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with cord or strap injuries. Blood 
tests revealed dangerously high 
levels of acids, which the coroner 
believed was the result of starvation. 
	 Media interviews with police, 
neighbors, and relatives revealed 
that there had been prior concerns 
about Raijon’s safety, and police had 
voiced their concerns to the county’s 
child protective services agency sev-
eral times since May 2005. In fact, 
the agency had received a total of six 
referrals about Raijon in the years 
leading up to his death. An agency 

The death of 8-year-old Raijon 
Daniels last October was front page 
news in the San Francisco Bay Area. 
Over the next few days, headlines 
drew repeated attention to his 
death: “Dead Boy, 8, Was Abused, 
Police Say”1; “Mom Held on  
Suspicion of Torturing, Killing 
8-Year-Old Son”2; “No One Took 
Notice of Boy’s Life of Torture Until 
It Was Too Late.”3 
	 News reports indicated that 
when police responded to the 
mother’s 911 call that her son had 
stopped breathing, they discovered 

that the family’s Richmond apart-
ment reeked of household cleaner. 
Duct tape on the sheets and blanket 
in Raijon’s bedroom, and rope marks 
on his hands suggested that he was 
held hostage, bound and locked in 
his room. His mother told police that 
she poured household cleaner on 
his genitals to discourage him from 
urinating on himself. 
	 The coroner concluded that 
Raijon’s death was a homicide, the 
result of years of physical trauma. 
Raijon’s body was covered with 
burns, scars, and bruises consistent 

Child Deaths From Abuse and Neglect:
Accurate Data, Public Disclosure Needed
By Bill Grimm

1  Karl Fischer, Dead Boy, 8, Was 
Abused, Police Say, Contra Costa Times, 
October 31, 2006, at A1. 

2   Karl Fischer, Mom Held on Suspicion 
of Torturing, Killing 8-Year-Old Son, 
Oakland Tribune, October 30, 2006. 

3  Patty Fisher, No One Took Notice of 
Boy’s Life of Torture Until It Was Too 
Late, San Jose Mercury News, November 
1, 2006. 
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4   Fischer, supra , note 1. . 

5  County to Probe Its Handling of Fatal 

Abuse Case, Oakland Tribune, November 
1, 2006. 

6  Report Clears Child Welfare 
Employees, Oakland Tribune, January 
13, 2007. 

7  Christina Jewett, Death Puts Focus 
on CPS; Child Protective Services Had 
Warnings Before Girl, 12, Starved to 
Death, Sacramento Bee, March 20, 
2007. 

8   Christina Jewett, CPS Knew 
of Girl’s Neglect, Records Show, 
Sacramento Bee, March 20, 2007.  
The brief excerpts from agency  
records used by the reporter were 
obtained under a new state policy 
discussed infra.  

By Bill Grimm (Continued from page 1)

Child Deaths From Abuse and Neglect:
Accurate Data, Public Disclosure Needed

spokeswoman, however, refused 
comment to reporters citing conþ-
dentiality laws.4 
 	 The agency did, however, pledge 
“a thorough investigation” and the 
state’s Department of Social Servic-
es promised to “review this case.”5   
	 Reporters tracked down Raijon’s 
father, who had met his mother, 
Teresa, while they were both in high 
school. He claimed he had not had 
any contact with his son for years 
because the mother and her family 
did not want him around. 
	 Shortly after the release of the 
coroner’s report on January 8th, 
the county child protective services 
agency released the results of its 
internal investigation. The county 
agency concluded that its workers 
had “followed all policies and proce-
dures in handling reports of abuse 
or neglect involving Raijon.”6  
	 Early calls for an independent 
investigation of the child protective 
services agency’s responses to  
reports of prior abuse were ignored.

