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Department of Health 
and Human Services - -- Mo riO PII'Clf'ie l 1v•~~g 

Sof~, HeoJ,jJy ond ProdfKI.~ U~r 

Dcpartnwnt of J Jcalth and lluman ~rVICt?S 
Cnmmi_o;o;ioner' ., Office 

221 ~tat-: Street 
It 11 State Hou!>e t;tabon 

Augusta, Maine ()..1.333-0011 
Tel. (207) 287·3707; Fax (207) 287~3005 

11'{· 1-800-606-0215 

No\embcr. ~009 

l'u the fo.laine Community: 

It hai b~:t:n u difficult year ilS we have lcamed aboul tragic deaths ofvt:ry young children. it 
conlinues robe ditlicult to consider that serious injury can be 1n0icted upon any child . Despite the 
difficult economic timc$1 we must cor'llinue to work lo assu~ our most Yulneruble Me still sat~ in lheir 
homes. While lhcr<: has been progress. tragk incidents are 'Still a part of the world in which we live. 

As this report suggests, however. and~ we continue to engage in vigorous over'>i~ht of these 
mcidenb. whether a re~;uft of m:lhrcannent or other circumstance!>. we are lcarnrng strnh:gies and 
uppro.:u.;.hes that can reduce the occurTCnce of hannfulrncrdents and mall.e life safer for children in Maine. 

Staff from both I he Ollice of Child nnd famil) Services and the Center for Ois~ase Control 
parucip3te on the Child Death Serious lnjul'} Rl!vie\\ Panel nnd an: able to bring h:aroing bad. to infonn 
the work to support fomilies and to identify trends and pr~ltcrns that can impact the snftl} ofchildn:n. We 
have learned much through thu in dcpt11 rev jew or circ(rmstances that lead up to rnjtlric..~ and deaths. Over 
th!! past yt~ars the rate of SIDS deatJ1s have dramulicnll}' declined \vith a "Bnck to Sleep l!ampaign'' thnt 
promotes infan1s sleeping on their bocks. This b just an example of what c:m b~ learned und whut a 
change in public awart:m:ss can accomplish b) careful evaluation. We have \.,orkcd with partJICI"'i, 
e'>pccin.lly hospitals acroc;s the state. to encoumge sharing of infonnation "1d1 new parents on safe 
!>lccptng en\;ironm~nt~ and on understanding the crying pancm of infants through thl! wid~Jy 
dbseminated Pe:rwd oj Plfrplt Crymg Prog.rarn. This has the promise of reducing. the rnc1dcncc of abusi\ e 
ht!4ld trauma to in funts. 

The recomm~.:ndation~ in thls rcpon. wntlend to better policy and prnclicc in :~11 of uur ")'Stems. I 
appreciate the 1ntegrntion, diwrsity. and. ethical approach of the panel e3nd ~.:ombined J..no\'- ll.+dg~o: 
repn!sentt'd by th.~ punelrncmbcrs. Changt:! does not occur without comprehensive review, data analysl-., 
and txamint~lion of practic\:. I continue to apprecintc th!.' d~dicntion of the panel for its comm itmeut to 
meeting month!). using n collnbomti\·e nppmech, and being ""illing to nddn:ss diflicull issues facing 
film ill~ und soon· .. -..ith rc!Ctpect. compas!'ion. and unde~t<mding. 

Please recogni1e that tlus report .serves as a valuable resource to all of us" ho hope to prom01c a 
sate and viCllence free environment for fumilics and children 

Sincerely, 

~~~ 
Commi.;sionct 
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November 6, 2009 

To Th~ Hc.morabJ~: Gowmor John Balda~i~ 

The Maine Child Death and Serious rnjury Review Panel is a multidisciplinary team of professionsh; 
4.:Stnbl1shed by stal:e la.w ln 199llo review child deaths and serious injuries with a focus on improving our 
systems of ch Hd safety and care. The panel meers monthly to review cases evaluating sentinel events~ 
patterns of injury and/or death and the eflectivencss- of our state programs lhal pro ide for child 
protccti.on. safety and care. Through the Paners findings nnd recommendations we hope to help reduce 
\he number of preventable child fatalities and ser)ous in juri~ in our state. Among the questions the panel 
tries to address in case review are: What events and activities led to this child's death? What Stnte of 
Mai11t: sy~1ems of care were involved in the child 's life before the injury or death? What did we do right? 
Di.d we do anything, wrong? Is lllis event part of a pall.cm of e\'ents? Could we lower the risk of future 
dearhs and injuries by implement ing changes in our system of care? rn the case of serious injurles, what 
kept ~bis injury from being a death and should we have reacted sooner or differently? 
Additionally. the Panel meets annually with the Child Fatality Review Teams from all of ew Englttnd to 
share c~pctic.nct:. information and review cases that involve services from more than ooe slate- or which 
repre~ent a challenge that all of our Stales are trying to o.ddress. 
The members of the Maine Child Death and Serious lnjury Review Panel are volunteers who give 
get1erously of tbeir time and expertise and who re-present both public nnd private agencies with an interest 
in the welfare of Maine. children. Through their commitmenL the Panel has been 11ble to build a 
collaborative nehvork to fo~ter teamwork and 1o hare our ~-commendations with the larger community. 
The challenges facing Marne identified by the panel these 2 years include: 

o lnc:reases in abus1ve l1ead trauma related death ond injury in children under the age of one. 
o lncreases i.n serjous injury related to child maltreatment. 
o Increases in the incidence of drug affected infants (165 in 2005 nnd 434 In 1008) 

The Panel has made a number of valuable contributions since its inception, but there is still work to be 
done. The Panel wiU continue to look at wnys. to clarifY issues develop and implement r"Ccommendarions 
and to max imile the impact ofthese recommendations on the policies and praetitoes ofthe agencies and 
'individuals who care for Main~·,s children. 

ln recognition of the commrLMeot and dedication oflhe members of the Panel and in the hope that our 
recommendations continue to suppon and Improve the welfare of Maine Children we would like to 
present the 2007-2008 Annual Report to the Honorable John Bnldacci, Gonmor of the Stale of Maine. 

On behalf of the Panel, 

tz111&~ 
Cu-Chair 
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Forward 

This report documents cases that were reviewed in 2007 and 2008 by the Maine Child Death and 
Serious Injury Review Panel. The mission of the Panel is to provide multidisciplinary, 
comprehensive case review of child fatalities and serious injuries to children in order to promote 
prevention, to improve present systems of child protection and care and to foster the education of 
professionals and the general public to enhance the safety and security of our children. 

