a stable home environment . 

• Prior victims of  sexual/physical abuse . 

• Children in the child welfare system . 

As a result, it is important when working with non-offending caregivers to ensure that the child is 
not being returned to a potentially dangerous environment or to those who initially trafficked the 
child .  

Most non-offending caregivers do not have an understanding of  what the child may have 
experienced . They need to be educated on the realities of  commercial sexual exploitation and 
domestic trafficking so they understand it in a larger perspective and do not see what has happened 
to their child as being the child’s choice . MDT members can help the caregiver recognize the 
risk factors that may have contributed to their child entering the commercial sex industry and 
understand that children do not willingly choose to be trafficked. Non-offending caregivers must 
understand that their child should never be blamed for what has happened to them . Even if  the 
child had a history of  running away, truancy, drug or alcohol abuse, or a prior history with child 
welfare or law enforcement, it is important that the caregiver not put the blame on the child upon 
their return . 

When working with the child and non-offending caregiver, MDT members should use language 
that conveys knowledge of  the issue and takes the blame off  of  the child . For example, the phrases 
“commercial sexual exploitation” and “the commercial sex industry” are appropriate terminology – 
the words “prostitute” or “prostitution” should never be used . It is important to help the caregiver 
develop communication skills with their child and to be very conscious of  the language they use . 

Trust is the most important factor for a child, especially if  they are going to be asked to speak 
about their trauma and the abuse they experienced . The child will be much more comfortable 
disclosing information if  MDT members are able to go into an interview and demonstrate an 
interest to getting to know the child as a person . MDT members may be able to learn some 
valuable information from the caregivers that will assist them in building rapport during the 
forensic interview and in subsequent conversations with the child . Knowing something about the 
child’s strengths and hobbies may help the MDT member establish a basis for trust, while putting 
the child at ease . The questions below are non-invasive and non-judgmental, and may help MDT 
members get to know the child through the caregiver . 

• What does your child enjoy doing? 

• What do you see them excelling in – art, sports, academics, etc .? 

• What is your child’s favorite subject in school? 

• What are some of  the personal goals your child has for their future? 
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• What is something you know your child is proud of? 

• What kinds of  support does your child have from their family, friends, and community?

In addition to the above, it would be good to get information on the child’s prior psycho-social 
history. Any information about how the child interacted with others prior to being trafficked would 
be helpful. It may provide the investigators and prosecutors an idea of  how the trafficker lured 
the victim and give the forensic interviewer areas of  focus for rapport building . It will also help 
the family advocate to know what has and has not worked in the past when planning intervention 
services .

TESTIFYING IN COURT – CHILD VICTIMS OF HUMAN 
TRAFFICKING 
Testifying in court can be very traumatic for the victim . It is critical to keep in mind that the victim 
may have been threatened and that the trafficker may know where the victim’s family lives. Ensure 
the victim has a support network and a safe place to live during and following this process . It is 
important that the trafficker not know the identity of  the victim until absolutely necessary in order 
to keep the victim from harm and to reassure them that they and their family will be kept safe if  
they testify in court . Equally important is ensuring the victim’s safety if  the exploiter is found not 
guilty .

Due to fear and intimidation, the court may have to make certain accommodations for the 
victim to testify in a setting where they do not have to see their trafficker. It would be helpful 
to the process if  an expert can inform the jury about commercial sexual exploitation/domestic 
trafficking, including why relapse is sometimes a part of  the process and the implications of  
Stockholm Syndrome and trauma bonds. Prosecutors should file motions in limine* (a motion 
made before the start of  the trial) on the following topics:

• Laying the foundation for expert testimony on human trafficking and commercial sexual 
exploitation .

• Child-friendly courtroom .

• Closed-circuit TV or other alternative presentation .

• Limited access to courtroom for potential gallery members (to avoid witness intimidation) .

• Language of  defense attorney (should be child-friendly) .

• Motion to bar consent defense (the defense that the child consented to the activity) .

• Motion to bar defense from arguing conduct of  victim to impeach character and credibility .

• Motion to set time limits on testimony without taking a break .

• Motion to limit how close defense attorney can get to the victim during cross-examination .

• Motion to allow certain types of  language (e .g ., if  the victim uses swear words or vulgarities 
to describe events) . The prosecutor should also explain the victim’s use of  graphic language 
during voir dire so that potential jury members are made aware . 
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• If  the defendant is pro se (advocating on his own behalf  before the court, rather than being 
represented by a lawyer), motion to appoint stand-by counsel to conduct cross-examination . 
If  this request is denied, then motion to limit areas of  cross-examination .

