
[image: image15.wmf]Table 21. Child's Placement Status at Time of Death (1991 - 1997)

Location of Children

  No.

%

  No.

%

  No.

%

  No.

%

  No.

%

  No.

%

  No.

%

Not in Placement

44

67%

53

79%

35

51%

37

57%

31

58%

35

64%

29

69%

In Placement:

22

33%

14

21%

33

49%

28

43%

22

42%

20

36%

13

31%

     relative's home

3

4%

2

3%

3

4%

8

12%

3

6%

6

11%

3

7%

     unrelated foster home

12

18%

10

15%

12

18%

11

17%

10

19%

8

15%

9

21%

     institution

5

8%

2

3%

16

24%

8

12%

9

17%

1

2%

---

---

     community residence

2

3%

---

---

---

---

1

2%

---

---

---

---

1

2%

     pre-adoptive home

---

---

---

---

---

---

---

---

---

---

1

2%

---

---

     supervised

          independent living

---

---

---

---

---

---

---

---

---

---

1

2%

---

---

     on the run from care

---

---

---

---

2

3%

---

---

---

---

3

5%

---

---

TOTALS

66

100%

67

100%

68

100%

65

100%

53

100%

55

100%

42

100%

1997

1993

1992

1991

1994

1995

1996
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Introduction


Although the child death rate in Massachusetts is nearly the lowest in the nation,
 between 600 and 700 children die each year in Massachusetts.
  Their deaths are attributable to natural causes, accidents, suicide, and homicide.  These deceased children are included in epidemiological reports produced by the Department of Public Health (DPH).  DPH gathers information on all recorded deaths that occur in Massachusetts.
  In contrast, the statistics compiled in this analysis by the Department of Children and Families (DCF) -- the Massachusetts child welfare agency -- are limited to the deaths of children whose families had open cases or cases that had been closed six months or less at the time of the child’s death, as well as children whose deaths were reported to DCF pursuant to M.G.L. ch. 119, sec. 51A, and were found to be due to abuse or neglect.   


All child deaths in families “known” to the Department of Children and Families (DCF) are reported to the Case Investigation Unit (CIU), regardless of how the child died.
  CIU staff conduct investigations that focus on a review of the services provided to the family and the circumstances surrounding the death.  Each investigation includes, but is not limited to, a comprehensive review of the case record and a visit to the DCF Area Office to interview social work staff involved with the case. Before a CIU report is finalized, a member of the Professional Advisory Committee
 reviews the report to provide an external perspective.  The purpose of this review is to determine if there are case practice and policy issues that need to be addressed by DCF. 

Since its formation in the late 1980s, the CIU has collected information on deceased children whose families had the following status with DCF:

· families with an open case;

· families being investigated as the result of a 51A report
 received prior to the child’s death;

· families who had an open case within the six months preceding the child’s death; and

· families who had a supported 51A report within six months preceding the child’s death, but the case was not opened for services.

In 2001, the CIU began collecting information on deceased children from families unknown to DCF and deceased children from families with cases closed more than six months prior to the child’s death.  This “new” group of children was limited to only those children where abuse/neglect was the direct cause of death or abuse/neglect was a contributing factor to the cause of death.  The data collected on these maltreatment deaths are not as comprehensive as the data collected on families “known” to DCF (see bulleted items on page 1).  Data are gathered via phone calls to Area Office staff and a review of case information through the use of the DCF case management information system (FamilyNet).

The CIU also receives notification of all cases that meet the definition of “near fatality.”  DCF defines a “near fatality” as any case where a doctor or hospital has filed a 51A report and determined the child named in the report to be in “serious” or “critical” condition as a result of physical and/or sexual abuse or neglect, and that the condition is considered to be life threatening.  Upon receiving notification of a near fatality from an Area Office, CIU staff review all information about the case from FamilyNet.  This preliminary data collection serves as the basis for their investigation.  The CIU process is a paper review; there are no meetings with Area Office managers or staff.  However, CIU investigators may call Area Office managers or staff for additional information.  
If the CIU review of a fatality or near fatality reveals any clinical or case practice issues, a corrective action plan is developed.

There are three main sections in this report: Section I consists of a summary of all fatalities and near fatalities that occurred during 2007.  Section II contains a statistical analysis of the data collected on all deceased children whose families were “known” to DCF (excluding families with case closures more than six months before the child’s death).  Statistics cover all manner of death during the years 1989-2007.  It should be noted that the intent of this chapter is to describe what happened to all the deceased children from families “known” to DCF, regardless of the cause of death.  

Section III includes a statistical profile that focuses solely on the maltreatment-related deaths that occurred in 2001-2007.  In 2001, the count of children who died from abuse/neglect was expanded to include deceased children whose families were unknown to DCF or were closed more than six months prior to the child’s death.  

The statistics presented in this report are based on information obtained from the DCF Case Investigation Unit and FamilyNet.  Additional information on the manner of death and related medical diagnoses was obtained from the Registry of Vital Records and Statistics (Massachusetts Department of Public Health).

I. Summary of Child Fatalities and Near Fatalities in 2007
A. Child Near Fatalities

There were 11 near fatalities during 2007.  Shaken-Baby-type injuries
 were diagnosed in 7 of the 11 near fatalities.  Of the remaining 4 children, 3 were near-drowning victims and 1 was a burn victim.  Neglect was a factor in the near fatalities of 3 children, physical abuse was a factor for 3 children, and both physical abuse and neglect were factors for 5 children.  The victimized children included 7 infants, 3 one-year-olds, and 1 ten-year-old.  Fathers and mothers were the primary perpetrators of child maltreatment.  Allegations of neglect were supported on 7 fathers, 6 mothers, and 1 grandmother.  Physical abuse was supported on 3 fathers, 1 babysitter, and 4 unknown perpetrators.  (See tables on pages 6 and 7) 

Of the 11 families, 5 were known to DCF (2 current protective and 3 closed cases) and 6 were unknown (See table on page 6).  None of the children were in DCF custody.  Median age of fathers and mothers was 27 and 20 years, respectively.  Seven mothers were less than 20 years old when they gave birth to their first child.  Five mothers were married and 5 had a prior history with DCF.  Four fathers had a previous history with DCF.

B. Child Fatalities


Thirty-four (34) children in families with an open DCF case status died in 2007.  Eleven (11) of these children died from natural causes, 7 died in accidents, and 11 were homicide victims.  For the remaining 5 children, a manner of death was undetermined following an autopsy by a medical examiner.
  Fifty percent (50%) of the deceased children were infants (less than one year old), 12% were 1-4 years old, 15% were 5-11 years old, and 24% were adolescents (12-17 years old).  Five (5) of the 34 children were in DCF custody (temporary).  Of those children in temporary custody, 2 were in unrelated foster care, 2 were hospitalized, and 1 was receiving DCF services at home.  (See table on page 8)


The deaths of an additional six children were maltreatment-related.  Five of the children were from families not previously known to DCF and one child was from a family whose case had been closed for more than six months at the time of the child’s death.  (See table on page 9)
Child deaths have decreased dramatically over the past 19 years.  Counts of fatalities have declined from 84 in 1989 to 30-36 in 2002-2007.  The peak year for child deaths was 1990 (89 deceased children).  Since 1989-1990 there has been a major reduction in the number of infant deaths.  Typically, these children died from medical problems originating at birth.  Over the past 19 years, the decline in death-related factors such as congenital conditions, prematurity, low birth weight, Sudden Infant Death Syndrome (SIDS), and drugs is probably related to the drop in infant deaths.  Even though drugs and alcohol have decreased as factors in child fatalities, they are still major contributors to a family’s involvement with DCF.  Children of substance abusing parents are at greater risk of neglect, physical abuse, sexual abuse, and emotional abuse compared to children of non-substance abusing parents. 

 
 There was not a significant difference in the number of fatalities (34) compared to the previous five years (30-36).  The major change was the manner of death—a shift from natural causes to homicide.  Homicides accounted for 3-14% of the child deaths in 2002-2006 and 32% of the deaths in 2007.  There were 11 homicide deaths in 2007: 5 adolescents, 3 infants, and 3 children ages 2-9 years.  The 5 adolescents died from gunshot wounds and the 3 infants died from physical abuse (shaken babies).  Of the remaining 3 children, 2 (siblings) were murdered (asphyxiation) and 1 succumbed to physical abuse injuries.  


Another notable change in child fatalities that occurred in 2007 was the number of infants who died from SIDS while co-sleeping with their parents.  There were 7 SIDS deaths in families known and unknown to DCF (See tables on pages 8 and 9).  Because of circumstances related to co-sleeping, the medical examiner could not determine the manner of death for 5 of the 7 children—natural or accidental.  Of the remaining 2 SIDS deaths, the manner of death was accidental for one and natural causes for the other.  In some cases, the parents admitted to rolling over the infant or waking up and finding the child beneath them or the blanket.  The type of bedding and the parents use of drugs or alcohol are some additional factors which may have played a role in these SIDS-related deaths.  Neglect was found to be a contributing factor in 4 of the deaths.

During 2007, there were 19 fatalities (families known and unknown to DCF) with supported allegations of neglect or physical abuse (See tables on pages 8 and 9).  Neglect was a factor in 13 deaths, physical abuse was a factor in 3 deaths, and both physical abuse and neglect were factors in 3 deaths.  The perpetrators in the 13 neglect cases were: mother (10 cases); father (1 case); and mother and father (2 cases).  In the 3 physical abuse cases, the perpetrators were: mother (1 case); and male partner (2 cases).  The perpetrators in the 3 cases involving both physical abuse and neglect were: mother (neglect and physical abuse); mother (neglect) and male partner (physical abuse); mother (neglect and physical abuse) and male partner (neglect).  (See tables on pages 8-10).  
The 19 deaths in 2007 were a significant increase from 2004 through 2006, but similar to the number of deaths in years 2001-2003.  There were 10 deaths in 2006, 7 deaths in 2005, 8 deaths in 2004, and 16-19 maltreatment-related deaths each year in 2001-2003.  The most noticeable differences between the fatalities recorded in 2007 compared to the fatalities occurring years 2004-2006 were the relatively large number of neglect deaths, and to a lesser degree more female child deaths, infant deaths, and accidental deaths.  The neglect-related deaths included illicit drug use during pregnancy, parents co-sleeping with infants, lack of supervision, and medical neglect.    There was no overriding reason for the increase in neglect deaths during 2007.  

Eighty-two percent of the children known to DCF who died in 2007 were not in placement (table on page 8).  Since monitoring of child deaths began in the late 1980s, the majority of deaths have occurred to children living at home with their parents.  Regardless of location, most deaths have been due to natural causes and to a lesser degree, accidents.  In the past seven years (2001-2007), there have been two maltreatment-related fatalities in foster care and none in residential care.  In both 2001 and 2005, there was one child maltreatment death in unrelated foster care.


[image: image4.emf]CY'2007 Child Near Fatalities: 11 Children from Families Known and Unknown to DCF

CHILD'S FAMILY DURATION NEGLECT/ DCF PLACEMENT

AGE CASE STATUS OPENED/CLOSEDDESCRIPTION OF INJURIES ABUSE CUSTODY TYPE

23 days unknown family ------------- bilateral subconjunctival hemorrhages (corneas); multiple fractures and bruises to body PHYS/NEG NO NIP

83 days unknown family ------------- retinal and subdural hemorrhages; swelling/fluid on brain; rib and leg fractures; seizuresPHYS/NEG NO NIP

116 days unknown family ------------- fluid on brain; subdural hematomas; hemorrhaging in both eyes PHYS/NEG NO NIP

128 days unknown family ------------- retinal and subdural hemorrhages; seizures PHYS NO NIP

136 dayscurrent protective 6 mos. or less leg fracture; head swelling; fluid on brain (subdural hemorrhage); low weight PHYS/NEG NO NIP

136 days closed more than 6 mos.subdural hematoma; brain swelling; bilateral skull fractures PHYS NO NIP

276 days unknown family ------------- near drowning NEG NO NIP

1 year current protective 6 mos. or less retinal hemorrhages; coma PHYS NO NIP

1 year unknown family ------------- inflicted burns PHYS/NEG NO NIP

1 year closed more than 6 mos.near drowning NEG NO NIP

10 years closed 6 mos. or less near drowning  NEG NO NIP

CODES: NEG = neglect; PHYS = physical abuse; SEX = sexual abuse; TEMP = temporary; PERM = permanent; VOL = voluntary agreement

NIP = not in placement; HOSP = hospital; UNREL = unrelated foster home; KIN = kinship foster home;  PRE-ADOP = pre-adoptive foster home; RES = residential care
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CHILD'S PERPETRATORNEGLECTPHYSICALSEXUALDESCRIPTION OF INJURIES CURRENT FAMILY

AGE ABUSE ABUSE FAMILY RESIDENCE

ISSUES

23 days mother X ----- ----- bilateral subconjunctival hemorrhages (corneas); multiple fractures and bruises to body ------- Lowell

father X X -----

83 days mother X ----- ----- retinal and subdural hemorrhages; swelling/fluid on brain; rib and leg fractures; seizures ------- Springfield

father X ----- -----

unknown ----- X -----

116 days mother X ----- ----- fluid on brain; subdural hematomas; hemorrhaging in both eyes ------- Sharon

father X ----- -----

grandmother X ----- -----

unknown ----- X -----

128 days babysitter ----- X ----- retinal and subdural hemorrhages; seizures ------- Lynn

136 days mother X ----- ----- leg fracture; head swelling; fluid on brain (subdural hemorrhage); low weight MI Springfield

father X ----- -----

unknown ----- X -----

136 days father ----- X ----- subdural hematoma; brain swelling; bilateral skull fractures MI Boston

276 days father X ----- ----- near drowning ------- Lynn

1 year unknown ----- X ----- retinal hemorrhages; coma MI Southbridge

1 year father X X ----- inflicted burns DV Boston

1 year mother X ----- ----- near drowning MI/DV/SA Brockton

father X ----- -----

10 years mother X ----- ----- near drowning ------- Lowell

CODES: DV = domestic violence; MI = mental illness; SA = substance abuse 

NOTE:  Omissions under "Current Family Issues" indicates "No" or "Unknown."



[image: image6.emf]CY'2007 Child Fatalities: 34 Children from Families with an Open  DCF Case Status

AGE FAMILY DURATION MANNER NEGLECT/ DCF PLACEMENT

YEARS CASE STATUS OPENED DEATH FACTORS CAUSING OR CONTRIBUTING TO DEATH ABUSE CUSTODY TYPE

<1 current protective more than 6 months A extreme immaturity, cocaine, brain hemorrhage NEG NO NIP

<1 current protective more than 6 months A extreme immaturity, cocaine, necrotizing enterocolitis NEG NO NIP

<1 current protective 6 months or less NC gastroschisis (congenital abdominal wall defect), bacterial sepsis NO NIP

<1 current protective more than 6 months U SIDS (sleeping w/parents who had been drinking alcohol) NO NIP

<1 current protective 6 months or less NC complications due to extreme immaturity NO HOSP

<1 current protective 6 months or less U SIDS (at risk sleeping w/father) NEG NO NIP

<1 current protective 6 months or less NC bacterial meningitis TEMP HOSP

<1 current protective 6 months or less NC SIDS NO NIP

<1 current protective more than 6 months U ill defined and unspecified cause TEMP PRE-ADOP

<1 current protective 6 months or less NC congenital obstruction of intestine TEMP UNREL

<1 current protective 6 months or less H shaken baby, physical abuse, head injuries PHYS NO NIP

<1 current voluntary more than 6 months U SIDS NO NIP

<1 current protective 6 months or less NC complications related to twisted bowel (volvulus), congenital NO NIP

<1 currrent CHINS more than 6 months NC bronchopneumonia NO UNREL*

<1 current protective more than 6 months H brain damage--blunt impact & shaking, maltreatment PHYS/NEG NO NIP

<1 current protective more than 6 months NC Infantile Krabbe disease (congenital metabolic disorder) NO NIP

<1 current protective more than 6 months H shaken baby syndrome PHYS/NEG NO NIP

1 current protective more than 6 months A drowning NEG NO NIP

1 current protective more than 6 months NC Leigh's Syndrome (congenital neurometabolic disorder), septicemia NO NIP

2 current voluntary 6 months or less NC complications from long-term illness (congenital) NO NIP

2 current protective 6 months or less H homicide, physical abuse PHYS/NEG NO NIP

6 currrent CHINS more than 6 months H homicide, asphyxiation PHYS NO NIP

8 current protective more than 6 months A gun shot wound NEG NO NIP

9 currrent CHINS more than 6 months H homicide, asphyxiation PHYS NO NIP

10 current protective 6 months or less U seizure disorder NEG NO NIP

11 currrent CHINS more than 6 months A drowning NEG NO NIP

13 current protective 6 months or less H gun shot wounds NO NIP

14 currrent CHINS 6 months or less H gunshot wounds TEMP NIP

14 current protective more than 6 months H gun shot wounds NO NIP

14 currrent CHINS 6 months or less H gunshot wound TEMP UNREL

17 current protective more than 6 months A motor vehicle accident NO NIP

17 currrent CHINS more than 6 months H gunshot wounds NO NIP

17 current protective 6 months or less A motor vehicle accident NO NIP

17 current protective 6 months or less NC heart disease (cardiomyopathy), acute renal failure NO NIP

CODES: NC = natural causes; A = accident; H = homicide; S = suicide; U = undetermined by medical examiner; NEG = neglect; PHYS = physical abuse; TEMP = temporary; 

PERM = permanent; VOL = voluntary agreement; NIP = not in placement; HOSP = hospital; UNREL = unrelated foster home; KIN = kinship foster home; 

PRE-ADOP = pre-adoptive foster home; RES = residential care

* Infant was not in DCF custody; she was with her mother who was placed in an unrelated foster home.



[image: image7.emf]CY'2007 Child Fatalities: 6 Children from Families Unknown to DCF or with Cases Closed more than Six Months

AGE FAMILY DURATION MANNER FACTORS CAUSING OR CONTRIBUTING TO DEATH NEGLECT/ DCF PLACEMENT

(YEARS) CASE STATUS OPENED/CLOSED DEATH ABUSE CUSTODY TYPE

<1 unknown family ---------------- H abortion pills, extreme immaturity NEG NO NIP

<1 closed more than 6 months A extreme immaturity, cocaine NEG NO NIP

<1 unknown family ---------------- A SIDS in setting of co-sleeping w/parents NEG NO NIP

<1 unknown family ---------------- U SIDS (at risk sleeping w/parents) NEG NO NIP

<1 unknown family ---------------- U SIDS (at risk sleeping with mother) NEG NO NIP

1 unknown family ---------------- A drowning NEG NO NIP

CODES: NC = natural causes; A = accident; H = homicide; S = suicide; U = undetermined by medical examiner; NEG = neglect; PHYS = physical abuse; TEMP = temporary; 

PERM = permanent; VOL = voluntary agreement; NIP = not in placement; HOSP = hospital; UNREL = unrelated foster home; KIN = kinship foster home; 

PRE-ADOP = pre-adoptive foster home; RES = residential care



[image: image8.emf]CY'2007 Child Fatalities: Perpetrators of Child Maltreatment (19 Children from Families Known or Unknown to DCF)

CHILD # SIBLINGS AGE OF CHILD PERPETRATOR NEGLECT PHYSICAL ABUSE FACTORS CAUSING OR CONTRIBUTING TO DEATH MANNER OF DEATH

1 <1 day mother x extreme immaturity, cocaine accident

2 * 2 days mother x extreme immaturity, cocaine, brain hemorrhage accident

3 4 days mother x abortion pills, extreme immaturity homicide

4 * 6 days mother x extreme immaturity, cocaine, necrotizing enterocolitis accident

5 29 days mother x SIDS (at risk sleeping with mother) undetermined

6 39 days mother x SIDS (at risk sleeping w/parents) undetermined

father x

7 51 days mother x SIDS in setting of co-sleeping w/parents accident

father x

8 59 days mother x SIDS (at risk sleeping w/father) undetermined

9 114 days father x shaken baby, physical abuse, head injuries homicide

10 272 days mother x x brain damage--blunt impact & shaking, maltreatment homicide

11 324 days mother x shaken baby syndrome homicide

male partner x

12 1 year father x drowning accident

13 1 year mother x drowning accident

14 2 years mother x x homicide, physical abuse homicide

male partner x

15 ** 6 years male partner x homicide, asphyxiation homicide

16 8 years mother x gun shot wound accident

17 ** 9 years male partner x homicide, asphyxiation homicide

18 10 years mother x seizure disorder undetermined

19 ** 11 years mother x drowning accident

* 2 siblings (mother used cocaine, infants born extremely immature with medical problems)

** 3 siblings (two separate incidents, accidental drowning and homicides)


II. Analysis of DCF Child Fatalities: 1989 – 2007
(Open or Recently Closed Cases)

Thirty-four children “known” to DCF died in 2007 (Table 1).  Counts of deaths in prior years ranged from 30 to 36 in 2002-2006, 39 to 46 in 1997-2001, 53 to 55 in 1995-1996, 65 to 68 in 1991-1994, and 84 to 89 in 1989-1990 (Table 1).  In 2007, 17 of the 34 children were infants (less than 1 year old) and 8 were adolescents (Table 1).  Since 1989 there has been a significant reduction in the number of infant/young child deaths (Table 1, Fig. 1).  Many of these young children die from medical problems originating at birth.  The number of adolescent/young adult deaths had been relatively stable until 2002 (Table 1, Fig. 1).  The decline in adolescents in 2002 was mainly attributable to the absence of adolescent deaths from natural causes.  During the years 2003-2007, there was a modest increase and leveling-off in adolescent deaths.
Table 1. Age of Children (1989 – 2007): Counts of Children

