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EXECUTIVE SUMMARY

The Child Fatality and NearlLeRatsdlaittiyw eExReesgenaarlc hRe@Q@o mwi £xaine

el was created and establ i stheeadl tbhy aknedn tWeclkfya rRee vG csnendi tStteaet - a |

utes 620.055 for the purposee olfy choencdeunthteirn gl sdo mfr ehaerh- y e :
f

sive reviews of child atalities and near fatalities susp
to be the result of abuse ofrhrmeuglheocutt. tThhies Papeaaid , | $ ha tPwmean
me mber multidisciplinary teamwefl paséssfromalfsscacl ydang
representatives from the mddineal3,0,s@0ildl). serTheePanealent a\
heal t h, |l egal , and | aw enfofcéamefatabmmuest nad, 4asneeat | f
as others who work with andnadn shuemmelrfi zefd ken t8ulc kcyhdisl derhei nl -
dren. The Panel reviews ofystcs$ abndedaoastiscanCabither sedt
vant information received &from. a variety of sources: t he
Cabinet for Health and Family Services, the Department
for Juvenile Justice, me dilcral a ddeictoiradns tion ctl hued i mec oamunt eonpdsayt
reports, | aw enforcement r eaclosrodspracmdi deecoads ulpelad eb yo fa ntyh
Family, Circuit or Distric20XChuRanel TRreopmepdati orhis.t hes
reviews is to become aware of systemic deficits and to
make recommendations for i nprtavreaneentys, tiot hied popt gvedrmtrougt
child fatalities and near diattiazernri y st hdaute tthoe aglowde ardd sy
gl ect. vention wil/ be achieved. The
courage all interested citizen
This annual report is requivriesd tt otthe Puwilti €£kedanddPashbimct
ted to the Governor, the GEbttptAhArlyuotfi cteheky Cathdvh @teqpddo/r R ¢
Heal th and Family Servicesminhée€hif efomdu htei cPeanefl dtsh eme:Ru -
preme Court, the Attorney Gsetnaenrdailn g aonfd itthse woirrke.ct or of th

2015 RECOMMENDATIONS

The following 2015 Recommendations were developed after a
Panel

f The General Assembly should i mplement | egislation all ow
to be opened to the public for the purposes of transparen
f The Gener al Assembly should pass | egislation requiring
Abusive Head Trauma training and Safe Sleep information t
f Drug court participants, youth who are involved with th

is a party to any family court proceeding should be requi
ma and Safe Sleep.

T As required by KRS 72.410(3) (a), coroners should make t
from |l aw enforcement, the Department for Community Based
tion of the death of a child under 18 years of age.

T Permit/require Multidisciplinary Teams on Child Sexual
review physical abuse cases.

f Law enforcement should actively enhance enforcement of
and children to be properly secured in child restraint sy
f Department for Community Based Services (DCBS) should |
indicator of negl ect in an i mpaired driving incident or
mation in their investigation and substantiation process.
f Ensure the Department for Community Based Services inte
mandated in KRS 620.050(12) is conducted in a manner cons
ment process to address critical incidents within the chi
tion of case best practice, policy compliance, staff trai
f The Department for Community Based Services should i mpl
ti mely completion of fatal and near fatal i nvestigations.
talities that the DCBS produces should specifically ident
|l ease of the report so the public is aware of these preli

f The Department for Community Based Services should prov
training, and experience | evels on staff serving families



2015 IN REVIEW

The Panel has made a concerted effort to follow and
document action related tTohet Penekcommendatdi a6 FY-2014
cluded in its 2014 Annual cResporftr.omA FYpr2d@ddds if a etm d thtel iDre-p ¢
ing those recommendati ons Baa® dcrSeartvweidceasnd( D@BSEY I duaAl | i
recommendations wer e assirerdedct ¢ awar iwvocauss upPaoalded t o t
members to monitor and relprbCBhIogr &pPr oRi mamelay yt wenty
of the progress of each fiecemmendgtiooap) bpgi nme®tni ng we
page nine of this report. sion to the four groups of Pane
constraints, criminal court ci
The biennial budget approfpori aaiddnt bbn&ld2dp@0Menbat iIF¥n s
2014 and 2015 was |l argel yr aeasieaddwd oun tpielr sonmmsed g thenrmte urderedt) i |
ing Justice Cabinet st af fc asfeosr emesri ec driesdd wsad e dc asste tame - s ¢
|l ysts and data analysts. Motgsaltlhiosf ytehaer pwirtstonael adedi €i
pl ace at the beginning ofvitehwmee dawai Itahtei Iciotnt rafct ede ahahy:
and consequently approxi mattalfy .$250, 000 was utilized.
For the current fiscal year more contract personnel ar e
anticipated to be used an&efostathetentihe bedigelt atpieve olr
creating a more accurate da@axXxmpanseeonpi cCournei.tt ee conducts a
the Panel. That e v gglou antgi o nf airs
The data collection tool 20kBtwdtbyaatenbadtmmet tpeeseint a
Panel members | ast year hlaGs, Relelb .progressively en-
hanced through the year with the third version also
available in electronic fToremaRanaend ewxpledd ket edntao sinbet h
SharePoint website. of the fiscal year as the stat

ter ms of service necessitated

A data analyst was consulmeentbearnsd cdhel Pdedl Shas eal so e
Point was meeting the needsonofast memBanel hagse fraesiagned
dat a coll ection was concmangdof Itthewa@® s idteitcemrsminre dt he Pe
SharePoint i s sufficient tbobeeachangl pgempalsey eidnfior -a
mati on securely, but it iwi thtota asp ediefqgiuat er gpd rait £ atrimo nf oa
data storage. Further, t haeg eman els has ed dteemmitrience |l yhe n s
need to recruit a data extplee tv aomanmonpiotsoirt icoonlsl eacntdi onna ma mad

storage processes and assist with timely data analysis.

CASE REVIEW PROCESS

This year, due to the sihekeewvofl uenac hofc atsheg ¢ dee Panel d
many of them with over a trthessandtafi npalgeds dofn orte croirsdes t o
ithe Panel contracted forsot htehes erasiescesveof emskudead-fror
lysts to review the records, create written summari es
and timelines, and presenbDattahewacsasiersp uto arheanPaeled ctartoni
the meetings. These anal pbohseloe ntbeagsiesdicelsomudds inwe sehabr al
soci al wor kers with trainbhemgs amfd telkgpeparaelcet d ns W alt v,
rics, forensics, and/ or cdhoicludnept st ecfTihee dateavicebk . i sT hwt
has facilitated the reviewbofit meanehcasnes vaddabetctasr dva-s
ta collection with the devalsepmewnti eawvf parocexpan dead ad atrao m
collection toohe 68l ebasgrasswiwewneed rcea-ses were monitored
viewed by the analiyet g 78nd hod @ wt ghimdsyet t he data <collecti ol
were presented to the Pamselrefadshdescwasi arsedt t meentadi nt a
i ngs. curely pulled from SharePoint.
data and the amount of compl et e
following pages include etghuenrce el tweref rdiat, a usn algy 4 iB9
ducted wwsreveavdmwtry caseshtai mwoo@R29)s ofor individual Vi

cases provided to andi nrcewideewe dd ebnyo gtrhaep hp &rse | cdiucht y,
meet the criteria forriiex,| usndnpamelt hdee tdeatnd :n ad fi toenrs .
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DATA ANALYSIS

METHODOLOGY
This report provides data el ements relating to the child
neglect for FYy 2014. Il ncluded are the data variables ¢
panel determinations and risk factors.

