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ABSTRACT

The identification of fectors used to predict fâtelities from ihild abuse and neglect

remains a concern in risk assessment research. lt ¡s essential in helping child welfare

workers avoid false pos¡tives by which a family is subjected to unnecessary intrusion or

false negatives by which children are left at risk for fatal injury or neglect.

Files from the Office of the Chief Medical Examiner of Manitoba from 1984-

1993 conceming the deaths of children who died of causes other than disease or

congenital conditions were examined to extract files where deaths were due to abuse or

neglect. These 167 files were analyzed using a risk assessment instrument, the

Manitoba R¡sk Est¡mation System, to determine the characteristics of families in which

children die as a result of homicide, preventable causes or deaths of a problematic

nature. All victims were very young; the majority in each category were less than 3

years of age. Homicides were distinguished by a high level of child welfare involvement

with the family prior to the fatal assault as well as a tendency to blame the child or

external fâctors for the assault, Preventable deaths were associated with a chronic lack

of supervision on the part of the caregivers. Problematic deaths were associated with

the highest p€rcentage of alcohol abuse of the three groups studied. All groups were

character¡zed by poor parenting knowledge and skills on the part of the caregivers.

Factors that should be considered when assessing families for the potential for fatal

abuse or neglect include pattems of past abusive behaviour toward children, the belief

structure of the caregivers w¡th respect to children and parenting, substance abuse by

the caregiver as well as the existence of any mental health problems or intellectual

incapacity of the careg¡ver. The caregiver's history of violence with¡n the family and

tou¡ard others should be assessed in addition to the quality of parenting knowledge and

skills the caregiver possessed and his/her stress level. Adolescent parents may

experience additional problems in parent¡ng due to their youth and personal

circumstances.
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STATEMENT OF THESIS

There are ldentlfiable characleristics of famílies where children have

died as a result of child abuse or neglect.

These include demographic characteristics such as the lamily type, the age of the

child victim and the age ol lhe parents as well as others associated with personal

characteristics of the caregivers, the history of abuse or neglect within the family, the

caregivers' relationship with lhe child v¡ctim, the quality of the family's interaction

with each other and the caregivers' relationshíp to their community.

ln considering these fatalities, there are differing characlerist¡cs of families

associated with d¡tferent causes of death consequenl to lhe commission of violent acts or

the omission of the parent's duty of care. For the purpose of this study, these deaths will

be considered under three categories; homicides, preventable deaths and deaths of a

problematic nature. Homicides are dealhs in which there has been a linding of

culpability of a caregiver w¡th respect to the child's death. Preventable deaths are those

deaths where there was no overt act against the child by the caregivers yet there is a

failure of the parent's duty of care toward the child. These include dealhs where there

has been a judicial finding of a lailure to provide the necessities of life. These deaths can

be sorted inlo sub-categories based on the physical, proximate cause ol death. Deaths of

a Problematic Nature are those in wh¡ch lhere is an undetermined cause of death

combined with concern about the quality andior quantity ot care provided to the child.



PROBLEM DEFINITION

The identification of factors used to pred¡ct fatalities remains a concern in r¡sk

assessment research. Knowing which character¡st¡cs of a family or what indicators in a

situation aÍe vital to prediction helps workers disregard the "noise" of non-relevant

information. lt is also essent¡al in avoiding false positives in which a family is

subiected to unnecessary intrusion or false negat¡ves where children are left at r¡sk for

fatal injury or neglect. The relationship of the severity of previous injuries to

predicted severity of future injuries is also cr¡tical; how can workers know if

particular injuries are predictors of future fatal injuries? For example, do certain

injur¡es to a very young child serve to predict the lethality of future injuries? Knowing

that a caregiver has injured a vulnerable and easily damaged part of a child's body could

provide information about how tar the caregiver could go in a future assault; or it may

have no relationship at all to future events.

ln some jurisdictions, particularly in the United States, the child must have

suffered "demonstrable harm" before agencies are mandaled to intervene. (Besharov,

1988, p, 41) The task for child welfare workers in Manitoba encompasses a broader

scope as agencies are responsible lor protect¡ng children from probable harm as well as

prevent¡ng fulure harm. (Child and Family Services Act of Manitoba, Sec. 2.(1)(e))

This translates to understanding which situations (including foster care) pose a high

risk for children and which constitute a lower r¡sk lhen choosing appropriate

¡nterventions to reduce the risk to an acceptable level. The study of child abuse lalalities

can provide information that, in combination with research on non-fatal child abuse,

will assist in understânding the factors associated with increased severity of injury.

The d¡fficulties in studying child abuse fatalities include the methodological problems

inherent in studying "rare" events or low base rate phenomena. ln order to obtain

sufficient numbers, it is often necessary to study dealhs over a long period ol time which



raises history as a threat to internal validity as legislation, policies and other events

change the environment in which these events occur. (Campell and Stanley (1966) cited

¡n Sproull, 1988, pp. 136-137) The nature of the investigation and the quality of the

attention brought to bear on a child abuse or neglect fatality is necessarily different in

both quality and quantity from that of day to day casework in child welfare. ldeally,

increased investigation beyond that which is currently found in official records would

provide information about part¡cular fatalities that is not captured in the "official"

accounts; this could include interviews with professionals involved as well as w¡th the

families if lhat were appropriate.



CHILD ABUSE AND NEGLECT

Children have long been subjected to fatal abuse and neglect by their caregivers.

An overview of lhe history of child abuse and neglect by Fìadbill (1987) reveals that

there have been periods in history where the pract¡se of killing of "unfit" or delormed

infants was âccepted. (p.5) The child's 'right lo life" was conditional upon his

acceptance by his family, parlicularly lhe lather or the elders of the communily. (p. 3)

Female children were at particular risk as they were often less valued and lacked the

minimal protection of whatever rights were accorded their brothers. Children, even

male children, were essentially the property of their fathers. Male children were

castrated as late as the second half of the 18th century to enable them to serve as eunuchs

in the harems of the East or to preserve the high pitched voices that were lhe trademark

of the castrati, valued singers in lhe West. lt was not until the Roman Catholic Church

banned the castrati from singing in churches that the practise was abandoned in the West.

(p. o)

Coroners' records from 1623 in England reveal that children were "overlaid and

starved at nurse". (p. 6) They died of burns and scalds or drowned in pits, cisterns,

wells, ponds and pans of water. Records from 1788 and 1829 reveal that drownings

were not uncommon. Radbill states that dropping children into privies or drowning

them were methods of cho¡ce for disposing of unwanted infants. (p.6) Examination of

similar files today reveals that children conlinue to drown in pits, cisterns, wells,

ponds, buckets of water and toilets. Hogarth's engravings of 18th century life in the

slums of England reveal an understanding of the dangers experienced by the children of

alcoholic parents; 'accidenls' resulted from inadequate care by drunk mothers. (p.8)

The high incidence of alcohol abuse among the parents of neglected children was

documented in the late 1gth century by the Br¡tish National Society f or lhe Prevention

ot Cruelty to Children. (p,8) The relationship between overlaying deaths in which an



adult sharing a bed w¡th a child l¡es on the child and suffocates ¡t and the abuse of alcohol

was recognized in the files of English coroners of earlier centuries. Radbill states that

these deaths were more frequent on Saturday nights'for obvious reasons" from which

one may assume that after the father or mother was paid for a week's work they would

consume alcohol to excess. (p. 8) These deaths are found in coroners' l¡les today as well.

Parents are seldom charged in such circumstances as the death of the child is seen as a

social problem requiring "treatment" for the perpelrator rather than as an act of

maltreatment.

Radbill's history of child maltreatment slates that the or¡gins of child welfare

can be lraced to 6,000 years ago and are represented by a Mesopotamian goddess who was

the patron of orphaned children. An ancient Hindu deity is credited with rescuing infants

leÍt to die of exposure and endowing them w¡th lhe legal rights that had been denied by

their families' repudialion ol them. Stale care of vulnerable children is documented in

the laws of Solon in 600 B.C. in which army commanders were required to provide for

the care of ch¡ldren of citizens killed in battle. (p. 13) Despile the good ¡ntentions of the

rescuers of abused or neglected children, the solution of alternative care was a death

sentence lor some. (p. 14) Some "baby farmers" who provided loster care for children

were known to murder them for a fee or to collecl their insurance benefits. Even when

there were no aclive attempts to kill the children, between 31% and 80% died in toster

care of causes such as freezing or starvation. (p. 15) Survivors could expect little in

lhe way of support or training and had lo make a living as best as they could, including

slealing, begging and prostitution. (p. 15)

The advent of modern child welfare is generally believed to have its origins in

Viclor¡an and Edwardian times with movements to protect orphans ãnd working children.

(Pollock, 1973) Children began to be seen as individuals wilh different developmental

lasks than adults. Efforts to help them, although well-intentioned, olten had adverse

outcomes for the children concerned. ln an effort to remove orphaned and abandoned



children from the streets and orphanages of Great Britain, a movement began in lhe m¡d

1800's to send these children to the colonies of imperial powers such as Germany and

England. (Bean and Melville, 1990, p. 39) The second phase of child migration took

place between 1870 and 1 925 when children f rom Britain were sent to Canada

ostens¡bly to provide them with opporlunities for a better life. Canada was chosen

because ¡t was seen as safer than Auslralia, cheaper to get to and had an "insatiable"

demand lor labour. (p, 39) During this period, 100,000 British children were sent to

Canada; of these nearly a third had living parents who were unable to provide for them

due to poverty, ill health or other circumstances.

Dr. George Barnado was influential in child migration lo Canada; his organization

sent 20,000 children to Canada between 1882 and 1914. (p. 40) Employers contracted

for the labour of these children with the understanding lhat certain minimum condilions

ol care and education were lo be met. The histories ol these children reveal lhat many of

them did not receive lhe care or the education that was promised. Nine percent of boys

and filteen percent of girls were so badly lreated that they were removed from their

employers by the Barnado organization which was still in existence in 1988. (p, 41)

Children had been placed in Barnado Homes in England either as orphans or because their

parents were unable to provide for them. They were permitted little contact with their

lamilies (three hours each quarter of the year) and had to provide their own postage

when wr¡ting lo their friends or families. (p. 45) Two women associated with Barnado

Martha Rye and Annie Mcpherson, became infamous for their lack of concern for the

children ¡n their care. The homes and charâcters of potent¡al employers were never

inspected by Rye and Mcpherson despite promises to the administrators of children's

homes in Britain which supplied lhe girls who were sent to Canada. (p. 51) The Roman

Catholic Church was also involved in sending children to Canada in the 1gth century.

English Calholic ch¡ldren werê placed in French Catholic homes with no thought to the



dilficulties of moving to a new country to live with strangers who spoke a language lhat

lhe children did nol understand. (p. 55)

Children were seldom consulted about their wishes in the process. Many

reported being given the choice between Canada and Australia; this was lheir only opt¡on

in the situation. (p. 60) Sibling groups were separated and some never found each other

again. The promised good care and education never materialized lor many of the little

immigrants. Olhers were abused, sexually assaulted or driven to suicide. The welfare of

lhe children was seldom monitored by the organizations and individuals who had

promised to do so.

Modern child welfare has come some distance from lhese beginnings. However,

children are still separated from their parents for their own protection and placed with

slrangers if no suitable family members are available to assume their care. Children

have a diversity of experiences in foster care, ranging from very good to very bad. The

goal of modern child welfare is to keep children safe from harm within their families

wherever this is possible. ln order to facilitale this process, it is necessary to

understand the possible outcomes for maltreated children with respect to differing

options intended to protect them. These options include leaving them in lheir families

without intervention, leaving them with their families and providing treatment

serv¡ces, removing them from lheir families while treatment is provided or while

action is taken to terminate the parent's rights and move the children into stable

families. This process assumes that workers in child welfare have some ability to

foresee the fulure with respecl to the available options.



PREDICTING FATAL ABUSE AND NEGLECT

"lf I don't take this child away with me," thought Alice, 'they're sure to
kill it in a day or two. Wouldn't it be murder to leave it behind?"

(Lewis Canoll, Alice's Adventures in Wonderland, p.69)

Alice's dilemma is well known to practitioners of child welfare. A report of

abuse or neglect has been made, investigated and substant¡ated, or the worker has seen

enough of the parent's care of the child to be concerned about lhe child's future well-

being. How are workers to know wh¡ch s¡tuations carry a sufficiently low r¡sk of

reabuse lhat services can be provided lo the family while the parents and children

remain together as opposed to situations that carry a higher risk of reabuse ol the child?

The task for workers is to predict the risk of future maltreatment by assessing

informalion gathered about the family, the incident of child abuse and neglect (CAN) and

the child. Failures are seldom well tolerated by the public. José Alfaro, Director of

Fìesearch for the Children's Aid Society of New York expressed lhe following opinion in a

focus group for the U.S. Adv¡sory Board on Child Abuse and Neglect in June of 1994:

"lf I had my druthers, I'd chisel into lhe loundation stone or the archway
of every child wellare agency this simple statement: Our first job is
keeping kids alive. And when we fail it's something lor which the public
doesn't forgive us." (USABCAN, 1995, p. 107)

Reid (1993) out¡ines a variety of reasons for the maltreatment of children,

apart from pedophilia which is generally considered to be compelled behaviour and

unresponsive to an individual's "free will". These include child care standards

particularly different from those deemed acceptable in law, the belief that one's own

needs and desires take precedence over those of the child, a conscious decision to engage

in sexual practices judged deviant by society, a belief lhat children are of little value,

etc. Understanding which values and beliefs are significant to the etiology of child

maltreatment provides a starting point for research. Obtaining empirical data to



confirm or reject hypotheses about the relationship of such items to child maltreatment

is the necessary next step. (p. 90)

Prediction Theory

ln attempting to understand the pred¡ction of future events, there are several

different categories of prediction to consider. The lirst category involves events lhal are

governed by logical definitions; the prediction of anniversaries and birthdays are

examples within this category. lf a person's birth dale is known, it is possible to

predict luture birthdays for thal individual. The second category ol events are those

governed by natural laws; an example of this is the boiling point of water and lhe laws of

physics that describe fundamental physical principles. Random events comprise lhe

third category; this includes the predict¡on of what numbers will come up in a game of

chance. There is no known way to reliably predict such an event. The last category is

governed by complex factors that are difficult to assess. An example of such an event is

the "spontaneous" explosion of a natural gas pipeline. The condition of the pipes,

weather conditions, lhe frequency and ihoroughness of line maintenance and lhe presence

or absence of complicating factors such as vandalism combine to determine whethel or

not there will be an explosion. Events in child welfare fall into this last category.

(adapted from Reid and Sigurdson, 1993a)

The central prediction principle of chaos lheory is that apparently random

phenomena have an underlying order; that regular patterns exist in complex systems.

(Beneby, 1993, p. 78) lf these patterns can be understood, chaos theory holds that it

is possible to observe part of a pattern and predict what lhe next element of the pattern

will be. The relationship is not linear but is rather a complex interact¡on among all the

lactors act¡ng on the situation or the individuals concerned. (p. 78) lt may not be

possible to predict the pattern in 100% of cases, but knowing what will happen in a

smaller percentage of situations has value if others regard the same situations as

governed by random chance. (p.81)



'"fhe fundamental thesis of child welfare r¡sk assessment is lhat it is possible to

recognize individuals or families who are likely to engage in future child abuse or

neglect." (Reid, 1993, p. 89) Predicting child maltreatment bef ore lhe f irst incident

occurs in a fam¡ly would be a critical primary prevention technique. Fìeid states that,

before lhis can happen, a better grasp of pred¡cting lhø reoccurrence of maltreatment is

necessary. Predicting reoccurrence is a less compl¡cated propos¡t¡on than predicting the

initial incident of maltreatment as the perpetrator has already demonstrated an ability

to neglect or abuse a child. This dist¡nguishes them from other "apparently identical"

individuals who do not maltreatment children. (p.89)

Each decision in child welfare practice after a report of child abuse or neglect

(CAN) carries the probability that it will be accurate (a child will be protected) or

inaccurate (a child will be exposed to danger or needless inlervention). The child may

be protected by leaving her in her parents' care or by placing her in alternate care; the

task of the child welfare worker is to deleÍmine which alternative ¡s in the child's best

interest and provides the greater safety. ln order to make such a decision, lhe worker

must know, lo the best of her ability, what risks are inherent in either choice. "lt must

be recognized that removíng a child from the parental home does not guarantee a child's

freedom from abuse, neglect, or even death." (USABCAN, 1995, p. 113) Although the

risk of death to a child in foster care and children's institutions is believed to be

relatively low (in comparison to remaining in their own homes), children do die at the

hands of foster parents and other subst¡tule caregivers. (McCurdy and Daro, 1994, cited

in USABCAN, 1995, p. 107) Michael Wald, in reporting on a two year project that

followed maltreated children at home and in foster care to determine whelher enhanced

home support services prov¡de better outcomes than foster câre placements, stated lhat,

"lt appears that we cannot expect much improvement for children left at home,
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especially those most at r¡sk." (Wald et al, 1988, p. 129) This is a damning statement

as Wald is generally in favour of family preservalion efforts and is not an advocate for

'traditional' child welfare services.

There are assumptions inherent in the prediction of risk in child welfare

praclice. The first is that it can be done and the second is that it is rational to attempt to

do so. While there is still disagreement that lhe risk assessment is possible (Besharov,

1988 and Wald, 1990) there is little disagreement that being able to predict which

ch¡ldren will be reabused is both rational and useful. False positives, an inaccurate

prediction of adverse oulcome, are unacceptable as are false negatives, an inaccurate

prediction of no adverse outcome, ln child welfare practice, the death of a child can be

lhe outcome of a lalse negative.

Douglas Besharov explored the d¡lemmas facing child welfare workers in fhe

Vulnerable Social Worker: Liability for Serving Children and Families. (1985) He

warns workers of lhe legal liab¡lity that they face if they do not perform their duties

assiduously. (p. 57) Even when the worker has been careful and thorough, accusations

of poor practise may be made if the worker's decision to leave or remove the child ends

in injury or dealh.

"lt is important to note that the performance of child protective workers
cannot be judged by whether the child suffered further injury after the
report was made. Subsequent maltreatment, in itself , does not necessar¡ly
mean that greater protect¡ve measures should have been taken.".,."The
only valid way to judge lhe worker's performance is to determine whether
the worker followed appropriate investigative procedures (as established
by statutes, agency rules, professional standards, or olher authoritâtive
sources) and whether, in doing so, the worker responded appropr¡ately to
warning signals of danger. lf lhe workefs conduct reflected good practice
standards in assessing the degree of danger to children, and if the worker
took the protective actions that were indicated, lhen a successfu/ lawsuit
¡s unlikely." (p. 57)

The expectation that a lawsu¡t may not be "successful" ¡s likely little consolation to a

worker who faces such an exper¡ence.
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Besharov believes that child mallreatment is "inherently difficult to detect or

predict". (p. 133) He states that there is no way to predict future harm:

"ln addition, some home silualions deteriorale sharply--and wilhoul
warning. lt is eâsy to see lhe need for protective intervention if the child
has already suffered serious injury. Often, however, a decision must be
made before serious injury has been inflicted. Under such circumstances,
assessing the degree of danger to a child requires workers to predict the
parents' future conduct. The worker must predicl that the parent will
engage in abusive or neglectful behavior and thal the child will suffer
serious injury as a result. The unvarnished truth is that there is no way
of pred¡cting, with any degree of certainty, whether a particular parent
will become abusive or neglectful. Even setting aside the limitations
imposed by large caseloads and poorly trained staff, such sophisticated
psychological predictions are simply beyond our reach." (p. 133)

However, earlier in the same book, Besharov provided a table of indicators for

"situations suggesting the need for proleclive custody" (p. 62) and describes the

conditions for lheir use:

"[with] the presence of any one of the factors there is a clear ind¡cation
lhat the child faces an imminent threat of serious inlury. Unless the
child's safety can be assured by some other means, the child should be
placed in protective custody quickly--and kept there until the home
situation is sale ol until parental rights are permanently terminated."
(Helfer and Kempe, 1972, pp. 169-170 cited in Besharov, 1985, pp.
62-63)

The question that immediately arises is what are these "'factors" if not a prediction

system that is to be used lo determine danger to the child in the short and long term?

The situation with respect to r¡sk assessment and prediction becomes even more

confusing when the following stalements by Besharov are considered:

"Expecting decision makers to predict future child maltreatment is totally
unrealistic and ullimately counterproductive. Despile years of research,
there is no psychological profile that accurately identifies parents who
will abuse or neglect their children in the future."

p.143

"By greatly overstating the ab¡lity of social workers and judges to predict
future maltreatment, existing laws and lhe agency policies that
implement them lail to give practical guidance on when intervention is
needed and when ¡t is not needed. lnstead, they encourage reliance on an
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array of "high risk" indicators that make sound decision making
unlikely." p. 144

Despite Besharov's confusion about whether or not prediction is possible, the

reality for child welfare workers ¡s that prediction is expected and demanded of them.

Shortages of treatment resources and foster care placements compel workers to make

decisions about which children would be reabused ¡f no intervention were put in place.

Johnson and L'Esperance state that predicting the repetition of abuse is necessary due to

the shrinking resources allocated lo child protective services (CPS) agencies in the U.S.

(198a, p. 21) The ultimate goal of prediction is, of course, f inding which incidents of

abuse or neglect are precursors of fatal child maltreatment.

The National Society for the Prevention of Cruelty to Children (NSPCC) in

Britain summarizes the contradictions inherent in predicting future harm to a child:

1. The quality ol data that would permit "obiective risk" to be calculated in child

protection work is not available lo workers in lhe field.

2. The designation ol "high risk" implies a compar¡son belween groups of famil¡es

rather than an absolute threshold.

3. Even if a threshold could be determined, ¡t would not be possible to predict which

"high risk" cases would, w¡thout intervention, culminate in serious abuse.

4. The fact thal workers are predicting other's people's behaviour, rather than

their own, increases the degree of uncertainty and the burden of responsibility.

(Paley, 1990, p. R-1-7)

There is validity in two of the points raised above. Data ls frequently missing,

or of a lower quality lhat what the worker would prefer to have when making decisions.

As a general principle, it is more difficult to predict the behav¡our of people whom we

know less well than we know ourselves. However, there are problems inherent in

designating lamilìes rather than situations as "high risk". The degree of risk varies

with the age and vulnerability of each child in the family and between dilferent

situations so a label of "high risk" has little meaning without reference to an external
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stândard rather than the functioning of "other families". The exislence of an "absolute

threshold" implies a degree ol precision in risk assessment that is problematic. lf a

situation rates below the "absolute threshold" are lhe children safe? ll is lhe failure to

act that carr¡es the most danger for families and workers. Most child welfare legislation

has some provision for the prevention of child abuse and neglect; efforts in this direction

should not result in penalties to workers as long as those efforts fall wilhin the

boundaries of mandated practice.

When considering lhe deaths of children from abuse and neglect, the ability to

accurately predict events 100% ol the time is the goal of workers in child wellare.

However, there are a number of factors lhat limit our ability to predict child

maltreatment deaths with precision. These include the complex relationship belween

variables such as the physical condition of the child, the timing and severity of the fatal

assault or neglect, the presence or absence of others who attempt to protect the child or

notify authorities, the quality and timing of emergency intervenlion, and other variables

particular to a particular situation or family. Research into the prediction of child

maltreatment latalities is limited, according to Balassone, by the tact that "Some

behaviours of inlerest to social workers, such as child abuse, mental illness, or out-of-

home placement, are unlikely to be amenable to short-term research." (1991 , p. 22)

Balassone suggests that an appropriate focus of research w¡th respect to child abuse is

behaviour lhat precludes an adverse outcome. (p. 22) This certainly applies to the

prediclion of child fatalities. Balassone warns that social work problems are seldom

atlributable to one cause and suggests that multifactorial models ol risk assessment will

prove lhe most useful in preventing adverse outcomes. (p. 22)

Knowing in advance which situations are likely to result in fatalities is an ab¡lity

that most child wellare workers would be happy to possess. lt may not be possible to

predict the death of every child that dies from abuse or neglect but having a "pattern" ol

the families on a child welfare caseload in which children are at r¡sk ot dying under a



part¡cular set of condit¡ons would assist workers in protecting children. These patterns,

when applied to lhe characteristics of people, are known as typologies; constituents of a

class or category who share similar characteristics. Just as the majority of people

apply the laws of prediction in their lives without much lhought to their formulation, we

also use typologies to ass¡st us in understanding people. This may be a positive or

negative reference with valid or invalid characteristics. The logical expansion of child

welfare knowledge about valid lypologies of caregivers who pose the grealest risk to

children would be into other systems that deal with ch¡ldren and their families. This

includes systems such as medicine, financial assistance (welfare), law enforcement and

education as these systems have contact with the majority of fatally maltreated children.

The issue of cultural relevance is raised with respect to r¡sk estimation

concerning lamilies of minority cultures. ln responding to suggest¡ons lhat specialized

risk assessment instruments be developed lor work with minor¡ty families, Carlos Sosa

warns that "...there is no ethnic group that is monolithic and thus a specialized risk

assessment linstrument] will not work wel¡." (1993, p. 205) The instrument is a

tool, not a template to be imposed over a situation. (p. 204) Risk assessment with

minority families sÌill requires the collection ol data to complete an instrument whose

results will be interpreted using the skills and judgement of the worker. Serious errors

in protecting children from reabuse will be made il workers label famil¡es by applying

stereotypical cultural descriptions presented under the rubric ol culturally sens¡tive

social work. An understanding of olher cultures may assist in lhe inlerpretation of risk

assessment resulls but will not change the r6ality of the caregiver's and the worker's

responsibilities under the applicable statutes. A child should not be entitled to more or

less protection under the law because of her racial, ethnic or cultural heritage,
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Understanding Risk Assessment Models

Balassone lists three criteria for a usable assessment tool; (1) the indicators

must predict a defined and measurable outcome., (2) the assessment tool should produce

accurâte predictions of the specilic outcome, and (3) the indicators must be factors that

are reliably and easily assessed in practice settings. (1991, p. 16)

The model for risk assessment that the NSPCC offers is attributed to Paul

Brearley (without further citat¡on) and is a seven point outline that guides workers in

identilying lhe cultural, racial and religious context, dangers and hazards (predisposing

and situational), family strenglhs and any addilional information deemed necessary by

the worker culminating in a case plan of "decisions" that the worker "feel[s] should be

taken". (p. R-1 -13) Despite this writer's exper¡ence in child welf are, it would be

difficult to assess risk using the information provided in this resource pack,

ln describing the process of risk assessment, Pecora et al. (1987) include in

the¡r list of responses required to complete an assessment a number of tasks that are

related to investigation, substanliation and case planning. This inclusion of tasks other

than the estimalion of risk under the rubric of risk assessment is raised by Wald and

Woolverton (1990) as one of lhe criticisms of current risk assessment inslruments.

However, Pecora et al. direct the attention of lhose agencies wishing to implement risk

assessment to the considerations lhat must be addressed in the process. These include

legislat¡on, administrative regulations, department policies, data collectíon

(investigation and recording) and pract¡ce considerations. (Pecora el al., 1987, p. 8)

Michael Wald and Maria Woolverton (1990) provide a thoughtf ul criticism of

risk assessment systems. They question lhe util¡ty ol the systems in use at the time ol

wr¡ting, citing major methodological def¡ciencies in their construction. (p. 483) Wald

and Woolverton argue that the legal standard for the removal of a child lrom her family

resls on the agency's ability to Þrove demonstrable harm or the high possibility of harm

based on current parent behaviour. The agency must present support for this position as
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the basis for risk assessment; the pred¡ction of the likel¡hood of the continuation ol

particular harmful behav¡ours by the parent. (p..485) Wald and Woolverton use as an

example of legal decision-making around r¡sk, the use of specif ic factors applied in an

actuar¡al manner, arguing that this provides more accurate prediclions than "well-

trained clinicians using clinical iudgement." (p. a85) lf this is the case, lhen poor and

minority families will be at a substantial disadvantage in the application of risk

assessment because of their over-representation in child welfare statistics. They also

argue that there has been no validation research of systems currently in use. (p. 486)

At the time of their writing, this was the case as there were a number of systems being

developed or implemented in Pennsylvania, Washington, Texas and other areas ol the U.S.

There have subsequently been reports of the effectiveness of these systems in the yearly

proceedings of the American Public Welfare Association's Fìoundtables on CPS Risk

Assessment.

Wald and Woolverton define r¡sk assessment as a process ol making a probability

statement regarding a future event. (p. 486) They emphasize that "a risk assessmenl

instrument should look at the theoretical justifications and the empirical evidence

supporting the validity of lhe predictive lactors used in the instrument." (p. 487) The

issue of proxy variables is raised in reference to a history of criminal behaviour in the

parents and the number of previous CPS referrals concerning the family as Wald and

Woolverton state that theses two variables are predictive of reabuse. Proxy variables

represent unknown variables lhat are actual¡y causal variables. (p. 488)

Another concern raised is the use of predictive factors for varied decisions such

as substanlialion, lhe type of service to be provided (including the removal of children

from their homes), resource allocation, data collection for statislical analysis, the

decision to relurn a child, or iniliate a petition to terminate parental rights. They

correctly point out that these are different functions and that different decision making

crileria should be applied, some based on law and others on clinical judgement. (p.489)
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Effective risk assessment systems, according to Wald and Woolverton must meet

the following cr¡teria:

1. The function of the instrument should incorporate lhe use of known information

aboul a given person or situation to est¡mate lhe likelihood that lhe person will

engage in particular behaviours in lhe future.

2. Factors must be measured accurately.

3. The legal mandate of the agency w¡th respect to the preservation and reunification

of fam¡lies must be considered in evaluating an instrument's utility in protecting

children from reabuse. lf there ¡s a requirement to intervene in the least

obtrusive manner, then the instrument must assist in that task by defining risk

with precision.

This consideration of mandated reunif¡cation is not really an issue of risk

assessmenl but rather one of case planning. A risk assessment instrument is useful in

estimating the likelihood that the child will suffer further harm if no intervention is

provided. lt can also be used al the time that a child may be returned to reevaluate the

family's situalion to determine if there has been a reduction of risk, but the instrument

cannot provide a point at which a child should be removed. That is a decision made on the

basis of applicable statutes, policies and available resources.

Wald and Woolverton state that instruments must be able to identify the

l¡kelihood of reabuse "gìven specifìc ¡ntervent¡ons" as it is only with the provision of

serv¡ces, trealment or monitoring that risk posed will be altered. (p. 491) Without

implementing the interventions and then measuring change affer a per¡od of service, it

is impossible to tell whal the elfect of the availab¡lity of intervention would have on the

level of risk to the child. All thal a worker can do is assess risk and then select the

intervention for the parents ol' ."r"gìu"r. that she believes, based on rational

considerations, will offer sufficient protection against reabuse for the ch¡ld.
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The best predictive inslruments will never be completely accurate and lhere is a

trade-off that limit¡ng false positives will increase the proportion of false negatives. (p.

492) Wald and Woolverlon warn that the final decisions are based, in part, on the

assessor's values and a risk assessment system 'merely lries to quantify the risk" and

that il is "critical" to acknowledge that "the ultimate decisions involve value

judgements". (p. 492) There are other limitations in risk estimation systems. One is

imprecise measurement in terms of what is meant by Low, Medium or High risk.

Research by Sigurdson and Reid (1992) into the assessment of severity of CAN incidents

by child welfare workers in three Canadian provinces illustrated a high level of

agreement among workers. Scenarios from practise situat¡ons were used to determine

the workers' perceptions of comparative levels ol severity of dilferent acts ol child

abuse or neglect. The level ol agreement as evidenced by correlations of 0.8 was h¡gh,

leading them to conclude that the level of measurement was ordinal rather than nominal.

It is possible to test the assessment of risk by child welfare workers in the same

manner. (G, Reid, personal communication, 1993)

Other limitations ol risk assessment systems include lhe lack of empirical

knowledge about reabuse by parents with respect to which factors are mosl uselul for

determining the risk of reabuse. Wald et al's. suggestion that prospective research into

reabuse be conducted by following a group of famil¡es known to have abused children to

determine if they engage in such behaviours again (1988, p. 129) is not acceptable

when studying fatal maltreatment or serious injury to children. Wald et al. state that no

studies have examined the impact of services in reducing risk (1991 , p. 497); he

appears to have forgotten the results of his own research into the outcomes for children

who received traditional child welfare services, family preservation services or fosler

care serv¡ces. His thesis was that children would benefit from remaining in their homes

and receiving intensive services designed to keep the family together. He reporls

improvement for the children in foster care despite their expressions of longing and
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gr¡ef over the separation from their parents. (1988, p. 129) He also describes the

continued abuse and reject¡on experienced by the 'at home' children as they were

reporting beatings, threats and rejection. Although Wald qualif ies the benef its of loster

care, thesê children fared better lhan most of lhe children left al home. (pp. 115-116)

Concerns about the quality of his research include methodological deficiencies, small

sample size, imprecise def¡nitions of foster care and no pre-test measurements of the

children's condition before the study. Therapy in one family was focused only on the

child with the result that he became more compliant at home but experienced a

deter¡oration ol his previously happy social relationships and school life. (p. 128) As

the child had been physically abused and neglected, lhe decision lo "fix" him and not his

mother is incom prehensible.

Wald and Woolverton raise the ¡ssue of "cut poinls" at which an accumulalion of

factors causes a r¡se in the level of risk. The issue of whether or not factoÍs are additive

in predicting increased risk is also a consideration in the assessment of risk. They

believe that the factors In current instruments are intercorrelated. (p. 495) A recent

study by Wright (1995) using factor analysis revealed clustering of variables into

factors associated w¡th chronic child maltrealment. Wald and Woolverton believe that

the use of one instrument to predict different types of maltreatment is of concern given

the lim¡ted evidence that different laclors may be predictive of dillerent types of

behaviour. They also raise the quest¡on of interraler reliability as a problem with many

inslruments. (p. a95)

Another issue raised by Wald and Woolverton is the prediction of how a parent

with a particular risk profile will respond to trealment. (p. 496) Since this is nof an

issue of risk assessment with respect to ieabuse, it is difficult to see why it should be

included in a risk assessment instrument. The impact of treatment on the attitudes and

beliels of a parent can be measured using a risk assessment instrument to compare the

earlier measurements with change that has taken place after trealment rather than
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change that might occur given a particular type ot treatment. However, the selection of

lreatment modalities is not part of the assessment of risk.

Wald and Woolverlon observe lhat "it is reasonable to look al sever¡ty of the

present iniury and assume that past behaviour is the best predictor of future

behaviour". They also recommend the careful definition of a taxonomy of injuries

graded by seriousness. (p. 500) The assessment of parents' attitudes toward agency

involvemenl as a prediclor of risk is not recommended as it may be misleading or

inaccurately assessed at the point at which a decision is being made to leave or remove a

child. (p. 501) Desp¡te their crit¡cisms of risk assessment research in 1 990, Wald and

Woolverton support the concept of assessing r¡sk and urge that more empir¡cal research

be conducted to confirm the validity of predictive factors. They warn lhat risk

assessmenl may be seen as a way of allocating scarce resources or limiting l¡âbility due

to incompetent personnel. This is a valid concern in today's economic climate. Wald and

Woolverton stale that worker judgement is an important component in the use of risk

assessment systems iust as worker competency and training is crit¡cal in data collection

lo increase the validity of predict¡ons, (p, 503)

A comparison of eighl risk assessment systems can be found in a four volume set

commissioned by the National Child Welfare Resource Centre for Management and

Administration in the U.S. ln outlining lhe background to current risk estimation

systems, Palmer (1988) slales thal earlier models focused on contr¡butory risk areas

such âs psychopalhology, personality defects, parenling abilities and the quality of child

care provided by the parent. Polansky's Childhood Level of Living Scale is one such

model as is the Child Abuse Potenlial lnventory developed by Milner. These systems

attempt to differentiate between maltreat¡ng and non-maltreating parents. (p.3) More

recent models have an ecological orientation to risk assessment, taking into

consideration the "entire pattern of interactions between the child and the lield of

influences that contribute to child abuse and neglect." (p. 4) This includes information
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about the child, the carelaker or parenl, the family system, the particular

maltreatment, the availability and quality of social support, characteristics of the

perpetrator and intervenlions attempled,

A review contained in the second volume of the series focuses on the domains

under which the most commonly assessed variables lall. (Marks, McDonald, Bessey and

Palmer, 1989) The domains and variables contained in the eight instruments examined

include: the child (16 variables), the parent or caregiver (21 variables), f amily

character¡st¡cs (10 factors), environment (19 factors), characteristics of lhe abuse or

neglect (17 variables), parent-child interaction (5 var¡ables) and perpetrator's access

to the child (16 variables). Seven of the eight models include lhe perpetrator and/or

parent's cooperation with the agency as a variable in assess¡ng risk of reabuse. (p. 7)

The consistency of parental discipline is assessed in four models (p.8). This is a

potentially important variable given the characteristics of rage-triggered fatal attacks

on young children. The parent's capacity 10 prov¡de care for the child and the quality and

quantity of support for the principal caregiver are the lwo most commonly assessed

variables across the eight models. (p.9) The Child Well-Being Scales developed by

Moses and Magura are cited as the most frequently used basis for agency-designed risk

assessment systems. (p.22). The Child Well-Being Scales were designed lo measure the

degree to which a child's needs are met by the parents. They were not designed as a risk

assessment inslrument yet are very popular despite their length and the degree of detail

involved, (p. 22) Marks et al. state that, of the eight systems studied, less that 50% of

variables used have been empir¡cally tested or validated and lhat most of the instruments

remained unlested ãt the time of writ¡ng. (p. 26)

Reid (1993) explored some of the problems in the application and interprelalion

of r¡sk essessment research. Beside the usual threats to internal and external validity,

researchers face difficulties in tesling new syslems because of the absence of control

groups. (p. 85) The use of a control group would be unethical âs a group of âbused or
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neglect chi¡dren would be denied services lo determine if lhe outcomes of risk

assessment (what kind of future harm and to what degree of sever¡ty) were accurate.

Another problem is the possibility that, because of the teaching of similar paradigms of

human behaviour in social work education, expert iudgement may not be valid as a means

of testing the valid¡ty of instruments. Th¡s would mean lhat, rather than the assessment

of risk being valid, agreemenl is a result of reaching standardized conclusions because of

the standardized perceptual screens of both researchers and workers in child welfare.

(p. 85)

To conduct research that is both ethical and accurate, Reid recommends lhat data

on non-mallreating families be collected to comprise one end of a continuum of

maltreatment while data lrom coroners' liles on child maltreatment deaths be coflected

to represent the other extreme. Non-fatal cases of abuse and neglect would fall in

belween. Reid's expectation is that patterns would emerge when comparing cases at

differing levels of sever¡ty with the data from non-maltreating families and coroners'

files families. (p.86) These patterns would be typologies of families and could present

themselves in three possible combinations,

1. A single predominant characteristic differentiales maltreating from non-

maltreating families. lf lhis is lhe case, differing degrees of the character¡stic

would indicate levels of danger to the child. The example that Re¡d uses ¡s lhe

presence of a severe psychosis evidenced by aggression toward children,

lndividuals who murder children would experience the highest level of such a

psychosis and non-maltreating families would be expected to be free of ¡t.

2. Clusters ol characterislics w¡th a linear relat¡onship emerge to distinguish

maltreating from non-maltreat¡ng families. These factors would be interrelated

and "would have an additive effect in causing d¡slocation to family systems and lo

individual personalities" and increasing degrees of severity of harm to lhe child.

p. 86) The example cited is a family which uses corporal punishment and stays
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within the legal limits until environmental cond¡tions change (unemployment,

alcoholism, social isolation, etc.) then the punishment changes and becomes

physical abuse of a child.

3. Clusters of characterlstics with a non-linear relationship are identif ied as

causes of maltreating behaviours. Reid warns that this pattern would be

problematic as the analysis needed to confirm such a pattern would require the

use of a methodology derived from complexity theory. This analysis requires

large quantities of "very clear" data. The nature of the field of child welfare

makes the collection of such data e)iilremely d¡fficult. (p. 87)

Using case typologies derived from patterns discovered through data analysis

would permit workers to compare an existing case to available typologies. The closer the

pattern of the existing case to the lypology, the more the worker will know about the

probable outcome for the family if no intervention is provided. Sexual abuse cases,

physical abuse cases, neglect and emotional abuse cases (and combinations of these four)

would be distinguished by d¡fferenl typologies as would the differing levels of severity of

each typology. Child deaths from abuse or neglect would be expected to ditler from cases

of lower severity, Reid states that the most significant factors in creating typologies

appear to be the vulnerabilily of the child to abuse and neglect, the probable severity of

â future reoccurrence and the probable reoccurrence of such an incident. "The

characleristics of child homicide will probably differ greally from situat¡ons where the

potential damage to lhe child has been less crit¡cal as would occur when a child was

occasionally spanked and lhis resulted in lasting bruises. (p. 88) Reid warns that if

such patterns cannot be identilied, risk assessment in child welfare is not viable. "lf we

cannot specify the parameters ol risk and the empirical evidence for their viability we

have no objective, rational foundation for our decisions." (p. 88)



CHILD MALTREATMENT FATALITIES

The initial task in studying child maltreatment fatalities is to correctly classify

deaths due to abuse or neglect. lt has been estimaled that up to 85% of abuse and neglect

deaths are systematically incorrectly identified as accidental, disease-related or due to

other causes. (Mcolain et al, 1993, p.342) Those abuse deaths which are of interest lo

child welfare are the result of overt acts of violence by the caregiver against lhe child

while neglect deaths generally fall into two broad categor¡es, including (1) neglect of the

child's physical safety and care and (2) neglect of the child's emotional developmenl.

Physical safety and care neglect includes the following dimensions: medical,

supervision, nutrition, clothing, hygiene and shelter. Emotional development neglect

includes affective neglect, failure lo seek lreatment for psychological disability of the

child and lailure to meet the child's cognitive or developmental needs. (Reid, Sigurdson,

Christianson-Wood and Wright, 1994, p. 6) Fatal child neglect f requently falls into one

of two types: (l) supervision neglect in which a parent or caregiver is absent at a

critical moment and the child is killed by a suddenly arising danger and (2) chronic

neglect where the child's death is caused by more slowly building problems which have

an adverse effect on the care of the child. (U.S. Advisory Board on Child Abuse and

Neglect, 1995, p.11) An example ot the lormer is lhe death of an unattended child in a

house fire or a bathtub drowning of an infant whose caregiver lelt the ch¡ld alone in lhe

tub while an example of lhe latter is lhe child who dies of malnutr¡tion or as a result of a

lack of medical care for a chronic condition. Fìeder, Duncan and Gray (1993) describe

another type of chronic neglect ¡n which the child is depr¡ved over a relatively long

period of time yet the acute fatal episode is one of extreme v¡olence. They suggest that

the fatal assault may have been triggered by the child asserting her presence and needs.

(p. 46) Another type of latal chronic neglect described by Reder et al. involves children

who are victims ot chronic neglect and die in accidents that were avoidable w¡th better
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care. The examples cited include a ch¡ld who drowned after running away from a home

that was both abusive and neglecting and a child who died of burns when left unattended

by her mother. The latter lamily had a lengthy history of severe, chronic neglect of all

the children yet they were left with the mother who repeatedly demonstrated her

inability to keep lhem safe or tend lo their basic needs. (p. 47) A final type of fatal

neglect is described as the "not exisling" lype of neglect in which children were conlined

in bedrooms for lengthy periods dur¡ng which they experienced malnutrition and/or

hypolhermia, some of them eventually succumbing and dying. Others were ignored for

extended periods then physically abused when the parents "noticed them". lnquiries

about them by professionals were met with denials that the children were in the house or

by excuses that they were ill with an infectious illness and could nol been seen. For

their parents, these children ceased to exist as their attempts to gain food and nurturing

were disregarded. They were ignored bolh physically and psychologic ally. (p.47-48)

Susan Zuravin's observal¡ons on d¡fficullies in defining physical abuse and

neglecl are helpful in thinking about the definitions needed for classification of deaths.

Problems arise when the operational definitions of two or more categories overlap, when

different definitions are used for one calegory ol maltreatmenl, or when there is a

faiiure to assess for the presence of other maltreatment types than those being studied.

(1991, p. 100) Zuravin's focus on the definition of physical abuse and neglect is for

research purposes, for w¡lhout common definitions it is difficult to integrate findings

across stud¡es. This is particularly true with respect to child neglect as there are fewer

research etforts directed at understanding neglect despite its greater prevalence. The

division of categories into subtypes is an important component of a system of

classification as are conceptually clear definitions for each category and sub category,

The unique character of each category must be maintained by ensuring that one cr¡terion

differs for each category or sub category. lt is also importanl that the behav¡ours which

are cr¡teria for categories are measurable and observable. This includes the degree,
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frequency and duration of the behav¡ours. When these conditions are met, it ¡s possible

to ensure high levels of inlerrater reliability with respect to correctly categorizing

child maltreatment. lt is important also, that there be a purpose for the definition and

lhat this be explicitly stated by the researcher. (p. 103) Aber and Zigler (1981, cited

p. 104) recommend that definit¡ons be broadly tormulated w¡th the nature of caretaker

acts rather than child outcomes being the main classifying principles rather than

etio¡ogy or sequelae. Mccee and Wolfe (1991 , cited p. 104) observe that it is

inherently tautological to construct definitions that focus on outcome when the purpose

is to determine the ¡mpact of specific parenl behaviours on child adjustmenl. This

principle holds lrue for efforts lo define child maltreatment fatalilies as the outcomes

are uniform but the behaviours that lead to the outcomes are linked to particular types

of mallreatment. The operational definitions lor the subscales thal comprise lhe

Manitoba Risk Estimation System developed by Grant Reid and Eric Sigurdson are based

on this foundation with the degree, frequency or duration of behaviours rated by using

the different subscales.

The age grading of operational criteria is another important consideration in

delining child maltreatment according to Zuravin. The age and developmenlal stage of the

child should dictate the specif ic parent behaviours used to operationalize maltreatment.

(p. 106) This concept is expressed in the Manitoba Risk Estimation System (MRES) as

the vulnerability of lhe child to further acts of abuse or neglect by the parent and takes

into account the child's chronological age, developmental stage and any physical, mental

or emotional handicaps that would affect the child's ability to act to protect herself by

leaving the situation or seeking protection from harm.

Abuse deaths are the result of overt acts of v¡olence including excessive and

inappropriate physical force by the caregiver against the child while neglect deaths are

the result ot omissions in care of the child by the parent or lhe failure to adequately

perform parental dulies. These acts of commission or omission are "judged by a
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combination of community values and professional expertise to be inappropriate and

damaging" according to a mixture of community values and professional expertise

(Garbarino and Gilliam, 1980, p. 7) Zuravin states that "a search ol the research

literature for definitions revealed many for physical abuse but few for physical

neglect." (1991, p. 107)

One of the considerations in developing definitions of abuse and neglect is the

consequence of the parent's behaviouÍs on the child. The first concern ¡s whether or not

demonstrable harm or endangerment is required to label the maltreatment as abuse or

neglect. The difference is an important one as the demonstrable harm standard requires

that the child has already been injured or impaired in order to be judged maltreated. The

endangerment standard which requires that "the act need only increase the child's rlsk

of injury or impairment" focuses on perpetrator behaviour. (p. 108) The second issue

pertains to endangermenl and addresses the problem of the immediacy and the degree of

endangerment. Accord¡ng to Zuravin, the neglect def¡nitions that she surveyed use

endangerment as the minimum criteria and operationalize this, with little variation, as

"serious omissions in care-those that have a very high likelihood of resulting in

immediate and lairly severe consequences." (p. 108) For research purposes, Zuravin

believes that endangerment, rather than demonstrable harm is the best standard ¡n

determining the longer-term impact on abuse and neglect on a child's cognitive, social

and emotional adjustment, (p. 110) Zuravin and Taylor (1987) developed the

fo¡lowing definition of supervision neglect as a part of a defin¡tion of child neglect for a

research project for the U.S. Department of Health and Human Serv¡ces

"Supervision [neglect]: inadequate supervision of child activ¡ties both inside
and outside of the home-parent is in the home with the child but is not
monitoring the child's act¡vilies closely enough to keep the child from
behaving in ways lhat could have negative consequences for the child, others,
and/or property or parent is nol awâre enough ol the child's activ¡ties when
he/she is out of the home to assure lhat the child is not at risk for negative
personal consequences or engaging in behaviours that could harm olhers or
other's property; includes truancy, being consistently late for school and
failure to enroll in school; Age-Graded."

(Zurav¡n and Taylor, 1987 cited in Zuravin, 1991, p. 112)
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This delinition, with the age-graded criteria referred to in the quotation, is

among lhe most comprehensive of the delinitions ol neglect. reviewed by this wr¡ter in

the course of preparation for this thesis. For example, Zuravin and Taylor state that,

for the purposes of supervision neg¡ect, children under 7 years of age playing outside

the home w¡thout superv¡sion can be considered to be neglected and children under lhe

age of I years should not ever be left unattended in lhe home, (p. 125, 126)

ln consider¡ng subtypes of physical abuse, Zurav¡n proposes that disc¡pline

behaviours be considered separately from lhose physically abusive behaviours that are

"episodic and due to explosive behaviours". (p. 116) ln considering the question of

intent and culpabil¡ty, Zuravin bel¡eves that neither should be used as a criterion for

definition of abuse or neglect. First, it is difficult to operat¡onalize such terms. Second,

"it would be unwarranled to eliminale from the definition behaviours that are

unintended, behaviours for which the parents are not culpable or behav¡ours that are

provoked" as the intent of these definitions is to determine the elfects of caregiver

behaviours on children. (p. 121). This is also an important point in risk research, as

the parent may not have intended that lhe child drown, but by not closely supervising the

child near water, the effect of such behaviour is that lhe child drowns. Third, Zuravin

cites the results ol research by others which has found that "neglectful families are

significantly poorer with respect to material things...than their comparably poor

counterparts." (p. 121) She interprets this to mean lhat:

"the neglectful mother's housing and sanitary problems are not a reflection
of her poverty...but, rather, a reflection of her poor manâgement of financial
and olher material resources. lf, in fact, lhese problems are due to poor
management, then they are involved in the et¡ology ol certain lypes of
neglect." (p. 1 21)

While this may seem a harsh judgment of poor mothers, it fits with Alfaro's statement to

the U.S. Advisory Board on Child Abuse and Neglecl that the major¡ty ol poor people do

not neglect oÍ abuse their children. (USABCAN, 1995, p. 122) lf Zuravin ¡s right, then
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there is something about neglecting mothers that is qualitatively or quanlitat¡vely

different from their non-neglecting counterparts. ldentifying this difference would

assist in assessing future risk for children who have been neglected.

ln an article commenting on a proposed nalional definition of abuse and neglect,

Rycraft (1990) argues that this more restrictive delinition would have "little effect on

case substantial¡on or fatality rale[s]". (p. 19) The definition, developed by the

National Associat¡on of Public Child Welfare Administrators, would include a qualitier of

"serious or substantial harm; the inclusion of emotional abuse or mental injury; and the

exclusion of poverty-related neglect, general medical neglect and educational neglect."

(p. 17) The inlent of the definition is to increase substantiat¡on rates and to devolve

aspects of current CPS investigations and caseloads onto other agencies, specifically

those which deal with poverty, education and child health. The risks that Rycraft

foresees are related lo the serious or subslantial harm qualifier and the exclusion of

poverty-related neglect. Wilh respect to physical abuse and physical neglecl, the

qualifier would eliminate service to children who had suffered "moderate" injury which

accounted for 60% of reported children while serious abuse accounted tor only 10%.

Abuse or neglect by individuals outside the family, including baby-sitters, teachers or

coaches, as well as maltrealment by strangers, would be deal w¡th through the crim¡nal

iustice system. (p. 15) Under this definition, teenage parents would be referred to

other child welfare agencies outside the CPS system for service "due to their high risk

for abusive and neglectful behaviour". (p. 15) Many sexual abuse cases would be denied

service because the qualifier of harm and the definition of perpetrators as family

members only would direct most referrals to the crim¡nal iustice rather than the child

welfare syslem. "Given the cyclical and escâlating nature of abusive behaviour, such an

outcome is particularly troubling." (p. 20) This is a leg¡timate concern when the

events that lead up to child fatalilies are considered. lf service is denied until ¡njuries
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are "serious" whatever that means, then infants in part¡cu¡ar might not survive a

further assault.

