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Dear Fellow Hoosier, 
 
Another year has passed since the State Fatality Review Team released its last report on 
substantiated abuse and neglect fatalities in Indiana.  We have spent the time since reviewing the 
State Fiscal Year 2006 fatalities and sadly, Hoosiers at all levels are still collectively failing to 
prevent the preventable:  Indiana children are still dying at an unacceptable rate.  
 

 
 
Many Hoosiers have followed the media coverage of the Tajanay Bailey case (Indianapolis Star, 
November 2007-January 2008).  While this case is justifiably upsetting to the public, it is only 
one example of the horrible ways our children are suffering needlessly. Dozens of Hoosier 
children lose their lives at the hands of violent and abusive caregivers each year and even more 
die through the careless inaction of adults.  These adults, responsible for providing safe homes, 
food and clothing, medical care, and protection from environmental dangers for the children in 
their care, are not providing these basic necessities.  Unfortunately, it is the children who are 
paying the dire price.    
 
This past year, our team reviewed cases that met the following criteria: 1) cases of child fatalities 
(e.g. <18 years of age) and 2) cases that were identified as meeting the legal standard for 
substantiated abuse or neglect by the Department of Child Services1.  Again, we have only been 
able to review a limited number of cases as a result of the limitations of the fatality review 
system in Indiana.  While this work is important in that we gain an understanding about the worst 
cases, it is not nearly enough.  These 56 deaths are not necessarily an accurate representation of 
how hundreds of other children are dying in Indiana.  Until Indiana develops and implements a 
more effective fatality review network, we will not be able to make headway in this effort.   
 

                                                 
1 56 cases were provided to the State Team to review by the Department of Child Services.  One case was 
subsequently overturned by an Administrative Law Judge on appeal by the alleged perpetrator.  Two cases were 
overturned after executive review by DCS.   

“System failed little TaJanay over and over again” 
“We’re still not protecting our children well enough” 

“Lack of urgency cited in girl’s death” 
“Judge: ‘We have to do better’” 



2 | P a g e  
 

As a team, we have again reviewed the cases provided to us by the Department of Child 
Services.  We have talked about what warning signs existed for these children and their families 
and we have formulated lists of recommendations based on our findings.  Now it is time that our 
fellow Hoosiers—healthcare professionals, law enforcement officers, child welfare workers, 
teachers, neighbors, families and legislators—must all heed these warnings.  This must be more 
than an academic exercise.  It is too late for the 56 who died in SFY 2006.  It is too late for the 
57 from SFY 2005.  It is too late for the hundreds and hundreds of children we have lost over the 
years.  These deaths should serve as the “canary in the coal mine” for our state.   The lesson must 
be “Prevention Through Understanding” and with understanding, there must be change. 
 
Antoinette L. Laskey, MD, MPH 
Chair, State Child Fatality Review Team  
 
 
Summary of SFY 2006 Substantiated Abuse and Neglect Deaths 
 
Methods 
Fifty-six cases were reviewed from the Department of Child Services (DCS) substantiated abuse 
and neglect deaths for SFY 2006.  By definition, these cases had DCS involvement which 
included an investigation and a finding that by state statute, abuse and/or neglect had occurred 
and contributed to the child’s death.  It is important to note that this creates an inherent selection 
bias in the cases reviewed.  Only cases that were 1) brought to the attention of DCS and 2) were 
investigated by DCS and 3) were substantiated were reviewed by this team.  The potential exists 
that other abusive or neglectful cases occurred and DCS was not notified and/or did not 
substantiate.  
 
The team reviewed medical records, police and social service records, Coroners’ reports, autopsy 
reports, and other collateral information collected by DCS on these cases.  When information 
from an agency was not included in the DCS records, efforts to gather that information were 
undertaken.  The team discussed each case and tried to determine what prevention lessons could 
be learned from each death.  We also attempted to learn the outcomes of cases in the criminal 
justice system.  Because of the nature of the data, some of our categories cannot be precise (e.g. 
in the perpetrator category there can be a perpetrator of neglect while that same child also has a 
perpetrator of abuse).   
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Results 
Characteristics of Child Victims (N=56) 

• Gender 
o 24 male (43%) 
o 32 female (57%) 

• Age Range: 1 day – 17 years (mean 44 months, median 15 months) 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

• Racial Distribution 
o 44 White  
o 9 African-American 
o 3 Other 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

