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Introduction
The Division of Protection and Permanency (DPP), within the Cabinet for Health and Family Services, investigates allegations of child abuse or neglect that result in a fatality or 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 cases with DPP prior involvement with the child or family.
 The purpose of the annual report is to provide trend analysis and to discuss actions the cabinet is taking as a result of reviewing child fatality and near fatality cases.

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 2000-2009; case data for state fiscal year 2009; and actions the cabinet is taking as a result of findings from internal reviews. 

Section I- Executive Summary

The Annual Report of Child Fatalities and Near Fatalities is designed to provide insight into the circumstances that resulted in the death or near death of children who were known to the Department as needing child protective services or whose family was known to the Department for child protection issues. 

In the ten years the Department has been tracking child fatalities (SFY 2000-2009), as well as tracking near fatalities since 2004, 304 cases meet the above definition. The study of those cases has provided the following demographic pattern:

· 73% of child victims were 3 years of age or younger

· 82% of children were Caucasian

· 76% of perpetrators were either one or both parents 

· type of maltreatment- neglect 59% and  physical abuse 41%   

· risk factors present in fatality and near fatality cases

· caretaker substance abuse was present in 72% of cases 

· caretaker criminal history was present in 64% of cases 

· domestic violence was present in 56% of cases

Compared to the ten year period, there are some significant differences in the findings for the 47 cases from SFY 2009. (Note to reader: An additional 6 fatality cases and 7 near fatality cases are still under review.) The number of children age 3 or younger rose to (85 %). Almost all the children were Caucasian (94%). While the percentage of parent perpetrators remained relatively constant, it is alarming that incidences of domestic violence increased by 16%. 

Based on the analysis of trends from previous years, the Department’s Division of Protection and Permanency initiated, or enhanced, several trainings for both front-line DCBS staff and community service providers engaged in servicing families. For example:
· “Medical Elements of Child Abuse and Neglect” (MECAN) provides training on topics requested by field staff and supervisors such as bruises, burns and bites, inflicted head injury and bone injuries with minimal disruption to the work day. Training has been provided to all nine regions, health department nurses and early childhood educators, and has been converted to modules on the KYTRAIN network for access by DCBS staff and community partners.

· A new training called “Risk Factors and the Assessment of Child Protective Service Investigations” emphasizes assessing domestic violence, mental health and substance abuse in families, in addition to utilizing collaterals, service providers and documentation to appropriately assess families’ strengths and needs using a team approach involving frontline staff and their supervisors.

· Prevent Child Abuse Kentucky (PCAKY) continues the “Child Abuse Recognition Education” (CARE) project working with physicians and their staff to identify child abuse and assist in child abuse investigations. PCAKY has expanded this project by providing training to local health departments.

· The University of Louisville provides clinical/forensic evaluations and consultations regarding child victims of physical abuse to assist the Department of Community Based Services (DCBS) staff in completing and documenting child protective services investigations and provides court testimony, when required.

· The Child Fatality Nurse Service Administrator continues to develop fact sheets to assist frontline staff during child fatality and near fatality investigations which are available on the DCBS intra-net site and include x-rays, skeletal survey, quick facts about drowning and photo-documentation of injuries. The Child Fatality nurse is also available to provide medical consultation on every case, including medical record and autopsy reviews.

· The Child Protective Services Investigation SOP was revised as part of the state’s Child and Family Services Plan and the Program Improvement Plan (PIP) to focus on how to enhance practices to more accurately assess families while bringing consistency to practices statewide.

· The “Outcome Based Data Tracking System” tracks elements of child welfare to be used in regional continuous quality improvement along with a Continuous Quality Improvement review tool designed to assist in case review and improve data tracking.

Additionally, the Department refined and revised its acceptance criteria for both Adult Protective Services and Child Protection Service cases to elicit more in-depth information about abuse and neglect allegations during the referral intake process. Evaluation of this process is underway, and will be completed in the late calendar year 2009, with the goal of determining the appropriateness of application of the intake criteria. The evaluative findings will guide future policy and practice revisions. 
The tragedy of child fatalities and near fatalities is devastating to families, communities and the staff of this agency. The fact that a child’s life can be so precarious results in soul searching questions for all who were involved with that child, whether through formal or informal contacts. The ultimate test of lessons learned through the ensuing analysis is whether the resulting practices make a difference in the lives of the Commonwealth’s children. 