COUNTY OF INCIDENT

Number of Cases Reviewed by County

No Cases (n=80) [ olo

| 1 Case (n=24) @890 : 0 A

B
-2-4Cases(n=15) g\ 0 1 ‘
A L 0 AN
- 5+ Cases (n=1) e © 0
o Po o .
[ ° >

0

December 1, 2015

Data Source: External Review Panel for Child Fatality and Near-Fatality Data
Shapefiles from Esri, Inc

Prepared by Emily Ferrell, MPH CPH

Note: Not adjusted for county population



County of Cases (n=77) Reviewed by Child Fatality & Near
Fatality External Review Panel for Fiscal Year 2014

| Frequeny | Pecemt |

Ballard 1 13
Bell 1 13
Boone 2 26
Boyd 2 26
Boyle 1 13
Bullitt il 13
Calloway 1 13
Campbell 1 13
Carroll 1 13
Carter 1 13
Christian 4 52
Clay 1 13
Fayette 2 26
Fleming 1 13
Floyd 2 13
Frankiin 1 13
Hart 1 13
Henderson 1 13
Jefferson 16 20.8
Jessamine 1 13
Kenton - 5.2
Knox 1 13
Laurel 2 26
Marshal 2 26
McCracken 2 26
Meade 2 26
Morgan 1 13
Muhlenberg 2 26
Ohio 2 2.6
Oldham 1 13
Owsley 1 Fls
Pulaski 2 26
Rockcastle 1 13
Rowan 1 13
Scott 1 13
Shelby 2 26
Todd 1 13
Warren 3 39
Webster 1 13
Whitley 1 13
Total 77 100.0



DEMOGRAPHICS

wkO0S 2F /1 aSa wSOASHSR o6& GKS /KAfR CrLalrtaAade FyR |
CAaoOlt ,SFENIuAamn

T ey 1 pecem

Black 8 104
White &4 B3.1
Other 5 6.5
Total 77 100.0
Data Sowrce: Crig Fatality Nesr Fataity External Reasw Panel
DSYRSNJ 2F /1483 wSOASHSR 6& (KS /KAfR CLHLGlIEtAGSR YR
CAaollf ,SFENJIwunamn
| Frewey | Pecem |
Male 52 67.5
Female 25 325
Total 77 100.0

Data Source: Onilc Fataiity Neer Fatsity Bxternal Review Panel

9UKYyAOAGe 2F /Il aSa wSOASHSR o0e& G(KS /KAfR ClLaGlrfAaGe
CAaol f I H N

T ey [ peeem

Hispanic 4 52

Non-Hispanic 72 93.5

Unknown 1 13
Total 77 100.0

Dats Sowrce: Chila Fatality Near Rataity Bxpernal REAsw Pane!



AGE OF CHILD VICTIM

FaSa wSOASHESR o0& (GKS [/ KA

Fekgunicy | percent
<1 40 51.9
=<l 1-4 25 32.5
7% mi1l-4
59 5-9 4 5.2
% no 10-14 5 6.5
15-17
15-17 3 3.9
Data Source: Child Fatality Near Fatality External Review Panel TOta| 77 100 0

5FdF {/20daNDOBYCH G fAdGe FyR bSENI CriartAaGe 9

RISK FACTORS

Most Common Risk Factors Identified as Contributing

to Fatality/Near Fatality Among Cases (n=77)

Family Viclence 28

Substance Abuse, Caregiver 28

Criminal History, Caragiver 27

Lack of Treatment — Mental Health or Substance Abuse 27

Mental Health |ssues, Caregiver 22

Supervisional Neglect 22

Substance Abusein Home 21

Impaired Caregiver 20

Substitute Caregiver atTime of Event 17

Unsafe Sleep [Bedsharing, Co-Sleeping/Non-Bed, Cther) 15

MedicalNeglect 14

Dets Source: Child Fatality Near Fatsity External Redew Faned

hiKSNJ NA &1 I Od2NA ;\ﬁeéyeoéﬁz Ay OFasSa ;\y()t,dzﬁeév L yar ¥
5AaloAtAGRET /KAtR op0zZ 10aSy0S 2F {dzZAdRNL {&aidSy F2
onvX [FO1l 2F /KAftR /I NS on0vox aSyudulrt | SFHf{UK LaadzsSaz



PANEL DETERMINATIONS FATALITIES

ySt S5SUSNNYAYylea2ya F2NJ it CFOGl A

B Sleep-related (38%)

W Neonaticide, suicide, gun-
related, natural causes or
other (22%)

® Drowning (11%)

m Blunt force Trauma not
related to physical abuse
(11%)

B Abusive head trauma (8%)

M Ingestion (5%)

5141 {/2kdxNIRSYCH GFEAG8 VR bSENICLHaGlIfAGe wSOASS thySt C, |

Final Categorization for Fatality Cases (N=37)'

ot Ctegrimion | e | percemt

Sleep-related 14 38

Other* 8 22

Drowning 4 11

Blunt Force Trauma® 2 11

[unrelated to physical abuse)

AHT [with out without 3 8

additional injury)

Physical Abuse [without 2 g

AHT)

Ingestion 2 5
b MmMkoT TFlLillftAaSad Ayg2t 0SSR &adzZASNBAAAZ2YLFT yS3fSOG oOobMfe 0T MMKOT
aSa AyOfdzRSR y GKA& RIFdlF® LyArAslftesx (GKS tlyét NBQBASIS R oo T i
Sa oSNBE tF0StSR Fa ySIENI FLaGFtfAGe OFaSa odzi GKS OKAfR 1 GSNJ RAC

A
A
S
F hOKSNIT yS2yENBIANRISIR BKEAYOARSTSS s dfyt (1 dzNI £ OF dzaSa o046AGK 2NJ gAGK2
¥
N:1

Frdrt oftdzyld F2NOS NI dzYh T W Ayg2f 0YR LI 84Sy 3ISNE



PANEL DETERMINATIONS NEAR FATALITIES

ySt S5SUSNNYAYlea2ya F2NJ Ittt bSIN CI

M Abusive Head Trauma(38%)

B Physical Abuse without AHT
(15%)

M Blunt force Trauma, not related
to physical abuse {15%)

W Near- drowning, Near-
strangulation, or gun-related
(12%)

M Ingestion (10%)

® Natural casues, no neglect (5%)

m Sleep-related (0%)

541 {/2kdzNRSYCEF GFEAGE YR bSFENI CLFLOGlIfAdlGe wS@OASe thySt C,

Final Categorization for Near Fatality Cases (N=40)

o comprimion | v | e

AHT twith out without 15 38
additional injury)

Blunt Farce Trauma’ A 15
tunrelated to physical abuse)

Physical Abuse {without AHT) & 15
Other® 5 12
Ingestion 4 10
Matural Causes, no evidence of 2 5
negled

Matural Causes, with medical 2 5
negled

Sleep-related 0 0

bmpknnan YSENI FrLilftAsaSa Ayd2f @SR adzZSNBAaA2yl+f yS3aftSOG 6o

FhUKSNI T ySINBRNEBESRA K AE MBBAA d Mo @ §I NJ
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2015 RECOMMENDATIONS AND DISCUSSIONS
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t en our syst el

GENERAL ASSEMBLY:

. _________________________________________________________________________________________________________________|
RECOMMENDATT O Gener al Assembly should i mplement | egislation
court proceedings to be opened to the public for the purpo