Figure 1: Age distribution of fatalities 
 

Figure 2: Racial distribution of fatalities 
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Location of Deaths by County and CPS Region 
The following 41 counties had no substantiated child abuse or neglect fatalities for SFY 
2005 and SFY2006: Adams, Bartholomew, Benton, Blackford, Boone, Brown, Carroll, Cass, 
Clay, Crawford, Daviess, Dearborn, Decatur, DeKalb, Delaware, Dubois, Fountain, Franklin, 
Fulton, Gibson, Grant, Hancock, Harrison, Jay, Jefferson, Kosciusko, Lawrence, Marshall, 
Newton, Ohio, Orange, Pike, Ripley, Rush, Spencer, Starke, Sullivan, Switzerland, Tipton, 
Union, Wabash, Warren, Washington 
 
 
Table 1: Location of Death by County 

County Deaths by County County Deaths by County 
Allen 7 Orange 1 
Clinton 1 Parke 2 
Hamilton 1 Perry 1 
Howard 1 Porter 1 
Jackson 1 Pulaski 1 
Johnson 1 Randolph 1 
Knox 1 Scott 1 
LaGrange 1 Shelby 1 
Lake 5 St. Joseph 1 
LaPorte 2 Tippecanoe 1 
Madison 1 Vermillion 1 
Marion 14 Vigo 1 
Montgomery 1 Wayne 1 
Monroe 1 Wells 1 
Morgan 1 Whitley 1 
Noble 1   
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Figure 3: Distribution of reviewed fatalities by DCS region 
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Circumstances of Child Deaths (N=56) 
• Manner of Death (as taken from death certificate 
data)  

o 28 homicide 
o 20 accidental1 
o 6 undetermined 
o 2 natural2, 3 

 

 

 

 
1Two accidental cases reviewed by Team were later overturned and subsequently ruled unsubstantiated 
2Natural causes of deaths that could have reasonably been prevented had appropriate care been sought in a timely 
fashion 
3One natural death was later overturned and ruled unsubstantiated by DCS 
 
 
 
 
Table 2: Cause of Death 
Manner of Death Cause of Death N 
Homicide (N=28) 
Mean age: 4y 
Median age: 2y 

Blunt Force Trauma to Head/ “Shaken Baby Syndrome” 10 
Blunt Force Trauma Other than Head 8 
Asphyxia 4 
Gunshot Wound 3 
Stab Wounds 1 
Malnutrition/Dehydration 1 
Medication Overdose 1 

Accidental (N=20) 
Mean age: 3y 2m 
Median age: 2y 1m 

Drowning 71 

Motor Vehicle Crash 6 
Positional Asphyxia/Unsafe Sleep Environments2, 3 5 
Gunshot Wound 1 
Medication Overdose 1 

Undetermined (N=6) 
Mean age: 2y 8m 
Median age: 5m 

Undetermined  2 
Blunt Force Trauma to Head  2 
Cardiac Arrhythmia/Vascular Collapse 1 
Prematurity/Pneumonia 1 

1One accidental drowning was later overturned by an Administrative Law Judge on appeal and ruled unsubstantiated 
2 Only cases that were reported to CPS and found to be substantiated neglect (e.g. a drug or alcohol impaired 
caregiver) are noted in this category.  The number of positional asphyxia or unsafe sleep deaths for the state was 
significantly higher than 5. 
 
3 One positional asphyxia was later overturned by DCS and ruled unsubstantiated 

Figure 4: Manners of death in reviewed fatalities 
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• Average age of blunt force trauma to the head/ “Shaken Baby Syndrome”:  9m 
• Median age of blunt force trauma to the head/ “Shaken Baby Syndrome”:  6m 
• Average age of accidental drowning:  2y 8m  
• Median age of accidental drowning:  1y 11m 
• Average age of positional asphyxia:  3.5m 
• Median age of positional asphyxia:  2m 
 
 • Location of Fatal Injury 

o 39 child’s home 
o 6 highway  
o 5 other home 
o 5 body of water/pool 
o 1 hospital 

 
  
 
  
  
 Figure 5: Location of Fatal Injury 
 

 
 
 
 
Bed-sharing was a factor in 4 cases (80% of positional asphyxia deaths). 
 
There was previous DCS involvement relevant to victim or alleged perpetrator in 
26 cases (47%). 
 