Section II- Historical Trends
The occurrence of every child fatality is so keenly felt and highly visible that reporting multiple cases can appear dauntingly large.  Thus without diminishing the personal impact of a single occurrence, it is instructive to understand the relative infrequency of these cases in relationship to all child protective service cases.  In the ten year period between July 1, 1999 and June 30, 2009 (SFY 2000-2009), 304 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 shows that in SFY 2002, DPP received 45, 357 reports of child abuse and neglect.  In SFY 2009, that number reached 72,563 reports, an increase of 990 reports over SFY 2008.  The number of children involved in these cases has increased proportionally from 55,062 in SFY 01 to 86,843 in SFY 08, but in SFY 2009, the number of children involved was 86,454 indicating a decrease of 389 children from SFY 2008. 3 In SFY 2008, a revision was made to the acceptance criteria standards of practice to assist centralized intake workers in determining whether reports met criteria. This revision may have impacted the significant increase of abuse/neglect reports received in SFY 2008 and SFY 2009. 
Table 1- SFY 2001-2009 Abuse and Neglect Data*
	
	SFY 01
	SFY 02
	SFY 03
	SFY 04
	SFY 05
	SFY 06
	SFY 07
	SFY 08
	SFY 09

	Number of abuse/neglect

reports received
	44, 128
	45,357
	46,494
	50,318
	65,408
	64,988
	65,820
	71,573
	72,563 **

	Number of  children  involved 
	55,062
	56,934
	59,071
	64,767
	67,252
	79,796
	81,350
	86,843
	 86,454

	Number of reports where abuse/neglect were found
	11,959
	10,828
	11,151
	12,131
	12,201
	12,358
	11,971
	11,728
	 9,112 ***

	Number of children involved in cases where abuse/neglect was found
	16,633
	15,795
	16,586
	18,275
	18,827
	19,003
	18,469
	18,094
	14,475

	Number of fatalities where abuse/neglect found
	26
	29
	32
	36
	34
	36
	26
	25▪

	23▪


	Number of abuse/neglect fatalities with DPP history
	10
	13
	17
	25
	21
	21
	13
	15▪
	14▪

	Number of near fatalities  where abuse/neglect was found
	Data 
not

collected
	Data

not collected
	Data

not 

collected
	16
	36
	26
	34
	48▪
	55▪

	Number of abuse/neglect near fatalities with DPP history
	Data

not 

collected
	Data

not 

collected
	Data

not 

collected
	10
	23
	17
	20
	28▪
	33▪


The Cabinet for Health and Family Services began submitting an annual report outlining individual state fiscal year trends in SFY 2004.  However, the small number of annual occurrences results in significant fluctuation in trends from year to year and does not provide a representative picture of child abuse or neglect related fatality and near fatality cases.  In order to establish a context against which the data can be evaluated and improvement measured, this report provides an analysis of Kentucky’s data across ten state fiscal years and compares Kentucky’s child fatality data to the most recent national data. 
Once the context of data is established, consideration can be given to the trends in basic demographic information of the child victim, caretaker risk factors and family/household dynamics.  Since July 1, 1999, 304 children who have prior involvement with DPP have either died or been seriously injured as a result of abuse or neglect.  The analysis of these data is presented into three categories:  victim characteristics, caretaker demographics and family/household dynamics.  

Victim Characteristics- Age and Gender

In Kentucky, child victims 3 years of age or younger account for 222 of the 304 total fatalities and near fatality cases (73%). The national average in 2007 for child fatalities among children 3 years of age or younger was (75.7%).4 Children under the age of 1 year comprised (40%) of KY deaths or serious injuries compared to (42.2%) of child deaths nationally. 
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4All National Data referenced is taken from: ACF Children’s Bureau 2007 Child Maltreatment Report
Of the 304 children in this data set whose death or serious injury was the result of abuse or neglect, 
179 victims were male (59%) and 125 were female (41%).  In the 2007 national data, males accounted for (56%) of victims and females (44%), the same as the 2006 national data. 
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Victim Characteristics- Race and Ethnicity

Caucasian children account for 250 of the 304 child fatalities and near fatalities from SFY.2000-2009 (82%).  African American children account for 31 of the child victims (10%), and bi-racial children account for 14 of the child victims (5%).  Two children are of Hispanic ethnicity (1%) and the race or ethnicity of 7 children was unknown (2%).  The chart below shows how Kentucky’s rates compare with the national data.
Table 4- Percentage of KY child victims by race/ethnicity (N=304)
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Victim Characteristics- Type of Maltreatment

In this analysis, child maltreatment is broken into two categories; physical abuse and neglect.  Of the 304 cases in Kentucky occurring between SFY 2000 and SFY 2009, 124 died or were seriously injured as a result of physical abuse (41%) and 180 died or were seriously injured as a result of neglect (59%). Neglect reports accounted for (69%) of all child abuse and neglect reports received in SFY 2009 and physical abuse only accounted for (22%) of all reports received. The national data for the most recent year published show (26.4%) of fatalities are result from physical abuse, (34.1%) of fatalities result from neglect and (35.2%) were the result of combinations of maltreatment which is accounted for by varying ways of reporting among states.  The remaining type of maltreatment identified in the national data was medical neglect at (1.2%).