	Calendar
	Age of Children
	

	Year
	Less than 28 days
	28 days to   < 1 yr.
	1 yr. to < 2 yrs.
	2 yrs. to < 5 yrs.
	5 yrs. to < 12             yrs.
	12 yrs.
or Older
	Total

	1989:         No.
	16
	26
	5
	9
	10
	18
	84

	                   %
	19%
	31%
	6%
	11%
	12%
	21%
	100%

	1990:         No.
	10
	30
	7
	12
	9
	21
	89

	                   %
	11%
	34%
	8%
	13%
	10%
	24%
	100%

	1991:         No.
	8
	21
	4
	6
	9
	18
	66

	                   %
	12%
	32%
	6%
	9%
	14%
	27%
	100%

	1992:         No.
	8
	23
	8
	8
	5
	15
	67

	                   %
	12%
	34%
	12%
	12%
	7%
	22%
	100%

	1993:         No.
	10
	17
	11
	6
	6
	18
	68

	                   %
	15%
	25%
	16%
	9%
	9%
	26%
	100%

	1994:         No.
	1
	25
	7
	9
	8
	15
	65

	                   %
	2%
	38%
	11%
	14%
	12%
	23%
	100%

	1995:         No.
	8
	21
	6
	5
	10
	3
	53

	                   %          
	15%
	40%
	11%
	9%
	19%
	6%
	100%

	1996:         No.
	3
	14
	3
	6
	13
	16
	55

	                   %
	5%
	25%
	5%
	11%
	24%
	29%
	100%

	1997:         No.
	6
	11
	3
	5
	2
	15
	42

	                   %   
	14%
	26%
	7%
	12%
	5%
	36%
	100%

	1998:         No.
	4
	5
	5
	6
	4
	17
	41

	                   %
	10%
	12%
	12%
	15%
	10%
	41%
	100%

	1999:        No.
	6
	9
	1
	4
	4
	15
	39

	                  %
	15%
	23%
	3%
	10%
	10%
	38%
	100%

	2000:        No.
	5
	6
	7
	3
	5
	15
	41

	                  %
	12%
	15%
	17%
	7%
	12%
	37%
	100%

	2001:        No.
	3
	12
	1
	4
	8
	18
	46

	                  %
	7%
	26%
	2%
	9%
	17%
	39%
	100%

	2002:        No.
	1
	9
	4
	8
	6
	4
	32

	                  %
	3%
	28%
	12%
	25%
	19%
	12%
	100%

	2003:        No.
	3
	10
	4
	3
	5
	11
	36

	                  %
	8%
	28%
	11%
	8%
	14%
	31%
	100%

	2004:        No.
	4
	6
	2
	4
	4
	10
	30

	                  %
	13%
	20%
	7%
	13%
	13%
	33%
	100%

	2005:        No.
	5
	10
	1
	2
	4
	9
	31*

	                  %
	16%
	32%
	3%
	6%
	13%
	29%
	100%

	2006:        No.
	--
	11
	2
	5
	4
	9
	31

	                  %
	--
	35%
	6%
	16%
	13%
	29%
	100%

	2007:        No.
	4
	13
	2
	2
	5
	8
	34

	                 %
	12%
	38%
	6%
	6%
	15%
	24%
	100%


* Updated (addition of one child)--all subsequent trend tables are updated as well.
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The median age of deceased children was 1.0 years
 in 2007 (see table below).  Fifty percent of these children were infants and 24% were adolescents (Table 1).  Median age has ranged from 0.7 years in 1995 to 9.0 years in 2001.  In 1995, the proportion of infants reached its peak value (55%) (Table 1).  The occurrence of the high median age in 2001 was due to a significant upward shift in the ages of children 12 years old or older (especially, ages 16-20 years).  
	Year
	1990
	1991
	1992
	1993
	1994
	1995
	1996
	1997
	1998

	MEDIAN AGE (YRS)
	1.8
	2.0
	1.4
	1.7
	1.4
	0.7
	5.6
	2.4
	5.1


	Year
	1999
	2000
	2001
	2002
	2003
	2004
	2005
	2006
	2007

	MEDIAN AGE (YRS)
	5.0
	4.1
	9.0
	2.5
	2.1
	4.1
	1.2
	3.2
	1.0


A. Manner of Death and Contributing Factors


In 2007, there was a relatively high proportion of homicides (32%) as compared to the proportion of “natural” deaths (32%) (Table 2 on next page).  Over the past 19 years, the proportion of deaths from natural causes has ranged from 27% to 68% (59% median), while the proportion of homicides has ranged from 3% to 32% (13% median) (Table 2, Fig. 2 on pages 14 and 15).  Unlike 2007, the low proportions of natural deaths in 1998 and 2002 coincided with relatively high proportions of accidental deaths.  (Table 2, Fig. 2).  

A total of 18 deaths (53%) in 2007 were the result of a homicide or an unintentional injury (Table 2).  Unintentional injury deaths were attributed to motor vehicles (2 deaths), drownings (2 deaths), premature births (2 sibling deaths
), and an accidental shooting (1 death).  Homicide deaths were due to shootings (5 deaths), shaken baby/physical abuse (4 deaths), and asphyxiation (2 sibling deaths
).
There are 5 “undetermined” manner of death cases; 3 of the cases involved SIDS infants (Table 2 on page 14 and summary on page 8).  In two of the SIDS cases, the infants had been sleeping with their parents (one child’s parents had been drinking alcohol).  “Undetermined” is used when the information pointing to one manner of death is no more compelling than one or more other competing manners of death when all available information is considered.  “Undetermined” is intended for cases in which it is impossible to establish, with reasonable medical certainty, the circumstances of death after a thorough investigation.  
Specific factors causing or contributing to child fatalities in 1989 through 2007 are listed in Table 3 (on page 16).  These factors were identified from information gathered by CIU staff during their investigations, case information from the DCF database (FamilyNet), and printouts from the Massachusetts Registry of Vital Records and Statistics.
  In 2007, the leading factors contributing to child fatalities were neglect, congenital conditions, physical abuse, and firearms (Table 3).  Death-related factors that have shown the most distinct declines over the past 19 years are drugs/alcohol, SIDS, congenital conditions, prematurity, and low birth weight (LBW) (Table 3).  The decline in these factors is probably related to the drop in infant deaths over this period.  Drug/alcohol use by mothers during pregnancy has been associated with prematurity, congenital deformities, and LBW.  Substance abuse by parents/caretakers is discussed in more detail on pages 32-33.  

In 2007, two fatalities were identified as being drug and/or alcohol involved (Table 3).  However, it was unknown in 20 other cases whether drugs or alcohol were factors (Table 4 on page 17).  Drug/alcohol-related cases are those where a parent, caretaker, or child’s use of drugs or alcohol was a contributing factor in the deaths.  Some examples are: a teenage homicide involving the dealing of drugs; an adolescent overdosing on drugs; a child’s accidental death from neglect while the parents/caretakers were intoxicated; a child contracting AIDS at birth from a heroin-addicted mother; a motor vehicle accident where the driver was a teenager or parent under the influence of drugs/alcohol; and an infant death due to congenital conditions/prematurity that resulted from the mother’s use of substances during pregnancy.  For drugs/alcohol to be considered a contributing factor in the last example, there must be a supported report of neglect and a medical diagnosis that the baby’s death from congenital conditions was a direct result of the mother’s use of substances during pregnancy. 

Table 2. Manner of Child’s Death (1989 – 2007): Counts of Children

	Calendar
	Manner of Death
	

	Year
	Natural Causes
	Unintentional Injury
	Homicide
	Suicide
	Undetermined*
	Total

	1989:       No.
	57
	13
	6
	5
	3
	84

	                 %
	68%
	15%
	7%
	6%
	4%
	100%

	1990:      No.
	50
	24
	9
	2
	4
	89

	                %
	56%
	27%
	10%
	2%
	4%
	100%

	1991:      No.
	35
	15
	11
	1
	4
	66

	                %
	53%
	23%
	17%
	2%
	6%
	100%

	1992:      No.
	41
	12
	11
	3
	---
	67

	                %
	61%
	18%
	16%
	4%
	---
	100%

	1993:      No.
	45
	10
	9
	4
	---
	68

	                %
	66%
	15%
	13%
	6%
	---
	100%

	1994:      No.
	41
	13
	8
	1
	2
	65

	                %
	63%
	20%
	12%
	2%
	3%
	100%

	1995:      No.
	36
	10
	5
	1
	1
	53

	                %          
	68%
	19%
	9%
	2%
	2%
	100%

	1996:      No.
	29
	14
	7
	4
	1
	55

	                %
	53%
	25%
	13%
	7%
	2%
	100%

	1997:      No.
	28
	  9
	4
	1
	---
	42

	                %   
	67%
	21%
	10%
	2%
	---
	100%

	1998:      No.
	11
	18
	9
	2
	1
	41

	                %
	27%
	44%
	22%
	5%
	2%
	100%

	1999:      No.
	23
	  9
	3
	2
	2
	39

	               %
	59%
	23%
	  8%
	5%
	5%
	100%

	2000:      No.
	24
	12
	3
	1
	1
	41

	               %
	59%
	29%
	7%
	2%
	2%
	100%

	2001:      No.
	29
	9
	6
	2
	---
	46

	               %
	63%
	20%
	13%
	4%
	---
	100%

	2002:     No.
	15
	11
	4
	1
	1
	32

	               %
	47%
	34%
	12%
	3%
	3%
	100%

	2003:     No.
	23
	5
	5
	3
	---
	36

	               %
	64%
	14%
	14%
	8%
	---
	100%

	2004:     No.
	18
	8
	4
	---
	---
	30

	               %
	60%
	27%
	13%
	---
	---
	100%

	2005:     No.
	17
	5
	4
	2
	3
	31

	               %
	53%
	17%
	13%
	7%
	10%
	100%

	2006:     No.
	21
	4
	1
	1
	4
	31

	               %
	68%
	13%
	3%
	3%
	13%
	100%

	2007:     No.
	11
	7
	11
	---
	5
	34

	              %
	32%
	21%
	32%
	---
	15%
	100%


* Undetermined following an autopsy by a medical examiner.
Notes:  Totals may not equal 100% due to rounding-off.

            The manner of death for maltreated children could be accident, homicide, or natural causes.  An example of natural 

             causes would be an infant death attributed to prematurity/congenital conditions resulting from maternal substance
             abuse.  


[image: image10.emf]Figure 2. Child Fatalities by Manner of Death: 1989 - 2007
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Table 3. Factors Causing or Contributing to Child’s Death (1989 - 2007)

	
	Calendar Year

	Specific Factors
	1989
	1990
	1991
	1992
	1993
	1994
	1995
	1996
	1997
	1998
	1999
	2000
	2001
	2002
	2003
	2004
	2005
	2006
	2007

	Drug/Alcohol Related
	26
	25
	13
	12
	19
	12
	7
	3
	3
	3
	3
	1
	5
	3
	2
	4
	5
	1
	2

	Congenital Condition
	26
	13
	15
	13
	21
	9
	12
	13
	9
	6
	9
	12
	12
	5
	8
	6
	4
	14
	6

	Prematurity
	16
	17
	7
	8
	11
	5
	11
	3
	5
	3
	4
	5
	5
	1
	5
	5
	8
	7
	5

	Low Birth Weight
	15
	13
	5
	7
	5
	1
	3
	--
	3
	2
	2
	2
	3
	--
	2
	4
	6
	4
	2

	SIDS
	15
	16
	8
	5
	12
	19
	9
	8
	8
	4
	6
	3
	5
	5
	5
	4
	4
	4
	4

	HIV- Related Infections
	2
	4
	6
	5
	3
	6
	4
	4
	1
	--
	1
	1
	--
	--
	2
	--
	--
	--
	--

	Other Infectious Disease
	--
	3
	2
	--
	--
	---
	--
	3
	3
	1
	1
	--
	2
	1
	3
	4
	3
	4
	2

	Fire
	5
	9
	1
	6
	2
	5
	2
	--
	4
	2
	--
	2
	1
	2
	--
	--
	--
	--
	--

	Motor Vehicle Accident
	5
	6
	6
	4
	4
	3
	--
	5
	1
	5
	4
	7
	4
	4
	3
	4
	1
	2
	2

	Drowning
	1
	3
	4
	2
	2
	2
	2
	5
	1
	6
	2
	2
	2
	3
	--
	--
	1
	1
	2

	Other Accident
	--
	10
	3
	--
	3
	5
	4
	3
	5
	5
	4
	2
	1
	3
	1
	1
	3
	2
	--

	Neglect
	11
	12
	5
	12
	5
	2
	7
	2
	1
	11
	2
	3
	7
	7
	5
	3
	4
	3
	10

	Physical Abuse
	2
	4
	4
	3
	5
	1
	6
	4
	1
	5
	1
	1
	2
	3
	2
	--
	1
	--
	6

	Firearms
	3
	5
	4
	6
	3
	6
	1
	2
	4
	5
	2
	1
	1
	1
	2
	4
	3
	--
	6

	Terminal Illness
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	7
	2
	6
	1
	3
	3
	3

	Shaken Baby Syndrome
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	1
	--
	1
	--
	--
	--
	3

	Stabbing
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	2
	2
	1
	1
	--
	--
	--

	Beating
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	--
	1
	1
	--
	1
	--
	2

	TOTAL FACTORS
	127
	140
	83
	83
	95
	76
	68
	55
	49
	58
	41
	42
	60
	43
	49
	41
	47
	45
	55

	TOTAL  DEATHS
	84
	89
	66
	67
	68
	65
	53
	55
	42
	41
	39
	41
	46
	32
	36
	30
	31
	31
	34

	INFANT DEATHS
	42
	40
	29
	31
	27
	26
	29
	17
	17
	9
	15
	11
	15
	10
	13
	10
	15
	11
	17


    Note: The summation of factor counts does not equal the number of deaths because multiple factors may have contributed to a child’s death.  

  Physical abuse only includes shaken baby syndrome, stabbing, and beating when the perpetrator is a caretaker.

When neglect and physical abuse are contributing factors to a child’s death, each is counted in both of the categories displayed in Table 3.  Consequently, the number of deaths involving neglect and physical abuse cannot be determined by adding the counts for each category.  The following table gives the number of children with abuse- and/or neglect-related deaths during 1989-2007.  In 2007, there were 13 maltreatment-related deaths: 7 neglect; 3 physical abuse; and 3 physical abuse and neglect.  The 13 maltreatment-related deaths is the highest since 1998 (see below).  Deaths involving maltreatment have ranged from a high of 15 in 1992 to a low of 1 in 1997.  It should be noted that these counts only include deceased children whose families had open cases or cases closed six months or less at the time of death. 

	Calendar Year and Number of Maltreatment-Related Deaths: 1989-1998

	1989
	1990
	1991
	1992
	1993
	1994
	1995
	1996
	1997
	1998

	13
	14
	9
	15
	10
	3
	11
	5
	1
	13


	Calendar Year and Number of Maltreatment-Related Deaths: 1999-2007

	1999
	2000
	2001
	2002
	2003
	2004
	2005
	2006
	2007

	3
	4
	7
	9
	5
	3
	4
	3
	13


Table 4 displays ages of children and whether or not drugs and/or alcohol were factors in their deaths.  The count of drug/alcohol-related deaths (2) is a minimum value since it was not known if substances were factors in 20 other deaths.  Although drugs and alcohol have been declining as factors in child fatalities, they are still a major contributor to a family’s involvement with DCF.  The pervasiveness of drugs/alcohol in these fatality cases is shown on page 32.  Statistics are presented on the past and current use of substances by parents and other primary caretakers.  A description of the type of drugs and their prevalence is also provided.  

The deaths of two infants (twins) in 2007 were drug-related.  Their mother’s use of cocaine during her pregnancy was diagnosed by the medical examiner as contributing to the children’s premature births and medical conditions.  The newborns were extremely immature (24 weeks, each weighing less than 2 lbs.) with severe medical problems.

        Table 4. Drug/Alcohol-Related Child Fatalities (2007)

	
	Drug/Alcohol-Related
	

	Age of Children
	Yes
	No
	Unknown
	Total

	Less than 28 days
	2
	1
	  1
	4

	28 days to < 1 yr.
	--
	3
	10
	     13

	1 yr. to < 2 yrs.
	--
	2
	--
	2

	2 yrs. to < 5 yrs.
	--
	1
	  1
	2

	5 yrs. to < 12 yrs.
	--
	2
	  3
	5

	12 yrs. or  Older
	--
	3
	  5
	8

	Total
	2
	     12
	20
	     34


B. DCF Involvement

1. Placement Status


In 2007, 18% of all deceased children were in placement at the time of their deaths (Table 5 on next page).  This was the smallest proportion in placement in the past 17 years.  Their out-of-home locations were unrelated foster home (3 children), hospital (2), and pre-adoptive foster home (1) (Table 6 on next page).  From 1991 to 2007, the proportion of deceased children who were in placement at the time of their death ranged from 18% to 49% (33% median) (Table 5).  The relatively large proportions in 1993-1995 (42-49%) were mainly attributable to fatalities in unrelated foster homes augmented by deaths in institutional settings (mostly hospitals) (Table 6).  Many of these children died shortly after birth; others were hospitalized for a relatively short period of time with a terminal condition; and some spent most if not all of their lives in hospitals or pediatric nursing homes.  Most of the children who died while placed with relatives or unrelated foster parents had serious illnesses or disabilities.  

The total number of fatalities in 1996 was not much different from 1995; however, there was a further shift from placement to non-placement locations (Table 5).  This trend continued in the ensuing years as the proportion of deceased children in non-placement locations rose to the 60-70% level.  This upward trend was interrupted in 2001 when the proportion of children not in placement fell to 57% (Table 5).  In 2001, a decrease in non-placement children was accompanied by an increase in the occurrence of deaths in residential care, unrelated foster care, and children on the run from placement (Table 6).  Most of the children in residential or unrelated foster care died from natural causes; the remaining deaths were accidental.  In 2002-2004, there was a return to the trend of higher proportions of deceased children not in placement (70-77%) owing to a major drop in placement deaths.  A marginal increase in unrelated foster care deaths in 2005-2006 lowered the proportion of children not in placement to 61% (Table 5).  In 2007, 82% of the deceased children were not in placement (Table 5, Table 7 on pages 19-20).  Eight of the 10 deaths in unrelated foster care during 2005-2007 were due to natural causes.  
Since monitoring of child deaths began in the 1980s, the majority of deaths have occurred to children living at home with parents.  This is expected as most children receiving services were not in placement.  The proportion of deaths in non-placement locations has ranged from 51% to 82% (67% median) over the past 17 years.  Regardless of location, most deaths have been due to “natural causes” and to a lesser degree accidents (Table 2 on page 14 for example).  The only time accidents exceeded natural causes was in 1998 (Table 2).  This singular occurrence was attributed to the high number of adolescent deaths and low number of infant deaths (Table 1 on page 11).  Another anomalous year was 2007 when the number of deaths from homicides and natural causes were equal (Table 7 on page 20, Table 2 on page 14).  The year was distinguished by a relatively high number of adolescent homicides and a relatively low number of infant deaths from natural causes.
Table 5. Child’s Placement Status at Time of Death  (1991 - 2007)

	
	Location of Child
	

	Calendar Year
	Not in Placement
	In Placement
	Total

	1991:         No.
	44
	22
	66

	                   %
	    67%
	   33%
	 100%

	1992:         No.
	53
	14
	67

	                   %
	   79%
	   21%
	 100%

	1993:         No.
	35
	33
	68

	                   %
	   51%
	   49%
	 100%

	1994:         No.
	37
	28
	65

	                   %
	   57%
	   43%
	 100%

	1995:         No.
	31
	22
	53

	                   %          
	   58%
	   42%
	 100%

	1996:         No.
	35
	20
	55

	                   %
	   64%
	   36%
	 100%

	1997:         No.
	29
	13
	42

	                   %   
	   69%
	   31%
	100%

	1998:         No.
	26
	15
	41

	                   %
	   63%
	   37%
	 100%

	1999:         No.
	26
	13
	39

	                   %
	   67%
	   33%
	  100%

	2000:         No.
	30
	11
	41

	                   %
	   73%
	   27%
	  100%

	2001:         No.
	26
	20
	46

	                   %
	   57%
	   43%
	  100%

	2002:         No.
	23
	  9
	32

	                   %
	   72%
	   28%
	  100%

	2003:         No.
	26
	10
	36

	                   %
	   72%
	  28%
	100%

	2004:         No.
	23
	  7
	30

	                   %
	   77%
	  23%
	100%

	2005:         No.
	         19
	12
	31

	                   %
	   61%
	  39%
	100%

	2006:        No.
	         19
	12
	31

	                  %
	   61%
	  39%
	100%

	2007:        No.
	28
	 6
	34

	                  %
	    82%
	  18%
	100%


                          Note: The relative percentages may not sum to 100% due to rounding-off.
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Table 6. Child’s Placement Status at Time of Death  (1991 - 2007)

