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FOREWORD 

I n 1975. the Inter-Agency Council on Child 
Abuse and Neglect (ICAN) submitted its Qist request 
to the Coroner for a list of names of deceased children 
for case review. The process has matured, but the 
theine remains the same. Stories of dead children are 
told, one by one. 

Those fust victims would have been young 
adults by now. Their surviving siblings are adults. 
Peqietratois who were convicted in the system at that 
time are. most lilcely, IK> longer incarcerated. Almost 
all of the stories surrounding those deaths are held 
solely in the personal memory of team members and 
die surviving family members. 

ICAN reports and analyses on the deaths of 
these children began in 1990. Most of the drama of 
their deaths is broken into data elements, usefijl for 
developing protocols and policy, but lacidng the 
texture of the loss of young lives and the grief and 
mouming that rê ipeais diroughout the lifetimes of 
the survivors. 

Our formal activities grow and bring relief to 
many who will never even know that our Team exists. 
It must be true that some lives are spared, some 
children injured less severely because of our woric 
We manage our cases with heightened sensitivity and 
competence, but we can see more clearly how Ear we 
have to go. 

In April, 1995, die United States Advisory 
Board on Child Abuse and Neglect, chaired by 
Deanne Tilton Durfee. telcascd its report. "A Nation's 
Shame: Fatal Child Abuse and Neglect in the United 
States", addressing fatal child abuse on a national 
level. A major finding of that report was the positive 
effect of multi agency child deadi review teams. Local 
and national media have carried the stories of 
individual childreii with a force that has brought the 
issue into the personal lives of most Americans, 

Most cases reviewed today by ICAN are 
homicides, paralleling an increased level of activity of 
law enforcement from multiple jurisdictions and from 
our District Attorney's Family Violence Division. 

Policies and programs have changed for all 
departments with an increased focus on the very 
young. The Sheriff, Los Angeles Police Department, 
and the Department of Children And Family Services 
have protocols that address infants, toddlers and 
preschool age children. 

A grief and mourning professional group has 
begun addressing the pain of survivors including line 
agency staff who have personally known these 
childrctu Team members can see the purpose of our 
work more cleariy. This painfiil work is a privilege as 
the value of young lives becomes more vivid to each 
participanL 
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tNTRQDUCTTION 

I NTRODUCTiON 

^^^Icome to the sixth annual report of the Los 

Angeles County Inter-Agency Council on Child 

Abuse and Neglect (ICAN) Multi-Agency Child 

Death Review Team. 

The purpose of the report is to provide a detailed 

analysis of children's deaths in the county, their 

relationship to maltreatment, and ICAN agencies' 

involvement with these children and families prior to 

and following the death. 

The ICAN Multi-Agency Child Death Review 

Team was formed in 1978 to review child deaths in 

which a caretaker was suspected of causing the death. 

The Team is comprised of representatives from the 

Department of Coroner, Los Angeles Police and 

Sheriffs Departments, District Attwney's Office, 

Office of County Counsel, Department of Children's 

and Family Services, Department of Health Services, 

Probation Department, California Department of 

Social Services and Children's Hospital of Los 

Angeles. 

This report details the fmdings of children that 

died in 1994 and were referred by the Coroner to the 

ICAN Multi-Agency Child Death Review Team. It 

provides data on trends in these child deaths for the 

past six years. 

The Team believes that the study of these deaths 

can help us better understand the dynamics of the 

systems involved with families. Ultimately, our 

review will help us intervene more effectively to 

prevent child deaths as well as non-fatal abuse. The 

study of these deaths can help us better understand 

life. 

In 1994, we saw decreases in all categories of 

deaths reported to the Team, other than those that the 

Coroner ruled undetermined. Overall, there was a 

27.5% decrease. Homicides dropped 5%, the third 

year of decrease. Accidental deaths declined 32.7%, 

suicides declined 37%, and fetal deaths dropped by 

38%. 

While this decline in deaths is promising, the 

Team sees no simple reasons for the decrease. Simple 

answers should be questioned carefully. We have 

previously witnessed large fluctuations in death data 

and yet we continue to review cases where it is 

obvious that the system is limited in its resources to 

respond, investigate and deliver services. 

The Team provides eleven recommendations 

this year which we believe will provide for better 

safety for our children. We remain committed to the 

process of child death review and believe that this 

important work makes a difference in the lives of all 

our children. 
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FINDINGS & R^OIWENDATIONS 

FINDINGS 

CHILD HOMICIDES BY PARENTS/CARETAKERS 

39 child homicides by parents/caretakers 

were identified by the Team in 1994. This 

is a 5% decrease over the number 

identified by the Team in 1993 and 

represents the third year of decrease. 

69% (n=27) of the victims were male in 
1993. This is the highest percentage of 
male victims and reverses a trend of more 
female than male victims. 

26% (n= 10) of victims were under the age 

of 6 months. 41% (n=16) were under the 

age of 1 year. 72% (n=28) were under the 

age of 2 years. 

• 46% (n= 18) of victims were Latino. 

36% (n=14) of victims were African -

American. 15% (n=6) of the victims were 

White. 3% (n=l) were Asian. 

44% (n=17) of the fatal injuries were a 

result of head injuries caused by blunt 

force cerebral trauma, shaken baby 

syndrome or a combination of both. 

• Nearly 80% (n=31) of the fatal injuries 

were caused by direct assault, the 

perpetrators using no weapon other than 

their own hands. 

There were no child homicides by parentĵ  

caretakers in June, 1994, the fu^ month 

since 1989 with no such incidents. 

The deceased child had identified siblings 

in 69% (n=27) of the cases. 

51 % (n=20) of the families had a hisuny 

of receiving public assistance from the 

Department of Publk: Social Services. 

31% (n=12) of the families had a record 

of referral of children to child protective 

services prior to the death of the child 

Four (4) of these families were previous 

incidents which were unfounded or 

unsubstantiated and closed before service. 

20% (n=8) of the families recieved child 

protective services. 

23% (n=9) of the child homicide by 

parentŝ caretakers victims had medical 

records in Department of Health Services. 

82% (n=32) of case investigations 
resulted in presentations to the District 
Attorney's office by die law enforcement 
jurisdictions. 

41 perpetrators were identified by law 

enforcement 61% (n=25) of the 

perpetrators were men, most frequently 

(n=12) the mother's live-in boyfriend. 

The DA filed criminal charges on 66% 

(n=21) of the cases presented to them and 

rejected the remainder. 

Mothers were criminally charged on 42% 

(n=10) of cases in which charges were 

filed, mothers' live-in male companions 

in 37% (n=9) of cases and natiiral fathers 

in 17% (n=4) of cases. 
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CHILD HOMICIDES BY PARENTS/ 
CARETAKERS (CONT'D) 

• There were multiple suspects in 19% 

(n=4) of the cases where criminal 

charges were filed. 

DisDict Attomey disposition of 

criminal filings were: 

48% - (n=10) still pending trial. 

24% - (n=5) over 10 years 
imprisonment 

14% - (n=3) between 2 and 10 years 
prison 

10% - (n=2) one year jail, or less, 

with up to 5 years probation. 

5% - (n=l) dismissal 

ACCIDENTAL CHILD DEATHS 

70 accidental deaths were reported to 

die ICAN Team for 1993, a 32.7% 

decrease from 1993. 

The leading cause of accidental deaths 

continued to be drowning (50% 

(n=35)), followed by complications 

associated witii matemal substance 

abuse (28% (n=10)) and falls 

(20%(n=7)). 

The number of accidental deaths due to 

drowning decreased 12.5% from 1993. 

77.1% (n=54) of accidental deatii 

victims were male, 22.9% (n= 16) were 

female. 

21.4% (n=15) of tiie accidental deaths 

occurred in victims under the age of one 

year. 

90.9% (n=10) of tiie accidental deaUis 

which involved maternal substance abuse 

occurred in tiie neonatal period, between 

birth and 28 days of life. 

50% (n=35) of tiie accidental death 

victims were Latino children. Latino 

children comprise 48.2% of the county 

child population. 

20% (n=14) of tiie fatal accident victims 

were African American, compared to 

12.3% of the county child population. 

47% (n=33) of families had a histwy of 

receiving public assistance from the 

Department of Public Social Services. 

7% (n=5) of the families had a record of 

receiving child protective services prior to 

the deatii of the child. 

The deceased child had identified siblings 

in 46% (n=32) of tiie cases. 

18.6% (n=13) of the victims had records 

of being seen at Department of Health 

Services facilities. 

4 cases were presented by law 

enforcement to die Distinct Attwney. 

None of die case presentations resulted in 

criminal charges being filed. 
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UNDETERMINED CHILD DEATHS 

• 21 Undetermined deaths were referred to 

the Team by the Coroner for 1994. 

• 4 of the families were known to the 

Department of Children's Services prior to 

the death. 

• 5 of the victims had been seen at E>epan-

ment of Healtii Services facilities. 

• Criminal charges were filed by the 

District Attomey on one of the undeter­

mined cases. 

SUICIDES 

28 adolescent suicides, ages 10 through 17 

years, were reported to ICAN's Child 

Death Review Team by the Coroner in 

1994, a 37% decrease from 1993. 

75% (n=2I) of the suicide victims were 

male. 

43% (n= 12) of suicides were committed 

by Latino youtiis. 

• 71.4% (n=20) of the suicide victims were 

either 16 and 17 year old. 

The youngest victim was 10 years old, 

the youngest aged victim of suicide ever 

reported to ICAN. 

In 60.7% (n=17) of the cases, die metiiod 

of suicide involved the use of firearms. 

Other methods included hanging, 21.4% 

(n=6) and 17.9% (n=5) from drug 

overdose. 

21% (n=6) of the families wiUi suicide 

victims had a history of receiving public 

assistance from DPSS. 

18% (n=5) of the families with suicide 

victims had prior involvement with the 

Department of Children and Family 

Services. 

25% (n=7) of the suicide victims had 

records of involvement with the Probation 

Department for juvenile delinquent 

behavior. 

There were siblings identified in 25% 

(n=7) of the cases. 

FETAL DEATHS 

26 fetal deaths were reported to the ICAN 

Deatii Review Team for 1994, 38% fewer 

tiian in 1993. 

African American families suffered 38.5% 

(n=10) of tiie fetal deaths identified by tiie 

Team. There has been a decreasing trend 

in die number of fetal deaths reported to 

tiie Team over tiie past 5 years. 

• In 94% (n=16) of tiie fetal accidental 

deatiis, there was a history of matemal 

drug abuse present 

• There was one fetal homicide reported to 

the Team for 1994. 

• None of tiie families who suffered fetal 

deatiis had a record of prior involvement 

with tiie Department of Children and 

Family Services. 
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R ECOMMENDATIONS 

RECOMMENDATION 1: 

In 1994, ICAN's Child Deatii Review Team 

identified: 

• Siblings were known to be present in tiie 

homes of 69% of child homicides by parents/ 

caretaker cases. 

• Siblings were known to be present in tiie 

homes of 46% of accidental, preventable, 

deaths. 

Families who have lost a child due to family violence 

and otiier preventable, unexpected deatiis can greatiy 

benefit from counseling to deal witii grief and 

mouming. 

The number of children present in homes where one 

parent has killed another is unknown. The impact of 

loss due to violence is especially o^umatic. 

It is therefore recommended that: 

ICAN agencies develop systems for 

identifying and referring child survivors in 

homes where deatiis occur due to family 

violence and otiier traumatic deatiis to 

appropriate grief and mouming counseling 

services. 

• ICAN agencies advise therapists and otiiers 

serving these families of resources available 

from tiie ICAN Family Violence Grief and 

Mouming Professional Resource Group. 

The ICAN Child Deatii Review Team work 

witii die ICAN Family Violence Grief and 

Mouming Professional Resource Group to 

examine systems of staff support for 

professionals dealing witii fatal and serious 

family violence. 

RECOMMENDATION 2: 

In 1994,46% of child homicides by parents/caretakers 

were perpetiated by someone otiier tiian the child's 

natural parenL Most commonly, these perpetrators 

were the parent's friend or companion, usually male, 

who frequentiy or occasionally supervised tiie child. 

These relationships may be of short duration and tiie 

companion may or may not reside in the home. These 

caretakers may not be competent to care for infants 

and very young children. 

It is therefore recommended that: 

ICAN agency staff carefully evaluate all 

individuals who may have significant contact 

with young children in the home when 

assessing risk, including adults placed in 

parenting/caretaking roles who are not tiie 

child's natural parent. 
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RECOMMENDATION 3: 

In 1994, tiie ICAN Child Deatii Review Team 

identified tiial 97% of homicides by parents/caretakers 

involved children under 5 years of age. 69% of 

accidental death victims were 4 years of age or 

younger. 

It is therefore recommended that: 

b. Families whose cases are investigated 

and allegations are unsubstantiated. 

c. Families whose cases are investigated 

and allegations of abuse or neglect are 

unfounded but the worker indicates 

concem that children in tiie family may 

be at-risk for future abuse or neglect. 

All ICAN and community based child abuse 

service provider agencies renew their focus 

on providing child abuse prevention and 

treatment services to families witii infants, 

toddlers and preschool age children. 

RECOMMENDATION 4: 

In 1994, only 20% of child homicides by parents/ 

caretakers were involved with the Department of 

Children and Family Services for child protective 

services prior to the death of the child. An additional 

10% of the families had been investigated for 

allegations of abuse or neglect but those cases were 

closed as unsubstantiated or unfounded. In Los 

Angeles County, few services specifically target at-

risk families who are not under supervision of DCFS. 

It is therefore recommended that: 

• The ICAN AB 1733/2994 Planning 

Committee explore of the use of AB 1733/ 

2994 funds for: 

a. Families whose cases are assessed out of 

tiie DCFS system at tiie point of referral 

to tiie Child Abuse Hotiine. 

RECOMMENDATION 5: 

Review of cases by the Child Deatii Review Team 

wherc there has been previous Dependency Court 

involvement with families has revealed that there arc 

sections of the Welfare and Institutions Code which 

mandate the Dependency Court and DCFS to provide 

services when this may not be in the child's best 

interest. In some cases, children have been returned 

to tiie parents and were subsequenUy killed. 

It is therefore recommended that: 

ICAN support legislation to amend the 

Welfare and Institutions Code to: 

a. Require the court to make a finding that 

family reunification will not conflict 

witii the safety, protection and wellbeing 

of the minor. 

b. Allow reunification services to nQl be 

provided when the parent or guardian 

has willfully abandoned a child and the 

court finds tiiat tiie abandonment was 

life threatening. 



FINDINGS & RECOMMENDATIONS 

c. Allow reunification services to iiQl be 

provided when a child's sibling(s) had 

been declared dependent children of the 

court and removed from a parent's 

custody and the court has ordered 

termination of reunification services for 

those sibling(s) and developed 

permanent plans for them. 

d. The burden of proof should be shifted to 

the parents of children where parental 

rights have been terminated on another 

child and the parents should be required 

to demonstrate to tiie court why their 

parental rights should not be terminated 

at tiie point that tiie Court finds the child 

is a person described by Section 300 of 

the Welfare and Institutions Code. 

e. Require adequate qualifications and 

training of judicial officers assigned to 

Dependency Court. 

It is therefore recommended that: 

ICAN support legislation so that when a 

child who is the subject of dependency court 

proceedings is placed in the home of 

relatives, a criminal records check is con­

ducted on all adults and adolescents living in 

that home as well as all persons who, by tiie 

nature of tiieir relationships, may have 

frequent contact with the child. Further, 

prior to releasing a child to the home of a 

relative, tiie social worker should be required 

to fu"st visit tiie home to ascertain the 

appropriateness of tiic placement. No child 

should be placed with a relative caretaker 

where the relative or another person either 

living in the home or having frequent contact 

witii tiie child has been convicted of a crime 

that involved a child, or by its nature, 

represents potential harm lo the safely of tiie 

child. 