           

Of the 124 physical abuse fatalities and near fatalities in KY, the number one cause of death or serious injury was abusive head trauma, otherwise referred to as inflicted head injury or shaken baby syndrome, which accounted for (72%) of injuries resulting from physical abuse. Manual strangulation or suffocation accounted for (11%) of child deaths or serious injuries. Table 6 below shows the distribution of inflicted injury included in this category.  

Table 6- Percentage of KY child victims- physical abuse (N=124)
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Of the 180 neglect fatalities and near fatalities, the number one cause of death or serious injury is child overdose which accounted for (24%) of the cases.  Overdose cases include self-administration or accidental ingestion as a result of lack of supervision and overmedication by a caregiver.  Motor vehicle accidents involving an impaired driver accounted for (15%) of cases. Drowning/near drowning, resulting from lack of adult supervision, accounted for (15%) of neglect cases; positional asphyxia for (11%); and house fires for (8%) of neglect cases. Lack of supervision comprises a total of (14%). Medical treatment being withheld from the child accounts for (7%) of the neglect cases. 
Table 7- Percentage of KY child victims- neglect (N=180)
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Caregiver Information- Relationship to Victim

In the 304 cases included in this analysis, (76%) of perpetrators of abuse or neglect related child fatalities and near fatalities are either one or both biological parents.  The 2007 national average is (70%) for this element. 
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Caregiver Information- Risk Factors

Substance abuse, domestic violence, criminal history and mental illness are commonly known antecedents in child abuse and neglect cases and child fatality and near fatality cases are no exception.  Of the 304 cases included in this report, 218 had substance abuse indicated by one or both caretakers (72%), in 196 cases one or both caregivers had a criminal history not including traffic violations (64%), 170 families experienced domestic violence (56%) and in 104 cases at least one caregiver struggled with mental illness (34%). 
Table 9- Percentage of risk factors in KY fatality and near fatality cases (N=304)
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Often there are multiple risk factors in families that experience a child fatality or near fatality.  Substance abuse and criminal history co-occurred most frequently and domestic violence was often an additional risk factor. Criminal history does not necessarily predispose a caregiver to maltreat, but it may co-occur with behaviors that are associated with higher risk. Serial relationships, an element that was not collected for all state fiscal years and therefore not included in this analysis, also occurred proportionally more often in child fatality and near fatality cases than in all child protective services cases5. 
Family/Household Dynamics- Age of Caregivers

The median age of female caregivers in abuse or neglect related fatality and near fatality cases was 24.5 years while the median age of male caregivers was slightly higher at 28 years of age.  The 2007 national data show a similar trend of age difference of about four years with male caregivers’ median age of 34 years and the female median age of 30 years.  

Table 10- Caregiver age in Percentage   (N=304)
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5 Building and Using Models of Lethality:  R. Huebner, T. Webb 2006
Family/Household Dynamics- Number of previous CPS reports 

All cases included in this analysis have at least one previous child protective services (CPS) report resulting in an assessment of the child or family.  Table 11 depicts the amount of CPS history associated with child fatality and near fatality cases.

Table 11- Percentage of cases by number of previous CPS reports (N=304)
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Regional Differences- Fatality and Near Fatality Data SFY00-SFY09
Table 12- Number of Abuse/Neglect Fatality and Near Fatality cases by region   (N=304) 

	Service Region
	# of abuse/neglect fatalities with DPP history
	# of abuse/neglect near fatalities with DPP history
	Total fatality/ near fatality with DPP history
	Percentage of statewide total 

