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CWS2041:
Child Fatality 
Investigations

day one
agenda

INTRODUCTIONS

WHY AND HOW CHILDREN DIE

REPORTS OF CHILD FATALITY

COLLABORATIVE RESPONSE

BEGINNING THE 
INVESTIGATION

introductions

Name

Agency

Primary role

How long have you been working for DSS?

One good thing
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Why are we here?

 Child Fatalities are incredibly difficult cases

 It is impossible not to be affected by the work

 A high level of collaboration is required

 To learn the process of a Child Fatality investigation

How do 
children die?

• Injury deaths (Homicide)
• Unintentional injury 

deaths
• Deaths related to unsafe 

sleeping 
environments/practices

• Suicides
• Natural deaths (such as 

from childhood cancer)
• Accidental deaths

Overarching 
Principle for 
Child Fatality 
Investigations

Any unexplained death of a child 
should be investigated as 

suspicious until proven otherwise 
— not the other way around.
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Risk Factors for Child Fatality:

Caregiver’s Substance Use

Caregiver’s Lack of 
Parenting Skills

Intimate Partner Violence (IPV)
in the home

PovertyCaregiver’s Mental Health Issues

Young or Single Parents

Social Isolation

*Prior CPS Report*

Child Age: Birth – 3 Years Old

INJURY DEATHS

PREVENTION
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Suicide

DROWNING

GUN
RELATED
DEATHS
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DRUG 
RELATED
DEATHS

UNSAFE SLEEP

A newborn laid prone 
is at risk for 

rebreathing due to an 
inability to roll over.

13

14

15



4/11/2025

6

Check Consumer 
Product Safety 
Commission (cpsc.gov) 
to see if a product where 
the infant was found was 
under a recall.

Something placed under the infant can cause restricted breathing.

Cosleeping
(with an older child or parent)
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UNSAFE SLEEP

Unsafe Sleeping Environments

REPORTS 
OF CHILD 
FATALITY
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VALID CPS REPORT

VICTIM CHILD 
UNDER AGE 18

ABUSER/NEGLECTOR 
IS A CARETAKER

MEETS DEFINITION 
OF ABUSE OR 

NEGLECT

LDSS HAS 
JURISDICTION

Definitions:

Child Fatality: complaint or report of abuse or neglect involving 
the death of a child.

Near Fatality: means an act that, as certified by a physician, 
places the child in serious or critical condition. Serious or critical 
condition is a life-threatening condition or injury.

Child Fatality 
Decision Tree Tool
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Notifications 
in a Child 
Fatality

Law Enforcement

Local Commonwealth’s 
Attorney

District Office of the Chief 
Medical Examiner

CPS Regional Practice 
Consultant

MONICA HOCKADAY
Central Region

CPS Regional Practice Consultants

TAMMY CURL
Northern Region

TAMMY FRANCISCO
Western Region

JOHN KING
Piedmont Region

RENEE RICE
Eastern Region

(804)-517-9774
monica.hockaday@dss.virginia.gov

(540) 216-1688 
tammy.d.curl@dss.virginia.gov

(276) 274-0597 
tammy.francisco@dss.virginia.gov

(540) 589-3336
j.king@dss.virginia.gov

(757) 793-0240
renee.rice@dss.virginia.gov
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PRELIMINARY CHILD FATALITY / NEAR-FATALITY
INFORMATION FORM

Must be completed within 2 working days*

Handout C-2

TURNER FAMILY

COLLABORATIVE 
RESPONSE
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FSS SupervisorMedical Examiner
Pediatrician

Family Services 
Specialist

Law Enforcement

Mental 
Health

EMS

CAC

THE 
INVESTIGATION

SDM SAFETY 
ASSESSMENT

Did you answer 
“YES” to any of 

the 13 
questions?

NO

YES

Child is 
SAFE

Can the 
parents 

make a plan 
to control 

the danger?

YES

NO

Child is 
CONDITIONALLY

SAFE

Child is 
UNSAFE
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6.3.2
Assessing Safety

in a Child Fatality

If there are other children in the home, the safety assessment will be either 

conditionally safe (requires a safety plan) or unsafe (requires a court order) as death of 

child will be recorded in safety factor #1 on the safety assessment tool. “Caretaker 

caused serious physical harm to the child and/or made a plausible threat to cause 

physical harm in the current Investigation/Family Assessment.” 

SDM SAFETY 
ASSESSMENT

Did you answer 
“YES” to any of 

the 13 
questions?

NO

YES

Child is 
SAFE

Can the 
parents 

make a plan 
to control 

the danger?

YES

NO

Child is 
CONDITIONALLY

SAFE

Child is 
UNSAFE

In a CF, ONLY select this if there are 
no other children in the home.
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Handout E-2

TURNER FAMILY

Safety 
Planning

FSS: May I see a picture of Brianna?
Oh, she is beautiful!

Are these other kids in the picture her cousins?

Mom: Those are some kids from Mommy & Me 
playgroup.

Interviewing
FSS: May I see a picture of Zach?

He's adorable! It looks like this picture was taken at the hospital.

Was he born here at Local General Hospital?

Dad: No, we were stationed in New Jersey at the time of his birth.

Role Play Directions:
Break into pairs, and practice your empathetic approach to a grieving 

parent, while simultaneously gathering thorough information, and 
safety planning for sibling children.
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Transfer of Learning

1. Make a list of each person you need to 
notify in the event of a Child Fatality, 
including their name and contact 
information. Use Handout E-4.