Perpetrators 
• Drugs or alcohol were found to be a factor in 16 deaths 
• Relationship of perpetrator  to victim1 

  

o 25 mother 
o 24 father 
o 7 step-parent/parent figure (6 were identified as mother’s boyfriend) 
o 4 other 
o 3 babysitter 
o 2 grandparent 

 
1There may be more than one perpetrator per victim, as in cases of abuse by one caregiver and neglect on the part of 
another in the same incident 

 

 

 



8 | P a g e  
 

• Perpetrator of Abuse or Neglect by Manner of Death 
O Homicide: 

 11 father 
 9 mother 
 6  step-parent 
 3 babysitter 
 3 mother’s boyfriend 
 2 other/unknown 

 
O Accident: 

 13 mother 
 8 father 
 3 other/unknown 
 2 mother’s boyfriend 

     
O Undetermined: 

 3 mother 
 3 father 
 1  mother’s boyfriend 
 1 step-parent 

 
Criminal Action Taken Against Alleged Perpetrators in Homicide Cases 

o 32 charged: Convictions obtained in 18 (56%) cases of known charged 
o 16 pending/unknown 
o 1 perpetrator fled the country (no charges) 
o 1 perpetrator died (no charges) 

 
• Domestic violence was directly related to death of the child in 11 cases. 
 

 
Accomplishments 

 
• The CDC’s Sudden Unexplained Infant Death Investigation (SUIDI) training has been 

completed in 12 counties in southern Indiana.  Attendance at this free training for death 
investigators in law enforcement, coroners’ offices and the Department of Child Services 
was outstanding and reviews by participants were extremely enthusiastic.  Trainings are 
currently scheduled for Marion County in the spring of 2008 with additional trainings 
across the state to soon follow.  The Indiana State Department of Health is providing 
financial support for this endeavor. 
 

• Funding has been secured for the first ever statewide Child Fatality Review Conference 
in September 2008.  Sessions offered in the itinerary of this training and networking 
opportunity will include, but not be limited to, presentations on how to conduct child 
fatality reviews, how to develop successful prevention programs and how to expand the 
impact of a child fatality review team.  Representatives from all 92 Indiana counties will 
be invited to attend.  It is our hope that this will be the first in an annual series designed 
to improve training, support and communication among all fatality review teams in the 
state.   
 

• Based on our work with DCS and our reviews of preventable drowning deaths, legislation 
has been introduced this session to mandate safety features for above ground pools.  The 
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goal of this important legislation is the prevention of the silent drowning deaths we 
continue to see each year in unsecured above ground pools.  

 
 

Recommendations 
 

Many recommendations in this year’s report mirror those made for SFY2005.  The review 
process for the SFY2006 cases has similarly demonstrated the tragic consequences that can result 
from the action or inaction of adults.  Therefore, it must be noted that the annual repetition of the 
same recommendations, in the absence of taking action on them, does nothing to improve the 
lives or futures of our children. Changing the lives of Hoosier children requires that we heed the 
recommendations and take action at every level. These efforts will, by and large, not be without 
financial cost.  Most effective prevention efforts cost money.   However, the costs to society as a 
result of not preventing child abuse and neglect are far greater and should not be overlooked.  
We should not be placing a dollar value on our children’s lives and futures and thereby choosing 
to avoid taking action merely because it is “too expensive”.  Rather, we should assign value to 
the lives of our children and express it by funding fatality prevention efforts. 
 
There are action recommendations for many different groups in this report, including families, 
professionals, community leaders and legislators. While all of the recommendations are 
important lessons learned from those who have already died, we cannot place enough stress on 
the recommendation that the fatality review system in Indiana must be improved.  Indiana is far 
behind other states in the scope and organization of our fatality review and must be updated in 
order to succeed in preventing future fatalities.   
 
Child Fatality Review Panels: 
Child fatality review panels are multidisciplinary teams whose specific task is to identify missed 
prevention opportunities in child fatalities.  They are not meant to serve as investigatory bodies, 
nor are they designed to be punitive and cast blame on people or agencies.  The goal of a child 
fatality review panel is to learn, through confidential case review, what could have or should 
have been done to prevent the deaths.  Patterns of action and/or inaction often emerge, and it is 
through the recognition of these patterns that changes in systems or communities can be 
developed.  
 
While many counties in Indiana have existing multidisciplinary fatality review teams, the state 
lacks a comprehensive fatality review network.  There is no central record that tracks who serves 
on local teams.  Further, there is no system in place for communication between county teams or 
between county teams and the state team.  States that have been successful in reducing 
preventable child deaths have fatality review teams that are 1) trained in how to review deaths, 2) 
have financial support to carry out their work, and 3) are connected to one another through a 
statewide fatality network.  See Appendix 1 for a comparison of fatality review teams in the 
Midwest. 
 