The Panel strives to collect facts and to provide opinions and art iculate them in a fashion which 
promotes effective change. In this role, the Panel may develop, in consultation with the 
Commissioner of the Department of Health ar1d Human Services, periodic reports on child abuse 
fatalities and major injuries, which are consistent with state ar1d federal confidentiality 
requirements. 

The Maine Child Death and Serious Injury Review Panel is comprised of representatives from 
many different disciplines. Its composition includes the following disciplines in compliance 
with CAPT A provisions. 

• Judiciary 
• Forensic Pathology 
• Forensic ar1d Community Mental Health 
• Pediatrics 
• Family Practice 
• Nursing 
• Public Health 
• Civil and Criminal Law 
• Law Enforcement 
• Public Child Welfare 
• Injury Prevention 
• Doctoral car1didates completing their clinical or field placements 

Each member of the Par1el volunteers their time to review extensive case records, relevant 
resear·ch literature, ar1d pert inent policy in preparation for monthly retrospective reviews. The 
Par1el is established in state statute that permits confidentiality of the Panel's work and grants the 
Par1el the power to subpoena relevant case documentation and testimony. The Par1el 's usual 
process of review includes an in-depth review of all relevant records, oral presentations by key, 
involved service providers and a review and discussion of scientific literature and evidence 
related to the case(s). 

The State of Maine has supported staff from public child welfar·e, the Medical Examiner's office 
and Maine State Police to part icipate in the National Sudden Unexplained Infant Death 
Investigation (SUIDI) Academy. All of those trained individuals sit on the Panel and have 

4 Maine DHHS Child Death ar1d Serious h1jmy Review Par1el 



provided specialized training for child death investigation units of law enforcement, which 
include Maine State Police, Bangor, and Portland Police Depart ments. 

The Maine Child Death and Serious Injury Review Panel belongs to the consortium ofNorthem 
New Englar1d Child Fatality Review Teams and our work and methods conform to the star1dards 
of our companion States. A team of Maine panel representatives have both part icipated in and 
presented at each of the past eleven annual Northern New England Child Fatality Review Team 
Meetings. 

Findings, Recommendations and the Department's 
Response 

The following provides findings, recommendations and responses for the specific categories of 
reviews that have been conducted over the 2007-2008 period. 

Permanency 

CASE EXAMPLES 
In one case reviewed because of a serious injury to a child while the family was engaged with the 
child welfar·e system, the panel review revealed that the permanency plar1 for the children was 
delayed because the children were in a temporar·ily safe environment. In this same case the 
children had been removed from a home that wanted to keep them permanently for purposes of 
meeting the children's therapeutic needs without full exploration of addressing their therapeutic 
needs within the placement environment. 

RECOMMENDATIONS 

The Panel recommends that permanency plans for children be implemented as quickly as 
possible and not delayed because the children ar·e in a physically safe environment. 

Permanency options for children must be considered early in a case with full consideration given 
to the long term commitment of the placement. Appropriate supports, which include recognition 
of cultural issues, should be given to the family with whom the children ar·e placed that will 
support the long term commitment in addition to addressing the treatment needs of the children. 
In any case situation permanency must be paramount and services should follow the child and 
not be dependant on the placement type. Placement changes can be harmful to children and 
children should not be forced to move if their cunent placement can be modified to meet their 
needs. 

Maine DHHS Child Death ar1d Serious h1jmy Review Par1el 5 



DEPARTMENT'S RESPONSE: 

The Department agrees with the recommendations and the following is a reflection of steps to 
both address these findings and to make improvement in practice in general. 

The Department has embarked on an ongoing reform effort to promote permanency for all 
children. Timelines from TPR (Termination of Parental Rights) to adoption or permanency 
guardianship have been significantly reduced since 2006 with this effort. Department staff 
have been provided training through the "You Gotta Believe" program from New York and 
the Family Finding processes by national expert, Kevin Campbell, that reinforce the focus of 
permanency and of supporting family members to meet the needs of children both in 
permanency and in treatment services. 

The Department staff now recognizes the importance of permanency over temporary stability. 
The following chart demonstrates improvement in adoption timeframes from 2005 to 2007. 

Statewide 2005 2006 2007 
Number of Children: 311 339 334 
Average Months from Removal to TPR 22.8 22.0 19.6 
Average Months from TPR to Adoption 24.3 22.3 19 
Average Months from Removal to Adoption 47.1 44.3 38.7 
% Exiting to Adoption w/in 24 months of Removal 12.9% 16.5% 26.0% 

Over 2008 the Department worked with youth in care and graduated from care to develop a 
youth driven and focused, "Permanency Policy", that is now part of the Department of Child 
and Family Services Policy Manual. This policy provides guidance to staff to meet the above 
recommendations. 

The Department has worked in collaboration with the Family Division of the Court to address 
both the issue of improved timelines in the court process and in addressing permanency in a 
timely manner both through direct discussion and joint training venues. 

Information Sharing 

CASE EXAMPLES 

In one case when a child improved from a near death state, there was no recognition by the 
comis of the probable long-te1m sequelae of severe brain injmy when a decision was made to 
retm11 the child home. No provision for on-going supp01i s to allow the family the opp01tunity to 
m1derstand and address the potential long te1m impact was provided. 
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In one case, complete medical records and information from out of state were not obtained. This 

information could have provided a more accurate picture of the nature of the current injuries and 

the historical patterns of behavior of the caregivers. 

 

In one case reviewed, DHHS did not have the prior medical records.  These records were needed 

to clearly define the sources of risk, draw conclusions, and make decisions. 

 

 

RECOMMENDATIONS 

 

When a child is in DHHS custody, it is important that all of a child’s past and current medical 

records be available to the caseworker.  The pediatrician involved in caring for the child should 

be asked to help the caseworker both obtain and interpret the records. It is critical that a child’s 

medical records follow the child regardless of placement. 

 

There needs to be better communication between the medical community and others involved in 

a child’s care; the courts should consult with our State’s medical experts or the child’s care 

providers when considering the seriousness of a child’s injuries and long term medical outcome 

for the child. 