When poverty-related neglect is excluded, Rycraft believes that "the social and

cullural context and effects of poverly-related neglect" would be ignored. The result

would be to ignore neglect lhal spr¡ngs from the dynamics of poverty. ln citing Wells,

Rycraft states lhat "a restrictive definition may result in the systemic neglect of

children at r¡sk." with little effect on the problems of CPS. (Wells, 1985 c¡ted in

Rycralt, 1990, p. 20)

Swift's critique of the policies and practices targeting child neglect in child

welfare pract¡ce focuses on the definition of child neglect by the child welfare system.

(Swift, 1995) The debate is belween broad definitions of endangerment that permit

wide discretion in protecting children as opposed to narrower definitions to protect

parents and children from intrusion ¡nto their lives by authorities. (p. 68) Other

definitional issues include defining neglect according to a standard of good care versus lhe

current standard of minimum acceptable care. "While scholars debate the desirable

detinitional breadth of neglect, the actual standard ot care enforced through the present

system is desperately low-surely well below any minimum slandard scholars would

care to commit to paper." (p. 87)

Responsibil¡ty for the care of children is assigned to mothers and culpability for

all problems falls upon mothers, also. Assistance is not provided until the situation has

become a chronic problem or an incidenl such as unattended children represents an

immediate threat. Mothers are judged as needy or immature if they do not put lheir

children first, yet there is no such onus on fathers to remain involved with children at

the expense of the¡r own l¡ves. Furlher, lathers are excused from ongoing

responsibility for parent¡ng.

"Although many of the fathers of children in neglect cases have
completely abandoned caring work, linancial support, and even occasional
contact with their children, the category neglect directs us not to perceive
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these omissions as 'ch¡ld neglect'; the category asks us instead lo direct
attention to the quality and consistency of the mother's contr¡bution,
attention that helps to reproduce gendered social divisions."

(p. 17s)

Swift is particularly critical of the practise of child welfare with native

families. She argues that cultural differences with respecl to child care and child

rearing expectations are not reflected in practicê. She states that treating native

families as any olher families promotes lhe disappearance or dilution of their history

and background as well as accept¡ng that lhe knowledge, understandings and experience of

the dominant culture are adequate and best for all families. (p. 136) Given the

multicultural nature of Manitoba and indeed, Canada, lhis argument logically should be

extended to alf ethnic and cullural groups, All immigrants face the dilut¡on of their

history and background by the "dominant" society. Sw¡ft cites the preamble to the Child

and Family Services Act of Manitoba as supporting the principle of least intrusion into

the family except when children must be protected from "actual harm". (p. 44)

Should the devaluation of the lives or safety of female children in other countries

be accepled as "cultural" and sacrosanct in Canadian child welfare practice when these

ethnic groups settle in Canada? lf clitorectom¡es are accepted pract¡se in certain

cultures, should the practise be permitted for some Canadian children and not for

others? The "dominant" culture may judge this procedure as "actual harm", but in

some cultures it is deemed essential in producing female children who are valued as

wives. Are some children entitled to less protection because of the ethnic origins of

their parents? Who decides what "culture" is and is it static? Are all cultures adaptive

and functional or do exper¡ences of prolonged violence and discrimination produce

elements of dysfunct¡on that begin lo be accepted as normative? The careless use of

poorly formulated pol¡cies on culturally relevant practice carry their own risk for

children and families.

The application of extelnâ|, "middle class" standards of conduct and hygiene to

lhe mothering work of women in assessing child neglect is another issue of concern for
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Swift. (p. 118, p. 177 , p. 1 15) She believes lhat much ol the applicat¡on of societal

standards of mother¡ng is unreasonable, Swilt argues against the imposition of societal

controls on mothers in many areas of child care (p. foa) yet states that the chronic

nature of child neglect is the legacy of the least intrusive policy ¡n ch¡ld welfare. (p.

'147) ln general, members of society are subjected to external standards in many

acl¡vities. Owners of eating establishments must mainlain standards of cleanliness as

must hospitals, schools, slores and so on, Motor¡sts must conform to external standards

in the basic maintenance and operat¡on of lheir vehicles. Standards of conduct in the

workplace are enforced through labour, salety and sexual harassment legislation.

The debate over the philosophy of chifd welfare intervention w¡th respect to lhe

research defin¡tions of neglect becomes moot in the front line practise of child

protection. Swift agrees that the circumslances under which many workers attempt lo

serve families is not conducive to careful planning and rellection. lnstead, the

atmosphere generates worry and fatigue as workers attempt to balance meeting the

demands of clients and the syslem against the effort required to assess risk to lhe

children on lheir caseloads.

Naturally enough, workers are often anxious about their decisions-they
know they are affecting people's lives. They worry about being really wrong,
about being 'responsible' for an injury lo or death of a child, and they dread
seeing lheir own names in the newspaper in connection with some horrible
misrake." (p. 65)

The concerns that Swift raises with respect to assigning virtually sole

responsibility for child neglect to mothers, particularly single mothers, are valid. She

recommends that community interventions be developed to vital¡ze the extended care of

children in neighbourhoods and kinship groups so as lo fill in the gaps in child care by

mothêrs. Workers âre advised to "work differently" by using the¡r knowledge of the

system lo "manoeuvre" for clients' benefits. Social worker educators, researchers,

academics and workers are urged to "know differently" by considering her analysis of
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child welfare policy and practise and by br¡dging policy and practise. (pp. 185-186)

Unfortunately, the solutions that she offers may be lost in the realities of child welfare

practise in times of financial retrenchment and the "reform" of social institutions by

increasingly conservat¡ve governments at the national and provincial level.

Canadian Child Fatality Studies

At present, there are no adequate Canadian statistics on the ¡ncidence ot child

abuse and neglect deaths although the recognition ol the lack of such data has been

instrumental in the formation of a lederal-provincial working group on child and family

services information. (Federal- Provincial Working Group, 1994, p. 5) lt is possible

to obtain data on how many chifdren have died as a result of physical abuse (including the

cause of death and the relationship of the perpetrator to the child) if the death has been

classified as a homicide, However, there are no national statistics on deaths due to child

neglect. (Karen Rogers, Cãnadian Centre for Justice Statistics, personal communication,

June 19, 1995)

The Canadian Centre for Justice Stat¡stics, based in Ottawa, tracks crime in

Canada. Using a computerized data system called the Uniform Crime Reporting (UCR)

Survey and data voluntarily submitted by law enforcement agencies across the country,

the Canadian Centre tor Justice Statistics produces a national count of homicides of adults

and children. The most recent publication of these stat¡stics in conjunction with

Statistics Canada is contained in Family Violence ¡n Canada (1994) and includes data to

1992, The UCR Survey includes data from 51 police agencies and represents 30% of all

reported crimes in Canada. (p.62)

A Canadian study of the incidence and characteristics of child deaths from abuse

and neglect was authored by lawyer Corrine Robertshaw in 1980 and presented as a

discussion paper in March of lhat year to a government and private sector meeting on

child abuse. lt was published in 1981 by lhe Soc¡al Service Programs Branch of Health
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and Welfare Canada. Robertshaw's report locused on 54 child deaths that occurred in

Canada during 1977. No reports from Quebec were available for inclusion in the study

and there were no reported child abuse or nedlect deaths in Saskatchewan during that

per¡od. Robertshaw eslimated, based on rates in provinces of similar size, that the

missing data lor Quebec and Saskatchewan would have provided 20 and I deaths

respect¡vely to produce a national total of 82 lor 1977. She further qualified this total

as an underesl¡mate because of the lack of specialized investigat¡on inlo the circumstances

surrounding child deaths of questionable manner and cause. (p .29)

An examination of Robertshaw's estimate of nalional incidence rates for abuse,

neglect and child abuse and neglect deaths reveals that in 1977 lhere were no common

definitions of child abuse and neglect between provinces and territories. This lack of a

national delinition continues loday and can be ascribed to the prov¡sion of child welfare

services under provincial stalutes. As a result, the definition of what constitutes abuse

and neglect var¡es w¡thin Canada as does the tracking of the incidence of child

maltreatment at the prov¡ncial and territorial level. Consequently, there are currently

no accurate nat¡onal statistics on the incidence of child abuse and neglect fatalities in

Canâda.

ln her study, Robertshaw detailed the process of classifying a child maltreatment

death. The first step ¡nvolves the identificat¡on of the dealh by the attending physician or

anyone hav¡ng knowledge of a ch¡ld death where the reporter believes the death to have

been a result of "violence, negligence or other circumstances that may require

investigation." (p. 30) The case nexl proceeds to the local coroner under the Coroner's

or Fatalities lnquiries Act which is a provincial or territorial statute. Under lhe lerms

of this leg¡slation, the coroner must decide if there is any reason to proceed further with

investigation of the death. ln 1980, not all local coroners were physicians and fewer

still had any specialized lraining in lorensic pathology. ln provinces with a chief

coroner, any local coroner who decided against holding an inquest after such a report
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relerred his findings to the chief coroner who has the authority to order an autopsy, call

an inquest, request the police to investigate further, or accept the report of the local

coroner. (p, 30) The expert¡se of the coroner or medical examiner and the pathologist

delermines both lhen and now whether or not the death is âccurately classified. The death

cert¡ficate contains information on the immediate cause of death and the antecedent cause

as well as any significant conditions contributing to the death. A completed death

certificate is necessary for an investigation lo commence or an inquesl to be ordered. lf

lhe circumstances are not adequately ¡nvestigated or understood, the child abuse and

neglect (CAN) death may be classified as due to a natural process or an undetermined

cause. ln this way, a child could die of respiratory failure yet still have been the victim

of prolonged abuse or neglect. ln some cases, deaths were recorded as due to undetermined

cause and undetermined manner, acknowledging that the coroner does nol know

definitively what caused the deaths. Even when an investigat¡on later reveals that a death

was due to abuse or neglect, this information might not be updated on the death cert¡ficate.

Bobertshaw believes that the international classification system used to record deaths for

Stat¡stics Canada does not adapt itself to the behavioural antecedents of a child death.

(p.32) This belief is reinforced in more recent literature concerning the epidemiology of

child fatalit¡es. (McClain et al., 1993, p, 342)

Robertshaw's examination of CAN deaths in 1977 drew from various sources;

coroner's files, police records, court records, crown prosecutors, provincial child

protection registries and newspaper accounls. (p. 29) lnformation on the 54 child

deaths studied includes the following data on the child victim: age, sex, previous injuries

or neglect, custody arrangemenls, prenatal information, birth weight, health or

developmental problems, siblings, race and cause of death. Caregiver and perpetrator

characteristics recorded included age, employment slatus, level of education, history of

criminal charges and substance abuse. Robertshaw classified the circumstances of the

children's deaths into six categories: 1. the caregiver is unable to cope or does nol
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respond to child's demands; 2. the caregiver fatally assaulted child while punishing her;

3. severe depression of the caregiver; 4. the caregiver is angry about estrangement from

partner; 5. the caregiver did not seek any medical assistance for the child's birth; and

6. unclassif ied circumstances.

The provincial child protection registries listed only 29 (54'/.\ of these dealhs as

child maltrealment deaths. (p. 101) Filty-six percent of the families had current

involvement with child prolection authorities, other social serv¡ce agencies or

professionals (doctors, psychiatrists, etc,) at the time of the children's deaths. Th¡rty-

two percent of the 50 families in the study were involved with child protection agencies

at the time of the children's deaths.(p. 102) Criminal charges were laid in 37 cases w¡th

convictions oblained in 27 cases. Three of the accused were convicted of murder,

fourteen of manslaughter, four of assault causing bodily harm, four ol criminal

negligence causing death, one of failing to provide the necessaries of l¡fe and one of

infanticide, the murder of a child by a mother during the post partum period. (p. 106)

ln l0 ot the 54 deaths in which no charges were laid, outcomes included the suicide of two

caregivers responsible for three deaths, a death previously classified as SIDS was

confessed to by the caregiver as a deliberate suffocation, three deaths were listed on child

protection regislr¡es, one was listed as a homicide on the death certificate and two were

classified by Robertshaw as children in need ol protection at the time of death. (p. 106).

Robertshaw reviewed coroner's liles of child deaths in Saskatchewan lor 1977 as

there were no child deaths attributed lo abuse or neglect in the province for lhat per¡od.

Eight children died in circumstances suggesting that they were in need of protection at the

time of death. Among the 37 SIDS dealhs were five that did not fit the necessary diagnosis

of exclusion. These included: 1. a three month old child that died with ¡ts head stuck

between crib bars, an abrasion on the head and blood on the bars, 2. a five month old child

lound dead on the floor under a sleeping parent the morning after a drunken party, 3. a

three month old who sutfocated after becoming wedged between a mattress and a wall had
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autopsy ev¡dence of ¡nterstitial pneumonia (the child had been apprehended as in need of

protection and returned to its mother at her request),4. a three month old ch¡ld with a

scalp hematoma who died of respiratory failure due to pneumonia (the scalp hematoma

was not lhe ultimate cause of death) and 5. a four month old who died in ¡ts crib with

pressure marks around lhe mouth and nostrils; a piece of what appeared to be facial

tissue found near the mouth at autopsy. No other marks ol violence were found.

Three more deaths were classified as accidental; the first was an 18 month old

child, in the care of mother's male partner, who allegedly drowned accidentally in the

bathtub but had numerous superficial abrasions lo the head, neck and shoulders. The

second was a two year old reported to have fallen out of a window yet with no external

injuries consistent with a fall. The cause of death was attr¡buted to oxygen def¡ciency,

pneumonia and traumatic rupture of the small intestine. There was evidence ol healed rib

fractures. The third death was a four month old child who died as the result of a severe

head injury. The father was in charge of the child and he denied all knowledge of the cause

of the injury and stated that the child musl have fallen out of its crib. There was no

evidence ol any earlier lrauma and the death was classified as accidental. There was no

police investigation. (p. 108)

ln considering deaths that are misclassified as accidents or SIDS deaths

Robertshaw presents an argument that a national estimate of 128 CAN deaÌhs in 1977 is

probably closer to the real number when unreported and misdiagnosed or misclassified

deaths are considered (46 plus lhe 82 identified earlier). She based her estimate on an

assumption that "5% of all deaths to children under 5 years of age lhat are class¡fied as

accidents (excluding transportation accidents) and symptoms and ill-defined conditions

are, in fact, caused or substantially conlributed to by abuse or severe neglect." (p. 111)

A study by Greenland examined 10 years of child abuse and neglect fâlalities in

Ontario for 1973-1982, a tolal of 100 cases. Child abuse and neglect deaths in the

study sample were ¡ncluded in Ontario's Vital Statisl¡cs as "accidental and violent

38



deaths" rather than being defined as a separate category in themselves. (pp. 39-40)

Greenland examined Coroner's files for child deaths, enracting any deaths coded as due to

child abuse and examining w¡th extra care the deaths of children at home. He discussed

with a provincial coroner any cases that appeared to be due to child maltrealment and

obtained what he described as the best available count; 100 cases. Three more child

abuse and neglect deaths were identified after his research was completed including two

children who were thought to have been SIDS victims until lheir parents confessed to

suflocating them. (p. 38) The relationship of child maltrealment deaths to the number

of children on the province's child abuse and neglect registry was "fairly constant". (p.

41)'

Greenland produced a typology ol CAN deaths that included the lollowing live

categories: batlered child syndrome, neglect or acts of omission, homîcide or impulsive

criminal acls, "discipline and inappropr¡ate handling...of an otherw¡se well-cared-for

infant" and "Other Unclassif¡ed". (p. 56) These categories are a mixture of the manner

of death (homicide) and the circumstances of death (battered child syndrome, discipline

and neglect). Several categories, homicide, battered child syndrome and discipline,

overlap w¡th respect to the use of force or violence against the child. Greenland

described the overlap as "inevitable" with "each of the calegories [having] some unique

features". (p. 70) ln presenting his definitions of lhe categories, Greenland defined

homicide with respect to lhe means; "a single massive blow to the head or body" and

"assumed.., murderous ¡ntenl". He infers, by describing the vict¡ms (with the

exception of one) as "unusually healthy" that there were no previous assaults yet

includes a child who was the victim of a 'sustained sadistic assault". (p. 70). He

exempted this case from lhe battered child syndrome category with no explanation for

the decision. Thus, comparing the category of homicide lo battered child syndrome, there

do not appear to be anv unique features. ln both homicide and 'disc¡pline' there are cases

where lhe child was perceived by the perpetrator as acting out immediately belore the
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assault. (p. 61 , p. 62) This latter category included two children with what is known as

'shaken baby syndrome'in which lhe cause of death is injury to the brain as a result of

shaking the child due to the caregiver's frustration with the child's behaviour. The

beating death of ân 11 year old child who was previously abused by the perpetrator was

included in the 'discipline' category yet a history of abuse of the victim (or a sibling)

prior to the fatal incident is one of the criteria for the battered child category,

Greenland's neglect category of twenty dealhs includes four children for whom lhe cause

of death was malnutrition and starvation in company with autopsy evidence of earlier

abusive injuries including healing broken bones, severe genital bruising or multiple

contusions and abrasions. He identilies lhese cases as having "evidence of personality

disorders or other psychopathology" of the careg¡vers in distinguishing them from the

other sixteen neglect deaths. (p. 61) lt is difficult to know exactly how to replicate

Greenland's categorization process due to the apparent inconsistencies in the

classification system used.

The most recent Canadian information on child abuse latalities originates from

the Canadian Centre for Justice Stat¡slics. ln 1994, the Centre, in conjunction with

Statistics Canada, published Family Violence in Canada which includes a sect¡on on the

abuse of children in violent families. Belween 1981 and 1 992, a total of 1 ,01 I
murdered children comprised 13% of all homicide v¡ctims in Canada. Children under 1 I
years of age compr¡sed 26o/" ol lhe population of Canada and made up the smallest

proportion of homicide victims relal¡ve to their representation in the Canadian

population. (p. 65) Data from the UCR indicates lhal an average of 85 children per year

were murdered with 52% (44) per year killed by a parent. Statistics Canada reports

that the number of child homicides by parents are believed to be under-reported as some

deaths are accepled by lhe authorities as accidental dealhs or sudden infant deaths. The

degree to which deaths are undér-reported is not known at this t¡me. (p. 65)
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lncluded in the report above are the results of a study of three pediatric hospitals

¡n Canada conducted by the Canadian Hospitals lniury Reporting and Prevention Program

(CHIRPP) at the Laboratory Centre for Diseasà Control during 1991 and 1992. Two ol

the hospitals were in the same province and all were in urban areas, The study was

limited to cases of "intentional injuries" involving children seen al these hospitals and

covered only lhe cases reviewed by the child abuse team. Cases known to the admitting

physicians were not included. Each hospital determined the intentionality of the injury

independently bul all excluded cases ol neglect involving a failure to seek timely medical

care and as well as emotional neglect not combined with physical or sexual abuse. The

definit¡on ol neglect used was "the failure lo protect the child from physical harm, caused

by a lailure to care and provide for, or supervise and protect the child adequatefy". (p.68)

Study findings on incidence included a finding of double the number of sexual abuse cases

(61olo) as compared to physical abuse (29%). Neglect comprised only 3% of the sample

and 7o/o werc combined forms of child maltreatment. Differences in the roles of the child

abuse teams and internal consultation protocols are believed to have affected the number of

cases referred to the child abuse leams. (p. 69) Only those children brought in for

treatment by parents or known to extended family, friends or neighbours would have been

seen for treatment. Children whose injuries were not seen or not sufficiently ser¡ous lo

compel medical treatment would not be counted. ln addition, cases not reported by the

admitting physician would nol be captured by the child abuse teams, Given these

condilions, it is difficult to know if the pattern of incidence in this study can be

generalized lo any population or ¡f it is an artifact of the restrictions imposed by intake

through lhe medical system.

ln the cases documented in lhe CHIRPP study, an average of 607o of cases were

reported to child welfare authorities according to the type of abuse; over 75o/o of neglect

cases, 67% of physical abuse and ovêr 50o/o of sexual abuse cases, One of the three

hospitals had a low reporting rate but documented that ¡n 59% of the cases seen, the



family was currently being followed by child welfare authorities. (p.72) ln cases where

the child did not reside w¡th the alleged perpetrator or "the child was not judged as be¡ng

in immediate danger" (p.72), no report was made. The criteria for assessing the

immediacy of risk are not given in the report. Of the 951 children seen at the three

hospitals and included in the study, 8 died of their injuries (0.84o/o or 8.4 deaths per

1,000). Of these children, six died of physical abuse, one from neglect and one from a

combination of physical abuse and neglect. Six ol the children were under 18 months of

age. The perpetrator was a family member in seven of the eight cases, (p.74)

The authors ol Family V¡olence in Canada conclude the report by describing

children who witness violence by one parent against the other as being considered

"children at risk" by child welfare authorit¡es because of the emotional and psychological

impact of witnessing family violence. This is estimated to total over one million ch¡ldren

in Canada living in homes with lamily violence, "over half of which have w¡lnessed acts of

violence serious enough to cause the¡r mothers to lear for their lives." (p.82)

ln attempting to find a national incidence rate of child abuse and neglect falalities in

Canada for the purpose of this research, it became obvious lhat definition is everything. A

recent nat¡onal effort to collecl informalion on child abuse and neglect is described in Child

Welfare ¡n Canada; The role of provincial and terr¡torial authorities in cases of child

abuse, (1994) a report from the Federal Provincial Working Group on Child and Family

Services lnformation sponsored by the Family Violence Prevention Division of Health

Canada, lt contains information current lo July 1 , 1992. The report's limitations include

the fact that there are no standard definitions or terminology (p. 5) and no "common

statistical data elements that would permit lhe generation of national estimates". (p.6)

Manitoba, along with Nova Scotia, Alberta and lhe Northwest Territories are described as

hav¡ng detailed definilions of child abuse in their legislation. (p. 6)

The report contains an overview of the child welfare system in Manitoba including

the delivery of serv¡ces, definilion of abuse, reporting requirements, investigation
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procedures and inlervent¡on options available when a child is need of protection. ln

add¡tion, the sect¡on contains the follow¡ng:

"The Manitoba Risk Estimat¡on System (MRES) designed by Grant Reid and
Eric Sigurdson, is currently being implemented province-wide. MRES is a
predictive assessment tool which is used after an agency's preliminary
intervention to determine whether a child could be at risk ol being in need of
protection. lt is not necessarily used to determine whether a child is in need
of protecl¡on since this is decided on the basis of legislation."

(p. 102)

This statement is inaccurate, The MRES is designed for lhe use of child welfare workers

and others to determine if a child is in danger of further abuse or neglect once a

substant¡ated incidenl has occurred. The linding of a child being in need of protection ¡s

made by the courts based on information presented by lhe agency concerned. ln the section

on Ontario child welfare, the report's authors state, "The Ottawa-Car¡eton and Cornwall

Children's Aid Societies are involved in the pilot project with Manitoba lo test the

Manitoba Fìisk Estimation System. lt is lhe Thundü Bay Children's Aid Society which

participated with the Ottawa-Carleton agency in the MRES research project, the Risk

Estimat¡on Project. Despite lhese inaccuracies, both Manitoba and Ontar¡o are making

efforts to assess the situation of children who have already been subjected to abuse and

neglect.

The report's section on Manitoba child welfare slales lhat the Chief Medical

Examiner lor the province is required, under Iáe Fatality lnquìries Act, lo complete an

investigation of all suspicious child deaths as well as the dealhs of any children whose

tamilies had received any child welfare services within the two years previous to the

child's death. (p. 103) The Chief Medical Examiner, in addition to assessing the agency's

intervention in his report, also has the option of calling an inquest into a child's death. ln

his efforts, the Chief Medical Examiner is assisled by the prov¡nce's Child Death Review

Committee, crealed in 1991 1o bring an interdisc¡plinary approach to the investigation of

suspicious child deaths in Manitoba. The report states that lh¡s committee is unique in

Canada. (p. 103) The commiltee includes the Chief Medical Examiner, investigators from
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his office, child welfare professionals, pediatric pathologists, pediatricians specializing in

child abuse, law enforcement officers, a representat¡ve of the Assembly of Manitoba Chiefs

and a Íepresentative from the Department of Justice.

Child Abuse Fatalities ln Manitoba

Stâtistics obtained lrom the Child and Family SupporÌ Directorate of the Manitoba

Department of Family Services underline the difficulty in obtaining base rate data on child

abuse and neglect deaths. The definilions of child deaths changed over lhe years on several

occasions with the most recent change being to include stillborn children in 1994 and

exclude them in 1995 due to a court decision that a stillborn is not a person. (P.

Markesteyn, Chief Medical Examiner, personal communication, June 2, 1995) Second,

the reporting periods changed from calendar to fiscal years in 1988 and third, the profile

of information collected and produced has changed at least twice during the past 13 years.

Fourth, the data describes only children known lo the child and family services system,

not all children who die as a result of abuse or neglect. Filth, the reported statistics do not

include complete information from all agencies. The deaths ol two leenage boys killed by

their father in 1989 were not included in the statistics (Manitoba Dept. of Family

Services, 1995) even though the family had been receiving selvice from a child welfare

agency.

Figure 1 Number of Homicides of Children Known to CFS in Manitoba
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Studies ol the incidence of child abuse and neglect deaths in the United States

support the assumption that child abuse and neglect latalities are chronically under

reported and misclassified as accidents, disease-related deaths or deaths due to other

causes. (U.S. Advisory Board on Child Abuse and Neglect (USABCAN), 1995, p. xxviii) An

eslimate of the number of undetected and misclassified deaths has been sel at three per day

or an additional 1,095 child abuse and neglect deaths per year. (Lundstrom and Sharpe,

1991, p. 19) Much of this error is ascribed to inconsistent investigations and a failure to

autopsy deaths lrom accidents or undetermined causes. One of lhe areas ol recent concern

with respect to misclassified deaths has been Sudden lnfant Death Syndrome (SIDS). A

study released at a closed meeting of the governing body of British pediatricians in 1982

estimated that 1 in 10 deaths classified as SIDS were due to child maltreatment. (Emery,

1993, p. 1097; Newlands and Emery, 1991, p. 275)

The lirst national attempt to track ch¡ld abuse and neglect deaths in the United

States was done as part of a survey released in 1986 by the National Committee to Prevent

Child Abuse (NCPCA). The NCPCA has conlinued lo conduct this private, voluntary survey

using data collected through written responses and telephone interviews. The most recent

report released in April 1993 covers 1990, 1991 and 1992. (NCPCA, 1993, p. 1) The

total number of deaths has shown a steady increase since the first survey started with data

from 1985. The increase is both ¡n tolal numbers and in the number of deaths per

100,000 children. The 1992 estimate is 1.93 child maltreatmenl dealhs per 100,000

children in the U.S. (p. 15) There are states which do not respond to the survey, others

which send incomplete data and states with no available data to conkibute yet the rates

continue to increase. ln 1992 alone, sixteen states did not contribute data on child abuse

and neglecl fatalities. (p. 16) The increase, both actual and projected, is a matter of

concern and participating agencies were asked to comment on factors that appear to have

contributed to lhe increase, These included more accurate counting of fatalities, increased
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rates of substance abuse in caregivers, the involvement ol male caregivers without a

biological relationship to the ch¡ld, increased public awareness and increased economic

stress. (p. 16)

Recent etforts lo understand child maltreatment fatalities in the United States have

included the compiling of data on lhe rates of involvement ol child welfare serv¡ces, the

types of maltreatment death, the ages of the victims and the role of parental substance

abuse. The rate of involvement ol child protective services (CPS) with families in which

there were child abuse and neglect fatalities has shown a steady increase from 1990 to

1992 with an average of 35o/o of viclims and families known to CPS agencies. (p. 16) The

types of maltrealment death was compiled w¡th information from 23 states; between 1990

and 1992 37olo of deaths were lrom neglect, 59% from abuse and 5% from the two

combined. The survey's authors state that they believe that neglect deaths remain under-

reported as there were eight states in the 23 which could not provide data on the incidence

of neglect deaths. (p. 16) Young children remain at the greatest risk for fatal child

maltreatment. Over the three years surveyed, children under the age of f¡ve years

comprised 87% of victims while children under one year were 46o/o ol all victims of fatal

child abuse and neglect. ln 19% of deaths, parental substance abuse was a contr¡buting

factor. This information is qualified as it is compiled from responses lrom only 13 states.

These states also report an increase in the numbers of drug-exposed infants. This

intormation is documented through mandated reporting ot drug-exposed infants and

substance abusing pregnant women and is not complete as there is no organized program to

test children for the effects of prenatal substance abuse. (p. 19)

A study of 267 child maltreatment deaths from 1975 to 1977 conducted by the

Child Abuse and Neglecl Besource Centre at the University of Texas at Austin attempted 1o

identify r¡sk lactors that would enable the Texas Department of Human Resources to better

undersland the etiology of such deaths. (Lauderdale and Anderson, 1981) State records

from social services and child protective services were used in an attempt to develop
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profiles of perpetralors, victims and environments linked with child maltreatment deaths.

The researchers also explored the role of system factors such as workload and worker

competence in such deaths. (p. 5) For workers to be held accountable for their decisions

with respect to lhe conduct of cases in which children died, prediction must be accurate or

workers cannot be censured when such deaths occur. (p, 15) The case records were found

to be incomplele especially if the first report to the Department ol Human Resources

(DHR) was the death report. The case record lrequently contained little intormation about

the death as DHR staff did not conduct investigations and the law enforcement investigative

report was seldom in the lile. (p.20) (This is not an uncommon finding when child

prolective services or soc¡al services case records are used in hislor¡cal research.) Using

a variety of methods, 77.4Vo ol the 267 deaths were validated as child maltreatment deaths

by CPS caseworkers based on the original findings of child abuse or neglect implicated in

lhe deaths. The researchers reported that criminal charges were filed in 28% of the

deaths. They caut¡on lhat the incomplete outcome data make this finding lentat¡ve. (p. 27)

Charges were liled more frequently in abuse deaths rhan in neglect or combined deaths;

49o/", 6% and 30% respectively. Convictions for abuse were obtained in 6.7% of the

cases, ¡n 7% ol combined cases and in none of the neglect cases. (p. 29)

Fatalities in the Texas study were distributed as follows: abuse,39%; neglect,

40%; abuse and neglect combined, 21o/" while case records of non-fatal cases for the

period included 31 .8% abuse cases, 58.47o neglect cases and 9.8% combined cases. (p.

24) ln examining DHR involvement prior to lhe child's death, Lauderdale and Anderson

lound that 49.4o/" ol lamilies had no previous history with DHR while 38.9% had some

prev¡ous contact and the involvement ol 11,7To was designated as unknown. Of the cases

with previous DHR involvemenl, 37 .41o or 100 had involvement that was current or

within the past year; only 1.5ol. ol the total had a history of previous involvement that was

more than one year in the past. Child protective services (a division ol lhe DHR) had been

provided to 64 families, ot 23.9o/o of the lotal. (p. 26)



ln a review ol nine U.S. studies of fatal child abuse, José Alfaro surveyed the

following studies: the 1985 lllinois Department of Children and Family Services study, a

separate study conducted by the lllinois Department of Family and Children's Services on

child deaths between 1981 and 1984, a 1985 study by the Louisiana Department of Health

and Human Services, the 1983 New York City Mayor's Task Force on Child Abuse and

Neglect, the 1987 New York City Mayor's Task Force on Child Abuse and Neglect, the 1983

New York State At Special Risk Study, Phase I, the St. Louis Child Abuse Network study

(preliminary report), a 1983 study conducted by two masters level students in the School

of Social Work at San Diego State University and an exploratory study by the University of

Texas Region Vl Child Abuse and Neglect Resource Centre for the Texas Departmenl ol

Human Services in 1981. (Alfaro, 1988, p. 221-2261

The various studies collected information on characteristics of the incidents, the

caregivers, the cause of death and, in some cases, lhe CPS services provided to the v¡ctim's

family. The studies examined fatalities under two classifications of child maltreatment;

abuse and neglect. The incidence of neglect fatalities in the dilferent studies was dependent

on the definition of neglect used by the different researchers. Four studies identified a

high rate of neglect latalities defined as those incidents in which children died in fires or

in accidents while unattended: Louisiana, 40%; New York City 1983,44o/o; New York City

1987, 71o/o and Texas, 40o/o. f he two lllinois studies and the San Diego sludy identif ied

25olo of total fatalit¡es as due to neglect. Abuse and neglect combined was used as a category

in several of the stud¡es and accounted for 9% of deaths in the 1983 New York City study

and 21o/o of deaths in the Texas study. "ln general, these find¡ngs caution against the

lendency to see abuse as more dangerous than neglect.'' (p.228')

The New York State'At Special Fìisk' study examined the types of allegations lhat

differentiated fatal from non-fatal cases, ln fatal cases, fractures, hematomas, internal

¡njuries, laceralions, bruises and/or welts, burns and/or scaldings, and lack of medical

care, malnutrilion or failure to thr¡ve or a lack of supervision accounted lot 77y" ot
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allegations while these injuries were involved in 24o/o ol allegations with respect to non-

lalal cases. There were also higher substantiation results in the falal cases. (p. 229) This

find¡ng indicates that a history of allegations of serious or life threatening injuries and/or

conditions combined with a h¡gh substantiation rate for a previous history of abuse or

neglect of lhe child may serve as markers to ass¡st workers in differentiating polentially

fatal child abuse from less lethal ch¡ld maltrealment,

The studies reviewed by Alfaro are particularly noteworthy in dispelling the myth

of the "beleaguered single-parent mother" as the most olten found family type. (p. 231)

lnstead, the studies point to the role of men as perpetrators of fatal child mâltreatment in

from 59o/o lo 78o/o of cases, either as fathers of victims or parlners of mothers. The

proportion of two parent families was higher than single parent families in al¡ studies. ln

the second New York City study, the presence of a male in the household was statistically

significanl in dislinguishing fatal from non-fatal cases. (p. 232)

The age of the parents rellected lhe generally young age of the victims. Where

information is available, the majority of parents were in their twent¡es. The proportion

under 20 ranged f rom 7olo (New York City 1987) t0 22% (lllinois Three Year Study).

Parent age as a laclor in diflerentiating fatal from non-fatal cases was significant in some

studies and not in others. (p.233) Where data was available, the income of the parents

classif ied them as poor. They were also more likely to be unemployed (if this data was

known) or unskilled (when known). This did not generally differentiate fatal from non-

fatal cases. Determining the social isolation of lhe parents was diflicult as there was

frequently l¡ttle data upon which to make an assessment. When this information was

available, the families were not well connected with their neighbours or community

resources and tended to move frequently, living in lhe same home for less than a 
.year.

There was correspondingly little data on the childhood histories of neglect of abuse of the

parents. (p. 233)
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ln consider¡ng parental impairment, lhe studies focused on mental illness, mental

retardation and addiclions. The information on mental illness was incomplete as the

sources were child welfare files. Where it was known, the rates ranged from gok lo 36ok

and, when comparison groups were available, were not statistically signif¡cant. The data

on retardation is scarce, with few formal assessments available. There were notes in f¡les

lhat the parent was "slow" but with no lormal assessment of intellectual functioning. (p.

234) Rates of addiction varied between 25o/" and 43olo of caregivers. ln the 1987 New

York City study, the drug addiction of a father or talher substitute was found to

d¡frerentiale latal from non-fatal cases. (p. 235)

Data on family violence was ¡ncomplete and not uniformly included in the liles. lt

was not clear if it was a contributing factor in child maltreatment falalities. (p. 235)

Criminal history ol perpetrators was not uniformly measured across studies. ln general,

moÌhers were less likely lhan fathers to have a criminal hislory. One study found that

47o/o ol lhe families involved in fatal child abuse or neglect had an adult who derived

income from cr¡minal activilies such as theft, prostitution or drug dealing.

ln considering the prosecution of child maltreatmenl talalities, the rate of

prosecution of perpetrators reported in lhe studies Alfaro reviewed was low. Abuse

fatalities were generally charged and prosecuted more successfully than neglect fatalities.

The concern with incorrectly labeling neglect deaths as "accidents" or due to "natural

causes" was raised in the San Diego study in addition to the low reporting of dealhs to child

welfare authorities. Non-reporting by professionals who had prior knowledge of

maltreatment of the child was ident¡fied as problematic in four of the nine studies. (p.

237) On average, 33% of viclims or their families were known to CPS. Where prior,

unsubstantiated reports are expunged from CPS files by law, the rate of previous CPS

involvement may differ lrom what is shown. Three studies showed lhat the rate of prior

reporting does nol distinguish fatal and non-fatal cases; "¡t ¡s a characteristic shared in

common to the same degree." (p. 238) ln contrast, the involvement of other "human
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service systems" is reported to be much higher than CPS agencies with respect to

f atalities. (p. 239)

With respect to case management issues, Alfaro argues that conditions ¡n child

fatalities cases can be generalized to child protection work in general. (p. 239) The

general emphasis on case management issues resls on the need for easier entry for

children to proteclive cuslody, a uniform quality of family assessmenl and improvement in

the assessment ol risk by case workers. This issue of risk assessment was explored in

four sludies; New York City 1983, lllinois, Louisiana and St. Louis. ln general, the

studies found that a prior history of abuse, neglect or family violence was overlooked in

assessing the current incident. Another problem was that the type of information needed

lor decision-making was not clearly specified, A prior failure by the worker to

substantiate abuse or neglect was incorrect in as many as 38% of cases where credible

evidence was documented in the case file (false negatives). The Texas study ol child

fatalities (Lauderdale and Anderson, 1981) reported concerns with the quantity and

quality ol case records reviewed in the process of the research. (p. 65)

There also were discrepancies between the assessment of risk for the child and the

physical condition of the child or the worker's observations in the case record. (Alfaro,

1988, p. 239-240') Risk assessment in hospitals for newborns also was done poorly,

resulting in newborns being discharged to dangerous situations, identif¡cation rates of only

50o/o lor known drug addicted mothers and perinalal r¡sk factors present in a substantial

(39%) number of cases. (p. 240)'

Agency issues such as poor coordination and cooperation, unequal or uneven

exchange of information and poor coordination between agencies also contr¡buted to

children being left in ultimately falal situations. Supervision of CPS workers was poor,

decision making criteria unclear or absent, investigative procedures not outl¡ned clearly

ând a general shortage ol lamily support services was found in most CPS agencies. Cases

were inadequately monitored and outcome measures were largely lacking. ln cases where
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the agency was involved alter a fatality, there were lew services available to counsel

survivors or protect sibl¡ngs, Data management, retention and sharing was problematic

w¡lh cr¡tical information such as arrest records unavailable to CPS workers. Cases were

expunged from data bases if unsubstantiated (despite the previously stated problems with

m¡sinterpretation of credible data), perpetrators returned to the home without ihe

correctional system notifying CPS as well as losses and gaps in case file data, (p, 240-

242)

The most recent report on child abuse and neglect fatalities in the United States,,4

Natìon's Shame: Fatal Child Abuse and Neglect in the Un¡ted SfaÍes (199S), argues that the

real incidence of these fatalities is 2,000 deaths per year, substant¡ally higher than the

previously accepted NCPCA estimate of 1261 deaths ¡n 1992. (NCPCA, 1993, p. 15). A

Nation's Såame was produced by the United Stales Adv¡sory Board on Child Abuse and

Neglect in response to public pressure about the scope of the problem of child abuse

fatalit¡es, The Board used written and verbal teslimony g¡ven in hearings in several

centres in the United States as well as current research to produce the report. The

authors of A Nation's Shame outline a number of difficulties in studying child abuse and

neglect fatalities in the United States. First, (as in Canada) there is no national

information system to track these deaths. Each of the systems lhat does attempt to track

the problem obtains data that is necessarily incomplete as each system locuses on one

aspect of the problem. Even the National Committee lo Prevent Child Abuse surveys

described earlier are voluntary and cannot compel data collection that is complete and

uniform. (USABCAN, 1995, p. 20)

ln the U.S., the medical system ¡dentiliês child maltreatment fatalities through the

National Centre for Health Statistics and the various departments of Vital Statistics. (p.

21) Using death certif icates to determine the incidence of child maltreatment deaths is

dilficult as there is no uniform national delinition of a child abuse or neglect death. On a

death certificate, the manner of death and the cause of death are expecled to be listed on lhe
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certilicates with detailed notes for clarification. This does not happen uniformly

especially in states where coroners may have little or no medical training and where

autopsies of child deaths are discretionary. When specialized medical knowledge to

correctly identify a child mistrealment death is lacking, coroners and medical examiners

may be reluctant to implicate parents or to involve lhemselves in potential criminal cases.

(p. 22). As an example of what can happen even with medical involvement, the case of a

mother who had lost five children to what was diagnosed as SIDS was cited. Suspicion of

murder on the part of a public prosecutor led to the reopening of the case and lhe laying ol

charges against the mother. The original diagnoses of SIDS remained on the death

cert¡licates. (p. 21) This compounds lhe problem of inaccurate diagnosis when outdated

and incorrect information remains on a death certificate.

A review of death certificates in lhe state of Texas lor 2,400 children under one

year of age who died in 1992 lists 10 as child abuse and neglect deaths yet the state child

protective services had 100 mortality cases on their f iles. (p. 23) Further problems

with the identif¡cation of child maltreatment deaths through death certilicales occurs when

lhe lnternational Classif ication of Diseases (lCD) is used. Verbal testimony in 1994 by

Philip Mcclain of the Centres for Disease Control drew attention to the fact that the code

for child maltreatment deaths, in the ninth version of the lnternational Classification ol

Diseases, ICD-g, does not produce a lrue count of these fatalities. The coding cr¡teria are

based on the Battered Ch¡ld Syndrome identified by Dr. Henry Kempe. One of the criter¡a

for classification is thal there must have been other documented incidents of "abuse"

before the fatal assault. lf a child dies of starvat¡on through the deliberate withholding of

food with no prior history of documented âbuse, the death will be classified as

undetermined or natural. There is also no way lo code a neglect death so lhey are coded as

undetermined or natural deaths. Testimony by Dr. Michael Durfee raised the problem of

the classification of some maltreatment fatalit¡es as natural dealhs if the linal cause of
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death was pneumonia yet lhe child was "covered wlth injuries including genital trauma".

(p. 23)

Other problems ident¡lied by the USABCAN in obtaining an accurate count of child

maltreatment deaths when using the iustice system's stat¡stics relates to the definitions of

child homicide in different states as well as the type of data that is provided as some

jurisdiclions prov¡de information on arrests only. The Federal Bureau ol lnvestigation

(FBl) collects such information on a national basis for its Uniform Crime Reports (UCR).

Although information on the relationship of vict¡m and perpetralor is collected, it is not

published, making it difficult to determine how many children are killed by their

caregivers. A new system, the National lncident Based Report¡ng System will permit case

specific analysis of data yet the amount of data collected through this new system may still

not be sufficient to correctly ¡dent¡fy child maltreatment deaths. (p. 20)

Child welfare agencies in the U.S. compile data on children who have received

service from child protective agencies. The data collection on indiv¡dual cases is generally

insufficient to obtain a complete family history as different social services agencies

collect data on poverty, illness, mental health problems, substance abuse, criminal

history and education. (p. 24) Over half the children who died from abuse or neglect in

the United States are from families who have never been investigated by CPS. (p. xxx)

Further, lhose prolessionals who are identified in legislalion as mandated reporters for

child abuse and neglect do not, in fact, routinely report. The rate of refusal to report falls

somewhere between 22 and 69o/o of professionals. (p. 40) Teachers, who are considered

to be critical members of the reporting system, seldom receive training in identifying,

reporting or intervening ¡n suspected child abuse and neglect. (p. 40) Children who die in

families unknown to CPS were olten well known to other professionals who did not report.

These families are often multi-problem famil¡es and have had contact with agencies

because of drug abuse, domestic violence, unemployment or homelessness. (p. 44) While

there is a tendency lo ¡nvestigate CPS agencies when a death of a child on the¡r caseloads
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occurs, there is little done taken with respect lo the inaction of mandated reporters of

child maltreatment when, as happens in lhe majority of cases, children who are not known

to CPS are killed by their caregivers.

A Missouri study by Dr. Bernard Ewigman examined the outcomes of recently

inst¡tuted state and county death review teams and efforts to raise public awareness about

mandated reporting. The resulls included a doubling of child homicides recognized and

coded on deaths certificates, a doubling of child maltreatment tatalit¡es identified by the

Division of Family Services and a lripling in the prosecut¡ons of perpetralors. Prior to

these efforts, in 121 verified cases of fatal child abuse or neglect of children 4 years and

under, only 47.9oÂ had received the ICD-9 code for a child abuse death. Of these 121

cases, Family Services had substant¡ated only 79.3o/" as child maltreatment deaths and the

FBI's UCR recognized only 38.8ol. as homicides. (p. 19)

ln examining lhe role of race and poverty in fatal child maltreatment, the USABCAN

addressed the over-representation of racial minority families in the child fatalities

stalistics, particularly black and Native American families. Poverty is believed to be a

major factor in child maltreatment as 1 in 2 native American families and 1 in 3 black

and Hispanic families in the U.S. are poor as compared to 1 in I white or Asian families

who live ¡n poverty. However, poverty is not a determining factor as Hispanîc families

are not over-represented in child fatality stat¡stics. Witnesses before the U.S. Advisory

Board on Child Abuse and Neglect suggested lhat the over representalion ol black children

may be due to the effects of psychological stress from racism and oppression. (p. 27)

ln offering suggestions to improve the situation, the Board recommends that

common definitions and data elements be sought to enable large amounts of data to be

assembled from the smaller arêa contr¡butions. (p. 26) The use of estimation models such

as those developed by lhe Centres for Disease Control (CDC) (Mcclain, 1993) should be

used as a lirst step with lhe goal being accurate counts of actual cases. The major players

in the field, child protective services, the Centres for Disease Control and the Federal
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Bureau of lnvestigation, should coordinate their communications to the public to eliminate

contradictory messages about this topic. The example cited is the 1994 U.S. Department of

Justice release litled Murder in Famìlies in which mothers were identified as the most

frequent killers of young children. The USABCAN pointed out that this caused an inaccurate

media and public perception as lhe evidence from current studies identifies fathers and

other male caregivers as perpetrators of significantly more abuse and neglect than

mothers. (p. 27) A further recommendalion is that national efforts be made to collect case

level information on child abuse and neglect. The vehicle suggested is the National Child

Abuse and Neglect Data Survey (NCANDS) conducted by the National Centre on Child Abuse

and Neglect. At leasl twenty states have agree to participate annually. Another

recommendation is that federal research efforts be greatly expanded into both child

maltrealment and the larger field of family violence research as 80o/o of all violence

occurs in 10% of the U.S. population. (p. 28) The lormation of state and county child

death review teams is recommended as a means lo provide more accurate data on child

dealhs. As emphasis, the authors state each year many more children die from

maltreatment than the total numbe¡"of deaths from airplane crashes yel there is far more

money and effort spent lo prevent these fatalities than there is to stop the killing of

children by their families. (p. 29)

A New Zealand study of morbidity and mortality due to child maltreatment

emphasizes the diff iculties in oblaining accurate data on lhe incidence of child abuse and

neglect falalities. Kolch, Fanslow, Marshall and Langley (1993) sludied the under-

diagnosis of child abuse in morbidity and mortal¡ty data from New Zealand. ln addition,

they explored the possibilily of racial bias in such reports. Kotch et al. state that

"inconsistent delinitions and personal and professional discomfort contribute to inaccurate

statistics describing the incidence of child abuse." (p. 233). New Zealand does not have

mandatory reporting laws tor child abuse, Thus, the true number of abused children

cannot be eslimated unlike lhe U.S. where enough is known about the proport¡on of
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reported to unreported child abuse that such estimates can be made. (p.234) The authors

attempt to compare the New Zealand rates for hospitalization and fatalities due to ',child

battering and other maltreatment" with U.S. rates of child abuse and neglect fatalities.

Based on their comparisons, they draw the conclusion lhat reporting rales are similar

despite the legislative differences and that the rates lor child maltreatment morbidity and

mortality are lower in New Zealand than in the U.S. (p. 234)

The comparisons become problematic when the basis for compar¡son is considered.

Kotch et al. used data for a ten year per¡od from 1978 to 1987 from cases ot intent¡onal

iniuries only. The lnternational Classif¡cation of Diseases (lCD) system was used by

Kotch et al. to extract the deaths to be studied from the health services database. The

problems with this system for tracking child maltreatment deaths have been described

earlier, They did not consider any SIDS deaths or any classified by the physicians

completing the death certificate as "unintentional". (p. 234) This creates difficulty in

making comparisons, as lhe U.S. data does include deaths due to neglect in ¡ts actual and

estimated rates for child maltreatment fatalities. (NCPCA, 1993, p. 13) Further,

McClain, Sacks, Froehlke and Ewigman (1993) emphasize that it is necessary to examine

child deaths in six categories to gain a true picture of the incidence ol deaths due to

maltreatment, These include: (1) deaths coded explicitly as due to child abuse or neglect,

(2) homicides, (3) injury deaths of undetermined intentionality, (4) accidental injury

deaths, (5) sudden inlant death syndrome fatalities, and (6) natural cause deaths. (p.

338) Other research by McClain, Sacks and Ewigman with Sm¡lh, Mercy and Sniezek

(1994) focused on the contribulion of these categor¡es to lhe total number of child abuse

and neglect fatalities. "On average, lhe componenl contr¡butions to the CAN (child abuse

and neglect) fatality rates are as follows: overt, 15%; accident, 38%; SIDS, 15olo;

undetermined, TTo and natural, 9%."(p. 8a)

Although the New Zealand study does include data from the Health Statistical

Service supplemented with data Írom coroners' files and High Court files, the definition of
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cases to be studied as those lim¡ted to "intentional injury inflicted upon a child 16 years of

age or under by a parent or parent substitute or caretaker" (Kotch et al, 1993, p. 235)

raises queslions about the accuracy of any counts produced. The issue of definition

becomes more problematic when the authors state that they are using Hampton and

Newberger's definition of a child abuse situation as "one where... behaviou r of a

parenUsubstitute or other adult caretaker caused foreseeable and avoidable injury or

impairment to a child..." to assist in distinguishing the deaths lrom others forms of child

homicide (1985, pp. 56-57, cited in Kotch et al, 1993, p. 235). This definition includes

neglect deaths unlike New Zealand's criteria which limited the selection of cases to those

where there was a determination of intent by the parent to harm the child.

The question of neglect deaths arises with respect to the preventable (avoidable)

nature of these deaths and whether or not lhe deaths could reasonably be foreseen. ln cases

such as children left unattended and dying in house f¡res or other accidents, the argument

can be made lhat legislation making it an offense to leave children unaltended anticipates

the tragedies that can occur in such cases, The parents' intent may not have been to cause

harm to the children but neither did they take the minimum precaution of engaging a

substitute caregiver before leaving the home. While lhese are not abuse deaths, they are

neglect deaths rather than accidental deaths as the parents' behaviour dld cause

"foreseeable and avoidable iniury or impairmenl" to the child. The beliel that neglect

deaths occur with equal or greater frequency lhan abuse deaths (Wolock and Horowilz,

1 984, Margolini 1990) emphasizes that the true scope of child maltreatment fatalities

cannot be known if neglect deaths are deliberately excluded. The statement of Kotch et al.

that child maltreatment mortality occurs at a lower rate in New Zealand than in the U.S.

must be reconsidered. lt would be more accurate to say that it is not possible at this time

to make meaningful comparisons unless the delinilions of maltreatment are at least

simifar, This is true for Canada as well as lhere is currently no standard definition or

national data collection system for child maltreatment fatalities. At besl, it can be
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assumed that, in Canada, New Zealand and the U.S., the numbers are higher than existing

¡nf ormalion suggests. Arriving at a standard delinition. is a cr¡tical f irst step in

understanding the incidence of fatal child maltreatment.



CLASSIFICATION OF DEATHS

One of the most difficult issues in the study of tatal child maltreatment is

determining which deaths lall within this category and which fall outside. Recent efforts

by Ew¡gman (1993), Mcclain et al. (1993, 1994), Lundsrrom and Sharpe (l991),

Stangler, Kivlahan and Knipp (1991), and Zumwalt and Hirsch (1980) have pointed to

the importance of combining the technology of forensic medicine with carefully

conducted family assessments and thorough investigations in efforts to correctly identify

deaths due to abuse and neglect.

