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EXECUTIVE SUMMARY 

The Child Fatality and Near Fatality External Review Pan-
el was created and established by Kentucky Revised Stat-
utes 620.055 for the purpose of conducting comprehen-
sive reviews of child fatalities and near fatalities suspected 
to be the result of abuse or neglect. The Panel is a twenty 
member multidisciplinary team of professionals including 
representatives from the medical, social services, mental 
health, legal, and law enforcement communities, as well 
as others who work with and on behalf of Kentucky’s chil-
dren.  The Panel reviews official records and other rele-
vant information received from a variety of sources: the 
Cabinet for Health and Family Services, the Department 
for Juvenile Justice, medical records including autopsy 
reports, law enforcement records and records held by any 
Family, Circuit or District Court.  The purpose of these 
reviews is to become aware of systemic deficits and to 
make recommendations for improvements to help prevent 
child fatalities and near fatalities due to abuse and ne-
glect.   
 
This annual report is required to be published and submit-
ted to the Governor, the Secretary of the Cabinet for 
Health and Family Services, the Chief Justice of the Su-
preme Court, the Attorney General, and the Director of the 

Legislative Research Commission for distribution to the 
Health and Welfare Committee and the Judiciary Commit-
tee by December 1st of each year.  
 
Throughout this year, the Panel met six times and re-
viewed cases from fiscal year 2014 (July 1, 2013 through 
June 30, 2014).   The Panel reviewed 77 cases comprised 
of 31 fatalities and 47 near fatalities.  Data was collected 
and summarized on 81 children by contracted case ana-
lysts and Justice Cabinet staff to expedite Panel discus-
sion.  
 
In addition to the recommendations for 2015, this report 
also provides an update of the progress made on the 
2014 Panel recommendations. 
 
Ultimately, it is only through an informed and engaged 
citizenry that the goals of systems improvement and pre-
vention will be achieved.  Therefore, Panel members en-
courage all interested citizens to read this report and to 
visit the Justice and Public Safety Cabinet’s website 
(http://justice.ky.gov/Pages/Reports.aspx) to read the 
minutes from the Panel’s meetings for a greater under-
standing of its work.   

2015 RECOMMENDATIONS 

The following 2015 Recommendations were developed after a review of the cases and thorough discussion from the 
Panel: 

 The General Assembly should implement legislation allowing dependency, neglect, and abuse court proceedings 

to be opened to the public for the purposes of transparency, accountability, and systems improvement. 

 The General Assembly should pass legislation requiring hospitals and birthing centers to provide prevention of 

Abusive Head Trauma training and Safe Sleep information to parents prior to an infant’s discharge. 

 Drug court participants, youth who are involved with the Court Designated Worker Program, and any person who 

is a party to any family court proceeding should be required to receive education on prevention of Abusive Head Trau-
ma and Safe Sleep. 

 As required by KRS 72.410(3)(a), coroners should make timely notifications to and gather necessary information 

from law enforcement, the Department for Community Based Services and the local health department upon notifica-
tion of the death of a child under 18 years of age. 

 Permit/require Multidisciplinary Teams on Child Sexual Abuse, established by KRS 431.600 and 620.040, to also 

review physical abuse cases. 

 Law enforcement should actively enhance enforcement of the provisions of KRS 189.125 which require  infants 

and children to be properly secured in child restraint systems and booster seats during transport in a motor vehicle.  

 Department for Community Based Services (DCBS) should likewise consider inadequate restraint as an important 

indicator of neglect in an impaired driving incident or collision involving children, and include and weigh that infor-
mation in their investigation and substantiation process. 

 Ensure the Department for Community Based Services internal review process of child fatality or near fatality as 

mandated in KRS 620.050(12) is conducted in a manner consistent with the statute and it is part of a quality improve-
ment process to address critical incidents within the child protection system.  The review should include an examina-
tion of case best practice, policy compliance, staff training and experience, and a caseload analysis. 

 The Department for Community Based Services should implement quality improvement practices to increase the 

timely completion of fatal and near fatal investigations.  The annual report of child maltreatment fatalities and near fa-
talities that the DCBS produces should specifically identify the number of incomplete investigations at the time of re-
lease of the report so the public is aware of these preliminary figures and that they may increase significantly. 

 The Department for Community Based Services should provide to the Panel information regarding the caseload, 

training, and experience levels on staff serving families in which a fatal or near fatal incident has occurred. 
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2015 IN REVIEW 

The Panel has made a concerted effort to follow and 
document action related to the recommendations in-
cluded in its 2014 Annual Report. A spreadsheet outlin-
ing those recommendations was created and individual 
recommendations were assigned to various Panel 
members to monitor and report progress. A summary 
of the progress of each recommendation begins on 
page nine of this report. 
 
The biennial budget appropriation of $420,000 for FY 
2014 and 2015 was largely used for personnel includ-
ing Justice Cabinet staff, forensic medical case ana-
lysts and data analysts. Not all of the personnel were in 
place at the beginning of the availability of the funds 
and consequently approximately $250,000 was utilized. 
For the current fiscal year more contract personnel are 
anticipated to be used and for the entire budget period 
creating a more accurate expense picture. 
 
The data collection tool created by a subcommittee of 
Panel members last year has been progressively en-
hanced through the year with the third version also 
available in electronic format and uploaded onto the 
SharePoint website.  
 
A data analyst was consulted and concluded Share-
Point was meeting the needs of the Panel as far as 
data collection was concerned. It was determined 
SharePoint is sufficient for exchanging case infor-
mation securely, but it is not an adequate platform for 
data storage. Further, the Panel has determined the 
need to recruit a data expert to monitor collection and 
storage processes and assist with timely data analysis. 