	 When 12-year-old Daelynn Fore-
man was found starved to death in 
her home in July 2006, she weighed 
only 23 pounds – the average weight 
of a one-year-old. Her bedsores were  
so severe that parts of her pelvic 
bone were exposed. It wasn’t until 
the girl’s mother was arrested  
and charged with homicide and 
methamphetamine sales in  
February 20077 that a reporter  
from the Sacramento Bee began 
to investigate the child protective 
service agency’s role in the case. 
When Sacramento ofþcials refused 
to discuss whether they had received 
any prior reports about Daelynn, 
the Sacramento Bee þled a Public 
Records Act request. 
	 Using police reports, court and 
agency records, and interviews  
with relatives, the Bee pieced  
together parts of Daelynn’s life.  
The reporter learned that county 
child protective services “had  
received seven reports warning that 
[Daelynn] was either severely or 

generally neglected.”8 The þrst  
was when she was 7-years-old. 
	 At age 9, Daelynn, who had 
cerebral palsy, weighed 60 pounds. 
By age 10, she had dropped to 46 
pounds, and then to half that weight 
by the time of her death. In April 
2005, apparently under threat of 
Daelynn’s removal from her home by 
child protective services, the mother 
took her to a doctor. The mother  
ignored the doctor’s direction that 
she bring the child to a pediatrician 
and other specialists for follow-up. 
The pediatrician called the mother 
six times over the next six months to 
try and get her to bring Daelynn in, 
but the mother ignored the doctor’s 
requests. During this same time, 
child protective services appears 
to have dropped the case, satisþed 
that the mother took Daelynn to one 
medical appointment, but not check-
ing to see if she followed through 
with the doctor’s recommendations. 
	 During the fall of 2005, Dae-
lynn’s mother withdrew her from 
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school. The school sent an in-home 
teacher to the home twice a week. 
That teacher noticed Daelynn was 
losing weight. When the mother 
refused to take the teacher’s advice 
and bring Daelynn back to the doc-
tor, the teacher reported it to child 
protective services. On April 7, 2006, 
child protective services conþrmed 
the teacher’s report of neglect. 
	 Little is known about what 
action, if any, child protective 
services took after learning about 
the neglect. An agency worker 
visited the home on May 19, 2006, 
just 10 weeks before Daelynn died, 
but there is no information as to 
whether the worker had contact 
with Daelynn. Comments from the 
director of the child protective ser-
vices agency suggest that workers 
found the mother “very believable” 
and failed to verify what the mother 
told them.
	 Sadly, the stories of Raijon Dan-
iels and Daelynn Foreman are not 
isolated incidents. Every year, hun-
dreds of children die from abuse and 
neglect all across the country. Often, 
child protective services agencies 
have had contact with the child and 
family prior to the death. However, 

efforts to institute programs and 
policies to help reduce child abuse 
deaths are hampered by lack of ac-
curate and detailed data, and access 
to information. 
	 This article discusses the ongo-
ing efforts to record child abuse 
and neglect fatality data and other 
information, and highlights recent 
efforts in California to enact changes 
that would make this information 
available to the public. 

Number of Child Abuse  
Fatalities Unknown/ 
Underreported in California
The accounts of Raijon’s and 
Daelynn’s deaths published in the 
Sacramento Bee and Contra Costa 
Times provide a rare glimpse into 
the circumstances surrounding the 
deaths of children in California from 
abuse or neglect. But the public 
cannot rely upon news stories to 
document the incidence of child 
abuse deaths. Such accounts often 
provide little information about the 
families’ involvement with child pro-
tective services. In addition, agency 
claims of conþdentiality often stymie 
reporters’ investigations. 

	 In the last decade, California 
has created two entities to inves-
tigate the problem of child abuse 
deaths – the Child Death Review 
Teams and the State Child Death 
Review Council. Unfortunately, nei-
ther group has been able to produce 
accurate and reliable information 
about the incidence of child abuse 
and neglect deaths in the state. 

