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Imagine

Imagine a society...

..where children do not die from abuse or neglect.
...where children are valued, loved, and cared for first and foremost by their parents.

...where the safety and well-being of children are everyone’s highest priority, and federal,

state, and local agencies work collaboratively with families and communities to protect

children from harm.

...where leaders of child protective services agencies do not stand alone but share with

multiple partners a responsibility to keep children safe long before families reach a crisis.

Imagine a society...

...where research and integrated data are shared in real time in order to identify children

most at risk for abuse or neglect fatalities and make informed and effective decisions

about policies, practices, and resources.

...where state and local agencies charged with child safety have the resources, leaders, staff,

funds, technology, effective strategies, and flexibility to support families when and how it

is most helpful.

Imagine a society...

FRONTISPIECE

...where every child has a permanent and loving family, and young parents who grew

up in foster care get the support they need to break the cycle of abuse and neglect.

...where all children are equally protected and their families equally supported, regardless

of race, ethnicity, income, or where they live.

Imagine child welfare in the 21st century...
...where children are safe and families are strong and where prevention

of child abuse and neglect deaths is a reality.

What Will It Take to Get There?
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Letter From the Chairman

Anyone who has ever been a child welfare director
carries forever the memories of getting that midnight
call or learning from the media that a child in his or her
jurisdiction has died from abuse or neglect. For me, it
was like being hit in the stomach. Now, as in the past,
media headlines about fatalities drive policy and prac-

tice, and that policy is almost always reactive.

When I was a child welfare director 10-15 years ago, we
never discussed strategies to prevent these deaths. Our
priority was simply to manage the crisis. As my fellow
Commissioners and I traveled the country over the past
two years, we found that this conversation is beginning
to change. We still have to manage crises, but as child
welfare leaders, we are ready to get ahead of the curve

in order to prevent fatalities.

From Reactive to Proactive

If we as a nation do nothing different to prevent child
abuse and neglect fatalities, somewhere between 1,500
and 3,000 U.S. children will die from maltreatment

in 2016, 2017, and beyond. I know this because these
numbers have remained constant for many years. We
can’t identify who the next victim will be, but we know
a remarkable amount about the characteristics of the
children who die and their families. We also know that
our current network of services and supports does not
adequately ensure safety for these children by strength-

ening and supporting their caregivers.

LETTER FROM THE CHAIRMAN

It is clear to me that our current approach does not
work to achieve the goal given to this Commission, that
of eliminating child abuse and neglect fatalities. Our
current approach waits until a child is severely injured
before intervening with vital supports. It relies primar-
ily on a single government agency to intervene with
families who face complex and intersecting challenges.
Too often, the current approach inflicts significant addi-

tional trauma on the very children it seeks to protect.

In the long term, we need to dramatically redesign our
approach to eliminate child abuse and neglect fatalities.
At the same time, based on what we learned as a Com-
mission, I am convinced that we can begin to reduce
child abuse and neglect fatalities immediately. It would
have helped me immensely when I was a child welfare

director to know what the Commission has learned:

1. Infants and toddlers are at high risk of an abuse or
neglect fatality compared to other age groups. They

require special attention.

2. A call to a child protection hotline, regardless of
the disposition, is the best predictor of a later child
abuse or neglect fatality. This points to the impor-
tance of the initial decision to “screen out” certain
calls. Screening out leaves children unseen who

may be at a high risk for later fatality.
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3. Involvement of health care and public health agen-
cies and professionals is vital to safety for children.

Well-coordinated interagency efforts are essential.

4. The importance of child protection workers’ access
to real-time information about families cannot be

overestimated.

5. Itis critical to have an accurate national count of
child protection fatalities. Better data allow us to

begin to understand what works and what doesn’t.

6. The Nurse-Family Partnership program has been

demonstrated to save lives.

As a director, this information would have guided me
in making practice and policy decisions that would have
reduced fatalities immediately. Our recommendations
cover these areas of reform and more. By combining a
proactive approach to child safety with a more strategic
response to immediate crises, we hope to make preven-

tion of fatalities standard practice.

A Productive Dialogue

The president and Congress appointed 12 Commission-
ers and charged us with developing a national strategy
to prevent fatalities from child abuse and neglect. As
Commissioners, we bring together a wide range of
perspectives and expertise, but we share a common

commitment to children’s safety.

If the president and Congress had simply wanted our
advice on how to prevent child maltreatment fatalities,
they could have asked any of us for our expert opinion.
If Congress had the answers already, they could have
written legislation and steered it through their regular
process. However, in forming this Commission, Con-
gress recognized that child abuse and neglect fatalities
are a complex, intractable problem requiring thorough
analysis and well-informed solutions. Unlike infant
mortality or accidental child deaths, the consistent

number of child abuse and neglect deaths from year to

year indicates that this problem requires the benefit of

LETTER FROM THE CHAIRMAN
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input and research from across the country. Congress
didn’'t want opinions—they wanted informed recom-

mendations leading to viable solutions.

Unfortunately, although we found that we know a lot
about what puts children at risk, there are relatively
few promising or evidence-based solutions. In fact, we
were able to identify only one practice with research
evidence showing a reduction in fatalities—Nurse-
Family Partnership. Likewise, we found only a handful
of communities that identified reduction of child abuse
and neglect fatalities as a goal, implemented efforts to
achieve that goal, and demonstrated progress. Despite
evidence that overall safety for children is improving,
these fatalities are not declining. My conclusion is that
achieving a reduction in child abuse and neglect fatal-
ities requires a different set of approaches altogether
from those that are being successfully used to improve

overall safety.

Had we found strong evidence for certain approaches,
we would have recommended expansion of these pro-
grams and likely achieved unanimity among Commis-
sioners. Instead, we built our recommendations around
the most promising approaches we found. Questions
related to how effective these approaches will be when
applied elsewhere, and the potential benefits of funding
these approaches, resulted in lack of consensus for

this report as a whole. However, the vast majority of
Commissioners supports the full report, and every
recommendation in the report is backed by a majority

of Commissioners.

The issue of funding was especially challenging. The
Commission strongly recommends an immediate
significant investment in federal funding to address
this issue. However, we did not achieve consensus on
how to accomplish this, and in the report, we present
four alternatives to more effectively communicate the

diversity among the Commissioners’ views.

LETTER FROM THE CHAIRMAN

A World of Interest and Energy

In addition to our meetings and hearings, we met
with numerous stakeholders during our tenure. Our
goal was to learn from them and to engage them in
the Commission’s work. Together we discussed the
problem of child maltreatment fatalities and the
challenges in confronting it. These conversations
were helpful to us as we began to deliberate and

frame our recommendations.

Even more important than what jurisdictions learned
from our talks on the road, or what we learned from
them, is what state and local leaders learned from each
other when we came to town. My speeches often led to
healthy dialogue among child protection leaders and
staff in the audience about how their system works or
doesn’t work, how they get data, and how they make
decisions. Time and again, Commissioners started the
conversation, but it continued long after we left. More
states and jurisdictions are now actively engaged in
planning for prevention of tragedies. Following the
Commission’s hearings in their states, leaders in some
states mentioned that they were beginning to work on
a plan to reduce maltreatment fatalities. This kind of
exchange is exactly what we hope will take our recom-

mendations forward into implementation.

All of this suggests that states, tribes, counties, and
local communities will play a critical role in achiev-

ing the goal of zero child abuse and neglect fatalities.
The president and Congress have the opportunity to
provide the necessary tools. This includes not just more
money, but reform of the current funding structure.
Members of Congress have taken the lead in proposing
an emphasis on funding prevention and early interven-
tion services in order to mitigate the need for late-end,
crisis-oriented, intrusive, and expensive interventions.
The Commission strongly endorses this approach. In
addition, we recognize the need for continued testing,

development, and evaluation of strategies to reduce

10
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child abuse and neglect fatalities, and we support

innovation at the state and local levels. Therefore, in
addition to supporting permanent finance reform, we
support reauthorizing a new round of child welfare
demonstration projects (waivers) to further encourage
states, localities, and tribes to demonstrate and identify
other strategies that would eliminate child abuse and

neglect fatalities.

Child protection is perhaps the only field where some
child deaths are assumed to be inevitable, no matter
how hard we work to stop them. This is certainly not
true in the airline industry, where safety is paramount
and commercial airline crashes are never seen as inev-
itable. As a Commission, we believe we can reverse the
assumption that some children will die from abuse or
neglect. We recognize that our problem is complex, but
from the time we began meeting, we knew we owed it
to children to come up with a national strategy that will

make a difference. We believe we have done so.
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Executive Summary: Our Promise to Children

Every day, four to eight children in the United States
die from abuse or neglect at the hands of their parents
or caretakers. No one knows the exact number, and
there has been little progress in preventing these tragic
deaths. Most of the children who die are infants or
toddlers. Concern for these most vulnerable citizens led
Congress to create the Commission to Eliminate Child
Abuse and Neglect Fatalities (CECANF) in 2013. The
president and Congress appointed a diverse group of 12
Commissioners, with the hope that we could identify a
national strategy to end child maltreatment fatalities in

our COU.l’ltl’y.

The Protect Our Kids Act, the Commission’s founding
legislation, gave us two years to learn everything we
could about this issue. During our tenure, we heard
from government leaders, researchers, public and pri-
vate organizations who serve children and families, and
those who work on the front lines of child protection.
In the end, we found few evidence-based programs to
prevent child maltreatment deaths, and no state with a
sufficiently comprehensive plan to eliminate them.
But we found examples of promising practices, and
we met leaders eager to learn what it takes to save

children’s lives.

This final report discusses what we learned about the

gap between good intentions and real results, and it

EXECUTIVE SUMMARY: OUR PROMISE TO CHILDREN

outlines the challenges that lie ahead if we are to bridge
that divide. It includes recommendations for actions
that we believe will most effectively address these
challenges, including steps to be taken by the executive

branch, Congress, and states and counties.

The Framework for Our Recommendations

A set of recommendations that aims simply to improve
the current system of child protection in this coun-

try may reduce the number of fatalities, but we have
reached the conclusion that eliminating these deaths
altogether requires fundamental reform. That’s why
our national strategy proposes a new and reinvigorated

child welfare system for the 21st century.

We realize that parents of children who die from abuse
or neglect are often struggling. They may have drug
addictions, mental illnesses, cognitive disabilities, or
previous criminal histories. They may face domes-

tic violence at home or live in unsafe, crime-ridden
communities. These conditions do not excuse harmful
behaviors toward children, but they do help to explain
why no single agency, acting alone, can address all of
the complex circumstances in troubled families’ lives.
Public and private sectors must work together to make

a difference.

12
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Our proposals incorporate a public health approach to
child safety that engages a broad spectrum of commu-
nity agencies and systems to identify, test, and evaluate
strategies to prevent harm to children. CPS agencies
remain critical to this approach, leading the effort and
responding quickly to reports of harm. But CPS shares
the responsibility for child safety with multiple partners
that come into contact with vulnerable families in the
community. This report is a vision of how we as a soci-
ety can realign our organizations and communities—as
well as our priorities—to identify and support children

at highest risk of abuse or neglect fatality.

Core Components of the
21st Century Child Welfare System

family and
community
responsibility to

Multidisciplinary
Support
for Families

The Commission’s national strategy is based on the

synergy of three interrelated core components:

1. Leadership and Accountability: Strong leaders at
every level are needed to work across systems and

forge a path to a new child welfare system.

2. Decisions Grounded in Better Data and Research:
Current data barely begin to give us the informa-
tion needed to build a better system. More accurate
data, and sharing and analysis of those data, are

required.

3. Multidisciplinary Support for Families: Cross-
system prevention and earlier intervention are
critical to building and sustaining healthier

families and communities.

Recommendations to Save Lives Now

As a Commission, we recognize that large-scale, sys-
temic reform does not happen overnight. At the same
time, we cannot abdicate our responsibility to those

children who could be saved now.

All of our recommendations should be implemented

as soon as possible, but throughout the report we have
identified specific steps that will be critical to build
infrastructure and the body of knowledge needed to
accelerate the rest. If these steps are taken, children will

Dbe safer today and tomorrow:

B Identifying children and families most at risk of a
maltreatment fatality is key to knowing when and
how to intervene. Therefore, we recommend that
states undertake a retrospective review of child
abuse and neglect fatalities to help them identify
family and systemic circumstances that led to child
maltreatment deaths in the past five years. States
will then use this information to identify children
at highest risk now, and they will develop a fatality
prevention plan to prevent similar deaths both now
and in the future. Ensuring that the most vulner-
able children are seen and supported is a critical

element of this process.

B Sharing data electronically and in real time will
have an immediate impact on improving child pro-

tection decision-making by state and local entities.

B Reviewing life-threatening injuries from abuse
and neglect is an important part of the picture
when it comes to preventing maltreatment
fatalities and should be included in the child death

review process.

EXECUTIVE SUMMARY: OUR PROMISE TO CHILDREN
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B Accountability is a critical component for success
and is relevant to almost all of our recommenda-
tions. A range of providers, including CPS, must
work together and hold each other accountable.
Mandated reporters, too, should be held to mini-

mum standards and receive quality training.

B Enhancing the structure of the federal government
and its authority and oversight of state policy and
practice was an area of focus for our work. We rec-
ommend elevating the Children’s Bureau to report
directly to the Secretary of HHS and giving the
Bureau the stature and authority to partner with
states and local jurisdictions as they work together

to prevent child maltreatment fatalities.

B Funding for the 21st century child welfare system
generated lively discussions in our meetings.
In the end, we did not all agree on one specific
strategy, but we spelled out options to ensure our

recommendations move forward.

Recommendations for Populations in Need
of Special Attention

Three groups of children present unique challenges
when it comes to preventing child abuse and neglect
fatalities: children known to the CPS system today who
are at high risk of an abuse or neglect fatality, American
Indian/Alaska Native children, and African American
children. Commissioners discussed efforts to support
these children and their families and made a number of

recommendations.
Save Children’s Lives Today and Into the Future

Many children who have died from abuse or neglect
were known to CPS agencies that did not take adequate
action to ensure the children’s safety. Commission-

ers agreed that analyzing data from past fatalities to

identify the children who are at greatest risk right now

EXECUTIVE SUMMARY: OUR PROMISE TO CHILDREN

could make an immediate difference for children with

current and ongoing CPS cases.
Recommendation:

® The administration and Congress should support
states in improving current CPS practice and
intersection with other systems through a two-year
multidisciplinary action to protect and learn from

children most at risk of maltreatment fatalities.

Address the Needs of American Indian/
Alaska Native Children

The Commission heard from a number of American
Indian and Alaska Native (AI/AN) tribal representatives
and experts. Testimony presented to the Commission
focused on the lack of data about child abuse and ne-
glect deaths of AI/AN children, jurisdictional challeng-
es, and inadequate federal leadership and funding for

tribal issues.
Recommendations:

® Improve and support data collection about child
abuse and neglect fatalities of Al/AN children,
and integrate the data into national databases for
analysis, research, and the development of effective

prevention strategies.

14
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® Improve collaborative jurisdictional responsibility

for Indian children’s safety.

® Designate one person or office to represent federal
leadership in the prevention of AI/AN child mal-
treatment fatalities and to coordinate efforts with

tribes and ensure parity with states with regard to

resources.

Reduce Child Abuse and Neglect Deaths in
Disproportionately Affected Communities

African American children die from abuse or neglect

at a rate at least two-and-a-half times higher than

white children. This is an issue of deep concern to
Commissioners. Challenges to overcoming dispropor-
tionate abuse and neglect fatalities include differential
treatment for families of color at every stage of the child

protection process.
Recommendations:
® Conduct pilot studies of place-based intact family

courts in communities with disproportionate

numbers of African American child maltreatment

fatalities to provide preemptive supports to prevent

such fatalities.

® Ensure that quality services are available to all chil-
dren and families and that all families are treated

equitably.

Recommendations to Implement Components of
the Commission’s National Strategy

An effective national strategy to prevent child abuse and
neglect fatalities must be based on a strong, integrated
and collective responsibility to keep children safe. The
Commission identified three core components of a
recommended national strategy to prevent child abuse

and neglect fatalities.
Improve Leadership and Accountability

Through hearings, meetings, and testimony, the Com-
mission learned that nearly 30 major federal programs
in more than 20 federal agencies across at least three
federal departments address children’s safety and child
welfare issues. Related challenges include insufficient
federal leadership, lack of coordination for fatality pre-
vention in state planning processes, inadequate federal
oversight, and a lack of coordination among congressio-

nal committees that oversee this issue.
Recommendations:

@ Create an effective federal leadership structure to

reduce child abuse and neglect fatalities.

® Consolidate state plans to eliminate child abuse

and neglect fatalities.

@ Strengthen accountability measures to protect

children from abuse and neglect fatalities.

® Hold joint congressional hearings on child safety.

EXECUTIVE SUMMARY: OUR PROMISE TO CHILDREN
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Ground Child Protection Decisions in
Better Data and Research

The Commission learned that agencies do not always
share data to the extent that would best serve children
at risk of abuse or neglect fatalities, the current count
of fatalities is incomplete and based on inconsistent
definitions, and the lessons learned from reviews of
fatalities and life-threatening injuries are not used

effectively to prevent future deaths.
Recommendations:

® Enhance the ability of national and local systems
to share data to save children’s lives and support

research and practice.

® Improve collection of data about child abuse and

neglect fatalities.

® Conduct child maltreatment fatality reviews and
life-threatening injury reviews using the same pro-

cess and under the same authority within all states.
Enhance Multidisciplinary Support for Families

No single agency, working alone, can be expected to
possess the expertise required to effectively eliminate
all child abuse and neglect fatalities. Responsibility for
protecting children must be shared among many sec-
tors of the community, all working together, to strength-
en prevention and early intervention, surveillance, CPS

agency intervention, and cross-system collaboration.
Recommendations:
@ Ensure access to high-quality prevention and earlier

intervention services and supports for children and

families at risk.

@ Leverage opportunities across multiple systems to

EXECUTIVE SUMMARY: OUR PROMISE TO CHILDREN

improve the identification of children and families

at earliest signs of risk.

® Strengthen the ability of CPS agencies to protect

children most at risk of harm.

® Strengthen cross-system accountability.

Conclusion

Our recommendations take a public health approach,
linking CPS agencies with partners in the communi-
ty to build support for and resilience within families
before crises occur. Through implementation of these
recommendations, we will be creating a learning
laboratory, building from pilot sites, testing ideas, and

learning from one another.

The approach outlined in this report will support
stronger CPS agencies that are better able to use data
to identify and protect children who have been harmed
and those who are at risk of a fatality. CPS leaders and
staff will be held accountable for doing the job they are
trained and committed to do. At the same time, the
many other agencies and systems that touch the lives
of children and families will share data and information
to ensure families and communities get the support
they need to build on family strengths and keep
children safe. This 21st century child welfare system
will engage partners in the AI/AN communities to
tackle the unique complexities of tribal sovereignty that
impact child fatalities and will address disproportion-
ality head on to eliminate fatalities equally among all

communities.

Those who take the work of this Commission forward
will pool their knowledge and apply what works. This in
turn will lead to the goal of a 21st century child welfare
system in which children thrive and no child dies from

abuse or neglect.
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Introduction

In 2003, a 2-year-old died at the hands of his 19-year-old
mother. He was beaten in the stomach and died from mas-
sive internal bleeding. This last beating was not the first. On
an earlier occasion, the toddler was brought to the hospital
with a broken leg. A nurse suspected abuse and called the

child protective services (CPS) agency and the police.

The broken leg was the fifth time CPS was called to inves-
tigate the family; the first report was when he was just §
days old. Each time, CPS investigated but took no further
action—no services were offered to this family who clearly
needed help. CPS failed to conduct a thorough investiga-
tion; workers believed they lacked evidence to substantiate
a specific incident of neglect or violence. CPS staff, medical
personnel, and law enforcement officers all saw this child,
and all failed to protect him. Following the child’s death,
his mother, a single parent who was disabled and used a

wheelchair, was charged with murder.

Imagine what this child’s life might have been had these
support systems made his safety their top priority by offering
services to his family or removing him to a safe placement.
If he had lived, he would have been 15 years old today.

He would have been a teenager in high school. Maybe he
would have played soccer or basketball. Like most teens, he
would have begun dreaming of his future, possibly wanting

to serve his community as a law enforcement officer or a

INTRODUCTION

teacher. But he was failed by the systems that could have
protected him. He was failed by his mother, who did not
get help when it could have made a difference. He had no
future at all.!

Child Abuse and Neglect Fatalities Affect Us All

This toddler’s death, and that of every child who dies
from abuse or neglect, has a profound and devastating
impact on their families and their communities. The

ripples of each life cut short extend to us all.

A 2012 study from the Centers for Disease Control and
Prevention (CDC)? found that the total lifetime cost

for just one year of confirmed cases of child maltreat-
ment (579,000 cases of physical abuse, sexual abuse,
psychological abuse, and neglect) is approximately
$124 billion. If a child dies from abuse or neglect, the
death equates to a lifetime cost of about $1.3 million
per child,’ money the child would have earned over a

lifetime as a productive citizen if he or she had lived.

Despite these shocking figures, the monetary cost pales
in comparison to the emotional cost to siblings and

relatives, to neighbors, and to society as a whole. Every

child abuse and neglect fatality takes an irreversible toll.
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Every child abuse and neglect
fatality represents an immeasurable
loss to the family and to the
community ... We mourn the death
of each child, but | want to learn
from those deaths. | think we

have an obligation to learn from
those deaths.

—Judge John Specia, Commissioner of the
Texas Department of Family and Protective
Services, in testimony to the Commission*

A Time for Action

Thousands of children die each year in the United
States at the hands of those who were supposed to
protect them. Overwhelmingly young and unthinkably
vulnerable, they die from abuse—Dbeatings and brain in-
juries—inflicted by their parents or caretakers. They die
from neglect, including starvation, inadequate medical

care, unsafe co-sleeping, or drowning in the bathtub.

As Commissioners tasked with studying this problem
for the last two years, we thought about these children
every day. The daily news reports we received of chil-
dren dead from abuse or neglect fueled our commit-
ment to learn all we could about this issue and to bring
to light a better strategy to protect children. We have
done so to honor the unfinished lives of children who
died in the past and to prevent these tragedies in

the future.

The federal government has had its eye on preventing
child abuse and neglect fatalities for some time.
Previous commissions and reports brought the

problem to the nation’s awareness and made specific

recommendations. Some of these recommendations
have been implemented, but the number of child
maltreatment fatalities has not decreased. In fact, data
submitted to the National Child Abuse and Neglect
Data System (NCANDS) between 2001 and 2010 show

a slight increase in fatalities over the decade.’

Congress Creates the Commission: Passage of the
Protect Our Kids Act

The enactment of the Protect Our Kids Act in January
2013 established the Commission to Eliminate Child
Abuse and Neglect Fatalities and called on the Com-
mission to produce a national strategy and recommen-
dations for eliminating fatalities across the country.
(See Appendix A.) The legislation received unanimous
support in the Senate and passed the House of Rep-
resentatives with a vote of 330-77. In speaking about
the legislation, lead bill sponsor and Ways and Means
Subcommittee on Human Resources Ranking Mem-
ber Lloyd Doggett (D-TX) noted that “it is painful to
imagine any child dying from neglect or maltreatment.
The Protect our Kids Act will help provide thoughtful

consideration of the steps we can take to better protect

vulnerable children.”
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Then Ways and Means Subcommittee on Human
Resources Acting Chairman Erik Paulsen (R-MN), lead
cosponsor, also urged support from his colleagues and
shared a heartbreaking story of a child fatality from

his home state of Minnesota as an example of the type
of tragedy he hoped would be prevented as a result of
the work of the Commission. After the bill's passage
he commented, “we take an important step forward in
reducing the number of children who lose their lives at
the hands of those who are supposed to protect them.

I applaud the actions of my Senate colleagues, and look

Our Charge

CECANF reports directly to the president and
Congress on the following issues:

@ The use of federally funded child protective
services (CPS) and child welfare services
to reduce fatalities from child abuse and
neglect

The effectiveness of the services funded by
the federal government

Best practices in preventing child and youth
fatalities

The effectiveness of federal, state, and local
policies and systems aimed at collecting
accurate, uniform data on child fatalities

Barriers to preventing fatalities

Trends in demographic and other risk fac-

tors that are predictive of or correlated with
child maltreatment

Methods of prioritizing child abuse and
neglect prevention for families with the
highest need

Methods of improving data collection and
utilization

INTRODUCTION

forward to working with the president and all stake-
holders in implementing the commission and finding
solutions to reduce the number of child deaths from

abuse and neglect.”

Then Ways and Means Committee Chairman Dave
Camp (R-MI) stated, “Today the Senate took an im-
portant step to reduce child fatalities by approving the
House-passed Protect our Kids Act of 2012 ... and I look
forward to working with the president and House and
Senate leaders who will select members of the commis-
sion so they can begin their important work as soon as

possible.”

Advocacy in support of the Protect Our Kids Act was
the focus of five national organizations involved with
the National Coalition to End Child Abuse Deaths.® Leg-
islative deliberations were informed by congressional
hearings to examine the issue of child deaths and ex-
plore the role that a national commission could play to
bring about positive changes.” A report commissioned
by Congress directed the Government Accountability
Office (GAO) to study and report on national data
efforts relating to the prevalence and understanding of
child abuse and neglect fatalities.® The GAO found that
more children have likely died from maltreatment than
are counted in NCANDS, the primary federal data sys-
tem. Further, GAO stated that the U.S. Department of
Health and Human Services (HHS) does not take full
advantage of available information on the circumstanc-

es surrounding child maltreatment deaths.

With the creation of the Commission in 2013 and
appointment of 12 commissioners (see Appendix B),
the president and Congress sent a galvanizing message:
Build on the lessons and recommendations of the

past, but create a new, comprehensive national

strategy that will truly make a difference. We take

this charge seriously.
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We began our work in 2014, holding public meetings in
11 jurisdictions. (See Appendix C.) We spoke with gov-
ernment leaders who drive policy and systems reform.
We heard from those who work on the front lines of
prevention of fatalities: CPS agency staff, medical pro-
fessionals, public health professionals, law enforcement
officials, and advocates. We held listening sessions with
researchers and data scientists, public and private orga-
nizations that touch the lives of children and families,
and parents and youth who have personal experience
with CPS. We received valuable input and written
testimony from these sources and many others. (See

Appendices D and E.)

We looked at what is currently working and what is not.
We learned how technology can be harnessed to solve
social problems, which led us to look at how data can
be used more effectively and the promise it holds for
child safety. We heard from a few communities that
have come together in ways that appear to be reducing
deaths from child abuse and neglect. These approaches
are promising, but the Commission found no state or
local response that included all the elements we believe
are necessary to achieve widespread, lasting results
when it comes to preventing child fatalities. Also lack-
ing is a coordinated national response that reflects and

responds to the urgency of the present crisis.

It's Time for a 21st Century Child Welfare System

We have reached the conclusion that to succeed, we
need to build a new child welfare system for the 21st
century. We realize the parents and families of children
who die from abuse or neglect are often struggling

and have backgrounds of trauma themselves. They
may have drug addictions, mental illnesses, cognitive
disabilities, or previous criminal histories. They may
face domestic violence at home or live in unsafe,

crime-ridden communities. Many suffer from a lack

The Importance of Terminology

Leaders in the field often equate the terms child
protective services and child welfare. Both are
about the safety of children. But for the purposes
of this report, we are making the distinction be-
tween the child protection agency and a systemic
responsibility and response:

Child protective services (CPS) agency: The

state or county agency with legal responsibility
for screening, investigating, and responding to

reports of child abuse and neglect.

Child welfare system: A multisystem community
response to ensure the safety and well-being of
children. The CPS agency has a critical and cen-
tral role to play in a community’s child welfare
system, particularly to ensure safety when a child
has been harmed or is at imminent risk of harm.
However, a child welfare system is much larger
than the CPS agency alone and includes health
care, social services, education, law enforcement,
and all other formal and informal support sys-
tems that collectively must share responsibility
and serve as touch points for families at risk of
child abuse and neglect.

of financial resources, inconsistent employment, and
housing instability. Often these parents are young;
some have had prior experience with foster care or the
juvenile justice system. Some have recently returned
from deployment in the military and may be suffering
from post-traumatic stress syndrome. These condi-
tions, as dysfunctional as they may be, are not meant to
excuse harmful behaviors toward children, but they do

help to explain them.

For all of these families, we believe strong, effective,

and well-resourced CPS agencies are and will always
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be critical to our nation’s child welfare system. At the
same time, we need a system that does not rely on

CPS agencies alone to keep all children safe. We must
effectively marshal the knowledge, skills, and resources
of all government and community agencies that come
into contact with families and children. We need public
will, shared accountability, local and state and federal
leadership, and partnerships with the private sector to

bring solutions to life.

NOTES FOR INTRODUCTION

In short, now is the time to move away from old pat-
terns and adopt a new course of action to prevent child
maltreatment deaths. Now is the time for a 21st century
strategy to protect children and support families. Our
work responds to a national crisis. We are providing
recommendations for the policy changes, tools, and
strategies that we believe are needed to turn this tragic

emergency around.

" The child’s name and location have been removed from the story for privacy reasons.

% Fang, X., Brown, D. S., Florence, C. S., & Mercy, J. A. (2012). The economic burden of child maltreatment in the United States and implications for
prevention. Child Abuse & Neglect, 36(2), 156-165. Retrieved from http://www.sciencedirect.com/science/article/pii/S0145213411003140. Also see the CDC
website at http://www.cdc.gov/violenceprevention/childmaltreatment/economiccost.html.

* Ibid.

* Testimony presented at the San Antonio, Texas, meeting on June 3, 2014 (https://eliminatechildabusefatalities.sites.usa.gov/files /2014/05/San_Antonio_

Transcripti.pdf).

* Every Child Matters Education Fund. (2012). Child abuse & neglect deaths in America. Retrieved from http://www.everychildmatters.org/storage/

documents/pdf/reports/can_report_august2012_final.pdf.

¢ Coalition members include the National Association of Social Workers, National Center for Child Death Review, National Children’s Alliance, Every Child
Matters Education Fund, and National District Attorneys Association; see http://www.naswdc.org/protectchildren/2011/Coalition_Flier.pdf.

7 Ways and Means Subcommittee on Human Resources. (2011, July 12). Hearing on child deaths due to maltreatment. Transcript. Retrieved from http://
waysandmeans.house.gov/hearing-on-child-deaths-due-to-maltreatment. Ways and Means Subcommittee on Human Resources. (2012, December 12).
Hearing on proposal to reduce child deaths due to maltreatment. Transcript. Retrieved from http://waysandmeans.house.gov/hearing-on-proposal-to-reduce-

child-deaths-due-to-maltreatment
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OVER THE COURSE OF THIS CoMMISSION, we have read
with great distress the daily news accounts of child
deaths from abuse or neglect. We know these stories
only scratch the surface. During each of the two years
we met, heard testimony, and deliberated, an estimated
3,000 children died from abuse or neglect. That’s eight

children a day, every day.

Despite the fact that thousands of children die each
year from abuse or neglect, there has been no sustained
attention at the federal level to prevent these deaths.
Sometimes a child’s death is so heinous that it catches
our attention, if ever so briefly. A reporter investigates,
policymakers call for changes, a new child death review
panel is convened, the child protection agency director
resigns or is fired, and perhaps a perpetrator is identi-
fied and charged. At times, a law is passed to respond
to public outcry, such as a special appropriation for
additional caseworkers. But for the most part, systemic
and lasting changes do not occur, and children continue

to die.

As Commissioners, we wonder: In the United States
of America, in the 21st century, how can so many pre-
ventable deaths happen every day to the most defense-

less, helpless babies and young children? We believe

every child deserves a full life. This means providing
services and support to those who need help and
developing policies and funding programs to prevent
child maltreatment fatalities. To do this, we need a new
and comprehensive approach to the 21st century child
welfare system. Put simply, we believe that as a nation,
we must do more and do it better to prevent children

from dying.

What We Know About Child Abuse
and Neglect Fatalities

As much as we learned about the circumstances around
child abuse and neglect fatalities during our two years
of hearings, meetings, and research, there is much that
we still do not know. We do not know, for example, the
exact number of children who die each year from abuse
or neglect, nor do we know enough about children who
experience life-threatening injuries at the hands of

parents or caretakers.
Data
There is no standard, mandated reporting system

for child abuse or neglect deaths in this country.

Definitions, investigative procedures, and reporting

CONFRONTING THE TRAGEDY OF CHILD ABUSE AND NEGLECT FATALITIES
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requirements vary from state to state. Attributing a
child’s death to abuse rather than to an accident or
The Broader Picture of Safety natural cause is often extremely difficult. The death of

a toddler who drowns in a bathtub, for example, may

All children need caring adults who can provide a safe and
nurturing home in which to grow up. Under most circum-
stances, the state cannot interfere with parents’ fundamen-

tal rights to raise their children as they see fit. However,

when parents are unable or unwilling to support and care
for their children, and the children’s safety is at risk, the
state must intervene.

Removing children from their families and homes is almost

Dbe classified as an accident in one jurisdiction and as a

child neglect death in another.

No one data source offers a complete picture of the

problem, but several give us insight into the number of
child maltreatment deaths:

always a traumatic experience, even when it is necessary. B The federal government’s National Child Abuse
Anyone who has ever seen a toddler crying for his or her and Neglect Data System (NCANDS) collects
mother knows the pain that separation can generate. In . .
- . . . data on child maltreatment fatalities from states
addition, growing up in foster care far too often has dire )
consequences, including uncompleted education, substance as reported by CPS agencies. In 2014, NCANDS
abuse, unemployment, incarceration, and homelessness.’ estimated that there were 1,580 child maltreatment
deaths in the United States.’® NCANDS reporting
Foster care remains a critical safe haven for some children, .
o : . . is voluntary, and not all states currently report on
but it is not in and of itself a guarantee of safety; children N ) -
o fatalities. There are multiple definitions of abuse
have been harmed and, very rarely, even killed in foster
care. In addition, placement is used disproportionately in or neglect in use by states, and thus counting
African American families and probably also in American varies from state to state and even within states.
Indian/AIaska Native (Al/AN) families, although there are In some states, if the child was not known to the
limited data on the extent of disproportionality among Al/ CPS agency, the death is not reported to NCANDS.
AN children. . .
CHECIER Therefore, this number is an undercount of the
Removal and placement, even with relatives, should not be total child abuse and neglect deaths.
the “default” option when it comes to child safety. Other
. . P . . . y B [n addition to CPS reports, data on child abuse and
options exist, such as intervening earlier, so we can keep -
children at home while their parents receive quality services; neglect fatalities come from other sources—med-
more intensive monitoring and engagement by caseworkers ical examiners, coroners, vital statistics, law en-
and service providers; and evidence-based home visiting forcement, and fatality review teams, for example.
programs for families with newborns. Alternatives such as )
e B The federal government’s most recent National
these are at the heart of the Commission’s recommenda-

tions to build a comprehensive 21st century child welfare
system in which child protective services (CPS) agencies
share responsibility with other agencies and organizations
to ensure children’s safety. With this approach, we believe
valuable foster care resources will be available to support
those children for whom there are no other alternatives, and
more children will grow up safely in their own homes.

Incidence Study of Child Abuse and Neglect (NIS-

4) collects data from multiple sources on child
maltreatment for children who are and are not
reported to CPS agencies. For 2005—2000,

NIS-4 reported 2,400 child maltreatment deaths
(NCANDS reported 1,530 deaths for approximately

the same period).
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Getting an accurate number of abuse and neglect
fatalities in order to learn from it was one of the pri-
orities defined in the Protect Our Kids Act. We know
that the number of fatalities is higher than reported by
NCANDS. Some researchers estimate that the actual
number is more than double the NCANDS total, but at

least 3,000 children per year."

Characteristics of Child Maltreatment Deaths

Better data and research are available on the characteris-
tics of children who die from abuse or neglect, and

this information can inform strategies to save lives.

In reviewing federal and state policies, we paid careful
attention to research on the risk factors and circum-
stances associated with child deaths from abuse and
neglect. Analyses of child death review reports showed
that social isolation, young parents or single parents,
caretakers and parents who struggle with mental health
issues or substance abuse or domestic violence, and
lack of parenting skills are all associated with increased
risk of child fatality from abuse or neglect.” Although
poverty itself does not cause child abuse or neglect,

it puts strains on parents that can elevate stress and

increase risk to children.

We found the following:

B Fatal child abuse may involve a single, impulsive
incident (e.g., suffocating or shaking a baby) or
repeated abuse over time, such as children who are

victims of the battered child syndrome.

B Fatal neglect often occurs when the child’s death
results from a caregiver’s egregious failure to act.
The neglect may be chronic (e.g., extended mal-
nourishment) or acute (e.g., an infant who drowns

after being left unsupervised in the bathtub).

B Children who die from abuse and neglect are over-

whelmingly very young. Approximately half are

infants younger than 1 year old, and approximately
three-quarters are under 3 years of age. Many

are just days or weeks old and are exposed to few
adults who might report suspected maltreatment
to CPS."

The young age of so many of these victims is one
reason why as many as half or more fatalities
involve children unknown to the local CPS agency
before the death occurred (although some of their

families may have been known in the past).™

Disproportionately high numbers of African
American children die from abuse or neglect.
Child Maltreatment 2014 reports that African
American children die from child abuse or neglect
at a rate that is two-and-a-half times greater than
that of white or Hispanic children. (See Chapter 4
on Reducing Child Abuse and Neglect Deaths in

Disproportionately Affected Communities.)

Approximately 72 percent of child maltreatment fa-
talities involve neglect, either alone or in combina-
tion with another type of maltreatment' and often

in families challenged by the stresses of poverty.