The problem ol misclassificalion of abuse and neglect deaths as due to natural

causes is not a new one. Radbill (1987) quotes from Charles Dickens' Oliver Tw¡st lo

descr¡be situations in which children had died through abuse or neglect. At the inquest,

the jury of citizens of the parish made it clear that they did not believe lhe deaths to be

"natural" yet the testimony of the surgeon failed to correctly identify the cause of death

and the beadle's testimony was determined by political expediency. (p. 17) ln a more

contemporary example of efforts to correct lhe misclassif ication of child deaths, Dr.

John Caffey published an article in 1946 ent¡tled "Multiple Fractures ¡n the Long Bones

of lnf ants Suff e ng from Chronic Subdural Hematoma" (p. 18) which in today's

understanding is a description of a child battering death. Caffey understood that he was

seeing the effects of parents'attacks on infants yet was unable to conv¡nce his colleagues

that parents could be the instruments of such injur¡es. (p. 18) As recently as 1964, a

death certificate for a child bearing the evidence of severe bruising was classified as a

natural death. The bruising from sustained beatings was attributed to "diabetes" which

in combination with the fatal head and abdominal injur¡es was designated a "natural"

death. (P. Markesteyn, Chief Medical Examiner, Province of Manitoba, personal

communication, June 2, 1995)
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ln 1951, Frederic Silverman's work based on Caffey's earlier research,

emphasized the intentional inf licting of such injuries. (p. 19) Dr. Henry Kempe, who is

cred¡ted with the modern "discovery" of child abuse, brought the issue of inflicted

injuries to international prominence in 1962. The def inition of Battered Child

Syndrome, also known as Battered Baby Syndrome (and as described in the lnternational

Classification of Disease coding system), includes chíldren who have been viclims of

prolonged abuse as evidenced by recent, healing and healed injuries. This narrow

classif ication, according to Zumwalt and Hirsch (1 987, p. 249) f ¡ts only 15 to 20% of

child abuse fatalities. (p. 251). Similar concerns w¡th this designation are expressed

by Mcclain et al. (1993, p.338) and are a weakness in the work of Kotch et al. (1993)

in determ¡ning the incidence of child abuse deaths in New Zealand.

Zumwalt and H¡rsch (1980) recognized that child malt¡"eatment deaths go beyond

inflicted injuries for which criminal responsibility on the part of a caregiver can be

determined, or the willful failure to provide food, shelter, medical care and protection

for children. (p. 167) They descr¡be a phenomenon that they have named "subtle latal

child abuse" that includes "unusual physical and chemical assault" as well as covert

negligence. (p. 167) A review of the cases presented includes the fo¡lowing:

1. The death ol a six year old foster child from a metabolically induced fatality due

to consumption of a salt substitute. The child was placed in care due to

hyperactivity and his mother's inabil¡ty to tolerate him. The foster parents

reported lhat he craved and ate large quantities of salt, although this pica had not

been observed when he was w¡th his nalural mother. Forensic investigalion

determined that the foster father had put over two tablespoons of a sodium

chloride and potassium chloride salt substitute on his food to "teach him the taste

of salt". The circumstances under which the child was compelled to eat the food

are not known. The foster father was convicted of involuntary manslaughter as
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2.

the oversalting of the child's food was not seen by the court as an acceptable or

normal means of parental discipline. (p, 168)

The death from dehydration of a two year old child who had been "whipped" by

her mother's boyfriend for a toileting accident, bound around the arms and legs

and placed in a vacant room. She remained in the room for 15 hours with several

episodes ol "spanking" in the fírst seven hours of conlinement. Her struggling

and crying in addition to the denial of liquids during the period of incarceration

led to her death as a consequence of an existing blood condition. The bolriend was

charged with murder and pled guilty to involuntary manslaughter (p. 170).

The death of a four month old girl, apparently of SIDS, while in the care of her

father. The child had ev¡dence of previous physical abuse, including healing rib

fractures. The father had previously stopped the child's crying by placing his

hand over her face until she turned blue. As il is virtually impossible to

distinguish a SIDS death from an asphyxiation dealh without physical evidence,

the death was classified as undetermined. The father later admitted that he had

smothered the child. He was charged and successfully prosecuted for murder

despile the pathologist's teslimony that SIDS could not be excluded as a cause of

death. (p. 170)

A two and a half year old boy who died of "extensive cutaneous burns"; third

degree burns to 33% of the body surface. The mother and her boyfriend claimed

that lhe child had been burned in a lub of hot water over a week earlier and that

they had not been able to atford medical care. The mother and her boyfriend were

convicted of murder based on lhe prosecutor's argument that they had failed to

provide reasonable care for the child as there was a local "charity" hospital with

a well known burn ward that would have treated the child. The issue of the

circumslances of the burns, intentional or accidenlal, was not consldered.

!t.

4.
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5. The death of a child from heat stroke after spending 10 hours locked in a car on a

32"C day while his father drank in a lavern, The father came back tw¡ce to the

car during the 10 hour period. Zumwalt and Hirsch ârgue that "any rational

adult knows that a closed car parked in the sun becomes uncomfortably hot", as

much as 10" to 15" higher than the ambient temperature. (p. 171) The grand

jury lailed to return an indictment for murder despite the pathologist's opin¡on

that the death was due to a lack of regard for the child's well-being. (p. 171)

6. An emergency room death ol a six year old child. The boy had facial bruises, and

wrist abrasions consistent with binding. His body was cold and lacked rigour. An

autopsy revealed "numerous abrasions and contusions of the face, scalp, trunk,

and extremities." (p. 172) The police investigation revealed that the child had

been tied spread-eagled to a bed for nearly 24 hours. He was dressed only in

underwear and the room was on the second floor of a poorly insulated house with

an inoperative furnace and a space heater in the main floor living room. The

outslde temperature was -17"C on the day of death. The child was walked,

inadequately clothed, one mile to school by his mother but she did not leave the

ch¡ld there. School witnesses described the child as listless and stumbling. The

chíldren in the family reported that being stripped and tied to the bed without any

coverings was a common method of "discipline" in the lamily. The mother

adm¡tted beating lhe child lhe night betore his death. The cause of dealh was found

to be hypothermia due to exposure. The mother was convicted of involunlary

homicide.

These cases illustrate the different types of child maltreatment that can result ¡n

the death of a child from means other lhan overt violence or battering; lhat is, from

poisoning, denial of medical care, heat stroke, hypothermia, asphyxia or the effects of

dehydration. Zumwalt and Hirsch emphasize the challenges in successf ully prosecuting

such cases due to the lelhâl assaults usually being unw¡tnessed and the need to base lhese
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cases on forensic and circumstantial ev¡dence. The authors provide a general

classifícation system for "subtle fatal child abuse" which includes the following:

il.

Physical assault causing death but w¡thout anatomically demonstrable, lethal trauma
A Asphyxia

1. Smothering
2. Obstruclion ot airway by foreign body
3. Strangulation (manual or ligature)

B. Cerebral concussion
C Minor trauma in child debilitated by disease
D. Cardiac arresl caused by blow to chest (concussion cordis)

Chemical assault
A. Poisoning
B. Force feeding noxious substances

lll. Negligence
A. Perm¡tting child to be exposed to dangerous environment

1. Heat
2 . Cold

B. Exacerbation or triggering ol natural disease by negligence
1. sickle cell crisis
2. diabetes

C. Failure to prov¡de medical care when needed
1. Untreated injuries
2. Failwe to give medication

D. M alnutrition
Zumwalt and Hirsch, 1980, p. 173

Well before the inception of multidisciplinary child death review teams,

Zumwalt and Hirsch urged that information from police reports, medical history and

social services files be combined to give the best possible medico-legal autopsy to "forge

unbreakable links between a seemingly nalural or accidental death and criminally

culpable neglect," (p. 173) The correct classif ication of deaths requires information

from more lhan one of the systems involved in the investigation of child dealhs.

A study by Christoffel, Zieserl and Chiaramonle (1985) was conducted to

determine which character¡stics ot unexpecled dealhs would be positive predictors of

child maltreatment deaths. Unexpected deaths were defined as children who were dead on

arrival (DOA) at hospital or those over the age of one month and without previously

known congen¡tal or medical conditions who died within 10 days of admission to hosp¡tal.

(p. 876) Of the 43 such deaths studied over a two year period, 27 wete determined to

64



be due to natural causes, 7 to uninflicted injury and I due to suspected child abuse or

neglect (SCAN). (p. 877) An important finding is that SCAN deaths were more likely to

be confused with death by natural cause lhan due to uninflicted (accidental) injuries.

SCAN victims had a younger mean age than victims of uninflicted injuries; 20 months

versus 47 months, The SCAN deaths were more likely to be identified at aulopsy, were

more likely to occur in winter and the victims were more likely to be DOA. However,

none of lhese differences was statistically significant. Six of the nine SCAN deaths were

identilied as neglect or abuse before autopsy, the remaining three were inilially

diagnosed as due to nalural causes.

The researchers concluded that no single factor identified 7570 or more of the

SCAN deaths. When two factors were combined; DOA and one year of age or less, 89% of

SCAN deaths were identified. They state that "if these two factors are used together to

identify cases requiring initial evaluation for SCAN, 89% of the SCAN deaths will be

evaluated and only 6% of the deaths not evaluated will be found to require invest¡gation

after autopsy." (p. 878) Further, non-SCAN deaths will receive initial evaluation in

567o of cases (p. 879) and of the deaths requiring initial evaluation, approximately

33% will require offic¡al investigation. (p. 878) Christolfel et al. conclude lhat lhere

is reason to suspect maltreatment in a "substantial minority" of unexpected deaths at

one pediatric hospital and that it is more likely that SCAN cases will be misdiagnosed as

deaths by natural cause rather than uninflicted injury and the correct diagnosis will

occur at autopsy. An initial evaluation by hospital social workers is warranted if the

child is DOA or 1 year of age or less. The criteria for reporting cases as SCAN to CPS are

(a) children who die unexpectedly and have either "specific evidence of abuse or

neglect" or (b) are in the high risk group of DOA or 1 year of age or less without a

determination of SCAN through medical and social work assessment. (p, 879) These

results emphasize lhe vulnerability ot young children lo death as ã result of abuse and
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neglect and the care that must be taken in assessing the manner of death of children who

are dead on ar¡'¡val at hospital.

ln Gett¡ng Away With Murder, a Pulit)er Prize winning investigat¡on of child

maltreatment deaths, Gannet News Service journalists Lundslrom and Sharpe examined

death certificate data from the U.S. National Centre for Health Statistics. A review of

death certificates of children by the Johns Hopkins University School of Public Health

was commissioned as part of the investigation. The deaths of children aged under 9 years

were examined under the assumption lhat they would be more likely to be fatally abused

lhan older children. (Lundstrom and Sharpe, 1991, p. 19) At the t¡me of the analysis in

1990, death certilicate information f rom 1987 was the most recent complete year

available. Deaths of 49,569 children under the age of I years were analysed. Major

f indings included:

1. Autopsy rates for child deaths ranged from 23"/o lo 670/ô with Tennessee

recording a 23o/o rale because of incomplete certificate completion on nearly

50% of death certificates studied.

2. Soulhern U.S. states consistently had the lowest autopsy rates; the bottom 10

cities were in thal area and the overall rate for the east soulh central states was

31% as compared to 54% for the Pacific states.

3. "Suspicious" deaths (undetermined, SIDS, asphyxiation and other causes)

numbered 7 ,422 of which 531 were not autopsied.

4. One of every twelve SIDS deaths in the U.S. is not aulopsied, "a flagrant violation

of accepted medical procedure". (p. 19)

Based on their invesligation and interv¡ews with expert sources, Lundstrom and

Sharpe state that deaths diagnosed ãs SIDS and deaths due to Shaken Baby Syndrome are

most likely to be misclassified as natural or accidental dealhs. (p.20) They emphasize,

using case histories, that complete pediatr¡c forensic autopsies of child deaths are

necessary to prevent child maltreatment deaths trom going undetected. A case cited is

bo



that of a molher suspecled of murdering, ovet a 14 year period, six of her children in

addition to the child of a relative. The dealh of the seventh child aroused suspicion in

Kansas where she had moved alter the dealhs of the olher six children in Texas. The

dealhs in Texas had been attr¡buted to natural causes despite the "horrible pattern".

She was conv¡cted of the death of the child killed in Kansas and extradited to Texas to face

charges on the other six deaths. (p.20-21) Lundstrom and Sharpe state "Where once

social workers absorbed the blame for botched child abuse cases, today coroners and

medical examiners are coming under increasing scrutiny." (p. 21)

As the coroner or medical examiner decides on the classification of the death as

natural, accidental, homicide, suicide or undetermined causes, the competence of these

individuals is cr¡tical, Coroners in the majority of U.S. states are elected in rural areas

w¡th no need for any medical qualifications while urban areas use med¡cal examiners and

forensic pathologists. The potential for error is therefore much higher in rural areas.

Lundstrom and Sharpe state that political or budgetary cons¡derations may result in a

coroner's decision not lo order an autopsy of a child death. (p.21) Only 23 U.S. states

rely solely on medical examiner systems where medical examiners and pathologists

¡nvesligate deaths. (p. 23)

Uncoverino Fatal Child Maltreatment

The changes to the system for invest¡gating child deaths in the state of M¡ssour¡ is

given as an example of how a number ol attempts by medical examiners and state social

service oflicials to exhume and autopsy 20 month old Dante Mosby contributed to change

¡n the system. The death cert¡ficate completed in 1984 by the inexper¡enced rural

coroner listed death as due to 'natural causes, exacl cause unknown' despite the child's

hospitalization alter repeated episodes of child abuse. Appeals to exhume the boy had

been rejected by the state's appellate court despite the belief by a medical examiner and

the state social services department that the child's death was highly suspic¡ous. (p. 2a)

67



The other precipitator of change in Missouri was the discrepancy between the

number of maltreatment deaths reported by CPS and the Missouri Deparlment of Health.

It was noted by Colleen Kivlahan, medical director for the Missouri Department of Social

Services that the numbers were different and "surprlsingly low" (Stangler, Kivlahan

and Knipp, 1991 , p. 5) ln collaboration with Dr. Bernard Ewigman, a systematic

epidemiological study of child deaths in Missouri from 1983 to 1 986 was conducted.

Multiple data sources were used to identify bolh reported and unreported cases of fatal

child maltrealment. The difficulties encountered by the researchers included defining

the exlent ol the problem as lhese deaths were not indicated on death certilicates,

reported to CPS or to law enforcement agencies. (p. 6) As well, front line professionals

were reluctant to intrude on grieving families, were ignorant of pertinent facts, did not

recognize lhe physical signs of child abuse and did not adequately investigate the death

scene. (p. 6) Kivlahan's research indicated that, for the study period, 164 children 4

years and under died because of inflicted injuries or acts of omission by their

caretakers. None of lhese deaths had been previously ident¡f¡ed as CAN deaths. (p. 7) A

state task force was formed in 1990 as a response to this finding of serious under-

reporting ol child maltreatment deaths and the Dante Mosby case. The result was major

changes lo the system of investigaling child deaths including legislated local child death

review teams and increased use of autopsies lo determine lhe cause of death in children

under the age of 15 years. (Lundstrom and Sharpe, 1991, p. 24) Ihe outcomes have

been dramatic. The implementation of the Missouri Child Fatality Study (as c¡ted in the

1995 report of the U.S. Advisory Board on Child Abuse and Neglect) has resulted in a

doubling of child homicides recognized and coded on death cert¡ficates, a doubling in CAN

faialities identified by the D¡vision of Family Services of the state Social Services

department, and a tripling in the prosecution of perpetrators. Pr¡or to ¡mplementation,

in 121 cases of verified fatal CAN of children 4 years and under, only 47.9% were given

the ICD-9 code ror CAN fatality. Of lhese cases, Family Services had subslantiated only
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79.3% as CAN fatalities and the FBI Uniform Crime Report had recognized only 38.B%

as homicides. The causes of under reporting have been attributed to inadequate

investigation, lack of information sharing between investigators and between agencies in

combination with an ouldated reporting system, (USABCAN, 1995, p. 19)

Building on the work accomplished in Missouri, Mcclain et al. (1993) developed

estimates of fatal child abuse and neglect in the U.S. for the l0 year period from 1979

through 1988. Three models were developed for the est¡mates, progressing from very

conservative estimates lhrough more inclusive. Using lhe data from the Missouri Child

Fatality Study as a base in addilion to available census data, FBI Uniform Crime Report

data and National Health Statistics child deaths data, est¡mates were developed of the

number of deaths due to fatal child maltrealment in the U.S. The six components of lhe

estimates are:

Component 1. OVEFT incudes all rubrics that explicitly denote CAN; child battering and

other maltreatment, cr¡minal neglect, abandonment and neglect of infants and "child

maltreatment syndrome".

Component 2. HOMICIDE is an estimate of the number of child homicides perpetrated as

caregivers and not included in Overt death. Death records were used to ¡dentify

homicides and perpetralor proportions were eslimated using FBI Uniform Crime Fìeport

data for the same period, excluding lhe justifiable homicides of children by caregivers.

Component 3. UNDETERMINED is an estimale of CAN fatalities that were coded as

¡njuries without a determination of intentional¡ty based on dealh case codes identified ¡n

lhe Missouri Child Fatality Study,

Component 4. ACCIDENT is an estimate of misdiagnosed accident fatalities that are in fact

due to CAN. Categor¡es and proportions from the Missouri Child Fatality Study were used

as a basis for the est¡mates.
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component 5. slDS is an estimate of the number of cAN fatalities incorrectly d¡agnosed

as slDS. The results of research in Missouri and Arkansas suggest thal this rate ranges

lrom 1 .3% lo 4.7o/o ol SIDS deaths.

Component 6. NATURAL is an estimate of the number of fatal CAN deaths misdiagnosed as

deaths due to natural causes. The percentage of such deaths derived from the Missouri

study is "at least" 6,3%. (Mcclain et al, 1993, p. 339)

"When averaged across all models, the contributions to the CAN eslimate from

the various components for ages 0 lhrough 4 years are as follows: OVERT, 1S%;

HOMICIDE, 15%; UNDETERMINED, 7%; ACCIDENT, 38%; S|DS, 1S% and NATURAL

9%." (p. 340) Using lhe third, more inclusive model, Mcolain et al. estimate that

90% of CAN dealhs occur among children younger than 5 years old and 4iolo of all CAN

deaths occur among infants. These age distribut¡ons are similar for the more

conservative models, also. (p. 340)

The limitations of the data used were such that neglect could not be differentiated

from abuse and estimates included children aged 0 to 4 years only. (p. 86) Deaths of

children due to a failure to use child restraints were also excluded. From 1982 to

1987 an estimated annual average of 252 children under the age of S years died in the

U.S. in this manner. (p. 342) McClain et al. (1994) state that even their upper

estimates are conservat¡ve.

"Some questionable, and even illegal, caretaker behaviours coñtributing lo
childhood deaths are not generally considered abusive or neglectful, and therefore
were excluded. For instance, we did not attempt to count automobile crash deaths
that might have been due to failure by caretakers to properly restrain children."

(p. 86)

This d¡st¡nct¡on between illegal or questionable behaviours and âbusive or

neglectful behaviours is contradictory. When legislation governing safety standards for

activit¡es includes special provisions intended to prevent the injury or death ol

children, the decision of a caregiver to disregard such legislation is, by definition,
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neglectful unless the intent is to cause the child harm, in which case it is abuse. Mcclain

et al.'s "generally considered" is an inappropriate criterion to apply in this case. lf it

is "generally considered" acceplable in a particular community for caregivers to deny

medical care to children with chronic or life threatening illnesses (or injuries), does

this mean that such acts should not be considered medical neglect? Community standards

may affect the enforcement of laws or the penalties for breaking lhem but they do not

change the nature of the act from illegal to legal unless the legislation itself is changed.

The diagnosis of Sudden lnfant Death Syndrome (SIDS) has become problematic

for forensic palhologists and researchers concerned with child abuse and neglect

fatalities. SIDS is a diagnosis of exclusion; if there is noth¡ng abnormal or suspicious

after an autopsy on a child under the age of one year who has died a sudden dealh, then

SIDS is diagnosed. Several important points must be made in discussing the relationship

of SIDS to child maltreatment fatalities. The lirst is that, to date, there is little evidence

to suggest that the majorily of SIDS deaths are other than tragic, unexplained deaths of

infants who were in generally good health. However, in approximalely 107o of cases of

diagnosed SIDS, child abuse or neglect is believed 1o be the lrue cause of death.

(Newlands and Emery, 1991 , p. 275i Emery, 1993, p. 1097)

Second, lhe investigation of a SIDS deaths requires an exlra degree of

thoroughness on the parl of medical, law enforcement and ch¡ld welfare investigators.

This includes complete autopsies by a pediatr¡c pathologist, full skeletal x-rays,

toxicology screens and detailed family histor¡es. Evidence from the U.S. suggests that

such detailed investigalions are necessary lo distinguish "true" SIDS from suffocation

deaths. ln 27 families wherc 27 children had been suffocated by their mothers (18

survived, 9 died), 18 other siblings had died suddenly and unexpectedly. (Pediatric

Trauma and Forensic Newsletter, 1994, p. 70) Thirteen of the 18 had been diagnosed
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with SIDS. Upon further investigation, a number ol lhese parents confessed to

suffocating the infants. Munchausen's Syndrom.e by Proxy was associated with mosl of

these deaths with the remainder showing convenlional child abuse characteristics of

parental hostilily and unrealistic expectat¡ons of the child.

A review was conducted of 10 years of autopsy results ¡n Adelaide, South

Australia of infants under one year of age who had died unexpected deaths. (Pediatr¡c

Trauma and Forensic Newsletter, 1994, p. 71) Routine investigation of these deaths

included examination of the death scene and interv¡ews of parents by police officers and

nursing or social work staff of the local SIDS association as well as a detailed autopsy by

a ped¡atr¡c pathologist after a review of lhe cl¡n¡cal history. After the 361 cases

reviewed, 917o were diagnosed as SIDS including cases that occurred while the infant

slept with parenls unless there were "histories of excessive parental alcohol or sedalive

intake, excessive parental obesity or the finding of the dead infanl under the sleeping

parent." Of the remaining cases, other medical condilions were found to account for the

deaths in 6.4 o/o of the total leaving 2.5% atlribuled lo accidental asphyxia. The aulhors

warn lhat "entities such as homicide and metabolic disorders may presenl in an identical

manner to slDS and may recur within families". (p. 72)

Third, the detailed history of the lamily is omitted from the investigation in a

substantial number of cases unless lhere is a policy d¡rect¡ve or legal requirement to do

so. ln part, this may be due to a reluctance to intrude on a family at such a d¡fficult

time. The new Ontario Protocol for Children's Death lnvesl¡gation for the sudden and

unexpected deaths ot children two years of age and under specifies that

"all members of the investigat¡on leams lmust] "THINK DIRTY". They must
aclively invest¡gate each case as potential child abuse and nol come to a
premature conclusion regarding the cause and manner of death unt¡l the comolete
invesligation is finished and all members of the team are satislied with the
conclusion." Government of Ontario, 1995, p. 2)
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ln the case of Ontario, a rev¡ew of the investigation of sudden and unexpected

infant deaths in 1991 and 1992 revealed that autopsies were done in 98.5% of these

deaths. Skeletal x-rays were missing for 18.3% of deaths in 1991 and 12.4% of deaths

in 1992. Toxicological tests were nol done in 86% of cases in 1991 and 93.4% of cases

in 1992. Overall, detailed families histories were missing in 2Oo/" ol the cases. (p. 1)

The expectation in Ontario is that the new protocol will reduce the number of

deaths diagnosed as SIDS while increasing the numbers of "sudden unexplained deaths"

(SUD) where there is evidence of past, nonlatal physical abuse or a positive toxicology

result that was not the cause of death, e,g. a blood alcohol count of 30 mg% in an infant.

Sudden Unexplained Deaths are defined in the protocol as being due lo SIDS, accidental

iniury, non-accidental iniury due to abuse or neglect or a previously undiagnosed

natural disease process. Further, any deaths in which there is a "significant concern" in

any aspect of the investigation ot the death, including the family history, should be

classilied as Sudden Unexplained Deaths. ll is expected that 20 to 30 deaths per year

currently classilied as SIDS w¡ll fall into this category. (p. 6-7)

An opposing view is advanced by some professionals who deem any investigation

olher than the medical examinations needed to complete the autopsy diagnosis ol SIDS as

an added burden on the family. Krugman states "Overzealous child protective service

workers and law enforcemenl off icers have occasionally interrogated SIDS victims'

parents, compounding their pain. (1985, p. 69) Opposition to ¡nvest¡gation into the

family hislory is supported by a perception that such investigations are intended to

blame rather than exonerate parents.

"ll is difficult for the coroner to arr¡ve at an accurate diagnosis using the
information that is presented at the time of notif¡cation. As a result, some have
advocated an on-site visit before the diagnosis is made. As this type of inquiry
evokes further stress and devastat¡on for lhe parents and care-givers, it is ill
advised." (Sankaran, 1993, p, 278)
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lf no questions are to be asked of the lamilies of suspected SIDS victims, it is

diff¡cult to see how an accurate diagnosis can be made. The method of SIDS diagnosis

supported by Sankaran and Krugman raises concerns about the cases in wh¡ch parents

are literally getting away with murder. The widely publicized Hoyt case in New York

state involved a family believed to have suffered tive deaths f rom SIDS f rom 1964 to

.f971. This case became part of a seminal article on the genetic transmission of SIDS

and the subsequent recommendalion that apnea monitors be used by families who were

"at risk" for SIDS. ln 1992 a district attorney reopened the case using material from

the original investigations and charged the molher wilh smothering the five children.

(USABCAN, 1995, p. 21) Another infamous case involved Mary Beth Tinning who was

charged w¡th smothering her adopted infant daughter. During the inquiry into the

infant's death, it was discovered lhal eight biological children of Ms. Tinning had died.

The diagnoses of lheir deaths had been SIDS or natural causes. (Reece, 1993, p. 423)

Ms. T¡nning had been act¡ve as a "SIDS mother" supporting the work ol the SIDS

Foundat¡on. She was convicted of the death of her ninth ch¡ld and sentenced to 20 years to

life in prison. (Lundstrom and Sharpe, 1991, p. 25) Lundstrom and Sharpe expert

testimony of how easy it is to kill a child and escape detection unless careful and

thorough investigations, including autops¡es as well as social and cl¡nical h¡stories, are

done.

"Two of every three child abuse deaths that go undetected are labeled SlDS",
speculates Dr. William Sturner, Rhode lsland's chief medical examiner and a
spec¡alist in child abuse deaths. While the vast majority of SIDS cases are
Iegitimate, some murders are discovered only by chance-years alter they
occur." (p. 25)

Part of the reason for this chronic misclassif ication can be attr¡buted to lhe

perception on the part ol those who ¡nvest¡gate such deaths that 'nice" families do not

kill their children. Lundslrom and Sharpe (1991) found lhat a reluctance to ask the

family difficult questions about the circumstances surrounding the death of a child, an
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unwillingness to insist on autopsies against the family's wishes unless there is obvious

"foul play" involved, and a lack of funds to pay for autopsies contribute to parents and

other caregivers "getting away w¡th murder". A family lhat is responsible for the death

of a child may be reluctant to cooperate with investigators or to permit an autopsy.

Another conlributing factor is a belief that SIDS can be accuralely diagnosed without an

autopsy. One state medical examiner in lhe south eastern U.S. is quoted by Lundstrom

and Sharpe as saying that in 10% of cases he rel¡es on "external examinalion" and a

checklist of "sociological factors" including clean home, loving family, good hygiene, no

history of child abuse and "intelligence of the parents" to diagnose SIDS. (p. 26) Using

such biased criteria for investigation of a child death will inevitably result in deaths due

lo asphyxiation, Munchausen's Syndrome By Proxy and Shaken Baby Syndrome going

undetected as the physical evidence may be visible only with a detailed pediatric autopsy

or inconclusive w¡thout a aggressive investigation of the child's death and the family's

history. (p. 26)

A study by Bass, Kravath and Glass (1986) involved conducting death scene

investigations of 26 consecutive infant deaths wilh a presumptive diagnosis of SIDS in an

area known to have an unusually high rate of SIDS deaths. The investigations were very

detailed, ¡nvolving collecting informalion on all household members, interviews with all

eyewitnesses and re-enactment of lheir act¡ons, evaluation of environmental conditions

in the home including heat, air quality, condition ol the furniture and bedding in addition

to the more usual demographic inlormation and clinical history ot the victim. The

results of 22 cases where autopsies were done, 19 were diagnosed as SIDS. The

remaining four were certified as SIDS by the medical examiner without autopsies.

Overlying was believed to be lhe cause of death in one case, three were believed to have

been caused, in most part, by hyperthermia with another three combining hyperthermia

and accidental asphyxiat¡on. ln eleven cases, the infant's bed was defective or hazardous.

"Poor judgmenl by the caretaker of the infant was considered an ¡mportant contributing
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factor in almost all the deaths." (p. 102) The findings of the medical examiner and the

researchers are summarized in Table No. 1, Comparison of Medical Examiner's and

Researchers' Diagnoses of Sudden, Unexpected lnfant Deaths.

Table 1

Compar¡son of Medicâl Examlner's and Researchers" Diagnoses

No. of Medical Examiner's Reseârche/s Death Scene Diagnosis
Deaths Oiagnosis

Þ

3
I
1

1

2
1

SIDS

srDs
SIDS

Sepsis
SIDS

Pneumonia
SIDS

SIDS

SIDS

Overlying by adult sleeping wilh child
Hyperlhermia and asphyxia
Asphyxia or suspected asphyxia
Asphyxia
Hyperthermia
Hyperthermia
Shaken Baby Syndrome (or suspected SBS)
Undetermined; lnfant found dead on adult bed in

a room next to a violent, mentally retarded adult
Undetermined; mother had visual hallucinations for

1 week previous and attr¡buted death to voodoo

The researchers concluded that, in some instances, careful death scene investigation

could provide an alternative to a SIDS diagnosis. (p. 103)

Perrol and Nawojczyk (1988) emphasize that SIDS dealhs and deaths due to

accidental or deliberale suffocation are dilficult to classify correctly without additional

information other than what is obtained at autopsy. lf the pathologist has death scene

information prior to the posl mortem, more detailed or specific tests and examinations

can be pertormed to prove or disprove hypotheses about the cause of death. (p. 109) As

early as 1979, Berger raised concerns about cases of "near-miss" SIDS in which

mothers were discovered in the process oi suffocat¡ng their children. ln one case, the

mother had two earlier children who had died of what was called SIDS at six weeks and 4

and a half months of age, (1979, p.554)

The other side of the issue of SIDS investigation ¡nvolves suspicions and even

accusalions of child abuse against innocent parenls whose infants have died of SIDS, Not
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surprisingly, there is a movement by parents who have undergone such experiences to

make autops¡es mandalory for children who die suddenly and unexpectedly. State

legislators in several U, S. states are being urged by the SIDS Foundation to pass such

legislation. A molher who underwenl lwo bur¡als of her son after allegations of abuse

were made despite a diagnos¡s of SIDS has become a crusader for mandatory autopsies of

all suspected SIDS deaths. (Lundskom and Sharpe, 1991, p.27)

Munchausen Syndrome By Proxy

A rare form of somet¡mes fatal child abuse called Munchausen Syndrome By

Proxy has been documented since the late 1970's. The disorder involves the

presentation by an apparently concerned parent, almost always a mother, of a child w¡th

a medical history of chronic illness or d iff icull-to-diagnose symptoms. The parent

fabricates the child's illness and perpetuates lhe symptoms while demanding

increasingly intrusive levels of medical intervention for the child. (Boros and

Brubaker, 1992) Dealhs due to Munchausen Syndrome By Proxy are difficulty to

diagnose and more difficult still to prosecute unless the perpetrator is caught (or

videotaped) in the act. (Lundstrom and Sharpe, 199.l, p. 22) lt is still not widely

accepted as a diagnosis in the medical community due to staff perceptions of attentive

mothers as ideal parents, the perpetrators' denial of allegations, skepticism in the legal

and psychiatric community about the etiology of the d¡sorder and the perpelrators'

ability to change physicians with ease. (Kaufman, Coury et al., 1989, p. 141) ln cases

of induced apnea, children have died when the parent has persisted with attempts to

partially suffocate the child to induce the symptoms. (Mercer and Perdue, 1993, p. 77)

These incidents are sometimes diagnosed as Acute Life Threatening Episodes (ALTE) yet

occur only in the presence of the perpetrator. (Emery, 1993, p. 1098) Other cases

have included induced episodes ol seizures, bleeding, fever, diarrhea, vomiting,

hypertension, rashes, renal stones and failure to thrive. (p. 76)
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Mortality rates tor Munchausen Syndrome By Proxy (MSBP) are estimated at l0

percent (Boros and Brubaker, 1992, p. 20) with the deaths occurring as a result of the

perpetrators' efforts to keep the children symplomatic. ln a review of Munchausen's

patients, 8.5olo (10 of 1 17) had siblings who had died in unusual circumstances.

(Welliver, 1992, p. 217) A case ¡n the province of Manitoba resulted in the

investigation of lhe suspicious deaths of several siblings of a child with severe handicaps

believed to be caused by Munchausen Syndrome By Proxy. The greatesl diff¡cully for

child abuse specialists lies in garnering support for the diagnosis from hospital

personnel who view the parent as selfless and dedicated to the child's welfare. (Dr. C.

Ferguson, Child Protection Centre, Children's Hospital, personal communication, June

10, 1995)

Neglect Deaths Misclassified as Accidental Deaths

Research inlo the identification of child maltreatment deaths has revealed that

many deaths are misclassified as accidents. This occurs, in part, when emergency room

personnel or coroners miss indicators of maltreatment or fail to invest¡gate thoroughly.

ln lhe case of an eight month old Missouri child who drowned in lhe family bath lub, lhe

cause of death could have been due to a serious lack of superv¡sion, an intentional

drowning by holding the child's head under water, a moment's lapse in otherwise good

supervision while the parenl lefl lo get a towel or the child falling in the tub and

striking her head. The actual cause of death was 20 minutes of unsupervised time while

the caregiver chatted w¡th a friend outside the home. Given the age of the child and the

level of supervision appropriate for an infant, this death was not an accident; it was due

to supervision neglect. (Stangler et al. 1991 , p, 6) The child's presentation at hospital

may not reveal these facts and the attending medical personnel, quite appropriately, may

see the investigation of the death as not their task. lf there is no reason for police or

hospital slaff to suspect negligence, the proper inquiries may never be made.
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ln Manitoba, the rate of accidental drownings for children under 18 years of age

from 1990 10 1992 was 3.6 per 100,000 population per year; twice the national

average of 1.8 and higher than the drowning death rate of 2.9 for adults. (Royal Life

Saving Society Canada, 1993, p. 5) This doubled rate is even across age groups.

Children under five years usually drown while play¡ng unatlended near the edge of pools,

lakes and rivers. The Royal Lile Saving Society Canada (RLSSC) report states that

"these youngsters are not yet old enough to protect themselves, and need closer

supervision from adults around the water," (p.5) The province's Chief Medical

Exam¡ner, Dr. Peter Markesteyn, is quoted as saying, "But what can a judge lat an

inquesll recommend other than the obv¡ous? Children require adult supervision."

(Winnipeg Free Press, July 7, 1995) The drownings ol six toddlers in Manitoba during

1995 revealed that all six children, five of whom were four years of age or under, had

been playing by water without adult supervision. The sixth child, a six year old boy is

believed to have drowned in an attempt to rescue his lour year old sister who also

drowned. (Winnipeg Free Press, July 4 and 7, 1995) All of these children were

residents of aboriginal communities. Chief Geordie Little of Garden Hill First Nation was

quoted as agreeing lhat lack of supervision is a maior factor in such drownings and that

part of the solulion is to inform parents about the r¡sks to young children who are

unsupervised near waler. (Winnipeg Free Press, July 7, 1995) Ultimately, it is the

responsibility ol parents to ensure that children are adequately supervised.

"Simply because the caretaker did not mean to seriously harm or kill the child
does not indicate that the injury was an accident. Fires, drownings, and falls are
frequently described as major causes of accidental death in young children; yet
further investigation reveals many preventable actions, especially by parents,
associated with these fatalities."

Stangler et al, 1991 , p. 6

A study of fatal child neglect by Margolin in one U.S. state attempted to

differentiate fatal child neglect from fatal physical abuse and from non-fatal neglect. The

'typical" neglect victim was male, younger than 3 years of age, living in a single f emale

parent fam¡ly and had two or three siblings. ln the maiority of fatal neglect cases, the
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caretaker was not present at a critical moment. (Margolin, 1990, p. 309) ln Margolin's

sample, fatal neglect appeared lo occur at approximately the same frequency as fatal

neglect. (p. 309) She did not find any tactors with respect to parent¡ng that

differentiated fatal neglect from non-fatal neglect. One of the major issues was the lack

of uniformity in neglect definitions used by child welfare agencies. This contributed to

unreliability in tracking the incidence of fatal neglect. Margolin's working definit¡on for

neglect was "...if the ch¡ld is harmed inadvertently although in a manner that could have

been avoided ¡f the child were receiving appropr¡ate care, the injury was labelled

neglect". (p. 31 1)

Margolin focused on differentiat¡ng "reckless" behaviour from "uninformed"

behaviour on lhe part of the careg¡ver. The example used was the fatal scalding of a child

in a tub of bath water. The falher was bathing the child and the father's successlul

defense lo a charge of manslaughter was that he did not know how hot the water was.

When the circumstances of such a burn are considered, it becomes obvious that the water

must have been extremely hot for the child to die of the scald as a minimally observant

parent would have seen that the child was experiencing pain when it first came into

contact with the water. That would have been the t¡me to pull the child back as opposed lo

submerging the child lo such a depth and such a degree that it later died of the effects of

the immersion. ls it "reckless" or 'uninformed" to put a child into bath water without

checking the temperature of the water? ln Margolin's study, of 32 victims of fatal

neglecl, I or 257" drowned; 6 of these were balhroom drownings. (p. 314)

Margolin's ¡nterpretation of the results were that fatal neglect is more often

associated with a single, l¡fe threatening incident rather than chronic deprivation neglect.

(p. 317) Based on th¡s, her conclusion is that prediclion of such dealhs may be

impossible as children at risk for dying in fire, drowning or by scalding r"y noi b"

signif icantly different from olher neglected children. (p. 318) This is probably true if

there are no other incidents of inadequate care by the parents of children who die of fatal
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neglect. Was the death an incident of a lapse in otherwise adequate care, of was the

incident one of a series of incidenls of inadequate care and supervision? lf the

precipitator of a neglect fatal¡ty is the absence of a parent at a time when the child is in

danger, a closer examination of the parents involved is warranted. The issue would more

logically seem to be the qualities of the parent rather than the characteristics of the

child. Are there factors that differentiate the parents of child who died of fatal neglect and

lhose who do not neglect or those whose neglect is not fatal? And, what are the

characteristics of fatal and nonlatal incidents? ln the case example cited, was this the

tirst time that the father had bathed the child? Had the father no previous exper¡ence in

checking lhe temperature of the water belore bathing or showering himself? What is

reasonable to expect of an adult prov¡ding care lor a young child?

Margolin's report of scores on the Childhood Level of Living Scale that correlated

wilh latal neglect in 61% of cases provide an indication ot the direction for f urther

research. These were "Mother uses good judgment about leaving child alone in the

house"; "Mother sometimes leaves child to insufficiently older sibling"; and "Mother

will never leave child alone in the house." (p. 318) These could measure the mothef s

parenting knowledge and skills or her access to alternative caregivers and possibly her

ability to pay for such care. Two others with less strong associations related to the care

wilh which medicine is slored and lhe conditions of mattresses used by the lamily. (p.

318) W¡thout more analys¡s, it is diff icult to know if these items represent parenting

knowledge and skills, the physical conditions of the home or disposable income of the

family. Margolin's conclus¡on was that

"a measure that was designed to identify those neglectful families at greatest risk
of allowing a child to die would have doubtful utility, because it would depend on
the premise that most neglect fatal¡ties occur in families already known to a child
protection agency. This premise was not supported by the lowa data. Only 39% of
the neglect latalities from lowa had any previous involvement with child
protection services."
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Margolin is completely correct in her observalion that the maiority of children

who die of falal maltreatment are nol known to CPS. She is incorrect in her assumption

that only CPS agencies can protect children from falal neglect. What she has missed in

her analysis is that these children or their families are known lo many other agencies

because of subslance abuse, domestic violence, unemployment and homelessness.

(USABCAN, 1995, p. 44) A study by Martinez and Sommer (1988) concluded that there

is a gross under-reporting of the fatal abuse and neglect of very young children. (cited in

USABCAN, 1995, p. 41) A survey of those mandated reporters required to report child

abuse under U.S. laws determined thal22Vo do not report suspected cases of child abuse.

The most frequent reasons given for not reporting included a lack of hard evidence (which

is not required to make a report) and a belief that they could protect the child better than

the CPS system. (Zellman and Anther, (1990), also cited in USABCAN, 1995, p. 40)

Non-reporting by professionals in medicine, law enforcement and other fields of

suspected abuse or neglect is as high as 69% according to recent research by Reiniger,

Robinson and McHugh (1995, cited in USABCAN, 1995, p. 40) ln those states and

provinces which require professionals to report such suspicions, the failure to report is

illegal,

A study of reporting behaviours of hospital personnel in cases of drowning and

near-drowning was designed to investigate the hypothesis that parents of ethnic minority

and/or lower socioeconomic status would be disproportionately judged more neglectful

than olher parents. These groups were referred more frequently, but not excessively

given the documented reasons for the safety of the patients and their siblings. Chart

reviews by the researchers ident¡lied olher cases where "significant neglect issues"

were noted but were nol evaluated or referred. (Feldman, Monastersky and Feldman,

1993, p. 333) The researchers concluded that the frequently expressed distress of

clinicians with respect to reporting to CPS and "a lack of routinely questioning of the

social role in injury causalion" could lead to avoidance. Their recommendation was that
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both the circumstances of the injury (the "what") and lhe events around the injury (the

"how") should be determined by the clinicians. (p. 333) An unexpected finding was the

small percenlage of cases with documented social service evaluation. The researchers

found that it was 'surprising' that the hospital social workers were not used more often

to deal w¡th both the evaluat¡on of the possibility of CAN in addition to prov¡ding support

lor families in crisis. (p. 333) Reece and Grodin (1985, also cited in Feldman et al,

1993, p. 334) equate lack of supervision around drownings to "passive abuse', and call

for all drownings of children under one year of age to be dealt with as ,'non-accidental"

trauma.

Feldman et al, found lhat both low socioeconomic status and,,non white race" were

associated with reports by hospital personnel to CPS. (p. 334) They could not determine

if this was a "real" risk factor or an issue ol reporling bias. However, they report that

children who live in more affluent neighbourhoods with backyard swimming pools are at

higher risk of drowning than similar children in neighbourhoods without such

"environmental hazards". Similarly, children of migrant farm workers are at risk tor

drowning in irr¡gation ditches. There is then, an association between the exposure to

env¡ronmental hazards and the increased incidence of child drownings. (p. 934) The

association between poverty and neglect ¡s strong but the etiology is much less clear. ln

an attempt to protect children in families experiencing both fatal and near-fatal

drownings, Feldman et al. recommend thal assessment should focus on whether the

incident was a unique event or part of a pattern of neglect for lhe child's safety. They

recommend that hospital staff enlist the aid of CPS and public health nursing to aid in

r¡sk evaluation as the use of hospital histories to evaluale risk is limited. (p, 33S)

To return to Margolin's conclusions quoted earlier, the util¡ty of a measure to

predict fatal child neglect is not. really the primary concern she has raised with respect

to preventing neglect related drownings. The issue raised is the under-reporting of child

neglect. This is related to the education of mandated reporters and the entorcement of
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mandated reporting laws. The existence of a measure will make little difference in the

majority of child neglect deaths unless the professionals involved with the remaining

61% of families unknown lo child welfare author¡ties and whose children have died of

latal neglect are held accountable for their legal and professional responsibilities and

undertake to fulfill them. The ability of CPS workers to prevent fatal neglect once

potentially lethal conditions are reported to them becomes the next concern.

Phvsical and Proximate Causes of Death

ln considering the physical and proximate causes of death due to acts ol

commission, patterns emerge with respect to incidence. Head injuries comprised the

major cause of death (31%) in Robertshaw's review of Canadian ch¡ld maltreatment

deaths in 1977 with abdominal injuries second (19%). The remaining causes of death

included malnutrition, starvation or dehydration, 1 1%; gun shot wounds and slabbing,

7%, poisoning, 60lo; burns, 6%; strangulation, 4%; drowning,4%; asphyxia by gagging,

2%; no medical assislance at child birth, 4o/o', "ctib death", 4%; viral infection, 2o/o â,t'td

no information, 2%. (1981 , p. 97)

The most frequent cause of death for the chÍldren included in Family Violence in

Canada (1994), is inlury inflicted at ând by the hands ot the parents; beating,

suftocat¡on and strangulation. When combined with deaths from gunshot wounds, these

deaths compr¡se the manner of death for over three-quarters of the children included in

this report. Beatings comprised 271o ot lhe total ol 531 family-related child homicides

in Canada during the period 1981-1992, shootings were 24Vo, strangulation 23%,

stabbings were 97o, other (including drowning, poisoning and other methods) 16% and

the method of death was unknown lor 1o/o ol these child homicides. (p. 67) ln the

CHIRPP results reported in Family Violence in Canada., injuries to the head and brain

were most common in lhe study group overall (37%l and in cases of physical abuse and

neglect (40% and 53% respectively). lnjuries to the sexual organs were most common
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in sexual abuse cases (86%). ln the study group overall and in cases of physical abuse,

injuries to the upper and lower extremities and lo the trunk and abdomen occurred in

lrom 15o/" lo 19% of cases. (p. 76) Head injuries were the most common iniury across

age groups except for the three to five year old group where injuries to lhe sexual

organs were found in 337o of cases for this cohort as compared lo 22o/o lor head injuries.

(p. 77)

When the cause of death is cons¡dered, the U.S. Advisory Board on Child Abuse and

Neglect reporls that head lrauma is the primary cause in 29% of deaths with shaken

baby syndrome accounting for a furlher 10 lo 12o/o of deaths of young children.

Abdominal injuries occur less frequently but are fatal in 50% of assaults on children.

(p. 15) Other causes of death include "intent¡onal or preventable scalding, sulfocation,

drowning and poisoning. These deaths may be related either lo abuse or neglect," (p. 15)

85



RESEARCH ON COMMON FACTOFS IN MALTREATMENT DEATHS

Over the years, researchers have taken a variety of approaches in attempting to

discover which r¡sk factors are predictors of child mallreatment. One of the earlier,

best known attempts was the work of Kempe and his colleagues in 1962 as they described

the symptoms and characterist¡cs of maltreated children. They focused on phys¡cally

abused children and adopted a medical perspective in which perpetrators were seen as

'sick" people or as grossly abnormal personalities. (Ammerman and Herson, 1990, p.

4) Subsequent approaches have included the ecological perspective developed by Jay

Belsky which emphasized the interact¡on between various factors including the

character¡stics of the perpetrator, the victim, family dynamics and societal influences.

ln 1973, Richard Gelles wrote that the prevalence and acceptance of violence in society

and within families was the pr¡mary causal factor in child maltrealment and the

intergeneralional transmission of child abuse and neglect. (p.4) Parke ând Collmer, in

research published in 1975, advanced the social-situational theory of child abuse; that

the interaclion of the parent's personality, the child's actions or personality and the

situation combine lo create abuse. (p. 4)

Ammerman and Hersen explain that the recent history of the seaÍch for risk

lactors involves recognizing and screening maltreated children to determine what in the

incidents was common to these experiences and different from non-abusing parents.

(1990, p. 10) The progress of such research has included shifting the foci of research

interest. Some ol the major phases included:

1. Parental psychopalhology viewed as a causal factor. This evolved into a more

generalized approach of examining the personal character¡stics of parents such

as their ability to manage anger and stress, their parenting skills, past

histories, substance abuse and other characteristics. The rationale for this

approach remains valid today as Ammerman and Hersen emphasize "because

maltreatment typically comprises the commission and/or om¡ssion of specific
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2.

acts on the part of the parent or other adults, it is evident lhat parents should be

the primary focus of attention in risk research." The weakness of this approach

is that research to date has focused almost exclusively on mothers, especially

poor mothers. (p. 11) lt is obvious that the focus on mothers has crealed a bias

in lhe literature and does not deal with the reality that men are more likely to

inflict serious or fatal injury.

Situational characteristics. This approach has resulted in efforts to determine

why a d isproportionate percentage ol maltreated children come from low

socioeconomic backgrounds and from families where the parents generally have a

low level of academic achievement.

Characteristics ot the child. The "diff¡cult to raise" child is the focus of this

approach lo identifying risk factors. Disproportionate numbers of children with

prematurity, low birth weight, mental retardation, physical and sensory

handicaps as well as behav¡our problems are found in samples of abused and

neglected children. (Ammerman and Hersen, 1 990, p. 12) The problem with

this research is that is it retrospective rather than prospective in addition to

exemplifying the "chicken and egg" problem. ls the child "dillicult" because he

has already been neglected and abused? ls the ch¡ld somehow qualitatively

diflerent because of premature birth or low birth weight and are either of these

characteristics attributable to prenatal parental behaviours rather something

inherent in the child? Do mosl parents of handicapped children neglect or abuse

their children or it is only handicapped children born to parents with particular

personal characterislics living in particular circumstances that suffer

maltreatment?

Mu¡ti-component models. These models acknowledge varied causative paths

w¡thout describing how contributing tactors combine to produce higher levels of

3.

4.

87



risk. (p. 13) Are the risk factors additive with respect to increasing severity or

are there cerlain lactor combinations that cause risk to increase geometrically?

5. Process issues; interactional elements in family violence. This systems

approach considers the maltreatment to be part of a cycle of reduced tolerance lo

stress, arousal by provocation or poor management of crises and habitual

patterns of aggression with family members. (p. 13) A diff iculty with this

approach is that it has a "blaming the victim" flavour as responsibility lor the

maltreatment is shared with the victim and non-offending family members

rather than being assigned to the perpetrator.

Although the literature on child abuse latal¡t¡es is not as extensive as other areas

of child welfare work such as sexual abuse, there have been a number of studies which

have altempted to identify lactors common to child maltreatment deaths. This work has

been done in an effort to develop interventions, policies and programs designed to reduce

lhe number of children killed by the adults who should have protected them. ln

considering the l¡terâture to be reviewed, it became obvious that there may be a fine line

dividing the child viclims of fatal assaults from those who survive and are damaged or

disabled as a result. These seriously injured children are believed to be the survivors of

"near-misses" with death. (USABCAN, 1995, p. 17) There would appear to be a degree

of overlap betìiveen these cases and a convergence in lhe characterislics of parents of both

groups. This overlap should make it possible to identify and direct services to families

at the extreme end of a continuum of risk for potentially fatal abuse and neglect. lt is

believed that in the U,S. 141 ,700 children per year are severely injured by such

"near-miss" abuse and neglect with 18,000.of these sutfer¡ng permanent damage such

as retardation or cerebral palsy due to head injuries. When these children are added to

the estimated 2,000 estimated child abuse and neglect deaths each year, lhis is no longer

a rare phenomenon when compared w¡th the 1.9 million reports ol child abuse and

neglect in the U,S, in a given year. (p. 121)
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ln the recent report of lhe U.S. Advisory Board on Ch¡ld Abuse and Neglect, A

Nation's Shame; Fatal Child Abuse and Neglect in the United Sfafes, some of the factors

commonly associated with child maltrealment deaths are reviewed. These include the

"triggers" or precipitating incidents of latal assaults by caregivers of the children in

lheir charge. These lriggers include inconsolable crying, feeding diff¡cullies, failed

toilet training in toddlers and highly exaggerated parental perceptions of acts of

"disobedience". Others appear to be related to external events such as the beat¡ng death

of a 5 month old boy by his father who was enraged at the outcome of a televised baseball

game. Domestic violence is becoming recognized as a lactor in some child deaths where

the batter¡ng of a spouse precedes the assault on the child. Fìage based assaults are, at

this lime, poorly understood with little research on their cause and prevention. (p. 12)

Viclims

Young children are particularly vulnerable to fatal child maltteatment. They are

susceptible to injury because they are physically frail when compared to older children

or adults. They are unable to ask for help and cannot leave an abusive parent. ln

Robertshaw's study of child abuse and neglect dealhs in Canada, 39 of the 54 children

(72%) ¡ncluded in the study as viclims of child abuse or neglect were two years of age

and under. Fifty-six percent were male; forly-four percent were female. There was a

previous history of injury or neglect ¡n 617o of cases with information missing on th¡s

variable in 1770 of cases. Eighty-live percent ol the 33 children with histories of

previous abuse and neglect were lwo years of age or younger, The types of injuries

suffered by these 33 children included fraclures, 42o/oi buln'ing, abrasions or bruising,

40%; malnutrition, 6% and neglecl (unspecified), 12olo. (p. 95)

Forty-six percent of the victims lived in a two parenl fam¡ly while 24o/o lived

wilh a single female parent. Other living arrangements included: with mother and

maternal relalives, 1 3%; with mother ând non-biological father, 1 1% and 6% with
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foster parents (1 case), with neighbour (1 case) and no information (1 case). Over half

the children (56%) had no recorded health or developmental, problems. F¡lteen percent

had a record of health or developmental concerns that included major problems such as

fetal alcohol syndrome and mental or developmental retardation and less severe problems

such as "sickly with several hospital adm¡ssions', frequent diarlhea, throat infections,

respiratory infections as well as repeated pneumonia. ln 30% of cases this information

was m¡ssing. Only seven of lhe victims (13old were listed as native lndian.

