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I
Then imagine that the person you told believes 

you and tells you they know just the right people 
to talk to about this.

Imagine your courage continuing as you go to 
a safe place, where there are people who continue 
to believe you, and they will help you and your 
family through the entire process of your healing. 
This safe place is a Child Advocacy Center, and 
South Dakota has five. In Pierre, South Dakota, 
Avera St. Mary’s Hospital houses the Central 
South Dakota Child Assessment Center, a non-
profit agency that is an accredited Child Advo-
cacy Center.

According to the South Dakota Children’s 2015 
report prepared by the Child Welfare League of 
America, South Dakota had 15,679 total refer-
rals for child abuse and neglect. Of those, 2,676 
reports were referred for investigation and 984 
were substantiated. Of the children substantiated 
as victims, 91.8 percent were neglected, 14.3 per-
cent were physically abused and 5.3 percent were 
sexually abused.

Child abuse occurs at every socioeconomic 
level, across ethnic and cultural lines, within all 
religions and at all levels of education. Accord-
ing to national statistics, a report of child abuse is 

made every 10 seconds. So when the worst of the 
worst may be happening to children in our com-
munities, people must recognize the appropriate 
response.

HISTORY
The definition of “appropriate response” has 
changed over the years. Ten or 20 years ago, if 
a child disclosed abuse, he or she might have to 
talk about it to several different people at several 
different places, telling the details over and over 
again — a process that in itself was traumatizing. 
Different people asked different questions, some-
times in a leading manner or in ways that were 
not age-appropriate, resulting in cases against 
abusers that could fall apart easily. Mental health 
services for traumatized children were few and 
far between. It was difficult for children to heal 
and recover from what they had experienced or 
witnessed.

Decades of research have documented the 
short- and long-term harm of maltreatment to 
children’s cognitive, social-emotional and physi-
cal development. Over time, it was recognized 
that child abuse and neglect are multifaceted 
community problems. Children need appropriate 
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medical care, mental health services and support 
through the entire investigative and prosecutorial 
processes. No single agency, individual or disci-
pline had the resources to serve all the needs of 
child victims and their family members.

In the mid-1980s, former U.S. Congressman 
Robert E. “Bud” Cramer saw that there needed to 
be a better system to help abused children, and the 
Child Advocacy Center model was created in his 
home state of Alabama. Simply put, the goal was 
to make services for children like a one-stop shop.

THE MODEL
The Child Advocacy Center model involves sev-
eral strategies to make the current best practices 
in care accessible for children and their families. 
First of all, the Child Advocacy Center model pro-
vides services in a child-focused facility using a 
neutral approach.

As a child abuse medical provider, I believe 
neutrality is of utmost importance, because every 
child that comes into our care at the Child Advo-
cacy Center has not necessarily been abused 
or neglected. Reports of abuse can turn out to 
be false. Physical symptoms can mimic signs of 
abuse. Taking a neutral approach assists in deter-
mining, as well as ruling out, child abuse and 
neglect. We need to be able to advocate for the 
child by advocating for the truth.

Second, in the Child Advocacy Center model, 
a professional specifically trained in child linguis-
tics, child development and child-interviewing 

techniques conducts a child’s forensic interview. 
The trained interviewer usually is alone with 
the child in a room, but investigative and treat-
ment professionals involved in the case watch the 
forensic interview through closed-circuit televi-
sion, two-way mirrors with audio or other obser-
vational methods.

The goal is to limit the number of times a child 
has to talk about what happened to him or her, 

because the fewer times a child has to disclose 
information, the less additional trauma is cre-
ated. At a certain point, the interviewer steps out 
of the room to consult with the observers — who 
might include representatives from Child Protec-
tive Services, law enforcement and a child abuse 
medical provider — in case they have additional 
questions.

Directly after the interview, the child receives 
a comprehensive head-to-toe physical exam 
from a medical provider with specialized train-
ing in child physical abuse, child sexual abuse and 
neglect. Child abuse medical providers also have 
specific education regarding digital photogra-
phy, forensic evidence collection and colposcopy 
(specific imaging for magnification of the exter-
nal genital exam), if required.

The child is asked for his or her permission at 
each step in the physical examination, and if the 
child chooses, a non-offending guardian may be 
present for it. Treatment is provided to children as 
needed; and the best part of my job is reassuring 
children that their bodies will be OK.

Studies have shown that medical providers 
with training and experience in assessing child 
sexual abuse provide higher quality and more 
consistent decisions than do providers with less 
experience in such cases.

In addition, the Child Advocacy Center model 
involves providing services that are culturally 
competent and appropriate regarding ethnicity, 
age, gender identification and disabilities. Child 

victim support and advocacy is pro-
vided throughout the investigation and 
any subsequent legal proceedings. In 
addition, the child and non-offending 
caregivers are connected with special-
ized trauma-focused therapy.