Training: 
The State Fatality Review Team will host the first ever Child Fatality Review Conference in 
September 2008 and will include training sessions for both new and existing team members from 
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across the state.  Currently, there is no system in place to train new members of local fatality 
review teams.  Each new member typically learns “on the job”.  However, this learning process 
is informal and highly variable, as fatality review teams are staffed by volunteers and there is no 
established procedure for conducting case reviews from which to learn. To conduct the most 
thorough, and therefore useful, fatality reviews, it is important that all team members, including 
existing and new appointees, understand the theory behind fatality review, learn how to 
effectively conduct a review and learn how best to translate review findings into action items for 
future prevention.  Further, reports are much more reliable, as well as applicable across the state, 
if all teams are trained to conduct their reviews using the same methods and procedures.  This 
training can be accomplished through use of published materials like those developed by the 
National Center for Death Review and available online at www.childdeathreview.org or through 
periodic in-person trainings.     
 
Financing: 
Indiana needs to commit resources to child fatality prevention by funding basic administration 
and infrastructure costs for local and state fatality review teams and allotting funds to allow 
training, both for new and ongoing members.  Fatality review teams are generally composed of 
volunteers meeting on a regular or ad hoc basis to review cases.  Nearly all teams in Indiana lack 
financial support to fund trainings, administrative costs (copying, printing and mailing), 
infrastructure costs (network development, central support staff), and prevention costs (money to 
disseminate prevention recommendations, implementation of prevention programs).  Ideally, we 
could follow the lead of other states, who have managed to cover operating expenses either 
through a permanent legislative appropriation or by levying a surtax of $2 on each death 
certificate issued.  Until funding is secured, fatality review teams will continue to rely on in-kind 
donations, thereby limiting their scope and their ability to effectively communicate and/or 
implement their prevention recommendations.  
 
Fatality Network: 
The development of a child fatality network is essential to the success of the fatality review 
process in Indiana.  States with successful fatality review systems have local teams who perform 
timely, in-depth review of child deaths, compile the necessary information and report the data 
and their findings to either a regional or a state team.  The regional or state team then reviews all 
local data and recommendations and looks for patterns and trends on which they can base the 
development of prevention agendas.  Employing this structure leads to rich statewide data, due to 
the depth of the primary review.   
 
The current state of fatality review in Indiana, however, relies on a primary review by a local 
team, if one even exists, with no communication from the local team to a regional or state team.  
This lack of a network then necessitates a primary review by the state team which is most often a 
duplication of the local efforts.  Further, because these primary reviews being conducted by the 
state team are not timely (they are often conducted months, sometimes years after the death), 
often lacking important case information (information that has not been provided to DCS), and 
not comprehensive in scope (only reviewing substantiated abuse and neglect deaths), the results 
of work being conducted at the state level is not as powerful in developing prevention 
recommendations as it could be.  As long as each county or region must forge their own way and 
has no means to communicate with other counties, we are limiting the lessons communities 
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could learn from each death.  With information-sharing being a critical motivation for fatality 
review, Indiana needs the resources to develop a list-serve to connect all local fatality review 
teams and a web-based reporting system to allow local teams to compile their findings for 
submission to the state team.  The state team can then narrow its focus to secondary review and 
the synthesis of these reports into statewide recommendations.   To further the collaborative 
relationships among the fatality network, stable funding resources need to exist to 1) bring local 
teams together on an annual basis to learn what is new in reviewing and preventing child deaths 
and 2) compile successful prevention programs for others to use. 
 
Lack of financial support from the state and lack of a fatality network has severely curtailed the 
scope of fatality review in Indiana.  Many states review every child death (including all natural 
deaths) each year.  Thorough reviews of all deaths have led to improved knowledge and 
prevention programs with measurable outcomes.  Indiana needs to rise to this level. 
 
Summation: 

1. Indiana must establish a fatality network linking county teams to one another and to the 
state team 

2. Indiana must fund a child fatality network in order to make progress in prevention of 
child fatalities 

3. Indiana must educate those who volunteer to serve on child fatality review teams 
 
Parents, Families and Caregivers: 
A child’s caregivers bear the primary responsibility for the safety and wellbeing of the child at 
all times.  It is often through the poor decisions of parents and caregivers that children become 
endangered.  Not only must parents be vigilant about potential environmental dangers but they 
also must take care not to entrust their children to potentially violent or negligent caregivers.   
 