 

The Panel recognizes that there are Departmental policies regarding interstate communication, 

but there are examples that other states have managed this effectively. The Department should 

actively explore alternatives to improve methods of communication. The panel recognizes that 

federal legislation supporting transfer of medical records that is pending may address this 

concern. 

 

The process to review medical records should become standard procedure in cases.  The 

Pediatric Rapid Evaluation Program (PREP) in Central Maine covers 6 counties and provides a 

thorough medical and mental health evaluation of children entering our child welfare system. In 

this program, medical and behavioral health records are obtained and reviewed by an expert 

evaluator. This program should be available for all children in our State’s child welfare system. 

 

 

DEPARTMENT’S RESPONSE: 

 

The Department agrees with the recommendations and the following is a reflection of steps to 

both address these findings and to make improvement in practice in general. 

 

The Department is working toward providing a “medical home” for each child so that a 

child’s medical history is obtained, current medical needs are met, and there is the opportunity 

for consistent medical follow up on conditions that may have long term impacts.  

 

The Department will be taking steps to improve policy that will require staff to obtain all prior 

medical records for children in care. The use of the Family Team Meeting will be explored to 

identify where records may be and to get family support as well as medical community support 

to obtain records.   

  



The Department's integrated Office of Child and Family Services can now allow the Division 
of Child Welfare to more effectively coordinate with the Division of Children's Behavioral 
Health Medical Director to develop standardization of medical record review. 

The Department agrees the Pediatric Rapid Evaluation Program (PREP) should be expanded 
statewide and despite difficult economic reality will continue to explore the feasibility ofthis to 
more adequately meet children's needs. 

The Department has moved to a requirement that all children who enter foster care must be 
seen by a medical practitioner within 72 hours of entry into care to assess the child's acute 
medical and behavioral health needs. As this practice becomes fully implemented it may 
provide better access to records as well. 

Coordinated Investigations 

No one group or entity can adequately investigate all aspects of a complicated maltreatment case. 
The best investigations always involve cooperation between multiple entities, all of which have 
differing areas of focus and expe1i ise. The outcome of cases often rests upon the ability of the 
investigators to understand the competencies and roles of all involved pruiies and to respectfully 
involve them in a timely mrumer. 

CASE EXAMPLES 

As in reviews in the past, the panel reviewed a case where law enforcement involved stated that 
the early dete1minations were that the events leading to the child's death were due to an 
"accident." 

In a co-sleeping case, the Medical Examiners office rep01ied that the mrumer of death was 
"accidental", this finding altered the child welfare investigation and had an impact on the 
ongoing safety of other children in the home. The District Attomey did not get a refenal on this 
case in regru·d to the child's injmy that would have allowed for a coordinated law enforcement 
investigation. 

In one case of a death resulting in a child welfare system refenal, the first intake rep01i was 
refened to the standby worker. The record indicated no evidence of follow-up with law 
enforcement. 

In one case reviewed the AAG was not contacted and/or consulted. 

In one case of a child death, the police investigation was inadequate as only the mother was 
inte1viewed. 
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RECOMMENDATIONS 

 

When professionals on the scene term a death an “accident,” the system of evaluation and care 

tends to be less thorough and complete. Responsible investigators and decision makers should 

avoid premature judgment, moving instead to identify causes and factors related to the injury.  

Injuries should be classified as either intentional or nonintentional.  We should avoid using the 

term, “accident,” as it suggests that an investigation is not necessary.  

 

Departmental Staff, the Attorney Generals office and the Medical Examiner should communicate 

in cases determined accidental by the Medical Examiner, to learn the circumstances of the child 

death, and risk factors involved. It is important to recognize that the death might be 

nonintentional, but also avoidable. It is also recommended that the multidisciplinary team be 

convened to review such cases of unexplained or unclear fatalities.   

 

A medical finding of plausible accidental cause of the injury should be concluded only as a result 

of a thorough investigation.  Severe, unexplained injuries require a DA referral.  Plausible 

explanations for such injuries do not need to rule out referrals to the DA. 

 

When a serious report is referred to a standby caseworker an onsite co-investigation with law 

enforcement should take place. 

 

The Panel acknowledges that contacting and consulting the Attorney General is now part of the 

Department’s standard practice. 

 

In the case of possible inflicted injury, it is prudent that thorough investigations are always 

completed. 

 

DEPARTMENT’S RESPONSE: 

 

The Department agrees with the recommendations and the following is a reflection of steps to 

both address these findings and to make improvement in practice in general. 

 

As noted previously, the State of Maine has supported staff from public child welfare, the 

Medical Examiner’s office and Maine State Police to participate in the National Sudden 

Unexplained Infant Death Investigation (SUIDI) Academy. All of those trained individuals sit 

on the Panel and have provided specialized training for child death investigation units of law 

enforcement. Additional training and compliance with procedures in compliance with the 

national SUIDI guidelines need to occur. 

 

The Department has plans in place to improve staff skills in forensic interviewing that can 

support the exploration of using alternate hypothesis in cases where there are questions 

regarding the injury or behaviors of a caregiver. The Child Protective Services (CPS) Program 

Specialist has worked with specific CPS assessment units to improve assessment practices that 

include interviews of all critical case members as well as other individuals who have 

information relative to the case. 

 



The Department will need to take additional steps to reinforce policy related to coordination 
with the District Attorney's Office and the Attorney General's Office. 

The Department, while needing to reduce the number of after-hours on-call staff, has taken 
steps to clarify expectations and establish more consistent practice statewide of after hour 
services. 

The Department supported the 2007 Cops and Caseworkers conference and will work 
collaboratively with the Child Abuse Action Network to plan a 2009 conference to continue to 
improve the process of coordinated investigations. 

Date: October 1, 2007 
Re: Annual Cops and Caseworkers Training Agenda 
Date: October 161

h and 171
h , 2007 

"An opportunity for interactive leaming between DHHS caseworkers 

c_'\l>1E PDllcr 
-.) - ' . 

• :~·: t\\Qj~ t 
~ :-- I 

_;._.·'; ~-; .. r 

' ~ 

... . ' 
- ~J\1~~ . 

