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Executive Summary

When a child dies under circumstances that may involve abuse or neglect, child welfare agencies
must make difficult and consequential decisions. They must determine whether the death should be
screened for investigation, whether maltreatment contributed to it, and what the available evidence
supports. In this context, screening determines whether an agency will formally respond to a report,
while disposition determines whether the available evidence ultimately supports a finding of
maltreatment.

Efforts to improve consistency in child maltreatment fatality decision-making have often focused on
definitions, based on the understandable assumption that clearer standards produce more consistent
conclusions. Cross-jurisdictional analysis suggests clearer definitions are necessary but insufficient.

A study conducted by the Center for the Helping Professions and supported by Casey Family
Programs examined how jurisdictions connected to the National Partnership for Child Safety (NPCS)
screen and make maltreatment dispositions regarding child fatalities. The study combined a policy
crosswalk of 41 jurisdictions with a scenario-based survey completed by representatives from 30
jurisdictions.

Although the study confirmed meaningful differences in how jurisdictions define child
maltreatment fatalities, some of the most consequential variation emerged when
professionals were asked to apply those definitions to the same circumstances.

Jurisdictions in policy crosswalk Jurisdictions in scenario-based survey

For example, nearly every jurisdiction would screen-in a child fatality involving an unsecured firearm,
but screening decisions were more variable when the circumstances involved infant unsafe sleep, a
toddler’s accidental drug ingestion, or the death of a youth in foster care from a chronic medical
condition. In some cases, even professionals working within the same jurisdiction disagreed about
how the same scenario would be handled.

These findings point to the central argument of this paper: definitions may establish expectations,
but the systems surrounding a decision determine how those expectations are applied.

Child maltreatment fatality decisions are shaped not only by policy language, but also by the
information available at the time, including autopsy and medical examiner findings, input from legal
counsel and multidisciplinary teams, the framing of a referral, prior agency involvement, local
practices, and professional judgment. The child welfare system and its partners would benefit
from looking beyond definitions and examining how those definitions are interpreted and
applied in real-world decisions.
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The Policy-to-Practice Methodology used in this study offers one way to examine such complexities.
By combining policy review, scenario-based decision testing, and practitioner insight, this
methodology helps reveal where formal expectations align with practice, where they diverge, and
what system conditions contribute to those differences.

The findings from this study suggest three priorities for the field: policy and practice are best
examined together; the systems that support professional judgment can be strengthened; and these
learnings in the context of fatalities can be used to inform prevention. Every scenario in the survey —
infant unsafe sleep, toddler medication access, firearms access in school-age children, and children
in foster care with chronic medical conditions — sits at the forefront of often preventable childhood
injury. What agencies learn after a fatality can help shape the resources, partnerships, and
interventions available before harm occurs.

Clearer definitions can create stronger expectations. More consistent and effective decisions
depend on agencies strengthening the information flows, processes, professional supports,
and learning structures through which those expectations are put into practice.

Key Findings at a Glance

* Child welfare agencies commonly rely on child abuse hotline calls to identify
potential child maltreatment fatalities, and many do not systematically cross-check their
data with other fatality sources (e.g., medical examiner’s office, public health). Nearly half of
agencies (47%) reported knowing about potential child maltreatment fatalities solely from
hotline calls.

> As noted by one jurisdiction during the review process for this Brief, a barrier to using
vital statistics data for this purpose may be the applicability of International
Classification of Diseases (ICD-10) codes as collected in vital statistics programs.
These codes can be hard to translate into operational child welfare definitions without
substantial context.

* Professionals working under the same policy frequently reached different screening
decisions.

o Jurisdiction definitions were classified into four categories: Maltreatment as
“Contributing Factor” to Death (n=12), Maltreatment as “Direct Cause” to Death (n=13),
Narrow (n=4), and No Specific Definition (n=12).

> Among the 15 jurisdictions represented by more than one respondent, 14 disagreed
internally on at least one scenario. Definitional differences across jurisdictions did not,
by themselves, account for how cases were screened.

+ Screening decisions varied substantially across fatality scenarios and across
jurisdictions.

> An unsecured firearm death produced a near unanimous screen-in (97%) result.
However, a toddler's accidental Tylenol ingestion was screened in by 80% of
jurisdictions. Scenarios involving an infant's likely death in an unsafe sleep condition
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from Sudden Unexpected Infant Death (SUID) and a youth's death in foster care from a
chronic medical condition were split more sharply across respondents.
* The most influential factor in dispositional variability is structural, not definitional.
o Eighty-three percent (83%) of jurisdictions rated the availability of autopsy findings at
the time of disposition as 'Often' or 'Almost Always' affecting decisions about fatalities.
* Less than half of substantiated child maltreatment fatalities were estimated to occur
among families known to the child welfare system.

o Underscoring the need for a network of public and private systems to support the safety
and well-being of children, public child welfare agencies estimated a median 47% of
substantiated fatalities involved families with open or prior agency involvement (range:
6%—78%).
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A Policy-to-Practice Approach

Understanding child maltreatment fatality decision-making requires more than comparing statutes
and agency policies. Formal definitions may show what systems are broadly expected to do, but they
do not fully reveal how professionals interpret and apply those expectations, especially when facts
are incomplete or circumstances are complex.

This study used the Center for the Helping Professions’ Policy-to-Practice Methodology that brought
together three forms of inquiry: a cross-jurisdictional review of formal definitions and policies,
scenario-based testing of how those policies would be applied, and practitioner insights into factors
that shape those decisions.

Each component offered a different view of the system. The policy crosswalk established the formal
standards governing practice. The scenarios showed how professionals responded when presented
with the same circumstances. Practitioner explanations helped identify why those responses differed
and what information, processes, or assumptions influenced them.

Taken together, the approach makes it possible to examine the space between policy intent and
operational reality. It reveals not only whether jurisdictions have different standards, but also how
similar standards can produce different decisions and where systems may need clearer guidance,
stronger information pathways, or better support for professional judgment.

Applied to child maltreatment fatality decision-making, this approach revealed that
definitional differences were only one source of variation and in many cases, not the most
consequential one.