*Important Note:  Motion in limine is a pretrial request that certain testimony regarding evidence or 
information may be included or excluded in trial. The motion is always discussed outside the presence of  the 
jury and is always decided by a judge. 

Judges should be aware of  any Safe Harbor Laws and should know about special programs to 
which they can refer victims of  human trafficking. Even if  detention is the outcome, the victim will 
need mental health services (i .e ., trauma-informed, evidence-based therapy) to learn to deal with 
their exploitation . 

STATISTICS
• Each year, approximately 100,000 children are at risk of  being commercially sexually 

exploited .

• The average age of  recruitment for domestic sex trafficking networks in the United States is 
estimated at 12-14 years old .

• 70-90% of  sexually exploited children have a history of  child sexual abuse.



MDT RESOURCE GUIDE:  Children Who Are Victims of  Human Trafficking  63

COMMON TERMS USED IN HUMAN TRAFFICKING INDUSTRY

Term/Phrase Meaning
The Life or The Game The commercial sexual exploitation or the sex industry .

Automatic The victim’s routine when her pimp is out of  town, in jail, or 
otherwise not in direct contact with those he is prostituting  .

Bottom Bitch/Bottom Girl The head girl .
Breaking When the victim gives all of  their money to the pimp . 

Brothel/Bordello/Cathouse/
Whorehouse A large apartment or a house where sex is sold .

Caught a Case Pimp or prostituted person has been arrested and charged with a 
crime .

Choosing To choose another pimp .
Circuit (or Track) A set area known for prostitution activity
Daddy The victim’s own pimp (evoking images of  fatherhood) .
Dates/Johns/Tricks/Buyer Buyers of  commercial sex .

Escort Services
Organization operating via cell phone or Internet which sends a 
victim to a buyer’s location or arranges for the buyer to come to a 
location .

Exit Fee Money a pimp demands from a victim who is thinking about leaving .

Facilitator Any business or person allowing a trafficker/pimp to carry out 
exploitation .

Finesse Pimp Prides himself  in controlling others primarily through psychological 
manipulation .

Folks/Family The pimp or person for whom the victim works .
Gorilla Pimping A pimp who uses force to get a child .

Ho Line
A loose network of  inter-city or interstate communications between 
pimps, chiefly by phone, which are used to trade, buy and sell 
prostituted women and children .

In House Someone who works from inside a house .
Kiddie Stroll An area featuring prostituted children under 16, often much younger .
Out of  Pocket To look at or talk to another pimp .
P.I. In reference to another pimp .
Pimp Circle A group of  pimps surrounding a girl for purposes of  intimidation .

Pimps Up, Hos Down A reference to power and status or a rule of  standing in the street and 
not being allowed on the sidewalk .

Quota Set amount of  money a girl must make each night before she can 
come “home” .

Seasoned Girl Girl that works below the “bottom girl” in the organization .

Seasoning

Combination of  psychological manipulation that may include:  
intimidation; gang rape; sodomy; beating; deprivation of  food or 
sleep; isolation from family, friends, and other sources of  support; and 
threats of  holding hostage a victim’s children .

Continues
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Squad Cops .
Square Those who were never in “the life” .
Squaring Up To get out of  the game .
Stable A group of  women/girls under pimp control .
Stay in Pocket To play by the rules of  “the game” .

Survival Sex When a homeless youth trades a sex act with an adult in exchange for 
basic needs .

Track/Stroll A street location for commercial sex .
Trade-Up/Down; Buy/Sell To move a victim like merchandise .

Trafficker/Pimp Anyone who receives money or something of  value for the sexual 
exploitation of  another person .

Trick The act of  prostitution; also the person buying it .
Turnout Someone who recruits a child into the life .
Wife-in-Law A group of  girls who work for the same pimp .