 
The Panel received 105 FY 2014 case records and one 
case from FY 2013 from the Department of Community 
Based Services (DCBS).  All information was un-
redacted and was uploaded to the SharePoint website 
by DCBS.  Approximately twenty (20) cases (four to 
five per group) per meeting were assigned for discus-
sion to the four groups of Panel review members.  Time 
constraints, criminal court circumstances, or requests 
for additional documentation sometimes tabled case 
reviews until subsequent meetings.  Seventy-nine (79)
cases were discussed at the scheduled Panel meet-
ings this year with an additional two having been re-
viewed by the contracted analysts and Justice Cabinet 
staff.   
 
Per statute, the Legislative Program Review and Inves-
tigations Committee conducts an annual evaluation of 
the Panel.  That evaluation is currently on-going  for 
2015 with a tentative presentation date of December 
10, 2015. 
 
The Panel experienced a smooth transition at the end 
of the fiscal year as the statutorily required staggered 
terms of service necessitated replacement of some 
members.  The Panel has also experienced some attri-
tion as members have resigned or retired.  By statute, 
many of the positions on the Panel require the member 
to be actively employed in a particular profession or 
with a specific organization or agency. The appointing 
agencies have been timely in supplying nominees for 
the vacant positions and naming individuals to serve.  

CASE REVIEW PROCESS 

This year, due to the sheer volume of the cases – 
many of them with over a thousand of pages of records 
– the Panel contracted for the services of case ana-
lysts to review the records, create written summaries 
and timelines, and present the cases to the Panel at 
the meetings.  These analysts are registered nurses or 
social workers with training and experience in pediat-
rics, forensics, and/or child protective services. This 
has facilitated the review of more cases and better da-
ta collection with the development of an expanded data 
collection tool. Some eighty-one (81) cases were re-
viewed by the analysts and seventy-nine (79) of those 
were presented to the Panel for discussion at meet-
ings. 
 
The following pages include the results of data analysis 
conducted on seventy-seven (77) cases.  Two (2) of 
the cases provided to and reviewed by the panel did 
not meet the criteria for inclusion in the data: after re-

view of each case, the Panel determined that the inju-
ries sustained did not rise to the level of near fatality, 
so the cases were excluded from the data analysis. 
 
Data was input on an electronic data tool located on 
SharePoint, a cloud-based service that allows mem-
bers of the panel to securely, easily and readily share 
documents.  The data tool is where specific information 
about each individual case was input as a part of the 
case review process. Data from the 77 completed and 
reviewed cases were monitored and cleaned by staff 
throughout the data collection process.  An Excel 
spreadsheet was used to maintain the data when se-
curely pulled from SharePoint. Due to the nature of the 
data and the amount of completed and reviewed cases 
frequencies were run, using IBM SPSS Statistics 23, to 
obtain counts for individual variables.  These variables 
included demographics, county, risk factors, catego-
ries, and panel determinations.   
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DATA ANALYSIS 

 

 

 

METHODOLOGY 

This report provides data elements relating to the child fatalities and near fatalities resulting from abuse and/or 
neglect for FY 2014.  Included are the data variables county of incident, demographics, age of child victim, 
panel determinations and risk factors.   

COUNTY OF INCIDENT 
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DEMOGRAPHICS 

 

Race of Cases Reviewed by the Child Fatality and Near Fatality External Review Panel (n=77)  

Fiscal Year 2014 

Ethnicity of Cases Reviewed by the Child Fatality and Near Fatality External Review Panel  (n=77)  

Fiscal Year 2014 

Gender of Cases Reviewed by the Child Fatality and Near Fatality External Review Panel  (n=77)   

Fiscal Year 2014 
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AGE OF CHILD VICTIM 

 

Age in Years of All Cases Reviewed by the Child Fatality and Near Fatality Review Panel (n = 77) 

Fiscal Year 2014 

 Data Source: Child Fatality and Near Fatality External Review Panel 

RISK FACTORS 

 

Other risk factors identified in cases include: Unsafe access to deadly means (9), Cognitive 
Disability, Child (5), Absence of Support System for Family (4), Cognitive Disability, Caregiver 
(4), Lack of Child Care (4), Mental Health Issues, Child (3) 
  

Age in Years  
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 PANEL DETERMINATIONS FATALITIES 

Panel Determinations for all Fatalities for Cases Reviewed (n = 37) 

Data Source: Child Fatality and Near Fatality Review Panel FY 2014 
 Data Source: Child Fatality and Near Fatality Review Panel FY2014 

+ 11/37 fatalities involved supervisional neglect (30%); 11/37 fatalities involved impaired caregivers (30%). There are 37 fatali-
ties included in this data. Initially, the Panel received 33 fatality cases from DCBS. 31 of those cases were reviewed. Six (6) cas-
es were labeled as near fatality cases but the child later died from the injuries sustained. 
 
* Other = neonaticide, suicide, gun-related homicide, natural causes (with or without medical neglect) 
 
^Of 4 cases of fatal blunt force trauma, 2 involved passengers in motor vehicle collisions.  Both involved no restraint and im-
paired drivers.  
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PANEL DETERMINATIONS NEAR FATALITIES 

Panel Determinations for all Near Fatalities for Cases Reviewed (n = 40) 

Panel Determinations of All Cases Reviewed by the Panel 
Fatalities and Near Fatalities Fiscal Year 2014 

Data Source: Child Fatality and Near Fatality Review Panel FY 2014 

+15/40 near fatalities involved supervisional neglect (38%); 9/40 fatalities involved impaired caregivers (23%) 
 
*Other = near drowning, gun-related injury, or near-strangulation 
 
^Of 6 cases of  near fatal blunt force trauma, 4 involved passengers  in motor vehicle collisions.  Of those 4, all in-
volved impaired drivers, and 3 had no information about restraint usage. 
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2015 RECOMMENDATIONS AND DISCUSSIONS 

 

Child fatalities and near fatalities are tragic events and most often occur as a result of a complex set of circum-
stances, the results of which are not often predictable.  However, lessons can and should be learned from every 
death. The Panel seeks out a broad and retrospective picture of these cases, a view not easily achieved by an indi-
vidual agency.  With the benefit of this perspective, and the advantage of hindsight, the Panel strives to discover 
opportunities where the timing and interactions of the agencies involved might have been improved and perhaps 
altered the course for the affected children and their families.  Like patient safety efforts in the healthcare field, pro-
tecting children involves many agencies working as a team, with open and efficient lines of  communication, and 
policies and practices that align and do not contradict each other. When the Panel’s reviews find these opportuni-
ties in multiple cases, they become topics for further discussion and recommendations.  The following are the rec-
ommendations from the 2015 Panel to strengthen our systems for protecting children in Kentucky. 