.; 

and law enforcement involved in the assessment and investigation of child abuse and neglect" 

" Invest Early", presentation by Attomey General G. Steven Rowe and Lauren Sterling 
Developmentally Based Child Interviews, presentation by Ms. Joyce Wientzen 
Child Death and Serious Injury Review T earn Findings, presentation by Dr. Lawrence Ricci 
Sudden Unexplained Infant Death investigation, presentation by Dr. Marguerite Dewitt, Lt. 
BrianT. McDonough and Virginia Mariner, DHHS 

Resources and Referrals 

The success of the Depa1tment in helping families develop and sustain the ability to nmture and 
protect their children is often dependent upon the availability, accessibility, and timeliness of the 
multiple services that they require. Problems in these areas add another batTier. 

CASE EXAMPLES 

In one case the first referral to the Commm1ity h1tervention Program (CIP) [now called the 
Altemative Response Program - ARP] was not an appropriate refenal as it was alleged to be 
High Severity Neglect. In this same case there was no follow up by the Deprutment after the 
case was closed by CIP (ARP) because they could not locate the child's mother. 
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In one case reviewed, the worker noted on several occasions that the child was developmentally 

delayed but had not been seen or evaluated by Child Development Services (CDS).  

 

In one case, the surviving sibling had an injury that could have future health risks but was not 

addressed in the assessment. 

 

In one case that we reviewed, the link between the Department and the Maine Office of 

Multicultural Affairs was very good.  In this same case, it was determined that the parent was 

from a cultural and language background that was alien to the community and she was socially 

isolated, lacking resources for assistance and support.  The isolation, as well as the dynamics 

contributing to it, was a risk factor relative to the safety of the child. 

 

 

 RECOMMENDATIONS 

 

According to departmental policy, high severity allegations shall not be referred to the 

Alternative Response Program (ARP), therefore steps should be in place to improve compliance 

with this policy. 

 

When an ARP agency is unable to locate clients, they should always verbally notify and seek 

assistance from the Department and contract provisions should clarify this expectation. 

 

A broader focus on children being assessed by Child Protective Services will often result in a 

better assessment and appropriate referrals. 

 

The treatment community needs to be sensitive to the needs of children who were harmed as 

infants and have evidenced based skills to address these needs. 

 

When a parent, particularly one who is from a different culture, is identified as being isolated and 

without social supports, it is important to develop a clear understanding of both the personal and 

social dynamics that contribute to their isolation.  Meaningful attempts to address isolation or 

offer resources must be made in a manner that understands, acknowledges, and respects the 

cultural aspects of the situation.  Generally, it will be necessary to seek consultation to best 

accomplish this goal. 

 

 

DEPARTMENT’S RESPONSE: 

 

The Department agrees with the recommendations and the following is a reflection of steps to 

both address these findings and to make improvement in practice in general. 

 

Through the Department’s Performance and Quality Improvement (PQI) Unit steps have been 

made to complete an analysis of the use of Alternative Response Programs and their 

coordination with the Department. A new process of contract responsibility has been 

developed to ensure ARP compliance with contract provisions and to increase cross training 

opportunities for ARP agency staff.  

 



The Department has a Community Partnerships for Protecting Children (CPPC) program that 
began in two neighborhoods in Portland and has now expanded to an additional Portland 
neighborhood, a site in south Portland and potential sites in Westbrook and Biddeford with an 
expectation to expand statewide over the next two years. This project specifically addresses 
community inclusion in supporting families with a focus on important cultural aspects of care. 

The Department has greatly expanded a network of evidenced based services and interventions 
to support families in a wide range of communities across the state. These are evidenced by the 
THRIVE Initiative in the Lewiston area, Wraparound Maine services in all districts and Child 
STEPS collaboration in three districts. The Child STEPS project provides clinicians with 
training and supervision in evidenced based treatment approaches through Harvard's Judge 
Baker Children 's Center. 

The Department continues to improve and enhance the practice of Family Team Meetings that 
are a process to ensure the family is part of their own case planning and that have an 
opportunity to utilize their own family and cultural supports. 

CASE EXAMPLES 

Supervision and Decision 
Making 

In one case reviewed, a holiday weekend played a role in decisions regarding the case, delaying 
inte1vention and decision making. 

In one case reviewed, the case was so time-consuming that the caseworker was in a position of 
neglect of her other cases and it was not clear if steps could have been made to identify this and 
address it. 

In one case reviewed, there was a breakdown in communication between the caseworker and 
Program Adminisfl·ator. 

In more than one case reviewed, the signs of safety were not clearly defined in the Safety Plan. 
In one case the Safety Plan was not written in a way that was understandable for the clients; the 
meanings were vague and documentation did not mt iculate the risks or analyze how those risks 
made the children unsafe. 

In many cases reviewed we found a pattem of frequent caseworker transitions. In one case the 
numerous caseworker transitions caused infonnation about the child to be inadequately passed 
on, which had an eventual safety impact on the child. 

In one case reviewed, the Depmtment failed to provide adequate supe1v ision to an inexperienced 
caseworker. 
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In one case reviewed, it appeared that the risk of emotional abuse and jeopardy was not 

adequately recognized. There was enough information (if formulated and well articulated) that 

could have warranted a petition to be filed.  The decision making was incident based, rather than 

looking at the greater context in which maltreatment occurred. 

 

In reviewing the basis of decision making in one case, it was apparent that there was confusion 

between the parent’s intent and her need and ability to assume responsibility for the child. 

 

 

 

RECOMMENDATIONS 

 

A thorough investigation by Child Protection Services per Department policy needs to be 

completed regardless of the timing of the referral. 

 

A process should be put in place so that supervisors are aware of how much time is being spent 

by a caseworker on one case so that adjustments could be made if necessary. 

 

The Panel recommends that the Department continue to use the team decision making model. 

 

The Department should work with caseworkers to develop achievable and measurable goals with 

parents that include a framework for consequences of violating the Safety Plan. These goals 

should reflect changes the parents can make that will materially improve the safety and 

wellbeing of their children. 

 

Both caseworkers and supervisors carry responsibility for ensuring information transfer. 

 

It is the responsibility of supervisors to ensure all cases receive supervision appropriate to the 

caseworkers experience and competencies. 

 

The Panel recognizes that the Department already has a Repeat Maltreatment policy in place.  

