
  

CHILD ABUSE REPORTING PROCEDURES 
 
 
 

REASON FOR INVESTIGATION 
 

The Grand Jury received a citizen’s complaint concerning the possible mishandling of a 
Suspected Child Abuse Report (SCAR) by the Nevada County Child Protective Services 
(CPS).  The Grand Jury conducted an investigation into practices and procedures 
followed in suspected child abuse cases by Nevada County agencies charged with 
protecting our children.  
 
 

PROCEDURE FOLLOWED 
 

The Grand Jury reviewed files pertaining to two child abuse cases, one of which was the 
basis for the citizen’s complaint, and court transcripts of one case.  California Penal 
Code Sections 11164-11174.4, and Child Welfare Services Program Intake Chapter 31-
101 and 105 were reviewed, along with CPS activity sheets and police logs.  The 
complainant was interviewed.  Employees of CPS, the Grass Valley Police Department, 
Nevada City Police Department, Truckee Police Department, and Nevada County 
Sheriff’s Department were interviewed, along with the District Attorney. 

 
 

LEGAL FRAMEWORK 
 

• Certain individuals and employees are mandated by law to report any instance of 
suspected child abuse to a designated agency. A “mandated reporter”, as defined in 
California Penal Code Section 11165.7, includes, among others:  an administrative 
officer or supervisor of child welfare, a social worker, a physician, a police officer, 
a teacher, a licensed nurse, and a licensed day care provider. 

 
• California Penal Code Section 11165.9, states: “Reports of suspected child abuse or 

neglect shall be made by mandated reporters to any police department or sheriff’s 
department, county probation department, if designated by the county to receive 
mandated reports, or the county welfare department.  Any of those agencies shall 
accept a report of suspected child abuse or neglect. . . .”  

 
• California Penal Code Section 11166(a) states: “A mandated reporter shall make a 

report to an agency whenever the mandated reporter, in his or her professional 
capacity or within the scope of his or her employment, has knowledge of or 
observes a child whom the mandated reporter knows or reasonably suspects has 
been the victim of child abuse or neglect.  The mandated reporter shall make a 
report to the agency immediately or as soon as is practicably possible by telephone, 
and the mandated reporter shall prepare and send a written report thereof within 36 
hours of receiving the information concerning the incident.” 



  

 
• California Penal Code Section 11165.9(3)(b) states:  “Any mandated reporter who 

fails to report an incident of known or reasonably suspected child abuse or neglect 
as required by this section is guilty of a misdemeanor punishable by up to six 
months confinement in a county jail or by a fine of one thousand dollars ($1,000) or 
by both that fine and punishment.”  

 
• California Penal Code Section 11166(h) states:  “A county probation or welfare 

department shall immediately, or as soon as practically possible, report, by 
telephone, fax, or electronic transmission to the law enforcement agency having 
jurisdiction over the case, to the agency given the responsibility for investigation of 
cases under Section 300 of the Welfare and Institutions Code, and to the district 
attorney’s office every known or suspected instance of child abuse or neglect . . ..”   

 
 

FINDINGS 
 
1. The Grand Jury found that while there are legal definitions and written procedures 

regarding reporting of suspected child abuse cases, there are misunderstandings 
and failures to follow proper procedures. 

 
a. Until the Grand Jury investigation got underway, local CPS officials took the 

position that since they were one of the agencies to whom others reported 
suspected child abuse, they themselves were not also mandated reporters.  
Therefore, they were not obligated to adhere to the same reporting 
requirements as other designated reporters.  In fact, CPS is a mandated reporter. 

 
b. For the last two years and up until March of 2003, CPS sent suspected child 

abuse reports in batches to one police department, resulting in some reports 
reaching the department as much as three weeks (and up to six weeks in one 
case) after the alleged incidents.  

 
c. Some law enforcement agencies confirmed they conduct their own, separate 

investigations before contacting CPS staff and relating their findings.  This 
occurred even though the law enforcement agencies understood that they were 
mandated reporters. 

 
d. One police department was aware that CPS was failing to send SCAR forms to 

them in a timely manner for the last two years.  No action was taken to 
communicate their concern to CPS or to insist upon timely cross-reporting of 
these cases. 