GENERAL ASSEMBLY: 

RECOMMENDATION: The General Assembly should implement legislation that allows dependency, neglect, and abuse 
court proceedings to be opened to the public for the purposes of transparency, accountability, and systems improvement.   

Proceedings for dependency, neglect, and abuse, 
“dependency cases,” are the civil proceedings held in Fam-
ily or District Court to determine child custody when a child 
has been found to be dependent, neglected or abused.  
The court acts in the best interest of the child by issuing 
protective orders that may allow a child to remain safely in 
the home, or alternatively determines whether the child 
should be removed from the home. In some cases re-
viewed by the Panel, the courts and Child Protective Ser-
vices were not in agreement on the family’s needs. In other 
cases, the decision of the court appeared inconsistent with 
the information presented in the case record. 
 
In the interest of transparency, accountability, and systems 
improvement, the Panel endorses the concept of opening 
these dependency cases to the public. This recommenda-
tion was in the Panel’s 2014 report. The public has a legiti-
mate and compelling interest in the work of dependency 

courts.  Open court proceedings increase public aware-
ness of the critical problems faced by judges, county attor-
neys, guardians ad litem, and child welfare agencies and 
may enhance accountability in the conduct of these pro-
ceedings by lifting the potential veil of secrecy. 
 
The Kentucky General Assembly has considered the issue 
of opening juvenile proceedings in multiple legislative ses-
sions throughout the past several years.  There have been 
amendments proposed in Kentucky, and legislation passed 
in other states, which effectively balance the public’s inter-
est in transparency and the needs of a child for protection 
from harmful public disclosure. This recommendation ad-
dresses dependency, neglect or abuse civil actions. The 
Panel expresses no opinion regarding opening of termina-
tion of parental rights, juvenile status offense, or juvenile 
public offense proceedings. 

RECOMMENDATION: The General Assembly should pass legislation requiring hospitals and birthing centers to provide pre-
vention of Abusive Head Trauma training and  Safe Sleep information to parents prior to an infant’s discharge. 

Pediatric abusive head trauma continues to be the leading 

cause of physical abuse death in infants.  Hospital-based 

education provided to the parents of newborns is a promis-

ing prevention practice.  The goal of this approach is to 

assure every parent or caretaker receives information on 

the dangers of shaking their baby and strategies to soothe 

a crying baby before leaving the birthing hospital.  This ap-

proach has been shown to reduce incidence of abusive 

head trauma by 47% (Dias et al., 2005).  This program in-

cludes three primary components targeting caregivers: 1) a 

video addressing the dangers of shaking, 2) information on 

soothing an infant, and 3) signing a “don’t shake” commit-

ment statement.  Currently 18 states have legislation re-

quiring or encouraging statewide birthing centers to provide 

hospital based prevention training to the parents/caretakers 

of newborns.   

Unsafe sleep practices were involved in at least 13 child 

fatalities in the cases reviewed by the panel this year.  This 

does not encompass all sleep-related deaths in Kentucky, 

however, because not all of those deaths are submitted to 

the Panel for review.  The Panel found inconsistent evi-

dence of hospital and primary care physician education of 

families about Safe Sleep practices.  Many, although cer-

tainly not all, of the sleep-related fatalities also involved co-

sleeping or bedsharing with an impaired caregiver.  The 

Panel has determined that Safe Sleep education is critical 

at the time an infant is discharged from the birth hospitali-

zation, with special emphasis on the particular dangers of 

co-sleeping/bedsharing while impaired by alcohol, pre-

scribed or illicit drugs, and/or physical exhaustion.  Such 

education should continue to be reinforced by primary care 

physicians and other community service providers through-

out infancy.  

 

GENERAL ASSEMBLY: 
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CORONERS: 

 

The Panel has observed that while such contacts are re-
quired by statute, in practice, notice to law enforcement, 
DCBS, and the local health department is inconsistently 
issued or not issued at all by coroners.  When notifications 
from the coroner are timely, the agencies receiving the no-
tifications are able to conduct scene investigations, share 
critical information regarding the family and assess safety 
of any other children who may be at risk (including children 
yet to be born into the family).  Training through the Coro-
ners Association would be a good first step in making new 
coroners aware of the statutory requirements as well as to 
improve the communication between coroners and state 
agencies concerned with the protection of children. In addi-

tion, coroners should be made aware of the KRS 72.029 
requirement to file a report on every child death (under the 
age of 18) with the Department for Public Health. If training 
does not improve practice, efforts to measure and docu-
ment performance may be necessary.  The form is availa-

ble on the Coroner’s Association Website: http://
coroners.ky.gov/NR/rdonlyres/6A9300B0-1DD3-42E0-A80E-
E0AC1DDA505F/0KYCoroners_Child_fatality_reporting_form.pdf 
or from DPH: http://DCBS.ky.gov/NR/rdonlyres/5AA59568-249D
-443D-B369-6D258A9D9B7E/0/CFR.pdf 

 

EXPANDING EXISTING INFRASTRUCTURE: 
 

RECOMMENDATION: Permit/require Multidisciplinary Teams on Child Sexual Abuse, established by KRS 431.600 and 

620.040, to also review physical abuse cases. 

RECOMMENDATION:  As required by KRS 72.410(3)(a), coroners should make timely notifications to and gather nec-
essary information from law enforcement, the Department for Community Based Services and the local health de-
partment upon notification to coroners of the death of a child under 18 years of age. 

