
 

Protocol – What you must do Guidance – How you should do it 
A Child Medical Evaluation (CME) is: 
• An outpatient medical evaluation of 

suspected child maltreatment.  
• Performed at the request of CPS during an 

open Family/Investigative Assessment.  
• Provided by a qualified provider rostered 

with the North Carolina Child Medical 
Evaluation Program (CMEP) 
(https://www.med.unc.edu/cmep/.  

Medicaid and Health Choice Clinical Coverage 
Policy No: 1A-5: Child Medical Evaluation and 
Medical Team Conference for Child Maltreatment 
further defines and describes a CME. 
 
CMEP is funded by NC DSS to maintain a roster of 
medical providers that are qualified to perform 
medical evaluations of child maltreatment. The 
CMEP administrative office (919-843-8365) is 
available to provide consultation to county child 
welfare agencies on a case-by-case basis. CMEP 
may assist to:  
• Answer questions regarding medical issues or 

a need for CME.  
• Provide a 2nd opinion radiology review for the 

purposes of better informing a CMEP medical 
provider’s findings. 

• Review medical records due to conflicting 
medical opinions. 

• Provide an opinion on a potential medical 
child abuse case.   

 
A CME is provided free of cost to the family and 
county child welfare agency, provided that the 
appropriate documentation (including the DSS-
5143) is completed. 

A trauma-informed, developmentally appropriate 
medical interview is a standard component of 
CMEs for children older than three years of age. 
 
It does not negate the child welfare agency’s 
responsibility to follow interviewing protocols 
required by CPS Assessment policy. See Initiation 
and Follow-Up Visits & Contacts with the Family. 
 

The purpose of the medical interview is to assist 
with reaching the appropriate medical diagnosis 
and treatment plan for the child – not to validate 
or dispute the allegations.  
 
Depending on how the child welfare agency’s 
community coordinates its response to child 
maltreatment, the CME interview may be 
conducted by the rostered CMEP provider or a 
professional interviewer that works in 
conjunction with the medical provider. 
Regardless of who conducts the interview, details 
from it help the medical provider understand the 
level of concern for maltreatment and the 
treatment plan to ensure the child’s well-being 
needs are met. This may include but is not limited 
to laboratory studies, radiology studies as well as 
referrals to additional providers and/or 
community-based services. The interview also 
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includes the interpretation of physical exam 
findings. 

The child welfare agency must obtain consent 
from the parent/legal guardian for a CME. If the 
child is in the custody of the county child welfare 
agency, the county child welfare agency must 
obtain authorization for consent from the parent 
for a CME, if not authorized by the court, per 
 § 7B-505.1. This is documented by completion of 
the  Consent/Authorization for Child 
Medical/Child/Family Evaluation (DSS-5143).  
 
The following policy gives specific guidance 
around cases that must and should receive a 
CME.  Counties can consult with and request a 
CME for any case open in CPS Assessments 
(regardless of track), that in their determination 
would assist them with the case decision.  

The child welfare worker should explain to the 
family what the consent for the CME (DSS 5143) 
authorizes.  
 
Consent for the CME is only needed from one 
parent; even if the other parent objects. 

 
The child welfare agency must refer children 
with the following four circumstances for a CME. 
These children must receive a CME including but 
not limited to when: 
• The child has been hospitalized or already 

seen by a non-CMEP rostered medical 
provider for the injuries.  

• The reporter is a medical provider. 
 

The child welfare worker should: 
• Complete referral information required by 

CMEP rostered provider (this includes the 
DSS-5143). 

• Prepare the family by explaining the reason 
for the referral, purpose of the CME and 
describing what the child and family can 
expect from the appointment. 

• Attend the CME and provide the following (if 
applicable) to inform the medical evaluation:  

• a timeline of events (to include 
history of supervision) leading up to 
the alleged maltreatment 

• medical records 
• digital images of injuries  
• description of the scene and 

potential mechanisms of injury 
1. Children under the age 1 or are pre-

cruising with a Sentinel Injury 
Definition of Sentinel Injury: 
Visible, poorly explained small injuries such as a 
bruise on any part of the body or intraoral injury 
in pre-cruising child often from abuse and can 
precede more serious abuse 
 
 “Cruising” means the child is able to pull to a 
stand and take a few steps holding onto 
something. Children typically learn to do this 
between 8 and 11 months of age. 
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A child with a small bruise from abuse may have 
severe internal injuries, so additional medical 
screening is necessary. Medical screening is 
performed to detect additional injuries and to 
rule out conditions that can cause easy bruising 
such as a bleeding disorder. 
 