	Cumberland
	11
	18
	29
	10%

	Eastern Mountain
	24
	26
	50
	16%

	Jefferson
	28
	9
	37
	12%

	Northeastern
	12
	9
	21
	7%

	Northern Bluegrass
	21
	10
	31
	10%

	Salt River Trail
	21
	              14
	35
	12%

	Southern Bluegrass
	15
	14
	29
	10%

	The Lakes
	19
	9
	28
	9%

	Two Rivers
	20
	24
	44
	14%

	Statewide Totals
	171
	133
	304
	100%


Of the 304 child fatality and near fatality cases in this analysis, Eastern Mountain Service Region had the highest number of fatality and near fatality cases that were the result of abuse or neglect with 50 cases.  Two Rivers Service Region was the second highest at 44 cases.  Northeastern Service Region had the lowest number of child fatality and near fatality cases at 21.  See Appendix A for a regional map showing counties in each service region. 
Section III- Child Fatality and Near Fatality Analysis SFY 2009
During SFY 2009, (July 1, 2008-June 30, 2009) DPP received a total of 72,563 child abuse and neglect reports involving 86,454 children.  Child abuse or neglect was found in 9,112 of those cases (13%) and involved 14,475 children.  Of the 14,475 children, 23 died as a result of abuse or neglect (.15%) and 55 were seriously injured as a result of abuse or neglect (.37%).  Of the 23

child fatality cases, 14 (61%) had prior involvement with DPP.  Of the 55 near fatality cases 33 (60%) had prior involvement with DPP which is an increase of 5 near fatality cases from SFY 2008.6 The numbers of near fatality cases reported for alleged abuse increased by 23 from SFY 2008. The increase is attributed in some degree to the continued concentrated effort with DCBS staff and community partners in identifying cases that meet the near fatality criteria.  

Table 13- Number of abuse/neglect related fatalities and near fatalities SFY 2009
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State fiscal year 2009 data is presented in four categories: the child victim, caretaker risk factors, family/household dynamics and regional differences.  Due to the small number of cases presented, all data for this section will be reported in numbers and supplemented with percentages. 

Victim Characteristics- Age and Gender

There were 14 child fatalities and 33 near fatalities that were the result of abuse or neglect where the family had prior involvement with DPP.  Children 3 years of age and younger accounted for the majority of child victims at 40 victims (85%).  Twenty-three (49%) of the child victims in this reporting period were under the age of 1 year. The age range of children in this reporting period was 0-17 years.  Table 14 shows the number of child fatality and near fatality victims by age group.

Table 14 – Age distribution by number of victims (N=47)
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6 22 Fatality and near fatality cases, 13 of which have prior DPP involvement are still under review
The distribution of the victim gender during this state fiscal year is similar to national averages in that boys are more likely to be a fatality or near fatality with 28 of the fatality and near fatality victims being male (60%) and 19 female (40%).  

Victim Characteristics- Race, Ethnicity and Disability

During SFY 2009, 44 of the 47 victims were Caucasian (94%), 3 victims were African American (6%). There was an increase in Caucasian victims from last year’s report of (15%). 5 of the 47 victims (11%) were found to have a disability or a special need. 
Table 15-Number of children by race and ethnicity (N=47)
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Victim Characteristics- Type of Maltreatment

Physical abuse accounted for 21 of the 47 total child fatality and near fatality cases where the family had prior involvement with DPP in SFY 2009.  Of the 21 cases, 4 were fatalities (19%) and 17 were near fatalities (81%).  As seen in previous years, the cause of death or serious injury was most often abusive head trauma for 12 of the 21 cases (57%). Children who had head trauma and/or abdominal trauma with other injuries can be classified as battered children which represent 6 of the 21 cases (29%). This year 2 of the children were victims of gun shot injuries (10%); both of these children died from their injuries. Positional asphyxiation/suffocation accounted for the 1 remaining case.  

Neglect accounted for 26 of the 47 total child fatality and near fatality cases where the family had prior involvement with DPP in SFY 2009.  Of the 26 cases, 10 were fatalities (38%) and 16 were near fatalities (62%).  Child overdose and poisoning accounted for 7 of the 26 cases (27%). Positional asphyxiation/suffocation accounted for 5 of the 26 cases (19%), while medical treatment being withheld accounted for 4 of the 26 cases (15%). Motor vehicle accidents (MVA) with an impaired driver accounted for 3 of the 26 cases (12%). There were 2 drowning cases that resulted in near fatalities and 2 lack of supervision cases. Of the three remaining cases, one child was injured in an ATV accident with an impaired driver, another child was diagnosed with failure to thrive syndrome and one child was seriously injured during a house fire. It is noted that the drowning cases and the house fire could also be placed under the category of lack of supervision, but in accordance with historical data, they will remain as separate categories. 
Table 16-Number of child victims by cause of injury (N=47) 
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Caregiver Information- Relationship to Victim

