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Statement on Meth and Other Drugs in Ohio

Throughout Ohio, clandestine methamphetamine laboratories are being discovered and dismantled on a routine basis.  The Ohio Bureau of Criminal Investigation Clandestine Laboratory Unit documented 351 laboratories in 2004.  This increased to 497 in 2005.  The number of clandestine laboratories has been growing exponentially for several years, although recent legislation regulating the sale of pseudoephedrine shows some promise of at least temporarily slowing the manufacture of methamphetamine.  Nonetheless, the documented laboratories represent only a portion of the total number of clandestine laboratories operated in Ohio during a given year.  Even with the downward trend of clandestine laboratory seizures, the abuse of methamphetamine continues to increase.

The Ohio Bureau of Criminal Investigation Clandestine Laboratory Unit documented 124 children present at clandestine laboratory sites during 2005.  Law enforcement and social services experts agree that the number of children at lab sites is grossly underreported.  The National Crime Prevention Council estimates 80% of the laboratories have children present and 35% of those children have significant health problems from exposure to toxins, explosions, or extreme living conditions.  Extrapolating an estimate based on the 2005 Ohio documented clandestine laboratories suggests 397 children were at risk in 2005 (estimating one child per site). This number increases dramatically when considering that only a portion of the 2005 lab sites and affected children were documented.

While meth production and abuse have been spreading across Ohio, thankfully our numbers have not yet reached the same levels experienced by other states. Much credit is to be given to Ohio's law enforcement community, as they have made consistent efforts to combat this drug's infiltration into Ohio as well as to educate across many disciplines regarding recognition of and the proper response to clandestine labs.  With the recent passage of Ohio SB53, restrictions have been placed on the sale of pseudoephedrine which is one of the main ingredients used to make meth. We are hopeful that this will contribute to a decrease in the number of labs manufacturing meth in our state. Nonetheless, Ohio law enforcement officials caution that while such laws are important tools in the fight against meth they do not diminish the demand for this highly addictive drug.  Plus, treatment professionals at the state and local levels in Ohio point out that marijuana, alcohol, heroin, cocaine and crack cocaine continue to be a problem in this state.

Knowing that children are at greater risk of abuse or neglect when a parent is abusing drugs; whether its meth, cocaine, marijuana, or other substances – the Drug Endangered Children Subcommittee and Ohio’s Workgroup to Address Current and Emerging Drug Trends recommend and encourage localities to use a Drug Endangered Children (DEC) model approach to children exposed to meth and other illegal substance abuse.  
Who are Drug Endangered Children?  

Drug Endangered Children are those children who are physically or psychologically harmed or neglected as a result of being exposed to illegal drugs either by persons under the influence of drugs or through environments where drugs are produced or readily available.  
What is a DEC Model Approach?

The basis for DEC programs is a multidisciplinary approach involving collaboration and coordinating services between law enforcement, public safety, child welfare, health care, courts, schools, and social services to best meet the needs of drug endangered children.  A DEC Model Approach ensures a smooth transition of services between and across various professional disciplines that come in contact with drug endangered children through their professional responsibilities related to meth and other illegal drugs.  Ensuring a smooth transition across professional disciplines may require a Local DEC Protocol outlining specific requirements, responsibilities, and agreements between disciplines.
Considering a Local DEC Protocol?
Given the different nature of localities across Ohio and the varying infiltration of meth and other illegal drugs, local communities are best to determine that such a protocol is necessary, the specific elements to include in the protocol, and to follow through on implementation.  Other considerations include:

· Start with your community’s Memorandum of Understanding (MOU) that is already required between law enforcement, children services, etc.; and consider a DEC protocol as an addendum to the existing MOU.
· Does your community have a Children’s Advocacy Center (CAC)?  A Children's Advocacy Center is a comprehensive, child-focused program based in a facility that allows law enforcement, child protection professionals, prosecutors, and the mental health and medical communities to work together when intervening in child abuse cases.  CACs are designed by communities to meet their own needs, so there are as many types of facilities in which CACs exist as there are different kinds of communities.  The over-arching goal of all CACs is to make sure that children are not further victimized by systems designed to protect them.