When considering the age of ch¡ld victims ol fam¡ly-related homicides included in

Family Violence in Canada,lhe youngest children are the most f requently killed. Forty-

eight percent of these children were between newborn and two years of age. This age

group is dramat¡cally large when compared to the distribution for other age cohorts;

19% were three to f¡ve years old, 15% were aged s¡x to ten years and 18% were between

eleven and seventeen years. (p. 67) Female children were 46.5Vo ol the total number of

victims; males were 53.5%. Females were a minority in all but one age group; ages 0 to

2 years, 47Þ/oi aÇe 3 to 5 years 56%; 6 to 10 years, 29Ô/o and 46yo lor ages 11 to 17

years. (p,67)

The Texas study of child maltreatment deaths from 1975 lo 1977 reported

similar findings about the profile of victims. The median age at death was 20 months in

comparison to the median age of 10.1 years for children who were tracked lhrough

ongoing CPS cases. (Lauderdale and Anderson, 1981, p. 30) Boys were victims in 55.1olo

of abuse deaths while girls were 44.9% ol abuse fatalities. Neglect deaths were

comprised ol 64.7% male victims and 35.2o/o lemale victims. Combined abuse and

neglect deaths included 52.6% males and 47 .3o/o females. (p. 30)

Nine U.S. sludies reviewed by Alfaro (1988) confirmed the young age of victims of

fatal child maltrealment. ln general, children under five years of age made up a higher

percentage of child maltrealment tatalities than they did ol the general population. The one

exception was Texas wilh a med¡an age of 10 years tor latal and non-fatal cases. (p. 229)
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The observation lhat young children are vulnerable to attacks by larger, stronger people

¡s not surprising nor is the young age of most victims. Very young children are, in

general, less able to disclose and can be concealed easier lhan children of school age. The

ordinal position of victims was examined in several of the sludies. ln general, victims

were either the youngest or the only child in the family. ln some studies, this also

distinguished latal lrom non-latal cases. (p. 229). The gender distribution was fairly

even between males and females in most stud¡es. ln the three studies where there was a

higher percentage of one gender (San Diego,67o/o; New York City 1983, 64% and lllinoîs

Three Year Study,62%) lhe larger group was always male. ln considering the ethnicity of

the victims, blacks were d¡sproport¡onately represented in the numbers of children who

died from abuse or neglect. ln the 1987 New York City study, black children and black

lathers were two of eleven variables which distinguished fatal from non-fatal cases.

There was no such disproport¡onate representation ol Hispanic lamilies. (p. 230)

A similar finding was reported in an earlier study of child maltreatment deaths in

Texas conducted by Lauderdale and Anderson with one nolable exception. Mexican

Americans comprised 23.9yo oÍ children under 18 years of age in Texas and 28.1" ol

children receiving child welfare services but constituted 46.5o/o of fatal medical neglect

cases. ln homicides, neglect and other maltreatment deaths there was no such over

representation of Hispan¡c families. (1981 , p. 32-33) ln contrast, black children were

regular¡y represented in child abuse reports, substantialed cases and fatalit¡es at twice

their representation in the Texas population. Black children were 15.2% of the

population of children under the age of 18 in Texas during the study period of 1975-

1977. They werc 18.4oh of children receiving ongoing CPS serv¡ce and 29.5% of child

maltreatment fatalities. (Lauderdale and Anderson, 1981 , p. 33) The researchers were

not able to determine if lhere was a systemic reporting bias or a genuine association that

called for a change in programming to address the over representation of black families.

(p, 63)
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There was little un¡formity of data between the stud¡es described by Alfaro

(1988) on the data collected to determine the health status of the v¡ctims. The New York

City studies were the most rigorous in searching for health history data and found that

there was a high rate of medical problems at birlh in both fatal (67%) and non-fatal

(72o/") child maltreatment cases. Later illness or hospitalization was also similar for

bolh groups; 22o/o and 26% respectively. (p. 231)

Christolfel, Anziger and Amari lound in a U.S. study of 29 deaÌhs seen by medical

examiners of Cook Country over a short period of lime lhat "the highest per-yearof-

age rate of definite and possible inflicted iniury was in the infant age group" with the

next highest being in the 1 to 4 years age range. (1983, p. 130) She also found an age-

relaled pattern of latal injury with a mean age of less than a year for central nervous

system injury, 1.5 years for arson, 5 years for blunt trauma, gunshot wounds 6.5

years and pedestrian victims 7 years. Abel also found that children in the age range of 1

to 4 years made up the largest group of homicide viclims, (1986, p. 709)

Reder, Duncan and Gray, in an examinat¡on of 35 child maltreatment deaths in

England, Scotland, lreland and Wales, found that 91% of the victims were under six

years of age and 18olo were under one year of age. The mean age was 2 years 7 months

when a 19 year old v¡ctim ot prolonged mallreatmenl and a child of unidentified age were

excluded. (1993, p. 37) Their study is a selective one and does not include examining

lhe dealhs ol children from undetermined causes, accidents or SIDS. Most of deaths

studied had been the subject of intense scrutiny in the form of inquests, ¡nquiries or

trials. Nineteen v¡ctims (54%) were male and sixteen (46%) were female. Reder et

al. compare their resu¡ts with lhose of Greenland, despite the differences in methodology

and sampling procedures. Greenland found that, in his study Ontario CAN deaths from

1973-1982 that the youngest children, under 12 months of age, were the largest grbup

of falalities. Males were 54% of viclims while lemales were 46o/o. (1987, p. 43) The

very young age of most victims is another mattel for concern. Further confirmation of
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the vulnerability of young children is found in McClain et al. (1993) in a national U.S.

study of the incidence of fatal child maltreatment which reported that only 10% of

v¡ctims are older than four years ol agel 72oh were two years or younger and 41o/" ol lhe

lotal were under one year ¡n age. (p. 341) The focus of research and prevention efforts

should clearly be directed at the youngest and most vulnerable children.

Peroetralors

The prof¡le of those who perpetrate fatal assaults on children has changed in

recent years. ln general, perpetrators are in lheir mid to late twenties, live near or

below the poverty level and are usually poorly educated with less than a Grade 12

education. They are often depressed, are unable to cope w¡th stress and have had fiÍst

hand exper¡ence ol violence themselves as children or in intimate relationships either as

viclims or perpetrators. (USABCAN, 1 995, p. 12) The long held belief that these

parents are teenage and/or single lemale parents has been challenged in a number of

studies. While the perpetrators were in their mid twenties at the time of the latal

incidents (Johnson and Showers, 1985, p,, 209), they olten first became parents while

in their teens. (USABCAN, 1995, p. 14) The Texas study (Lauderdale and Anderson,

1981) found that there was a median age of 22.4 years for mothers at the lime of child's

dealh and a median age of 20 years at the birth of the child v¡ctim. The median age of

mothers ¡nvolved in ongoing CPS cases was 28 years. The median age of lathers at the

time of the child's death was 26.7 years as compared to 30 years for ongoing CPS cases.

(p, 54) Belsky and Vondra observe that there is a body of research that shows that age

co-varies positively with the quality and quantity of malernal attention including

affection, stimulation and reciprocity. As well, child rearing attitudes ot leenage

mothers are less desirable than older mothers; their expectations of infant development

are less realistic, they interact and teach less w¡th their infants and display less

positive interaction. (1989, p. 159) The report of the USABCAN cited above suggests
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that age may not be the most reliable predictor for fatal child maltreatment, while

Belsky and Vondra's comments aboul age may be more relevant lo lhe overall quality of

parent¡ng prov¡ded on a daily basis.

ln Robertshaw's study of 54 child maltreatment deaths in 1977, lhe 82

caregivers of these children comprised 50 tamilies. The largest age cohort of caregivers

was 20 - 29 years (48old with 16% aged under 20 years, 16% aged 30 - 39 years, 1%

aged 40 - 49 years and no age informat¡on on 17o/o ol caregivers. Eighty-six percent of

the mothers of the victims were at home with children either as single parents (30%),

with an employed partner (22o/") or an unemployed partner (26%), ln a further 8% of

these lwo parent homes lhere was no information about the employment status of the male

partner. Over half the cases had no information as to the educational status of the parents

but in 30% of all cases the parents had a Grade I or lower educat¡on, limited education or

below normal inlelligence. Only 16% had Grade 10 or better; of these 4o/o ol lhe total had

some university education. (p. 98)

Robertshaw's research uncovered a history of v¡olence or previous criminal

charges in 14 of 50 families (28%). These included eleven families with charges of

violence between mother and partner, two with violence toward others, four with charges

for violent crimes such as assaull or manslaughter, one with failure to provide the

necessities of life and five with charges for non-violent crimes. Some families fell in

more than one calegory. Seventeen of lhe families (18 caretakers) had. a history of

substance abuse (31.5%) broken down into alcohol abuse eight caretakers, tranquilizers

six caretakers and illegal drugs five câretakers. The circumstances of the children's

deaths fell into six classif ications. First, in 28ïo ol åll cases, lhe careg¡ver could not

cope or did not respond to infant's demands. These children were all under lwo years of

age w¡th 13 of the 15 aged between one and nine months old. Second, in 15% of cases the

caregiver fatally assaulted the child during atlempts to use corporal punishmenl to

control the child's behaviour; five of these children were lwo years or under while the
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remaining three were aged between three and five years. Third, the caregiver was

severely depressed in 20ok of cases where four of the victims were between 20 months

and two years of lhe lime of death and seven were between four and twelve years. Fourth,

the caregiver was estranged from and angry at the partner in golo of cases . Two of these

children were two years or under; three were between eight and lhirteen years of age.

FtÍlh, 4o/" were born without medical assistance resulting in the deaths of these two

children. Last, there were 24o/o of deaths that were listed as unclass¡f¡ed compr¡sed of

tive children under one year of age, six children between one and two years of age and two

between four and nine years ol age. (p. 99) Only 57% of the total of 54 deaths were

listed as homicides. The remainder were undetermined, 19% of the total, accidental, 4%

and unclassified, 21o/o. (p. 101)

ln his study of 100 child deaths in Ontario from 1973-1982, Greenland (1987)

tound that the age differences between perpetrators in the seven groupings he used were

not statistically significant. Filty-live percent of all perpetrators were between 19 and

28 years old with teenage perpetrators compr¡sing 17yo ol lhe total of 121 perpetrators.

ln Greenland's study, he slates lhat lhere were 62 female and 55 male perpetrators

including 19 couples (1 male, 1 female partner) in 98 of the 100 cases. (1987, p. 48)

This is conlusing when compared w¡th the data on lhe lollowing page in which lemales

represent 54% (65) of a lolal of 121 perpetrators, while males are 46% (56) of

perpetrators of abuse and neglect, (p. 49) Greenland does not specify lhe gender of baby-

sitters in his analysis of death type and perpetrator relationship and gender. A total of I

deaths by baby-sitters are not included in the distr¡bution (p. 57) which will change the

percentages as seven sitters were female and two were male. Overall, Greenland found

that mothers were responsible for 47o/o of all deaths, fathers for 21Voi olher males in

the household, 23o/o', male sitters, 2%; female sitters, 6%; and father's girlf riend, 1%.

Gender representation in other research shows a majority of males responsible

lor violent deaths wh¡le females are generally assigned responsibility for neglect deaths,
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even in two parent or two adult households where it could reasonably be argued that

responsibility is shared. (USABCAN, 1995, p..13, 14; Swift, 1995, p. 99; Bergman et

al., 1985, p. 1 13; Christoff el et al, 1989, p. 1406) ln homes where an abusive male

prevents a female caregiver from protecting the child or seeking treatment, greater

responsibility should be assigned to lhe dominant parlner.

Perpetrators described in the CHIRPP secl¡on ot Family Violence in Canada

(1994) were generally family members (67%) or someone known to the child in their

daily liÍe (22'kl. Fifty percent of all perpetrators were parents; of these, 62o/o werc

fathers. Male perpetrators committed 90% ol sexual assaults and 54o/o of physical

assaults while females were listed as perpetrators of nearly 60% of physical neglect

cases. ln th¡s sample, 33% of victims lived in single parent families compared to the

cited national average of 13% of children living in single parent families, Conlrary to

what the researchers expected to f¡nd, only 47o of abusive mothers were under 19 years

ol age; 45o/" were between 20 and 30 years while 4O1o wete 30 to 40 years. (Statistics

Canada, 1994, p. 82)

Verbal testimony to the U.S. Adv¡sory Board on Child Abuse and Neglect by

Barbara Bonner revealed her research results lhat 60% of the children who died at the

hands of their caregivers were living with both lheir biological parents at the t¡me of

death. (p. 14). ln the Texas child deaths study, 40% of families had no known male

careg¡ver in the home at the time of the child's death. The remaining lamilies had known

male caregivers comprised of 84% biological fathers, 15% stepfathers and 1% adoptive

fathers. Males were alleged perpetrators in 65% of all lhe child deaths. The case

records indicated lhal 12.2o/o of male caregivers were not involved, the involvemenl of

males in 20% of cases was uncertain while 3.7% of cases were unknown. Mothers were

present in the home in 92.1o/" of cases and weÍe listed as alleged perpetrators in 63% of

cases. (p, 54) Other research reviewed by Alfaro (1988, p. 231-232) supports this

finding of biological parenls as the majority of perpetrators as does a review of child
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fatalities in M¡ssour¡ by Ewigman et al, (1993, cited in USABCAN, 1 995, p. 14) wh¡ch

found that 50% of perpetrators of child maltreatment fatal¡t¡es are married couples.

The proportion of known male perpetrators of fatal assaults has continued to

increase in recent years. Bergman et al. offer explanations for this apparent change. ln

the¡r examination of a study of child maltreatment deaths in the 1970's, the

perpetrators of 50% of serious cases of child abuse could not be identilied. Bergman et

al. speculate lhat mothers may have been concealing the culpability of a paramour

because of the moral climate toward such relationships. (1986, p. 115) They support

this position with additional ev¡dence from research results reporled in 1976 by Kaplun

and Reich. A study of traumatic infant deaths in Oregon between 1973 and 1982

(Emerick, Foster and Campbell, 1986) lists only risk factors associated w¡th mothers,

lf the results are accurate, there were no risk factors associated with males in the

lamilies ol 146 inlants who died ín Oregon during that period. (p. 521) This seems

unlikely in the light of more recent research findings. Another study by Bourget and

Bradford reviewed the deaths of 13 children and found that "a high proportion of

homic¡dal parents are mothers." (1990, p. 233) Generalizing from a sample lhis

small is problematic in ilself . Similar results are reported by Abel (1 986, p. 710)

with an important qualification; that these arc 35 known offenders trom a total of 62;

just 56% of all perpetrators. Reder el al (1993) list 28 (56%) of perpetrators as

women and 467o as men. (p. 36) The sampling problems inherent in this study were

discussed earlier, ln order to correctly assess the validity of the results of Emerick et

al. and Bourget et al. it would be necessary to know the numbers of "unknown"

perpetrators (if any) as well as considering the suggestion by Bergman that some

mothers may have concealed the culpability ol male partners.

Mothers continue to be ass¡gned responsibility most frequently for neglect deaths

including superv¡sion neglect and chronic neglect. (Margolin, 1990, p. 313) This

assumption that mothers are responsible for neglect deaths is made even when the father
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or male caregiver was the adult in charge ol the child. Consideration of findings about

the predominance of male perpetrators of latal maltreatment leads inev¡tably to

questions about why investigation, intervention and prevention efforts are largely

directed at mothers rather than at all caregivers regardless of gender. The exclusion in

mosl studies of males who act as caregivers for children is a major flaw in much ol the

research on parent¡ng skills and knowledge and their relationship to child abuse and

neglect fatalities. The role of falhers or male partners in the abuse of mothers and

children ¡s well documented as is their involvement as perpetrators of severe or fatal

child abuse and neglect. (USABCAN, 1995, p. 124, McKay, 1994, p.29) There is a long

h¡slory in child welfare of holding mothers responsible for changing the violent

behaviour of fathers. (Gordon, 1988, pp. 21-24; Swift, 1995, p. 121) A recent

critical examination of Canadian child welfare policy with respect to mothers and neglect

by Karen Sw¡ft (1995) provides a perspective on the role of socîety and the child

welfare system in perpetuating this illusion thal mothers are the major perpetrators ol

child neglect. The poverty and powerlessness of many mothers labeled 'neglecting' and

the accompanying abrogation of the children's fathers w¡th respect to the care and

support of their offspring is not considered when culpability is being assessed. (Switt,

1995)

Honig and Pfannenstiel (1991) conducted a U.S. study designed to improve the

skills of low income, lirsþtime fathers in caring for their infants. They found that

research on low-income fathers' parenting knowledge and skills was scarce, (p. 115)

Fathers were given printed ¡nlormation about infant development and were shown, using

a doll, a variety of consoling techniques for infants. wh¡le there were posit¡ve changes

in the knowledge and abilities ol most fathers, the beneficial elfecls were already

beginning to diminish at one month after the birth of the child. (p. 1 18) Of more

interest is lhe sample itself; lhese men required between 3 and 20 v¡sits to recruit them

into the program, (p. 1 19) A number of the fathers demonstrated l¡ttle commitment to
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mother or child as the pregnancy progressed. The researchers noted a strong bias in

"some male sub-cultural groups against learning about or participaling in programs

involving babies". (p. 120) ln addition, lhe lamilies were very transient, even when

the brief period of the inlervention was considered. (p. 121) The most disturbing

reports were of the men w¡th drug and alcohol problems. One man reported spanking his

infant daughter who was under one week old because her crying kept him awake at night.

He refused to acknowledge that there was any valid reason for an infant to cry. The

researchers described him as "removed from reality". (p. 121) He beat the molher

dur¡ng pregnancy and refused any attempts at psychiatr¡c evaluation or intervention

directed at him. The researchers' proposed solution lor situations of this type was to

"work with the mother in such a case, to strengthen her ability to parent and to deal

with spousaf abuse". (p. 122) What is disturbing about this case history is the

apparent inabil¡ty of the researchers to perceive the imminent r¡sk of serious injury or

death to this inlanl.

A report on the follow-up for another family reveals similar shortcomings. The

case involved a young woman who'Irequently expressed desperate longings for someone

to love her and care for her." (p. 122) Hq partner was absent for the prenatal visits,

Caesarian delivery and discharge from hospital of mother and daughter. On the first posl

natal visit to the home, he and his friends were having a drug and alcohol party there,

The father was described as interacting well and seeming to love the baby although he

was "curt" w¡th the mother. Further post natal visits were difficult to arrange as the

fam¡ly moved frequently. The couple married and had another infant. The father went to

jail (a second incarceration) lor stealing to support his drug habit. '"The daughter that

participated ¡n this project is now two years old and the mother reports that the toddler

is 'totally unmanageable" and needs psychiatr¡c help." (p. 122). There was little

understanding shown by lhe researchers of the damage to the children from l¡ving with

such parents or of the potential for abuse in a mother whose solution lo the problem is
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psychiatric inlervention for a loddler. The researchers' final conclusions included a

suggestion that a full range of clinical services should be oftered to families enrolled in

subsequent programs to deal with domestic violence, alcohol and drug use and mental

health issues. (p. 12$ lnterestingly, there was no mention made of child protection

services for the children in these families.

An American longitudinal study of high risk families conducted by Egeland and

others began in 1975 as a prospective study of 267 high risk infants and the¡r families

lo "determ¡ne the antecedents of good and poor parenting for individuals at r¡sk for

abusing their children." (Egeland, 1991, p. 33) The subjects were "multiproblem

families" from lower socioeconomic backgrounds recruited from pregnant women at

Minneapolis public health maternity clinics. Of the 267 families recruited, only 87

males enrolled with dramatic drop offs occurring at the first three month assessment.

Any attempts to encourage continued involvement were met with threats that the men

would withdraw their families from lhe program. (p. 40) Egeland stales lhat TOVI ol

women were living with male partners at the time ol assessments and that male refusers

were "s¡gnif icantly in the lower socioeconomic groups". (p. 41) When the American

medical system is considered, along with the population of lhose who use 'free" clinics

in the U.S., the finding of low socioeconomic status is not remarkable. What ls

remarkable is that the results reported by Egeland attr¡buted negative outcomes for the

children due to their mothers' parenting. There was no considerat¡on of what the effect

of living w¡th uncooperat¡ve or lhreatening males was doing to the women and their

children. Only 13% of biological fathers were still living in the home when the children

were 18 months old yel 70o/o ol the lamilies had male parent f igures in them at any

given time. (p. 40-41)

Another American study of the developmental consequences of child abuse is

known as the Lehigh longitudinal study. This research project began in 1975 and was

still ongoing at the time Herrenkohl, Herrenkohl, Egolf and Wu (1991) were writing in

100



1989. They followed families to track lhe frequency of reoccurrence of child abuse for

families who had already had an incident. As lhe study progressed, control groups were

added lrom differing socioeconomic groups to compare the developmental outcomes ol

abuse for children. Physical discipline ol the children was rated according to severity

and all the groups, including lhose chosen as non-abusing controls, were found to have a

subgroup of mothers who used abusive forms of physical discipline. (p. 65) What is

remarkable, once again, is the focus on only mothers as perpetrators of abuse and

neglect. The research lindings report on the relationsh¡p between poverty and abuse (p'

75) without considering the inlimate relationships ol the mothers as a contributing

factor.

Even when there is consideration of the male parlner, he is usually treated more

as an adjunct of the mother ralher than a participanl in the life of the family and the

maltreatment of the child. Vondra (1990) appears to place responsibility for the

quality of the intimate relationship with the mothers. "Whatever strengths these adults

[mothers] may possess as parents-likely to be meager from Ìhe outset-their inabil¡ty

lo garner lhe support of a stable, intimate partner will undermine their functioning as

caregivers." (p. 157) Once again, little consideration is given lo the role of lhe male

partner in poor parent¡ng by mothers. The disruplion in the family caused by transient,

abusive males in families as well as the effect of violence by a father who stays in the

home is ¡gnored. Research on the involvement of males in abusive families is so scarce

that their effect is almost unknown despite their prepondèrance as the perpetrators of

tatal child maltreatment.

Despite this knowledge, prevent¡on programs remain directed at single molhers

who are not the predominant perpetrators of latal assaults on children. (USABCAN,

1 995, p. 124) A recent clinical trial in Missouri examined this phenomenon ¡n a

program to intervene with parents who use physical discipline on young children and are

believed to be al high risk for abusive behaviour. The Missouri officials decided that "it
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was hard enough to persuade mothers to attend training or to allow home visiting, and

almost impossible to persuade men, so men were not included." (p. 125) This is akin to

putting a cast on the arm of the person who accompanied the injured person to the

hospital or looking for one's keys at night where there is a street light rather than in the

darkness where they fell!

Two recent Canadian court decisions on cases of child neglect illustrate that, in

the end, it is parents who are ultimately held responsible for the well-being of their

children. Despite Wolock and Horowitz'(1984) assertion that child neglect is first a

social problem, the remedies applied by society focus primarily on the caregivers. The

first case is not a fatality, but did result in severe harm to the child concerned.

(Winnipeg Free Press, July 21, 1995) In July of 1994, a woman in Edmonton left her

four children alone at midnight to visit the home of a friend. She fell asleep there and did

not return until 9 a.m. Six weeks earlier she had left her children unattended and had

been warned by child welfare authorities that this could not happen again. Arrangements

had been made for reciprocal baby-sitting in the community but the mother did not use

this arrangement. During her absence, a man broke into the family home and raped the

eldest child, a nine year old girl. The children were apprehended and the mother did not

regain custody for a year. She was sentenced to three years probation and ordered to

continue counseling to improve her parenting skills. Her lawyer argued that "many"

parents have left a nine year old home alone and that the woman's guilt and loss of her

children for a year was sufficient punishment. The fact that the judge did impose a

sentence can be taken as an indication that there is a recognition in law that children

require the protection and supervision of a competent parent. The presence of the

mother might or might not have prevented the rape but that was not the issue. By

leaving the children alone, the mother exposed them to a degree of risk that society has

deemed unacceptable and for which penalties are prescribed.
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The second case which received national prominence concerns the 1994 death of

John Ryan Turner on a Canadian Forces Base in New Brunswíck. (Maclean's, June 19,

1995, p. 21) The child was nearly four years when he died and weighed only 21 pounds.

Expert testimony revealed that the child had not eaten in weeks, was covered with self-

inflicted bruises and bite marks and that he had "spent his last days bound to his bed in a

darkened room and gagged with a man's tube sock." Autopsy results revealed that both

his arms had been broken several months before his death, probably from being

violently shaken. The child's mother was described as rejecting and severely depressed

and the father as a "once affectionate" father who had ignored the child to "force" the

boy to bond with his mother. The parents were convicted of manslaughter and sentenced

to 16 years in prison for making, according to the judge's statement, "a conscioLrs

decision to omit what they should have done." (Winnipeg Free Press, July 25, 1995a)

The judge described the child's death as "a crime committed on a vulnerable, innocent,

totally defenseless, helpless child." Expert testimony revealed that it was the emotional

neglect, not the physical abuse, that eventually killed the child as he had stopped eating.

(Winnipeg Free Press, July 25, 1995b) His mother's treatment of him was observed

by friends and neighbours who admitted in testimony that they suspected something was

wrong but failed to notify authorities on the base or at the local child welfare agency.

His father's rage toward the child had also been witnessed by those same friends and

neighbours and also was not reported. The victim's younger sister had no visible signs

of abuse according to the report. The journalist observed "Each one of us has a collective

responsibility to those around us. We are bound by the laws of a moral society to care

for those who cannot care for themselves. When we reject that charge, the unthinkable

occurs." The role of the community in allowing John Ryan Turner to starve to death in

his parent's home cannot be ignored.

No consistent cluster of personality traits has been identified to date with respect

to the perpetrators. High levels of substance abuse, spousal and other violence and a
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previous history of other incidents of child abuse or neglect are frequently reported by

professionals dealing with the perpetrators. "But little reliable data exist in this area

and the scientific literature ís lacking, possibly indicating how little attempt is made by

authorities to record evidence of substance abuse or other problems during child abuse

and neglect investigations." (USABCAN, p. 14) Diagnosed mental illness is listed as a

factor only in a small percentage of cases. (p. 14) With respect to the incidents

themselves, the Board cites written testimony at its hearings by G.K. Kantor and L. M.

Williams in 1993 which reveals that many fatal injuries result from extremely violent

attacks which suggest that parents or caregivers are conscious of the damage they are

inflicting. Other written testimony by Dr. Randell Alexander, also in hearings held in

1993, argues "that while death caused by child abuse is often a matter of chance, the

extreme force needed to inflict such damage on a child should have deterred any

reasonable parent from such behaviour." (p. 15)

Historv of Violence

While the belief that a number of child abuse fatalities were the result of the

"one and only" incident when the caregiver lost control was long held to be true (Abel,

1986, p.709), recent research is showing that such incidents are seldom isolated and

that neighbours, family members or various officials had seen at least one prior incident

that should have led to intervention to protect the child. (USABCAN, 1995, p. 16) This

past history of previous assaults is currently believed to be the best predictor of future

abuse. (p. xxxv) This position is supported even by such conservative critics of child

welfare as lawyer Douglas Besharov who continues to argue that the grounds for state

intervention should be narrowed (1988, P.80; 1990, p.37-38). In citing a decision

of the California courts, Besharov justified this position with the following quotation

from a 1976 written decision on Landeros v. Flood (17 Cal.3d 399,412 n.9,551

P.2dd 389, 395), "Experiences with the repetitive nature of injuries indicate that an
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adult who has once ínjured a chíld is likely to repeat...[T]he child must be considered to

be in grave danger unless his environment can be proved to be safe". (1988, p.85)

Past history is seen here as a reliable predictor of future behaviour. An adult with a

history of violence toward children had already demonstrated that force will be used as a

means of expressing rage or frustration. The results of a study of child maltreatment

deaths in Canada and the United Kingdom indicate that a previous history of abuse or

neglect by the perpetrator is the best predictor of risk for fatal child maltreatment.

(Greenland,1987, p. 179) This same conclusion is included in the 1995 report of the

U.S. Advisory Board on Child Abuse and Neglect. (p. xxxv)

Corporal Punishment as Violence Toward Children

Gelles et al. state that "children are injured and abused because we as a society

are committed to norms which approve of and legitimize using violence as a frequent

form of training and punishing children." (1980, p.72) Strauss, Gelles and Steinmetz

state that adults will hit children hard enough to hurt the child in an effort to stop or

change behaviours that the adult finds offensive or perceives to be dangerous. "...[T]he

fact remains that these actions are consistent with the phenomenon that we refer to as

'violence'." (1980, p.54) They also point out the seeming contradiction of the

youngest, most vulnerable children being assaulted the most severely and most

frequently. (p. 70) In describing the results of their research to survey the use of

violence in the American family, the authors state:

"...we have demonstrated for the first time, with reliable scientific data on a
nationally representative sample, that violence toward children goes well beyond
ordinary physical punishment. Millions of children each year face parents who
are using forms of violence that could grievously injury, maim or k¡ll
them."..."They [violent acts] are regular patterned ways which parents use to
deal with conflict with their offspring." (p. 73)

The problem of violence toward children is further complicated by legal

sanctions which permit parents to use "reasonable force" in disciplining children. In
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Canada, the use of force to discipline a child is enshrined in Section 43 of the Criminal

Code of Canada.

"Correction of child by force:
43. Every schoolteacher, parent or person standing in the place of a parent is
justified in using force by way of correction toward a pupil or child, as the case
may be, who is under his care, if the force does not exceed what is reasonable
under the circumstances." (Cited in Robertshaw, 1994, p. 1)

Robertshaw writes that the Quebec Court of Appeal's interpretation of Section 43 in

1951 still stands as one of the leading decisions used to interpret the section. This

statement acknowledges that such discipline will "naturally" cause pain and that

contusions and bruises are not in themselves proof that the force used was excessive.

(1994, p. 1) The punishments that have been upheld to date by Canadian courts include

strapping on hands, shoulder, buttocks and legs; hitting with straps, belts, sticks,

extension cords and rulers; causing bruises, welts, abrasions, swelling, nose bleeds,

chipped teeth; and slapping on face, pushing, pulling, grabbing, shaking, and kicking

with stocking feet. (p. 2) This list makes it clear that shaking an infant is not, in itself,

illegal but killing the infant would be. This becomes an important part of the 'discipline

gone a bit too far' defense against a charge of killing a child.

Robertshaw supports the repeal of Section 43 of the Criminal Code as it has led to

both injury and death for Canadian children. Corporal punishment maintains and teaches

the use of force to change the behaviour of others. Until the latter half of the 20th

century it was legal to physically discipline apprentices as well as inmates in

correctional facilities. Although it is no longer legal for a husband to physically

"discipline" a recalcitrant wife or an employer an employee, these were codified in

common law. (p. 2) Robertshaw points out that children are the only group in society

who still can be legally assaulted. She states that this is in violation of both the Canadian

Charter of Rights and Freedoms as well as the UN. Convention on the Rights of the Child to

which Canada is a signatory. (p. 3)
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In response to religious groups that argue that corporal punishment is part of

their religious beliefs as expressed in the Old Testament of the Bible, Robertshaw's

response is that stoning is set down in the Old Testament as a penalty for adultery and

homosexuality yet these punishments are not practiced nor are arguments advanced by

these groups to permit such acts. The following example given by Robertshaw

demonstrates how proponents of the religious basis of corporal punishment have little

understanding of normal child development. In opposing the abolition of corporal

punishment of children, a man who is a member of a Christian sect advocated using a

switch on the upper legs of a 15 month old child guilty of "willful defiance" as a means

of correcting the child and changing her behaviour. (p. 3) This view of normal child

development is not uniquely Christian. In a class in social work taught to aborigÍnal

students, this writer was advised by a member of the class that it was "traditional" to

use a switch on a two year old and to have the child cut the switch that would be used on

her. This statement was immediately refuted by other class members who described the

practice as "child abuse" and not traditionally aboriginal, pointing out that it was not

appropriate to strike a two year old for 'disobedience'. lf discipline is intended to

protect children from harm, hitting (harming) them to teach them seems counter

productive. Yet, in the literature reviewed for this thesis, the recommendations for

preventing child fatalities rarely included a recommendation that corporal punishment

be abolished.

Domestic Violence and Child Abuse

Domestic violence (wife battering) has a documented association with child

abuse. (Vondra, 1990, p. 156; Factor and Wolfe, 1990, p. 175; USABCAN, 1995, p.

14) The logic behind this association is obvious; a man who uses force to 'control' his

wife faces few sanctions against using force to 'control' his children. Having a degree of

societal sanction for the use of force can reinforce in some individuals the use of fear and
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dominance to control others. lt is not rational to suppose that such men would refrain

from hitting their children if they are already battering the children's mothers. The

men have already crossed a threshold with respect to the use of force by deciding to

commit an illegal act (wife battering). In verbal testimony at a public hearing on child

maltreatment fatalities sponsored by the U.S. Advisory Board on Child Abuse and Neglect

and held June 16, 1994 in New York City, E. Stark stated, "The role of domestic

violence in fatal child abuse is rarely discussed in studies. Nevertheless, some experts

argue that domestic violence is the single major precursor to child abuse and neglect

fatafities in the United States." Stark believes that 50o/o of the mothers of abused

children are battered wives and that they do not report the battering for fear of losing

their children due to violence in the home. (USABCAN, 1995, p. 124) This view is

supported by Elbow who describes violent marriages as follows:

"...the violent marriage is characterized by rigid sex role expectations, the use
of violence to control, poor communication patterns, isolation, and an inability to
accept responsibility for one's own thoughts, feelings and actions. The family is
further burdened by distorted and conflicting notions about family life. Love
means possession or ego fusion; disagreement is equated with hostility,
disrespect, or rejection of what is right. Authority and discipline are
interpreted to mean the right to control, by force, if necessary. The idea of
negotiation is rejected as loss of authority or giving in. Needs and wants are
viewed as unwarranted demands; and expression of feelings signifies weakness,
loss of control and ultimately violence." (cited in Reid and Sigurdson, 1989,
p. 81)

High rates of violence are found in those individuals where alcoholism is combined with

antisocial behaviour and/or recurrent depression. (Reid and Sigurdson, 1989, p. 83)

Víolence by men against women affects the quality of care provided by mothers

yet it is mothers who are held responsible for ensuring the safety of children and are

culpable if they do not remove the family to safety. (USABCAN, 1995,p. 121)

Nonetheless, the importance of the role of the spouse of the violent partner for the

purpose of this research is whether or not the spouse is able or inclined to protect the

children. Statistics Canada reports that estimates from the Violence Against Women

Survey indicate that in 39% oÍ marriages with violence, children have witnessed
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assaults on their mothers by their fathers. "This amounts to over one million children

in Canada, over half of whom have witnessed acts of violence serious enough to cause

their mothers to fear for their lives." (Statistics Canada, 1994, p. 82) No estimates of

the number of murdered children whose mothers were also victims of domestic violence

were provided in the Statistics Canada report. While practice knowledge supports a

linkage between domestic violence and child abuse and neglect and also fatal child

maltreatment, more research is needed to determine the incidence and prevalence of this

association. Prevention efforts should include educating those on the front lines of

dealing with domestic violence; hospitals, physicians and law enforcement officials.

Police investigating domestic violence can be trained to look for physical signs of

possible child maltreatment such as low weight, dehydration, lack of medical care,

bruises and other injuries. (USABCAN, 1995, p.53) Doctors in emergency rooms can

be made aware of the link between domestic violence and child abuse to encourage a

higher reporting rate of multiproblem families. There are few repercussions against

agencies or individuals when maltreatment deaths of children not known to child welfare

agencies authorities, unlike the investigations of the actions of child welfare agencies

when children known to such agencies die of abuse or neglect. (p. 44)

The risk of serious harm to children increases when "force, assault, and violence

are evident in the history of [a] perpetrator and are accepted by the partner as part of

the relationship...the parents tend to normalize or legitimize their use of [violence]."

(Reid and Sigurdson, 1989, p. 86)

Psychopathology and Incapacity

"Some of the most difficult decisions to be made by child protection workers
involve the assessment of the capacity of a parent to care for a child when there
is concern about the parent's mental health. This decision is difficult because
there is limited information readily available on the linkage between the two
phenomena." (Reid and Sigurdson, 1989, p. 58)
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In the early days of research on child physical abuse after its rediscovery by

Henry Kempe in 1962, the prevailing view of parents who killed their children was that

they were mentally ill or deviant. (Factor and Wolfe, 1990, p. 191) Brandt Steele

describes perpetrators of atypical (sadistic) abuse and infanticide as "sociopaths" who

release aggression onto small children. (1987, p. 101). He describes them as a group

with a history of domestic violence, alcohol or drug abuse and criminal behaviour and

little empathy for the welfare of others. Given that diagnosed sociopaths are, according

to Steele, only 5 to 10% of the abusive population, it would seem that other males

(including many wife batterers) share these characteristics without being sociopaths.

Studies cited elsewhere in this literature review report the dominance of males as

perpetrators of fatal assaults against infants. Given that many of these males do have

histories of domestic violence, alcohol or drug abuse and criminal behaviour in various

combinations, Steele's attribution of these characteristics to sociopaths appears to have

questionable validity. Does an adult have to be mentally ill to kill an infant? Steele

later qualifies this assessment by stating that the child abuse syndrome is not a mental

illness in the sense of an accepted psychiatric condition. (Steele (1987), cited in Reid

and Sigurdson, 1989, p. 59)

In the U.S. Advisory Board on Child Abuse and Neglect report (1995) the authors

state "diagnosed mental illness is a factor in only a small percentage of child

maltreatment cases". (p. 14) However, the very real danger posed, particularly from

parents who are out of touch with reality, cannot be ignored. Reid and Sigurdson state

that psychosis is a predictor of a high risk of abuse. They also point out that "sex

offenders of children will more often than not show not obvious psychopathology or

incapacity." (p. 58) What is more typical of abusive parents are what might be termed

'deficits'. These individuals have missed out on a number of positive childhood

experiences. They have often been deprived of the opportunity to bond closely with

consistent, nurturing caregivers and their physical and emotional needs were seldom
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met. These adults usually felt or were isolated, having few friends or caregiving adults

who could begin to make up the deficits in the home. Reid and Sigurdson describe these

deficits as "common themes in abusers (sic) lives." (p. 59) Additional danger to

children may occur when parents have poor impulse control and respond in an excessive

manner to a child's behaviour. (p. 59)

The mental illness of a parent does contribute to poor outcomes for children as

the parent's personality (as filtered through the mental illness) can function to support

or undermine his or her parenting ability. (Belsky and Vondra, 1989, p. 166; Factor

and Wolfe, 1990, p. 172) In addition to poor social and psychological outcomes for

children who survive childhood with a mentally ill parent, there is support for the

position that some killings of children are, at least in part, linked to the mental illness

of the parent. The death of Skylar Wíebe at the hands of his mother, Donna Trueman, is a

particularly grisly example of this type of death. (Yaren, 1993, p. 33) The four year

old child died after his mother choked him, drove a broom handle through his head and

jumped on his chest. She was intent on killing his body which she believed held the

spirit of Adolph Hitler while her son's soul shared his two year old sister's body.

This case highlights the risk to a child left in the care of a parent subject to

psychotic episodes and the difficulty experienced by child welfare authorities in

providing effective intervention. ln an article written by forensic psychiatrist, Dr.

Stanley Yaren, it is emphasized that appropriate medical intervention and monitoring

can prevent such states from overtaking a parent. The issues with respect to child

welfare are how the signs of her developing psychotic state were assessed by the case

worker and the support worker and whether or not an accurate (or any) estimate of risk

was made. lt also emphasizes the need for mental health professionals to constantly

weigh the value of confidentiality with respect to patients living with children against

the mandated duty to report situations where a child may be at risk from the behaviour

or conduct of the parent. The risk of maltreatment increases for children who live with
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parents whose perceptions of them are disordered or who fail to provide adequate care or

protection for them because of the mental illness. A recent newspaper report describes

the murder of a 14 year old boy by his father beside a busy road. (Winnipeg Free Press,

July 24, 1995) The child was repeatedly stabbed then was beheaded while passing

truckers called authorities for help. The boy's younger brother escaped at the urging of

the dead child when the assault began. The father tried to evade capture by authorities by

discarding the child's head during the vehicle pursuit. The father is alleged to have taken

the children on a weekend fishing trip then decided that they were possessed by the devil.

Charges ín the incident included driving while intoxicated. At this time, information is

not available as to whether the father's psychosis was due to mental illness or alcohol

abuse or both.

The role of mental illness in deaths due to neglect is less clear although there does

appear to be an increased risk to children of schizophrenic or severely depressed

mothers.

"Unfortunately, our knowledge of child neglect is far behind that of physical
abuse. However, it appears from preliminary studies that neglect may involve
an even greater degree of personal psychopathology than abuse, which, coupled
with situational events, leads to an avoidance response to stressful child
behaviour rather than to aggression. Whether these two forms of child
maltreatment represent different manifestations of the same disorder or whether
they are the two most identifiable patterns of parenting dysfunction (out of
perhaps many more) remains to be investigated." (Factor and Wolfe, 1990, p.

1e3)

The effects of schizophrenia on parenting have been studied to determine the risk

to children reared by mothers with this mental illness. A Danish study followed children

designated as "at risk" because of their mothers' schizophrenia. (Grünbaum and

Gammeltoft, 1993) The study tracked eleven mothers with lengthy histories of

schizophrenia. One woman had a child who died because of faulty care and three had

children in foster care. (p. 17) Problems for 50% of the mothers included alcoholism,

malnutrition, unattended births and complications of hysterectomy. Most lived an

isolated life and all suffered psychotic breakdowns within six months of the births of
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their children and most included the child in their psychotic delusions. "While living

with their mothers, six of the children had been at some point in danger of their lives,

four because of serious illness caused by inadequate care and two because a manifestly

psychotic mother threatened infanticide." (p. 18) Providing preventive services to the

mothers was not successful due to their inability to differentiate their wishes from their

children's needs. Even the threat of removal seldom resulted in more than short term

compliance as the mothers' response was to withdraw themselves and their children

from the service providers. (p. 18) The life threatening danger to some of the children

lay in the threat of filicide that was their mothers' response to having their wishes

thwarted by the children's presence and in the mothers' refusal to allow others to see

the children. Less acute but still substantial danger existed for the children in the

mothers' emotional rejection of them. One of the most common reports was that, at

nearly three years, many of the children had not learned to communicate and had little

experience in relating to people who were not mentally ill. (p. 20)

The response of some of the other systems dealing with the family, including the

social services system highlighted the general level of ignorance about the risks

inherent for children living in such situations. Unless the child was physically in

danger, the systems focused on the well-being of the mother before that of the child,

including refusing to intervene because the suffering was "only emotional and not

physical" or because there was no understanding of how the mothers' emotional

unavailability could affect development (p. 21, 22) Other questionable practices

included committing mothers accompanied by their infants into closed psychiatric wards

without any consideration of the children's needs (p. 22) or repeated removal to foster

care and returns home with shifting professional 'attachment figures" who were

expected to make up some of the deficits in the mothers' parenting. (p. 24) All eleven

children were eventually removed to permanent foster care. (p. 17)
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Children of depressed mothers may experience severe neglect depending on how

immobilized the parent is by the disorder. (Barloon, 1993,. p. 190) These mothers

were also more critical of their children than a control group. (p. 191) Attributions

made by parents about their children's behaviour and disposition are important. lf the

child's behaviour is seen as a personal attack on the parent's self-esteem and well-being

the child is at increased risk of maltreatment. Depressed mothers provide a disruptive,

hostile and rejecting home environment that undermines the child's functioning and may

cause a cycle of 'difficult child'and'failed mother'. (Belsky and Vondra, 1990, p. 164,

165) Such a cycle may culminate in a fatal attack on a child in a frustrated attempt to

'discipline' such a child. The death of John Ryan Turner of New Brunswick, Canada in

1994 was attributed, in part, to severe depression on the part of his mother which

caused her to reject the child emotionally and physically. The child's father did not act

to protect the child who had been gagged and tied to a bed in a darkened room in the days

before his death. (Winnipeg Free Press, July 25, 1995a) In the event that one parent

is mentally ill, the mental state and ability to protect the child of the other parent

become critical to the child's well-being.

Parents who are mentally handicapped and lack the ability to learn parenting

skills may pose a threat to ínfants. Without the ability to acquire knowledge and apply it

appropriately, especially in novel situations, these parents perform child care duties

without consideration of the child's condition or needs. Without close monitoring, they

may "forget" to feed a child, leave it with inappropriate caregivers or neglect necessary

health care. Helfer (1987) observes that the change in the philosophical basis of the

treatment of mentally retarded adults has meant that women have been discharged from

institutions to live in the community, often in a communal setting. Children are

sometimes conceived in such communal settings. Few communities have plans in place to

deal with the birth and subsequent neglect of many of these children. (p. 302) The move

to community care mental health in Manitoba has resulted in situations such as Helfer
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describes with the result that child welfare authorities are eventually involved when

there is a report of danger to the children concerned. There are currently few viable

long term solutions other than the removal of the child to permanent foster care or

adoption.

In reviewing nine U.S. studies of fatal maltreatment, Alfaro (1988) found that

data on parental mental retardation was extremely limited with respect to formal

evaluations. Comments about a parent's "slowness" may or may not have indicated

retardation. Rates of retardation for perpetrators ranged from 17o, the level in the

general population, to 1B% for suspected perpetrators. (p.234) Robertshaw's study of

Canadian child deaths did not differentiate limited education from below normal

intelligence although she reports that 30% of perpetrator caregivers fell into a category

that included both indicators. (1981, p. 98)

Multiple Personality Disorder remains a controversial diagnosis and poses

particular problems in assessing risk for children in the care of an affected parent. In

one study, affected adults had a history of childhood sexual and/or physical abuse at a

rate of up to 88.5%. (Ross (1989, p. 101) cited in Reid and Sigurdson, 1989, p.61)

The nature of the syndrome is such that one or several personalities may be competent

caregivers but others may be neglectful or abusive. Another issue concerns the

outcomes for children whose primary caregiver assumes the personalities of different

people at random times through the child's life. How much will a child be affected by

living with a parent whose care lacks internal consistency?

What is obvious from the literature is that "characterological problems" of

parents affect the quality of care provided to children. These problems include an

impaired or impoverished sense of self, internal conflicts and unmet dependency needs.

Parents who are psychotic or out of touch with reality are more likely to abuse or

neglect their children than non afflicted parents. Depressed parents may be hostile,
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rejecting or apathetic to their children's needs. Mentally retarded parents are at

greater risk for neglecting the components of good (or adequate) child care.

Perception of the Child

"Perception is a mental process by which the nature of a [person] is recognized

through the association of a memory of its other qualities with the special sense bringing

it into consciousness." (Reid and Sigurdson, 1989, p.64) In the case of abusive and

neglectful parents, their perception of the child is affected is affected by prior life

experiences, values of their social group with respect to children, their emotional or

intellectual states and the contextual and situational stressors operating in their

environment. (p. 70) The child's nature or temperament may range from easy to

difficult with easy children (adaptable and able to be comforted) comprising 40"/" ot

children while difficult children (hard to comfort or feed and readily startled) are 10o/o

of children. (p. 72) The remaining 50% comprise mixtures of the two types. The fit

between the personality of the parent and that of the child is believed to be a factor in

abuse and neglect. Parents who have negative perceptions of their children may be

trying to cope with difficult children or they may have experienced deficits in their own

childhood experiences. In either case, the "fit" between parent and child is poor and

maltreatment may result.

Abusive parents are so needy themselves that they find it very difficult, even in a

therapeutic setting to acknowledge that their children have needs and to accept

responsibility for meeting them. (Buck, 1984, p. 37) Newberger has also commented

on the cognitive foundations of parental care of children,

"How they reasoned appeared to be related to how they behaved as parents. In
particular, parents with especially troubled relationships with their children
were frequently unable to perceive their children as .having needs and rights of
their own separate from those of the parent. Other parents understood their
children as separate individuals but in a rather stereotyped way, as though one
could understand one's own child only through a definition of children offered by
others." (Newberger (1980, p. 3) quoted in Newberger and White (1989),
p. 307)
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Newberger developed a hierarchical system to rate the levels of parent awareness

or perception of the child based on the parent's understanding of the child as a unique

individual as well as the parent's acceptance of the development of an independent self in

the child. At the lowest level, the parent understands the child only as a projection of

her own experience with the parental role organized around what the parent needs and

wants. (p. 308) In child welfare practice, this is a striking phenomenon to observe as

the parent virtually ignores the child's expressions of affect and needs except as an

annoyance in the parent's life. The child becomes so inured to failing to have her own

needs met that she may react strongly in an attempt to be nurtured and "provoke" the

parent to violence. This has been offered as an explanation for children who are killed

after period of ongoing abuse or after a period of chronic neglect. The parent's lack of

empathy for the child makes it easier for the parent to injure or kill a child as the child

has no existence (figuratively) outside the parent. Any perceived failure of the child to

meet the parent's needs can be used to justify disproportionately savage attacks on the

child. This danger can be compounded when the other caregiver (if present) has ideas

about child care that support the perpetrator's behaviour. lf the other caregiver has a

more positive perception of the child and reasonable notions of child care, the danger to

the child may be reduced if he/she is able to prevail over the perpetrator and protect the

child. "As a general formulation it may be stated that the degree of risk will be

determined in part by the eldent to which the spouse's perception of the child motivates

them to act so as to protect the child.' (p. 73)

A similar danger exists with respect to the perpetrator's perception of the

incident of abuse or neglect. lf the child herself, external causes, forces or individuals

are held responsible for the perpetrator's acts, the risk to the child is increased.

Parents who believe that they were 'provoked' into assaulting a child or 'seduced' into

sexually assaulting a child pose a high risk for further assaults. The sexually abusive
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adult may assert that the child desired the relationship or that it supports and sustains

the family. They maintain their right to treat the child ín the manner that they were

treated as a child and assert that this is for the good of the child. (Reid and Sigurdson,

1989, p. 67) (A parallel with the parents' rights argument for corporal punishment of

children can be made.) lf the parent's experience as a child was similar to the

maltreatment of the child, this may be used as a justification for the act and continuing

the behaviour. In child welfare practice, these individuals may describe themselves as

competent parents by explaining that they "only" hit the child with a stick (belt, cord,

etc.) despite being beaten with a board or bat when they were children themselves.

Particularly with child fatalities, the adult may justify the fatal assault as due to the

child's soiling, crying, refusal to feed or lack of understanding of the adult's physical,

emotional or mental state. Such rage -triggered assaults are poorly understood as their

cause and prevention has not been adequately researched. (USABCAN, 1995, p. 11) The

denial of responsibility for the child's needs is a critical component of thís phenomenon

as is the failure or the caregiver to recognize his/her own contribution to the problem.

The role of the spouse in either supporting and condoning or actively opposing further

such incidents is an important factor in assessing the risk of reabuse. This also holds

true for child fatalities as there can be support for the parenting practices that

contributed to the death of the child.

