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[bookmark: _Toc520893797]Child Fatality Investigations 
This section is intended to provide guidance to Child Protective Services (CPS) caseworkers and supervisors regarding the actions to take in the investigation of CPS reports involving a sleep-related death or injury and the criteria for making the determination whether to indicate or unfound such reports. Please refer to 13-OCFS-LCM-01, Investigation and Determination of Sleep Related Fatality and CPS Reports and 10-OCFS-LCM-15, Guidance for CPS Investigations of Infant Fatalities and Injuries Involving Unsafe Sleeping.
0. [bookmark: _Toc520893798][bookmark: _Toc519602183]Fatality report checklists
As per communication from Laura Velez to the local commissioners on December 6, 2017, the checklists that follow were distributed in response to several requests from local districts for guidance related to investigations into child deaths.  
One checklist applies to child deaths that are reported to the SCR, the other is for cases when a child dies in a foster care, preventive or CPS case when no fatality report is registered by the SCR.
These checklists are not required, nor do they include any new requirements or modify any existing standards for investigations related to the death of a child. They are intended to be a tool for use by a CPS worker, a supervisor or a manager to provide a reminder of the details associated with investigation and provision of services to families in the difficult circumstance when a child dies.
SCR
“Completion of this checklist is not required by OCFS. This is an optional tool for use by CPS workers, CPS supervisors and/or LDSS management in considering necessary actions during a child fatality investigation.”
Non-SCR
“Completion of this checklist is not required by OCFS. This is an optional tool for use by LDSS staff in considering case activities when a child death occurs in an open case. The following specifically speaks to actions related to the child fatality, not of service case practice.”


[bookmark: _Toc520893799]SCR reported fatality checklist
This checklist is designed to help guide workers towards meeting the mandates for case activities during a child fatality investigation. Several tasks listed below are specific to investigations regarding a child death. Completion of this checklist is not required by OCFS. This is an optional tool for use by CPS workers, CPS supervisors and/or LDSS management in considering necessary actions during a child fatality investigation.
*	This checklist is not all-inclusive. Refer to the CPS Program Manual for complete guidance.
	
	Yes
	No
	NA

	Initiated the investigation within 24 hours of receipt of the SCR report
	[bookmark: Check3]|_|
	|_|
	|_|

	Notified the District Attorney about the SCR report within 24 hours
	|_|
	|_|
	|_|

	Immediately notified law enforcement about the SCR report
	|_|
	|_|
	|_|

	Assigned the investigation to the Multi-Disciplinary Team – For counties without an MDT, refer to local protocol
	|_|
	|_|
	|_|

	Notified the Medical Examiner/Coroner about the child’s death
	|_|
	|_|
	|_|

	Assessed safety of all the surviving children within 7 days:
1.  - Children in the deceased child’s home, whether siblings or unrelated children
 - Siblings outside the home, with whom the deceased child had regular contact
 - Children of all subjects, with whom the subject has regular contact
	|_|
	|_|
	|_|

	Identified all adults residing in the home within 24 hours to accurately reflect that information in the 24-hour Fatality Report/Safety Assessment
	|_|
	|_|
	|_|

	Identified all siblings and all children residing in or regularly present in the home within 24 hours to accurately reflect that information in the 24-hour Fatality Report/Safety Assessment
	|_|
	|_|
	|_|

	Identified all parents of children residing in or regularly present in the home within 24 hours to accurately reflect that information in the 24-hour Fatality Report/Safety Assessment
	|_|
	|_|
	|_|

	Reviewed prior CPS reports and records involving members of the family/subject(s) within 24 hours
	|_|
	|_|
	|_|

	Completed the 24-hour Child Fatality Summary Report
	|_|
	|_|
	|_|

	Completed the 24-hour Child Fatality Safety Assessment
	|_|
	|_|
	|_|

	Completed the 7-Day Assessment
	|_|
	|_|
	|_|





	
	Yes
	No
	NA

	Notified the subjects, other persons, and parents of the SCR report within 7 days
	|_|
	|_|
	|_|

	Added persons as necessary to the case, and notified as appropriate within 7 days (i.e. All household members and absent parents)
	|_|
	|_|
	|_|

	Completed the 30-Day Fatality Summary Report
	|_|
	|_|
	|_|

	Completed the 30-Day Fatality Safety Assessment
	|_|
	|_|
	|_|

	Contacted the source of the report, or made diligent efforts to do so
	|_|
	|_|
	|_|