Multidisciplinary teams (MDTs) on child sexual abuse are 
required in all counties/jurisdictions in Kentucky.  An MDT 
is comprised of the local prosecutor, the Children’s Advo-
cacy Center, law enforcement and DCBS social service 
workers.  Other members may include mental health, medi-
cal and education professionals. Many of the members of 
the local MDT are also the same professionals who work 
on child physical abuse cases. Each local MDT team is 
required, by statute, to coordinate investigations of child 
sexual abuse and child human trafficking involving com-
mercial sexual activity.  By furthering the mandate to in-
clude or at least encourage teams to  review child physical 

abuse cases, the child victim may benefit from the team 
approach to investigations. Minimally, the MDT should be 
involved in serious physical abuse and/or physical abuse of 
young children. These professionals utilize a team ap-
proach which ensures safety and protection for child vic-
tims as well as increases accountability of the service de-
livery system which allows quality investigations, prosecu-
tions, and victim services and eliminates duplication of ef-
forts in child sexual abuse cases.  Child victims of physical 
abuse deserve the same protections.  

 

2015 RECOMMENDATIONS AND DISCUSSIONS 

Any time the court has contact with persons involved with 
substance abuse and/or violence in the home, whether 
youth or adults, it should be seen as an opportunity to edu-
cate the participants in prevention of Abusive Head Trau-
ma (AHT) and infant Safe Sleep practices. While all of 
these persons may not be parents of infants, they may re-
side, short term or long term, in homes where there are 
infants present.  The Panel has consistently documented 
cases where there has been prior court involvement with 
the parent or caregiver of infants.  If these family members 
had been educated on these safe practices, vulnerable 
infants and children may have been kept from harm. The 

Panel has also reviewed many cases where it is not the 
birth parent that inflicts the abuse but rather a substitute 
caregiver: whether extended family, domestic partners, or 
friends/neighbors. The Panel sees the need for all of those 
additional people involved with caring for a child to under-
stand the dangers of AHT and Infant Safe Sleep.  Given 
that substance abuse is a contributing factor in a large por-
tion of the cases the Panel reviews, there is an opportunity 
to reach these caregivers through the court system. The 
provision of this training would not be cumbersome and 
would likely involve a short video and accompanying mate-
rials. 

RECOMMENDATION: Drug court participants, youth who are involved with the Court Designated Worker Program, and any 
person who is a party to any family court proceeding should be required to have education on prevention of Abusive 
Head Trauma and Safe Sleep.  

DRUG COURT AND FAMILY/DISTRCT COURT: 

http://coroners.ky.gov/NR/rdonlyres/6A9300B0-1DD3-42E0-A80E-E0AC1DDA505F/0/KYCoroners_Child_fatality_reporting_form.pdf
http://coroners.ky.gov/NR/rdonlyres/6A9300B0-1DD3-42E0-A80E-E0AC1DDA505F/0/KYCoroners_Child_fatality_reporting_form.pdf
http://coroners.ky.gov/NR/rdonlyres/6A9300B0-1DD3-42E0-A80E-E0AC1DDA505F/0/KYCoroners_Child_fatality_reporting_form.pdf
http://chfs.ky.gov/NR/rdonlyres/5AA59568-249D-443D-B369-6D258A9D9B7E/0/CFR.pdf
http://chfs.ky.gov/NR/rdonlyres/5AA59568-249D-443D-B369-6D258A9D9B7E/0/CFR.pdf
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2015 RECOMMENDATIONS AND DISCUSSIONS 

LAW ENFORCEMENT: 

RECOMMENDATION: Law enforcement should actively enhance enforcement of the provisions of KRS 189.125 which require  
infants and children to be properly secured in child restraint systems and booster seats during transport in a motor vehicle.  

In cases reviewed by the Panel from motor vehicle colli-
sions, it is often unclear whether or not the child had been 
properly restrained in the vehicle.  One factor in determin-
ing if there was child abuse or neglect is to know if the 
caregiver had properly used child safety restraints. The 
Panel has expressed concern about a lack of citations for 
improper restraints, particularly in these instances in which 
a child is injured.  Panel members also expressed con-
cerns that restraint data on crash victims may be inconsist-
ently collected. Assessing additional data from the Ken-
tucky Uniform Police Traffic Collision Report and compar-
ing to Administrative Office of the Courts data on citations 
may help us understand the rate at which a collision with 
improper restraints results in citation.  This may provide a 
larger data sample to verify or support the Panel’s concern. 
This recommendation includes the need for further re-
search to study  the issues surrounding the failure to 

properly restrain children in appropriate child safety re-
straint systems. 
 
Notification to DCBS in instances in which children are in-
volved in vehicle-related crimes that potentially place them 
at significant risk of harm (reckless driving, DUI, posses-
sion of illicit substances, etc.) may enhance the system’s 
ability to identify and protect children who are placed in 
such dangerous situations by caregivers.  A number of cas-
es reviewed by the Panel revealed a disconnect between 
law enforcement and DCBS investigations of children at 
risk due to vehicle-related offenses.   While there is inade-
quate data at this time to make a formal recommendation 
for changes in policy regarding notification of DCBS, the 
Panel does recommend that law enforcement examine this 
issue.  

DEPARTMENT FOR COMMUNITY BASED SERVICES: 

RECOMMENDATION:  Ensure the internal review process of child fatality or near fatality as mandated in KRS 620.050(12)  
is conducted in a manner consistent with the statute and is part of a quality improvement process to address critical inci-
dents within the child protection system.  The internal review should include an examination of case best practice, policy 
compliance, staff training and experience, caseload analysis, and other opportunities to engage in quality improvement. 