From studies of caregivers who kill children, we
learned that parents, either alone or with others,
are the most common perpetrators. Other perpe-
trators include relatives, unmarried partners of
parents, and daycare providers. Children residing
in households with unrelated adults were more
likely to die from inflicted injuries than children
residing with two biological parents.’® For example,
in a study of children with abusive head trauma
hospitalized at four children’s hospitals, nonparent
partners made up 22 percent of the perpetrators.’”
Pennsylvania, Kentucky, Ohio, and Kansas each
conducted limited studies of the involvement of a
parent’s unmarried partner in child maltreatment
deaths and found that the rates of involvement

were between 10 and 21 percent.'® In Ohio, the

CONFRONTING THE TRAGEDY OF CHILD ABUSE AND NEGLECT FATALITIES
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concern was great enough to prompt a “Choose
Your Partner Carefully” campaign in at least

one county.’

Our Current Approach to
Protecting Children Is Not Enough

CPS agencies have a legal responsibility for screening,

investigating, and responding to reports of child abuse

Past CPS Reports Are Associated With
Increased Risk of Fatality

At the Commission’s meeting in Tampa, Florida, testimony
was provided about a population-level study based on mul-
tiple sources of data from California on risk factors for fatal

child maltreatment.?® Knowledge of risk factors associated
with fatalities can help CPS agencies and partners in the
community do a better job of protecting children.

After adjusting for risk factors at birth, key findings included
the following:

@ A prior report to CPS, regardless of its disposition,
was the single strongest predictor of a child’s potential
risk for injury death (intentional or unintentional)
before age 5.

Given the same risk factors, a child reported to CPS had
about a two-and-a-half times greater risk of any injury
death.

Children with a prior CPS report had an almost six (5.8)

times greater risk of death from intentional injuries.

A child with a prior report of physical abuse had a risk of
intentional injury death that was five times greater than
a child reported for neglect.

Children reported for neglect had a significantly higher
risk of unintentional injury death.

Risk of sleep-related death was about three-and-a-half
times greater when there had been a previous report of
child abuse or neglect.

and neglect. But prevention of fatalities must be both
a federal and state priority. In order for that to happen,

we must address a number of challenges.

Within the U.S. Department of Health and Human
Services (HHS), the Children’s Bureau has primary
responsibility for overseeing federal programs aimed

at preventing child abuse and neglect. Through testi-
mony, the Commission learned that, in some cases, the
Bureau has not provided states or localities with clear
direction on how to develop effective strategies for
keeping children safe from fatal abuse or neglect. In the
absence of such guidance, several states and counties
have undertaken the hard work of developing their own
strategies or initiatives to prevent fatalities or better
respond to children at risk of a fatality. But no state

we visited had a sufficiently comprehensive plan for a
multi-agency, collective effort to share responsibility

and prevent child maltreatment deaths.

This results in inconsistent practices across the coun-
try’s CPS agencies in general. As a Commission, we
heard repeatedly that CPS agencies cannot be held
solely responsible for protecting children from child
abuse and neglect fatalities. Much of this testimony
came from CPS directors and workers themselves, as
they talked about the challenges to what agencies can
accomplish with the current laws, funding, staff-

ing, cross-agency policies and practices, and availability
of needed services and support for families. In addition,

we learned the following:

B Many young infants die from abuse or neglect
without ever having been reported to CPS. If CPS
doesn’t know about them, caseworkers cannot pro-
tect them. What we came to understand, however,
was that many of these children were known to
other systems and community members who had
knowledge that there were potential safety issues

in the home.
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B Approximately 40 percent of cases reported to CPS

are screened out,?’ and no one sees the child.

B CPS professionals have exceedingly difficult jobs
and provide a critical public safety service. They
are often overworked and highly stressed. The
Commission heard from CPS workers and super-
visors about high caseloads, frequent turnover, and
not enough time to adequately engage families.
Shortages of workers, funds, and training may
mean that inexperienced workers are tasked with
making life-or-death decisions with insufficient

preparation or support.?

B Effecting change in families requires targeted and
responsive services and supports that address
the underlying issues that led to a report in the
first place. Yet funding and access to high-quality
services for parents (such as domestic violence
services, substance abuse services, mental health
services, home visiting, and more) are often lim-
ited or nonexistent, especially in rural areas and

particularly on American Indian reservations.?

B Legal and policy barriers to information sharing
among agencies and between jurisdictions can
leave CPS and other child-serving agencies out of
the loop regarding information that might save a
child’s life. Often, different agencies serving the
same family are not able or willing to share infor-
mation when a family is in crisis. Take the case
of a mother who gives birth and who had a child
who had died from maltreatment in her family in
the past or who had her parental rights terminated
with her surviving children. Without data-sharing
systems in place and a clear understanding of their
responsibilities (and accountability), the hospital
may not be aware of the family’s history and
would not know to alert CPS about the mother’s

new baby.

B CPS workers often lack evidence-based tools to
support the best decisions about children’s safety

and welfare.

B There are few evidence-based programs to support
families at risk of a fatality and limited knowledge
about the ability of those programs to prevent a

fatality.

B Some high-cost interventions have been identified
as less effective. These include long-term group
care, generic parenting programs, nonspecific
psychotherapy, and short-term emergency foster
care placements.?* Investments in these programs
could mean the service array does not effectively
address the needs of families most at risk of fatal-
ities. Reinvesting the resources elsewhere might
be a more beneficial way to serve children and

families most at risk of the worst outcomes.

Under the current child welfare system, CPS agencies
and workers do protect millions of children every year,
and most caseworkers are dedicated professionals.

But they are not experts in every area of concern to
families, nor can they ensure every child’s safety under
current laws without a commitment of shared respon-
sibility from communities and other agencies that are

engaged with families.

A Public Health Approach to Create a
21st Century Child Welfare System

The Commission was charged with identifying a na-
tional strategy for eliminating child abuse and neglect
fatalities. After two years of hearings, testimony, and
deliberation, we have concluded that immediate, sig-
nificant changes are necessary. To build a 21st century
child welfare system, we need a comprehensive public
health approach premised on the importance of strong,
integrated, and collective responsibility and coordinated
action and measurement across agencies and states and

within our communities.

A public health approach for child safety is one that
promotes the healthy development and well-being of
children. It builds off of a public health model used to

CONFRONTING THE TRAGEDY OF CHILD ABUSE AND NEGLECT FATALITIES
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Our work environment...was characterized by a high level of turnover, both on
the protective services side and on the case management side. So we had lots of
staff that were coming and going....you had vacancies, you had higher caseloads,
and you had a differential in experience...we had some very inexperienced, fresh-
out-of-training folks working with some very high-risk cases...

—Mike Carroll, Secretary, Florida Department of Children and Families, in testimony to the Commission®

tackle complex social problems, a model with a focus
on prevention and support for community change.

The Surgeon General connected this model with child
maltreatment in 2003, calling prevention of child
maltreatment a national priority.?® The Centers for
Disease Control and Prevention also championed a
public health approach around reduction of child abuse
and neglect. They define four steps in a public health

model:

1. Define and monitor the problem.
2. Identify risk and protective factors.
3. Develop and test prevention strategies.

4.  Ensure widespread adoption.”

A public health approach to child safety and preven-
tion of fatalities looks for the maximum benefit for the
largest number of people, which means it works not
only at the family level, but also at the community and
societal level. Public and private sectors work together
to align, leverage, and coordinate existing resources to
provide support to children and families and to address
risks and promote resilience before there is a crisis. The

entire system becomes more preventive and responsive.

CPS remains a critical component of this approach in
order to respond quickly when children are at risk of
serious harm. But CPS is only one part of the picture.
Other systems become key partners, including the
courts, law enforcement, the medical community, men-

tal health, public health, and education. Even neighbors

who come into regular contact with young children
and families are part of a public health approach. All
have a role to play to ensure that help is available when
families need it through services and supports such as
prenatal care, mental health services, evidence-based
home visiting programs, employment, education, par-
ent partnerships, housing support, early childhood ed-
ucation, and parent skills training, as well as substance

abuse, mental health, and domestic violence programs.

The CPS agency in the 21st century child welfare system
will continue to respond to allegations of abuse or
neglect and work to keep children safe. But the ultimate
goal is that fewer families will need involvement with
CPS. This will free up CPS agencies to respond with
more in-depth support to every child who comes to
their attention for abuse or neglect. As a result, CPS
agencies will be stronger, and their case management
teams will be more effective. They will have more mul-
tidisciplinary partners and better connections to profes-
sionals in the community to help families. Community-
based partners will also be ready to step in with support

for families when their CPS cases are closed.
Three Interrelated Components for Success

Our proposed child welfare system for the 21st
century relies on the synergy of three interrelated

core COl’l’lpOl’lel’ltSl

1. Leadership and Accountability refers to a multidis-
ciplinary approach to ending child maltreatment

fatalities that is guided by strong leadership at
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every government level, from federal to state to lo-
cal. It requires unprecedented collaboration, jointly
developed solutions, and a shared, collective focus
that includes effective intervention for families in
crisis, along with proactively building what is need-
ed for the future. This involves changes in federal
legislation, including the Child Abuse Prevention
and Treatment Act (CAPTA), as well as stronger
leadership at the federal level, and the develop-
ment of national and state plans for elimination

of child maltreatment fatalities. Leadership and
Accountability recommendations are detailed in

Chapter s.

2. Decisions Grounded in Better Data and Research
describes the efforts that are necessary to share
data in real time to better protect children and to
create better systems to collect more accurate and
complete data. This component includes rec-
ommendations regarding efforts to better count
maltreatment fatalities, as well as real-time data
sharing and the use of predictive analytics to iden-
tify children most at risk of fatalities and factors
related to high risk. Better data and analyses over
time will illuminate what works in prevention and
intervention, helping those who work with families
(CPS, medical providers, law enforcement, courts,
and more) and families themselves to make better
decisions about child safety. Recommendations for
Decisions Grounded in Better Data and Research

are detailed in Chapter 6.

3. Multidisciplinary Support for Families refers to
prevention and early intervention, surveillance,
CPS intervention, and cross-system collaboration.
Recommendations include stronger cross-system
teaming and accountability, policy shifts so that
multidisciplinary team decisions can be made on
the basis of safety concerns rather than an incident

of abuse, and improved screening and access to

high-quality prevention and intervention services.
Recommendations for Multidisciplinary Support

for Families are detailed in Chapter 7.

Core Components of the
21st Century Child Welfare System

family and
community
responsibility to
keep children safe.

Multidisciplinary
Support
for Families

In embracing a public health approach that empha-
sizes these three core components, the Commission

is recommending a higher level of accountability for

all of our communities, cities, states, and the federal
government to better develop and implement compre-
hensive prevention efforts in order to prevent serious
abuse and neglect to infants and children. For our
youngest children who die, this approach is likely the
only way we can prevent their deaths. We may get a
second chance for infants who are reported to CPS, but
they will already be injured. We must strengthen our
collective approach to get precious preventive resources
to the highest risk families, even as we confront the tre-
mendous challenges in financing, workforce, and safety

practices in building robust and effective CPS agencies.
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Large-scale change requires immediate action and
long-term investments. It will take sustained leader-
ship, expanded and shared use of data, and a collective
commitment to multidisciplinary responses to move
forward. This report is a vision of how we as a society
can realign our organizations and communities—as
well as our priorities—to support families at highest

risk, preventing child abuse and neglect fatalities, in-

tervening where necessary, and ultimately ensuring the
safety of all children.

A Comprehensive Strategy for Immediate
and Long-Term Action

As a Commission, we recognize the need for systemic
reform, and we realize that large-scale reform does

not happen overnight. At the same time, we cannot
abdicate our responsibility to those children who could

be saved now.

We believe we must act not only to save the children
who will die from abuse or neglect tomorrow and the
next day and the next, but also to make far-reaching

recommendations that will begin to solve the systemic

problems inherent in tasking one agency with a prob-
lem that belongs to all of us. We suggest a comprehen-
sive approach to success that includes both immediate
and long-term goals to keep children safe now and at

the same time to prevent fatalities in the future.

Our recommendations are organized into two sections:
populations in need of special attention and an ap-
proach to build a more comprehensive and responsive
child welfare system overall. Elements of both can, and

should, be initiated at the same time.
Section I: Populations in Need of Special Attention

No child’s death from abuse or neglect is ever accept-
able, but we identified three groups of children who
need special attention: those who can be identified
through data to be at high risk of a fatality, American
Indian and Alaska Native children, and African

American children.

Section Il: Components of the Commission’s
National Strategy

The lessons learned from a targeted focus on prevent-
ing fatalities among high-risk children can be directly
applied to an effort to create a 21st century child welfare
system to protect children and support families. This
new system includes three core components: strong
leadership and accountability among a range of part-
ners, decisions grounded in better data, and multidisci-

plinary support for families in their own communities.

We Must Act to Save Children’s Lives Now:
Highlighted Recommendations

Among our comprehensive set of recommendations,
the Commission has agreed to highlight 10 that lie

at the heart of our strategy. These are actions that
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we believe, when acted on by the administration and
Congress, will accelerate and support the success of the

strategy as a whole.

Six of these recommendations are highlighted because
they are actions that will begin to save children’s lives
immediately, while four of them lay groundwork that
we believe to be essential for the rest of the national
strategy to succeed. Each recommendation is indicated
by number; more detail about these recommendations
and the analysis behind them can be found in the chap-

ters that follow.

Recommendations That Can

Save Lives Immediately

Unless these steps are taken by the administration and
Congress, the Commission believes the same number
of children will continue to die each year from child
maltreatment fatalities. They are essential to reduce the
number of fatalities that will otherwise occur this year

and next if we fail to act.

RECOMMENDATION 2.1:

Support states in improving current CPS practice and
intersection with other systems through a two-year mul-
tidisciplinary action to protect and learn from children

most at risk of maltreatment fatalities.

States will first conduct a review of all child abuse and
neglect fatalities from the previous five years. Then,
using the knowledge gained in this review, states will
develop and implement a fatality prevention plan.
More details about this process can be found in the

Recommendations section of Chapter 2.

As part of the above process, the Commission also

emphasizes the importance of the following:

RECOMMENDATION 2.1e:
Ensure that the most vulnerable children are

seen and supported.

If states find, during the five-year review (above), that
investigation policy is insufficient in protecting children,
their fatality prevention plans should ensure that the
most vulnerable children are seen and supported. States
should review current screening policies to ensure

that all referrals of children under age 3 and repeat
referrals receive responses. In addition, investigation
policy should be reviewed to ensure that reports for
children under age 1 are responded to within 24 hours.
Alternatives to a CPS agency investigation should be
considered. Congress and states should fund the neces-
sary resources. Children under age 5 and children with
prior CPS reports should be prioritized for home visiting

programs.

RECOMMENDATION é6.1a:
Support data-sharing for child protection.

The administration should spearhead a special

initiative to support state and local entities engaged in
protecting children, such as law enforcement and CPS,
in sharing real-time electronic information on children

and families.

RECOMMENDATION 6.3b:

Review life-threatening injuries.

In order to incentivize states to add the reviews of
life-threatening injuries caused by child maltreatment
into their current child death review activities, receipt of
CAPTA funds should be contingent upon states conduct-
ing these reviews. (Currently, Wyoming and Oklahoma

conduct both types of reviews.)
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RECOMMENDATION 7.2a:
Ensure that other children’s services providers have

higher levels of accountability to reduce child fatalities.

In health care, Medicaid should create greater account-
ability for health-care providers to screen families at
elevated risk for maltreatment and should use payment
mechanisms, including reimbursement strategies,

to incentivize greater investment in intergenerational
services to these families. Communities with home-
visiting programs should have greater accountability to
demonstrate the connection of these services to highest
risk families. Birth hospitals should be held to a higher

level of accountability for Plans of Safe Care.

RECOMMENDATION 5.1a:

Elevate the Children’s Bureau to report directly to the
Secretary of the U.S. Department of Health and Human
Services (HHS). Require the HHS Secretary, in consul-
tation with the Children’s Bureau, to report annually to
Congress on the progress of the implementation of the

recommendations of this Commission.

RECOMMENDATION 5.2a:

Through legislation, Congress should require states
to develop and implement a coordinated, integrated,
and comprehensive state plan to prevent child

maltreatment fatalities.

RECOMMENDATION 7.2d:
Demand greater accountability from

mandatory reporters.

Federal legislation should be amended to include a
minimum standard designating which professionals
should be mandatory reporters, and training of these re-
porters should be an allowable expense under title IV-E
of the Social Security Act, as long as the training model
is approved by HHS. For mandatory reporters who need
to maintain licenses in their fields, training and compe-
tency should be a condition for licensure, with responsi-
bility on the licensees and their licensing entity to make

sure they refresh competencies over time.

Recommendations That Lay the Groundwork for
Our National Strategy

Four additional recommendations are critical to begin

now to lay the groundwork for our national strategy:

RECOMMENDATIONS 2.1i, 5.4a, and 7.4d:

Provide resources to create and sustain the 21st century
child welfare system required to eliminate maltreatment
fatalities. This includes the following recommendations

regarding resources:

® RECOMMENDATION 2.1i: We strongly recommend
a significant appropriation of funds by the federal
government to strengthen the child protection sys-
tem by implementing Recommendation 2.1.
There were four different views offered on the fund-
ing needed to achieve this goal of fundamentally

reforming the country’s child welfare system.

1. One group of Commissioners strongly believes
that the federal funding commitment to effec-
tive child protection is drastically underfunded
and recommends that Congress immediately
authorize and then appropriate at least a
$1 billion increase to the base allotment for

CAPTA as a down payment on the funding

CONFRONTING THE TRAGEDY OF CHILD ABUSE AND NEGLECT FATALITIES



necessary to ensure that state CPS agencies
are consistently effective and have sufficient
funding to keep children protected and that
families receive the services and supports they
need to ensure their children’s safety. These
Commissioners further believe that the first
year of funding should support state efforts to
implement the case reviews of children known
to CPS. This will help to ensure children’s
continued safety and determine the broad-

er reforms necessary both to better protect
children from abuse and neglect generally and
to dramatically reduce child abuse and neglect
fatalities. Thereafter, the ability of a state to
draw down its share of these new funds will
be contingent upon the state having a fatality
prevention plan in place and approved by HHS
to fundamentally reform the way the child
welfare system is designed and delivered,

with the goal of better protecting children and
significantly reducing child abuse and neglect

fatalities and life-threatening injuries.

One group of Commissioners recommends an
increase in funding but leaves the responsibil-
ity to Congress to identify the exact amount of
funding needed by all responsible agencies to

carry out activities in this goal, sources of that
funding, and any offsets in funding that are

available to support this recommendation.

One group of Commissioners recommends
that initial costs be covered by existing funding
streams, cost-neutral waivers for children ages
o-5, and a prioritization of services for children
ages o0-5 who have been demonstrated to be at
the highest risk for a later fatality. An overhaul
to the structure of federal funding is required

to better align resources pertaining to the
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prevention of and response to safety issues for
abused or neglected children. Furthermore, we
still have few approaches, programs, or ser-
vices that demonstrate evidence in reducing
child abuse and neglect fatalities. Rather than
continuing to fund programs with no evidence
of effectiveness, we should support state

and local funding flexibility, innovation, and
research to better determine what works. The
child welfare system is woefully underfunded
for what it is asked to do, but a significant
investment needs to wait until additional evi-

dence is developed to tell us what works.

4. One group of Commissioners strongly believes
that the federal funding commitment to effec-
tive child protection is drastically underfunded
but does not favor making a request for spe-
cific dollar amounts in this report. However, if
funding is recommended, it should be recom-
mended for all recommendations made by this
Commission. Many of the recommendations
proposed will require dollars, and all of the
recommendations will work toward reducing

child abuse and neglect fatalities.

RECOMMENDATION 5.4a: Hold joint congres-
sional hearings on child safety in committees that
oversee CAPTA, title IV-E, title IV-B, and Medicaid
to better align national policies, resources, and
goals pertaining to the prevention of and response
to safety issues for abused or neglected children.
Coordinating federal child welfare policy in this
way would also yield efficiencies through improved

governance and oversight.

RECOMMENDATION 7.4d: Congress should

establish a multiyear innovation program to finance
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the development and evaluation of promising
multidisciplinary prevention initiatives to reduce
child abuse and neglect fatalities. This innova-

tion fund would provide participating states with
resources to design, implement, and evaluate these
prevention initiatives at the state or regional level,
as outlined by states in their state fatality preven-
tion plans. This model is based on the demon-
strated success of the Centers for Medicare and
Medicaid Innovation established by section 3021 of
the Patient Protection and Affordable Care Act. The

cost is approximately $500 million dollars.?

RECOMMENDATION 7.1h:
Provide funding flexibility.

The Commission supports flexible funding in existing
entitlement programs to provide critical intervention ser-
vices in mental health, substance abuse, and early infant
home visiting services to support earlier identification
and mitigation of risk within families at risk for child
maltreatment fatalities. Currently, more than half of the
states are operating title IV-E waiver demonstration proj-
ects, which will end in 2019 and have not been autho-
rized to continue.29 The Commission recommends that
Congress reauthorize waiver authority under title IV-E of
the Social Security Act. Reauthorization of waiver author-
ity under title IV-E should not be seen as a substitute for
more fundamental title IV-E financing reform, but rather
should be utilized to allow states to experiment with
new and innovative ideas regarding the administration
of the title IV-E program. The Commission supports the
Hatch-Wyden legislation, known as the Family First Bill,
which would include provisions to include in title IV-E
an option for states, as well as tribes who administer

a title IV-E program, to operate a statewide prevention

program.
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Section |
Populations in Need of Special Attention

In addition to assessing the challenges and solu-
tions to child abuse and neglect fatalities overall,
the Commission focused on three groups: children
known to the child protective services (CPS) system
today who are at high risk of fatality, American
Indian/Alaska Native children, and African
American children. Efforts to identify, reach, and
protect each of these groups of children present
unique challenges deserving of special attention.
However, the Commission views the steps that
must be taken to overcome these challenges as
integral to the creation of an effective 21st century
child welfare system that will protect the safety of all

of our children in the future.

SECTION I: POPULATIONS IN NEED OF SPECIAL ATTENTION
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Chapter

Saving Children’s Lives
Today and Into the Future

Chapter

Addressing the Needs
of American Indian/
Alaska Native Children

Chapter

Reducing Child Abuse
and Neglect Deaths
in Disproportionately
Affected Communities

Current data technology allows
states to analyze the circumstances
of past child abuse and neglect fa-
talities in order to identify, in each

state and jurisdiction, children at

high risk of fatalities in the present.

This chapter includes a recom-
mendation that states implement
a review of all fatalities in the past
five years and develop a multidisci-
plinary plan to identify and support
children in similar circumstances.
The purpose of this data review is
twofold: (1) to ensure a response
that will save children’s lives now
and (2) to build a body of knowl-
edge that will inform practice

and systems to save more lives

in the future.

Data, jurisdictional, and resource
complications are huge barriers

to understanding and preventing
child fatalities in Indian Country.
There is no agreement on the num-
ber of Indian children or youth
who die from abuse or neglect in

a year. NCANDS does not collect
data from tribes, and they are not
eligible for CAPTA funds. Most
tribes do not have the resources to
improve their data capacity, learn
from it, or provide the services that
could lead to better outcomes for
children. Jurisdictional issues be-
tween the federal government and
tribes further complicate the ability
to understand and prevent deaths.
This chapter makes recommenda-

tions to address these challenges.

SECTION I: POPULATIONS IN NEED OF SPECIAL ATTENTION

African American children make
up approximately 16 percent of the
child population in this country
but 30 percent of the child abuse
and neglect fatalities. This over-
representation is a long-standing
concern of many child welfare
leaders and one the Commission
was determined to understand
and address. Data sharing, risk
assessment, poverty, and implicit
institutional racism were part of
the discussion and a path to

recommendations for solutions.
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Hillsborough County, Florida
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“If the only thing you do is come up with a list of
cases that are high risk, all you've done is identify the
train that’s coming at you on the tracks. You've got to
have a way to switch the track,” said Bryan Lindert,
Senior Quality Director at Eckerd Kids in Hillsborough
County, Florida.

Switching tracks is exactly what leaders in Hillsborough
have in mind when it comes to preventing fatalities of
young children. They are doing it through an innova-
tive process they developed called Eckerd Rapid Safety
Feedback® (ERSF). ERSF uses real-time data to identify
a list of high-risk cases, but that is only the beginning.
Once the cases are identified, they are flagged and
reviewed, often leading to an immediate, intensive
meeting between quality management (QM) specialists
and the case management team for the family. It is the
combination of the two—data and intensive interven-

tion—that makes ERSF both different and promising.
The History in Hillsborough County

The changes in Hillsborough were born from tragedy:
A 1-year-old allegedly killed by his mother’s boyfriend;
a 4-month-old tossed from a car on an interstate; a

16-month-old taken from his mother and allegedly

beaten to death by his father. From 2009 to 2011, nine
children in Hillsborough County died from maltreat-
ment. Each of these children was under 3 years of age.
All but one had an open, in-home child protective

services (CPS) case.

Sadly, the state of Florida is no stranger to child
homicide, but no other county had as many deaths in
so short a time as Hillsborough in those two years.

The state response was definitive. Eckerd Kids was
named to replace the lead child protection agency in
the county. Eckerd officials reviewed all nine fatalities
in depth, as well as other deaths in the region, looking
for common characteristics. They then reviewed every
open case in the county, some 1,500 families with more
than 3,000 children, looking for additional system gaps
and practice concerns that could lead to serious injury

or death.

They found that families in which a fatality or serious
injury occurred shared multiple risk factors, including
in-home, open cases with a child under 3 years of age;
young parents; a paramour or unmarried partner in the
home; intergenerational abuse; and domestic violence,
substance abuse, or mental health problems. Staff iden-

tified current cases with immediate practice concerns,
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which they used to pinpoint nine critical practice issues.

The goal was to take what they learned from the past
and use it to prevent fatalities in the future. But to do

this, they needed more data.
Putting Data to Work for Child Safety

Enter Mindshare Technology.*® Using state historical
data about maltreatment, the data software company de-
veloped predictive models to quantify the likelihood that
a particular child would experience a life-threatening
episode. Once the model was finely tuned, staff began
to feed it daily with data from Hillsborough about new

investigations and new cases.

This technology scans the system, looking beyond cases
that match predetermined risk factors. It then identifies
cases that match the risk factors and produces reports.
These include new cases as well as updates on cases
already in the system. “Mining the data daily is critical
to the success of this process,” said Greg Povolny,*'
founder and CEO of Mindshare. “Predictive analytics

is not a one-time job. The intention is to zero in on

children for the long haul.”
Data Analytics Lead to Action

ERSF is a combination of data and practice change
focused on prevention of child fatalities. This is the

process in Hillsborough County:

B After getting case notices, QM staff review each
case, guided by a list of critical practice ques-
tions. If answers to any of those questions raise
concerns, QM specialists call a meeting with the

supervisor and worker for the family the same day.

B Meetings focus on practice and compliance issues

that can jeopardize safety. Together the QM and

case management teams address these issues
through immediate and more focused visits to the
home, improvements to safety plans, access to

specific services, and more.

B Additional meetings, follow-up, and coaching
continue until risk factors no longer exist, the case

is closed, or the child turns 3 years old.

B Ifnecessary, the child is removed. The end goal is
always the child’s safety.

This Is Not Traditional Quality Assurance

Launched in January 2013, ERSF is different from tradi-
tional quality assurance (QA) programs. QA is typically
limited to a random selection of cases and uses up to
200 questions to assess practice. Traditional QA is not
based on data that identifies specific children at greatest

risk of severe maltreatment.

ERSEF prioritizes the cases that need the best and most
intense casework. “We read the case files independent-
ly,” said Suzanne Barlow, Quality Manager at Eckerd,
which allows them to confront the understandable, but
sometimes fixed, frame of reference brought to the case

by workers and supervisors.

The QM and case management teams then work
together to develop a better safety plan and articulate
steps required to keep the child safe. Addition of tar-
geted services and community support—and ensuring
parents and caretakers actually receive them—are part

of the discussion.

Follow-up is part of the package, as is coaching, which
promotes the transfer of new skills learned by case

managers and supervisors in one case to others.
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The Bottom Lines

ERSF pulls together data sharing, better casework by

a CPS agency, and collaboration with a wider range of
community services. It requires an upfront investment
to identify the risk factors, train the QM team, and pro-
duce the operational predictive model. Once it is set up
and a trained QM team is in place, it can move forward
without a lot of additional expenses. The startup cost for
a jurisdiction is approximately $200,000, with approx-
imately $90,000 in yearly fees to support the portal

maintenance and for ongoing fidelity activities.

Interest in ERSF has spread throughout Florida and

to other states and jurisdictions across the country,
including Alaska, Illinois, Connecticut, Oklahoma, and
Maine. Although the process and use of data are similar
in different jurisdictions, said Lindert, “the identifica-
tion of high-risk cases and the practice questions will be
tailored to each.” Oklahoma, for example, is looking to
introduce ERSF with investigations. That state’s prac-
tice questions and risk model will look different from

those in Hillsborough.

As of December 2015, more than 2,000 ERSF reviews
had been completed in Hillsborough County, including

multiple coaching sessions for some cases. Child fatali-

ties still occur. But in Hillsborough, there have been no
more abuse-related deaths®? in the population targeted
by ERSF.

A formal evaluation of ERSF is underway, but re-
search shows a 36 percent improvement in sharing
critical case information with providers (including
mental health, substance abuse, and domestic violence
services); a 35 percent improvement in supervisory
reviews and follow-up by case managers; a 25 percent
improvement in the effectiveness of safety plans; and a
22 percent improvement in the quality of case manage-
ment contacts and discussion with families.** Eckerd
and Mindshare have shown in Hillsborough that the
intricate dance between data and practice can keep an

important sector of children safe.

To Povolny, ERSF was a welcome opportunity for those
in Hillsborough to be thought leaders. “There are so
many program areas in desperate need of change,” he

said. “Florida is doing it.”

NOTES FOR HILLSBOROUGH COUNTY, FLORIDA: USING DATA TO IMPROVE PRACTICE

AND KEEP CHILDREN SAFE

30 CECANF supports public-private partnerships like the one described here but does not endorse any specific product or corporation.

*! Testimony presented at the Tampa, Florida, meeting on July 10, 2014 (https://eliminatechildabusefatalities.sites.usa.gov/files/2014/05/Transcript-Tampa-

FINAL.pdf).

32 There were four infant fatalities in Hillsborough County in 2015. All were tragic, but none was part of the ERSF process. Two of the deaths took place
during the investigation period, which, in Hillsborough, is the responsibility of the Sheriff’s Office. The other two were unsafe sleep deaths; these were
investigated independently by the Sheriff’s Office and not substantiated as abuse or neglect.

3 Eckerd Rapid Safety Feedback. (n.d.). Retrieved from http://www.eckerd.org/programs-services/system-of-care-management/eckerd-rapid-safety-feedback.
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THROUGHOUT OUR TWO-YEAR SERVICE ON THE
Commission, we received daily updates on the latest
news stories of children’s deaths from abuse or neglect.
Every day we read another story, or several, about
infants and children who suffered unthinkable deaths
while this Commission was meeting and listening to
testimony. Too often, the news stories revealed that
although a local child protective services (CPS) agency
had been alerted to the risks facing these children,
either the agency had not consistently monitored their
well-being or taken adequate protective action, or other
mandatory reporters who had seen the child did not
alert CPS about possible abuse or neglect. It is clear,
through the Commission’s study of these deaths, that
having more eyes on children and shared accountability
across the multiple systems that interact with children

and their families can save lives.

Therefore, we begin by recommending a process to
accelerate states’ ability to study past child fatalities
and, through this process, to identify and respond to
children currently at highest risk of a fatality in order to
prevent their deaths. As a Commission, we agree that
what is most important is to ensure that children are
safe. To do that, a caring adult must be present in their

lives, whether it is their parent or caretaker, a relative,
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or a foster parent. In many cases, safety can best be
accomplished by providing services and supports to
the child’s family. In some cases, the best choice might
be to remove the perpetrator from the home, allowing
the child to remain safely in familiar surroundings.

In some cases, children must be removed from their
homes and placed in foster care. But this removal is

traumatic and should be a last resort.

In addition to increasing child safety, these recom-
mendations will provide states and the nation with a
real-time opportunity to more deeply understand risk,
safety, and what it will take to keep children from dying
from abuse and neglect at the hands of those whose re-
sponsibility it is to protect them. This process can serve
as a foundational step in the knowledge development
we will need as a nation as we work to implement the
rest of this Commission’s recommendations to funda-

mentally reform the country’s child welfare system.

What We Learned: A Report of Maltreatment
Indicates Increased Risk

Although we know that many children who die from
abuse or neglect are not known to CPS before their

death, we also learned in testimony that a report to CPS
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Highlighted Recommendations

Recommendation 2.1: The administration and
Congress should support states in improving
current CPS practice and intersection with other
systems through a two-year multidisciplinary
action to protect and learn from children most
at risk of maltreatment fatalities. States will first
conduct a review of all child abuse and neglect
fatalities from the previous five years. Then,
using the knowledge gained in this review, states
will develop and implement a fatality prevention
plan. More details about this process can be
found in the Recommendations section of

this chapter.

As part of the above process, the Commission
also emphasizes the importance of the following
two subrecommendations:

Recommendation 2.1e: If states find during the
review of five years of data that investigation
policy is insufficient in protecting children, their
fatality prevention plans should ensure that the
most vulnerable children are seen and supported.

Recommendation 2.1i: We strongly recommend a
significant appropriation of funds by the federal
government to strengthen the child protection
system by implementing Recommendation 2.1.
There were four different views offered on the

funding needed to achieve this goal of funda-

mentally reforming the country’s child welfare
system. These four viewpoints are described
in the Recommendations section later in this
chapter.

is strongly associated with later injury death. In fact, as
described in Chapter 1, research shows that children
with a prior CPS report have an increased risk of death
from intentional injuries that is almost six (5.8) times
greater than that of children who have never been the

subject of a report to CPS.* This research shows that a

previous report to CPS is the single strongest predictor

of later death from injury.

It is a sobering thought: Many of the children who

will die today, tomorrow, or later this year have already
been reported as possible victims of abuse or neglect to
CPS.* The reports may or may not have been investi-
gated; if investigated, the charges may or may not have
been substantiated; if substantiated, the families may
or may not have received the services and supports
required, and the children may or may not have been
removed from their homes and placed in foster care.
But if they were reported as possible victims, these
children’s risk of death from abuse has increased

significantly.
The Recommendation’s Twofold Benefits

This recommendation should be put in place without
delay because it has the potential both to save lives
immediately and to contribute significantly to our body
of knowledge about how to protect children well into

the future.
Saving Children’s Lives

The recommendation is intentionally flexible, allowing
states to identify and target their prevention plans to
the cases of those children who are most vulnerable.
Based on their review of five years of data, many states
may find that their target population consists of very
young children who are known to CPS and remain in
their homes. But some states may find that their most

vulnerable population has other characteristics.

Depending on what a state’s retrospective review of
data identifies, that state will then develop a plan to
use that information to conduct multidisciplinary visits
and reviews of cases. This fatality prevention plan will

be submitted for approval to the U.S. Department of
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Health and Human Services (HHS). For instance, if a
state’s multidisciplinary team reviews its past five years
of child abuse and neglect fatalities and determines
that the vast majority of children were under 2 years
old, living at home, and initially reported for physical
abuse, the plan will propose that the subsequent review
of open cases will focus on current cases of children
who share these characteristics. Alternatively, if a state’s
retrospective review determines that the vast majority
of fatality cases involved caseworkers who had less than
one year of experience, then those current open cases
would be prioritized for the in-depth multidisciplinary

review.

Regardless of the characteristics of the targeted cases
identified by the state, the goal of these multidis-
ciplinary reviews will be to determine whether the
children are safe. States will use the data from the
five-year review to decide where to focus their efforts;
there is no requirement that states review only cases in
which children are living at home with their parents.
Multidisciplinary review teams should include repre-
sentatives from the medical community, law enforce-

ment, and other systems that protect children.

Learning More About What Contributes to
Child Fatalities

Besides serving as a second, third, or fourth set of eyes
on the most vulnerable children, this kind of review will
help each jurisdiction identify constellations of circum-
stances that might serve as future red flags to casework-
ers, law enforcement officers, health care professionals,
educators, and others who work with children and
families. These circumstances might include child
characteristics (age, health status), parent and family
characteristics, neighborhoods, and other factors that
might indicate a higher risk for a child maltreatment
fatality.
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Likewise, this kind of review will point out the poli-
cies, practices, and resources that have the potential to
reduce child maltreatment deaths. In looking at five
years of data, a state might find that, in the majority of
child maltreatment deaths, caseworkers had high case-
loads, inadequate supervision, or a lack of experience
or training. A state might find a spike in deaths when a
visit from a caseworker is missed, the agency is under-
staffed, or when needed services and supports are not
available or accessible to parents. It also will allow other
systems interacting with these families to consider

how their policies, practices, and resources can and do
contribute to protecting children. All of these findings
will be written into the state’s fatality prevention plan
submitted to HHS so that states can address their cur-
rent systemic issues and make improvements as part of

a continuous quality improvement (CQI) process.
Critical Components of This Approach

This recommendation replicates some of the principles
and practices in Hillsborough County’s Eckerd Rapid
Safety Feedback model in its approach to identify-

ing and reaching children at high risk. Research in
Hillsborough County led the county to focus efforts
specifically on children up to age 3 with open CPS cases
living at home. This Commission recommendation
allows states and counties to identify the priorities that
Dbest fit the needs and circumstances of families in
their jurisdiction. The components from Hillsborough
County’s model that should be considered in the imple-

mentation of this recommendation are as follows:

B Agency accountability with a clear goal of reducing

fatalities

B Research about characteristics that distinguish
families in which children die from families in

which children survive
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B Information system that alerts managers and staff

to children in high-risk circumstances

B Revised quality assurance function that assists
workers and supervisors in real time, not retro-

spectively
B Examination of how workers allocate limited time

B Increased support to workers in decision making

The Hillsborough model presents some limitations
that could be addressed through the implementation
of this recommendation. One major limitation is that
the data studied were limited only to children known
to CPS. We recommend a public health approach by
requiring states also to look at children who died from
maltreatment fatalities and were not known to CPS.