	Completed the Risk Assessment Profile
	|_|
	|_|
	|_|

	Identified and clearly documented reasoning for substantiating and/or unsubstantiating each allegation
	|_|
	|_|
	|_|

	Entered incident date into CONNECTIONS
	|_|
	|_|
	|_|

	Offered and provided or arranged for needed services to the family
	|_|
	|_|
	|_|

	Made a home visit to evaluate the child(ren)’s environment
	|_|
	|_|
	|_|

	Contacted appropriate collaterals
	|_|
	|_|
	|_|

	Assessed the need for Family Court action, consulting Legal Department when necessary
	|_|
	|_|
	|_|

	Conducted face-to-face interviews with the following:
	
	
	

	Subjects of the report
	|_|
	|_|
	|_|

	Children residing in or regularly present in the home
	|_|
	|_|
	|_|

	Other persons named on report/other adults residing in home
	|_|
	|_|
	|_|





Additional best practice recommendations:
	Gathered information from the following individuals or agencies:
(Common sources of pertinent information)
*Note that some persons below may be appropriate/necessary collaterals, depending on case circumstances

	
	Yes
	No
	NA

	Parent(s)
	|_|
	|_|
	|_|

	Hospital
	|_|
	|_|
	|_|

	Medical provider
	|_|
	|_|
	|_|

	District Attorney
	|_|
	|_|
	|_|

	Law Enforcement agency
	|_|
	|_|
	|_|

	Medical Examiner/Coroner
	|_|
	|_|
	|_|

	School
	|_|
	|_|
	|_|

	Public agency
	|_|
	|_|
	|_|

	Community agency
	|_|
	|_|
	|_|

	Relatives
	|_|
	|_|
	|_|

	Neighbors
	|_|
	|_|
	|_|

	Other CPS and child welfare staff
	|_|
	|_|
	|_|

	Treatment providers, e.g. mental health, substance abuse, etc.
	|_|
	|_|
	|_|

	Other individual or agency with relevant, needed information, including requests for out-of-state records when applicable
	|_|
	|_|
	|_|



	Other Helpful Activities

	
	Yes
	No
	NA

	Requested proper documentation of and/or arrange for photographs/X-rays of any physical injuries
	|_|
	|_|
	|_|

	Provided relevant safety and risk information to service providers
	|_|
	|_|
	|_|

	Requested the autopsy report and/or death certificate (and documented in progress notes as to the cause, manner, and time of death – if known)
	|_|
	|_|
	|_|





[bookmark: _Toc520893800][bookmark: _Toc519602185]Non-SCR reported fatality checklist
Regarding the death of a child in an: Open CPS Investigation, Open FAR case, Open CPS Services case, Open Preventive Services case, Open Foster Care case.
This checklist is designed to help guide case activities when a child death occurs in an open case. Completion of this checklist is not required by OCFS. This is an optional tool for use by LDSS staff in considering case activities when a child death occurs in an open case. The following specifically speaks to actions related to the child fatality, not of service case practice.
*	The following specifically speaks to actions related to the fatality, not of service case practice.
*	This checklist is not all-inclusive. Refer to the CPS Program Manual for complete guidance.

	Upon learning of the child fatality
	

	Notified the Regional Office of the death by phone within 24 hours
(Required by 06-OCFS-LCM-13; 18 NYCRR 441.7)
	[bookmark: Check1]|_|

	Submitted the OCFS-7065 Agency Reporting Form for Serious Injuries, Accidents, or Deaths of Children in Foster Care and Open Child Protective or Preventive Cases to the Regional Office within 72 hours
(Required by 06-OCFS-LCM-13)
	|_|

	Entered the child’s date of death into CONNECTIONS
	|_|

	Began gathering information (circumstances/facts) about the death
	|_|

	From the information gathered, evaluated whether there is reasonable cause to suspect the death was a result of abuse or maltreatment by a caretaker
	|_|

	If there was reasonable cause to suspect the death was a result of abuse or maltreatment by a caretaker, an SCR report was made
(Required by SSL § 413 & 415)
	|_|

	Completed a Plan Amendment FASP to reflect the child’s change in status in the open case – Completed and approved within 30 days.
(Only applicable in open Services cases)
(Required by 18 NYCRR 428.7)
	|_|





Best practice recommendations for gathering facts and circumstances regarding the death:
	Assessments