2. Practice your verbiage when 
approaching a parent about the need 
to safety plan for a surviving sibling. 
Consider typing it out, and fine tune it 
to ensure that you are approaching 
with empathy and respect, mindful of 
not retraumatizing the parent, without 
compromising the safety of the other 
children in the home.

thank you 

CWS2041:
Child Fatality 
Investigations
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day two
agenda

REVIEW / CHECK-IN

SELF CARE / RESOURCES

EVIDENCE IN THE 
INVESTIGATION

CLOSING THE INVESTIGATION

CHILD FATALITY REVIEW 
TEAMS

DAY ONE
REVIEW

Let’s Check In
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Self Care and 
Resources

Dr. Rachel 
Naomi Remen

“The expectation that 
we can be immersed 

in suffering and loss 
daily and not be 

touched by it is as 
unrealistic as expecting 

to be able to walk 
through water without 

getting wet.”

“Once you start approaching your body with 
curiosity rather than with fear, everything shifts.”

-Dr. Bessel van der Kolk
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The Nervous System

Sympathetic
Nervous System

Fight or Flight

Central
Nervous
System

Peripheral
Nervous
System

Autonomic
Nervous
System

Parasympathetic
Nervous System

Rest & Digest

Ventral Vagus
(Diaphragm Up)

Dorsal Vagus
(Diaphragm Down)

Vagus
Nerve

The Autonomic Hierarchy

Parasympathetic 
Ventral Vagal

Sympathetic

Parasympathetic 
Dorsal Vagal

System of safety and connection

Health, growth, restoration
Individual and interactive regulation
Social engagement

System of mobilization

Adaptive protection through action
Aggression or active escape

System of immobilization

Adaptive protection through disappearing
Conservation of energy and resources

(Deborah Dana, LCSW, 2020)

Touch

Cold 
Water

Moving Breath 
Work

Vocal 
(Singing)

Talking 
(Process)
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EVIDENCE IN 
THE 
INVESTIGATION

More is More

• Autopsy reports
• Scene investigation reports and photos
• Doll reenactment photos and reports
• Prenatal, birth, and health records
• Interviews with family members
• EMS run reports
• Emergency Department and hospital reports
• Prior CPS history on the child, siblings, parents, 

and other caretakers
• 911 Calls
• Detailed Timeline
• Criminal background on parents and other 

caretakers
• Any info on prior deaths of children in the 

family

Scene Reenactments
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The scene recreation images included in this presentation originally appeared in the National Center for Fatality Review and Prevention’s Child Death Scene Investigation Learning Series.
https://ncfrp.org/center-resources/child-dsi-learning-series/

PLACED FOUND
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The Autopsy

Manners of Death

ACCIDENT

SUICIDE

NATURAL

HOMICIDE UNDETERMINED
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Handout H-2

TURNER FAMILY

Items with Distinct Markings

• Belt and/or belt buckle

• Looped cord

• Fly swatter

• Coat hanger

• Spatula

• Spoon

• Fork

• Hairbrush

• Broom handle

• Curling iron

• Steam iron

• Car cigarette lighter

• Cigarette

• Teeth

Bruising
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Bruising

Bruising

Bruising
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Bruising associated with petechiae 
are much more common in inflicted 
than non-abusive bruises.

Bruising 
(Slap Marks)

Orthopedic Injuries
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Orthopedic Injuries

Rib Fractures

Internal Trauma
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Internal 
Trauma

Burns

Abusive 
Head 
Trauma
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Munchausen or 
Factitious 
Disorder 

(by Proxy)

Child Torture
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Child Torture

Asphyxiation

Sudden Unexpected Infant Death 
(SUID)
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Heat Related / 
Automobile 
Entrapment

Poisoning

Drowning
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Neglect

CLOSING THE 
INVESTIGATION

RISK ASSESSMENT

When assessing risk using the CPS Risk Assessment Tool, there is a policy override when the parent/caretaker 

action or inaction resulted in the death of a child due to abuse or neglect (previous or current). 

Policy overrides reflect seriousness and/or child vulnerability concerns, and have been determined by VDSS to 

warrant a risk level of very high regardless of the risk level indicated by the assessment tool. 

It is recommended to open a case if the risk is high or very high; however, if there are no other children 

in the home it is not necessary to provide CPS services.
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Child 
Fatality 
Checklist

The Disposition

Handout I-3

TURNER FAMILY
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Child Fatality 
Review Teams

CF Investigations 
Regionally Reviewed:

1. Current open DSS referral/case at the time of the fatality

2. Valid or invalid CPS report within the last 12 months

3. Child died while in foster care (not from natural death 
and no complaint in foster home)

4. Child died in foster care on a trial home placement; and 

5. Foster care case involving decedent or decedent's siblings 
was closed within the last 24 months 

Purpose of Child Fatality Review Teams

• Conduct comprehensive multidisciplinary reviews.

• Better understand how and why children die.

• Improve child death investigations.

• Improve the systematic response to children in need.

• Use the findings to take action to prevent other deaths.

• Improve the health and safety of children.
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PRESENTING
AT THE

CHILD FATALITY
REVIEW TEAM

MEETING

• A summary of the investigation

• Family & child history and 

socioeconomic factors:

employment, marital status, previous 

deaths, history of intimate partner 

violence, & history of substance abuse 

or mental illness

• Prior CPS involvement

THANK YOU
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