· CACs are logical places to start when considering DEC protocols since they share in common the same players and key disciplines to be involved.   
· Key Players in creating a DEC Protocol

· Law Enforcement

· Children Services (which would include Children Advocacy Centers in those communities that have them.
· Medical Personnel

· Emergency Department

For more information about CACs contact the Ohio Network of Children Advocacy Centers: 
655 E. Livingston Avenue

Columbus, Ohio 43205

Phone: 614-722-0500

Fax: 614-211-0512

General Email: mail@oncac.org
Medical Protocol
(Endorsed by the Ohio American Academy of Pediatrics Committee on Child Abuse and Neglect)

INITIAL URGENT MEDICAL ASSESSMENT
The recommendations in this section pertain to evaluation of a child at the time of removal from an environment in which he/she may have been exposed to toxic chemicals or drugs.

A. Goals:
1. To discover any direct, acute effects of exposure to toxic chemicals or drugs or other evidence of child abuse or neglect

2. To initiate necessary treatment
3. To screen for health or mental health conditions that will impact the selection of an appropriate foster home

B. All children should receive a screening medical assessment, either by EMS/fire/police personnel at the scene or by a health care professional.  If there are immediate medical concerns, the child should be transported to the nearest health care facility for evaluation which, based on clinical concern, may include:
1. Review of available medical history

2. Standard medical review of systems

3. Physical examination, with particular attention to:

a. Vital signs, including blood pressure and pulse oximetry

b. Skin, cardiac, respiratory and neurologic systems

c. Unclothed external body examination including anogenital examination.  If there are any signs of trauma or neglect, referral should be made to a physician/nurse practitioner with expertise in child abuse and neglect.

4. CXR, 12-lead ECG, further laboratory testing as indicated

5. Urinalysis for comprehensive toxicology screening with appropriate chain of custody documentation and instructions to follow-up a positive test with gas chromatography/mass spectroscopy.  A portion of the urine sample should be retained for confirmation if results are positive.  The ordering health care professional should be familiar with the limitations of this testing and, if available, consultation with local poison control and/or a pediatric toxicologist should be sought.

C. Information made available to health care practitioner should include:

1. Exposure form listing possible exposures and recommended follow-up.
2. Medical history from those at the scene.
3. Information about known past encounters with PCSA and/or the juvenile justice system
4. Anonymous feedback form
D. 
Follow-up should be arranged with the child’s primary care physician and, if available, a child abuse specialist working within a child advocacy center.

FOLLOW-UP MEDICAL ASSESSMENT

The recommendations in this section pertain to evaluation of a child who has been previously removed from an environment in which he/she may have been exposed to toxic chemicals or drugs and is now medically stable.  The following components of the evaluation are recommended:

A. Comprehensive medical evaluation should include:


1. 
Complete medical history and physical examination, with particular 




evaluation for physical or historical evidence of neglect, physical and/or 



sexual abuse



2.
Screening for dental disease



3.
Screening for developmental delay



4.
Referral and linkage with a primary care physician, if not yet done at the 



time of the assessment

B.
Comprehensive behavioral and mental health assessment should include:

1. 
A full psychosocial evaluation of the child’s current caregivers and living environment

2.
Screening and initiating treatment for co-morbid mental health conditions


C.
It is recognized that children may be in the custody of foster caregivers at 




the time of the follow-up medical assessment.  Anticipatory guidance 



with the child’s current caregivers should be performed.  Discussion should 


include:




1.
Focus on any medical concerns the caregivers may have




2.
Anticipatory and preventative guidance with respect to potential emotional 



and behavioral issues these children face


D.
Assistance should be given as needed to children services and law enforcement 

as they complete their respective investigations

Child advocacy centers offer a multidisciplinary approach to assessment and treatment

of children and their families.  These programs emphasize coordination of

investigation and intervention services by bringing together professionals and agencies

as a multidisciplinary team to create a child-focused approach to child maltreatment.  The child advocacy center is the ideal vehicle to facilitate follow-up medical assessments of drug-exposed children and should be utilized when available.
SAMPLE 

DRUG ENDANGERED CHILDREN (DEC) RESPONSE PROTOCOL

Non-Manufacturing Environment – All Substances
Drug Endangered Children are children under age 18 found to be living in homes: (a) with caregivers who are manufacturing controlled substances in/around the home (meth labs) or (b) where caregivers are dealing/using controlled substances and the children are exposed to the drug or drug residue. Given these circumstances, the protocol outlined below should be followed to ensure the safety, health and welfare of the child(ren), specifically for those instances where the parents are not manufacturing in the home.