© 2026 Center for the Helping Professions, Inc. 5
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Methods

Design and Data Collection

This report draws on two data sources. First, a policy crosswalk (Appendix A) of child maltreatment
fatality definitions compiled across 41 jurisdictions participating - past or present - in the NPCS and
other state or local child welfare agencies.

Second, a scenario-based survey (Appendix B) was developed in REDCap and administered to
representatives from these jurisdictions. The survey presented four hypothetical child fatality
scenarios and asked respondents to describe how each would be screened, whether variability exists
in their jurisdiction’s screening of similar cases, and what evidence would support substantiation.
Respondents also rated how much six factors influence dispositional decisions and provided system-
level estimates regarding prior agency involvement and timeliness of reporting.

Response and Unit of Analysis

Sixty-six (66) individual responses to the survey were received: 63 were matched to 30 unique
jurisdictions and 3 could not be linked to a jurisdiction (see Appendix C); several jurisdictions had
multiple respondents (range: 1-5 per jurisdiction). Within-jurisdiction disagreement, where
respondents from the same jurisdiction gave different screening decisions, is noted throughout the
report as it represents a substantive finding about practice variability. 15 of the 30 jurisdictions had
multiple respondents from the jurisdiction, so within-jurisdiction disagreement was only potentially
observable for those 15 jurisdictions.

Where a jurisdiction had multiple respondents, jurisdiction-level values were derived as follows:
screening decisions used the majority response, with evenly split jurisdictions assigned the more
conservative or conditional designation by reviewers; variability was coded "Yes" when at least half
of a jurisdiction's respondents reported variability; Likert-scale factor ratings and percentage
estimates used the median; identification-source options were counted when at least half of
respondents selected them; and substantiation-factor options were counted when any respondent
selected them. Where respondents within a jurisdiction were evenly split, the tie was resolved toward
the positive response.

Definitional Tier Classification

To support comparative analysis, all 41 jurisdictions were classified into four tiers based on the
causal standard embedded in their child maltreatment fatality definition:

* Abuse or neglect need only be a contributing factor to the death. This includes: Alameda
County CA, Allegheny County PA, Franklin County OH, Hamilton County OH, Maine,
Maryland, New York City, New York State, Ohio, Philadelphia, Rhode Island, and
Washington D.C. Contributing Factor (n=12);

* Abuse or neglect must be the direct cause of or result in the death. Includes: Arizona,
Connecticut, Indiana, lowa, Los Angeles County CA, New Jersey, Oregon, Riverside

County CA, South Carolina, Tennessee, Vermont, Virginia, and Wisconsin. Direct Cause
(n=13);
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» Definitions impose additional narrow requirements beyond direct causation, such as
inflicted physical injury, specific enumerated acts, or criminal-code framing. Includes:
Hawaii, Michigan, Missouri, and West Virginia. Narrow (n=4);

* No fatality-specific definition was identified, and jurisdictions in this tier address child
fatalities through general abuse and neglect statutes, informal references, or procedural
investigation triggers rather than a substantive fatality definition. Includes: Arkansas, Clark
County NV, lllinois, Kentucky, Mississippi, New Hampshire, New Mexico, Oklahoma, Spirit
Lake, Washington, Washoe County NV, and Wyoming. No Specific Definition (n=12).

Tiers were assigned from the causal standard stated in each jurisdiction's designated child
maltreatment fatality definition. Where a jurisdiction's broader operative standard appears instead in
its general abuse and neglect provisions or its child death provisions, that language was not
incorporated into the tier, as this classification concerns the fatality definition layer specifically. The
first three tiers form a continuum from broadest to narrowest definitional scope. The No Specific
Definition category falls outside this continuum: absent a fatality-specific standard, a jurisdiction's
operational breadth cannot be inferred from its definition alone.

Qualitative Coding

Free-text screening responses were coded into three categories: Screen In (jurisdiction would
investigate or formally respond), Conditional (decision explicitly contingent on additional information),
and Screen Out (jurisdiction would not investigate). A large language model was used to help
organize data and develop initial codes for qualitative responses; all codes and code assignments
for qualitative data were human-validated and refined by multiple authors. Each response was coded
individually, with edge cases flagged and rationale documented.

Free-text responses describing what factors would change a screening decision were coded using
a thematic codebook of 19 themes developed inductively from the data. Themes were applied across
all four scenarios to enable cross-scenario comparison.

© 2026 Center for the Helping Professions, Inc. 7
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Section 1: Definitions Establish Expectations, But Systems Make
Decisions

Definitions play an important role in child maltreatment fatality identification. They help determine
what deaths come to the attention of child welfare agencies, which cases are investigated, how
fatalities are classified, and what information becomes part of state and national data.

A definition, however, is only the starting point. Once a referral reaches a hotline or central intake
system, a professional must determine how the definition applies to a specific set of facts or
information. That decision is often made before an autopsy is complete, while law enforcement is
still investigating, or when little is known beyond the initial report.

The circumstances may involve an accident, a chronic medical condition, supervision changes,
caregiver impairment, an environmental hazard, or several factors at once. In many cases, the
relationship between a caregiver’s actions or inactions and a child’s death is not yet clear.

The study examined the gap in how definitions are applied in real-world decisions, both at the point
of screening and disposition. The policy crosswalk identified four broad approaches to defining a
child maltreatment fatality:

» Contributing Factor: Abuse or neglect must contribute to the death.
» Direct Cause: Abuse or neglect must cause or result in the death.

» Narrow: Limits which forms of maltreatment qualify, usually a specific, enumerated, or
statutory subset rather than any abuse or neglect (e.g., inflicted injury, specific acts, or
criminal standards).

» No Specific Definition: No fatality-specific definition; fatalities are addressed through
general statutes, informal references, or procedural triggers.

Screening decisions did not vary systematically by definitional tier. Within each scenario, jurisdictions
across the four tiers screened at broadly similar rates, and jurisdictions sharing the same definitional
standard frequently reached different conclusions. Although these definitional differences are
meaningful, they do not fully explain the decisions jurisdictions made. When professionals were
presented with the same four scenarios, the degree of agreement varied considerably.