TEAM APPROACH
The Child Advocacy Center model 
introduced the multidisciplinary team 
approach to these cases, bringing 

together agencies with the most expertise in the 
areas of child abuse and neglect. The multidisci-
plinary team approach means that professionals 
are involved from start to finish on these cases 
and collaborate to promote the best services for 
the child. The multidisciplinary teams usually 
involve members of law enforcement, Child Pro-
tection Services, prosecution, victim advocates, 
medical professionals, mental health profession-
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als and the Child Advocacy Center. Not only do 
the multidisciplinary team members meet for 
assessment and decision-making on these cases, 
the team also meets monthly to review child 
cases, discussing the strengths, potential need for 
response improvement, and best practices. The 
combined knowledge of those from different dis-
ciplines results in a more complete understanding 
of the child’s case and provides a family-focused 
response. Statistics show that an increased num-
ber of prosecutions result from the existence of a 
coordinated advocacy program.

Fortunately, nearly every day in South Dakota, 
Avera is able to support children who allegedly 
have been abused. The Central South Dakota 
Child Assessment Center is a nonprofit agency 
within Avera St. Mary’s Hospital in Pierre, South 
Dakota. Though the Child Advocacy Center is 
supported with grant funding, Avera St. Mary’s 
Hospital provides space as well as administrative 
oversight to the program.

The Central South Dakota Child Assessment 
Center has been recognized as a hospital depart-
ment since 2006. This Child Advocacy Center also 
receives community support as a partner agency 
to Capital Area United Way. With the support of 
Avera St. Mary’s Hospital and the community, 
all children are served regardless of their ability 
to pay. Holding national accreditation with the 
National Children’s Alliance as a Child Advocacy 
Center, Central South Dakota Child Assessment 
Center is designed as a safe and welcoming place 
for children to be heard.

The center is a child-focused, community-
oriented facility in which multidisciplinary team 
members collaborate in child abuse investiga-
tions. Working with five multidisciplinary teams 
in the region (two county and three federal), 
Central South Dakota Child Assessment Center 
brings together entire teams of professionals to 

better serve children of suspected abuse. The 
collaborating teams may include representa-
tives from law enforcement agencies (including 
local law enforcement, the Division of Criminal 
Investigation, tribal law enforcement, Bureau of 
Indian Affairs and Federal Bureau of Investiga-
tion), Department of Social Services Child Pro-
tection Services and tribal Child Protection Ser-
vices, medical providers, prosecutors (state and 
federal), mental health professionals and victim 
advocates. They work together to ensure that the 
physical and emotional needs of child victims are 
fully met through evidenced-based practices.

Central South Dakota Child Assessment Cen-
ter serves 24 counties covering an area of 32,336 
square miles and a population of approximately 
127,757. Within this region, the center serves four 
of the poorest counties in the United States, with 
per capita income of less than $10,000. Though 
Central South Dakota Child Assessment Center 
serves clientele of every ethnicity, approximately 
65 percent of children evaluated are American 
Indian.

National statistics from the U.S. Census Bureau 
have indicated that 27 percent of American Indian 
and Alaska Native families with children live in 
poverty. Research also suggests that domes-
tic violence exposure is high for these children 
relative to that of their non-Native peers. Spe-
cific research on American Indian children from 
Alaska and South Dakota provides evidence of the 
highest rates of maltreatment in the United States 
(99.9/1000 and 61.2/1000, respectively). This is 
significant to Central South Dakota Child Assess-
ment Center, as they receive referrals from the 
Cheyenne River Sioux Tribe, Crow Creek Sioux 
Tribe, Lower Brule Sioux Tribe, Rosebud Sioux 
Tribe and Standing Rock Sioux Tribe.

There is a correlation, in all ethnicities, with 
poverty and intimate partner violence. Accord-
ing to the American Academy of Pediatrics, the 
co-occurrence of child abuse and intimate part-
ner violence is well documented, and research has 
indicated that 30 percent to 60 percent of families 
in which either child maltreatment or intimate 
partner violence is occurring also has another 
form of violence being perpetrated.

In fact, intimate partner violence has been 
identified as a leading precursor of child mal-
treatment. There are profound and often lifelong 
effects on children who are exposed to such vio-
lence. They fail to thrive physically, psychologi-
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cally and emotionally; and the effects may con-
tinue far into adulthood.

If suspected child abuse and neglect is 
reported, children discovered in these cases are 
connected to the appropriate investigative agency 
and the investigative agency connects the child 
to a Child Advocacy Center. Children, ages 0-18 
years of age, may be referred to Central South 
Dakota Child Assessment Center by law enforce-
ment or Child Protection Services. Referrals are 
most often for cases of child physical abuse, child 
sexual abuse, neglect, child emotional abuse, drug 
endangerment or witness to violence. Adults with 
cognitive disabilities may also be served by Cen-
tral South Dakota Child Assessment Center. In 
2015, 252 children received medical evaluations at 
Central South Dakota Child Assessment Center. 
Since its inception, well over 2,000 children have 
received services.

Central South Dakota Child Assessment Cen-
ter assures that the child’s needs come first. These 
littlest victims of crime, and their non-offending 
family members, are coming forward to tell their 
stories and seek help. It is the mission of Central 

South Dakota Child Assessment Center, in part-
nership with Avera, to allow these children to be 
understood and the healing process to begin.

ANGELA LISBURG is a child abuse medical pro-
vider and coordinator of the Central South Dakota 
Child Assessment Center, a department of Avera 
St. Mary’s Hospital, Pierre, South Dakota.
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