
October 18, 2005 
 
Dear Fellow Hoosier: 
 
Each day in the US, three children - that we know of - die as the result of abuse or 
neglect.  Unfortunately, research clearly shows this is only the “tip of the iceberg”.  
Hoosier children are dying as the result of abuse or neglect at the rate of roughly one a 
week.  Although it is the Child Protective Services (CPS) agency that appears in the 
media as having “failed” these children, it must be recognized that we, as a community, 
have failed to protect their lives.   
 
Child fatalities are often not recognized as abuse or neglect for a number of reasons such 
as inadequate death scene investigations, failure to complete autopsies when appropriate, 
lack of cooperation among agencies or incorrect data collection.  Child fatality review 
teams have been shown in counties and states across the country to improve the accuracy 
of child death investigations.  Through a multi-disciplinary approach, deaths of victims 
under the age of 18 years are reviewed and a collaborative decision is made as to whether 
abuse or neglect is implicated in a child’s death.  This process is not one of assigning 
blame—either to those who were involved in an investigation or to those who may have 
contributed to the death.     
 
Indiana Code 12-13-15.1-5 establishes a “Statewide Child Fatality Review Committee”.  
The members of this team were appointed by the governor in 2004 to review sudden, 
unexplained or unexpected deaths in Indiana.  The Indiana State Fatality Review Team is 
composed of Hoosiers from across the state from a wide spectrum of disciplines.  We are 
doctors, lawyers, teachers, police, mental health counselors, prevention specialists, public 
health officials, emergency medicine service providers, nurses—we are you.   
 
Earlier this spring, the Indianapolis Star reported that there were 19 cases of child deaths 
in the state that had “prior contact with the Child Protection System”.  Our team reviewed 
these cases to learn if these deaths could have been prevented and if so, how these 
children could have been protected from injury and death.  A summary of our findings is 
attached.  An overwhelming number of deaths in children are preventable

 

.  The most 
important purpose of this review process is to prevent future unnecessary deaths.   

We have much to learn from the children who die in our state.  We hope that all Hoosiers 
can apply the knowledge gained by the Indiana Child Fatality Review Team to prevent 
future deaths of our most valuable resource. 
 
 
Antoinette L. Laskey, MD, MPH 
Chair, Indiana Child Fatality Review Team 
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Indiana Child Fatality Review Team Report on 2004 Deaths with Alleged Prior CPS 
Contact  
 
The vast majority of these tragic deaths were preventable.  It is our sincere hope that we 
as a state can learn from them and take steps to ensure that no more of our children die 
preventable deaths.  
 
Obviously, change is not easy.  Some changes require increasing the awareness of 
members of our communities.  Some changes require legislation to enable improved 
actions on the part of Child Protection Services or law enforcement agencies.  Some 
changes require that people take responsibility for speaking up for children they are 
worried about.  The Indiana Child Fatality Review Team recognizes that these changes 
cannot and will not occur overnight.  Nonetheless, we feel it is important to enumerate 
them here, even if they seem to be impossible changes at this point in time.   
 
Recommendations 

1. Improve communications between the medical community, law enforcement 
agencies and Child Protection Services (CPS).  The medical community must 
understand its role in “interpreting” medical findings so that CPS and law 
enforcement can appropriately act on behalf of children and their safety and well-
being.  CPS and law enforcement must understand the importance of certain 
medical findings or the need for further evaluation in cases of potential abuse or 
neglect.  

 
2. Prevention and early intervention programs such as Healthy Families or Head 

Start are a safety net that must have financial resources to serve our communities’ 
families.  Resources and access must be enhanced, through public or private 
venues to provide these services to at risk children.   

 
3. Connect “high-risk” and “at-risk” families with support services within their 

communities before, during and after CPS involvement.  Community support 
agencies exist in a variety of formats, for example, faith based organizations or 
neighborhood alliances.  These community groups are in the best position to 
advocate for families in their own community and provide necessary support 
rapidly and in an on-going, non-intrusive manner.  Support systems are able to 
provide longer follow-up to ensure safe environments to better protect our 
children. 

 
4. Institute policies of home-safety checks when CPS becomes involved with 

families to ensure that children and their families are living in safe environments.  
This would include basic home safety: safe sleep environments for infants, 
working smoke detectors, child-proofing of poisons and medicines in the home, 
appropriate and properly installed car safety seats, and so forth. 

 
5. Legislative change to allow access to child welfare records across counties via 

the Indiana Child Welfare Information System (ICWIS) will allow the 
development of a “culture of collaboration” among county CPS agencies.  Many 
families are mobile and cross county lines.  Several cases we reviewed were 
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known to CPS in one county but a critical incident occurred in another county.  
Access to electronic centralized records would be one possible step towards 
improving our ability to protect children.   

 
6. Change CPS policy to allow for maintenance of CPS records longer than 6 

months in unsubstantiated cases.   
 