Multidisciplinary reviews for similarly situated children

served through other systems, including health care,

could ask what other systems could do to improve
protection of children other than referring them to the

CPS agency.

In addition, the Hillsborough model utilized data from
only the CPS agency to identify the characteristics of
children who died. This process will be greatly strength-
ened by incorporating data from multiple sources,
including health care and law enforcement. The lessons
learned from examining these cases can be applied to
the national learning community created through this
process. Taking these steps brings the work of CPS

and the multiple systems that interact with children
and families closer to realizing the 21st century child

welfare system.
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Federal Leadership, Incentives, and Support

We are recommending that this issue be immediately
considered by the administration and that the feder-

al government partner with states in this process of
applying knowledge gained from past child abuse and
neglect fatalities to their current population of children.
Other systems must share accountability for child
safety and play an equal role in this effort. Therefore,
resources and technical assistance from the federal
government will be needed to help states identify and

Dbetter protect their most vulnerable children.

Nothing short of more eyes, more action, and shared
accountability across systems for the circumstances of
each vulnerable child, to confirm or make changes to
that child’s case plan as needed, will be sufficient to

prevent future deaths.

Recommendations

RECOMMENDATION 2.1:

The administration and Congress should support states
in improving current CPS practice and intersection

with other systems through a two-year multidisciplinary
action to protect and learn from children most at risk of

maltreatment fatalities.

The steps in this process are as follows:

2.1a HHS should provide national standards,
proposed methodology, and technical assis-
tance to help states analyze their data from
the previous five years, review past child abuse
and neglect fatalities, and identify the child,
family, and systemic characteristics associated
with child maltreatment deaths. HHS also

should encourage states to explore innovative
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2.1b

2.1c

2.1d

ways to address the unique factors that states
identify as being associated with higher rates

of child abuse and neglect fatalities.

States will submit a methodology to HHS for
approval, describing the steps they would like
to take in using data to identify under what
circumstances children died from abuse or

neglect during the previous five years.

After HHS approval, states will identify and
analyze all of their child abuse and neglect fa-
talities from the previous five years to identify
under what circumstances children died from
abuse or neglect, protective factors that may
prevent fatalities from occurring, and agency
policies and practices across multiple systems

that need improvement to prevent fatalities.

Based on these data, states will develop a
fatality prevention plan for submission to the
HHS Secretary or designee for approval. State
plans will be submitted within 60 days of com-
pleting the review of five years of data and will

include the following:

1. A summary of the methodology used for
the review of five years of data, including
specifics on how the reviewers on the
multidisciplinary panels were selected

and trained.

2. Lessons learned from the analysis of fatal-

ities occurring in the past five years.

3. Based on the analysis, a proposed strate-
gy for (1) identifying children currently in
the system who are most at risk of fatali-
ties (which may include both children at

home with their families and those in
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foster care, as indicated by the data) and
(2) putting immediate and greater atten-

tion on these children.

4. Other proposed improvements as identi-

fied through child fatality review teams.

5. Adescription of changes necessary
to agencies’ policies and procedures

and state law.

6. Atimeframe for completing corrective

actions.

7. ldentification of needed and potential
funding streams to support proposed
improvements as indicated by the data,
including requests for flexibility in funding
and/or descriptions of how cost savings

will be reinvested.

8. Specifics on how the state will use the
information gained from the review as

part of its CQI process.

If states find during the review of five years of
data that investigation policy is insufficient in
protecting children, their plans should ensure
that the most vulnerable children are seen

and supported. States should review current
screen-out policies to ensure that all referrals
of children under age 3 and repeat referrals
receive responses. In addition, investigation
policy should be reviewed to ensure that
reports for children under age 1 are respond-
ed to within 24 hours. Alternatives to a CPS
agency investigation should be considered.
Congress and states should fund the necessary
resources. Children under age 5 and children
with prior CPS reports should be prioritized for

home visiting programs.

2.1f

2.1g

Once their fatality prevention plan is ap-
proved, states will implement this plan by
identifying children currently in the system
who are most at risk of fatalities (which may
include both children at home with their
families and those in foster care, as indicated
by the data), putting immediate and greater
attention on these children, and conducting
multidisciplinary visits and reviews of cases to
determine whether the children are safe and
whether families need different or additional
supports, services, or interventions. If children
living at home with their families are found

to be unsafe, services should be provided in
order to ensure they can be safe in their home.
If removal is determined to be necessary, all
existing state and federal due process laws
remain in effect. Home visits should only be
conducted under state-authorized policies and

practices for CPS investigations.

Once a state begins the review of current

open cases, as outlined in its fatality preven-
tion plan, each state should provide a report
to HHS every month until conclusion of the

review.

HHS will increase system capacity at the
national level to apply the latest statistical and
big data techniques to the problem of prevent-
ing child abuse and neglect fatalities. HHS
will establish a Federally Funded Research and
Development Center (FFRDC) on Preventing
Child Abuse and Neglect Fatalities to collect
data from the states and share it

with all those who submit data so that

state and local agencies can use this data

to inform policy and practice decisions

(see Recommendation 6.1c)
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2.1i

We strongly recommend a significant appro-
priation of funds by the federal government to
strengthen the child protection system by im-
plementing Recommendation 2.1. There were
four different views offered on the funding
needed to achieve this goal of fundamentally

reforming the country’s child welfare system.

One group of Commissioners strongly
believes that the federal funding commit-
ment to effective child protection is dras-
tically underfunded and recommends that
Congress immediately authorize and then
appropriate at least a $1 billion increase
to the base allotment for Child Abuse
Prevention and Treatment Act (CAPTA) as
a down payment on the funding neces-
sary to ensure that state CPS agencies are
consistently effective and have sufficient
funding to keep children protected and
that families receive the services and sup-
ports they need to ensure their children’s
safety. These Commissioners further be-
lieve that the first year of funding should
support state efforts to implement the
case reviews of children known to CPS.
This will help to ensure children’s con-
tinued safety and determine the broader
reforms necessary both to better protect
children from abuse and neglect generally
and to dramatically reduce child abuse
and neglect fatalities. Thereafter, the
ability of a state to draw down its share

of these new funds will be contingent
upon the state having a fatality prevention
plan in place and approved by HHS to
fundamentally reform the way the child

welfare system is designed and delivered

SAVING CHILDREN’S LIVES TODAY AND INTO THE FUTURE

with the goal of better protecting children
and significantly reducing child abuse
and neglect fatalities and life-threatening

injuries.

One group of Commissioners recom-
mends an increase in funding but leaves
the responsibility to Congress to identify
the exact amount of funding needed by all
responsible agencies to carry out activi-
ties in this goal, sources of that funding,
and any offsets in funding that are avail-

able to support this recommendation.

One group of Commissioners recom-
mends that initial costs be covered by
existing funding streams, cost-neutral
waivers for children ages o-5, and a prior-
itization of services for children ages o-5
who have been demonstrated to be at the
highest risk for a later fatality. An overhaul
to the structure of federal funding is
required to better align resources per-
taining to the prevention of and response
to safety issues for abused or neglected
children. Furthermore, we still have few
approaches, programs, or services that
demonstrate evidence in reducing child
abuse and neglect fatalities. Rather than
continuing to fund programs with no evi-
dence of effectiveness, we should support
state and local funding flexibility, inno-
vation, and research to better determine
what works. The child welfare system is
woefully underfunded for what it is asked
to do, but a significant investment needs
to wait until additional evidence is devel-

oped to tell us what works.
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4. One group of Commissioners strongly
believes that the federal funding com-
mitment to effective child protection
is drastically underfunded but does
not favor making a request for specific
dollar amounts in this report. However,
if funding is recommended, it should be
recommended for all recommendations
made by this Commission. Many of the
recommendations proposed will require
dollars, and all of the recommendations
will work toward reducing child abuse and

neglect fatalities.

These steps not only will save lives today, but will create
a state and national learning community that improves
practice, interventions, and shared responsibility and
accountability across systems that regularly interface

with children and their families.

Even as this Commission’s report is being distribut-

ed to generate action to prevent future fatalities, we
estimate that at least 3,000 children will die from abuse
or neglect in the year ahead if there is no further and im-
mediate intervention on their behalf. The Commission
recognizes that each state is unique and may identify dif-
ferent characteristics of children at highest risk of fatali-
ties in their jurisdiction. However, it is also true that the
collective knowledge gained through this process will
benefit all states through a national learning community.
If this data-driven prospective review of cases works to
prevent deaths, and fatality rates decline, states might
consider extending the practice beyond this two-year
commitment. This may continue until they have inte-
grated the improvements into their practices, developed
confidence in the accessibility of needed services and
supports, and established shared accountability across

systems for day-to-day functioning.
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NOTES FOR CHAPTER 2

3 Testimony presented by Emily Putnam-Hornstein at the Tampa, Florida, meeting on July 10, 2014 (https://eliminatechildabusefatalities.sites.usa.gov/
files/2014/05/CECANF_Meeting-Minutes_Tampa-FL_-July-10-20141.pdf). Also see Putnam-Hornstein. (2011). Report of maltreatment as a risk factor for
injury death: A prospective birth cohort study. Child Maltreatment, 16(3), 163-174. Retrieved from http://cmx.sagepub.com/content/16/3/163.

5 A number of studies indicate that anywhere from a third to half of child maltreatment fatalities involved families known to CPS. See, for example, Grimm,
B. (2007). Child deaths from abuse or neglect. Youth Law News, XXVIII. National Center for Youth Law. Retrieved from http://youthlaw.org/publication/
child-deaths-from-abuse-and-neglect. See also Dexheimer, E., & Ball, A. (2015, January 11). Missed signs, fatal consequences: Part 1: In many cases, families
already on state’s radar. Statesman (Austin, TX). Retrieved from http://projects.statesman.com/news/cps-missed-signs/missteps.html.
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Tae COMMISSION WAS CONCERNED with all child
maltreatment fatalities but made special efforts to learn
about child fatalities from abuse and neglect among
American Indian/Alaska Native (AI/AN) families. This
concern arose from the notable lack of data on how
many AI/AN children die from abuse or neglect and
from the unique jurisdictional issues that affect tribes.
Although we know about the undercount of all child
maltreatment fatalities, we cannot even begin to know
about numbers of AI/AN child maltreatment fatalities

because they are not recorded in any systematic way.

The annual Child Maltreatment report of data from

the National Child Abuse and Neglect Data System
(NCANDS) does provide a breakdown of child maltreat-
ment fatalities by race and does include AI/AN as a cat-
egory. These are numbers reported only by states, not
Dy tribes. For each of the 1o years of data between 2005
and 2014, Child Maltreatment reported 5-14 deaths of
American Indian children, with no discernable trend.*’
For example, in 2013, the rate of AI/AN child mal-
treatment fatalities was 2.85 per 100,000 children
compared to the rate for white children of 1.53. In 2014,
it was 1.46 for AI/AN children and 1.79 for white chil-

dren. Clearly, consistent data are lacking.

“Many researchers believe that discussions of
race obscure the true contributing factor of pov-
erty, which affects roughly one in two American
Indians and one in three African American and
Hispanic families, but only one in nine white
or Asian families (American Almanac Statistical
Abstract of the United States, 1994).... Others
have suggested to this Board that the problem is
not poverty, but psychological stress caused by
dealing with limited opportunities and the effects
of racism. These important questions remain
unanswered.”

—U.S. Advisory Board on Child Abuse and
Neglect, in A Nation’s Shame, 1995

The Commission held a special public meeting in
March 2015 in Scottsdale, Arizona, to explore key issues
related to addressing and preventing child abuse and
neglect fatalities in Indian Country. At this meeting

and others, tribal leaders, federal agency representa-
tives, and practitioners provided testimony about the
challenges of ending AI/AN child abuse and neglect
fatalities. Also, the Commission formed its AI/AN sub-

committee to focus on child maltreatment fatalities in
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Indian Country. All of these elements played a part
in the Commission’s development of the envisioned
215t century child welfare system and helped form
the Commission’s recommendations presented in

this chapter.

What We Learned: Gaps in Statistics,
Jurisdictional Authority, and Leadership

Through the testimony provided, the Commission
heard about some of the challenges unique to Native
American children and families living both on and
off reservations. These challenges centered on three

main issues:

B Challenge 1: Lack of data on child maltreatment
deaths among AI/AN families

B Challenge 2: Blurred jurisdictional authority and
responsibility for ensuring the safety of AI/AN
children

B Challenge 3: No clear leadership among federal
agencies with responsibility for representing the
federal government to tribes and for working with
tribes on the issue of child maltreatment fatalities
and ensuring that tribes have access to the same

resources and supports as states

Challenge 1: Lack of Data

The federal government does not collect data from
tribes—only from states—in NCANDS, the data source
for the annual Child Maltreatment report. As Terry
Cross noted in testimony to the Commission in October
2014,*® submission of data to NCANDS is tied to fund-
ing through the Child Abuse Prevention and Treatment
Act (CAPTA), and tribes are not eligible for CAPTA
funds. Therefore, there is no provision for them to

collect and submit data on child maltreatment deaths.

The Unique Situation of Sovereignty

The overarching theme from the testimony
across the multiple Commission meetings was
that child abuse and neglect fatalities of Al/AN
children can be properly addressed only when
tribal nations take responsibility and are allowed
to take responsibility for their children. Specifical-
ly, the federal government must accept its own
description of Native American tribal nations as
“domestic dependent [sovereign] nations within
our borders,” and it must operate with the tribes
under the principle of a trust relationship. In

addition, the federal government has a “duty

to protect” the tribes, implying the necessary

legislative and executive authorities to effect that
protection. Further implied is the federal govern-
ment’s debt of care to these sovereign nations

based on history and treaty.

There is a further problem in how AI/AN child abuse
and neglect deaths are counted in many states where
federal agencies (the Bureau of Indian Affairs or the
FBI), rather than tribal officials, handle homicides. In
those cases, homicides are documented using the FBI’s
Uniform Crime Reports. Unfortunately, that system
does not differentiate between child and adult homi-
cides; therefore, the death of a shaken AI/AN baby who
dies on a reservation where a federal agency handles
homicides may be recorded as a generic homicide.

No mention of a child death or a child abuse death

may be made.

Challenge 2: Blurred Jurisdictional Authority
and Responsibility

There are multiple jurisdictional challenges when
a child abuse and neglect fatality of an AI/AN child
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occurs, whether it occurs on tribal lands or nontribal
lands. The Commission heard detailed testimony about
the challenges of navigating the various jurisdictional
authorities. For instance, depending on the state and
reservation, either the tribe or the state or the federal
government may bear some responsibility when a
child dies. Dr. Sarah Kastelic of the National Indian
Child Welfare Association, testifying in Arizona, noted
that Indian Country has “a patchwork of overlapping
jurisdictional schemes.”*® She went on to explain that
authority and responsibility depend on a number of

factors:

B Whether or not the state is subject to P.L. 280,
which mandated a transfer of federal jurisdiction
to states in six states (although there are exceptions

for several reservations in these states)

B Whether or not the state is a P.L. 280 “option
state,” which is allowed to elect similar transfers of

power if the affected tribes give their consent
B What type of crime is committed
B Whether the victim is an Indian or not

B  Whether the perpetrator is an Indian or not

Although tribes are sovereign nations, not all tribes
operate their own child welfare systems. The Bureau of
Indian Affairs serves this function in some areas. And,
for children and families living outside of reservations,
states may provide child welfare services. The Indian
Child Welfare Act (ICWA) states that (1) Indian chil-
dren must be identified as such when they are removed

from families by state child welfare agencies because

It's easy to throw your hands up and say this is way too complicated. I've got
way better things to do. The difficulty is the people in the community have three
different places they look to for protection, for prosecution, and for help.

—Judge William Thorne, Retired State and Tribal Court Judge, in testimony to the Commission*

of maltreatment, and (2) Indian children are subject to
tribal jurisdiction. However, states are inconsistent in

following ICWA mandates.*

The result of this maze is a navigational challenge
when it comes to reporting, investigating, and count-
ing incidents of child abuse and neglect, including
fatalities. It also is a challenge to providing prevention

services and supports to families who might benefit.
Challenge 3: Lack of Federal Leadership

Related to jurisdictional confusion, the Commission
noted a lack of leadership and authority at the federal
level to work with tribes on the issue of child abuse
and neglect fatalities. Various agencies are involved
with tribes at the federal level, including the Bureau of
Indian Affairs (within the Department of the Interior)
and various agencies within the Department of Health
and Human Services and the Department of Justice.
However, no one agency is focusing on child abuse and
neglect deaths of Indian children or is in a position to
coordinate the various government services necessary

to work with tribes to address this task.

In addition, there is currently no one office or indi-
vidual at the federal level that works toward parity for
tribes with states in terms of resources and supports for
child welfare. States have access to many more funding
streams and supports. For instance, although tribes
were granted the right to apply for title IV-E money in
2008, the challenges of meeting the requirements have

discouraged or prevented the majority of tribes from
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applying for and receiving those funds that could be

used for child welfare services. Diedra Henry-Spires,

speaking at the Commission’s Arizona public meeting,

expressed the challenge succinctly:*

[TThe challenges...are summarized in three
numbers: 80, 27, and 5. Eighty tribes initially
expressed interest in direct IV-E. Twenty-seven,
by 2014, got direct IV-E funding developmental
grants. Only five run their own tribal IV-E pro-
grams. That...when you go from 8o to five, is
indicative of the challenge ...[TThe first thing

to note is the words, “In the same manner as
states,” and ... those six words, “In the same
manner as states,”...are a big umbrella for

what the challenges are in tribal IV-E.
The Resiliency Response

The positive side of those challenges highlighted by
speakers is the resiliency of the clan and family struc-
tures within tribes to maintain their sovereign tribal
communities. Of great importance is the notion that

the tribe is one family and that well-being of all the

children is the responsibility of the family and the tribe.

This approach aligns well with what the Commission

envisions as a new 21st century child welfare system

that relies on collective responsibility for all children. It
is with that lens that several examples of efforts within
specific tribes were highlighted through testimony. The

following examples stood out as sustainable and poten-

tially effective in mainstream systems:

B Eastern Band of Cherokee Indians’ Multisystem
Collaboration: The Eastern Band of Cherokee
Indians has developed a multijurisdictional,
multi-agency, and multidisciplinary approach to

child protection built on common goals and a

common language across all systems and juris-
dictions involved. This multisystem collaboration
has focused on services and accountability, using a
results-based accountability framework to measure
and monitor progress and areas for continued
development. The Eastern Band also has developed
an integrated child welfare team that has child
protection, foster care, case managers, and behav-
ioral health staft all working in one central place

to promote teaming in working with families. To
enhance that work, the Eastern Band is also lever-
aging Medicaid dollars to free up other resources

to provide more in-home supports to families.

B Pima-Maricopa Family Advocacy Center’s Multi-
disciplinary Approach: The Pima-Maricopa Family
Advocacy Center uses a multidisciplinary approach
in juvenile justice in addressing tribal child abuse
and neglect investigative functions. This work is
highlighted in the story, “Salt River Pima-Maricopa
Indian Community: Multiple Eyes on the Child,”
later in this report. The Commissioners were able
to conduct a site visit to the Family Advocacy
Center and also heard testimony in Arizona from

the center’s director.
Recommendations
The Commission offers the following recommenda-

tions to address the three challenges noted above and to

bring about a 21st century child welfare system.

RECOMMENDATION 3.1:

Address the lack of data on Al/AN children who die
from child abuse and neglect by working with tribes to
improve and support data collection and by integrating
the data into national databases for analysis, research,

and the development of effective prevention strategies.
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Tribes, states, and the federal government should have
a common goal for sharing data across tribal and state
child protection/child welfare systems that is supported
by the provision of resources and technical support for
a data infrastructure to help tribes collect and provide

needed data.
Executive Branch and Congress

3.7a Mandate that the Bureau of Indian Affairs
(BIA) immediately implement the practice
of distinguishing child and adult homicide
victims when reporting fatalities in Indian

Country.

3.1b Mandate that the FBI identify key data that
tribes could track and that the BIA could
collect. At a minimum, the FBI should ask BIA
to use the National Incident-Based Reporting
System (NIBRS) or request that BIA provide
more detailed child-specific information. BIA
and FBI data collection about Al/AN children
and child fatalities should be coordinated to be

complementary and comprehensive.

3.1c To generate accurate crime reports for Indian
Country, amend FBI reporting requirements
for state and local law enforcement agencies’
crime data as follows: (1) include information
about the location at which a crime occurred
and victims’ and offenders’ Indian status; and
(2) require reservation-level victimization data
in its annual reports to Congress on Indian

Country crime.

3.1d Mandate that tribal data on Al/AN child
abuse and neglect and Al/AN child abuse
and neglect fatalities be reported in NCANDS.

3.1e Create a pilot program to support the coordi-
nated collection of child welfare and criminal
justice data related to child abuse and neglect
fatalities in select tribal communities and

states.

3.1f Ensure the accuracy of data/information and
ensure that tribes have the capacity and tools

to provide that data/information.
States and Counties
3.1g The National Association of State Registrars

should work with states to coordinate the addi-

tion of tribal affiliations on death certificates.

RECOMMENDATION 3.2:
Improve collaborative jurisdictional responsibility

for Indian children’s safety.

There must be collective responsibility for children’s
safety in order to curtail the death of children in Indian
Country. No one jurisdiction, be it the federal govern-
ment, a state, or a tribe, is able to adequately overcome
the jurisdictional hurdles that continue to bar proper

prevention and intervention strategies.

Executive Branch

3.2a Taking into account already existing tribal
structures, require that there be a jurisdictional
committee composed of both state and
tribal leaders to determine jurisdictional
issues in criminal matters associated
with child abuse and neglect fatalities and

life-threatening injuries.
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The federal government should release an

RFP (request for proposal) for demonstration
projects using a multidisciplinary approach to
address the needs of Al/AN children and their
families that requires tribal, federal, and state

partnerships.

RECOMMENDATION 3.3:

Designate one person or office to represent federal

leadership in the prevention of AlI/AN child maltreat-

ment fatalities and to coordinate efforts with tribes and

ensure parity with states with regard to resources.

Executive Branch and Congress

3.3a

3.3b

3.3c

Mandate the appointment or strengthen

an existing role of a staff person within the
administration with oversight over every
federal department concerning child abuse
and neglect fatalities of Al/AN children. This
person should be looking at tribal policy in
each department and reporting to someone
in the White House with the authority to
convene federal departments and hold

them accountable.

Explore alternatives to current grant-based and
competitive Indian Country criminal justice
and child welfare funding in the Department
of Justice to ensure that all tribes have fair

opportunity for access to those funds.

Bring funding for tribal systems providing
services and support in the area of child

maltreatment into parity.

3.3d

3.3e

3.3f

Work to provide for the delivery of mental
health services through Medicaid and title
|V-B. In addition, tribes should be able to
access case management, case monitoring,
and supports necessary to maintain children
within the home, beyond the standard work

day hours of 9:00 a.m. to 5:00 p.m.

Ensure that tribes are provided with adequate

funding for child abuse and neglect reporting.

Create consistent tribal title IV-E guidance and
improve the timeliness of the title IV-E assis-
tance and reviews for tribes. In consultation
with tribes, Congress and the administration
should consider flexibilities in the title IV-E
program that will help the tribes implement

direct tribal IV-E in the context of sovereignty.

Note: Additional recommendations made by

stakeholders specific to AI/AN populations are

available in Appendix G.

ADDRESSING THE NEEDS OF AMERICAN INDIAN/ALASI(A NATIVE CHILDREN



WITHIN OUR REACH: A NATIONAL STRATEGY TO ELIMINATE CHILD ABUSE AND NEGLECT FATALITIES

NOTES FOR CHAPTER 3

%6 U.S. Advisory Board on Child Abuse and Neglect. (1995). A nation’s shame: Fatal child abuse and neglect in the United States: Fifth report. Retrieved from
http://files.eric.ed.gov/fulltext/ED393570.pdf.

%7 For Child Maltreatment reports between 2005 to 2014, see the Children’s Bureau website at http://www.acf.hhs.gov/programs/cb/research-data-
technology/statistics-research/child-maltreatment.

3 Testimony from Terry Cross at the Burlington, Vermont, meeting on October 23, 2014 (https://eliminatechildabusefatalities.sites.usa.gov/files/2014/08/
CECANF-Vermont-meeting-10.23-24.14_FINAL.pdf).

% Sarah Kastelic, Ph.D., testifying at the CECANF public meeting in Arizona on March 25, 2015 (https://eliminatechildabusefatalities.sites.usa.gov/
files/2014/11/Arizona-mtg_3.25-3.26.15_-final-transcript_rev-6.29.15.pdf).

“© For the full text of ICWA, see https://www.ssa.gov/OP_Home/comp2/Fogs5-608.html.

41 Testimony at the Scottsdale, Arizona, meeting on March 25, 2015 (https://eliminatechildabusefatalities.sites.usa.gov/files/2014/11/Arizona-mtg_3.25-
3.26.15_-final-transcript_rev-6.29.15.pdf).

2 Testimony at the Scottsdale, Arizona, meeting on March 25, 2015 (https://eliminatechildabusefatalities.sites.usa.gov/files/2014/11/Arizona-mtg_3.25-
3.26.15_-final-transcript_rev-6.29.15.pdf).

ADDRESSING THE NEEDS OF AMERICAN INDIAN/ALASKA NATIVE CHILDREN

59



60

Reducing Child Abuse and Neglect
Deaths in Disproportionately
Affected Communities

REDUCING CHILD ABUSE AND NEGLECT DEATHS IN DISPROPORTIONATELY AFFECTED COMMUNITIES



WITHIN OUR REACH: A NATIONAL STRATEGY TO ELIMINATE CHILD ABUSE AND NEGLECT FATALITIES

EARLY ON, THE COMMISSION WAS STRUCK BY THE
stunningly high rates of child maltreatment deaths
among African American families. We heard testimony
around the racial inequity that occurs in the child wel-
fare system—as well as in many other public systems—
and we endeavored to explore the disparities between
child welfare interventions and outcomes for children

of color as compared with those for white children.

Child abuse and neglect fatality data available through
the National Child Abuse and Neglect Data System
(NCANDS) and reported in Child Maltreatment 2014
tell us that, although African American children are
approximately 16 percent of the child population
nationally, they make up 30 percent of the child abuse
and neglect fatalities.”® They die from abuse or neglect
at a rate of 4.36 per 100,000 children, a rate that is
approximately two-and-a-half times greater than that of

white children.*

Disproportionality and disparities were discussed and
considered by the Commission as we held meetings
around the country. There was some level of discussion
at several public meetings, as well as a focused discus-
sion on disproportionality at the Commission’s

New York meeting in August 2015. The issue of racial

disproportionality among child abuse and neglect fatal-
ity victims is an area of concern for the Commission,
and the Commission feels it is imperative to put
forward recommendations to address disproportionality
and racial inequity in child welfare where they impact
child fatalities.

What We Learned: Challenges to Reducing
Child Abuse and Neglect Deaths in
Disproportionately Affected Communities

The Commission heard testimony that reinforced what
we knew from research. The research on child welfare
involvement broken down by race indicates that African
American children are more likely than white children
to be reported to child protective services (CPS) as
possible victims of abuse or neglect, more likely to be
investigated, and more likely to be removed from their
families and placed in foster care.* African American
families are less likely to receive in-home services or to
be reunified than are white families.*® We also heard
testimony about the implicit bias and stereotyping that

is systemic in many child welfare agencies.*’

These same findings were reiterated at the New York

meeting in the presentation by Dr. Paul Elam of the
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their children removed.

Michigan Race Equity Coalition.*® Dr. Elam described
how documentation of the higher rates of African
American families’ involvement in the child welfare
system at every decision point led to greater awareness
of implicit bias and, eventually, to concrete steps to ad-
dress it. This becomes an issue for child fatalities when
caseworkers’ implicit bias or systemic bias results in
fewer and lower quality services for African American
families or when it has the effect of discouraging
African American parents from seeking help because
they are afraid of how they and their children might be
treated. As Dr. Cameron Wedding stated in the New
York meeting, “Implicit bias alienates families from the

very system designed to help them.”*

Also at the New York meeting, presenter Chet Hewitt
described the experience of Sacramento County,
California, where high rates of African American child
deaths from maltreatment continued for 20 years be-
fore anyone took action.®® Previous death review reports
showing the same problem came out during that time,
and there was no action by the community or the gov-
ernment. Clearly, many systems are not addressing the

needs of families of color.

Studies of whether the actual incidence of maltreat-

ment is greater among African American families are

[T]he differential standard for neglect and abuse of black and white families can
actually push families, black families, further outside the safety net. And that’s
not what we want. One of the things that does that is a differential response of
child welfare. We have often times identical risk factors for black families and
white families, but when the risk factors are identical, white families are more
likely to get family and home support, and black families are more likely to have

—Dr. Rita Cameron Wedding, California State University, in testimony to the Commission®

less common and yield complex results. A 2010 study
by the federal government, the National Incidence
Study—4 (NIS—4), found that African American
children were maltreated at a higher rate than white
children in some categories.” For instance, African
American children experienced higher rates of physical
abuse, but the presence of the difference depended on
family income. Other findings of differences in mal-
treatment rates between African American and white
families were also subject to other factors. Analysis of
the complex findings led researchers to attribute at least
partial cause for some higher rates of maltreatment of
African American children to (1) greater precision in
analysis in this fourth version of the NIS and (2) greater
poverty among African American families than white

families.*?

Addressing Racial Disproportionality
in Child Welfare

The Commission had the opportunity to hear about
specific examples in Michigan and in Sacramento
County, California that focus on child abuse and neglect

fatalities to address issues of disproportionality.

Michigan’s** effort built an accountability and business

case for addressing disproportionality and promot-
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ing equity as a social justice issue. When researchers
determined that racism had been institutionalized in
the child welfare system, the Michigan Race Equity
Coalition was established with state and local leader-
ship teams. A demonstration site used surveys, focus
groups, and interviews to identify decision points where
disproportionality could occur. The coalition found that
children of color were more likely than white children
to be investigated, be removed, age out, and die in the
system. To address these findings, the coalition dissem-
inated their report and also provided cultural compe-
tence training for both child welfare workers and law
enforcement personnel. They are already seeing prom-
ising approaches from this work, including data-driven
decision-making, collaboration among system leaders,
increased culturally responsive practice, more youth
and family engagement, and a focus on addressing the

underlying causes of abuse and neglect.

Sacramento County’s®® work on addressing child abuse

fatalities of African American children is an example

of using a place-based strategy and mobilizing a broad

range of stakeholders to address the issue. In 2011, the
county death review team released a report based on 20
years of data that showed that African American chil-
dren were dying of maltreatment at much higher rates
than white children. A blue ribbon commission was
organized and charged with making recommendations
to reduce African American child death rates by 10
percent to 20 percent by the year 2020. The commis-
sion is currently working on an implementation plan
for its recommendations, which target six Sacramento
neighborhoods that account for the great majority of
African American child deaths. These neighborhoods
share a number of risk factors, including higher rates
of childhood trauma, poverty, and poor school perfor-
mance and attendance. Implementation will involve
collaboration across family service systems, as well as
community and family and youth engagement and
development. Community engagement is also a large

component of the implementation.

Recommendations

The Commission heard a great deal of testimony about
caseworkers’ implicit bias, bias and racism in the child
welfare system, and the impact of this bias on outcomes
for African American children and families. We recog-
nize that significant changes need to be made in the
current system to address implicit bias and racism and
to ensure that all children and families receive equita-
ble treatment. A new 21st century child welfare system
must be a system that confronts and eliminates bias in
workers, stakeholders, and systems to ensure that every

family receives equitable treatment and support.

In offering recommendations, we attempted to narrow
our focus to reducing the extraordinarily high rate

of maltreatment fatalities among African American
children. Therefore, this focus is on place-based (e.g.,

neighborhood) strategies, which appear to hold promise
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by targeting those communities and families where the
highest rates of fatalities occur, and it is also on correct-
ing the bias that may lead to substandard services and
supports for families of color and to alienation of

these families.

RECOMMENDATION 4.1:

Conduct pilot studies of place-based Intact Family
Courts in communities with disproportionate numbers
of African American child fatalities to provide
preemptive supports to prevent child abuse and

neglect fatalities.

Use public/private partnerships to develop place-based
pilots focused on communities with disproportionate
child abuse and neglect fatalities among families of
color to address the needs of young children (5 years old
and younger) where there is a substantial risk of abuse
or neglect. Elements of the Intact Family Court would

include the following:

® Referrals to the court would come from medical
workers, law enforcement, clergy, caseworkers, or

other mandated reporters.
@® There would be a voluntary process for families.

® Initial intake would include a physical examination

for every child.

® Ajudge would appoint a guardian ad litem, instead
of a lawyer, for the child. (No lawyers would be

engaged.)
® Assessment would be made to provide focused
coaching and supportive services to the family.

® This would be a confidential process.

® The caseworker would drive the Intact Family Court
process and still pursue a more formal dependency

process if necessary.

® The court’s role would be broadened to be a
resource both in the Intact Family Court, as well
as in the current role in more formal dependency

proceedings.

The Intact Family Court would provide preemptive sup-
ports to prevent child abuse and neglect fatalities. The
process could have similarities among the pilots without
being too prescriptive to address the unique needs in

a specific community and provide targeted supports to

families.

Congress

41a Congress should incentivize the establishment
of Intact Family Court demonstration projects
that feature a multidisciplinary team approach
in order to promote healthy families and
communities where there is a disproportionate
incidence of child abuse and neglect and child
abuse and neglect fatalities. This approach
should not be limited to support through fed-
eral funds but could be implemented through

public/private partnerships.

RECOMMENDATION 4.2:
Ensure that quality services are available to all children

and families and that all families are treated equitably.

Quality services (i.e., services that are effective, cultur-
ally appropriate, and targeted) are needed to support
children and their families who are disproportionately
represented in child welfare and other child-serving
systems. Services other than foster care must be iden-
tified and implemented. Particularly in communities
disproportionately represented in child welfare and with
a higher incidence of child abuse and neglect fatalities,

efforts at the federal, state, and local levels need to
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address quality with the same emphasis as availability

and accessibility.

Executive Branch

4.2a

4.2b

4.2c

4.2d

4.2e

Ensure that the newly elevated Children’s
Bureau addresses racial equity and dispropor-
tionality in child welfare through guidance and
policies on agency self-assessment, worker

training, and use of decision-making tools.

Incorporate into the Child and Family Services
Reviews (CFSRs) an indicator of the degree to
which racial disproportionality is found within
various aspects of a state’s child welfare sys-

tem.

Provide guidance, through the regulatory pro-
cess, on best practices in the use of Structured
Decision-Making (SDM) tools in areas where
a disproportionate number of child abuse and
neglect fatalities have been documented, to ef-
fect reduction of bias in child welfare systems’

screening, investigations, and interventions.

Encourage states to promote examples, such

as the National Council of Juvenile and Family
Court Judges (NCJFCJ) Bench Card, to expose
practitioners to decision-making tools that are

focused on addressing bias directly.

Where disproportionality is pervasive, prior-
itize training of the child welfare workforce,
partners, and mandated reporters on the
topics of (1) family engagement, development,
and strengthening; (2) understanding distinct
racial and ethnic cultures and racial and ethnic
cultural norms and differences; (3) under-
standing the historical context of racism; (4)

understanding and recognizing biases; and

4.2f

4.2g

(5) how biases can impact assessment of risk,

access to services, and delivery of services.

Require racial equity training across federal,
state, and local child welfare agencies and
other child-serving systems to ensure that fam-
ilies disproportionately represented are served
and supported by a workforce that is trained,
prepared, and mobilized around equitable

decision-making and shared accountability.

Require racial equity impact assessments to
address issues of disproportionality and dis-
parities at the federal, state, and local levels,
when utilizing predictive analytics to develop
prevention and intervention strategies. A racial
equity impact assessment is a systematic
examination of how different racial and ethnic
groups will likely be affected by a proposed

action or decision.>®

Congress

4.2h

4.2i

Promote examples such as the focused efforts
in Sacramento County, CA, and Michigan in
order to inform states and other communities
in the replication of a balanced, data-informed,
community-driven response to address the

reduction of child abuse and neglect fatalities.

Incentivize states to implement funding
mechanisms that integrate assessments, met-
rics, and accountability structures to ensure
that the quality of services is a fundamental
component of any program/service approach
that is serving disproportionately represented
children and their families, with ongoing con-
tinuous quality improvement (CQI) strategies

also integrated.
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4.2j Promote examples from communities and/or
also fund demonstration projects that
leverage community partnerships
(i-e., neighborhood-based work, faith-based
partners, and others) to provide supports
and services to families to improve outcomes
and reduce child abuse and neglect and child
abuse and neglect fatalities for children
and families who are disproportionately

represented.