1.) Once a report is opened for investigation that involves DEC, the SW


      (social worker) will contact  the local law enforcement agency to discuss the                           
      allegations/LE knowledge of the situation.  It will then be determined if LE  
               
      will accompany the SW to the home.

2.) The investigation will be completed as required by the OAC.

3.)
      If the SW has reason to believe that the allegations in the report are true, the 



      SW will request that the caregivers submit to a toxicology screen through 


      an appropriate testing agency.

a.) If the tox screen comes back positive for cocaine, methamphetamines or heroin the agency will attempt to safety plan the child with a relative or kinship caregiver. If a safety plan is not able to be worked out, the agency will contact the Juvenile Prosecutor for removal of the child.  

b.) The agency will file for PSUP (protective supervision) if a safety plan is able to completed. An emergency temporary order for supervision may be requested depending on the circumstances. 

c.) Parents will be requested to complete a drug/alcohol assessment through an appropriate agency of their choosing.  

4.)     If the caregivers refuse to submit to a toxicology screen, the SW will contact 

    the supervisor and/or Juvenile Prosecutor for direction.  SW will attempt to 


    complete a safety plan for the duration of the investigation.  

     5.)
   When a child tests positive for any controlled substance at birth, an 
 
 
   investigation will be opened and ongoing services will be provided either on a 

   voluntary basis or through court intervention.  

SAMPLE
METH SPECIFIC PROTOCOL
Objectives

To improve the safety and medical care of children found in association with a clandestine methamphetamine laboratory by defining best practices for:

A. Gathering information at the scene needed for appropriate medical care including exposure risks, health history, and health supplies.

B. Assessing the child's medical needs including the effects of drugs, toxic chemicals, abuse, neglect, or injury.

C. Gathering medical evidence to support appropriate placement including evidence of endangerment, abuse and/or neglect; and 

D. Providing appropriate information to individuals providing foster care for the child.

Roles of Personnel at the Scene

A. Law enforcement should take the lead role at the scene. PCSA Protection and Safety personnel should not enter the area until it is declared safe by law enforcement.

B. PCSA should be notified immediately whenever children are found at the scene or are suspected of exposure to toxic chemicals an/or drugs from a methamphetamine lab.

C. PCSA workers who become aware of possible methamphetamine manufacture should leave the scene immediately and immediately contact law enforcement.

D. One person at the scene should assume the primary role with respect to any children at the scene and continue with the child/children through the completion of the medical assessment until all children are in an appropriate placement. This person must be skilled in i.)interviewing children, ii.) Evaluating children's immediate needs, iii) assessing children and the environment to determine safety and placement considerations, and iv.) Dealing with children in a respectful, age-appropriate manner. Preferably this role will be filled by a PCSA worker, to provide knowledge of past contacts and continuity with future placement decisions. If a PCSA worker is not available, a law enforcement officer with the above skills should assume this role and a PCSA worker should become active with the case at the earliest opportunity.

E. When advance notice is possible of an incident likely to involve children, a representative of PCSA should attend the law enforcement briefing held prior to responding.

F. PCSA should immediately follow up to assure the safety and well being of children who are not present at the scene but who are suspected to have been exposed to the site.

Procedures at the Scene

A. Custody: Children who are found at the scene of a methamphetamine lab should be taken into protective custody by law enforcement at the scene and placed in the temporary custody of PCSA in accordance with ORC. If an appropriate parent or guardian who has not been involved with the methamphetamine lab is available, the child may be returned to this persons care but the voluntary completion of this protocol through step VI is strongly recommended. 