Alert Families to the Dangers of Substance Abuse: 
One important contributing factor to the tragic deaths of children, seen time after time by fatality 
review teams, is adults under the influence of drugs or alcohol attempting to care for children.  
SFY2006 again evidenced the tragic consequences when adults who are abusing alcohol or drugs 
choose to supervise children or worse yet, operate a motor vehicle with their children trapped 
inside as helpless victims.  Parents need to be taught that caring for their children is a task that 
requires their full attention; and that their ability to maintain a watchful eye and make proper 
decisions can be severely impaired when they are under the influence of drugs or alcohol.  Other 
friends and family members need to take responsibility, as well, and respond accordingly, if they 
see a child being cared for by an impaired adult. 
 
Take-Home Tip:  Unfortunately, the cases we reviewed this year were littered with evidence that 
neither parents nor the children’s other caregivers heeded the warnings about the dangers of 
alcohol and drugs on judgment.  Children were neglected or abused by impaired caregivers in 
many instances.  Too often, alcohol or drug testing is neglected,avoided or not considered 
applicable after a child death.  There must be a push to make it mandatory that all care 
providers present when a child dies in a suspected homicide, an accident or an undetermined 
manner automatically be screened for drugs and alcohol.  This should also apply to all fatal 
traffic accidents that involve children. 
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Prevent Family Violence: 
Violence within families can include any combination of child abuse, domestic violence and 
elder abuse.  Raising community awareness regarding the dangers of all types of family violence, 
as well as how to report it to the proper authorities, is an important prevention measure.  
Children who are witnesses to violence suffer negative consequences even if they are not victims 
of physical abuse themselves.  In Indiana, as in all 50 states, it is required by law to report 
concerns of child abuse or neglect to the Department of Child Services.  Unfortunately, unless 
we specifically teach the public that they have a legal obligation to report their suspicions; our 
fatality reviews will continue to see “failure to report” as a factor in child death cases.  Failure to 
report child abuse or neglect suspicions can result in harm or even death for a victimized child. 
 
Along with teaching communities how to recognize and report all types of family violence, we 
also need to encourage parents to carefully consider with whom they entrust the care of their 
children.  People who exhibit violent behaviors toward other adults, for example, are not the best 
choices as caregivers for children.  Domestic violence co-exists with child abuse in an estimated 
50% or more of cases.  For their own safety and that of their children, women who are in 
domestic violence situations should be encouraged to seek help in order to leave safely.  
 
Take-Home Tip:  Communities must embrace prevention strategies that focus on teaching young 
men basic parenting skills.  Just as new mothers must be trained in the proper care of a crying 
infant, men should be taught that crying babies are normal and should be handled gently.  It is 
absolutely natural to get frustrated but shaking a baby is never an option. 
 
Resources 
www.medicine.edu/fvi   
www.dontshake.com  
www.endabuse.org  
http://thinkfirst.org/Documents/FastFacts/TFshakenbaby320.pdf  
http://www.pcain.org/index.asp?action=index  
http://www.child-abuse.org/  
http://www.aap.org/publiced/BK0_ChildAbuse.htm 
http://www.helpguide.org/mental/child_abuse_physical_emotional_sexual_neglect.htm 
http://aboutshakenbaby.com/ 
http://preventchildabuse.com/shaken.htm  
 
Child Abuse Reporting 
http://www.childwelfare.gov/pubs/factsheets/signs.cfm 
http://www.preventchildabuse.org/publications/parents/downloads/recognizing_abuse.pdf  
http://www.in.gov/dcs/ 
Statewide Department of Child Services Number: 1.800.800.5556 
 
Supervise Children: 
Many child fatalities are due to the lack of supervision by an adult.  Environmental dangers, most 
specifically water, lead to multiple child deaths every year. Any body of water should be 
considered a potentially fatal hazard and children should be closely supervised around them.  
Many bodies of water, such as retention ponds or above ground pools, have no barriers 
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preventing young children access.  Assuming that children “know better” or that they will 
comply with warnings to stay away from water is dangerous.  Families who have or live near 
swimming pools must be instructed in, and pressed to utilize, various safety measures and 
barriers that will deny their children access to the water.  Further, several children have died 
when they left the house without an adult being aware.  If children have demonstrated that they 
can operate a door and/or a lock, safety measures should be taken to ensure they cannot leave, 
and thereby gain access to potential hazards, without an adult being alerted.  Some communities 
offer “child-proofing” services by private companies.   Phone books list services available 
locally or physicians could keep this information on hand to distribute to families with small 
children. 
 