4.2k Promote focused research on how implicit
biases impact assessment, access to services,
and service delivery. “Abusive” head trauma
might be an area for a specific study on how
white children and nonwhite children are
assessed and related services are identified

and provided.
Note: Additional recommendations made by

stakeholders specific to disproportionality are

available in Appendix G.
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Section Il
Components of the Commission’s National Strategy

68

A stronger, more accountable child protective
services (CPS) agency is critical to success when it
comes to preventing fatalities, but CPS cannot do it
alone. The Commission believes a national strategy
must incorporate a range of agencies, organizations,
and leaders utilizing a public health approach to
child safety. Such an approach is based on a strong,
integrated, and collective responsibility to keep
children safe. The Commission identified three core
components of a recommended national strategy to

prevent child abuse and neglect fatalities.
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Chapter

Leadership
and Accountability

Chapter

Decisions Grounded in
Better Data and Research

Chapter

Multidisciplinary
Support for Families

Strong, collaborative leadership at
both the state and federal levels is
critical to working across systems
to keep children safe. When it
comes to reducing child maltreat-
ment fatalities, the Commission
found that federal leadership and
oversight is currently diffuse and
uncoordinated. Among the core
recommendations in this chapter is
a proposal to elevate the authority
and responsibility of the Children’s
Bureau, with the leader of this
re-envisioned agency reporting
directly to the Secretary of the

U.S. Department of Health and

Human Services.

Data, data sharing, and research
are critical to understanding the
causes of child abuse and ne-

glect fatalities and to finding and
delivering effective responses to
prevent them. Numerous agencies
come into contact with vulnerable
children and families but do not
currently share data or knowledge
learned from data. This chapter in-
cludes proposals to fill the gaps and
achieve more accurate counting
and reviews of child maltreatment
fatalities and to use the lessons
learned to prevent fatalities and

life-threatening injuries.

SECTION IlI: COMPONENTS OF THE COMMISSION’S NATIONAL STRATEGY

CPS is charged with responsibility
for protecting children, but no one
agency can be expected to meet

the needs of families struggling
with multiple risks and stresses.
Services to protect children and
support parents and caretakers
must come from a variety of agen-
cies and numerous directions and
must be offered to families and
children across systems throughout
the continuum, from prevention

to intervention. Based on cross-
system collaboration and service
delivery, the recommendations in
this chapter focus on building more
effective partnerships between CPS
and other family-serving agencies
as they work together to support

families and prevent fatalities.
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“Intolerable” was the single-word headline of an edi-
torial in the Wichita Eagle, September 25, 2008. The
headline referred to the fact that six young children had
died from abuse or neglect in the city since the begin-
ning of the year. What the Eagle editors did not know

at the time was that before the year was out, two more
children would lose their lives at the hands of adults

who were supposed to take care of them.

The city reeled from these eight deaths, more than
twice the number of any year in the preceding decade.
All eight of the children were age 4 or under; three
were younger than 1 year old. “It took our breath away
and really created urgency,” said Vicky Roper, Director
of Prevent Child Abuse Kansas at the Kansas Children’s

Service League.”’

The editors of the Eagle broadcast the urgency. But
rather than berating the child protection agency and
calling on the commissioner to resign—a pattern in
many states with high-profile abuse or neglect deaths—
the editors called on leaders in the community to come

together and do something about it.

The community responded. Within days, the Wichita
Children’s Home and Prevent Child Abuse Kansas

pulled together a citywide summit. It was an all-
hands-on-deck response that gave birth to the Wichita
Coalition for Child Abuse Prevention.

Initiating Change

Leaders came from multiple sectors: public and private
organizations, nonprofits, education, the medical com-
munity, and grassroots organizations. They brought a
passion for children and families along with a wealth of

expertise and energy.

The Coalition embarked on what is now a seven-years-
and-counting effort to support families and prevent
abuse. Using a collective impact model, coalition part-
ners defined the problem and set a common agenda.
They aligned their efforts and agreed on measures

of success. They engaged facilitators at Wichita State
University to serve as a backbone of support. “We had
a lot of champions,” said Roper, citing active support
from the mayor, the deputy police chief, a former
lieutenant governor of the state, as well as the
Department for Children and Families. The Children’s
Trust Fund provided direction and early funding.

It takes leaders with clout to move an endeavor as

expansive as this one.

57 Testimony at the Salt Lake City, Utah, meeting on May 19, 2015 (https://eliminatechildabusefatalities.sites.usa.gov/files/2014/11/CECANF_Utah-Mtg-

May-19-20-2015_transcript_FINAL.pdf).
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The Coalition eventually grew to embrace 6o organiza-
tional partners. “We are better together, and families are
able to get services and referrals they wouldn't other-

wise get,” said Roper.

From Ideas to Action

The vision was surround-sound support in targeted
neighborhoods for the city’s most vulnerable children
and families. The Coalition began by working in the
ZIP code with the largest number of fatalities, the
highest rates of substantiated abuse and neglect, and

the highest poverty rates.

The Coalition took lessons from the 2008 deaths as
they ramped up the support networks. They created

new upstream services and reinforced existing ones:

B Several of the 2008 deaths occurred when chil-
dren were left by their mothers with relatives or
acquaintances in order to go to work or tend to a
medical issue. One death occurred at day care. The
Coalition increased services to support parents
at critical times and adopted an evidence-based
crisis nursery model to provide drop-in child care.
They also expanded evidence-based home visiting
programs to educate young parents about child
safety, including finding safe substitute caregivers

when needed.

B The triggering event in three of the 2008 deaths
was persistent crying by an infant. Coalition
partners reached out to the medical community
and also conducted a public education campaign
directed at parents with messages about how to
deal with crying infants. Almost every new parent
in the state now gets information from the Period
of PURPLE Crying,® a campaign developed by the
National Center on Shaken Baby Syndrome.

A video about preventing shaken baby syndrome
was shown to every high school sophomore in
Wichita.

B Half the children who died in 2008 were killed
by mothers’ boyfriends living in the home.
This led to the creation of the Greater Wichita
Fatherhood Coalition, which engages fathers and
boyfriends around child development and provides
technical assistance to help agencies become more

father-friendly.

Families needed the help. Wichita suffered enormously
in the economic recession, the effects of which spilled
over to families who were already struggling. Boeing,
the heart of the airline industry, moved out, leaving
many citizens unemployed. These and other economic
factors made the Coalition’s work harder but did not

stop leaders who wanted to make a difference.

Coalition leaders changed the conversation about child
abuse and neglect. “See something, say something” be-

came a constant message around safety and prevention.
A Renewed Sense of Urgency

There was a significant reduction in maltreatment

deaths. From 2011 through 2013, there were none, and
in the other years, either one or two. By 2015, reports to
the hotline and investigations were up, but substantiat-

ed child abuse was down.

When it comes to funding, however, reality is not
always kind. Severe budget cuts buffeted the city,
particularly the social services sector, and by the end of
2015 threatened to undermine the Coalition’s prog-
ress. Cuts came from federal, state, and local sources.
Funds were not transferred to other programs or cities

in the state. They were just cut. Evidence-based home
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visiting programs were hurt significantly. One of these
is the Parents as Teachers program, which helped 767
families in 2008 but can serve just 47 families today.
Coalition leaders worked to find private support for
core programs; business and philanthropy stepped up
to help. Coalition leaders spoke out regularly to make
the point that prevention is less costly to society than

abuse—and to children and families.

As if to remind leaders just how difficult this work
really is, four children died from abuse in 2015, two of
them in a two-week period, two of them allegedly killed
by boyfriends in the home. To say this was disappoint-
ing news is an understatement. “It creates a new sense
of secondary stress on the front lines and brings back
the trauma of 2008,” said Roper. But, she added, it also

“creates a renewed sense of urgency.”

It is clear that leaders in Wichita are tireless when it
comes to child safety. They believe in the programs they
put in place and are doing everything they can to keep
them going in the face of budget cuts. They know, as
Roper says, “that when we invest in healthy child devel-
opment, we are investing in community and economic
development.” She added, “It takes all of us to be able

to do that. I can’t sit in my office and make it happen.”
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TraEe CoMMISSION FOUND that accountable leadership
at both the federal and state levels for reducing fatalities
is often diffuse and occasionally lacking. It is frequently
unclear who is ultimately responsible for reducing child
abuse and neglect fatalities, and those with authori-

ty over resources to reduce or eliminate child abuse
and neglect fatalities are not accountable to the goal.
Congress has historically found that leadership and
accountability for reducing child abuse and neglect
must extend beyond child protective services (CPS)
agencies at the federal, state, and local levels, and the
Commission believes this applies similarly to reducing
fatalities. There must be an integrated and cross-
program monitoring and evaluation approach that
assesses the effectiveness of all systems involved in ad-
dressing risk factors and supporting families. Such an
approach would recognize that outcomes for children
and families are the product of multiple programs, sup-
ports, and community circumstances, not of discrete

programs or services delivered to families in isolation.*®

Addressing child abuse and neglect has historically
been a federal-state partnership. Given the federal role
of setting policy, providing resources, and enforcing
standards, system leadership and accountability must

be modeled and supported at the federal level. We

LEADERSHIP AND ACCOUNTABILITY

found that, currently, there is an ineffective and ineffi-
cient federal focus on preventing child abuse and ne-
glect fatalities. The Children’s Bureau, within the U.S.
Department of Health and Human Services (HHS), has
primary responsibility for overseeing federal programs
aimed at preventing child abuse and neglect. When the
Children’s Bureau was originally authorized to address
the issue of infant mortality in 1912, its chief reported
directly to the president. Today, however, there are
many layers of authority above the associate commis-

sioner of the Children’s Bureau.

Other aspects of children’s safety and child welfare are
addressed by nearly 30 major federal programs admin-
istered by more than 20 federal agencies across at least
three federal departments. This includes agencies that
manage the following federal programs, all of which
play a role in communities’ ability to support families

and protect children from fatalities:

B Child protection programs (titles IV-B, IV-E, and
XX of the Social Security Act; the Child Abuse
Prevention and Treatment Act [CAPTA))

B Public health programs (title V; the Substance

Abuse and Mental Health Services Administration
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[SAMHSA]; Maternal, Infant and Early Childhood
Home Visiting [MIECHV]; the Teen Pregnancy

Prevention program)

B Health care (Medicaid; State Children’s Health
Insurance Program [SCHIP]; Indian Health
Services [THS])

B Early education (Child Care and Development
Block Grant [CCDBG])

B Disability services (Individuals with Disabilities
Education Act [IDEA])

B Violence prevention and justice programs (Victims
of Crime Act; Victims of Child Abuse Act; Violence
Against Women Act)

The Children’s Bureau as currently configured lacks
authority to meaningfully coordinate efforts across
these federal programs. Nor has it provided states or lo-
calities with clear direction on how to develop effective
strategies for keeping children safe from fatal abuse

and neglect.

Stronger leadership is needed at the federal and state
levels to forge productive collaborations among agen-
cies that oversee the services and supports for families
aimed at ameliorating the conditions associated with
fatal child maltreatment. Retaining the current siloed
structure will continue to result in missed opportuni-

ties to save children’s lives.

What We Learned About Leadership
and Accountability

During its deliberations, the Commission held state
public meetings in 11 localities and heard from
experts in many disciplines related to this issue. (See
Appendix C.) We also met with agency leaders from

the Children’s Bureau, the Centers for Disease Control

Highlighted Recommendations

Recommendation 5.1a: Elevate the Children’s
Bureau to report directly to the Secretary of HHS.
Require the HHS Secretary, in consultation with
the Children’s Bureau, to report annually to
Congress on the progress of the implementation
of the recommendations of this Commission.

Recommendation 5.2a: Through legislation,
Congress should require states to develop
and implement a coordinated, integrated,

and comprehensive state plan to prevent child
maltreatment fatalities.

Recommendation 5.4a: Hold joint congres-

sional hearings on child safety in committees
that oversee CAPTA, title IV-E, title IV-B, and
Medicaid to better align national policies,
resources, and goals pertaining to the
prevention of and response to safety issues
for abused or neglected children.

and Prevention (CDC), Health Resources and Services
Administration (HRSA), SAMHSA, Centers for
Medicare and Medicaid Services (CMS), Department of
Justice (DOJ), and other federal agencies. We observed
the following challenges that inform our recommenda-
tions to establish clear leadership and strengthen lines

of accountability:

B Challenge 1: There is insufficient federal leader-
ship around the issue of child abuse and neglect

fatalities.

B Challenge 2: States are required to submit multiple
plans that touch on their ability to effectively
prevent child abuse and neglect fatalities; coordi-

nation among these plans is lacking.
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B Challenge 3: Federal oversight for this issue is This current Commission has identified several specific

inadequate. opportunities to enhance federal leadership, including

the following:

B Challenge 4: More coordination is needed among

congressional committees that oversee this issue.
Challenge 1: Insufficient Federal Leadership

In studying the issue of child maltreatment fatalities,
the Commission examined a wide range of federal
policies and programs. (See Appendix F.) There is no
question about the commitment of resources and at-
tention to children’s health and safety across the federal
government. But there is a lack of coordination across
agencies and departments as it relates to the safety and
well-being of abused and neglected children, including
those who have suffered fatalities or life-threatening

injuries.

This is not new. The lack of coordination at the federal
level was well documented in reports by the U.S.
Advisory Board on Child Abuse and Neglect, which

was created in 1988 and which issued five reports from

1990 t0 1995.%°

LEADERSHIP AND ACCOUNTABILITY

B Federal policy guidance. There is little specific
federal leadership or guidance to states and local-
ities on how to prevent or respond to child abuse
and neglect fatalities. CAPTA provides a federal
framework for policies relating to child abuse and
neglect prevention. However, the law is considered
fragmented and extremely underfunded by many
in the field. Its provisions are inconsistently imple-
mented by the states. The federal government does
not provide needed guidance on implementing
its requirements, nor does it adequately monitor
or enforce the required provisions. This lack of
attention to the issue in policy guidance hinders
the ability of state officials and communities to
develop or implement prevention and intervention

practices backed by solid research.

B Caseload/workload standards. The Commission
heard from caseworkers across the country about
the stressful working conditions under which they
make critical life and death decisions each day.
These conditions often include high caseloads
and challenging workloads. After the first round
of Child and Family Services Reviews (CFSRs),
about half of the states’ Program Improvement
Plans (PIPs) noted the need for improvements in
caseloads or workload.® These challenges have
persisted through Round 2 of the CFSRs—yet the
federal government has not released or required
caseload or workload standards. To prevent fatal-
ities, workloads must support the level of contact
with families necessary to assess the current status
of a child’s safety and a caregiver’s progress, with
intensive contacts when children remain at home

or have been reunited with parents.
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Safety science. Following the events at Three Mile
Island and the Challenger disaster, new approach-
es began to emerge for learning from disasters
and for anticipating disasters before they occur.
These systemic approaches look beyond human
error to examine the full range of system forces at
work when disasters occur. This “safety science”
is already being applied with strong results by the
airline and hospital industries. CPS agencies share
many features in common with these and other
high-risk industries and, with federal leadership
and guidance, may benefit from the lessons

learned from this work (see sidebar).

Tennessee: Pioneers in Safety Science

The Tennessee Department of Children’s Ser-
vices is implementing some of the elements of
safety science through three primary efforts: a
systemic approach to Critical Incident Reviews,

legislatively protected confidential reporting, and

an agency-wide safety culture survey. The agency
has developed a revised protocol for critical inci-
dent reviews that focuses on understanding what
happened and how, rather than assigning blame.
The state is training staff on techniques intended
to get at the reasons behind decisions and ac-
tions and to reduce the effects of hindsight and
confirmation bias. The strategy entails building
a broad category of staff with skills in safety sci-
ence. With support from a national foundation,
Tennessee staff are providing support to three
states that have expressed interest in this work.

Challenge 2: Lack of Coordinated,
Consolidated State Plans

Coordinated leadership is also required at the state

level to effectively address the problem of child abuse
and neglect fatalities. The Commission recognizes that
states are required to produce multiple plans, but no
plan specifically addresses the prevention of child abuse

and neglect fatalities.

In the Child and Family Services Improvement and
Innovation Act of 2011 (the reauthorization of the Safe
and Stable Families Program), Congress required states
to describe how children at greatest risk for child
maltreatment will be identified and how the state
targets its child and family services to reach those
children and their families as part of their Promoting
Safe and Stable Families plan.®’ This is a step in the
right direction; however, review of these plans shows
great unevenness in how states are identifying children
at greatest risk, and there is no federal oversight or
guidance in states’ approaches to targeting and serving

these families.
Challenge 3: Inadequate Federal Oversight

The Commission undertook an extensive review of
policy and legislation and sought to identify laws and
policies that, if strengthened, could make a measurable
difference in the prevention of child deaths from abuse

or neglect.

We studied the child welfare programs specified in the
Protect Our Kids Act (i.e., titles IV and XX of the Social
Security Act). The Commission also examined relevant
policies and programs beyond CPS that play a key role
in keeping children safe and supporting families in
need. Commission staff also reviewed the National
Survey of Child and Adolescent Well-Being® and
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research and recommendations from the Government
Accountability Office (GAO) related to child abuse and
neglect fatalities,® as well as recommendations from
the Advisory Board on Child Abuse and Neglect.

Through this review, we identified several areas where
federal oversight and accountability could be strength-

ened to better protect children:

ASFA Reunification Bypass. Since 1980, federal law
has required state child welfare agencies to demon-
strate that “reasonable efforts” have been made to keep
families together prior to a foster care placement and
in reuniting a child with his or her family once a child
has been removed from home. In 1997, in response to
concerns that children were sometimes put in harm’s
way by their parents, even when family preservation or
reunification services were delivered, Congress updated
federal policies relating to reasonable efforts as part of
the Adoption and Safe Families Act (ASFA).

ASFA generally retained the requirements to preserve
and reunify families but made the child’s health and
safety a paramount concern in determining the extent
to which reasonable efforts should be made. ASFA
specified circumstances in which reasonable efforts to
preserve and reunify the family are not required and
gave states latitude to identify additional “aggravated
circumstances” in which parents need not be offered
services (e.g., child abandonment, felony assault re-
sulting in bodily injury to the child, murder of another
child). In testimony provided to the Commission,
experts noted that the reunification bypass aligns with
current child welfare practice by taking into account a

broader family context.®
One research study, drawing a sample of case records

from six California counties, found that nearly 40

percent of child welfare-involved families met at least
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one condition of the allowable exceptions for reunifi-
cation. Yet, reunification bypasses were requested and
approved for only 4 percent of all families involved in
child welfare. The researchers concluded that the reuni-

fication bypass is not commonly used.®

Today, we know even more about the connection be-
tween prior reports to CPS, particularly those concern-
ing severe physical abuse, and the risk of later fatalities
to children. Yet there is no federal requirement for
states to report on use of the reunification bypass. Little
rigorous research exists to provide insight on how many
cases are subject to the reunification bypass policy or

the impact of this policy on child safety.

Infant Safe Haven Laws. All 50 states have enacted
legislation allowing mothers in crisis to safely relin-
quish their babies to trusted providers, beginning with
“Baby Moses” laws in Texas in 1999. Research finds

a correlation between public awareness of these “safe
haven” laws and their effectiveness.®® However, news
accounts, such as a recent story about an infant found
at a church in Pennsylvania,” highlight a continued
lack of awareness among the public about safe havens.
(In Pennsylvania law, churches are not considered to be

safe havens.)

Child Welfare Information Gateway conducted a legal
analysis of state infant safe haven laws in 2013 as part
of its State Statutes Series.®® It found wide variation

in state policies. In most states, the laws apply to very
young infants who are 772 hours old or younger (12
states), up to 1 month old (19 states), and varying other
young ages. Other components of state law that vary
include who may leave a baby at a safe haven, what
entities qualify as safe haven providers, responsibilities
of safe haven providers, immunity from liability for
providers, protections for parents, and consequences of

relinquishment.

79



80

WITHIN OUR REACH: A NATIONAL STRATEGY TO ELIMINATE CHILD ABUSE AND NEGLECT FATALITIES

Transparency. Transparency is a critical precondition
for accountability. Without access to clear and accurate
information, the public and other key stakeholders

are unable to make informed decisions about what is
needed to reduce child abuse and neglect fatalities and
hold agencies and systems accountable for ensuring
that performance standards are met. Transparency
means to provide external stakeholders and the public
with information that is relevant, accessible, timely,

and accurate.

The federal government does not currently adequately
define for states what information they must disclose
and what information cannot be disclosed following a
child maltreatment fatality or life-threatening injury.

In reauthorizing CAPTA in 2010, Congress instructed
HHS and its Administration for Children and Families
(ACF) to develop clear guidelines in the form of regu-
lations instructing states of their responsibilities under
CAPTA to release public information in cases of child
maltreatment fatalities and life-threatening injuries.
Instead, on March 30, 2015, HHS announced in the
Federal Register that it was removing all CAPTA regula-
tions in their entirety. In its announcement withdraw-
ing the regulations, HHS stated that no new regulation

is needed.

A report by two legal advocacy organizations found that,
as of 2012, 20 states received a grade of “C” or below
on public disclosure regarding child maltreatment
fatalities. The criteria for grading the states included
whether or not they have an official policy regarding
disclosure, scope of information released, and criteria

regarding when and how information is provided.*

Challenge 4: Need for Enhanced Coordination
Among Congressional Committees

There is a disparity between federal legislation on child

safety and the impact at the local level. For example,

the Commission received extensive input about the
potential for CAPTA to drive needed reforms but
also heard testimony about a range of problems with
the implementation of CAPTA, including resource
constraints and a lack of coordination with other sys-
tems. Furthermore, there is little federal oversight and
enforcement of CAPTA implementation. There is an
opportunity to improve coordination among congres-
sional committees that oversee funding streams
related to child safety, including CAPTA, title IV-E,
and title IV-B.

Recommendations

RECOMMENDATION 5.1:
Create an effective federal leadership structure to reduce

child abuse and neglect fatalities.

Executive Branch

5.1a Elevate the Children’s Bureau to report directly
to the Secretary of HHS. Require the HHS
Secretary, in consultation with the Children’s
Bureau, to report annually to Congress on the
progress of the implementation of the recom-

mendations of this Commission.

A primary responsibility of the newly elevat-

ed Children’s Bureau will be to ensure that
federal child abuse and neglect prevention and
intervention efforts are coordinated, aligned,
and championed to reduce child maltreatment
fatalities and life-threatening injuries. It would
do this by encouraging partnership among

all levels of government, the private sector,
philanthropic organizations, educational
organizations, and community and faith-based
organizations. Further, the Children’s Bureau

will be responsible for coordinating with other

LEADERSHIP AND ACCOUNTABILITY
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5.1b

key stakeholders in the relevant offices within
HHS and the Departments of Education,

Justice, and Defense.

The Children’s Bureau would have the follow-

ing additional responsibilities:

Lead the development and oversight of a
comprehensive national plan to prevent child
abuse and neglect fatalities

Collect and analyze data from the states’
retrospective reviews of five years of data (see
Recommendation 2.1) to contribute to the
knowledge base about the causes and circum-
stances of child abuse and neglect fatalities

Review and coordinate approval of state plans,
including working with federal partners to
facilitate funding flexibility when needed to
implement state plans

Establish national caseload/workload stan-
dards

Fund pilot projects to test the effectiveness of
the application of safety science to improve

CPS practice

Additional detail about these and other pro-
posed responsibilities of the Children’s Bureau

are detailed in Appendix H.

Consider moving the Maternal and Child
Health Bureau (MCHB) back into the
Children’s Bureau. Many health programs
originally created by the Children’s Bureau
became the responsibility of MCHB during a
reorganization of the federal government in
1969.7° Bringing responsibility for these pro-
grams back under the Children’s Bureau would
build and reinforce the use of a public health

approach to child welfare services.

LEADERSHIP AND ACCOUNTABILITY

5.1c Create a position on the Domestic Policy
Council that is responsible for coordinating
family policy across multiple issues of priority
for the administration, one of which would be

child abuse and neglect fatalities.

RECOMMENDATION 5.2:
Consolidate state plans to eliminate child abuse

and neglect fatalities.

Congress

5.2a Through legislation, Congress should require
states to develop and implement a coordinat-
ed, integrated, and comprehensive state plan

to prevent child maltreatment fatalities.

The state fatality prevention plan should
specify how the state is targeting resources to
reach children at highest risk for fatalities, as
identified by the state’s data mining effort (as
described in Chapter 2).

Legislation should specify certain safety
benchmarks, and all state plans should
address common risk factors for child abuse
and neglect fatalities, but legislation should
allow states local flexibility in designing their
plans to best meet the unique needs of their
population and build on resources already
in place. States should be directed to utilize
evidence-based strategies and be responsible
for evaluating their effectiveness. The federal
government could provide targeted funds to
spur innovation and to help states test and

evaluate their strategies.
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State child fatality prevention plans should
take a comprehensive, early intervention
approach, with CPS being one of multiple
key partners. Core components of state plans

should include the following:

Data. The plan’s action strategy must be driv-
en by data (including state needs assessments
and cross-system data sharing). Data tracking

must include the following:

o Use of three or more data sources in
tracking fatalities and life-threatening
injuries

° Identification of the ZIP codes and/
or census tracks with high rates of
child abuse and neglect fatalities and

life-threatening injuries

Partners. The state must have a plan to engage
public-private partners, community organiza-
tions, faith-based communities, and families.
For example, if parental substance use is iden-
tified as a significant risk factor for fatality, the
plan should reflect coordination and shared
accountability between CPS and the state’s

substance abuse services.

Clear interagency roles and responsibilities.
The plan should reflect clear and effective pro-
grammatic coordination to address risk factors
identified through data mining. The plan also
may include requests for flexibility in relevant
funding streams to better address document-

ed needs.

Recommendations from fatality reviews and
life-threatening injury reviews. Reviews of child
maltreatment fatalities and life-threatening

injuries will be the basis for recommendations

and for establishing cross-system priorities for
correcting problems identified and achieving

progress toward these priorities.

State public health agencies (including title V programs)
should be required through their federal authorizing
legislation to assist state child welfare agencies in
identifying children most at risk of maltreatment and
contribute to the development of the plan for addressing
their needs. This plan should be shared with the state
court and included in training programs for state court
improvement directors using funds already provided

under the Court Improvement Program.”

Congress should direct HHS to provide technical assis-
tance to states in identifying children at greatest risk for
child abuse and neglect fatalities and provide training

resources.

States and Counties

5.2b Prepare state fatality prevention plans on child
abuse and neglect fatalities, as required above,
under the leadership of the governor’s office.
This plan, similar to a comprehensive national
plan to prevent child abuse and neglect
fatalities, would demonstrate how the state
is leveraging multiple federal grant programs
whose mission involves child safety and family
strengthening toward the goal of prevent-
ing fatalities from child maltreatment. At a
minimum, the plan should be developed in
consultation with the judiciary, agency leaders
responsible for child care and early education
programs, Medicaid and hospital administra-
tion, law enforcement, public health, and child

protection.

LEADERSHIP AND ACCOUNTABILITY



WITHIN OUR REACH: A NATIONAL STRATEGY TO ELIMINATE CHILD ABUSE AND NEGLECT FATALITIES

RECOMMENDATION 5.3:

Strengthen accountability measures to protect children

from abuse and neglect fatalities.

Executive Branch

5.3a

5.3b

Provide examples of best practices in state
level policies, including expanding infant safe

haven laws to cover infants up to age 1.

Tribal child protection programs that meet
accountability and child safety standards, as
outlined in federal guidelines, should be oper-
ated and implemented at the discretion of the
tribe and should enable the tribe to innovate
and develop best practices that are culturally

specific, while maintaining those standards.

Congress

5.3c

5.3d

Require training and technical assistance for
courts on implementation of the federal law

relating to the ASFA Reunification Bypass.

Amend CAPTA to clarify and require that all
information currently specified in CAPTA
must be released following a death or life-
threatening injury from abuse or neglect and
must be posted on the state’s website no later
than 48 hours after receipt of the report, ex-
cepting any information that might otherwise
compromise an ongoing criminal investiga-
tion. CAPTA should be further amended to
require Critical Incident Review Teams (CIRTs)
to review all child abuse or neglect deaths and
to require that reports issued by the CIRTs

be published in full on the state’s website

LEADERSHIP AND ACCOUNTABILITY

New York City Children’s Cabinet

In August 2015, the Commission held a state
public meeting in New York City, where Commis-
sioners heard from state and local leaders about
child safety efforts throughout the state.”> When
asked what New York City is doing to prevent
child fatalities and to promote safety, Gladys
Carrién, Commissioner of New York City’s Ad-
ministration for Children’s Services, answered,
“Coordination, coordination, and collaboration.”
She spoke about child safety being the respon-
sibility not only of the child welfare system but a
shared responsibility among many other systems
that touch the lives of these families.

The New York City Children’s Cabinet has more
than 23 different city agencies with a goal of
promoting consistent and meaningful communi-
cation to ensure child safety and well-being. The
mayor has challenged each and every city agency
to be part of the work of the Administration for
Children’s Services to keep all children safe, to
support families, and to promote the well-being
of children. Carrién offered multiple examples of
how departments and agencies are collaborating
and urged the federal government to provide
leadership on collaboration.

An important finding from the meeting with New
York officials was about New York City’s Instant
Response Teams (IRTs). IRTs were developed
and implemented in the late 1990s as a joint
effort between the CPS agency and the police

department in response to a high-profile child

fatality. Their purpose was to improve coordi-
nation between CPS and law enforcement to
enhance child safety. In 2006, the IRT effort was
expanded to include a database that is used to
relay information in real time between CPS and
the police department. Today, IRTs coordinate

a rapid response to all fatalities reported to the
child abuse hotline and all other cases involving
severe maltreatment.
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within 12 months of the child’s death. These
reviews should be coordinated with the
state’s child death and life-threatening injury

review programs.

States and Counties

5.3e

5.3f

Amend state infant safe haven laws to expand
the age of protected infants to age 1 and to
expand the types of safe havens accepted, in-
cluding more community-based entities such
as churches, synagogues, and other places

of worship. States also should expand public
awareness campaigns for safe haven laws,
given the correlation between awareness and

effectiveness.

Publish child abuse and neglect fatality
information on state public websites at least

annually, similar to the approach in Florida.

RECOMMENDATION 5.4:

Hold joint congressional hearings on child safety.

Congress

5.4a

Hold joint congressional hearings on child
safety in committees that oversee CAPTA, title
IV-E, title IV-B, and Medicaid to better align
national policies, resources, and goals per-

taining to the prevention of and response to

safety issues for abused or neglected children.

Coordinating federal child welfare policy in
this way would also yield efficiencies through

improved governance and oversight.
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“A call to a child abuse hotline is as much a request for
help as a call to 911. You don’t want to put it on hold for
a week,” said Dan Scott, a retired sergeant in the Los
Angeles County Sheriff’s office and a leader in the ef-
fort to improve cross reporting between child protective

services (CPS) and law enforcement.”

Building data links between the two departments may
seem a self-evident goal, since safety is the clarion call
of both. But despite laws in many states that require
cross reporting, most states comply only sporadically.
In Los Angeles County in the past, too many of the
child abuse reports sent to law enforcement, most of
them by U.S. mail or FAX, simply went into a “round

file” in a sheriff’s office or police office.”*

In California, law enforcement is required to investi-
gate all serious allegations of physical and sexual child
abuse. With some 175,000 calls per year coming in to
the child abuse hotline in Los Angeles County, this is
a high wall to scale, even though not all calls reflect

serious allegations.

It took advocacy from both law enforcement and the
child protective services (CPS) agency, the Department
of Children and Family Services (DCFES), to make shar-

ing data manageable by making it electronic. In 2009,
the county’s Suspected Child Abuse Report System
(SCARS) became E-SCARS, the Electronic Suspected
Child Abuse Report System, a web-based system that
allows rapid and secure electronic transmission of re-
ports between the agencies. Now all it takes is a click of

the mouse to connect law enforcement and DCFS.

How It Works

A call to the child abuse hotline starts the process.
DCEFS investigators initiate an E-SCARS report and
send all serious physical or sexual abuse allegations to
law enforcement and the district attorney’s (DA’s) of-
fice, which has oversight. If law enforcement gets a 911
call first, they report it to the child protection hotline

and can send a car right away.

DCEFS and law enforcement are required to investigate
all E-SCARS reports independently. They have differ-
ent definitions of abuse. Law enforcement focuses on
criminal evidence, while DCFS looks at the family, the
causes of abuse, and whether or not the child needs to

be removed.

Child abuse has no office hours; safety requires a 24/7
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response. Police are used to this. Because the dispatch-
er routes the call to the police station near the family’s
home, many times the police can get there before CPS.
This is a huge asset in LA County, which covers a total

area of 4,850 square miles.

Benefits of E-SCARS

E-SCARS adds a new layer of protection for children in
LA County:

B Law enforcement and CPS staff bring different
training and experience, and each sees the family’s
situation with different eyes. Sharing information
promotes greater depth of analysis and more accu-

rate decision-making by both.

B E-SCARS files include prior allegations and other
important information about the family, including

known risk factors for serious abuse or homi-

cide—information that can be life-saving to a child.

B When CPS and law enforcement close a case, even
if it is at different times or for different reasons,
the information about the family and the names of
investigating officers and caseworkers go into the
system in case they are needed to inform future
investigations about the same family. Names and
contact information are a visible chain of com-

mand and accountability.

Miles to Go

Implementing something as large as E-SCARS in a
county as large as Los Angeles has its challenges. There
are 46 police or sheriff’s offices covering the county,
and not all have bought into the electronic version.

Some still rely on faxes.

Scott believes law enforcement is still the weakest link
in child protection, not because police officers do not

care about child safety, but because they are not held as

E-SCARS in Action

A call came in about a mother who was beating
her child. There were previous referrals on this
family, and the sheriff who got the call opened
the prior E-SCARS report. He learned there were
two children living in the home and went right
out, interviewed the mother, and asked to see
the child. She brought out one child, who was
fine. The officer then asked to see the other child.
She denied that she had two children, but when
pushed, she said the other child was with his
father who lived in a neighboring county. The
officer put the mother in the car and they went
to find the father. While in the car, the mother
texted the father that they were on their way. They
got to the father’s home just in time to see him
putting the child in the car, ready to drive off. The
child had been severely beaten and was taken
into protective custody.

Had E-SCARS not been in effect, this story might
have had a different ending. The deputy would
not have known there were two children. They
might not have reached the injured child in time.

accountable as CPS. CPS is often blamed by the public
and elected officials when a child on their watch is
injured or killed. With E-SCARS, law enforcement and
CPS share responsibility for safety.

The DA’s office holds the responsibility for ensuring
DCEFS and law enforcement do their jobs. Public ac-
countability can be a powerful incentive. The DA can go
public if a police department in one city sends a car out
on 9o percent of their E-SCARS reports and another
responds on only 30 percent. Time matters when it

comes to child safety.
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Several enhancements to E-SCARS are in the wings:

B  When DCFS and law enforcement reach different
conclusions about a case, an alert is supposed to
notify each system. The assumption is that they
should at least agree on whether or not severe
abuse exists and, if they do not agree, they must
take another look. But because of state and local
regulations, DCFS often takes longer than law
enforcement to come to a conclusion, and the alert
sometimes does not go out. Scott wants to ensure
that it does and noted that the technology is built
into E-SCARS but is not being utilized.

B E-SCARS can serve as an early warning system for
hazardous cases. If a certain number of risk factors
exist in a family, such as a combination of very
young children, no biological father in the home,
parental criminal history, and drug or alcohol prob-
lems, the supervisors for the caseworker and the
law enforcement officer could automatically get a
notice to flag the case as high risk for potential ho-
micide. This booster alert “wouldn’t cost a dime,”
said Scott. But the respective bureaucracies have

not taken it on yet.

Technology, even something as innovative as E-SCARS,
is only useful to the extent it is used. In LA County, it
is highly valued. John Langstaff, Principal Information
Systems Analyst at DCFS and Scott’s colleague in
turning SCARS into E-SCARS, said: “For emergency
response social workers, there is no more important
piece of information than knowing when a police
agency finds criminal child abuse on a case they are

investigating.”

There have been some 400,000 E-SCARS reports since
2008, when the system was initiated. There is no for-
mal evaluation yet. But both Scott and Langstaff believe
more children are safe because of E-SCARS. There is
interest from other California counties and even other
states. But for now, LA County is the sole pioneer in the
state and the entire country. They have a lot of promise

to share.
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73 Dan Scott was also a commissioner on the Los Angeles County Blue Ribbon Commission for Child Protection and served as a consultant for the Com-

mission to Eliminate Child Abuse and Neglect Fatalities.

" In Los Angeles County, the police and sheriffs do essentially the same job. There are 46 law enforcement agencies in the county, including sheriff’s offic-

es and the Los Angeles Police Department (LAPD).
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WE KNOW THAT SHARING DATA among multiple public
agencies working with the same at-risk children and
families can provide a more complete picture of family
circumstances and improve the quality of decision-
making about child safety.”> At a local level, children
and families who are reported to child protective
services (CPS) frequently interact with other public
agencies, such as law enforcement or substance abuse
treatment centers. However, even where laws permit,
these agencies do not always share information with

CPS that could potentially save children’s lives.

For example, when a police officer is called to a home
on a domestic violence report, she may not know that
CPS has had seven other reports of suspected abuse
or neglect of the children in that home. Having access
to that information could help the police officer make
a more informed decision about the overall safety of
children in a home. Similarly, for CPS workers, know-
ing that the police had visited a home for reports of
domestic violence or other criminal activities could aid
decision-making. Unfortunately, this kind of informa-
tion exchange is not consistent across the country and
relies on relationships and interpretations of law at the

local level.

DECISIONS GROUNDED IN BETTER DATA AND RESEARCH

Some pockets of innovation do exist, and innovations in
technology and policy now make it possible to connect
disparate data systems across locations and fields for
relatively low cost. This means that critical information
can now be shared more easily across agencies and
systems, improving our ability to support families and

keep children safe.