ADDITIONAL RESOURCES:
The Resources section of  this manual contains information on local, state and federal contacts that 
are available to assist MDT members in working human trafficking cases. This section also includes 
links to continuing education training and other valuable resources . 
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CHILDREN WITH DISABILITIES (continued)
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CHILDREN WITH DISABILITIES (continued)
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CHILDREN WITH DISABILITIES (continued)
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CHILDREN WITH DISABILITIES (continued)
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PRESCHOOL AGED CHILDREN 

resources

Professionals are referred to the National Child Traumatic Stress Network website (http://www .nctsn .org/), 
which provides resources related to trauma . Child care resource centers and parenting centers offer classes 
related to young children . While these classes are targeted to parents or child care providers, they would 
provide a useful resource for cost-effective trainings for MDT providers . In addition to understanding the 
developmental stages of  preschool children, training on effects of  trauma for this age group is important . 
Check out resources in your community to access training on early childhood development to better 
understand the stages of  development and symptoms of  abuse in preschool children .

references

• Crain, William . Theories of  Development . Prentice Hall, 1999 .

• Forbes, Heather T ., and Post, B . Bryan . Beyond Consequences, Logic and Control . Beyond 
Consequences Institute, 2010.

• Gil, Eliana . The Healing Power of  Play . The Guilford Press, 1991 .

• Guerney, Louise F., Sniscak, Cynthia C., Sywulak, Andrea E. and Vanfleet, Rise. Child Centered Play 
Therapy. The Guilford Press, 2010 

• Norton, Carol and Norton, Byron . Reaching Children Through Play Therapy . Pendleton Clay 
Publishers, 2002.

• Project Ability:  Demystifying Disability in Child Abuse Interviewing. (2010) CARES Northwest

• Tobin, L . What Do You Do With A Child Like This: Inside the Lives of  Troubled Children . Whole 
Person Associates, 1991 .

• The National Child Traumatic Stress Network:  www .nctsn .org

.

.

.
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CHILDREN WITH CULTURAL CONSIDERATIONS

resources

• International Multicultural Institute: www .mciglobal .org .

• InFoPeople Project [http://www .infopeople .org/], supported by the U .S . Institute of  Museum and 
Library Services under the provisions of  the Library Services and Technology Act .

• National Center for Cultural Competence: www .nccc .georgtown .edu .

references
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Briere, C . Terry Hendrix, C . Jenny Teid (Eds .), The APSAC handbook on child maltreatment (2nd ed . 
pp . 472-486) . Thousand Oaks, CA:  Sage .

§	Aronson, Fontes Lisa . Child Abuse and Culture: Working With Diverse Families . The Guilford Press, 
2008.

§	 Lecca, Pedro, Quervalu, Nunes, Joao and Gonzales, Hector . Cultural Competency in Health & Human 
Services . Routledge, 1998 .

§	Kelly, N. (2002). “Customer Service in a Multiethnic Society.” InFo People Project. www.infopeople.org. 

§	 Silovsky, J.F., & Swisher, L.M. (2008). “Sexual development and sexual behavior problems.” Published in 
M .L . Wolraich, P . Dworkin, D . Drotar, & E . Perrin (Eds) Evidence and practice in developmental and 
behavioral pediatrics: A comprehensive textbook. Mosby, 2007. 

§	 Solomons, Jeremy (2013). Cultural Competence:  Embracing Diversity and Creating Inclusion Training 
Manual developed for Children’s Advocacy Centers™ of  Texas, Inc . 

CHILDREN WHO HAVE SUFFERED EXTREME TRAUMA

aDDitionaL resources for ProfessionaLs: 

Professionals are referred to the National Child Traumatic Stress Network website (www .nctsn .org) for 
resources related to various types of  traumatic events . These include handouts for caregivers, profession-
als, and others who work with these children . The handouts can answer multiple questions for caregivers 
about the impact of  the child’s trauma . They are printable at no charge and can be handed out to caregivers . 
(Handouts should not be used in place of  actual discussions with professionals) . In addition, a series of  
papers related to complex trauma are available for download from the website, which contain the current 
professional knowledge and recommendations on the topic .

resources for mDt continuing eDucation: 

The Learning Center for Child & Adolescent Trauma (http://learn .nctsn .org) has multiple speaker series 
available that provide presentations from leading authorities on various topics relevant to child trauma, 
including: culture and trauma, juvenile justice, sexual abuse, young children, services systems, and complex 
trauma. Within the complex trauma series, specific presentations are available related to neurobiology, 
treatment approaches, assessment, and family issues, among others . All individual presentations provide 1 .5 
hours of  CE credit .
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CHILDREN WHO HAVE SUFFERED EXTREME TRAUMA (continued)

research-BaseD resources: 

Two special editions of  the Juvenile & Family Court Journal (2006 volume 57, issue 1, and the 2008 volume 
59, issue 4) discuss various topics of  child trauma related to the court and child welfare systems . The articles 
were written by authorities in the field and cover various topics. Because the articles were written for the 
legal professionals, there may be much useful information for all MDT members to consider .

