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Child Fatality Prevention System 

Colorado’s

Child 
Fatality 

Prevention 
System

Child 
Fatality 
Review 
Teams

43 teams

State 
Review 
Team

46 members

State 
Support 
Team

CDPHE

• Motor vehicle/other 

transport

• Sudden unexpected infant 

deaths

• Child maltreatment 

• Violence (suicide, homicide, 

firearms deaths)

• Overdose and poisoning 

deaths

• Unintentional injury (fires, 

drowning, falls)

• Undetermined causes



Public Health Approach to 

Child Fatality Prevention



Shared Protective Factors

Protective factors: characteristics or situations that mitigate the risk of 

experiencing violence and/or injury, and help to build resilience to thrive 

when faced with adversity



2018 Annual 

Legislative 

Report
You can access this report, topic-

specific data reports, and past 

legislative reports on the CFPS 

Collaboration Website: 

www.cochildfatalityprevention.com

http://www.cochildfatalityprevention.com/


2018 Prevention Recommendations



Data Quality Recommendations



Data Reports, 2012-2016

Statewide and topic-

specific reports:
• Sudden unexpected 

infant death 

• Motor vehicle

• Suicide

• Child maltreatment

• Firearm deaths

• Drowning

• Unintentional poisoning 

www.cochildfatalityprevention.com/p/reports.html



www.cochildfatalityprevention.com/p/reports.html



Submit your requests and questions 
to: support@cfps.freshdesk.com

Kate Jankovsky
CFPS Manager 
kate.jankovsky@state.co.us
303-692-2947

mailto:support@cfps.freshdesk.com
mailto:kate.jankovsky@state.co.us


Colorado Department of 
Human Services

CHILD FATALITY REVIEW TEAM

C.R.S.  26-1-139



The Administrative Review Division

The CDHS Child Fatality Review Team is housed within ARD. The ARD is 
Colorado’s federally required Quality Assurance System responsible for 
conducting administrative case reviews. 

The ARD also serves as a portion of the Quality Assurance System for 
DYS and Child Welfare, and Adult Protection. The ARD conducts the 
following reviews:
• Foster Care Reviews (includes youth in DYS community placements)
• Assessment Reviews
• In-home Services Reviews
• Foster Care Home Review
• Hotline
• Screen-Out
• APS QA



The CDHS Child Fatality Review Team

In 2011, House Bill 1181 was passed and codified the Colorado 
Department of Human Services’ (CDHS) Child Fatality Review Team 
(CFRT) and provided statutory authority through the addition of 
section 26-1-139 of the Colorado Revised Statutes (C.R.S.)



The CDHS Child Fatality Review Team

The Colorado Department of Human Services Child Fatality 
Review Team (CFRT) reviews incidents of fatal, near fatal, 
and/or egregious abuse or neglect determined to be caused as 
a result of child maltreatment, when the child or family had 
previous involvement with child welfare three years prior to 
the incident. 



Mitigate future 
incidents of 

fatal, near fatal, 
and egregious 

child abuse 
and/or neglect.

Review of case 
records associated 
with each incident

Identify 
contributing 

factors that may 
have led to the 
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Review of the 
quality and 

sufficiency of state 
and local agency 

services

-Strengths

-Gaps/Deficiencies

Make 
Recommendations  
for changes to law, 
rules and policies

The CDHS Child Fatality Review Team



Overview of 2017 Incidents



2017 Annual Report

Statute requires an annual report to the legislature, on or before July 1st of each year, reflecting aggregate 
information with regard to fatal, near fatal, and egregious incidents of child maltreatment that occurred 
in the prior calendar year. 

The data provides an overview of the trends, characteristics and demographics of children and families 
involved with such incidents. The data is aggregated and presented in an effort to better understand and 
identify the factors associated with such incidents of abuse or neglect. 
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CFRT Recommendations

Per C.R.S. 26-1-139 (4) (i)(section I), the recommendations must 
address all systems involved with children and follow up on specific 
systemic recommendations from prior reports that address the strengths 
and weaknesses of child protection systems in Colorado. 
Recommendations made through the CFRT review process, can be 
categorized into two distinct categories:

• Individual Policy finding Recommendations resulting from 
individual policy findings regarding a county department’s 
compliance with rule, statute, and policies

• Systemic Recommendations which address identified systemic 
gaps and deficiencies related to all systems which provide services 
to children and families in Colorado. 



Recommendations- Policy Findings

A total of 133 recommendations were made across the 32 posted reports posted between 4/1/2017 and 3/31/2018



Systemic Recommendations

Over the last several years, the CFRT has identified a potential systemic 
gap related to service delivery from the medical community when there 
have been signs of abuse or neglect that went unidentified by medical 
professionals, within days or weeks leading up to a fatal incident of child 
maltreatment. 

• Jefferson County case-specific recommendation
• Collaboration with DORA and the Colorado Medical Board
• Current work with CHA and Kempe Center



Systemic Recommendations

Systemic gap related to Child Welfare not having 
sufficient access to Municipal Records 

• Recommendation spearheaded by the Child Welfare 
Ombudsman

• Stakeholder meetings held with Senator Fields
• Interim Committee proposed during 2018 Legislative 

Session- not approved
• Next Steps



CDPHE and CFRT 2017 Joint 
Recommendation

Pursuant to C.R.S. 25-20.5-407 (1) (i), the Child Fatality Prevention 
System (CFPS) State Review Team is required to collaborate with the 
Colorado Department of Human Services (CDHS) Child Fatality Review 
Team (CFRT) to make joint recommendations for the prevention of child 
fatalities. 

2017 Recommendation: Raise awareness and provide education to child 
welfare providers and community agencies on safe firearm storage to 
prevent child deaths involving firearms. 