Highlighted Recommendations

Recommendation 6.1a: The administration
should spearhead a special initiative to support
state and local entities engaged in protecting
children, such as law enforcement and CPS, in
sharing real-time electronic information on chil-
dren and families.

Recommendation 6.3b: In order to incentivize
states to add the reviews of life-threatening
injuries caused by child maltreatment into their
current child death review activities, receipt

of Child Abuse Prevention and Treatment Act
(CAPTA) funds should be contingent upon states

conducting these reviews.
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Likewise, innovations in technology also make it pos-
sible to collect better data on child abuse and neglect
fatalities and life-threatening injuries. More and better
data allow researchers and practitioners to perform
more sophisticated data analysis and draw conclusions
that can better inform policy and practice. We know
there are many areas in local, state, and national data
collection and analysis where improvements could lead

to saving children’s lives.

What We Learned About Data and Research

The Commission reviewed the literature and heard
from experts about the quality and extent of data
currently collected on child abuse and neglect fatali-
ties, how data and research are currently being used to
prevent harm to children, and opportunities to improve
and expand these uses. We identified three primary

challenges:

B Challenge 1: When agencies do not share data
about children and families at risk, children die

whose lives might otherwise be saved.

B Challenge 2: The current count of child abuse and
neglect fatalities is incomplete and based on incon-

sistent definitions.

B Challenge 3: We are not using knowledge
gained from child maltreatment fatalities and
life-threatening injuries effectively to prevent

future deaths.

These challenges are not new. In some ways, the
Commission finds itself in roughly the same position
as those who have sought to tackle this problem in
years past, identifying similar findings about informa-
tion sharing and counting. However, today, we have
the benefit of new technologies and specific ideas

for changes that can provide greater insight into the

problem and improve the effectiveness of policies and

programs. These are reflected in the recommendations

that follow this section.

Challenge 1: Sharing Data

Data sharing has long been recognized as a key compo-
nent of efforts to prevent child abuse and neglect fatal-
ities; however, costs and concerns about confidentiality
have impeded progress in this area. Public programs
and their information systems developed in silos, partly
as a result of the way they were funded and structured.
Collaboration and information sharing across these
silos has traditionally been difficult because of uncer-
tain lines of authority and technical limitations. The
inability to see data across systems impedes the ability
of staff on the ground to share real-time information
that could inform practice to save children’s lives, and
it inhibits research that could lead to better policies and
practices. We have an obligation to thoroughly explore
whether enhanced data sharing can identify patterns or
warning signs that may better inform when and how

best to intervene in families.

In the past few years, new methods have emerged to
facilitate the electronic exchange of selected pieces of
information between systems without sharing complete

case files. Some of these include the following:

B California’s Child Abuse and Neglect Reporting
Act (CANRA) requires CPS and law enforcement
to share information about allegations of suspect-
ed child abuse. To further this goal, Los Angeles
County launched the Electronic Suspected Child
Abuse Report System (E-SCARS) in 2009. (See
story on the preceding pages.) Infrastructure like
the E-SCARS database, in combination with ade-
quate technical assistance and resources, can help
more communities utilize real-time data from a

variety of sources to protect children.

DECISIONS GROUNDED IN BETTER DATA AND RESEARCH
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B Data standards such as the National Information
Exchange Model (NIEM) are enabling data to be
shared more easily across agencies by creating
common agreements to name a given piece of data
the same way, allowing different systems to “talk”

with one another.”®

B Advances in big data analytics, such as the comb-
ing and combining of raw data sets, have allowed
the aviation industry to greatly improve passenger
safety. Applying a similar approach with data on
the circumstances in which child abuse and ne-
glect fatalities occur could help researchers more
readily identify patterns of risk or opportunity that

could inform both policy and practice decisions.”

Challenge 2: Counting the Fatalities: State

Variations and Federal Requirement Gaps

The determination that a child’s death is due to

abuse or neglect varies across states for many reasons,
including differences in states’ definitions of abuse
and neglect, death investigation systems, and reporting
practices. If two children in two different states die
under the same circumstances, each state may make a
different determination about whether the deaths were
caused by abuse or neglect. The same may be true of
different jurisdictions within the same state or even
within the same jurisdiction in different years. The
definition of what constitutes physical abuse tends to
be fairly consistent across agencies and professions,
but determining if a death is due to neglect is a more
complex problem. Each agency or investigator may have
different views of the societal norms that draw the line
between minimally adequate care or supervision and

serious, life-threatening neglect.
Significant variations also exist in local investigators’

or child death reviewers’ knowledge and expertise in

interpreting policy and practice. Depending on the

DECISIONS GROUNDED IN BETTER DATA AND RESEARCH

jurisdiction, death certificates may be completed by a
medical examiner (a medical doctor trained in the field
of forensic pathology) or a coroner (an elected official
who may or may not be required to have prior training
in medicine, forensic science, or death investigation).
Nationwide, about 70 percent of the death investigation
officials are coroners.” Coroners are not required to
engage a forensic pathologist to conduct an autopsy,
and when they do, are not bound by the forensic pathol-

ogist’s opinion.

In addition, the determination of death made by a med-
ical examiner or coroner may be interpreted differently
by CPS, law enforcement, and prosecutors. Each of

these entities will have different legal requirements.

Gaps in Federal Requirements for Reporting Fatality
Data. CAPTA requires states that receive CAPTA state
grant funds to report annually—*“to the maximum ex-
tent practicable”—at least 12 data items to the National
Child Abuse and Neglect Data System (NCANDS),”
including the number of deaths resulting from child
abuse or neglect. NCANDS has significant limitations
as the nation’s official source of child maltreatment

fatality data.

B NCANDS primarily reflects fatalities reported
to, investigated by, and substantiated as abuse or
neglect by CPS agencies. If these agencies are not
aware of a death, choose not to investigate it, or
do not classify the death as the result of abuse or
neglect, it is not counted. Other sources of data
on child deaths that may or may not be consulted
and subsequently counted include death certifi-
cates from state vital statistics offices and medical
examiner or coroner offices, state and local child
death review team records, and uniform crime
reports. A 2011 Report to Congress by the Gov-
ernment Accountability Office (GAO) found that
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nearly half of states report to NCANDS only data

on children already known to CPS agencies.® Yet

a peer-reviewed study of fatal child maltreatment
in three states that reviewed multiple sources of
data on child deaths found that state child welfare
records undercount child fatalities from mal-
treatment by 55-76 percent. They also found that

a multidisciplinary team review of records from
multiple sources was a much improved method for

counting maltreatment.?’

The submission of state data about abuse or
neglect fatalities to NCANDS is not required; it is
voluntary. All states submit data, but states do not

all submit the same data in the same way.

NCANDS provides limited information about the
circumstances under which children die from
abuse and neglect. The system collects but does
not report on some data that could be useful

for prevention, such as perpetrators’ previous
maltreatment of children. It is important to know
the family’s—not just the child’s—past experience
with CPS and what transpired. Information about
the perpetrator, relationship to the child, possible

substance use or mental health issues, any special

needs that the child had, and other variables are
all important for data analysis and for determin-
ing effective prevention strategies, which may be
different for children at risk for different types of
deaths.

For these reasons, there is widespread agreement that
the number of child abuse and neglect fatalities report-
ed through NCANDS is an undercount; experts believe
the real number is at least double the current number.®?
In addition to NCANDS, there are six other federally
funded data systems that collect data on deaths due to
child abuse and neglect.®® These systems are not linked
to NCANDS, and the data are not reconciled.

Challenge 3: Using Data From Fatality and Life-
Threatening Injury Reviews for Prevention

There are significant gaps in how the field applies
lessons learned from child abuse and neglect fatalities
and life-threatening injuries to prevent future deaths.
Two of these gaps stand out: (1) Data on life-threatening
injuries from child abuse and neglect are not usually
collected, analyzed, and used for prevention, and (2)
official reviews of child abuse and neglect deaths at the
state level often lack uniformity and carry-through to

policy change and prevention efforts.

Collecting data on life-threatening injuries from child
abuse and neglect is important because the children
who suffer from these injuries closely resemble
children who die from abuse or neglect. Statistically,
the two groups are almost identical in age, family risk
factors (including high prevalence of domestic vio-
lence and substance abuse), and relationships between
perpetrators and victims. What often differentiates

a life-threatening injury from a fatality is simply the
difference in medical care received and the timing of

that medical care.

DECISIONS GROUNDED IN BETTER DATA AND RESEARCH
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Thus, collecting and analyzing data on these children
would help to build a knowledge base to ground fatality
prevention efforts. Including life-threatening injuries
in this knowledge base would provide a significant
increase in available data, since research suggests

that, for every infant under 1 year of age who dies as

a result of maltreatment, more than 10 infants are
hospitalized with severe abuse-related injuries.?* These
data suggest that tens of thousands of children suffer

life-threatening injuries from maltreatment each year.

Given the insight that data on life-threatening injuries
could provide, why are those data not collected? Two

major factors contribute to this omission:

B There is no clear or universally accepted defini-
tion of a life-threatening injury. CAPTA uses the
term “near fatality,” defining it as “an act that, as
certified by a physician, places the child in serious

or critical condition,” but states have their own

definitions of what it means for a child to be in “se-

rious” or “critical” condition. Because of the lack

of a standardized definition, the same event might
be considered a life-threatening injury in one state
but not in another, just as similar fatalities may be

classified differently in different states.

B There is no requirement for states to collect and
report data on life-threatening injuries in the same
way they review and report on child abuse and

neglect fatalities.

the Commission?®

DECISIONS GROUNDED IN BETTER DATA AND RESEARCH

Wide variation in child death reviews and in the ways
that the review findings are (or are not) used to further
prevention efforts accounts for the other major gap in
usable data. There are a number of child fatality review
processes that examine circumstances surrounding

a child’s death and generate data that are sometimes
included in counting child abuse and neglect deaths,
including a state’s Child Death Review (CDR) and
Citizen Review Panel reviews, Foster Care Review Board
reviews, and the Domestic Violence Fatality Review.
However, a number of factors contribute to the lack of

usable data produced by these reviews:®

B This so-called “web of reviews” is disjointed and
inconsistently implemented, and funding for the

reviews is limited.

B State definitions and requirements vary, and, con-
sequently, there is variation in the child deaths that

state CDR teams choose to review.

B The lack of uniformity extends to the reviewers:
Qualifications and training for reviewers vary

significantly.

B The mechanism for communicating findings
from these reviews to decision makers is unclear.
Some states produce annual reports with recom-
mendations for change, while others do not. Even
when recommendations are made, they may not

be acted upon.

Accurate counting of fatalities is important, as is review of child fatalities to
identify potential missed opportunities for prevention. But the only way to
actually decrease fatalities is to implement changes.

—Dr. Randall Alexander, Statewide Medical Director of the Florida Child Protection Teams, testifying to
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Recommendations

RECOMMENDATION 6.1: Enhance the ability of na-

tional and local systems to share data to save children’s

lives and support research and practice.

Executive Branch

6.1a

6.1b

Spearhead a special initiative to support
state and local entities engaged in protecting
children, such as law enforcement and CPS,
in sharing real-time electronic information on

children and families.

Regulations from the U.S. Department of
Health and Human Services (HHS) and
Department of Justice (DOJ) and state laws
should require that state entities share
real-time electronic information between
agencies engaged in protecting children
(specifically, law enforcement, CPS, pub-

lic health agencies, hospitals and doctors,
schools, and early childhood centers). States
can find guidance on building such systems
by reviewing projects completed under the
State Systems Interoperability and Integration

Projects (S2l12).¥

Increase the interoperability of data related to

child protection across federal systems.

Data collected related to child protection and
safety sit in a number of different federal,
state, and local agencies, including various di-
visions within HHS such as the Administration
on Children, Youth and Families, the National
Institute of Child Health and Human

Development, the Centers for Disease Control

6.1c

and Prevention (CDC), and the Maternal and
Child Health Bureau, as well as other agencies
such as DOJ. As a result, our understanding of
circumstances that might contribute to child
abuse and neglect fatalities is incomplete.
Policy and procedures are needed to enable

these systems to talk to each other.

Increase system capacity at the national level
to apply the latest statistical and big data
techniques to the problem of preventing child

abuse and neglect fatalities.

The Commission recommends establishing a
Federally Funded Research and Development
Center (FFRDC) on Preventing Child Abuse
and Neglect Fatalities similar to the Centers
for Medicare & Medicaid Services (CMS)
Alliance to Modernize Healthcare. This could
be housed within HHS or DO]. Analyses con-
ducted by this FFRDC must be made available
to the Children’s Bureau’s new Coordinating
Council on Child Abuse and Neglect Fatalities
and shared with all entities that submit data
so that state and local agencies can use data
to inform policy and practice decisions. (See
Appendix H for more details about

the Council.)

Congress

6.1d

Consider what legislative or funding changes
would be required to empower the Executive
Branch to carry out Recommendations 6.1a:
Enhanced real-time electronic data sharing
among state agencies engaged in protecting
children; 6.1b: Increased interoperability of
data related to child protection across federal

systems; and 6.1c: Application of the latest

DECISIONS GROUNDED IN BETTER DATA AND RESEARCH
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6.1e

6.1f

statistical and big data techniques to the
problem of preventing child abuse and neglect

fatalities.

Require federal legislation that defines

the permissibility of data sharing for children
involved in the child welfare system, those
who are dependents of active duty military,

and those receiving publicly funded prevention
services, to require the sharing of information
between civilian CPS agencies and Department
of Defense family advocacy offices and related

agencies.

Clarify federal legislation that allows CPS
agencies access to National Crime Information

Center criminal background information.

States and Counties

6.1¢g

Require cross-notification for allegations

of child abuse and neglect between law
enforcement and CPS agencies, implementing
a system similar to the Electronic Suspected
Child Abuse Report System (E-SCARS) in

Los Angeles County.

RECOMMENDATION 6.2: Improve collection of data

about child abuse and neglect fatalities.

Executive Branch

6.2a

Rapidly design and validate a national stan-
dardized classification system to include uni-
form definitions for counting child abuse and

neglect fatalities and life-threatening injuries.

This national maltreatment fatality classifica-

tion scheme should include criteria,

DECISIONS GROUNDED IN BETTER DATA AND RESEARCH

El Paso County, Colorado: Connecting the Dots Between the
Military and CPS

Military families are often isolated, without a lot of support
from relatives and extended families. When one spouse is
deployed overseas, the other becomes a temporary single
parent. When parents return from combat zones, re-entry
can be difficult. Jill Nugin, the Family Advocacy Program
Manager at the Fort Carson Army Base in Colorado, told
Commissioners about the particular challenges of fathers
returning from overseas duty: “You know, you leave a young
wife, and you leave a house with just a puppy, and you come
home to a baby, and after you have been at war for a year,
that can be a tough transition to make.”%

In El Paso County, where Fort Carson is located, 10 percent
of the child abuse or neglect reports involve military families,
either living on bases or in the community. Following a series
of 10 child fatalities in 2011, seven of them in military fami-
lies, the local CPS agency, the military, and other key stake-
holders initiated a countywide coalition. In addition to the
military and CPS, the coalition includes law enforcement, the
medical community, the fire department, faith-based leaders,
and more. The coalition launched a program called Not One
More Child to prevent child maltreatment fatalities.

Today in El Paso County, collaboration between the military
and CPS is standard operating procedure. The military and

CPS have a memorandum of agreement that requires the
military to report child abuse cases to CPS; likewise, when
CPS has off-base military cases, they refer families to the
Family Advocacy Center on the base. A military committee

of the Not One More Child coalition offers boot camp for
new military dads (taught only by men), abusive head trauma
education, and parenting support during reintegration when
troops come home from war.

The coalition’s work is paying off. From 10 child maltreat-
ment fatalities in the county in 2011, deaths dropped to 3 in
2012, 4 in 2013, and as of September 2014, when members
of the coalition testified to the Commission, there had been
one child maltreatment death that year.
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operational definitions, and a process to
ascertain fatal and life-threatening physical
abuse and neglect. It should reconcile infor-
mation from multiple agencies, using the U.S.
Air Force—Family Advocacy program Central

Repository Board Project as a model.®

This will require development, field-testing,
and implementation of a uniform operation-
alized definition and decision tree for child
abuse and neglect fatalities. The definitions
should not rely on agency-specific definitions
of child abuse and neglect and should be de-
veloped for the purpose of counting and pre-
venting fatalities (and include cases that may
or may not meet criminal or civil definitions of
abuse and neglect for purposes of substantia-
tion or prosecution). The process of determin-
ing whether a fatality is due to abuse or neglect
using the standardized definition must require
the use of multidisciplinary teams (e.g., child
welfare, law enforcement, health care) and
shared decision-making. States should be
required to use these standardized definitions

and processes.

Improve the system of child death investi-
gation and death certification by developing
standards of investigation and expertise in

investigation and certification.

Develop a nationally standardized child death
investigation protocol for use by medical ex-

aminers, coroners, and law enforcement, and
update the CDC'’s sudden unexplained infant

death investigation guidelines.

Provide national training and resources to
encourage widespread use of the protocol and

guidelines.

6.2c

6.2d

Encourage states to transition from coroner
systems to medical examiner systems that
utilize forensic pathologists in all suspected

child maltreatment deaths.

Encourage states to establish an admin-
istrative position at the state level for an
experienced forensic pathologist to provide
training and oversight and ensure high-quality,
standardized investigations of all sudden and

unexpected child deaths.

Develop the National Fatal and Life-

Threatening Child Maltreatment Surveillance
System as a National Data Repository to col-
lect, analyze, and report data on fatalities and

life-threatening injuries from maltreatment.

Require states to conduct multidisciplinary
reviews of all child maltreatment fatalities

and life-threatening injuries, using records
from multiple agencies, and to utilize the
national standardized classification system
(described already in Recommendation 6.2) to
classify and count all fatal and life-threatening
maltreatment. These data would be reported
into the Data Repository. All entities reporting
into the Data Repository would have access

to the data for the purposes of research and
improving practice. The data collected into the
repository would include the subset of cases
also entered into the NCANDS System, which

will remain the CPS reporting system.

Expand upon the HHS national report of child
abuse and neglect fatalities, currently provided
in the annual Child Maltreatment report, by
collecting and synthesizing all available
information (cross-agency) on the circum-

stances surrounding child maltreatment

DECISIONS GROUNDED IN BETTER DATA AND RESEARCH
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deaths to inform policy. The report should
be issued by the Children’s Bureau’s new
Coordinating Council on Child Abuse and
Neglect Fatalities. (See Appendix H for more

details about the Council).

See Appendix | for a list of suggested elements
that an expanded Child Maltreatment report
might include. To support states, HHS should
prioritize its provision of technical assistance
to states to ensure timely and accurate sub-

mission of this data.

6.2e Conduct longitudinal research about the
leading factors related to child abuse and
neglect fatalities of Al/AN children, 18 and
under. It may be possible to integrate a lon-
gitudinal research component in the Tiwahe
Initiative (a partnership between HHS and the
Departments of Justice and Interior) currently

being piloted in four tribes.

Congress

6.2f Consider whether statutory changes and/
or additional funding may be required
for the Executive Branch to carry out
Recommendation 6.2b: Improve the system of
child death investigation and death certifica-
tion by developing standards of investigation
and expertise in investigation and certification;
6.2c: Develop the National Fatal and Life-
Threatening Child Maltreatment Surveillance
System; and 6.2d: Expand upon HHS's
national report of child abuse and neglect fa-
talities, currently provided in the annual Child

Maltreatment report.

DECISIONS GROUNDED IN BETTER DATA AND RESEARCH

6.2g

Amend CAPTA to improve the data on fatalities
and life-threatening injuries that states are re-
quired to collect and submit to NCANDS until
the Data Repository is operational. Consider
what additional funding may be necessary to

support these changes.

Building on current policy in CAPTA, all states
should be required to collect child abuse and
neglect fatality data from all sources (state
vital statistics departments, child death review
teams, law enforcement agencies, and offices
of medical examiners or coroners) and submit
consolidated data to NCANDS. To ensure
compliance, these data requirements should
be placed in authorizing legislation pertinent
to programs being asked to share data, in-
cluding but not limited to title IV-E, title V, the

Public Health Services Act, and others.

Expand the standardized set of data elements
required to be submitted into NCANDS for

all child abuse and neglect fatalities and
life-threatening injuries as defined by the
operationalized definitions discussed above.
Currently, there are no case-specific (vs. aggre-
gate) data elements in NCANDS that provide
any details about the circumstances of a given
death. This recommendation would result in
a separate fatality/life-threatening injury file
within NCANDS with data elements to better
understand the circumstances of fatalities to

inform practice and policy.

Require redefining the data element that
requires the “number of children reunited with
their families or receiving family preservation
services that, within five years, result in subse-

quent substantiated reports of child abuse or
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neglect, including the death of a child” [CAPTA
Sec 106(d) (11)] to include all children in the
family reported to CPS, regardless of accep-
tance or substantiation, who later died from

abuse or neglect.

Add a data element to allow for collection of
data about all deaths of children while in foster
care or after being adopted from the child

welfare system.*

Add data elements as needed to respond to
the additional elements required for inclusion
in an expanded Child Maltreatment report (see
earlier recommendation).

RECOMMENDATION 6.3:

Fatality reviews and life-threateniing injury reviews

should be conducted using the same process within

all states.

Executive Branch

6.3a

6.3b

Lead the analysis and synthesis of all child
maltreatment fatality and life-threatening
injury review information at the national level;
include expanded information in the Child
Maltreatment report, and broadly disseminate
findings including to state child welfare pro-
grams as well as to title V. and CDC programs.
This analysis will be conducted within HHS
and overseen by the Children’s Bureau’s
Coordinating Council for Child Abuse and
Neglect Fatalities.

In order to incentivize states to add the
reviews of life-threatening injuries caused by

child maltreatment into their current child

death review activities, receipt of CAPTA funds
should be contingent upon states conduct-
ing these reviews. Currently, Wyoming and

Oklahoma conduct both types of reviews.

6.3 Develop uniform standards and guidelines
for conducting case reviews of maltreatment
deaths so that they will lead to improved case
ascertainment, agency policy, and practice
improvements and actions for prevention.

Congress

6.3d Consider whether statutory changes and/or

additional funding may be required for the
Executive Branch to carry out the preceding
recommendations in support of uniform fatali-

ty and life-threatening injury reviews.

DECISIONS GROUNDED IN BETTER DATA AND RESEARCH
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“Seeing a dead child changes your life,” said Alane
Breland, assistant chief prosecutor at the Salt River
Pima-Maricopa Indian Community near Phoenix,
Arizona. Breland had only been working in the
Community for nine months when, on a hot evening
in August 2008, she was called to the scene where two
siblings, ages 4 and 5, had suffocated to death in the

trunk of a car.

On the day the children died, the temperature was 105
degrees Fahrenheit. Their mother was drinking. No one
drove the car where the kids played; it was not operable.

But the children knew how to pop the trunk.

The death of the two siblings was a wake-up call for
this Community, which consists of two tribes, the Pima
and the Maricopa. It is a small Community, with only
10,000 people, half of them children. Everyone knows
everyone, a tribal strength. “So how can a child die in

a Community such as this? How can that happen?”
asked Sheri Freemont, chief prosecutor at the time.
The immediate response to her question was anger and
grief, but that was followed quickly by determination to
change the system, to involve the whole Community,

and to prevent this from happening ever again.

Missed Opportunities: Lessons From the Past

Many people in the Community knew this troubled Salt
River family before the two siblings died. Some tribal
child welfare staff knew that a few years earlier, when
the family lived outside the Community, there had been
a sleep-related death. After the family moved to Salt
River, child protective services (CPS) opened a neglect
case and removed the children due to the unsuitable
living conditions inside the home. The children were
returned home after the mother got treatment for al-
cohol abuse. Tribal police knew she was still tied to her
addiction and continued to drink, but CPS staff did not
know. “The database was in our heads,” said Freemont.

“It didn’t translate down to the front lines.”

Two weeks before the children died, a probation officer
went to the home looking for a person on probation
registered at that address. There was no response to
the officer’s knocks on the door, but she saw a child
peeking through the window. Thinking the children
were home alone, she called the police. The eldest
child—only 7 years old—met the probation officer at
the back door, holding her infant sister, with the other
two siblings behind her. When the probation and police
officers entered the home, they found broken dishes

SALT RIVER PIMA-MARICOPA INDIAN COMMUNITY: MULTIPLE EYES ON THE CHILD




WITHIN OUR REACH: A NATIONAL STRATEGY TO ELIMINATE CHILD ABUSE AND NEGLECT FATALITIES

on the floor, open alcohol containers accessible to small
children, and no appropriate food for the children in
the family. Their mother had passed out on the couch;

it took the officers several minutes to wake her.

The two officers that night did not know the family had
an open CPS case or that the children had only recently
returned from placement. The officers made a referral
but did not call CPS from the scene and did not remove
the children. The probation officer changed the baby’s
soiled diaper, took a photo of all four children on the

couch, and left.

CPS visited the home over the next two weeks, but
no one saw the children. The police report included
detailed information that would have increased CPS’s
understanding of the urgency, but it was a paper
form, placed in a basket for eventual delivery to CPS.
It included only the notation, “Mom is neglecting her
children.” No one at CPS saw that report before the
siblings died.

The Family Advocacy Center: A Multidisciplinary
Response

Following the two deaths, the tribal council led the
Pima-Maricopa Community in an in-depth planning
process, identifying a range of partner agencies that
had to be involved to keep children safe. They agreed
on a multidisciplinary approach to investigating abuse
and neglect that included earlier and more comprehen-
sive support for children and families. They included

a 360-degree view of parents’ history in order to more
fully understand the family’s circumstances. Freemont
pointed out, for example, that the mother had had trau-
matic incidents in her life that led her to this point and

that she was very upset at the death of her children.

The Family Advocacy Center”' opened in 2010 as a trib-

ute to the two children who died. It is a child-friendly,
trauma-informed center for investigations that brings
together CPS, probation, police, education, prosecu-
tion, behavioral health, the fire department, and other
agencies as needed. New technology means referrals
are online and can be seen in real time by a large circle
of tribal child protection staff, instead of remaining in a

worker’s head or on a paper form left in a basket.

Multidisciplinary team (MDT) meetings are held for
almost all cases and sometimes even before a family
comes into the system. Trained specialists do forensic
interviews with maltreated children and youth. Staff
provide trauma-informed, culturally relevant services.
The goals are long-term well-being for the child, the
family, and the Community. As Freemont says, “I know
we have safer kids now, because sharing information is
a mandated commitment from tribal leadership for all
tribal employees.” Before any child is removed, up to
20 people will have discussed the needs and strengths

of the family.
How the Current System Works

With the launch of the Family Advocacy Center, fami-
lies are served differently. In a recent case, a respected
elder in the Community opened his home to a number
of relatives and extended family. The elder’s grandson
and his girlfriend, parents of four children, came to the
attention of CPS through a number of vague referrals.
The family was resistant to intervention, and CPS
didn’t have enough information to get a warrant, which
is required for entry unless there is an emergency.
Workers would “knock and check” and be sent on their
way. Police also came to the house, but they also had no

warrant and were not allowed inside.

The tide turned when a snake got into the house and

someone called the Fire Department. Under the new
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system, firefighters were trained as CPS partners.
When they went in the house to get the snake, they saw
rotten food, illegal drugs, and drug paraphernalia. The
firefighters called CPS.

CPS moved quickly, getting a warrant. They removed
the grandson’s four children (all of whom tested pos-
itive for methamphetamine exposure). The children’s
parents agreed to go into treatment. The house was

cleaned.

The children have since returned home, and this family
is making progress. The MDT meetings gave staff the
information they needed to support the family. Keeping
the communication links active between CPS, firefight-
ers, and the police during a series of vague referrals
paid off.

Making a Difference

The science of predicting fatalities in a given family is
in its infancy. There was no way to know if the prob-
lems in the elder’s home would have swept his family
members into more serious crisis without intervention.
But it is clear that the Family Advocacy Center, the
attention of CPS, the police, and the firefighters made a

difference in the lives of this family.

As a gaming Community with an economic corridor
and a sophisticated government structure, the Pima-

Maricopa tribes have resources that few other tribes

have. Leaders there also know that it takes more than
money to transform a system. The MDT meetings at
the Family Advocacy Center increased the focus on safe-
ty. This initially led to more removals, in part, according
to Freemont, because of a lack of sufficient services

that would allow families to keep children at home. But
nearly half of those children are placed with relatives.
And placements are now trending down: from 428 in
the first quarter of fiscal year 2015 (October—December

2014) to 348 in the same period for fiscal year 2016.

The cost to the Community, approximately $1 million

a month, includes all placement costs, staff, adminis-
tration, and treatment services for children in resi-
dential facilities. (The Community does not currently
draw down any federal title IV-E funds for foster care,
although that is a possibility in the future.) The Center
is also working to create more placement resources on
the reservation in order to keep children closer to home

when they do have to be removed.

The bottom line is that children are safer.”? “I know
in my heart that the two children who died in the car
would be alive today if the protocols we have now had
been in place then,” said Breland. “They had their
childhood stolen. We can make it better. We are their

only voice now.”

NOTES FOR SALT RIVER PIMA-MARICOPA INDIAN COMMUNITY: MULTIPLE EYES ON THE CHILD

°' The Family Advocacy Center hosted a site visit when CECANF met in Scottsdale, Arizona, on March 24, 2015; Sheri Freemont, director of the Family
Advocacy Center, testified before the Commission in Arizona on March 25, 2015 (https://eliminatechildabusefatalities.sites.usa.gov/files/2014/11/Arizona-

mtg_3.25-3.26.15_-final-transcript_rev-6.29.15.pdf).

°2 Two toddlers died on the reservation since 2014, but neither was substantiated as a child abuse death.
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THE THIRD CORE COMPONENT of the Commission’s
national strategy recognizes that families in which fatal
maltreatment occurs face complex, interconnected
challenges. While media stories frequently blame child
protection agencies alone following a child abuse or
neglect fatality, we found that parents today are more
likely to have drug addictions, mental illnesses, and
previous criminal histories, and these issues contribute
to fatalities. Many of these families face inconsistent
employment, a lack of financial resources, housing in-
stability, and social isolation. We know a disproportion-
ate number of the parents are young and that some of
them may have had prior experience with foster care or
juvenile justice systems. Domestic violence is present
in many of these families; in some, a parent has recent-
ly returned from long deployments for the military. The
literature on toxic stress informs us that when stressors
compound, caregiving capacity can be diminished and

the risk of a fatality increases.”

With causes so complex and diverse, it is clear that no
single agency, working alone, can be expected to pos-
sess the expertise required to effectively eliminate all
child abuse and neglect fatalities. Responsibility for pro-
tecting children must be shared among many sectors of

the community, including medical professionals, early

MULTIDISCIPLINARY SUPPORT FOR FAMILIES

education providers, law enforcement, family and crim-
inal courts, and other social service agencies, as well as

community and faith-based organizations—all working
together toward a common goal. Strong child protective
services (CPS) agencies are central to this strategy, but

their interventions are limited, and preventing fatalities
must become something that all sectors of the commu-

nity work toward every day.

Understanding the risks associated with fatalities helps
provide a road map for action, because the earlier inter-
vention occurs, the greater the chance for preventing

a fatality. Congress has acknowledged these findings.
The 2010 reauthorization of the federal Child Abuse
Prevention and Treatment Act (CAPTA), the legal
framework for the country’s child protection system,

notes the following:

“the problem of child abuse and neglect requires
a comprehensive approach that: (A) integrates
the work of social service, legal, health, mental
health, domestic violence services, education, and
substance abuse agencies and community-based
organizations; (B) strengthens coordination
among all levels of government, and with private

agencies, civic, religious, and professional
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organizations, and individual volunteers; (C) em-
phasizes the need for abuse and neglect preven-
tion, assessment, investigation, and treatment at

the neighborhood level”

We found that, contrary to the above, the current child
protection system emphasizes a single agency reac-
tion to an event that has already occurred rather than
the proactive building of protective factors to ensure
child safety. The Commission concludes that this
current approach, which too often responds only after
abuse or neglect has occurred, will never achieve the
congressional goal of zero fatalities. Unfortunately,

the Commission found little concrete evidence of
approaches or programs that have been proven to be
effective in reducing child abuse and neglect fatalities.
Nor is there evidence that investing more money in our
current response alone will reduce fatalities. However,
anecdotal evidence, including the approach cited above
in Wichita, and our in-depth review of child fatalities
suggests that having the eyes of a caring trained pro-
fessional on children who are most vulnerable is one of
the best ways to ensure safety and reduce fatalities. In
the current system, that responsibility often falls solely
on a child protection worker following a complaint

of abuse or neglect. We believe that a more effective
response is the one outlined above by Congress. The
immediate goal is to ensure that children at risk of
life-threatening injuries or fatalities are screened,
assessed, investigated, and immediately protected. This
requires expertise beyond that possessed by most if not
all child protection agencies. It requires, at a minimum,
the involvement of law enforcement, public health,
health care, mental health, substance abuse, and do-
mestic violence agencies, and it includes interventions

other than foster care.

In the long term, the Commission agrees that to proac-

tively reduce familial and community stressors, oppor-

Highlighted Recommendations

Recommendation 7.1h: Maintain flexible funding

in existing entitlement programs to provide
critical intervention services in mental health,
substance abuse, and early infant home visiting
services to support earlier identification and
mitigation of risk within families at risk for child

maltreatment fatalities.

Recommendation 7.2a: Ensure that other chil-
dren’s services providers have higher levels of
accountability to reduce child fatalities.

Recommendation 7.2d: Demand greater account-
ability from mandatory reporters.

Recommendation 7.4d: Establish a multiyear
innovation program to finance the development
and evaluation of promising multidisciplinary
prevention initiatives to reduce child abuse and
neglect fatalities.

tunities must be leveraged throughout the continuum
from prevention to intervention and across multiple
systems to improve the identification of children and
families at the earliest signs of risk. This requires
strong multisystem support for families and cross-
sector engagement at the parent, family, neighborhood,
and system levels. All the systems that interact with
families must serve as touch points for proactive pre-

vention and targeted support.

What We Learned About Multidisciplinary
Support for Families

The call for multidisciplinary support for families

was one of the most resounding themes from the

Commission’s hearings and submitted testimony.
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Why Multidisciplinary Support? A Case Example

A 20-year-old mother brought her 1-week-old
infant to a pediatrician for a newborn visit. In
conversation with the mother, the doctor found
that the mother had a long history of CPS agency
involvement as a child, had bipolar disorder, and
was discharged at the end of her pregnancy with-
out a scheduled mental health appointment or
refills for her psychiatric medications. The moth-
er reported that she was having panic attacks and
that she had considered leaving her baby on the
side of the road.

The doctor could not obtain timely access to
mental health services for the mother, nor was he
able to reach any of the home visiting services in
the community to enroll the mother. Ultimately,
the infant was removed from her care because
of a fundamental collective failure to ensure the
infant’s safety any other way.

It is entirely plausible that a serious event of
harm might have happened without the pedia-
trician’s timely screening and intervention. The
infant is now in safe hands. However, the costs
for the mother’s subsequent inpatient psychi-
atric treatment and for the child’s care by the
CPS agency will far outstrip an investment that

could have been made earlier to provide the right
resources at the right time for this family.

WITHIN OUR REACH: A NATIONAL STRATEGY TO ELIMINATE CHILD ABUSE AND NEGLECT FATALITIES

This recommendation came from testimony by
child welfare leaders, families, and experts in nearly

every discipline.

Challenges were identified in the following areas:

Prevention and early intervention
Surveillance

CPS screening and investigation

Cross-system collaboration

These activities form the foundation for the 21st
century child welfare system. Each must be strength-

ened in order for that system to be effective.
Challenge 1: Prevention and Early Intervention

Preventing child abuse and neglect fatalities requires
a spectrum of high-quality services and supports to
address families’ needs, which may include substance
abuse, mental health challenges, inadequate housing,
economic hardship, and domestic violence. CPS agen-
cies often are unable to provide appropriate supports
that could address risk factors and strengthen families
before harm occurs, due to lack of legal authority,
resources, coordination with the agencies responsible

for providing these supports, or all of the above.

Although some CPS agencies have the capacity to offer
voluntary service options, CPS can only intervene with
the support of a family court when families choose not

to cooperate.

The answer to how we keep kids safer is that we all need to work together to do
that. It needs to be a shared responsibility. It could never be one agency, one

department; it has to be all of us.

—Kim Coe, director of the community program LUND, in testimony to the Commission®

MULTIDISCIPLINARY SUPPORT FOR FAMILIES
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During our tenure, Commissioners read and heard
testimony about numerous instances in which a child’s
life might have been saved if families could have been

engaged earlier in voluntary services and supports.

What works. There is limited research on interventions
that explicitly have been shown to prevent fatalities.
Most intervention research has focused on the preven-
tion of child abuse and neglect, and not on the preven-
tion of child abuse and neglect fatalities per se. Early
childhood home visiting presents particular promise in
reducing maltreatment fatalities. The federal govern-
ment has identified 19 evidence-based early childhood
home visiting models, of which 8 have research demon-
strating reductions in child maltreatment. The most
robust findings are for Nurse Family Partnership.”®
Wide-scale dissemination of voluntary early childhood
home visiting has been enabled through the federal
Maternal, Infant, and Early Childhood Home Visitation
(MIECHV) program in partnership with states.

Significant lessons also can be learned from the re-
ductions in preventable child death from the national
Back to Sleep Campaign, which contributed to a greater
than 50 percent decrease in child mortality through a
massive public health education campaign.®® A growing
body of research focusing on interventions to reduce
fatal maltreatment, particularly shaken baby syndrome,
presents promise.”’” Some of these interventions target
parent skill-building at the time of pregnancy or early
childhood, either in the hospital or at home. However,
much remains to be learned about effective strategies
to eliminate these fatalities. As investments in program
evaluation expand, assessing the impact on fatalities

must be a priority.

