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Purpose:
This letter is for informational purposes regarding child fatality review.

Procedure or Information:
The following provides data and a report summarizing the findings and areas of concern
based on the State/County Fatality Review Team’s review of child maltreatment deaths
from 1997 through 2001. This report was written by Phil Setter, contract provider for the
Colorado Department of Human Services, Division of Child Welfare.

Child Maltreatment Deaths: Trends of Note.
Since 1989, a team of county and state staff has reviewed cases in which the county
department has had prior or current service involvement within five years preceding the
abuse/neglect related fatality. The purpose of the State Fatality Review is to identify ways
in which the system's interventions and responses could be strengthened and improved.
The team fulfills an educational function in its reexamination of and recommendations
regarding policies, procedures and training within social services and in coordination
with other community agencies.

County department staffs alert the Colorado Department of Human Services to any child
deaths referenced in Volume 7 (7.202.77). If there has been previous departmental
involvement prior to a suspicious death, case information is submitted to Susan Ludwig,
Child Protection Response Program Supervisor, following completion of the fatality
investigation. The case is then scheduled for review. It should be noted that Volume 7
also requires counties to hold an internal review in those instances in which there has
been a child abuse/neglect death on an open case or in one that has had prior involvement
within the past five years.

In June of 1997 an agency letter, CW-97-25-I, was issued providing counties with
demographic data collection and analysis.  Included in that county letter were 8 issues
identified by the team with regard to issues of concern in cases with fatalities that had
been reviewed. Those issues are summarized here.

(1994 – 1996)
1. Supervisional neglect continues to be a dangerous and lethal aspect of parenting



found among our families and in our communities.  There is an acceptance of a
certain level of supervision that is often defined more by the attitudes and culture of
the community than the safety requirements and needs of the children.

2. Improved communication between county social services departments is needed.
Information available should be exchanged between county departments in a timely
fashion to allow for the appropriate level of risk and safety planning.

3. Increased coordination between states in sharing child protection histories is
needed.

4. Local child fatality review teams are needed to strengthen the prevention and
intervention efforts in each community and/or region across the state.

5. Transfer of cases between caseworkers within an agency is often a disruption to the
family's progress. Since outcome studies indicate that a positive relationship within a
therapeutic context is the most often identified factor credited for promoting change,
the loss of the relationship can be significant in the family’s or child’s course of
treatment. Agencies should carefully structure any caseworker changes and monitor
risk closely during this time.

6. At case closure or transfer to a less-intensive level of services, it is critical that a
comprehensive risk assessment is completed to determine whether the safety of the
child has risen to an adequate level.  Premature reduction or closure of services
increases the risk of further maltreatment, including fatal abuse or neglect.

7. Caseworkers providing family preservation services should be trained to look at
families within the context of risk and safety.  Assessment of safety and risk must be
ongoing and conducted by all service providers.

8. Support to the caseworker and other line staff (including supervisors) following the
death of a child in their work load is crucial.

In keeping with the intent of the 1997 county letter, a new review and analysis has been
undertaken to identify trends and issues noted during the team review process.  The cases
involved in the review are statewide and reviewed by the team from 1997 through 2001.
Many, but not all, represented cases that were open with county departments at the time
of fatality.

Issues and trends identified by the team and the analysis are as follows:

(1997 – 2001)
a. Communication between county departments continues to be an issue requiring

further improvement. As noted in the 1997 agency letter, county departments need to
improve their communication with each other regarding information on families
moving from one county to another. This information is crucial in allowing counties



to make service related decisions based on a thorough understanding of the family's
history and their ability to benefit from intervention. It is further noted that this issue
is defined not only from the perspective of the sending county not forwarding records
in a timely fashion, but also from the perspective of the receiving county needing to
take the initiative to get information they require to do an adequate assessment.

b. Increased coordination between states in sharing child protection histories
continues to be needed.  Again, a trend that was identified in 1997 continues to be an
issue of concern in the current analysis.  Critical information is often not available,
making it extremely difficult for departments to complete accurate assessments of
risk and safety and develop effective intervention strategies.  The information
required generally was not forthcoming and the assessment of the family usually
underestimated the safety and risk issues. Counties are urged to take an assertive and
proactive role with other states to secure the necessary historical information early in
the case assessment process.

c. Finding and using the prior histories on families continues to be a concern. As
already identified, this may be histories from other counties and states. In other cases,
the prior history available in the county’s case record was not obtained or used.
Additionally, it is important for counties to routinely check for current and prior
law enforcement involvement as part of their assessment preparation.  This is
particularly important in those case situations in which there are concerns for
domestic violence and substance abuse.