This policy calls for staffing if there is another substantiated case within the year.  

 

The Panel recognizes that in cases where there is a pattern of maltreatment, but one event does 

not rise to the level of jeopardy, it would be useful to bring all parties together including the 

AAG for input and consultation. 

 

When there is repeat maltreatment, it is useful to bring in outside experts to look at the case. A 

closer evaluation of the client’s parenting capacity may have been helpful. 

 

In assessing the safety of a child within the context of a family where the child has been harmed, 

it is not productive to speculate as to “intent” or lack thereof.  It is reasonable to assume that 

most maltreating families do not start out intending to harm their children.  Safety can be 

established by the systematic and carefully focused addressing of risk factors.  A sense of 

accountability provides a necessary basis for that work. 

 

 

 



DEPARTMENT'S RESPONSE: 

The Department agrees with the recommendations and the following is a reflection of steps to 
both address these findings and to make improvement in practice in general. 

The Department has fully implemented the Family Team Meeting model that supports a 
process that allows the caseworker and family to jointly develop achievable and measurable 
goals that include a framework for consequences of not following the Safety Plan. These goals 
are to be designed to enhance changes the parents can make that will materially improve the 
safety and well being of their children. 

The Department is more closely monitoring the process where new reports are received both 
on open cases or recently closed cases. The Department also supports the recommendation of 
utilizing outside experts where critical to the case and within fiscal limits. 

The Department has planned over the past year to implement a new data support system, 
Results Oriented Management (ROM), that allows supervisors to review data down to each 
individual caseworker level and the expectation for supervisors is to use this data in 
supervision sessions. 

The Department has had a number of supervisory initiatives over the years to strengthen the 
skills of supervisors. Supervisors have used a peer review system of doing a PQI analysis of 
caseworker's cases from another unit in the office. This has been enlightening and led to 
supervisors being able to see the work of their staff in a different context. 

Review Process 

CASE EXAMPLE 

In several of the cases reviewed, the Districts had also reviewed the case and identified a number 
of the same concems as the Panel had. The effectiveness of the DHHS intemal review process 
was used in ways that were beneficial to the system. 

In one case reviewed by the Child Death & Serious Injmy Review Panel, representation from the 
Deprutment was minimal and there was no law enforcement representation. 
RECOMMENDATIONS 

The Panel recommends continuation of the intemal reviews now being conducted. 

The Panel recommends that Districts prioritize pruticipation in the Child Death & Serious Injmy 
Review Panel reviews by sending workers and supe1v isors who are best able to speak to the case. 
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DEPARTMENT'S RESPONSE: 

The Department agrees with the recommendations and the following are steps to address these 
findings. 

The Department will inform staff that their participation in a child death or serious injury 
review is a priority when they are requested to be present. The Department will reinforce that 
workers and supervisors who have direct knowledge of the case should be present for reviews 
by the Child Death and Serious Injury R eview Panel. 

Mandated Reporting/Intake 

CASE EXAMPLE 

In one case reviewed any one of the risk factors present might not reasonably have met the 
criteria for reporting by a mandated reporter or for substantiation of abuse or neglect. However, 
the combination and cumulative effect of risk factors put the children at significant risk. 

In one case reviewed, the report to Central Intake about bruising of a child was deemed 
inappropriate. This was a repeat bruising, but did not rise to the level of assessment. 

In one case reviewed even though a professional made the first intake refenal, the case was not 
assessed. 

RECOMMENDATIONS 

When combinations of risk factors are present, it is important that they be considered as a whole. 
This would allow cases to be reported earlier and not closed so quickly. 

The Panel would encourage ongoing performance and quality review on intake decisions in each 
district. 

New report s on open cases need to be identified as a new report and not incorporated into the 
prior report/case. 

It is often difficult to judge the relationship of a cunent injmy to a past serious injmy of a child. 
The Panel recommends that when the report of a trained mental health, medical, or public safety 
professional is rejected, those report s be given a second review by a supervisor. 

The practice of requiring significantly less paperwork when a refenal is rejected should be 
reviewed due to the concem that cases may be more likely to be rejected when it substantively 
reduces the caseworker's workload. 
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DEPARTMENT'S RESPONSE: 

The Department agrees with all of the above recommendations with the exception of both the 
finding and recommendation related to the amount ofpapenvork required when an intake 
report is deemed inappropriate (or rejected as the language in the recommendation states). 
The intake process is the same for both appropriate (accepted for CPS assessment) or 
inappropriate (not accepted for CPS assessment). At intake the same amount of questions, 
exploration of circumstances and review by a supervisor takes place regardless of the outcome. 
All intake decisions are reviewed by a supervisor as there is a supervisor available at intake 24 
hours a day and 7 days a week. The Department has changed practice so that all decisions are 
done at intake and a case is then transferred to the district for assignment. 

The following is a reflection of steps to both address the other findings and to make 
improvement in practice in general. 

A Performance and Quality Improvement of Review is now done periodically of intake 
decisions and has shown to improve the quality of information gather at intake and the quality 
of decision making. 

Infant Deaths, SIDS and Bedsharing 

Unsafe infant sleep practices as a cause of infant death is a pressing public health problem. Sudden 
Unexpected h1fant Deaths (SUID) have doubled during the last decade in the United States, with 
many being attributed to accidental asphyxiation. There are 4600 infant deaths per year due to Sudden 
Unexpected hlfant Death Syndrome. Education for families about bedsharing risks and safe-sleep is 
viitually non-existent in Maine. Leadership fi:om the child welfare system in Maine is urgently 
required to both identify how often babies die when co-sleeping and how to educate families about the 
risk. 

RECOMMENDATIONS 

The Child Death and Serious hljmy Review Panel should work with the Deprui ment of Health 
and Human Services and the Child Abuse Action Network to develop and implement a safe sleep 
campaign. 

DEPARTMENT'S RESPONSE: 

The Department is in strong agreement with the above recommendations and has worked 
closely with the members of the Child Abuse Action Network to support a public awareness 
campaign about safe sleeping guidelines. This work is also coordinated with both the Division 
of Child Welfare, the Division of Early Childhood, and the Maine CDC. The Maine 
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Children’s Alliance has been a supporter of the distribution of educational materials on safe 

sleeping.  