The DCBS is required to conduct an “internal review” on 
any fatal or near fatal case in which there has been previ-
ous involvement with the family by the Department for 
Community Based Services (DCBS).  The statute is clear 
– the DCBS is to conduct an internal review to address 
policy and personnel issues, in addition to a summary of 
the Cabinet’s actions.  A summary of internal review find-
ings is to be included in the annual report released each 
September.  A copy of the internal review is also to be 
provided to the Panel.  The importance of the internal re-
view is more than an issue of compliance with a statute. It 
is an opportunity for DCBS to engage in a quality assur-
ance review process to inform improvements in DCBS 
practice, and support the Panel.  The internal review pro-
cess should allow DCBS (other agencies should also en-

gage in similar processes) to analyze errors in service 
delivery, and examine root causes for these errors.  The 
internal review process is not redundant to the Panel pro-
cess, but represents an opportunity to examine agency 
practice in response to any critical incident.  The Panel 
has noted internal reviews are not always provided to the 
Panel; those received lack detail and do not address stat-
utorily required elements. Ideally staff not directly respon-
sible for the casework should examine these cases and 
engage in an internal review process as required by stat-
ute.  (The 2015 Cabinet report does document efforts to 
improve this process). This report may be found at http://
DCBS.ky.gov/NR/rdonlyres/B2042949-9291-4E00-AC94-
0BD37673B9AD/0/2015ChildFatalityandNearFatalityAnnu
alReport.pdf 

 

RECOMMENDATION: Department for Community Based Services (DCBS) should likewise consider inadequate restraint 
as an important indicator of neglect in an impaired driving incident or collision involving children, and include and weigh 
that information in their investigation and substantiation process. Substantiation of neglect in the setting of inadequate 
restraint when a child sustains injuries should be a given, if evidence supports it.  (Please note:  the substantiation of 
neglect does not necessarily result in a child’s removal from the home.) 

A number of cases involving motor vehicle collisions re-
vealed inconsistent DCBS response regarding investiga-
tion and/or substantiation of neglect when a child was in-
jured as a result of  inadequate restraint. The Panel recog-
nizes that a DCBS investigation of inadequate child re-
straint would present an unreasonable burden to the state.  

Therefore, the Panel will collect data in order to study the 
feasibility and efficacy of conducting neglect investigations 
when a child is found to be inadequately restrained during 
the course of investigation of a motor vehicle collision or 
other vehicle-related crime in which children are involved 
(DUI, reckless driving, etc.) 

DEPARTMENT FOR COMMUNITY BASED SERVICES: 

http://chfs.ky.gov/NR/rdonlyres/B2042949-9291-4E00-AC94-0BD37673B9AD/0/2015ChildFatalityandNearFatalityAnnualReport.pdf
http://chfs.ky.gov/NR/rdonlyres/B2042949-9291-4E00-AC94-0BD37673B9AD/0/2015ChildFatalityandNearFatalityAnnualReport.pdf
http://chfs.ky.gov/NR/rdonlyres/B2042949-9291-4E00-AC94-0BD37673B9AD/0/2015ChildFatalityandNearFatalityAnnualReport.pdf
http://chfs.ky.gov/NR/rdonlyres/B2042949-9291-4E00-AC94-0BD37673B9AD/0/2015ChildFatalityandNearFatalityAnnualReport.pdf
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RECOMMENDATION:  The Department for Community Based  Services should implement quality improvement practices to 
increase the timely completion of fatal and near fatal child fatality investigations.  The annual report that the DCBS pro-
duces should specifically identify the number of incomplete investigations at the time of release of the report so the pub-
lic is aware of these preliminary figures and that they may increase significantly. 

Pursuant to KRS 620.050 the DCBS is required to produce 
an annual report regarding the incidence of fatal and near 
fatal child maltreatment cases in Kentucky.  Over the past 
several years, the Panel has noted that these reports con-
tain misleading data, primarily a result of delay in complet-
ing investigations in a timely manner.  As a result, the num-
ber of cases identified in the current year will increase sig-
nificantly the following year (e.g. in the 2014 Report, the 
Cabinet reported 41 deaths or near deaths of children by 
abuse or neglect.  In the 2015 report, the number for 2014 
was increased by 26).  While delays in case completion 
can be due to pending legal proceedings, Panel reviewers 

have noted delays are more often the result of failure to 
complete written case documentation.  This delay in report-
ing causes inaccurate information to be provided to the 
public and misses an opportunity to raise awareness and 
promote prevention.  Further, these delays can hamper the 
work of the Panel by delaying timely access to cases. In an 
effort to gather more data, the Panel has requested DCBS 
to provide with each case record the date the fatality/near 
fatality report was received and the date the investigation 
was finalized.  

RECOMMENDATION:  The Cabinet for Health and Family Services should provide to the Panel information regarding the 
caseload, training, and experience levels on staff serving families in which a fatal or near fatal incident has occurred. 

The Panel has repeatedly requested information from the 
CHFS on staff caseload, training, and experience levels of 
staff serving families in which a fatal or near fatal incident 
has occurred.  This request has been made in an effort to 
examine anecdotal information presented to the Panel re-
garding the deleterious impact of high caseloads and staff 
turnover.  Following its November meeting, the Panel sent 

a letter to the Secretary of the CHFS formalizing the re-
quest.  This letter is found in Appendix B. 
In the previous annual report, with this need in mind, the 
Panel had recommended a workload study be completed. 
The Commissioner of the Department for Community 
Based Services submitted a letter to the Panel regarding 
this recommendation, which is contained in Appendix A.   

 

 

DEPARTMENT FOR COMMUNITY BASED SERVICES: 

2015 RECOMMENDATIONS AND DISCUSSIONS 

DEPARTMENT FOR COMMUNITY BASED SERVICES: 
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Substance-Related Impaired Caregivers 

 

 

 

Bed Sharing/Unsafe Sleep 

The Panel recommended the Cabinet for Health and Family Services (CHFS) develop a state-wide public awareness 
campaign in collaboration with medical professionals, child care providers, parenting programs, early child home visiting 
programs, and other agencies.  The information should provide tools for community professionals to discuss safe sleep 
with new parents, including the dangers of bed sharing, particularly when the caregiver may be impaired by exhaustion 
or sedating substances.  When working with families of infants, staff of the Department for Community Based Services 
(DCBS) should include information on the dangers of bed sharing and impaired bed sharing—particularly during home 
visits with parents of infants. 