Take-Home Tip:  One easy message for healthcare professionals to convey to parents is the idea 
of the “verbal hand-off.”  Too often, children end up in dangerous situations because their 
caregivers assume others are watching them.  If we teach parents to make it a rule to ask for a 
verbal response from the individual to whom they are transitioning the care of their child, 
perhaps instances where children are inadvertently left unattended can be lessened.  Use a 
verbal hand-off every time! 
 
Resources 
Water Safety 
http://thinkfirst.org/kids/WaterSafety2.asp 
www.safekids.org 
http://www.usla.org/PublicInfo/safety_guide.asp 
http://www.redcross.org/services/hss/tips/healthtips/safetywater.html 
http://www.mayoclinic.com/health/water-safety/SM00111 
 
Pool Fencing 
http://depts.washington.edu/hiprc/practices/topic/drowning/fencing.html 
 
Water Safety Training 
http://www.redcross.org/article/0,1072,0_312_2249,00.html 
 

Buckle Kids Up: 
Car seats and boosters save lives.  They are also required by law in Indiana for all passengers up 
to 8 years of age.  Anyone over the age of 8 years must be restrained in a safety belt.  Survivable 
car crashes result in needless fatalities when adults do not buckle their children in.  Safety is not 
negotiable.  All children must be properly restrained in a vehicle every time, no matter how short 
the trip.  Policymakers should even consider increasing the penalty for adults who choose to 
drive with their children unrestrained. It is important to note, however that even properly 
restrained passengers can be killed in crashes that stem from a driver operating a vehicle under 
the influence of drugs or alcohol.  Adults must be responsible and never drive impaired.   
 
Take-Home Tip:  Families need to be reminded that keeping kids buckled up and safe in moving 
vehicles is not only the responsibility of the parents.  No matter who is driving, children need to 
be in age-appropriate safety seats and buckled securely in the backseat.  Physicians and nurses 
should start teaching this lesson to new parents prior to their hospital discharge, and continue to 
remind them at every subsequent medical appointment.  Children must be buckled up every time 
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the car is moving, no exceptions.  Messages also need to be sent to the public - not just 
individuals with children - that they must intervene if they see someone putting a child at risk by 
not securing them safely in the car or by intending to drive impaired.  The potential for hurt 
feelings are far less tragic than the possible consequences of poor decision-making with children 
in the car. 
 
Resources 
Automotive Safety Program 
http://www.preventinjury.org/ 
http://www.preventinjury.org/specNeeds.asp 
http://www.nhtsa.gov/portal/site/nhtsa/menuitem.9f8c7d6359e0e9bbbf30811060008a0c/ 
http://www.aap.org/family/carseatguide.htm 
http://www.aap.org/family/infantpassengersafety.htm 
http://www.carsafety4kids.com/ 
 
Riley Hospital Car Seat Assistance: 
http://www.preventinjury.org/kohls.asp  
 
Car Seat Check Information 
http://www.preventinjury.org/fittingStation.asp  
http://www.seatcheck.org/ 
http://www.nhtsa.dot.gov/cps/cpsfitting/index.cfm 
http://www.sirh.org/carseats.html 
http://www.parkview.com/body.cfm?id=59  
 
Put Babies to Sleep on Their Back, Alone: 
Unsafe sleep environments continue to claim the lives of infants across Indiana.  Unsafe sleep 
environments for infants are those that consist of unsafe materials (pillows, comforters or stuffed 
animals), are on unsafe surfaces (couches, arm chairs) or are shared with other people or animals.  
The safest place for an infant to sleep is alone in their own crib, on their back without extra 
materials in their crib.  Dangerous sleep situations also result when caregivers who are impaired 
by drugs or alcohol are sleeping with an infant.  Parents should be taught to avoid sleeping with 
their babies if they are under the influence of drugs or alcohol, are taking any medications or are 
overly tired.   
 
Take-Home Tip:  Teach families with newborns the safest way to put their babies to sleep.  There 
is nothing more tragic than a new mother who thinks that she is doing the right thing by sleeping 
with her baby or propping her baby up with pillows and blankets, only to discover that the child 
has accidentally suffocated in that sleep environment.  Public service announcements, handout 
materials distributed by physicians, clinics and pharmacies and curricula in new-parent classes 
should detail that babies need to sleep alone on their backs in a crib containing no blankets or 
pillows, every time. 
 