Previous data indicated that (78%) of perpetrators of abuse or neglect related child fatalities and near fatalities were one or both biological parents. Current data for SFY 2009 shows that (72%) of perpetrators are one or both biological parents. During the SFY 2009, in 10 of the 14 fatalities (71%) and 17 of the 33 near fatalities (52%) one or both biological parents were the perpetrator of abuse or neglect that resulted in death or serious injury to the child victim.  Of the total 47 cases, parents acting alone, with each other or with another person were the perpetrators in 32 cases (68%). In comparison to data from SFY 2008, there is a significant decrease (11%) in the percentage of parents acting alone or with another as being the perpetrators of child fatalities or near fatalities. Parent paramours were listed as the perpetrators in 6 cases (13%). For the remaining cases the caregivers were step-parents for 2 cases (4%), 4 are listed as other (9%) with other being defined as another relative or caretaker who was not in a parental role and for the 3 remaining cases the perpetrators are unknown (6%).
Table 17- Number of Caregiver relationship to victims (N=47) 
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Caregiver Information- Risk Factors
The most prevalent risk factor in the SFY 2009 fatality and near fatality cases was criminal history which was indicated in 41 of the 47 cases (87%) an increase of 10 cases (15%) from SFY 2008. Criminal history is defined as any guilty charge with the exception of traffic violations. Substance abuse was a risk factor in 35 of the 47 cases (74%) and domestic violence was present in 34 of the 47 fatality and near fatality cases (72%). Both substance abuse and domestic violence increased by 5 cases from SFY 2008. Mental illness was indicated in 22 of the 47 child fatality cases and near fatality cases (47%) an increase of 3 cases from SFY 2008. Caregivers in one family are likely to have more than one risk factor. Additional risks factors found in fatality and near fatality cases were that a caretaker had history with Child Protective Services in Kentucky as a child in 19 of the 47 cases (40%) and serial relationships among caretakers were found in 15 of the 47 child fatality and near fatality cases (32%).
Table 18- Number of risk factors in SFY 09 fatality and near fatality cases (N=47)
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Family/Household Dynamics- Caretaker Age

The median age for female caregivers during this reporting period was 22 years of age which is 8 years less than the national median.  The median age for male caregivers was 27 years of age, which is lower than the national median by 6 years.  Table 19 shows the distribution of female and male caregivers involved in cases of child fatality and near fatality in SFY 2009. 

Table 19- Number of caregivers by age group and gender (N=92) 
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Family/Household Dynamics- Number of previous CPS reports 

All cases included in the SFY data have at least one previous Division of Protection and Permanency (DPP) report resulting in an assessment of the child or family. These reports could consist of child protective service (CPS) and/or adult protective service (APS) reports.  20 of the 47 cases (43%) only had 1 report with DPP prior to the fatality or near fatality. Table 20 depicts the amount of CPS history associated with child fatality and near fatality cases.
Table 20- Number of cases by number of previous CPS reports (N=47)

[image: image18.emf]20

13

4

5

5

0

5

10

15

20

25

1 report 2 reports 3-5 reports 6-9 reports 10 + reports


Family/Household Dynamics- Number of siblings or other children in the home
The number of siblings in homes where a child fatality or near fatality occurred ranges from no siblings in 11 cases (23%) to 3 siblings in 5 cases (11%).  In SFY 2009, 36 families (77%) had other children in the home at the time the fatality or serious injury occurred. This percentage is the same as in SFY 2008.  Of the 36 families 20 had one sibling in the home (56%); 11 families had 2 other children in the home (30%) and 5 families had 3 other children in the home (14%). 

Table 21- Number of siblings or other children in homes with fatalities or near fatalities (N=47)
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Regional Differences
Child fatality and near fatality cases are the worst case scenario of child abuse or neglect. A look into regional differences is instructional. The chart below depicts the number of child fatality cases and the near fatality cases with DPP history in each of the nine service regions. 6 of the 9 regions had increases in their child fatality and near fatalities with DPP history, while 3 regions had decreases from SFY 2008. 
Table 22- Number of abuse/neglect fatality and near fatality cases for SFY 2009
	Service Region
	# of abuse/neglect fatalities with DPP history
	# of abuse/neglect near fatalities with DPP history
	Total fatality/ near fatality with DPP history

	Cumberland
	1
	1
	2

	Eastern Mountain
	1
	5
	6

	Jefferson
	1
	2
	3

	Northeastern
	1
	5
	6

	Northern Bluegrass
	3
	3
	6

	Salt River Trail
	2
	3
	5

	Southern Bluegrass
	3
	4
	7

	The Lakes
	2
	3
	5

	Two Rivers
	0
	7
	7

	Statewide Totals
	14
	33
	47



Section IV- Policy and Practice Implications
The cabinet has taken numerous actions as a result of the internal reviews completed in the child fatality and near fatality cases.  The action steps fall into the following 4 categories:  training and pilot projects, resource development, policy and procedure refinements, and data and technology.