 
Examples of Sentinel Injures:  
• bruises, regardless of size or color of bruise, 

anywhere on the body 
• injuries inside and outside of the mouth (e.g., 

bruising to tongue, cuts in mouth) 
• broken blood vessels or red spots in the eyes 

(e.g., subconjunctival hemorrhages) 
 

2. Children (a) 3 years-old and under; (b) that are 
non-verbal; or (c) that appear developmentally 
delayed; who, upon assessment or as reported by 
a medical provider, have or have concerns for:  
 
• abusive head trauma (previously referred to 

as “Shaken Baby Syndrome”) 
• bruises:  

• patterned bruises 
• bruising in atypical areas such as 

ears, torso, backs of arms/legs, 
genitalia, buttocks and/or neck  

• multiple bruises from a single injury 
• petechial bruising (ruptured blood 

vessels, looks like tiny pinpoints of 
bleeding) 

• any bruising in a child who is pre-
cruising 

• Injuries to the head, including bruises 
• intentional, poorly explained or unexplained 

burns  
• fractures that are inflicted, poorly explained 

and/or unexplained  
• been hospitalized for concerns of 

maltreatment 
• malnutrition or Failure to Thrive 
• medical child abuse  
• chronic medical problems with repeated 

concerns for medical neglect 
• sexual abuse; this includes (but is not limited 

to): fondling, penetration of any kind, 

Bite marks and atypical bruises can be signs of 
child maltreatment, especially if the injures are 
unexplained, poorly explained or have an 
explanation that does not appear plausible.  
 
This includes injuries requiring medical attention 
that: 
• are deemed non-accidental 
• were not witnessed 
• received a delay in care  
• are unexplained, poorly explained or have an 

explanation that does not appear plausible; 
for example: 

• The history of the injury is 
inconsistent with the child’s 
developmental skills or inconsistent 
with the severity of the injury. 

• The injury is blamed on the actions of 
the child, a sibling/other child or a 
pet. 

• Parent/caregiver’s account of the 
injury continues to change, none of 
which is consistent with the injury.  

 
 
Factious Disorder Imposed Upon Another 
(formerly known as Munchausen Syndrome by 
Proxy) is the DSM-5 psychiatric disorder 
associated with caretakers who commit medical 
child abuse.  
 



 

exposure to pornography, grooming 
behavior, and human trafficking. 

 
Written documentation from a rostered CMEP 
provider stating that a CME is not necessary can 
negate this requirement. Such documentation 
must indicate that the child has already 
obtained a complete medical evaluation for the 
concerns and/or no additional medical 
evaluation is needed. 

 
 
3. Children (a) 3 years-old and under; (b) that are 
non-verbal; or (c) that appear developmentally 
delayed; who live with a child that has, during the 
current CPS assessment: 
 
• obtained a serious injury (including sentinel 

injuries) 
• died as a result of suspected abuse or neglect 
• been placed outside of the home due to 

physical or sexual abuse 
• tested positive for a sexually transmitted 

infection (STI) 
 
 

 
Written documentation from a rostered CMEP 
provider stating that a CME is not necessary can 
negate this requirement. Such documentation 
must indicate that the child has already 
obtained a complete medical evaluation for the 
concerns and/or no additional medical 
evaluation is needed. 

 
 
4. Any child that has suffered a “near fatality” as 
a result of alleged abuse or neglect. 

The Child Abuse and Treatment Act (CAPTA) 
defines a “near fatality” as an “act that, as 
certified by a physician, places the child in serious 
or critical condition.”  
 
 
 

 
 
 
 

 
 
 
 



 

If a CME is not obtained for cases involving the 
following situations/concerns, Child Welfare 
documentation must support why that decision 
was made. 
Children 4-years-old and older who, upon 
assessment or as reported by a medical provider, 
have or have concerns for:  
 
• abusive head trauma (previously referred to 

as “Shaken Baby Syndrome”) 
• bruises:  

• patterned bruises 
• bruising in atypical areas such as 

ears, torso, backs of arms/legs, 
genitalia, buttocks and/or neck  

• multiple bruises from a single injury 
• petechial bruising (ruptured blood 

vessels, looks like tiny pinpoints of 
bleeding) 

• Injuries to the head including bruises 
• intentional, poorly explained or unexplained 

burns  
• fractures that are inflicted, poorly explained 

and/or unexplained  
• been hospitalized for concerns of 

maltreatment 
• malnutrition or Failure to Thrive 
• medical child abuse  
• chronic medical problems with repeated 

concerns for medical neglect 
• sexual abuse; This includes (but is not limited 

to): fondling, penetration of any kind, 
exposure to pornography, grooming 
behavior, and human trafficking. 

 
 
 
A sibling, of any age, of a child that has suffered 
a “near fatality” as a result of alleged abuse or 
neglect. 
 
 
 
 
 
 
 

 
 
 
Bite marks and atypical bruises can be signs of 
child maltreatment, especially if the injures are 
unexplained, poorly explained or have an 
explanation that does not appear plausible.  
 
 
 
 
 
 
 
 
 
A CME may continue to be needed after the 
acute needs are evaluated and addressed by a 
medical provider.  
 
Factious Disorder Imposed Upon Another 
(formerly known as Munchausen Syndrome by 
Proxy) is the DSM-5 psychiatric disorder 
associated with caretakers who commit medical 
child abuse.  
 
A disability which necessitates increased physical 
contact, limits the child's ability to defend them 
self, limits a child's social contact outside the 
living situation, or increases the child's 
dependency on the caregiver for survival is a 
disability that increases the child's risk for 
maltreatment.  The child welfare agency should 
consider a CME for children with concerns for 
maltreatment that have a physical or 
developmental disability. See “Enhanced Practice 
for Working with Special Populations” in Cross 
Function. 
 
If uncertain, the child welfare worker should 
consult with the CMEP administrative office 
and/or a local provider rostered with CMEP to 
determine if a CME is needed.  
 
 
 



 

 
 
 
 
 
 
 

 