Child Death Review Teams
California’s county child death 
review teams (CDRTs) were created 
by statute in 1997 to investigate 
child deaths. The CDRTs’ goal is to 
understand how and why children 
die in order to prevent future deaths 
and improve the health and safety 
of children. 
	 However, CDRTs in most 
California counties do not provide 
much information about child abuse 
deaths. Due to lack of funding and 
staff support, and dependency on 
volunteers, CDRTs often issue 
reports that comprise a collection of 
outdated charts and graphs. Less 
than half the CDRTs in California’s 
58 counties publish an annual  
report. Most contain no details 
about individual cases. Although 
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the law requires that CDRTs be 
given access to “prior child abuse or 
neglect investigation reports main-
tained involving the same victims, 
siblings or suspects,”9 many teams 
never receive the information either 
because they don’t ask for it or be-
cause their requests are not met.
	 Child death review team 
reports in other states appear to 
be similarly hampered by a lack of 
resources. For example, Hawaii re-
cently published a report providing 
limited statistical information about 
child deaths in 2000 to 2002.10  

Child Death Review Council
Almost a decade ago, the California 
Child Death Review Council (“the 
Council”)11 set out to determine the 
number of children who die each 
year as a result of child abuse and 
neglect.12  The Council drew abuse 
fatality data from three different re-
porting systems: 1) the Department 
of Justice Child Abuse Central 
Index (CACI), 2) the Department 
of Justice Supplemental Homicide 
File, and 3) the Department of 
Health Services Vital Statistics 
Death Records. 
	 The Council’s study concluded 
that “none of the three databases 
[could] be considered a deþnitive 
source for identifying child abuse 
and neglect fatalities.”  Indeed, 
each system recorded very different 
numbers documenting child abuse 
deaths. This may be in part because 
each of the databases uses a differ-
ent set of terms and deþnitions to 
code child abuse deaths. A compari-
son of the three databases in 1998 

found that the CACI reported 24 
child abuse deaths, the Department 
of Justice Homicide Files reported 
96, and Vital Statistics reported 
20.13 Further analyses found “that 
a signiþcant number of cases were 
recorded in one database, but not 
included in either one or both of the 
other systems.14 This problem is 
compounded by inaccurate or incom-
plete data in each of the individual 
databases, as discussed in the fol-
lowing sections.

The Child Abuse Central Index
The Child Abuse Central Index 
(CACI) is maintained by the Califor-
nia DOJ. 15 The law requires that 
child protective service agencies and 
law enforcement submit to the CACI 
all reports for which a complaint is 
investigated and ruled substanti-
ated or inconclusive.16  However, a 
quick glance at the numbers makes 
clear that many reports are never 
þled with the CACI. Each year, 
child protective service agencies þnd 
that almost 200,000 (out of 500,000) 
reports of child abuse or neglect are 
substantiated or inconclusive.17  
Yet only 38,000 child abuse inves-
tigations are reported to the Child 
Abuse Central Index each year.18 

Department of Justice 
Homicide File
DOJ’s Homicide File is maintained 
as part of the FBI Uniform Crime 
Reporting program. It includes 
deaths considered homicides by 
law enforcement agencies based 
upon a coronerõs þndings. Since the 
homicide þle contains identifying 

information for the victim, data on 
perpetrator-victim relationship, and 
the circumstances preceding death, 
it can be used to identify some child 
abuse fatalities. The Homicide File 
consistently reports substantially 
more child abuse deaths than other 
databases.19

Department of Health Services 
Vital Statistics Death Records
California’s Vital Statistics system 
uses death certiþcate information 
to record the cause and manner of 
death. The system designates the 
underlying cause of death as either 
“natural” or “injury.” Injuries are 
subdivided into unintentional inju-
ries, intentional injuries, and unde-
termined. It classiþes the manner of 
death as either homicide, suicide, ac-
cidental, natural, or undetermined. 
	 The Vital Statistics system is a 
poor source of child abuse deaths for 
several reasons, including limited 
information on death certiþcates, 
stringent coding guidelines that 
require a documented history of 
child abuse, and reluctance on the 
part of persons completing the death 
certiþcate to identify child abuse as 
the cause of death.20 More than a 
decade ago, researchers suggested 
that Vital Statistics records code 
as few as 15 percent of child abuse 
fatalities correctly. 21

Efforts to Improve Knowledge 
About Child Abuse Fatalities  
in California
In an effort to improve knowledge 
about child abuse deaths, the Cali-
fornia legislature in 1999 directed 

9   Cal. Pen Code §11170 (b)(5). 

10  Hawaii Dep�t of Health, Child Death 
Review Report 1997-2000 (2007). 

11  The State Child Death Review 
Council was established by statute in 
1997 to support county child death 
review teams. Its membership includes 
representatives of law enforcement, 
medical examiners, health care 
professionals, district attorneys� 
of�ces, state department of health and 
social services, county child welfare 
agencies, and local child death review 
teams. 