The CHFS launched The Safe Sleep Kentucky campaign in 
October of 2015.  This campaign was designed to let the 
public know how to ensure babies are sleeping safely. The 
"ABCs" of safe sleep informs that the safest way for babies 
to sleep is "Alone, on the Back, in a Crib."  Kentucky has 
added a “D” to the messaging to point out the Dangers of 
impaired caregivers increasing the risks to the infant from 
unsafe sleep environments.  A “tip sheet” for DCBS workers 
has been developed as part of the campaign as well as in-
formation specifically for home visitors, child care workers, 
babysitters and information for parents/grandparents. 
The Panel recommended all birthing hospitals develop poli-

cies and practices to model safe sleep in their newborn, 
Neonatal Intensive Care Units (NICU), and pediatric care 
areas.  Three hospitals in the state, Baptist Health Lex-
ington, Norton Women’s Hospital Louisville, and Kosair 
Children’s Hospital have implemented policies to model 
safe sleep in their newborn and NICU areas.  The Ken-
tucky Hospital Association is partnering with the Safe 
Sleep Kentucky campaign to distribute information on the 
National Safe Sleep Hospital Certification Program to all 
Kentucky Birthing Hospitals.   
 

The Panel recommended development of a protocol for standardized, universal administration of drug tests of caregivers 
when children die unexpectedly in their care. 

Drug testing of caregivers when children die unexpectedly 
in their care remains an issue under review by the Panel. 
Some have expressed concern about potential  constitu-
tional issues involved in this recommendation which may 
not easily be addressed by legislation.  Law enforcement 
may request voluntary consent to perform a blood or urine 

test.  If consent is not given, there is precedent in the state 
for courts to grant search warrants to secure biological 
samples for testing when probable cause to search AND 
exigent circumstances  exist. The Panel will continue to 
collect data regarding this issue. 

Mental Health 

The Panel recommended the Cabinet for Health and Family Services work to improve access to quality structured men-
tal health assessments for caregivers of children in families found to be high risk, so mental health and substance abuse 
problems can be identified and addressed early in order to diminish the number of fatal or near-fatal events. 

Since the Affordable Care Act and Medicaid expansion 
was implemented in Kentucky, more individuals are funded 
for substance abuse treatment and mental health assess-
ments.  This change offers an important and hopeful strate-
gy to address this issue. The Department for Community 
Based Services (DCBS) can now refer parents for assess-
ments without being placed on a waiting list. Prior to Medi-
caid expansion, parents were placed on a waiting list when 
referred for mental health services if they had no money to 
pay for those services.  The Systems of Care grant via the 
Kentucky Department for Behavioral Health and Develop-
mental and Intellectual Disabilities in Kentucky has been 

working with providers around the Commonwealth to build 
stronger capacity for quality mental health and substance 
abuse assessments and treatment.  DCBS reports their 
ability to obtain these assessments has greatly improved 
and results are received in a more timely manner.   
 
 The DCBS also implemented a new assessment tool, the 
Assessment and Documentation Tool, which is intended to 
allow staff to be more targeted in their assessment of par-
ents and improves their ability to know when and where to 
refer adults for assessments and treatment.   

 
UPDATE ON 2014 PANEL RECOMMENDATIONS 
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Abusive Head Trauma 

The Panel recommended multi-tiered prevention programming for abusive head trauma to be provided to parents by 

birth hospitals, healthcare providers, and home-visiting programs that include: 
 the dangers of shaking an infant or young child; 

 how to deal with infant crying, including soothing techniques;  

 permission for caregivers to step away and take a break when feeling frustrated; 

 choosing safe caregivers for infants and young children; and 

 having an action plan for caregivers in the event of escalating frustration. 

Efforts to address this recommendation have been made 
by Prevent Child Abuse Kentucky, the Department for Pub-
lic Health, the State Injury Prevention Coalition, and Dr. 
Erin Frazier from University of Louisville and Kosair Chil-
dren’s Hospital, as well as others.  In October, a letter from 

the Panel was sent to all birthing hospitals encouraging 
hospitals to implement evidence-based parent education 
and offering training and materials. This letter also ad-
dressed the issue of Safe Sleep.  A copy of the letter is 
contained in Appendix D.   

The Panel recommended ongoing education targeted to all professionals who work with children, as well as the commu-
nity at large, about mandatory reporting requirements and recognition of early warning signs of child physical abuse, in-
cluding specific education about bruising in infants. 

Agencies represented on the Panel have continued to pro-
vide and update training addressing mandatory reporting 
requirements and recognition of early warning signs of 
child physical abuse.  Some of these efforts include: 

 Updating the prevention of Abusive Head Trauma Pro-

fessional Training Curricula by partners from Kosair Chari-
ties Division of Pediatric Forensic Medicine at the Univer-

sity of Louisville, Prevent Child Abuse Kentucky, the Cabi-
net for Health and Family Services, and the University of 
Kentucky Pediatrics. 

 Development of physician training mandated by the 

2014 General Assembly through HB 157. 

 Design of training resources to support the implemen-

tation of SB 119 passed in 2015. 

Coordinating Investigations 

The Panel recommended law enforcement explore uploading information from Family and District Court protective and 
restrictive orders into the law enforcement database when those orders limit an adult’s visitation opportunities with a child. 

The law enforcement database to which this recommenda-
tion refers is called the LINK system (Law Enforcement 
Information Network of Kentucky) However, the LINK sys-
tem is not a database but rather is a collaborative infor-
mation sharing program that queries many different state/
federal databases and provides structured results to au-
thorized users in the law enforcement community.  This 
system may access usable and secure databases in order 
to retrieve electronic records which must be in a format that 
would allow retrieval: scanned documents are not retrieva-
ble electronic records.  
 