Substance Abuse

The abuse of mood altering substances such as alcohol, illegal and some

prescription drugs had been found to be associated with violence in families, including

violence against children. Gelles and Wolfner (1993) cited in Gelles (1993) describe

the association as "substantial" and state that it is exacerbated "if there is an

"acceptance" within the culture of violent behaviour while intoxicated then there will be

manifestations of violent behaviour." (p. 186) Flanzer (1993) states that "Alcoholism
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and child abuse and neglect have been shown to appear together in a host of studies and

clinical reviews. Studies of child-abusing families similarly have shown varying rates

of alcoholism among family members." (p. 175) He asserts that "Alcohol causes

disinhibition that can lead to violence.' In particular, Flanzer cites Miller and Potter-

Effron (1990) as supporting the contention that the abused drugs act as disinhibitors of

pent-up underlying anger. (p. 178) Indíviduals who commit acts of violence while

under the influence of alcohol or other substances may use the effect of the drugs as a

rationalization for violence while denying responsibility for their actions. (p. 178)

Emery (1993) in ongoing research on the incidence of fatal neglect misdiagnosed as

Sudden Infant Death Syndrome (SIDS) has observed that

"every series [of deaths diagnosed as SIDS] includes instances in which the
mother has gone to bed drunk and found the infant dead at her side in bed in the
morning. Also, many series of cot deaths [SIDS] found infants to have been left
unseen for many hours before being discovered dead, sometimes 8 to 10 hours
later." (p. 1098)

He further observes that in cultures such as the rural Chinese in Hong Kong and

Bangladeshi families in Wales, infants routinely sleep with adults and cot deaths are

"almost unknown". (p. 1098) Whether this is due to relatively smaller maternal body

sizes, less alcohol abuse by parents or other reasons not immediately obvious is

unknown at this time.

Substance abuse by mothers poses a more immediate risk to children than

substance abuse by fathers, particularly if the children are young and the mother is the

primary caregiver. (Tracy and Farkas, 1994, p. 58) In discussing the assessment of

risk with respect to case planning and decision making, the authors state '"fhe presence

of AOD [alcohol or other drug] abuse by parents or other family members interacts with

and complicates all [other] factors. (p. 60)

119



Attachment

Maternal attachment to children has long been accepted as necessary for the

survival of infants. lt is also accepted as necessary for positive outcomes later in life.

(Bowlby, 1988, p.1) While Bowlby's assumptions about women's roles as parents are

inherently sexist, some of the concepts that he proposes are useful. Adults who have not

had good experiences with attachment in their own childhood are disadvantaged as parents

f rom the start. (p. 18) While it may be possible to overcome the effects of such

deprivation, much practice knowledge would support the notion that needy adults may

find it difficult or impossible to provide both the quality and the quantity of care needed

to keep children safe. In particular, the disruption of parent-child attachment due to

separation or a parent's inability to respond appropriately put at risk the parenting of

the next generation of children of these individuals. (p. 16) Bowlby refers to parents

who are unable to respond emotionally to children or to relate to them as individuals in

their own right as examples of poor attachment. (p. 78) The death of John Ryan Turner

(Winnipeg Free Press, July 27, 1995a, b) provides a graphic illustration of a child

who literally starved himself to death after being rejected by his mother and assaulted

by his father.

Parenting Knowledge and Skills

A caregiver's ability to understand environmental hazards in an age appropriate

way is an important component of parenting knowledge. Taking actíon to protect the

child from exposure to such hazards develops skill in parenting. Factor and Wolfe add

another dimension to this factor in defining "immaturity" as a parental disorder, if not

a "specific psychiatric disorder per se" (1990, p. 174). lmmaturity refers to a lack

of parenting skills and knowledge, poor impulse control and a reduced ability to

empathize with an infant and to delay gratification of one's own needs to meet those of a
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child. Parents who are "immature" are more prone to personalizing their child's

negative behaviours and reacting in anger to the child's actions than a parent who

understands what can reasonably be expected of children at a particular age.

A good illustration of parenting knowledge and its application in dangerous

situations can be found in research by Lois Brockman. A recently completed study of

child care and child safety on Manitoba farms found that parents who took their children

with them while performing farm work were often aware of the risks involved as

represented by self-reports of stress. (Brockman, 1994, p.21) Parents who did not

report heightened levels of stress either did not take children with them while

performing farm work (sometimes leaving them unattended in the house) or did not

report a need for child care. (p. 24) Injuries caused by large animals were equal to

those caused by machinery yet there was "only moderate" concern about children

handling these animals. Brockman also found that other hazards are routinely

minimized, "Of least concern to parents in this survey are the children's play area and

slippery floors and walkways, yet falls and trips are the third largest cause of farm

injuries to Manitoba children." (p. 25) Other findings included that the age of the

mother and the age at which she judged children to be safe to play alone in the home or to

care for other children co-vary positively. Brockman also found that the better educated

the husband, the older the age at which he judged children able to operate machinery

safely. (p. 27) According to Brockman's results, children would be at the most risk

with young mothers and less educated fathers as these parents would have unrealistic

expectations of children's abilities to avoid hazards on the farm. Brockman's survey to

determine the interest of parents in learning which tasks are age appropriate revealed

that there was little interest in such a program despite the evidence that many children

are injured every year on farms while exposed to hazards of the workplace. (p.31) A

small, but nonetheless concerning, number die each year on farms in incidents related to

poor supervision or exposure to dangerous machinery.
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Factors External to the Family

Beside factors associated with the members of the family and their functioning,

the literature documents a number of factors "external" to the family that are believed

to have a significant impact on its functioning. This in turn impacts on the care given to

children and plays a role in the occurrence of fatal child abuse and neglect. These include

social network supports, socioeconomic considerations and the sociocultural milieu.

Social network supports

Maltreating parents, in general, have fewer and less satisfactory contacts with

friends and extended family than non abusing parents. They also report less satisfaction

with the caregiving role and provide a poorer quality of child care and home environment

than non maltreating parents. (Vondra, 1990, p. 160) Conversely, the quality of

emotional assistance from a mother's family of origin was more predictive of maternal

attitude and affectionate behaviour than support from a boyfriend of spouse in a study of

fifty adolescent mothers. (Belsky and Vondra, 1989, p. 185) Other results of positive

social networks include greater competence in parenting, decreased stress, increased

positive interaction with the child, more positive communication and more nurturing.

(pp. 178-179) However, if there is "too much" of a social network, the returns

diminish. (p. 180) In a study conducted by Lugtig and Fuchs (1992) in a core area

neighbourhood of Winnipeg, Manitoba the researchers concluded that families at high

risk for the reabuse of their children benefited from positive involvement in their

neíghbourhood. They received both emotional and instrumental support in addition to

learning how to access social services to intervene in parenting problems at an early

stage. (p. 160) Garbarino also observes that,

"the social networks maltreating families establish typically fail to provide the
social control functions what (sic) would normally set limits on extremes of
parental behaviour. Thus, these impoverished social relations offer neither
positive standards or role models nor any lifeline or safety net to these families
in need." (Garbarino, cited in Vondra, 1990, p. 160)
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A graphic illustration of Garbarino's observation can be found in the May 1994

death of John Ryan Turner, a three year old Canadian child who starved to death in his

parent's home on a Canadian Armed Forces Base. Media reports and court testimony

revealed that the family's neighbours and friends knew of the child's condition yet did

not intervene or notify authorities despite their suspicions that the parents were

mistreating the child. (winnipeg Free Press, July 27, 199sa, b) A neighbour was

described as having witnessed the mother refuse to assist the child in his efforts to drag

himself up a short flight of stairs outside the home, telling him that he had to do it

himself. The father had been observed slapping the frail, thin child across the face in a

manner that a witness testified would have caused an adult a great deal of pain. (Canadian

Broadcasting Corporation, Prime Time News, June 14, 1995) A newspaper article

compared the child's death to the death of New Yorker Kitty Genovese who was murdered

in an apartment courtyard while tenants either observed or heard the assault without

attempting to assist the young woman or to call police for help. (Winnipeg Free Press,

July 27, 1995b)

Socioeconomic considerations

Research findings have long supported a link between poverty and child

maltreatment although it is not clear if the relationship is causal or correlational. The

combination of economic, sociocultural and interpersonal factors combine to crease

"severe economic stress" (Vondra, 1990, p. 161) The effect of chronic poverty puts a

great strain on families. "lndeed, it seems logical that violence may emerge when

individuals are confronted with severe and prolonged stress and hardship in the form of

economic disadvantage, poverty, limited educational opportunity and unemployment".

(Ammerman and Hersen, 1990, p. 12) However, the persistence of child maltreatment

during "boom" as well as "bust" years brings into question this approach as does the

existence of many poor families where children are not mistreated. José Alfaro states,
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"We keep saying the cause is poverty-and I think sometimes we libel poor people-the

truth is, most poor people don't abuse and neglect their kids." (USABCAN, 1995, p.

122) Despite this qualification, the U.S. Advisory Board on Child Abuse and Neglect

found that low income families were greatly over represented among families in which a

child had been fatally abused or neglected.(p.xxvi, p. 12) Garbarino points out that

poverty in both the monetarized and non-monetarized economies makes life for families

much more dífficult and permíts child maltreatment and infant mortality to flourish as

there are few resources to purchase support services combined with a lack of informal

supports that would help to offset the stress of a shortage of material resources. (1992,

p. 234)

Sociocultural milieu

Vondra states that culture and class impact on child rearing. She states that 'the

majority of chronically maltreating families fall within the lower social echelons".

(1990, p. 161) Linked with socioeconomic status is the notion of class. Vondra states

that the combination of family privacy and "lower class" attitudes (authoritarian

control, punitive discipline and encouragement of conformity) result in a proportional

probability that "child care will drift into child maltreatment". (p. 162) This

assocíation of lower social class, socioeconomic status and child maltreatment is also

reported by Baldwin and Oliver in a British study of severely abused children. (1975,

p.218). They acknowledge that higher social classes may have a greater ability to

conceal child maltreatment and would be less likely to use public social services making

them less visible to officials. However, Baldwin and Oliver state that "...it is unlikely

that abuse of the severity necessary to meet our criteria would have escaped

ascertainment to any great extent in the climate of opinion of 1972 and 1973....11 may

well be that severity is class related." (p. 218)
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The sociocultural milieu also includes the degree to which the state becomes

involved in the family. The "rights" argument supports parents rearing children as

they see fit with this privacy upheld by the state. (Vondra, 1990, p. 162) Finkelhor in

clear about the danger that this poses to maltreated children:

Many of the children who die from child abuse and neglect are already known to
CPS authorities as indicated by Besharov, but over reporting has little to do with
these deaths. lnsufficient services have been a chronic problem from the very
beginning of the child protection system. Not infrequently, agencies fail to
intervene in these cases because they are being overly cautious about the breach
of parental rights. Thus, unwarranted attacks on the system for violating
families are arguably a more immediate contributor to child fatalities than are
unsubstantiated reports." (Fínkelhor, 1993, p. 286)

Certain precursors of child maltreatment are sanctioned or protected by the

state. This translates into the right to use physical punishment (violence against

children) and to withhold medical care on religious grounds. The conflict between the

criminal code and child welfare legislation in the U.S. has resulted in successful appeals

of convictions against parents whose children died after medical care was withheld.

Parents convicted under state homicide or negligence statutes have been acquitted under

federal child welfare legislation which protects parents' rights to practice spiritual

healing or deny medical care to children on religious grounds.

Banning corporal punishment of children has been associated with a reduction of

fatal child abuse in Sweden. (Joan Durrant, Professor, University of Manitoba, personal

communication, June 6, 1995) ln this case, the sociocultural milieu does not uphold

family privacy over the welfare of children. This issue of societal acceptance of violence

toward children under the guise of discipline was discussed earlier.
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NEGLECT

The search for risk factors connected with child neglect begins with an attempt to

find theories of the etiology of neglect. Tzeng, Jackson and Karlson (1991) reviewed the

major theoretical perspectives of child maltreatment. They found that, in most theories

of the etiology of child maltreatment, neglect is frequently linked with or subsumed

under abuse despite different criteria for identification and evaluation. Only three

major theoretical frameworks were identified by Tzeng et al. to address the etiological

issues of child neglect; the personalistic view, the social interactional model and a three

factor model. The most frequently used are the individual determinants paradigm

(personalistic view) and the social interactional model. Polansky is associated with the

personalistic view as he sees neglect as the result of a deficient personality of the

parent. Parents are seen as either impulse ridden, immature or suffering from apathy-

futility syndrome. Polansky's Childhood Level of Living Scale was developed to measure

the quality of care provided in order to assess the risk of neglect. Polansky (1981)

emphasizes that the outcomes for the children in neglected families are seldom positive

(p. 5). They suffer from chronic illnesses, are frequently injured in "accidents" as a

result of their parents' inattention to their safety (p. 3) and are emotionally crippled

by a lack of affection and attention to their needs. (p 5) Polansky describes a case

history in which many services were provided in a fifteen month long attempt to aid a

neglectful family. In the end, services were withdrawn and the children left with their

parents as the agency saw insufficient progress to warrant continuing its efforts.

Polansky comments that if the children in this family were to die in a house fire or from

an undiagnosed illness or a painful, untreated medical condition, "one would not be

surprised". (p. 6) He has no expectation of positive outcomes for any of the children in

this family. In addition, the costs of chronic child neglect to society are high due to the

"economic drain produced by stunted lives." (p. 2) Polansky's definition of neglect
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focuses on the child in question experiencing "avoidable present suffering" due to the

deliberate actions of the parent or due to "extraordinary inattentiveness" with respect

to the child's emotional, physical and íntellectual needs. (Polansky et al, 1975 cited in

Polansky et al., 1981, p. 15)

Giovannoni and Billingsley as well as Polansky et al. found that neglecting

mothers were socíally isolated. Boehm discovered that neglect complaints to child

welfare agencies, ín most part, concerned a group of problems related to parents'

behaviours, not those of the children. (Giovannoni and Billingsley (1970), Polansky et

al, (1985) and Boehm (1964) cited in Tzeng et al., 1991, p. 192) Alcohol was found

to be a contributing rather than causal factor of child neglect. (Murray (1979) cited in

Tzeng et al, 1991, p. 192) Polansky et al (1985, cited in Tzeng et al,'1991, p. 193)

determined that neglectful mothers had less education, more children and fewer male

parent figures than similar non neglecting mothers.

Gelles (1973, cited on p. 19a) views the interactions of parental, child-related

and societal factors as contributing to child neglect which is seen as a type of abuse.

Neglecting parents are socialized in a way that negatively impacts on their functioning as

parents. Class and cultural values affect the parents' behaviour toward their children

while structural factors such as poverty, isolation and unemployment impact on families

to increase stress. In addition, the characteristics of parent and child combine to

increase or decrease the risk of maltreatment. The research of Wolock and Horowitz

(1984) has focused on the social determinants of child maltreatment, in particular, the

incidence and prevalence of child neglect. They offer the following explanations for the

"neglect of neglect" by media, government and child welfare authorities. (pp. 535-

536)

1 . Since the work of Kempe and his colleagues in the 1960's, the treatment of the

problem is owned by the medical and mental health professions due to the
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2.

3.

4.

prevalence of an individual determinants paradigm that locates the etiology of

neglect within the family.

The strong association of neglect and low socioeconomic status reflects the low

priority given to the alleviation of poverty in general.

The problems which perpetuate neglect are located within the basic social

structure of society yet since the 1970's it is the child welfare system that has

been the target of change rather than the underlying social "evils".

The magnitude of the problem of child neglect is largely ignored due to its

association with poverty and the potential cost of intervention; it is easier and

cheaper to focus on providing a limited quantity of therapeutic services to abused

children.

5. Neglect is less visible and newsworthy than abuse; if victims of child neglect

were seen begging on the streets, the problem would be more difficult to ignore.

Polansky is quoted as describing neglect as "typically ínsidious, chronic and

terribly private." (Polansky et al, 1978, p. 1 cited in Wolock and Horowitz,

1981, p. 536)

6. Child abuse is an overt form of violence and there is a much oreater

preoccupation in the U.S. (and Canada) with violence.

Wolock and Horowitz warn that the consequences of failing to attend to child

neglect are serious. (p. 537) These include a societal failure to address deficits in

social and environmental supports, the skewed allocation of scarce resources in child

welfare toward investigation and monitoring of child abuse cases, a tendency among CPS

workers to regard neglect as less serious than abuse (despite empirical evidence to the

contrary) and the screening out of neglect cases when caseloads become too high. W¡th

respect to this last point, Wolock and Horowitz predict that the rate of rejection of

neglect cases will accelerate due to the steady decline of resources of public child welfare

agencies. (p. 537) They believe that the solution lies with the alleviation of poverty and
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the provision of universal health care to children in addition to making supplementary

child care available to families in which child neglect has been identified. While the

provision of universal health care would certainly eliminate the neglect of medical care

for families where poverty prevented access to medical care, the experience in Canada

illustrates that it does not totally eliminate the problem. Other factors such as

alcoholism, mental illness and poor parenting skills and knowledge also operate to

perpetuate the neglect of medical care of children.

Wolock and Horowitz assert that the reason that financial support to poor

families is not increased is that there is a belief that a lack of motivation toward change

would result and that the benefits would not reach the children for whom they were

intended. (p. 540) ln some families, this would certainly be the case. This writer's

experience of line work in an inner city neighbourhood is that some families will spend

the "extra" on their children and others will not. The purchase of televisions, audio

equipment, alcohol and expensive items of clothing for adults in the family routinely

followed the issue of government rebates intended to supplement the care of children in

poor families. lt is possible that once the "wants" of the parents were assuaged, the

"needs" of the children would be addressed, but it is difficult to know how much the cup

would have to 'overflow' before the children benefited. Yet, is it reasonable to deny

benefits to those parents and children who use such rebates to upgrade basic household

furnishings, supplement children's wardrobes and purchase toys for the children's

entertainment? Putting this in terms from a previous century; who are the 'worthy'

poor and who are not?

In today's economic climate, the chance that public welfare provision will be

increased appears impossible; the recent election of a new Progressive Conservative,

fiscally conservative government in Ontario has seen a substantial decrease in public

assistance benefits for any "able bodied" individuals, including mothers with children,

and the promise that all "able bodied" recipients except single parents of young children
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will be required to participate in "workfare" compulsory employment in order to

continue to receive the reduced benefits. (Janigan, 1995, p. 11) The overwhelming

majority of Ontario voters have given this government a mandate which indicates that

public sympathy is not with the poor. Premier Harris has also promised to decrease the

number of government employees and repeal affirmative action employment legislation.

(p. 13)

A third model proposed by Lesnik-Oberstein, Cohen and Koers is described by

Tzeng et al. as the three factor model. (p. 197) The factors that interact to product

neglect are 1. aggressive feelings in the parents, 2. parents' abilities to inhibit overt

aggressive acts and 3. the focus of parental aggression on the child. lf the parent focuses

his aggression on the child and has a high ratio of aggression to inhibition, physical

abuse results. When the ratio of aggression to inhibition is lower, neglect can occur.

This model remains mainly theoretical.

Reid, Sigurdson, Christianson-Wood and Wright (1994) formulated a conceptual

model of neglect to categorize neglect and to illustrate that intentionality is an important

consideration in recognizing and intervening in situations of neglect. Neglect is divided

into "intentional" and "unintentional" categories. There are two types of unintentional

neglect; entailment and passive neglect. Entailment neglect describes situations in which

the child experiences avoidable, present suffering as an unintended result of the parents'

or caregivers' activities. Examples of entailment neglect include the emotional and

sometimes physical harm experienced by children who observe domestic violence or

physical harm experienced by children assaulted by the 'clientele' of parents who deal

drugs from the children's home. In a case in Manitoba, two children died as a result of

entailment neglect when they were shot along with their mother. The killers had entered

the home intending to shoot the father because of a dispute over the sale of drugs. When

the father escaped, they killed the rest of the family instead.
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Passive neglect occurs when the caregiver fails to attend to the child's basic

needs for shelter, food, protection or nurturing. The caregiver's actions are not

intended to harm the child, rather they are unaware of or unable to comprehend the

consequences of their inaction. Non-organic failure-to-thrive may be a result of this

type of neglect when caregivers lack the interest, skills or intellectual ability to provide

consistent care for an infant.

Intentional neglect results from the decision by a caregiver to expose the child to

avoidable suffering or damage at a level of severity that warrants intervention by child

welfare authorities. This category of neglect can be subdivided into entailment neglect

and endangerment neglect. A decision by the caregiver to leave young children unattended

in the home constitutes endangerment as do situations in which one parent decides to

remain in a situation (or with a partner) from which the child has already experienced

harm or suffering. The first example is endangerment through supervision neglect and

the second is usually described as 'failure to protect' but is also a form of endangerment

through disregard for the child's safety.

Reid et al. (1994) emphasize that cultural relativism must be considered in the

light of functional necessity. The function of child rearing practices, in addition to

socializing children ínto the ways of their culture, is to enable children to reach

adulthood safely. They state that there is a relatively narrow tolerance for variation and

a resulting convergence with respect to safe parenting practices for young children. As

an example, the critical question in child fatalities from supervision neglect is not who

supervises the child, parent, relative or tribal elder, but rather the effectiveness of

such supervision. (p. 9) lf the supervising adult is inattentive, absent or under the

influence of alcohol or other drugs, the quality of supervision suffers and the risk of

harm to a young child increases. When the child is at an age to understand danger and

take action to avoid it, the issue of the quality of supervision is correspondingly less

critical. ln assessing neglect, workers in child welfare are mandated to intervene within
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the parameters set down in the applicable statutes. Reid et al. state that if practice is

driven by other considerations than "the application of law as conceived by the

legislature and the courts" then the civil rights of some families will be violated and

'the application of highly variable standards will generally result in a quality of service

for poor families which is inferior to that in more aff luent communities". (p. 10)

Another variation of this argument of practise relevant to particular minority

groups ín society applíes to the consideration of religiously motivated medical neglect.

"Spiritually relevant practice" to coin a phrase, has the potential to result in some

children being condemned to dying of conditions that can be successfully treated using

modern medical technology. These children are often denied the protectíon of the law

until they are virtually moribund usually because of the reluctance of medical or child

welfare authorities to 'interfere' in the practise of their parents' religious beliefs.

Some children remain unknown to authorities until after they have expired at home. A

jury in the U.S. found the Christian Science Church liable in a wrongful death suit

brought by the father of a child whose Christian Science mother had custody of the child

at the time that he died in a diabetic coma at the age of eleven. (Toronto Globe and Mail,

August 21 , 1993) Damages of $5.2 million were awarded to the child's father and the

judge warned that the church could face further punitive damages. Criticism of the

judgement by University of Virginia law professor, Robert O'Neil focused on the

violation of the religious freedom of parents by "implicating the central tenet of [their]

faith". John Keiran, a Boston prosecutor, stated that the issue was not one of religious

freedom but one of children's rights despite the church's efforts to focus on the religious

freedom issue.

Neglect deaths are, as described earlier, generally caused by the absence of a

caregiver at a time when danger arises or by a chronic situation of inadequate care. The

Texas child fatality study (Lauderdale and Anderson, 1981) recorded child deaths by

neglect as due to lack of supervision in 43.5% of fatalities, as a result of medical neglect
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(failure to seek care or follow through with treatment) in 31.9% of cases, physical

neglect (shelter, food, clothing) in 20.4o/o of cases and abandonment in 3.4o/" of neglect

deaths. (p. 47)
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METHOD

Research Design

The design selected for this study is a combination of an historical design using

secondary sources and a non-experimental design. An historical design is a research

design "for which the data or physical artifacts already exist and thus cannot be changed

or manipulated. The researcher has no control over how or when or with what

instruments the data were collected." (Sproull, 1988, p.152) The purpose of

historical designs is to examine the relationships among variables using existing

documents, materials or artifacts. (p. 152) The nature of child abuse fatalities is such

that historical designs using secondary sources are common in the literature. Fatal child

maltreatment seldom happens in front of parties who are not intimately involved with

either the victim or the perpetrator, thus reliable primary sources about the event

itself are rare, particularly when there is the question of culpability or liability. Non-

experimental designs enable the researcher to measure certain variables without the

introduction of an experimental variable. (p. 1a9) In this study, the Manitoba Risk

Estimation System was used to measure variables to determine an assessment of risk in

situations in which children died of maltreatment. This measurement of an event that

has already taken place is characteristic of an Ex Post Facto design. (p. 149)

Correlation analysis is frequently used for non-experimental research to determine the

strength of associations between variables. (p. 150) lt is also used in prediction

research for which the issue of causation is secondary to the ability of one variable to

predict a criterion variable. (p. 151) Research conducted in New York City employed a

research design incorporating historical and non-experimental elements to examine

relationships between variables in samples of fatal and non-fatal child maltreatment to

determine which variables were predictors of fatalities. (New York City Mayor's Task

Force on Child Abuse and Neglect, 1987, cited in Alfaro, 1988)
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There are weaknesses inherent in both historical and non-experimental designs.

Obviously, the use of material from different sources is problematic as there is no

guarantee of the uniformity or quality of the information being used. Police reports of

events, even of interrogations, seldom reveal answers to questions that were not asked.

Autopsies and inquest reports are focused on the events of the death itself rather than

attributing responsibility to individuals or exploring the events that led up to the death.

Child welfare case files seldom present a complete picture of the situation even for

families who are involved with the system while retrospective examinations of casework

raise concerns in the system about blame and liability. Court transcripts are records of

accounts in which there is a formalized structure with strict rules of conduct for the

process of determining guilt or innocence. In all of these cases, the completeness of the

data is unknown. In the case of non-experimental designs, the potential problems of

imposing measures on data that may be incomplete is obvious. With respect to historical

research, Sproull lists eight possible problems with primary and secondary sources.

They are:

1. All existing data may not be known.

2. All existing data may not be available.

3. Some data may have been destroyed, purposefully or non-purposefully.

4. Some data may have deteriorated or changed.

5. Some data may have been distorted, purposefully or non-purposefully.

6. Primary sources may not exist.

7. Primary sources may not be available.

8. Primary and secondary sources may not be accurate. (1988, p. 154)

All of these concerns exist with respect to the data used for this study. Data from

several systems was used when available in an attempt to obtain the most reliable data

possible by checking information against other sources. In most studies of child

maltreatment deaths examined for this research, either a non-experimental or
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historical design was used. As this study depended on documents and reporls for data, an

historical design in combination with elements of non-experimental design was deemed

appropriate. In examíning other designs of this type, the most frequent statistical

methods employed were frequency analysis, correlation analysis and chi-square

analysis.

The American Bar Association's Child Maltreatment Fatalities Project report on

data collection (Anderson and Wells, 1991) reviewed the current state of data collection

with respect to child maltreatment deaths and made recommendations for improvement.

A primary problem with data collection is the perennial concern with defining a

maltreatment death. The coding of deaths though the vital statistics agencies does not

provide adequate delineation of child maltreatment deaths from other types of non-

accidental deaths. The International Classification of Disease "E" code for external

factors contributing to death has proved inadequate for retrieving CAN deaths. Ewigman

in Missouri was reported to be developing a system of "8" codes that would enable deaths

related to particular parent behaviours to be coded for later retrieval. (p. 6) This

would enable researchers to retrieve cases where the parent's behaviour or

environmental conditions had a relationship to the child's death. The example given is

the death of a child in a motor vehicle accident. Current Vital Statistics coding systems

have no way of indicating that the child's death was related to the parent's behavior; for

example, the death of a two year old playing outside without supervision. (p. 6) Other

deaths of this type include child deaths due to unsafe, high risk environments, or as a

result of high risk behaviours that are accepted as normative; for example drownings of

children in open ditches in Oregon. (p. 3) Equivalent deaths for the research in

Manitoba include drownings of unsupervised children, fire deaths of unattended or

unsupervised children and certain deaths of children on farms due to unsafe operation of

machinery.
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2.

There are obstacles to the collection of data on child maltreatment fatalities in

Manitoba. These are:

1. Specifying the population for data collection using the current classification

system. This refers to the difficulty in ensuring that child maltreatment deaths

that are not obviously due to child abuse are captured in the data. Neglect deaths

are a particular concern here-the proximate cause of death may be pneumonia

but the child's social situation may have been the deciding factor in delaying

treatment or ignoring symptoms to the point where the child's body was not able

to respond to treatment.

Varying definitions of child abuse and neglect fatalities. This is related to the

point above. How will medical examiners and others know which deaths are CAN

deaths unless there is a standard research definition used across the groups that

investigate and record such information? The definition that would enable CFS to

become involved or continue monitoring a family would be different in a number

of respects from that which would involve the police or the Crown as there is

different legislation governing their involvement.

lssues in information storage and retrieval. There is currently no central

registry of all child protection cases for the province's child welfare authorities.

The Child and Family Support Directorate wíll have access to information

through the province's Child and Family Service Information System but this is

still in the implementation phase. (C. Lillie, Child and Family Services

lnformation System trainer, personal communication, June 1995) Until then,

the Directorate will know only of those cases that have been referred to it

because of the death of a child, a complaint about service or the need for special

services or funding. A central registry of closed and open cases would be of

enormous assistance.

.J.
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4. Access to information. lf child welfare agencies are permitted to "opt out" of the

provincial Service lnformation System or out of any other information gathering

system, there will never be complete iniormation on all cases. Some agencies

have been slow to respond with the reports of deaths of children known to the

agency as required by provincial child welfare standards.

Participation in the process of data collection and tracking of child deaths. This

is covered under lhe Fatalities Inquiry Act as the Chief Medical Examiner for the

province has, theoretically, virtually open access to any files required for

investigation or inquests. There are some problems with compliance by external

agencies, the provision of adequate staffing in the Office of the Chief Medical

Examiner and access to computer files, but the required legislation is in place.

lnstrumentation

In this study, the instruments used were the Manitoba Risk Estimation System

(See Appendix A) and the Child Fatality Review Information form (See Appendix B). The

Manitoba Risk Estimation System (MRES) is a risk assessment instrument developed by

Professor Grant Reid of the Faculty of Social Work, University of Manitoba and Dr. Eric

Sigurdson, of the Faculty of Medicine's department of Child and Adolescent Psychiatry.

The instrument's origins lie in two reports done for the Manitoba Government's

Department of Community Services in 1987 after the abuse and neglect deaths of six

children known to the child welfare system. These deaths occurred within a period of

time that was less than two months and raised concerns about the effectiveness of the

system intended to protect children from harm. The province's child welfare system had

undergone a major organizational change with the dissolution of the Winnipeg Children's

Aid Society (CAS) and the creation of six new agencies out of the CAS and the province's

longest existing child welfare agency, Child and Family Services of Eastern Manitoba.

The first review (1987a) examined the system for dealing with child abuse in Winnipeg

5.
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and included a three year review for 1984 through 1986 of child deaths due to abuse or

neglect. The main findings concluded that the system was underfunded, poorly

administered and needed to develop and implement consistent standards for casework,

including the assessment of risk. The second review (1987b) was concerned with the

operation of North West Child and Family Services and focused on the operation of that

agency and how this affected the delivery of service and the protection of children. There

had been two deaths of children who had been served by the agency within a very short

period of time. The major findings concluded that the quality of management and

supervision was inconsistent, some workers and supervisors needed more education in

the theoretical and practical aspects of child welfare work, and that standards for

information handling, casework and risk assessment needed to be developed and/or

implemented.

After this, Sigurdson and Reid began preparations to develop an instrument for

assessing the risk of further abuse or neglect for children who had already experienced

maltreatment. An extensive literature review was conducted with respect to child

maltreatment and risk assessment. Line workers and supervisors in Manitoba and

Saskatchewan were interviewed as the sources of practise and expert knowledge. This

combination of theoretical and practise knowledge enabled Sigurdson and Reíd to clarify

the theoretical roots of the working concepts identified in the literature review and the

interviews. (Sigurdson and Reid, 1992, p.4) The outcome of this work was the

Manitoba Risk Estimation System. The instrument is intended to be dynamic and to assist

workers in being creative in developing plans for intervention. A conscious decision was

made to avoid the use of numerical scores for determining levels of risk as formal trials

showed that workers tended to reify the scores with respect to decision making.

Sigurdson and Reid assert that a single device is most appropriate to assess physical

abuse, sexual abuse and neglect as there are common forces acting in all three child

welfare situations. The state's mandate to protect children is a "unitary focus for
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thinking about these issues" and the practical consideration that a single, straight-

forward tool is more likely to be used by line workers than a multiple-part instrument.

The expectation of the researchers was that patterns of ratings on subscales will develop

to identify differing case types. (p. 4)

Sigurdson and Reid state that the system can be used with reference to a variety

of tasks: to collect a basic set of information at intake to conduct risk assessment; to

provide a focus for interventions intended to reduce or eliminate risk and to provide a

structure for thinking about the safety of the children concerned when the return of

children from foster care or case closings are under consideration. (p. 5) The MRES has

been designed to assist workers in identifying a "climate of danger" for a child when

particular conditions exist in a family. "While it is difficult to predict the exact

weather conditions for a specific location on any particular day it is possible to identify

climate patterns with a great deal of accuracy." (p. 5) The process of risk estimation is

analogous to weather forecasting. Sigurdson and Reid state that 'þhere ambiguity exists

in a case situation the scale has a bias in the direction of protecting the child. This is

significant mainly in emergency situations and means, in effect, that if you are going to

make a mistake it should be an error in the direction of protecting the child." (p. S)

They warn that this does not mean that the worker should act without substantiating the

incident or that there should be unnecessary intervention in the lives of children and

their parents.

Manitoba Risk Estimation System

The MRES Facesheet includes the following variables with the following levels of

measurement:

File Number: Nominal (Categorical by numbering system used in data source)

Date of Report: Continuous; not applicable for child maltreatment fatalities

Date of Incident: Continuous: date of death
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Agency Location: Nominal; if there is agency involvement at the time of death.

Case Type: Nominal; if there is agency involvement at the time of death.

Child Gender: Nominal; Categorical

Child Age: Ratio; Continuous

Abuse/Neglect Type: Nominal; Categorical

Characteristics of Abuse/Neglect lncident: Not Applicable

Family Type: Nominal; Categorical

Adult A Relationship to the Child: Nominal; Categorical

Adult A Age: Ratio; Continuous

Adult A Gender: Nominal; Categorical

Adult B Relationship to the Child: Nominal; Categorical

Adult B Age: Ratio; Continuous

Adult B Gender: Nominal; Categorical

Other Children, Gender: Nominal; Categorical

Other Children; Age: Ratio; Continuous

Other Children, Type of Abuse/Neglect: Nominal; Categorical

Other Relevant Participants, Relationship to Child: Nominal; Categorical

Other Relevant Participants, Age: Ratio; Continuous

Other Relevant Participants, Gender: Nominal; Categorical

Alleged Perpetrator Information, Gender: Nominal; Categorical

Alleged Perpetrator Information, Age: Ratio; Continuous

Alleged Perpetrator Information, Relationship to Child: Nominal; Categorical

The MRES instrument is comprised of 57 questions; all 57 are used (where data

is available) for two parent families while there is a potential for 33 questions to be

used for single parent families. The level of measurement of scales is ordinal as there is
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a rank ordering of responses with respect to the properties of the variables. A value has

been assigned to each rank order as follows:

Protective - 1 Not Applicable (with Protective) 0

Very Low 1 Not Applicable (no Protective) Blank

Low 2 Medium 3

High 4 Very High 5

Decreasing 1 Constant 3 Increasing 5

The MRES scales are identified, measured and rankings described in Table No. 2

Table No.2
Manitoba Risk Estimation System Scale Descriptions

Item Description Unit of Measurement Method of Measurement

I

Vulnerabilitv
Access by Perpetrator Physical Distance between

child and perpetrator
Ranked f rom inaccessible
(Very Low) to accessible
(Very High)

2 Child Able to Protect Self Child's ability to see adult's
behaviour as wrong and act on
this belief

Ranked f rom Very Low to
Very High with respect to the
child's ability to refuse, leave
and/or tell

3 Adequate Protector Present Ability and willingness of
non-off ending caregiver to
orotect child

Ranked f rom Very Low to
Very High

Vulnerability Rating
For This Section

Ranked summary of Scales 1

to3
Ranked Very Low to Very High

l. Attributes of the Current
lncident

4 Actual/Potential Severity of
In ju ry

Intensity of harm to child;
degree of injury, intrusion or
lack of care

Ranked from lesser to greater
possibility of lasting harm to
the child (Very Low to Very
Hish)

Ò More than One Abuse/Neglect
Type

Number of types of abuse or
neglect; physical, sexual,
emotional and neglect

Counting of incidents begins at
more than one abuse type

(continued on next page)
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Contribution to Risk

For This Section
Ranked summary of Scales 4
& 5 from Very Low to Very
High

ll. Abuse/Neglect Pattern

+ Severity of Current Incident
Adults A and B

See Scale 4 above Refers to incident described
in Section ll Scale 4

Item Description Unit of Measurement Method of Measurement

b Severity of Prior Incidents
Adults A and B

Refers to maltreatment of
any children by this adult

Ranked f rom Very Low to
Very High. See Scale 4 above

7 Recency of Prior lncidents
Adults A and B

Time between current
incident and closest past
incident involving any
children and this adult

Measured in months and vears
between incidents

I Frequency of lncidents
Lifetime of Adults A and B

Counting past incidents of
maltreatment of any children
by this adult

Ranked f rom Very Low to
Very High based on the
number of past incidents

I Severity Trend - Adults A
and B

Pattern of intensity of harm
to any children by this adult

Ranked from lesser to greater
severity based on increasing
or decreasino harm

10 Frequency Trend - Adults A
and B

Pattern of reoccurrence of
incidents over time

Ranked from lesser to greater
number of incidents per unit
of time.

Contribution to Risk

For This Section

Ranked summary of Scales 4
to 10 from Very Low to Very
High

lll. Understandino of the Child

11 Perception of the Incident
Adults A and B

Amount of responsibility for
the incident accepted by the
caregiver

Ranked from Protective to
Very High based on adult's
attitude and behaviour

12 Perception of the Child
Adults A and B

Parent's understanding of the
developmental needs and
intrinsic worth of child

Ranked from Protective to
Very High based on the
parent's valuing of the child
as an individual.

13 Attachment to Child - Adults
AandB

Mutual positive interaction
between adult and the child.

Ranked f rom Protective
(positive) to Very High
lneoalive) relationshio

14 Attitude Re: Discipline
Adults A and B

Degree of physical force used
to control child

Ranked f rom Protective
(none) to Very High.
Congruence of attitude and
behaviour is implicit

(continued on next page)
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15 Parenting Knowledge and
Skills - Adults A and B

Knowledge of child
development and ability to put
knowledge into. practice.

Ranked f rom Protective
(adequate) to Very High
(inadequate) with respect to
caregiver's practices

Contribution to Risk
For This Section

Ranked summary of Scales 11

to 15 from Protective to
Very High

Item Description Unit of Measurement Method of Measurement

lV. Personal Characteristics
Adult A & B

16 Aoe - Adults A and B Distance from adolescence
21 yr. & over, >18<21 yr.
18 yr. & under

Ranked from Medium to Very
High for under 21 years, Not
applicable tor >21 yr.

17 Substance Abuse - Adults A
and B

Intensity (frequency, recency
and degree) of substance
abuse (includes all addictive
substances)

Ranked f rom Very Low to
Very High related to the
adult's ability to function as a
caregiver.

18 Psychopathology/lncapacity
Adults A and B

Intensity (degree) of mental
illness as it affects ability to
provide care for a child.

Ranked from Very Low to
Very High disruption in
f unctioning as a caregiver.
Also rates ability to perceive
reality.

IY History of Violence - Adults A
and B

Use of violence as a means to
control others.

Ranked from no use of force
to regular use of force to
control others

20 Stress - Adults A and B Disruptive effect of stress on
everyday functioning.

Ranked from lesser to greater
disruption based on
caregiver's perception of
stressors

Contribution to Risk

For This Section
Ranked summary of Scales 16
to 20 from Very Low to Very
High

21 Conf lict/Support Degree of cooperation
between caregivers in
resolving problems

Ranked f rom Protective
(positive support) to Very
High (conflicted)

V. Familv lnteraction

22 Reinforcement Level of opposition by
caregiver to perpetrator's
behaviour

Ranked from lesser to greater
involvement in or opposition
to perpetrator's behaviour

23 Siblings Level of conf lict between
siblings and with respect to
community

Ranked from lesser to greater
dysfunction including violence
to other siblings

(Continued on next page.)
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Contribution to Risk
For This Section

Ranked summary from
Protective to Very High for
Scales 21 lo 23

Item Description Unit of Measurement Method of Measurement

Vl. Relationshio to the
Communitv

24 Reference Group Values Level of agreement between
caregiver and community
attitudes and beliefs about
protecting children f rom
harm.

Ranks the adult's congruence
with protective group
attitudes and opposition to
abusive beliefs about
children, using opposition to
child abuse as the positive
value.

25 Social lsolation Quality and quantity of social
supports

Ranks the adult's support
network from satisfying and
helpful to little or no support
network.

Contribution to Risk
For This Section

Ranked summary from
Protective to Very High for
Scales 24 and 25

A. Vulnerability Estímate See Section A Transfer from earlier oart of
f orm

B. Reoccurrence Estimate See Sections I through Vl Transfer from earlier part of
form to rate reoccurrence

C. Severitv estimate

Current Incident - Severity See Section A l. Scale 4 Transfer from earlier oart of
form

Trend Severity - Adult A See Section B ll. Scale I Transfer from earlier part of
form.

Trend Severity - Adult B See Section B ll. Scale 9 Transfer from earlier oart of
f orm.

B. Risk of Reoccurrence Ratino See Section B Summarv
c. Probable Severity of A Future

Occurrence
Ranked summary of Section C

Conclusion and Exolanation Narrative rating the risk of
further abuse to the child

Provides a record of any
mitigating or compounding
f actors
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Defining and Operationalizing Concepts

Concepts - General

Maltreatment The wide spectrum of harm and injury of children which includes

physical abuse, sexual abuse, emotional abuse and/or neglect. lt also includes the

failure of an adult charged with the responsibility of a child to protect that child from

avoidable present and future suffering.

Abuse The commission of an act of maltreatment by the parent, guardian or

person in whose care a child is, which act results in harm to the child.

Neglect An omission of care due to the failure of an adult charged with the

responsibility for a child to protect that child from avoidable present and future

suffering. This includes a failure to provide appropriate care, affection, control or

stimulation for the child. This includes, but is not limited to, the exposure of a child to

frequent family violence and inappropriate demands from a caregiver. (Adapted from

Manitoba Child Abuse General Protocol, 1988, p. 2)

Physical Abuse Physical abuse is the commission of an act of maltreatment bv the

parent, guardian or person in whose care a child is, which results in harm to the child.

It includes, but is not restricted to, assaults on the child's person and discipline beyond

the limits of what is considered reasonable by the courts.

Sexual Abuse Sexual abuse is the exploitation of a child for the sexual

gratification of the caregiver, with or without the child's consent. lt includes, but is not

restricted to, sexual interference, sexual molestation, sexual assault, and exploitation of
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the child for pornography or prostitution. (Adapted from Manitoba Child Abuse General

Protocol, 1988, p. 2)

EmotionalAbuse In Manitoba, the definitions of emotional abuse and neglect

overlap. Emotional abuse includes acts or omissions on the part of a child's caregiver

that include, but are not restricted to, (a) an unwillingness or inability to provide

appropriate care, control, aff ection or stimulation for a child; (b) making

inappropriate demands of a child; (c) exposing a child to frequent family violence

tending to produce permanent or long-term emotional disability including non-organic

failure to thrive, developmental retardation, serious anxiety, depression or withdrawal

and serious behavioural disturbances. (Adapted from Manitoba Child Abuse General

Protocol, 1988, p. 2)

Child Fatality Death of a child from causes other than the processes of disease,

congenital conditions or iatrogenesís; exceptions include deaths when the child has not

received timely medical care; in the classification and coding system used by the

Province's chief Medical Examiner, any death in the 200 to 800 categories.

Child Abuse Fatality Physical maltreatment of a child that results in death in the

ímmediate or long term (death of a child from the effects of earlier maltreatment).

Operational definition: Any death of a child that is classified as a death due

to Non-Accidental Injury (NAl) by one or any combination of the following:

police, College of Physicians and Surgeons of Manitoba, Child Protection Centre of

children's Hospital of winnipeg or the chief Medical Examiner of Manitoba. A

death can be called a child abuse death (SCAN) without a charge being laid if the

physical evidence supports that the origin of the fatal injury is non-accidental
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yet a particular perpetrator(s) cannot be identified in order to lay a charge.

Child Neglect Fatality An omission of care that results in the death of a child.

There is no specific provision in Manitoba's legislation for child neglect fatalities

unless it can be shown that the parents acted with willful disregard for the child's

safety or that the parent did not provide the necessities of life. Intoxication of the

adult caregiver at or around the time of death is generally regarded by the Chíef

Medical Examiner and the Child Protection Centre as contributing to a child neglect

fatality in some circumstances as the adult's capacity to provide appropriate care or

respond to danger and/or signals of distress is greatly reduced. Specific statutes

address the duties of parents and caregivers to provide adequate care, supervision

and protection for their children.

Accident For the purpose of this research, an accidental child death is defined as a

death where there is no illegal act and adequate supervision by an adult at the time of the

accident or no illegal act and a brief lapse in otherwise adequate care resulting in an

unforeseeable injury to the child. The absence of an illegal act and the quality of

supervision differentiates an accidental death from a preventable death.

Manitoba Risk Estimation System Concepts Defined

Abuse/Neglect Types: The categorization of the incident according to the definition of the

types of maltreatment experienced by the child at the time of the fatality.

Physical Abuse The inappropriate use of force against a child; an act of

commission involving physical force resulting in Non Accidental Injury (NAl) to a child;

any NAI to a child other than that defined in Section 43 of the Criminal Code of Canada

(reasonable force by way of correction).
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Sexual Abuse Sexual Abuse is defined as any exploitation of a child, whether

consensual or not, for the sexual gratification of a parent or person in whose care a child

is and includes, but is not necessarily restricted to sexual molestation, sexual assault,

and the exploitation of the child for purposes of pornography or prostitution.

EmotionalAbuse The Manitoba General Abuse Protocol (1988, p. 2) defines

emotional abuse in a general way that also includes neglect, exposure to family violence

tending to produce permanent or long-term emotional disability as well as

"inappropriate demands" on a child. The guidelines qualify this by stating that emotional

abuse does not require police intervention.

Neglect The research definition of child neglect is based on the definition of

emotional abuse found in the Province of Manitoba Child and Family Services Act

(1985) as cited in the Child Abuse General Protocol (1988, p.2) "acts of omissions on

the part of the parent or person in whose care a child is, which acts or omissions include

but are not restricted to:

(a) any unwillingness or inability to provide appropriate care, control affection or

stimulation for a child;

making inappropriate demands upon a child;

exposing a child to frequent family violence tending to produce permanent or

long-term emotional disability including:

i) non-organíc failure to thrive

ii) developmental retardation

iíi) serious anxiety, depression or withdrawal

iv) serious behavioral disturbances

(b)

(c)
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Characteristics of Incident Not applicable for this research.

Adult A The individual who resides with the child and has primary or shared

responsibility for the child's care and well-being.

Adult B The individual who resides with the child and Adult A and has shared

responsibility for the child's care and well-being.

Other Relevant Participants Individuals (adults) other than Adult A or B who figure

prominently in the child's life and in the current incident; may be residing in another

location, may be related by blood or in a position of trust. This generally does not

include the caseworker unless he/she has a material role in the incident other than the

assigned role.

Alleged Perpetrator The person who is generally believed to be responsible for the

injury to the child or who has failed to protect the child from injury.

Vulnerability The extent to which a child is susceptible to injury or damage at

the hands of her caregiver when the following 3 factors are considered:

1 . Access by perpetrator The "openness" of the child's residence to the

person who injured the child; the ease with which this individual can be in the

child's presence after the incident.

Operational definition: Access to the child by the perpetrator scale rates whether

or not the perpetrator is in custody and has no access to the child, is in the

community, or can engineer face to face contact without much effort. By

definition, all child deaths rank Very High. (Sigurdson and Reid, 1990)
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3.

2. Child's abilit\t to protect self The degree to which the child can meet her

own basic needs for nutrition (if food is available) and safety from the attentions

of the perpetrator.

Operational definition: This scale rates the child's ability to leave the abusive

situation or to rectify an omission of care and is measured by considering the

child's developmental age, mobility, intellectual ability and emotional capacity to

act against the perpetrator's wishes. This varies with respect to child deaths.

(Sigurdson and Reid, 1990)

Adequacy of protector present in the child's home The ability and willingness of

the adult(s) in the home to prevent a further incident of abuse or neglect.

Operational definition: The presence of another adult in the home who is able to

protect the child is rated as Low, the present of a protector whose ability or

willingness is in question ranks Medium and the absence of another adult or the

presence of an ineffectual or co-perpetratíng adult in the home rates Very High.

(Sigurdson and Reid, 1990)

Attributes of the Current lncident The particular characteristics of the incident of

abuse and neglect with respect to the harm or injury suffered by the child and the

incidence of one or more different types of maltreatment.

4. Actual/Potential Severity of the lnjury For physical abuse, severity is

determined by the degree to which the injury is life threatening or the degree to which it

would have been life threatening without interference at the point of injury; for

example, a parent who is prevented by another adult from hitting a 3 year old on the

head with a baseball bat had the potential for inflicting a fatal injury. The more severe

the actual or potential injury, the higher the risk to the child.
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5.

For sexual abuse, the degree of invasiveness of the act with respect to the child

determines the level of severity with any type of intercourse constituting the highest

degree of risk.

For neglect, the immediate effect and the potential long term effects are considered when

assessing severity. The potential effects differ when the vulnerability of the child is

considered ín addition to the duration of the condition of neglect. The situations of highest

risk are those that create temporary or permanent injury of a physical or emotional

nature.

Operational definition: For fatalities, the actual/potential severity is Very High.

(Sigurdson and Reid, 1990)

More than 1 Abuse or Neglect Type The underlying assumption is that a child

who is exposed simultaneously to more than one type of maltreatment is at

greater risk than a child who is exposed to one type of maltreatment. In this

scale, emotional abuse is considered as a type of abuse and can be assumed with

most other types of maltreatment if sufficient family history is known to support

this conclusion.

Operational definition: Medium: 2 or more; Very High: three or more

(Sigurdson and Reid, 1990)

Abuse/Neolect Pattern A reliable sample of acts characterizing an individual's

behaviour with respect to the maltreatment of children.

6. Severity of Prior Incidents The past behaviour of the adults caring for the child

is an important part of prediction based on the assumption that people are more
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likely to perform behaviours that are already in their repertoire than novel

ones. Also, patterned behaviours tend to continue unless a powerful force acts to

change the person's behaviour. (Reid and Sigurdson, 1989, p. 75)

Operational definition: Physical Abuse, Very Low: mild bruising, no lasting

marks; Medium: signif icant but not life threatening injury; Very High:

intentional injury to child including breaking bone, burning flesh. Sexual Abuse,

Very Low: encouraging children to watch pornography with adults, aggressive

sexualized joking between adult and child; Medium: single instance of sexual

touching; Very High: any form of intercourse. Neglect, Very Low: an older child

is often inadequately fed; Medium: small children briefly left unattended in a car

on a warm day, a ten year old misses school regularly, does not receive regular

medical care; Very High: parent denies medical care in a life-threatening

situation or small children left unattended overnight in their home. (Sigurdson

and Reid, 1990)

Recency of Prior lncidents Patterns of behaviours that are established in the

more recent past are considered to be at greater risk of recurring than

behaviours which have receded in time.

Operational definition: Very Low: at least one prior incident, the most recent of

which occurred more than 2 years ago; Medium: same frequency, more than 6

months ago, but less than 2 years; Very High: same frequency, within the past 6

months. (Sigurdson and Reid, 1990)

8. Frequency over the Adult(s) Lifetime The premise underlying this concept

is that the more often an event has occurred, the more likely it is that it will

continue to occur. "The core of this conclusion is that the greater the degree of

consistency in factors in the family's environment and the greater the

7.
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consistency in factors indigenous to the family system, the higher the probability

that the behaviour will be perpetuated.". (p. 76)

Operational definition: Very Low: one prior CAN incident at any point in the past;

Medium: two to three prior incidents; Very High: Four or more prior incidents.