Resources 
Local Assistance 
Marion County Kribs for Kids – 317.536.2769 
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American Academy of Pediatrics Statements 
http://aappolicy.aappublications.org/cgi/reprint/pediatrics;116/5/1245.pdf 
http://www.healthychildcare.org/section_SIDS.cfm  
 
Safe Bedding/Sleep Practices 
http://www.cpsc.gov/CPSCPUB/PREREL/PRHTML96/96096.html  
http://www.cpsc.gov/CPSCPUB/PUBS/softsleep.pdf 
http://www.med.umich.edu/1libr/yourchild/sids.htm 
http://www.healthychildcare.org/pdf/SIDSparentsafesleep.pdf 
http://www.cdc.gov/SIDS/sleepenvirnoment.htm  
 
Use Caution When Administering Medications to Children: 
Children are not small adults.  Their bodies’ tolerances to certain medications reflect this 
difference.  When even well-meaning parents or caregivers try to medicate a child, errors can 
result in serious injury or death.  Caution should be used when administering any medication to a 
child.  Caregivers should never give a child any prescription medication unless it is specifically 
prescribed to that child.  Only a physician or pharmacist understands the interactions and dangers 
of various medications.  It should also be noted that “over the counter” does not automatically 
mean that a drug is safe, even if the recommended dosage is administered.   Healthcare providers 
need to encourage parents to seek professional advice from their doctor or pharmacist if they 
have any concern about medication safety. 
 
Take-Home Tip:  It is completely natural for parents to want to alleviate the suffering of their 
sick children and most will turn to medications to do so.  However, we are seeing more cases 
wherein the medications chosen by the caregivers did more harm to the child than good.  
Physicians and pharmacists need to be available to instruct parents on the best ways to treat 
their children’s illnesses and, in turn, parents need to be willing to follow the advice of 
professionals.  Even though it can be difficult, sometimes the best course of action is to do 
nothing but wait.   
 
Resources 
http://www.aap.org/publiced/BR_Medicine_OTC.htm 
http://www.aap.org/new/kidcolds.htm 
http://www.fda.gov/medsinmyhome/documents/MIMH_booklet_adult.pdf 
http://www.fda.gov/cder/consumerinfo/sickkids.htm 
http://www.fda.gov/cder/consumerinfo/kids.htm 
 
Professionals: 
Children’s lives can be positively affected by any number of professionals they encounter on a 
regular basis.  While certainly not an exhaustive list of adults who have the power to impact the 
lives of children, teachers, counselors, school nurses, doctors and clergy all have a professional 
obligation to speak up for children.  Failure to recognize warning signs of a child in danger and 
failure to act can result in injury or death to a child.  Professionals must be agents for positive 
change in the lives of the children whom they serve. 
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Mandated Reporting is the Law:  
While the law in Indiana clearly states, “…an individual who has reason to believe that a child is 
a victim of child abuse or neglect shall make a report…” [IC 31-33-5-1], there is currently no 
mandated training on the recognition of the signs of abuse or neglect or how to make a proper 
report to authorities.  The quality and timeliness of a report are directly related to the ability to 
protect a child from further harm.  Professionals who interact with children in any field should 
receive training on signs and symptoms of child abuse and how to proceed when they have 
concerns that a child may be a victim. 
 
Parents are Listening, Teach Them Well: 
Parents often look to healthcare providers to provide advice on how to best care for their 
children.  Harnessing teachable moments, when parents are most receptive to new information, 
gives healthcare professionals a tool to advise families about various injury prevention strategies.  
For example, an opportunity exists right after childbirth to educate a new mother about the best 
ways to soothe her crying infant and expose her to the hazards of shaking. Encouraging her to 
share this information with other adults who may be in the child’s life has the potential to 
prevent tragedy.  
 
Teaching good parenting practices is most effective, and very well-received, through programs 
such as Healthy Families and Early Head Start.  Putting professionals in the homes of young 
children helps caregivers hone their parenting techniques with hands-on supervised practice. 
Funding the continuation of these primary prevention programs is but one way policymakers can 
be sure that children younger than preschool age are being cared for properly and parents are 
receiving the support they need for a potentially stressful time in their lives. 
 