Agreement about whether to screen in the report was nearly universal when a child accessed an
unsecured firearm, but considerably lower when death involved an unsafe sleep environment or
chronic medical condition.

The foster care scenario was particularly instructive. Some jurisdictions would investigate because
the child was in foster care or because questions remained about the adequacy of medical care.
Others would screen out the referral because no maltreatment allegation had been made. Still others
described licensing review, administrative tracking, or another response outside the traditional child
protective services pathway.

In other words, the same event generated different institutional questions. Some agencies focused
on whether the facts met the formal threshold for abuse or neglect. Others focused on the
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responsibilities associated with state custody, the adequacy of medical care, or the need for a
separate administrative response.

Variation also occurred within jurisdictions. In many cases, respondents working under the same
policy disagreed about how the scenario would be handled. Disagreement of this kind could only be
observed where a jurisdiction returned more than one response, which was the case for 15 of the 30
jurisdictions. Among those, 14 disagreed internally on at least one scenario, and seven disagreed
on the unsafe sleep scenario alone. This within-jurisdiction disagreement is important: it shows
definitional differences alone cannot explain the variation, since these professionals were operating
under the same policy.

Other influences may include access to information, professional role and experience, local norms,
interpretation of agency guidance, or risk tolerance. The field has often treated consistency primarily
as a policy problem, but this study suggests it must also be understood as a decision-system
problem.

A decision system includes the information available to professionals, how teaming
happens, the pathways through which decisions are reviewed, the guidance used to interpret
policy, and the feedback provided after a decision is made. Policy establishes the boundaries
of practice, while the strength of the decision system influences how professionals interpret
and act within those boundaries.
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Identification and Dispositional Factors

Respondents were asked about how their jurisdictions identify potential child maltreatment fatalities,
what factors commonly affect dispositional decisions, and to provide system-level estimates
regarding the nature of fatalities and timeliness of reporting. All figures below reflect jurisdiction-level
responses (n=30); where multiple respondents represented a single jurisdiction, the majority
response was used.

Identification of Potential Child Maltreatment Fatalities

All 30 responding jurisdictions identify potential child maltreatment fatalities through their child abuse
hotline or central intake system. Beyond this universal entry point, however, relatively few
jurisdictions employ systematic data-matching processes to identify fatalities that may not be
reported through the hotline.

Respondents in several jurisdictions described additional identification sources, including internal
notifications from local child welfare agencies and informal information-sharing by caseworkers. One
jurisdiction noted that child fatalities are occasionally first identified through media reports, indicating
that cross-system notification had not occurred. In 14 jurisdictions (47 %), no respondent reported an
identification pathway beyond the hotline.

As jurisdictions receiving Title IV-B funds work toward the data collection and cross-system matching
across vital statistics departments, child death review teams, law enforcement, and medical
examiners, building identification pathways beyond the hotline will be crucial.

How Jurisdictions Identify Potential Child Maltreatment Fatalities
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Figure 1. How Jurisdictions Identify Potential Child Maltreatment Fatalities (n=30)
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Factors Affecting Dispositional Variability

Respondents rated how commonly six factors affect dispositions following child fatalities. Availability
of autopsy findings at the time of disposition was identified as the most influential factor, with 83% of
jurisdictions rating it as “Often” or “Almost Always.” Agency legal counsel and cross-agency
multidisciplinary team (MDT) recommendations also ranked highly. Notably, autopsy availability,
legal counsel, and multidisciplinary team input were rated as affecting dispositions at least rarely by
every jurisdiction, while the influence of court considerations and the presence of legal representation
varied far more widely, with a substantial share of jurisdictions reporting that legal representation
almost never factors in.

Key Factors Affecting Maltreatment Fatality Dispositions

Availability of Autopsy 24%
Findings at Disposition
Advice of Agency's
Legal Counsel
Cross-Agency MDT
Recommendations
Subjective/Broad
Maltreatment Definition
Perceived Likelihood of
Court Upholding Disposition

Presence of Legal 40%

Representation for Maltreater

1
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Percentage of Jurisdictions (n=30)

B Almost Never [] Rarely [ Sometimes [l Often [l Almost Always

Figure 2. Key Factors Affecting Maltreatment Fatality Dispositions (n=30)
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Role of Accidental Circumstances in Substantiated Fatalities

Respondents were asked how often they believe substantiated child maltreatment fatalities in their
jurisdiction are the result of accidents, such as a caregiver accidentally falling asleep and rolling
over onto a baby, or a caregiver being distracted when a toddler accesses a drug.

Substantiated Fatalities
Resulting from Accidents
20

= = N
=) ] (=]

Jurisdictions

w

Almost Rarely Some- Often Almost
Never times Always

"Sometimes" was by far the most common response: two-thirds of jurisdictions (67%) reported that
substantiated fatalities are sometimes the result of accidents, and another 27% said this happens
often. Only two jurisdictions (7%) placed it at "Rarely" or "Almost Never," and none selected "Almost
Always." That nearly every jurisdiction locates a meaningful share of substantiated fatalities in
accidental circumstances underscores how often the boundary between an accident and a
substantiated maltreatment fatality is a matter of judgment rather than a clear factual line.

Prior Agency Involvement and Timeliness of Reporting

Respondents estimated the share of substantiated fatalities involving families with prior or open
agency involvement, and the share of alleged fatalities reported more than one week after the child’s
death.
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Jurisdictions estimated that 47% of substantiated fatalities involved families with open or prior (within
2 years) agency involvement (range: 6%—78%). Most jurisdictions reported that few alleged fatalities
are reported more than one week after death. One jurisdiction was a significant outlier at 97%.

© 2026 Center for the Helping Professions, Inc. 12



When Definitions Meet Reality | Center for the Helping Professions

Section 2: What Happens Between Policy and Practice

If definitions alone do not explain variation, the next question is what does. This study points to the
conditions under which decisions are made: what information is available, which professionals are
involved, how uncertainty is handled, and how much support professionals have when exercising
judgment.

1. Decisions Are Made Before All the Facts Are Known

The availability of autopsy findings was the factor jurisdictions most frequently identified as
influencing fatality dispositions; 83% of jurisdictions reported that those findings often or almost
always affect the outcome.

