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Overview of LCS website:

https://livescutshort.org/

https://livescutshort.org/


States are already scrutinized for child 
maltreatment deaths – why focus more on 
them?

Common narratives

• CM deaths are a CPS failure

• CM deaths are rare, aberrant

• CM deaths result from deviations in 
practice (atypical to other cases)

• CM deaths have too much influence on 
policy/practice and cause a “foster care 
panic”

LCS framing

• CM deaths occur due to flaws in multiple 
systems

• CM deaths happen in families with similar 
risk factors to non-death CPS cases 

• CM deaths may occur following typical 
level of adherence to practice/policy 

• CM deaths provide valuable information
about broader systemic problems

• Public engagement and accountability for 
the core mission of CPS (child safety) 
is good



What are we hoping to accomplish?

(1) Provide timely information to the public about the prevalence 
and nature of child maltreatment fatalities

(2) Highlight child maltreatment fatalities as:
• A national problem (versus a local agency problem)

• Intertwined with multiple systems 

• Worthy of greater public attention and investment

(3) Motivate better identification and reporting of child 
maltreatment fatalities across states



Problems with 
the status quo 
(1/5)

Federal data 
conflate the 
prevalence of CM 
deaths with the 
quality and breadth 
of CM death 
identification efforts

• State-specific definitions 
of CM death and how 
deaths are investigated 
and reported leads to non-
informative variation in 
state counts/rates listed in 
federal reports.

• States with better (more 
transparent and 
comprehensive) policies 
may look “worse” in 
federal reports 

• Increases/decreases in 
CM death rate may be real 
or about policy changes –
we can’t tell. 

From the 2022 NCANDS 
report: CM fatalities per 
100,000

AL: 3.42

AR: 5.59

FL: 2.00

IN: 3.95

ID: 1.73

GA: 4.54

MS: 10.62

ND: 3.28

NE: 0.63

OH: 4.49

VA: 2.09



Problems with the 
status quo (2/5)

Diffusion of sources and 
responsibility for counting CM 
deaths creates confusion as to 
true count

CDR teams versus child 
welfare agency counts (as 
reported in NCANDS) versus 
external agencies/offices 
(ombudsman, child advocate, 
etc.). 

CDR-based counts are 
generally much higher.

NCANDS counts may be 
updated by states, but the 
public report is not updated 
accordingly.

Where are the tribal child 
deaths counted? 

Source: https://livescutshort.org/wp-content/uploads/2024/05/RPT_Cohen_A-Jumble-of-Standards_May-2024.pdf

https://livescutshort.org/wp-content/uploads/2024/05/RPT_Cohen_A-Jumble-of-Standards_May-2024.pdf


Problems with 
the status quo 
(3/5)

Information released across 
states varies dramatically in 
detail, timeliness, and format 
(individual vs. aggregated)

Florida as a positive example 
for detail and format– fairly 
comprehensive , transparent, 
and easily accessible 
https://myflfamilies.com/childfa
tality

https://myflfamilies.com/childfatality


Example: Florida detailed reports



Problems with the status quo (4/5)

Slow investigations and disclosures inhibit timely assessment of 
how policy/practice changes affect fatality trends

• Many deaths included in FY federal report are from previous 
years 

• States’ counts are updated too late for the federal report

• State child death review team aggregated reports are often 
years out of date 



Problems with the status quo (5/5)

Unreliable numbers get used and interpreted anyway to say make questionable, or utterly 
nonsensical, claims

• Deaths are too rare and random to focus on: “Child abuse deaths are as rare as they are 
tragic. They are needles in a haystack.” (Richard Wexler)

• Fatalities are increasing/decreasing: “Child Fatalities Due to Abuse and Neglect Decreased in 
FY 2020, Report Finds” (DHHS 2022); 

• X state is worse than other states: “New data from the U.S. Department of Health and Human 
Services shows Texas leading the nation in abuse deaths in 2016” (Texas Standard)

• Foster care is causing child deaths to increase: “in the case of Indiana, where the number of such 
deaths was far higher than in any year since at least 2008, and where there are signs of a 
pattern over several years, it may have been because of a foster care panic, a sharp, sudden 
spike in the number of children torn from their homes.” (Wexler, again)

https://www.floridatoday.com/story/opinion/2021/12/17/florida-children-pay-price-foster-care-panic-opinion/8897012002/
https://www.acf.hhs.gov/media/press/2022/child-fatalities-due-abuse-and-neglect-decreased-fy-2020-report-finds
https://www.texasstandard.org/stories/child-abuse-deaths-in-texas-increased-30-percent-in-one-year/
http://t.sidekickopen04.com/e1t/c/5/f18dQhb0S7lC8dDMPbW2n0x6l2B9nMJW7t5XZs1q7s-6W1p1Bnb1pxgCgVd75C256dwYbf4KPgBT02?t=https%3A%2F%2Fdrive.google.com%2Ffile%2Fd%2F0B291mw_hLAJsMGdWQ2NhYTM2Ulk%2Fview%3Fusp%3Dsharing&si=5495340344279040&pi=2d17f14b-4966-4172-e032-b72f9970a2a1
https://youthtoday.org/2018/02/panic-foster-care-actually-contributes-spike-child-abuse-deaths/


Without consistent and timely data, what 
do we lose? 

• True prevalence rate remains unknown: underestimating the 
size of the problem  underinvesting in solutions

• Inability to accurately characterize the most common factors in 
CM deaths – those that are detected may not be modal. 
Creates barrier to developing meaningful solutions. 

• Inability to evaluate how state policy or practice changes affect 
fatality rates – what works, what doesn’t? 

• Inability to place individual child deaths that reach the media “in 
context” – part of a growing problem or a shrinking one? 



What can individual states do?

• Review internal process for:
• Scope – are existing processes likely to detect the true number of CM 

deaths? What might be missing? 

• Timeliness – what bureaucratic or resource constraints are slowing 
down investigations/release of reports?

• Quality of investigations – what training do investigators receive? 
How consistent are the CDR decisions?

• Use of information – are the results of death reviews aggregated, 
synthesized, and used to produce recommendations?

• Transparency– public notifications (can be required in statute, but do 
not need to be)