 "Back to Sleep" Campaign   The Back to Sleep campaign promotes 

placing babies on their backs to sleep. This reduces the risk of Sudden Infant 

Death Syndrome (SIDS), also known as "crib death." This campaign has 

been successful in promoting infant back sleeping to all caretakers: parents, 

family members, child care providers, and, health professionals. The 

campaign is sponsored by the Eunice Kennedy Shriver National Institute of 

Child Health and Human Development, the Maternal and Child Health Bureau, the American 

Academy of Pediatrics, the SIDS Alliance, and the Association of SIDS and Infant Mortality 

Programs.  

The Maine Child Abuse Action Network is now a distribution center for the Safe Sleep for Your 

Baby Brochures published by the Eunice Kennedy Shriver National Institute of Child Health and 

Human Development (NICHD). 

 

 

 



\%at is SillS? 
510S Stands for suddelllu.l'all ~alb -,yndlOIU~. 

This term describE'S tJ1e sudden . unexplained 
deach of an infant yo~tnger than L )a"X of age. 

Some DeQplecaU SIOS •crib de;Y:h" becans.e 
mOJ?f ba:bies who die of SillS ore found in theb 
cribs. BUL cribs don' t cnuse SlOS. 

What Should I Know 
About SIDS? 
Hetllth care PIO\'iders don' t know exactly v.-hat 
ca11ses SIDS. but dley do bow: 

...... Babies s.leep safer on the tr 
..,.; . .:,:).. .. backsr Babies wflo ~e_p on their 

stomachs are much more 6lely 10 d it 
o f SIDS lh;m b~bio>s wlaa ,;;h•cp r..n 

theb b.-.cks. 

_.., Sleep .surface matters. Bnbies 
.• \..::;)... .. •.vhosleep on or und er soh bedding 

:.ro snore IIJwly to dlo of SIDS. 

-. Every .slee-p time counts. Isabi~~ 
...:.L"'J .... who usua.lly sleep on the ir backs but 

who nte lhe n placed OJl thei 
,to~ch,, likt for~ rup. ~ a.t ' 'e ry 

h.igb risk for SfOS. So it's important for 
eve•yone who cares f01 your baby to 
use l be back :.teep pC611.10n for ll<IIJS 
and :11 night. 

<-I"'! Communities .across the ll:'1tion 
.,,_ , __ hm·e made great prog1ess In 

rcducJns S!DS1 Sin (e the D(;le.k to 

Sleep canp;::aign regan in 1994, the 
SIDS rate in the United Sta)es Ius 
deol ned bo,· more than 50 percent. 

h<tp:fiw•"'"·" lchd .nih .go"/S!DS 

What Can l Do to wwer My 
Baby's R~k of S IDS? 
Here J:re JO ways tJtat you aJ~d oth~ Ytho care 
(o , yo;~ur boby (<:'In redue\! tloe d ::.k or S IOS . 

Safe Sleep To p 10 

a Always place your baby on his 
or her back to sleep, for naps 
and at nigh t. The bock sleep 

D 

position is lhe snfesl. ao:l evet)' sleep 
fJUeCOWliS. 

Place your baby on a firm sleep 
.:.uu'(r~c-. ~uf.il4l:. vn 4l :::•<.~fc•y-

<tpfXO .Ved~ crb mattress. co~ered 
by a fitted sheet. Never ~:.otceyou· 
b e~by tosleepon pilo ws.quilts:. 
sheepskins, or othet soft s urbces. 

;:~~{il~~~ns~~~i;r:~~g' t:}~nes. 
cornmlss.icn at H500-63o$-l77Z or 
hnp:!Av, .. •w.cpsc.gO\·. 

II 

• 
II 

II 

II 

a 

Keep soft object5. toys, and 
loo~c ~ckllng ou( of your 
baby's sleep area. Ooo' t use 
pUbv;s, bl;:ui(ets, quUis. sJ~ps.klns. 
or p :Uow-Uke crib bumpers 111 your 
baby's sleep area. and ke€!1'> aU items 
av."'l.y .£rom your baby's face. 

Do nor allow smoking around 
your baby. Doo"t smoke before or 
nrter the birth or your b~by. and don I 
lel others smoke aJOimd )"'ut OOby. 

K~ep your baby :S sleep area 
close to. but sep ;1rate from. 
where you and o chers sleep, 
Your boby sltould not sleep in a bed 
o r o n _, coudt o r armo:ch; dr w id) OOu!u; 

or othe r childre n, but he a she can 
sleep in the same room a s you. If you 
bring your b:a.by into be d "''itb you to 

breostfeed. put ltim a her back in a 
separate sleep a~ea, such as a 
bi't)!>iu d , c:rb, c.;mdle,or ;, bed.ide 

coslee~r (i11faut be d that ottae.bes to 
an ad uJt be d) when flu:ish«t. 

Think about using a dean. dry 
pacifier when placing your 
lnf.."lntdown to :sle-ep, b utdou '• 

force the baby to b ke it. (If you .ue 
breastf eeding yo u b.lby. v;ait uutU 
)'Otll c hid IS 1 month old or IS used 10 

b•ustfeedh\1. before usin~ a oocif1er.) 

Do not let your b<rby avahe'at 
dur/np sleep. Dress you- baby in 
l ight sleep cbthiJtg . and keep the 
ro<PU -=ot :t. tc:m pt'lrMurc th.;,t I~ 

comfortlble for .m adull 

A I'O/d products c/1at c laim 
to reduce the risk of SJDS 
beccnu~ moen b.:lve not boen ~d 

for etTettivettess or safely. 

The 2008 Referral Report 

Prepared by Robert Pronovost 
Manager, Child Protective Intake Unit 

Do mt use home monitors to 
rc:ducc (he ri::sk o f 5 /DS. If you 
ba\·e questions about uslo.l:t rnonitor.s fa 
other conditions talk to )OIU .health c.are 
pro...·ide:r. 

Reduce the ch ance that flat 
spo rs wtll dN'elop on y our 
b.:abJ• S head: provide 4'urnnty l ime .. 

\t'hen your baby is a.....akt :llld someone 
is watching: c tunse. the dlreaJon that 
}'OUr b:.by lies h the c rib f:rorn one ...,"CX!-k 

to i.he next. and a •;tid too muc b time iu 

The Depmtment's ability to respond to rep01ts of child abuse or neglect is based on factors such 
as the number of caseworkers, the seriousness or complexity of the cases receiving services and 
the availability of resources. Cunent staff resources are not sufficient for the Depmt ment to 
assign all of the reports of child abuse and neglect that it receives to Child Protective Services 
Casework staff. 