This creates a persistent tension for child welfare agencies. They may need to make immediate
decisions about screening, the safety of surviving children, or agency notification even though the
evidence needed to fully understand the death may not become available for weeks or months.

Waiting for certainty may delay a necessary response. Acting on incomplete information, however,
may produce a decision that later evidence calls into question. The challenge is therefore not simply
whether to act, but how to make an informed provisional decision and revisit it when new information
becomes available.

A stronger decision system should establish clear expectations for that process. Agencies need
reliable pathways for receiving later medical and investigative findings, determining when an earlier
decision should be reconsidered, and documenting how new evidence changes the agency’s
understanding of the case.

Without those feedback mechanisms, decisions made under uncertainty can become final by default
rather than because the evidence ultimately supports them.

2. Multiple Systems Shape the Outcome

Legal counsel and multidisciplinary teams also played significant roles in fatality dispositions. Each
professional or system involved may approach the death from a different perspective.

A medical examiner may focus on cause and manner of death. Law enforcement may focus on
criminal conduct. Agency counsel may focus on statutory requirements. Child welfare professionals
may focus on caregiver behavior, ongoing risk, and the safety of other children.

All of these perspectives may be valid, but they do not answer the same question. The way
jurisdictions organize and weigh these different inputs can therefore shape the eventual outcome.

Some jurisdictions rely heavily on an initial screener or supervisor. Others require multidisciplinary
consultation. Some reopen cases when new medical information emerges, while others route certain
deaths through licensing, administrative, or quality-review processes.

These choices are features of the decision system, and they can influence outcomes even when
formal definitions appear similar.

© 2026 Center for the Helping Professions, Inc. 13
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3. Professional Judgment is Unavoidable

No policy can anticipate every combination of evidence, family history, medical complexity, caregiver
conduct, and child vulnerability. Professional judgment is therefore not a flaw in the system. It is a
necessary part of child welfare practice.

That judgment, however, must be supported.

The medication-ingestion scenario illustrates why. The parents were attentive, sought immediate
help, and were participating in prescribed treatment for opioid dependency. Some respondents
focused on supervision and medication access. Others viewed the parents’ substance use history
as relevant. Still others cautioned that participation in prescribed treatment should not be interpreted
as evidence of current impairment or neglect.

Respondents also noted that a decision might depend on how the reporter framed the concern or
who happened to be working the hotline shift. These are not questions that a definition alone can
resolve.

Agencies must examine how professionals interpret information, how history and potential bias
influence thresholds, and whether workers have opportunities to compare and test their reasoning.

These are precisely the dynamics that a Policy-to-Practice approach is designed to surface:
the information, assumptions, and system conditions that shape how formal requirements are
applied. Traditional policy reviews tell us how a system is designed to work. A Policy-to-
Practice approach reveals what happens when professionals must apply that design amid
ambiguity, incomplete information, and competing interpretations.
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Section 3: The Intersection of Policy and Practice: Scenario-Based
Findings

Respondents were presented with four hypothetical scenarios (Appendix B) involving child fatalities.
For each scenario, the survey asked three core questions: how is a report like this screened in your
jurisdiction; is there commonly variability in how a scenario like this would be screened; and what
details would vary the screening decision?

One theme meaningfully cut across all four scenarios: child welfare history - cited 19 times total and
present in every scenario. Families’ prior involvement with the child welfare system
consistently influenced screening decisions regardless of the specific circumstances of the
death. Beyond this, the dominant themes were scenario-specific: substance use dominated
Scenarios 1 and 3 (18 citations); medical care quality was overwhelmingly the driver in Scenario 2
(14 citations); and storage/access and supervision drove Scenario 4.

Cross-Cutting Themes: Factors Cited Across Three or More Scenarios
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mmm Foster Care/Medical

mmm Tylenol Ingestion
Unsecured Firearm

Times Cited
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Figure 4. Cross-Cutting Themes: Factors Cited Across Three or More Scenarios
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Scenario 1: SUID / Unsafe Sleep Environment

Scenario: A “first responder” calls the Child Abuse Hotline/Central Intake, reporting a baby has died
in an unsafe sleep environment, presumably Sudden Unexpected Infant Death (SUID), though law
enforcement and medicolegal investigation is still ongoing.

Screening Decisions (n=30) Va riability in
19 Screening?
20 (63%)
§
5
No
(13)
Screen In Conditional Screen Out Yes
(17)

A majority of jurisdictions (63%) would screen in this referral. Over half (57%) acknowledged
variability, and seven jurisdictions had internal disagreement among their own respondents (47% of
jurisdictions was potentially observable). Among screen-in jurisdictions, the reasoning varied from
brief (e.g., “neglect”) to detailed descriptions of assessment protocols. Among screen-out
jurisdictions, several described SUID as categorically outside the scope of CPS unless additional
maltreatment indicators were present.

What Would Change the Screening Decision

* The single most cited factor was caregiver substance use at the time of the incident.
Substance use was cited 5 times across 3 jurisdictions in this scenario. Substance
use was a primary inflection point.

» Prior child welfare involvement was the second most frequently cited factor. This
raises a question about whether families already known to the system face a
fundamentally different screening threshold. Child welfare history was cited 3 times.

+ Two respondents described screening in not to investigate the death itself but to
assess safety for surviving children.

© 2026 Center for the Helping Professions, Inc. 16
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Factors Supporting Substantiation: Scenario 1

Caregiver impairment dominated this question. Ninety percent (90%) of jurisdictions indicated
impairment on an illicit substance would support substantiation, and 77% said the same for a legal
substance. A pattern of unsafe sleep practices was selected by 57% of jurisdictions, while whether
the caregiver had been educated on safe sleep (43%) or had access to unused safe sleep surfaces
(40%) were less commonly cited. Five jurisdictions (17%) indicated none of the listed factors would
be sufficient to substantiate.