After study and further consideration, the Panel has deter-
mined this recommendation is not easily achieved and 
would require legislation in order to implement.  The first 

hurdle to implementation is the fact that Family and District 
Court protective and restrictive orders are not currently 
stored in an electronic record format.  Transferring these to 
an electronic record would first require enabling legislation 
allowing the records to be used in such a way as currently 
these records are from closed proceedings. 
 
Additionally, implementation of a task of this magnitude 
would require legislative funding appropriations to cover 
the development of a new database system and workforce 
hours to create an electronic record from the court orders.  
In addition, the current LINK system would require funding 
to create interfaces to these other database sources of 
documentation to allow for easy search, retrieval, and 
presentation to the requestor.  

The Panel recommended that the Department for Community Based Services, law enforcement, and coroners (in fatality 
cases) conduct joint investigations in cases where a child suffered a fatality or near fatality and there is reasonable sus-
picion to believe the cause may have involved abuse and/or neglect. 

Justice and Public Safety Cabinet Secretary J. Michael 
Brown proposed holding a summit meeting to develop a 
better communication protocol addressing perceived and 
identified gaps in child fatality and near fatality investiga-
tions. That meeting was held at the Kentucky Coalition 

Against Domestic Violence facility in June 2015.  Law en-
forcement, health care administrators, and DCBS attended 
to generate ideas on how to better share information 
among agencies. Coroners and local law enforcement 
were invited to participate but did not send representation. 

 
UPDATE ON 2014 PANEL RECOMMENDATIONS 
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The group recommended Multidisciplinary Teams (MDTs) 
on Child Sexual Abuse could also review cases of physical 
abuse (see 2015 Recommendations for more detail). When 
investigation issues arise, parties should consult with the 
local prosecutor to facilitate a group discussion. MDTs are 
required in all counties/jurisdictions in Kentucky.  By fur-
thering the mandate to include the review of physical 
abuse cases, the child victim may benefit from the team 
approach to investigations.  Additionally, all of the mem-

bers of the local MDT are also the same professionals who 
work on child physical abuse cases.  These professionals 
utilize a team approach which ensures safety and protec-
tion for child victims as well as increases accountability of 
the service delivery system which allows quality investiga-
tions, prosecution, and victim services and eliminates du-
plication of efforts in child sexual abuse cases.  Child vic-
tims of physical abuse deserve the same protections 

Coordinating Investigations (Continued) 

 Wrap-around Services 

The Panel recommended birthing hospitals assure linkage of high-risk infants to a medical home and needed community 
services prior to discharge. 

This recommendation has been promoted at state-wide 
meetings on Neonatal Abstinence Syndrome.  It is also rec-
ommended practice in the Kentucky Infant's Safe and 
Strong (KISS) hospital recognition program, a collaborative 

of the WIC program, Kentucky March of Dimes, and the 
Kentucky Perinatal Association. However, it is an optional 
step.  

 Neonatal Abstinence Syndrome and Child Maltreatment 

The Panel recommended the Cabinet for Health and Family Services (CHFS) develop best practice guidelines for recog-
nition of Neonatal Abstinence Syndrome (NAS), including discharge guidelines for affected infants, and distribute them 
to all birthing hospitals. 

Per KRS 211.676, all hospitals are now required to report 
NAS to the Department for Public Health.  This should lead 
not only to improved recognition of NAS, but a better count 
of how often NAS babies are born in Kentucky,  A form and 
guidance document for reporting are available from the 
Division of Maternal and Child Health in the Department for 
Public Health. http://chfs.ky.gov/NR/rdonlyres/F9860ECD-
D0BD-4680-91DE-
B5F4CA19B5F8/0/71514NASHospitalReportingGuidanceD
ocument.pdf 
 
NAS Discharge Guidelines are in draft form for review and 
comment by professionals in the field. The draft guidelines 
were presented at a state-wide meeting on NAS in Octo-
ber, and are planned to be presented again as part of re-
gional meetings of the Kentucky Perinatal Association be-
ginning in January.  Once all the feedback has been col-
lected, they will be finalized and distributed to all the birth-
ing hospitals. 
 
In addition, CHFS has ongoing inter-departmental efforts 
on increasing substance abuse prevention and  improving 

access to substance abuse treatment specifically targeting 
pregnant women, parenting women (through the child’s 
first two years), and teens. These are the populations 
where cases reviewed by the Panel could be most impact-
ed by increased access to treatment.  Kentucky was one of 
5 states invited to participate in a SAMHSA Policy Acade-
my on Prescription Drug Abuse, was awarded an In-Depth 
Technical Assistance Grant from the National Center for 
Child Welfare and Substance Abuse, received a SAMHSA 
Grant for Targeted Capacity Expansion for Prescription 
Drug and Opioid Addiction, and is working with other state 
agencies on funds from the Attorney General’s Office di-
rected to Substance Abuse Treatment and Prevention for 
teens, and Neonatal Abstinence funds from SB 192.  Ken-
tucky was also represented on a Panel about NAS at the 
Appalachian Opioid Summit, an 8 state gathering in Sep-
tember 2015 to share best practices. 
 
The Kentucky Perinatal Quality Collaborative has started a 
quality improvement project on improving care of NAS ba-
bies. There are 20 hospitals involved in implementing qual-
ity improvement protocols and projects around NAS.  

 
UPDATE ON 2014 PANEL RECOMMENDATIONS 
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Open Courts 

The Panel recommended opening dependency, neglect, and abuse court proceedings for purposes of transparency, 
accountability, and systems improvement 

The Kentucky General Assembly considered the issue of 
opening juvenile proceedings in the 2014 General Assem-
bly in Senate Bill 99. Senate Bill 99 would have amended 
KRS Chapter 21A requesting the Supreme Court of Ken-
tucky institute a pilot project to study the feasibility and 
desirability of the opening or limited opening of court pro-
ceedings, except for proceedings related to sexual abuse, 
to the public.  The proposed legislation included not only 
dependency, neglect and abuse proceedings but also ter-

mination of parental rights cases, juvenile status cases as 
well as some juvenile criminal cases.   
 