12  California State Child Death Review 
Council, Child Deaths in California 
Related to Abuse and Neglect: 1996-
1998, Introduction (undated).   

13  Id. at p.8, Table 4. 

14  Id. at p.8. 

15  California�s Child Abuse Central 
Index is operated by the Department of 
Justice. Cal. Pen. Code §11170. 

16   After child protective services 
investigates a complaint about child 
abuse or neglect, it must issue a 
report stating that the complaint 
is �substantiated,� �inconclusive,� 
or  �ruled out.�  If the report is 
�substantiated� it means that the 
investigator found conduct constituting 
child abuse or neglect. Cal. Pen. Code 
§11165.12(b). 

17  Needell, B., Webster, D., Armijo, 
M., Lee, S., Cuccaro-Alamin, S., Shaw, 
T., Dawson, W., Piccus, W., Magruder, 
J., Exel, M., Smith, J., Dunn, A., Frerer, 
K., Putnam Hornstein, E., & Ataie, Y. 
(2006). Child Welfare Services Reports 
for California. Retrieved March 27, 
2007, from University of California at 
Berkeley Center for Social Services 
Research website at http://cssr.
berkeley.edu/CWS/CMSreports. 

18  See http://www.ag.ca.gov/
childabuse (last visited March 27, 
2007). 

19  California State Child Death Review 
Council, Child Deaths in California (June 
2005), at 8. 

20   Id. at p.7.

21  McClain, Sacks, Froehlke & 
Ewigman, Estimates of Fatal Child 
Abuse and Neglect, United States 
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that county child welfare agen-
cies “create a record [in the Child 
Welfare Services/Case Management 
System (CWS/CMS] on all cases of 
child deaths suspected to be related 
to child abuse or neglect.”22 Unfor-
tunately, the child welfare agencies 
have not complied with the law.23 
While the CWS/CMS System con-
tains a wide range of statistical in-
formation about child abuse victims 
and foster children, which is publicly 
available on the Internet, it does not 
report any data on the victims of 
fatal child abuse.24

	 As part of the same 1999 leg-
islation requiring augmentation of 
the CWS/CMS system, California’s 
legislature also directed that agen-
cies share information from four 
databases “to establish accurate 
information on the nature and  
extent of child abuse or neglect  

related fatalities in California.”25  
The four databases are: 1) Child 
Abuse Central Index, 2) DOJ 
Supplemental Homicide File, 
 3) Vital Statistics Death Records, 
and 4) CWS/CMS itself. The State 
Department of Health Services 
(DHS) is responsible for designing, 
testing, and implementing a fatality 
tracking system.26 As a result,  
DHS initiated two new programs:  
(1) Reconciliation Audits, and  
(2) Fatal Child Abuse and Neglect 
Surveillance Program. 

Reconciliation Audits
To conduct the reconciliation audits, 
the DHS’s Epidemiology and Pre-
vention for Injury (EPIC) branch, 
along with the Child Death Review 
Council (“the Council”), takes the 
information on child abuse deaths 
from the state’s four databases and 

reconciles it with the case review 
information collected by local child 
death review teams. The most recent 
results of these audits are contained 
in the June 2005 report, Child 
Deaths in California, published by 
the Council. The data in this report 
documents child deaths between 
1999 and 2001. For 2001, EPIC esti-
mated that 133 children were killed 
by their parents or caregivers.27

	 EPIC’s review of the 2001 data 
from the four databases found that 
discrepancies between the databases 
continue to be “substantial.”28  
For example, in 2001, the Homicide 
Reports recorded 79 deaths while 
Vital Statistics reported 30 and the 
Child Abuse Central Index reported 
only 24. All four of the databases 
had only þve cases in common.  
See Figure 3.