	
	Location of Child
	

	Calendar Year
	Kinship Foster Home
	Unrelated Foster Home
	Institution
(hospital)
	Residential Care
	Pre-adoptive Home
	Supervised Independent Living
	On the Run from Placement
	Total

	1991
	3
	12
	5
	2
	--
	--
	--
	22

	1992
	2
	10
	2
	--
	--
	--
	--
	14

	1993
	3
	12
	16
	--
	--
	--
	2
	33

	1994
	8
	11
	8
	1
	--
	--
	--
	28

	1995
	3
	10
	9
	--
	--
	--
	--
	22

	1996
	6
	8
	1
	--
	1
	1
	3
	20

	1997
	3
	9
	--
	1
	--
	--
	--
	13

	1998
	2
	6
	1
	2
	--
	--
	4
	15

	1999
	2
	5
	2
	3
	--
	--
	 1
	13

	2000
	--
	3
	5
	--
	2
	--
	 1
	11

	2001
	1
	6
	6
	4
	--
	--
	3
	20

	2002
	2
	3
	3
	--
	1
	--
	--
	  9

	2003
	--
	2
	5
	2
	1
	--
	--
	10

	2004
	--
	--
	6
	--
	--
	--
	1
	  7

	2005
	1
	3
	7
	--
	1
	--
	--
	12

	2006
	--
	4
	6
	1
	1
	--
	--
	12

	2007
	--
	3
	2
	--
	1
	--
	--
	  6


Note: Institution includes hospitals and pediatric nursing homes.
     Table 7. Child’s Placement Status and Manner of Death (2007)

	
	Manner of Death
	

	Location of Child
	Natural Causes
	Accident
	Suicide
	Homicide
	Undetermined
	Total

	Not in Placement
	7
	7
	--
	        10
	4
	28

	In Placement:
	
	
	
	
	
	

	     Kinship Foster Home
	--
	--
	--
	--
	--
	  --

	     Unrelated Foster Home
	2
	--
	--
	          1
	--
	  3

	     Residential Care
	--
	--
	--
	--
	--
	  --

	     Institution (hospital)
	2
	          --
	--
	--
	--
	  2

	     Pre-Adoptive Foster Home
	--
	--
	--
	--
	1
	  1

	     Supervised Independent Living
	--
	--
	--
	--
	--
	 --

	     On-the-Run from Placement
	--
	--
	--
	--
	--
	 --

	Total
	11
	7
	--
	11
	5
	34


During the period 1993-2007, approximately 96,000 children spent time in DCF placement.  Of these, an estimated 94,800 were placed in foster and/or residential care.  The remaining children were placed in “other” locations such as hospitals, pediatric nursing homes, and with other Massachusetts state agencies. 
Of the 644 children known to DCF who died during 1993-2007, a total of 138 children died in foster or residential care (Fig. 3).  Fifteen of the 138 children died from maltreatment; 4 of these 15 children died from physical abuse/neglect
 that occurred prior to placement in unrelated foster care (Fig. 4 on next page).  Of the 11 children who died from maltreatment that took place while the child was in foster or residential care: neglect was a contributing factor in 8 deaths; physical abuse was the cause of death for 2 children; and both physical abuse and neglect were factors in the remaining child’s death.  In other words, 11 of the 138 children who died while placed in foster or residential care during a 15-year period were victims of maltreatment (where the neglect or abuse occurred in the placement setting).  Of the remaining 123 children who died while in foster or residential care, 85 died from natural causes, 29 died in accidents, 6 were suicides, 2 were homicides (shooting by an unknown/non-caretaker), and 1 was undetermined (Fig. 4  and Table 8 on next page).  Natural causes can be broken down into 19% SIDS, 15% AIDS, and 66% other medical problems (often congenital in origin) (Table 8).
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                Table 8. Manner of Death: Children in Foster and Residential Care (1993 – 2007)

	Total Fatalities
	138

	Natural Causes:
	  85

	     SIDS
	  16

	     AIDS
	  13

	     Other medical (often congenital in origin)
	  56

	Accidents:
	  29

	     Involving a motor vehicle 
	    9

	     Drowned (2 in pools, 4 in river/lake/ocean)
	    6

	     Asphyxiation/Suffocation (soft bedding, choking, etc.)
	    7

	     Other (fire, drug overdose, fell, shot)   
	    7

	Suicide:
	    6

	Homicide (shooting by an unknown/non-caretaker):
	    2

	Neglect/Physical Abuse: (9 accidents, 4 homicides, 2 natural causes) 
	  15

	     Occurred in Foster/Residential Care
	  11

	     Occurred in home of parent(s) prior to placement in  Foster/Residential Care
	    4

	Undetermined:
	     1


Note: This table only includes children who died in foster and residential homes/facilities; it does not

include children who died while in institutions (hospitals), supervised independent living, or on the run from placement.  

2. DCF Case Status


In 2007, child deaths occurred primarily in open protective cases (25 of 34 or 74%) (Table 9 on next page).  Over the past 17 years, the proportion of protective cases has ranged from 61% to 96% (79% median).  During 2007, 12 protective cases were open for more than six months and 13 protective cases were open for six months or less at the time of the child’s death.  Of the remaining 9 cases, 7 were current CHINS (Children in Need of Services) referrals and 2 were current voluntary requests for services.

Of the 25 children who died while in open protective cases, 6 were homicide victims, 6 were accident victims, and 9 died from natural causes.  Manner of death could not be conclusively determined for the remaining 4 children in open protective cases.
  None of these homicide and accident victims were in placement and none of them were in DCF custody.  The 6 homicide cases included 2 shooting victims (adolescents), 3 shaken babies (physically abused infants), and a two-year-old physically abused child.  


Five of the 7 current CHINS cases were homicides: 3 adolescents died from gunshot wounds and 2 sisters, six and nine years old, died from asphyxiation.  
   Table 9. Family’s Case Status at Time of Child’s Death (1991 - 2007)

	
	Case Status at Time of Death
	

	Calendar Year
	Current Protective < 6 mos.
	Current Protective > 6 mos.
	Current Voluntary Request
	Current CHINS Referral
	Case Closed    < 6 mos.
	Totals

	1991:         No.
	10
	42
	7
	1
	6
	66

	                   %
	15%
	64%
	11%
	2%
	9%
	100%

	1992:         No.
	17
	41
	4
	1
	4
	67

	                   %
	25%
	61%
	6%
	1%
	6%
	100%

	1993:         No.
	13
	45
	5
	2
	3
	68

	                   %
	19%
	66%
	7%
	3%
	4%
	100%

	1994:         No.
	19
	27
	5
	4
	10
	65

	                   %
	29%
	42%
	8%
	6%
	15%
	100%

	1995:         No.
	11
	40
	--
	--
	2
	53

	                   %          
	21%
	75%
	--
	--
	4%
	100%

	1996:         No.
	11
	31
	3
	3
	7
	55

	                   %
	20%
	56%
	5%
	5%
	13%
	100%

	1997:         No.
	10
	21
	2
	1
	8
	42

	                   %   
	24%
	50%
	5%
	2%
	19%
	100%

	1998:         No.
	 4
	21
	4
	5
	7
	41

	                   %
	10%
	51%
	10%
	12%
	17%
	100%

	1999:         No.
	11
	18
	1
	3
	6
	39

	                   %
	28%
	46%
	3%
	8%
	15%
	100%

	2000:         No.
	11
	21
	1
	2
	6
	41

	                   %
	27%
	51%
	2%
	5%
	15%
	100%

	2001:         No.
	  8
	30
	1
	1
	6
	46

	                   %
	17%
	65%
	2%
	2%
	13%
	100%

	2002:         No.
	  8
	20
	--
	1
	3
	32

	                   %
	25%
	62%
	--
	3%
	9%
	100%

	2003:        No.
	10
	20
	--
	3
	3
	36

	                  %
	28%
	56%
	--
	8%
	8%
	100%

	2004:        No.
	9
	16
	--
	2
	3
	30

	                  %
	30%
	53%
	--
	7%
	10%
	100%

	2005:       No.
	8
	16
	1
	2
	4
	31

	                 %
	26%
	52%
	3%
	6%
	13%
	100%

	2006:       No.
	10
	14
	2
	2
	3
	31

	                 %
	32%
	45%
	6%
	6%
	10%
	100%

	2007:       No.
	13
	12
	2
	7
	--
	34

	                 %
	38%
	35%
	6%
	21%
	--
	100%


Note: The relative percentages may not sum to 100% due to rounding-off.

3. Custody Status of Children


Five of the 34 children who died during 2007 were in temporary DCF custody.  DCF seeks court ordered custody of a child when remaining in the home is contrary to the child’s welfare.  Courts can also grant custody to DCF as part of CHINS, divorce, or paternity petitions among others.  DCF can accept voluntary care of a child at a parent’s request.  Courts grant DCF permanent custody of a child upon finding that the child is in need of care and protection.  Of the 5 children in the care of DCF, 2 died from natural causes, 2 were homicide victims, and 1 child’s manner of death was undetermined.  The location of these 5 children were: 2 in unrelated foster care, 1 in pre-adoptive foster care, 1 in a hospital, and 1 child in temporary custody while receiving DCF services at home.  It is not unusual for DCF to retain custody for up to 6 months for some children who are returned home from placement.  The extent to which this is done depends on the area office, the home situation, and the court.
4. Reports of Child Maltreatment


Reports of abuse or neglect made pursuant to M.G.L. ch. 119, sec. 51A are screened-in when there is reason to believe that a child has been maltreated or may be at risk of maltreatment by a caretaker.  Depending on the urgency, a screened-in report is designated an emergency or non-emergency.  For screened-in emergency reports, an investigation must be completed within 24 hours after receiving the report.  Investigations prompted by non-emergency reports must be completed within 10 calendar days. The reported allegations are investigated by DCF staff who determine whether the report should be supported or unsupported.  


Reports alleging child maltreatment were filed on the deaths of 17 of the 34 children known to DCF during 2007.  Four reports were unsupported, and 13 were supported.  Neglect was a factor in the deaths of 7 children.  Physical abuse was a factor in 3 deaths.  In the remaining 3 deaths, both physical and neglect were contributing factors.  

The allegations of neglect were supported for the following 7 deaths: (1 & 2) mother’s use of cocaine during pregnancy resulted in the birth of extremely immature twins with severe medical problems; (3) parent sleeping with infant; (4) parent left 1-year-old child alone in bathtub; (5) parent pre-occupied at a family event while child wandered off with other kids to go swimming and drowned (child could not swim); (6) child accidentally shot by cousin while playing with a gun (mother’s lack of supervision was a common occurrence); (7) parent withheld prescribed medication for child’s seizure disorder.  Physical abuse was supported for the following incidents: 1 shaken baby; and 2 sisters murdered (asphyxiated) by their mother’s male partner.  Both physical abuse and neglect were factors in the deaths of: 2 shaken babies and 2-year-old child who was beaten.  
Four of the 13 children with maltreatment-related deaths were the subjects of another report less than one month before they died.  Two of the reports were supported (neglect), 1 was unsupported, and 1 was screened-out.  
C. Family Demographics

1. Age and Sex of Children


In 2007, 50% of the deceased children were male (Table 10).  Over the years, the proportion of males has ranged from 49% to 80% (62% median) (Table 10).  Table 11 shows 8 male and 9 female infants.  Except for 1992, 1998, 1999, and 2007, infant deaths have been predominantly male.  Males have also accounted for most of the adolescent deaths; the exceptions are 2001 and 2005 when females outnumbered males by 2:1 (Table 11).



                    Table 10. Sex of Children (1989 - 2007)
	
	Sex of Children

	
	Male
	Female

	Year
	No.
	%
	No.
	%

	1989
	47
	56%
	37
	44%

	1990
	54
	61%
	35
	39%

	1991
	44
	67%
	22
	33%

	1992
	39
	58%
	28
	42%

	1993
	42
	62%
	26
	38%

	1994
	37
	57%
	28
	43%

	1995
	34
	64%
	19
	36%

	1996
	37
	67%
	18
	33%

	1997
	22
	52%
	20
	48%

	1998
	27
	66%
	14
	34%

	1999
	19
	49%
	20
	51%

	2000
	28
	68%
	13
	32%

	2001
	23
	50%
	23
	50%

	2002
	23
	72%
	  9
	28%

	2003
	23
	64%
	13
	36%

	2004
	24
	80%
	  6
	20%

	2005
	19
	61%
	12
	39%

	2006
	20
	65%
	11
	35%

	2007
	17
	50%
	17
	50%


   Table 11. Age and Sex of Children (2007)

	
	Age of Children
	

	Sex
	< 1 yr.
	1 - < 2 yrs.
	2 - < 5 yrs.
	5 - < 12 yrs.
	12 - 18 yrs.
	19 - 21 yrs.
	Total

	Male
	         8
	         --
	--
	         3
	 6
	--
	17

	Female
	         9
	         2
	2
	         2
	 2
	--
	 17

	Total
	       17
	         2
	2
	         5
	          8
	--
	 34


2. Age of Parents


Mothers of the children who died in 2007 ranged in age from 17 to 50 years old.  The median ages of mothers and fathers, were 30 and 31 years, respectively.  Thirty-five percent of all mothers were 20-29 years old and 13% were less than 20 years old (Table 12).  Compared to all mothers in the DCF caseload, a greater proportion of the mothers of deceased children were 20-29 year olds (Table 12).  Over the past 16 years, the proportion of 20-29 year-old mothers of deceased children has ranged from 15% to 63% (median of 37%).  The years 1993, 1996, and 1998 are the only years where the proportions of 20-29 year-old and 30-39 year-old mothers of deceased children approximated the corresponding caseload proportions.


      Table 12. Age of Parents at Time of Child’s Death (2007)
	
	Mothers of Deceased Children
	Mothers in the DCF Caseload (*)
	Fathers of Deceased Children

	Parent’s Age (yrs.)
	No.
	%
	%
	No.
	%

	12 - 17
	      2
	     6%
	  NA
	    --
	         --

	18 - 19
	      2
	     6%
	    5%
	     1
	         3%

	20 - 29
	    11
	   35%
	  28%
	     4
	       13%

	30 - 39
	    10
	   32%
	  36%
	     4
	13%

	40 - 49
	      5
	   16%
	  24%
	     2
	  6%

	50 - 59
	      1
	     3%
	    7%
	    --
	         --

	60 - 69
	      --
	     --
	--
	    --
	         --

	Unknown 
	      --
	     --
	--
	   20
	 65%

	Deceased
	      --
	     --
	--
	    --
	         --

	Total (**)
	    31
	  100%
	100%
	   31
	      100%


       (*) As of June 30, 2007, based on the number of females not in placement who were 18 to 59 
            years old with an open case status.  NA = Not Available

       (**) There are 31 mothers and 34 child fatalities because five children are from two sibling
            groups—infant twins and a group of 3 siblings.
       Note:  The relative percentages may not sum to 100% due to rounding-off.

3. Marital Status of Mothers


Eighty-one percent of the mothers of deceased children were unmarried (Table 13).  Over the past 16 years the proportion of unmarried mothers has ranged from 76% to 97% (86% median).  A comparison with the general caseload showed that at least 71% (4% unknown marital status) of the mothers in the caseload were unmarried (Table 13). 

 
                Table 13. Marital Status of Mothers at Time of Child’s Death (2007)
	
	Mothers of Deceased Children
	Mothers in the DCF Caseload (*)

	Marital Status
	No.
	%
	%

	Married
	         6
	       19%
	              25%

	Divorced
	        --
	        --
	   8%

	Separated
	        --
	        --
	   5%

	Single (**)
	       25
	       81%
	              57%

	Widowed
	        --
	        --
	    1%

	Unspecified 
	        --
	        --
	    4%

	Total (***)
	       31
	100%
	100%




          (*) As of June 30, 2007, based on the number of females not in placement



               who were 18 to 59 years old with an open case status.



          (**) Never married or single at time of child’s death (unknown marital history).

                                      (***) There are 31 mothers and 34 child fatalities because five children
                                            are from two sibling groups—infant twins and a group of three siblings.

4. Mothers: Age at First Birth, DCF Placement, Mental Illness


Thirteen mothers (42%) were known to have been less than 20 years old when they gave birth to their first child.  Eight mothers (26%) were known to have been placed in DCF foster or residential care as children.  Twelve mothers (39%) were known to have mental health issues.  A mother could have more than one of the following: depression (6 mothers), anxiety disorder (4), bipolar disorder (3), and post partum depression (2).  Other mental health problems were schizoaffective bipolar disorder (1 mother), suicidality (1), self-inflicted injuries (1), borderline personality disorder (1), and depression w/psychotic features (1).  
5. Caretakers Actively Involved in DCF Casework


In 30 of the 31 families with deceased children, adult caretakers were known to be actively involved with DCF casework.
  Of the 30 involved families, 19 families had only one adult caregiver who was an active participant.  Seventeen of these solitary caregivers were mothers and 2 were fathers.  Eleven families had two actively involved adult caregivers.  In 7 of these 11 families, both caregivers were living together.  (See chart below)
[image: image14.wmf]Table 21. Child's Placement Status at Time of Death (1991 - 1997)

Location of Children

  No.

%

  No.

%

  No.

%

  No.

%

  No.

%

  No.

%

  No.

%

Not in Placement

44

67%

53

79%

35

51%

37

57%

31

58%

35

64%

29

69%

In Placement:

22

33%

14

21%

33

49%

28

43%

22

42%

20

36%

13

31%

     relative's home

3

4%

2

3%

3

4%

8

12%

3

6%

6

11%

3

7%

     unrelated foster home

12

18%

10

15%

12

18%

11

17%

10

19%

8

15%

9

21%

     institution

5

8%

2

3%

16

24%

8

12%

9

17%

1

2%

---

---

     community residence

2

3%

---

---

---

---

1

2%

---

---

---

---

1

2%

     pre-adoptive home

---

---

---

---

---

---

---

---

---

---

1

2%

---

---

     supervised

          independent living

---

---

---

---

---

---

---

---

---

---

1

2%

---

---

     on the run from care

---

---

---

---

2

3%

---

---

---

---

3

5%

---

---

TOTALS

66

100%

67

100%

68

100%

65

100%

53

100%

55

100%

42

100%

1997

1993

1992

1991

1994

1995

1996


Families Actively Involved with DCF Casework

31 Families
Families with Adult(s) Actively Involved

30




6. Race and Hispanic Origin of Deceased Children and Their Parents


Twenty-nine percent of all children who died in 2007 were White, 35% were Black, 3% were Asian, and 12% were Multi-Racial (Table 14A). Race could not be determined for 21% of the deceased children; all of these children were Hispanic.  Forty-one percent of the deceased children were identified as Hispanic/Latino
 (Table 14B).  Compared to the DCF child caseload, the child fatalities group had a much smaller proportion of White children (Table 14A).  The proportion of Black children in the fatalities group was 35% compared to 17% in the caseload (Table 14A).  Hispanic children were more prominent in the child fatalities group than in the DCF caseload—41% vs. 28%, respectively (Table 14B).


            Table 14A. Race of Children (2007)
	
	Deceased Children
	Children in DCF Caseload (*)

	Race
	No.
	%
	%

	White
	10
	 29%
	  57%

	Black
	12
	 35%
	  17%

	Asian
	  1
	   3%
	    2%

	Native American
	  --
	 --
	 ***

	Pacific Islander (**)
	  --
	    --
	 ***

	Multi-Racial
	  4
	  12%
	    4%

	Unspecified
	  7
	   21%
	  20%

	Total
	34
	100%
	100%




         (*) As of June 30, 2007, children less than 18 years old with an open 




case status.



         (**) Native Hawaiian or other Pacific Islander   
         *** = less than 1% after rounding-off


        Note:  The relative percentages may not sum to 100% due to rounding-off.
            Table 14B. Hispanic/Latino Origin of Children (2007)
	
	Deceased Children
	Children in DCF Caseload (*)

	Origin
	No.
	%
	%

	Hispanic/Latino
	14
	 41%
	  28%

	Not Hispanic/Latino
	20
	 59%
	  65%

	Unspecified
	 --
	 --
	    7%

	Total
	 34
	100%
	100%




         (*) As of June 30, 2007, children less than 18 years old with an open 




case status.

For each racial category, Table 15 displays the proportion of deceased children in four age groups.  The infant group was the largest age group for all race categories.  Older White children were evenly divided between the 1-11 year-old group and the adolescent group.  Older Black children showed a tendency towards the teen years.  Hispanic child fatalities were most prominent (64%) in the infant group.
   

   Table 15. Age and Race of Deceased Children (2007)
	
	Age Groups
	

	Race
	< 1 yr.
	1 -  11 yrs.
	12 - 18 yrs.
	19 – 21 yrs.
	Total

	White
	    4   (40%)
	3   (30%)
	      3   (30%)
	--      ---
	   10   (100%)

	Black
	    6   (50%)
	 2   (17%)
	      4   (33%)
	       --      ---
	   12   (100%)

	Asian
	    1   (100%)
	      --      ---
	      --      ---
	       --      ---
	     1   (100%)

	Native American
	    --      ---
	      --      ---
	      --      ---
	       --      ---
	    --       ---

	Multi-Racial
	    4   (100%)
	      --      ---
	      --   ---
	       --      ---
	     4   (100%)

	Unspecified
	    2   (29%)
	  4   (57%)
	       1   (14%)
	       --      ---
	     7   (100%)

	Total
	  17   (50%)
	       9   (26%)
	       8   (24%)
	       --      ---
	   34   (100%)


The racial distribution for mothers was close to their children’s distribution (Tables 14A and 16).  Differences are attributable to multi-racial children.  A comparison of the mothers of deceased children to the mothers in the DCF caseload yielded results which were similar to the analysis of their children.  Like most previous years, the proportion of mothers who were Black was greater in the fatalities group than in the overall DCF caseload (Table 16).  White mothers were under-represented in the fatalities group when compared to the DCF caseload.  The proportion of Hispanic mothers of deceased children was greater than the proportion of Hispanic mothers in the caseload.  Twenty-six percent of the mothers of deceased children self-identified as being of Hispanic origin compared to 20% for all mothers in the DCF caseload. 