Factors That Would Support Substantiation
Scenario 1: SUID / Unsafe Sleep

Fducated on safe Sleep _ 13
Access to unused 12
safe sleep surfaces
Impairment on 23
legal substance
Impairment on 27
illicit substance
Pattern of 17
unsafe sleep
None sufficient 5
for substantiation

0 5 10 15 20 25 30
Number of Jurisdictions (n=30)

Figure 5. Factors That Would Support Substantiation: Scenario 1 (SUID / Unsafe Sleep)
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Scenario 2: Youth in Foster Care / Chronic Medical Condition

Scenario: A referent calls, reporting a youth in foster care has died, likely due to the effects of a chronic
medical condition (e.g., asthma, diabetes). No maltreatment allegations are made, though very little is
known at this time.

Screening Decisions (n=30) Variablllty il"l
e Screening?
15.0 13
(43%)
12.5
£ 9
£ 10.01 (30%) 8
= (27%)
2 5]
3
5.0 4 Yes
25 (12)
0.0 - ey
Screen In Conditional Screen Out
No
(18)

This was the only scenario where more jurisdictions would screen out than screen in. Nearly half
(43%) would not investigate; 60% said there is not commonly variability within their own jurisdiction,
suggesting more internal consistency. The open-text responses revealed processing complexity that
the three screening categories only partially capture. Several jurisdictions described “status
communications,” “tracking for data purposes only,” routing to licensing units, or adding information
to existing case records.

What Would Change the Screening Decision

* The most frequently cited factor was whether the caregiver had adequately
addressed the child’s medical needs: whether the child was receiving required
medical care, whether foster parents were appropriately addressing the medical
condition, or whether caregivers were following through. This was cited 14 times
across 9 jurisdictions.

* Multiple respondents distinguished between expected and unexpected deaths.
Severity and expectedness of the medical condition was cited 6 times.

* The fundamental philosophical split was whether a child’s death in foster care
requires default investigation. "No allegations" as dispositive vs. custody as automatic
trigger. It was cited 4 times.

+ Two jurisdictions noted they would screen out initially but reopen if medical
examiner findings later suggested maltreatment.
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Factors Supporting Substantiation: Scenario 2

Nearly all jurisdictions (93%) identified intentional medical neglect as a factor that would support
substantiation, and two-thirds (67 %) selected the child being held too responsible for managing their
own medical condition. Unintentional medical neglect was cited by half of jurisdictions (50%), while
inadequate medical documentation was selected by a third (33%).

Factors That Would Support Substantiation
Scenario 2: Foster Care / Chronic Medical

Intentional 28
medical neglect
Unintentional 15
medical neglect
Inadequate medical 10
documentation
Child too responsible 20
for own condition

None sufficient 1
for substantiation
I T T T T T T

0 5 10 15 20 25 30
Number of Jurisdictions (n=30)

Figure 6. Factors That Would Support Substantiation: Scenario 2 (Foster Care / Chronic Medical)
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Scenario 3: Accidental Tylenol Ingestion

Scenario: A hospital nurse calls, reporting a toddler accidentally ingested an overdose of
acetaminophen and remains under the care of the local pediatric hospital due to severe and likely fatal
liver damage. The nurse said the parents were attentive, appropriately concerned, and called 911 as
soon as they realized what had happened. The nurse overheard the parents share about being in
substance use treatment for opioid dependency, with a mention of both parents being prescribed
methadone, and wanted child welfare to be aware of “everything she knew.”

Screening Decisions (n=30)
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Screening Decisions: Scenario 3 (Tylenol Ingestion, n=30)

Most jurisdictions (80%) would screen in this referral, typically framed as a supervision or neglect
concern related to a toddler accessing medication. Several screen-in jurisdictions explicitly labeled
the referral as “drug exposed child” while others focused purely on supervision and access. Among
screen-out jurisdictions, reasoning centered on the accidental nature of the ingestion and the
parents’ appropriate response.

What Would Change the Screening Decision

The parents’ substance use history was the single most cited factor, but
respondents split sharply on its relevance. Some explicitly flagged it as a screening
factor; others argued that prescribed, supervised methadone treatment should not
be held against compliant parents. One respondent noted variability was driven “not
so much about information/details but more around bias.” Substance use was cited
13 times across 11 jurisdictions. Substance use history as the dominant variability driver.

Prior child welfare involvement was the second most cited factor, often paired with
substance use. Child welfare history was cited 10 times across 7 jurisdictions.

How the child accessed the medication and how the reporter framed the concern,
were frequently cited. Reporter framing was cited 5 times, noted more here than in any
other scenario. Storage/Access was cited 6 times.
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Factors Supporting Substantiation:

Chronically leaving medications within a child’s reach was the most commonly selected factor (97%),
followed closely by knowingly leaving them in reach (93%). Briefly leaving the child unattended was
cited by 57% of jurisdictions. Notably, only 30% of jurisdictions indicated that the parents’ prescribed
methadone use near the time of the incident would support substantiation, consistent with
jurisdictions’ qualitative distinction between prescribed medication-assisted treatment and illicit
substance use. Four jurisdictions (13%) reported that none of the listed factors would be sufficient.

Factors That Would Support Substantiation
Scenario 3: Accidental Tylenol Ingestion

Chronically left 29
meds in reach
Knowingly left 28
meds in reach
Briefly left child 17
unattended
Took methadone near 9
time of incident
None sufficient 4
for substantiation

0 5 10 15 20 25 30
Number of Jurisdictions (n=30)

Figure 8. Factors That Would Support Substantiation: Scenario 3 (Accidental Tylenol Ingestion)
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Scenario 4: Unsecured Firearm

Scenario: A 7-year-old child accesses an unsecured firearm in their home, accidentally shooting and
killing their 8-year-old friend. A neighbor hears the gunshot and finds the children unattended. Moments
later, the homeowner - a parent of the child who shot the firearm - runs through the front door. 911 is
called. That evening, the neighbor makes a child abuse hotline referral, citing concern that the parents
had not taken the need to lock and safely store firearms seriously.

Screening Decisions (n=30) Varlablllty in
0] _©7%) Screening?

Jurisdictions
[
w

10 A

51 1
(3%)

Screen In Conditional Screen Out

No
(23)

This scenario produced near-total consensus. Ninety-seven percent of jurisdictions would screen in,
with one conditional; 77% reported no variability. This was the only scenario where the screening
decision was functionally unanimous. Nearly every jurisdiction framed this as a combination of
inadequate supervision and access to a dangerous instrument.