Resources. Stakeholders both within and beyond CPS
consistently testified about the need for more resources

for prevention and early intervention services. Common

requests included more flexible federal and state fund-
ing sources, more opportunities to braid siloed funding
streams, and policy changes to better align state and
local resources. Dual-generation reimbursement strat-
egies are needed to identify how Medicaid can flexibly
finance services (e.g., mental health treatment, sub-
stance abuse screening and treatment) for the parent
or parent and child together under the child’s health
care coverage (in meeting the requirements of the Early
and Periodic Screening, Diagnostic, and Treatment or

EPSDT benefit requirements).

Grant opportunities for state Medicaid programs might
enable payment and financing innovation. Such grants
could permit flexibility to state Medicaid programs for
building capacity for integrated family service delivery
and dual-generation reimbursement, while also holding
programs accountable to outcomes. Grants also could
prioritize investments in place-based strategies within
communities where risk of abuse and neglect fatalities

is higher.

Support for young parents. Special attention is war-
ranted to prevention and early intervention services for
young parents and youth who grow up in the foster care
system—not with a goal of removing their children—
but because they are often in need of supports in order
to succeed. According to the Guttmacher Institute, one
third (33 percent) of young women in foster care be-
come pregnant by age 18.% By age 19, the rate increases

to 48 percent.”

There are no data tracked or reported to AFCARS or
NCANDS about child abuse and neglect deaths to the
children of parents who are in or who have previously
aged out of foster care. However, a study in California
examined intergenerational CPS agency involvement.
This research determined that “maternal history of

victimization is a significant risk factor” for subsequent
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abuse or neglect and that, by age 5, those children born
to adolescent mothers who themselves were victims of
maltreatment “were abused and neglected at twice the

rate of other children.”®
Challenge 2: Surveillance

The Commission’s best estimate is that as many as half
of fatality victims’ families have had prior CPS agency
contact.'”" In many cases, victims of fatal maltreatment
are not known to CPS because of their very young age
(most frequently, under a few months of age). Infants
and young children are especially vulnerable to abuse
and neglect that can lead to death due to their small
size, inability to defend themselves, and dependence
upon caregivers to meet their needs.'” Infants and
young children often are not visible outside the home,
as families with young children tend to be socially

isolated.

Nonetheless, review of most fatality cases reveals that
the children and families were known to someone who
was in a position to help. Most often, this includes—at
a minimum—medical personnel at the hospital where
the mother gave birth. Other common touch points
include interactions with other medical providers, do-
mestic violence advocates, mental health and substance
abuse treatment providers, and/or neighbors who

noticed the parent was having a challenging time.

Mandatory reporters. In our nation’s current approach
to child protection, many professionals who serve
children and families are mandatory reporters (per-
sons who are required by law to report suspected child
maltreatment to an appropriate agency). As such, they
are expected to be vigilant for signs of abuse or neglect
and to report their suspicions to the local CPS agency.
Federal funding conditions for CAPTA require states to

have statutes regarding mandatory reporters, but state
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policies vary greatly in the types of individuals who are

included.'®

Despite the critical role that mandatory reporters play
in identifying children suspected of being abused or
neglected, several research studies indicate that profes-
sionals who are mandatory reporters have varying levels
of knowledge and information about child abuse and
neglect reporting.'® One study found that clinicians did
not report at least one-quarter of injuries considered
likely to be due to child abuse, and they did not report
three-quarters of injuries possibly caused by abuse.'®

At least part of the reluctance to report may be due to
clinicians’ negative past experiences with CPS and lack
of feedback after making a report.'® There has been
little to no federal leadership through research or policy
to guide states on how best to shape their mandatory
reporter laws or on the efficacy of training programs for

mandated reporters.

While serving as mandatory reporters, many service
providers do not look beyond the presenting problem
or consider its impact specifically on the safety of all
children within the home. For example, a mental health
professional may treat a mother’s depression but not
closely examine how the depression is affecting her

capacity to keep her children safe.

Examples of enhanced surveillance. In the 21st century
child welfare system, all community systems will work
together to ensure child safety and strengthen parents’
ability to be safe and effective caregivers. Risk factors
for fatalities will be identified and addressed within
the broader context of protecting the safety of children
within strong families and communities. Some exam-

ples of such opportunities include the following:

B Birth hospitals (Plans of Safe Care). Nearly all
births (99 percent) take place in a hospital.’”
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CAPTA requires assurances from states that
policies and procedures are in place regarding the
development of a Plan of Safe Care for newborn
infants identified as being affected by illegal
substance abuse, withdrawal symptoms, or fetal
alcohol spectrum disorder. The purpose of this
requirement is to ensure that the infants do not
leave the hospital without supports in place. The
Commission heard from issue experts in the field
and spoke with officials at HHS who noted the
“lack of teeth” in the CAPTA Plan of Safe Care re-
quirement and its uneven implementation across
states.'® Many state agencies are unfamiliar with
this requirement, and no state has designated a
single accountable agency or person responsible
for its implementation. States’ lack of understand-
ing of the policy is reflected in questions submitted
to federal officials through the HHS Child Welfare

Policy Manual.®

Medical providers. Medical personnel may be the
only professionals who regularly see very young
infants at risk of fatality. Health care is an im-
portant entry point for universal screening and
assessment of families, starting prenatally through
children’s regular well-child visits. For example,
96 percent of children ages 12 months to 2 years
saw a medical professional for a well-child visit
or a sick visit. Further, most children see medical
providers for multiple well-child visits in the first
year of life.""° At these visits, health professionals
can screen for risks to the child such as parental
mental health challenges, domestic violence, or
substance use problems, or respond to bruises or

signs of neglect.

Emergency departments. Emergency departments
in hospitals are another important frontline
prevention point where personnel may identify in-

juries potentially due to abuse or neglect. Research

has found that children with repeat injuries may
not be identified by a medical provider. With the
increasing use of electronic health records, these
data are available to the medical provider and man-
aged care organization and could trigger a flag to
the emergency department. No child with a history
of multiple visits to the hospital for prior injuries

should be missed.

Public health departments (birth match). Several
states have “birth match” programs that require
hospitals to alert CPS to the births of children born
to parents who have previously had a termination
of parental rights. These families then receive, at
minimum, timely home visiting to ensure that this
very high-risk combination of child vulnerability
and likely parental incapacity receives a prompt
protective response.'" A detailed description of the
implementation of birth match in three jurisdic-
tions (New York City, Maryland, and Michigan)
describes birth match as a “timely, low-cost, inter-
vention squarely based on current legal premises
to increase the protection of newborns and very
young children.” According to the study, evidence
from the use of birth match in Maryland found
that 30 percent of the matches were previously un-
known to the system and led to open cases, which
suggests that a birth match process can identify
infants at risk. Although no federal policies restrict
the sharing of birth data between health depart-
ments and CPS, few states have such systems in

place at this time."

Mental health systems. Multiple studies have
identified a link between parental mental illness
and risk of infant and child death. The association
is most pronounced with parental psychiatric
illness, especially major depression with psychot-
ic features."” Further, parents suffering from

poor mental health perpetrate child maltreatment
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at greater rates and with greater severity, com-
pared to healthy parents.”™ Screening for maternal
depression during pediatric visits is one strategy to
Dbetter link parents with mental health treatment.
Research has found that targeted screening and
intervention for parents experiencing toxic stress
and depression can greatly improve parental care-

giving capacity, and thereby keep children safer."

B Domestic violence professionals. Research shows
that perpetrators of domestic violence present a
risk not only to their spouses or partners, but also
to any children in the home."® All who answer or
investigate domestic violence calls should look out
for the safety of the children as much as for the
adult victims. In testimony, the Commission heard
that law enforcement, domestic violence, and CPS
agencies have critical insights to share with one
another in the interest of protecting children in
potentially lethal situations. Maryland and Utah
have programs in which professionals use a special
lethality assessment protocol at the scene of a

domestic violence call. This helps to better identify

children in families at risk.""’

MULTIDISCIPLINARY SUPPORT FOR FAMILIES

Challenge 3: CPS Screening and Investigation

We know that at least half of the families of children
who die from maltreatment were known to CPS agen-
cies. Research demonstrates that a prior report to a CPS
agency, even if it was not substantiated, is the single
strongest predictor of a child’s injury death before

the age of 5. For children who die from intentional
injuries, having a prior report to CPS means a six times
greater risk of dying than children without a report.'®
Consequently, we must focus on strengthening CPS

screening and investigation.

Nationally, during federal fiscal year 2014, CPS
agencies received an estimated 3.6 million referrals
involving approximately 6.6 million children.” State
policies vary in how they screen and investigate reports
of suspected abuse or neglect, but nearly all states uti-
lize some type of safety assessment to determine which
reports require immediate responses, with most states
categorizing reports based on levels of risk of harm to
the child.

The Commission heard repeatedly that a multidisci-
plinary approach is essential to assess child safety more
accurately. Studies of child abuse and neglect fatalities
reveal multiple risk factors with complex interactions.
Families in which fatalities occur face a wide range of
risk factors, often with great intensity. Understanding
the contribution of individual risk factors is beyond the
reach of any single discipline, particularly that of CPS

agency staff who tend to be trained as generalists.
Challenge 4: Cross-System Collaboration

Building multidisciplinary support for families requires
strong collective accountability mechanisms. The
public health model underpins this framework, as it

challenges public systems to work together by holding
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these systems accountable for broader outcomes within

their community.

We have seen this on a large scale in Oregon, which is
building a framework for collective action and account-
ability by using quality performance measures to drive
systemwide improvements in outcomes and growing
the state’s investments in prevention.'” We also have
seen some jurisdictions do this specifically with a
targeted focus on fatality prevention, such as Wichita’s
use of the collective impact model to identify shared
outcome measures and spark coordinated action across
its community partners, both public and private, to

drive change.

A public health approach requires entities to collectively
and proactively work to ensure the health and well-
being of families. This accountability for the whole
family can be a catalyst for prevention. Numerous
health systems are leading the way. For example, in
Hennepin County, Minnesota, they have linked the
provision of health care and social services through one
entity: Hennepin Health. This incentivizes the provider
to treat the family unit, which is critical, as we know

that parental well-being drives child safety.

Recommendations

RECOMMENDATION 7.1:
Ensure access to high-quality prevention and earlier
intervention services and supports for children and

families at risk.
Executive Branch
7.1a Permit Medicaid reimbursement for evidence-

based infant home visiting services provided

to youth in foster care who are parents

7.1b

7.1c

(Medicaid-eligible by definition) to promote
expansion of home visiting services to this

high risk population.

Support state waivers that would provide
and evaluate the impact of presumptive
Medicaid eligibility and reimbursement

for parental mental health and substance
abuse treatment services on behalf of
EPSDT for a Medicaid-enrolled child if
those intergenerational services are deemed

necessary for the safety of the child.

Enabling reimbursement for immediate
mental health services or other necessary
treatment services for a parent under a child’s
EPSDT benefit would permit providers within
states with Medicaid expansion to more
quickly access services for parents, and might
allow providers within states that have not
expanded Medicaid to provide critical services
to a family to prevent imminent harm to a
child and prevent family disruption. Evaluation
of such waivers could provide needed evidence
to determine whether the EPSDT benefit to
children should be amended through legis-
lation to include parental mental health and
substance abuse treatment services if those
services are deemed necessary to protect the
safety of the child.

Incorporate maltreatment fatality and serious
injury prevention as a core value in the Office
of Adolescent Health’s Pregnant and Parenting
Teen grant programs. Further, the Office

of Adolescent Health should work with its
grantees to ensure that education on crying
babies and safe sleep become a routine part of

education efforts with parents.
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Executive Branch and Congress

7.1d

7.1e

7.1f

7.1g

Mandate the development and implemen-
tation of educational curricula connecting
youth to their cultural traditions, particularly
around native language renewal and positively
presented Native American history, to be used

at all levels of pre-collegiate education.

Mandate the development of a culturally ac-
curate assessment of how to provide services
optimally within tribes, being informed by
tribes, particularly being informed by tradition-
al medicine practitioners within tribes, in the
context of federal funding opportunities and
practice standards/requirements related to

child and family well-being.

Mandate the implementation of fatherhood
initiatives in Indian Country as well as
mandating improved drug abuse education

programming.

Promote and facilitate peer-to-peer connec-
tions around examples of well-formed efforts
focused on Al/AN children and families.

Congress

7.1h

Maintain flexible funding in existing entitle-
ment programs to provide critical intervention
services in mental health, substance abuse,
and early infant home visiting services to
support earlier identification and mitigation
of risk within families at risk for child

maltreatment fatalities.

Currently, more than half of the states are
operating title IV-E waiver demonstration proj-

ects that will end in 2019 and have not been
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7.Ti

authorized to continue.’” The Commission
recommends that Congress reauthorize
waiver authority under title IV-E of the Social

Security Act.

Reauthorization of waiver authority under
title IV-E should not be seen as a substitute
for more fundamental title IV-E financing
reform, but rather should be utilized to allow
states to experiment with new and innovative
ideas regarding the administration of the title
IV-E program. The Commission supports the
Hatch-Wyden legislation, known as the Family
First Bill, which would include provisions to
include in title IV-E an option for states, as well
as tribes who administer a title IV-E program,

to operate a statewide prevention program.

Increase resources for the development, pilot-
ing, and scale-up of evidence-based preven-
tion and intervention supports and services.
Congress should provide resources for the
testing of promising prevention and interven-

tion supports and services.

States and Counties

7.1]

7.1k

Test and develop the ability of home visiting
to reduce child abuse and neglect fatalities.
Utilize the research infrastructure through
the national Home Visiting Applied Research
Collaborative to support this effort.'?

Capitalize on state and payer investment in pri-
mary care medical homes and health homes to
increase access to trauma-informed programs
(for both parents and children), home visiting
services, and other family-based social services

within primary care settings.
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Ensure that CPS-involved children and families
at the greatest risk of fatalities have priority
access to effective mission-critical services,
especially as they relate to caregiver mental
health, substance abuse, insufficient caregiver
protective capacities, and domestic and inter-

personal violence.

Prioritize prevention and support services and 7.2b
skill-building for adolescent parents to prevent

and address abuse and neglect by young

parents, with a particular focus on youth in

the child welfare and juvenile justice systems.

These young parents have many risk factors,

and government systems have access to them

and have a heightened responsibility for many

of the risk factors that affect their ability to

parent effectively.

Provide direct purchase of services funds to
local CPS agencies, ensuring prioritized access

to critical services.

RECOMMENDATION 7.2: 7.2c

Leverage opportunities across multiple systems to

improve the identification of children and families at

earliest signs of risk.

Executive Branch

7.2a

Ensure that other children’s services providers

have higher levels of accountability to reduce

child fatalities. In health care, Medicaid should

create greater accountability for health care 7.2d
providers to screen families at elevated risk for
maltreatment and should use payment mecha-

nisms, including reimbursement strategies, to

incentivize greater investment in intergenera-

tional services to these families. Communities
with home-visiting programs should have
greater accountability to demonstrate the
connection of these services to highest risk
families. Birth hospitals should be held to a
higher level of accountability for Plans of

Safe Care.

Ensure that HHS agencies, specifically, CMS,
the Administration for Children and Families
(ACF), and the Substance Abuse and Mental
Health Services Administration (SAMHSA),
issue clear and joint guidance to states to aid
in effective implementation of Plans of Safe
Care. For example, guidance should identify
best practices for screening and referrals and
should provide model policies and provide
information on how states can access federally
supported technical assistance. HHS should
collect annual data from hospitals and CPS
on Plans of Safe Care to learn more about the
needs of children at risk of harm and to make

appropriate policy updates.

Ensure that CMS encourages pediatric health
information exchanges to share information
on prior injury visits across provider systems,
so that emergency department and acute care
settings can access this information during
visits for acute pediatric care and better assess
children at risk of abuse and neglect. Clinical
decision support in hospitals should enable

the identification of abuse and neglect visits.

Ensure that HRSA and CDC expand the rollout
of evidence-based screening tools for Adverse
Childhood Experiences (ACEs) and parental
risk. The tools should be nonproprietary to

ensure expanded access. Screenings must be

MULTIDISCIPLINARY SUPPORT FOR FAMILIES
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supported with access to effective, high-quality
treatment services to address the identified

needs of both parent and child.

Congress

7.2€e

7.2f

Demand greater accountability from manda-
tory reporters. Federal legislation should be
amended to include a “minimum standard”
designating which professionals should

be mandatory reporters, and training of these
reporters should be an allowable expense
under title IV-E administration, so long as the
training model is approved by HHS. For man-
datory reporters who need to maintain licenses
in their fields, training and competency should
be a condition for licensure, with responsibility
on the licensees and their licensing entity to
make sure they refresh competencies over

time.

Amend CAPTA and relevant health policy to
clarify the roles and responsibilities at the
federal and state level to improve the im-
plementation of CAPTA’s Plan of Safe Care.
Clarifications should include a requirement for
hospitals’ full cooperation in implementing
Plans of Safe Care and specify accountability
measures for both CPS and hospitals in the
timely development of Plans of Safe Care and

referral of services.

States and Counties

7.2g

Pass state legislation to establish policies for
matching birth data to data on termination

of parental rights and conducting preventive
visits. These can be modeled after Michigan,

123

Maryland, or New York City.
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7.2h

7.2i

Expand the screening of caregivers for elevated
risk factors, including toxic stress and social
determinants of health, and provide early
connections to services. Innovation can be
strengthened via public-private partnerships
that help to eliminate barriers to accessing
early infant mental health services that engage

parents in strengthening parenting.

Ensure that health information exchanges
facilitate access to injury and health service
histories of children at the point of care, espe-
cially for children presenting with injuries in

hospitals’ emergency departments.

RECOMMENDATION 7.3:
Strengthen the ability of CPS agencies to protect

children most at risk of harm.

Executive Branch

7.3a

Ensure that HHS and the Department of
Justice (DOJ) provide guidance on best prac-

tice on screening and investigation models.

Executive Branch and Congress

7.3b Mandate the implementation of service
approaches that prioritize keeping Al/AN chil-
dren within their tribes as a primary alternative
to out-of-home placement.

Congress

7.3¢c Update federal policy in CAPTA to align with

and incentivize best practice in multidis-
ciplinary investigations of child abuse and
neglect fatalities. States should have clear

policies on when investigations should be
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conducted by multidisciplinary teams, to 7.4b Prioritize the reduction of early childhood
include clinical specialists and first responders fatalities via state or regional demonstration
such as the “Instant Response Team” policy projects within the Centers for Medicare and
implemented in New York City in 1998 and Medicaid Innovation (CMMI). CMMI or anoth-
the co-location of health and law enforcement er entity within HHS should provide time-

in El Paso County, Colorado, as part of their limited funds to test the implementation

“Not One More Child” campaign that began in of promising multidisciplinary prevention
2012. initiatives identified within state fatality

prevention plans.

7.3d Require CPS agencies to identify partners/
contracted resources for medical review and 7.4c Develop new pediatric quality measures for
evaluation; case management for access to ensuring follow-up visits for failure to thrive
voluntary home visiting services; and access and tracking early childhood injuries.
for families to domestic violence counseling,
mental health services, and substance abuse Congress
treatment services.
7.4d Establish a multiyear innovation program
to finance the development and evaluation
RECOMMENDATION 7.4: of promising multidisciplinary prevention
Strengthen cross-system accountability initiatives to reduce child abuse and neglect
fatalities. This innovation fund would provide
Executive Branch participating states with resources to design,
implement, and evaluate these prevention
7.4a Require states to articulate in their state plans initiatives at the state or regional level, as out-
(as detailed in Chapter 2) how they are ap- lined by states in their state fatality prevention
proaching coordinated case management for plans. This model is based on the demonstrat-
families at high risk of child abuse and neglect ed success of the CMM I established by section
fatalities. 3021 of the Patient Protection and Affordable
Care Act.
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NOTHING Is DEFINITIVE when it comes to prevent-

ing child fatalities from abuse or neglect. In the
Commission’s two years of hearings, deliberations, and
meetings with stakeholder groups, we found little in the
way of evidence-based programs to end child maltreat-
ment deaths. We found no state that had developed a
sufficiently comprehensive plan to address the problem.
But we found hope and urgency for building the steps
to a 21st century child welfare system that can prevent
deaths of the 3,000 children who will die from abuse or

neglect next year if the status quo remains in place.

In our two years of hearings and meetings:

B We saw promising practices and programs that can

prevent abuse and neglect fatalities.

B We examined current laws and regulations in order
to better understand child abuse and neglect and
heard recommendations for strengthening them in

order to prevent fatalities.

B We talked with leaders at multiple levels of gov-
ernment, public-private agencies, and community
organizations, all committed to ending child
maltreatment deaths. We saw examples of
what it looked like when they worked together

collaboratively.

CONCLUSION: TAKING OUR RECOMMENDATIONS FORWARD

B We learned about models of targeted intervention

to save children.

B We looked at data-sharing programs that lead to
more informed decision-making and faster and

stronger responses to potential serious harm.

B We examined what CPS agencies need to truly

protect children and families in their care.

B We learned about the challenges of reaching
infants and children not known to the CPS system

at all.

B We heard from families who know what it’s like
to be desperate and to need help that is not always

forthcoming.

We are convinced that this country can find the political
wisdom, courage, and resources to save the lives of
children. We must build a more comprehensive child
welfare system that goes beyond CPS agencies and uses
a public health approach to develop community capacity
to help families and prevent abuse and neglect before
problems turn into tragedy. We believe that our recom-
mendations do this—that they address the multiple
systemic and individual causes of child maltreatment
deaths—whether or not the family was known to

CPS agencies.
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Action to Protect Children Now and in the Future

The president and Congress asked us to develop a
national strategy to move forward. We believe we have

done so. But every journey begins with a first step.

The very first recommendation in our report,
Recommendation 2.1, describes that critical beginning.
Our intention and hope is that this early action will be-
come the impetus and provide a critical knowledge base
for the other recommendations, all of them links in the

chain to protect children from fatalities.

The more we know about children who died in the past,
the better we can identify children most at risk of fatal-
ities now and intervene to keep them safe. Therefore,
we recommend that the administration support states
in undertaking an immediate safety analysis of children
who died in the past in order to protect children now

and in the future.

This first step is a review of child maltreatment deaths
during the previous five years. What were the character-
istics of children who died? What family circumstances
or agency actions (or failures to act) put them most at
risk? When results from the analysis of past data are
linked to children currently in the system, then the CPS
agency and multidisciplinary partners, including at
least health care and law enforcement, should immedi-
ately review current cases in order to determine wheth-
er the children are safe and whether their families need

additional supports or services to protect them.

This analysis could also extend beyond children known
to CPS. Taking a broader look at a randomly selected
group of children who died from abuse or neglect, but
were not known to CPS, it would be possible to answer
questions such as, Why were they not known? Were

there missed opportunities to save those children?

What can we put in place across systems to ensure

these children get protection immediately?

We believe a safety analysis like the one described

in Chapter 2 can save lives now, but it will also yield
lessons directly applicable to future practice and policy.
Leaders will learn more about factors and circum-
stances that contribute to child fatalities—whether the
family is known to CPS or not. Leaders will learn how
to interrupt crises effectively. As leaders share informa-
tion across jurisdictions and states, they will create a
national learning community to better protect children
and prevent fatalities. Lessons learned by the multiple
systems that interface with children and families will
also contribute to the 21st century child welfare system.
More eyes on a child and shared accountability for chil-
dren across systems make a difference when it comes
to safety.

Solutions Are Within Our Reach

With our recommendations and this report, our
journey as a Commission is over. But the real work to
end deaths of children from abuse or neglect is just

beginning.

In our time together, we heard about unimaginable
tragedies, but more importantly we realize now that
some of those deaths could have been prevented had
recommendations like ours been in place. Our recom-
mendations require policy improvements, a change

in culture, cross-system planning, and coordination of
resources. The recommendations in this report are both
immediate and long-term, but action on both can begin

immediately.
The Protect Our Kids Act called on us to find solutions.

Despite some skepticism in the field that this could

be done, we are convinced that it is possible and that
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our recommendations point the way. We believe in the
promise of a public health approach to the 21st century
child welfare system in which CPS agencies and part-
ners are equipped with the knowledge of what it takes
to work together for child safety and have the resources

to turn knowledge into action.

We now hand over our work to the administration,
Congress, and the states. We know they have the best
interests of children and families at heart and will help
bring our proposals to fruition. It’s the least we can do
to ensure that all children have the opportunity to live

their lives to their fullest potential.

CONCLUSION: TAKING OUR RECOMMENDATIONS FORWARD
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Appendix A: Protect Our Kids Act of 2012

126 STAT. 2460

Jan. 14, 2013

[H.R. 6655]

Protect our Kids
Act of 2012.

42 USC 1305
note.

PUBLIC LAW 112-275—JAN. 14, 2013

Public Law 112-275
112th Congress

An Act

To establish a commission to develop a national strategy and recommendations
for reducing fatalities resulting from child abuse and neglect.

Be it enacted by the Senate and House of Representatives of

the United States of America in Congress assembled,
SECTION 1. COMMISSION.

This Act may be cited as the “Protect our Kids Act of 2012”.

SEC. 2. FINDINGS.

Congress finds that—

(1) deaths from child abuse and neglect are preventable;

(2) deaths from child abuse and neglect are significantly
underreported and there is no national standard for reporting
such deaths;

(3) according to the Child Maltreatment Report of 2011,
in fiscal year 2011, 1,545 children in the United States are
reported to have died from child abuse and neglect, and many
experts believe that the actual number may be significantly
more;

(4) over 42 percent of the number of children in the United
States who die from abuse are under the age of 1, and almost
82 percent are under the age of 4;

(5) of the children who died in fiscal year 2011, 70 percent
suffered neglect either exclusively or in combination with
another maltreatment type and 48 percent suffered physical
abuse either exclusively or in combination;

(6) increased understanding of deaths from child abuse
and neglect can lead to improvement in agency systems and
practices to protect children and prevent child abuse and
neglect; and

(7) Congress in recent years has taken a number of steps
to reduce child fatalities from abuse and neglect, such as—

(A) providing States with flexibility through the Child
and Family Services Improvement and Innovation Act of

2011 to operate child welfare demonstration projects to

test services focused on preventing abuse and neglect and

ensuring that children remain safely in their own homes;
(B) providing funding through the Child and Family

Services Improvement Act of 2006 for services and activities

to enhance the safety of children who are at risk of being

placed in foster care as a result of a parent’s substance
abuse;
(C) providing funding through the Fostering Connec-

tions to Success and Increasing Adoptions Act of 2008

APPENDIX Al PROTECT OUR KIDS ACT OF 2012
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PUBLIC LAW 112-275—JAN. 14, 2013 126 STAT. 2461

for grants to facilitate activities such as family group
decisionmaking meetings and residential family treatment
pr(zlgrams to support parents in caring for their children;
an

(D) requiring States through the Child and Family
Services Improvement and Innovation Act of 2011 to
describe how they will improve the quality of data collected
on fatalities from child abuse and neglect.

SEC. 3. ESTABLISHMENT OF COMMISSION.

(a) ESTABLISHMENT.—There is established the Commission to
Eliminate Child Abuse and Neglect Fatalities (in this Act referred
to as the “Commission”).

(b) MEMBERSHIP.—

(1) COMPOSITION.—

(A) MEMBERS.—The Commission shall be composed of Appointments.
12 members, of whom—

(i) 6 shall be appointed by the President; President.

(ii) 2 shall be appointed by the Speaker of the
House of Representatives;

(iii)) 1 shall be appointed by the minority leader
of the House of Representatives;

(iv) 2 shall be appointed by the majority leader
of the Senate; and

(v) 1 shall be appointed by the minority leader
of the Senate.

(B) QUALIFICATIONS.—Each member appointed under
subparagraph (A) shall have experience in one or more
of the following areas:

(1) child welfare administration;

(i1) child welfare research;

(iii) child development;

(iv) legislation, including legislation involving child
welfare matters;

(v) trauma and crisis intervention;

(vi) pediatrics;

(vii) psychology and mental health,;

(viii) emergency medicine;

(ix) forensic pathology or medical investigation of
injury and fatality;

(x) social work with field experience;

(xi) academia at an institution of higher education,
as that term is defined in section 101 of the Higher
Education Act of 1965 (20 U.S.C. 1001), with a focus
on one or more of the other areas listed under this
subparagraph;

(xii) law enforcement, with experience handling
child abuse and neglect matters;

(xiii) civil law, with experience handling child
abuse and neglect matters;

(xiv) criminal law, with experience handling child
abuse and neglect matters;

(xv) substance abuse treatment;

(xvi) education at an elementary school or sec-
ondary school, as those terms are defined in section
9101 of the Elementary and Secondary Education Act
of 1965 (20 U.S.C. 7801);
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President.

Congress.

Deadline.

Deadline.

President.

(xvii) epidemiology; and
(xviii) computer science or software engineering
with a background in interoperability standards.

(C) DIVERSITY OF QUALIFICATIONS.—In making appoint-
ments to the Commission under subparagraph (A), the
President and the congressional leaders shall make every
effort to select individuals whose qualifications are not
already represented by other members of the Commission.
(2) DATE.—The appointments of the members of the

Commission shall be made not later than 90 days after the

date of enactment of this Act.

(c) PERIOD OF APPOINTMENT; VACANCIES.—Members shall be
appointed for the life of the Commission. Any vacancy in the
Commission shall not affect its powers, but shall be filled in the
same manner as the original appointment.

(d) INITIAL MEETING.—Not later than 60 days after the date
on which a majority of the members of the Commission have been
appointed, the Commission shall hold its first meeting.

(e) MEETINGS.—The Commission shall meet at the call of the
Chairperson.

(f) QUORUM.—A majority of the members of the Commission
shall constitute a quorum, but a lesser number of members may
hold hearings.

(g) CHAIRPERSON.—The President shall select a Chairperson
for the Commission from among its members.

SEC. 4. DUTIES OF THE COMMISSION.

(a) STUDY.—

(1) IN GENERAL.—The Commission shall conduct a thorough
study on the use of child protective services and child welfare
services funded under title IV and subtitle A of title XX of
the Social Security Act to reduce fatalities from child abuse
and neglect.

(2) MATTERS STUDIED.—The matters studied by the
Commission shall include—

(A) the effectiveness of the services described in para-
graph (1) and best practices in preventing child and youth
fatalities that are intentionally caused or that occur due
to negligence, neglect, or a failure to exercise proper care;

(B) the effectiveness of Federal, State, and local policies
and systems within such services aimed at collecting
accurate, uniform data on child fatalities in a coordinated
fashion, including the identification of the most and least
effective policies and systems in practice;

(C) the current (as of the date of the study) barriers
to preventing fatalities from child abuse and neglect, and
how to improve efficiency to improve child welfare out-
comes;

(D) trends in demographic and other risk factors that
are predictive of or correlated with child maltreatment,
such as age of the child, child behavior, family structure,
parental stress, and poverty;

(E) methods of prioritizing child abuse and neglect
prevention within such services for families with the
highest need; and
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(F) methods of improving data collection and utiliza-

tion, such as increasing interoperability among State and

local and other data systems.

(3) MATERIALS STUDIED.—The Commission shall review— Review.

(A) all current (as of the date of the study) research

and documentation, including the National Survey of Child

and Adolescent Well-Being and research and recommenda-

tions from the Government Accountability Office, to identify

lessons, solutions, and needed improvements related to

reducing fatalities from child abuse and neglect; and
(B) recommendations from the Advisory Board on Child

Abuse and Neglect.

(b) COORDINATION.—The Commission shall provide opportuni-
ties for graduate and doctoral students to coordinate research with
the Commission.

(c) RECOMMENDATIONS.—The Commission shall—

(1) develop recommendations to reduce fatalities from child
abuse and neglect for Federal, State, and local agencies, and
private sector and nonprofit organizations, including rec-
ommendations to implement a comprehensive national strategy
for such purpose; and

(2) develop guidelines for the type of information that Guidelines.
should be tracked to improve interventions to prevent fatalities
from child abuse and neglect.

(d) REPORT.—

(1) IN GENERAL.—Not later than 2 years after the date
on which a majority of the members of the Commission have
been appointed, the Commission shall submit a report to the
President and Congress, which shall contain a detailed state-
ment of the findings and conclusions of the Commission,
together with its recommendations for such legislation and
administrative actions as it considers appropriate.

(2) EXTENSION.—The President may extend the date on
which the report described in paragraph (1) shall be submitted
by an additional 1 year.

(3) ONLINE ACCESS.—The Commission shall make the Public
report under paragraph (1) available on the publicly available information.
Internet Web site of the Department of Health and Human Web posting.
Services.

SEC. 5. POWERS OF THE COMMISSION.

(a) HEARINGS.—

(1) IN GENERAL.—The Commission may hold such hearings,
sit and act at such times and places, take such testimony,
and receive such evidence as the Commission considers advis-
able to carry out this Act.

(2) LoCcATION.—The location of hearings under paragraph
(1) shall include—

(A) areas with high fatality rates from child abuse
and neglect; and

(B) areas that have shown a decrease in fatalities
from child abuse and neglect.

(3) SUBJECT.—The Commission shall hold hearings under
paragraph (1)—

(A) to examine the Federal, State, and local policies
and available resources that affect fatalities from child
abuse and neglect; and
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(B) to explore the matters studied under section 4(a)(2).

(b) INFORMATION FROM FEDERAL AGENCIES.—The Commission
may secure directly from any Federal department or agency such
information as the Commission considers necessary to carry out
this Act. Upon request of the Chairperson of the Commission,
the head of such department or agency shall furnish such informa-
tion to the Commission.

(¢) PosTAL SERVICES.—The Commission may use the United
States mails in the same manner and under the same conditions
as other departments and agencies of the Federal Government.

(d) Grrrs.—The Commission may accept, use, and dispose of
gifts or donations of services or property.

SEC. 6. COMMISSION PERSONNEL MATTERS.

(a) TRAVEL EXPENSES.—The members of the Commission shall
be allowed travel expenses, including per diem in lieu of subsistence,
at rates authorized for employees of agencies under subchapter
I of chapter 57 of title 5, United States Code, while away from
their homes or regular places of business in the performance of
services for the Commission.

(b) STAFF.—

(1) IN GENERAL.—The Chairperson of the Commission may,
without regard to the civil service laws and regulations, appoint
and terminate an executive director and such other additional
personnel as may be necessary to enable the Commission to
perform its duties. The employment of an executive director
shall be subject to confirmation by the Commission.

(2) COMPENSATION.—The Chairperson of the Commission
may fix the compensation of the executive director and other
personnel without regard to chapter 51 and subchapter III
of chapter 53 of title 5, United States Code, relating to classi-
fication of positions and General Schedule pay rates, except
that the rate of pay for the executive director and other per-
sonnel may not exceed the rate payable for level V of the
Executive Schedule under section 5316 of such title.

(¢c) DETAIL OF GOVERNMENT EMPLOYEES.—At the discretion of
the relevant agency, any Federal Government employee may be
detailed to the Commission without reimbursement, and such detail
iqhall be without interruption or loss of civil service status or privi-
ege.

(d) PROCUREMENT OF TEMPORARY AND INTERMITTENT SERV-
ICES.—The Chairperson of the Commission may procure temporary
and intermittent services under section 3109(b) of title 5, United
States Code, at rates for individuals that do not exceed the daily
equivalent of the annual rate of basic pay prescribed for level
V of the Executive Schedule under section 5316 of such title.

SEC. 7. TERMINATION OF THE COMMISSION.

The Commission shall terminate on the earlier of—

(1) the 30th day after the date on which the Commission
submits its report under section 4(d); or

(2) the date that is 3 years after the initial meeting under
section 3(d).

SEC. 8. FEDERAL AGENCY RESPONSE.

Deadline. Not later than 6 months after the submission of the report
Reports. required under section 4(d), any Federal agency that is affected
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by a recommendation described in the report shall submit to Con-
gress a report containing the response of the Federal agency to
the recommendation and the plans of the Federal agency to address
the recommendation.

SEC. 9. ADJUSTMENT TO THE TANF CONTINGENCY FUND FOR STATE
WELFARE PROGRAMS.

(a) IN GENERAL.—Section 403(b)(2) of the Social Security Act
(42 U.S.C. 603(b)(2)) is amended by striking “for fiscal years 2011
and 2012” and all that follows through the end of the paragraph
and inserting “for fiscal years 2013 and 2014 such sums as are
necessary for payment to the Fund in a total amount not to exceed
$612,000,000 for each fiscal year, of which $2,000,000 shall be
reserved for carrying out the activities of the commission established
by the Protect our Kids Act of 2012 to reduce fatalities resulting
from child abuse and neglect.”

(b) PREVENTION OF DUPLICATE APPROPRIATIONS FOR FISCAL
YEAR 2013.—Expenditures made pursuant to section 148 of the
Continuing Appropriations Resolution, 2013, for fiscal year 2013,
shall be charged to the applicable appropriation provided by the
amendments made by this section for such fiscal year.

Approved January 14, 2013.

LEGISLATIVE HISTORY—H.R. 6655:

CONGRESSIONAL RECORD:
Vol. 158 (2012): Dec. 19, considered and passed House.
Vol. 158 (2013): Jan. 2, considered and passed Senate.