         Table 16. Race of Parents (2007)
	
	Mothers of Deceased Children
	Mothers in the DCF Caseload (*)
	Fathers of Deceased Children

	Race
	No.
	%
	%
	No.
	%

	White
	    14
	  45%
	  59%
	5
	 16%

	Black
	    10
	  32%
	  14%
	5
	 16%

	Asian
	  1
	            3%
	    2%
	--
	--

	Native American
	  --
	 --
	  ***
	--
	--

	Pacific Islander (**)
	      --
	 --
	  ***
	--
	--

	Multi-Racial
	      1
	    3%
	    1%
	--
	 --

	Unspecified
	      5
	  16%
	  23%
	21
	  68%

	Total (****)
	31
	100%
	100%
	31
	100%


(*) As of June 30, 2007, based on the number of females not in placement who were 18 to 59 years

 old with an open case status.

              (**) Native Hawaiian or other Pacific Islander.               

(***) Less than 1% after rounding-off.

              (****) There are 31 mothers and 34 child fatalities because five children are from two sibling

               groups—infant twins and a group of three siblings.

   
 Note: The summation of relative percentages may not equal 100% due to rounding-off.

7. Family Residence

Boston was the family residence of 7 children who died in 2007.  Springfield was the only other city with more than two child fatalities (5 children).  On a county basis, 8 children were from Suffolk, 6 from Hampden, 5 from Worcester, and 4 from Bristol (Table 17).  Comparing the DCF regional distributions of deceased children to all children in the caseload showed that the Boston Region was the most over-represented.  The Northeastern, Western, and Central Regions were marginally under-represented (Table 18). 
Table 17. Family’s County of Residence (2007)
	County
	 Deceased Children

	Suffolk
	  8

	Hampden
	  6

	Worcester
	  5

	Bristol
	  4

	Middlesex
	  3

	Plymouth
	  3

	Essex
	  2

	Norfolk
	  2

	Barnstable
	  1

	Berkshire
	                 --

	Franklin
	                 --

	Hampshire
	                 --

	Dukes
	 --

	Nantucket
	 --

	Total
	34


Table 18. Child’s DCF Service Region at Time of Death (2007)
	
	Deceased Children


	Children in DCF Caseload (*)

	DCF Region
	   No.
	%
	%

	West
	   6
	  18%
	  21%

	Central
	   4
	  12%
	  15%

	Northeast
	   4
	  12%
	  17%

	Metro
	   4
	  12%
	  13%

	Southeast
	   7
	  21%
	  21%

	Boston (**)
	   9
	  26%
	  12%

	Total
	 34
	100%
	100%


                                   (*) As of June 30, 2007, children less than 18 years old with an open 



            case status.

       (**) Brookline, Chelsea, Revere, and Winthrop are part of the

               Boston Region.

8. Family Size


The median number of children in families with a child death was two.  In 11 of the last 14 years (1993-2006), the median value has been three children per family.  There were three or more siblings in 14 (47%) of the 30 families with a deceased child (no sibling information for 1 family) (Table 19).  From 1993-2007, the proportion of families with three or more children has ranged from 46% to 74%.  In contrast, 24% of the families in the overall caseload had three or more children (Table 19).  Also, 49% of the families in the DCF caseload had one child versus 17% of the families with deceased children.  The percentage of one-child families of deceased children has ranged from 5% to 26% over the past 15 years.

          Table 19. Family Size (2007)
	                                         Number of Children
        in Family
	Deceased Children Family Count
	DCF Caseload Family Count (*)

	
	No.
	%
	%

	one
	           5
	 17%
	  49%

	two
	         11
	       37%
	  28%

	three
	           3
	       10%
	  15%

	four
	           6
	       20%
	    6%

	five
	           3
	       10%
	    2%

	six
	           --
	        ----
	    1%

	seven or more
	           2
	         6%
	                     **

	unknown
	           1
	        ----
	                     ----

	Total Families (***)
	         31
	     100%
	100%



          (*) As of June 30, 2007, based on the number of children (less than 18 years old) with 

the same case identification number and an active case status.


            (**) Less than 1% after rounding-off

                          (***) There are 31 mothers and 34 child fatalities because five children are from two sibling

                            groups—infant twins and a group of three siblings.

D. Substance Abuse

1. Substance Abuse and Child Maltreatment

According to the Prevent Child Abuse America Fifty-State Survey
 (PCAA 2001), substance abuse was the most frequently cited problem affecting families reported for maltreatment.  Other less frequently noted problems displayed by families reported for child maltreatment were poverty and economic strains, domestic violence, and lack of parental capacity and skills (PCAA 2001).  Poverty, interpersonal violence, social isolation, the presence of unrelated substance-abusing adults in the home, and parental mental illness (particularly depression), that often co-occur with parental substance abuse are all associated with child maltreatment  (Dore 1998).
  Estimates of 40% to 80% have been given for the proportion of families in the child welfare system with alcohol/drug and abuse/neglect problems (studies cited by Young and colleagues 1998).
  In 80% of substance-abuse-related cases, the child’s entry into foster care was the result of severe neglect (U.S. Department of Health and Human Services 1999);
 addicted parents are often unable to meet the needs of their children.  
The increasingly widespread use of methamphetamine in the U.S. is a new major threat to children.  Children are being exposed to home “meth” labs with serious toxicities and dangers that have not yet been well studied (Rosas 2004).
  Adult studies indicate life-threatening toxicities from both methamphetamines and lab chemicals.  In addition to the direct physical effects of methamphetamines and lab chemicals, there is the substance abuse-child maltreatment association identified in numerous studies.
As stated above, there is a strong connection between parental substance abuse and child maltreatment.  Children of substance-abusing parents are nearly three times as likely to be abused and more than four times as likely to be neglected as compared to children whose parents do not abuse alcohol and other drugs (studies cited by Banks and Boehm 2001).
  
2. Parent/Caretaker’s Past and Current
 Use of Illicit Drugs/Alcohol


The National Center on Addiction and Substance Abuse (CASA 1999) found that the substance most frequently used by parents who have maltreated their children was alcohol, usually in combination with other drugs.
  The illegal drug most often used was crack cocaine.  Table 20 shows the past and current use of substances by mothers and other primary caregivers in the household.  The 20 other primary adults were: 12 fathers, 5 male partners, 2 female relatives, and 1 foster mother.  It should be noted that the presence of another adult does not mean the adult is actively engaged in DCF casework (see page 26).

Twelve mothers had a documented history of abusing drugs and alcohol (Table 20).  The proportion of mothers (39%) with a past history of substance abuse was lower than in 2006 (43%).  Since 1992, the proportion of mothers with a history of drugs/alcohol has ranged from 39% (1997 and 2007) to 65% (1994).  At the time of the CIU investigation, five mothers were known to be using substances.  In prior reports, a significant part of the difference between the past and current counts was due to a shift from “yes” in the past to “unknown” in the present.  This was not the case in 2007, as the number of mothers using substances dropped from 12 to 5 and the number not using substances rose from 15 to 20.

The principal substances used by mothers were cocaine, marijuana, and alcohol.  Of the 12 mothers known to have used substances at some time, 32% used cocaine, 24% used marijuana, and 16% used alcohol.  Fifty-eight percent of the mothers used more than one substance.  The most frequently used combinations were: cocaine-marijuana and alcohol-cocaine.  Compared to last year, the proportion of mothers using alcohol was significantly lower (62% in 2006), the proportion using cocaine was lower (38% in 2006), and the proportion using marijuana was appreciably lower (46% in 2006).  The only other known drugs used by the mothers of children who died in 2007 were: crack cocaine (3 mothers), heroin (1), methadone (1), and oxycodone (1).    
                   Table 20. Primary Caregiver Past and Current Use of Drugs/Alcohol (2007)

	
	Past History of Use
	Current Use

	Relationship to Child
	Yes
	No
	Unk
	Totals
	Yes
	No
	Unk
	Total

	Mother 
	12
	15
	  4
	31
	5
	20
	6
	31

	Other Primary Adult 
	  3
	5
	 12
	20
	2
	6
	12
	20


3. Mother’s Prenatal Care and Use of Substances during Pregnancy


One serious public health problem that continues to be an issue in case practice is that of drug-involved infants.  Seventeen infants died in 2007: 8 deaths were due to “natural causes,” 3 were homicides, 2 were accidents, and 4 were undetermined (Table 24 on page 35).  The 2 accidental deaths were twins whose mother used cocaine during her pregnancy.  The newborns were extremely immature with medical problems.  Their fragile condition was directly attributed to the mother’s use of drugs.  A determination of drug use is made at the time of delivery, either by the mother’s admission or from a positive toxic screen (or following an autopsy by a medical examiner).  In Table 21, the infant’s medical condition is compared to the mother’s use of substances during pregnancy.


In 2007, 5 of 17 deceased infants were born to mothers who took drugs/alcohol during their pregnancy (Table 21).  Two of the drug-exposed infants were found to be victims of neglect (manner of death accidental).  The small number of infants and the lack of information on drug/alcohol use precludes any statement about an association between substance abuse and medical conditions at birth (Table 21).  

         Table 21. Medical Conditions of Infants and Mother’s Use of Substances 
          during Pregnancy (2007)

	
	Drug/Alcohol Use during Pregnancy
	

	Medical Condition(*)
	Yes
	No
	Unknown
	Total

	Prematurity
	3
	1
	1
	 5

	Low Birth Weight
	2
	--
	--
	 2

	Congenital Condition
	--
	2
	2
	 4

	SIDS
	--
	3
	1
	 4

	TOTAL CONDITIONS
	       5
	6
	4
	      15

	No Medical Condition(**)
	       2
	2
	1
	 5

	TOTAL INFANTS
	5
	7
	5
	17


                         (*) An infant may have more than one medical condition; consequently, the summation of

               counts for each condition may not equal the total number of children.


           (**) Five infants had no medical conditions.

In Table 22, the small numbers and a lack of information on prenatal care and substance abuse prevents any comparison of the level of prenatal care received by substance-abusing mothers and non-substance-abusing mothers.  


             Table 22. Infant Deaths: Mother’s Prenatal Care and Use of Substances 
                         during Pregnancy (2007)

	
	Drug/Alcohol Use during Pregnancy
	

	Prenatal Care
	Yes
	No
	Unknown
	  Total

	Routine
	3
	4
	--
	  7

	Little
	1
	--
	--
	  1

	None
	--
	--
	--
	  --

	Unknown
	1
	3
	5
	 9

	TOTAL CHILDREN
	5
	        7
	5
	17


E. Domestic Violence
1. Prevalence of Domestic Violence in Families


It is widely known that adult domestic violence and child maltreatment often occur together.  Domestic violence perpetrators not only victimize adults, but also harm their children, involve them in the abuse, and instill fear in them by exposing them to violence directed at their caregiver, usually the mother.  Reviews of more than two decades of studies have revealed that in 30 to 60 percent of the families where women were abused, their children were also maltreated.
 

Domestic violence was reported in at least 12 of the 31 families where a child(ren) died (Table 23).  If a past history with violence is included, the number of families increases to 16.  A past history of violence includes mothers who were victims or perpetrators in a prior relationship.  The prevalence of domestic violence among fatality cases for the past 15 years is presented in Table 23.  

Table 23. Prevalence of Domestic Violence among Fatalities (1993-2007)

	
	Prevalence of Domestic Violence in Families with Child Fatalities
	Total Families

	                   Year
	                                            Current Violence
	                                                  Past Violence
	with Child Fatalities(*)

	
	No.
	% of Total
	No.
	% of Total
	No.

	1993
	24
	35%
	35
	51%
	68

	1994
	11
	17%
	23
	37%
	63

	1995
	18
	34%
	25
	48%
	52

	1996
	          14
	26%
	19
	35%
	54

	1997
	 5
	12%
	14
	34%
	41

	1998
	          15
	38%
	22
	55%
	40

	1999
	 7
	18%
	15
	38%
	39

	2000
	          11
	27%
	23
	56%
	41

	2001
	          14
	30%
	22
	48%
	46

	2002
	          10
	33%
	17
	57%
	30

	2003
	          13
	37%
	17
	49%
	35

	2004
	          10
	33%
	17
	57%
	30

	2005
	            8
	27%
	10
	33%
	30

	2006
	          10
	32%
	15
	48%
	31

	2007
	          12
	39%
	16
	52%
	31


(*) Family counts for the following years are less than the number of fatalities because of sibling deaths

      (3 siblings in 1994; 2 in 1995; 2 in 1996; 2 in 1997; 2 in 1998; 2 pair in 2002; 2 in 2003; 2 in 2005;

       3 siblings and 2 siblings in 2007).

F. Special Groups of Children

1. Adolescents


Twenty-four percent of the children (8 of 34 children) who died in 2007 were 12 years old or older (Table 1 on page 11).  Except for 1995 and 2002, the proportion of adolescents has ranged from 21% to 41% (Table 1).  In 1995 and 2002, the proportion of adolescents dropped to 6% (3 children) and 12% (4 children), respectively.  Prior to 1997, adolescents/young adults (virtually all 12-18 years old) accounted for approximately one-quarter of all deaths each year (Table 1).  From 1997 to 2001, the proportion of adolescents/young adults was at its highest level (36-41%).  During the past five years, the number and proportion of adolescent deaths have decreased to 8 and 24%, respectively (Table 1).

In 2007, 5 adolescents died from gunshot wounds, 2 from car accident injuries, and 1 from heart disease (Table 24).  Six of the adolescents were male and two were female (Table 11 on page 24). Over the past 19 years, the counts of deceased adolescents by gender were: mostly male in 10 years; similar for the sexes in 7 years; and mostly female in 2 years.  
Table 24. Age of Children and Manner of Death (2007)

	
	Age of Children
	

	Manner of Death
	                     < 1 yr.
	                      1 - < 2 yrs.
	                     2 - < 5 yrs.
	                     5 - < 12 yrs.
	                    12 - 18 yrs.
	                    > 18 yrs.
	Total

	Natural Causes
	 8
	1
	1
	--
	1
	--
	    11

	Accidental
	2
	1
	--
	2
	2
	--
	      7

	Suicide
	--
	--
	--
	--
	--
	--
	  --

	Homicide
	 3
	--
	1
	2
	5
	--
	11

	Undetermined (*)
	 4
	--
	--
	1
	--
	--
	  5

	Total
	        17
	2
	2
	5
	8
	--
	    34


(*) Undetermined following an autopsy by a medical examiner.

Seven of the adolescents were not in placement and 1 was in unrelated foster care.  Two of the adolescents were known to have been involved with the Department of Youth Services (DYS).  The following issues were identified for 5 of the 8 adolescents: neglect (4), criminal activities (2), mental illness (1), exposure to domestic violence (1), substance abuse (1), physical abuse (1), and special education (1).  An adolescent may have more than one issue.  
Table 25 displays the type of services provided to 5 of the 8 adolescents.  Of the remaining 3 adolescents: 1 received support for medical issues; 1 died before services could be offered; and 1 was no longer a member of an open case.  An adolescent may have received more than one service; consequently, the breakdown of services is based on the type of service not the number of children.  
         Table 25. Type and Frequency of Services Provided to Adolescents (2007)

	Service
	Count of Adolescents Receiving Services(*)

	Mental Health Counseling
	  2

	Tracking
	  2

	Kinship Arrangement
	  2

	Home-Based Treatment
	  1

	Residential Treatment
	  1

	Group Home
	  1

	Educational Advocacy
	  1

	Intensive Family Stabilization
	  1

	School and DCF collaboration
	  1

	Total Services
	10

	Total Number of Adolescents
	  5


                       (*) An adolescent may have received more than one service; consequently, the
                            summation of counts for each service does not equal the total number of children.

2. Medically-Involved/Physically-Challenged Children


Twelve of the 34 deceased children were medically-involved; 7 of the 12 were also physically challenged.  Eight of the 12 children were infants; the other 4 children were 1 year old, 2 years old, 10 years old, and 17 years old.  Nine of the 12 children died from medical problems related to prematurity/congenital conditions, 1 succumbed to heart disease, 1 died from bacterial meningitis, and 1 child died after his mother stopped giving him medication for a seizure disorder.  
At the time of their death, 9 of the 12 children were living with their parents or other family members, 2 were in hospitals, and 1 was in an unrelated foster home.  
III. Child Maltreatment-Related Fatalities: 2001 – 2007
 
The following statistics only deal with child fatalities where maltreatment was a direct cause of death or a contributing factor to the cause of death.  In 2001, DCF began compiling statistics on maltreatment-related deaths of children whose families were unknown to DCF and children whose families had their DCF cases closed more than six months prior to the child’s death.  These “new” counts were added to the “old” counts of maltreated children whose families had an active case status with DCF and maltreated children whose families had their cases closed within six months prior to the child’s death.

During 2007, there were 19 child fatalities with supported allegations of neglect or physical abuse by a caretaker (Table 26 on page 39).  Neglect was a factor in 13 deaths, physical abuse was a factor in 3 deaths, and both neglect and physical abuse were factors in 3 deaths.  The number of maltreatment-related deaths in 2007 was a significant increase from years 2004-2006 (Table 26).  None of the deceased children were in placement at the time of their deaths (Table 26).  The DCF case statuses of their families were: 13 open, 1 closed, and 5 unknown to DCF (Table 26).
· Four of the neglect-related deaths involved sleeping babies.  In three of these cases, the medical examiner could not determine the manner of death: SIDS in a setting of co-sleeping with parents.  From information gathered during the investigation, DCF staff decided the parents had placed their children at risk by sleeping with them.  
· There were three neglect deaths involving substance-abusing pregnant mothers (one mother had twins).  The medical examiner’s diagnosis in each case attributed the mother’s use of cocaine as the cause of the premature births and medical problems. 
· A lack of parental supervision was a major factor in the deaths of three children who drowned (bucket, bathtub, lake) and one child who was accidentally shot by his young cousin while playing with a gun.

· The circumstances of two other neglect-related deaths were: (1) a mother stopped giving seizure medication to her son even though he continued to have seizures; at the time of his death, he had not been seen by a neurologist in nine months; (2) a mother ingested abortion pills in order to end her pregnancy; the extremely immature infant lived three days (manner of death homicide).    
· Three children were victims of physical abuse.  One child died from shaken baby injuries and the other two children (sisters) were asphyxiated by their mother’s male partner (who also murdered their mother).
· There were three victims of physical abuse and neglect.  Two were shaken babies, one of whom was beaten.  The third child was a 2-year-old beating victim.
Statistics pertaining to the deceased child’s age, race, gender, Hispanic origin, placement status, and manner of death are displayed in Table 26 (on next page).  In Table 27 (on page 40), the perpetrator’s relationship to the child is shown for each type of maltreatment.  The family’s case status is also shown in Table 26.  For comparison, statistics are given for each year from 2001 to 2007.  Totals for the seven years are also presented.  Combining the seven years allows a more complete description of the children who died.  For example:
Profile of Child Maltreatment-Related Deaths
(Data Compiled on 96 Deaths from 2001 to 2007)

· 59% of the children were males

· 54% of the children were infants (less than 1 year old)

· 68% of the children were victims of neglect, another 17% were victims of neglect and physical abuse, 16% were victims of physical abuse

· 39% of the deaths were accidents and 33% were homicides

· 90% of the children were not in placement

· 62% of the families were known to DCF
· 61% of the perpetrators of neglect were mothers and 18% were fathers

· 31% of the perpetrators of physical abuse were mothers, 25% were fathers, and 22% were mothers’ boyfriends
 --(see Fig. 5, Tables 26 and 27 on pages 39-41)

As for race and Hispanic origin of the children, there were too many “unknowns” the first two years (Table 26).  Removing the “unknown” counts from the race and Hispanic totals yielded:  
· 45% of the children were non-White

· 31% of the children were Hispanic

	Table 26.  Profile of Child Neglect/Physical Abuse Deaths
	Calendar Year
	

	                                            2001-2007
	2001
	2002
	2003
	2004
	2005
	2006
	2007
	Total

	Total Child Maltreatment Fatalities
	19
	17
	16
	8
	7
	10
	19
	96

	Family Case Status:  current protective case open 6 months or less
	3
	--
	1
	1
	2
	1
	4
	12

	                                  current protective case open more than 6 months
	3
	7
	4
	1
	--
	2
	6
	23

	                                  current CHINS case
	--
	--
	--
	--
	--
	--
	3
	3

	                                  case closed 6 months or less
	1
	2
	--
	1
	2
	--
	--
	6

	                                  case closed more than 6 months
	3
	2
	4
	2
	1
	3
	1
	16

	                                  unknown to DCF
	9
	6
	7
	3
	2
	4
	5
	36

	Maltreatment:           neglect
	11
	12
	10
	6
	5
	8
	13
	65

	                                  physical abuse 
	3
	4
	1
	2
	1
	1
	3
	15

	                                  neglect and physical abuse  
	5
	1
	5
	--
	1
	1
	3
	16

	Gender:                     male
	10
	11
	9
	7
	6
	7
	7
	57

	                                  female
	9
	6
	7
	1
	1
	3
	12
	39

	Age (years):              less than 1
	11
	9
	6
	6
	4
	5
	11
	52

	                                  1 –  5 
	6
	6
	6
	--
	2
	3
	3
	26

	                                  6 – 11 
	2
	2
	2
	--
	1
	1
	5
	13

	                                  12 - 17
	--
	--
	2
	2
	--
	1
	--
	5

	Race:                         White
	3
	3
	12
	2
	2
	4
	6
	32

	                                  Black
	2
	2
	--
	--
	2
	2
	4
	12

	                                  Asian
	--
	--
	1
	--
	--
	--
	--
	1

	                                  multi-racial
	1
	7
	1
	1
	--
	1
	2
	13

	                                  unknown
	13
	5
	2
	5
	3
	3
	7
	38

	Hispanic Origin:        yes 
	1
	4
	3
	3
	--
	3
	6
	20

	                                   no
	6
	5
	11
	2
	4
	7
	9
	44

	                                   unknown 
	12
	8
	2
	3
	3
	--
	4
	32

	Placement Status:       not in placement
	16
	14
	16
	7
	5
	9
	19
	86

	                                   unrelated foster home
	1
	--
	--
	--
	1
	--
	--
	2

	                                   institution (hospital/nursing home)
	2
	3
	--
	1
	1
	1
	--
	8

	Manner of Death:       natural causes*
	4
	3
	3
	4
	1
	2
	--
	17

	                                   accident
	6
	7
	7
	2
	3
	4
	8
	37

	                                   suicide  
	--
	--
	1
	--
	1
	--
	--
	2

	                                   homicide
	8
	5
	5
	2
	2
	3
	7
	32

	                                   unknown**                
	1
	2
	--
	--
	--
	1
	4
	8


              * Premature babies dying from congenital conditions (neglect) or placental abruption (physical abuse) due to their mothers’ use of 
                 substances during pregnancy.