1979 Through 1988, 91 PEDIATRICS  338 
(1993). 

22   SB 525 now codi�ed at Cal. Pen. 
Code §11174.34 (l). The statute in its 
entirety reads: County child welfare 
agencies shall create a record in the 
CWS/CMS on all cases of child death 
suspected to be related to child abuse 
or neglect whether or not the deceased 
child has any known surviving siblings. 
Upon noti�cation that the death was 
determined not to be related to child 
abuse or neglect, the child welfare 

agency shall enter that information into 
the CWS/CMS. 

23   ACL No. 14-01:  Process for 
Recording Child Fatalities Related to 
Child Abuse and Neglect on the Child 
Welfare Services /Case Management 
System (February 8, 2001). But see, 
ACL No. 06-24: Public Disclosure of 
Child Fatalities and Near Fatalities 
Caused by Abuse or Neglect (July 21, 
2006) at 4 (providing a �request� that 

counties enter child death information in 
the CWS/CMS).  

24  While CWS/CMS does contain 
some raw data on child abuse deaths, 
it is �not easily available because it 
must be extracted from a complex 
database.�  As explained below, the 
state Department of Health Services, 
EPIC branch, has done this but the most 
recent data is from 2001 (e-mail from 
Roger Trent, PhD to William Grimm, April 

10, 2007). 

25  Cal. Pen. Code §11174.34 (a)(2). 

26   Cal. Pen. Code  §11174.34 (e). 
Unfortunately, this provision of the 
legislation �shall be implemented only to 
the extent that funds are appropriated 
for its purposes in the Budget Act.� Cal. 
Pen. Code §11174.34 (e)(6).	

27  State Child Death Review Council, 
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	 These audits rely largely upon 
the þndings of the local child death 
review team (CDRT) to reconcile 
data from the four sources.29 EPIC 
provides local child death review 
teams with an unduplicated list 
of child abuse/neglect deaths in 
the county along with identifying 
information drawn from the four 
databases. CDRTs are then asked to 
answer the following questions for 
each child death:
•	 Was the team aware of the 

child’s death?
•	 Did the team review the case?
•	 Did the team consider the 

child’s death to be a homicide?
•	 Did the team consider the 

child’s death to be a child abuse 
or neglect homicide or fatality? 
If not, why not?

•	 Did the team identify any other 
child deaths considered to be a 
child abuse or neglect homicide 
or fatality? If so, provide any 
identifying information.

In arriving at its estimate of 133 
children killed due to abuse or ne-
glect in 2001, EPIC engaged in the 
following analysis:  It identiþed 163 
unique child maltreatment deaths 
in 2001 from the four databases. 
Local child death review teams 
reviewed 138 of the 163 deaths and 
conþrmed that 109 (79 percent) 
resulted from child abuse or neglect. 
Of the 25 cases not reviewed by 
a child death review team, EPIC 
determined that 17 would have been 
conþrmed as child abuse if they had 
been reviewed. In addition, CDRTs 
identiþed another seven child abuse 
deaths not reported in any of the 
state databases. Using this meth-
odology, EPIC estimated there were 
133 child abuse/neglect fatalities in 
California in 2001.30  
	 The data resulting from the 
reconciliation audits must be viewed 
with caution due to its primary 
reliance on CDRT reviews. The 
audits provide no explanation for 

the CDRTs exclusion of 21 percent 
of cases identiþed as child abuse/ne-
glect. More importantly, neither the 
audits nor the CDRTs provide any 
information upon which the CDRTs 
based their decisions to þnd or not 
þnd child abuse and neglect. Finally, 
several local CDRT reports suggest 
that the teams’ access to information 
was often limited. 
	 EPIC has not conducted rec-
onciliation audits for more recent 
years. This is due in large part to 
the Council’s decision to join a pilot 
project initiated by the National 
Center for Child Death Review and 
to switch from the paper-based data 
collection system to a new multi-
state, web-based child death review 
reporting system.31