RECOMMENDATION 7: 

RECOMMENDATION 6: 

The Child Death Review Team has reviewed several 

cases where a child has been removed from the 

parents custody by the Dependency Court and placed 

with relatives. It has been Department of Children 

and Family Services policy for five years to conduct 

background checks on relatives and making home 

visits to evaluate the appropriateness of the home 

prior to releasing children to their custody. This is not 

a required by state law. 

Review of cases involving deaths of children in out-of 

home care has revealed that current policies do not 

mandate tiiat the State Department of Social Services 

(SDSS) investigate deatiis in homes tiiat are certified 

by Foster Family Agencies. Foster Family 

Agencies(FFA) conu-act with the State to recmit, 

certify, monitor, and provide sujjport to foster family 

homes. However, when a death or any abuse 

allegations occur within a FFA certified home, the 

FFA is the body that investigates the home for 

licensing violations. The Team feels that in instances 

of child deatii, there is need for an outside party to 

investigate tiiese homes. 
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The Team was informed in late November, 1995, tiiat 

DOJ will no longer provide case specific data from 

tiie Index and therefore the Team will be unable to 

monitor and seek to solve tiic problem of under 

reporting to the Index. 

It is therefore recommended that: 

ICAN support legislation amending Section 

11170 of tiie Penal Code to allow tiie 

Department of Justice to release data from 

tiie Child Abuse Central Index for tiie 

purposes of reconciling data with Child 

Death Review Teams and otiier multi-

disciplinary personnel teams. 

RECOMMENDATION 11: 

RECOMMENDATION 12: 

The 1994 Team Report recommended tiial 

participating agencies should assure that all necessary 

child deatii case data be submitted in a timely, 

ongoing, flow basis to the Team. This 

recommendation has not been implemented by all 

ICAN agencies. 

Not only does the delay in returning data postpone the 

release of the annual report, it also impacts on tiie 

identification of cases needing comprehensive review 

by tiie Team. This may result in delays in identifying 

and protecting surviving children, and may hamper 

appropriate criminal action. Additionally, it impedes 

sharing of information between Team members as 

data is reconciled. 

Under current statute, tiiere is no clear authority for 

child death review and other multidisciplinary 

personnel teams to share information with such teams 

in other counties. While individual disciplines may 

share infomiation across county lines, due to tiie 

confidential nature of team proceedings, team 

coordinators are inhibited from facilitating 

communication on cases between counties. There 

have been incidents where multiple child deaths have 

occurred in different counties and it is imperative that 

teams be allowed to share information, developed by 

team review, across county lines. 

It is therefore recommended that: 

ICAN support legislation tiiat allows child 

deatii review and otiier multidisciplinary 

personnel teams to share case information 

with such teams in other counties. 

The Team is hampered, tiirough time consti-ainls, on 

the number of cases tiiat can receive comprehensive 

review. A system of data collection and data sharing 

must be adopted which facilitates cases management 

of all child deatiis brought lo tiie Team's attention. 

It is therefore recommended that ICAN agencies 

that participate in tiie Child Death Review Team: 

Evaluate the data collection process on child 

deatii cases and consider enhancement of the 

system to facilitate case management of 

deatiis not receiving comprehensive review, 

and 

Systematically collect and, on an ongoing 

and timely basis, refer child death case 
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TEAM PROTOCOLS FOR CASE REFERRAL 

^^alifomia law requires tiiat all suspicious or 

violent deatiis and tiiose deatiis where tiie decedent has 

not been seen by a physician in the 20 days prior to tiie 

deatii are to be reported to tiie Deparunent of Coroner. 

The Coroner is then responsible for determining the 

circumstances, manner and cause of these deatiis. 

Every moming, the Coroner's on-duty 

Supervisor compiles a list of all cases tiiat came to tiie 

Coroner's attention during tiie previous 24 hours. 

From tiiis compilation, tiie Coroner has agreed to 

derive a new list of all children age ten (10) and 

under* where one or more of the following factors are 

present, for review and study by the ICAN Child 

Death Review Team: 

1. Dmg ingestion 

2. Cause of deatii undetermined after 

investigation by Coroner 

3. Head ti^iuma (subdurals, subarach­

noid, subgaleal) 

Mahlu0 t̂ion^eglect/failure to thrive 

Drownings 

Suffocation/asphyxia 

Fractures 

Blunt force trauma 

Homicide/child abuse/neglect 

Bums except where cause is clearly 

not abuse /neglect, such as auto 

accident, accidental house fues, etc. 

Sexual abuse 

Gunshot wounds 

Special populations - fetal deaths and 

suicides are part of separate studies 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

n. 
12. 

13. 

Once a case is identified by tiie Coroner, case 

specific information is sent to tiie ICAN offices, 

where it is routed to Team representatives from tiie 

Distiict Attorney's Office, Deparunent of Children 

and Family Services, Los Angeles Police Department, 

Los Angeles Sheriffs Deparunent, and Department of 

Healtii Services. 

Members check each case in their agencies' 

computers and files for previous contacts with the 

child or family. Record check fmdings are tiien 

returned to tiie ICAN office for compilation and 

analysis. 

The California State Department of Justice 

provided a detaUed listing of child homicides where 

tiie victim was under tiie age of 18 years reported 

from Los Angeles County, which was reconciled 

against tiie Team's findings. The Team's Probation 

representative checked records on all suicide cases to 

determine if any of tiiose children were known to 

Probation. 

Selecting cases for comprehensive review by tiie 

Team is a process tiiat takes place witiiin tiie Team 

itself. Three to five cases that meet tiie above 

mentioned criteria are reviewed in depth at each 

montii's meeting. Primarily, high profile cases and 

cases in which a committee member requests tiie 

Team's multidisciplinary perspective, are reviewed by 

the team. The Team encourages agency staff involved 

witii tiie cases reviewed to attend Uie meeting at which 

tiiat case is discussed to share tiieir observations and 

fmdings. 

At tiie end of tiie year, tiie Coroner reports 

summary statistics on all cases reported to the Team 

* Age exceptions are made for apparent suicides and 
homicides by family member or caretaker. 
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TEAM PROTOCOLSf ORCASE REFERRAL 

These cases remain suspicious in nature 

and are of interest to tiie Team because a 

final detenninauon cannot be made by the 

Coroner. These cases include perinatal 

demise of undetermined cause, which, 

may be child maltreaunent related, if the 

infant was left exposed or unattended. 

However the Coroner may iKit be able to 

determine if die exposure caused die death 

or if if was due to some otiier cause. 

• Suicides of children and adolescents are 

reported to the Team as a special 

population. The Team recognizes that 

suicide, most often, in and of itself, is not 

a result of child abuse and neglect 

However, tiie ability of the Team to 

collect information on tiiese deatiis from 

multiple agencies is of benefit in better 

identifying these high risk teenagers for 

prevention purposes. 

Fetal deatiis are also handled as a special 

popttiauon. They are not reported with 

other child abuse or suspicious deaths and 

are reported on separately in a special 

section of die report They iiKlude fetal 

honucide cases which are a result of 

violence against the mother. 

The gaps between the Coroner's classifications 

of child deatiis witii tiie public's perception of child 

abuse fatalities creates a dilemma regarding reporting 

the Team's fmdings. 

The ChUd Deatii Review Team's purpose is to 

work to prevent or minimize child deatiis. In order to 

do so, the Team must work together to confront 

patterns of preventable child death within tiie County 

through coordinated research and analysis of tiie root 

causes of these deaths. 

CORONER REFERRALS TO ICAN CHILD 
DEATH REVIEW TEAM - 1994 

190 deatiis were reported by the Department of 

Coroner to die ICAN Child Death Review Team in 

1994. 

Prelintinary review of honucides and 

reconciliation of tiie deatiis referred by the Coroner to 

Team reviewed deaths resulted in tiie removal of 6 

honucides. In two cases, the perpetrator of tiie 

homicide was either unknown to the victim or family. 

Three cases involved siblings or friends of the victim 

who unintentionally shot the victim with a fireann. 

While "death at hands of another", no criminal 

charges were ever brought against the child who 

discharged the victim or the owners of the firearms as 

it was detemuned tiiat all were properly stored. One 

homicide was excluded as tiie victim resided in a 

neighb(Hing county, the fatal injuries were inflicted in 

that county but the child was brought to a medical 

facility in Los Angeles County, where tiie child died. 

All follow-up investigation and services are being 

handled by that neighboring county where the injuries 

occurred. 

Figure 1 on tiie next page summarizes how tiie 

190 deatiis referred by tiie Coroner in 1994 were 

categorized and where adjustments were made. 
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Figure I 

F L O W C H A R T O F C A S E DISTRIBUTION F O R A N A L Y S I S 
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F L O W C H A R T O F C A S E DISTRIBUTION F O R A N A L Y S I S 
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CHILD HOMICIDES BY PARENTS / CARETAKERS 

C H I L D HOMICIDES BY PARENTS/CARETAKERS IN LOS ANGELES COUNTY 

Jane, I year old, died as a result of traumatic head 

injuries. Her mother was 22 years old. The 

mother's boyfriend had lived in the home for 8 

months. There was a 3 year old sibling. The 

paramedics were called to the home 3 days 

prior to the death as Jane was not breathing. 

The initial story was that while the boyfriend 

was showering with Jane, she sat on the floor 

and fell over. The emergency room physician 

felt the injuries were not consistent with the 

boyfriend's story. There was both old and new 

head trauma. The old trauma was approx­

imately 2 weeks old. 

The boyfriend reported that two days prior to the 

fatal incident, a dissassembled crib fell on 

Jane. The sibling was interviewed but the 

interview was not productive. The mother 

never mentioned the crib during her interview. 

She did state that she noticed some of Jane's 

hair missing and remembered the boyfriend 

previously pulling the sister's hair. The 

mother's story was very inconsistent. During 

the boyfriend's interview he indicated that "the 

baby was always asking for too much love." 

Both the mother and boyfriend were arrested 

for child endangering (273(a)P.C. and the 

sibling was taken into protective custody. 

The District Attorney initially rejected the case as 

the medical examiner findings were consistent 

with the fatal injuries being caused by the crib 

and that the neighbors had seen the injuries 

prior to Jane's hospitalization. 

The Coroner reviewed the autopsy findings. The 

injuries from the crib were not the fatal 

injuries. The old injuries may have been 

caused from the failing crib however, the lethal 

injuries were fresh. Whoever had physical 

custody at the time that Jane lost consciousness 

caused the death. The neuropathology report 

was very definitive that the injuries occurred 

invnediately prior to the hospital admission. 

The injuries were a result of impact and 

shaking trauma. There was a skull fracture on 

the rear of the head. 

As a restdt of this new information. District 

Attorney representatives indicated that they 

would file charges on the boyfriend as he was 

alone with the children at both times that the 

injuries occurred. 

The District Attorney subsequently filed murder 

charges against the mother's boyfriend and 

child endangerment charges against the 

mother. The case is pending trial. 

DCFS reported thai they received a referral one 

month prior to the death alleging that the 

boyfriend physically abused the 3 year old 

sibling with a belt. The local police responded 

but did not take the children into custody as 

there were no bruises. DCFS investigated and 

found the allegation of physical abuse 

unsubstantiated since there were no marks or 

bruises. Lacking jurisdiction to provide 

services, the family was referred to parenting 

classes and the case was closed prior to Jane's 

death. 
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orty-five homicides were reported to the Team 

by tiie Coroner for 1994. Following review of law 

enforcement records, six cases were determined not lo 

be perpetrated by parents or caretakers . In two cases, 

the perpetî lor of tiie homicide was unknown to eitiier 

tiie victim or family. Botii of tiiese cases were drive-

by shootings. One case involved a child who was a 

resident of an adjacent county and died in that county 

but was ttansported to a Los Angeles County medical 

facility where death was declared. Three cases 

involved siblings or friends of tiie victims who 

unintentionally shot the victims with a firearm. TTiere 

was no prosecution of the parent/caretaker on any of 

these cases as the fu^arm was stored properly. 

Given tiiese adjustments, the Team has 

determined tiiat there were 39 child homicides 

perpetrated by parents/caretakers in Los Angeles 

County in 1994. This is a decrease of 5% from tiie 

42 child homicides by parents/caretakers in 1993 and 

represents the lowest number of child homicides by 

parents/caretakers since and including 1989. Figure 2 

displays, by year, tiie 275 chUd homicides by parents/ 

caretakers referred to the Team by the Coroner for the 

period of 1989 tiuDugh 1994. 

G E N D E R 

In 1994,69% (n = 27) of tiie victims of child 

homicide by parents/caretakers were male, while only 

31% (n = 12) of the victims were female. Over the 

past 6 years, there have been a total of 142 male 

victims (51.6%) and 133 female victims (48.4%). 

The percentage of female victims has ranged 

from tiiis year's low of 31% to a high of 61% in 1993. 

The number of female victims had varied littie up 

until 1994, averaging 24.2 per year and ranging from 

21 to 26. 

The number of male victims has had a much 

greater fiucuiation over the past six years. The 

average has been 23.7 per year, and has ranged from a 

low of 16 in 1993 to a high of 35 in 1991. 

Figure 3 displays the gender Iweakdown of the 

child abuse homicide victims for the past 5 years. 

AGE 
The ages of tiie victims of homicide by parents/ 

caretakers between 1989 and 1994 is displayed in 

Figure 4. In 1994,41% of the victims were under tiie 

age of one year, 26% under tiie age of 6 montiis. 72% 

of the victims were under the age of 2 years. 97% 

were under the age of 5 years. In 1994, only 1 victim 

of homicide by parents/caretakers over the age of 10 

years was identified. 

Over tiie past 6 ycrars, 46% (n=126) of the 

victims have been under the age of 1 year, 88% 

(n=243) have been under the age of 5 years. 

The ages of tiie victims in 1994 is comparably 

younger tiian tiie homicides between 1989 and 1993. 

In prior years, approximately 60% to 65% of child 

homicide by parents/caretakers victims have been 

under tiie age of 2 years. In 1994 tiiat level rose lo 

72%. In previous years, 90% or more have been under 

the age of 5 years. The percentage of children under 

the age of one has ranged from 40% to 56% over the 

past 6 years. 

Table 1 displays tiie relationship between the 

age and sex of tiie child homicide by parents/caretak­

ers victims in 1994. The average age of female 

victims was 1.3 years, tiie median, 388 days or 
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Figure 4 

1989 • 94 ICAN CHILD HOMICIDES BY PARENTS/CARETAKERS BY AGE 

1 4 0 - f ' ^ 
• 1994 

1993 

Ei 1992 • 1991 • 1990 

• 1989 

slightiy higher than 12 montiis. The average age of 

female child victims of homicide by parentV 

caretakers has decreased over tiie past six years. In 

1989, the average age was 3.1 years, increasing to 3.8 

years in 1990, tiien decreased to 2.2 years in 1991,1.7 

years in 1992 and 1.6 years in 1993. The decrease in 

1994 was primarily due to die relatively greater 

number (n = 5) of female infants under tiie age of 1 

year than older victims. The youngest victim, killed 

on the day of birth, was female. 

The average age of tiie male victims in 1994 

was 1.7 years, with the median being 1 year 3 montiis. 

In 1989, tiie average age was 1.6 years, in 1990,2.7 

years, in 1991,22 years, in 1992 it was 2.3 years and 

in 1993 it was 2.0 years. 

TabUl 

1994 ICAN CHILD HOMICIDES BY 
PARENTS/CARETAKERS - AGE AND SEX 

Age Male Female 

less than 1 year 11 5 

1 year 9 3 

2 years 4 3 

3 years 2 1 

12 years 1 0 
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Figure 4 

1989 - 94 ICAN CHILD HOMICIDES BY PARENTS/CARETAKERS BY AGE 
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slightiy higher than 12 montiis. The average age of 

female child victims of honucide by parents/ 

caretakers has decreased over the past six years. In 

1989, tiie average age was 3.1 years, increasing to 3.8 

years in 1990, then decreased to 12 years in 1991,1.7 

years in 1992 and 1.6 years in 1993. The decrease in 

1994 was primarily due to the relatively greater 

number (n = 5) of female infants under die age of 1 

year than older victims. The youngest vktim, killed 

on the day of birth, was female. 