              ** Manner of death could not be determined following an autopsy by a medical examiner.
	Table 27.  Perpetrators of Child Neglect/Physical Abuse
	
	
	
	
	
	
	
	

	                              2001-2007
	2001
	2002
	2003
	2004
	2005
	2006
	2007
	Total

	*Perpetrator:              mother
	10
	11
	13
	4
	5
	6
	15
	64

	  (Neglect)                  father
	2
	3
	6
	2
	1
	2
	3
	19

	                                   mother’s boyfriend
	--
	--
	--
	--
	--
	--
	1
	1

	                                   father’s girlfriend
	1
	1
	--
	--
	--
	--
	--
	2

	                                   grandmother    
	--
	1
	2
	--
	1
	1
	--
	5

	                                   aunt
	--
	--
	2
	--
	--
	--
	--
	2

	                                   uncle
	1
	--
	1
	--
	--
	--
	--
	2

	                                   female legal guardian
	--
	1
	--
	--
	
	--
	--
	1

	                                   foster parent
	1
	--
	--
	--
	1
	--
	--
	2

	                                   day care provider
	--
	--
	1
	--
	--
	--
	--
	1

	                                   provider (after school program)
	1
	--
	--
	--
	--
	--
	--
	1

	                                   baby sitter
	--
	--
	1
	--
	--
	--
	--
	1

	                                   unrelated adult caretaker
	--
	--
	--
	1
	--
	2
	--
	3

	                                   nursing home/rehab staff
	--
	--
	--
	--
	--
	1
	--
	1

	*Perpetrator:              mother
	1
	3
	2
	1
	1
	--
	2
	10

	  (Physical Abuse)      father
	4
	1
	1
	1
	--
	--
	1
	8

	                                   mother’s boyfriend                       
	1
	1
	2
	--
	--
	--
	3
	7

	                                   father’s girlfriend
	1
	--
	--
	--
	--
	--
	--
	1

	                                   uncle 
	1
	--
	--
	--
	--
	--
	--
	1

	                                   foster parent
	--
	--
	--
	--
	1
	--
	--
	1

	                                   unknown
	1
	--
	1
	--
	--
	2
	--
	4


               * Perpetrators who neglect and physically abuse a child are counted under each category.  If more than one perpetrator victimized a 
                  child, each perpetrator is counted under the appropriate category(ies).
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IV. Age-Specific Death Rates

A. All Child Fatalities

According the Registry of Vital Records and Statistics, there were 641 child deaths in Massachusetts during January 1 - December 31, 2007.
  The deaths included 417 infants (less than 1 year old) and 224 children 1-17 years old.  These counts of child fatalities were translated to age-specific death rates using the U.S. Census Bureau’s population projections for children residing in Massachusetts in 2007.
  The age-specific death rate was 4.2 child deaths per 10,000 resident children in Massachusetts.  The rate was 52.0 for infants and 1.6 for children 1-17 years old.  Infants are defined as being less than one year old when they died.

· Massachusetts (2007):  4.2 child deaths per 10,000 resident children in the state; 52.0 infant deaths per 10,000 resident infants in the state; 1.6 deaths of children 1-17 years old per 10,000 resident children 1-17 years old in the state

In 2007, there were 34 child deaths (all causes) in DCF families with open cases.  An age-specific death rate was determined using the 34 deceased children whose families had open cases and the 41,550 children
 in the DCF caseload (open cases) on June 30, 2007.  The rate was 8.2 child deaths (open cases) per 10,000 children in the DCF caseload.  Of the 34 deceased children (open cases) known to DCF, 17 were infants and 17 were 1-17 years old.  Age-specific death rates for DCF infants and children 1-17 years old were 76.0 and 4.3, respectively.  On page 29, it was noted that 7 of the deceased children (open cases) were from Boston and 5 were from Springfield.  These counts translate to age-specific death rates of 18.4 (Boston) and 18.8 (Springfield) child deaths (open cases) per 10,000 children in the DCF caseload (home residences Boston or Springfield, respectively). 

· Statewide DCF Caseload (2007): 8.2 child deaths (open cases) per 10,000 children in the DCF caseload; 76.0 infant deaths per 10,000 infants in the DCF caseload; 4.3 deaths of children 1-17 years old per 10,000 children 1-17 years old in the DCF caseload

B. Maltreatment-Related Child Fatalities

Across the nation, an estimated 1,530 children died from abuse and/or neglect in FFY’2006.  Expressed as a rate, this count converts to .20 maltreatment-related deaths per 10,000 resident children in the United States.

National (2006):  0.20 maltreatment-related deaths per 10,000 children in the U.S.

DCF recorded 19 maltreatment-related deaths
 in Massachusetts during 2007 – a rate of .13 maltreatment-related deaths per 10,000 resident children in Massachusetts.  Fourteen of the 19 maltreated children were in families known to DCF.  None of the children were in foster or residential care.  Of the 14 children from families known to DCF, 13 were in open cases and 1 was in a closed case.  The death rate was 3.13 maltreatment-related deaths (open cases) per 10,000 children in the DCF caseload.  Neglect was a contributing factor in 7 deaths; physical abuse was a factor in 3 deaths; and both neglect and physical abuse were factors in 3 deaths.  
Massachusetts (2007):  0.13 maltreatment-related deaths per 10,000 resident children
in the state

DCF Caseload (2007):  3.13 maltreatment-related deaths (open cases) per 10,000
children in the DCF Caseload

It should be noted that the term maltreatment-related death is used because neglect and/or physical abuse were factors in the deaths; it does not necessarily mean they were the direct cause of the death.  

Death rates for DCF caseload children were higher than the rates for Massachusetts and the United States.  One might expect this given that DCF has a much greater proportion of families at risk.  Supported reports of maltreatment are responsible for 80-90% of the children who enter the DCF system.  Their families are beset by problems such as substance abuse, poverty and economic strains, domestic violence, and lack of parental capacity and skills.  The use of alcohol and drugs by pregnant mothers and the lack of pre-natal care are contributing factors to the birth of premature babies with severe medical problems.  Poverty and the associated economic stresses are barriers to a healthy lifestyle and quality healthcare.  Children are more susceptible to fatal accidents when parental oversight and decision-making are impaired as parents struggle with substance abuse, mental illness, poverty, and other problems.  
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� Annie E. Casey Foundation.  Kids Count 2008 Data Book online  http://www.kidscount.org/datacenter/compare.jsp


� Number of child deaths from printouts for years 2000 to 2007 generated by the Massachusetts Registry of Vital Records and Statistics (DPH).


� DPH reports on Massachusetts Deaths  http://www.mass.gov/Eeohhs2/docs/dph/research_epi/death_report_06.pdf


� The manner of death may be natural causes, unintentional injuries, homicide, suicide, pending investigation/autopsy, or undetermined following an autopsy.


� The Professional Advisory Committee has a multi-disciplinary membership including legal, educational, medical, mental health, law enforcement, social service, and child welfare professionals not employed by DCF.


� Massachusetts Laws, Chapter 119, Section 51A (reporting of abuse and neglect of children).





� Abusive head trauma defined as brain, skull, and spinal injuries associated with shaking and other injuries inflicted on infants (new terminology from the American Academy of Pediatrics) (Christian, C.W. and R. Block. 2009. Abusive Head Trauma in Infants and Children. Pediatrics 123: 1409-1411).


� The medical examiner has performed a full forensic evaluation (toxicology screens, investigation of the scene at death, autopsy, etc.) but cannot determine if the manner of death was due to natural causes, an accident, a homicide, or a suicide.


� National Clearinghouse on Child Abuse and Neglect Information. 2003. Substance Abuse and Child Maltreatment. Children’s Bureau, ACF, U.S. DHHS (http://nccanch.acf.hhs.gov).





� Half the children are younger than the median age and half are older.


� Extremely immature twins with severe medical problems resulting from mother’s use of cocaine during pregnancy.


� Siblings and mother were murdered by mother’s male partner.


� Information from death certificates (manner of death and medical diagnoses for cause of death).


� Three of the children died from injuries (physical abuse) inflicted in their parent’s home and one child succumbed to medical problems related to prenatal cocaine use by his mother (neglect).  They died after they were placed in unrelated foster care.


� Manner of death could not be determined following an autopsy by a medical examiner.


� In one family, no adult was involved.  


� Children of any race who are identified as being of Hispanic/Latino origin.


� The age-group breakdown for Hispanic child fatalities was 64% infants (9 children), 29% 1-11 year olds


 (4 children), and 7% 12-18 year olds (1 child).





� National Center on Child Abuse Prevention Research, a program of Prevent Child Abuse America. 2001. Current trends in child abuse prevention, reporting, and fatalities: the 1999 fifty-state survey.  Working Paper Number 808, Chicago, IL. 26pp.


� Dore, M.M. 1998. Impact and relationship of substance abuse and child maltreatment: risk and resiliency factors.  Paper presented at conference on “Protecting Children in Substance Abusing Families” (9/28/98).  Center for Advanced Studies in Child Welfare, Univ. of Minnesota School of Social Work, Minneapolis, MN.  25pp.


� Young, N.K., S.L. Gardner, and K. Dennis. 1998. Responding to alcohol and drug problems in child welfare: weaving together practice and policy.  Office of Juvenile Justice and Delinquency Prevention.  CWLA Press, Washington, D.C. 179pp.


� U.S. Department of Health and Human Services. 1999. Blending perspectives and building common ground: a report to Congress on substance abuse and child protection. U.S. Government Printing Office, Washington, D.C. 175pp.


� Rosas, A. 2004. Drug endangered children: medical effects.  Presentation at Idaho’s Second Annual Drug Endangered Children Conference. September 14-16, 2004.  Idaho State Police (www.isp.state.id.us/DEC_Conference)


� Banks, H. and S. Boehm. 2001. Children’s Voice Article, September 2001, Substance abuse and Child Abuse. (http://www.cwla.org/articles/cv0109sacm.htm)


� At the time of the CIU investigation.


� National Center on Addiction and Substance Abuse. 1999. No safe haven: children of substance-abusing parents. Columbia Univ., New York, NY. 167pp.


� National Council of Juvenile & Family Court Judges. 1999. Effective intervention in domestic violence and child maltreatment cases: guidelines for policy and practice. 


� The age-specific death rate was computed by dividing the number of deaths in 2007 for a specific age group by the mid-year resident population in that age group.  For DCF, this meant dividing the number of children who died while in open cases during 2007 by the number of children less than 18 years old with open cases on 6/30/2007.


� Massachusetts Department of Public Health, Registry of Vital Records and Statistics, childhood deaths printout on July  25, 2008.


� U.S. Census Bureau, Population Division, Interim State Population Projections, 2005.  File 4. Interim State Projections of Population by Single Year of Age and Sex: July 1, 2004 to 2030. (Internet Release: 4/21/2005) (� HYPERLINK "http://www.census.gov/population/projections/DownldFile4.xls" ��www.census.gov/population/projections/DownldFile4.xls�) [1,513,238 children less than 18 years old (as of 7/1/2007), includes 80,122 infants and 1,433,116 children 1-17 years old]


� The 41,550 includes 2,236 infants, 39,290 children 1-17 years old, and 24 children age unspecified.


� U.S. Department of Health and Human Services, Administration on Children, Youth & Families. 2008. Child Maltreatment 2006. U.S. Government Printing Office, Washington, D.C. 174pp. (http://www.acf.hhs.gov/programs/cb/stats_research/index.htm#can)


� Maltreated children are less than 18 years old and the perpetrators are caretakers.
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				CY'2007 Child Fatalities: Perpetrators of Child Maltreatment (19 Children from Families Known or Unknown to DCF)

		NAME		CHILD #		SIBLINGS		AGE OF CHILD		PERPETRATOR		NEGLECT		PHYSICAL ABUSE		FACTORS CAUSING OR CONTRIBUTING TO DEATH		MANNER OF DEATH				mom_stepm		dad_stepf		male_part		phys_abuse		neglect		kid_dob		kid_dod		age_days		age_yrs		age_decimal

		Klopotoski, k		1				<1 day		mother		x				extreme immaturity, cocaine		accident														6/9/07		6/9/07		0		0		0.00

		Sanchez, mr		2		*		2 days		mother		x				extreme immaturity, cocaine, brain hemorrhage		accident														2/1/07		2/3/07		2		0		0.01

		Abreu, a		3				4 days		mother		x				abortion pills, extreme immaturity		homicide														1/6/07		1/10/07		4		0		0.01

		Sanchez, mt		4		*		6 days		mother		x				extreme immaturity, cocaine, necrotizing enterocolitis		accident														2/1/07		2/7/07		6		0		0.02

		roberts, b		5				29 days		mother		x				SIDS (at risk sleeping with mother)		undetermined														10/24/07		11/22/07		29		0		0.08

		mccord, r		6				39 days		mother		x				SIDS (at risk sleeping w/parents)		undetermined														10/8/07		11/16/07		39		0		0.11

										father		x

		thompson, r		7				51 days		mother		x				SIDS in setting of co-sleeping w/parents		accident														8/24/07		10/14/07		51		0		0.14

										father		x

		holley, t		8				59 days		mother		x				SIDS (at risk sleeping w/father)		undetermined														1/10/07		3/10/07		59		0		0.16

		boddie, d		9				114 days		father				x		shaken baby, physical abuse, head injuries		homicide														7/15/07		11/6/07		114		0		0.31

		Ward-Anderson j		10				272 days		mother		x		x		brain damage--blunt impact & shaking, maltreatment		homicide														2/22/07		11/21/07		272		0		0.74

		pacheco, j		11				324 days		mother		x				shaken baby syndrome		homicide														9/21/06		8/11/07		324		0		0.89

										male partner				x

		hosmer, s		12				1 year		father		x				drowning		accident														2/18/06		4/11/07		417		1		1.14

		salmons, m		13				1 year		mother		x				drowning		accident														2/2/06		10/27/07		632		1		1.73

		mascal, r		14				2 years		mother		x		x		homicide, physical abuse		homicide														6/13/04		5/18/07		1069		2		2.93

										male partner		x

		del rio, jm		15		**		6 years		male partner				x		homicide, asphyxiation		homicide														7/26/01		12/12/07		2330		6		6.38

		jefferson, l		16				8 years		mother		x				gun shot wound		accident														3/2/99		6/24/07		3036		8		8.31

		del rio, j		17		**		9 years		male partner				x		homicide, asphyxiation		homicide														8/29/98		12/12/07		3392		9		9.29

		kravchuk, a		18				10 years		mother		x				seizure disorder		undetermined														7/9/96		1/31/07		3858		10		10.56

		Mota, j		19		**		11 years		mother		x				drowning		accident														9/20/95		7/7/07		4308		11		11.79

				* 2 siblings (mother used cocaine, infants born extremely immature with medical problems)