Fatal Child Abuse and Neglect 
Surveillance Program (FCANS)
The second method that EPIC 
designed to gather data about fatal 
child abuse -- the Fatal Child Abuse 
and Neglect Surveillance System 
(FCANS) -- also relies upon the child 
death review teams. 
	 To assist the child death review 
teams in gathering accurate and re-
liable data for FCANS, EPIC created 
a Matrix for Classifying Child Abuse 
and Neglect Deaths. The Matrix 
lists þve categories of child abuse 
or neglect. In order to be counted 
as a child abuse fatality in FCANS, 
the case must fall within one of two 
categories: 1) Deþnite Child Abuse 
or Neglect as Primary Cause, or 
2) Deþnite Child Abuse or Neglect 
Related. In 2000, the child death re-
view teams began receiving training 
in how to classify child abuse/neglect 
deaths using the Matrix. 
	 EPIC asked the child death 
review teams to submit data on 
standardized data collection forms. 
To encourage participation, EPIC 
paid a fee to the teams for each form 
submitted. Despite this incentive, 
some child death review teams still 
failed to submit data. 

	 In 2001, 32 county child death 
review teams submitted 595 forms to 
FCANS.32  Of those, the child death 
review teams found that 374 cases 
had a history of substantiated or 
inconclusive child protective services 
reports prior to the child’s death.33 
Out of the 595 deaths reviewed, 
child death review teams deter-
mined that 116 were òdeþnite child 
abuse/neglect deaths.”  The child 
death teams classiþed another 191 
as “suspicious or questionable child 
abuse/neglect deaths.”  Presumably, 
many of the “suspicious or question-
able” deaths were in fact due to child 
abuse, strongly suggesting that the 
total number of child abuse fatalities 
was higher than 116. 
	 As with the reconciliation 
audits, the child death review teams 
do not provide any information upon 
which they based their decisions 
to þnd or not þnd child abuse and 
neglect.  In addition, although the 
standardized data collection form 
asks the death review teams to 
specify what records it reviewed  
(for example, death certiþcate, coro-
ner’s report, hospital records, police 
reports, and child protective services 
records), there is no information as 
to what documents the child death 
review teams reviewed, if any.
  
Child Abuse/Neglect Fatality 
Data Underreported Nationally
Inaccuracies in the ofþcially report-
ed incidence of child abuse fatalities 
are not limited to California. More 
than a decade ago, the U.S. Advisory 
Board on Child Abuse and Neglect 
noted that the problem existed 
nationally.34 A 1999 survey con-
ducted by the Child Welfare League 
of America found that less than a 
quarter of child welfare agencies in 
the country believed that ofþcially 
reported child abuse fatalities ac-
curately represented the incidence of 
child abuse deaths. 35 

We do not have a reliable source 
to determine accurately why or 

Child Deaths in California (2005), at 5. 

28  Id. at 8.

29   Local CDRT review �ndings are 

used �as a relative gold standard.� Id, 
at 7.  

30   Id. at 12. 

31  E-mail communication from Roger 
Trent to William Grimm, April 10, 2007.  

32  Id. at 14. 

33  It is not clear if �child abuse 
history� refers only to prior reports 

on the child who died or encompasses 
the family�s history of reported abuse, 
including reports for siblings and other 
children. 
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exactly how many children die 
from abuse and neglect. Each 
national information system is 
incomplete as a source of com-
prehensive information on child 
abuse and neglect deaths. Vital 
Statistics, the FBI’s Uniform 
Crime Reports, and State child 
abuse indices each track just 
one limited part of the picture. 
U.S. Advisory Board on Child 
Abuse and Neglect, A Nation’s 
Shame: Fatal Child Abuse and 
Neglect in the United States, 
xxviii (1995)  

Recent analyses of child deaths in 
Las Vegas, Nevada uncovered a 
substantial undercounting of deaths 
related to child abuse and neglect 
during the last several years.36 An 
independent panel of experts exam-
ined 79 child deaths that occurred 
between January 2001 and Decem-
ber 2004 in which child abuse or 
neglect had not been substantiat-
ed.37  The Panel concluded that in 
37 (47 percent) of the 79 cases, the 
death should have been attributed 
to abuse or neglect.38 In most of the 
other cases, the Panel had insuf-
þcient information to rule out abuse 
as the cause or contributing factor. 