The average age of tiie male victims in 1994 

was 1.7 years, with the median being 1 year 3 months. 

In 1989, the average age was 1.6 years, in 1990,2.7 

years, in 1991,22 years, in 1992 it was 2.3 years and 

in 1993 it was 2.0 years. 

TabUl 

1994 ICAN CHILD HOMICIDES BY 
PARENTS/CARETAKERS - AGE AND SEX 

Age Male Female 

less than 1 year 11 5 
1 year 9 3 
2 years 4 3 
3 years 2 1 
12 years 1 0 

20 
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ETHNICITY 

In 1994,46% of tiie victims of child homicide 

by parents/caretakers victims were Latinos (n=18), a 

3% decrease from 1993. African-Americans 

represented 36% (n=14) of tiie child homicide by 

parents/caretakers, an increase of 40% from 1993. 

There were 6 White victims, representing 15% of tiie 

total and 1 Asian homicide, representing 3% of the 

UMal. 

1990 U.S. Census figures show tiie chUd 

population in Los Angeles County U3 be 48.2% 

Latino, 27.9% White, 12.3% African American and 

12.0% Asian. When the child homicides by parents/ 

caretakers are compared to these child population 

statistics, African American children continue to be 

the only racial/ etimic group that is overrepresented. 

Latinos are approximately equal to their child 

population rate, while White and Asian children are 

underrepresented. Table 2 displays tiie ratio between 

the child honucide by parents/caretaker percentages 

and child population percentages. 

From a multi-year perspective, as iUustrated in 

Figure 5, tiie ratio of African American children tiiat 

are victims of homicide by parents/caretakers every 

year from 1989 has been greater tiian tiieir 

composition within tiie Los Angeles community. 

Latino child homicides by parents/caretakers have 

increased, not oiUy in real numbers, but also in 

relationship to Latino's percentage of child population. 

Asian children have been consistentiy under-

represented in child homicides by parents/caretakers 

except in 1991. White children have shown a steady 

decline in child homicide by parents/caretakers 

incidents. Because tiie number of child homicide by 

parents/caretakers is extremely small in relationship lo 

Los Angeles County's overall child population, 

relative increases or decreases of deaths in any one 

racial/ethnic group may make the percentages vary a 

great deal. 

Table 2 

1994 ICAN CHILD HOMICIDES BY PARENTS/ 
CARETAKERS - RACE 

Race Number % Child Pop 
% 

Ratio* 

Latino 18 46 48.2 0.95 

African American 14 36 12.3 2.9 

White 6 15 27.9 0.5 

Asian 1 3 12.0 0.25 

• Ratio m%of deaths by race / % child population by race. A ratio of 

1.00 would mean that tfie % of child abuse homicides is the same as 

that racial/ethf)ic groups % of children in Los Angeles County. 
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Table 3 

CAUSES OF CHILD HOMICIDES BY PARENTS/CARETAKERS 1989 - 94 

1989 1990 1991 1992 1993 1994 TOTAL 

Head trauma 21 17 23 16 14 17 108 

Multiple trauma 6 5 7 9 7 7 41 
Gunshot wounds 6 11 5 3 2 2 29 
Trauma to torso/abdomen 1 7 3 3 6 20 
Asphyxiation/Suffocation 4 5 1 2 2 14 
Drowning 1 2 5 2 1 1 12 
Strangulat»n 3 1 4 1 1 1 11 
Poisoning/drug ingestion 1 1 6 1 9 
Stabbing 2 3 1 6 
Fire 3 1 4 
Unattended / neglected newborn 3 1 1 5 
Dehydration / malnutrition 1 1 1 3 
Neck compressnn 1 1 1 3 
Medical neglect 2 1 3 
Bums 2 2 
Undetermined 1 1 2 4 
Penetrating wound to brain 1 1 
TOTAL 42 46 61 46 41 39 275 

Figure 6 

1989 -94 ICAN CHILD HOMICIDES BY PARENTS/CARETAKERS - CAUSES OF DEATH 
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TEMPORAL PATTERN 

In 1994, the greatest number of child homicides 
by parents/caretakers occurred in May (n=8). The 
second greatest number of honucides occurred during 
March (n=7). There were no homicides in June. 

Figure 7 displays the child homicides by 
parents/caretakers by month for the past six years. 
During tiie period of 1989 tiuough 1994, tiie greatest 
number of child abuse homicides occurred during the 

montii of March. The least number of child homicides 
by parents/caretakers have occurred during December. 

The 275 homicides by parents/ caretakers during 
the past six years translates to an average of 3.8 per 
montii. While acQial deaths in any given montii vary, 
June, 1994 was the only month in tiie past six years in 
which there was recorded no child honucides by 
parents / caretak .̂ 

Figure 7 
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CHILD PROTECTIVE SERVICE 
INVOLVEMENT 

Denise, 2 years old, died as a result of blunt 

abdominal trauma. She died in Mexico after 

being taken there by her parents for medical 

treatment. They were cfraid to lake Denise for 

medical treatment in the U.S. as the 

Department of Children and Family Services 

had been involved with the family for 2 years 

and they feared DCFS would remove her from 

their custody. The criminal investigation was 

complicated due to multiple jurisdictions aiul 

involvement of Mexican authorities. The 

timeline of events and interviews with the 

suspects were reviewed. 

Denise had an autopsy in Tijuana in which her 

death was ruled accidental. Her body was then 

taken to a mortuary in San Diego. They had 

started to embalm her prior to recovery by LA. 

County officials. Autopsy in Los Angeles 

indicated 3 blows to the abdomen, one within 

24 hours of death. There was scar tissue 

indicating chronic abuse. 

Despite extensive investigation, the circumstances 

surrounding Denise's death were unclear. Her 

stepfather, mother, and 13 year old uncle were 

all suspects in the death While in Mexico, the 

uncle confessed to sexually abusing Denise and 

hitting her in the abdomen. However, his 

statements were not corroborated by physical 

evidence and there was concern that his 

confession was coerced. Upon his return to 

California, he denied abusing Denise. 

The District Attorney initially rejected the case 

when it was presented to them shortly (rfter the 

death. There was extensive follow-up 

investigation t^er those presentations. The DA 

Family Violence Unit agreed to review the 

case. 

DCFS history was reviewed. The family had been 

referred to DCFS for physical abuse of Denise 

when she was one month old. All of the 

children had been detained and the court 

ordered Family Reunification services. The 

children had been placed with the maternal 

grandmother. The children were eventually 

returned to the parents and provided family 

maintenance services. 

Denise and her two siblings had been seen at a 

Department of Health Services multi-

disciplinary child abuse assessment center two 

months prior to her death due to allegations of 

sexual abuse. The Center's involvement with 

the family was reviewed. Denise's mother 

provided a history that Denise and her siblings 

bruised easily, the children had shaved heads, 

and appeared neglected and unkept. The 

evaluation, however, revealed no positive 

findings for sexual or physical abuse. 

Folbwing Denise's death, her 3 year old and 9 

month old siblings were removed from the 

parents and placed in foster care. The mother 

was pregnant at the time of Denise's death and 

when that irtfant was born, he was also 
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TEMPORAL PATTERN 

In 1994, the greatest number of child homicides 
by parents/caretakers occurred in May (n=8). The 
second greatest number of homicides occurred during 
March (n=7). There were no homkides in June. 

Figure 7 displays the child homicides by 
parents/caretakers by month for the piast six years. 
During tiie period of 1989 tiux>ugh 1994, tiie greatest 
number of child abuse homicides occurred during the 

month of March. The least number of child homicides 
by parents/caretakers have occurred during December. 

The 275 honucides by parents/ caretakers during 
tiie past six years ti^nslates to an average of 3.8 per 
month. While actiial deaths in any given montii vary, 
June, 1994 was tiie only month in tiie past six years in 
which there was recorded no child homicides by 
parents / caretakers. 
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Figure 8 

1989 - 94 CHILD HOMICIDES BY PARENTS/CARETAKERS 
CHILD PROTECTIVE SERVICES INVOLVEMENT 
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Table 4 TabUS 

1994 ICAN CHILD HOMICIDES BY 
PARENTS/CARETAKERS - REASONS FOR 
PRIOR CHILD PROTECTIVE S E R V I C E S 

Reason n % 

Physical abuse 6 50 

Prenatal substance abuse 3 25 

Severe neglect 3 25 

1994 ICAN CHILD HOMICIDES BY 
PARENTS/CARETAKERS -
LENGTH OF TIME BETWEEN PRIOR DCFS 
C A S E OPENING AND DATE OF DEATH 

% Reason 

Less than 1 month 

1 to 6 months 

6 to 12 months 

1 to 2 years 

2 years or more 

n 

2 

3 

0 

3 

4 

17 

25 

0 

25 

33 
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Table 6 Table 7 

1994 ICAN CHILD HOMICIDES BY 
PARENTS/CARETAKERS -
REASONS FOR CHILD PROTECTIVE 
SERVICES FOLLOWING THE DEATH 

Reason n % 

Physk:al abuse 

Severe neglect 

Substance abuse 

Figure 9 

23 77 
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AGES OF MOTHERS IN 1994 ICAN CHILD 
HOMICIDES BY PARENTS/CARETAKERS 

Age 

Under 20 years 

20 to 24 years 

25 to 29 years 

30 to 34 years 

35 years and over 

3 

14 

9 

4 

1 

10 

45 

29 

13 

3 

CHILD PROTECTIVE SERVICES ACTIVITIES ON 1994 CHILD HOMICIDES 
BY PARENTS/CARETAKERS 

12 Families 
Prior CPS Contact 

27 Families 
No Prior CPS Contact 

7 Families w/ prior 
cases still open at 

time of death 

1 Family provided 
services and 

Closed before death 

6 Families involved 
w/ Dependency 

Court 
X 

0 Families involved 
w/ Dependency 

Court 

4 Families w/ prior 
investigations 

unsubstantiated/ 
unfounded 

5 Families rec'd 
Placement Services 

0 Families rec'd 
Placement Servces 

FATAL INJURY / DEATH OF VICTIM 

6 Families cases 
remained open 
following death 

1 Family's case 
closed due to 

surviving sibling 
living out of home 
where homicide 

occurred 

5 Families cases 
reopened aher death 

19 Families had 
DCFS cases opened 

after death 

5 Families involved 
w/ Dependency 

Court & in 
Placement 

12 Families involved 
w/ Dependency 

Court & in 
Placement 

X 
7 Families cases 

ctosed 
after investigatnn due 
to no siblings or law 
enforcement ruling 
death accidental 

8 families had no 
DCFS case opened 

because: 
- 3 Families had no 

siblings 
- 3 DCFS showed no 
record of family. Law 
enforcement did not 

confirm or deny 
presence of siblings 

in danger. 
2 victim's ID unknown 
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Tabled Table 7 

1994 ICAN CHILD HOMICIDES BY 
PARENTS/CARETAKERS -
REASONS FOR CHILD PROTECTIVE 
SERVICES FOLLOWING THE DEATH 

Reason n % 

AGES OF MOTHERS IN 1994 ICAN CHILD 
HOMICIDES BY PARENTS/CARETAKERS 

Age n % 

Under 20 years 3 10 

Physk:al abuse 23 77 20 to 24 years 14 45 

Severe neglect 6 20 25 to 29 years 9 29 

Substance abuse 1 3 30 to 34 years 4 13 

35 years and over 1 3 

CHILD PROTECTIVE SERVICES ACTIVITIES ON 1994 CHILD HOMICIDES 
BY PARENTS/CARETAKERS 

12 Families 
Prior CPS Contact 

I 

27 Families 
No Prior CPS Contact 

7 Families w/ prior 
cases still open at 

time of death 
I 

1 Family provided 
services and 

Closed before death 

6 Families involved 
w/ Dependency 

Court 

X 
0 Families involved 

w/ Dependency 
Court 

4 Families w/ prior 
investigations 

unsubstantiated/ 
unfounded 

5 Families rec'd 
Placement Services 

0 Families rec'd 
Placement Services 

FATAL INJURY / DEATH OF VICTIM 

6 Families cases 
remained open 
following death 

1 Family's case 
closed due to 

surviving sibling 
living out of home 
where homicide 

occurred 

5 Families cases 
reopened aher death 

19 Families had 
DCFS cases opened 

after death 
E 

5 Families involved 
w/ Dependency 

Court & in 
Placement 

12 Families involved 
w/ Dependency 

Court & in 
Placement 

7 Families cases 
cbsed 

after investigation due 
to no siblings or law 
enforcement ruling 
death accidental 

8 families had no 
DCFS case opened 

because: 
- 3 Families had no 

siblings 
- 3 DCFS showed no 
record of family. Law 
enforcement did not 

confirm or deny 
presence of siblings 

in danger. 
2 victim's ID unknown 
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Dependency Court action on 6 of tiiese families and 5 

of the deceased chUdren had at one lime been placed 

in out of home care. Only one of tiiese chUdren died 

while in out of home care. 

In addition to the 7 cases that were open to 

DCFS at tiie time of tiie child honucide by parent/ 

caretaker, 5 families that were previously known to 

DCFS had cases reopened after tiie deatii. 19 addi­

tional fanulies that were previously unknown to 

DCFS were referred immediately following tiie deatii 

or fatal injury. 

The reason for referral on tiie 30 families tiiat 

received services following the death are displayed in 

Table 6. The largest number of cases were opened for 

physical abuse (n=23). 

DCFS closed 8 of tiie 30 cases shortiy after ti»e 

deatii, either due to no siblings in tiie home, tiie 

sibling not residing in the home where the homicide 

occurred, or being told by law enforcement that the 

death was accidental, there was no criminal intent and 

that siblings were safe in tiie home. 

Petitions were ftied in Juvenile Dependency 

Court on siblings of tiie deceased child in 17 cases 

following tiie child homwide by parent/caretaker. 

53 Siblings in 23 families were removed from tiie 

home and placed in out-of-home care. 

Figure 9 summarizes tiie child protective 

services involvement in the 1994 child honucides by 

parent/caretaker. 

The Department of Children and Family 

Services px)vides information regarding family 

demographics of families known to eitiier them, or the 

Department of Public Social Services through the 

Welfare Case Management Information System 

(WCMIS). This data includes: 
• 51% of tiie fanulies had a history of receiving 

public assistance from tiie Department of Public 
Social Services. Between 1989 and 1993, tiie 
percentage of families with prior public 
assistance ranged from 49.2% lo 61%. 

• The mother's age was known in 79% (31 of 39) 
of the cases. The average age of the mothers was 
24.5 years. Table 7 gives a breakdown of tiie 
mothers ages. 84% of the mothers were under tiie 
age of 25 years al the time of their child's death 
in 1994. Between 1989 and 1993, tiie percentage 
of mothers whose age was below 25 years ranged 
from 42.4% to 55.5%. 

• The fatiier's age al the time of death of tiie child 
was known in oitiy 19% of the families. The 
average age of the fathers was 27.7 years. 

• The deceased child had siblings in 69% (n=27) of 
the fanulies. DCFS had no record of tiie famtiy 
in 5 cases and law enforcement did not indicate if 
there were siblings present in those families or 
the identity of the victim and family were 
unknown. The percentage of families in which 
there were multiple children has ranged from a 
low of 38% in 1991 U) tius year's high of 69%. 
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Table 8 

LAW ENFORCEMENT AGENCY 
INVOLVEMENT IN 1994 ICAN CHILD 
HOMICIDES BY PARENTS/CARETAKERS 

Agency 

LAPD 
LASD 
Long Beach PD 

Inglewood PD 

Pomona PD 

Azusa PD 

Compton PD 

Glendora PD 

Pasadena PD 

Whittier PD 

n 

14 

13 

3 

2 

2 

% 

36 

33 

8 

5 

5 

2.6 

2.6 

2.6 

2.6 

2.5 

child homicides by parents/caretakers, an 18% 

increase from 1993. 