Proceedings for dependency,ournegl! ecOpenamdurabupregceedi n
fidependency cases, 0 are thenessibfptbeeedihgsahelpdobhemmam-:
ily or District Court to determine child custody when achild ney s , g uaadr dliiatreesrd c hi |l d wel f ar e
has been found to be dependa&ynwtenmaemgdecadedownt adbbusiady. in
The <court acts in the best ceedengst bpfl itfhtei rcchitlhde bpyotiesng u
protective orders that may allow a child to remain safely
he home, or alternativel yThhet Ekemi neky whern ereal tAses ealbil lyd |
hould be removed from theofhooeenilnmg $oameniclasepr aeceeding
wed by the Panel, t he cosurotnss arhd oQlgihlodit Pt dhtee taist e s 8 & e
es were not in agreementamentmenfamptygpeseeeids. Ként ot k)
es, the decision of the icopuothappeiateads, nwloinch séekheéecwi
information presented iaeasthéencéasanspaoedcy and the ne

from har mful public disclosure
n the interest of transpareémeysesacdepehdbhtiytynegheécsy sotr
mprovement, the Panel e n doRasneesl tehxep rcecsrsceesp th oo fo pd me roinng e g
hese dependency cases to tthieonp udfl i par dmti &1 reicgmmenhdpauven
i o 2
at

o< <0n-~

>0 — —
® »w O oo

n was in the Panel 6s Olpubleiporaf f dmee purbd d &€e chiarsgsa. | eg
e and compelling interest in the work of dependency

Br—rr—r—-—

GENERAL ASSEMBLY:

RECOMMENDATT e Gener al Assembly should pass | egislation requ
vention of Abusive Head Trauma training and Safe Sleep i1
Pediatric abusive head traubtmasafoemt sheep poabei tbe Wemndi ng
cause of physical alHose@-bdhadsftthht ailn tiiemfsanthns.t he cases revi ewe
education provided to the pdoestaobf eneompalbast aad | desqtelesmi is |
ing prevent iTohne pgroaaclt i @fe. t hiltso waepvperro,a cbhe ciasustto not al | of th
assure every parent or car dthaek ePranred c efiovre sr eé wmifeow.mat Thea &a
the dangers of shaking theidemadyofanldospirtadlegared poi maoy h
a crying baby before | eTahviisnfgapnthlei s r ahonuyg Babpi tShleep prac
proach has been shown to rtaiurcley imaocti deelelt,a toefd tfddetuaslilivve pe s
head trauma beyt .471%0(0Bi)asprogtamping or bedsharing with an
cludes three primary componPahsl|l thangediengrmanedi vdmras: Sh) e:
video addressing the dangerat ofhshakmegan2) nfamhér mat iddrs ch
soothing an infant, and 3) zsatginon,g wvai tfihd osnpde c isahla keendp hcaosmnsi t
me nt staCemeeint |y 18 stat e eshlaeveepilnegd ibsldasthiaarn nge-whi |l e i m
guiring or encouraging statewrdbebdi mrhiind iccant edrrsugtso, parod/i
hospital based prevention tedunahgohostbel dacentshaar ¢oalke
of newborns. physicians and other community

out infancy.



2015 RECOMMENDATIONS AND DISCUSSIONS

DRUG COURT AND FAMI LY/ DI STRCT COURT:

RECOMMENDATDON G court participants, youth who are involved w
person who is a party to any family court proceeding shoul
Head Trauma and Safe Sleep.

Any time the court has contPaacntelwihtahs peelrssmonisevineevwd d/ egha nwy t 6
substance abuse and/ or viobéemntd par drmte thhoante,i nifhleitchtesr t he
youth or adults, it should btber sgienwems whebpeorenhiendetdo fa
cate the participants in prfervieenntdiso/nnedfghMdusi vea hlde®@AnEl asg«
ma ( AHT) and infant Saf e Sdddkipt ipornaaclt ipceeosp.l eWh inlveo |l aeld wit |
these persons may not be pagteaantds tolie iddmpess ohey wHmawnde
side, short term or l ong t éehmf &b dtoarecse wehbewsee tilserae camd r
infants present. The Paneltilhas otonsiestastelsyttectmaert ede)
cases where there has been tmr irceracdo urhte sien vcoal rveegnmevnetr switthhr o
the parent or caregiver of pmdwindison of these tframinliy gmeanobu

had been educated on thesewouwlfd |lprkedtyi densv,ol vel mesalolre vi
infants and children may havieallseen kept from harm. The

CORONERS:

RECOMMENDATIAGN required by KRS 72.410(3)(a), coroners should
essary information from | aw enforcement, the Department foc
partment upon notification to coroners of the death of a c
The Panel has observed thattiwhi,| ecogwnlrscormrsthaatldd @dree nrad-e
qguired by statute, in practriegqa, rementet oofillaav a& nrf opg cretmem
DCBS, and the | ocal heal thagdepaft m&@nt wiitsh itnhceo nDsei psatretnnt el nyt
i ssued or not issuWbHenatnatiddbegatcwmomsremprove practice, ef f
from the coroner are timelymenthepagftocmasce emay vbegnebess
tifications are able to conbduect osicenke i nQ/oerso ni egrad si: 0 KASsLIYokEKI 3
critical information regar doange v INeH dfjaend J 2yg kaonvls SRL Y H BRNBE s & © &
of any other children who may! pbgsstpsipceknYinzhrpdsNmyp/rLchifl @y
yet to be born into the fanmiNIY)NRRYGGMAKDI NG off B A2 HR bHnRIRER £ ¢
ners Association would be apggédecd hpptdsdhePod Nk /MWD LIPF New
coroners aware of the statutory requirements as well as t
i mprove the communication between coroners and state

agencies concerned with the protection of children. I n ad:«

EXPANDI NG EXI STI NG | NFRASTRUCTURE:

RECOMMENDATP@eN mi t/ require Multidisciplinary Teams on Child
620. 040, to also review physical abuse cases.

Multidisciplinary teams ( MDablysencashead,d tsteexuahi ladb ueiec tairm
required in all counties/ juapprdiadh one i mv Ketnitgatkiyons . AnMilN
is comprised of the | ocal p rnovsod cvietdo ri,n tstee | Chiis| ghegisd € aAdat
cacy Center, |l aw enforcemernwytoungd cBCBSreswmci 8aheser pirod essi
wor ker s. Ot her members mayproathdehmeht &lnshig &lst hs,a fneetdyi -an
cal and education professi othiarhs .a sMaweg/!l lofas hien cmeensbseerss aocfc o
the 1 ocal MDT are also thelsameypsgygfseéesmi awhdlch whd owsr lqua
on child physical abuse casé®nsfFaahdl|l ocati MDSertwiacne si sand
required, by statute, to céordisnadamechnivdssieganl oabuod ocas
sexual abuse and child humabuseadésekvagthevodma nmr octoent-t i
mer ci al sexual activity. By furthering the mandate to i

clude or at | east encourage teams to review child physic


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

2015 RECOMMENDATIONS AND DISCUSSIONS

LAW ENFORCEMENT:

REcCOMMENDATLA@w enf orcement should actively enhance enforceme

infants and children to be properly secured in child restr
In cases reviewed by the Pamnelpefrymrmetoni vekihé¢ll @r enl liin-
sions, it is often wuncl ear swnthredihretr soywstneoms .t he child had b
properly restrained in the vehicle. One factor in determ
ing if there was <child abubdlet ioffi cnaetgilcenctt oo sDCBoS kK mow nisft a
caregiver had properly usedokhweddi-neafathdyd Ireeg s tresi nthsat Phbe
Panel has expressed concer nataboiugniaf ilcaacnkt orfi scki taft i basmf or
i mproper restraints, particsianl pfinltitheseé ismndbtsdmrneesin ew
a child is injured. Panel abmelmbteyr st ml isde retxipfryesaed pootec
cerns that restraint data osuchadangeércousmssimayatbieonncloy sd a
ently <collected. Assessing easddietviicenmeeld dat a hfer Prmneher e aa
tucky Uniform Police TraffilcawCodnfiesn oemeRetpoamnd aBD@BSompaes
ing to Administrative Offi crei ok duwhes-rt€b av eehdi cdikiia nes etsheirtea tii:
may help us understand t he qruaattee atatwhiadh tehi coltliimei adno wriatkl
i mproper restraints resultsfom chamgeonin pboibBcyayegaodiad
|l arger data sample to verifPaonel sdppesrtetbemPadel 6atcbdbawerct
Thi s recommendati on includdssube need for further re-

search to study t he i ssues surrounding t he failure t o

DEPARTMENT FOR COMMUNI TY BASED SERVI CES:

RECOMMENDATDeNp ar t ment for Community Based Services (DCBS) S
as an i mportant indicator of neglect in an impaired drivi
t hat information in their Iinvé&sbsgantoataond sbbseghticat i o
restraint when a child sustains injuries should be a give
neglect does not necessarily result in a childds removal f
A number of cases involvinGhemwefoor es,e htiltd ePamdll i wii lolnsc alel-
veal ed inconsistent DCBS réepoendéel regaaddngf fiinvescsy igfa-cor
tion and/ or substantiati on wohfenneglcehcitl dwhen faouali It Was i ink
jured as a result of i nadetqgumt ®eouresd raf nt nvébei Bahebnr e

ni zes that a DCBS investigathem -wéh aitneadd ecqruiamhes icnh i vwhdi crhe -¢
straint would present an un(r2Wls,o nraebd kel eosug dderni tion ¢ ,h ee tsct.a)t e

DEPARTMENT FOR COMMUNI TY BASED SERVI CES:

RECOMMENDATIEGNs ur e the internal review process of child fatal
is conducted in a manner consistent with the statute and i
dents within the child protection system. The internal re
compliance, staff training and experience, casel oad anal ys
The DCBS is required to cogdget ian sfimitl ernapr orceevsiseevsd otno
any fatal or near fatal c asdee | ii v ewtyi, c ha ntdh eerxea nhianse breoebrth epcr aew
ous involvement with the fianmielrynaly rehéeéeDeproteesnti & omot
Community Based Sdheiceat (Ee&eB%s. dlugarrepresents an opport
ithe DCBS is to conduct anpriandteircneal i m evé £ wo nt ve aidwkr @Rsagn eclr
policy and personnel i ssuedasi moaedi iinbernal ar sumenas yaioé
the Cabi netAd ss uammairoynso.f i ntPanal; rehoeww féeoadived | ack det e
ings is to be included i n utdrig requined elanentsricgeplly staff not dirdctey aesperd- e a c |
September . A copy of t he siinbtleer nfadr rtelhvd eava 9 eswoarlks os htoou | e
provided t oThehei nPpaonretla mda e r odanigangee- in an internal review pi
view is more than an issue udfe(.TloempRPDabBc€awi hketareparut e.oe
is an opportunity for DCBSimprewgagbki $ npraogasad)i.t yhlaitsg ur é |
ance review process to infDOBS. kmprnoowe & tr ol P 1941 FRERISBI2 04 2 9
practice, and stUphpointeheaRBDEWiI6E/BBOIA®DS/ 0/ 2015Chil dFatalit
cess should allow DCBS (othéeémRepoencipeds should al so en-
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2015 RECOMMENDATIONS AND DISCUSSIONS

DEPARTMENT FOR COMMUNI TY BASED SERVI CES:

RECOMMENDATITdNe Department for Community Based Services shou
increase the timely completion of fatal and near fat al chi
duces should specifically identify the number of incompl et
lic is aware of these preliminary figures and that they ma
Pursuant to KRS 620.050 theh®C8Snbsededqgueweil agd taa ep rnoodruec eof t
an annual report regardi ng ddmplientca dvernictet eonf cTaasies | ddoeclruahye mid ra
fatal child maltreat@ert thsmpasbuKesntuamlkgcurate informat
sever al year s, the Panel hapummloitedandhami s heseanepppbstaon

tain misleading dat a, pri mapi 6 motae r g Fewrétnhteifrod.¢ lhay ei Med amp
ing investigationd@sia aesum&bykmahméime Panel by del aying t
ber of cases identified in efhfeorcturrengatylear midé datcaecatsle
icantly the following vyetaor p(reo.vg.dei nwitthe e2a@h4 cReporteco
Cabinet reported 41 deaths foat andary degtorst omMasc hrielccerievre db ya

5
—

abuse or Imeglheect2015 report ,watshd imwumumhmberedf or 2014
was increas®Whi bg @éhays in case completion
can be due to pending | egal proceedings, Panel revi ewer s

DEPARTMENT FOR COMMUNITY BASED SERVI CES:

RECOMMENDATITdNe Cabinet for Health and Family Services shoul d
caseload, training, and experience |l evels on staff serving
The Panel has repeatedl|l vy r eaquleesttteedr itnd orimat Benor éramy t ok t
CHFS on staff <casel oad, t rag me 9ntg., aThidi se xlpeetrti eern cies |feovuenlds ior
staff serving families in whn cthhe dradvwilo ws aremualf arted oritn,c
has occurred. This requestPamel bleaed rmademmmenn daend eaf fvoartk Itoo
examine anecdot al informatiDbDme pCememtssd oher t od Ptame |l Deepar
garding the deleterious | mpBhadedf Séeri wihc ecsasel mmidtst emchda st af
turnover Foll owing its Notvleimdb erre cnoenemhied mdga t itohne, Paahnieclh siesn tc



UPDATE ON 2014 PANEL RECOMMENDATIONS

Bed Sharing/Unsafe Sleep

The Panel recommended the Cabinet for Heal twi dan dp ubbd micl ya ws
campaign in collaboration with medical professional s, chil
progr ams, and other agencies. The information should pro
with new parents, including the dangers of bed sharing, p
or sedating substances. When working with families of in
(DCBS) should include information on the dpmage¢ei subhirbgdds
visits with parents of infants.

The CHFS | ausacfhee dS|Teheepc &Kmma iugcikgsn and practices to model S
October of 2015. This campMaeaagmatwas |dhasingnevce tCar keetUnt he
public know how to ensure babeas. ardhsleeepmiospi s af al y.n T hHe
"ABCs" of safe sleep informd ntghatn,t Nergafne swWo meanyd sf oHo shpa bt i
to sleep is "Alone, on t he @hiclkdr einnd sa HOrsiph .t"al HKeaerwteuciknyplh
added a fADO0O to the messagingafte Ploéaeg iorutt hehier Draenvwgbearsn odf|
i mpaired caregivers increasitnugkyhddosipskal t Assbei antbame i §
unsafe sleep environments. SA efetpi pK esdtrayeakiog f otr o DACiBsSt rwi obr Lkteer
has been developed as part dattbeatca®pbegisl aspweélbbpasal n¢
formation specifically for Kemé uekygi Borshimdopi Has iatrel swor |
babysitters and information for parents/ grandparents.