	 There are two primary sources 
of national data on child abuse and 
neglect fatalities: (1) the surveys 
conducted by the Child Welfare 
League of America (CWLA), and 
(2) the National Child Abuse and 
Neglect Data System (NCANDS) 
operated by the federal Children’s 
Bureau. NCANDS and CWLA 
each capture data from a different 
number of states. In some instances, 
CWLA data is more complete while 
in other instances NCANDS has 
more information. Data for 2000 to 
2004 from NCANDS and CWLA are 
displayed in the chart below.39 

34  U.S. Advisory Board on Child Abuse 
and Neglect, A Nation’s Shame: Fatal 
Child Abuse and Neglect in the United 
States, xxviii (1995). 

35  Child Welfare League of America, 
National Working Group to Improve Child 
Welfare Data Highlights (July 2001)at 7. 

36  State of Nevada Department of 
Health and Human Services Division of 
Child and Family Services, Report of 
the Blue Ribbon Panel for the Review of 
Child Deaths (January 2007). 

37  Independent Child Death Review 
Panel for Clark County, Report of 
Findings and Recommendations: Child 
Deaths 2001-2004 (2006). 

38   Id., at 27. 

39   Prevent Child Abuse, a non-pro�t 
agency, also has conducted surveys of 
child welfare agencies to gather data 
on child fatalities. Their most recent 50 
State Survey estimated 1356 fatalities 
in 48 states. 

Child Abuse or Neglect Fatalities
2000-2004

Series 1 = CWLA
Series 2 = NCANDS

(Continued on page 31)



Creating a Climate for Reform:
Working with the Media To Improve Foster Care in California

Anyone who has picked up a San 
Francisco Bay Area newspaper or 
watched local television in the past 
six months probably knows the 
name and face of Raijon Daniels. 
That’s because it has appeared 
in the media more than 50 times 
since his death in October 2006, 
at the age of eight. A coroner’s 
report revealed that Raijon died 
of “battered child syndrome” 
– imprisoned, tortured, and starved, 
according to law enforcement, 

by his own mother. Despite six 
referrals to county child protective 
services, the agency allowed Raijon 
to remain at home, without any 
agency supervision or intervention.
	 The tragic deaths of children 
from abuse and neglect often 
make headlines. These stories are 
newsworthy. But what has changed 
in the past two years is that the 
media are delving deeper, looking 
not only at sensational stories 
of children who are tragically 

injured or killed, but at the system 
designed to protect them. Were 
these children known to child 
protective services?  Had there been 
prior reports of abuse? What steps 
are being taken to prevent another 
such tragedy?
	 In the past year, literally 
thousands of stories have been 
published or broadcast in the 
California media about the child 
welfare and foster care systems.  
A database search for “foster care” 

By Tracy Schroth
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What has changed in the past two years is that the media 

are delving deeper, looking not only at sensational stories 

of children who are tragically injured or killed, but at the 

system designed to protect them.
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in California newspapers turned up 
more than 3,000 stories published 
in 2006 and early 2007. This 
doesn’t include television, radio, 
and magazines. That compares to 
a little more than half that number 
in 2004. Any well-informed person 
living in the state now knows what 
foster care is. They have read or 
heard about the experiences of 
children in the care of the child 
welfare system, and the failures of 
that system. 