This legislation was unsuccessful.  The Panel continues to 
support opening dependency cases and have again made 
this one of its recommendations. The Panel expresses no 
opinion on termination of parental rights, juvenile status 
offense, or juvenile public offense proceedings. 

Department for Community Based Services Workloads  

The Panel recommended the Cabinet for Health and Family Services conduct a workload study focusing on Department 
for Community Based Services frontline workers, including weighting the complexity of cases, and the impact of work-
loads on quality service delivery. 

The Panel recommended DCBS conduct a workload study 
focusing on DCBS frontline workers, including weighting 
complexity of cases, and the impact of workloads on quality 
service delivery.  The Department for Community Based 
Services has not conducted a workload study, and instead 

submitted the previously referenced letter contained in  
Appendix A of this report. The Panel has requested DCBS 
provide caseload data as part of submitting case records 
for review. 

Medical Training for Judicial and Other Court Staff 

The Panel recommended developing and administering training conducted by medical professionals to Family/District 
Court Judges, county attorneys and staff on the medical indicators of abuse and neglect. 

The Administrative Office of the Courts (AOC), the admin-
istrative arm of the Kentucky Court of Justice, has begun a 
multi-tiered process to address judicial training associated 
with this recommendation.  In addition to addressing the 
need for training by medical professionals, the AOC is also 
creating other judicial education opportunities that will pro-
mote best practices in dependency, neglect, and abuse 
cases. 
 
The initial implementation of this recommendation began 
with a judicial college held in September of 2015.  Panel 
members and fellow judges were able to provide partici-
pants with details regarding the Panel’s mission, purpose, 
and the need to provide the Panel with court documenta-
tion when requested.  Additionally, the Panel members 
were able to inform participants of any systemic issues with 
the judicial handling of dependency cases that had been 
revealed through their review of the fatality and near fatality 
case review process.  

The next phase of implementation of this recommendation 
will continue throughout 2016.  The AOC is moving forward 
with various initiatives designed to ensure safety, perma-
nency and well-being for children who have cases before 
the court.  Specific curricula will be developed to provide 
training in these various initiatives: 

 A Family Law Conference; 

 Regional multidisciplinary training; and 

 Continue to address the need to conduct medical and 
related training at the judicial colleges. 

 
The Prosecutors Advisory Council is developing a webinar 
to address the medical training for prosecutors with physi-
cians from the Kosair Charities Division of Pediatric Foren-
sic Medicine at U of L.  The AOC along with Panel staff will 
work in partnership to develop this webinar and to make it 
available for all judges and prosecutors across the state. 
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As the Panel continues its work in the upcoming year, the following items will continue to be a part of its focus: 

 The Panel has identified “screening out” of reports by the Department for Community Based Services at in-

take as a practice area of concern.  The National Commission to Eliminate Child Abuse and Neglect Fatalities 

has also identified this as an area requiring possible policy change.  Potential policy improvements included 

requiring additional supervisory review of calls regarding young children, reports from medical professionals 

and/or reports involving families with multiple previous reports.  

 The Panel has identified impaired driving and improper restraint as a significant contributor to childhood injury 

and death.  Panel members and staff are currently working to assess the broader impact of this issue.  In 

partnership with staff from the UK Kentucky Injury Prevention Center, data is being analyzed to assess the 

overall incidence of DUI accidents in which a minor is riding with an intoxicated caregiver.  Panel staff is also 

working with Department of Transportation staff to analyze vehicle crash data to determine the incidence of 

children involved in crashes in which improper restraint was noted and a citation was issued. 

 The Panel remains concerned about a lack of consistent protocol for drug screening in cases where sub-

stance abuse is an issue.  In the case of a parent or caregiver alleged to be under the influence of a con-

trolled substance at the time of the fatal/near fatal event, the Panel previously recommended across the 

board blood testing of that parent/caregiver.  This issue may be best addressed with the development of con-

sistent protocol so coroners, law enforcement officers and medical personnel will have standards in place and 

will know the best response when parental substance abuse is suspected.  This issue may also apply to ob-

taining drug screens on child victims. The Panel has also documented cases where the child victim has in-

gested an illicit substance.  In one case, medical personnel did not hold the blood sample for law enforce-

ment to conduct the investigation. Best practice would have medical personnel and law enforcement in open 

communication and have protocols in place so that errors such as this may be avoided. 

 The Panel receives cases from the Department for Community Based Services from the previous fiscal year. 

For instance, cases utilized for this report are from the Cabinet’s 2014 fiscal year (July 2013 – June 2014), 

with some cases which were pending completion from the previous fiscal year. As a result, the Panel is re-

viewing and this report provides data on incidents which occurred minimally 17 months prior and more often 

two years in the past. In the coming year the Panel will identify strategies to make our case process more 

timely to the needs of the Commonwealth.  

 As a follow-up to the letter sent to birthing hospitals regarding abusive head trauma and safe sleep  parent 

education, the Panel will begin informing birthing hospitals when a child born at that facility is injured or dies 

as a result of abusive head trauma or unsafe sleep.  The Panel will also indicate whether prevention of Abu-

sive Head Trauma or Safe Sleep education is documented in the medical record.  This information is intend-

ed to assist in educating providers about the need for and importance of prevention education.  

 The Panel also has practical concerns with regards to its own data collection capacity.  

The Panel intends to recruit a staff person with the skills to perform the data collection, storage, and analytics 

required by the Panel. This goal can be achieved with current funding appropriated to the Panel. Despite the 

Panel’s best efforts, data collection, storage, and analysis is an identified infrastructure weakness. For the 

Panel to be effective and use the data from the reviews for improving our systems, the Panel needs an en-

hanced capacity for data analytics and maintenance.  

The Panel will continue to gather data and explore best practice recommendations to address system improve-

ment opportunities. 

FUTURE FOCUS 
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