The Panel recommended all birthing hospitals develop poli
Subst aRedeat ed | mpaired Caregivers

The Panel recommended devel opment of a protocol for standa
when children die unexpectedly in their care.

Drug testing of caregi ver s twehstn. c hlifl doems ednite iusn enxopte cgtievdd ny,
in their care remains an i sfsoure aouwretrs rtevi gwaby slkar Phnenla.
Some have expressed concer n aanipd ets p otre nteisali ngc owhethni tpu-ob a
tional i ssues involved in texiiggemeé c cmmemudmsttianrc ewh i cehx insaty.
not easily be addressed by cloddiexltatdiadrm. regawdiemd otr ciesneing s

may request voluntary consent to perform a blood or wurine

Ment al Heal t h

The Panel recommended the Cabinet for Health and Family Se
tal health assessments for caregivers of children in fami/l
problems can be identified and addressed edraltyali revemdear t c
Since the Affordable Care wet kiamngd wNe i cpaiodvi eéep anairomnd t
was i mplemented in Kentuckystmomgei ndapaduaysfare qfuandeqy

for substance abuse treat mealtu saen da sreeend sarhe nhtesaD@h8 ackeepabsme n
mentTshi s change offers an i mpdrltiant taondo thtopiedr utl hese avesess

gy to address this issue. Bmel Depattmsmentefoeceeiomend niint ya n
Based Services (DCBS) can now refer parents for assess-
ments without being placed dheaD@8iStiahgol ignpl eeindtredt @ Me

caid expansi on, parents werAspétasmdnbobnamad wBotcumgnti asit omhEd
referred for ment al heal th a@lrowcesafif tbepehmdreotmpgeyel
pay for thoBlke s@ysvtiems.of Cantsganadti mpaotvhse their abilit)
Kentucky Department for Behraevfieorr adduHetasl tfhoramd sPassealeap s an
ment al and Intellectual Disabilities in Kentucky has beel



UPDATE ON 2014 PANEL RECOMMENDATIONS

Abusive Head Trauma

The Panel recommendddpmaeVvéenti on programming for abusive he
birth hospitals, heal vhcarté ngr pviodgerasns amaéadthomel ude:

T the dangers of shaking an infant or young chil d;

T how to deal with infant crying, including soothing techn
T permission for caregivers to step away and take a break
T choosing safe caregivers for infants and young children;
1 having an action plan for caregivers in the event of esc
Efforts to address this reddmmemadmaeli owashasentbetao mbhbebir
by Prevent Child Abuse Kenthbhog&pitahe Deparntprhereté nfpoare ePiuthbe e d
l'ic Healt h, the State I njuanwdPoévemt ingn tCa@a lniithigonan da nnda tB
Erin Frazier from Universi tdyr esfseldouihseviilslseueanodf KSasfae r S|Cehe
drendés Hospital, as well asconhnharsed iilm POAgpeoebdeéirx B. | etter
The Panel recommended ongoing education targeted to al/l pr
nity at | arge, about mandatory reporting requirements and
cluding specific education about bruising in infants.
Agencies represented on t hesiPtayjnedf hlaowei swinltli en,u eRir & voe mptr oG h i
vide and update training adétesoirndHemandatamrdy Fraenp ¢ ryt iSreg v
reqguirements and recogniti entofickeyarHeydiwmarmnicrsg signs of
child phys$Scm¢ abuskese efforpgesydinFdmd®t of physician trai
T Updating the prevention o20AdbuGeénver dlleallsdembima PPhoeugh
fessional Training Curriculq physiRa' tofe rts aff mam gKa eaiofur Ghear
ties Division of Pediatric (Rqregmsicg Medijagighg agadlselfhenUbbYE

Coordinating Investigations

The Panel recommended | aw enforcement explore uploading ir
restrictive orders into the | aw enforcement database when
The | aw enforcement databaskurtadl evht @ hi mpli esme rrtcaatmimem dias t he
tion refers is called the CoWNKt sgsoteect(iLbvaew &md or esmentt i
I nformation Network of Kentatckrye d Hiorweasrre re | etchter olnli NK rseycso-r d
tem is not a database but amatbkectirsomni cc orlelcaobrodr awo wled ifnifro
mati on sharing program t hatalguoewiinegs tnmaen yr ediofrfdesr eemot bset autsee/
feder al dat abases and provitheesestrreocotrudsedr eebubdbmscltms eadu -
thorized wusers in the | aw enforcement communi ty. Thi s

system may access usabl e anAddcietciuarealdlayt,abiamplse meantoatdiean o
to retrieve electronic recowdsl dhirelgumu et Ibeegiisnl aat ifvoer mfada n d
would allow retrieval: scannlkd decvelmepmentaref natnewtdatal
ble electronic records. hours to create an electronic

I n addition, the current LI NK

After study and further contsa deratten, ntleef Barel tloast hdeestee
mi ned this recommendati on dec nmdnteasiolny taoc halevew faod ea
would require |l egislation ipnr ecsrechadratti @ni mpl ement equ éeshteo rf.i
The Panel recommended that the Department for Community Ba
cases) conduct joint investigations in cases where a child
picion to believe the cause may have involved abuse and/ or
Justice and Public Safety £Ladbimet DBemesttiac yVidol eMicehdalci
Brown proposed holding a sdmmicttemmeeti hgatoh dearrd opdmi ni st
better communication protoctod @amdereastseé ngdeas coinveldowantdo

identified gaps in child f atneolnigt yagenmdc ineesar CGartarndrnsy ande:
ti ons. That meeting was hewdr eati ntvied edehbuphyt iCoiapateé omut



UPDATE ON 2014 PANEL RECOMMENDATIONS

Coordinating Investigations (Continued)

The group recommended Mul t ibdeirssciopfl itnhaer yl oTcead msMD(TM@R&T ) al s o
on Child Sexual Abuse coul dwaldlsoonevheWwdcapbgsi ol papsisealc
abuse (see 2015 Recommendatubnbki 2er amorea mdeatpgpirlo)a.c hWhaehni ¢ h
investigation issues arise,tipoanr tfiocers cshhioludl dviccansmsl taswiweh |t
or
I

| ocal prosecut to faMDTd ttatte wemgvioue deélscussy osystem wh
required in al counti es/ j uriiosndsi,c tpiroonsse ciunt i K&ant lwnlkdy .vi cBy m
thering the mandate to i ncplluidceati o@a ofveée#tfivorotfs pgmyscihcdld
abuse cases, the child victimsmay plewneif c¢cal famuns et hdee steeg avmm
approach to investigations. Additionally, al | of t he me

WraE -around Services

The Panel recommended birthineg ihsoks piintfaalnst sa stsou rae meidn kcaag e hoof
services prior to discharge.

Thi s recommendati on h as -wiedeer phemdl &€d patoogsamt e Kentucky |

meetings on Neonat al Abstin&Keaoéeé u8S8kydrPeme natlatl iAs salcis@mtri eom-
ommended practice i n t he Ksetnet pu.c k y I nfant "' s Saf e and
Strong (KISS) hospital recognition progr am, a collaborati

Neonatal Abstinence Syndrome and Child Maltreatment

The Panel recommended the Cabinet for Health and Family Se
nition of Neonat al Abstinence Syndrome (NAS), including di
to all birthing hospitals.