				** 3 siblings (two separate incidents, accidental drowning and homicides)
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		701061		diane lynch-bartek		kravchuk		aleksey				1/31/07		3412451		7/9/96		1/31/07		M		030				8 bush street		westfield		hampden		ma		westfield		hampden		lyubov kravchuk		same		unknown		russia		Barbara Sylvester		irina tumasyan		gina luchini		lynn trybus		1		1		On 1/11/07, DSS first supported allegations of neglect of Aleksey by his mother as she stopped giving him seizure medication.  Aleksey was still having seizures and had not seen a neurologist since April 2006.  The family was opened for assessment.		1		1		seizure disorder		The cause of death is unknown but a detective reported that it appeared to be related to a seizure disorder.  The doctors involved were aware that mother stopped all medications for the disorder.  Medical neglect by mother supported.		N		Y		12/26/06		1515894		Y														Y		3		1518406																Y		figi		westfield		Y		Y		Y		4																												6																																								1		2		1		0		44		1		2		1		U		1		N		N		N		N		N		N		N																												N				Y																																																												N		N		Y		seizure d/o		Y				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		701072		n/a		Abreu		ashley				1/7/07		3467101		1/6/07		1/10/07		F		090				New england medical cente		boston		suffolk		ma		lawrence		essex		amber abreu		424 high street, unit 3, lawrence		jimmy santa		fitchburg, ma		laurie mcneil		melannies tirado		pam mcnutt		laurie mcneil		7		7		the hotline was notified that a baby girl had been born after only 23-25 weeks gestation.  The mother had gone into labor after she had taken abortion pills.		1		1		abortion pills, extreme immaturity		the mother ingested abortion pills in order to end her pregnancy.  The child was born and was viable outside of the womb for three days.		Y		N																				Y		3		1515359																Y						Y		N		U		1																												4																																								6		3		0		0		18		6		3		6		Y		1		U		U		U		U		U		U		U																												U				Y		3																																																										U		U		Y				U		child was born while mother was attempting to abort her.		N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		702011		Diane lynch-bartek		Sanchez		Marlena				2/6/07		2888423		2/1/07		2/3/07		F		160				south shore hospital		south weymouth		norfolk		ma		quincy		norfolk		sixta sanchez		95 taffrail road, quincy, ma		unknown		unknown		J. St. Cyr Saieh		sandra estey		judy hurley		j. madigan		2		2		The family has an extensive hx w/ 11 supported investigations over the past 16 years due to mother's substance abuse & inability to adequately care for the children. Following the birth of the twins DSS filed for emergency custody of the other 5 children.		1		1		extreme immaturity, cocaine, brain hemorrhage		Mother was carrying twins at 24 weeks gestation when she smoked cocaine on 1/30/07.  The twins were delivered via c-section on 2/1/07 weighing less than 2 lbs each.  ME: newborn affected by maternal use of drugs of addiction.		Y																						Y		3		1518487																N						U				N																												c&p on other children		2																																								2		1		6		6		35		2		1		1		Y		1		U		Y		N		Y		U		Y		U																												Y		depression		Y		1																																																										N		Y		Y		premature at 24 weeks gestation		U				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		702021		diane lynch-bartek		Sanchez		Mathias				2/6/07		2888423		2/1/07		2/7/07		M		160				south shore hospital		south weymouth		nrofolk		ma		quincy		norfolk		sixta sanchez		95 taffrail road, quincy, ma		unknown		unknown		j. St. Cyr Saieh		sandra estey		judy hurley		j. madigan		2		2		the family has an extensive hx w/ 11 supported investigations over the past 16 years due to mother's substance abuse & inability to adequately care for the children.  Following the birth of the twins DSS filed for emergency custody of the other 5 childr		1		1		extreme immature,cocaine,necrotizing enterocolitis		mother was carrying twins at 24 weeks gestation when she smoked cocaine on 1/30/2007.  The twins were delivered via c-section on 2/1/2007 weighing less than 2 lbs each.  ME: newborn affected by maternal use of drugs of addiction.		Y																						Y		3		1518487																N						U				N																												c&P		2																																								2		1		6		6		36		2		1		1		Y		1		U		Y		N		Y		U		Y		U																												Y		depression		Y		1																																																										N		Y		Y		premature at 24 weeks		U				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		703021		diane lynch-bartek		holley		tyneka				3/10/07		3388718		1/10/07		3/10/07		F		260				49 starr king court		charlestown		suffolk		ma		charlestown		suffolk		geneka jones		49 starr king court, charlestown		tyrone holley		11 mountain ave, Dorchester		catherine harris		nathalie derilus		karin bettencourt		ruth mcdermott		1		1		The family became re-involved on 2/16/2007 following supported allegations of neglect of the 3 children.  Mr. Holley made a drug deal outside his home with Tyrone, age 5.  Mr. Holley was arrested for possession and distribution of crack.		1		1		SIDS (at risk sleeping w/father)		Ms. Jones gave Tyneka a bottle at 3 AM.  Mr. Holley awoke at 7:30 am a nd Tyneka was unresponsive.  She died at Carney Hospital. Father did not know mom put baby in bed with him. Mom put baby at risk so she was supported for neglect		U		Y		2/9/07		1519565		Y														Y		3		1522846																Y				bpd		Y		Y		Y		1																												6																																								2		2		2		2		29		2		2		1		N		1		Y		Y		Y		U		Y		U		U																												N				Y		4		28		M		2		3		1		1		N		Y				Y		Y		U		Y																												N				N		Y		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		704021		diane lynch-bartek		hosmer		savannah				4/11/07		3453676		2/18/06		4/11/07		F		160				94 west water street		rockland		plymouth		ma		rockland		plymouth		brandy hosmer		roxbury		james hosmer		same as child		ann marie lynch		pending reassignment		kara parsons		j. madigan		2		2		DSS has been involved with the family since May 2006.  There have been 11 51A reports filed in total and 4 supported allegations for neglect related to insufficient pediatric care, squalor & lack of supervision, and physical abuse b-c mother bit 3 yr old.		1		1		drowning		Mr. Hosmer (father) left the children (ages 1 & 3) alone in the bathtub.  He returned to find Savannah under water.		N		Y		3/23/07				N														Y		3		1527040																Y						Y		Y		Y		11																										emergency removal of Ashlee		2																																								1		2		1		1		25		1		2		2		N		2		N		N		N		N		N		U		U																												Y		depression anxiety		N				27		M		1		2		1		1		N		Y		father was sole caregiver at time of death		N		N		N		N																												Y		depression		N		N		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		705051		Diane Lynch-Bartek		mascal		raelynn				5/21/07		3450395		6/13/04		5/18/07		F		050				55 Grant Street		Gardner		worcester		ma		gardner		worcester		michelle lepkowski		same		patrick mascal		worcester house of correction		marcia graves roddy		nichole novia		donna st. onge		jenn greene		1		1		The family re-opened w/ DSS on 3/21/07 due to support of physical abuse of Raelynn by an unknown perpetrator and neglect by Ms. Lepkowski.  Raelynn had several unexplained bruises and abrasions.		1		1		Homicide, physical abuse		Raelynn was found by her mother at home deceased on the couch.  Injuries incl:  bruising to the jaw, cheeks, buttocks, ribs, abdomen, elbow, eye and signs of sexual abuse with brusing to the anus, bleeding tears to the labia and dilated vaginal canal.		U		Y		5/1/07		screened out		NA														Y		3																		Y				ma state police		Y		Y		Y		5																												4																																								1		2		1		0		32		1		2		1		N		1		N		N		N		N		N		N		N																												Y		depression self-mutilation		Y				21		M		1		2		3		1		U		N				U		U		U		U																												U				N				N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		706032		n/a		Klopotoski		Kayleigh				6/11/07		3275263		6/9/07		6/9/07		F		110				3 roseville square		lynn		essex		ma		lynn		essex		holly klopotoski		same		unknown		unknown		richard powers		n/a		janine brummer		richard powers		6		7		Hx of DSS intervention w/ mother's other 5  children who have been adopted or are under guardianship of relatives.  The current allegation is regarding the death of Kayleigh due to cocaine use.  Screen out w/ DA referral.		1		1		extreme immaturity, cocaine		Ms. Klopotoski reported using cocaine 1-2 times a day three days a week.  She did not receive prenatal care.  She reported having contractions then delivered Kayleigh into the toilet and called 911.  ME: newborn affected by maternal use of drugs of addict		Y		N																				Y		5																		N						N		N		Y		2																										support services and grief referrals tomother		2																																																								N		1		N		Y		U		Y		U		Y		U																												N				Y		3																																																										N		Y		N		as a result of premature birth lived for one hour in the hospital		N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		707011		marianne toole		jefferson		Liquarry				7/16/07		3215326		3/2/99		6/24/07		M		250				266 seaver street		dorchester		suffolk		ma		dorchester		suffolk		lakeisha gadson		266 seaver street, dorchester		liquarry jefferson		incarcerated		brian feeney		jorge santana		michaelle dimanche-silva		brian feeney		2		2		the family has been involved with dss for neglect of the children.  Ms. Gadson has a history of providing poor supervision.  On one occasion liquarry brought ammunition to school.  Additionally, several family members have extensive criminal involvement.		1		1		gun shot wound		liquarry and his cousin obtained a firearm in their home.  While playing with the gun, the cousin shot liquarry.		U		N																				Y		3		1536131																Y				boston		U		U		Y		1																										investigation,		2																																								2		2		4		4		30		2		2		6		Y		1		N		U		U		U		U		U		U																												N				Y				46		F		2		2		4		2		U		N		children were supposed to be living with GM.		U		U		U		U																												U		child's maternal grandmother		Y		Y		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		707021		marianne toole		Mota		Jose				12/13/07		3290546		9/20/95		7/7/07		M		040				94 pearl street		springfield		hampden		ma		springfield		hampden		marilyn rivera		94 pearl street, springfield, ma.		jose mota		new jersey		Christine Gresh		Patricia Franco		Michael Collins		Christine Gresh		4		6		jose's sister Kimberly and her mother were opened for CHINS services in 2006.		1		1		drowning		the child was swimming unattended while at his mother's christening.  He did not know how to swim and therefore drowned.		N		N																				Y		3																		Y				springfield		Y		U		U		4																												2																																								6		1		3		1		34		6		1		6		N		1		N		N		N		N		N		N		N																												Y		Post Partum Depression; Anxiety Disorder		Y				32		M		6		1		3		2		U		Y				N		N		N		N																												N				N		Y		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		708011		diane lynch-bartek		pacheco		josiah				8/11/07		3409928		9/21/06		8/11/07		M		200				56 deane street		new bedford		bristol		ma		new bedford		bristol		jennifer serrano		56 deane street, New bedford		emmanuel pacheco		1 jennings court, new bedford		dennis gauthier		david graf		ronald perry		hank workman		2		2		The family has had two open cases due to neglect of Josiah and Neveah (DOB 1/2/03) due to concerns of drug use and domestic violence.		1		1		shaken baby syndrome		Ms. Serrano's boyfriend, Manuel Lopez, was charged with assault and battery of Josiah.		U		N																				Y		3		2780909																Y						Y		Y		Y		6																										c&p		4																																								5		1		1		1		25		5		1		1		N		1		N		Y		N		N		N		U		U																												N				Y				32		M		5		1		3		1		U		N		boyfriend was babysitting for children		U		U		U		U																												U				Y		Y		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		709022		n/a		thompson		rhianon				10/14/07		3480793		8/24/07		10/14/07		F		120				15 westwater street		wakefield		middlesex		ma		wakefield		middlesex		caroline thompson		same		ian worthen		same		gus rego		erws		ocs		gus rego		7		7		The allegations of neglect of rhiannon by her parents were supported after her death. Rhiannon was sleeping between her parents.  Mother stated that she must have rolled over Rhiannon.  Father admitted to smoking marijuana the night of rhiannon's death.		1		1		SIDS in setting of co-sleeping w/parents		mother rolled over child.		U		Y				2784389		N														Y		3		1545058																Y						Y		Y		U																														2																																								1		2		0		0		26		1		2		1		N		1		N		Y		U		U		U		U		U																												U						4		32		M		1		2		1		1		N						Y		U		Y		U																												U				N		U		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		710032		n/a		salmons		mya				10/27/07		3484911		2/2/06		10/27/07		F		160				241 center street		quincy		norfolk		ma		quincy		norfolk		leanne aupperlee		same		not listed		unknown		josephine saint cyr saieh		n/a		steven bates		josephine saint cyr saieh		7		7		the child fell into a bucket filled with bleach and drowned.		1		1		drowning		the child fell into a bucket of bleach and drowned.		U																						Y		3		1550727																Y																																								2																																								1		2		1		1		20		1		2		6		Y		1		N		Y		U		Y		U		U		U																												Y		ptsd, depression		Y				22		M		1		2		1		1		U		Y		parenting separately from mother		U		U		U		U																												Y		adhd		Y		Y		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		711011		marianne toole		boddie		dominic				11/7/07		3478514		7/15/07		11/6/07		M		072				8-10 shawmut st.		worcester		worcester		MA		WORcester		worcester		rebecca zdonczyk		8-10 shawmut st., worcester		bruce boddi		8-10 shawmut st., worcester		donna jerszyk-hollis		catherine stack		mallory flagg		gail parker		1		1		ms. Zdonczyk used marijuana and crack cocaine during her pregnancy with dominic.  Furthermore, she was struggling to secure housing.  Mr. Boddie had been incarcerated in maine but was released in september of 2007.		1		1		Shaken Baby, physical abuse, head injuries		dominic was home alone with his father.  Mr. boddie reports that dominic fell out of his crib.  Dominic presented with bruising.  The cause of death is currently being investigated.  Child abuse, multiple injuries, head injuries, Shaken Baby Syndrome.		U		N																				Y		4		1551890																Y		unknown		worcester		Y		Y		Y		5																										investigation, supports to mother, cooperation with police		4																																								5		2		1		0		24		1		2		1		N		1		N		Y		Y		N		N		Y		U																												N				Y		1		31		M		2		2		1		1		Y		N		he lived with mother after getting out of jail.		Y		U		U		U																												Y		pdpd; adhd; conduct disorder		Y		Y		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		711041		Diane Lynch-Bartek		Ward-Anderson		Jocelyn				11/19/07		3469856		2/22/07		11/21/07		F		110				30 keyes drive		peabody		Essex		ma		peabody		essex		jennifer lyn ward		same		robert anderson		mci concord		Rich Powers		katie olsen		sean ferrick		joel bowen		2		2		Family open since 2/07 due to support neglect of Jocelyn by mother b-c mother was positive for marijuana, cocaine and benzodiazepine & Jocelyn was positive for cocaine when she was delivered at 33 wks gestation.  4/07 C&P b-c mother continued drug use.		1		1		brain damage--blunt impact & shaking, maltreatment		Investigations open with DSS and DA/State police. Mother had no explanation for head trauma, brain injury, and bruising to Jocelyn's body. Hypoxic ischemic encephalopathy (brain damage) due to blunt impact & shaking injuries of head (child maltreatment).		U		N																				Y		3																		Y				peabody		Y		Y		Y		2																												4																																								1		2		0		0		36		1		2		1		N		1		N		Y		U		U		U		Y		U																												N				Y		4																																																										N		N		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		711082		n/a		mccord		robert				11/16/07		3484364		10/8/07		11/16/07		M		072				53 bacon street, apt. 1r		warren, ma.		worcester		ma		warren		worcester		jane mccord		same		marshall mccord		same		donna jerszyk-hollis		harry sloate		anna mae ehmann		donna jerszyk-hollis		7		7		robert's death was inconclusive.  There was a question of mother rolling over onto the child.  The area office supported for neglect of both children due to the risk that co-sleeping placed on them. The older child was removed.		1		1		SIDS (at risk sleeping w/parents)		unknown pending autopsy.  SIDS or rollover as family co-slept were being considered.		U		Y		10/18/07		1549618		N														Y		3		1553304																Y						Y				Y		5																										c&P of sibling		6																																												1		0		22						2		Y		1		N		N		N		N		N		N		N																												N				Y		4		25		M						1		1				Y		father incarcerated for dv throughout most DSS		U		Y		U		Y																												Y		depression/ flashbacks from Iraq war		Y		U		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		711092		n/a		roberts		brianna				11/22/07		3486490		10/24/07		11/22/07		F		100				3 taft street		salisbury		essex		ma		salisbury		essex		michalle marianne roberts		same		craig roberts		same		kevin kelly		cheryl brennan		veronica lucciano		kevin kelly		7		7		Allegations of neglect and death supported following Brianna's death.  Med examiner did not find any suspicious data and police believed death to be accidental (co-sleeping).		1		1		SIDS (at risk sleeping with mother)		father found baby under mother's stomach and pillow.		N		N																				Y		3		1553893																Y				state police		Y		U		Y		2																										closed after investigation - no other children in home		6																																								6		3		0		0																																																																																																																						N		U		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		712021		marianne toole		del rio		jocelyn marie				12/13/07		3290546		7/26/01		12/12/07		F		040				94 pearl street		springfield		hampden		ma		springfield		hampden		marilyn rivera		94 pearl street, sprinfield, ma.		Jose Omar del rio		unknown		christine gresh		patricia franco		michael collins		christine gresh		4		6		The family was most recently opened with dss in may of 2006 due to a chins for Jocelyn Marie's older sister.		1		1		homicide, asphyxiation		Jocelyn Marie, her sister Jocelyn, and their mother Marilyn Rivera, were all murdered by mother's husband, Mr. Juan mejia.  The mechanism and motive are currently being investigated.		U		N						U														Y		3																		Y		unknown		springfield		Y		U		Y		4																										they focused on keeping sibling kimberly evaluated and safe		4																																								6		1		3		1		35		6		1		6		N		1		N		N		N		N		N		N		N																												Y		Post Partum Depression; Anxiety Disorder		Y				32		M		6		1		3		2		U		Y				N		N		N		N																												N		no reported concerns until he killed his family		Y		Y		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		712031		marianne toole		del rio		jocelyn				12/13/07		3290546		8/29/98		12/12/07		F		040				94 pearl street		springfield		hampden		ma		springfield		hampden		marilyn rivera		94 pearl street		jose omar del rio		unknown, puerto rico		christine gresh		patricia franco		michael collins		christine gresh		4		6		this is not a duplicate entry.  There are two children in this family who are the subject of the critical incident report.  Jocelyn marie and jocelyn are sisters.  The family was opened in 2006 due to a chins for jocelyn's sister, kimberly.		1		1		homicide, asphyxiation		jocelyn, her sister jocelyn marie and their mother, marilyn rivera, were all murdered by mother's husband, juan mejia.  The mechanism and motive are currently under investigation.		U		N																				Y		3																		Y		unknown		springfield		Y		U		Y		4																										they focused on keeping sibling kimberly safe and evaluated		4																																								6		1		3		1		35		6		1		6		N		1		N		N		N		N		N		N		N																												Y		Post Partum Depression; Anxiety Disorder		Y				32		M		6		1		3		2		U		Y		he was actively involved with the children.		N		N		N		N																												N		no reported mental health concerns until he killed his family.		Y		Y		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0
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SUMMARY

				CY'2007 Child Near Fatalities: 11 Children from Families Known and Unknown to DCF

		NAME

				CHILD'S		FAMILY		DURATION				NEGLECT/		DCF		PLACEMENT

				AGE		CASE STATUS		OPENED/CLOSED		DESCRIPTION OF INJURIES		ABUSE		CUSTODY		TYPE

		Sanchez, Marl		23 days		unknown family		-------------		bilateral subconjunctival hemorrhages (corneas); multiple fractures and bruises to body		PHYS/NEG		NO		NIP

		Sanchez, Math		83 days		unknown family		-------------		retinal and subdural hemorrhages; swelling/fluid on brain; rib and leg fractures; seizures		PHYS/NEG		NO		NIP

		morneau		116 days		unknown family		-------------		fluid on brain; subdural hematomas; hemorrhaging in both eyes		PHYS/NEG		NO		NIP

		hill, r		128 days		unknown family		-------------		retinal and subdural hemorrhages; seizures		PHYS		NO		NIP

		torres		136 days		current protective		6 mos. or less		leg fracture; head swelling; fluid on brain (subdural hemorrhage); low weight		PHYS/NEG		NO		NIP

		holley		136 days		closed		more than 6 mos.		subdural hematoma; brain swelling; bilateral skull fractures		PHYS		NO		NIP

		khoeun		276 days		unknown family		-------------		near drowning		NEG		NO		NIP

		rivera		1 year		current protective		6 mos. or less		retinal hemorrhages; coma		PHYS		NO		NIP

				1 year		unknown family		-------------		inflicted burns		PHYS/NEG		NO		NIP

				1 year		closed		more than 6 mos.		near drowning		NEG		NO		NIP

				10 years		closed		6 mos. or less		near drowning		NEG		NO		NIP

				CODES: NEG = neglect; PHYS = physical abuse; SEX = sexual abuse; TEMP = temporary; PERM = permanent; VOL = voluntary agreement

				NIP = not in placement; HOSP = hospital; UNREL = unrelated foster home; KIN = kinship foster home;  PRE-ADOP = pre-adoptive foster home; RES = residential care
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perp summary

				CY'2007 Child Near Fatalities: Perpetrators of Child Maltreatment (11 Children from Families Known or Unknown to DCF)		CY'2007 Child Near Fatalities: Perpetrators of Child Maltreatment (11 Children from Families Known or Unknown to DCF)

						CHILD'S		PERPETRATOR		NEGLECT		PHYSICAL		SEXUAL		DESCRIPTION OF INJURIES		CURRENT		FAMILY

		NAME				AGE						ABUSE		ABUSE				FAMILY		RESIDENCE

																		ISSUES

		mccuskur		1		23 days		mother		X		-----		-----		bilateral subconjunctival hemorrhages (corneas); multiple fractures and bruises to body		-------		Lowell

								father		X		X		-----

		polk		2		83 days		mother		X		-----		-----		retinal and subdural hemorrhages; swelling/fluid on brain; rib and leg fractures; seizures		-------		Springfield

								father		X		-----		-----

								unknown		-----		X		-----

		luo		3		116 days		mother		X		-----		-----		fluid on brain; subdural hematomas; hemorrhaging in both eyes		-------		Sharon

								father		X		-----		-----

								grandmother		X		-----		-----

								unknown		-----		X		-----

		morales		4		128 days		babysitter		-----		X		-----		retinal and subdural hemorrhages; seizures		-------		Lynn

		echevarria		5		136 days		mother		X		-----		-----		leg fracture; head swelling; fluid on brain (subdural hemorrhage); low weight		MI		Springfield

								father		X		-----		-----

								unknown		-----		X		-----

		feliciano		6		136 days		father		-----		X		-----		subdural hematoma; brain swelling; bilateral skull fractures		MI		Boston

		castro		7		276 days		father		X		-----		-----		near drowning		-------		Lynn

		munett		8		1 year		unknown		-----		X		-----		retinal hemorrhages; coma		MI		Southbridge

		trinh		9		1 year		father		X		X		-----		inflicted burns		DV		Boston

		gomes-dan.		10		1 year		mother		X		-----		-----		near drowning		MI/DV/SA		Brockton

								father		X		-----		-----

		dos santos		11		10 years		mother		X		-----		-----		near drowning		-------		Lowell