Also, various journal articles are available that discuss the issue of  complex trauma . In addition, a newly 
released book entitled, Treating Complex Traumatic Stress Disorders in Children & Adolescents, edited by 
Julian Ford and Christine Courtois, Guilford Press, addresses various issues related to child complex trauma .

CHILDREN WHO ARE VICTIMS OF HUMAN TRAFFICKING

resources for continuing eDucation: 

• The Department of  Homeland Security offers related trainings at www .dhs .gov/bluecampaign .

• Girls Educational and Mentoring Services (www .gems-girls .org) offers the following trainings:

• Understanding the Commercial Sexual Exploitation of  Children (CSEC)

• GEMS’ Victim, Survivor, Leader™ (VSL™) Curriculum

• GEMS’ Outreach Curriculum

• GEMS’ Youth Leadership Curriculum

• Very Young Girls Documentary

• Making of  a Girl Film, http://youtube/ZvnRYte3PAk 

• Girls Like Us, by Rachel Lloyd

• From Victim to Survivor, From Survivor to Leader (white paper by Rachel Lloyd)

• Trauma and Recovery (by Judith Herman, M .D .)

• Shattered Hearts by Breaking Free

• Identifying Resiliency Factors in Commercially Sexually Exploited and Trafficked Youth: A 
Qualitative Study (by Pamela Guthrie, M .A ., M .S .)

non-Profit/non-governmentaL resources

• Child Exploitation and Obscenity Section (CEOS): http://www .justice .gov/criminal/ceos/ 

• Human Trafficking Prosecution Unit: http://www.justice.gov/crt/about/crm/htpu.php 

• National Center for Missing and Exploited Children – Child Sex Trafficking Team, http://www.
missingkids.com/, 1-800-THE-LOST or 1-800-843-5678.
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CHILDREN WHO ARE VICTIMS OF HUMAN TRAFFICKING 
(continued)

• Office For Victims of  Crime: http://www.ovc.gov/help/index.html 

• Polaris Project: http://www .polarisproject .org/ , 1-888-373-7888

• Shared Hope International: http://sharedhope .org/

LocaL resources

Several locations throughout the state of  Texas have human trafficking task forces and service providers 
willing to assist victims of  human trafficking. Contact the Office of  the Attorney General and the Texas 
Human Trafficking Prevention Task Force for assistance. 

state resources

• Texas Office of  the Attorney General: www.oag.state.tx.us/

• Texas Department of  Family and Protective Services: www .dfps .state .tx .us/

• Texas Department of  State Health Services: www .dshs .state .tx .us/

• National Center for Missing & Exploited Children Texas Regional Office  tx.missingkids.com:

feDeraL resources

• Department of  Homeland Security*:

• Immigration and Customs Enforcement (ICE) Homeland Security Investigations (HSI) 
Human Trafficking Unit: www.ice.gov/human-trafficking/ 

• Human Trafficking Awareness Training: www.dhs.gov/human-trafficking-awareness-
training 

• Law Enforcement Resources: www .dhs .gov/law-enforcement-resources 

• Blue Campaign: www .dhs .gov/bluecampaign 

• U .S . Citizenship and Immigration Services (USCIS): www .uscis .gov/portal/site/uscis 

• The Office for State and Local Law Enforcement (OSLLE): www.dhs.gov/office-state-
and-local-law-enforcement 

• Department of  Justice: 

• Child Exploitation and Obscenity Section (CEOS): www .justice .gov/criminal/ceos/ 

• Human Trafficking Prosecution Unit: www.justice.gov/crt/about/crm/htpu.php 

• Office for Victims of  Crime: www.ovc.gov/help/index.html 
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CHILDREN WHO ARE VICTIMS OF HUMAN TRAFFICKING 
(continued) 

• Department of  Health and Human Services:

• Office of  Refugee Resettlement (ORR) Anti-Trafficking in Persons (ATIP):  www.acf.hhs.
gov/programs/orr/programs/anti-trafficking

* Important Note:  Homeland Security Investigations (HSI) Human Trafficking Unit is one of  the main federal 
agencies working to combat human trafficking and will work with other federal, state, and local agencies to help victims 
worldwide. The agency’s forensic interview specialists are available for consultations and should be considered a resource 
for all MDTs working human trafficking cases. They are part of  the HSI Victim Assistance Program and work hand 
in hand with HSI Special Agents investigating human trafficking cases.