7. Increase community awareness of Indiana’s mandated reporter law.  In a number 
of the deaths reviewed, community members commented to the media that they 
were aware of the dangerous situation or they were concerned about the safety of 
a child, but did not report their concerns to CPS.  CPS must be aware of a 
problem in order to protect a child.  Hoosiers must understand how and when to 
report their concerns.  

 
8. Improve education of all health care providers on recognizing abuse.  National 

studies clearly demonstrate that nearly a third of children with abusive head 
trauma are missed on initial presentation to a health care provider.  Failure to 
diagnose abuse and neglect results in preventable deaths and disability of 
numerous children each year.  

 
9. Enhance access to mental health and substance abuse services. A significant 

number of child victims die at the hands of someone with mental health and drug 
or alcohol problems. 

 
10. Educate parents and caregivers about hazards in the community.  Deaths as a 

result of unsafe sleep conditions for infants, failure to use car seats, and lack of 
supervision of young children are all preventable if caregivers are made aware of 
risky practices and how to avoid hazards. 
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Review of 19 child deaths with “prior CPS contact” (FY2004) 
 
Although it has been reported that these 19 cases had previous CPS involvement, the 
team’s in-depth analysis of the case files of each of these cases revealed that 7 of the 
19 had no prior involvement of CPS with the child victim.  Of the remaining 12 
children who had previous CPS contact prior to their death, further analysis of that 
prior contact revealed: 

• Cases where the child was a victim of another perpetrator, not the 
caregiver responsible at the time of the child’s death 

• Cases where neglect was substantiated for a “dirty house” and the 
caregivers complied fully with CPS requirements 

• Cases where abuse or neglect was substantiated against a caregiver for a 
sibling of the victim 

 
Characteristics of child victims (N=19): 
• 10 male, 9 female 
• Age range 2 weeks to 13 years 9 months 
• Mean age 32.2 months, median age 27 months 
• Racial distribution: 15 White, non-Hispanic, 3 African-American, 1 Hispanic 
• Cases from 13 different counties, spanning the entire state 
 
Circumstances of child deaths (N=19): 
• Manner of death: 8 homicides, 7 accidental, 3 natural, 1 undetermined 
• Leading causes of homicide deaths were blunt force trauma to the head and blunt 

force trauma to the abdomen 
• Leading cause of accidental deaths was automobile related (passenger killed as a 

result of a collision or pedestrian killed by a motor vehicle) 

42%

37%

16%
5%

Homicide
Accidental
Natural
Undetermined

 
Abuse and Neglect Contributing to Deaths (N=19, not all categories are mutually 
exclusive): 
• 10 cases were the result of confirmed neglect 
• 8 were the result of confirmed abuse and confirmed neglect 
• 1 was the result of confirmed abuse alone 
• 1 was the result of suspected abuse (and confirmed neglect, included in count 

above) 
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Perpetrators (N=19, not all categories are mutually exclusive): 
• Acts of commission, that is, an act of abuse that resulted in death were perpetrated 

by (or were suspected to be perpetrated by): 
o Mother’s boyfriend/significant other (4 cases) 
o Mother (3 cases) 
o Sibling (1 case) 
o Father’s girlfriend/significant other (1 case) 
o Unknown perpetrator (1 case) 

Acts of Commission: Perpetrators
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• Acts of omission, that is, failure to do something directly resulted in a death by 

abuse or
o Mother (10 cases) 

 neglect: 

o Grandparents/Other Family Members/Parent (e.g. a parent actively 
involved in child’s life but was non-custodial at the time of the incident) 
(12 cases) 

o Caregiver at time of incident (2 cases) 

Acts of Omission: Perpetrators
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Was the death “preventable”? 
• On a scale of “Not at all/Possibly/Definitely”, all but 4 deaths were considered 

definitely preventable by the team.  These four cases were classified as “possibly 
preventable”.  No case was considered “not at all preventable”.   

• The team discussed who could have potentially intervened prior to the child’s 
death, possibly preventing the death.  In every case, there were multiple people in 
the child’s life who could have made the difference. 

o In nearly every case, the primary caregiver of the child, whether that was a 
parent or other guardian, could have actively done something to prevent 
the death  

o In 9 of the cases, there was evidence that other members of the community 
were aware of a potentially dangerous situation for the child and a member 
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of the community could have done something to potentially prevent the 
death 

o In 6 of the cases, action on the part of a medical provider could have 
prevented a child’s death 

 
• Risk factors identified as contributing to these fatalities include (Nearly all cases 

had more than one risk factor): 
o 7 cases had significant medical risk factors (e.g. medically complicated 

children, chronic medical conditions) 
o 7 cases had significant economic risk factors (e.g. financial situations in 

households that prevented access to adequate day care for children) 
o 12 cases had significant environmental risk factors (e.g. unsafe 

environments due to inadequate living conditions) 
o 4 cases involved the use and abuse of alcohol and/or illegal drugs 
o 13 cases had significant social risk factors (e.g. domestic violence, adults 

caring for the children known to the caregiver to have violent tendencies) 
o 13 cases had significant behavioral risk factors (e.g. previous use of 

inappropriate discipline) 
o 1 case had a known significant mental health risk factor in a caregiver 
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What can be done?  PREVENTION 
Parents and families: The front line of prevention 