31% (n=12) of tiie cases were handled by 
jurisdictions other than LAPD and LASD. Ten 
different law enforcement agencies were responsible 
for the investigation of child homicides by parents/ 
caretakers in 1994. 

82% (n=32) of tiie case investigations resulted 
in presentations to tiie Distiict Attorney's Office by 
the law enforcement agencies, an increase of 14% 
from 1993. The presentation percentage for tiie past 
6 years is displayed in Figure 10. 

7 of tiic 1994 cases involving child homkide by 
parentVcaretakers cases were not presented to the 
District Attorney. The reasons tiiat those cases were 
not presented are displayed in Table 9. 

Figure 10 

1989 • 1994 LAW ENFORCEMENT PRESENTATION % OF 

ICAN CHILD HOMICIDES BY PARENTS/CARETAKERS 

87% 
907. 

1989 1990 1991 1992 1993 1994 
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The 32 case presentations by law enforcement 

resulted in the Disoict Attorney's Office filing 

criminal charges on 65.6% (n=21) of tiie 1994 cases. 

One case is pending a ftiing decision. 

The percentage of case presentations which 

have resulted in the District Attomey filing criminal 

charges has ranged from 74% to 86% in the 5 years 

prior to 1994. The ftiing percentages for the past 6 

years is represented in Figure 11. 

Eleven of the 1994 cases presented by law 

enforcement to the Distiict Attorney were rejected. 

This represents the greatest number of child 

homicides by parents/caretakers rejected by the 

District Attomey since the Team has tracked this data. 

The number of cases rejected by tiie Distiict 

Figure 11 

Table 9 

LAW ENFORCEMENT REASONS FOR NOT 
PRESENTING 1994 ICAN CHILD 
HOMICIDES BY PARENTS/CARETAKERS 

% 

Pending further investigation 3 43 

Suspect's identity unknown 2 28.5 

Murder/suicide 2 28.5 

Attorney's Office has fluctuated over tiie past 5 years. 

In 1989 tiiere was only 1 rejection, in 1990 tiiere were 

5 cases rejected, in 1991 there were 7 cases rejected, 

in 1992 tiiere were 10 cases rejected and in 1993 there 

were 5 cases rejected. The reasons for rejection for 

the past 6 years are displayed in Table 10. 

1989-1994 ICAN CHILD HOMICIDES BY PARENTS/CARETAKERS 

86% 
79% 

mmmmi 

75% 75% 

1989 1990 1991 1992 1993 1994 
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Table 10 

DISTRICT ATTORNEY REASONS FOR REJECTION / NOT FILING CRIMINAL CHARGES 
ON 1989 - 94 ICAN CHILD HOMICIDES BY PARENTS/CARETAKERS 

1989 1990 1991 1992 1993 1994 Total 

Insutfk:ient evkjence to identify suspect 1 3 1 5 3 4 17 

No criminal intent 2 4 2 2 3 13 

Interest of justice 1 1 2 

Further investigatk>n 1 4 5 

Unqualified/unreliable witness(es) 1 1 2 

Inadmissable evkjence 1 1 

Total 1 5 7 10 6 11 40 

The criminal charges filed on the 21 cases 

involving child honucide by parents/caretakers cases 

for 1989 tim)ugh 1994 are listed in Table 11. Murder 

charges (187 P.C.) were ftied on 100% of tiie cases in 

which charges were ftied and 54% of the total number 

of child homicides in 1994. The 1994 percentage is 

the same as 1992, after a one year drop to 57% in 

1993. The percentage of cases in which murder 

charges was filed between 1989 and 1994 is displayed 

in Figure 12. 

Felony child abuse charges [273a(l) and 273d 

P.C] were ftied on 53% of tiie 1994 cases in which 

criminal charges were ftied. This is a decrease from 

1993 when felony child abuse was charged in 71% of 

cases where charges were filed. 

In prior years there have lieen a variety of other 

charges ftied by the District Attomey, while in 1994, 

the only other charge filed was 12021 P.C.,(ex-convict 

in posession of a firearm.) Charges filed in the past 6 

years is illustrated by Table 11. 

The relationship of the perpetrators identified by 

law enforcement and in tiiose cases in which charges 

were ftied by the Distiict Attorney's Office is 

displayed in Table 12. In 1994, for tiie fourth stî ight 

year, motiiers have lieen identified by law 

enforcement as most frequentiy being involved in tiie 

deatiis of their children. 

Motiiers' boyfriends were the second most 

frequent perpetrators identified in 1994. As in 

previous years, more male perpetrators have been 

identified and charged in tiiese cases than females. 
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The 32 case presentations by law enforcement 

resulted in the District Attorney's Office filing 

criminal charges on 65.6% (n=21) of tiie 1994 cases. 

One case is pending a filing decision. 

The percentage of case presentations which 

have resulted in the Distiict Attomey filing criminal 

charges has ranged from 74% to 86% in the 5 years 

prior lo 1994. The ftiing percentages for the past 6 

years is represented in Figure 11. 

Eleven of the 1994 cases presented by law 

enforcement to the Disuict Attorney were rejected. 

This represents tiie greatest number of child 

homicides by parents/caretakers rejected by the 

District AtuxTiey since the Team has tracked this data. 

The number of cases rejected by the District 

Figure 11 

Table 9 

LAW ENFORCEMENT REASONS FOR NOT 
PRESENTING 1994 ICAN CHILD 
HOMICIDES BY PARENTS/CARETAKERS 

Pending further investigation 

Suspect's klentity unknown 

Murder/suk;ide 

n 

3 

2 

2 

% 

43 

28.5 

28.5 

Attorney's Office has fluctiiated over tiie past 5 years. 

In 1989 tiiere was only 1 rejection, in 1990 tiiere were 

5 cases rejected, in 1991 there were 7 cases rejected, 

in 1992 tiiere were 10 cases rejected and in 1993 there 

were 5 cases rejected. The reasons for rejection for 

the past 6 years are displayed in Table 10. 

1989-1994 ICAN CHILD HOMICIDES BY PARENTS/CARETAKERS 

1989 1990 1991 1992 1993 1994 
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Figure 12 

MURDER CHARGES (187 P.C.) FILED 
ON 1989 -1994 ICAN CHILD HOMICIDES BY PARENTS/CARETAKERS 

100% 100% 

1989 1990 1991 1992 1993 1994 

Table 12 

RELATIONSHIP OF PERPETRATORS IN 
1994 ICAN CHILD HOMICIDES BY 
PARENTS/CARETAKERS 

Relationship 

Mother 

Mother's Boyfriend 

Father 

Stepfather 

Brother 

Foster father 

Foster mother 

Uncle 

Unknown 

ID'dby Charged 
Police by DA 

15 

12 

8 

2 

1 

1 

1 

1 

5 

10 

9 

4 

1 

In 1994, there were multiple perpetrators 

identified by law enforcement in 7 cases and charged 

by tiie District Attorney in 4 cases. In all of those 

cases in which charges were filed, tiie mother was 

unplicated along with either the mother's boyfriend or 

tiie chtid's father. In tiiose multiple perpetrativ cases 

uivoiving mothers, the motiiers are most often charged 

witii child endangering only while tiie fatiier or 

boyfriend are charged with murder. 

Criminal disposition data for tiie period of 1989 

tiirough 1994 is displayed in Table 13. In 1994,48% 

of the cases are still in pending status. This is 

considerably higher tiian tiie 36% of 1993 cases which 

were pending at tiie time the report was written last 

year. 
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Table 13 

CRIMINAL C A S E DISPOSITION 
OF 1989 - 94 CHILD HOMICIDES BY PARENTS/CARETAKERS 

Life without possibility of parole 
49 years to life prison 

1989 1990 1991 
1 

1992 1993 1994 

42 years to life prison 1 
1 30 years to life prison 1 

1 
1 

29 years to life prison 
1 

1 

26 years to life prison 1 
1 25 years to life prison 2 1 2 1 

24 years to life prison 1 
1 22 years to life prison 2 1 

21 years to life prison 1 1 1 
19 years to life prison 1 
15 years to life prison 3 7 4 3 2 
14 years prison 1 

1 
1 

13 years prison 1 1 
11 years prison 3 1 5 2 
10 years prison 1 

1 1 9 years prison 
1 

2 1 1 

8 years prison 1 

7 years prison 5 
1 1 6 years prison 1 2 1 1 1 

5 years prison 3 1 
4 years prison 1 1 2 1 

1 3 years prison 2 2 1 

2 years prison 1 2 3 
16 rrwnths prison 1 1 
1 year jail 1 3 2 4 3 1 
9 months jail 1 
6 months jail 1 1 
Less than 3 nrxinths jail 2 2 
CYA commitment 1 
10 yrs Probatkjn 1 
6 yrs Probation 1 
5 yrs Probatwn 1 1 
3 yrs Probatton 1 1 2 
Juvenile probatk^n order 1 1 
Found not guilty 2 1 1 
Dismissed 3 1 2 3 1 
Warrant pending 1 2 
Hearings suspended due to insanity plea 1 
Sentence pending 1 1 1 1 1 
Pending trial 1 4 1 1 6 
Matter on appeal prior to trial 1 
Unable to kjcate record 1 1 2 1 3 
Total 27 21 37 38 27 21 
Total C/A Homicides for year 42 46 61 46 41 39 
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Table 13 

CRIMINAL C A S E DISPOSITION 
OF 1989 - 94 CHILD HOMICIDES BY PARENTS/CARETAKERS 

Life without possibility of parole 
49 years to life prison 
42 years to life prison 
30 years to life prison 
29 years to life prison 
26 years to life prison 
25 years to life prison 
24 years to life prison 
22 years to life prison 
21 years to life prison 
19 years to life prison 
15 years to life prison 
14 years prison 
13 years prison 
11 years prison 
10 years prison 
9 years prison 
8 years prison 
7 years prison 
6 years prison 
5 years prison 
4 years prison 
3 years prison 
2 years prison 
16 rTX>nths prison 
1 year jail 
9 months jail 
6 months jail 
Less than 3 months jail 
CYA commitment 

1989 1990 1991 
1 

1992 1993 1994 

2 
1 

3 
1 
1 1 

3 

1 
3 
1 
2 
1 

1 
5 
2 

2 
1 
2 

10 yrs Probation 1 
6 yrs Probation 1 
5 yrs Probatkjn 1 1 
3 yrs Probatton 1 1 2 
Juvenile probation order 1 1 
Found not guilty 2 1 1 
Dismissed 3 1 2 3 1 
Warrant pending 1 2 
Hearings suspended due to insanity plea 

1 
1 

Sentence pending 1 1 1 1 1 
Pending trial 1 1 1 6 
Matter on appeal prior to trial 1 
Unable to k>cate record 1 1 2 1 3 
Total 27 21 37 38 27 21 
Total C/A Homicides for year 42 46 61 46 41 39 

2 
1 

1 
1 
4 
1 

5 
1 
2 

2 
2 

1 
4 3 

1 
1 
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In 1994, there have been 3 perpetrators 

sentenced to life in prison, compared to 3 in 1993,5 in 

1992,6 in 1991,1 in 1990 and 9 in 1989. The number 

of perpetrators sentenced to life in prison for 1994 

cases may increase as tiie pending matters are 

resolved. 

14% (n = 3) of perpetiators of chUd honucide 

by parents/caretakers received an intermediate term 

sentence, 2 to 10 years prison, in 1994. This compares 

to 8% in 1992.23% in 1991,0% in 1990 and 31% in 

1989. 

Two of the 1994 perpetrators have received jail 

time of one year or less or probation orders. This 

compares to 2 in 1993,5 in 1992.3 in 1991,8 in 1990 

and 1 in 1989 

In 1994, there has been one dismissal to date. 

For prior years, there have been an average of three 

acquittals or dismissals, with the exception of 1990 

and 1993 when there were only one dismissal or 

acquittal each year. 

CALIFORNIA STATE DEPARTMENT OF 
JUSTICE RECORDS 

The California State Department of Justice 

(DOJ) receives reports from law enforcement on all 

crimes committed in the state via the Uniform Crime 

Report system. From this system. DOJ runs summary 

statistics on crime and criminal justice system 

response for agencies throughout the state. DOJ 

maintains a separate Child Abuse Central Index 

system, to which all child protective agencies, both 

law enforcement and child welfare agencies, are 

required to report all cases of child abuse and neglect 

other than general neglect and prenatal substance 

exposure. The Department of Justice provided a detail 

listing of those cases reported to both the Uruform 

Crime Report and Child Abuse Central Index systems 

to tiie Team for reconctiiation and report 

In 1994, tiie Uniform Crime Report (UCR) 

System identified 192 homicides reported from Los 

Angeles County where the victim was under the age 

of 18 years, 33 in which the victim was 10 years old 

or younger. After reconciliation with Team records, 4 

homicides were added lo tiie Team population. 

14 cases in the Team's database were not in the UCR 

system al tiie time of the reconciliation. 

In March. 1995, tiie DOJ Child Abuse Central 

Index (CACI) System reported tiiat 16 child abuse 

investigation reports in which the death of the victim 

was identified had lieen received for 1994 from Los 

Angeles County child protective services agencies. 

Only 9 of those reports were on cases tiiat had been 

repored to the Team as honucides by parents/ 

caretakers. 

Team records were reconcUed and notices were 

sent to 9 law enforcement agencies requesting tiiat 

they research 25 cases that had been repwted to tiie 

Team at tiiat time and did not have a record with EKDJ 

CACI. 

In November 1995, DOJ re-ran tiie CACI 

system and 18 victims were identified using the same 

criteria. However, due to changes in poUcies within 

DOJ, a detailed case listing was not provided to tiie 

Team for further reconciliation. 

Problems with reconciliation of the Team's 

records with the Department of Justice have been 

ongoing since irutiated in 1990. The Team has had 

varied success in having cases added to the Index. In 

1990,11 additional reports were generated as a result 

of reconciliation, in 1991 tiiere were 12 additional 

reports, in 1992 there were 10 additional reports ftied, 

and in 1993 12 additional chtid honucides by parents/ 

caretakers were entered into the Index following 

Team reconciliation. 
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DHS could not fmd records for I child who, 

according to tiie Coroner, died in a DHS facility. 
REVIEW OF RECORDS AT ONE OF THE 
COUNTY MEDICAL CENTERS 

A chart review of 14 medical reccHds at 

Haibor/UCLA Medical Center on chiki homcides 

between 1990 aid 1993 was conducted in late 1995. 

Team record clearance indicated 20 children had 

medical records at the Medkal Center. 4 charts 

were missing and 2 children showed no record of 

being seen at tiie Medical Cento* at the time of the 

chart review. 

Of tiie 14 medkai records found, ten of tiie 

cbiklren were boys, four were girls. Six of tite 

children were African American, 6 were White, 1 

was Latino and 1 was Asian. The avearage age of 

the children was 27 mmtits ai death. 

Three of the vKtims were bom at Harbor/ 

UCLA Medical Center. One was a normal delivery, 

one was a pntaabitt drug exposed infant who was 

teferted to DCFS and the other was a premature 

birth with matenul substance abuse history. 

One cfaiU was seen at tite cardiology clinic. 

The child was discharged from the service after 

multiple failed â ipointments. 

Three chiWrcn were seen at die ER [Hfer to 

their fatal injuries. One was far kxjse stooL one for 

cdk̂  and cough and the diird for slipping ottt ctf an 

infant carrier. 

Six children were seen at the tijne of thor fatal 

injuries. FOIB- of tite six had mjuries whKb were 

diagnosed at dae hospital as abuse related. 

Ote chUd was seen twice, in tiie ER and again 

atdeath. Child abuse was indkated at both visits fbr 

tfais child. 
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ACClDEHTAtiCHttO DEATHS 

A C C I D E N T A L CHILD DEATHS IN LOS ANGELES COUNTY 

Dennis, 3 months old, died as a result of apnea 

associated with prematurity. Dermis had been 

prenatally exposed to cocaine and was placed 

in a foster home at the time of death. He 

weighed 3 pounds at birth, was a twin, and was 

on an apnea monitor. Dennis had been gaining 

weight and weighed 12 pounds at time cf death. 