O
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Appendix B: Commissioner Biographies

B David Sanders, Ph.D., Chairman, is an executive
vice-president for Casey Family Programs,
a position he has held since 2006. Sanders
previously served as the director of the Los
Angeles County Department of Children and
Family Services from 2003 to 2006. From 1985
to 2003, Sanders worked at the Hennepin County
Children, Family, and Adult Services Department
in Minneapolis. He began his career at the
department as a clinical psychologist, becoming
a senior clinical psychologist in 1987 and chief
clinical psychologist in 1990. Sanders went on
to serve as Human Services director for children
and family services (1993—2001) and for children,
family, and adult services (2001-2003). In 2003,
Sanders received a Congressional Coalition on
Adoption Institute’s Angels in Adoption award,
and he received the Peter W. Forsythe Award
for Leadership in Public Child Welfare from the
American Public Human Services Association in
2007y. Sanders received a B.A. in psychology from
Princeton University and a Ph.D. in psychology

from the University of Minnesota.

B Amy Ayoub has been active in the fight to prevent
child abuse and neglect through her political and
community participation for more than three
decades. In February 2013, she testified before
the Nevada State Assembly and Senate Judiciary
Committees, using her personal story in support
of Assembly Bill 67, which seeks to increase
penalties for those convicted of sex trafficking.
She is considered a highly sought-after speaker
for her engaging presentations. She frequently
speaks on conquering fear of public speaking,
increasing business through effective public
speaking, capitalizing on individual communica-

tion styles, and relationship building. Ayoub is a
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former licensed financial planner and has been a
successful fundraiser for more than 30 years. She
serves on the board of directors for the Mob Muse-
um and as an ambassador for St. Jude’s Ranch for
Children. Ayoub was honored as one of the “2012
Women of Distinction” in her field by the Southern
Nevada chapter of National Association of Women
Business Owners. Governor Kenny Guinn selected
her as the first woman to serve on the Nevada

Athletic Commission in 1999.

Theresa Martha Covington, M.P.H., is the director
of the National Center for the Review and Preven-
tion of Child Deaths, a position she has held at the
Michigan Public Health Institute since 2003. From
1995 to 2009, she was senior program director of
the Michigan Public Health Institute’s child and
adolescent health program area. From 1989 to
1995, she managed the Northwestern Teen Health
Center and the Beecher Teen Health Center. From
1986 to 1987, she coordinated outreach pro-
grams for the Mott Children’s Health Center, and
from 1985 to 1987 she coordinated the Genesee
Child Health Council. She serves on the board

of directors for Parent Heart Watch and on the
advisory boards of the Children’s Safety Network
and the National Fetal and Infant Mortality Review
resource center. She received a B.S. from the
University of Michigan and an M.P.H. from the
University of Michigan School of Public Health.

The Hon. Robert “Bud” Cramer, Jr., was a member
of the U.S. House of Representatives, representing
Alabama’s 5th congressional district from his first
election as the Democratic candidate in 1990 until
his retirement in January 2009. Cramer’s public
career started in 1973, when he was appointed
assistant district attorney in Madison County. He

was an attorney in private practice from 1975 to
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1980, when he challenged the incumbent Madison
County district attorney and won at age 33. He was
district attorney from 1981 to 1990, until elected
to Congress. While serving as district attorney,
Cramer founded the National Children’s Advocacy
Center (NCAC) in 1985 in an effort to organize

a better system for helping abused children. The
child advocacy center model pulls together law
enforcement, criminal justice, child protective
services, and medical and mental health profes-
sionals into a single, coordinated team. Many
communities across the country began to model
their child abuse programs after the NCAC, due to
its influence and training. He holds a B.A. and ].D.

from the University of Alabama.

Susan N. Dreyfus is president and chief executive
officer of the Alliance for Strong Families and
Communities. Prior to joining the Alliance in
2012, Dreyfus was secretary for the Washington
State Department of Social and Health Services.
She had responsibility for Medicaid, aging and
long-term care, child welfare, behavioral health
care, juvenile justice, economic assistance, and
other human services. She was appointed by
Governor Chris Gregoire in May 2009 and served
as a member of the governor’s Executive Cabinet.
Dreyfus served as senior vice president and chief
operating officer for the Alliance from 2003 to
2007. In 19906, she was appointed by the
administration of Wisconsin Governor Tommy
G. Thompson to be the first administrator of the
Division of Children and Family Services. Her
responsibilities included child welfare, child

care quality and licensing, youth development,
and an array of emergency assistance and other

community programs.

Wade Horn, Ph.D., is a director with Deloitte Con-
sulting LLP, where he is a key advisor to health and
human services clients of the firm’s state govern-
ment practice. Horn is a former assistant secretary
for the Administration for Children and Families
at the U.S. Department of Health and Human
Services (HHS). He previously served as the com-
missioner for Children, Youth and Families and

as chief of the Children’s Bureau within HHS. He
transitioned from that role to serve as president of
the National Fatherhood Initiative, an organization
dedicated to improving the well-being of children
by increasing the number of children growing up
with involved, committed, and responsible fathers.
Horn has a Ph.D. in clinical psychology from
Southern Illinois University and has served as
associate director of the Michigan State University
Psychological Clinic. He also has held the position
of director of outpatient psychological services at
Children’s National Medical Center and associate
professor of psychiatry and behavioral sciences at

George Washington University.

The Hon. Patricia M. Martin is presiding judge of
the Child Protection Division of the Circuit Court
of Cook County, [llinois, a position she has held
since 2000. Her previous roles at the Circuit Court
of Cook County include judge of the Law Division
(1998-2000) and judge of the Child Protection
Division (1996-1998). From 1986 to 1990, she
worked in various roles in the law office of the
Cook County public defender; she was the deputy
chief of the fifth district from 1994 to 1996, an at-
torney trial supervisor from 1989 to 1994, and an
assistant public defender from 1986 to 1989. She
is a member and past chair of the Supreme Court
of Illinois Judicial Conference Study Committee on

Juvenile Justice. She also served as president of the
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board of trustees of the National Council of Juve-
nile and Family Court Judges. She was a recipient
of the C.F. Stradford Award from the Cook County
state’s attorney’s office in 2007. Judge Martin
received a B.S. from Middlebury College and a J.D.

from Northern Illinois University College of Law.

B Michael R. Petit, M.S.W., serves as an advisor to
the Every Child Matters Education Fund. He is the
organization’s founder and served as its presi-
dent from 2001 to 2015. Previously, Petit served
as deputy director of the Child Welfare League of
America (CWLA) from 1995 to 2001 and as the di-
rector of the CWLA National Center for Excellence
in Child Welfare from 1990 to 1994. From 1987 to
1990, he was principal at Michael Petit Associates,
where he consulted on child welfare issues with
states and child welfare agencies. Petit was com-
missioner for the Maine Department of Human
Services from 1979 to 1987 and a member of the
National Governors Association Staff Advisory
Council on Human Services from 1981 to 1986.
He received a B.A. from Bowdoin College and an
M.S.W. from Boston College.

B )ennifer Rodriguez, ).D., is executive director of
the Youth Law Center (YLC), a position she has
held since 2012. Rodriguez’s previous roles at
YLC include staff attorney (2008-2011) and fellow
(2007-2008). A former foster child, Rodriguez
is an advocate for vulnerable children and youth.
Prior to her work at YLC, Rodriguez worked for
California Youth Connection as the legislative and
policy manager (2002—2007) and a youth organiz-
er (1999—2002). She is currently a board member
for California Youth Connection. She previously
served as a board member for California Court
Appointed Special Advocates and the National
Association of Counsel for Children. Rodriguez

was the recipient of the 2007 California Foster
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Care Change a Lifetime Award. She received a
B.A. in sociology and a J.D. from the University
of California, Davis, with an emphasis on public

interest law.

David Rubin, M.D., M.S., is an attending pedia-
trician at the Perelman School of Medicine at the
University of Pennsylvania, a position he has held
since 2001. Since 2014, he also has been a profes-
sor of pediatrics at the Perelman School of Med-
icine. Since 2008, Rubin has served as founding
co-director of PolicyLab at the Children’s Hospital
of Philadelphia, a center that uses interdisciplin-
ary research to inform programs and policies for
children. He previously served as the director of re-
search and policy (2004—2011) and the fellowship
director (2003—2010) for Safe Place: The Center
for Child Protection and Health, a comprehensive
program at the Children’s Hospital of Philadelphia
that addresses critical issues associated with child
abuse, neglect, and foster care. Rubin received a
B.S. from the University of Pennsylvania, an M.D.
from the University of California, San Francisco
School of Medicine, and an M.S. in clinical epide-
miology and biostatistics from the University of

Pennsylvania School of Medicine.

Cassie Statuto Bevan, Ed.D., has extensive expe-
rience in child welfare and public policy. Statuto
Bevan earned her Ed.D. from Columbia University.
She has been awarded two fellowships: a postdoc-
toral fellowship at the Bush Program for Child
Development and Social Policy at the University of
Michigan and a Congressional Science Fellowship
under the auspices of the Society for Research in
Child Development. Statuto Bevan worked in the
U.S. House of Representatives for more than 20
years. After serving as staff director for the Select
Committee on Children, Youth, and Families, she

joined the Committee on Ways and Means as a
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professional staff member. In this role, and later
as a staff member in the offices of both the Major-
ity Whip and the Majority Leader, Statuto Bevan
played a critical role in drafting some of the most
important child welfare and social policy legisla-
tion of the past decade. In 2006, Statuto Bevan
joined the House Foreign Affairs Committee as

a senior professional staff member and carried a
human rights portfolio. Currently, she is the Child
Welfare Fellow at the Field Center for Children’s
Policy, Practice, and Research at the University of
Pennsylvania as well as a faculty member at the
University of Pennsylvania School of Social Policy

and Practice.

B Marilyn Bruguier Zimmerman,'* M.S.W., is an
enrolled member of the Fort Peck Assiniboine and
Sioux Tribes. She is the director of the National
Native Children’s Trauma Center. She also serves
as associate director of the Institute for Education-
al Research and Service, which allows her to work
throughout the nation on culturally relevant,
evidence-based interventions to treat childhood
traumatic stress, reduce risk factors, and increase
protective factors for substance abuse, violence,
and suicide among American Indian/Alaska
Native youth. She provides technical assistance
and is a frequently invited speaker at the tribal,
state, regional, and national levels on childhood
trauma, compassion fatigue, historical trauma,

suicide prevention, and resiliency promotion. She

currently serves on the U.S. Attorney General’s
Task Force on American Indian and Alaska Native
Children Exposed to Violence. She has served on
the Indian Health Service National Suicide
Prevention Committee and is a member of the
National Action Alliance for Suicide Prevention’s

American Indian/Alaska Native Task Force.

124 Commissioner Zimmerman resigned on November 6, 2015, in order to accept a position with the U.S. Department of Justice.
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Appendix C: Presenters at Public Meetings

San Antonio, TX, June 2-3, 2014 B Dakotah Hickle,

Rachel Berger,

Children’s Hospital,
Pittsburgh Child Advocacy
Center,

and CECANF Staff

W. Raymond Bryant,
Bethel African Methodist
Episcopal Church

James Castro,
St. Peter-St. Joseph
Children’s Home

Laurie Charles,

Christus Santa Rosa
Children’s Hospital, Texas
Child Fatality Review Team

Lloyd Doggett,
U.S. House of
Representatives (TX)

Kathleen Fletcher,
Voices for Children

Rebecca Girardet, University

of Texas Medical School,

Division of Child Protection

Pediatrics

Chris Greeley,

Center for Clinical

Research and Evidence-Based

Medicine, University of
Texas Health Science

Center at Houston

Sam Gulino,
Pennsylvania Medical

Examiner’s Office
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Parents Anonymous

David Lakey,
Texas Department of State

Health Services

James Lukefahr, Children’s
Hospital of San Antonio,

Center for Miracles

Madeline McClure,

TexProtects

F. Scott McCown,
Children’s Rights Clinic,
University of Texas

Law School

William McManus,
San Antonio Police

Department

Krista Melton,
Office of the District
Attorney of Bexar County

Jolyn Mikow,
University of Texas

at San Antonio

Joseluis Morales,
Texas Department
of Family and

Protective Services

Marta Peldez,
Family Violence

Prevention Services

Lisa Pion-Berlin,

Parents Anonymous

Joy Hughes Rauls,
Children’s Advocacy

Centers of Texas

B Annette Rodriguez,
The Children’s Shelter

B Peter Sakai,
District Court, Bexar County
Children’s Court

B John Specia,
Texas Department of Family

and Protective Services
B Vicki Spriggs,
Texas CASA, Inc.

B Melissa Stoeltje,

San Antonio Express-News

B Emilie Stoltzfus,
Congressional Research

Service

B Martell Teasley,
University of Texas

at San Antonio

B Carlos Uresti,

Texas State Senate

M Clarissa Zamora,
ChildSafe

Tampa, FL, on July 10, 2014

B Randell Alexander,
University of Florida
College of Medicine

B Richard Barth,
University of Maryland

Bl Albert Blackmon,
SAS
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Robert Bullara,
Hillsborough County
Sheriff’s Office

Mike Carroll,
Florida Department of
Children and Families (DCF)

Howard Davidson,
American Bar Association
Center on Children and

the Law, retired

Katherine Essrig,
Florida Thirteenth

Judicial Circuit

Holly Grissinger,
Florida Sixth

Judicial Circuit

Gayle Harrell,
Florida House of

Representatives

Kristi Hill,
Family Services Department,

Seminole Tribe

John Jackson,
DCF

Ghia Kelly,
Florida Coalition Against

Domestic Violence

Geir Kjellevold,
North Highland

Curtis Krueger,

Tampa Bay Times

Barbara Macelli,
Healthy Families
Hillsborough

Yomika McCalpine,
Healthy Families
Hillsborough

Carol Marbin Miller,
Miami Herald

Celeste Philip,
Florida Department
of Health

Miranda Phillips,
Florida Youth SHINE

Greg Povolny,
Mindshare Technology

Emily Putnam-Hornstein,
University of

Southern California

Lisa Rivera,
DCF

Connie Shingledecker,
Manatee County Sherift’s
Office

Lorita Shirley,
Eckerd Community

Alternatives

Christina Spudeas,
Florida’s Children First

Mary Beth Vickers,
Child Abuse Death

Review Committee

Rick Zelznak,
North Highland

Victoria Vangalis Zepp,
Florida Coalition for Children

Detroit, MI, on August 28, 2014

B Stacie Bladen,
Children’s Services
Administration, Michigan
Department of Human
Services (DHS)

B Debi Cain,
Michigan Domestic and
Sexual Violence Prevention
and Treatment, DHS

B Dave Camp,
U.S. House of

Representatives (MI), retired

B Renée Branch Canady,
Michigan Public Health
Institute

M Maura D. Corrigan,
Michigan DHS

B Paulette Dobynes Dunbar,
Michigan Department of
Community Health (DCH)

B Kaitlin Ferrick,
Michigan Head Start

Collaboration

B Brenda Fink,
Division of Family and
Community Health, Bureau
of Family, Maternal and Child
Health, DCH

B Michael Foley,
Children’s Trust Fund
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B Carol Hackett Garagiola,
Michigan Domestic and
Sexual Violence Prevention
and Treatment Board,
Michigan DHS

B Heidi Hilliard,
Michigan Child Death
Review Program and Sudden
Unexpected Infant Death
Case Registry, Michigan
Public Health Institute

B Brian Hunter,
Office of the
Medical Examiner,

Genesee County

B Sandy Levin,
U.S. House of
Representatives (MI)

B Justin McElwee,
FosterClub

H Tobin Miller,
Office of the State

Ombudsman

B Bethany Mohr,
Child Protection
Team, C.S. Mott
Children’s Hospital

B Vincent Palusci,
Department of Pediatrics,
Bellevue Hospital, New York
University, Langone
Medical Center

B Colin Parks,
Children’s Services
Administration, DHS
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Seth Persky,
Office of the
Family Advocate

Cheryl Polk,
HighScope Educational

Research Foundation

Elizabeth M. Reust,
Sparrow Hospital,
Forensic Pathology

Blandina Rose,
Promise Neighborhoods,
Black Family

Development, Inc.

Patricia Schnitzer,
Sinclair School of Nursing,

University of Missouri

Amy M. Smith Slep,
Family Translational
Research Group,

New York University

Stacey Tadgerson,
Native American Affairs,
Michigan DHS

Frank E. Vandervort,
University of Michigan Law
School

Nancy Vivoda,
Detroit Center for

Family Advocacy

Lora Weingarden,
Wayne County Prosecutor’s
Office, Child Abuse Division

W Steve Wirtz,
Injury Surveillance and
Epidemiology Section, Safe
and Active Communities
(SAC) Branch, California
Department of
Public Health

B Steve Yager,
Children’s Services
Administration, DHS

Denver, CO,
on September 22-23, 2014

B Reggie Bicha,
DHS

M Keith Brown,
El Paso County Human

Services

B Sallie Clark,
Not One More
Child Coalition

M Elizabeth Collins, Colorado
Coalition Against Domestic

Violence

B Diego Conde,
FosterClub

B Daryle Conquering Bear,
FosterClub

B Kathy Delgado,
Colorado 17th Judicial

District Court

B Brett Drake,
Washington University

in St. Louis
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Kendra Dunn,
Office of Early Childhood,
Colorado Department of

Human Services (DHS)

John Fluke,
Kempe Center, University of

Colorado

J. Christopher Graham,
University of Washington

Mark Kling,
Family Resource

Center Association

Julie Krow,
Office of Children,
Youth and Families, DHS

Karen Logan,
Child Protection,
El Paso County

Marc J. Mackert,
Administrative

Review Division, DHS

Dan May,
Fourth Judicial District

Gary Melton,
Kempe Center, University
of Colorado

Linda Mikow,

Ralston House

Toni Miner,
Jefferson County Child
and Youth Leadership

Commission

Grace Sage Musser,
Denver Indian Family

Resource Center

Lindsey Myers,

Injury and Violence
Prevention Unit, Colorado
Department of Health and

Public Environment

Linda Newell,

Colorado State Senate

Jill Nugin,
Family Advocacy Program,

Fort Carson Army Base

David Olds,
Prevention Research Center
for Family and Child Health,

University of Colorado

Donna Parrish,
Kempe Center, University of

Colorado

Laura Rago,
El Paso County Attorney’s
Office

Paige Rosemond,
DHS

Desmond Runyan,
Kempe Center,

University of Colorado

Jonathan Singer, Colorado

General Assembly

Stephanie Villafuerte,
Rocky Mountain

Children’s Law Center

B Kathryn Wells,
Denver Health Clinic at the

Family Crisis Center

B Larry Wolk,
DPHE
Burlington, VT,

on October 23-24, 2014

B Matthew Bergeron,
Family Services Division,
Vermont Department for
Children and Families (DCF)

B Charlie Biss,
Child, Adolescent
and Family Unit,
Vermont Department
of Mental Health

B Sally Borden,
KidSafe Collaborative;
Children and Recovering
Mothers (CHARM) Team

B Lance Burnham,

Vermont State Police

B Kim Coe,
Residential and Community

Treatment Programs, Lund

B Jacqueline Corbally,
Vermont Department
of Health (VDH)

B Theresa Costello,
ACTION for Child Protection
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B Terry Cross,
National Indian Child

Welfare Association

B Emily Douglas,
School of Social
Work, Bridgewater
State University

B Sally Fogerty,
Children’s Safety Network

B Breena Holmes,
Maternal and Child
Health Division, VDH

B Kyle Hoover,
DCF

B Tammy Simoneau

B Beth Tanzman,
Blueprint for Health

B Amy Torchia,
Vermont Network
Against Domestic Violence

and Sexual Assault

B Shawn Vetere,
St. Albans DCF
District Office

B Cindy Walcott,
Family Services
Division, DCF

B joanne Wood,
Perelman School of Medicine,

University of Pennsylvania

Research Round Table,
Philadelphia, PA,
on December 4, 2014

B Rick Barth,
University of Maryland
B John Fluke,

Kempe Center,

University of Colorado

B Emily Putnam-Hornstein,
University of

Southern California

B Rhema Vaithianathan,
Auckland (New Zealand)
University of Technology

Portland, OR,
on February 26-27, 2015

B Amy Baker,
Addictions and Mental
Health Division, Oregon
Health Authority

B Helen Bellanca,
Health Share of Oregon

B jooYeun Chang,
Children’s Bureau,
U.S. Department of Health

and Human Services

B Myles Edwards,

Independent Consultant

B Don Graham,
Walter R. McDonald

& Associates
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Erinn Kelley-Siel,
Oregon Department of

Human Services (DHS)

MaryAnne Lindeblad,
Washington State Health
Care Authority, Washington
State Department of Social
& Health Services

Kathleen Noonan,
PolicyLab at The Children’s
Hospital of Philadelphia

Ryan Vogt,
DHS

Joan Levy Zlotnik,
Social Work Policy Institute,
National Association of Social

Workers Foundation

Scottsdale, AZ,
on March 25-26, 2015

Gladys Ambrose,
Navajo Child Death

Review Team

Beverly Cotton,
Division of Behavioral Health,
Indian Health Service (IHS)

David Foley,
Navajo Child Death

Review Team

Francis Frazier,
Office of Public Health
Support, IHS
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Sheri Freemont,
Family Advocacy Center,
Salt River Pima-Maricopa

Indian Community

Megan Gregory,
Tlingit Tribe

Martin Harvier,
Salt River Pima-Maricopa

Indian Community

Diedra Henry-Spires,
The Dalton Daley Group

Sarah Kastelic,
National Indian Child

Welfare Association

Catherine Pierce,
Office of Juvenile Justice and
Delinquency Prevention, U.S.

Department of Justice

Dimitra Sampson,
U.S. Attorney’s Office,
District of Arizona, U.S.

Department of Justice

Tina Saunooke,
Safe Babies Program, Eastern
Band of Cherokee Indians

Hannah Smith,
Office of the Attorney
General, Eastern Band

of Cherokee Indians

Earl Sutherland,
Bighorn Valley
Health Center

B VWilliam Thorne,
Utah Court of
Appeals, retired

B Philandrian Tree,

Navajo Reservation

Memphis, TN,
on April 28-29, 2015

B Carla Aaron,
Office of Child Safety,
Tennessee Department of
Children’s Services (DCS)

B Amy Coble,
Office of Child Safety, DCS

B Michael Cull,
Office of Child Health, DCS

B Michael Dunavent,
25th Judicial District

of Tennessee

B Noel Hengelbrok,
Office of Child Health, DCS

M James Henry,
DCS

B Teresa Huizar,
National Children’s Alliance

B Scott Modell,
Office of Child Safety, DCS

M Chris Newlin,
National Children’s

Advocacy Center
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B Michael Warren,
Division of Family Health
and Wellness, Tennessee

Department of Health

B Amy Weirich,
3oth Judicial District

of Tennessee

B Nancy Young,
Children and Family Futures

Salt Lake City, UT,
on May 19-20, 2015

B LaRene Adams,
Fostering Healthy
Children Program, Utah
Department of Health

B Vera Bothner,
Bothner and Bradley,

Wichita, Kansas

B Greg Butler,
Woods Cross

Police Department

B Kristine A. Campbell,
Department of Pediatrics,
University of Utah

B Cheryl Dalley,
Bureau of Services Review,
Utah Department of Human
Services (DHS)

B Adam Osoro,
Woods Cross Police

Department



Jennifer Oxborrow,
DHS

Robert Parrish,
Special Victim Team,
Salt Lake County

Brent Platt,
Utah Division of Child and
Family Services (DCFS)

Sean Reyes,
Office of the Utah

Attorney General
Vicky Roper,
Kansas Children’s

Service League

Lana Stohl,
DHS

Middleton, WI,
on July 15-16, 2015

Julie Ahnen,
CPS Services,
Dane County

Eloise Anderson,
Wisconsin Department of
Children and Families (DCF)

Fredi-Ellen Bove,
Division of Safety and

Permanence, DCF

Jerin Falcon,

Office of Justice Services,
Bureau of Indian Affairs
(BIA) District VII
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Kerma Greene,
Midwest Region, BIA

Amy Harfeld,
Children’s Advocacy Institute

Cynthia Johnson,
Kenosha County
Division of Health

Mark Lyday,

Child Advocacy and
Protection Services,
Children’s Hospital

of Wisconsin

Kirk Mayer,
Bureau of Milwaukee Child
Welfare (BMCW)

Tara Muender,
BMCW

Eileen Munro,

London School of Economics

Kathleen Noonan,
PolicyLab, The Children’s
Hospital of Philadelphia

Kelly Oleson,
Youth Services,

Adams County

Mitch Pearlstein,
Center of the American

Experiment

Mark Testa,
University of North
Carolina at Chapel Hill

Valerie Vasquez,

Midwest Region, BIA
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W David Woods,
Ohio State University

New York City, NY,
on August 6-7, 2015

B Oxiris Barbot,
New York City Department of
Health and Mental Hygiene

B Rahil Briggs,
Albert Einstein College of
Medicine and Healthy Steps

at Montefiore

B Richard Buery,
New York City Strategic

Policy Initiatives

B Renee Canady,
Michigan Public
Health Institute

B Gladys Carrion,
New York City Administration
for Children’s Services (ACS)

B Angela Diaz,
Icahn School of Medicine

at Mount Sinai

B Paul Elam,

Public Policy Associates

Bl Chet Hewitt,

Sierra Health Foundation

B Andrea Goetz,
Clinical Practice and Support,
New York City ACS
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B John Mattingly,
New York City ACS, retired

B Jacqueline McKnight,
Child Welfare Programs,
New York City ACS

B Susan Morley,
New York City ACS

B Michael Osgood, New York
City Police Department,

Special Victims Division

B Daniel Squadron,
New York State Senate,
26th District

B Lorraine Stephens,
New York City Department

of Homeless Services

B Mark Thomas,
Center for Transforming
Health, The MITRE

Corporation

B Laura Velez,
Division of Child Welfare
Services, New York State
Office of Children and Family
Services (OCFS)

B Edward B. Walsh, IlI,
Aviation Safety Analysis,
The MITRE Corporation

B Rita Cameron Wedding,

California State University,

Sacramento
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Appendix D: Stakeholders and Stakeholder Organizations

In addition to the public hearings around the country and meetings with the White House and congressional com-

mittees, CECANF Commissioners and staff met with a variety of individuals from government and nongovernment

organizations to share information about CECANF and to collect input on a national strategy to eliminate child abuse

and neglect fatalities. Meetings included in-person and teleconference events, as well as presentations at conferences.

Alliance for Children
and Families

(national conference)

American Academy

of Pediatrics

American Professional
Society on the Abuse of

Children (annual colloquium)

American Public Human

Services Association

Association of Maternal and
Child Health Programs

Black Administrators
in Child Welfare

Center for the Developing
Child, Harvard University

Center for Medicaid, CHIP,

and Survey & Certification

Center for the Study
of Social Policy

Centers for Disease Control
and Prevention’s National
Center for Injury Prevention
and Control: Division of

Violence Prevention

B Centers for Medicare

and Medicaid Services

Child Welfare League

of America

Children’s Bureau Child
Abuse Prevention Grantees,
Children’s Justice Act
Grantees, and State Liaison
Officers (under the auspices
of the Children’s Bureau’s
Office on Child Abuse

and Neglect)

Children’s Bureau’s Office on
Child Abuse and Neglect

Council on Social
Work Education

Department of Defense

Family Advocacy Program

Department of Defense

Fatality Review Summit
Department of Justice

Eunice Kennedy Shriver
National Institute of
Child Health and Human
Development, Pediatric
Trauma and Critical

Illness Branch

APPENDIX D: STAKEHOLDERS AND STAKEHOLDER ORGANIZATIONS

Federal Interagency Work
Group on Child Abuse
and Neglect

Field Center, University of
Pennsylvania (One Child,

Many Hands conference)

Hennepin County, Minnesota,
Human Services and Public

Health Department

Maryland State Council on
Child Abuse and Neglect

Maternal and Child Health
Bureau, Health Resources

and Services Adminstration

National Academy for State
Health Policy

National Association of
Counties and National
Association of County
Human Services

Administrators

National Association of
Deans and Directors of
Schools of Social Work
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National Association |
of Public Child Welfare

Administrators

(affiliate of the American

Public Human Services

Association)

National Association of S

ocial Workers

National Center for

State Courts

National Center on Shaken

Baby Syndrome (conference) |

National Center on Substance
Abuse and Child Welfare

National Child

Abuse Coalition

National Child Abuse
Coalition, Prevention

Subcommittee

National Conference of State

Legislatures

National Council of Juvenile

and Family Court Judges

National Governors

Association

National Home Visiting

Research Network

National Indian Child

Welfare Association

Office of the Assistant
Secretary for Planning
and Evaluation, Office of
Planning, Research and
Evaluation, and Office of
Data, Analysis, Research,

and Evaluation

Pennsylvania Office of
Children, Youth and Families,
Statewide Fatality and Near
Fatality Trend Analysis Team

Prevent Child Abuse America
(Executive Leadership

meeting)

Protecting Delaware’s
Children

Ray Helfer Society

(conference)

Substance Abuse and
Mental Health Services

Administration

APPENDIX D: STAKEHOLDERS AND STAKEHOLDER ORGANIZATIONS

Texas Select Committee on

Child Protection
Trust for America’s Health

U.S. Surgeon General’s
Advisory Group on
Prevention, Health
Promotion, and Integrative
and Public Health

Virginia Children’s Cabinet

Virginia Commonwealth

University
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American Academy

of Pediatrics

American Federation of
State, County and Municipal
Employees

Birth Parent Advisory
Committee (in association
with the National Alliance
of Children’s Trust and
Prevention Funds and Casey

Family Programs)

California Protective Parents

Association

Center on the Developing

Child, Harvard University

Child Welfare Organizing
Project (in association
with the New York City
Administration for

Children’s Services)

Children and Family Futures

Fight Crime: Invest
in Kids

Inter-Agency Council on
Child Abuse and Neglect
(ICAN) National Center on
Child Fatality Review

National Alliance of
Children’s Trust and

Prevention Funds

National Association of Public
Child Welfare Administrators
and American Public Human

Services Association

National Child Abuse

Coalition

National Child Welfare

Workforce Institute

New Jersey Fatality and Near
Fatality Review Board

APPENDIX E: ORGANIZATIONS PROVIDING WRITTEN TESTIMONY

New York City Administration

for Children’s Services

Pennsylvania State Coroners

Association
Prevent Child Abuse America

Tennessee Department of

Children’s Services

ZERO TO THREE
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Appendix F: List of Federal Policies and Programs Reviewed

LEGISLATION ADMINISTERING AGENCY COMMITTEE OF JURISDICTION

Child and Family Services HHS, ACF, ACYF, Children’s Bureau Senate Committee on Finance;
Improvement and Innovation Act House Committee on Ways
of 2011 and Means

Patient Protection and Affordable HHS, HRSA, Maternal and Child Senate Committee on Finance;
Care Act (Maternal, Infant, Early Health Bureau; HHS, ACF, Office of House Committee on Ways
Childhood Home Visiting Program) Early Childhood Development and Means

Adam Walsh Child Protection and Department of Justice; HHS, ACF,
Safety Act of 2006 Children’s Bureau

Safe and Timely Interstate Placement | HHS, ACF, ACYF, Children’s Bureau Senate Committee on Finance;
of Foster Children Act of 2006 House Committee on Ways
and Means

Deficit Reduction Act of 2006 HHS, ACF, ACYF, Children’s Bureau
(Court Improvement Program)

Foster Care Independence Act HHS, ACF, ACYF, Children’s Bureau _
of 1999

Adoption and Safe Families Act HHS, ACF, ACYF, Children’s Bureau  Senate Committee on Finance;
of 1997 House Committee on Ways
and Means
Health Insurance Portability and HHS, CMS; HHS, Office for Senate Committee on Health, Edu
Accountability Act of 1996 Civil Rights cation, Labor and Pensions; House
Committee on Energy and Commerce
Temporary Assistance to HHS, ACF, Office of Senate Committee on Finance;
Needy Families (1996) Family Assistance House Committee on Ways
and Means
Family Violence Prevention HHS, ACF, ACYF, Family and

Services Act of 1994 Youth Services Bureau
Crime Victims Fund (1994)
Multiethnic Placement Act of 1994

Family Preservation and Support HHS, ACF, ACYF, Children’s Bureau Senate Committee on Finance;
Services Program Act of 1993 House Committee on Ways
and Means
Substance Abuse Prevention and HHS, SAMSHA, Office of Senate Committee on Health, Edu
Treatment Block Grant (1993) Financial Resources cation, Labor and Pensions; House
Committee on Energy and Commerce
Violence Against Women Act of 1994  Department of Justice, Office of Senate Committee on the Judiciary;
Violence Against Women House Committee on the Judiciary

Child Care and Development HHS, Office of Child Care Senate Committee on Health,
Block Grant (1990) Education, Labor and Pensions;
House Committee on Education

and the Workforce; Senate
Committee on Finance; House
Committee on Ways and Means
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LEGISLATION

Part C of IDEA: The Early Intervention

ADMINISTERING AGENCY

Department of Education; Office of

Program for Infants and Toddlers with Special Education

Disabilities (1986)

Preventive Health and Health

Services Block Grants (OBRA 1981)

Community Mental Health Services
Block Grant (1981)

The Social Services Block Grant
program (1981)

Preventive Health and Health
Services Block Grant (OBRA 1981)

Adoption Assistance and

Child Welfare Act of 1980
(Independent Foster Care Program)

Indian Child Welfare Act of 1978

Indian Health Care Improvement Act
of 1976

Health Centers Program

Child Abuse Prevention and
Treatment Act of 1974

Head Start Programs (1965)

Medicaid (1965)

Maternal and Child Health Services
Block Grant (SSA 1935)

HHS, CDC, Office for State, Tribal,
Local and Territorial Support

HHS, SAMHSA, Center for Mental

Health Services, Division of State and
Community Systems Development

HHS, ACF, Office of Community
Services

HHS, CDC

HHS, ACF, ACYF, Children’s Bureau

HHS, Indian Health Services

HHS, HRSA, Bureau of Primary
Health Care

HHS, ACF, ACYF, Children’s Bureau,
Office on Child Abuse and Neglect

HHS, ACF, Office of Head Start

HHS Center for Medicare and

Medicaid Services, Center for
Medicaid and CHIP Services

HHS, HRSA, Maternal and
Child Health Bureau

COMMITTEE OF JURISDICTION

Senate Committee on Health,
Education, Labor and Pensions;
House Committee on Education
and the Workforce

Senate Committee on Health, Edu
cation, Labor and Pensions; House
Committee on Energy and Commerce

Senate Committee on Health, Edu-
cation, Labor and Pensions; House
Committee on Energy and Commerce

Senate Committee on Finance;
House Committee on Ways

and Means

Senate Committee on Health, Edu-
cation, Labor and Pensions; House
Energy and Commerce Committee

Senate Committee on Finance;
House Committee on Ways
and Means

Senate Committee on Indian Affairs;
House Committee on Natural
Resources

Senate Commiittee on Indian Affairs;
House Committee on Natural
Resources; Senate Committee on
Finance; House Committee on
Energy and Commerce

Senate Committee on Health, Edu-
cation, Labor and Pensions; House
Energy and Commerce Committee

Senate Committee on Health,
Education, Labor and Pensions;
House Committee on Education
and the Workforce

Senate Committee on Health,
Education, Labor and Pensions;
House Committee on Education
and the Workforce

Senate Committee on Finance;
House Energy and Commerce
Committee

Senate Committee on Finance; House
Committee on Ways and Means
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Appendix G: Additional Recommendations From Stakeholders for Chapters 3 and 4

The federal government should mandate the
recognition of tribal criminal jurisdiction in
Indian Country in cases of child abuse and

neglect, regardless of the perpetrator’s race.

Increase reporting upfront to the Bureau of Indian
Affairs (BIA) on tribal and state child welfare
cases involving American Indian/Alaska Native
(AI/AN) children.

Congress should mandate the provision of training
and technical assistance for tribes around collect-

ing data and building data systems.

Federal policy should provide incentives for states
and tribes to increase participation and deputation
agreements and other recognition agreements be-

tween state and federal law enforcement agencies.

Coordination between and among jurisdictions

should be mandated, facilitated, and incentivized.

Congress should mandate that all CPS cases
consider the total well-being (physical, mental,
and emotional) of (1) the child, and (2) the nuclear
family and shall proceed with the presumption

of preserving the holistic health of the family in
anticipation of reunification and/or kinship

care where practicable.

Congress should mandate that all reviews of tem-
porary and permanent kinship placement cases be
conducted in favor of and prioritizing placement
of children with (1) suitable kin, including relatives
in and out of the immediate jurisdiction, and (2)
verifiable familiar friends of the family deemed

suitable for placement.

Congress should mandate that all due diligence
be made, on an interstate basis, to locate suitable
kin including verifiable familiar friends willing to

receive placement of a child in need of assistance.

At a minimum, suitability shall be determined
Dby a successful CJIS background check devoid
of any convictions for violent and/or sexual

assault offenses.

Congress should mandate that all organizations
receiving federal funding or benefits have at

least one responsible party who is registered in a
federal registry and that said party be trained in
the nuances of mandatory reporting of child abuse
and neglect. Similar to doctors, other health care
providers and attorneys, clergy and parishioners
enjoy a common law communication protection
of confidentiality—a shield of confidentiality that
shall only be broken when evidence of harm to self
or others is presented. In such situations, clergy
shall have the ability to report under the shield

of anonymity.

Congress should encourage increased emphasis
on teen pregnancy prevention, especially for
young women in high poverty areas and those

in foster care.

Congress should mandate that no person, having
been convicted and/or incarcerated for violent
crimes or sexual assault crimes, be assigned pro-
bation or parole to cohabitate in a dwelling where
any resident is presently the subject of a CPS or
domestic violence investigation, temporary place-
ment and/or adjudicated case. Congress should
further mandate that receipt of any such person
shall result in a CPS investigation and home study
to determine the safety of all children within said
dwelling. This cohabitation restriction shall termi-

nate upon completion of probation or parole.