The Depmtment of Human Services has conb·acts with private agencies to provide ail altemative 
response to report s of child abuse and neglect when the allegations are considered to be low to 
moderate severity. There were 2,325 appropriate reports involving 4,980 children which were 
assigned to a Contract Agency for Altemative Response in 2008. 

There were 6,178 reports involving 12,141 children assigned to a caseworker for a Child 
Protective Assessment in 2008. 
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New Reports Assigned for Assessment 

J :li1iiT1 rm liJ m r. nr:mnrmUill"tU.!D . ~ · ~ • 1 ~ 

Office 
Portland 
Sanford 
Biddeford 
Lewiston 
Augusta 
Rockland 
Skowhegan 
Bangor 
Ellsworth 
Machias 
Houlton 
Caribou/FK 
Statewide 

Reports 0-4 5-8 9-12 13-15 
960 745 384 284 226 
315 224 184 124 95 
553 389 217 241 162 
1014 879 503 380 230 
762 584 369 282 193 
560 462 273 178 119 
420 304 227 164 113 
876 778 341 284 161 
219 147 91 73 46 
161 116 68 55 40 
62 54 32 18 11 

256 232 148 93 60 
6178 4929 2839 2183 1461 

Source of Reports Assigned for Assessment 

School Personnel 
Social Services Personnel 
Law Enforcement Personnel 
Medical Personnel 
Anonymous 
Neighbor/Friend 
Relative 
Other 
Mental Health Personnel 
Self/Family 
Child Care Personnel 

966 
771 
958 
658 
611 
456 
489 
194 
489 
486 
100 

16-17 
119 
40 
84 
119 
80 
64 
49 
96 
16 
17 
5 

38 
729 

Household Type/Living Arrangement of Reports Assigned for 
Assessment 

Two Parent Man ied 1341 
Two Parent Unmanied 1491 
One Parent Female 2556 
One Parent Male 420 
Adoptive Home 29 
Relative 198 
Non Relative 35 
Other 108 
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Family Stress Factors Identified During Assessment 

(IJiiml 

Portland 
Sanford 
Biddeford 
Lewiston 
Augusta 
Rockland 
Skowhegan 
Bangor 
Ellsworth 
Machias 
Houlton 
Caribou 
Fort Kent 
CPS Total 

Family Violence 
Alcohol/Dmg Misuse by Parent/Caretaker 
Mental/Physical Health Problem 
Severe Parent/Child Conflict 
Severe Acting Out Behavior of Child 
School Problems 
Divorce Conflict 
Emotionally Disturbed Child 
Runaway 
Alcohol/Dmg Misuse by Child 
Failure To Thrive Child 

1352 
2066 
3501 
740 
668 
767 
597 
545 
92 

183 
32 

Completed Assessments 

l!milJ I~"- I r•mnLA1 . •lr:N~ lll'il.'lTI ~I..'t P.l1ll P.l mu .. 
iiiirrrd] ""'" 

986 445 541 
319 114 205 
578 238 340 
1045 429 616 
764 220 544 
576 196 380 
408 182 226 
897 365 532 
233 120 103 
166 78 88 
89 31 58 
193 66 127 
59 33 26 

63 13 2527 3786 

Institutional Abuse 198 13 185 

Data compiled on Assessments begnn during calendar year. 
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45% 
36% 
41% 
41% 
29% 
34% 
45% 
41% 
56% 
47% 
35% 
34% 
56% 
40% 
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Child Abuse & Neglect Victims by Age and Sex 

2007 
Dliftg' h" .111!.11n"m HH lilA 11lror:li J~r:rn r.l"iiil' ]ill_l[lll l l IP.il/!.11n"m 

0-4 30 163 673 245 
5-8 25 90 312 224 

9-12 28 72 220 210 
13-15 15 34 129 91 
16-17 2 12 37 34 
Total 100 371 1371 804 

2008 
J;r:r.'ilil~ ~T:.t.-.1 t! Ill!. 11n"m J :.II ~~·wtd LA 1 il'l'm ~r:rnmi' J ilr iTilll I iJ\1 Lf! 1 il'J'm 

0-4 42 119 633 268 
5-8 37 68 283 195 

9-12 59 46 208 121 
13-15 51 60 158 133 
16-17 20 22 55 59 
Total 209 315 1337 776 

Drug Affected Babies 

Neonatal Abstinence Syndrome (NAS) "is a generalized disorder characterized by signs and 
symptoms indicating dysfunction of the automatic nervous system, gasb·ointestinal fl·act, and 
respiratory system" (Johnson et al [2003]) and is often exhibited by neonates of heroin and 
methadone-maintained mothers. 

Number of Drug Affected Babies Reported to CPS 

WEP J~mm mtiC!lli.W !.l!1.JU,l lWIIIIIII [:.JIU,,, 

2005 165 Highest concenb·at.ions in 
Bangor, Lewiston and Aubum 

2006 201 Highest concenb·ations 
coincide with 2005, with a rise 
in Ellsw01i h 

2007 274 Bangor and Augusta 
experienced greatest increase 

2008 343 Caribou, Lewiston and 
Rockland experienced 
significant increase 
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Child Deaths Reported to the 
State of Maine Office of Chief Medical Examiner 2007 

Total Deaths in 2007 

64 child deaths were rep01ied to the State of Maine Office of the Chief Medical Examiner in 
2007. 26 of these deaths were in children 1 year and younger. 16 deaths occurred in children 
ages 2-12 years, and 22 deaths were of children 13-17 years of age. 

o Under 1 year 
• 1-12 years 
o 13-17 years 

"' = "' Q) 

c .... 
0 ... 
~ 
E 
::I 
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Total Child Deaths in 2007 

Manner of Death 

Deaths Associated with Unsafe Sleep 2007-2008 

According to the American Academy of Pediatrics, unsafe sleeping practices include the sharing 
of sleeping surfaces (bedsharing), cluttered sleeping surfaces, soft bedding and prone 
positioning. These practices are risk factors for Sudden Unexplained Infant Death, and are 
associated with a number of infant deaths each year. 