Training and Pilot Projects

· During SFY 2008, “Newborn Drug Testing and the DCBS Implications,” a new MECAN course, was developed. Partnership with the Kentucky State Medical Examiner’s Toxicology Laboratory in the development and presentation has provided a more comprehensive approach to this subject.  This three hour training began being presented regionally in SFY 2009, with seven regions completed and two regions to be scheduled.  Evaluations have been positive.  One bonus to the training is the creation of an assessment tool for social service workers as they assess newborn infants testing positive for drugs and the family structure to determine immediate safety issues or risks to the infant and any siblings in the home. 
· MECAN training, “Photo Documentation of Abusive Injuries and Neglect,” is a collaborative effort with the Kentucky State Police.  During SFY 2009, the training was presented as a train the trainer course with CPS specialists from each region.  It is in the process of being converted to modules and placed on the KYTRAIN network for access to DCBS staff and community partners. 

· The Child Safety Branch held a meeting with the regional CPS specialists in September 2008. At this meeting the Child Fatality Specialist presented on near fatalities, including the new tip sheet to help identify these cases and the 60 day review process. Ongoing work continues with regional fatality point people on policy, near fatalities and the review process. 
· Two pilot trainings were conducted on “Risk Factors and Assessments in CPS Investigations.” This training was developed in collaboration with the Training Branch and the Child Fatality Program. The training is a team approach conducted with front line field staff and their supervisor. Presentations include how to assess for domestic violence, substance abuse and mental health concerns within families. The training also contains information on the appropriate use of collaterals and documentation. The training consists of 2 ½ days with the last day encompassing skill based practice. This training will begin rollout to all regions in SFY 2010. This training was developed to enhance worker and supervisor assessment skills when working with families in identifying safety and risk factors in order to provide appropriate services. 
· The Child Fatality Specialist and the Child Fatality Nurse Service Administrator provide training to community partners. Both made presentations at the Kentucky Association of Emergency Medical Technicians annual conference in Morehead in May 2009. The presentation consisted of the MECAN trainings, mandatory reporting and the role of CPS in abuse and neglect cases, including cases involving child fatalities. 

· The University of Louisville provides clinical/forensic evaluations and consultations regarding child victims of physical abuse to assist the Department for Community Based Services (DCBS) staff in completing and documenting child protective services investigations and to provide court testimony, when required. 
Resource Development
· The Commission for Children with Special Health Care Needs (CCSHCN) and the Department for Community Based Services continue the collaborative efforts of providing medical consultations to regional staff on cases of child abuse and neglect.  The CCSHCN maintains nurse coverage in eight of the nine regions. 

· The Child Fatality Nurse Service Administrator continues to develop fact sheets to assist front line staff during child fatality and near fatality investigations.  The fact sheets are available on the DCBS intra-net site and range from the x-rays to obtain during a skeletal survey, to quick facts about drowning, to photo-documentation of injuries.  The child fatality nurse is also available to provide medical consultation on every child and near fatality case, including medical record and autopsy reviews.

· Collaboration between DCBS and the Department of Public Health continues to focus on assessing the local child fatality review team process and assisting counties in creating local teams in areas where a void has been identified.  Both the Child Fatality Nurse Service Administrator and the Child Fatality Specialist are working on this effort. The Child Fatality Specialist and the Child Fatality Nurse Administrator continue to have ongoing conversations with the State Child Fatality Team Chairperson to discuss local teams and current fatality trends being seen in data from DCBS and DPH. 

