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Mandate

KRS 620.050(12)(c), mandates that the cabinet submit an annual report to the Governor,
the General Assembly and the state child fatality review team summarizing the abuse or
neglect related child fatality and near fatality cases where DPP had prior involvement with
the child or family including historical trends and actions the cabinet is taking in response
to reviews.

Introduction

During the period covered by SFY 00 — 04 child fatalities due to abuse more than doubled
(from 16 to 36). Additionally, during that time there was a significant increase in fatalities
where DCBS had prior involvement (16 to 25). That trend of dramatic increases has
reversed. Data from SFY 05 show a decrease in overall abuse/neglect fatalities (34) and
those with prior DCBS involvement (21). Preliminary data from SFY 06 remains
encouraging (fatalities -31, fatalities with prior DCBS involvement — 19).

This is especially noteworthy given that there was an increase of over 20,000 reports of
child abuse and neglect from SFY 01 to SFY 06.

This encouraging and hopeful trend is due to hard work and dedication of DCBS staff and
to a series of programs and interventions specifically designed to reduce child abuse in
general and child fatalities due to abuse and neglect in particular. These programs and
interventions are outlined starting on page 3 and are described in depth in Section IV.

The Division of Protection and Permanency (DPP), under the Cabinet for Health and
Family Services, investigates allegations of child abuse or neglect that result in a fatality
and near fatality.! As mandated by KRS 620.050(12)(c), the cabinet submits an annual
report to the Governor, the General Assembly and the state child fatality review team
summarizing the cases where DPP had prior involvement with the child or family.2

This report only includes cases where DPP has prior involvement with the child or family
and is organized into four sections: executive summary; historical trends from state fiscal
years 2000-2006; case data for state fiscal year 2006; and actions the cabinet is taking as a
result of findings from internal reviews.

!'Near Fatality is defined by KRS 600.020(37) as an injury that, as certified by a physician, places the child in
serious or critical condition.

2 Prior involvement is defined by 922 KAR 1:420 as any assessment or investigation of which the Cabinet has
record, with child or family in the area of protection and permanency
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Section I- Executive Summary

In the seven year period between July 1, 1999 and June 30, 2006 (SFY 2000-2006), 169
children have died or been seriously injured as a result of caretaker abuse or neglect in
cases where DPP had prior involvement with the child or family.

Table 1- Number of children in investigations of abuse/neglect (X 1000) and the actual number of child
fatalities with prior DPP involvement
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As table 1 shows, the number of reports of children experiencing abuse or neglect increased
from state fiscal year 2001 to state fiscal year 2006. The number of child fatalities where
DPP had prior involvement with the child or family increased from 2001 to 2004.
However, the number of child abuse or neglect related fatalities decreased during state
fiscal year 2005. Data for 2006 is subject to revision due to still pending investigations but
continues to show an encouraging trend.

Historical Trends- Overview of SFY 2000-2006
In the 169 child abuse or neglect resulting in death or serious injury in cases where DPP
had prior involvement with the family included in this analysis:
e 76.3% of child victims were 3 years of age or younger (national average: 81%)
e 58% were male and 42% were female (same as national average)
e 80% of children were Caucasian (national average: 43%)
e type of maltreatment
o 59% Neglect- most often death or injury was the result of lack of adult
supervision or substance related impairment of the caregiver (national
average: 36%)
o 41% Physical Abuse- most often the death or injury was the result of
inflicted head injury (shaken baby syndrome) (national average: 28%)
e 78% of perpetrators were one or both parents (same as national average)
Caretaker Risk Factors (national averages not available)
o Caretaker substance abuse was present in 71% of cases
o Caretaker criminal history was present in 56% of cases
o domestic violence was present in 51% of cases
e median age of female caregiver was 25.3 years and median age of male caregiver
was 32.6 years (national average: female- 25 yrs and male- 30 yrs)

Annual Report of Child Fatalities Near Fatalities
State Fiscal Year 2006 2



o 40% of cases had 1 previous CPS report
e 62% of families had 2-3 siblings in the home at the time of the incident.

SFY 2006 Overview- Child Fatality and Near Fatality Case Data
During state fiscal year 2006, 34 children’ in Kentucky were victims of abuse or neglect
related child fatalities or near fatalities where the child or family had prior involvement
with DPP. Of the 34 total cases, 19 were child fatalities and 15 were near fatalities. In
these cases:
79% of child victims were 3 years of age or younger
88% of child victims were Caucasian
type of maltreatment- neglect 74% and physical abuse 26%
76% of perpetrators were one or both parents
risk factors present in fatality and near fatality cases
o caretaker substance abuse was present in 71% of cases
o caretaker criminal history was present in 88% of cases
o domestic violence was present in 71% of cases

The Division of Protection and Permanency continues to work to understand the
differences between child protective service cases that result in fatal or serious child abuse
and neglect and those that do not. DPP utilizes these data to identify the children and
families who had had prior involvement with child and adult protective services and to
assess the risk factors indicated in those cases.

Action Steps Taken by the Cabinet as Result of Internal Review

Training and Pilot Projects

e Root Cause Analysis (RCA): Analyzes system factors in complex child abuse
fatality cases to develop improvements in child welfare practice

e Partnership with University of Louisville to develop bio-mechanical models of head
injuries to differentiate between accidental injuries and inflicted injuries.

e Two day trainings were conducted throughout the state by child abuse experts to
help DCBS staff and community partners understand and identify cases of fatality
abuse and neglect.

e In partnership with Prevent Child Abuse Kentucky initiated project CARE (Child
Abuse Recognition Education) to work with physicians and their staff at identifying
child abuse and assisting in child abuse investigations.

Development of Supportive Resources to CPS investigations
e Drug Testing. Secured a state-wide vendor that will be able to process drug tests of
caregivers in CPS cases. Improvements in chain of custody, availability, and intent-
of-use issues.

’18 fatality cases, 8 of which have prior DPP involvement and 5 near fatality cases with prior DPP involvement are still
under review.
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