22 Maine DHHS Child Death and Serious h1jmy Review Panel 



In 2007, there were 19 deaths reported in children under the age of one. 7 of the deaths had 
associated findings of unsafe sleeping practices. 

2007 

o Other • Associated findings of unsafe sleep 

In 2008, there were 13 deaths reported in children under the age of one. 8 of these cases had 
associated findings of unsafe sleeping practices. 

2008 

o Other • Associated findings of unsafe sleep 
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Risk Factors 2006-2008 

• The Child Death and Serious Injmy Review Panel collected data from 2,008 cases of 
Abuse/Neglect that were rep01ied dming 2006 and 2008. 

• There were 10,033 risk factors identified (5 factors per case on average) 

• 868 cases ( 43 .2%) were rated Physical Abuse, High Severity 

• 1,140 cases (56.8%) were rated Physical Abuse, Low/ Moderate Severity 

• If any of the following risk factors are present, there is a significant increase of severe 
child abuse. 

)- Substance Abuse by Parent 

)- Parental Mental Health Problems 
)- Domestic Violence History 

)- Parent is Former Foster Care Child 
)- Prior Child Protection System History 

Conclusions 

• A child's age is a very strong predictor of the severity of abuse; younger children suffer 
higher severity abuse than older children. 

• Among younger children, elevated parental behavior problems, environmental factors 
and prior CPS history are sb·ong predictors of severe abuse. 

• Among older children, elevated child behavior problems and prior Child Protection 
System history are strong predictors of severe abuse. 

Risk Factor Frequencies and Categorization 

J :m ~lwn (~~Ill& 'I ~~ [;.J l'l.Y ~· 
Parental Problems 1,874 93.3 
Child Problems 917 45.7 
Environmental Problems 814 40.5 
Previous CPS History 1,493 74.0 
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Activities and Outcomes, 2006, 2007, 2008 

Changes as a result of the CDSIRP 2006 Report 

A copy of the 2006 rep01t was submitted to the Commissioner of the Department of Health and 
Human Services and the Health & Human Services Committee of the 123rd Maine State 
Legislature. The following changes occUlTed as a result of the 2006 rep01t. 

)- The DHHS made a change in the Family Visitation Policy that supp01ted more 
effective communication and open disclosure of observed parenting pattems and 
feedback to parents pruticipating in supervised visitation. 

)- The Abusive Head Trauma Workgroup was f01med to reseru·ch evidenced based 
models to address and reduce the incidents of abusive head trauma to children. 

)- There is an active revision of the DHHS's assessment policy to address the 
recommendations of the Child Death and Serious Injury Review Panel to have an 
improved investigation and assessment protocol which will reduce the hrum to child 
victims and family members, and ensure faimess to the accused perpetrator. 

)- CDSIRP supp01ted the enhanced mandated rep01ter training between the Child Abuse 
and Neglect CoUI1cils and the Deprut ment 's Central Intake. In addition, the Child 
Death and Serious Injury Review Panel developed a response to mandated rep01ters 
who fail to make a mandated report in cases of abuse and neglect. 

)- The Pediatric Symptom Checklist was adopted by the Deprutment as a psychosocial 
screening instrument to reduce additional trauma to child victims by more 
appropriately identifying symptoms that interfere with healthy development. 

Activities and Outcomes for 2007 and 2008 

~ Law Enforcement, the Medical Examiners Office ru1d the Deprutment of Health and 
Human Services (DHHS) collaborated on developing a protocol for investigating Maine's 
cases of Sudden Unexplained Infant Deaths (SUID) using the national SUIDI protocol; 
developed by the US Department of Health and Human Services and the Center for 
Disease Control. Lt. Brian McDonough, from the Maine State Police, Margurite Dewitt, 
M.D. from the Maine Medical Examiners Office and Virginia Maniner, Director of Child 
Welfru·e Policy ru1d Practice at the Maine DHHS attended training on the national 
protocol in Boston, MA in 2008. Subsequent trainings have been presented in Maine 
utilizing this protocol. 

)- CDSIRP supported the development of the Abusive Head Trauma Workgroup. The 
Workgroup is made up of several members of the Child Death and Serious Injury Review 
Pru1el, the Child Abuse Action Network in addition to other critical members of the 
commUility. The Workgroup adopted the Period ofPUiple Crying program, an 
educational and evidenced-based program for pru·ents aimed at reducing incidents of 
abusive head fl·auma. To date all home visitors and public health nurses have been trained 
in the program and 29 out of 31 Maine hospitals have been trained to provide the Period 
of PUiple Crying program to all new pru·ents. The program has been implemented in 
neru·ly every hospital in the state! 

~ Historically Maine's Federally Mandated (CAPT A) Citizen Review Panel is operated 
Uilder the auspices of the CDSIRP. In collaboration with Casey Family Services, the 
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University of Maine, the DHHS, local Clergy, Adoptive and Foster Families of Maine, 

the Bangor Police Department, private service providers, and Domestic Violence 

advocates, the Network formed a development committee to form an independent Citizen 

Review Panel. The Panel had its orientation meeting in October 2008 and is currently 

developing long and short term goals for the next year. The development group met for 

one year to develop bi-laws and establish a membership plan. 
� The Panel has begun reviewing cases in clusters, by abuse type, which has provided an 

opportunity for more reviews each year, but also more focused reviews with more 

concise recommendations and implications for prevention.  

 

 

Proposed Activities for 2009 
 

� The Child Death and Serious Injury Review Panel (CDSIRP) will conduct more 

focused reviews of patterns of deaths and serious injuries with more concise and 

systematic recommendations, rather than individual and case specific reviews. These 

reviews will focus more directly on issue of public health and prevention of 

childhood deaths and serious injuries. Recommendations will be evidenced based and 

practical as to the needs of children and families in Maine.  

 

� The Child Welfare Coordinator is acting as a liaison between the National Center on 

Child Death Review and our local and State review teams to develop a new model for 

review, data collection and reporting. 

 

� The Child Welfare Coordinator in her role as coordinator of the CAAN, CDSIRP and 

the CRP will utilize the resources of all three committees to develop and implement a 

plan for the dissemination of recommendations for improved practice in child 

welfare.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



A special thanks for all the hours that our volunteer panel 
members commit to making this report a reality. 
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