						CODES: DV = domestic violence; MI = mental illness; SA = substance abuse

						NOTE:  Omissions under "Current Family Issues" indicates "No" or "Unknown."
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		701061		diane lynch-bartek		kravchuk		aleksey				1/31/07		3412451		7/9/96		1/31/07		M		030				8 bush street		westfield		hampden		ma		westfield		hampden		lyubov kravchuk		same		unknown		russia		Barbara Sylvester		irina tumasyan		gina luchini		lynn trybus		1		1		On 1/11/07, DSS first supported allegations of neglect of Aleksey by his mother as she stopped giving him seizure medication.  Aleksey was still having seizures and had not seen a neurologist since April 2006.  The family was opened for assessment.		1		1		seizure disorder		The cause of death is unknown but a detective reported that it appeared to be related to a seizure disorder.  The doctors involved were aware that mother stopped all medications for the disorder.  Medical neglect by mother supported.		N		Y		12/26/06		1515894		Y														Y		3		1518406																Y		figi		westfield		Y		Y		Y		4																												6																																								1		2		1		0		44		1		2		1		U		1		N		N		N		N		N		N		N																												N				Y																																																												N		N		Y		seizure d/o		Y				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		701072		n/a		Abreu		ashley				1/7/07		3467101		1/6/07		1/10/07		F		090				New england medical cente		boston		suffolk		ma		lawrence		essex		amber abreu		424 high street, unit 3, lawrence		jimmy santa		fitchburg, ma		laurie mcneil		melannies tirado		pam mcnutt		laurie mcneil		7		7		the hotline was notified that a baby girl had been born after only 23-25 weeks gestation.  The mother had gone into labor after she had taken abortion pills.		1		1		abortion pills, extreme immaturity		the mother ingested abortion pills in order to end her pregnancy.  The child was born and was viable outside of the womb for three days.		Y		N																				Y		3		1515359																Y						Y		N		U		1																												4																																								6		3		0		0		18		6		3		6		Y		1		U		U		U		U		U		U		U																												U				Y		3																																																										U		U		Y				U		child was born while mother was attempting to abort her.		N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		702011		Diane lynch-bartek		Sanchez		Marlena				2/6/07		2888423		2/1/07		2/3/07		F		160				south shore hospital		south weymouth		norfolk		ma		quincy		norfolk		sixta sanchez		95 taffrail road, quincy, ma		unknown		unknown		J. St. Cyr Saieh		sandra estey		judy hurley		j. madigan		2		2		The family has an extensive hx w/ 11 supported investigations over the past 16 years due to mother's substance abuse & inability to adequately care for the children. Following the birth of the twins DSS filed for emergency custody of the other 5 children.		1		1		extreme immaturity, cocaine, brain hemorrhage		Mother was carrying twins at 24 weeks gestation when she smoked cocaine on 1/30/07.  The twins were delivered via c-section on 2/1/07 weighing less than 2 lbs each.  ME: newborn affected by maternal use of drugs of addiction.		Y																						Y		3		1518487																N						U				N																												c&p on other children		2																																								2		1		6		6		35		2		1		1		Y		1		U		Y		N		Y		U		Y		U																												Y		depression		Y		1																																																										N		Y		Y		premature at 24 weeks gestation		U				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		702021		diane lynch-bartek		Sanchez		Mathias				2/6/07		2888423		2/1/07		2/7/07		M		160				south shore hospital		south weymouth		nrofolk		ma		quincy		norfolk		sixta sanchez		95 taffrail road, quincy, ma		unknown		unknown		j. St. Cyr Saieh		sandra estey		judy hurley		j. madigan		2		2		the family has an extensive hx w/ 11 supported investigations over the past 16 years due to mother's substance abuse & inability to adequately care for the children.  Following the birth of the twins DSS filed for emergency custody of the other 5 childr		1		1		extreme immature,cocaine,necrotizing enterocolitis		mother was carrying twins at 24 weeks gestation when she smoked cocaine on 1/30/2007.  The twins were delivered via c-section on 2/1/2007 weighing less than 2 lbs each.  ME: newborn affected by maternal use of drugs of addiction.		Y																						Y		3		1518487																N						U				N																												c&P		2																																								2		1		6		6		36		2		1		1		Y		1		U		Y		N		Y		U		Y		U																												Y		depression		Y		1																																																										N		Y		Y		premature at 24 weeks		U				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		703021		diane lynch-bartek		holley		tyneka				3/10/07		3388718		1/10/07		3/10/07		F		260				49 starr king court		charlestown		suffolk		ma		charlestown		suffolk		geneka jones		49 starr king court, charlestown		tyrone holley		11 mountain ave, Dorchester		catherine harris		nathalie derilus		karin bettencourt		ruth mcdermott		1		1		The family became re-involved on 2/16/2007 following supported allegations of neglect of the 3 children.  Mr. Holley made a drug deal outside his home with Tyrone, age 5.  Mr. Holley was arrested for possession and distribution of crack.		1		1		SIDS (at risk sleeping w/father)		Ms. Jones gave Tyneka a bottle at 3 AM.  Mr. Holley awoke at 7:30 am a nd Tyneka was unresponsive.  She died at Carney Hospital. Father did not know mom put baby in bed with him. Mom put baby at risk so she was supported for neglect		U		Y		2/9/07		1519565		Y														Y		3		1522846																Y				bpd		Y		Y		Y		1																												6																																								2		2		2		2		29		2		2		1		N		1		Y		Y		Y		U		Y		U		U																												N				Y		4		28		M		2		3		1		1		N		Y				Y		Y		U		Y																												N				N		Y		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		704021		diane lynch-bartek		hosmer		savannah				4/11/07		3453676		2/18/06		4/11/07		F		160				94 west water street		rockland		plymouth		ma		rockland		plymouth		brandy hosmer		roxbury		james hosmer		same as child		ann marie lynch		pending reassignment		kara parsons		j. madigan		2		2		DSS has been involved with the family since May 2006.  There have been 11 51A reports filed in total and 4 supported allegations for neglect related to insufficient pediatric care, squalor & lack of supervision, and physical abuse b-c mother bit 3 yr old.		1		1		drowning		Mr. Hosmer (father) left the children (ages 1 & 3) alone in the bathtub.  He returned to find Savannah under water.		N		Y		3/23/07				N														Y		3		1527040																Y						Y		Y		Y		11																										emergency removal of Ashlee		2																																								1		2		1		1		25		1		2		2		N		2		N		N		N		N		N		U		U																												Y		depression anxiety		N				27		M		1		2		1		1		N		Y		father was sole caregiver at time of death		N		N		N		N																												Y		depression		N		N		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		705051		Diane Lynch-Bartek		mascal		raelynn				5/21/07		3450395		6/13/04		5/18/07		F		050				55 Grant Street		Gardner		worcester		ma		gardner		worcester		michelle lepkowski		same		patrick mascal		worcester house of correction		marcia graves roddy		nichole novia		donna st. onge		jenn greene		1		1		The family re-opened w/ DSS on 3/21/07 due to support of physical abuse of Raelynn by an unknown perpetrator and neglect by Ms. Lepkowski.  Raelynn had several unexplained bruises and abrasions.		1		1		Homicide, physical abuse		Raelynn was found by her mother at home deceased on the couch.  Injuries incl:  bruising to the jaw, cheeks, buttocks, ribs, abdomen, elbow, eye and signs of sexual abuse with brusing to the anus, bleeding tears to the labia and dilated vaginal canal.		U		Y		5/1/07		screened out		NA														Y		3																		Y				ma state police		Y		Y		Y		5																												4																																								1		2		1		0		32		1		2		1		N		1		N		N		N		N		N		N		N																												Y		depression self-mutilation		Y				21		M		1		2		3		1		U		N				U		U		U		U																												U				N				N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		706032		n/a		Klopotoski		Kayleigh				6/11/07		3275263		6/9/07		6/9/07		F		110				3 roseville square		lynn		essex		ma		lynn		essex		holly klopotoski		same		unknown		unknown		richard powers		n/a		janine brummer		richard powers		6		7		Hx of DSS intervention w/ mother's other 5  children who have been adopted or are under guardianship of relatives.  The current allegation is regarding the death of Kayleigh due to cocaine use.  Screen out w/ DA referral.		1		1		extreme immaturity, cocaine		Ms. Klopotoski reported using cocaine 1-2 times a day three days a week.  She did not receive prenatal care.  She reported having contractions then delivered Kayleigh into the toilet and called 911.  ME: newborn affected by maternal use of drugs of addict		Y		N																				Y		5																		N						N		N		Y		2																										support services and grief referrals tomother		2																																																								N		1		N		Y		U		Y		U		Y		U																												N				Y		3																																																										N		Y		N		as a result of premature birth lived for one hour in the hospital		N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		707011		marianne toole		jefferson		Liquarry				7/16/07		3215326		3/2/99		6/24/07		M		250				266 seaver street		dorchester		suffolk		ma		dorchester		suffolk		lakeisha gadson		266 seaver street, dorchester		liquarry jefferson		incarcerated		brian feeney		jorge santana		michaelle dimanche-silva		brian feeney		2		2		the family has been involved with dss for neglect of the children.  Ms. Gadson has a history of providing poor supervision.  On one occasion liquarry brought ammunition to school.  Additionally, several family members have extensive criminal involvement.		1		1		gun shot wound		liquarry and his cousin obtained a firearm in their home.  While playing with the gun, the cousin shot liquarry.		U		N																				Y		3		1536131																Y				boston		U		U		Y		1																										investigation,		2																																								2		2		4		4		30		2		2		6		Y		1		N		U		U		U		U		U		U																												N				Y				46		F		2		2		4		2		U		N		children were supposed to be living with GM.		U		U		U		U																												U		child's maternal grandmother		Y		Y		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		707021		marianne toole		Mota		Jose				12/13/07		3290546		9/20/95		7/7/07		M		040				94 pearl street		springfield		hampden		ma		springfield		hampden		marilyn rivera		94 pearl street, springfield, ma.		jose mota		new jersey		Christine Gresh		Patricia Franco		Michael Collins		Christine Gresh		4		6		jose's sister Kimberly and her mother were opened for CHINS services in 2006.		1		1		drowning		the child was swimming unattended while at his mother's christening.  He did not know how to swim and therefore drowned.		N		N																				Y		3																		Y				springfield		Y		U		U		4																												2																																								6		1		3		1		34		6		1		6		N		1		N		N		N		N		N		N		N																												Y		Post Partum Depression; Anxiety Disorder		Y				32		M		6		1		3		2		U		Y				N		N		N		N																												N				N		Y		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		708011		diane lynch-bartek		pacheco		josiah				8/11/07		3409928		9/21/06		8/11/07		M		200				56 deane street		new bedford		bristol		ma		new bedford		bristol		jennifer serrano		56 deane street, New bedford		emmanuel pacheco		1 jennings court, new bedford		dennis gauthier		david graf		ronald perry		hank workman		2		2		The family has had two open cases due to neglect of Josiah and Neveah (DOB 1/2/03) due to concerns of drug use and domestic violence.		1		1		shaken baby syndrome		Ms. Serrano's boyfriend, Manuel Lopez, was charged with assault and battery of Josiah.		U		N																				Y		3		2780909																Y						Y		Y		Y		6																										c&p		4																																								5		1		1		1		25		5		1		1		N		1		N		Y		N		N		N		U		U																												N				Y				32		M		5		1		3		1		U		N		boyfriend was babysitting for children		U		U		U		U																												U				Y		Y		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		709022		n/a		thompson		rhianon				10/14/07		3480793		8/24/07		10/14/07		F		120				15 westwater street		wakefield		middlesex		ma		wakefield		middlesex		caroline thompson		same		ian worthen		same		gus rego		erws		ocs		gus rego		7		7		The allegations of neglect of rhiannon by her parents were supported after her death. Rhiannon was sleeping between her parents.  Mother stated that she must have rolled over Rhiannon.  Father admitted to smoking marijuana the night of rhiannon's death.		1		1		SIDS in setting of co-sleeping w/parents		mother rolled over child.		U		Y				2784389		N														Y		3		1545058																Y						Y		Y		U																														2																																								1		2		0		0		26		1		2		1		N		1		N		Y		U		U		U		U		U																												U						4		32		M		1		2		1		1		N						Y		U		Y		U																												U				N		U		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		710032		n/a		salmons		mya				10/27/07		3484911		2/2/06		10/27/07		F		160				241 center street		quincy		norfolk		ma		quincy		norfolk		leanne aupperlee		same		not listed		unknown		josephine saint cyr saieh		n/a		steven bates		josephine saint cyr saieh		7		7		the child fell into a bucket filled with bleach and drowned.		1		1		drowning		the child fell into a bucket of bleach and drowned.		U																						Y		3		1550727																Y																																								2																																								1		2		1		1		20		1		2		6		Y		1		N		Y		U		Y		U		U		U																												Y		ptsd, depression		Y				22		M		1		2		1		1		U		Y		parenting separately from mother		U		U		U		U																												Y		adhd		Y		Y		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		711011		marianne toole		boddie		dominic				11/7/07		3478514		7/15/07		11/6/07		M		072				8-10 shawmut st.		worcester		worcester		MA		WORcester		worcester		rebecca zdonczyk		8-10 shawmut st., worcester		bruce boddi		8-10 shawmut st., worcester		donna jerszyk-hollis		catherine stack		mallory flagg		gail parker		1		1		ms. Zdonczyk used marijuana and crack cocaine during her pregnancy with dominic.  Furthermore, she was struggling to secure housing.  Mr. Boddie had been incarcerated in maine but was released in september of 2007.		1		1		Shaken Baby, physical abuse, head injuries		dominic was home alone with his father.  Mr. boddie reports that dominic fell out of his crib.  Dominic presented with bruising.  The cause of death is currently being investigated.  Child abuse, multiple injuries, head injuries, Shaken Baby Syndrome.		U		N																				Y		4		1551890																Y		unknown		worcester		Y		Y		Y		5																										investigation, supports to mother, cooperation with police		4																																								5		2		1		0		24		1		2		1		N		1		N		Y		Y		N		N		Y		U																												N				Y		1		31		M		2		2		1		1		Y		N		he lived with mother after getting out of jail.		Y		U		U		U																												Y		pdpd; adhd; conduct disorder		Y		Y		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		711041		Diane Lynch-Bartek		Ward-Anderson		Jocelyn				11/19/07		3469856		2/22/07		11/21/07		F		110				30 keyes drive		peabody		Essex		ma		peabody		essex		jennifer lyn ward		same		robert anderson		mci concord		Rich Powers		katie olsen		sean ferrick		joel bowen		2		2		Family open since 2/07 due to support neglect of Jocelyn by mother b-c mother was positive for marijuana, cocaine and benzodiazepine & Jocelyn was positive for cocaine when she was delivered at 33 wks gestation.  4/07 C&P b-c mother continued drug use.		1		1		brain damage--blunt impact & shaking, maltreatment		Investigations open with DSS and DA/State police. Mother had no explanation for head trauma, brain injury, and bruising to Jocelyn's body. Hypoxic ischemic encephalopathy (brain damage) due to blunt impact & shaking injuries of head (child maltreatment).		U		N																				Y		3																		Y				peabody		Y		Y		Y		2																												4																																								1		2		0		0		36		1		2		1		N		1		N		Y		U		U		U		Y		U																												N				Y		4																																																										N		N		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		711082		n/a		mccord		robert				11/16/07		3484364		10/8/07		11/16/07		M		072				53 bacon street, apt. 1r		warren, ma.		worcester		ma		warren		worcester		jane mccord		same		marshall mccord		same		donna jerszyk-hollis		harry sloate		anna mae ehmann		donna jerszyk-hollis		7		7		robert's death was inconclusive.  There was a question of mother rolling over onto the child.  The area office supported for neglect of both children due to the risk that co-sleeping placed on them. The older child was removed.		1		1		SIDS (at risk sleeping w/parents)		unknown pending autopsy.  SIDS or rollover as family co-slept were being considered.		U		Y		10/18/07		1549618		N														Y		3		1553304																Y						Y				Y		5																										c&P of sibling		6																																												1		0		22						2		Y		1		N		N		N		N		N		N		N																												N				Y		4		25		M						1		1				Y		father incarcerated for dv throughout most DSS		U		Y		U		Y																												Y		depression/ flashbacks from Iraq war		Y		U		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		711092		n/a		roberts		brianna				11/22/07		3486490		10/24/07		11/22/07		F		100				3 taft street		salisbury		essex		ma		salisbury		essex		michalle marianne roberts		same		craig roberts		same		kevin kelly		cheryl brennan		veronica lucciano		kevin kelly		7		7		Allegations of neglect and death supported following Brianna's death.  Med examiner did not find any suspicious data and police believed death to be accidental (co-sleeping).		1		1		SIDS (at risk sleeping with mother)		father found baby under mother's stomach and pillow.		N		N																				Y		3		1553893																Y				state police		Y		U		Y		2																										closed after investigation - no other children in home		6																																								6		3		0		0																																																																																																																						N		U		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		712021		marianne toole		del rio		jocelyn marie				12/13/07		3290546		7/26/01		12/12/07		F		040				94 pearl street		springfield		hampden		ma		springfield		hampden		marilyn rivera		94 pearl street, sprinfield, ma.		Jose Omar del rio		unknown		christine gresh		patricia franco		michael collins		christine gresh		4		6		The family was most recently opened with dss in may of 2006 due to a chins for Jocelyn Marie's older sister.		1		1		homicide, asphyxiation		Jocelyn Marie, her sister Jocelyn, and their mother Marilyn Rivera, were all murdered by mother's husband, Mr. Juan mejia.  The mechanism and motive are currently being investigated.		U		N						U														Y		3																		Y		unknown		springfield		Y		U		Y		4																										they focused on keeping sibling kimberly evaluated and safe		4																																								6		1		3		1		35		6		1		6		N		1		N		N		N		N		N		N		N																												Y		Post Partum Depression; Anxiety Disorder		Y				32		M		6		1		3		2		U		Y				N		N		N		N																												N		no reported concerns until he killed his family		Y		Y		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		712031		marianne toole		del rio		jocelyn				12/13/07		3290546		8/29/98		12/12/07		F		040				94 pearl street		springfield		hampden		ma		springfield		hampden		marilyn rivera		94 pearl street		jose omar del rio		unknown, puerto rico		christine gresh		patricia franco		michael collins		christine gresh		4		6		this is not a duplicate entry.  There are two children in this family who are the subject of the critical incident report.  Jocelyn marie and jocelyn are sisters.  The family was opened in 2006 due to a chins for jocelyn's sister, kimberly.		1		1		homicide, asphyxiation		jocelyn, her sister jocelyn marie and their mother, marilyn rivera, were all murdered by mother's husband, juan mejia.  The mechanism and motive are currently under investigation.		U		N																				Y		3																		Y		unknown		springfield		Y		U		Y		4																										they focused on keeping sibling kimberly safe and evaluated		4																																								6		1		3		1		35		6		1		6		N		1		N		N		N		N		N		N		N																												Y		Post Partum Depression; Anxiety Disorder		Y				32		M		6		1		3		2		U		Y		he was actively involved with the children.		N		N		N		N																												N		no reported mental health concerns until he killed his family.		Y		Y		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0
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SUMMARY

				CY'2007 Child Fatalities: 34 Children from Families with an Open  DCF Case Status

		NAME		AGE		FAMILY		DURATION		MANNER				NEGLECT/		DCF		PLACEMENT

				YEARS		CASE STATUS		OPENED		DEATH		FACTORS CAUSING OR CONTRIBUTING TO DEATH		ABUSE		CUSTODY		TYPE

		Sanchez, Marl		<1		current protective		more than 6 months		A		extreme immaturity, cocaine, brain hemorrhage		NEG		NO		NIP

		Sanchez, Math		<1		current protective		more than 6 months		A		extreme immaturity, cocaine, necrotizing enterocolitis		NEG		NO		NIP

		morneau		<1		current protective		6 months or less		NC		gastroschisis (congenital abdominal wall defect), bacterial sepsis				NO		NIP

		hill, r		<1		current protective		more than 6 months		U		SIDS (sleeping w/parents who had been drinking alcohol)				NO		NIP

		torres		<1		current protective		6 months or less		NC		complications due to extreme immaturity				NO		HOSP

		holley		<1		current protective		6 months or less		U		SIDS (at risk sleeping w/father)		NEG		NO		NIP

		khoeun		<1		current protective		6 months or less		NC		bacterial meningitis				TEMP		HOSP

		rivera		<1		current protective		6 months or less		NC		SIDS				NO		NIP

		martinez		<1		current protective		more than 6 months		U		ill defined and unspecified cause				TEMP		PRE-ADOP

		davaz		<1		current protective		6 months or less		NC		congenital obstruction of intestine				TEMP		UNREL

		boddie		<1		current protective		6 months or less		H		shaken baby, physical abuse, head injuries		PHYS		NO		NIP

		perez		<1		current voluntary		more than 6 months		U		SIDS				NO		NIP

		rios		<1		current protective		6 months or less		NC		complications related to twisted bowel (volvulus), congenital				NO		NIP

		james		<1		currrent CHINS		more than 6 months		NC		bronchopneumonia				NO		UNREL*

		Ward-Anderson		<1		current protective		more than 6 months		H		brain damage--blunt impact & shaking, maltreatment		PHYS/NEG		NO		NIP

		almonte		<1		current protective		more than 6 months		NC		Infantile Krabbe disease (congenital metabolic disorder)				NO		NIP

		pacheco		<1		current protective		more than 6 months		H		shaken baby syndrome		PHYS/NEG		NO		NIP

		hosmer		1		current protective		more than 6 months		A		drowning		NEG		NO		NIP

		Parks		1		current protective		more than 6 months		NC		Leigh's Syndrome (congenital neurometabolic disorder), septicemia				NO		NIP

		gamble		2		current voluntary		6 months or less		NC		complications from long-term illness (congenital)				NO		NIP

		mascal		2		current protective		6 months or less		H		homicide, physical abuse		PHYS/NEG		NO		NIP

		del rio, j.m.		6		currrent CHINS		more than 6 months		H		homicide, asphyxiation		PHYS		NO		NIP

		jefferson		8		current protective		more than 6 months		A		gun shot wound		NEG		NO		NIP

		del rio, j		9		currrent CHINS		more than 6 months		H		homicide, asphyxiation		PHYS		NO		NIP

		kravchuk		10		current protective		6 months or less		U		seizure disorder		NEG		NO		NIP

		Mota		11		currrent CHINS		more than 6 months		A		drowning		NEG		NO		NIP

		Gerena		13		current protective		6 months or less		H		gun shot wounds				NO		NIP

		constant		14		currrent CHINS		6 months or less		H		gunshot wounds				TEMP		NIP

		FERNANDES		14		current protective		more than 6 months		H		gun shot wounds				NO		NIP

		mcgowan		14		currrent CHINS		6 months or less		H		gunshot wound				TEMP		UNREL

		randall		17		current protective		more than 6 months		A		motor vehicle accident				NO		NIP

		Jones		17		currrent CHINS		more than 6 months		H		gunshot wounds				NO		NIP

		fenton		17		current protective		6 months or less		A		motor vehicle accident				NO		NIP

		hill, d		17		current protective		6 months or less		NC		heart disease (cardiomyopathy), acute renal failure				NO		NIP

				CODES: NC = natural causes; A = accident; H = homicide; S = suicide; U = undetermined by medical examiner; NEG = neglect; PHYS = physical abuse; TEMP = temporary;

				PERM = permanent; VOL = voluntary agreement; NIP = not in placement; HOSP = hospital; UNREL = unrelated foster home; KIN = kinship foster home;