	Assessed safety of all the surviving children within 7 days:
1.  - Children in the deceased child’s home, whether siblings or unrelated children
1.  - Siblings outside the home, with whom the deceased child had regular contact
	[bookmark: Check2]|_|

	Documented the safety assessment(s) and whereabouts of all children in a progress note, contemporaneously with the event date(s)
	|_|

	Assessed the family’s service needs with respect to the fatality, and arranged for or provided such services as needed
	|_|



	Suggested records for review, depending on circumstances

	CPS/Preventive records
	|_|

	Law enforcement records (criminal history, victim/suspect history, calls for service, statements)
	|_|

	911 calls
	|_|

	EMS reports
	|_|

	Autopsy report/Death certificate
	|_|

	Medical records for deceased child
	|_|

	Medical records for surviving siblings/children in the home
	|_|

	Service Provider records for the parents
	|_|





	Recommended interviews/collateral contacts

	Parents of the deceased child
	|_|

	Surviving children/siblings
	|_|

	Medical examiner/coroner
	|_|

	School
	|_|

	Relatives/family members
	|_|

	Neighbors
	|_|

	Emergency room personnel
	|_|

	Caretakers (babysitters/childcare employees, etc.)
	|_|

	Law enforcement
	|_|

	Medical providers
	|_|

	Agency Personnel (CPS, Preventive, Daycare Licensing, etc.)
	|_|

	First Responders
	|_|



	Documentation

	If no safety concerns were found, a summary statement addressing the safety was entered into progress notes
	|_|

	If safety concerns were found, the following were added to the statement addressing safety:
	|_|

	Name(s) of child(ren)
	|_|

	Date(s) of birth
	|_|

	The child(ren)’s location
	|_|

	Actions taken to assess safety and implement mitigating/protective factors
	|_|

	The cause and circumstances surrounding the child’s death, and how it was determined there was not reasonable cause to suspect the death was a result of abuse or maltreatment by a caretaker - entered into progress notes
	|_|

	A summary of activity to date and what plans, if any, there are for future service activity with the family, entered into progress notes
	|_|





[bookmark: XIK1][bookmark: _Toc519602187][bookmark: _Toc520893801]Investigating sleep related fatality and injury CPS reports
Conducting a complete and thorough investigation is important for all CPS reports, but especially for those involving a fatality or serious injury. In regard to sleep-related cases, OCFS release 10-OCFS-LCM-15, Guidance for CPS Investigations of Infant Fatalities and Injuries Involving Unsafe Sleeping, provides guidance on what a complete investigation of such a case should include. The following guidance on investigations is generally derived from that release. This guidance refers to “infants,” but it may also be applicable to older children who have developmental or medical conditions that make them susceptible to death or injury due to sleep-related conditions. 
1. Some recommended steps for obtaining information
When conducting a CPS investigation of a report of an infant who has died while sleeping or incurred a sleep-related injury, the following actions are recommended for gathering information:
Speak with Emergency Medical Services (EMS), law enforcement, and any other first responders or individuals who were on the scene of the incident, in order to obtain specific information pertaining to the cause and circumstances of the infant’s injury or death.
Secure information from first responders or law enforcement regarding the conditions in the home, condition of the infant when they arrived, and any statements made to first responders or law enforcement by those present in the home regarding what transpired.
Where reasonably possible, locate and view the exact place where the infant’s death or injury occurred. Identify where the infant was placed and by whom, and the position (back, stomach, or side) of the infant, both when last observed alive and when found dead or unresponsive. 
Observe the physical living environment and, when the circumstances permit, take photographs or video of the scene. This should be done even if the body has been removed. If the first responders or law enforcement personnel have taken photos or video, request copies of those items. This may assist CPS in conducting an efficient investigation and reduce duplication of efforts.
Establish and document the timeline of events regarding the incident, including, but not limited to, the events of the day prior to the time when the infant was placed to sleep, if and when the infant was thereafter observed by anyone in the household, and when the infant was discovered to be in distress, through the time when first responders arrived at the home. 
Solicit and record the observations of all persons in the household regarding what they saw and heard with respect to the infant during the timeline established above. Ask relevant household members about these details and, if possible, ask them separately. Document if the family also spoke with law enforcement about the details. 
Consult with the infant’s pediatrician and any other service providers. Health and service providers should be asked about the infant’s history. 
Obtain the medical examiner’s/coroner’s report and any reports completed by first responders or law enforcement. 
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