Dennis'foster mother was not in the home at the 

time of death. She had left Dennis in the care 

of her 18 year old grandaughter. There was 

conflicting information on whether or not 

Dennis was on his monitor at the time of death 

There was also a question of whether he was 

being administed medications at proper levels. 

At autopsy, his medication level was low. 

The California Department of Social Services 

revoked the foster mother's license due to the 

grandaughter being left to care for Dennis and 

a four hour period when no one checked on 

him. It was only when the DCFS social worker 

called the foster home that the grandlaughter 

found Dermis dead. 

Another child who had been diagnosed as failure 

to thrive had been removed from the home a 

few days prior to the death. That removal 

came at the request of the child s physician. 

There was no hold placed on the home at that 

time and law enforcement was not involved. 

Procedures for placing holds on foster homes 

was reviewed. 

The Team discussed grief and survivor issues. 

DCFS referred the foster mother for grief 

counseUng. The social worker was receiving 

support from her supervisor as well as other 

staff»" office. 

The Team discussed training for foster parents on 

medically fragile children. State law requires 

special training for foster parents before a 

medically fragile child or a child with special 

medical or emotional disorders may be placed 

in the home. In this case, the foster mother, 

who was a nurse, had received this specialized 

training. 

Review indicated that Dennis had many risk 

factors for SIDSlapnea. Use of apnea monitors 

in SIDS cases was discussed. There is a lot of 

misinformation about monitors. Parents 

frequently try to "wean" babies from monitors. 

There is a way to monitor usage of monitors, 

through event recordings. MediCal does not 

pay for this however. 

Issues around medication, theophylUne, and it's 

possible contribution to the death were 

discussed. Theophylline is not effective in all 

cases. Almost all infants are weaned from it 

prior to release from the hospital. 

There was concern that the twin sibling was at 

high risk for SIDS. DCFS was monitoring the 

twin's care and indicated that the twin was 

thriving. 
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Seventy accidental deaths were reported to tiie 

Team by tiie Coroner for 1994. This is a 32.7% 

decrease from 1993. Over tiie period 1989 to 1993, 

tiie number of accidental deatiis reported to tiie Team 

has ranged from a low of 70 in 1989 to a prcvkius 

high of 104 in 1993. 

Accidental deatiis are of interest lo tiie Team 

due to questions of child safety and supervision by tiie 

care providers at the time of tiie accidenL These 

deatiis have been determined by the investigating 

agencies, law enforcement and the Coroner to be 

inadvertant and unintended. Many, if not all 

of these deaths are preventable. 

CAUSES OF ACCIDENTAL DEATHS 

The causes of the Accidental deatiis between 

1989 and 1994 are displayed in Figure 12 and 

Table 14. The leading cause of accidental deatii in 

1994 continued to be drowiung. In 1994.35 children 

died of accidental drownings, a 12.5% decrease from 

1994. From 1989 to 1994. tiie number of drownings 

ranged from a low of 25 in 1992 to a high of 40 in 

1993. 

The second leading cause of accidental deatii in 

1995. as in tiie five preceeding years, was associated 

witii maternal substance abuse. These deaths are 

primarily of very young, prematurely ban. live 

infants who were prenatally exposed to drugs. 

Other causes of accidental deaths, as in prior 

years, range from falls, choking on food, suffocation, 

accidental ingestion of drugs or otiier poisons, injuries 

of tiie neck or chest, gunshot wounds, injuries suffered 

as a result of fire and medical misadventiire. This 

array of causes of deatii is similar to prior year 

findings. 

MAKING A DIFFERENCE: 
In tiie 1994 Team Report, tiw Team 

recommended tiiat the Los Angeles County Board of 
Supervisors adtkess the tragedy of accidental 
drownings of young children through btulding code 
modifications and development of a pubUc awareness 
campaign as to the dangers of drowning. 

In Febniary, 1995, ICAN presented a detailed 
plan to the Board of Supervisors for a 
comprehensive, countywkie, drowning preventioti 
program. This program had four elements: 

1. Adoption of an ordintnce to require barrier 
pool fenciiig and other safety features for aU 
newly constructed and remodeled readeatial 
swimming pools, spas and hot tubs; 

2. ExploraiioQ (tf the use of redevelopment funds 
to provide loans to county residents in order to 
retrolit existing swunming po(ds with safety 
features; 

3. Development trf a county-wide pid>Uc 
awarenesis camijttign tiy the Department dF 
Ifeaith Services (DHS) «K1 Department of 
FtHester md Fire Warden (DPFWy, 

4. Issue a coounonicatioe to all cities widiin L.A. 
CoiBity Hoarding the extoit of the problem (rf 
cbiklbood (bowning and requesting titem lo 
adopt barrier pool fencing measures. 

On August 1,1995. the Board of Supervisors 

adopted OrdHiancc No. 95-0039 requiring barriers on 

newly coostucted and remodeled swimming pools. 
DHS and E«TW have wodeed with KABC-TV 

KMEX-TV, Baywatcb Television Producticms, die 

County Office of Education and Walnut Scbocd 

District to develop aiid tmpletnent a television 

campaign and elementary school cunicuhun on 

drowning prevention. 
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GENDER 

77.1% (n=54) of tiie 1994 accidental deatii 

victims were male. Over the past 5 years, the 

percentage of male victims has ranged from a low of 

58.2% in 1990 to a previous high of 66.7% in 1991. 

Figure 13 displays the gender breakdown of the 

accident victims for the past 5 years. 

Figure 13 

1989-1994 ICAN ACCIDENTAL CHILD DEATHS BY GENDER 
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GENDER 

77.1% (n=54) of tiie 1994 accidental deatii 

victims were male. Over the past 5 years, the 

percentage of male victims has ranged from a low of 

58.2% in 1990 to a previous high of 66.7% in 1991. 

Figure 13 displays the gender breakdown of the 

accident victims for the past 5 years. 
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AGE 

Figure 14 displays the ages of the 1994 acciden­

tal deatii victims. 21.4% (n=15) were under tiie age of 

1 year,15.8% (n=I 1) were under tiie age of 6 months. 

The average age of the drowning victims was 

4.6 years. Four of tiie 9 accident victims over the age 

of 10 years died from drowning. 54.3%, 19 of the 35 

drowning victims were 2 years old or younger. The 

oldest victim was 17 years old and drowned in a lake. 

The youngest drowning victim, 8 months old, was lefr 

unattended in a l)athtub by her mother. 

9 of tiie 11 infants under the age of 6 months 

died due to complications of maternal substance 

abuse. 2 drug exposed infants died on tiieir day of 

birth. 8 died witiiin tiie perinatal period, tiie fû t 

month after birth. The oldest drug exposed death was 

2 years old. This is comparable to prior years. 

The seven children who died from falls in 1994 

ranged in age from 15 months to 14 years old. The 

youngest victim fell whUe learning to walk. The 

oldest vk:tim feU off of a semi-truck and tiller while 

it was moving. 

Figure 14 

1993 ICAN ACCIDENTAL DEATHS BY AGE 
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Figure 15 

1994 ICAN ACCIDENTAL CHILD DEATHS BY MONTH 
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CHILD PROTECTIVE S E R V I C E S 
INVOLVEMENT 

7% (n=5) of tiie fanulies witii accidental child 

deatii victims had a history of receiving chtid 

protective services priot to tiie child's death. 40% 

(n=2) of those cases were families where the Coroner 

indicated that the death was related to maternal 

substance abuse. This percentage isrtowefr than 

previous years when 45% to 85% of tiie accidental 

deatii victims with prior child protective services died 

as a result of maternal substance abuse. 

Table 16 provides tiie reasons tiie 5 cases were 

known to DCFS. In 1994,2 of tiie 5 cases were 

referred for allegations of prenatal substance 

exposure. 1 had been referred for allegations of 

physical abuse. 

Of tiie 5 cases witii prior child protective 

services, only one was opened before tiie birth of tiie 

child tiiat died. 

Table 16 

1994 ICAN ACCIDENTAL CHILD DEATHS 
REASONS FOR PRIOR CHILD 
PROTECTIVE S E R V I C E S 

Reason n % 

Prenatal substance abuse 2 40 

Physk^l abuse 1 20 

Caretaker absence/incapacity 1 20 

Unkrxswn 1 20 
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DCFS proceeded with court action and out-of-

home placement before tiie deatii in 60% (3 of 5) of 

the families in which they had received referrals for 

service. 

60% (n=3) of the cases that were known to 

DCFS were open al the time of tiie chtidren's deatii. 

In addition to the 3 cases tiiat were open to 

DCFS at tiie time of tiie accidental deatii, 17 

additional families were referred to DCFS at the time 

of the death. Neither of the cases that had tieen 

opened and closed l)efore the death were reopened 

despite siblings present in the home. The reason for 

referrals on the 17 families who had cases opened 

after tiie deatii are displayed in Table 17. 

Petitions were filed in Juvenile Court on 

siblings of the deceased child on two cases folbwing 

the deaths and had siblings placed in out-of-home 

care. 

Figure 16 summarizes tiie child protective 

services on tiie accidental child deaths. 

The Department of Children and Family 

Services provided information regarding the 

constellations of families known to them: 

• 47% (n=33) of the families had a history of 

receiving public assistance from the 

Department of Public Social Services. 

• The mother's age at tiie time of deatii of tiie 
child was known in 49% of die families. Table 
18 provides a breakdown of tiie mothers' ages. 

• The deceased child had siblings in 46% (n=32) 
of the cases. 19% of the families were known 
lo not have any children other tiian the victim. 
It was unknown if there were siblings in 35% 
(n=25) of the families. 

TabUn 

1993 ICAN ACCIDENTAL CHILD DEATHS 
REASONS FOR CHILD PROTECTIVE 
SERVICES FOLLOWING DEATHS 

Reason n % 

Severe neglect 

General neglect 

Pfiysk^al abuse 

Substancel abuse 

Emotk>nal abuse 

n 

10 

2 

3 

1 

1 

Table 18 

AGE OF MOTHERS IN 1993 ICAN 
ACCIDENTAL CHILD DEATHS 

Age 

Less than 20 years 

20 to 29 years 

30 to 39 years 

40 years and older 

3 

13 

16 

2 

59 
12 
17 
6 
6 

% 

9 
38 
47 

6 
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DCFS proceeded with court action and out-of-
home placement before tiie deatii in 60% (3 of 5) of 
tiie families in which tiiey had received referrals for 
service. 

60% (n=3) of the cases that were known to 
DCFS were open al tiie time of tiie children's deatii. 

In addition to tiie 3 cases that were open to 
DCFS at tiie time of tiie accidental deatii. 17 
additional families were referred U3 DCFS at the time 
of the death. Neither of tiie cases that had been 
opened and closed before the death were reopened 
despite siblings present in the home. The reason for 
referrals on the 17 families who had cases opened 
after the deatii are displayed in Table 17. 

Petitions were ftied in Juvenile Court on 
siblings of the deceased chtid on two cases following 
the deaths and had siblings placed in out-of-home 
care. 

Figure 16 summarizes tiie child protective 
services on the accidental child deaths. 

The Department of Children and Family 
Services provided information regarding the 
constellations of families known to them: 

• 47% (n=33) of tiie families had a history of 
receiving public assistance from the 
Department of Public Social Services. 

• The mother's age at tiie time of death of tiie 
child was known in 49% of die families. Table 
18 provides a tneakdown of tiie mothers' ages. 

• The deceased child had siblings in 46% (n=32) 
of the cases. 19% of the families were known 
to not have any children other than the victiim. 
It was unknown if tiiere were siblings in 35% 
(n=25) of tiie fanulies. 

Table 17 

1993 ICAN ACCIDENTAL CHILD DEATHS 
REASONS FOR CHILD PROTECTIVE 
SERVICES FOLLOWING DEATHS 

Reason 

Severe neglect 

General neglect 

Physk^l abuse 

Substancel abuse 

Emotnnal abuse 

n 

10 

2 

3 

1 

1 

TabU 18 

AGE OF MOTHERS IN 1993 ICAN 
ACCIDENTAL CHILD DEATHS 

Age 

Less than 20 years 

20 to 29 years 

30 to 39 years 

40 years and older 

n 

3 

13 

16 

2 

% 

59 
12 
17 
6 
6 

% 

9 
38 
47 
6 
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Figure 16 

CHILD PROTECTIVE SERVICES ACTIVITIES ON 1994 ACCIDENTAL CHILD DEATHS 

5 Families 
Prior CPS 

I 

65 Families 
No Prior CPS 

2 Families cases 
Closed before death 

3 Families w/ prior 
cases still open at 

time of death 

0 Family involved 
w/ Dependency 

Court 

3 Families involved 
w/ Dependency 

Court 

0 Family rec'd 
Placement Servk;es 

I 
3 Families rec'd 

Placement Services 

DEATH OF VICTIM 

0 Families cases 
reopened after death 

3 Families cases 
remained open 
following death 

CRIMINAL JUSTICE SYSTEM 
INVOLVEMENT IN ACCIDENTAL CHILD 
DEATHS 

Information on criminal justice system activity 

on accidental chtid deaths was gathered from Los 

Angeles Sherifi's Department, Los Angeles Police 

Department and tiie Los Angeles District Attorney's 

Office. Information was gathered on 51 of the 70 

accidental child deatiis. 

Los Angeles Police Department had 

investigative responsibility for 38% (n = 27) of tiie 

accidental chtid deaths. Los Angeles Sheriffs 

17 Families had 
DCFS cases opened 

after death 

2 Families involved 
w/ Dependency 

Court 

2 Family had 
siblings of 

deceased in 
Placement 

X 
48 families had no 
DCFS case opened 

because: 
- 8 Families had no 

siblings 
-15 Siblings in home 
but no referral made 

by law enforcement or 
Coroner 

25 DCFS showed no 
record of family. Law 
enforcement dkJ not 

confirm or deny 
presence of siblings 

in danger. 

Department had responsibility for 18.6% of tiie cases. 

Table 19 displays the 23 different police departments 

that were involved in the 1994 accidental child deaths. 

Four of the accidental child deaths were 

presented to tiie District Attorney's Office for tiie 

consideration of filing criminal charges in 1994. As in 

prior years, very few accidental deatiis receive 

consideration by the Ehstrici Attomey due to tiie 

Coroner's ruling of accidental death. 
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UNDETERMINED DEATHS IN LOS ANGELES COUNTY 

Gabriela and Graciela, 2 month old twins, were 

fourui dead at the same time. Their family had 

suffered a prior SIDS death in 1980. This case 

was referred to the Team by the Department of 

Health Services SIDS Program as they had 

concerns about environmental health issues in 

the residence. They considered the home to be 

filthy with extremely poor ventilation. There 

were 19 people residing in this two bedroom 

home. The residents were keeping chickens, in 

violation of environmental health regulations. 

The Coroner reported that the cause and manner 

of death was undetermined. At autopsy, one 

child had signs of pneumonia. The other's 

autopsy was negative. Were it not for the 

environmental factors cmd pneumonia, the 

Coroner would have ruled these deaths Sudden 

Irrfant Death Syndrome (SIDS). 

The Department of Children and Family Services 

(DCFS) reported that they received a referral 

on the family as a result of the deaths. They 

had no prior involvement with the family. 

There were actually three families involved. 

The families voluntarily placed the surviving 

children with relatives out of the home and 

thoroughly cleaned up the residence. The 

social worker visited the home weekly to 

supervise the clean-up. DCFS closed the case 

once the cleaning was complete and the 

children were returned. There was no other 

evidence of abuse or neglect. 

The Team discussed the issue of simultaneous 

SIDS deaths in twins. While extremely rare, 

there are several studies about this in the 

literature. Children's Hospital of Los Angeles 

has a policy that when one twin dies from SIDS, 

the other twin is hospitaUzed a/ui followed with 

an in-home monitor. In twins where one is 

large and the other is small for gestational age, 

SIDS incidence in the smaller twin is higher. 