 
2. There were three serious cases of child abuse in the county during the last several 

years.  However, the Grand Jury was only able to access the information 
concerning two cases. 

 



  

a. All cases involved escalating child abuse with one child dying of injuries and 
another one suffering irreparable brain damage. 
  

b. In the fatality case, both a licensed child-care provider and a physician failed to 
file a report alleging abuse of a three-year-old child to officials.  Within 
months, the child was subjected to further, more serious abuse, and died of 
those injuries. 

 
c. In another case of child abuse, CPS did not report the initial suspected child 

abuse hospital referral to the appropriate law enforcement agency until two 
weeks later, after the second, more serious incident occurred.  The initial report 
by CPS was in the process of being prepared, when the second referral was 
made to CPS. 

 
d. At the time of the initial report to CPS as outlined in 2.c above, a hospital 

report prepared by an emergency room nurse indicated the fracture in the 
infant’s arm was not “spiral.”  However, a doctor’s report prepared the 
following day stated that it was clearly a “spiral fracture.”  CPS records do not 
show when or whether staff had obtained or understood the implications of that 
report.  According to some interviewees, a spiral fracture is a sign of child 
abuse.  UC Davis Medical Center personnel later confirmed this to the case 
investigators.  
 

e. Two weeks later the child, referred to in 2c above, suffered permanent brain 
damage.  According to CPS staff and local law enforcement officials, staff at 
UC Davis Medical Center felt that all local officials, including city and county 
agencies and the local hospital personnel, mishandled the first incident.  This 
included a failure to identify clear evidence of previous, multiple injuries to the 
infant from earlier abuse that took place over a period of time. 

 
f. State reporting requirements identify the types of information that are to be 

obtained in the course of an investigation.  Such information includes a check 
of the family’s background to determine whether there is a history of abuse or 
neglect, alleged or unfounded, in the system.  In this case, there was 
information about the family already in the system.  The failure of the agencies 
to cross-report the alleged abuse, prevented CPS staff from learning that the 
family did have a history, something that would have raised red flags 
concerning the family’s ability to care for its children. 

 
g. Conflicting information from the hospital, CPS and the law enforcement 

agency regarding dates, times, types of injuries sustained, and sequence of 
events was found throughout this case file.  CPS officials acknowledged that 
while their internal system of reporting case investigation activities works for 
them, they are unable to provide the Grand Jury with a log that documents 
when calls concerning suspected abuse are received or when reports of those 
calls are forwarded to law enforcement agencies.  Further, there is no system in 
place that enables the Grand Jury to determine when staff received medical 



  

reports or what activities, if any, were undertaken to obtain all related reports in 
a timely fashion.  In one of the two cases reviewed, medical reports prepared 
one day apart for the first incident of suspected abuse provide conflicting 
information concerning the nature of the injuries.  Additionally, law 
enforcement and CPS officials disagreed as to whether certain reported injuries 
are always, or only sometimes, associated with child abuse. 

 
h. Several mandated reporters failed to refer a suspected child abuse incident to 

CPS or a law enforcement agency.  A second incident involving the same child 
then occurred and, again, mandated reporters failed to make a SCAR referral to 
CPS or law enforcement.  As a result of the second incident, the child died.  
The physician who earlier treated the child amended the report, after the child’s 
death, to reflect that the doctor had previously counseled the mother about the 
textbook child abuse injuries sustained by the child and the need to keep the 
child away from the boyfriend.  The licensed daycare provider, who 
acknowledged having status as a mandated reporter, testified at trial that 
perhaps the earlier abuse should have been reported.  The District Attorney’s 
office made a decision not to prosecute the mandatory reporters in this case. 

 
i. The individual convicted of the crime had been suspected of a prior charge of 

child abuse.  Interviewees stated that, if the mandated reporters had notified a 
law enforcement agency, that information would have been revealed and 
intervention for this family could have been provided. 