· PCAKY received a grant that has been used to educate and train local community partners in designated parts of the state regarding child fatalities. This training included DCBS staff, UK staff and representatives from the Coroner’s Association. One of the purposes of this training was to promote the local child fatality teams. 
· A staff from the Child Safety Branch represents DCBS on the new “Substance Exposed Infants” workgroup. This workgroup’s purpose it to build collaborative capacity to reduce the incidence of substance exposure during pregnancy, protect children from harm and improve the functioning of children exposed prenatally and their families. 
Policy and Procedure Refinements

· In a continuing effort to clarify the designation of near fatality a collaborative effort between regional management and child fatality staff, a tip sheet was developed outlining the definition of near fatality and providing information to assist CPS staff in communicating with medical providers in identifying near fatality cases. This tip sheet was reviewed by both medical providers and CPS staff including SRAs. It has been distributed statewide for utilization. 
· Standards of Practice 7H (Child Fatality and Near Fatality) was revised to allow service regions more options in assigning child fatality/near fatality investigations. SOP says that staff who have had prior involvement with the family is not to be assigned the fatality/near fatality investigation. The revision defines prior involvement as worker who currently has an open case or investigation with the family; have just completed an investigation on the family or have supervised an on-going case or investigation regarding the family. 
Data and Technology

· To assist in tracking fatalities and near fatalities and to help in being more consistent with the National Child Abuse and Neglect Data System (NCANDS) a new finding was added to TWIST, the data system used by DCBS. The system will now allow a worker or supervisor to choose the finding of Death/Near Death Substantiated when the caretaker’s actions of physical abuse or neglect caused or contributed to the fatality or near fatality. With this finding, data can easily be pulled on the number of fatality/near fatality cases that have been substantiated. Continued on-going training is conducted during specialist meetings and internal reviews with field staff on the proper use of this finding. 

· The DCBS continues to use a database to track and trend cases of child fatality and near fatality.  While these cases all exist in the TWIST system, it is difficult to extract them for analysis purposes.  The database was largely responsible for the historical analysis provided in this report.
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The Building and Using Models of Lethality study was presented at the 9th Annual Child Welfare and Data Technology Conference and the 16th Annual Child Abuse and Neglect Conference. The research includes a logistic regression analysis of child protective service cases most likely to experience a child fatality or near fatality. The study found that fatality and near fatality cases were more likely than other child protective service cases to have serial relationships in the home, a caregiver with mental health issues, and more adults in the home and previous physical abuse of the child victim.  

The U.S. Department of Health and Human Services, Administration on Children, Youth and Families, Child Maltreatment 2007.  
The Administration on Children, Youth and Families compiles national and state statistics about child maltreatment that are derived from the data collected by child protective services agencies through the NCANDS. The data are analyzed, disseminated, and published in an annual report. Variables included in the report are: age and gender of fatality victims, race and ethnicity of fatality victims, perpetrator relationships to fatality victims, maltreatment types in fatality cases and prior CPS contact with fatality victims.
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Appendix B

Data Tables



Age- (N=304)

	Age of child
	SFY 2009
	SFY

2000-2008 totals
	Pending cases at close of SFY 2008-now completed 
	SFY

2000-2009 totals

	
	Fatality
	Near Fatality
	
	
	

	Under 1 yr
	7
	18
	97
	1
	123 (40%)

	1 year
	3
	4
	31
	1
	39 (13%)

	2 years
	1
	3
	35
	0
	39 (13%)

	3 years
	1
	3
	17
	0
	21 (7%)

	4-6 years
	1
	4
	20
	0
	25 (8%)

	7-12 years
	0
	1
	29
	0
	30 (10%)

	13-17 years
	1
	0
	24
	2
	27(9%)

	Total
	14
	33
	253
	4
	304 (100%)


Gender (N=304)

	Gender

of child
	SFY 2008
	SFY

2000-2008 totals
	Pending cases at close of SFY 2008-now completed
	SFY

2000-2009 totals

	
	Fatality
	Near Fatality
	
	
	

	Male
	8
	20
	147
	4
	179 (59%)

	Female
	6
	13
	106
	0
	125 (41%)

	Total
	14
	33
	253
	4
	304 (100%)


Race and Ethnicity (N=304)

	Race of child
	SFY 2008
	SFY

2000-2008 totals
	Pending cases at close of SFY 2008-now completed
	SFY

2000-2009 totals

	
	Fatality
	Near Fatality
	
	
	

	African American
	1
	2
	28
	0
	31 (10%)

	Bi-racial
	0
	0
	14
	0
	14 (5%)

	Caucasian
	13
	31
	202
	4
	250 (82%)

	Hispanic
	0
	0
	2
	0
	2 (1%)

	Unknown
	0
	0
	7
	0
	  7 (2%)

	Total
	14
	33
	253
	4
	304 (100%)


Type of Maltreatment by category (N=304)

	Type of Maltx
	SFY 2008
	SFY

2000-2008 totals
	Pending cases at close of SFY 2008-now completed
	SFY

2000-2009 totals

	
	Fatality
	Near Fatality
	
	
	