The Team also discussed concerns relating to the 

environmental condition of the home. 

Questions about the possibility of toxic 

inhalation or lead exposure were raised. The 

poor sanitation of the environment would have 

led to increased chances of exposure to 

bacteria and other toxins. Toxicology studies 

on the twins were negative. 

The issue of serial SIDS was also raised. Serial 

SIDS reuses suspicion of serial homicide, as 

soft st^ocation of infants is indistinguishable 

from SIDS. Certain in-born metabolic birth 

defects can also be indistinguishable from 

SIDS. 

Twenty one undetermined child deaths were 

reported by tiie Coroner to tiie Team in 1994, tiie 

greatest number of undetermined deaths reported to 

tiie Team over the past 11 years. The number of 

undetermined deaths reported to the Team has ranged 

from 2 to 14 in prior years. The average of tiie 

previous 10 year period was 10.1 per year. 
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Undetermined deatiis are those where tiie 

Coroner is unable to assign a manner of death. 

Usually, tiiere is no clear indicator if tiie death was 

caused by anotiier or was accidental. As illusb t̂ed 

in the above case, tiiese cases involve eitiier a lack 

of information or conflicting information, which 

confounds the Coroner's ability to make a final 

determination. 

These cases are suspicious in nature and are 

of interest to the Team beacause a final 

determination cannot be made by the Coroner. 

Eight of tiie 21 undetermined deatiis (38%) 

received in-deptii review by tiie Team. 

GENDER 

In 1994, fourteen of tiie undetermined deaths 

were male and seven were female. In five of the 

past six years there have been more male 

undetermined deaths than female. 

AGE 

In 1994.81% (n = 17) of tiie undetermined 

deaths were of infants under one year of age and 

14.3% (n = 3) were one year olds. The oldest 

victim was 13 years old. 

In tiie period of 1989 tiirough 1994, an 

average of 70.3% of the undetermined deatii 

victims have been under tiie age of one year. 

ETHNICITY 

43% (n = 9) of tiie undetermined deatiis were 

African-American and 35.3% (n = 7) were Latino. 

Over tiie past 6 years, tiie ethnicity has fluctiiated 

between each year, but averaged 33% Latino, 33% 

African-American and 33% White. 

CAUSE OF DEATH 

The most frequent cause of undetermined 

deaths was "undetermined after autopsy and 

loxicological examination" (n = 13). 

Two cases showed evidence of subdural 

hematoma. The reason for the injury was unknown. 

Two other cases had evidence of subdural 

neomembranes which is evidence of head injury. 

The Coroner was unable to rule out inflicted 

tiauma on tiiese cases. 

In two cases, the Coroner ruled that the cause 

of death was failure to thrive. The investigation 

revealed that one of the infants was allergic lo the 

infant formulas used and became malnourished and 

underweighL 

There were two cases of asphyxiation. One 

child had an adult tooth obsmicting his airway yet 

none of the adults in the home were missing any 

teetii. 

One case involved drowning in a bathtub. 

Foul play could not be ruled out by the Coroner 

due to remote head bauma. 

This diversity of causes of undetermined 

deaths is consistent witii prior year findings. 

DEPARTMENT OF CHILDREN AND 
FAMILY SERVICES INVOLVEMENT 

4 of the undetermined deaths had prior child 

protective services involvement. 3 of those cases 

were open to tiie Department of Children and 

Family Services at tiie lime of tiie deatiis. 

4 cases have been referred to tiie Department 

of Children and Family Services since the death. 

2 were referred for allegations of physical abuse 

and 2 were referred for allegations of neglect. 
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Undetermined deatiis are those where the 

Coroner is unable to assign a manner of deatii. 

Usually, there is no clear indicator if the death was 

caused by another or was accidental. As illustrated 

in the atmve case, these cases involve either a lack 

of information or conflicting information, which 

confounds the Coroner's ability to make a final 

determination. 

These cases are suspicious in nature and are 

of interest to the Team beacause a final 

determination cannot be made by the Coroner. 

Eight of tiie 2lundelermined deatiis (38%) 

received in-depth review by the Team. 

GENDER 

In 1994, fourteen of tiie undetermined deaths 

were male and seven were female. In five of the 

past six years there have been more male 

undetermined deaths than female. 

AGE 

In 1994, 81% (n = 17) of tiie undetermined 

deatiis were of infants under one year of age and 

14.3% (n = 3) were one year olds. The oldest 

victim was 13 years old. 

In tiie period of 1989 tiunugh 1994, an 

average of 70.3% of the undetermined deatii 

victims have l)een under tiie age of one year. 

ETHNICITY 

43% (n = 9) of tiie undetermined deatiis were 

African-American and 35.3% (n = 7) were Latino. 

Over the past 6 years, the ethnicity has fluctuated 

between each year, but averaged 33% Latino, 33% 

African-American and 33% White. 

CAUSE OF DEATH 

The most frequent cause of undetermined 

deatiis was "undetermined after autopsy and 

loxicological examination" (n - 13). 

Two cases showed evidence of subdural 

hematoma. The reason for the injury was unknown. 

Two other cases had evidence of subdural 

neomembranes which is evidence of head injury. 

The Coroner was unable to rule out inflicted 

trauma on these cases. 

In two cases, the Coroner ruled that the cause 

of death was failure to thrive. The investigation 

revealed tiiat one of the infants was allergic to tiie 

infant formulas used and became malnourished and 

underweighL 

There were two cases of asphyxiation. One 

child had an adult tooth obstiucting his airway yet 

none of tiie adults in tiie home were missing any 

leetii. 

One case involved drowning in a bathtub. 

Foul play could not be ruled out by the Coroner 

due to remote head ti^uma 

This diversity of causes of undetermined 

deatiis is consistent with prior year findings. 

DEPARTMENT OF CHILDREN AND 
FAMILY SERVICES INVOLVEMENT 

4 of the undetermined deaths had prior child 

protective services involvement. 3 of those cases 

were open to the Department of Children and 

Family Services al tiie lime of the deatiis. 

4 cases have been referred to tiie Department 

of ChUdren and Family Services since the death. 

2 were referred for allegations of physical abuse 

and 2 were referred for allegations of neglect. 
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These fmdings are similar to prior years' DCFS 

activity with families involved with undetermined 

deaths. 

CRIMINAL JUSTICE SYSTEM 
INVOLVEMENT 

Los Angeles Police Department was tiie 

investigating law enforcement agency on 42.9% (n = 

9) of the undetermined deatiis, Los Angeles Sheriffs 

Department was responsible for tiie investigations on 

28.6% (n = 6) of tiie cases. The remaining cases were 

handled by Long Beach Police Department (n = 3), 

Gardena Police Department (n = 1) and Burbank 

Police Department (n = 1). The law enforcement 

agency could not be located for one case. 

1 of the cases was presented lo the District 

Attorney's Office by law enforcement. The Distiict 

Attomey filed murder (187 P.C.) and child 

endangering charges (273 al P.C.) on tiie case. The 

suspect, who was tiie victim's motiier, pled guilty to 

voluntary manslaughter (192b P.C.) and was 

sentenced to one year county jail and three years 

probation. 

HEALTH SYSTEM INVOLVEMENT 

Five of tiie undetermined deatii victims had 

records found al Los Angeles County Department of 

Healtii Services facilities; four al LAC+USC Medical 

Center and one al King Drew Medical Center. 

Place of deatii data provided by tiie Coroner 

indicated that 10 different medical facilities were 

involved in the undetermined deatiis. 7 died in Los 

Angeles County Department of Healtii Services 

facilities; four at King Drew Medical Center, 2 at 

LAC+USC Medical Center, and one at Harbor/UCLA 

Medical Center. 

Five of tiie undetermined death victims died in a 

setting other than a hospital, in 4 cases, the child's 

residence. 
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DOLESCENT SUICIDES IN LOS ANGELES COUNTY 

Dear Mom: 

I am very sorry that I caused you to be so upset 

with me. 1 know that I am too selfish and that I 

don't deserve anything I have. Once again, 1 

am very sorry. Perhaps I did stand in the way 

of your happiness. Well, that will soon be taken 

care of. As for me, 1 am stupid! I am a failure! 

Nothing I do is right -1 am never going to 

amount to anything in my life. I am not cut out 

for college. All of my life I was ceroid of 

disappointing you and all of my life I end up 

disappointing you! What you did not take care 

of 17 years ago, I will take care of now! I love 

you Mommy, 1 really do! Tell everyone 1 love 

them... 

Love, SJl." 

This note, left by a sixteen year old girl who shot 

herself to death, illustrates the despair and confusion 

of teens who commit suicide. 

Twenty eight suicides, where tiie victim was 17 

years old or younger, were reported to the ICAN 

Child Deatii Review Team for 1994. This is a 37% 

decrease from 1993. The average numbCT of 

adolescent suicides referred to tiie Team since 

tracking of this population began in 1988 is 29.7 per 

year. 

While the Team does not focus on this 

population, clearances from law enforcemenL 

Department of Children and Family Services, 

Probation and the Department of Healtii Services 

provide a pictiire of tiiese children and families and 

their interactions witii public agencies prior lo tiieir 

deatiis. 

Brief case examples of some of these deaths 

show the desperate nature of these acts: 

Corey, 17 years old, had been a constant runaway, 

had dropped out of school cmd, using drugs, 

became distraught and shot himself in the head 

while in his bedroom. 

Lela, 15 years old, used her mother's anti­

depressant medication to commit suicide. 

Letters that Lela left indicated that she too was 

depressed. 

Paul, 16 years old, had been adopted at the age of 

one year old. He had been diagnosed as manic 

depressive and prescribed medication. He 

ingested 50 to 60 tablets at one time. 

Fidel, 17 years old, had made several suicide 

threats and was being treated for depression. 

He was found in the family garage (rfter 

hanging himself. 

GENDER 

75% (n=2l) of tiie 1994 adolescent suicide 

victims were male. Over the past 7 years, the 

percentage of male victims has ranged from 68 to 

84%. The average number of male victims over tiie 

past 7 years has been 22.6, witii a range of 18 to 37. 

There were 7 female victims in 1994, 

unchanged from 1993. The average number of female 

victims over tiie past six years is 7.1. The number of 

female victims between 1988 and 1994 has ranged 

from 5 to 11 victims per year. The greatest number of 

female victims was in 1989 witii 11 females. 

Figure 17 displays the gender breakdown of the 

suicide victims for the past 6 years. 
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1988-1994 ICAN ADOLESCENT SUICIDES BY GENDER 

AGE 

In 1994, the average age of adolescent suicide 

victims increased slightiy from 15.4 years to 15.8 

years. This was primarily due to a decrease in the 

number of 11,12 and 13 year olds who commiued 

suicides from 8 in 1993 to 1 in 1994. There were 

decreases in the number of suicides of all ages with 

the smallest decrease in the number of 17 year olds. 

Table 21 displays tiiis data, as does Figure 18. 
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Figure 17 

1988-1994 ICAN ADOLESCENT SUICIDES BY GENDER 

AGE 

In 1994, the average age of adolescent suicide 

victims increased slightiy from 15.4 years to 15.8 

years. This was primarily due to a decrease in the 

number of 11,12 and 13 year olds who committed 

suicides from 8 in 1993 to 1 in 1994. There were 

decreases in the number of suicides of all ages with 

the smallest decrease in the number of 17 year olds. 

Table 21 displays tiiis data, as does Figure 18. 
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TabU 21 

AGE BREAKDOWN OF ADOLESCENT SUICIDES 1988 - 94 
1988 1989 1990 1991 1992 1993 1994 TOTAL 

10 0 0 0 0 0 0 1 1 
11 0 0 0 0 1 1 0 2 
12 0 0 2 0 0 1 0 3 
13 3 2 0 3 2 6 1 17 
14 1 6 3 3 2 3 2 20 
15 2 7 4 3 7 7 4 34 
16 8 4 6 7 4 13 8 50 
17 9 17 13 7 10 13 12 81 
TOTAL 23 36 28 23 26 44 28 208 

Figure 18 

1988 -94 ICAN ADOLESCENT SUICIDES BY AGE 

18-fr 

1988 1989 1990 1991 1992 1993 1994 
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CAUSE OF DEATH 

In 1994.60.7%(I7) of tiie adolescents 

commiued suicide by using fu-earms. Fireanns have 

been the predominant method of suicide over tiie past 

7 years. 131 of tiie 208 (63%) of tiie youtii suicides 

over the past seven years involved firearms. The 

percentage of total suicides involving firearms has 

ranged from 43% in 1988 to a high of 73% in 1992. 

Hanging is the second most frequent cause of 

suicidal deatiis among adolescents. Six hangings were 

reported for 1994,55 over the past 7 years. 

In 1994.5 adolescents died from suicidal drug 

overdoses, up from tiie average of 2 deatiis from this 

cause over the previous 6 years. 

Figure 19 graphically displays the different 

metiiods of suicide over tiie past six years. 

Figure 19 

1988 -94 ICAN ADOLESCENT SUICIDES BY CAUSE 

45-
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hanging 
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TEMPORAL PATTERN 

Figure 20 displays the temporal patlem of 

adolescent suicide deatiis from 1988 tiuough 1994. 

In 1994, the greatest number of adolescent 

suicides occurred in April, with 6 deaths occurring 

that month. 4 adolescent suicides occurred in July and 

August, 1994. There were no suicides reported for 

May, 1994. 

Over tiie period 1988 - 1994, tiie average 

number of suicides per month is 17.3, witii a range of 

13 to 24. The montiis having tiie greatest number of 

suicides are March and October. 

1994 had an atypical pattem of adolescent 

suicides when compared to the six prior years. The 

greatest number of deatiis occurred in April, July and 

AugusL months that historically had lower than 

average suicide incidents. 

Figure 20 

1988 -94 ICAN ADOLESCENT SUICIDES BY MONTH 
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TEMPORAL PATTERN 

Figure 20 displays the temporal pattern of 

adolescent suicide deatiis from 1988 tiirough 1994. 

In 1994, the greatest number of adolescent 

suicides occurred in April, with 6 deaths occurring 

that montii. 4 adolescent suicides occurred in July and 

August, 1994. There were no suicides reported for 

May, 1994. 

Over tiie period 1988 - 1994, tiie average 

number of suicides per month is 17.3, witii a range of 

13 to 24. The montiis having tiie greatest number of 

suicides are March and October. 

1994 had an atypical pattem of adolescent 

suicides when compared to the six prior years. The 

greatest number of deatiis occurred in April, July and 

AugusL months that historically had lower than 

average suicide incidents. 

Figure 20 
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CHILD PROTECTIVE SERVICES 
INVOLVEMENT 

In 1994, tiie Department of Children and Family 

Services had prior involvement with 18% (n = 5) of 

the families with suicide victims. The average time 

between the time DCFS was involved witii tiie 

families and the death was 1.7 years and ranged from 

1 year prior to tiie deatii to 3.75 years prior. The 

reasons for involvement included physical abuse 

(2 case), sexual abuse (I case), and general neglect 

(I case). The reason for involvement was not 

available on 1 case. Table 22 displays the reasons for 

prior DCFS services on cases between 1989 and 1994. 

There is no pattern apparenL 

Over tiie past 6 years, tiie average percent of 

families of suicide victims with prior DCFS 

involvement is 20%, ranging from a low of 11% (3 of 

28 cases) in 1990 to a high of 33% (12 of 36) in 1989. 

None of tiie 1994 cases witii prior DCFS 

involvement was open lo DCFS at the time of death. 

It is very rare for a family's case to be open to 

DCFS al the time of a suicide. In the past 6 years, 

only 4 of the 208 reported adolescent suicides were 

open to DCFS al the time of tiie suicide. 

In 1994, one DCFS case was opened to assess 

siblings as the result of tiie suicide. Services were 

provided by DCFS for 1 montii and the case was 

closed as the siblings were assessed as safe in the 

home. 