B. Transport when injured or contaminated: EMS should be called immediately to evaluate and/or transport children to medical care when urgent health concerns and/or evident contamination of the child are present.  Special attention should be given to:

1. Breathing difficulty or distress, prolonged coughing, wheezing, gagging, dry or sore throat, pain or tightness in the chest;

2. Red, watering burning eye(s);

3. Bums, burning sensation on the skin;

4. Strong smell of ammonia, cat urine, chlorine, or other chemical odors on child or clothing;

5. Unusual behavior (e.g., very sleepy or difficult to arouse in the daytime, overly stimulated, fidgeting, trembling, agitated).

Important: If acute chemical irritation is present or suspected, immediate first aid should be given including flushing eyes and or skin with copious amounts of-water.

C. Transport if not injured or contaminated: Children not injured or contaminated should be moved to a safe location immediately and transported to a children's health care facility within two hours and no longer than four hours after identification. The health history record, medications, and any health equipment used by the child (see E Below), and the child exposure record filled out by law enforcement (see G below) should accompany child. A plastic bag or other barrier should be used to protect any vehicle during transport. Medicaid will pay for care that is medically necessary for children who are in the custody of PCSA.

D. Dealing with clothing: If contamination of child's clothing is observed (e.g., chemical staining, damage from corrosives, positive photo ionization detector (p.i.d.) Reading), child should be decontaminated by EMS or hospital personnel following routine decontamination protocols. Special consideration should be given to the child's privacy and dignity.  Contaminated clothing should be placed in a plastic bag and returned to the police for evidence collection and/or proper disposal by environmental contractor.

E. Health history should be obtained from parents, child, and/or adults available at the scene by the individual assuming primary responsibility for the child. (See form,) A signed release form should be obtained for medical records from any sources of health care. Check area thoroughly for child's medication, medical equipment (e.g., nebulizer, glucometer) and glasses or contacts. Uncontaminated medication, equipment, glasses or contacts should accompany the child. 

F. Photos should be taken by law enforcement, with special attention to hazards to children(e.g. evidence of chemicals or other hazards where children may crawl, eat, or touch, in the kitchen, near food or bottle, in bedrooms, bathrooms, refrigerator, and outside play areas.) Photos should document the physical condition of children if there is evidence of abuse, neglect, contamination, or injury.

G. Chemicals at the scene should be identified by law enforcement and documented on a form for review by primary health care practitioner. (See form.) This form should be filled out as completely as possible and sent with child to medical assessment. Additional exposure information should be called in to primary health practitioner as soon as available.

Interviewing Children

All children found in a methamphetamine lab should be interviewed with a structured forensic interview conducted in a timely manner, usually within 48 hours, to gather more detailed information.  This interview should be conducted by a professional trained in forensic interviewing of children.  Whenever possible, this interview should be conducted at a Child Advocacy Center and videotaped. If children are hospitalized, Child Advocacy Center personnel should interview child at the hospital if possible.

Initial Urgent Medical Assessment

A. Goals:

1. To discover any direct, acute effects of exposure to toxic chemicals or drugs or other evidence of child abuse or neglect;

2. To identify health or mental health conditions that will impact the selection of an appropriate foster home;

3. To document findings in a manner usable in court;

4. To initiate necessary treatment.

B. Information made available to health care practitioner should include:

1. Exposure form listing possible exposures and recommended follow-up. 

2. Medical history that is available from those at the scene.

3. Any information available about known past encounters with PCSA and/or the juvenile justice system.

4. Form for providing feedback and suggestions on protocol usage without identifying individual children and families.

C. All children should receive:

1. Review of available medical history by the primary health care practitioner;

2. Careful review of systems (standard medical review);

3. Symptom-targeted examination to include:

a. Vital signs (with blood pressure measurement if 3 years old or older),

b. Height and weight with percentiles (include head circumference if less than 3 years old),

c. Symptom directed physical examination with attention to skin, respiratory, and neurological systems, 

d. Unclothed external body examination for signs of trauma, discharge, or other abnormality. 

e. External genitalia inspection for signs of trauma, discharge, or other abnormality. 

f. Assessment of chronic condition respiratory status if child known to have asthma.)