 
3. Following is a table showing the frequency of child abuse referrals to Nevada 

County CPS, as taken from the Child Welfare System/Case Management System 
and emergency response data. 
 
Year Physical Abuse General Neglect Combined Total 
1998 395 575 970 
1999 394 442 836 
2000 392 695 1067 
2001 382 1035 1417 
2002 447 1058 1505 

 
4. Nevada County has a multi-disciplinary team (MDT) in place that reviews policies 

and procedures and actions taken related to reports of alleged abuse, including 
those involving children.  However, following the two cases reported herein, no 
action has been taken to bring concerns about these incidents to the members of the 
MDT.  Further, it was reported to the Grand Jury that attendance at the MDT 
meetings is not mandatory and meetings frequently are sparsely attended.  

 
5. In all agencies in which interviews occurred, budget and staffing issues were the 

reasons given for why cracks in the child abuse prevention system are not being 
repaired or are simply overlooked.  No agency identified itself as being the agency 
accountable for ensuring that mandatory reporters understand and adhere to legal 
reporting requirements.  



  

 
6. The law enforcement community has access to both the California Law 

Enforcement Tracking System (CLETS), and the Department of Justice Central 
Index, databases of criminal history.  Child Protective Services staff has access to a 
Child Welfare System/Case Management System database in which names of 
families may be entered any time an investigation is conducted concerning abuse, 
even if no conviction results.  CPS has limited access to the law enforcement 
CLETS if a child has been detained, or if they are looking at whether a child’s 
relative would be an appropriate person with whom to place that child.  In the 
event the child is not detained, however, as in at least one of the cases researched, 
CPS has not routinely forwarded the SCAR form to the appropriate law 
enforcement agency for their own search of the criminal database systems.  Thus, 
potential flags concerning a family’s history of abuse were not found until further, 
more serious abuse occurred, resulting in a criminal investigation by law 
enforcement officials, and irreparable injuries to the child. 

 
7.  Law enforcement personnel are provided regular, mandated training through the 

California Police Officers Standards and Training programs.  CPS staff is provided 
40-80 hours of training every year, at a cost of about $25,000.  Training covers a 
variety of mandated subject areas including the detection and diagnosis of child 
abuse.  Although they are independently trained to detect and diagnose signs of 
child abuse, both law enforcement officials and CPS rely on information obtained 
by medical professionals to determine whether abuse has occurred.  For example, 
one official indicated that even if a bone was found to be sticking out of the child’s 
arm and it appeared to be broken, if the medical professional reported that it was 
“internal injuries,” that is what the investigator would put in the final report.  
However, as shown in the two cases reviewed, medical professionals erred either in 
their initial statement of injuries sustained or in their ability to provide accurate and 
complete information in a timely manner. 

 
8.  Job descriptions developed for the social worker series used by CPS identify 

different levels of classification for positions (I, II, III, and IV) based on the 
required knowledge, degree of task difficulty, and type of tasks assigned.  CPS 
assigns social workers at all levels to handle cases such as suspected child abuse on 
a rotational on-call basis.  The justification given for doing this is that the 
supervisor closely monitors the cases and each social worker at all times.  Minimal 
requirements for appointment to a social worker position include a specified 
number of college credits in related classes such as social work, plus experience as 
a homemaker or office assistant.  Once appointed to the general social worker 
classification, staff moves up in level of appointment from I to II to III, based on a 
period of time in the job.  The IV level is the only one which requires possession of 
a college degree.  The social worker first assigned to investigate the suspected 
abuse case that involved the “spiral fracture” is classified at the II level.  The 
second social worker assigned, following the escalating abuse and irreparable 
injuries to the child, is classified at the III level. 

 



  

9. Neither CPS officials nor law enforcement officials in the cases reviewed filed 
complaints with the District Attorney’s office seeking prosecution of the 
mandatory reporters who failed in their obligation to protect these children by 
meeting either initial or cross-reporting requirements. 