DEPARTMENT OF PUBLIC SOCIAL 
SERVICES INVOLVEMENT 

21% (n = 6) of the families of adolescent suicide 

victims had a history of receiving public assistance 

from tiie Department of Public Social Services. Only 

1 of tiie families that had a history of DPSS 

involvement also had a history of DCFS involvement. 

Over the past 6 years, the number of families 

known to DPSS has averaged 30%, ranging from a 

low of 21% in 1990 and 1994 to 1992's high of 35%. 

In 1994, there were siblings known to DCFS or 

DPSS on 25% (n = 7) of tiie cases. For 64% of tiie 

cases, it was unknown if there were siblings as neither 

DCFS or DPSS had a record of tiie family. 

In 1994, the number of siblings averaged 2.0 per 

family, averaging from 1 to 6. 

Table 22 

REASONS FOR PRIOR DCFS SERVICES FOR 
ADOLESCENT SUICIDES 1989 - 94 

1989 1990 1991 1992 1993 1994 TOl 
Sexual abuse 1 3 3 8 
Physk;al abuse 1 1 1 2 2 7 
Severe neglect 3 1 1 5 
General neglect 1 1 3 1 6 
EnfX}tional abuse 3 3 
Info, unavaiable 6 2 1 2 2 1 14 
TOTAL 12 3 5 4 14 5 43 
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FETAt DtJATHS 

%TAL DEATHS IN LOS ANGELES COUNTY 

Baby Girl H. and Baby Boy H. were stillborn 

twins. Their mother had been assaulted and 

thrown to the ground. She reported immediate 

disconrfort and went to bed. Her water broke 4 

hours later and she was subsequently 

transported by paramedics to the hospital. The 

mother did not report the assault during her 

hospitalization. She did not report it to LAPD 

until the following day. 

LAPD reported that they confronted the mother 

about the delay in her reporting the assault. 

The Team considered cultural issues of the 

African-American commuruty not reporting 

assaults to law enforcement. LAPD indicated 

that they had also contacted the mother's 

physician. Up until the assault, the pregnancy 

had been normal with no problems noted. 

The Coroner had deferred the cause cmd maimer 

of death pending literature review for over 2 

months. There was no evidence of trauma to 

the fetuses or placenta at autopsy. To call the 

case a homicide, the Coroner needed to show a 

temporaneous relationship between the 

maternal trauma and stillbirth. 

Compications on this case included twins being at 

a greater risk of spontaneous abortion, the 

mother failing to notify authorities of her 

assault for over 24 hours, and a 4 to 5 hour 

delay in membrane rupture following the 

assault. The Coroner found no literature on the 

relationship between assault and membrane 

rupture but did find substcmtial literature on 

the relationship between trauma and induction 

of labor. 

It was recommended that LAPD seek an obstetric 

consult as the Coroner did not have an obste­

trician available to their Office. The Team 

agreed to assist LAPD in locating an obstetric 

referral resource. 

The Coroner agreed to continue to defer the case 

until c^ter the obstetric consult, but indicated 

that they would base classification of the case 

on the pathological condition of the fetuses and 

placenta. Even with obstetric consult, the 

Coroner called the case undetermined. 

The DA indicated that Coroner classification of 

the deaths would mean the difference between 

charging simple assatdt or second degree 

murder with special circumstances charges 

against the suspect. If convicted of the latter, 

the suspect could receive a sentence of life 

without possibiUty of parole. There were two 

witnesses to the assault, a neighbor and close 

relative. 

There was no DCS involvement with this family. 

Three months (rfter i/utial review, follow-up was 

provided by LAPD regarding obstetric consult 

results. Based on the consult and the Coroner 

ruling of undetermined manner of death, the 

DA rejected the filing, as there was no way to 

ascertain whether deaths were caused by the 

assault. 
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ICAN CHILD DEATH REVIEW TEAM REPORT FOR 1995 

iwenty six fetal deatiis were reported to the Team 

by the Coroner in 1994, a 38% decrease from 1993 

and tiie lowest numt)er of fetal deaths reported to the 

Team since tracking began in 1987. Three of the 

deatiis received comprehensive review by the Team. 

For the purpose of the Coroner's records, fetal 

deatiis are those where an unbom is over 20 weeks 

gestation. The number of fetal deaths reported to the 

Coroner, and therefore lo the Team, fluctuates greatiy 

from year to year. Over the past 8 years, the average 

number of fetal deaths has averaged 45.4 per year, 

with the highest number, 67, reported in 1987. 

The total number of fetal deatiis in Los Angeles 

County for 1992, tiie last year tiiat data is available, 

was 1247.Very few of tiiese cases come to the 

Coroner's attention. It is unclear what criteria any 

given physician uses lo refer a fetal deatii lo the 

Coroner raiher tiian sign tiie fetal death certificate at 

the hospital. Matemal substance abuse appears lo be a 

factor in that decision. 

The Coroner is not required to report a manner 

of deatii to tiie State Department of Healtii Services on 

fetal death certificates. However, tiie Coroner does 

provide this information to tiie Team for tiie purposes 

of this analysis. 

MANNER AND CAUSE OF DEATH 

The most frequent manner of fetal deatiis was 

accidental (n = 17), followed by undetermined 

(n = 7), and homicide (n = 2). 

The most frequent cause listed for accidental 

fetal deaths continues lo be inuaulerine fetal demise 

from unknown cause (n = 13). Other causes of deatii 

were prematurity (n = 2), sttilbirth associated witii 

maternal drug use (n = I), and non-viable fetiis due to 

deatii of mother (n=l). The Coroner reported that 

there was a history of matemal drug abuse present in 

16 of 17 of the accidental fetal deaths. 

The causes of the undetermined fetal deaths 

were simUar to the accidental deaths. In 4 of the 

undetermined deaths, the cause was listed as 

inoauterine fetal demise. Otiier causes listed were 

stillbirth, perinatal demise and undetermined cause. 

Maternal dmg abuse was noted in none of the 7 

undetermined fetal deaths. 

The cause of one fetal homicide was intrauterine 

fetal demise witii a notation that the motiier was 

kicked by anotiier person. The other fetal homicide 

was caused by perinatal demise of undetermined 

cause with a notation of matemal neglect and other 

undetermined factors as the fetus had been dumped 

and abandoned. 

ETHNICITY 

Table 24 lists the manners of deatii for tiie fetal 

deatiis broken down by etiinicity of the victims. 

African-American families represented 38.5% of the 

fetal deaths in 1994. While still comprising a 

significant over-representation when compared lo 

child population figures for L.A. County, there is a 

decreasing ti^end over tiie past 6 years, from 63% of 

all Coroner fetal deatiis in 1990 to 38.5% in 1994. 

Figure 21 shows tiiis trend graphically. 

After increasing for 4 years, tiie percentage of 

Latino fetal deaths decreased in 1994, while the 

percentage of White fetal deatiis increased from 

16.7% in 1993 to 28% in 1994. 
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ICAN CHILD DEATH REVIEW TEAM REPORT FOR 1995 

Twenty six fetal deaths were reported lo the Team 

by tiie Coroner in 1994, a 38% decrease from 1993 

and tiie lowest number of fetal deaths reported to the 

Team since tracking began in 1987. Three of the 

deaths received comprehensive review by the Team. 

For the purpose of the Coroner's records, fetal 

deatiis are those where an unbom is over 20 weeks 

gestation. The number of fetal deaths reported to the 

Coroner, and therefore to the Team, fluctuates greatiy 

from year to year. Over the past 8 years, the average 

number of fetal deaths has averaged 45.4 per year, 

witii the highest number, 67, reported in 1987. 

The total number of fetal deatiis in Los Angeles 

County for 1992, the last year that data is available, 

was 1247.Very few of these cases come to the 

Coroner's attention. It is unclear what criteria any 

given physician uses to refer a fetal deatii to the 

Coroner rather tiian sign tiie fetal death certificate al 

the hospital. Matemal substance abuse appears to be a 

factor in that decision. 

The Coroner is not required to report a manner 

of deatii to tiie State E>epartment of Healtii Services on 

fetal death certificates. However, the Coroner does 

provide this information to the Team for the purposes 

of this analysis. 

MANNER AND CAUSE OF DEATH 

The most frequent manner of fetal deaths was 

accidental (n = 17), followed by undetermined 

(n = 7), and homicide (n = 2). 

The most frequent cause listed for accidental 

fetal deaths continues to be intrauterine fetal demise 

from unknown cause (n = 13). Other causes of death 

were prematurity (n - 2), stillbirth associated with 

matemal dmg use (n = 1), and non-viable fetus due to 

deatii of mother (n=l). The Coroner reported tiiat 

there was a history of matemal dmg abuse present in 

16 of 17 of tiie accidental fetal deatiis. 

The causes of the undetermined fetal deaths 

were similar to the accidental deaths. In 4 of the 

undetermined deaths, the cause was listed as 

inuauterine fetal demise. Otiier causes listed were 

stillbirth, perinatal demise and undetermined cause. 

Matemal dmg abuse was noted in none of the 7 

undetermined fetal deatiis. 

The cause of one fetal homicide was intrauterine 

fetal demise witii a notation that the motiier was 

kicked by another person. The other fetal homicide 

was caused by perinatal demise of undetermined 

cause witii a notation of matemal neglect and other 

undetermined factors as the fetus had been dumped 

and abandoned. 

ETHNICITY 

Table 24 lists tiie manners of deatii for tiie fetal 

deatiis brdcen down by etiinicity of the victims. 

African-American families represented 38.5% of the 

fetal deaths in 1994. While still comprising a 

significant over-representation when compared lo 

child population figures for L.A. County, tiiere is a 

decreasing ti^nd over the past 6 years, from 63% of 

all Coroner fetal deatiis in 1990 to 38.5% in 1994. 

Figure 21 shows tiiis trend graphically. 

After increasing for 4 years, the percentage of 

Latino fetal deatiis decreased in 1994, while the 

percentage of White fetal deatiis increased from 

16.7% in 1993 to 28% in 1994. 
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FETAL DEATHS 

Table 24 

ICAN 1994 FETAL DEATHS BY ETHNICITY AND MANNER OF DEATH 

AFRICAN-AMER LATINO WHITE ASIAN UNKNOWN TOTAL 

Accident 

Undetermined 

Homicide 

TOTAL 

6 

3 

1 

10 

5 

1 

1 

7 

5 

2 

0 

7 

0 

0 

0 

0 

1 

1 

0 

2 

17 

7 

2 

26 

Figure 21 

1988 -94 FETAL DEATH PERCENTAGES BY ETHNICITY 
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FETAL DEATHS 

CRIMINAL JUSTICE SYSTEM 
INVOLVEMENT IN 1994 FETAL DEATHS 

Seven law enforcement agencies were involved 

in the investigations of tiie fetal deatiis in 1994. 11 

case investigations involved Los Angeles Sheriffs 

Department. 9 of the case investigations involved Los 

Angeles Police DepartmenL Table 25 shows the law 

enforcement agencies involved in all fetal deaths 

reported to the Team for 1994. Station and Division 

area detail are reported for Los Angeles Sheriff and 

Police Departments. 

Six of the fetal deaths were presented lo the 

Disuict Atlomey's Office for consideration of filing 

criminal charges. Two of tiiese were the deaths 

described in the opening of this section. Two other 

undetermined deaths were presented. One was 

rejected for insufficient evidence. The other involved 

a juvenUe motiier who was charged with murder. 

One fetal homicide was presented lo tiie Distiict 

Attorney and was rejected due to restiictions in the 

murder statute. The other fetal homicide was not 

presented as the identity of the mother and other 

parties was unable to be determined. 

Table 25 

LAW ENFORCEMENT AGENCY 
INVOLVEMENT IN 
1994 FETAL DEATHS 

LASD 
Antek}pe Valley Statk>n 
Century Station 
Pico Rivera Staton 
Lakewood Station 
Lennox Station 
Temple City Station 

LAPD 
Child Abuse Unit 
Detective Headquarters 
Foothill Division 
South Bureau 
Devonshire Division 

Pomona PD 
Bell Gardens PD 
Glendale PD 
Long Beach PD 
South Gate PD 

11 

2 
2 
2 
2 
1 

HEALTH SYSTEM INVOLVEMENT IN 
1994 FETAL DEATHS 

Only 1 of the 26 fetal deatii cases reported to 

ICAN in 1994 had records found in a Los Angeles 

County Department of Health Services facility, Los 

Angeles County + University of Southem California 

Medical Center. 

Place of death data provided by the Coroner 

indicated tiiat 16 different hospitals were involved in 

tiie fetal deatiis. 4 fetuses were abandoned and 

dumped. 

When comparing place of deatii data reported 

by tiie Coroner, 2 records should have been found at 

Harbor/UCLA Medical Center, 3 records at Olive 

View Medical Center, 2 records at King Drew 

Medical Center and one additional record at 

LAC+USC. 
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Pâ rO V̂̂ leV, Los Ao^^ks Coupri-v̂  Irrter-Agency toor^d or̂  (%\i<k Abust ĉ Ĵ 



The Response ICAN Policy Committee Members 

The Los Angeles County Inier-Agcncy Council on 
Child Abuse and Neglect (ICAN) serves as tiie 
official County agent to coordinate development of 
services for the prevention, identification and 
treaunent of child abuse and neglect. 

27 County, City, Stale and Federal agencies are 
members of ICAN, along witii UCLA and five 
private sector members appointed by tiie Board of 
Supervisors. ICAN's Policy Committee is com­
prised of tiie heads of each of tiie member agencies. 
The ICAN Operations Committee includes desig­
nated child abuse specialists from member agencies 
as well as commuitity representatives, aixl carries 
out tiie activities of ICAN through various standing 
and ad hoc subcommittees. 

This sti-ong multi-level, multi-discipUnary and 
community network provides a frameworic through 
which ICAN is able to identify those issues critical 
to the well-being of children and families. The 
CouncU is tiien able lo advise tiie Board on relevant 
issues and lo develop strategies to implement 
programs tiiat will improve tiie community's 
collective ability lo meet tiie needs of abused and 
at-risk children witii tiie limited resources available. 

Through its relationship with the Califoimia 
Consortium for tiie Prevention of Child Abuse, tiie 
National Committee for the Prevention of Child 
Abuse and the Uruted Stales Advisory Board on 
Child Abuse and Neglect, ICAN has established 
strong ties to state and federal agencies which effect 
local programs and services lo children. 

ICAN has received national recognition as a model 
for inter-agency coordination for the protection of 
children. All ICAN Policy and Operations Commit 
tee meetings are open to the public. Interested 
professionals and community volunteers are encour­
aged to attend and participate. 

Sherirr Sherman Block - Chairperson 
Michelle Barker-Hellpern Principal, 

Barker & Young Communications 
Lynn W. Bayer - Director. Community A Senior Citizens 

Services 
Sal B. Castro - Educator 
DeWItt Clinton - County Counsel 
Rodney E. Cooper - Director, Parks and Recreation 
Areta Crowell, Ph.D. - Director, Menul Health 
G. Peter DIgre - Director, Children's Services 
Jerome Dimaggk) - Regional AdminisCraior, 

Department of Correcbons 
P. Mkhaei Freeman - Fire Chief, Forester and Fire Warden 
Gil Garcettl - District Attorney 
Robert Gales - Director, Health Services 
Jamcfl Hahn - L.A. City Attorney 
Nancy Hayes, LCSW - UCLA Medical Center 
Anthony Hernandez - Director, Department of Cororter 
Dr. DoaaM Ingwersoo - Superintendent, Office of Education 
Carlos Jackson - Executive Director, Community 

Development Commission/Housing Authority 
Michael Judge - PubUc Defender 
Edward M. Kritzman - Executive Officer/Clerk, 

Administratively Unified Courts 
Daniel E. Lungren - California Attorney Genera] 
Nora M . Mandla - United States Attomey 
Rkhard Monies - Presiding Judge, Juvenile Court 
Barry Nldorf - Chief Probation Officer 
France Nuyen - Performing Artist 
Linda Otto - Producer/Director 
Sally R. Reed - Chief Administiaiive Officer 
Sandra Rucben - County Librarian, Public Library 
L. Sathyavaglswaran, MD - Chief Medical Examiner - Coroner 
William Stewart - Director, Internal Services 
Eddy S. Tanaka - Director, Public Social Services 
Sidney A. Thompson - Superintendent, 

L. A. Unified School District 
Sharon Wataon, Ph.D. - Executive Director, Children's 

Planning Council 
Willie Williams - Chief, Los Angeles Police Department 

Staff; 
Deanne Tilton, Executive Director 
Penny Weiss, Assistant Director 
Mitch Mason, Program Analyst 

Los Angeles County 
Inter-Agency Council 

on 
Child Abuse 
and Neglect 

4024 North Durfee Avenue 
El Monte, California 91732 

(818)575-4362 



The Challenge The Results 

Reports of suspected child abuse and neglect in 
Los Angeles County have increased by over 
120% in the past ten years. Over 164,000 chil­
dren weiTC reported for abuse or neglect to Los 
Angeles County Department of Children's 
Services in 1993. The number of identified child 
abuse deaths has risen as well, to 46 in 1992. 