Parents can also be educated via brochures and handout material to be read later.  However, 
hospitals must be alert to the information contained in the items they distribute to families, as 
messages promulgated may be antiquated and conflict with current recommendations. This may 
be especially true for debated topics, such as safe sleep practices for infants.  Distribution of any 
material from a hospital or doctor’s office implies tacit approval of the content within.  Parents 
should be provided with evidence-based guidance on safety and child-rearing issues at an 
appropriate reading level in their native language.  
 
Screen for Domestic Violence: 
All healthcare professionals need to screen their patients for domestic violence.  By identifying 
households wherein domestic violence is a risk, opportunities to intervene can immediately be 
explored.  Too often, we hear reports of women who disclose to a doctor that they are victims of 
domestic violence and are either ignored or simply told they should leave their partner.  
Advocates who work with domestic violence victims or perpetrators know that this is never how 
healthcare professionals should handle patients who report being victims.  It is imperative that an 
awareness of appropriate community resources and training in how to talk to patients about 
violence of all types in the home is provided to healthcare providers.  Their ability to intervene 
can be crucial for the safety and well being of families.  
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Call To Action 
 

Reviewing child fatalities is difficult and tragic work.  But it is through the realization that there 
is prevention through understanding that our team is motivated to continue searching for patterns 
and prevention measures that will protect other children from similar fates.  This comprehensive 
report not only discusses our findings for SFY2006, but also recommends prevention efforts that 
any number of individuals, groups or organizations can focus on in the coming months.  If you 
are reading this report, please heed this call to action and protect our Hoosier children.   
 
Private citizens can protect their own families or the children around them by remembering 
safety and childcare recommendations.  Professionals and physicians can continue their work by 
training themselves to recognize abuse and also by teaching families how to properly care for 
children and avoid potential tragedy.  Organizations and legislators can focus on funding and 
support for prevention programs, which is key to making sure that all Indiana children lead safe, 
healthy lives.   Every one of us has a key role to play and if we all do our parts, the number of 
child fatalities can be reduced each year. 
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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 
Crawford County Prosecuting Attorney 
(812) 338-3522 phone 
SIRVAW@juno.com 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
dianna Huddleston, ACSW, LCSW 
Mental Health Provider 
(765) 497-2002 ext 321 phone 
dianna@wvhmhc.org 
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 Appendix 1:  Midwestern state fatality review teams 

State1  Year 
Established 

Annual 
Funding 

Training  Case 
Requirements 

Cases Reviewed (in most recently reported year)  Who Conducts 
Primary Review? 

  Homicide Natural  Accident Suicide Undetermined Total State 
Team 

Local 
Team 

Michigan  1997  $450,000 

Annual training for 1) 
local review team 

members, 
2) regional 
coordinators 

Additional trainings 
include child death 
scene investigation 
and abusive head 

trauma 

All preventable 
deaths under 

age 19 
36  320  300  48  48  752    X 

Iowa  1995  $28,000 
Unfunded:  training on 
child abuse and SIDS 

All deaths under 
age 18 

13  250  93  12  38  406  X   

Ohio  2000  $150,000 
Annual statewide 

training mandated by 
law 

All preventable 
deaths under 

age 19 
75  1229  298  46  77  1725    X 

Kentucky  1996  $235,000 
Coordinated by state 

team 

Local teams 
review coroner 
deaths under 
the age of 18 

19  414  150  10  ‐‐  593    X 

Illinois  1994  $150,000  Annual symposium 
DCS involved 

cases/ 
investigated 

41  62  37  1  27  168    X 

Missouri  1991  $750,000 

Annual training 
sessions held 

throughout state; 
regional in‐services 

available 

All unexplained 
deaths under 

age 18 

 

55  675  209  21  30  990    X 

Indiana  20012  $0  None offered 

Child deaths 
substantiated as 
abuse/neglect 
deaths by DCS 

28  2  20  0  6  56  X   

1 See list below for website information for these state teams 
2 Multidisciplinary team in Indiana was not empanelled until 2004; first meeting was held October, 2004  
 
Websites for selected state teams: 
Michigan: http://www.keepingkidsalive.org/  
Iowa: http://www.idph.state.ia.us/hpcdp/common/pdf/publications/cdrt_report_2006.pdf  
Ohio: http://www.odh.ohio.gov/odhPrograms/cfhs/cfr/cfr1.aspx  
Kentucky: http://chfs.ky.gov/dph/ach/mch/childfatality/  
Illinois: http://www.childdeathreview.org/reports/ILCDRTReport2002.pdf  
Missouri: http://www.dss.mo.gov/stat/mcfrp.htm  
Indiana: No website  