	Physical abuse
	3
	18
	103
	0
	124 (41%)

	Neglect
	11
	15
	150
	4
	180 (59%)

	Total
	14
	33
	253
	4
	304 (100%)


Physical Abuse (N=124)

	 Physical Abuse
	SFY 2008
	SFY

2000-2008 totals
	Pending cases at close of SFY 2008-now completed
	SFY

2000-2009 totals

	
	Fatality
	Near Fatality
	
	
	

	Inflicted head and abdomen injury
	2
	16
	71
	0
	89 (72%)

	Suffocation
	0
	1
	12
	0
	13 (11%)

	Gun shot
	2
	0
	9
	0
	11(9%)

	House fire
	0
	0
	4
	0
	4 (3%)

	Overdose
	0
	0
	4
	0
	4 (3%)

	Other
	0
	0
	3
	0
	3 (2%)

	Total
	4
	17
	80
	0
	124 (100%)


Neglect (N=180)

	Neglect
	SFY 2008
	SFY

2000-2008 totals
	Pending cases at close of SFY 2008-now completed
	SFY

2000-2009 totals

	
	Fatality
	Near Fatality
	
	
	

	MVA impaired driver
	0
	3
	26
	0
	26 (15%)

	Drowning
	0
	2
	24
	0
	26 (15%)

	Overdose
	3
	4
	34
	1
	42 (24%)

	Positional asphyxia
	4
	1
	13
	1
	19 (11%)

	House fire
	0
	1
	14
	0
	15 (8%)

	No medical treatment
	2
	2
	9
	0
	13 (7%)

	Drug exposed
	0
	0
	11
	0
	11 (6%)

	Lack of supervision/other
	1
	3
	18
	2
	24(14%)

	Total
	10
	16
	150
	4
	180 (100%)


Caregiver Relationship to Child (N=304)

	Relation
	SFY 2008
	SFY

2000-2008

totals
	Pending cases at close of SFY 2008-now completed
	SFY

2000-2009

totals

	
	Fatality
	Near Fatality
	
	
	

	Mother
	3
	2
	93
	1
	99 (33%)

	Father
	3
	7
	38
	1
	49 (16%)

	Both parents
	4
	8
	44
	1
	56 (18%)

	Parent and other
	1
	4
	23
	0
	28 (9%)

	Paramour
	1
	7
	23
	0
	31 (10%)

	Other 
	1
	3
	21
	1
	26 (9%)

	Unknown
	1
	2
	11
	0
	14 (5%)

	Total
	14
	33
	253
	4
	304 (100%)


Caregiver Risk Factors (N=304)
	Risk
	SFY 2009
	SFY

2000-2008 totals
	Pending cases at close of SFY 2008-now completed
	SFY

2000-2009 totals

	Substance Abuse
	35
	181
	2
	218 (72%)

	Domestic violence
	34
	135
	1
	170 (56%)

	Mental Illness
	22
	79
	3
	104 (34%)

	Criminal history
	41
	154
	1
	196 (64%)

	Note: Numbers will not total 304 because the majority of cases have more than one risk factor identified.


Prior History with P&P (N=304)

	Amount of history
	SFY 2009
	SFY

2000-2008 totals
	Pending cases at close of SFY 2008-now completed
	SFY

2000-2009 totals

	1 prior report
	20
	99
	0
	119 (39%)

	2 prior reports
	13
	50
	1
	64 (21%)

	3-5 prior reports
	4
	54
	1
	59 (19%)

	6-9 prior reports
	5
	35
	0
	40 (14%)

	10 + reports
	5
	15
	2
	22 (7%)

	Total
	47
	253
	4
	304 (100%)
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Table 2- Percentage of children by age (KY N=304) 





Table 3- Percentage of child victims by gender (KY N=304)

















Table 5- Percentage of child victims by maltreatment type (KY N=304)
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Table 8- Percentage of KY caregiver relationship to victim (N=304)








� 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.  


� 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.








*Data for SFY 2000 was not collected in a manner consistent with subsequent state fiscal years and, therefore, are not included in this table.


**Numbers reflect all reports received by DPP including Resource Linkages, Law Enforcement Assists, Family In Need of Services (FINSA) and investigations


** *Numbers are not final as there are still pending investigations. 


▪ Numbers are not final as there are child fatality and near fatality cases still under review





3 Data source: TWS-Y084 run for respective SFY time periods.  
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