APPENDIX G: ADDITIONAL RECOMMENDATIONS FROM STAKEHOLDERS FOR CHAPTERS 3 AND 4



WITHIN OUR REACH: A NATIONAL STRATEGY TO ELIMINATE CHILD ABUSE AND NEGLECT FATALITIES

Appendix H: Proposed Additional Responsibilities of the Children’s Bureau

Children’s Bureau Responsibilities at a Glance

In addition to its current responsibilities, the

newly elevated Children’s Bureau will be respon-
sible for the following:

1.

Lead the development and oversight of a
comprehensive national plan that articulates
federal goals and specific roles for all federal
agencies involved in preventing child abuse
and neglect fatalities.

Convene an interagency Coordinating Coun-
cil to focus federal efforts to reduce child
abuse and neglect fatalities. The Council
shall be responsible for the following:

@ Establishing data-sharing protocols
across agencies and producing an
annual report
to Congress and the president

Developing a national research agenda
focused on eliminating child mal-
treatment fatalities and disseminating
research knowledge and best practices
to states

Establish national standards for supervisory
and case management caseloads/workloads
that are commensurate with child safety
requirements.

Fund pilot programs to test the effective-

ness of applying principles of safety science
to improve CPS practice.

Establish a multidisciplinary center for
research on child abuse and neglect fatali-
ties and life-threatening injuries.

The Commission recommends the following new

responsibilities for the elevated Children’s Bureau.

Lead the development and oversight of a compre-
hensive national plan that articulates federal goals
and specific roles for all federal agencies involved

in preventing child abuse and neglect fatalities.

The plan should be issued to the president and
Congress and include requests for legislative chang-

es and/or executive orders to establish the collective
responsibility of federal agencies focused on the goal of
child safety, specifically, the prevention of child abuse
and neglect fatalities. The plan will identify a core set
of federal agencies whose involvement is critical to
achieving greater protection of children from fatal child
abuse or neglect. Agencies expected to be included

in the national plan include, but are not limited to,
agencies within HHS (Centers for Medicare and
Medicaid Services [CMS], the Children’s Bureau, the
Health Resources and Services Administration, Centers
for Disease Control and Prevention [CDC], Substance
Abuse and Mental Health Services Administration
[SAMHSA], and National Institutes of Health [NIH]), as
well as others within the Department of Justice and the

Department of Education.

Convene an interagency Coordinating Council to
focus federal efforts to reduce child abuse and
neglect fatalities.

A Coordinating Council on Child Abuse and Neglect
Fatalities should be established in federal statute with
the specific goals of (1) providing steady national leader-
ship on child safety and the prevention of fatalities and
(2) coordinating federal programs and activities aimed
at keeping children safe from fatal maltreatment. The
council should be co-led by the Chief of the Children’s
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Bureau and the Attorney General in the Department of
Justice (DOJ). Its membership should be composed of
senior officials from agencies that share in the respon-
sibility of protecting children from harm and serving
families in need. The council's priorities should be the
synthesis of national data about child abuse and neglect
fatalities, identification of inefficiencies in existing
programs charged with child safety, and improved
coordination of programmatic goals and services. The
council could be modeled on the Coordinating Council
on Juvenile Justice and Delinquency Prevention, which
includes a charter outlining its goals and specifies that

the council report to the president and Congress.

Composition of the coordinating body should include
individuals with decision-making authority and access

from the following agencies:

B HHS: Administration for Children and Families;
Administration on Children, Youth and Families;
Assistant Secretary for Planning and Evaluation;
Centers for Disease Control and Prevention;
Health Resources and Services Administration
(Maternal and Child Health Bureau); Substance
Abuse and Mental Health Services Administration;
Center for Medicaid and CHIP Services; Indian
Health Service; Office of Head Start; Office of
Child Care; National Institutes of Health (espe-
cially the National Institute of Child Health and

Human Development)

B DOJ: Office of Juvenile Justice and Delinquency

Prevention, Office of Victims of Crime

The Council will be charged with the following:

B Providing oversight, leadership, and guidance
in development of child maltreatment fatality
and life-threatening injury investigation and
measurement systems. (See Chapter 6 for more

detailed recommendations on measurement.)

B Establishing data-sharing protocols across agencies
and producing an annual report to Congress and
the president. This report should include all of the
current information on child abuse and neglect
fatalities that is reported in the annual Child Mal-
treatment report but expanded to include additional

data elements, discussed in detail in Appendix I.

B Developing a national research agenda focused on
eliminating child maltreatment fatalities and dis-
seminating research knowledge and best practices

to states.

After speaking to dozens of researchers and experts, it
soon became clear that we know very little about what
works to prevent child abuse and neglect fatalities.
Partly this is due to poor data quality and fragmented
data sets; however, it is also due to a historical failing
of the federal government to prioritize efforts to build

knowledge of effective child protection strategies.

The Coordinating Council on Child Abuse and Neglect
Fatalities should convene experts and philanthropic
partners to develop a national research agenda needed
to advance our collective knowledge on what is needed
to prevent child maltreatment fatalities. HHS should
commission research projects focused on studying
effectiveness of various models for preventing child
abuse and neglect fatalities. It will be the Council’s
responsibility to consider the findings of this research
and the implications of those findings on related poli-

cies and future needs of the country.

Fund pilot programs to test the effectiveness of
applying principles of safety science to improve
CPS practice.

We recommend that the federal government facili-
tate the application of principles of safety science to
improve CPS practice by funding pilot programs in five

states to develop proactive safety management plans
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modeled after the requirements in aviation and hospi-
tals. These states must then implement these plans. An
evaluation component must be required to determine

the impact of these safety plans.

As a first step, it may be necessary to provide research
and development funding to support the adaptation of
lessons from safety science into CPS agencies. The field
of safety science has grown to develop a vast array of
literature and research and cadre of experts in its appli-
cation. It is critical to tap into this area of expertise and
adapt methods that can make the child welfare system a

safer place for children.

This could be done by supporting a Federally Funded
Research and Development Center (FFRDC) on child
abuse and neglect fatalities. The federal government
has successfully utilized the FFRDC model for a range
of special issues, including airline safety. This approach
is a good fit for the complex problem of child abuse and
neglect fatalities because it offers research indepen-
dence and an especially strong technical capacity. The
Commission studied the FFRDC model carefully and
concluded that a key element of a national strategy to
prevent child maltreatment fatalities must include the
type of statistical techniques that are found in FFRDC

approaches. (See Chapter 6 for more information.)

Collect and analyze data gathered by states through
their reviews of past fatalities (see Chapter 2).
Disseminate the knowledge gained through this

process.

Establish a multidisciplinary center for research
on child abuse and neglect fatalities and life-

threatening injuries.

The center would encourage public and private

collaborations to fund research and an overall focus

on linking research to changes in policy and practice.
States should be incubators of innovation in address-
ing new modalities for fatality prevention. This should
be supported through federal innovation dollars and

collaboration with public-private partners.

Research gaps identified through the Commission’s
work include a lack of safety and risk assessment tools
and a lack of evidence that services that families receive
change their level of risk for fatalities. In addition, re-
search on brain development and the impact of trauma

on the brain should be used to drive practice.

Establish national standards for supervisory
and case management caseloads/workloads
commensurate with child safety requirements.

We recommend that the Children’s Bureau and states
work together to identify standards for case supervisory
and case management practices critical to child safety.
In addition, other federal agencies and associations of
first responders and service providers will need to iden-

tify workload standards to ensure child safety.

Under the Government Performance and
Results Act (GPRA), establish performance
goals specific to the reduction of child abuse
and neglect fatalities.

GPRA has been in effect for many years, and current
law requires federal agencies to set goals and targets

for performance management for main function areas.
The Commission has found no agency that is using
GPRA to drive results in the area of child abuse and ne-
glect prevention (including prevention of fatalities and
life-threatening injuries). We therefore identify GPRA
as an important policy that could be leveraged to specify
a national policy goal for the prevention of child abuse

and neglect fatalities.
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We recommend that the Children’s Bureau create

a federal government performance plan featuring
cross-agency priority (CAP) goals and targets for
improved child safety, with an emphasis on prevent-
ing child abuse and neglect fatalities. Under this new
GPRA goal, federal agencies would work collective-
ly and through the Office of Community Services

to review goals and progress on a regular basis.
Performance data on this measure would be reported

via a central website at Performance.gov.

In addition, Congress should amend relevant areas of
federal statute to ensure that the national policy goal
established under GPRA is embedded in public health,
health care, early education, and law enforcement pro-

grams as appropriate.

Focus on cases most at risk of maltreatment fatal-
ities. The Children’s Bureau should add measures
specific to child abuse and neglect fatalities to its

Child and Family Services Reviews (CFSRs).

Since 2001, the Children’s Bureau has been conducting
CFSRs to (1) assess states’ compliance with federal child
welfare requirements, (2) determine what is actually
happening to children and families as they are engaged
in child welfare services, and (3) assist states in helping

children and families achieve positive outcomes.

The CFSRs do not directly assess states’ performance
in eliminating child abuse and neglect fatalities. At the
completion of the second round of CFSRs, no state had
achieved substantial conformity with the two safety

outcomes that are measured:

B Safety Outcome 1: Children are, first and foremost,
protected from abuse and neglect. This includes
timeliness of initiating investigations and repeat

maltreatment.

B Safety Outcome 2: Children are safely maintained
in their homes whenever possible and appropriate.
This includes (1) services to families to protect chil-
dren in the home and prevent removal or re-entry
into foster care and (2) risk assessment and safety

management.

As the Children’s Bureau conducts Round 3 of the
CFSRs, we recommend that the Bureau make the

following changes to the process:

B Adjust the methodology to oversample cases
involving children most at risk of maltreatment
fatalities and re-reports on children and/or their

siblings.

B Work with states specifically around improving risk

and safety assessment for these cases.

B Collect and report data about how many children
served by CPS agencies died of abuse or neglect

and review a sample of these cases.

Incorporate measures of agency management,
supervision, and workforce quality that incorporate
learnings from “safety science” in the Child and
Family Services Reviews (CFSRs) systemic factors
and in states’ approach to child death review, es-
pecially those reviews focusing on cases with prior
CPS agency history.

Although child welfare agencies experience serious
challenges with management, supervision, and use

of effective quality improvement systems that inhibit
their abilities to keep children safe and provide quality
services to families, CFSRs and death reviews currently
include inadequate measures of agency staff effective-

ness and management related to safety.
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Appendix I: List of Proposed New Data Elements to Include in the Annual Child Maltreatment Report'®

The Commission recommends, at a minimum, the

following additions to the Children’s Bureau’s annual

Child Maltreatment report:

The number of infant homicides and the number
of those homicides that were the subject of any

referral for services, reports to CPS, and/or inves-
tigated and substantiated as victims of child abuse

or neglect.

The number of infants safely surrendered at a
designated Safe Haven and information about the
disposition of these children’s cases (i.e., number

reunified, adopted, etc.).

The number of infants who were abandoned but

not at a safe haven (per state law) and who died.

The age and number of children enrolled in Medic-

aid and designated as failing to thrive.

The number of referrals made by health care pro-
fessionals per CAPTA’s requirement for Plans of
Safe Care; the number of those same children who
received a referral to Part C of the Individuals with
Disabilities Education Act (IDEA) or home visiting

who received services.

The number of children identified through birth
match between hospitals and CPS as being at risk
due to the prior termination of parental rights
due to the parent’s perpetration of violence on
another child.

The age and number of children receiving Early
and Periodic Screening, Diagnosis, and Treatment
(EPSDT) screens that detected a need for treat-

ment of child abuse or neglect.

The age and number of abused or neglected chil-
dren referred to Part C of IDEA.

The number of parents who were candidates for
courts to utilize the reunification bypass as autho-

rized by the Adoption and Safe Families Act.

The number of births reimbursed by Medicaid
in which an infant had a neonatal abstinence
syndrome (NAS) diagnosis and the number of

NAS-diagnosed infants referred to Part C.

The number of infants referred under a Plan of
Safe Care who were adjudicated dependent in the
first year of life and the number who were victims
of child abuse or neglect fatalities in the first year
of life.

A state-by-state analysis of state laws or other poli-
cies that specify how death scene investigations are
conducted and the process for determining cause

and manner of death for children.

The age and number of children who received
federal home visiting benefits who were victims of

child abuse or neglect fatalities.

A summary of research underway within the
federal government focused on the prevention of
child abuse and neglect fatalities. This should be
developed in consultation with research part-
ners on the Interagency Coordinating Council,
including NIH, CDC, and ASPE, as well as with
the Federally Funded Research and Development
Center on Child Abuse and Neglect Fatalities (per

the recommendation earlier in this report).

Recommendations for national policy and practice

systems improvements and prevention.

2 http:/ fwww.acf.hhs.gov/programs/cb/research-data-technology/statistics-research/child-maltreatment
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Appendix J: Record of Voting on the Final Report

The following duly appointed members of the Commission to Eliminate Child Abuse and Neglect Fatalities

voted to approve (yes) or not approve (no) the Final Report on February 19, 2016:

David Sanders, Ph.D. (Chairman) Yes
Amy Ayoub Yes
Theresa Martha Covington, M.P.H. Yes
The Hon. Bud Cramer Yes
Susan N. Dreyfus Yes
Wade Horn, Ph.D. Yes
The Hon. Patricia M. Martin No
Michael R. Petit, M.S.W. Yes
Jennifer Rodriguez, ).D. Yes
David Rubin, M.D., M.S.C.E. Yes
Cassie Statuto Bevan, Ed.D. No
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Appendix K: Minority Report'

Submitted by Commissioner Cassie Statuto Bevan, Ed.D.

“The purpose of life is to matter, to count, to have it make some difference that we lived at all.
Having experienced the pain of children, we seek to honor them and confirm that their brief lives
did matter, each and every one of them. By understanding child abuse and neglect fatalities, and
how such tragedies could be prevented, we are given the opportunity to ensure that it did make a
difference that these children lived at all.”

—U.S. Advisory Board on Child Abuse and Neglect, 1995

I am grateful for the opportunity to serve on this Commission and I am humbled by the charge to eliminate
child abuse and neglect fatalities. I respect the work and commitment of all the Commissioners, especially
the Chair, David Sanders, to seriously examine the circumstances surrounding the deaths of children from
maltreatment. I also want to note that the Commission has made recommendations that I fully endorse such
as increasing access to evidence-based home visiting programs like Nurse-Family Partnership, utilizing Birth
Match to enhance child safety, expanded Safe Haven Laws, and becoming more intentional and monitoring
Plans of Safe Care for substance-exposed newborns, among others. I also support finance reform and allow-

ing states more flexibility toward investing in evidence-based strategies.

Nevertheless, I am sorry to say that I largely view these two and one half years as a missed opportunity to
concretely address the deaths of children, mostly babies and toddlers. These children have been forsaken in

life and forgotten in death.

I did not sign this report because it is my belief that this product of the Commission does not place children’s
safety (within the context of a family) as a priority in its scores of recommendations, rather, it demands more
funding, which will lead to more programs and more bureaucracy. Injecting more money into the current
failed child protection funding streams, or into services that are currently ineffective or duplicative will not
save the lives of very young children. I believe we owe the 4 children who will die today from abuse and ne-
glect, and the 4 who died yesterday, and the 4 that will die tomorrow more than this. I believe what is needed
is our critical judgment and the benefit of our collective experience on what has contributed to their deaths

and what has happened to their killers.
To this end, I have the following eight reasons for opposing the recommendations in the commission report.
1. The Commission is claiming that spending one billion dollars on an experiment reviewing previous

deaths will IMMEDIATELY SAVE LIVES. This claim is not supported by evidence and the claim should not

be made.

126 This minority report was submitted by Commissioner Statuto Bevan after the final Commission vote. It has not been reviewed or discussed by the full
Commission, nor was it subjected to the same factual and editorial review processes as the other sections of this report.
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2. From the start, the Commission failed to distinguish what deaths it was actually counting and how dif-
ferent types of fatalities may require different prevention and interventions. We learned that each state counts
these deaths differently and that the one federally funded entity that is charged with counting these deaths,
the National Center for Child Death Review (NCCDR) “collects more detailed data on circumstances from 39
states but these child maltreatment deaths have not been synthesized or published” (GAO, 2011). It was never
established how states and tribes count or exclude from the count specific types of child fatalities: infanticide,
homicide, filicide, so called “accidental” neglect deaths, infants who die from drug exposure, infants who suf-
focate because the mother “rolled over the child” because she was incapacitated by drugs or alcohol, children
who were tortured or starved to death, or infants who were thrown into toilets. While the federal government
funds the NCCDR there has been “limited collaboration” between it and the federal government (GAO, 2011).
This information should have provided an impetus for the Commission to form a recommendation that
NCCDR increase collaboration and share more detailed information with the federal government that is, after

all, paying for these data, but it did not.

3.  The Commission has made at least 110 recommendations the vast majority of which are unfunded man-
dates. More individual requirements as a condition of states receiving federal money flies in the face of the
testimony that we heard from state officials all around the country. Financing reform is needed to allow the
states to focus on the safety of children and not on additional bureaucracy that increased federal mandates

will entail.

4. The Commission has failed to develop an urgent national strategy that will save the lives of these little
ones. The central recommendation of the Commission’s report is a call for one billion dollars for the Child
Abuse Prevention and Treatment Act (CAPTA)(P.L. 93-237) for states to conduct a review of all child abuse
and neglect deaths for the previous 5 years and then use the results of these efforts to develop prevention
plans. This dollar amount is not the result of a careful formulation. In fact, it is not known if one billion
dollars is sufficient to the tasks identified. There is no evidence that this experiment will result in saving
children’s lives and there has been no acknowledgement that this experiment doesn’t reconcile that Commis-
sion discovered questions about the reliability of the current data states have (and federally funded reporting
systems) and the subjective nature of how it is decided that a death was or was not determined to be child

abuse or neglect.

Child safety must be the paramount concern of every decision made for a child who is abused or neglected.
Reasonable efforts and services, in most cases, should be made to keep the family together or reunite the
family when it is safe for the child to do so. The Commission found conflicting information about the tools
utilized to assess child safety and even too little evidence that much of the menu of current services provided
to families are effective in keeping the child safe and changing the family’s crisis circumstances or abusive
behavior. Yet the Commission’s report is full of recommendations to provide services without adequate atten-
tion to these services’ lack of effectiveness in protecting children from abuse. I would support well-thought
out, carefully formulated recommendations to fund effective services, but funding ineffective services put

children, who have already been identified as abused, at an even higher risk of re-abuse or even death.
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5. The Commission has failed to examine the many federal and state laws that require reporting, investiga-
tion, determination, intervention and services to children and families. The implementation of these laws is
contingent upon states fulfilling certain requirements to keep children safe. For example, the Adoption and
Safe Families Act (ASFA) (P.L. 105-89) requires that child safety must be paramount and that “reasonable ef-
forts” to preserve and reunify families can be bypassed. For example, ASFA provides in cases where the child
has been subjected to “aggravated circumstances... (...which ... may include but not be limited to abandon-
ment, torture, chronic abuse and sexual abuse); ... the parent has...committed murder ... of another child of
the parent; ... committed voluntary manslaughter.... of another child of the parents;...” that no efforts need be
made. Few states are using aggravated circumstances to protect abused children from re-abuse or death, but

continue to receive federal funds.

The Child Abuse Prevention and Treatment Act (CAPTA) (P.L. 93-237) contains provisions that are very simi-
lar to ASFA clarifying that states are not required to make reasonable efforts to reunite a child whose parents
have been convicted of a heinous crime against a child or a sibling (Compared id. § 51061, with Adoption
and Safe Families Act of 1997, P.L. No. 105-89, {101, 111 Stat. 2115, 2116 (1997). In addition, CAPTA requires
hospitals to have in place “a plan of safe care “ for infants born prenatally exposed to illegal drugs or suffering
from withdrawal symptoms or Fetal Alcohol Syndrome Disorder (FASD). Child Protection Services (CPS)
must be notified to assure the infant’s safety through the provisions of services to the mother and infant
following discharge. The plan of safe care requires notification to CPS in cases of substance-exposed infants,
but the notification is not a report of child abuse, it is a pathway to access needed services. This Commis-
sioner would like to see a requirement to amend the CAPTA safe plan to include how the state is effectively
developing inter-disciplinary plans of safe care. It is also important for states to develop collaborative plans
across cabinet-level departments and funding streams (such as Maternal, Infant & Early Childhood Home
Visiting Programs (MIECHV), MCH, SAMHSA, and IV-E and IV-B) to support substance-exposed newborns
and their mothers. Few states are using the “plan of safe care” for newborns but continue to receive federal
funds. There are no federal regulations in place to guide states on CAPTA law in its entirety or in this provi-

sion. This gap is not adequately addressed in the Commission’s report.

6. The lack of implementation of current laws with the goal of child protection is well known in the field.
Meeting the requirements of current federal laws is a condition of states’ receiving federal funds, yet no state
has lost any funding for failure to implement these child protection laws. The Commission has not called for

penalizing states that are not in compliance with current child protection statutes.

7. IV-E waivers were first established in 1994 and have been extended many times since, the latest in

the Child and Family Services Improvement & Innovation Act (P.L. 112-34). The latest statute reauthorized
ten new waivers for FY 2012-2014 but added a new provision that specified that all waivers must terminate
September 30, 2019. The Hatch-Wyden proposed bill, Family First Act would begin the process of finance
reform as it would open up the IV-E funding streams to provide specific services to children at imminent risk
of entering foster care, and services to parents, and to kin caregivers for 12 months through the IV-E pro-

gram. Evidenced-based, trauma-informed mental health, substance abuse and in-home skill building services
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will be offered to parents and kin caregivers. The bill has not yet been introduced but it is the hope of this
Commissioner that the program start with babies from birth to five years. It is also my hope that the bill ad-
dresses the serious opioid epidemic that is so devastating to the survival of many children and their mothers.
The Commission in supporting the extension of IV-E waivers undermines the purposes established in the

Hatch-Wyden legislation. The time for discrete waivers has come and gone, it is time for full finance reform.

8. The Commission has made no mention of the failure of most states to criminally prosecute perpetrators
who are most often parents or caregivers. Many child abuse and neglect cases are not the subject of criminal
court proceedings. If the case does go to criminal court, the typical sentence includes probation or five years
in jail (criminal.findlaw.com). As Governor Cuomo recently noted, abusers too often do not go to jail for en-
dangering the welfare of a child. In his recent State of the State address he proposed that the penalty for child
abuse be raised from a misdemeanor to a felony with up to 77 years in prison (AP, January 14, 2016). The fact
that serious, repeat child abusers most often are not processed through criminal court leads this Commis-
sioner to believe that the lack of criminal prosecution in these cases makes young children highly vulnerable.
This is not a new issue. In 1995, the Federal Advisory Board recommended that states should enact “felony
murder or homicide by child abuse statutes for child abuse and neglect” (U.S. Advisory Board on Child

Abuse and Neglect, 1995). The Commission is silent on prosecution of perpetrators.

In conclusion, my no vote represents my belief that putting more money into an ineffective child protection
structure will not save lives. Likewise, providing limited funding for ineffective services will not save lives.
The Commission missed an opportunity to reform and then rebuild a fragmented child protection system in
this country. Instead its approach is reactive, reactive to a system and structure that has itself been built in a
reactive and fragmented manner over decades and is failing innocent children. Open and critical review of
current policy and practices, and pathways to improving these issues is what cries out to be addressed, and

not merely the balm of more money.
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Appendix L: Letters From Commissioners

This appendix contains letters submitted by individual Commissioners after the final Commission vote. These letters
have not been reviewed or discussed by the full Commission, nor have they been subjected to the same factual and

editorial review processes as the other sections of this report.
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Feb. 22, 2016

°
AI I Iance It has been a true honor to serve our nation’s children and families as a member of the
JorStiong Fanililes Commission to Eliminate Child and Abuse Neglect Fatalities. Our Chairman, Dr. David Sanders,
il has done a superb job. Our process has been comprehensive and has provided many
opportunities for people across the country to be engaged in helping us provide the President
Susan N. Dreyfus and Congress a pathway of interconnected solutions that should provide great hope and
President and CEO confidence that we can solve this vexing and longstanding tragedy in our nation. | want to thank
OFFICERS John Boehner, former speaker of the U.S. House of Representatives for appointing me to this
Denints Richardiari commission and this inspiring opportunity.
Chair
Molly Greenman Throughout this process, my fellow Commissioners, while at times differing on strategy, were
Viee Chair united in our paramount goal to keep more children from dying from abuse and neglect. It has
Rag Mand%r;;grej, been an honor to serve with them. | fully support the Commission’s final report and all of its
Mary Hollie recommendations. The issue of child fatalities by abuse and neglect is a complex challenge that
Secretary simply can’t be fixed with quick and singularly focused solutions. As a country, we have tried

that time and again, which is why we continue to be perplexed by this national epidemic. We
understood—and | truly believe—that if our recommendations are seen as an interconnected
web of solutions, we can save children’s lives.

| have been deeply involved in child welfare since 1996. | have been responsible for child
protection in both Washington State under Gov. Chris Gregoire and in Wisconsin under Gov.
Tommy Thompson. | have served both Republican and Democrat governors. Now, as president
and CEO of the Alliance for Strong Families and Communities, | am honored to serve,
strengthen, and represent nationally nonprofit human-serving organizations that are critical
partners with the public sector and communities to protect children and strengthen families.

| never experienced partisanship in either of the states | served because of our deep belief
across the political spectrum in the responsibility of parents and the importance of strong and
loving families as the most important building block for children to grow and reach their fullest
potential. We understood that none of us became good parents on our own, and that as a
community we share responsibility to help all families succeed and make sure children are safe
and healthy. We were clear that when they were not and we were unable to preserve and
strengthen their birth family, we had the paramount responsibility to ensure their safety and
provide them with lasting permanency in a loving home, preferably with another fit and willing
relative. During this time, we were learning more from the advancing sciences about the
devastating and expensive loss of human potential caused by child abuse and neglect and other
complex stresses in a child’s life, and about adapting the science to our policy and practice.
While we may have differed on how to do it, we never were separated on these core values,
principles, and goals. | believe that across our country this is true today.
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So, why we are still perplexed by our inability to solve this issue? | often tell people that when it
comes to child protection, | feel as if | am watching a soap opera whose storyline never seems to
change. The issues and challenges we faced more than 20 years ago never seem to sustainably
improve at scale and we still are not getting in front of the public health crisis of child
maltreatment in our nation.

We simply can’t confront this issue with the already-tried solutions that have a singular focus on
the work of public child protection agencies alone. Yes, strong and effective child protection
agencies are the critical foundation for our country’s ability to respond effectively to safety
concerns. But it will take a new national strategy that creates the 21st Century Child Welfare
System our report calls for. This system is a multidisciplinary system with shared accountability.
It is built through the proven public health approach that when combined with making sense of
the multiple existing funding sources across the federal government, new funding, focused
waivers, a priority on very young children, and the other interconnected strategies articulated in
this report, we truly can put an end to this national tragedy and see more children reach their
fullest potential as contributing members of society.

Sincerely,

PILoIuLIIt Uniu e

Alliance for Strong Families and Communities
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February 22, 2016

David Sanders
Chairman
Commission to Eliminate Child Abuse and Neglect Fatalities

Dear Chairman Sanders:

I would like to thank you and all of our fellow commissioners for their hard work over
the last two years. Together, we sought to find effective means to prevent the deaths of children
from abuse and neglect. In attempting to fulfill that charge, we had the honor to hear from
dedicated and caring individuals from across the United States. Our goal was to identify existing
interventions for at risk children and to make recommendations that could have a meaningful
impact in preventing child abuse and neglect fatalities. Unfortunately, on the whole, I am unable
to agree that the Commission’s report accomplishes that goal.'

At a very early stage in our work, we recognized the deficiencies in the data with which
we had to work. As we looked at the data across jurisdictions we saw differing definitions,
differing caliber in reporting, differing ability to ascertain correctly whether a death was the
result of abuse or neglect, and differing means to create infrastructure to improve data collection.
Although these concerns reflect only a fraction of our data deficiencies, they demonstrate the
need for comprehensive data collection improvements. There must be universal definitions and
collection and reporting requirements. Obviously, this requires a robust data collection
infrastructure. For those jurisdictions that lack the means to create such an infrastructure, funds
must be made available to fulfill that mandate. This last point is of particular importance to
sovereign Native American Tribes.

As data collection improves, Congress and child protection systems will be able to
prioritize resources. There is an urgent need to examine which services actually work. The vast
sums discussed in the Commission’s report are meaningless if they are used to buy quantity over
quality. Our charge is to prevent abuse and neglect fatalities not to enrich bureaucracies.

To prevent fatalities and to identify effective interventions, we need to change the way
we look at families. For example, whether or not Congress accepts the recommendation that
States evaluate fatalities for the previous five years, there is a need to evaluate both the risk
factors that existed in those families and the protective factors possessed by similarly situated
families that do not experience these tragedies. A true preventative intervention would allow us
to duplicate or enhance those protective factors, thus protecting children without the trauma of
disrupting familial bonds.

! In addition, as a sitting judge, I cannot ethically endorse either explicitly or implicitly specific entities. Nor may I
allow myself to be attached to a report that may be construed as an advertisement for those entities.
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David Sanders
February 22, 2016
Page Two

As we expand how we look at families, we cannot afford to forget about the deaths of
older children. The Commission focuses on children under five but we must remember that 30%
of abuse and neglect fatalities involve victims aged five and older. Likewise, we must remember
that there are historical factors that affect families. Accordingly, those historical factors must
guide our efforts. For example, when we look at Native Americans, we must recognize that for
some families hopelessness can fill the void left by the loss of language and culture.

As we paint a more holistic picture of families, the Commission is right to elevate the
plight of children by raising the status of the Children’s Bureau within the Department of Health
and Human Services. We should not, however, dilute that new status by bringing other
departments (such as the Maternal and Child Health Bureau) under the authority of the
Children’s Bureau. Nor should we expend scarce resources on additional bureaucracies such as a
coordinating council. Instead we should maximize existing resources by encouraging cross
disciplinary training amongst existing actors in the greater child protection community. For
example, there is no reason we could not encourage training including such diverse actors as
police and doctors. Police can educate doctors on investigative matters while doctors educate
police on recognizing medical indicators of abuse or neglect.

The Intact Family Court demonstration sites that the Commission’s Report proposes are a
particularly inviting manner to expend funds. These courts provide the opportunity to take
advantage of many of the strategies that I have raised. First, by focusing on family preservation,
these courts by necessity would need to target services designed to enhance and promote
protective factors. Second, by taking a holistic view of the family, these courts would be able to
explore interventions that build on a family’s culture and history. Third, by drawing on readily
accessible cross disciplinary resources, these courts provide a vehicle through which we could
draw on the expertise of disparate professions and a vehicle through which cross disciplinary
training could occur. In this manner the intervention would exceed the sum of its parts resulting
in an intervention befitting the 21 Century.

Sincerely,

Patricia M. Martin
Commissioner
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|
Jennifer Rodriguez, Executive Director

Youth Law Center

jrodriguez@ylc.org

February 24, 2016

David Sanders, Chairman
Commission to End Child Abuse and Neglect Fatalities

Dear Chairman Sanders,

It has been an honor to serve under your leadership on the Commission as we
learned from experts across the country about needed actions to protect
America’s children from fatalities due to abuse and neglect. While each of the
Commissioners brought different experiences and perspectives to this work, |
believe we shared a common belief that the life, health, and spirit of every
child in our country matters, and that the need to make drastic changes to the
way we approach child protection is urgent.

My commitment to the children impacted by this Commission’s findings and
recommendations is both professional and personal. | am one of the hundreds
of thousands of children for whom CPS intervened due to abuse and neglect.
Like so many children, | was placed in foster care as removal was the only
intervention available to those charged with ensuring my safety. While | am
deeply grateful that this intervention kept me alive, | left foster care with the
permanent scars of growing up under the care of an overburdened,
underfunded system that was never able to provide the nurturing parenting |
desperately needed. Our child protective system was unable to provide any
resources to help my parents, and they never received the interventions that
might have assisted them to become healthy.

| believe | may have learned the most about the ways that our child protective
system needs reform from my current experience as a mother. Despite the
incredible supports | received that created stability in my adult life, | have
faced the challenge of parenting without a roadmap and without resolution of
my own early trauma and loss. | also have seen how making good decisions
for my children requires me to be constantly learning, assessing the results of
my efforts, prioritizing and harnessing every available resource, technology,

and tool to ensure my children have happy and healthy childhoods. Over the
course of the commission, as | learned the heartbreaking stories of children
we have failed, | could not help but be dismayed by the contrast of the very
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different approach we have taken with our child protective efforts. | believe we

have a moral, ethical and legal obligation to reform our efforts to protect

children by investing in learning how to provide supports and interventions

that are effective and meaningful, developing and using innovation, and

partnering to provide a real support net to children and families.

| strongly support the recommendations in this report that will help us achieve
this goal of a child protection safety net that incorporates the rigorous
research, data collection and sharing, multi-disciplinary approach, and
concrete supports to children and families that we are currently capable of
providing. We need the knowledge, skills, resources and leadership of
agencies that have not previously taken ownership of the welfare of
vulnerable children and families. We must make efforts to apply what we are
learning through safety science to CPS agencies chronically plagued with
leadership, management, workforce and accountability troubles. We must
assess our ability to creatively harness technology and data to assist these
children and families. We need to invest in rigorous research to develop a
knowledge base about the services, supports, and interventions that support
families in healing and health. We must offer vulnerable families who are
devastated by the impacts of mental illness, substance abuse and poverty
concrete resources such as immediate access to mental health and substance
abuse treatment that allows parents and children to remain unified, subsidized
high quality childcare, and in home supports in lieu of removal whenever
possible. And, we must engage and listen to the voices of families and youth
about what is working, what is needed, and what is not helpful.

It is a national tragedy and public health crisis when thousands of children are
deprived of a childhood and the chance to experience the joys and milestones
of life. With my fellow Commissioners, | strongly believe we can do better: as
individuals, as communities, as states and as a nation. | hope this report assists
in establishing a vision and pathway to that goal. Vulnerable children are
depending on our nation’s collective assurances that we will take every
necessary action to ensure their well-being.

Sincerely,

Jennifer Rodhiguey

Jennifer Rodriguez
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David Sanders, Ph.D., Chairman

Dear Commissioner Sanders:

It has truly been an honor to serve as a White House appointee to the Commission to Eliminate Child
Abuse & Neglect Fatalities over the last two years. As our Commission traversed across the country, |
was humbled by the individuals we met in every community, who all shared the commitment to serving
families that are at highest risk for child abuse and neglect. I was moved by all the testimony, whether
from a state leader, a child welfare frontline caseworker, a local community service provider, or a parent.

As our Commission began deliberating after our two years on the road, there were many times that I
was not sure if my fellow Commissioners and I would achieve consensus. We hailed from quite
different backgrounds, and we often differed in our interpretation of the testimony we heard
together. But, in the end, I do believe that a true consensus emerged, resulting in a national strategy
that is reflected in this Commission report. That national strategy relies heavily on supporting local
communities to better develop solutions that will fast track services for families at the moment risk
is identified. And these solutions will only come if silos are removed, and all the key players are
enabled and held responsible for protecting children and helping families.

To say a consensus was reached is not to say that compromises were not made. But they were made
because we all believed that the national epidemic of child abuse and neglect fatalities demanded that we
identify concrete steps for immediate action. The safety and well-being of too many children at risk drove
us to find consensus and a way forward.

Indeed, a set of foundational principles emerged from our deliberations that were shared across
Commissioners and resonate from these pages. First, given the great diversity of local communities with
very different capacities and challenges, we concluded that we needed to be cautious in prescribing local
solutions from the federal level. Rather, we needed to permit local communities to identify and be held
responsible for the strategies that promoted better cross-system collaboration to protect children from
imminent harm. These strategies would recognize that the responsibility for the fatalities that were
occurring do not rest solely within child protective services, but are shared across many professions that
work with young children and their families, including those in healthcare, childcare and early education.
We concluded if states could apply the knowledge gained from interdisciplinary review of prior fatalities
and their highest risk cases, they could develop strong plans that best leveraged their resources and
prevention programs for as many families in need as possible. If accompanied by more organized and
integrated federal executive leadership for children and families, alongside new funding or flexibility in
how existing funding streams could be used to achieve these goals, we would in essence be creating a
new, learning child welfare system across every state in the country that could better confront the needs of
families into the future.

Where consensus did break down was in how we would ultimately finance this new national strategy.
Many advocated for new base funding for the Child Abuse Prevention and Treatment Act (CAPTA),
recognizing that CAPTA was an unfunded mandate from its inception, and also acknowledging that many
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systems lacked the funding to recruit and sustain our child protective services workforce. Others debated
the scale of funding that would be necessary to achieve these goals. Finally, there were some who
foresaw the many restrictive and siloed funding streams in child welfare and human services to be the
greatest impediment to states making prevention services more readily available to high-risk families. A
major strength in this report is that we acknowledged these differences, providing choices for Congress
and the Administration to deliberate as to how best to resource this plan in its entirety moving forward.

Only time will tell if this report has the impact we all hope it will have. If, 10 years from now, we have 50
states implementing plans that are more capable of bringing together professionals across many disciplines
to better serve our highest risk families, we will know we are on track to a better future. What is needed
now is a determination in Congress and within the Administration to act on this new strategy as soon as
possible, and with an urgency befitting the knowledge that many children will continue to die each day
until they do so.

Sincerely,

David Rubin, MD MSCE
Director of PolicyLab
The Children’s Hospital of Philadelphia

Professor of Pediatrics
Perelman School of Medicine at the University of Pennsylvania
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