(Sigurdson and Reid, 1990)

o Severity ïrend Incidents of abuse or neglect involving this adult

demonstrate a pattern of severity of injury; decreasing, constant or increasing.

Operational definition: Very Low: CAN incidents continue to occur with an

observable pattern of lower severity of actual/potential injury; Constant: no

change in severity over time; lncreasing: severity of actual/potential injury

increases over time. (Sigurdson and Reid, 1990)

1 0. Frequency Trend Incidents of abuse of neglect involving this adult

demonstrate a pattern of frequency of occurrence; decreasing, constant or

increasing.

Operational definition: Very Low: CAN incidents continue to occur with lowered

frequency; Constant: no change over time in frequency; Very High: CAN incidents

occur with greater frequency as time progresses. (Sigurdson and Reid, 1990)

Understanding of the Child The adult caregiver's relationship with the child can be

characterized by the following five dimensions which measure the degree to which the

adult understands the needs of children in general and this child in particular as well as

the value that the adult places on the child's well-being and safety expressed through the

adult's words and actions.
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1 1 . Perception of the lncident "To understand perception of the incident is to

understand the situational or contextual properties of the act of child abuse." (p.

64) To what extent does the adult see his or her behaviour as appropriate or

inappropriate with respect to the child? The context in which the perpetrator

lives directly influences processing and feedback about the incident. (p. 65)

Essentially, this item deals with the issue of accepting or denying responsibility

for the child's well-being and safety with respect to the incident.

Operational definition: Protective: situation is seen as harmful, adult seeks to

prevent its reoccurrence; Very Low: a partial understanding of incident's cause

or some acceptance of parental responsibility; Medium: only marginal acceptance

of parent's responsibility; significant misperception of incident's cause; Very

High: adult accepts no responsibility for the incident, or denies it happened, or

blames situational stressors for the incident. (Sigurdson and Reid, 1990)

12. Perceotion of the Child The role of the child in contributing to the incident

of abuse or neglect as understood by the parent is assessed here as well as the

adult's understanding of how "easy" or "difficult" a child this is to raise.

Operational definition: Protective: child is valued and perceived age

appropriately; Very Low: some age inappropriate expectations but generally

child is valued; Medium: inappropriate expectations or child objectified; Very

High: child blamed for problem or expected to meet parent's needs. (Sigurdson

and Reid, 1990)

1 3. Attachment to the Child The depth and quality of the adults' relationship to

the child is considered with respect to their valuation of the child as an individual

and the degree of closeness in the relationship.
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Operational definition: Protective: continuous, supportive, mutually satisfactory

relationship between parent and child; Very Low: positive emotional tone,

sometimes overwhelmed by other factors; Medium: ambivalent emotional tone;

Very High: parent overtly rejects child or very poor emotional tone. (Sigurdson

and Reid, 1990)

14. Attitude re: Discioline The adults' beliefs and acts with respect to the

purpose and extent of physical punishment is assessed. Inhibiting or eliminating

certain behaviours of the child that the adult finds to be unacceptable is

accomplished with the use of varying degrees of physical punishment. The adult's

emotional state is also assessed with respect to whether the adult metes out

punishment in a consistent manner or if she responds with extreme anger and/or

rigidity in attempts to alter the child's behaviours.

Operational definition: Protective: little physical discipline; discipline intended

to help child to grow; Very Low: force not generally used but moderate force is

felt to be justified; Medium: physical force regularly used, parent believes

children should be controlled and will benefit from punishment; Very High:

extreme physical force or rigid orders are used with justifications based on

adult's own experiences as a child; force used to express adult's rage. (Sigurdson

and Reid, 1990)

1 5. Parenting Knowledge and Skills "The less a parent knows of the normal

development and needs of a child, physically, emotionally, socially,

behaviourally or sexually, the higher the risk of abuse or neglect." (Reid and

Sigurdson, 1990, p.23) Parents may be ignorant of what behaviour is

appropriate or they may have unrealistic or damaging expectations of the child's

physical abilities or sexual development.
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Operational definition: Protective: basic developmental requirements in all

domains are understood; Very Low: adequate understanding of immediate

developmental needs; Medium: some understanding of child's needs but not

sufficient to regularly meet basic needs of the child; Very High: adult's knowledge

or skill is clearly inadequate. (Sigurdson and Reid, 1990)

Personal Characteristics The attributes of the adult's personality affect her ability

to successfully parent a child. Combinations of particular dysfunctional attributes can

combine to create a climate of danger with respect to the child.

16. AgC The increased difficulty for young parents in succeeding as parents ís widely

accepted by practitioners. The causes are less clear and may be linked to a

reduced tolerance for stress, conflicting developmental tasks of the parent and

the child, lack of skill and relevant life experience in caring for others.

lncreased age does not automatically decrease risk.

Operational definition: Medium: Less than 21 year but over 18 years; Very High:

18 years of age or less. (Sigurdson and Reid, 1990)

17 . Substance Abuse Addiction to substances may be both a primary and a

secondary cause of child maltreatment. The functioning of the adult may be

impaired to the point where he/she is unable to adequately care for children. The

acquisition and consumption of the substance takes primacy over most other

activities and may divert funds from caring for the children despite the adult's

demonstrated affection for the children. As a secondary cause, the substance may

lower inhibition levels increasing the probability of the occurrence or

reoccurrence of abusive behaviours including both physical and sexual abuse. ln
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18.

addition, the lowering of inhibitions may result in an increased severity of

incident as the adult's internal controls on behaviour are disabled.

Operational definition: Very Low: some use of alcohol or other drugs in this

situation or a no history of severe substance abuse for at least the past two years;

Medium: substance abuse significantly impedes functioning on occasion or a past

history of severe substance abuse but not within the past six months; Very High:

severe, chronic substance abuse is part of the adult's normal functioning or

episodes or substance abuse within the past six months. (Sigurdson and Reid,

1 ee0)

Psychopathology/lncapacity The state of the adult's mental health is considered

with respect to the presence of any major mental illnesses which affect the

adult's perception of reality. Other issues of concern include impulsivity,

hostility, depression and paranoia. Mental retardation or diminished ability

which reduces the adult's capacity to both comprehend and act on the care of the

child also heightens risk. lt should be noted that sexual offenders will often show

no obvious psychopathology or incapacity. (Reid and Sigurdson, 1990, p.26)

Operational definition: Not Applicable: personality characteristics within

normal range; Very Low: ongoing mild personality disturbances demonstrated or

moderate limitations due to emotional or intellectual problems; Medium: episodic

psychiatric difficulties or capacity to act as a caregiver is limited or only under

ideal conditions; Very High: psychotic, out of touch with reality or assessed as

currently very impaired by psychopathology or severely limited intellectually.

(Sigurdson and Reid, 1990)

History of Violence The use of physical force, threats or intimidation

control the behaviour of others, including people outside the family,

to

is

19.
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understood to be a fundamental behaviour that leads to abuse. (p.28) child

abusing parents are involved in other violent or aggressive assaultive behaviour

more frequently than the general population. (Bland, R. and Orn, H. quoted in

Reid and Sigurdson, 1990, p.28)

Operational definition: Very Low: little history of assaultive behaviour, rare

uses of force or verbal threat to control others; Medium: occasional assaultive

behaviour defended as acceptable in some circumstances; Very High: violence is

used to control others with clear evidence of habitual assaultive behaviour.

(Sigurdson and Reid, 1990)

20. Stress The adult's cognition of the stressors in her life, rather than only a

rating or counting of stressors, is critical to the quality and the quantity of the

stress experienced by the adult. ln individuals with other factors predisposing

them to violence, heightened stress may contribute to an increased predisposition

to deal with events by using force.

Operational definition: Very Low: some disruption in functioning due to single

recent event or chronic condition of some severity or combination of

events/conditions with significant aggregate effect; Medium: serious disruption

of ability to function due to single or set of factors; Very High: considerable

disruption, unable to function due to a single, recent, highly disruptive event or

a chronic condition of considerable severity or combination of events/conditions

with severe aggregate effect. (Sigurdson and Reid, 1990)

Family lnteraction: The quality of the relationships within the family is rated.

21 . Conflict/Suoport between Members "lndividuals in abusive families are

more dependent, more likely to express anger and aggression, more rigid in rule
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22.

making and structuring family activities and more likely to be arranged in a

hierarchical manner than non-abusive families." "The spousal relationship

affects the ability of the parents to protect the child. (p.32)

Operational definition: Protective: adults' relationship is supportive and stable

and deals with crises; Very Low: family recognizes some problems with conflict

and support and makes some changes as a consequence, some shared decision-

making; Medium: frequent conflicts, liüle mutual support, few changes made in

recognition of this problem, the family manages adequately only in good

conditions; Very High: overall feeling among family members is conflictual

especially between spouses with little shared decision-making or mutual

support. (Sigurdson and Reid, 1990)

Reinforcement between Spouses The role of the non-abusing spouse in

condoning, ignoring or encouraging the abuse is critical to the safety of the child.

The partner may be passive or in denial about the actions of the abusive partner;

the reinforcement level in child deaths usually would be very high as the spouse

has already failed to protect the child.

Operational definition: Protective: partner actively and effectively opposes the

perpetrator's behaviour; Very Low: the partner does express objections and is

somewhat effective in opposing the behaviour; Medium: partner is ineffective in

opposing the perpetrator; Very High: the partner is a co-perpetrator or enables

the CAN with their relationship linked intrinsically to the CAN behaviour.

(Sigurdson and Reid, 1990)

Siblings of victim Behaviour problems or acting out by the other children in

the family may be indicators of greater family dysfunction than if the victim

23.
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were singled out on the basis of some perceived characteristic (or lack of it).

Sibling incest or assault indicates heightened risk for the child.

Operational definition: Protective: siblings show mutual support and relate well

to the community; Very Low: siblings effect more than normal difficulties in

relating to the community; Medium: siblings often break reasonable limits and

may injure each other physically, sexually or emotionally; very High: siblings

use force or injury to get what they want and may exhibit behavioural problems

such as delinquency or illegal acts and may harm a sibling. (Sigurdson and Reid,

1 e90)

Relationship to the Community The quality and intensity of the family's interaction

with their community and the extent to which they subscribe to the dominant norm about

the treatment of children are rated.

24. Reference group values Reinforcement of attítudes toward children and

child abuse can be found within sub-cultures or the dominant culture itself.

lndividuals who believe that they are acting within the perceived norms of their

culture will tend to continue their behaviours. The more severe the level of

"acceptable" punishment within a society, the higher the level of damage that will

be inflicted on children by people who exceed those standards. (p.94)

Operational definition: Protective: the reference group values oppose CAN, the

adult accepts these values, sees the current incident as violating these values and

is distressed by this OR the reference group values promote CAN , the adult sees

the current incident as congruent with these values and the individual rejects

these values; Very Low: the individual's distress is less evident than in the

Protective rating and the opposition is less adamant; Medium: the individual is

not particularly bothered by the CAN despite group values that oppose it oR the
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reference group values promote CAN, the individual accepts these values at a

minimal level and receives some support for this; Very High: the individual

rejects the reference group's opposition to CAN OR the reference group promotes

CAN and the individual see the incident as congruent with this and receives

considerable support because of this. (Sigurdson and Reid, 1990)

25. Social lsolation Parents or caregivers who are not integrated into their

social structure experience futility and purposelessness (anomie). They may

become unstable from the lack of viable social contact creating a condition where

child abuse and neglect will be common. In addition, these individuals lack

contact with others who can offer advice or informal respite to reduce the burden

of unrelieved parenting. Social service and other systems can also offer advice

and respite but they are lowest on the intrinsic hierarchy of social support

which follows: family, friends, neighbours, community organizations and

community services. (p. 35)

Operational definition: Protective: adult has meaningful and supportive contact

with many friends and family; Very Low: adult has some contact, receives

occasional help and is available to use support available in community

organizations; Medium: disconnected from community with few relationships and

none that provide consistent support or satisfaction; Very High: no viable

relationships with friend or family and no significant participation in the

community. (Sigurdson and Reid, 1990)
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Child Fatality Review Information

This instrument was developed by this researcher to collect information in

addition to that recorded on the MRES form. The general format is based on the

recommended Child Fatality Review Team Comprehensive Data Set in the Amerícan Bar

Association report, Data collection for child fatalities: Existing efforts and proposed

guidelines. (Anderson and Wells, 1991) with changes made to reflect situations in

Manitoba and the researcher's intent to analyse additional data on the circumstances of

the child's death. (See Appendix B). The concepts are briefly defined, a rationale for the

use of the variable is provided, the variable is operationalized and levels of

measurement are provided. (See Appendix C)

Determining Data Sources

After a preliminary examination of Medical Examiners' files for child deaths in

Manitoba for 1991 and 1992, a decision was made to review 10 years of files from

1984 to 1993 for deaths of children ages 0 to 17 years in order to obtain sufficient

numbers of child abuse and neglect death files for analysis. The Medical Examiners' file

categories for examination included child deaths coded as Accidents in the Home,

Accidents in Other Places, Industrial Accidents (farming), Homicides, Undetermined and

Motor Vehicle Accidents. The initial examination revealed four issues that required

consideration before selecting files for analysis. The first of these was reliably

identifying all deaths due to abuse or neglect in the Province of Manitoba from 1984 to

1993 and determining which files provided the most consístent and accessible

information. The second issue is the death codes classification system and its application

within the Office of the Chief Medical Examiner of Manitoba to meet the needs of more

precise determinations of causes of death due to advances in forensic medicine. The third

issue is related to the developments in the understanding and interpretation of child

welfare law and criminal law as it related to the abuse and neglect of children. Fourth is

163



the changes to the legislation and policies that direct the involvement of the Chief Medical

Examiner in the deaths of children in Manitoba.

1 . The identification of deaths due to child abuse and neglect required the

development of criteria to select CAN deaths from those due to accidents or third party

assaults. Child fatalities in the Chief Medical Examiner's files are coded according to

manner and cause of death. (See Appendix D.) Deaths that are classified as accidental or

from undetermined cause, or even from natural cause may, in fact, be a result of child

abuse or neglect. The definition of child abuse deaths and deaths due to child neglect

differs according to the standards used and the professional disciplines applying the

standards. For the purpose of the research, it was important to identify child abuse and

neglect deaths with precision in order to analyse the files relevant to this study. The

solutions considered included; limiting the definition of child abuse and neglect to that

used by the Office of the Chief Medical Examiner, using the legal definition of child abuse

homicides and neglect deaths, selecting abuse and neglect cases seen at the Child

Protection Centre or choosing cases dealt with in the Child and Family Services system.

By using the designation "Battered Child" in the Office of the Chief Medical

Examiner's coding system, neglect deaths would be missed as they most frequenily fall

into the Undetermined or Accident classificatíons. Some homicides of children by their

parents or caregivers are also missed if only the category of "604.0 Battered Child" is

considered. In addition, the mandate of the Chief Medical Examiner's office specifies that

there be no attribution of blame yet substantiation of child abuse or neglect demands that

at least a preliminary attribution of responsibility for the death to a parent or caregiver.

The next proposed solution would be to use the legal definition of child abuse and

neglect deaths. In discussion with a Crown Attorney for the Province of Manitoba, the

limitations of this approach were identified. (J. St. Hill, personal communication,

October, 1993) Only a portion of cases that the police and Crown believe to be

substantiated are taken forward for prosecution and these are further narrowed bv the
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determination of the court as to the guilt or innocence of the accused. This also

eliminates most deaths where the causes are related to entailment neglect, most forms of

passive neglect and many suspicious child deaths. The standard of proof for 'criminal

negligence causing death' is so narrow with respect to the act that gross negligence must

be clearly demonstrated both in the act itself and in the intent of the alleged perpetrator.

(J. St. Hill, personal communication, October, 1993)

The selection of cases through those seen at the Child Protection Centre would

provide a selection of approximately six cases per year that are believed to be suspicious

deaths including those that may be 'proven' by prosecution, conviction or confession.

From 1989 to 1992, the Child Protection Centre identified twelve deaths from physical

abuse including five from multiple injuries to head and abdomen, four from a single

injury and three from stabbing or impaling. Of these twelve children, the first nine

were three years or age or less and the remaining three were aged 4, 7 and 11 years.

(M. Buck, Associate Director, personal communication, 1994) As the Director of the

Child Protection Centre is a member of the Children's Inquest Review Committee, the

input of the Child Protection Centre is evident in the Medical Examiners' file recordings

and correspondence. In addition, a well publicized effort to improve the quality of

investigation and prosecution of child abuse deaths resulted in a number of cases being

reactivated and tried with several convictions resulting. (Teichroeb, 1993) A current

initiative involves the identification of child victims of Munchausen Syndrome by Proxy

and fatalities resulting from Munchausen's Syndrome By Proxy. The Child Protection

Centre provides services to living children and their families as well as to the Child and

Family Services system rather than conducting forensic investigations of child deaths.

However, the expertise of the Centre's staff is an important component of fatal child

maltreatment investigations particularly if the family is known to the Child Protection

Centre.
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The next solution would be to select fatalities known to the Child and Family

Services system in Manitoba. An examination of the files for.1991 and 1992 held in the

Child and Family Support Directorate revealed eighteen deaths for 1992 and seven

deaths for 1991. These included deaths due to natural causes of children in the care of,

or known to child welfare agencies in the province. The files are created according to the

province's standards for child welfare practise and as a result of the involvement of the

Chief Medical Examiner in accordance with the Fatalities Inquiry Act. The death of any

child in the care of a child welfare agency or whose family has received service from a

child welfare agency in the two year period preceding the death in Manitoba must be

investigated. (Fatalities Inquiry Act, S.M., 1989-90) Both these conditions date from

changes made in accordance with recommendations in two reports written by Reid,

Sigurdson et al. in 1987 which examined the practise of child welfare agencies in

Winnipeg. These reports were commissioned by the government of Manitoba after six

young children in families receiving service from child welfare agencies died during a

short period of time.

The reports contained in the file created in the Directorate are focused on the

involvement of the agency with the family and directed toward the assessment report by

the Chief Medical Examiner as to how well the standards of practise of child welfare

practise set by the province have been met. While there was a duplication of some

information held in the Medical Examiners' files, there was at times more detailed

information on the family situation and the services provided as well as an examination

of the events from a different perspective. These files provided a source against which

the file lists provided by the Chief Medical Examiner could be checked. A number of

homicides that were not provided on the initial Medical Examiners' file lists were

revealed using this method. Taking the names of the children from these files, the

Medical Examiners' files were checked again anci the missing files found. (Due to

changes over the years in how the basic file information is entered into a database, some
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of the Medical Examiners' files are not immediately generated when child homicides are

requested. Correspondence in other Medical Examiners' files provided information that

revealed other homicides or suspected child abuse and neglect deaths.)

While using the Child and Family Services cases provides an overlap and a check

on the Medical Examiners' files, it does not identify cases where the antecedents of the

abuse or neglect deaths were not known to the child welfare system. In 1991 alone, the

Medical Examiners'files contained approximately 10 files in which there was chronic,

severe alcoholism and/or family violence that impacted on the care of the victims yet

these families had not received child welfare services in the two years prior to the

chifdren's deaths. Of these deaths, over 50% occurred in remote, northern

communities.

In the end, the files held in the Office of the Chief Medical Examiner were selected

as the main source of information with supplementary information provided from the

files of the Child and Family Support Directorate. These sources contain information

from the Child Protection Centre in the form of reports of clinical assessments, medical

assessments or letters from the Centre's Director that identify concerns about deaths

that are due to child abuse or neglect. Reports from the Fire Commissioner, the Royal

Canadian Mounted Police and the Winnipeg Police Service are also contained in the

Medical Examiners' files in addition to correspondence from the Crown attorneys

responsible for the prosecution of child abuse or neglect deaths. A serendipitous source

became evident when workers in the field or collateral sources became aware of the

researcher's task and provided additional information on their involvement in cases

included in the research. In one case, this information provided the 'key' that enabled

the researcher to correctly categorize a death.

Child deaths from natural causes from 1984 to 1993 were nof examined as part

of this research project. This is a common dilemma in research into child maltreatment

deaths; if a death is classified by competent practitioners of forensic medicine as
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"natural" there is usually insufficient information to classify ít otherwise. Repeated

deaths in one family from "natural" causes such as SIDS tend to raise interest about the

validity of the classification of earlier deaths. This appear to be less of a problem in

Manitoba for the period of this study than in the U.S. states surveyed by Lundstrom and

Sharpe (1990) in which deaths were labelled as due to SIDS, undetermined cause,

accidents or asphyxia without autopsy evidence to support such findings. (p.19) In an

attempt to capture as many of these deaths as possible, all "natural" child deaths in

Manitoba that were classified as Undetermined or SIDS during the study period were also

examined. In the course of reviewing files for this research, some "natural" deaths of

concern with respect to their classification were identified through one or several of the

sources listed above. lf the deaths were older cases (previous to the 1989 amendments

to the Fatalities Inquiry Act) where no autopsies were required, obtaining information

that would result in a change of classification appeared unlikely unless subsequent

events, such as a confession, made it possible. As example of this occurred during the

course of this study when a tip to officials has resulted in the re-opening of two thirty

year old child death files. The circumstances of the deaths were reviewed for the

Children's Inquest Review Committee. The Chief Medical Examiner of Manitoba used the

cases as illustrations of the progress of pediatric pathology and forensic science since

the deaths of these two children were accepted as "natural" despite injuries that were

consistent with child battering including head and abdominal injuries to one child in

addition to extensive bruising to the children's bodies. (P. Markesteyn, personal

communication, June 2, 1995)

This researcher's inability to review all "natural" deaths from 1983 to 1994,

regardless of the autopsy results, is a weakness in this study. To eliminate it would

require a team of at least two researchers, one of whom would have to be a pediatrician,

preferably with both clinical and forensic expertise in order to correctly understand the

medical information in addition to a social worker to review child welfare and other
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materials. This would add approximately 800 files to the total count of files read as

deaths due to natural causes average approximately 80 per year.

2. The second issue is the evolution of the classification system and its application

within the Office of the Chief Medical Examiner of Manitoba to meet the needs of more

precise determinations of causes of death due to advances in forensic medicine. Before

1988, deaths due to Sudden Infant Death Syndrome were classified as "natural" deaths

and coded as "106.0". The Chief Medical Examiner revised this classification in 1988

and changed the code for SIDS to "701.0" to more accurately reflect the manner of death

as "Undetermined" and the cause as "Sudden Infant Death Syndrome" (SIDS). The

addition of code "202.7" in 1992 for Accident In The Home, Drowning was added to

differentiate drownings in the home (or in backyard pools) from the more general

classification of "asphyxia" code "201.0" used before 1992 for these deaths. Code

"202.6'for Accident In the Home, Auto-Eroticism was also added in 1992 after the

identification of deaths that resulted from unsuccessful attempts (primarily by teenage

males) to induce sexual climax by near-hangings.

Belated to this issue of changes in classification, is the evolution of the use of code

u700", "Undetermined Manner, Undetermined Cause" in part for infants where no

anatomical cause of death has been found and the children's social situation is poor. In

the case of children whose deaths have been classified as Sudden Infant Death Syndrome

since 1992, the care of the child is not at issue yet the cause of death remains unknown.

lf the care of the child or the social conditions are matters for concern, the death is

classified as a Sudden Unexpected Death of Undetermined Manner and coded 700 instead of

7O1. Poor social conditions include parents who are intoxicated or recovering from the

effects of intoxication at the time of the child's death, deaths due to probable overlay by a

parent or a sibling when the child shares a bed with adults or other children or cases

where the events surrounding the child's death reflect a low quality of care for an infant.

This includes delayed or non-existent medical care for a child whom the caregiver
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identified as noticeably unwell before birth, leaving a child unattended at or around the

time of death (where the caregiver is not in the home) or documented violence in the

home during the period immediately preceding the death or noticeably poor care of the

deceased as shown by the child's physical condition and/or observations of those

professionals (police, emergency or medical personnel) attending the death. Suspicious

deaths (suspected homicides or neglect deaths) based on the forensic evidence and the

information obtained through investigation of the circumstances of the death are also

included in this category ín recognition that they are not due to accidents or natural

processes. In practical terms, this recognizes that the quality of care reieived by an

infant impacts on its chances of survival past infancy and acknowledges that there is a

qualitative ditference in these deaths. These changes over the years in the criteria used

for the application of codes created problems in using the Medical Examiners' file codes

to identify deaths for the study. The solution was to develop classifications based on data

in the files.

3. The third issue in selecting files for analysis is related to the developments in the

understanding and interpretation of child welfare law and criminal law as it related to

the abuse and neglect of children. The application of criminal law with respect to deaths

by abuse or neglect is uneven and is not adequate as the only test for substantiation. lf no

suspect is identified or if there is reason to consider more than one individual as a

perpetrator without a clear reason to focus on one particular individual, charges may

not be laid even when the medical evidence is clear that the death is not due to accident or

disease. Several cases meeting these criteria were reviewed for the study. There were

compelling reasons to regard one or all of the caregivers as perpetrators. The deaths of

children while unattended also provide examples of the uneven application of criminal

law. There are a number of examples where very young children have died in house

fires while the caregivers were not supervising the children in the home or were out of

the home on extended errands or for social outings to use alcohol or drugs. Charges are
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seldom laid in these cases even when there is evidence that the children had a history of

playing with matches, or the children were left with a burning wood stove or locked into

the home with no avenue of escape in the event of fire or other disaster. While it could

reasonably be argued that the parents were negligent in their care of the children, it is

rare that such a charge is laid. In the well-publicized case of a young child who died

from burns while left unattended for over an hour with an infant sibling, charges were

not laid. Conversely, the mother of a child who died of undetermined causes (believed to

be SIDS) while unattended was charged, convicted and incarcerated. There were

differences in the two cases with respect to why the children were unattended, the race

of the mothers and the history of care of the children. The Child and Family Services Act

of Manitoba is clear in holding parents and caregivers responsible for the safety of their

children and for ensuring that they are not left unattended or with inadequate caregivers.

(child and Famíly Services Act, sec. 17.2(b)(e) and (g)) Leaving young chitdren

unattended in similar circumstances to those described above with serious outcomes such

as injury or death to the children concerned is often grounds, in this writer's

experience, for orders by the Family Court of supervision or temporary guardianship.

The tentative nature of definitions of parental responsibility and child neglect

was demonstrated in a recent series of articles in the Winnipeg Free Press after the

deaths of several teenagers in a fire started by a young child. lnitially, the fire was

reported as a tragic accident but as the history of the family and the fire was revealed,

the interpretation changed, first placing the blame on the manufacturers of the type of

disposable lighter used by the child. The final article of the series considers the link

between the deaths and parental supervision of the child who had recently caused the

family to relocate after setting their previous residence on fire. This change in focus

from the child being responsible for the tragedy, to blaming the manufacturers of

disposable cigarette lighters, to considering the role of the parents in supervising young

children demonstrates, in the writer's opinion, an emerging analysis of what does and
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does not constitute an accident. ls it an 'accident' when the result of chronic inadequate

supervision is a child's death in a fire? lt could be argued that such deaths are a

consequence of the quality of care rather than events that occur by chance alone.

(Winnipeg Free Press, October 31, November 1, November 4, 1994) Newspaper

repoñs about the high number of drownings of children aged four and under in Manitoba

have sparked similar concerns about the responsibility of parents and communities in

supervising children. (Winnipeg Free Press, July 4 and 10, 1995)

4. The fourth issue in selecting files for analysis is the changes to the legislation

and policies that direct the involvement of the Chief Medical Examiner in the deaths of

children in Manitoba. The tenure of the current Chief Medical Examiner has seen a

number of advances in the system of identifying and investigating child deaths. These

include the following:

(a) The revision of the Fatalities lnquiry Act in 1989-90 giving the Chief

Medical Examiner the authority to investigate deaths of children involved with

child welfare agencies in Manitoba including access to all files and documentation

relevant to the death. Prior to this such deaths were investigated by workers in

the Child and Family Support Directorate which is responsible for ensuring that

program standards are maintained. This change has enabled the Chief Medical

Examiner to conduct investigations of these deaths and provides reports that

contain information collected and recorded by trained medical examiner's

investigator. One disadvantage is that the investigators tend to be trained in

disciplines other than child welfare so the task environment is an unfamiliar one

for investigators.

(b) The development of uniform standards for the performance of autopsies in

the case of child deaths. In Manitoba, autopsies are performed on all children

who die of natural, accidental or other causes. This has largely eliminated

situations where no autopsy is conducted or the procedure is performed by
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physicians whose expert qualifications do not include pathology or forensic

medicine. Children autopsied ín Winnipeg are examined by pathologists with

specialized training in pediatric pathology and forensic medicine. A child need

not die in winnipeg to be autopsied in Winnipeg. Information from these

autopsies ensures the cause of death is determined in a consistent manner.

(c) The formation and operation through the Office of the Chief Medical

Examiner of a multidisciplinary committee known as the Children's Inquest

Review Committee which reviews all "non-natural" child deaths in the province

and selected natural deaths. The Committee makes recommendations to the Chief

Medical Examiner as to whether or not inquests should be held. The committee

also pools its expertise to advise the Chief Medical Examiner on directions for

future policy or standards development. Concerns about the deaths of children

are routinely aired at the committee and information shared to ensure that the

classification of death is accurate. Despite limited resources, the Chief Medical

Examiner also makes information on pediatric forensic issues available to

committee members. Some members of this committee are also members of the

Provincial Advisory committee on Child Abuse (PAccA) while others are

members of the Pediatric Death Review Committee of the College of Physicians

and Surgeons of Manitoba. Membership on the committee represents the

following organizations or entities.

Office of the Chief Medical Examiner including the Chief Medical

Examiner, the Senior Medical Examiner's Investigator and the

Administrative Officer

Director of Public Prosecutions, Office of The Attorney General of Manitoba

The Child Protection Centre, Children's Hospital, Winnipeg

Winnipeg Police Service, Child Abuse Unit
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Assembly of Manitoba Chiefs

Royal Canadian Mounted Police

The Manitoba Department of Family Seruices

College of Physicians and Surgeons

Health Sciences Centre Department of Pathology

(d) The entering of cases in the database by a limited number of individuals

trained to perform that task. This replaced the system of a wider group of

individuals entering cases where an error could make it difficult to conduct

computer searches to select particular types of cases. (M. Normand, Secretary,

Office of the Chief Medical Examiner of Manitoba, personal communication,

1 ee4)

File Selection

In the case of the Medical Examiners'files for Manitoba, the cause and manner of death is

included in each file opened at the death of a child. This classification can change during

the course of the investigation or even some time after the death when additional evidence

or information provides compelling reasons to change the coding. Initially, a decision

was made to read all files of the deaths of children from the following categories for the

period from 1984 to 1993.

Accidents ln the Home

Accidents In Other Places

lndustrial Accidents

Homicides

Undetermined Manner, Undetermined Cause

Undetermined Manner, Sudden Infant Death Syndrome

Motor Vehicle Accidents
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The first stage of the research involved reading files held in the Office of the

Chief Medical Examiner for the years 1991 and 1992. The following objectives were to

be met during this stage:

1 . Assessment of the quality and quantity of information held in the files. Information

was collected using the Manitoba Risk Estimation System (MRES) form employed as

part of The Risk Estimation Project, a larger research project on the use of

typologies of families as accurate predictors of the reabuse of children involved with

the child welfare system. The files contained information that could not be recorded

on the MRES form yet appeared to be relevant to the topic so it was determined that

an additional form was needed to capture this information for analysis. This form

was developed and named Child Fatality Review Information (CFRI).

2. ldentification of special issues in classification and identification of cases. The

trial file review revealed that there were deaths classified as accidental where the

parents or caregivers were incapacitated by alcohol or drugs and incapable of

supervising the children concerned. Another type of fatality that was found

involved young children regularly left unsupervised in situations where they

were exposed to environmental hazards such as bodies of water. lt can be argued

that there is a difference in the quality of care when children are routinely

allowed to play unsupervised in dangerous conditions versus a lapse in otherwise

adequate care where a child has eluded the caregiver for a short period of time.

Enough of these unsupervised incidents were found to raise the issue of what is an

"accident" and what is the logical consequence of regular exposure to dangerous

conditions. This is further complicated by the vulnerability of the child in

question. lt is less dangerous, in most cases, to leave a healthy four year old

unattended in a bathtub for 5 minutes than it is to leave a healthy 4 month old
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child. The four year old has a greater ability to keep her head out of water than

does a four month old infant. lt is also, in general, less dangerous to leave a child

alone once than it is to do so routinely. The odds are that frequent exposure to a

dangerous situation will result in a higher probability of injury over time. For

example, if children routinely travel without seat belts in automobiles, they are

exposed to greater risks than children who are regularly restrained as seat belts

have been judged to be 40 to 58% effective in preventing a fatality. (Dalkie and

Mulligan, 1987, p. 2)

Other concerns included deaths of children exposed to machinery that is

not designed or recommended for use around young children, in particular young

children riding on farm machinery. A parallel can be drawn with factories;

there is legislation in place to prevent young children from being taken onto

factory floors in the company of parents employed there as they may be injured

by industrial machinery. This same legislation is intended to protect young

children from accidents involving farm machinery. The essential difference is

that the factory owner is responsible for ensuring his or her employees do not

expose children to such hazards while it is the responsibility of the farmer to

follow workplace safety and health legislation on family farms. (G. Blaughie,

Manitoba Dept. of Workplace Health and Safety, personal communication, 1994)

In all child fatalities reviewed for this research, the farm operators were the

parents of the victims. There are reasons for exposing children to dangerous

situations such as the lack of available alternative caregivers or the barrier

posed by the cost of purchasing such services. The American Bar Association

(Anderson and Wells, 1991) describes these deaths as "preventable" in that the

deaths occur in unsafe, high-risk environments with children exposed "as a

result of high risk behaviours that are accepted as normative". The example

given involved the drownings of children in uncovered ditches in Oregon. (p.3)
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Leaving children to play unattended near rivers, lakes, ponds or dugouts

(sloughs), having unsecured firearms and ammunition in places accessible to

children, leaving children unattended at homes with access to matches, lighters,

sharp objects, toxic chemicals and not using child safety restraints in motor

vehicles are some of the examples found in the review of the Medical Examiners'

files in Manitoba that fit the description above of "preventable" deaths.

Another type of death that raised concerns about classification and

identification was asphyxia in questionable circumstances. These deaths include

hanging, overlay and suspected child abuse and neglect (scAN) deaths. Examples

of these are children who become tangled in homemade baby hammocks, suffocate

in upper bunks with makeshift bedrails or are put in bed with intoxicated

parents. In a number of these cases, the parents acknowledged being intoxicated

before putting the child to bed and could not recall the events of the evening.

Emery has pointed out the low incidence of overlay asphyxia deaths in some

cultures where cultural preferences or economic constraints dictate that parents

and infants routinely share beds and emphasizes the role that alcohol plays in

overlay deaths in "developed" countries. (Emery, 1993, p. 10gB) Another type

of questionable death found in the Manitoba files was an asphyxia death after

which the parents acknowledged a regular practise of pressing the infant's head

and shoulders ínto their bed to muffle her cries. A parallel in the literature is

described by Emery in his practice as a physician in an area with a high

incidence of so-called SIDS. Mothers revealed to him that crying infants were

quieted by stopping their cries with a hand over the mouth and nose. In one case,

two children in the family had died of what originally thought to be "cot death"

(SIDS) although Emery had reservations about this after the mother's

disclosure. (p. 1099) This raises the question of when is an "accident" not an

accident but rather the consequence of unsafe or inept parenting practices. To
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address these concerns, criteria were developed for the identification and

classification of files through qualitative analysis.

3. Development of a process for the most effective and efficient gathering of

information needed for the research. Initially, the plan was to read only

homicides, but the trial examination illustrated the problems with classification

and identification so a decision was made to read all the files that were not

"natural" deaths. Two forms were used to record the information found; the

MRES form and a Child Fatality Review Information (CFRI) form. The MRES

captured information relevant to risk and the CFRI was used to provide a wider

range of information on the circumstances of child abuse and neglect fatalities. Of

the files read, about 20% fell within the criteria set for further file analysis.

The CFRI data were entered into a relational database. Fox Pro 2.5c for the

Macintosh and the MRES data entered into Excel and JMP Statistical. both for

Macintosh.

4. Determination of the number of child abuse and neglect deaths contained in the

files. The issue of accurately defining and counting a child abuse or neglect death

became evident as the limits of the Chief Medical Examiner's classification

system for this research design were reached. Neglect deaths in particular posed

the greatest problem as there is no classification code for these deaths. Criteria

for defining abuse and neglect deaths were needed as well as a method of coding

these beyond the Medical Examiners' codes.

Classification of Files by Manner of Death

File review criteria were developed to include all files where the death of the

child was attributed to abuse or neglect by the parenis or caregivers of the child. Initial
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attempts to use the categories used by the Office of the Chief Medical Examiner proved

unsuccessful due to the classification problems discussed above. Using qualitative

analysis, categories were developed for the purpose of classification of deaths for

analysis. The categories developed were Homicides, Preventable and Problematic Deaths.

Def initions:

Agent of Death: The individual identified as responsible for the child's death either

through action or omission of duty.

Cause of Death: The cause of death is defined at the etiology of the death; the physical

reason for death.

Manner of Death: A category of information about a child fatality that describes the

circumstances and origins of the death with consideration of the following: (a) actus rea

invofving the action of inaction of a child's caregivers, (b\ mens rea and (c) whether or

not an agent of death has been identified. The manner of death is categorized by inclusion

in only one of the following categories: 1. (a) Homicides by Known Agents, (b)

Homicides by Unknown Agents 2. Preventable Deaths 3. Problematic Deaths.

Homicide By Known Agent: The criminal conviction of a perpetrator is a necessary

condition. For this category, the cause of death is known and is due to an inflicted

injury, the manner of death is known with both mens rea (literally, guilty mind, the

criminal intent required for conviction of a particular crime) and acfus rea (literally,

wrongful act as distinct from the intent behind it) proven and the agent of death is

identified as a caregiver of the victim.
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Homicide by Unknown Agent: The cause of death confirms the classification as a

homicide; it is due to an inflicted injury. The manner of death is known to be a wrongful

act. The agent of death is obscure; this can include deaths where charges have been laid

against an alleged perpetrator or where a trial is underway. Deaths where the

acknowledged perpetrator has committed suicide before being charged or convicted are

also included if a law enforcement review of the case identifies the perpetrator post

mortem.

Preventable Death: A preventable death is a child death resulting from an omission on

the part of a caregiver that permits a child to experience avoidable present or future

suffering and/or a failure to provide one of more of the elements deemed necessary for

sustaining life. The cause of death is known, the manner of death is identified as a

wrongful act in which any or all of the following are present: (a) children are left

unattended or unsupervised in a hazardous environment (the vulnerability of the child is

primary in defining hazards), (b) timely medical care is not obtained or medical advice

is not followed for a condition of some severity, (c) there is non-compliance with

existing safety legislation resulting in the death of the child, (d) the child dies as an

indirect consequence of the caregiver's illegal activities or (e) the caregiver has been

convicted of failing to provide the necessities of life. The agent of death is a caregiver.

A "Preventable Death" is one that is attributed to one or more of the following conditions:

1 . The death ís the outcome of the quality of care that may be associated with child

care practices, personal characteristics of the caregivers such as addictions,

mental illness or reduced capacity to recognize danger or act to protect the child.

The assumption is that one or more of the above reduces the quality of care given

the child and increases the risk of harm to the child. . Indicators include: lack of

supervision or child left unattended, use of alcohol or other drugs to intoxication

or incapacity by the caregiving parent prior to the child's death, chronic
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2.

untreated illness, insanitary living conditions ímpacting on the child's health and

inadequate or inappropriate food, clothing or shelter where the parent has the

resources to meet a minimal standard.

Ïhe death is the result of a decision on the part of the caregiver to disregard

statutes or legal standards designed to protect children from harm. This includes

deaths due to the absence of child restraints or seat belts in motor vehicle

accidents when there is expert opinion that such restraint would have prevented

a fatality. Also included are children taken in boats without personal flotation

devices, with intoxicated drivers in motor vehicles or boats or left unsupervised

near unsecured swimming pools in municipalities with legislation prohibiting

such practices.

The death is the result of the parent or caregiver's actions exposing the child to

danger through activities that do not directly involve the child. Such exposure is

described as 'entailment neglect' in the conceptual model of neglect developed by

Reid, Sigurdson, Christianson-Wood and Wright (1994) as part of a larger

research project. lt refers to the parent's choice of actions/activities that

expose the child to danger that is entailed in the particular action or activity. An

example of this is the parent who is a drug trafficker and pursues this course in

his or her own home, exposing the children in that home to heightened risk of

harm from disgruntled clients or the actions of the state in curtailing such

traffic. Two children were identified as victims of this type of neglect in the

course of this study. They and their mother were executed in lieu of their drug

trafficking father who had been able to escape the home.

4. The cause and manner of death have been reviewed with at least one expert in the

province of Manitoba and have been included due to the circumstances of the

child's death. This included cases where the injuries or illness that led to the

3.
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child's death raised concerns in the researcher about the assigned Medical

Examiners' category or where there was an apparent discrepancy between the

manner and cause of the death and the category assigned. Experl opinion was

obtained before including the death in the data base. Review of a number of cases

originally classif ied as Homicides resulted in either their inclusion in

Preventable deaths due to the outcome of court proceedings or an analysis of the

actions and responsibilities of the caregivers or their removal from the data set.

Problematic Death: A problematic death is defined as the death of a child where the

manner of death is unclear or concern is recorded in the file about the circumstances of

the death. The circumstances of the death are such that action or inaction of the

caregiver appears to be related to the child's death. This can include but is not limited to

the following: (a) the caregiver is intoxicated at the time of the child's death or

immediately before the death, (b) the child's medical condition at the time of death was

of concern with respect to the caregiver's action or inaction, (c) the care of the child

appears to have been inadequate based on examination of the scene or recent documented

history. The agent of death is unclear but the child was under the supervision of her

caregiver at the time of death. Problematic deaths include SIDS deaths where the

diagnosis of exclusion is incomplete; recent deaths (post 1990) appear to have been

scrutinized with more rigorous criteria. These deaths were originally found in the 700

category of the Chíef Medical Examiner's coding system (Undetermined Manner,

Undetermined Cause or Undetermined Manner, SIDS).

File Review Process

1. Soñ "Homicides".

Homicide deaths were sorted using the definitions given above. lnitially, these

deaths were extracted using the 600 Code of the Chief Medical Examiner's coding system.
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As the work progressed, other deaths were included as homicides when they met the

criteria of non-accidental injury inf licted by parent or parent substitute with

supporting medical documentation and opinion from expert sources. lt should be

emphasized again that the status of a case can change as more information is received

about the particulars of a case or when there ís an initiative to investigate more

thoroughly or to reinterview suspects. During the course of the research, a conviction

was obtained in at least one of several unsolved cases that was reinvestigated at the

insistence of an expert in child abuse injuries. At the conclusion of the research, two

thirty year old cases were being reinvestigated as homicides as new information had been

received by officials.

Homicides were subdivided into Homicides by Known Agent and Homicide by Unknown

Agent using the criteria included in the definitions above.

2. Sort "Preventable" and "Problematic" deaths

On examining the category of "other" deaths, which numbered over 750, it was

necessary to establish criteria to distinguish accidental deaths from preventable deaths

and problematic deaths. Accidental and preventable deaths were sorted using the

definitions provided earlier. Any deaths that lacked sufficient information to determine

the circumstances of death were not included to reduce the incidence of false positives in

the database.

3. Rate deaths using the Manitoba Risk Estimation System.

Data was entered onto MRES hard copies by hand and transferred later to an Excel

database. The data was later transferred to a JMP Statistical database for further

analysis of descriptive statistics. The large amount of missing data in a substantial

number of cases as well as the uneven sizes of the three categories created difficulties in

analyzing the data obtained.
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4. Enter additional data into the Child Fatality Review Information (CFRI) form.

Data was entered into the CFRI form by hand and transferred later to a Fox Pro database.

Data Management lssues

The original research plan was to use Fox Pro and a qualitative database analysis

program, NUD.IST, to perform additional qualitative analysis on the CFRI data. This plan

had to be abandoned when a failure of a hard drive on a Macintosh PowerBook 150 used to

record data from the Medical Examiners' files resulted in data contained in the Fox Pro

memo fields being removed or dispersed into unrelated memo fields. This was not

discovered until approximately two months later during the process of accessing a

particular file's memo fields. lt was not possible to recover the lost data as the

inadvertent use of back up diskettes after the hard drive failure resulted in their

contamination. All data had to be "hand" checked and all memo fields examined and coded

with damage codes to determine the extent of the loss. This process took a great deal of

time despite the assistance of an applications specialist and the use of dSalvage

Professional database repair software. A replacement PowerBook 150 experienced a

logic board failure, further delaying the data analysis and necessitating extra work in

checking for missing data across the Excel, JMP and Fox Pro databases. The final

analysis and writing of this thesis was completed on a Macintosh LClll and a Macintosh

LC575 computer.

An examination of the file lists of motor vehicle accidents revealed that file

numbers for the years 1984 to 1986 were not provided in the lists from the Office of

the Chief Medical Examiner. Due to the difficulties described above, it was not possible

to return to the archives to retrieve the missed files. However, using the remaining

seven years of data to produce an estimate, the numbers of files concerning motor

vehicle accidents that fit the research design criteria would be expected to average two

184



per year for a total of six missed files. This was a low rate of return for the 6g files

that would have to be recalled from the archives. A decision was made to proceed without

these files. The expected effect will be an under-estimate of Preventable deaths.

Changes in the quality of data contained in the files over the years were

noticeable. As a result, the numbers of child maltreatment fatalities from 1gg4 to

1985 may be underestimated and almost certainly are as there are no maltreatment

fatalities shown for those years. Files from 1984 to 1987 were read selectively as part

of the Reid, Sigurdson and Associates'1987 review commissioned by the Manitoba

Department of Community Services and a reading of these files was notable for the

amount of documentation (reports, departmental reviews, etc.) that had been generated.

In general, the quality and quantity of data collected appeared to improve through the

years up to the present.

Any attempts to compare the data from this study with the figures for child

maltreatment deaths in the province would be of little value. Over the years, the

provincial system of data collection has changed substantially. The recording year

changed from the calendar year to the fiscal year in 1988/1989 and the profile of data

collected and the way in which it is sorted and recorded has changed frequenily, making

comparisons across years and with this research data of little utility in determining the

incidence of child maltreatment fatalities. There are no provincial statistics for neglect

(preventable) deaths during 1984 to 1993 and no indication that they will be collected

in the near future. This is, ín part, a function of Manitoba's legislation which focuses on

children in need of protection rather than specific acts of neglect. The Province of

Manitoba's new service information system has recently come "on line" to the stage

where the first system wide statistics are being generated. (C. Lillie, Chilcl and Family

Services Information System trainer, personal communication, June lgg5) lf the

Province is able to ensure wide implementation and maintain standards for data

185



collection, the quality and quantity of child welfare statistical data should improve

dramatically.

Qualitative and Quantitative Research lssues

In proceeding with this research, it became obvious that the techniques required

were those of both qualitative and quantitative research. The development of categories

for sortíng the child deaths necessitated the use of qualitative research methodology to

determine what characteristics distinguished a particular "kind" of death. Kirk and

Miller (1986) emphasize that qualitative research is not def ined by being "not

quantitative" (p. 10) but rather is "an empirical, socially located phenomenon, defined

by its own history" with "a commitment to field activities". "lts diverse expressions

include...the study of life histories and certain archival, computer and statistical

manipulations." (p. 10) The "field" in this research is the working environment of

professionals working in child abuse, forensic medicine, law enforcement, child

welfare, fire fighting, etc. Their written words are analyzed and recorded as field data

in the CFRI. In addition, quantitative methods are used to impose measurement on the

content of the field data using the MRES. This has provided a rich source of data that has

the potential for further analysis in the future.

The "kind" of data contained in the files used is a mixture of types; medical

(presumed to be empirical and positivist), legal (police and Crown records; judged by a

different set of criteria based on the application of law but also presumed to be empirical

and positivist), forensic (similar but not identical to medical in type) and child welfare

(qualitative and quantitative observations). With respect to the reliability of the data

used in this research, the employment of multiple sources provides what Kirk and

Miller describe as "synchronic reliability" in which 'there is a similarity of

observations within the same time period as evaluated by interrater correlation. (p.

43) Loosely stated this is equivalent to agreement between observers that if it walks
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like a duck and quacks like a duck, then it is a duck. Kirk and Miller believe that

synchronic reliability is most useful when it fails; when one observer sees instead "not

a duck" as it forces the researcher to consider if it is possible that multiple but

different qualitative measurements might simultaneously be true (p. 48) or conversely,

what factors may be operating on the perception of the event by the dissenter. This was a

useful concept when considering the definition of "preventable death" used for this

research and the effects of history (as a threat to internal validity) with respect to the

attribution of responsibility for the deaths of unsupervised children in house fires

started by children playing with matches.

In concluding this discussion of the methodology used, Kirk and Miller's comment

on validity checks appears à propos:

"When discussing the validity checks of social research, it is useful to remember
that a careful description of what [was] done generally tends to suggest an
obsessive preoccupation with detail on the part of the researcher. This is an
artifact of the fact of description, not a recommendation for compulsive
behaviour." (p. 20)
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DATA RESULTS

Descriotive Statistics

Files from the Office of the Chief Medical Examiner

Descriptive statistics were obtained for the set of Medical Examiners' files. As

described earlier, files of natural deaths of children were not examined. The

circumstances of death and the gender of victims are included in Table 3, Medical

Examiners' Files Death Circumstances and Gender of Victims, presents the

circumstances of deaths of children aged 0 to 17 years who died of causes other than

natural deaths from 1984-1993. This included deaths of undetermined manner

including SIDS deaths. The categories used are descriptive rather than medical or

forensic categories.

Table 3
Medical Examiners" Files Death Circumstances and Gender of Victims

Circumstances of Death % of Total n Male % of Total n Female % of Total

Accident ln Other Place
Accident ln The Home
Drowning In Other Place

Drownings In the Home
Drugs and Alcohol
Exposures
Farming Accidents
House Fires

Homicides - ALL

Motor Vehicle Accidentsa
Neglect (medical)
SIDS

Suicides
Undetermined

Total Deaths

36
26
85

14
10
4
63
59
160

Õ

163
64
110

804

4.48
3.23

10.57
0.62
1.74
1.24
0.50
7.84
0.07

19.90
0.62

20.27
7.96

13.68

100.00

26
18
67

4
7

ln

3
33
31

101

2
95
40
57

494

3.23
2.24
8.33
0.50
0.87
1.24
0.37
4.10
3.86

12.56
0.25

11.82
4.98
7.09

61.44

10
8

18
I

7
0

1

30
28
59

3

68
24
53

310

1.24
1.00
2.24
o.12
0.87
0.00
0.12
3.73
3.48
7.34
0.37
8.46
2.99
6.59

38.56

aF¡les for Motor Vehicle Accidents 1984-1986 were not examined.
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Figure 1 provides a graphical representation of the information contained in

Table 3 including the gender of victims. With only one exception, medical neglect, males

died more frequently than females in each category.

Figure 2 Medical Examiners' Files by Circumstances of Death
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The age range of victims is shown in Figure 2. Children aged 0 to 2 years

comprise 44% oÍ victims in the files examined in order to select the cases for this study.

The addition of the missing Motor Vehicle Accident files would be expected to cause the

numbers in the 15 - 17 year category to rise as this is a frequently documented cause of

death for children in this age group.
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Figure 3 Medical Examiners' Files by Age Range of Victims
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Risk Estimation Project Files

The 167 files selected for use in this study are described as the Risk Estimation

Project (REP) set. The distribution of cases across the years included in the study is

illustrated below in Figure 3. Cases ranged from a low of 5 in 1993 to a high of 25 in

1 990.

Figure 4 Distribution of Cases Across the Ten Year Interval. 1984-1993
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The circumstances of death for the files contained in the REP data set are

presented in Table 4. As with Table 3, these are descriptive rather than official

categories of the circumstances of death.