• Injuries and deaths can be prevented by a family’s actions before

• Recognize hazards in your child’s environment 

 a child is 
 harmed. 

o Always use the appropriate car seats for children under age 8 
o Always have working smoke detectors and fire escape plans  
o Place infants on their back to sleep in a crib of their own without pillows, 

blankets or stuffed animals 
o Never leave young children unattended where they might encounter 

vehicles or bodies of water 
o Never leave guns where a child may find them; use gun locks or safes and 

never keep ammunition with your firearm 
• It is never OK to hurt a child 
• Make sure every person who cares for infants and young children knows to never 

shake a child 
• If you have concerns that a child is being abused, report your concerns to child 

protective services immediately at 1-800-800-5556 
 
Child Protective Services: Intervention to prevent further harm 

• Child Protective Services can only intervene once a child has been harmed or is at 
high risk for being harmed.    

• Communicate:  working collaboratively across counties prevents children from 
falling through the cracks when they move 

• Establish working relationships with neighborhood and community support 
services.  These agencies are better suited to ongoing support of families within 
communities and form a safety net that CPS simply cannot provide 

• Evaluate the safety of children’s environments.  Once CPS is involved with a 
family, take the opportunity to assure that all children in the house have a safe 
place to sleep, there are working smoke detectors and there are appropriate child 
safety restraints in the car. 

• Retain unsubstantiated reports.  Purging records of unsubstantiated reports in as 
little as 6 months prevents the development of concern for the welfare of children.  
Unsubstantiated reports should be retained in the system for a year or longer. 

 
Healthcare Providers: Recognizing abusive injuries in children to prevent further harm 

• A child who is the victim of abuse must be properly identified to prevent further 
harm coming to this child or others in the care of the perpetrator.  The goal should 
be to prevent children from getting to this point.  The only way to do this is 
through primary prevention (see parents and families, above) 

• Communicate:  Doctors and healthcare providers need to clearly articulate 
concerns to CPS.  CPS cannot adequately protect children if they do not 
understand the medical issues involved.  HIPAA does not prevent the medical 
community from discussing issues of abuse or neglect or potential criminal 
activity with the appropriate authorities. 

• Recognize signs of abuse:  30% of abusive head trauma is missed on first contact 
with the medical system.  Cases are more likely to be missed in children who are 
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white or who have parents who are married.  Doctors need to appropriately 
recognize what types of injuries have a high likelihood of being inflicted in 
certain age groups.   

• Educate parents on how best to protect their children:  In the first 3 years of life, 
the average child will see their doctor at least 9 times, providing valuable 
educational opportunities to advise parents on safety issues. 

 
We are saddened by the continued preventable deaths of children in our state.  We hope 
that by looking closely at what has happened, we can learn from it, and apply that 
knowledge to prevent what will happen if we do nothing.  As a state, we must take action 
on behalf of our children.   
 
Respectfully submitted, 
 
The Indiana Child Fatality Review Team 
 
Antoinette L. Laskey, MD, MPH (chair) 
Forensic Pediatrician 
(317) 630-2617 phone 
alaskey@iupui.edu 
 
Pam Connelly, LCSW 
Child Protection Services 
(812) 448-8731 phone 
Pamela.connelly@dcs.IN.gov  
 
Linda Cook 
Law Enforcement 
(765) 747-4755 phone 
lcmouse@juno.com 
 
Charlene Graves, MD 
Pediatrician, IN State Health Department 
(317) 233-7164 phone 
chgraves@isdh.in.gov 
 
Cheryl Hillenburg, JD 
Prosecutor’s Office 
(812) 752-8466 phone 
SIRVAW@juno.com 
 
 
 
 
 

Dianna Huddleston, ACSW, LCSW 
Mental Health Provider 
(765) 497-2002 ext 321 phone 
dianna@wvhmhc.org 
 
Roland Kohr, MD 
Forensic Pathologist 
(812) 237-1616 phone 
Rkohr10612@aol.com 
 
Kathi Lange, MSW, LCSW, LMFT 
Child Abuse Prevention 
(765) 762-0611 phone 
kathi@familiesunited.us 
 
Phyllis Lewis, RN 
Department of Education 
(317) 232-9142 phone 
plewis@doe.state.in.us 
 
G. Lee Turpen II, CCEMT-P 
Emergency Medical Services 
(812) 421-6500 ext 320 phone 
lturpen@amr.net 
 
Alfarenea Ballew 
Coroner’s Office 
(317) 327-4744 phone 
awilliam@indygov.org 
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