Per KRS 211.676, al |l hospi taacl cse sasr et on oswu brset gaunicree da btucs er & pr ceratt
NAS to the Department for Ppbégoamealwtomen, Thpiasr esnhtounlgd Wemae
not only to improved recognfition ofwoNASEarbsuyt, aaretteensou
of how often NAS babies arewbere tas&senteevkgwedAbffotimeamwrad:

0

gui dance document for reporedi by @amner eavsaed d adbdcee sfsrdm t heat
Division of Maternal and Chbl dtBHeabthnivntedetbDepanrtmentp aftc
Public MHtetapthl chfs.ky. gov/ NRYyrdonPyeesf FpP8bOEBECDTI ug -Dlebput she ,

DO B-B6 81 DE Technical Assistance Grant fro
B5F4CA19B5F8/ 0/ 71514NASHospChhal Reppetlt fangGaindarmsudBtance Ab
ocument . pdf Gr ant for Targeted Capacity E:

Drug and Opioid Addiction, and
NAS Discharge Guidelines aragemcideafonfbumdsofroevitdwew aAnd

comment by professionals inredtediteddSubsderandcafAbgeseddlin
were presentwddat maetsitmg eont edAS ,i mnO@ctNeonatal Abstinence
ber, and are planned to be tprceksye nwtaesd aal gsaoi nr eapsr epsaerntt eaf orne -
gi onal meetings of the KentApcpkayl aRcehriianmna t@pi oA sds oSu manii to,n &re -
ginning in January. Once dlelmbteme 2Dé&868dbackhams bhestn prodct
|l ected, they wil!l be finalized and distributed to al/l t he
ing hospitals. The Kentucky Perinatal Quality

guality improvement project on

I n addition, CHF Sd ehpaasr tomegnat itaml @ seif ffolretrse are 20 hospitals ir
on increasing substance ab uityprgvement protdcalsamd prajectd aroundMAS. ovi ng



UPDATE ON 2014 PANEL RECOMMENDATIONS

Oeen Courts

The Panel recommended opening dependency, neglect, and abu
accountability, and systems i mprovement

The Kentucky General Assembiymnacomni odr phrtelme al ssughoé cas
opening juvenile proceedi ngweliln atsh es o2nPel 4 uGeemeirl ael cAsi snme m-al
bly in Senate Bill 99. Senate Bill 99 would have amended
KRS Chapter 21A requesting Tthhes S$Sepi emat Conrtvasf ulkKemecessf

tucky institute a pilot progmgEaor tt oo psetnuidnyg tdlegpehdaschi ciasye
desirability of the opening hars loinmi todd idmenmiecgp mofe ndauwirnitonp
ceedings, except for proceeodpiinngisontr edmtteer mionateixaml ohbpaee
to the public. The proposefilf ergées!| ati poveéemicl @deubIniod ofnfl
dependency, neglect and abuse proceedings but also ter-

Department for Community Based Services Workloads

The Panel recommended the Cabinet for Health and Family Se
for Community Based Services frontline workers, including
|l oads on quality service delivery.

The Panel recommended DCBS swlhmdiutcted WwbekIpaaed i otusdywy refer
focusing on DCBS frontline Awpekdrsx, Aiot |l uldi sgr eveorgtht i filge

complexity of cases, and thprompdet caseWworkll aadsa oans qpuaarlti t
service ddlei vDeerpya.rt ment for fGommeni ew. Based
Services has not conducted a workload study, and instead

Medical Training for Judicial and Other Court Staff

The Panel recommended developing and administering trainin
Court Judges, county attorneys and staff on the medical i n

The Administrative Office oThd hreexCtoupghas g ADFC) i, maglhemeandtna tni-
i strative arm of the Kentucwiyl ICouontiofiued uBhe cak@®@€ diass eGAmg
mu Htiiered process to addressijtbdivairaloutsr dainrnitnatasyeasc idetsd dy
with this recloommadadiattii@m. t on eandcdyr easisd inmg Itfhoer chi |l dren who
need for training by medicathero&pesi bnal surrheulA@cC wiid |l alb

creating other judicial edutcradii minn g piprortthuend & iwar itchuiast iwniiltli
mote best practices in depgnAMema&mi | ynelgadw cGonfandéneaebypse
cases. 1 Regional multidisciplinary tr

T Continue to address the need

The initial i mpl ementation ofretat(s,drte,cgp,mrm,emglaéﬂ otnhebejguad‘nc
with a judicial coll ege Plaemled in September of 201

members and fellow judges were P@'@'s@c&@orpsfONd\ﬂleswrayftGd?lJrr0|
pants with details regardinggo tdhed rPeasnse |t0e NMheSPHil Ol tPrud iProiSre
and the need to provide thegjRagelf r@yimth heokbsaldpPCEmMERT &1 e:
tion when rAedgduietsitoenda.l | vy, t hei cPaveqli cmagbagfsuyu of L. The A-C(
were able to inform particigapksiafparyneyYshemi ¢ ol YWY oWl
the judicial handling of depandeami¥ ¢aseal thptiddasd PeEnpr
revealed through their review of the fatality and near f at
case review process.



FUTURE FOCUS

As

The

the Panel continues its work in the upcoming year, tl
The Panel has identified Ascreening outo of reports b
take as a practicbeaNatni ohako@8ommhssion to EIliminate C
has also identified this as an Rateantrieagluipgalnigc yp oismp rbd\
requiring additional supervisory review of calls rega
and/ or reports involving families with multiple previoc
The Panel has identified impaired driving and improper
and death. Panel members and staff are currently wor
partnership with staff from the UK Kentucky Injury Pr
overall incidence of DUI accidents in which a minor i :
wor king with Department of Transportation staff to an
children involved in crashes in which improper restrai
The Panel remains concerned about a lack of consi ster
stance abuse is an issue. In the case of a parent or
trolled substance at the time of the fatal/near fata
board blood testing of that parent/ caregiver. This i s
sistent protocol so coroners, | aw enforcement officer s
wi || know the best response when parent al substance a
taining drug screens on child victims. The Panel has
gested an illicit substance. I'n one <case, medi cal p e
ment to conduct the investigation. Best practice woul
communication and have protocols in place so that errc
The Panel receives cases from the Department for Commil
For instance, cases utilized for this repoirdumea e2 l4do)m
with some cases which were pending completion from th
viewing and this report provides data on incidents wh
two years in the past. In the coming year the Panel v

timely to the needs of the Commonwealt h.

As

edu
as

siv
ed

The
The
req
Pan
Pan
han

me nt

a fupl towt he | etter sent to birthing hospitals regesea
cation, the Panel wi || begin informing birthing ho
a result of abusive head trauma or unsafe sl eep.
e Head Trauma or Safe Sleep education is document e
to assist in educating providers about the need for
Panel al so has practical concerns wi t h regar
Panel intends to recruit a staff person with the s
uired by the Panel. This goal can be achieved with
el s best efforts, data collection, storage, and a
el to be effective and use the data from the revie

ced capacity for data analytics and maintenance.