Table 4
Death Circumstances and Gender of Child Victims in REP Sample

Circumstances of Death % of Total n Male % of Total n Female % of Total

House Fires 33
Homicides 27
Drownings In Other Places 24
Asphyxia 19
Motor Vehicle Accidents 15
Drownings In The Home 1 1

Medical Neglect 6

SIDS-Like Deaths 6

Overlay 5

lnf licted Injuries 4

Farming 3

Drugs or Alcohol 3

Hanging (not suicides) 2

Firearms 2

Entailment Neglect 2

Fall ln The Home 1

Abdominal lnjury 1

Acute Gastroenteritis 1

Suspected MSBP 1

Failure To Thrive 1

19.76
16.17
14.37
1 1.38
8.98
6.59
3.59
3.59
2.99
2.40
1.80
1.80
1.20
1.20
1.20
0.60
0.60
0.60
0.60
0.60

16
17
20
10
q

I
1

c
3

1

2

1

2

I

1

0
II

0

0
'l

99

9.58
1 0.18
11.98
5.99
5.39
4.79
0.60
2.99
1.80
0.60
1.20
0.60
1.20
0.60
0.60
0.00
0.60
0.00
0.00
0.60

59.28

17
10
4

I
6

3
5

1

2

3
.t

2

0
1

1

1

0
I

{
I

0

68

10.18
5.99
2.40
5.39
3.59
1.80
2.99
0.60
1.20
1.80
0.60
1.20
0.00
0.60
0.60
0.60
0.00
0.60
0.60
0.00

40.72Tota I 167 100.00

A visual examination of the data above illustrates that. when deaths due to child

maltreatment (including Preventable and Problematic deaths) are selected from the

files described in Table 3 (and renamed the Risk Estimation Project data set), the

profile of the circumstances of death changes substantially. There are no suicides in the

REP data set and the most frequent causes of death are house fires, homicides and

drownings. The reclassification of deaths into three categories, Homicides, Preventable

and Problematic deaths is represented below in Figure 5 REP Manner of Death by
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percentages. The largest category, Preventable deaths, contains 110 cases; the

Problematic deaths category has 30 cases and the Homicides category 27 cases.

Figure 5 REP Manner of Death

MannerofDeath N=167

B Homicide

fl Preventable

N Problematic

Victims

The gender distribution of victims according to the three manner of death

categories, Homicides, Preventable and Problematic deaths, is illustrated in Figure 6.

Male children predominate as victims in each category. Males represent 63"/" of

homicide victims. 60"/" of Preventable deaths and 53% of Problematic deaths.

Figure 6 REP Gender of Victims By Manner of Death
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Table 5 contains descriptive statistics on the ages of victims. The median age of

children who die Problematic deaths is the lowest of the three categories of manner of

death and has both the lowest minimum and maximum ages of victims.

Table 5
Frequency Distribution of Age of Victims

All REP Data Homicide Preventable Problematic

Minimum Age
Maximum Age
1st Quartile
Median

3rd Quartile
Mean

Std. Deviation

.04 yr (14 da)
17.00 yr

0.67 yr
2.00 yr
4.00
3.15

3.8394

0.17 yr (2 mo)
17.00 yr

0.67 yr
2.O0 yr
5.00
4.11

5.1 1 33

0.06 yr (22 da)
17.00 yr

1.33 yr
2.42 yr
4.00 yr
3.56

3.6103

0.04 yr (14 da)
12.00 yr
0.17 yr
0.27 yr
0.67 yr
O.77 yr
2.1421

The extreme youth of victims of child maltreatment is illustrated in Figure 6;

the largest single age cohort is children under the age of 1 year; 59 victims or 35% of

aff children in the REP data set. Children aged under 4 years total 135 or 81o/" of all

children studied.

Figure 7 REP Age Distribution of Child Deaths
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Figures 8,9 and 10 illustrate the age distribution of victims of Homicides,

Preventable and Problematic deaths. Children under the age of two years predominate as

victims of child maltreatment. They are 59o/o oÍ Homicide victims, 4ïo/o of children ín

the Preventable death category and 97"/o of children who deaths fall into the Problematic

category.

Careg ive rs/Perpetrators

In Table 6, data on the ages of caregivers/perpetrators of maltreatment is

presented. As specified earlier, the caregivers in this study are parents or parent

substitutes such as foster parents or extended famíly members and the cases selected are

those in which the caregivers have committed acts against the child or failed in their

duty of care toward the child. Analysis of the means of the ages of Adult A across the

three manner of death categories using Tukey-Kramer HSD demonstrated that the

difference between the mean ages in the following combinations is significant at the level

of p <.01' Homicides and Problematic deaths; Preventable and Problematic deaths; and

Homicide and Problematic deaths. For the age of Adult B, using the same test, the

differences between means are not significant for any combination of pairs of categories.

Table 6
Ages of Caregivers/Perpetrators

REP Homicide Preventable Problematic
Age in Years
Mean
Median
Minimum
Maximum
Std. Dev.

Adult A Adult B
27 .44 28.27
26.00 26.00
13.00 14.00
55.00 49.00
8.21 8.42

Adult A Adult B
28.65 28.88
27.00 25.00
17.00 15.00
50.00 49.00
9.04 10.52

Adult A Adult B
29.03 29.79
28.50 28.00
16.00 19.00
22.O0 46.00
7.97 7.55

Adult A Adult B
22.12 24.20
21.00 24.00
13.00 14.00
38.00 43.00
5.68 6.41
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Familv Tvoes

The Family Types found in the deaths studied have been extracted from the MRES

facesheet for the entire data set. Table 7 provides information on the frequency of each

caregiver configuration in the data set. As these children died at the hands of their

caregivers, in the majority of cases the caregivers either inflicted the injury on the

child or failed to act to protect the child. In examining Homicides, the perpetrators were

distributed as follows; fathers, 9; mother's male partner, 5; mother, 3; mother and

father 4; unknown, 5 and foster brother, 1.

Table 7
Caregivers' Relationshio to Victims

Family Types % of Total

Biological Parents - 2
Single Female Parent
Mother & Male Partner
Foster Parents
Grandmother
Informal Foster Parents
Stepfather & Bio Mother
Stepmother & Bio Father
Single Father
Cousins
Aunt
Aunt & Uncle
Other Extended Family

97
37
I
Þ
4
I

1

¿

2

5

1

2

2

2
167

58.08
22.16
5.39
3.59
0.60
0.60
1.20
1.20
2.99
0.60
1.20
1.20
1.20

100.00

Figure 11, REP Family Types illustrates the configuration of this data when the

family types are collapsed. Family Type 1 includes all two biological parent families.

Family Type 2 includes all single female parent families, Family Type 3 is composed of

families with one biological parent and one non-biological 'parent' (step-parents,

common-law partners) while Family Type 4 includes single male parent families,

extended family and substitute caregivers. As there were only 5 single male parent
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families in the data set, these were collapsed into Family Type 4. These fathers were

providing care with the assistance of girlfriends who did not live with the family,

relatives and/or baby-sitters, except in one case where the victim was a teenager and

the father was parenting on his own.

Figure 11 REP Family Types
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Figure 12 illustrates the gender of victims by Family Type in proportion to the

total number of deaths in each category. In Family Types 1, 2 and 4, male victims

outnumber female victims. The exception is Family Type 3 in which 67o more female

children than male children die in families where the biological mother is parenting

with a male partner who is not the child's biological father.

Figure 12 shows the distribution of Family Types among the three Manner of

Death Categories used in the research.

Distribution of Family Types by Manner of Death

Homicide Preventable

Manner of Death

Problematic

MRES Data Results

In examining the data collected using the Manitoba Risk Estimation System, a

substantial quantity of historical data about the care of children by these families was

not present in the files. Any child death files with corresponding files in the Child and

Family Services Directorate usually had more information on the caregiver's history of

care of the children. There were also frequent gaps in the demographic information

about the family such as the existence of the victim's siblings, their ages and birth

order. The frequency scores for each variable on the MRES facesheet are recorded in

Table I while the frequency scores for medium to high severity ratings on each scale of

the MRES scales are recorded in Tables 9. 10 and 11.
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Table 8
MFIES Family and Case Data

REP Set Homicides Preventable Problematic
N %Set N %Set % Set

No. in Set/Total
Min. Age of Child Yr
Max Age of Child Yr
Age of Child Median
Age of Child Mean

Age 0-2Yrs
Age 3-5Yrs
Age 6-9Yrs
Age 10 -14 Yrs
Age 15 - 17 Yrs

Male
Female

Sexual Abuse
Physical Abuse

Emotional Abuse
Neglect

Case Open to Agency

Family Type - 1

Family Type - 2
Family Type - 3
Family Type - Other

AdultA-BioParent
AdultA-FosterP
AdultA-Ext.Fam.
Adult A - Other

A: Gender - Male
A: Gender - Female

AdultB-BioParent
AdultB-C/L,M
AdultB-FosterP
AdultB-Ext.Fam

B: Gender - Male

B: Gender - Female

167
0.04

17.00
2.00
3.1

1 10.00
31.00
1 1.00
10.00
5.00

27.00
0.1

17.00
2.00
4.1 1

18.00
3.00
1.00
3.00
2.00

17.00
10.00

1 10.00
0.06

17.00
2.42
3.56

63.00
28.00
10.00
6.00
3.00

29.00
0.00
0.00
1.00
0.00

96.6
0.0
0.0
3.3
0.0

30.0
0.0

12.0
0.2
0.7

1.ool s.7ol 2.ootl
27.00l 100.001 6.oo
16.001 5e.261 1.oo
16.001 59.261 108.00

0.00
5.00
1.00

27.00

29.00
0.00
0.00
1.00

8.00
28.00

19.
0.
0.
0.

4s.711 21 .oo 35.ool 31.82

13.00
2.00
8.00
4.00

21.00
3.00
3.00
0.00

11.00
16.00

77.78
11.11
11.11
0.00

40.7 4
59.26

65.00
25.00

7.00
13.00

99.00
3.00
8.00

42.00
68.00

80.831 12.0 52.171 66.001 84.6
6.671 3.0 13.041 5.001 6.41
5.001 3.0 13.041 3.001 3.8
7.501 5. 21 .741 4.001 s.1

59.171 13. 56.s21 41.001 52.5 1 7.001 89.4
40.831 10. 43.481 37.001 47.44 2.001 10.5

66.671
11.111

3.701
11.111
7.411

57.27l|
25.451
e.0el
s.451
2.731

se.ool
6 8.0 0l

3.0
38.0
22.0

151.0

1.82
5.45
0.91

98.1 8

0.00
to.
3.3

90.

1e.ool
10.001

0.001
1.001

58.081
22.161

8.981
10.781

8l73.ool

e7.ool
37.001
15.001
18.001

17.oOl 56.6

63.3
33.

122.ool
37.001

"'l
s5.001

1 12.001

73.05
22.16

4.79

32.93
67.07

96.6
0.0
0.0
3.3

26.6
93.3

59.09
22.73

6.36
11 .82

90.00
2.73
7.27

38.1 I
61.82

0.0
3.3

97.0
8.0
6.0
9.0

71.0
49.0

100.00

0.00

6s.871
18.561
6.5el
5.eel
2.eel

5e.281
40.721

62.e61 66.ool 6o.ool 16.ool 53.33
s7.o41 44,ool 4o.ool 14.ool 46.62

1 .80
22.75
13.17
90.42

77.7

48.1
7.4

29.6
14.8
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Table 9
MRES Scales with Medium to High Severity Scores

Total No. of
Responses

Rated

No. of Med.

to Very High
M-VH Ratings

as Percent
of

M-VH As %

of Possible
No. of Cases = 167

1 Access by Perpetrator
2 Child Able to Protect Self
3 Adequate Protector
5 >1 Abuse/Neglect
6 A: Severity Prior Incident
7 A: Recency Prior Incident
8 A: Frequency Prior lncid.
9 A: Severity Trend

10 A: Severity Frequency
1 1 A: Perception lncident
12 A: Perception Child
13 A: Attachment
14 A: Attitude Discipline
15 A: Parenting Skills
16 A: Age of Adult A
1 7 A: Substance Abuse

18 A: Psychopathology
19 A: History of Violence
2 0 A: Stress
24 A: Reference Grouo
2 5 A: lsolation

6 B: Severity Prior Incident
7 B: Recency Prior Incident
I B: Frequency Prior Incid.

9 B: Severity Trend
10 B: Severity Frequency
1 1 B: Perception Incident
12 B: Perception Child

13 B: Attachment
14 B: Attitude Discipline
15 B: Parenting Skills
16 B: Age of Adult B
1 7 B: Substance Abuse

18 B: Psychopathology
19 B: History of Violence
20 B: Stress
24 B: Reference Group

25 B: lsolation
21 Conf lict/Support
22 Reinforcement

167
167
112
55
60
61
54
56
31
114
98
Þc
20
133
137
65
19
29
61
53
70

34
34
29
33
19
55
49
37
16
61
78
37
I

27
38
37
44
42
60
23

167
161
112
37
59
59
51
55
30
90
78
52
15
130
21
59
15
24
56
45
22

31
31
26
31

17
46
43
34
12
59
13
.tc
7

25
35
30
13
41

59
7

100.0 1 00.
96.41 96.41

100.0
67.2
98.3

67.0
22.1

96.72
94.44
98.21

35.
35.
30.54
32.9

96.7 17.96
78.95
79.59
80.00
75.00
97.74
15.33
90.77
78.95
82.76
91 .80
84.91

53.8
46.71
31 .14

8.98
77.84
12.57
35.3

8.98
14.37

31.4

91.1
91 .1

33. s
26.9
13.1

25.

89.
93.

25.8
21.6
25.8
1 4.1

38.3
89.4
83.
87.7 35.

28.
10.

91.
75.
96. 49.1
16.6 10.
94. 29.1

5.877.7
92. 20.
92.11 29.1
81. 25.

10.29.5
97. 34.1

49.1
5.8

98.3
30.423 Si
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Table 10
Homicide Scales with Medium to High Severity Scores

No. of Cases = 27

1 Access by Perpetrator
2 Ch¡ld Able to Protect Self
3 Adequate Protector
5 >1 Abuse/Neglect
6 A: Severity Prior Incident
7 A: Recency Prior lncident
I A: Frequency Prior lncid.
9 A: Severity Trend

1 0 A: Severity Frequency
1 1 A: Perception Incident
12 A: Perception Child
13 A: Attachment
1 4 A: Attitude Discipline
15 A: Parenting Skills
16 A: Age of Adult A
1 7 A: Substance Abuse

1 I A: Psychopathology
1 9 A: History of Violence
2 0 A: Stress
24 A: Reterence Group
2 5 A: lsolation

6 B: Severity Prior lncident
7 B: Recency Prior Incident
I B: Frequency Prior lncid.

9 B: Severity Trend
10 B: Severity Frequency
1 1 B: Perception lncident
12 B: Perception Child
13 B: Attachment
14 B: Attitude Discipline
15 B: Parenting Skills
16 B: Age of Adult B
1 7 B: Substance Abuse

18 B: Psychopathology
19 B: History of Violence
2 0 B: Stress
24B: Relerence Grouo

2 5 B: lsolation
21 Conf lict/Support
22 Reinforcement

Total No, of
Responses

Rated

No. of Medium
to Very High

Ratin

M-VH Ratings
as Percent

of Responses

M-VH as %
of Possible

27
27
25
22
17
19
19
18
12
23
22
23
11

23
26
14
12
14
21
11

23

12
15
14
14
10
18
19
19
11

19
20
I
7
12
17
13
19
18
17
I

27
25
25
21
16
18
18
18
12
22
20
19
I

23
4
12
10
13
20
a

13

1 00.
92.

100.00
92.59

100.00
95.45
94.12
94.7 4
94.7 4

100.00
100.00
95.65
90.91
82.61

92.5
77.7
59.2
66.6
66.6
66.6
44.44
81.4
74.O
70.37
o.J. \t 81.8
85.1 I
14.81
44.44
37.04
48.1 5
74.O7
!t \'. \t !t

1 00.
15.
85.71
83.
92.
95.2
81.8

48.1

43.4
60.8

56.

10
14
13
14
10
17
18
18
I
18
6

I
6

11

16
10
I
18
16
2

56.
60.

83.3
93.3
92.8

100.0
100.0
94.4

43.4
73.91
78.
78.
34.
78.
26.

94.7 4
94.7 4
72.7
94.7 4

34.7
30.0
88.8

26.
47.

85.71
91.67
94.12
76.92
42.11

69.5
43.4
34.
78. 100.0

94.169.5
8.7 22.2223 Sibli
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Table 11

Preventable Death Scales with Medium to High Severity Scores

Total No. of
Responses

Rated

No. of Medium
to Very High

Rati

M-VH Ratings
as Percentage

of

M-VH as %
of Possible
ResponsesNo. of Cases = 1 10

1 Access by Perpetrator
2 Child Able to Protect Self
3 Adequate Protector
5 >1 Abuse/Neglect
6 A: Severity Prior lncident
7 A: Recency Prior lncident
8 A: Frequency Prior Incid.
9 A: Severity Trend

1 0 A: Severity Frequency
1 1 A: Perception Incident
12 A: Perception Child
1 3 A: Attachment
1 4 A: Attitude Discipline
1 5 A: Parenting Skills
16 A: Age of Adult A
1 7 A: Substance Abuse
1 8 A: Psychopathology
1 I A: History of Violence
2 0 A: Stress
24 A: Relerence Grouo
2 5 A: lsolation

6 B: Severity Prior Incident
7 B: Recency Prior Incident
8 B: Frequency Prior Incid.

9 B: Severity Trend
10 B: Severity Frequency
1 1 B: Perception Incident
12 B: Perception Child
13 B: Attachment
14 B: Attitude Discipline
1 5 B: Parenting Skills
1 6 B: Age of Adult B

1 7 B: Substance Abuse

18 B: Psychopathology
19 B: History of Violence
2 0 B: Stress
24 B: Reference Group
25 B: lsolation
21 Conflict/Support
22 Reintorcement

110
110
64
23
34
31
25
27
14
68
57
¿3

7
85
83
28
5

I
24
30
22

20
16
't2
17
I

28
23
11

4

30
43
17

1

I
14
17
'17

16
29
10

110
106
o¿+

11

34
30
24
26
13
48
41
20
4
83
7

27
3

22
27

19
14
10
15
6

20
18
10
o

29
2

16
0

7
12
14

1

15
29
3

100.0
96.3
58.1
10.0
30.9
27.2

100.0
96.

100.0
47.8

100.0
96,

21.
23.
11.
43.

96.0
96.3
92.8
7 0.5
71 .9
80.0
57.1
97.6

8.4
96.4
60.0
62.5
91.6
90.0
22.7

95.0
87.5
83.3
88.2
7 5.0
71 .4
78.2

37.2
1 8.1

3.6
7 5.4

o.

24.5
2.7
4.5

20.0
24.5
4.5

24.3
17.9
12.8
19.2
7.6

25.6
23.0
12.8
3.8

37.1
2.5

20.5
0.0
8.9

15.3
17.9

't.2
19.2
37.1

3.8

90.91
75.0
96.6
4.6

94.1
0.0

87.5
85.71
82.3
5.8

93.7
100.0
30.02 3 Sibri

202



Table 12
Problematic Death Scales with Medium to High Severity Scores

I 
rotat No. of lruo. ot Medium I v-vH Rarings

I Responses I to Very High I as Percentage
M-vH as % 

|
of Possible 

I

No. of Cases = 30

1 Access by Perpetrator
2 Child Able to Protect Self
3 Adequate Protector
5 >1 Abuse/Neglect
6 A: Severity Prior Incident
7 A: Recency Prior Incident
I A: Frequency Prior lncid.
9 A: Severity Trend

10 A: Severity Frequency
1 1 A: Perception Incident
12 A: Perception Child
13 A: Attachment
14 A: Attitude Discipline
15 A: Parenting Skills
16 A: Age of Adult A
1 7 A: Substance Abuse

18 A: Psychopathology
19 A: History of Violence
2 0 A: Stress
24 A: Reference Group
25 A: lsolation

6 B: Severity Prior Incident
7 B: Recency Prior lncident
8 B: Frequency Prior Incid.

9 B: Severity Trend
10 B: Severity Frequency
1 1 B: Perception Incident
12 B: Perception Child
13 B: Attachment
14 B: Attitude Discipline
15 B: Parenting Skills
16 B: Age of Adult B
1 7 B: Substance Abuse

18 B: Psychopathology
19 B: History of Violence
20 B: Stress
24 B: Reference Group
25 B: lsolation
21 Conflict/Support
22 Reinforcement

Rated I Ratinqs lof Re

30
30
23
10
I
10
a

10
4
23
18
16
3

24
28
23
2

7
15
12
14

30
30
30
5

I
10
9

10
4
19
16
12
2

23
ltt

20
¿

Þ

14
I
À

2

3
3
2
1

I
7
6

1

12
5

11

1

7
7

6

4
I
14
2

100.00
100.00
100.00
16.67
26.67
33.33
30.00
33.33
13.33
63.33
53.33
40.00
6.67

76.67
33.33
66.67
6.67

20.00
46.67
30.00
13.33

þ.þ/
10.00
10.00
6.67
3.33

30.00
23.33
20.00
3.33

40.00
16.67
36.67
3.33

23.33
23.33
20.00
13.33
26.67
46.67
6.67

100.00
100.00
130.43
50.00
100.00
100.00
100.00
100.00
100.00
82.61
88.89
75.00
66.67
95.83
35.71
86.96
100.00
85.71
93.33
75.00
28.57

100.00
100.00
100.00
100.00
100.00
100.00
100.00
85.71
100.00
100.00
33.33
100.00
100.00
100.00
100.00
85.71
50.00
100.00
100.00
50.00

2

.t

3

2
I
I

I
7
7
1

12
15
11

1

7
7

7
I
I
14
423 Si
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Prior History of Abuse or Neglect of a Child

Figure 14 is a graphical representation of the proportion of prior serious

incidents of maltreatment by Adults A and B where the severity of prior incidents is

known (represented by columns) in relationship to the proportion of cases in which this

information was available to the researcher (represented by a linear overlay).

Homicides had the highest proportion of cases with information about the past history of

the adults concerned. Problematic deaths had the least amount of information. ln all

cases, there is less information about the second adult in the home, usually male, than

there is about Adult A who is usually female. However, when a history is noted in the

file, the severity of the incidents falls within the Medium to Very High range. The lack

of complete information about the families of children who die of causes other than

disease or congenital conditions is a potential source of bias in the results.

Figure 14 Perpetrator's History of Prior Severe Maltreatment of Children

Severe Past Incidents

EM Adult A l'..r--ffii Adult B

Cases with Prior CAN Information

-X- 
Adutt A -{-Adutt B

REP Cases

The involvement of

child's death is illustrated

Homicide Preventable

Manner of Death

Problematic

families with child welfare authorities at the time of the

in Figure 15, Families with Child and Family Services
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Involvement at the Time of the Child's Death. The rates of involvement are highest for

Homicides and lowest for Preventable deaths.

Figure 15 Families with Child and Family Services Involvement at the Time of the

Child's Death

100.00%

75.00%

50.00%

25.O0"/"

0.00%

Homicides

u,o
Ø

(g
o)

:
O

Preventable

Manner of Death

@ open to CFS E ttot Open

Problematic

One or More Abuse or Neqlect Types

The types of maltreatment experienced by children at the time of the fatal

incident are detailed in Table 13, Maltreatment Types in REP Sample by Manner of

Ðeath. Neglect is the most prevalent form of child maltreatment associated with the

deaths of children in this study. Twenty-five percent (25o/o) of children experienced

more than one type of maltreatment during the events surrounding their deaths.

Children who were murdered were subjected to other types of maltreatment in

conjunction with the fatal assault, including neglect, often by the parent who failed to

protect them from the perpetrator or omitted to provide adequate care with respect to

medical treatment for the effects of the assaults. The one child in the study group who
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experienced physical, emotional and sexual abuse as well as neglect in the circumstances

of her death was the only victim to die of the associated effects of a sexual attack.

Table 13

Maltreatment Types in REP Sample by Manner of Death

Abuse/Neglect Types Homicides Preventable Problematic Total

Neglect
Physical
Neglect & Physical
Neglect & Emotional
Physical & Emotional
Physical, Emotional, Neglect
Sexual, Emotional, Neglect
Sexual, Physical, Neglect
All Four Types

Totals

0
4
6
0
7

9
0
1

0

27

101
2
2
2
0
1

1

0
1

110

25
3
1

0
0
1

0
0
0

126
I
I
2
7

11
1

1

1

3 0 167

Correlations of Variables

Table 14, Correlation of REP Variables, presents results of a test for the

nonparametric measure of association, Spearman's rho, computed on ranked data from

the MRES scales. Nonparametric tests of association are used when the level of

measurement of the variables to be analyzed is ordinal rather than interval. (Sproull,

1988, p. 259) The intent of this test was to ascertain how closely the Y scores for

subjects approximate the rank ordered scores of X. Smaller differences in rank indicate

a better approxímation of rank order between the two variables and a larger coefficient

of correlation. (Phillips, 1992, p. 139) Any correlations of less than 0.5 and/or with

p >.05 have not been reported.

The results showed associations of moderate strength between variables.

Variable 414, Attitude of Adult A Toward Discipline, was associated with the age of the

child (negatively), the age of Adult A, the child's ability to protect herself, the severity
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Table 14

Correlation of REP Variables N=1 67

Variable No. Variable Names Spearman's
rho

Age A_Age
2 Age
Al l 412
413 412
414 Age
414 A_Age
414 2
414 A6
414 A1 3
415 All
41 5 412
41 5 414
418 3
418 A1 1

41 8 412
418 413
41 9 414
419 417
424 418
425 412

B_Age Age
812 811
814 81 1

814 812
815 81 1

815 814
817 811
817 814
817 815
818 81 1

818 812
818 813
819 817
824 86
824 814
824 817
825 812
825 814
825 815
825 817

Note: p<.05

Age of Victim
Child Able to Protect Self
Perception of the Incident
Attachment
Attitude Toward Discipline
Attitude Toward Discipline
Attitude Toward Discipline
Attitude Toward Discipline
Attitude Toward Discipline
Parenting Knowledge/Skills
Parenting Knowledge/Skills
Parenting Knowledge/Skills
Psychopathology/lncapacity
Psychopathology/l ncapacity
Psychopathology/lncapacity
Psychopathology/lncapacity
History of Violence
History of Violence
Reference Group Values
Social lsolation

Age of Adult B
Perception of the Child
Attitude Toward Discipline
Attitude Toward Discipline
Parenting Knowledge & Skills
Parenting Knowledge & Skills
Substance Abuse
Substance Abuse
Substance Abuse
Psychopathology/lncapacíty
Psychopathology/lncapacity
Psychopathology/lncapacity
History of Violence
Reference Group Values
Reference Group Values
Reference Group Values
Social lsolation
Social lsolation
Social lsolation
Social lsolation

Age of Adult A
Age of the Child
Perception of the Child
Perception of the Child
Age of the Child
Age of Adult A
Child Able to Protect Self
Severity of Past Injury
Attachment
Perception of the lncident
Perception of the Child
Attitude Toward Discipline
Adequate Protector Present
Perception of the lncident
Perception of the Child
Attachment
Attitude Toward Discipline
Substance Abuse
Psychopathology/l ncapacity
Perception of the Child

Age of Child
Perception of the lncident
Perception of the Incident
Perception of the Child
Perception of the lncident
Attitude Toward Discipline
Perception of the Incident
Attitude Toward Discipline
Parenting Knowledge & Skills
Perception of the Incident
Perception of the child
Attachment
Substance Abuse
Severity of Past lnjury
Attitude Toward Discipline
Substance Abuse
Perception of the child
Attitude Toward Discipline
Parenting Knowledge & Skills
Substance Abuse

0.5443
-0.6080
0.6956
0.8080
-o.7243
0.5506
0.5092
0.6347
0.7302
0.5385
0.6100
0.5284
o.7378
0.6108
0.6306
0.5772
0.7985
0.7085
0.7153
0.5580

0.5428
0.7 070
0.6732
0.82 1 I
0.5338
0.7293
0.5264
0.7279
0.6227
0.8030
0.8093
o.7757
0.5389
0.6155
0.8364
0.6053
0.6537
o.7841
0.5152
0.5610
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of past injuries and the attachment of the parent to the child. The direction of the

associations was logically consistent; parents who used excessive force in disciplining a

child were young, had young children who were unaUe to protect themselves, had caused

injuries to the child in the past and had a questionable attachment to the child and poor

parenting knowledge and skills. ln addition, there was an association between excessive

discipline and a history of violence toward others as well as an association between a

history of violence and current substance abuse. Adult A tended to perceive the child as

responsible for the incident and the injury. An association was found between

psychopathology or incapacity of Adult A and the absence another adult as an adequate

protector, a tendency to blame the child for the maltreatment, and a questionable

attachment to the child. Similar associations were found with respect to Adult B. ln

addition, there was an association between the values of Adult B's reference group and

the severity of the past injury to the child, the attitude toward discipline and current

substance abuse. Social isolation was found to be associated with a negative perception of

the child, a tendency toward excessive discipline, poor parenting knowledge and skills

and current substance abuse.

An analysis of the correlation between variables for the Homicide category of

child deaths is reported below in Table 15, Correlation of Homicide Variables. JMP

statistical software was used to compute values of Spearman's rho. The results are

reported below for those associations with a strength of moderate to high association

(>0.5). The level of significance is p<.05 . There is an association between the age of

the child and the age of Adult A and B as well as an association between the age of the child

and the child's ability to protect herself as well as the severity of any past

maltreatment. The severity of any past abuse or neglect perpetrated by Adult A is

negatively associated with the adult's age and the child's age; young caregivers inflict

severe injuries on young children. The use of excessive force for discipline is associated

with children of a young age, an inability of the child to protect herself, a past history of
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Table 15

Correlation of Homicide Variables N=27
Spearman's

Variable No. Variable Names rho
Age
2
2
A6
A6
A6
413
414
414
414
414
415
415
418
p.20

424
424
425

B_Age Age

2 Age

2 B_Age

862
813 812
814 812
81 5 814
817 811
817 812
818 813
820 2
824 814
824 815
825 812
825 814
825 815

Age of Adult A
Age of Child
Age of Adult A
Age of Child
Age of Adult A
Child Able to Protect Self
Perception of the Child
Age of Child
Child Able to Protect Self
Severity of Past Injury
Attachment
Severity of Past Injury
Attitude Toward Discipline
Adequate Protector Present
Attachment
Perception of the Child
Attitude Toward Discipline
Reference Group Values

Age of Child
Age of Child
Age of Adult B
Child Able to Protect Self
Perception of the Child

Perception of the Child

Attitude Toward Discipline
Perception of the Incident
Perception of the Child

Attachment
Child Able to Protect Self
Attitude Toward Discipline
Parenting Knowledge & Skills
Perception of the Child
Attitude Toward Discipline
Parenting Knowledge & Skills

A_Age Age of Victim
Age Child Able to Protect Self
A_Age Child Able to Protect Self
Age Severity of Past Injury
A_Age Severity of Past Injury
2 Severity of Past Injury
412 Attachment
Age Attitude Toward Discipline
2 Attitude Toward Discipline
A6 Attitude Toward Discipline
A13 Attitude Toward Discipline
A6 Parenting Knowledge & Skills
414 Parenting Knowledge & Skills
3 Psychopathology/lncapacity
413 Stress
A12 Reference Group Values

414 Reference Group Values

A24 Social lsolation

Age of Adult B
Child Able to Protect Self
Child Able to Protect Self
Severity of Past Injury
Attachment
Attitude Toward Discipline
Parenting Knowledge & Skills
Substance Abuse
Substance Abuse

Psychopathology/lncapacity
Stress
Reference Group Values

Reference Group Values

Social lsolation
Social lsolation
Social lsolation

0.7584
-0.6791
-0.6630
-0.5I83
-0.61 65
0.6785
0.8090

-0.5759
0.8477
o.7789
0.6595
0.6124
0.817 4

0.7655
0.5757
0.5427
1.0000
0.6420

0.7894
-0.6791
-0.677 4

0.5233
0.6736
0.7727
0.7628
0.7f500
0.5606
0.7757

-0.5455
0.8438
0.7278
0.638 1

0.7204
0.6219

p<.05

abuse or neglect and quest¡onable attachment to the child. There is also an association

between Adult A's subscription to reference group values that support child

maltreatment and a devalued perception of the child. There is a correlation of 1.00,

p<.001 between Adult A's reference group values and the use of excessive force to
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discipline a child. Social isolation of Adult A is associated with a negative perception of

the child, excessive force as discipline and inadequate parenting knowledge and skills.

When associations with respect to Adult B are considered, a similar pattern is

observed. Young child are more vulnerable to injury, less able to protect themselves

and have young parents. There is an association between a negative perception of the

child a lack of attachment between the parent and the victim. Current substance abuse is

associated with a tendency to blame the child for the abuse or neglect. Psychopathology

or incapacity of Adult A was associated with a lack of an adequate protector in the

household but for Adult B is it associated with poor attachment to the child. The

reference group values subscribed to by Adult B are associated with punitive discipline

and poor parenting knowledge and skills. ln addition, social isolation of Adult B is

associated with blaming the child for the incident of CAN, a belief in and use of punitive

discipline as well as poor parenting knowledge and skills.

As described earlier, the MRES scale ratings for Preventable and Problematic

deaths were analyzed using JMP statistical software to obtain Spearman's rho. Any

associations weaker than <0.5 have not been reported. The level of significance, p , is

<.05. The analysis of these results contained in Table 16, Correlations of Preventable

Death Variables and Table 17, Correlations of Problematic Death Variables is discussed

in the Data Analysis section. There was less family data, in general, in the Preventable

death files than there was in the Homicides and less still in the Problematic death files.

ln considering Preventable deaths, there is an association between the young age of the

victim and an inability to protect herself. The beliefs and attitudes of Adult B are

associated with a tendency to blame others for the incident. A negative perception of the

child is associated with a refusal to accept responsibility for the incident as well as poor

parenting knowledge and skills and a lack of attachment between the parent and the child.

The pattern of associations for Adult B is similar. In addition, there is an association

between current substance abuse and poor parenting knowledge and skills. There is also a
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correlat¡on of 1.00, p<.001 between a history of violence on the part of Adult B and the

absence of an adequate protector in the home and current substance abuse. In addition,

there is a moderate association between

substance abuse.

Table 16

Correlation of Preventable Death Variables

stress experienced by Adult B and current

N=30
Variable No. Variable Names Spearman's

rho
Age
412
413
415
415
415

812
815
815
815
817
819
819
820

2
All
412
All
412
413

811
811
812
813
815
\'
817
817

Age of Victim
Perception of the Child
Attachment
Parenting Knowledge & Skills
Parenting Knowledge & Skills
Parenting Knowledge & Skills

Perception of the Child
Parenting Knowledge & Skills
Parenting Knowledge & Skills
Parenting Knowledge & Skills
Substance Abuse
History of Violence
History of Violence
Stress

Child Able to Protect Self
Perception of the lncident
Perception of the Child
Perception of the lncident
Perception of the Child
Attachment

-o.6322
0.7600
0.7992
0.7374
0.5946
0.5136

Perception of the Incident 0.8385
Perception of the Incident 0.7327
Perception of the Child O.7O7O

Attachment 0.6192
Parenting Knowledge & Skills 0.5822
Adequate Protector Present 1.0000
Substance Abuse 1.0000
Substance Abuse 0.6510

Note: p<.05

The fewest associations are found between the variables concerning deaths of a

Problematic nature. In part, this may be due to a lack of information about the family

and Adult B in particular in many of these files. An association is found between the

absence of an adequate protector in the home and the child's inability to protect herself.

There is also an association between the perception of the child and the attachment

between the adult and the child; a child that is less valued may be rejected by Adult A.

Current substance abuse is associated with the lack of an adequate protector in the home.
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Only one association of moderate strength was found for Adult B; an association between a

young Adult B and the absence of an adequate protector in the home.

Table 17

Correlation of Problematic Death Variables
Spearman's

Variable No. Variable Names rho

3 2 Adequate Protector Present Child Able to Protect Self 0.5505
413 A12 Attachment Perception of the Child 0.7440
415 A12 Parenting Knowledge & Skills Perception of the Child 0.5670
A17 3 Substance Abuse Adequate Protector Present 0.6847

816 3 Age of Adult B

Note: p<.05

Adequate Protector Present -0.6276

The associations between variables illustrated in Table 17 for Problematic

deaths is consistent with the younger mean age of the children, their greater

vulnerability and the severity of the injury (death). There is an association between a

lack of parenting knowledge and skill and the vulnerability of the child, the severity of

the current injury as well as a more negative perception of the child as being. A positive

association was found between a high level of substance abuse and the following

variables; vulnerability of the child, the adequacy of the other adult in the home as a

protector and the severity of the incident. Severe substance abuse has a generally

negative impact on family functioning and may contribute to the other. caregiver's

inability to protect a young child from harm'
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DISCUSSION OF RESULTS

Files from the Office of the Chief Medical Examiner

The files examined for this research were drawn from ten years of Coroners'

files (1984-1993) in the Office of the Chief Medical Examiner of Manitoba. The

numbers differed between years with the range being a minimum of 55 files to a

maximum of 103 files meeting the criteria of deaths of children under the age of 18

years from causes other than disease or congenital conditions. A graphical

representation of this distribution is shown in Figure 1, Medical Examiners' Files by

Year of Death. The most frequent causes of death (excluding disease and congenital

conditions) for children under the age of 18 years during the study period 1984-1993

were Sudden Infant Death Syndrome (20.27%), Motor Vehicle Accidents (19.90%) and

deaths from Undetermined Causes (13.68%). Sixty-nine files of Motor Vehicle

Accidents were not examined due an oversight in the retrieval of records from the

Provincial Archives. The additional of these files would have made deaths as a result of

motor vehicle accidents the most frequent circumstance of death for children; 229

deaths (or 26"/" of a revised total of 873 deaths). As few of the motor vehicle accident

deaths had any utility in the scope of this research, the missing files were not retrieved

and an estimate of their effect is discussed later. The age distribution of victims for the

Medical Examiners' files in Figure 3 shows a pattern that confirms the vulnerability of

very young children with respect to unknown processes such as SIDS, accidents,

maltreatment or deaths of undetermined cause.

Risk Estimation Project

After the selection of files for research purposes, the distribution changes with a

range of a minimum of 5 and a maximum of 25 files per year and a total set of 167 files

known as the Fìisk Estimation Project. (REP) The numbers varied substantially between
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years; differences in the early years could be explained, in part, by the less

sophisticated state of forensic investigation in Manitoba at that time. Another difference

can be attributed to the absence of the expected 2 files per year of motor vehicle accident

deaths for 1984-1986 in which children died as a result of not being placed in a child

car restraint. The much lower number of files from 1993 may reflect, in part, the fact

that files were still under investigation at the time of writing and their classification

was not yet finalized nor were the law enforcement investigations or court proceedings

completed. The time that is required for a file to be signed off as closed and with a final

coding category assigned is dependent on many factors including the complexity of the

case, any legal proceedings that arise, the time spent in obtaining specialized test

results, or inconclusive findings that require review by the Children's lnquest Review

Committee. Efforts to track all the files using the computerized file lists provided by the

Office of the Chief Medical Examiner suggest that there would be few, if any, additional

files of this type. The distribution shown in Figure 6 illustrates the categories

developed for classification of the files studied. Preventable Deaths form the largest

category of deaths,66% while Homicides are the smallest, 167o. Across all categories,

more males than females die of maltreatment.

Child Victims

Age distributions for the deaths of children included in the study are found in

Figures I to 11. The patterns illustrate the vulnerability of very young children to

maltreatment either by commission or omission. The very low numbers of children aged

15 to 17 years in the REP sample can be understood when the major causes of death in

this age group were extracted from the set of 804 Medical Examiners' files. Forty-five

percent (45%) of deaths of children aged 15 to 17 years were due to motor vehicle

accidents, followed by suicides at 19o/o, and homicides at 8.5% as the three major causes

of death comprising 72.5% of 'non-natural' deaths of children in the Medical
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Examiners' files As the only motor vehicle accident deaths included in the study sample

were those in which the caregiver failed to supervise the child around vehicles or to

ensure her safety in the vehicle, there were no deaths of this type included in the REP

data. The 18 homicides of children in this age range in the Medical Examiners'files

were predominantly the deaths of young people killed by their peers or adults. The only

homicide deaths of children in this age range included in the study sample were the

deaths of two brothers who died with their mother at the hands of their father.

The pattern visible in Figure 9 for homicide deaths is striking in that the

majority of victims are of preschool age with the highest single group being children up

to the age of one year. The five children aged 12 to 17 years who were murdered died at

the hands of their fathers (four) or at the hands of mother's common-law partner

(one). This distribution does not include victims for whom the parent was believed to be

the murderer yet no charge was laid or victims whose murderer was not convicted of

homicide, but rather of failure to provide the necessaries of life under Section 251(1)

of the Criminal Code of Canada. (R.S.C. 1985, c.C-46) These deaths were classified as

Preventable deaths as there had not been a judicial finding of homicide and the conviction

was for a lesser charge.

When looking at Preventable deaths, most often classified as "accidents", the age

pattern changes slightly to show the greater vulnerability of children who are beginning

to explore their environment. Children aged over one year but under 4 years of age

comprise 59% (65) of Preventable deaths. Twenty-one (21) children under the age of

one year whose deaths are included in this category, also. When these children, who are

not as mobile as 'loddlers", are included the frequency rises to 78o/" (86) of all deaths

in the Preventable category. The children whose deaths fall into the category of

Problematic deaths are predominantly under the age of one year; 93% (28). This

reflects the nature of these deaths; they may resemble SIDS but also have characteristics

that raise concerns about the possibility of inflicted injury or neglect being a

215



contributing factor. These deaths are being classified increasingly as Sudden Unexpected

Deaths to reserve SIDS as the diagnosis of exclusion in unexplained child deaths.

Male children continue to die at a higher rate than females in each of the three

categories of death. In the Homicide category, 63% of victims are male, 37o/" are

female. The distribution for Preventable deaths is similar; 60% of victims are male,

40o/o ãtê female while Problematic deaths show a more equal distribution; 53"/" males

and 47o/o females. When the family type and manner of death are considered (see Figure

11) there is a notable difference in the gender distribution. Males die more frequently

than females in each family lype excepf Family Type 3 in which there is a biological

mother and a non-biological male caregiver. Female children are 53"/o of victims while

males are 47"/o. The difference is most marked in Family Type 4, extended family or

substitute caregivers, in which 72"/" of victims are male and 28o/o are female.

In analyzing the association between variables, the age of the children who died as

a result of Homicide ís associated with the age of the caregivers; younger parents have

younger children. This was not a surprising finding. There are also associations in the

Homicide category between the vulnerability of the child, as assessed by the child's

ability to protect herself and the absence of an adult in the home who is an adequate

protector against the perpetrator. There may be no other adult in the home, or the adult

may be ineffectual or a co-perpetrator of the maltreatment. This finding is logically

consistent with the past history of maltreatment that is associated with the child's

inability to protect herself; an adequate protector could have intervened to stop the

maltreatment or removed the child to safety. These associations were not found in the

Preventable deaths. With respect to the Problematic deaths, there is an association

between the child's inability to protect herself and the lack of an adequate protector in

the home. This lack of an adequate protector is also associated with current substance

abuse by Adult A and the youth of Adult B.

216



Caregivers/Perpetrators

The frequently reported risk factor of 'teen aged parents' is not supported by this

data. The analysis of data presented earlier illustrates that, contrary to popular myth,

teenage parents are not the most frequent perpetrators of fatal treatment. They may

very well be at a higher risk for maltreatment given that they would comprise a smaller

group of parents than people in their 20's, 30's, and 40's so that any homicidal teenage

parents would be a larger percentage of their age cohort than adults are to their own age

cohorts. However, if efforts are directed toward reducing the number of child

maltreatment fatalities, efforts should be focused on parents in their 20's and 30's. The

gender of perpetrators indicates that males are a greater threat to young children with

respect to inflicted injury than are females.

Belief Structures of Caregivers

The following scales measured the belief structures of the caregivers; A/811

Perception of the Incident, AlB12 Perception of the Child, A/813 Attachment, NB 14

Attitude to Discipline and AIB 25 Reference Group Values. These scales measure the

attitudes and beliefs that restrict the abilities of the caregivers to fulfill their

responsibilities as caregivers to nurture and protect the children in their care. When

the ratings on the scales measuring belief structures of the caregivers are examined, the

pattern of severity remains the same as the prior history of maltreatment of the child.

Garegivers of children who are murdered rate in the Medium to Very High range of these

variables at up to twice the rate of caregivers of children who die in a Preventable or

Problematic manner. They tend to place an unrealistic responsibility on the child to met

adult needs and often perceive the fatal incident to be due to some fault or flaw in the

child rather than as a result of their own failure to care for the child. This is also

reflected in the attachment that the caregivers have to the victims; with respect to

Homicides, there is a much high proportion (70%) of responses in the Medium to Very
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High range than in Preventable (18%) or Problematic (40%). This indicates that these

children are not regarded as intrinsically valuable by their caregivers.

Attitudes on discipline are infrequently recorded in the Medical Examiners' files.

When information is recorded, discipline is regarded as a means of enforcing the adult's

wishes or venting his or her rage at the child's behaviour. These adults may be support

in their maltreatment of children by reference groups that share their values, making it

easier for them to persist in abusive or neglectful behaviour without community or

family censure. Conversely, in communities or societies where there is no support for

child abuse, índividuals who maltreat children face community and/or legal censure.

The fact that corporal punishment remains legal in this country raises questions about

the value that this society places on children's safety. As discussed earlier, corporal

punishment has, at different times in history, been legal for most people occupying

subordinate positions in relationships; employees, serfs, slaves, wives, apprentices and

prisoners. ln Canada today, only children can legally be assaulted by those adults

acknowledged as having power over them. The danger that corporal punishment poses is

acknowledged, at least in theory, in child welfare policies which forbid the use physical

punishment by foster parents or staff in youth facilities. Some of this may well be

related to issues of liability rather than humaníty, but there is also an acknowledgment

that physical assaults on children pose a threat to positive outcomes for children. lt

seems incongruous that efforts to prevent child abuse do not first focus on removing the

legal right of parents or teachers to use physical force by way of correction.

When the associations between variables are considered, there is a moderate

correlation between these belief structure variables concerning Adult A and others such

as the vulnerability of the child, the past abuse or neglect of the child. These

associations are most frequently found in the Homicide category. Parents who use

discipline to express their rage or frustration with the child may also have had a poor

emotional attachment to the child, blamed the child for the fatal incident, have inflicted
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serious injuries on the child in the past and felt supported in their beliefs by their

reference group or were noticeably at odds with their community. Associations between

discipline and a tendency to blame the child for the fatal incident and poor parenting

knowledge and skills are also found with respect to Adult B in the Homicide category.

Personal Dysfunction and Violence

The elements of the relationship between the caregivers (where there are two)

and other family members are measured by the following scales; A/818

Psychopathology, A/819 History of Violence, 21 Conf lict/Support and 22

Reinforcement. These scales measure the degree of conflict between the caregivers and

the reinforcement (or lack of it) of any abusive or neglectful behaviour toward the

child. Scales rating indicators of personal dysfunction such as substance abuse, a

history of violence toward others and psychopathology were also scored. Substance abuse

in the Homicide category is not as severe or as prevalent as was expected but the rates

are very close to those found in Alfaro's review of nine studies of fatal child

maltreatment. Between 25 and 41o/o of caregivers of children who died of maltreatment

had an addiction to alcohol or other drugs. (Alfaro, 1988, p. 235) When the homicide

cases in this study with a documented history of substances abuse (44.44%) are

examined, 86% of Adult A's rate Medium to Very High. Information on Adult B's use of

alcohol was available in 35% of cases of which 89% rated in the Medium to Very High

range. With respect to caregivers of children who are the victims of homicide, there is

an association between current substance abuse by Adult B and a tendency to blame the

child and external causes for the fatal incident.

Six of seven caregivers in the REP study who had a diagnosed mental illness

recorded in the files fell into the Homicide category. The recorded behaviours of others

raised speculation about the possibility of psychopathology without supporting

documentation. The spousal relationships of the caregivers of homicide victims were
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marked by Medium to Very High ratings of conflict and/or support in 78.260/o of cases as

compared with rates ranging from 34.17o/" in the study group overall and 19.23"/" and

42.11% for Preventable and Problematic deaths respectively. The Tukey-Kramer HSD

test was performed on the means of ratings for the scale measuring violence toward

others. The differences were not significant for Preventable or Problematic deaths.

There was a difference (p <.05) found between the means for Homicides and Preventable

deaths. There was a history of violence toward others at a Medium to Very High level of

severity in 48o/o of Adult A and 47o/o of Adult B ratings.

When associations between variables are considered, there is a high correlation

in the Preventable death category (rho=1 .00, p<.001) between a history of violence

toward others by Adult B and the lack of an adequate protector in the home as well as

current substance abuse. Essentially, this means that the presence of a violent

caregiver in the home may reduce the effectiveness of the other caregiver in protecting

the child. This is logically consistent when the dynamics of violence are considered; the

caregiver may be unwilling to bring down violence on herself by protecting the child or

she may be a co-perpetrator of the maltreatment of the child. There is also an

association between violence toward others on the part of Adult B and current substance

abuse and an association between a lack of parenting knowledge and skills and current

substance abuse. These Adult B caregivers whose behaviours includes substance abuse

also have a history of violence toward others. There is also a moderate association

between Adult B's perception of him/herself as under stress and a current substance

abuse problem. This is logically consistent with what is known about substance abuse,

stress and violence. The alcohol or other drugs act as a disinhibitor and may be employed

by Adult B in a dysfunctional attempt to cope with perceived stress.
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Parenting Knowledge and Skills

Across all categories of manner of death, the defic¡ts in parenting skills and

knowledge with respect to Adult A's care of the child were rated in the Medium to Very

High severity range Íor 75.451" (Preventable deaths) to 85.19% (Homicides) of

families. The proportion of cases with sufficient information to rate this variable were

between 96% and 10O% of cases. The ratings for Adult B were lower (78% tor

Homicides, 37"/" tor Preventable deaths and 40o/o for Problematic deaths), possibly

because of the lack of information about Adult B that is a major problem with child

welfare research in general.

An examínation of the correlations between variables supports the role of poor

parenting skills in the deaths of children due to maltreatment. This variable, A/815, is

associated with a history of past child maltreatment as well as the use of excessive force

to discipline a child by Adult A in the Homicide category. There is a similar association

between poor skills as a parent and excessive discipline on the part of Adult B with

additional associations between this variable and a reference group that does not

discourage child maltreatment as well as social isolation. Adult B's reference group

includes others who have similar patterns of child rearing but Adult B receives little

positive support from these relationships. When Preventable deaths are examined,

there are correlations between deficits in parenting knowledge and skills and a tendency

to blame others and the victim for the maltreatment and a lack of attachment to the child

on the part of Adult A. Similar correlations are found for these variables with respect to

Adult B. There is also a moderate correlation between current substance abuse by Adult

B and poor parenting skills.

Familv Tvoes

ln each category of manner of death, the biological family is the most prevalent

family type found. ln Manitoba, two parent families (Types 1 and 3) total 79.6% of all

families while single father-headed families comprise only 3.5o/o of families. Given that
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two biologícal parent families remain the most prevalent type in the general population,

this is not surprising. In terms of the research data set, two parent families are 67o/o of

all families and single father families represent only 3% of all families. Single female

parent families comprises 12% of families nationally, and 16o/" oÍ families in Manitoba

(CICH, 1994, l-10) yet represent 22.16% of families in the REP sample;23o/o of

families in Preventable deaths, 34o/" of families in Problematic deaths but only 7.41o/o

of Homicide deaths. The rates for lone female parent headed families ín this study

suggests that lone female parents are much less likely to murder their children than

families where there are two parents, whether biological or blended. They do constitute

an over-represented group in Preventable and Problematic deaths when compared with

their representation in the population of family types in Manitoba. The issues of

poverty and lone parenting as they relate to deaths due to a failure of care bear further

investigation. However, it remains clear that interventions should be targeted at two

parent families to have the most potential for effectiveness.

The continuing tendency in child welfare is to focus on the deficiencies of mothers

rather than the participation of fathers in efforts to reduce the maltreatment of

children. When Homicides are considered, efforts should be focused primarily at the

males in the family if prevention is the goal; of the 31 perpetrators of the 27 homicides

studied, 42"/" were fathers, 23"/" were mothers, 167o were males without a biological

relationship to the victim and 167o were unknown but were either a parent or parent

substitute, gender unknown.