references

Dutton, D .G and Painter, S .L . (1981) “Traumatic Bonding: the development of  emotional attachments in 
battered women and other relationships of  intermittent abuse .” Victimology:  An International Journal, 1(4), 
pp . 139–155
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MDT Working Protocols Considerations
The Multi-Session Forensic Interview (MSFI) process is designed for interviewing children with 
special considerations or those who are involved in unique cases (e .g ., the populations of  children 
covered in the MDT Resource Guide) . The process will allow the child’s statement to be taken in 
a non-suggestive and non-leading way, but without the constraints of  the traditional one-session 
forensic interview format . 

The MSFI is an important tool that the MDT may use for the small percentage of  children who 
may benefit from it. However, CACs and MDTs must ensure that the process is appropriately 
addressed in their working protocols . Below are several issues to consider in this process .

TEXAS STANDARD REGARDING THE MSFI
The Texas Standard for Children’s Advocacy Centers – Forensic Interviews explains the requirements that 
CACs/MDTS should consider when incorporating the MSFI process into their current working 
protocols. Below is the excerpt that specifically addresses the MSFI.

texas stanDarDs for chiLDren’s aDvocacy centers – forensic  interviews*: 
essentiaL comPonent f:

The CAC/MDT’s written documents include the process for a child receiving a multi-session 
forensic interview or a subsequent interview for a single case . 

Researchers have agreed that disclosure of  child abuse or of  witnessed violence is a process . Some 
children will need more than one opportunity to tell what has happened to them or what they 
witnessed . A multi-session forensic interview is one forensic interview completed over multiple 
sessions for children and cases with special considerations . CAC/MDT’s written documents 
should address how the decision is made for a child to receive a multi-session forensic interview, 
including the process for scheduling the interview and who will conduct the interview .

The CAC/MDT’s written documents should also address the process for when a child receives 
a subsequent forensic interview . A subsequent forensic interview is an interview to supplement 
the initial completed forensic interview, which may be necessary when new information or 
new evidence is discovered, or when a child recants . If  subsequent forensic interviews are to 
be conducted, the written documents should include how the decision is made for a child to 
participate in a subsequent interview, the process for scheduling the interview, and who will 
conduct the interview . 

*Important Note: In addition to this one section, the CAC and  MDT should review the entire Forensic Interview 
standard to ensure compliance regarding the working protocols.

Protocols/Samples
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FORENSIC INTERVIEW DEFINITIONS
When developing or revising the working protocols to include the MSFI process, it will help to 
keep the following definitions in mind:

• A Forensic Interview of  a child is a developmentally sensitive and legally sound method of  
gathering factual information regarding allegations of  abuse and/or exposure to violence . 
This interview is conducted by a competently trained, neutral professional utilizing research 
and practice-informed techniques as part of  a larger investigative process .

• A Subsequent Forensic Interview is an interview to supplement the initial completed 
interview .

• A Multi-Session Forensic Interview is one forensic interview over multiple sessions that 
may be used for children and cases with special considerations .

• The Case Team consists of  the Forensic Interviewer and CPS and Law Enforcement 
investigators assigned to the case . Some CACs may also add the Family Advocate and 
Prosecutor to the Case Team .

ISSUES TO CONSIDER
The MSFI process involves multiple sessions of  one forensic interview, which requires 
communication with and coordination of  not only the Case Team but also the child’s family/non-
offending caregiver . When integrating the MSFI interview as an option in the working protocols, 
the CAC and MDT should consider the following questions:

• Which types of  forensic interviews will be utilized by the CAC/MDT?

• Who can conduct MSFIs for the MDT?

• Who are the designated members of  the “Case Team”?

• Who decides which type of  interview (i .e ., traditional FI or MSFI) a child will receive? Does 
the decision have to be a unanimous Case Team decision (recommended best practice)? 

• How will the MSFI be scheduled? Will the CAC schedule the first two sessions before the 
family arrives or only one session at a time? Will the CAC provide appointment cards or 
reminder calls for families whose children receive a MSFI? How will the CAC and case team 
accommodate the family’s schedule?

• What is the role of  the family advocate throughout the MSFI process?

• What is the process for the pre- and post-session staffings after each session of  the MSFI and 
what type of  information will be shared?

