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Purpose

The purpose of this memorandum is to share with you the 2000 Annual Cumulative Report on Child Fatalities.

I. Background

This report was prepared by the Office of Children and Family Services pursuant to Social Services Law 20(5) and sent to Governor Pataki and the NYS Legislature.  This report contains aggregate information derived from the Office’s review of child fatality cases that involve:  

· Reports to the State Central Register for Child Abuse and Maltreatment (SCR) alleging that a child or children had died as the result of abuse and/or maltreatment at the hands of a caretaker; and

· Children who died while in the care and custody or custody and guardianship of a local social services district or other authorized agency.

Because of the relatively small number of children represented in this report, care must be taken in reviewing percentages.  Differences of one or two children can result in seemingly significant differences in percentages.  At the same time, the Office acknowledges that, although these fatalities represent a small subset of all the children that we serve, one child’s death is too many. 

With those caveats, however, we would like to direct your attention to what we consider some key observations from the data:

· Of the 140 fatalities reported to the SCR alleging the abuse/maltreatment death of a child, 57 occurred in New York City and 83 occurred in counties outside NYC.  Of these 140 fatalities, 72 were substantiated and 60 were unsubstantiated. In 8 cases reported to the SCR, the local department of social services had not made a determination at the time the Regional Office reviewed the case.  In a little more than half (39 or 54%) of the substantiated fatalities, the family had been known to the local child welfare system prior to, or at the time of, the child’s death.

· Of the 37 foster care fatalities, 27 cases were not suspicious and, therefore, were not reported to the SCR.  In the majority of the foster care deaths (25 of the 37 cases, or 68%), the child was determined to have died from natural causes.  In five foster care cases, the child’s death was attributed to child abuse or maltreatment, although not always at the hands of the foster care provider. (In only two of these five cases was the child’s death directly attributable to the foster care provider.)

II. Program Implications

While we understand that child fatalities in active or closed cases are traumatic to families as well as staff, we must not let that dissuade us from using those cases to teach us how we can prevent future deaths in our caseloads.  We strongly encourage each district to establish a review procedure (for example, a Child Fatality Review Team, interdisciplinary teams, or an internal administrative review process) to retrospectively review the deaths of children known to their child welfare system.

Accordingly, we would draw your attention to the section entitled “Recent Enhancements and Future Recommendations,” which outlines some of the actions that have occurred and some of the directions the Office will be taking in the coming year to enhance child welfare practice in New York State.

We welcome any suggestions that you or your staff may have for how we may collectively improve child welfare case practice and systems, and perhaps, prevent future child deaths.  Please direct those suggestions to the appropriate Regional Office Director listed in the heading of this memorandum.
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