 
 

CONCLUSIONS 
 

Clearly, our local agencies failed to protect the children in the cases reviewed by the Grand 
Jury. 

If practiced in a collaborative setting, California’s legislative framework provides an 
effective system to protect children and infants.  The dramatic increase of reported cases 
suggests that a system for quickly evaluating and sharing information about suspected abuse 
cases must be implemented.  Only a results-oriented partnership between agencies focusing 
on the protection of our children can prevent further incidents like these from occurring. 

Agencies must stop trying to justify their failure to protect children with the excuse they lack 
staff and funding.  They must find and develop solutions.  They must accept responsibility 
for each and every incident in which a child is further abused and for every mandated 
reporter who fails to act responsibly to protect our children. 

Possible solutions must not be discounted because these might result in more work for 
existing staff or because of legal limits on the cross-sharing of some types of information. 

CPS and law enforcement agencies must take a more aggressive approach when presented 
with a SCAR referral.  If all of the agencies involved in the cases reviewed had been given 
information - and shared it - sooner, the chances are strong that these children would not 
have been subject to an escalation of abuse that led to irreparable injuries and death. 

All technological resources must be explored to provide communication between agencies 
and reporters with regard to child abuse cases.  Consistent, ongoing training of agencies and 
reporters must be implemented.  All of our government agencies must work to ensure that 
our children do not continue to “fall through the cracks” and become victimized by failures 
of the system created to protect them. 
 
 

RECOMMENDATIONS 
 

1. All county and city officials should take responsibility to ensure that their personnel is 
trained to swiftly and thoroughly investigate incidents of alleged child abuse (whether 
suspected, founded or unfounded). 

 
2. All mandated agencies should maintain an easily accessed database of logs and records 

that identify the receipt of, and attempts made to obtain and include, all relevant medical, 
criminal or family history, and investigative records in their child abuse cross-reference 
files. 



  

 
3. All mandated agencies, CPS staff, and law enforcement investigators should at all times 

utilize cross-reporting and cross-investigation procedures to better assist in the 
investigation of cases. 

 
4. In keeping with legal reporting requirements, all reporters must inform both CPS and the 

appropriate law enforcement agency of a suspected case of child abuse/neglect in the 
manner prescribed, and as soon as possible.  CPS and the law enforcement agencies must 
then deliver a copy of a completed SCAR form to the counterpart agency and the District 
Attorney’s office in the time frame provided by law. 

 
5. All mandated agencies and reporters within Nevada County should be required to file 

complaints with the District Attorney’s office to seek prosecution of any mandated 
reporter who fails to report an alleged or suspected case of child abuse.  Reporters and 
their agencies should be put on notice that those who fail to report possible child abuse to 
other mandated agencies in a timely manner are in violation of the law and a 
misdemeanor complaint could be filed with the District Attorney’s office. 

 
6. All persons hired in Nevada County into positions designated as mandated reporters 

whether as child care providers, medical personnel, teachers, CPS staff, law 
enforcement agents, or others should receive written notification of their obligations 
for reporting suspected cases of child abuse, and of the penalties for their failure to 
do so.  The County of Nevada should take the leadership role in ensuring that this is 
done.  

 
7. The County of Nevada, and its incorporated cities, should develop and implement a 

training program (with the assistance of medical personnel) to educate all mandated 
reporters within the county concerning the physical injuries or signs and family 
behaviors typically associated with the abuse of children. 

 
8. Given the County’s budget constraints, CPS should consider utilizing local college 

students majoring in sociology or child psychology for office internships to supplement 
and assist regular staff. 

 
 

REQUIRED RESPONSES 
 

Board of Supervisors – by September 26, 2003 
Nevada County Sheriff – by August 27, 2003 
City Council of Grass Valley – by September 26, 2003 
City Council of Nevada City – by September 26, 2003 
Truckee Town Council – by September 26, 2003 
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