Panel wi || continue to gather data and explore best

opportunities.
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CABINET FOR HEALTH AND FAMILY SERVICES
DEPARTMENT FOR COMMUNITY BASED SERVICES
Commissioner’s Office
COA ACCREDITED AGENCY

275 East Main Street, 3W-A
Steven L. Beshear Frankiort, K 40621 Audrey Tayse Haynes

Governor Phone (502) 564-3703 ' Secretary

Fax (502) 564-6907
www.chfs ky.gov

November 10, 2015

Honorable Judge Roger L. Crittenden
Justice and Public Safety Cabinet

125 Holmes Street

2" Floor

Frankfort, Kentucky 40601

Dear Judge Crittenden:

The Department for Community Based Services has been concerned about the caseload and staffing levels for the
Protection and Permanency staff for the past three years. We have worked creatively and with the support of
Casey Family Programs to explore the options that have been considered in other states with growing caseloads.
Many state child welfare agencies across the country are presently struggling with recruitment and retention of
social service investigators and ongoing staff. With reduced budgets and difficulty hiring and maintaining staff,
states have seen child welfare caseloads increase, placing tremendous workloads on already stressed staff and
resulting in children often lingering in foster care longer than necessary.

Kentucky's child welfare system 1s a part of this growing trend of agencies that are struggling to provide adequate
stafting. Upon receiving the recommendations from the Child Fatality Review Panel to complete a workload
study, DCBS began exploring options. The recommendations from the panel excluded any type of funding support
for this caseload study thus DCBS attempted to try and explore options that could be managed within the present
agency budget. One study was completed in Indiana by Deloitte for over $1M dollars and this resulted in the state
requesting additional staff. DCBS explored the same option with Deloitte however; there were no readily available
funds to cover the costs of the study.

DCBS has worked closely with Cabinet leadership to gather as much information as possible to assess the present

caseload situation. The following measures have been initiated to mitigate the impact of increased caseloads while
gathering data to support the budget request for additional staff.

Kentuckiy™
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6.

10.

11.

12.

Implemented monthly plan to complete a hand count of individual worker’s caseloads in addition to the
TWIST system generated caseload counts in an effort to provide an additional real time snapshot of
individual staff caseloads.

Based on the above monthly snapshot caseload counts, the Director of Service Regions and the
Commissioner held monthly calls with regional leadership to develop strategic plans to neutralize
individual caseloads that were above 25 as to the best of our ability utilizing all available agency resources
and statf from other regions to provide temporary support.

Implemented new procedure to insure that if an individual staff person was out of the office for more than
two weeks on leave for any reason, that their entire caseload would be reassigned in TWIST to the social
service worker who was providing case coverage. This would allow for us to give workers credit for the
number of cases they were carrying with case responsibility.

TWIST monthly progress reports were created for regional leadership so that they could better assess the
numbers of referrals, open cases, foster children, etc. This helped supervisors and regional leadership to
more effectively triage the assignment of cases and investigations to workers.

Commissioner mandated that aggressive measures be taken to hire regional social service worker staff.
This required staff to have registers out immediately once a position became vacant and to complete
mterviews weekly until the regional caps were achieved.

Utilized Interim staff positions to help support, coach and mentor regional social service workers in areas
that were documented to have a large number of new staff and supervisors.

Coordinated a modified Regional Training for new staff in order to expedite new worker training by
bringing training to the region and preventing staft from having to travel outside of the region tor weeks at
a time.

Central Office Department for Protection and Permanency performed an in-depth assessment of the trends
in out-of-home care to consider ways in which to reduce caseloads. Clinical reviews were performed on
cases open for 18 months to help make timely clinical case decisions towards permanency and implemented
an adoption initiative to remove barriers to permanency for children whose biological parents had rights
terminated and DCBS had an identified home waiting to adopt.

DCBS has worked with the State Personnel Cabinet to complete a salary comparison study of other state’s
social service staff. In addition, options were considered that might reduce caseloads and increase the
ability to hire staff such as creating DCBS specitfic job classifications, creating fiscal incentives for critical
positions that require an enhanced level of skill, expertise and experience, and considering an agency
reorganization that was ultimately implemented this fall (see below).

DCBS completed reorganization via administrative order effective 10/16/15 which added 4 additional
Service Region Administrators (SRA). Nine of the SRA's will be focused on Protection and Permanency
and 4 SRAs will be focused on Family Support Services statewide. This will allow for more targeted
regional management on issues such as caseload management, child risk and safety, statf morale and
supervision and capacity building for service delivery system, etc.

DCBS leadership 1s working with the University Training Consortium and the Eastern Kentucky University
Training Program to develop 9 Protessional Management coaches to support the 9 service regional
leadership teams. They will provide professional coaching and mentoring on management/leadership
techniques for supervisors, service region associates (SRAA) and Service Region Administrators (SRA) in
order to build a stronger clinical management leadership team.

DCBS is presently utilizing a consultant presently to assess the data fields in our SACWIS Data System in
order to determine what types of management reports should be created to best meet the needs of specitic
groups: for workers, supervisors and management to assist with managing caseloads and other workload-
related 1ssues, trends 1dentified, etc.



In closing, the Department for Community Based Services has presented data to the state legislature regarding the
increases in the number of referrals for abuse and neglect being received by the department, the increases in the
number of investigations and the increases in the number of children placed in out-of-home care. Based on the
ongoing concerns about the Department's ability to meets its statutory mandate to investigate and intervene in cases
of abuse and neglect of Kentucky's children. The Department’s biennial budget includes an additional funding
request that will address this serious issue. The department has asked for funding to support caseloads of 13 for
investigative workers and caseloads of 18 for out-of-home and in-home workers. Without some form of relief in
the next two years, the staff of this agency will continue to struggle to meet its statutory mandates.

The Department will continue to work aggressively on initiatives and strategies to address the caseload/workload
issues and support the front line staff who daily care for Kentucky's children, their families and vulnerable adults.

Respectfully submitted,

Teresa C. James, LCSW
Commissioner, DCBS
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Child Fatality & Near Fatality External Review Panel

Justice & Public Safety Cabinet
125 Homes Street
Frankfort, Kentucky 40601
502-564-7554

Audrey Tayse Haynes, Secretary
Cabinet for Health and Family Services
Office of the Secretary

275 East Main Street

Frankfort, Kentucky 40621

Dear Secretary Haynes:

Thank you for your presentation at the November 16th meeting of the Child
Fatality and Near Fatality External Review Panel. As was mentioned at the
meeting, the panel has previously asked for Department for Community Based
Services social service worker caseload information. At this time we would
like to formalize this request in writing in the detail presented below.

For every fatality and near fatality the panel receives, the panel needs to know:

e The caseload of the worker assigned to investigate the fatal/near fatal
mcident. This should include active cases, as well as pending or past due cases.
The caseload data should reflect a point-in-time caseload and a three month
average for the assigned worker.

e If DCBS has provided previous ongoing casework or conducted
investigations/assessments with the family in the twelve months prior to the
fatal/near fatal event, any caseload information including active, or pending/
past due caseload of social service workers assigned to this family. Again, this
caseload data should include a point-in-time caseload and a three month
average for the assigned worker at the time the worker had caseload
responsibility.

® The years of experience for workers and office/team supervisor
assigned to investigate the fatal or near fatal incident and the years of
experience of staff assigned to previous casework.

e County caseload data for the county where the incident occurred and/or
where there was previous involvement by DCBS. The caseload data should be

data at the time of the incident and caseload levels at the time of the request.

We anticipate Fiscal Year 2014 case information will be available prior to the
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January 25, 2016 panel meeting. Thereafter, we would expect to see this information included in all case
files from FY 2015 forward.

We appreciate your attention to this important matter as this information is vital to the work of the panel
and our effort to support system improvement efforts. I as well as other panel members or panel statf,
will be glad to meet with you to discuss any questions to facilitate the preparation of this data for the
January meeting.