Media attention, dramatic productions and 
special rep<Hts about child abuse have become 
more and more common. Public awareness of the 
incidence, effects and nature of child abuse has 
grown at the same time. 

The response to child abuse encompasses far 
more than one discipline or profession. 
Childrcn's services, law enforccnacnt, health, 
mental health and schools are all involved in the 
assessment and provision of services to families 
and children at-risk of abuse and neglect. Other 
agencies, such as libraries, parks and recreation, 
and commimity services have a role in preven­
tion and identification of child abuse. 

The need for these different disciplines to wwk 
together to coordinate their services and re­
sources for families and children is evident. 
Equally important is the participation of commu­
nity groups, volunteers, media and child and 
family advocates. 

ICAN's commiunent to cooperative interaction has resulted in the following benefits lo children in Los Angeles County: 

Advocacy - ICAN has successfully advocated for state and federal legislation to improve services to children, 
including developntent of a countywide High Risk Family and Children's Index, funding of Child Abuse Prevention 
and Treatment programs, and numerous other programs of benefit to chiklren and families of Los Angeles County 
and throughout the state. ICAN has also advocated and been key in accessing stale and federal grants to meet the 
needs of Los Angeles County's chiltfaen. 

Child Death Review - Arising from concerns over the handling and preventability of cases in which chiklren 
have died at the hmids of their careukcn. ICAN established t>ie first Muhi-agency Child Death Review Team in the 
nation. This project has been replk^ied in 45 California courlies and 38 stales across the nation and credited wklely 
in national media and professkmal journals. 

Prenatal Substance Exposure - In response to the dramauc increase of reports of infants affected by prenatal 
exposure lo drags md afcohol. ICAN devekiped an inler-agency collaboration of providers lo improve the assess­
ment wd delivery of servkxs lo chiklren and families as well as promote innovative prevention programs to high 
risk women and fiaulies. 

ICAN Associates — Through this private non-profit charity, ICAN has developed a successful partnership with 
volunteer business and community members who raise fimdu and public awareness for programs and issues klenti-
fied by ICAN as well as organizing special events for childnn. Interested volunieers and others wishing further 
informatkm may contact ICAN Associates at (818) 573-4341}. 

Community Child Abuse Councils - Fifteen community based chikl abuse councils representing different 
ethnk groups and geographical areas are coordinated through the Community Chikl Abuse Council Coordination 
Project This network of over 1000 active partkipants dioughout die county provides ICAN a forum to identify and 
assist in resolving issues and concerns of kxal oommiuiities and government agencies. 

Child Sexual Abuse Evaluation - In recognition of tt;r. need for expertise in dealing with die trauma of chikl 
sexual abuse, ICAN has advocated for mulli-disciplinary centers whkh bring together medical, social services and 
law enfon:ement professkmals who are specially trained and sensitive to die issues and needs of diese diffkult cases. 

Child Abduction - 90% of chikl abductions involve parents in custody disputes, using the child as a pawn iiuheir 
anger. Frequendy, allegations of child abuse arise as a reason for abducting these children. The 
need for specialized assessment and dierapeutic iniervcnoon, as well as appropriate law enforce­
ment involvement has resulted in ICAN's development of its Reunification of Missing Children 
Project 

Information Sharing - The ICAN Office has many resource maieriab availaMe on 
chikl abuse prevention, incidence, and treatment including an extensive vkko library. 
Contact die ICAN Office at (818) 575̂ 362 as to die availability of diese materials. 
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HH ASSOCIATES 
QUARTERLY NEWSLETTER • FALL 1996 • VOLUME 6 • ISSUE 2 

Private Fund-Raising Associates of the Los Angeles County Inter-Agency Council on Child Abuse and Neglect (ICAN) 
4024 North Durfee Avenue, El Monte, California 91732. Telephone 818-455-4587 

IN MEMORY OF 
ROXIE ROKER 
Roxie Roker, a founding Board 
member of ICAN Associates, 
dedicated herself to 
bringing joy into tlie 
lives of abused and 
neglected children and 
laughter into the 
homes of millions of 
families. The children 
of Los Ajigeles Count)' 
and throughout the 
world have lost a 
very special 
friend. 

Roxie was 
known for her 
groundbreaking 
role as "Helen 
WiUis" on "The 
jeffersons". A 
graduate of 
Howard 
Universit)', she 
studied at the 
Shakespeare 
Institute in Stratford-on 
Avon, England. Her work 
was recognized with many 
awards, inciuditig the Obie and the 
Tony. In 1986, Roxie was honored by 
her Alma Mater with an alumni award for 
Distinguished Post Graduate Achievement in 
the Performing Arts. In 1983, she was honored 
by the Southern California Chapter of the Howard 
University Alumni Association as Alumnus of the Year 
She received both Los Angeles City and Los Angeles 
County citations for her Outstanding Contributions to 
the Community. 

In I984,Ro.\ie received 
the ICAN "Woman of the 

Year" award. She was 
one of the mcjst active 

members of ICAN 
Associates, never 

missing an opportu­
nity to help ICAN 

builtl resources 
for ciiildren or to 
visit tiie children 

in MacLaren 
Children's Center or 

in community 
treatment programs. 
She was a beautiful, 

deeply compassionate 
and unselfish woman. 

She never lost track 
of her friends and 

always put the 
needs of others 
before her own. 

Roxie is 
: survived by 

her father, 
Albert Roker, 

her son, musician 
Lenny Kravitz, 

inddaughter Zoe and 
lier aunt, Mabic Bosfield. 

ICAN Associates has 
established a 

Roxie Roker Memorial 
Fund to assist families and 

abused children in tlie 
community of Watts. 

Barbara Aven' will serve as ICAN Associates Chairjierson 
of this project in honor of Roxie. Tor information about 

this fund, please contact the ICAN Associates office. 
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ASSOCIATES 
QUARTERLY NEWSLETTER ' FALL 1995 • VOLUME.5 ' ISSUE 1 

Private Fund-Raising Associates of the Los Angeles County Inter-Agency Council on Child Abuse and Neglect (ICAN) 
4024 Nor th Durfee Avenue , El M o n t e , Cal i forn ia 91732 Telephone 818.455-4587 

President's Address 
by Joel Henrie 

The Bcxird (.)f Directors of ICAN 
A.s.sociate.s remains committed tr) 
helping prevent the needless 
abuse and neglect of cliiithen. 

We are deeply concerned that 
over J65,000 children were report­
ed foi' ,siis|7eeted abuse and 
neglect in l.os Angeles County 
alone last year. Three million 
reports of child abuse and neglect 
were made nationally. Most tragi­
cally, at least live children a day 
die at the hands of their parents or 
caretakers. 

Our heai'ts and minds are 
devastated by these cruel facts. 
However, we are inspired to 
redouble oui' ellorts to prevent 
children's pain and SLiflering. We 
are also pioud to be part of ICAN's 
stale-ol'-the-art eftoi't to address the 
problems thai cause and result 
from child abuse, and to inlluence 
similar efforts across the country. 
We call up(.)n our friends, associ­
ates and C(jlleagues to join in these 
ci'itically important endeavors. 

Allow me to Ltpdale you on 
some of our current activities and 
plans For the future. 
continues on page 5 

Art Works For Chil(Jren Fundraiser 

A Unique Evening Of Culture, 
Elegance And Success 

ICAN Associates i^iciixl members 
Marie Christopher and Joan Simon 
Menkes, hackt'd by an impressive 
,Ui(>up of volunieers, cliaiied an inspii-
ini; K.'AN Associates lundraisei at the 
Menkes home in lieveiiy Hills. The 
"Ai't Works loi" Childrc'n" event lea-
lured elegant and cleverly dccorLiled 
boxes created by some ol California's 
loiemosi aitists. As Vice-(.1iaii-of the 
r-ieverly Hills .Ail Commission, Joan 
knew jirsl how to create an e\'eniny 
that would enchcUTl the attendees, and 
in.spiie bids lor tht.- aitwork lesulling 
in a pi'esentation of $.̂ 7,000 ti:> the 
Cenler loi- ihe Vulnerafik' Child. Dr. 
Astrid Heger, l)iret:loi- ol ihe Centei', 
grateliilly acceptCLl llie donation. 
.Special guests includcLl Secretary of 

State Warren Christopher, who was 
joined by his wife Marie atui daughier 
Kristen IV)i- ihe entiie lieauliful 
eveninii. 

Marie Cliristoplicr, 
.Secretary of State Warren Cliristopher, 

Joan .Simon Menkes and 
Dr. Jolin Menkes 

ttl "All WiirhsJKI- Chi/drcii" IK-IIC/'H. 

U.S. Advisory Board 
Releases Comprehensive Report 

Joel Henrie 

On.April 26. 7995, Ihe I.LS. Adi'isory 
Hoard on Child Abuse and Nci^/ecl 
released Ihe Hoard's fifth report en tided 
" l Nation 's Shame: Ixilal Child Abase 
and Nei^lect in the United Slale.s, " al a 
national /nv.ss conference in 
Washini'lon D.C. I'olloivin!^ are e.xcerfls 
from Ihe coninienis of/Xdvisory Hoard 
Chaiifenson, Deanne lilton Durfee al 
lhal press conference. 

Let me start by stating the obvious — 
children are m.it supposed lo die. It i.s 
unnatural. It is painful loi- any of us lo 
ac:cept. When disease, accidents <.)r dis-
asiei" take the lives of childien, oui-
continues on page 8 

first I^idy Hillary Rodham Clinton and 
Deanne'I'ilton Durfee Wiisl'iniiliiii IJ.C. 
I'iilliiii'iiii> release afll.ie U.S. .Adeisoiy lloind 

l\c/:i(<r! ".'I Nt.iliiDi's Shuiiic: iiilal Child 
Aliiise dud /X'cy/ctV /;/ //)(.' Ihiiled Stales." 
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INTER-AGENCY COUNCIL ON 
CHILD ABUSE AND NEGLECT 

(ICAN) 

The Inter-Agency Council on Child Abuse and Neglect (ICAN) was 
established in 1977 by the Los Angeles County Board of Supervisors. 
ICAN serves as the official County agent to coordinate development 
of services for the prevention, identification and treatment of child 
abuse and neglect. 

27 County, City, State and Federal agency heads are members of the 
ICAN Policy Committee, along with UCLA and five private sector 
members appointed by the Board of Supervisors. ICAN's Policy 
Committee is comprised of the heads of each of the member agencies. 
The ICAN Operations Committee, which includes designated child 
abuse specialists from each member agency, carries out the activities 
of ICAN through its work as a committee and through various 
standing and ad hoc subcommittees. 18 community based inter­
disciplinary child abuse councils interface with ICAN and provide 
valuable information to ICAN regarding many child abuse related 
issues. ICAN Associates is a private non-profit corporation of 
volunteer business and community members who raise funds and 
public awareness for programs and issues identified by ICAN. 

This strong multi-level, multi-disciplinary and community network 
provides a framework through which ICAN is able to identify those 
issues critical to the well-being of children and families. The council 
is then able to advise the Board on relevant issues and to develop 
strategies to implement programs that will improve the community's 
collective ability to meet the needs of abused and at-risk children 
with the limited resources available. 

ICAN has received national recognition as a model for inter-agency 
coordination for the protection of children. All ICAN Policy and 
Operations Committee meetings are open to the public. All interested 
professionals and community volunteers are encouraged to attend 
and participate. 
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POUCY COMMITTEE 
Twenty-seven Department heads, UCLA, five Board appointees. Forms policy and 
votes on major issues. (Meets twice armually) 

COUNTY EXECUTIVES POLICY COMMITTEE 
Nine County Department heads. Forum to consider issues of mutual concem. 
(Meets as needed) 

OPERATIONS COMMITTEE 
Member agency and community council representatives in a working body. (Meets 
Monthly) 

OPERATIONS EXECUTIVE COMMITTEE 

Leadership for Operations and liaison to Policy Committee. (Monthly) 

ICAN ASSOaATES 

Private incorporated fundraising arm of ICAN. (Monthly) 

COMMUNITY PROGRAMS 
Eight multiservice community-based programs meeting ICAN standards. (As 
needed) 
SPEOAL PROJECTS 

Special projects sponsored by the ICAN Associates. (As needed) 

VOLUNTEER PROJECT 

Recruit/mobilize volunteers for projects. (Monthly) 

CHILD DEATH REVIEW TEAM 

Multiagency review for better case management and for system review. (Monthly) 

DATA/INFORMATION SHARING 

Intra and inter agency system of information sharing and accountability. (Monthly) 

LEGAL ISSUES 

Analyzes relevant legal issues and legislation. (Monthly) 

TRAINING 

Provides and facilitates intra and inter agency trairung. (As needed) 

CHILD ABUSE COUNQLS 
Interface of membership of 18 conununity child abuse councils v^th ICAN. 
Councils are interdisciplinary with open membership and organized geographically, 
culturally, and ethnically. (Monthly) 



CHILD ABUSE/DOMESTIC VIOLENCE 
Examine relationship between child abuse and domestic violence; develop 
interdisciplinary protocols and training for professionals. (Monthly) 

PRENATALLY ALCOHOL/DRUG EXPOSED CHILDREN 
Improve the system rendering services to drug/alcohol exposed children and their 
families. (Monthly) 

GRIEF AND MOURNING PROFESSIONAL RESOURCE GROUP 
A counseling peer group which serves as a resource pool of experts in grief and loss 
therapy to those providing mental health interventions to surviving family 
members of fatal family violence. (Monthly) 

FAMILY AND CHILDREN'S INDEX 
Developing an interagency database which will allow agencies access to whether 
other agencies had relevant previous contact with a child or family in order to form 
multidisciplinary personnel teams. (Monthly) 

CHILD ABDUCTION 
Public/private partnership to respond to needs of children who have experienced 
abduction. (Monthly) 

AB 1733/AB 2994 PLANNING 
Conducts needs assessments for child abuse services; participates in RFP process and 
develops recommendations for funding for private agencies. (As needed) 

INTERAGENCY RESPONSE TO PREGNANT AND PARENTING ADOLESCENTS 
Focuses on review of ICAN agency policies, guidelines and protocols that relate to 
pregnant and parenting adolescents and the development of strategies which 
provide for more effective interventions with this high risk population. (Monthly) 

CHILD ABUSE EVALUATION REGIONALIZATION 
Coordinates efforts to facilitate and expand availability of quality medical exams for 
child abuse victims throughout the County. (As needed) 

NEONATAL HOME VISITATION 
Developing recommendations on how neonatal home visitation, which has been 
shown to be an effective child abuse prevention strategy, can be systematically 
implemented throughout Los Angeles County. (As needed) 

CHILDREN'S BURNS 
This committee reviews issues surrounding children's burn injuries that result 
from parental abuse or neglect. Meets at the Grossman Burn Center. (Monthly) 