d. Response times, risk assessment and safety planning were each compromised by
counties not securing the existing prior history and the related knowledge of how the
family had responded to prior interventions.  Instances were still noted in which new
investigations were conducted as an incident driven event, isolating the new
assessment from what had previously occurred with and within the family.  Such
practices led to response times, risk assessments and safety plans that did not
adequately identify the appropriate level of concern and danger nor allowed for the
appropriate intervention strategies and safety plans to be put in place to safeguard the
involved children.

e. Also noted in the analysis of the cases reviewed was a tendency by county
departments to reduce the demands on families when the parents did not “rise to
the occasion”.  Decisions to return children home or modify pertinent aspects of
approved treatment plans were made even though parents had not complied with
significant aspects of their treatment plans or shown demonstrable progress on issues
of concern.  These decisions put children at risk and compromised their safety.

f. Caseworkers providing services to child protection cases need to understand and
manage the potential increased level of concern whenever the existing family
structure is altered by the inclusion of a new person.  The family dynamics and
level of risk can be significantly altered by the presence of a new boyfriend or a new
child in the family.  Reassessment of risk and safety factors should occur whenever



such an event takes place within the family.  Several fatality cases reviewed indicated
that boyfriends had not ever been interviewed by the involved workers or were not
actively tied into the existing treatment plan for the family.

g. Child protection teams are not always involved in reviewing the referrals being
received on open active cases or seen as a possible resource to assist departments with
difficult cases.

h. Several cases were identified as having conflict between human services and law
enforcement regarding the roles of each during a fatality investigation. Counties
need to develop or review memorandums of understanding (MOUs) with law
enforcement agencies to standardize protocols of reporting, joint assessment and
delivery of services. Particularly crucial is conveying to law enforcement the role of
both the department and law enforcement to determine the safety of the remaining
children and family members at the time a death is reported.

i. Assignment of fatality investigations to caseworkers. On several occasions, it was
noted that counties did not insure that the assigned fatality investigator had no current
or prior connections to the family.

Summary
Information from the 1997 analysis was shared with counties for county use. Also the
State examined the findings to better inform the State’s child protection efforts. In
response to these and other child protection findings, the State increased training in
safety, risk and needs assessment, made fatality investigation training available,
supported establishment of local community fatality review teams, and strengthened child
protection training for all county caseworkers. These finding reaffirmed the State’s
commitment to make a secondary trauma specialist available statewide.

With the release of this report, the State/County Fatality Review Team recommends that
counties use these findings to examine and strengthen county child welfare interventions.
Counties should use the findings to build on activities already in place, including review
of training and consultation needs, and enhancement of child protection policies,
protocols, community collaborative efforts and other initiatives oriented toward
improving child safety.

The State is reviewing training curricula to assure caseworkers are trained to the
identified issues. One example is the examination of curricula to assure that sufficient
response to domestic violence victims and their children is being taught.

A one-day workshop on safety management will be offered in metro-Denver on June 27,
2002 and additional workshops will be announced.

Case consultation on difficult child protection cases is available at no cost to county
departments. Child welfare experts provide consultation regarding most child protection
and permanency planning issues, including challenging neglect cases, early childhood



attachment and failure to thrive issues, secondary trauma situations, sexual abuse, rural
casework, legal, medical and law enforcement concerns.

As the State responds to the challenges these issues present, the State/County Fatality
Review Team asks for your feedback. We ask you to identify how the State can support
you in meeting the challenges these findings present, particularly in terms of coordinating
increased consultation and training opportunities. Please forward all comments to
Susan.ludwig@state.co.us.

Data:
Attached are Charts 1 through 5c that report totals from child maltreatment deaths in
Colorado over a five-year period. Included is national comparison data, although a
comparison of fatality rates among states is misleading due to variations from state to
state in how data is collected and how maltreatment deaths are defined.

Effective Date:
Ongoing information.

Contact Person:

Susan Ludwig, Susan.ludwig@state.co.us or 303-866-5956.

For consultant contact information:
(Counties may contact consultants directly to schedule)
Janet Motz, Janet.motz@state.co.us  or 303-866-5137
Carol Wahlgren, Carol.wahlgren@state.co.us  or 303-866-3278



Colorado Maltreatment-Related Fatalities
Type of Perpetrator 1995-1999

Day Care /Babysitter
8 or 6%

Foster Parent
4 or 3%

Other
3 or 2%

Unknown
10 or 7%

Mother
49 or 37%

Mother and Father
13 or 10%

Father
22 or 16%

Step-Father
4 or 3%

Grandparent / Other 
Relative
9 or 7%

Mother's Boy Friend
12 or 9%

Total = 134
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