				PRE-ADOP = pre-adoptive foster home; RES = residential care

				* Infant was not in DCF custody; she was with her mother who was placed in an unrelated foster home.
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Figure 3. Child Fatalities 1993 - 2007                                               Placement Status
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* Maltreatment occurred in foster or residential care.
** Maltreatment occurred in home of parents prior to  placement in unrelated foster care where child died.
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Sheet1

				Natural Causes		Accident		Homicide		Suicide		Undetermined

		1989		57		13		6		5		3		84

		1990		50		24		9		2		4		89

		1991		35		15		11		1		4		66

		1992		41		12		11		3		0		67

		1993		45		10		9		4		0		68

		1994		41		13		8		1		2		65

		1995		36		10		5		1		1		53

		1996		29		14		7		4		1		55

		1997		28		9		4		1		0		42

		1998		11		18		9		2		1		41

		1999		23		9		3		2		2		39

		2000		24		12		3		1		1		41

		2001		29		9		6		2		1		47

		2002		15		11		4		1		1		32

		2003		23		5		5		3		0		36

		2004		18		8		4		0		0		30

		2005		17		5		4		2		3		31

		2006		21		4		1		1		4		31

		2007		11		7		11		0		0		29
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Figure_12A

		Figure 5. Profile of Child Maltreatment Child Fatalities: 2001 - 2007

		Age						Sex

		< 1 yr           54%		52		54%		Male              59%		57		59%

		1 - 5 yrs       27%		26		27%		Female          41%		39		41%

		6 - 11 yrs     14%		13		14%				96

		12 - 17 yrs    5%		5		5%

				96

		Type of Maltreatment						Manner of Death

		Neglect                              68%		65		68%		Accident                   39%		37		39%

		Physical Abuse                 16%		15		16%		Homicide                  33%		32		33%

		Neglect & Physical Abuse 17%		16		17%		Natural Causes        18%		17		18%

				96				Suicide                       2%		2		2%

								Unknown/Pending      8%		8		8%

										96

		Child's Placement Status

		Not in Placement            90%		86		90%

		Institution (Hospital)         8%		8		8%

		Unrelated Foster Home    2%		2		2%

				96

		Figure 5. Profile of Child Maltreatment Fatalities: 2001 - 2007

		Note: Percentages may not equal 100% due to rounding-off.
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just can summary

				CY'2007 Child Fatalities: 6 Children from Families Unknown to DCF or with Cases Closed more than Six Months

		NAME		AGE		FAMILY		DURATION		MANNER		FACTORS CAUSING OR CONTRIBUTING TO DEATH		NEGLECT/		DCF		PLACEMENT

				(YEARS)		CASE STATUS		OPENED/CLOSED		DEATH				ABUSE		CUSTODY		TYPE

		Abreu, a		<1		unknown family		----------------		H		abortion pills, extreme immaturity		NEG		NO		NIP

		Klopotoski, k		<1		closed		more than 6 months		A		extreme immaturity, cocaine		NEG		NO		NIP

		thompson, r		<1		unknown family		----------------		A		SIDS in setting of co-sleeping w/parents		NEG		NO		NIP

		mccord, r		<1		unknown family		----------------		U		SIDS (at risk sleeping w/parents)		NEG		NO		NIP

		roberts, b		<1		unknown family		----------------		U		SIDS (at risk sleeping with mother)		NEG		NO		NIP

		salmons, m		1		unknown family		----------------		A		drowning		NEG		NO		NIP

				CODES: NC = natural causes; A = accident; H = homicide; S = suicide; U = undetermined by medical examiner; NEG = neglect; PHYS = physical abuse; TEMP = temporary;

				PERM = permanent; VOL = voluntary agreement; NIP = not in placement; HOSP = hospital; UNREL = unrelated foster home; KIN = kinship foster home;

				PRE-ADOP = pre-adoptive foster home; RES = residential care





summary

				CY'2007 Child Fatalities: 11 Children from Families Unknown to DCF or with Cases Closed more than Six Months

		NAME		AGE		FAMILY		DURATION		MANNER		FACTORS CAUSING OR CONTRIBUTING TO DEATH		NEGLECT/		DCF		PLACEMENT

				(YEARS)		CASE STATUS		OPENED/CLOSED		DEATH				ABUSE		CUSTODY		TYPE

		goss, c		<1		closed		more than 6 months		U		SIDS				NO		NIP

		Abreu, a		<1		unknown family		----------------		H		abortion pills, extreme immaturity		NEG		NO		NIP

		Klopotoski, k		<1		closed		more than 6 months		A		extreme immaturity, cocaine		NEG		NO		NIP

		johnson, rm		<1		closed		more than 6 months		U		ill-defined and unspecified cause				NO		NIP

		baez, n		<1		unknown family		----------------		U		could not be determined				NO		NIP

		thompson, r		<1		unknown family		----------------		A		SIDS in setting of co-sleeping w/parents		NEG		NO		NIP

		rose, h		<1		unknown family		----------------		U		SIDS				NO		NIP

		mccord, r		<1		unknown family		----------------		U		SIDS (at risk sleeping w/parents)		NEG		NO		NIP

		roberts, b		<1		unknown family		----------------		U		SIDS (at risk sleeping with mother)		NEG		NO		NIP

		digiorgio, d		1		closed		more than 6 months		NC		viral infection in the lungs				NO		NIP

		salmons, m		1		unknown family		----------------		A		drowning		NEG		NO		NIP

				CODES: NC = natural causes; A = accident; H = homicide; S = suicide; U = undetermined by medical examiner; NEG = neglect; PHYS = physical abuse; TEMP = temporary;

				PERM = permanent; VOL = voluntary agreement; NIP = not in placement; HOSP = hospital; UNREL = unrelated foster home; KIN = kinship foster home;

				PRE-ADOP = pre-adoptive foster home; RES = residential care





CIU_Data

		case_id		inves_name		kid_last		kid_first		kid_init		ref_date		case_num		kid_dob		kid_dod		age_days		age_yrs		age_decimal		kid_sex		area		partnershp		street_die		city_die		county_die		state_died		fam_city		fam_county		mom_name		mom_addr		dad_name		dad_addr		ref_source		area_sw		area_sup		area_con		fam_hist		kid_hist		reason_dss		kid_legal		kid_locat		cause_died		how_died		drug_relat		recent_51A		date_51A		inves_num1		supp_51A		prior_neg		prior_phys		prior_sex		prior_emot		prior_cong		prior_fail		filed_51A		outcome		inves_num2		supp_neg		supp_phys		supp_sex		supp_emot		supp_cong		supp_fail		supp_death		police		officer		dept		autopsy		aut_reques		refer_da		da_county		mom_stepm		dad_stepf		male_part		femal_part		male_relat		fem_relat		foster		resid		daycare		caretaker		noncaretak		unknown		area_resp		manner		sids		hiv		other_dis		premature		lbw		congenital		mva		drowned		other_inj		phys_abuse		fire		drugs		alcohol		neglect		firearms		shaken_bab		stabbing		beating		termin_ill		race		hispanic		num_sibs		sibs_open		mom_age		mom _race		mom_hisp		mom_status		mom_l20		mom_loc		mom_foscrs		mom_drghis		mom_alchis		mom_drugs		mom_alchol		mom_drgprg		mom_alcprg		mom_alc		mom_cocain		mom_crack		mom_heroin		mom_methad		mom_oxycon		mom_mariju		mom_amphet		mom_barbit		mom_ecstasy		mom_unspec		mom_other		mom_metham		mom_mental		exp_m_mental		mom_act		mom_prenat		adult_age		adult_sex		adult_race		adult_hisp		adult_rel		adult_loc		adult_fos		adult_act		carecomm		adult_pdrg		adult_palc		adult_cdrg		adult_calc		adult_alc		adult_coc		adult_crac		adult_her		adult_meth		adult_oxyc		adult_mari		adult_amph		adult_barb		adult_ecstas		adult_unsp		adult_othr		adult_metham		adult_mental		exp_a_mental		dom_violen		past_dom		kid_medic		med_descrip		kid_phys		phys_descrip		spec_kid		adolescent		srv_offer		srv_prov		residtreat		resid_num		home_based		hombas_num		kinship		kin_num		tracking		track_num		foster_care		fos_num		group_home		group_num		mentalcoun		mental_num		day_progrm		day_num		sub_abu_tx		sub_num		res_sub_tx		resub_num		job_core		jobcor_num		educ_advoc		ed_adv_num		other_srv		other_num		specifysrv		agencies		dys		dmr		dmh		mental_ill		sub_abuse		crime		sex_abuse		phys_abus		dom_viol		neg		special_ed		gang		exp_issues

		701032		n/a		goss		christopher				1/16/07		3393518		11/18/2006		1/11/2007		54		0		0.15		M		250				30 sudan street, apt 1		dorchester		suffolk		ma		dorchester		suffolk		nadine forlizzi		30 sudan street, apt 1, dorchester		david goss		30 sudan street, apt 1, dorchester		michael coughlin		none		michael coughlin		brian feeney		6		7		the family was involved with the department in 2003 during a time when mother was unable to pay rent and the family became homeless.  The mother received supports and the case closed after assessment.		1		1		SIDS		the parents report feeding christopher at ten o'clock and he fell asleep on the bed between them.  At three o'clock in the morning, the parents found him blue around the face.  They called an ambulance and it was at the hospital where he was pronounced de		U		N																				Y		1																		N						N				N																														6																																								6		3		1		0		26		1		2		6		N		1		N		U		U		U		U		U		U																												N				Y		4		30		M		6		3		1		1		U		Y				U		U		U		U																												U				N		N		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		701042		n/a		digiorgio		david		D		1/23/07		2728496		5/6/2005		1/21/2007		625		1		1.71		M		260				70 walden street		winthrop		suffolk		ma		winthrop		suffolk		francesca ann digiorgio		70 walden street, wintrop		david todisco		not listed		catherine harris		joanna donnelly, screener		ellen tavares		catherine harris		6		6		Historically this family was involved with the department due to mother's struggle with substances.  After working with the Department and utilizing services for 13 months,, the case closed.		1		1		viral infection in the lungs		the child was visiting maternal grandparents in Maine while the mother traveled to hawaii.  The grandparents fed him and placed him in bed.  The found him unresponsive face down in the crib.		U		N																				Y		5																		Y						Y		Y		Y		1																												1																																								1		2		0		0		22		1		2		6		N		1		N		Y		N		U		U		U		U																												N				Y				56		M		1		2		1		3		U		N				U		U		U		U																												U				N		N		Y				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		701072		n/a		Abreu		ashley				1/7/07		3467101		1/6/2007		1/10/2007		4		0		0.01		F		090				New england medical cente		boston		suffolk		ma		lawrence		essex		amber abreu		424 high street, unit 3, lawrence		jimmy santa		fitchburg, ma		laurie mcneil		melannies tirado		pam mcnutt		laurie mcneil		7		7		the hotline was notified that a baby girl had been born after only 23-25 weeks gestation.  The mother had gone into labor after she had taken abortion pills.		1		1		abortion pills, extreme immaturity		the mother ingested abortion pills in order to end her pregnancy.  The child was born and was viable outside of the womb for three days.		Y		N																				Y		3		1515359																Y						Y		N		U		1																												4																																								6		3		0		0		18		6		3		6		Y		1		U		U		U		U		U		U		U																												U				Y		3																																																										U		U		Y				U		child was born while mother was attempting to abort her.		N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		706032		n/a		Klopotoski		Kayleigh				6/11/07		3275263		6/9/2007		6/9/2007		0		0		0.00		F		110				3 roseville square		lynn		essex		ma		lynn		essex		holly klopotoski		same		unknown		unknown		richard powers		n/a		janine brummer		richard powers		6		7		Hx of DSS intervention w/ mother's other 5  children who have been adopted or are under guardianship of relatives.  The current allegation is regarding the death of Kayleigh due to cocaine use.  Screen out w/ DA referral.		1		1		extreme immaturity, cocaine		Ms. Klopotoski reported using cocaine 1-2 times a day three days a week.  She did not receive prenatal care.  She reported having contractions then delivered Kayleigh into the toilet and called 911.  ME: newborn affected by maternal use of drugs of addict		Y		N																				Y		5																		N						N		N		Y		2																										support services and grief referrals tomother		2																																																								N		1		N		Y		U		Y		U		Y		U																												N				Y		3																																																										N		Y		N		as a result of premature birth lived for one hour in the hospital		N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		708022		marianne toole		johnson		Ryley-May				8/27/07		3440691		5/31/2007		8/14/2007		75		0		0.21		F		060				124 Grove street		bellingham		Norfolk		ma		bellingham		norfolk		jennifer kelley		124 grove street, bellingham		beau johnson		336 rathbun street, woonsocket, ri		candice gemski		page ryan - investigator		ken carlo		maureen dimilla		6		6		ms. Kelley has a history of alcohol abuse.  She was involved with the department relative to allegations of neglect of her older child, landon.  Landon was placed into the custody of a non-related child-specific placement.		1		1		ill-defined and unspecified cause		ryley-may was in bed with her mother and her mother's partner, Mr. Barbieri.  When they awoke, they found the baby unresponsive.(reviewed by CIU by request)		U		Y						N														Y		5																		Y		joseph cataldo		bellingham		U				Y		11																												6																																								6		3		1		0		23		6		3		1		N		1		N		Y		Y		N		N		N		N																												N				Y				26		M		6		3		1		1				Y				Y		Y				U																												N				Y		U		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		708032		maribel quinones		baez		natalie				8/27/07		3477608		2/21/2007		8/28/2007		188		0		0.51		F		050				11 wright street		gardner		worcester		ma		gardner		worcester		daniel millette		same		jonathan baez		dracut, ma		Marcia Graves-Rody		leanne kelly		michelle mainguy		David Rondeau		7		7		The family was open for an investigation regarding a bruise on Natalie's ear.  Natalie died during the investigation. (request for CIU  review)		1		1		ME:could not be determined		Natalie was seen by medical providers frequently in the week prior to her death.  The cause of death was pending autopsy results.  Possibilities included trauma, meningitis or encephalitis.		N		N																				N																				Y						Y		Y		Y		5																										The DSS staff contacted Ms. Milette's therapist to ensure that bereavement counseling services were provided.		6																																								6		3		0		0		20		6		3		6		Y		1		N		N		N		N		N		N		N																												Y		bipolar disorder and anxiety disorder		Y		4		25		M		6		1		3		1		Y		Y		He was the one who found Natalie gasping for air.		U		Y		U		U																												U				Y		Y		Y		During the week prior to child's death, Natalie had seen several medical providers.  Prior to that week, it is not noted that she was medically involved.		N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		709022		n/a		thompson		rhianon				10/14/07		3480793		8/24/2007		10/14/2007		51		0		0.14		F		120				15 westwater street		wakefield		middlesex		ma		wakefield		middlesex		caroline thompson		same		ian worthen		same		gus rego		erws		ocs		gus rego		7		7		The allegations of neglect of rhiannon by her parents were supported after her death. Rhiannon was sleeping between her parents.  Mother stated that she must have rolled over Rhiannon.  Father admitted to smoking marijuana the night of rhiannon's death.		1		1		SIDS in setting of co-sleeping w/parents		mother rolled over child.		U		Y				2784389		N														Y		3		1545058																Y						Y		Y		U																														2																																								1		2		0		0		26		1		2		1		N		1		N		Y		U		U		U		U		U																												U						4		32		M		1		2		1		1		N						Y		U		Y		U																												U				N		U		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		710032		n/a		salmons		mya				10/27/07		3484911		2/2/2006		10/27/2007		632		1		1.73		F		160				241 center street		quincy		norfolk		ma		quincy		norfolk		leanne aupperlee		same		not listed		unknown		josephine saint cyr saieh		n/a		steven bates		josephine saint cyr saieh		7		7		the child fell into a bucket filled with bleach and drowned.		1		1		drowning		the child fell into a bucket of bleach and drowned.		U																						Y		3		1550727																Y																																								2																																								1		2		1		1		20		1		2		6		Y		1		N		Y		U		Y		U		U		U																												Y		ptsd, depression		Y				22		M		1		2		1		1		U		Y		parenting separately from mother		U		U		U		U																												Y		adhd		Y		Y		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		710042		n/a		rose		haley				10/30/07		3448899		6/16/2007		10/30/2007		136		0		0.37		F		072				76 greenwood street		worcester		worcester		ma		worcester		worcester		christine rose		76 greenwood street, worcester		lenny audette		unknown		anna mae ehmann		harry sloate		anna mae ehmann		donna jerszyk-hollis		7		7		Allegations of neglect were unsupported in 2/06.  The family opened following the support on the death of Haley by an unknown perpetrator.  Haley's death was not suspicious and was considered a tragedy but family opened for assessment.		1		1		SIDS		haley was found blue in her bouncy chair.		N		N																				Y		4		1550697 (SIDS)																Y		gaffney		worcester		Y		U		Y		5																										open family for assessment		6																																								1		2		1		0		26		1		2		1		N		1		N		N		N		N		N		N		N																												Y		depression and anxiety		Y		4																																																										N		Y		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		711082		n/a		mccord		robert				11/16/07		3484364		10/8/2007		11/16/2007		39		0		0.11		M		072				53 bacon street, apt. 1r		warren, ma.		worcester		ma		warren		worcester		jane mccord		same		marshall mccord		same		donna jerszyk-hollis		harry sloate		anna mae ehmann		donna jerszyk-hollis		7		7		robert's death was inconclusive.  There was a question of mother rolling over onto the child.  The area office supported for neglect of both children due to the risk that co-sleeping placed on them. The older child was removed.		1		1		SIDS (at risk sleeping w/parents)		unknown pending autopsy.  SIDS or rollover as family co-slept were being considered.		U		Y		10/18/07		1549618		N														Y		3		1553304																Y						Y				Y		5																										c&P of sibling		6																																												1		0		22						2		Y		1		N		N		N		N		N		N		N																												N				Y		4		25		M						1		1				Y		father incarcerated for dv throughout most DSS		U		Y		U		Y																												Y		depression/ flashbacks from Iraq war		Y		U		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0

		711092		n/a		roberts		brianna				11/22/07		3486490		10/24/2007		11/22/2007		29		0		0.08		F		100				3 taft street		salisbury		essex		ma		salisbury		essex		michalle marianne roberts		same		craig roberts		same		kevin kelly		cheryl brennan		veronica lucciano		kevin kelly		7		7		Allegations of neglect and death supported following Brianna's death.  Med examiner did not find any suspicious data and police believed death to be accidental (co-sleeping).		1		1		SIDS (at risk sleeping with mother)		father found baby under mother's stomach and pillow.		N		N																				Y		3		1553893																Y				state police		Y		U		Y		2																										closed after investigation - no other children in home		6																																								6		3		0		0																																																																																																																						N		U		N				N				N		N								0				0				0				0				0				0				0				0				0				0				0				0				0
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				Less than 28 days		28 days - < 1 yre,		< 1 yr		1 yr. - < 2 yrs.		2 yrs. - < 5 yrs.		1 - <5 yrs		5 yrs - <12 yrs.		12 yrs. Or Older		Total

		1989		16		26		42		5		9		14		10		18		84

		1990		10		30		40		7		12		19		9		21		89

		1991		8		21		29		4		6		10		9		18		66

		1992		8		23		31		8		8		16		5		15		67

		1993		10		17		27		11		6		17		6		18		68

		1994		1		25		26		7		9		16		8		15		65

		1995		8		21		29		6		5		11		10		3		53

		1996		3		14		17		3		6		9		13		16		55

		1997		6		11		17		3		5		8		2		15		42

		1998		4		5		9		5		6		11		4		17		41

		1999		6		9		15		1		4		5		4		15		39

		2000		5		6		11		7		3		10		5		15		41

		2001		3		12		15		1		4		5		8		18		46

		2002		1		9		10		4		8		12		6		4		32

		2003		3		10		13		4		3		7		5		11		36

		2004		4		6		10		2		4		6		4		10		30

		2005		5		10		15		1		2		3		4		9		31

		2006		0		11		11		2		5		7		4		9		31

		2007						17						4		5		8		34
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Figure 1. Child Fatalities by Age: 1989 - 2007
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		Table 21. Child's Placement Status at Time of Death (1991 - 1997)

				1991				1992				1993				1994				1995				1996				1997

		Location of Children		No.		%		No.		%		No.		%		No.		%		No.		%		No.		%		No.		%

		Not in Placement		44		67%		53		79%		35		51%		37		57%		31		58%		35		64%		29		69%

		In Placement:		22		33%		14		21%		33		49%		28		43%		22		42%		20		36%		13		31%

		relative's home		3		4%		2		3%		3		4%		8		12%		3		6%		6		11%		3		7%

		unrelated foster home		12		18%		10		15%		12		18%		11		17%		10		19%		8		15%		9		21%

		institution		5		8%		2		3%		16		24%		8		12%		9		17%		1		2%		---		---

		community residence		2		3%		---		---		---		---		1		2%		---		---		---		---		1		2%

		pre-adoptive home		---		---		---		---		---		---		---		---		---		---		1		2%		---		---

		supervised

		independent living		---		---		---		---		---		---		---		---		---		---		1		2%		---		---

		on the run from care		---		---		---		---		2		3%		---		---		---		---		3		5%		---		---

		TOTALS		66		100%		67		100%		68		100%		65		100%		53		100%		55		100%		42		100%
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