What Would Change the Screening Decision
* How the firearm was stored, the age of the children, and information from law
enforcement were the most cited factors. Storage/Access (5), supervision (4), and child
age (3) were the top themes. Gun norms (verbatim: information about family culture with
guns - i.e. gun safety classes/knowledge; 2 instances) was a unique context described in
this scenario.

Factors Supporting Substantiation
This scenario produced the broadest agreement on substantiation factors. Knowingly leaving a
firearm within a child’s reach was selected by 97% of jurisdictions, chronically doing so by 90%.
Substance misuse near the time of the incident (80%) and briefly leaving the child unattended (70%)
were also widely cited. Whether the caregiver lawfully possessed the firearm was far less influential,
selected by only 27% of jurisdictions.
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Factors That Would Support Substantiation
Scenario 4: Unsecured Firearm

Chronically left 27
firearm in reach
Knowingly left 29
firearm in reach
Briefly left child 21
unattended
Substance misuse near 24
time of incident
Did not lawfully 8
possess firearm

None sufficient 1
for substantiation

0 5 10 15 20 25 30
Number of Jurisdictions (n=30)

Figure 9. Factors That Would Support Substantiation: Scenario 4 (Unsecured Firearm)
Limitations

The findings presented here should be considered in context of important limitations. The
jurisdictions represented participated through the National Partnership for Child Safety, and do not
constitute a random or representative sample of child welfare agencies. Thus, they may differ from
non-participating child welfare systems in ways relevant to how they define and screen fatalities.
The scenarios were also hypothetical: respondents described how a case would likely be handled,
which may differ from the decisions made when an actual fatality arrives with its full context.

The number of respondents per jurisdiction was uneven, in that only 15 of the 30 jurisdictions
returned more than one response. Within-jurisdiction disagreement could only be observed where
a jurisdiction had more than one respondent, and the internal disagreement documented here may
thus be an undercount. Similarly, because a pathway for identifying child maltreatment is recorded
only when a respondent named it, jurisdictions with a single respondent may be more likely to
appear reliant on the hotline alone. Both findings should therefore be read as conservative: the true
extent of within-jurisdiction disagreement may be greater and exclusive reliance on hotline may be
lower than the figures indicate.

Finally, the number of jurisdictions in each definitional tier was small, particularly the Narrow tier,
with three surveyed jurisdictions. This analysis is therefore not positioned to detect or rule out an
association between definitional tier and screening, and the tier comparisons in this report are
descriptive rather than causal. Screening responses were coded from open-text answers and the
coding scheme was reviewed and agreed by all authors, though independent inter-rater reliability
was not formally assessed.
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Section 4: Three Implications for the Field

The findings do not point toward a single national definition or identical decisions in every jurisdiction.
Instead, they point toward a stronger model of decision-making.

1. Make a Habit of Testing How Policy Works in Practice
Jurisdictions can evaluate fatality policies not only by reviewing what they require, but also by testing
how those requirements are interpreted and applied across different circumstances.

Scenario-based testing can identify where written standards are clear, where multiple interpretations
exist, and where staff rely on unwritten norms. Practitioner input can reveal operational barriers,
information gaps, and unintended consequences that may not be apparent to agency leadership.

This is the core value of the Policy-to-Practice approach. The Policy-to-Practice approach is also
strengthened by CHP’s access to broad workforce insight across the child welfare field. That
perspective makes it possible to examine not only what policies require, but also how the
professionals responsible for implementing them understand those requirements, where they
encounter ambiguity, and what conditions affect their ability to apply policy consistently.

2. Build Structures that Support Professional Judgment

Because professional judgment is unavoidable and likely critically helpful in complex fatality
decisions, agencies can build structures that help professionals exercise that judgment consistently,
transparently, and with access to the best available information.

That support may include:

* Clear processes for provisional decisions

* Mechanisms for receiving and acting on later medical findings

» Structured, expert consultation for complex cases

» Scenario-based calibration across professional roles

* Documentation of the reasoning behind decisions

* Feedback connecting initial screening decisions with later outcomes

3. Connect Fatality Learning to Prevention

Each scenario in the study sits at the intersection of child welfare response and likely preventable
injury. Unsafe sleep, medication access, firearms accidents, substance-related risks, and chronic
medical conditions are not solely child welfare concerns. These scenarios represent opportunities
for increased healthcare connections and tracking, improved infant safe sleep resources, and secure
storage for drugs and firearms and sit within a safety net many public and private systems and
communities care about.
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The circumstances examined after a fatality must inform the practical supports available before harm
occurs. These may include safe sleep resources, medication lock boxes, firearm safety materials,
naloxone, caregiver training, health care coordination, and stronger partnerships with community
organizations.

Prevention does not automatically mean surveillance. A stronger child safety system can distinguish
between providing support and initiating an investigation while remaining prepared to act when a
child is unsafe.

Jurisdictions estimated that a median of 47% of substantiated fatalities involved families with open
or recent child welfare involvement. This does not mean every death was predictable or preventable
within public child welfare or perhaps within any single system. It does, however, underscore an
opportunity. In many cases, public child safety agencies already have relationships with families and
therefore potential pathways for offering assessment, safeguarding and support before a death
occurs.
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Conclusion

The child welfare field has devoted significant energy to refining definitions of child maltreatment
fatalities, and that work remains important. This study suggests, however, that clearer definitions
alone will not produce more consistent decisions.

Definitions meet reality inside complex systems. Professionals make decisions with incomplete
information, under time pressure, and with input from multiple agencies and disciplines. Their
conclusions are shaped by policy, but also by judgment, organizational processes, available
evidence, and local practice — often across multiple agencies (e.g., court).

The field does not need to choose between clearer definitions and stronger decision systems. It
needs both. But policy refinement will have limited effect unless agencies also examine the
information, processes, relationships, and professional supports through which policy is applied.

Rather than treating variation primarily as a failure of wording, the field can examine what that
variation reveals about how decisions are made. By studying policy and practice together, supporting
professional judgment, and creating non-punitive opportunities for jurisdictions to learn from one
another, agencies can build stronger and more consistent approaches to child safety.