• Who all will observe the interview and each successive session? (Important note: As with the 
traditional forensic interview, at least one member of  the Case Team should be present in the 
observation room during each MSFI session . No MSFI session should be conducted without 
one member of  the Case Team present .) 
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• What type of  two-way communication will the CAC/MDT utilize between the interviewer 
and the case team? 

• Will each MSFI session be recorded on its own DVD or will all sessions be recorded on one 
DVD?

• Will cases involving an MSFI be reviewed at Case Review/Staffing meetings prior to the final 
session of  the interview? 

• Under what conditions will the CAC provide comfort items to the child involved in a MSFI?

• The Work Products (anatomical, map, and event drawings, etc .) and all recorded interview 
sessions should be retained in a secure location by the interviewer until the conclusion of  the 
MSFI . Where will these materials be stored? Who can have access to them while they are in 
the custody of  the forensic interviewer?

• How will the CAC handle medical, mental health, and other referrals when a child receives a 
MSFI? 

The following questions pertain to the interactions with the family/non-offending caregiver(s):

• Prior to coming to the CAC for the first time, what information will be communicated to 
the caregiver about the interview and the number of  times their child will be talked to? (At a 
minimum, CACs should explain that the MSFI will better meet the needs of  their child .)

• After the first MSFI session, what information will be communicated to the caregiver 
regarding the interview? Will the CAC provide the caregiver any materials to aid them during 
the MSFI process?

• Prior to successive sessions, it is best practice is for the interviewer and the Case Team to 
meet with the caregiver to learn about and discuss anything that has happened since the 
previous MSFI session . What is the process regarding communication with the caregiver at 
this time?

• At the conclusion of  the MSFI, what information will be communicated to the caregiver 
regarding the outcome of  the interview? 

In addition to the above questions, CACs and MDTs should determine if  the CAC will utilize the 
MSFI process for courtesy interviews . If  so, it will need to determine the process for ensuring that 
the courtesy Case Team (including the District Attorney) are familiar with and approve of  the MSFI 
process .
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Best Practice Recommendations for CAC Intake 
 Paperwork 

INTERVIEW DOCUMENTATION 
The Multi-Session Forensic Interview (MSFI) is one interview spread out over multiple sessions 
to meet the unique needs of  special populations of  children and cases . As such, the CAC should 
document which type of  interview a child is receiving – a traditional one-session forensic interview 
or a MSFI .

interview referraL/intake PaPerwork 

Best practice recommendation is for CACs to utilize a referral form or “request for interview” 
form that the team member or CAC staff  completes to schedule an interview . The following is a 
sample format that CACs may consider incorporating into their current processes .

samPLe intake format:

Child Assigned to:     
Investigative Team Staffing Date:     
Investigative Team Members:      
Type of  Interview:    
   Traditional FI   
   Multi-Session FI  Indicator:  □ Disability  □ Preschooler  □ Extreme Trauma 
       □ Cultural  □ Trafficked  □ Other ____________ 
   Subsequent FI   

interview Documentation

Upon completion of  a forensic interview, it is best practice for CACs to have CPS and Law 
Enforcement Investigators sign a form stating that they have taken possession of  the video 
recorded interview . 

The following is an example of  how a CAC’s “transfer of  possession” form can be revised to 
include and document a MSFI interview .

Type of  Interview:   
   Traditional FI  
   Multi-Session FI Number of  Sessions: ____ Number of  DVDs: ____ 
   Subsequent FI  
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RECORD RETENTION CONSIDERATIONS
The use of  Multi-Session Forensic Interviews (MSFIs) may necessitate revisions to the CAC’s 
Records Retention Policy, which must be approved by the organization’s Board . This is an 
especially important consideration for centers that do not keep copies of  forensic interviews on 
site . For those CACs that choose to maintain copies of  the forensic interview, the current policy 
may be sufficient; however, the following considerations should be reviewed in making that 
determination . 

work ProDucts

Work Products are any anatomical, event or map drawings created in the process of  a forensic 
interview (FI), regardless of  whether a traditional FI or a MSFI was conducted . It is recommended 
that all work products utilized or produced in any MSFI session should be retained in a secure 
location by the interviewer until the conclusion of  the MSFI . Once the interview is concluded, the 
recordings and MSFI work products will be turned over to the investigators .