Prior History of Maltreatment by Caregivers

When the history of the child's caregivers with respect to a previous history of

abuse or neglect of children is examined, a level of Medium to Very High severity was

found in approximately 35.337o of cases. Two thirds (67%) of Homicide files contained

sufficient information to determine a pattern of prior incidents. In considering the
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manner of death, Medium to Very High Severity on this variable was found in 60% of

Homicides as compared to 31o/o tor Preventable deaths and 27"/" for Problematic deaths.

This relationship exists for the severity of the injury, the recency of previous incidents

and the frequency of these incidents in the past. The significance of this finding is that in

a substantial number of homicides there are episodes of maltreatment previous to the

fatal one and at a level of severity in the Medium to Very High range. Homicides show a

history of ratings at the highest level; 47o/o of the most severe prior incidents are rated

Very High for severity of injury, 73.6o/o of recency ratings are Very High and 42% of

frequency ratings are also Very High. In terms of a trend, 88"/" of Homicides showed

increasing severity and 917o an increase in the frequency of previous incidents. This

showed a pattern of recent, closely spaced incidents of a high degree of severity of

inflicted injury in the history of the caregiver's relationships with the victim. The

incident of greatest severity of injury prior to the fatal one serves to desensitize the

caregivers to harming the child; once this boundary has been breached, whatever

internal prohibitions that the caregivers have against injury a child have been

weakened.

When correlations between variables in the Homicide category are examined,

there are moderate correlations between the severity of the past injury and the age of

the child; younger children experienced more severe injuries and were also rated as

more vulnerable. There was also a correlation of 0.7789, p<.05 between an attitude on

the part of Adult A that supports punitive discipline and the severity of past

maltreatment of children. A moderate association was found between the severity of past

injuries and a lack of parenting knowledge and skills. No such associations were found in

the Preventable or Problematic categories. In examining the MRES ratings for this

variable, it became obvious that, where this history was known, previous incidents

were of substantial severity. Unfortunately, it was also evident that in many cases,

especially with respect to "accidental" or deaths of undetermined cause, this particular
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aspect of the adult's history was not documented by the systems contributing information

to the file.

The impressíons gained in reading individual files of child homicides is supported

by these findings. In many cases, after the child's death, it was revealed that the

perpetrator's treatment of the child was known to family and/or friends and that few had

attempted to intervene to protect the child from the perpetrator. As described earlier,

the rate of involvement of child welfare authorities in cases of fatal child maltreatment

averages 30 to 35% of deaths. (Alfaro, 1988, Robertshaw, 1981 and USABCAN, 1995)

This rate was consistently higher for this research; 43.71% for the entire REP data set.

Homicides had the highest rate of prior involvement, 78"/": Preventable deaths, 32o/" and

Problematic deaths, 577o. The literature supports the probability that Homicides are

under-reported and misclassified consistently so the rate of child welfare involvement

in Homicides may be an under estimate. Questions about the efficacy of practice arise

when these cases are considered individually. The histories of the cases that sparked the

Reid, Sigurdson et al. reviews of 1987 were particularly notable for the previous

incidents of maltreatment that were recorded by the caseworkers without effective

action being taken to protect the child. The problem with these and similar cases

reviewed for this research appears to be related either to an inability to distinguish

lethal situations from less dangerous ones or a lack of knowledge or will with respect to

intervening effectively. The essence of prediction in child welfare practice lies in using

current and past information about a situation or a family to discern the probable

outcomes of future behaviour.

Preventable Deaths

The most notable characteristic of Preventable deaths is that they could in fact be

prevented with additional care on the part of the parent or with an improved

understanding of the inability of young children to recognize and avoid hazards such as
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fire and water that adults routinely treat with caution. The children in this study who

died from deaths classified as Preventable deaths died largely as a result of a chronic

lack of care or supervision. lt must be noted that deaths from a chronic lack of care

differ from accidents in that they are the outcome of a particular quality of care and

supervision while an accident is a lapse in otherwise adequate care or the result of an

inability to foresee all possible hazards in a situation. As an example, if a toddler is

regularly left to play beside a busy highway without adult supervision, she may

eventually be injured by a motor vehicle. lt is much more difficult, if not impossible,

to predict injury to a child from a driver who loses control of his vehicle due to

mechanical failure or intoxication even when the parent takes all reasonable precautions

to keep the child safe near traffic.

The caregivers of children who died in house fires tended to leave them unattended

in situations where unsafe wood stoves or defective electrical appliances caught fire or

where the children themselves set the fires with matches or lighters left in accessible

locations. These deaths frequently occurred after the caregivers had previous

experiences, according to the file records, of the victims setting fires while playing or

experimenting with matches and lighters. Children who drowned in their homes were,

in general, very young and had been left unattended in the vicinity of buckets of water,

uncovered toilet bowls or in bathtubs. Drownings in rivers, lakes, uncovered waste

water pits and farm dugouts or sloughs occurred when young children were allowed to

play near bodies of water without adult supervision. lt was surprising how few children

drowned at beaches of while vacationing beside lakes; most drowning victims in this

study lived near the water in which they died. Farm dugouts in particular appear to be

dangerous given the drownings each year when unsupervised children either fall through

the ice or drown during the summer when playing around these manmade water

reservoirs. The censuring of foster parents in a coroner's inquest report after their

eight year old foster son drowned at an unsupervised beach was surprising given the
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number of much younger children who drown every year without similar condemnation

of their parents, sitters or guardians.

Another large group of deaths was due to asphyxia of various origins. Children

died when they because caught in poorly designed or homemade beds, slid down between

mattresses and walls or were overlaid by adults or other children sleeping in the same

bed. Other children were pressed face down into mattresses to quiet their cries and did

not survive. The use of alcohol by caregivers prior to sleeping with young children is of

particular concern given the decreased ability of the caregivers to respond to any signs

of distress in the child or to notice if they have overlaid them. The caregivers in the

Problematic group had the highest level of substance abuse (66.67%) over all but this

may be related to the criteria for classifying a death as problematic in manner rather

than a representation of a higher rate of addiction. When it is difficult to determine the

physical causes of a child's death, the socíal situation of the family usually receives

closer scrutiny than in more obvious cases of non-natural deaths.

Failing to secure children in child restraints while driving is illegal in Manitoba

and accounts for an average of two deaths per year of young children in each of the seven

years of Coroners' files that were examined. Since Bill 60, The Highway Traffic Act of

Manitoba S.M. 1985-86, c.33 H-60 has been in force for nine of the ten years covered

by this research, it reasonable to assume that the files for 1985 and 1986 would yield a

minimum of 2 similar deaths per year. Other Preventable deaths were due to the effecÌs

of delaying medical care for what was judged by medical experts to be an injury inflicted

by an unknown person. These deaths are included with the Preventable deaths if there is

a judicial finding that the parents or guardians were guilty of a failure to provide the

necessaries (not necessities) of life as outlined in sec. 251(1) of the Criminal Code of

Canada R.S.C. 1985, c.C-46. lf there was no finding of an omission of care these deaths

are classified as homicides by unknown agents.
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Homicides

The majority of children who die at the hands of their caregivers are of preschool

age with the largest single group being children up to the age of one year. More male

children than female children are the victims of homicides. These children are

vulnerable because of their extreme youth and because there is frequently no protector

in the home or the other caregiver who is ineffectual in opposing assaults by the

perpetrator. The other caregiver may also be a co-perpetrator of the maltreatment.

The caregivers who kill children are most frequently out of their teens; while the

minimum age does fall within the teens, the median and mean ages are in the mid to late

twenties. These individuals have spousal relationships marked by conflict in a majority

of cases and also have histories of violence toward others. They use excessive force in

disciplining their children and employ discipline to express their own rage and

frustration. They have inflicted injuries in the recent past with an actual or potential

severity that is high. There is an association between these injuries and a belief

structure that supports the use of punitive discipline and excessive force to change the

behaviour of children. There is a corresponding rationalization of the child's role in

"inviting" the adult's violence by behaving in a way that incites anger in the caregiver.

Their attachment to the child victims was poor, either ambivalent or rejecting. These

children are not valued by their parents or caregivers. At the same time, the caregiver

may experience support from others with similar attitudes toward children including

reinforcement from a padner who does not intervene to protect the child. ln general,

their parenting knowledge and skills and those of their partners are poor, placing the

children at risk from unrealistic demands or expectations that children perform

developmental tasks before they are ready.

These findings refute the belief that these are one-time-only incidents where the

adult "lost control". The individual case histories also made it clear that the previous

assaults on the child were known to at least one other individual and often to others in the
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family who did not intervene or report. The high rate of involvement of child welfare

authorities in the lives of these children is also a matter of concern. The rate, 7go/o,

exceeds that of all research reviewed for this thesis. This involvement was of two kinds;

the family were currently receiving service from a child welfare agency because of

reports of child maltreatment or were paid or unpaid (relative) foster parents.

Questions about the efficacy of practice arise when theses cases are considered

individually. In general, there is a lack of information about the males in the home

particularly with respect to criminal histories, their use of violence, current and past

substance abuse and their previous experiences as fathers or father substitutes.

Diagnosed mental illness was a concern in 6 of 27 homicides; this was noted in

only one of the remaining 140 deaths. Several recent cases in Manitoba have emphasized

the danger to children when parents lose touch with reality or begin to see their children

as a threat to them. The presence of psychopathology or incapacity on the part of the

caregivers was associated with the absence of an adequate protector in the case of Adult A

and poor attachment to the child by Adult B.

ln considering the gender of perpetrators, there were 31 perpetrators of the 27

homicides; 597o were male, 23o/o were female (mothers) and 16% could have been male

or female because the agent of death was unknown although the child died of inflicted

injuries and was in the care of parents or parent substitutes at the time. Forty-two

percent of the perpetrators were fathers and sixteen percent were male caregivers

without a biological relationship to the child. When family types are considered, lone

female parents are much less likely to murder their children than parents (male or

female) ín families where two adults are providing care for the children. lnterventions

should be targeted at two parent families to have the most effect. Despite this, the

primary focus of child welfare intervention is on the quality of care provided by

mothers.
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Problematic Deaths

Problematic deaths are marked by the very young age of the child as well as the

use of alcohol complicated by poor parenting skills and knowledge on the part of the

parents or caregivers. This group had the highest proportion of young caregivers; 277"

were 18 years or younger and 60% were 21 years or younger as compared to 4.6% and

11% of Preventable deaths and 15% and 37o/" of Homicides for the same age cohorts.

Recent research into the characteristics of deaths from undetermined cause that make up

this group suggests that these deaths are most likely to be misclassified or undetected

homicides or neglect. The process of review in Manitoba is such that the possibility of

this happening today is, based on this writer's term on the Province's Children's Inquest

Review Committee, less likely than it was prior to the reviews in 1987 that dealt with

the systems dealing with child abuse in Manitoba. The efforts and resources of the

various systems and agencies that participate in such reviews under the direction of the

Chief Medical Examiner introduce information from a number of different perspectives

on the circumstances of the death and the conditions in the family's environment.
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CONCLUSIONS

Summary of Results

In general, Homicides are marked by more ratings in the Medium to Very High

range than Preventable or Problematic deaths with respect to personal dysfunction, the

use of violence against others, a belief structure that does not contribute to good

parenting, mental illness and a past history of maltreatment of children. Without

comparable data on non-abusive families, it is difficult to determine to what degree

these individuals differ from the population of families in Canada and if the effects of

these variables are additive. There is little national data on child maltreatment deaths in

Canada to compare with the work currently being done in the U.S.

Female parents or caregivers are more likely to be perpetrators of Preventable

deaths and to be associated with Problematic deaths. However, the lack of information on

Adult B (the majority of whom are male) makes this finding inconclusive. lf more data

were collected on the males in these families, a different picture might emerge or it

could confirm that females are less likely to murder children but more likely to fail to

provide an adequate standard of care. The effect of socialization, poverty, racism and the

gendered division of parenting responsibílities which places the major responsibility

for childcare on mothers must be considered in any wider analysis of why children die.

Efforts to reduce the deaths of children from maltreatment must include fathers

and other males in the home. They are more likely to be the perpetrators of homicides

and have a greater probability than female caregivers of using violence toward family

members and others. Unfortunately, much less is known about the father or father

substitute in most families studied. Those families with child welfare involvement are

not exempt from this; the focus of child protection work continues to be on mothers

rather than fathers. Parents over 21 years of age perpetrate more deaths of children

than do teenage parents in terms of numbers but teenagers may be a higher risk cohort

when ratios of abusive to non-abusive parents are considered. However, to reduce the
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volume of maltreatment deaths, the focus must be on those characteristics of parents

which contribute to the deaths of children rather than targeting parents solely because of

their chronological age or some other characteristic such as poverty or race. U.S.

studies that have focused on the racial backgrounds of children and victims do a

disservice to non-abusing parents of racial minorities by assuming that it is colour

rather than personal or situational variables that contríbute to the deaths of children at

the hands of their parents.

Policy Recommendations

Physical assaults on children under the guise of discipline or correction

should be prohibited by law; such prohibition will give clearer grounds

for intervening with parents when assaults occur. This will eliminate the

ability of judges to rule on "appropriate" discipline based on attitudes toward children

that are idiosyncratic rather than legal. This is an extension of the zero tolerance policy

of family violence.

Being in charge of a child while intoxicated or under the influence of

other substances should be a legal offense at the same level as impaired

driving, piloting a boat while impaired, etc. Interventions will carry the force

of law; re-education, treatment, probatíon, etc. This will also emphasize the duty of

parents to provide adequate care on a round the clock basis. lf the general public is

protected by law from íntoxicated and irresponsible individuals, children should not be

excluded from such protection given their general inability to protect themselves from

the actions of their parents.

231



Treatment resources f or children and parents must be provided by the

state; a family mental health system as opposed to a child or adult mental

health system. The emphasis on ìnterventions f or child mattreatment

must be expanded to include males in the family. The cost to the state and to

society of ineffective and dangerous parents must be emphasized; medical care, mental

health care, child welfare, law enforcement, criminal justice system, corrections, etc.

The sharing of inf ormation between mental health, law enf orcement,

education and medical systems should be mandated in matters concerning

the safety of children. This change has the potential to enable the transfer of

necessary information to agencies mandated to protect children. Rather than focusing

solely on tracking released otfenders of third party assaults, acknowledgment must be

given to the far greater number of children who die because of the action or inaction of

their caregivers.

Existing legislation with respect to the saf ety of children must be

enforced. This includes seat belt, water safety, farm safety, and firearms safety

legislation. Legislation is useless if there is no will to enforce it. The success of

Manitoba's stricter drinking and driving laws has shown that, for the majority of the

population, a more consistent enforcement of legislation brings about greater compliance

with satety regulations. There will always be a segment of the population that does not

subscribe to the values of the majority.

Parenting as a "career choice" for young, poor women and families on

social assistance should be discouraged with substantial incentives for

small family size and consistent eff orts to retrain or enter the work

force. The poverty of single female parents in Canada is well documented. There is also

232



a general acceptance that increased stress in a family often adversely effects the quality

of care provided to the children. The current system of financial assistance provides

more barriers than incentives for families who wish to escape poverty. Having enough

money to retrain, go to school and absorb the extra costs associated with entering school

or the work force should be a priority in alleviating the poverty of families,

particularly female-headed families. The provision of a guaranteed, although

increasingly inadequate, income to mothers until children are 18 years of age may be

crippling rather than assisting women. These families could benefit from financial

incentives to have fewer children with the incentives redirected toward after school

care, retraining, finding and/or subsidizing employment when the children are of school

age.

Public education about parenting should begin at an early age. Children can

be taught in junior high and through high school about child abuse, family violence and

alcohol abuse. Normal child development should be required for every high school

student as part of the core curriculum and as an acknowledgment of society's

responsibility in educating parents and prospective parents.

Research into the incidence and prevalence of child maltreatment deaths

in Canada is required. Uniform national standards of data collection

should be linked to the provision of health care f unds by the federal

govern ment.

A part¡cular effort must be made to

interventions with fathers and mate

their parenting knowledge and skills

fatal assaults on young children.

conduct more research into effective

caregivers to improve the quality of

as well as to reduce the number of
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Appendix A
MANITOBA RISK ESTIMATION SYSTEM

A. VULNERABILITY

(l). Access By Perpetrator:

(2). Child Able To Protect Self:

(3). Adequate hotector Present:

A. The Vulnerability rating is:

VERY LOW MEDIUM VERY HIGH

I. ATTRIBUTES OF THE CURRENT INCIDENT

(4). Actual/Potential Severity of Injury: NA VL L M H VH ?

(5). >1 Abuse/1.[eglect Type: NA M VH ?

L Contribution to Risk: NA VLL MHVH?

Adult A AduìtB

Name:

II. ABUSE/NEGLECT PATTERN

(4).severity(Currentlncident): NA VLLMHVH? NA VLL MHVH?

(6).severity(Priorlncidens): NA VLLMHVH? NA VLL MHVH?

(7).Recency(Priorlncidents):NAVLLMHVH?NAVLLMHVH?

(8). Frequency(Lifetime): NA VL L M H VH ? NA VL L M H VH ?

(9). Severity(frend): NA D C I ? NA D C I ?

(10). Frequency(Irend): NA D C I ? NA D C I ?

Il.ContributionToRisk:NA VLL MHVH? NA VLL MHVH?

VH?

VH?
VH?

VLM

VLM

vLM
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MANITOBA RISK ESTIMATION SYSTEM

III. UNDERSTANDING OF THE CHILD

(1 l). Perception of the Incident:

(12). Perception of the Child:

(13). Attâchment:

(14). Attitude Re: Discipline:

(15). Parenting Knowledge & Skills:

NAPVLLM

PVLLM

PVLLM

PVLLM

PVLLM

PVLLM

PVLLM

PVLLM

PVLLM

PVLLM

M

VLLM

\/LLM

VLLM

\/LLM

\/LLM

HVH?

HVH?

HVH?

HVH?

HVH?

HVH?

VH?

HVH?

HVH?

HVH?

HVH?

HVH?

HVH?

HWI?

HVH?

HVH?

VH?

HVH?

HVH?

HVH?

HVH?

HVH?

NA

NA

NA

NA

NA

NA

NA

III. Contribution To Risk: NA P VL L M

IV. PERSONAL CHARACTERISTICS

NAPVLLMHVH?

(16). Age:

(17). Substance Abuse:

(18). Psychopathology/Incapacity:

(19). History of Violence:

(20). Stress:

NAM

NA VLL M

NA VLLM

NA VLL M

NA VLL M

IV. Contribution To Risk: NA VL L M H VH ?

V. FAMILY INTERACTION

(Zl). Conflict/Support:

(22). Reinforcement:

(23). Siblings:

V. Contribution to Risk:

VI. RELATIONSHIP TO THE COMMUNITY

(24). Reference Group Values:

(25). Social Isolation:

NAPVLLM

VI. Contribution To Risk: NA

PVLLM

PVLLM

NAPVLLMHVH?

NAPVLLMHVH?

NAPVLLMHVH?

NAPVLLMHVH?

HVH?

HVH?

HVH?

PVLLM

PVLLM

PVLLM

HVH?

HVH?

HVH?

NA

Ver. 1 255

NA



Appendix A
MANITOBA RISK ESTIMATION SYSTEM

SUMMARY
(A). VULNERABILITY ESTIMATE

VERY LOW MEDIUM

(B) REOCCURRENCE ESTIMATE

VERY HIGH

(I).ATTRIBUTFSOFTHECURRENTINCIDENT: N.A.
@). ABUSE/NEGLECTPATTERN (A): N.A.

(B): N.A.
(m).UNDERSTANDINGOFTHECHILD (A): N.A.

(B): N.A. P
(tV). PERSONALCHARACTERISICS (A): N.A.

(B): N.A.
ff). FAMILYINTERACTION: N.A. P
(VI).RELATONSHIPTOTHECOMMUMTY (A): N.A.

@): N.A. P

(B). The risk of the future occurrence of an incident of abuse or neglect is:

VERY LOW LOW MEDIUM HIGH VERY HIGH

(C) SEVERITY ESTIMATE

(4). CURRENTINCIDENT(SEVEzuTY): N.A. VL L M H VH ?

(9). TREND (SEVERITY ) (A): N.A. Decreasing Constant Increasing ?

(9). TREND (SEVERITY ) (B): N.A. Decreasing Constant Increasing ?

CB).RISKOFREOCCI.JRRENCERATNG: VL L M H VH ?

(C). The probable severity of a future occurrence of an incident of abuse or
neglect is:

VERY LOW LO\ry

CONCLUSION & EXPLANATION:

HIGH VERY HIGH

HVH?
VH?
VH?
HVH?
VH?
HVH?
VH?
WI?
HVH?
VH?

VLLM
\/LLMH
VLLMH
PVLLM
VLLMH

VLLM
\/LLMH
\¿LLMH
PVLLM
VLLMH

MEDIUM

Worker: Date:

Date:

t9

Supervisor:

@ Eric Sigurdson & Grant Reid, April, 1990.
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Appendix B

CHILD FATALITY REVIEW INFORMATION

Name of Child

Age of Ch¡ld at Death Gender of Child

Gategory and Classification of Deatjt

1. Primary Cause(from Autopsy)

2. Contributing Cause (from f ile)

3. Place of Fatal Injury/Death:
a. Location

b. Premises

4. Place of Death ¡f different from fatal injury:
a. Location

b. Premises

5. Autopsy
a. General findings

b. Unusual findings

c. Alcohol/Drug Scan

6. Death Scene data (if available)

a. Location and Witnesses

Public driveway

OCME File No.

Highway

Private driveway Rural road

Residence of Victim Farm

Other residence Other

City street

Other private property

Body of water

Unknown

b. Deaths not due to illness (includes SIDS and Undetermined deaths)

Injury date (if different from death)

Witnesses (if other than perpetrator)

Time between death and when victim was last seen

Was the caregiver asleep at the time of the injury/accident Yes No Unknown

c. Circumstances surrounding and contributing to death

Describe how or if the following apply: abilities of caregivers, poverty, medical

care. social conditions
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Appendix B

CHILD FATALITY REVIEW INFORMATION
7. Cause and circumstances of death

Circle Number and Letter to ¡ndicale cause. lf more than one, number most important as No. 1. Circle all circumstances that apply.

3 Inflicted lnjury use of
hands/feet, other body part to
a shake
b str¡ke
c throw
d suffocate
e strangulate
f other
g circumstances unknown g other:

Height of fall:
feet

1 Natural Cause
a malnutrition
b delayed medical care
c other
d unknown

2 Poisoning
a circumstances unknown

Name of drug or chemical

b

4 Inflicted lnjury, use of
external agent, not firearm
a circumstances unknown

External agent used:
b knife
c sharp object
d blunt object
e motor vehicle
f poison drug
g hot liquid
h water immersion

confinement
arson, burn

5 Electrocution
a circumstances unknown

Cause of electrocution:
b appliance defect
c appliance-water conlact
d tool defect
e tool-water contact
f electrical wire defect
g outlet defect
h other electrical hazard
i other:

6 Fall Injuries
a circumstances unknown

Deceased fell from:
b stair, steps
c baby walker
d open window
e natural elevation
f furniture

7 Drowning
a circumstances unknown

Place of drowning:
b swimming pool
c wading pool
d bathtub
e bucket
f creek/river/pond/lake
g well/cistern/septic tank
h other:

Location
i boat
j other:

prior to drowning:

Wearing flotation device:
k Yes
lNo

I Fire, Burns
a circumstances unknown
b matches
c lighter
d lit cigarette
e oven/stove
f furnace
g space heater
h explosives/fireworks
i electricaI wire
j other:

Source of non-fire burn
k hot water, bath, etc.
I appliance
m other:

9 Firearm Injuries
a circumstances unknown

Victim handling:
b handgun
c rifle
d shotgun
e other:

Other person handling:
f handgun
g rifle
h shotgun
i other:

Age of other person

i _ years

Activity of other person:
k cleaning
I loading
m hunting
n target shooting
o playing
p assault
q other:

10 Gonf inement
a circumstances unknown

Place of confinement:
b refrigerator/appliance
c chest/box/foot locker
d motor vehicle
e room, building

I

¡
k other
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Appendix B

CHILD FATALITY REVIEW INFORMATION

11 Suffocation / Safety restraint
Strangutation s available, used
a circumstances unknown t available, not used

Object impeding breathing u not available
v unknown

Object strangulating:
c_ Deceased was wearino helmet

lf in crib or bed due to: w Yes
d design hazard xNo
e ¡mproper use
f other:

12 Vehicular Operation of occupant vehicle:
a circumstances unknown aa BAC done on driver

Position of Victim: bb driving intoxicated
b occuoant of vehicle cc speed/recklessness
c oedestrian dd other violation

ee brake failure
Íl other mechanical failure

d other:
Type of Vehicle:
e car
f truck/RV
g farm tractor
h other farm vehicle:

i riding mower

i motorcycle

I bicycle
m other:

gg other:

Operation of striking vehicle:
hh BAC done on driver

jj speed/recklessness
kk other violation
ll brake failure
mm other mechanical failure
nn other:

k all-terrain vehicle ii driving intoxicated

Road Condition:
n normal
o wet
p ice/snow
q loose gravel
r other:

8. Significant Others in Child's Life (persons who were part of child's immediate
family or consistently involved in child's life. Include parents' paramours, parents,
siblings

Name Relationship
to Child

Age Gende Race ln
Househol

Other
Locati on
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CHILD FATALITY REVIEW INFORMATION
9. Caregiver History

Employment status of family head(s) Specify for Caregivers A and B.

Careoiver A:

Employed

Not employed

how long

Caregiver B:

Employed

Not employed

how long

UIC social assistance other

UIC social assistance other

Alcohol use by caregivers - identify up to two persons and answer the following:

Caregiver A: (identify as mother, father, grandmother, boyfriend of mother etc.)

ín 24 hours prior to child's death

regular use

Caregiver B: (identify as mother, father, grandmother, boyfriend of mother etc.)

B. in 24 hours prior to child's death

Yes No Unknown

Yes No Unknown

Yes No Unknown

Yes No Unknownregular use

Drug use (legal or illegal) by caregivers - identify up to two persons and answer the

following:

Caregiver A: (identify as mother, father, grandmother, boyfriend of mother

Yes No

Yes No

etc.)

Unknown

Unknown

boyfriend of mother etc.)

Yes No Unknown

Yes No Unknown

Yes No Unknown

in 24 hours prior to child's death

regular use

Substance(s) used by Caregiver A. above:

Caregiver B: (identify as mother, father, grandmother,

B. in 24 hours prior to child's death

regular use

Substance(s) used by Caregiver B. above:

Drug Abuse/Addiction

i. Was it a factor in the child's death?

ii. Corroborating Source (if available)

Alcohol Abuse/Addiction

iii.Was it a factor in the child's death?

iv. Corroborating Source (if available)
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CHILD FATALITY REVIEW INFORMATION
Mental Fìetardation

v. Was it a factor in the child's death?

vi. Corroborating Source (if available)

Yes No Unknown

Mental lllness

vii. Was it a factor in the child's death? Yes No Unknown

viii. Corroborating Source (if available)

Domestic Violence

ix. Was it a factor in the child's death? Yes No Unknown

x. Corroborating Source (if available)

xi. Childhood CAN History

xii. Previous Criminal History

What charges, arrests, convictions?

xiii. Prior Pregnancies Yes No Unknown

Placement of children from these pregnancies (include no. of chíldren)

Yes No Unknown

Yes No Unknown

with Mother/Father-- With family

Aborted Miscarried

Unkown Other (specify)

10. Medical History of Deceased Ch¡ld

A. Birth

Routine prenatal care

Birth weight, length

Complications at birth

Prematurity/Post maturity

B. Abnormal Conditions of the Newborn

C. Prior Medical Treatment

Any history of medical treatment

lf yes, any chronic medical condition

lf yes, any history of serious injury requiring

In foster care

Died at birth

Yes No Unknown

Yes No Unknown

Yes No Unknown

Yes No Unknown

Yes No Unknown

lf yes, circle birth injury, F.A.S., hyaline membrane disease, seizures,

assisted ventilation,

Yes No Unknown

Yes No Unknown

emergency treatment or hospitalization Yes No Unknown
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CHILD FATALITY REVIEW INFORMAT¡ON
11. School and Community

Was child enrolled in school Yes No Unknown

Was family known to other community agencies Yes No Unknown

lf yes, please describe

Problems of Child (please circle)

behavioural, learning disability, delinquency, other, none, unknown

12. Ch¡ld Welfare History

ls there a family history of child welfare involvement Yes No Unknown

Within 2 years of child's death Yes No Unknown

lf yes, see CFS report for details

Agency lnvolvement:
Name of agency:

Reason for initial involvement:

Physical Abuse

Length of involvement with family/

Services provided:

Counselling (type/person)

Action taken after child death:

Any family/youth court actions on family Yes No Unknown

lf yes, describe

Any prior police involvement with child or family Yes No Unknown

lf yes, describe

Were siblings removed after child's death Yes No Unknown

13. Suspects

Primary Suspect: any person thought to be responsible in any way tor the child's death

including acts of omission, ignorance or negligence

Was a primary suspect identified Yes No Unknown

ldentify by Name, Relationship to deceased, Age, Gender, Race, In Household or at

Neglect SexualAbuse Not Known

child

Other Location:
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Any other suspects?
CHILD FATALITY REVIEW INFORMATION

ldentify by Name, Relationship to deceased, Age, Gender, Race, ln Household or at

Other Location:

Suspect History (complete for each suspect--use additional sheet if needed)

A. Drug Abuse/Addiction

Was it a factor in the child's death?

Corroborating Source (if available)

B. Alcohol Abuse/Addiction

Was it a factor in the child's death?

Corroborating Source (if available)

B. Mental Retardation

Was it a factor in the child's death?

Corroborating Source (if available)

C. Mental lllness

Was it a factor in the child's death?

Corroborating Source (if available)

D. Domestic Violence

Was it a factor in the child's death?

Corroborating Source (if available)

E. Childhood CAN History

F. Previous Criminal Hístory

What charges, arrests, convictions?

Yes No Unknown

Yes No Unknown

Yes No Unknown

Yes No Unknown

Yes No Unknown

Yes No Unknown

Yes No Unknown

G Prior Pregnancies Yes No Unknown

Placement of children from these pregnancies (lnclude number of

children where known)

with Mother/Father-- With familY ln foster care

Miscarried Died at birthAborted

Unkown Other (specify)
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CHILD FATALITY REVIEW ¡NFORMATION
14. Law Enforcement

Investigation

Was there an investigation by police/ROMP Yes No Unknown

Name of force

lnvestigation undertaken: cursory (specify)

detailed (specify)

Conclusions:

Charges

Was case presented to Crown Attorney Yes No Unknown

Filed Yes No Unknown

Rejected Yes No Unknown

Pending Yes No Unknown

Not Presented Not Suspicious Death

Combined Murder/Suicide

Crown Attorney

Did the case go to trial Yes No Unknown

Was there a conviction Yes No Unknown

lf yes, specify outcome

Sentence Type and Length

15. Death Review Team Findings

Are Team findings available? Yes No

Conclusions regarding child's death Known AssaulVAbuse

Known Negligence/Neglect

Suspected Negligence/Neglect'

Other

lnadequate Information to Decide

None of the Above

Are findings congruent with Official Reports Yes No Unknown

lf No, please explain
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CHILD FATALITY REVIEW INFORMATION

16. Researcher's conclusions regarding child's deatl{nownAssaulVAbuse

Known Negligence/Neglect

Suspected Neg ligence/Neglect'

Other

Inadequate lnformation to Decide

None of the Above

Are findings congruent with Official Reports Yes No

lf No, please explain
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CHILD FATALITY REVIEW INFORMATION FORM DEFINED

Case No.:
ldentifying Information - unique
Numeric designation assigned for data base counting and identification
Nominal measurement

Name:
ldentifying information - not unique
Surname of Child, Christian name of Child
Level of measurement not applicable

Date of Death:
Classification of deaths by years possible with this field.
Date of death from Death Certificate in Chief Medical Examiner File
lnterval level of measurement

Office of the Chief Medical Examiner No.:
ldentifying Information, unique; locating files at Chief Medical Examiner Office.
File number from Office of the Chief Medical Examiner
Nominal level of measurement

Age of Child:
Enables deaths to be sorted by age of child; younger children most represented?
Chronological age of child at time of death, to 2 decimal places.
Ratio level of measurement

Gender of Child:
Enables deaths to be sorted by gender of child to determine representation by sex.
Male or female
Nominal level of measurement

Racial Orioin of Child:
Chief Medical Examiner and Assembly of Manitoba Chiefs track deaths of aboriginal

children.
Racial origin (if known) of child
Nominal level of measurement

Category and classification of death:
Enables deaths to be sorted by manner of death; homicides, preventable deaths, etc.
Manner of Death from Chief Medical Examiner File, e.g. homicide, undetermined,

suicide
Nominal level of measurement

Death Classification Code:
Deaths can be sorted according to the Chief Medical Examiner's coding system.
Numeric code from Chief Medical Examiner File designating manner of death
Nominal level of measurement
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General Cause of Death:
Provides more information on the cause of death.
Related to manner of death; a sub category e.g. Homicide - Battered Child
Nominal level of measurement

Primarv Cause of Death:
Permits classification by medical cause of death.
Medical cause of death, e.g. "Asphyxia of undetermined etiology"
Nominal level of measurement

Remarks - Primary Cause of Death:
Utility is limited to ability to read the information stored in the field.
Memo field (cannot be sorted) with further explanation of Primary Cause of Death

Contributing Causes:
Useful for tracking incidence of alcohol around time of death. May provide other

information on patterns and associations.
Up to four factors, situations, or conditions apparently associated with the death, e.g.

alcohol, child unattended, family violence, unsafe conditions, supervision of
child, parenting ability, choice of caregiver, etc.

Nominal level of measurement

Remarks - Contributing Causes:
Utility is limited to ability to read the fields.
Memo field (cannot be sorted) with further information about the contributing
causes

Reoion where death occurred:
Utility limited to sorting deaths into rural versus urban.
Listed by regions: South Rural, North Rural, Urban. North/South split is across the

no¡lhernmost point of Lake Winnipeg, slightly north of The Pas and Norway
House

Nominal level of measurement

Place of Fatal Injury or Death:
Areas with high incidence of deaths (various or particular types) can be identified.
Community Name
Nominal level of measurement

Type of Community:
Permits sorting of deaths of aboriginal (treaty) children, Hutterite children
Farm, City, Town (includes village and hamlet, LGD, RM, First Nation, Colony)
Nominal level of measurement

Place of Death by Region:
Utility not known at this time.
lnclude only if different from Place of Fatal Injury or Death (e.9. sent to Winnipeg)
Nominal level of measurement

Place of Death by CommuniV:
Utility not known at this time.
Include only if different from Type of Community.
Nominal level of measurement
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General Results of Autopsy:
Limited to ability to read information on memo field.
Memo field (cannot be sorted); description of autopsy results

Unusual Results of Autopsy:
Limited to ability to read memo field for information.
Memo field (cannot be sorted); description of other conditions at time of death

Blood Alcohol Level of Victim:
Useful in cases of poisoning.
Given as mg% of blood volume e.g. legal limit for driving is 80 mg%
Ratio level of measurement

Drug Found in Victim:
Useful where drug use by the child is suspected.
Drugs from non-therapeutic use only included here by name only

Death Scene Location:
Demographic information.
Choose from: Highway, private driveway, residence of victim, other residence,
public driveway, rural road, farm, city street, other private property, body of
water, slough/dugout, unknown
Nominal level of measurement

Date of Injury:
Utility not known at this time.
lf different from date of death
lnterval level of measurement

Witnesses Present at the Scene:
Utility not known at this time.
Provision for two individuals' names/relationships to child
Nominal level of measurement

Time Between Death and Last Seen:
Utility not known at this time.
The time elapsed between the last time the deceased was seen alive to when found dead
ln hours to 2 decimal places
Ratio level of measurement

Caregiver Asleep at Time of Death
Related to attentiveness of caregivers of young children.
Was the caregiver asleep when the child sustained the fatal injury?
Enter: Yes, No, Unknown
Nominal level of measurement

Conditions Contributing to Death. 1 and 2:

May duplicate the 4 contributing causes listed above.
Circumstances and conditions surrounding/contributing to the child's death with one
memo field attached to each.
Nominal level of measurement
Memo fields (cannot be sorted)
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Circumstances of Death:
Permits a narrower classification of deaths of children.
Select one of 12 choices; Natural Cause, Poisoning, Inflicted lnjuries, etc.
Nominal level of measurement

Descriotion of Circumstances:
Demographic information on the cause/mechanism of death.
Select as many letter codes as apply
Nominal level of measurement

Sionificant Others in Child's Life:
Utility questionable as this information must be kept confidential.
Memo field (cannot be sorted); family etc. by name, age, relationship, race, location'
This information retrievable in MRES format

ldentity of Caregiver A:
Provides demographic data on caregivers.
Relationship of the first adult caregiver to the child; e.g. mother
Nominal level of measurement

Employment Status of Caregiver A:
Utility is questionable as this information is seldom collected at source.
Enter: Employed, Unemployment Insurance, Social Assistance, Unknown
Nominal level of measurement

Alcohol Use of Caregiver A in 24 Hours Preceding Child's Death:
Provides information of interest to this researcher and the CHIEF MEDICAL

EXAM¡NER.
Enter: Yes, No, Unknown
Alcohol use to excess; sources are witnesses, police reports, medical reports
Nominal level of measurement

Regular Alcohol Use by Caregiver A:

Provides information of interest to this researcher and the CHIEF MEDICAL
EXAMINER.

Enter: Yes, No, Unknown
Alcohol use to excess; sources are witnesses, police reports, medical reports
Nominal level of measurement

Drug Use by Caregiver A in 24 Hours Preceding Child's Death:
Provides information of interest to this researcher and the Chief Medical Examiner.
Enter: Yes, No, Unknown
Abuse of drugs, Prescription and Non-Prescription
Nominal level of measurement

Type of Drug Used by Caregiver A in 24 Hours Preceding Child's Death:
List two names if available in file information

Drug Use by Caregiver A. Regular:
Provides information of interest to this researcher and the Chief Medical Examiner.
Enter: Yes, No, Unknown
Abuse of drugs on a regular basis

269



Types of Drug Used by Caregiver A Regularly:
List two names if available in file information

ldentitv of Careoiver B:

Provides demographic information on second primary caregiver.
Relationship of the second adult caregiver to the child; e.g. mother
Nominal level of measurement

Employment Status of Caregiver B:

Utility limited as this is seldom collected at the source.
Enter: Employed, Unemployment Insurance, Social Assistance, Unknown
Nominal level of measurement

Alcohol Use of Caregiver B in 24 Hours Preceding Child's Death:
Of interest to this researcher and the Chief Medical Examiner>
Enter: Yes, No, Unknown
Alcohol use to excess; witnesses, police reports, medical reports
Nominal level of measurement

Regular Alcohol Use by Caregiver B:

Of interest to this researcher and the Chief Medical Examiner>
Enter: Yes, No, Unknown
Alcohol use to excess; witnesses, police reports, medical reports
Nominal level of measurement

Drug Use by Caregiver B in 24 Hours Preceding Child's Death:
Of interest to this researcher and the Chief Medical Examiner>
Enter: Yes, No, Unknown
Abuse of drugs, Prescription and Non-Prescription
Nominal level of measurement

Type of Drug Used by Caregiver B in 24 Hours Preceding Child's Death:
List two names if available in file information

Druo Use by Caregiver B. Reqular:
Of interest to this researcher and the Chief Medical Examiner.
Enter: Yes, No, Unknown
Abuse of drugs on a regular basis
Nominal level of measurement

Types of Drug Used by Caregiver B Regularly:
List two names if available in file information

Family Alcohol Use as a Factor:
Tracks those cases where alcohol use was an issue at the time of the death.
Enter: Yes, No, Unknown
Was alcohol use in the family a factor in the child's death?
Nominal level of measurement
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Family Mental Retardation as a Factor:
Provides information on the parenting capacity of victim's parents.
Enter: Yes, No Unknown
Was a family member's mental handicap a factor in the death?
Nominal level of measurement

Familv Psvchiatric lllness:
ldentifies those cases where the caregiver's perception of reality is an issue.
Enter: Yes, No, Unknown
Was a family member's mental illness/psychiatric condition a factor in the death?
Nominal level of measurement

Family Domestic Violence:
Tracks those cases where violence may have affected parenting ability.
Enter: Yes, No, Unknown
Was family violence a factor in the child's death?
Nominal level of measurement

Childhood CAN History of Caregiver A:
Permits comparison of this sample with other child death studies.
Enter: Yes, No, Unknown
Does the first primary caregiver have a history of childhood abuse or neglect?
Nominal level of measurement

Childhood CAN History of Caregiver B:
Permits comparison of this sample with other child death studies.
Enter: Yes, No, Unknown
Does the second primary caregiver have a history of childhood abuse or neglect?
Nominal level of measurement

Criminal History of Caregiver A:
Provides information on other acts of violence or illegal activities.
Enter: Yes, No, Unknown
Does the first primary caregiver have a criminal history as a Young Offender or adult?
Nominal level of measurement

Criminal Historv of Careoiver B:

Provides information on other acts of víolence or illegal activities.
Enter: Yes, No, Unknown
Does the second primary caregiver have a criminal history as a Young Offender or

as an adult?
Nominal level of measurement

Other Children of Caregiver A:
Demographic information on family size
Number of children of Caregiver A other than the victim
Ratio level of measurement

Other Children of Caregiver B:

Demographic information on family size
Number of children of Caregiver B other than the victim
Ratio
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Pre-Natal Care of Child:
Could this be used as an indicator of prenatal awareness of the child and its needs?
Enter: Yes, No, Unknown
Did the mother of the victim receive regular prenatal health care?
Nominal level of measurement

Gestation Term of Child:
Provides information about fragile or difficult to nurture babies.
Enter: Pre, Post, Unknown
Was the child born prematurely or post maturely?
Nominal level of measurement

Birth Complications:
Perception of and attachment to the child may be affected by the birth experience and

subsequent effects upon the child and mother according to some studies.
Enter: Yes, No, Unknown
Were there complications at the child's birth, e.g. surgical intervention, emergency

conditions, neonatal distress?
Nominal level of measurement

Abnormal Conditions of the lnfant:
Medical conditions that may disrupt the initial "bonding" period between mother and

infant as well as causing the infant to require more care with a reduced
response to the mother appear to be associated with some types of abuse.

Enter: Conditions discovered during first month of life; birth injury, FAS, FSS, FAE,
Hyaline membrane disease, seizures, withdrawal from alcohol/drugs, other

Four field
Nominal level of measurement

History of Prior Medical Treatment:
Information about the child's history of medical care may be useful in documenting

neglect or physical abuse.
Enter: Yes, No, Unknown lF YES, Open memo field and describe in detail
Did the child have a history of medical treatment before the fatal injury?
Nominal level of measurement

Chronic Medical Condition:
Children who routinely require extra medical care may be at higher risk for neglect

or abuse with a predisposed parent or caregiver.
Enter: Yes, No, Unknown lF YES, Open memo field and describe in detail
Did the child have a chronic medical condition before the fatal injury?
Nominal level of measurement

History of Serious lnjury:
There may be past evidence of injuries inflicted by the caregiver (or others) or

sustained due to poor supervision.
Enter: Yes, No, Unknown lF YES, Open memo field and describe in detail
Did the child have any injuries requiring emergency medical treatment or

hospitalization before the fatal injury?
Nominal level of measurement
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School Enrollment of Child:
Demographic information of limited utility.
Enter: Yes, No, Not Applicable, Unknown
Was the child known to be enrolled in school at the time of death?
Nominal

Communitv Aoencv Involvement:
Other agencies providing services to the family can be counted.
Enter: Yes, No, Unknown, lF YES, Open memo field and describe
Was the family known to community agencies other than child welfare?
Nominal

Problems of the Child:
Tracks children who may be showing the effects of poor care or who may have

conditions that predispose them to be difficult to care for.
Choose one of: behavioural, learning disability, delinquency, none, other, unknown
Nominal

Child Welfare History of Family:
lnformation beyond that required under the FlA.
Enter: Yes, No, Unknown
Has there been any child welfare involvement of the family at any point in the past?
Nominal

Recent Child Welfare lnvolvement:
Requirement of the Fatality Inquiries Act
Enter: Yes, No, Unknown
As required in the Fatality Inquires Act, has there been any involvement during the 2

years prior to the child's death of any member of the child's family (sibling,
parent, victim) with any child welfare agency for any reason?

Nominal

Reason for lnitial lnvolvement:
Demographic ínformation about the child welfare history.
Enter: Physical Abuse, Sexual Abuse, Emotional Abuse, Neglect, Family Support,

Underage Parent, Parent-Teen Conflict, Unknown
Nominal

Lenoth of Involvement:
May be of use in tracking "acute" versus "chronic" families when the age of the victim

and the number of children in the family are considered.
Enter: Years of involvement to 2 decimal places
How long has the agency been involved with the child's family?
Ratio

Services Provided to Family By Agency:
A "crude" counting of service provision; useful in identifying cases where there was

intervention that did not appear to have significantly reduced the risk.
Enter: Counselling Family, Counselling Ch¡ld, Counselling Offender, Counselling,

Family Support, Temporary Placement, Permanent Placement, Placement,
Adoption, Referral to Other Services

Nominal
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Action Taken After Child's Death:
Tracks responses of the system to various types of deaths; the responses to homicides

would be interesting as well as to neglect deaths.
Enter: Siblings removed, Order of Guardianship sought; File Closed, children remain in

home; File Open, Children remain in home under supervision, No Other Children
In Home, Other

Nominal

Primarv Susoect:
Refers to the caregiver being held accountable (in a general way) for the incident. NOT

a legal/police definition of the term.
Enter: Yes, No, Unknown
Was a Primary Suspect identified with respect to the child's death (not just by police)?
Nominal

ldentity of Primary Suspect:
Would permit tracking of repeat offenders in child deaths within the study parameters.
Enter: Complete name if known

Relationship of Suspect to Child:
Demographic information to compare to other studies.
Enter: Description or abbreviation for the adult's relationship to the child victim.
Nominal

Aoe of Susoect in Years:
Demographic information to compare to other studies.
Enter: In years to 2 decimal Places
Ratio

Racial Oriqin of the Suspect:
Routinely collected by police.
Enter: racial description of the suspect if known
Nominal

Position of Suspect in Household of Child:
Demographic information to compare to other studies.
Enter: Yes, No, Unknown
Was the suspect living in the child's household?
Nominal

Suspect's History of Alcohol Use:
Of interest to this researcher and the Chief Medical Examiner and in comparison to

other studies.
Enter: Yes, No, Unknown
Was the suspect using alcohol in the 24 hr. before the child's death?
Nominal
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Suspect's History of Drug Use:
Of interest to this researcher and the Chief Medical Examiner also in comparison to

other studies.
Enter: Yes, No, Unknown
Was drug use/addiction of the suspect a factor in the child's death?
Nominal

Suspect's History of Mental Retardation:
Provides information on reduced capacity as a contributing factor to the incident.
Enter: Yes, No, Unknown
Did a mental disability of the suspect contribute to the cause of the child's death?
Nominal

Suspect's History of Psychiatric Condition/Mental lllness:
May be of use in examining homicides versus neglect deaths.
Enter: Yes, No, Unknown
Did the suspect have a psychiatric condition or mental illness that was a factor in the

child's death?
Nominal

Susoect's Historv of Childhood Victimization:
Limited utility.
Enter: Yes, No, Unknown
Was the suspect known to have been abused or neglected as a child?
Nominal

Suspect's Criminal History:
Useful in documenting a history of violent or illegal acts.
Enter: Yes, No, Unknown lF YES, Open memo field and list details known
Does the suspect have a history of charges and/or convictions for offenses?
Nominal

lnvestioatino Police Force
Limited utility
Enter: Name of the force which investigated the child's death
Nominal

Conclusions of Police lnvestigation:
May provide a contrast to the medical and other systems conclusions.
Enter: Homicide, Accidental death, Unknown, Abuse Suspected, Neglect Suspected
Nominal

Action of Crown Attorney re: Charges:
Useful to compare with the Showers and Apollo study.
Enter: Charges Filed, Charges Rejected, Action Pending, Not Presented, Unknown
Nominal

Did the Case Go to Trial?
Useful to compare with the Showers and Apollo study.
Enter: Yes, No, Unknown
Nominal

275



Was the Suspect Convicted?
Useful to compare with the Showers and Apollo study.
Enter: Yes, No, Unknown; lF YES, Open Memo field for details of conviction
Nominal

Was the Susoect Sentenced?
Useful to compare with the Showers and Apollo study.
Enter: Yes, No, Unknown; lF YES, Open Memo field for details of conviction
Nominal

Conclusions of the Chief Medical Examiner's lnvestigation:
Limited utility.
Enter: Known Assault or Abuse, Suspected Assault or Abuse, Known Negligence or

Neglect, Suspected Negligence or Neglect, None of the Above, Inadequate
lnformation to Decide

Conclusions of This Researcher:
Contains information about the conclusions drawn by this researcher if they differ

from those of the Chief Medical Examiner or police.

Enter: Known Assault or Abuse, Suspected Assault or Abuse, Known Negligence or
Neglect, Suspected Negligence or Neglect, None of the Above, Inadequate
lnformation to Decide

Open: Memo field with information about the researcher's conclusions.

276



Appendix D

Codes for Manner and Gause of Death
Office of the Chief Medical Examiner of Manitoba

Gause
NATURAL Variousl

. Pre 19BB SIDS

ACCIDENT Falls
lN THE HOME Asphyxia2

lnhalation of
Smoke
Other

Burns/Scalding
Electrocution
Drugs/Alcohol
lnhalation

(Snif f )
Café Coronary
Auto-Eroticism

Drowning

ACCIDENT lN Aircraft
OTHER PLACE Civilian

N/ilitary
Exposure
Drowning

Boating
Rivers & Lakes
Pools

Other
CO Poisoning
Falls
Hunting
Falling Objects
Café Coronary
TheraPeutic

Misadventure
Diagnostic

Code
100's
106.0

200.0
201.0
201.1

202.0
202.1
202.2
202.3
202.4

202.5
202.6
202.7

300.0
300.1
300.2
301.0
302.0
302.1
302.2
302.3
303.0
303.1
303.2
303.3
303.4
303.5

303.6

Cause
Farming
Mining
Other

Firearms
Rifle

Shotgun
Pistol

Hanging
CO Poisoning

Other
Drowning

Code
400.0
401.0
402.0

500.0
500. 1

500.2
500.3
501.0
502.0

Manner
INDUSTRIAL

ACCIDENT

SUICIDE

HOMICIDE

UNDETERMINED

MOTORVEHICLE
ACCIDENT

Vehicle in Garage 502.1
Vehicle Elsewhere 502.2

503.0
503. 1

Drugs/Alcohol 50 3.2
Jumping

Firearms

503.3

600.0
Blunt Weapon/
Violence 601.0

Cutting/Stabbing 602.0
Police 603.0
Battered Child 604.0
Other 605.0

No Cause Found 700.0
Sudden Infant Death

Syndrome 701.0

Vehicle/Pedestrian 800.0

Vehicle/Vehicle 801 .0Misadventures 303.7

l Deaths due to Natural Causes/Diseases have been omitted for this table
2 Includes Drowning Priors to 1992
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Manner
MOTORVEHICLE

ACCIDENT

CODESADDED:
1987

1 988

1992

Codes for Manner and Cause of Death
Office of the Chief Medical Examiner of Manitoba

Cause Oode

Single Vehicle 802.0
Recreational Vehicle 803.0

Snowmobile 803.1
ATC/ATV 803.2
Minibike/Off Road 803.4
Motor Home 803.4

Other 804.0
VehicleÆrain 804.1
Multi Vehicle 804.2
Vehicle/Fixed Object 804.3
Motorcycle 804.4
Vehicle/Motorcycle 804.5
Vehicle/Cyclist 804.6

Café Coronary
Café Coronary
Therapeutic
Misadventure

202.5
303.5
303.7

Diagnostic Misadventure 303.7
Vehicle/Cyclist 804.6

Falts in Institutions 109.8
SIDS (from 106.0) 701

Auto-Eroticism 202.6
Drowning In The Home 202.7
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