Sincerely,
AT
o :
7 /
e /
£7 L

o

Roger Crittenden, Chair
Child Fatality and Near Fatality External Review Panel



and Other Sleep-Related Causes of Infant Death

Reduce the Risk of Sudden Infant Death Syndrome (SIDS)

Use a firm sleep
surface, such as

a mattressina
safety-approved*
crib, covered by a
fitted sheet.

Do not use
pillows, blankets,
sheepskins, or | ‘
crib bumpers
anywhere in
your baby’s

sleep area.

Keep soft
objects, toys, and

loose bedding
out of your baby’s ¢
sleep area. | b &

Do not smoke or

let anyone smoke

around your
baby.

b

Make sure
nothing covers
the baby’s head.

Always place
your baby on his
or her back to
sleep, for naps
and at night.

Dress your baby
in sleep clothing,
such as a one-
piece sleeper,
and do not
use a blanket.

Baby's sleep area
is next to where
parents sleep.

Baby should not
sleep in an
adult bed,on a
couch,oron a
chair alone, with
you, or with
anyone else.

*For more information on crib safety guidelines, contact the Consumer Product Safety Commission at 1-800-638-2772 or Www.CPSC.goV.

2 SERViC,
AN g

OF HEALT,
"y €
%,

&

%,

s
Eunice Kennedy Shriver National Institute ‘
of Child Health and Human Development

kyhealth

........................

SLEEP

-— K E N T U C K Y —

Appendi x




Always place your baby on his or her
back to sleep, for naps and at night, to
reduce the risk of SIDS.

Use a firm sleep surface, such as a
mattress in a safety-approved* crib,
covered by a fitted sheet, to reduce

the risk of SIDS and other sleep-related
causes of infant death.

Room sharing—keeping baby’s sleep
area in the same room where you sleep—
reduces the risk of SIDS and other sleep-
related causes of infant death.

Keep soft objects, toys, crib bumpers,
and loose bedding out of your baby’s
sleep area to reduce the risk of SIDS
and other sleep-related causes of
infant death.

To reduce the risk of SIDS, women
should:

- Get regular heath care during
pregnancy, and
Not smoke, drink alcohol, or use
illegal drugs during pregnancy or
after the baby is born.

To reduce the risk of SIDS, do not smoke
during pregnancy, and do not smoke or
allow smoking around your baby.

Breastfeed your baby to reduce the risk
of SIDS.

Give your baby a dry pacifier that is not
attached to a string for naps and at
night to reduce the risk of SIDS.

*For more information on crib safety guidelines, contact the
Consumer Product Safety Commission at 1-800-638-2772 or
WWW.CPSC.QOV.

For more information about SIDS and
the Safe Sleep KY Campaign, visit:

SafeSleepKY.org

September 2015

Safe Sleep For Your Baby .. .SLEEP

K ENTWUCK Y
safesleepky.org

Do not let your baby get too hot
during sleep.

Follow heath care provider guidance on
your baby's vaccines and regular health
checkups.

Avoid products that claim to reduce
the risk of SIDS and other sleep-related
causes of infant death.

Do not use home heart or breathing
monitors to reduce the risk of SIDS.

Give your baby plenty of Tummy Time
when he or she is awake and when
someone is watching.

Remember Tummy Time!

Place babies on their stomachs when
they are awake and when someone is
watching. Tummy Time helps your baby's
head, neck, and shoulder muscles get
stronger and helps prevent flat spots on
the head.

Eunice Kennedy Shriver National Institute
of Child Health and Human Development
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How to Respond

when a caregiver says...

“It will never happen to me.”

In Kentucky. we lose 1 baby every 5 days in

a sleep-related death. Of the sleep-related
deaths in 2013, 90% were in an unsafe sleep
environment. Is it really worth the risk? Your baby
needs to sleep alone, on its back and in a clean,
clear crib.

“Why can’t | leave my baby in the car seat
to sleep?”

Car seats are designed for travel in a moving

car and not as a sleep surface. If a baby is left

in a car seat for extended periods of time, he or
she can move into a dangerous position that
blocks their breathing. Babies should always be
removed from the car seat when arriving at your
destination.

“We used to do it this way.”

We used to do a lot of things before we learned
they were dangerous. In the past, many babies
died in car collisions because they weren't secure
in a car seat. Now, we don't think twice about
using car seats, and infant deaths from motor
vehicle collisions are rare. In Kentucky, we know
a baby is 70 times more likely to die in a sleep-
related death than in a vehicle collision.

“The ABC’s are too hard to follow/
remember all the time.”

The ABC's refer to the simple steps of placing
your baby alone, on their back and in a crib.

A little planning is all it takes to protect your
baby. Babies sleep a lot, so if you are going to
be anywhere for naps or night time, just think
ahead about where your baby can sleep safely.
The planning is no different than remembering
to pack diapers and an extra outfit.

“Breastfeeding in bed promotes bonding.”

There is nothing wrong with breastfeeding in
bed, but once you are ready to go back to sleep
or are feeling drowsy, your baby needs to go back
to his or her own Safe Sleep Space, alone and on
their back, in a crib.

“Co-sleeping is bonding. What's wrong
with that?”

Bonding does not occur while your baby is
sleeping or when you are sleeping. Bonding
happens when you and the baby are awake and
are interacting during normal everyday activities
like feeding. bathing and playing. Co-sleeping
(bed-sharing) places your helpless baby at the
mercy of an unconscious adult who moves
around in bed without realizing it.

“The doctor prescribed this medication.”

Taking medication as prescribed by your
doctor or even some over-the-counter
medications can cause drowsiness.

If combined with alcohol or other
medications, the effects can be even more
dangerous. Because medications can have
different effects on different people and
cause different levels of impairment, it is
even more important to follow the ABC's of
Safe Sleep when taking medication, even
when prescribed by your doctor.

visit safesleepky.org for more information
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Parents

Guide to Safe Sleep

Every baby needs their own Safe Sleep Space.

A Safe Sleep Space is a crib, bassinet or pack & play that meets current guidelines, has a firm
surface (mattress meant for that item) with nothing in the crib but a fitted sheet for that
mattress. It is recommended that the crib be in the same room as the parents, but a baby should
NEVER share a sleep surface with anyone else. This is very dangerous for the baby and increases
the risk for SIDS. This guidance should be followed until the baby’s first birthday.

START WITH THE ABC'S

Al (6] (€] (D]

ALONE BACK CRIB DANGER
Stay Close, On their Back for Clean, Clear Crib Be Aware, Not
Sleep Apart Nights and Naps Impaired

Alone: Babies should always sleep alone. There should never be anything else in a baby’'s sleep
space except for the baby. A pacifier is permissible if the baby uses one, but if breastfeeding,
please wait until breastfeeding is well established. Pacifiers should not be attached to a string,
cord, stuffed animal or anything else.

Back: A baby should always sleep on his/her back for every sleep time both night and naps. Back
sleeping on a firm surface decreases the risk of SIDS.

Crib: Babies should sleep in a clean, clear crib. A baby's crib should contain a fitted sheet only; no
blankets, toys, pillows, bumpers, or other items that could cover a baby’'s face and suffocate them.
Cribs, bassinets and pack & plays with firm mattresses are the only safe places for babies to sleep.

Danger: Drinking and drug use impair your ability to care for a baby, making bed-sharing and
other unsafe sleep even more dangerous for the baby.

If you do not have a crib, bassinet or pack & play for your baby and cannot afford one, please check
with Cribs for Kids at www.cribsforkids.org/find-a-chapter/or call your local health department.

visit safesleepky.org for more information