4. Development and mental health screening (using standardized screening if possible) for: a. Severe developmental delay; b. Depression or anxiety; c. Suicidal thoughts; d. Violent behavior.

5. Urinalysis which should be sent for a toxicology screen with appropriate chain of custody documentation and with instructions to follow up positive test with gas chromatography/mass spectroscopy. A portion of the sample should be saved for later confirmation of positive results.

6. If clinically indicated child should receive:

a. Pulse oximeter and CXR (if any respiratory signs or symptoms);

b. EKG 12 lead with rhythm strip (if child shows any heart rhythm abnormality including tachycardia, bradycardia, or irregular rhythm; 

c. Radiological bone studies (if there is any history or evidence of physical abuse)

d. Blood work as indicated by history and clinical condition.

7. Referral for conditions warranting immediate attention or for other evidence of abuse or neglect warranting further evaluation, documentation, and treatment.  Referral to a Child Advocacy Center for history and/or physical findings suspicious for physical or sexual abuse.

D. Primary health care practitioner should complete the protocol form with special attention to findings relevant to abuse, behavior, care and neglect, development, and chemical exposure. (See forms.) This form should become part of the medical record at the medical facility.

Foster Parent Information

The following information should be available to the foster parent (or other person assuming care of the child) in a short information sheet to be provided when child is placed. (See forms.) 

A. Instructions for avoiding contamination of the home from child's clothing or belongings. 

B. Instructions for observing the child for symptoms that warrant care.

C. Instructions on who to call if concerns arise.

A. Comprehensive Health Assessment and Follow-up A. Goals:

1. To follow up any abnormal findings from initial medical assessment.

2. To assess long-term effects of abuse and neglect including developmental screening tests.

3. To further assess health status, past medical history, immunization status.

4. To establish a source of primary health care.

B. Within 5 days (sooner if indicated by findings from initial medical assessment) the child should receive a comprehensive health assessment from a child health primary care practitioner according to the guidelines established by the AAP for the health care of children in foster care, including:

1. EPSDT exam

2. Developmental screening exam

3. Mental health screen and crisis intervention as clinically indicated

4. Dental screening exam

5. Follow-up from any abnormal findings from initial medical evaluation

C. Follow-up Health Examinations:

1. Goals: To establish a continuous source of primary care and follow up on problems identified by the comprehensive health evaluation.

2. An identified source of primary care should be identified for each child. Follow-up evaluations should reflect the individual child's needs and follow AAP recommendations for children in foster care.

Training

The following groups should receive training on this protocol:

1. PCSA workers and supervisors;

2. Law enforcement clandestine lab teams;

3. Emergency medical personnel;

4. Emergency room health care provider;

5   Pediatricians, family practitioners, and other primary health care provider;

6. Judges; and

7. Ohio Foster Care and Adoption Association

Protocol Review

A. All cases of children removed from active or suspected sites of methamphetamine manufacture should be reviewed by the County Child Abuse and Neglect Teams within 2 months of the episode. Feedback and suggestion on the protocol and its use should be developed in this review,

B. A CHEM-L Protocol Working Group should be established on a statewide basis to meet every six months, review feedback from primary health care practitioners and the County Child Abuse and Neglect Teams, and revise the protocol accordingly.

Protocol Dissemination

A. Protocol should be submitted for endorsement from the AMA Public Health Subcommittee.

B. Protocol should be presented to appropriate meetings of the following professional groups.

C. The protocol should be mailed to all Ohio hospitals with a request that it be discussed at a monthly staff meeting and/or within the Emergency, Pediatrics, Nursing, and Administration departments.

D. A laminated version of the protocol should be available to law enforcement and Protection and Safety personnel along with sufficient copies of: 

1. The one-page exposure form to be completed by law enforcement at the scene.

2. The one-page medical history form for use by the individual with primary responsibility for the child or children at scene.

3. The one-page medical assessment form with primary health care practitioner guidance and contact numbers on the reverse side.

4. The one-page information sheet for foster parents.

(Much thanks to Wood County and Clermont County for sharing their protocols with the Subcommittee to benefit others across Ohio interested in using these as models to create their own community specific protocols.) 
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