The goal is not perfect uniformity. It is a system capable of making sound decisions, explaining them,
revisiting them when new information emerges, and learning from them over time.

Clearer definitions establish expectations. Stronger decision systems turn those expectations
into more consistent, informed, and safety-focused practice.
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Appendix A: Definitional Landscape

The table below summarizes all 41 jurisdictions included in the policy crosswalk, organized by
definitional tier. Thirty of these jurisdictions responded to the scenario-based survey; the remaining
11 are included to provide a complete picture of the definitional landscape.

Includes Neglect | Near-Fatality Definition

Contributing Factor (n=12)

Alameda County CA County Yes Yes
Allegheny County PA County No Yes
Franklin County OH County Yes Yes
Hamilton County OH County Yes Yes
Maine State Yes No
Maryland State No Yes
New York City City No Yes
New York State State No Yes
Ohio State Yes Yes
Philadelphia County No Yes
Rhode Island State No Yes
Washington D.C. District Yes Yes

Direct Cause (n=13)

Arizona State Yes Yes
Connecticut State Yes Yes
Indiana State Yes Yes
lowa State No Yes
Los Angeles County CA County Yes Yes
New Jersey State Yes Yes
Oregon State No Yes
Riverside County CA County Yes Yes
South Carolina State No Yes
Tennessee State Yes Yes
Vermont State Yes Yes
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Virginia State Yes Yes
Wisconsin State Yes Yes

Narrow (n=4)

Hawaii State Yes Yes
Michigan State Yes Yes
Missouri State Yes Yes
West Virginia State No Yes

No Specific Definition (n=12)

Arkansas State N/A Yes
Clark County NV County N/A Yes
[llinois State N/A Yes
Kentucky State N/A Yes
Mississippi State N/A Yes
New Hampshire State N/A Yes
New Mexico State N/A Yes
Oklahoma State N/A Yes
Spirit Lake Tribe N/A No
Washington State N/A Yes
Washoe County NV County N/A Yes
Wyoming State N/A No
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Appendix B: Scenario-Based Survey Instrument

The full survey administered in REDCap to jurisdiction representatives, reproduced below.

Casey Family Programs (CFP) and the Center for the Helping Professions (CHP) are working to
learn more about how jurisdictions screen and make maltreatment dispositions regarding child
fatalities. Acknowledging this is a nuanced and challenging topic, our hope is the National
Partnership for Child Safety (NPCS) and other state child welfare agencies across the country will
offer their wisdom, candid experiences and insights for the future to inform a policy crosswalk and -
ultimately - potential guidance issued by the NPCS or Casey Family Programs or both. Any materials
created by CFP and CHP from survey responses will not identify specific jurisdictions, without the
agency's express permission.

We would appreciate your anonymous participation in the brief survey below. Some questions and
scenarios are necessarily perspective-based, as we think this will capture some of the nuances in
how screenings and dispositional guidance is similar or varied across sites.

We've already gathered child maltreatment fatality definitions across the NPCS this past fall. Thank
you to all who participated in that work.

Jurisdiction Name

How does your agency identify potential child maltreatment fatalities? (select all that apply)
O child abuse hotline/central intake
O data matching from local medical examiner(s)
O data matching from local community-based child death reviews (CDRs)

O data matching with other public agencies (e.g. department of health, department of vital
statistics)

O other

Please describe the “other” source for learning about potential child maltreatment fatalities.
[open text]

A ‘first responder” calls the Child Abuse Hotline/Central Intake, reporting a
baby has died in an unsafe sleep environment, presumably Sudden Unexpected Infant Death
(SUID), though law enforcement and medicolegal investigation is still ongoing.

How is a report like this screened by your jurisdiction? [open text]

Is there commonly some variability in how a scenario like this would be screened?

o Yes
o No

What details would vary the screening decision between screening in vs. screening out?
[open text]

If screened in, what evidence would likely result in substantiation? (select all that apply)
O evidence the caregivers had been educated on safe sleep practices
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evidence the caregivers had access to but unused safe sleep surfaces
evidence of caregiver impairment on a legal substance

evidence of caregiver impairment on an illicit substance

evidence of the caregivers' pattern of unsafe sleep practice

none of these would be sufficient grounds for substantiation in this situation

O0O0O0n0O

A referent calls, reporting a youth in foster care has died, likely due to the
effects of a chronic medical condition (e.g., asthma, diabetes). No maltreatment allegations
are made, though very little is known at this time.

How is a report like this screened by your jurisdiction? [open text]

Is there commonly some variability in how a scenario like this would be screened?

o Yes
o No

What details would vary the screening decision between screening in vs. screening out?
[open text]

If screened in, what evidence would likely result in substantiation? (select all that apply)

O evidence the caregivers had intentionally neglected the child's medical care (e.g., refusing
medical appointments, not filling prescriptions)

[0 evidence the caregivers had unintentionally neglected the child's medical care

[0 evidence the caregivers had inadequately documented the child's medical treatments and
care (e.g., absent or incomplete daily logs)

O evidence the caregivers had made the child too responsible for managing their own condition
(e.g., tracking blood sugar in diabetes management, etc)

O none of these would be evidence for substantiation in this situation

A hospital nurse calls, reporting a toddler accidentally ingested an overdose of
acetaminophen (i.e., Tylenol) and remains under the care of the local pediatric hospital due
to severe and likely fatal liver damage. The nurse said the parents were attentive,
appropriately concerned and called 911 as soon as they realized what had happened. The
nurse said the child would likely not recover, and the parents appeared very grieved. The
parents were taking turns rooming in with the child at the hospital. The nurse overhead the
parents share about being in substance use treatment for opioid dependency, with a mention
of both parents being prescribed methadone, and the nurse wanted child welfare to be aware
of “everything she knew.”
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How is a report like this screened by your jurisdiction? [open text]

Is there commonly some variability in how a scenario like this would be screened?

o Yes
o No

What details would vary the screening decision between screening in vs. screening out?