It is important to document all work products at the end of  each session . This can be 
accomplished by:

• Scanning the documents at the end of  each session to show what they look like; or

• Making a color copy . 

If  the work product is utilized again in a successive session, it is best practice for the interviewer or 
child to use a different colored marker than the one used in the previous session . At the end of  the 
successive session, the interviewer should again document the work product by scanning or making 
color copies . 

Each drawing made during the interview should include the following information:

• Child’s name .

• Interviewer’s name .

• Date of  the interview session .

• Start and end times of  the interview session .

Questions to consiDer

• Will the work products and recorded MSFI sessions remain in the interviewer’s custody until 
the conclusion of  the MSFI (recommended best practice)? 

• When a MSFI is still in progress, where will the work products and recorded MSFI sessions 
be stored until the conclusion of  the MSFI?

• Who can have access to the work products and recorded MSFI sessions before the conclusion 
of  the MSFI?

• Will the MSFI sessions be video recorded on one DVD or multiple DVDs?
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NON-OFFENDING CAREGIVER INFORMATION
Because of  the unique nature of  Multi-Session Forensic Interviews (MSFIs), CACs may need to 
further explain the process to family members/non-offending caregivers to help them understand 
why the interview will take more than one session . It is also important for them to understand 
how their child may react after each session and how to handle communications with their child in 
between sessions . 

The following sample may be used with families and non-offending caregivers to educate them on 
the forensic interview and provide them guidance on interacting with their child throughout the 
process .

famiLy/caregiver information

[NAME OF CAC] will be conducting a Multi-Session Forensic Interview (MSFI) with your child 
that may take several sessions to complete . Our staff  and the Child Protective Services and Law 
Enforcement Investigators assigned to this case want to ensure that your child has the time they 
need to complete their statement . Our goal in using the MSFI process is to allow the forensic 
interviewer to slow down the interview to meet your child’s needs . We will make every effort to 
minimize the number of  interview sessions your child has to complete . 

Your child’s next interview appointment is scheduled for:

Day Month Date Time

Below is some information about the MSFI process that you may find helpful. The last section 
entitled, “What should I say to my child between interview sessions?” is very important and we ask 
that you review it so that we can discuss any questions or concerns you may have . 

why Does my chiLD neeD a forensic interview?

• If  anything has happened to your child or your child has witnessed an event, the environment 
provided by the CAC and the interviewer will be a safe place for your child to explain what 
happened in their own words . 

• A forensic interviewer will conduct the interview and is specially trained to understand a 
child’s language and assess their development . The interviewer is also trained to ask questions 
in a non-leading manner . 

• Interviews are only conducted for CPS and Law Enforcement agencies, and occasionally the 
District Attorney’s Office. These agencies will follow up on any investigative needs after the 
interview . 

what DiD my chiLD say in the forensic interview?

The CPS and Law Enforcement Investigators assigned to your child’s case will determine what 
information can be shared and when they can discuss it with you . Please understand that each 
agency has complex requirements that determine how each investigation is handled .
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how wiLL my chiLD act after the interview sessions?

• It is normal for your child to be anxious before and after the interview sessions . Try to remain 
calm and reassuring when discussing your child’s feelings with them . If  you display behaviors 
such as crying or shouting in your child’s presence, it will only increase their fears or worries .

• After the interview sessions, your child may be unusually quiet . Continue to provide 
reassurance as you allow them to express their feelings . Reinforce to them that you realize it 
took a lot of  courage for them to talk about what happened and that it was the right thing to 
do .

what shouLD i say to my chiLD Between interview sessions?

• It is important that you not ask your child any questions about what they said . If  they share 
something with you on their own, simply listen . You can listen compassionately and non-
judgmentally and use responses such as, “I see,” “yes,” and “I’m sure that was hard for you .”

• Be careful not to interrogate your child after the interview . A simple question such as, “Do 
you feel sad right now?” or “Do you feel glad?” is appropriate . However, questions such as, 
“Did the policeman tell you he was going to put that bad person in jail?” is not appropriate . 

• Try not to react to what your child says, as children are sensitive to their parent’s reactions . 
If  you become upset, your child may feel responsible and be less willing to continue the 
interview process . 

• If  your child talks to you and discloses information about being abused, support your child 
and explain to them that it is not their fault . It is important that they know they did nothing 
wrong .

• When you return for the next interview session, it is important for you to share any new 
information you may have learned since the last session with the interviewer and CPS and 
Law Enforcement Investigators .
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