[open text]

If screened in, what evidence would likely result in substantiation? (select all that apply)
O evidence the caregivers had chronically left medications in reach of the child

evidence the caregivers had knowingly left the medication in reach of the child

evidence the caregivers had briefly left the child unattended

evidence the caregivers had taken methadone at or near the time of the incident

Oo0oOoad

none of these would be evidence for substantiation in this situation

A 7-year-old child accesses an unsecured firearm in their home, accidentally
shooting and killing their 8-year-old friend. A neighbor hears a gunshot and screaming, runs
over to the child’'s house, and finds the children unattended. Moments after this, the
homeowner - a parent of the child who shot the firearm - runs through the front door from a
nearby house, also panicked by the sound of the gunshot and screaming. 911 was called and
rushed to the scene. Later that evening, the responding neighbor decides to make a child
abuse hotline/central intake referral with the above information, due to the neighbor being
upset the parents had not taken seriously the need for locking firearms and storing them
unloaded and away from children's reach.

How is a report like this screened by your jurisdiction? [open text]

Is there commonly some variability in how a scenario like this would be screened?

o Yes
o No

What details would vary the screening decision between screening in vs. screening out?
[open text]
If screened in, what evidence would likely result in substantiation? (select all that apply)
O evidence the caregivers had chronically left a firearm in reach of the child
evidence the caregivers had knowingly left a firearm in reach of the child
evidence the caregivers had briefly left the child unattended
evidence the caregivers had engaged in substance misuse at or near the time of the incident
evidence the caregivers did not lawfully possess a firearm
none of these would be evidence for substantiation in this situation

o000
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Identify how commonly you think each factor effects dispositions following child fatalities.

= N N

Perceived Likelihood of Court to
Uphold Disposition

Presence of Involved Legal

Representation for Alleged Maltreater © © © © ©
Availability of Autopsy Findings at

: d s o o o o o
Time of Disposition
Case-based Recommendations from
Cross-agency Multidisciplinary Teams o o o o o
(e.g., CPITs with Law Enforcement,
etc)
Subjective/Broad Maltreatment Fatality

PR O O (@] O

Definition
Advice of Agency's Legal Counsel o o o o) o)

How often do you think substantiated child maltreatment fatalities in your jurisdiction are
the result of accidents?

For example, a caregiver accidentally falling asleep and rolling over onto a baby, or a caregiver being
distracted by another event going on in their home when a toddler gets ahold of a drug.

Almost Never
Rarely
Sometimes
Often

Almost Always

O O O O O

Approximately what percentage of substantiated child maltreatment fatalities happened
within families where your jurisdiction agency had open or prior (within 2 years) case
involvement with?

0% 50% 100%

(Place a mark on the scale above)

Approximately what percentage of alleged child maltreatment fatalities are reported to your
agency more than one week after the death?

0% 50% 100%

(Place a mark on the scale above)
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Appendix C: Unmatched Survey Responses

Three survey responses could not be linked to a specific jurisdiction. Their responses are
summarized below to preserve the full scope of respondent input but were not included in the
jurisdiction-level analyses.

Respondent A

Screening Decisions

* Scenario 1 (SUID): Screened out. “Evaluated Out as there is no allegation of abuse or
neglect.”

* Scenario 2 (Foster Care): Screened out.
» Scenario 3 (Tylenol): Screened out.

» Scenario 4 (Firearm): Screened in for “severe neglect” on behalf of the 7-year-old’s parent;
automatically cross-reported to law enforcement.

Substantiation Factors Selected

» Scenario 1: Caregiver impairment on a legal substance; caregiver impairment on an illicit
substance.

» Scenario 2: Intentional medical neglect; unintentional medical neglect; child too responsible
for own condition.

» Scenario 3: Chronically left medications in reach; knowingly left medications in reach; briefly
left child unattended.

» Scenario 4: Chronically left firearm in reach; knowingly left firearm in reach; briefly left child
unattended; substance misuse near time of incident.

System-Level Estimates

Autopsy availability: Almost Always influential. Agency legal counsel: Often influential. Prior agency
involvement: Estimated 7% of substantiated fatalities. Reporting timeliness: Estimated 3% reported
more than one week after death.

Respondent B

Screening Decisions

* Scenario 1 (SUID): Screened out. The report would not be accepted, though additional
information about suspected caregiver impairment or specific hazard details may support
acceptance.

* Scenario 2 (Foster Care): Screened out.
* Scenario 3 (Tylenol): Screened in under “environmental and supervision neglect criteria.”
» Scenario 4 (Firearm): Screened in under “environmental and supervision neglect criteria.”
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Substantiation Factors Selected
¢ Scenarios 1 and 2: No factors selected.

« Scenario 3: Chronically left medications in reach; knowingly left medications in reach; briefly
left child unattended.

« Scenario 4: Chronically left firearm in reach; knowingly left firearm in reach; briefly left child
unattended.

System-Level Estimates

Autopsy availability: AlImost Never influential. Agency legal counsel: Almost Never influential. Prior
agency involvement: Estimated 50% of substantiated fatalities. Reporting timeliness: Estimated 10%
reported more than one week after death.

Respondent C

Screening Decisions
No free-text screening responses were provided for any scenario.

Substantiation Factors Selected

» Scenario 1: Caregiver impairment on a legal substance; caregiver impairment on an illicit
substance.

» Scenarios 2 and 3: None of these would be evidence for substantiation.
» Scenario 4: Knowingly left firearm in reach; substance misuse near time of incident.

System-Level Estimates
No Likert-scale ratings or percentage estimates were provided.
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About This Report

This policy brief was produced by the Center for the Helping Professions, Inc. (CHP) with the support
of Casey Family Programs, as part of an ongoing commitment to evidence-informed child welfare
practice. The study was conducted in collaboration with jurisdictions participating in the National
Partnership for Child Safety (NPCS).

The Policy-to-Practice Methodology described in this report is an analytic framework developed by
the Center for the Helping Professions. It integrates formal policy analysis with scenario-based
practitioner inquiry to surface the conditions under which written policy is applied in practice.

For more information about this work, the Policy-to-Practice Methodology, or CHP’s other initiatives,
visit www.centerforthehelpingprofessions.org or contact the Center directly.

Center for the
A Helping Professions
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