Media Advocacy and the  
San Francisco Chronicle
Media coverage, often in 
conjunction with litigation, 
lobbying, and policy reform, 
remains among the most powerful 
and expedient ways to focus 
attention on a particular problem 
and apply the pressure to þx it.
	 This article explains how 
several child advocacy groups in 
California, including the National 
Center for Youth Law (NCYL), 
worked with the San Francisco 
Chronicle and other media to help 
create a climate ripe for reform. 
	 In an unconventional and 
innovative approach, the Chronicle 
editorial board launched a foster 
care reform campaign in September 
2005 with the goal of achieving 
solid results within a year. While its 
principal goal was new legislation, 
the impact of the campaign has 
been broader.
	 Since the campaign’s beginning 
in November 2005 – which has 
so far generated more than 70 
editorials, op-eds, articles, and 
letters to the editor – eight foster 
care reform bills have been signed 
by Gov. Arnold Schwarzenegger, 
nearly $100 million in additional 
funding has been allocated to child 
welfare, and legislators and the 
courts have made foster care reform 
a priority. 
	 In November 2005, Assembly
woman and now Majority Leader 

Karen Bass (D-Los Angeles) 
established a Select Committee 
on Foster Care that has held 
hearings throughout the state. 
The Committee was just recently 
expanded due to the strong interest 
and commitment of the Legislature 
and now has 17 members. In 
2006, the Chief Justice of the 
California Supreme Court, Ronald 
George, formed a Blue Ribbon 
Commission on Foster Care. Former 
Congressman and California 
Senator John Burton recently 
established the John Burton 
Foundation for Children Without 
Homes, which seeks broad reform of 
the foster care system with a focus 
on housing and support for foster 
youth leaving care.
	 While certainly all the credit 
does not go to the Chronicle, it 
is impossible to deny the critical 
role it and other media played in 
spotlighting the issue and helping 
to create a public awareness 
and political urgency that is 
unprecedented. An issue that was 
not a political priority in California 
just two years ago now ranks 
among the state’s most urgent 
matters, alongside education, 
energy, and the environment. 
	 Following a May 2006 press 
conference in Sacramento, held by 
Assemblywoman Bass to kick-off 
National Foster Care Month, the 
head of the County Child Welfare 
Directors Association (CCWD) was 
hopeful. “Reforms have been slow 
and piecemeal in the past,” said 
Frank Mecca, CCWD’s executive 
director. “What’s different now 
is that the range of reforms is so 
broad and comprehensive, and so 
dead-on as far as addressing the 
key problems in the system. In my 
15 years doing this, there has never 
been a press conference held by the 
Assembly Speaker – any speaker 
– to say that foster youth are our 
priority this year.”1

There are other signiþcant 
developments that helped put 
foster care in the public spotlight. 
The Pew Commission on Children 
in Foster Care issued a highly 
publicized report in May 2004 
listing recommendations to 
improve federal þnancing and 
court oversight of foster care. A 
year earlier, the Little Hoover 
Commission, an independent 
state oversight agency, had 
criticized the system’s lack of 
leadership and accountability. 
Gov. Schwarzenegger, in his 2004 
California Performance Review 
Report, called foster care a “system 
in crisis.” There is no better 
advocate for foster youth than 
the youth themselves, who have 
become increasingly more vocal and 
politically savvy. Among the most 
powerful lobbying groups speaking 
for the rights of foster youth is the 
California Youth Connection (CYC), 
comprised exclusively of current 
and former foster youth. 

Foster Care in California
At 77,000, California has the 
largest population of foster children 
in the country, representing 
about 20 percent of the 500,000 
children in the child welfare 
system nationwide. In addition 
to the danger posed to children 
who remain in abusive homes, 
California’s foster care system often 
fails to protect children who have 
been taken from their parents in 
an effort to protect them. Every 
year, more than 500 children are 
abused by their foster caregivers. 
More than 6,000 children who 
have been in foster care for less 
than a year have cycled through 
three or more foster homes. And 
67 percent of young women leaving 
the system will have had at least 
one child within þve years of 
leaving the system; 10 percent have 
babies before age 18. Many youth 
leaving the system quickly become 

1  �But Where�s the Governor?� Edito-
rial, San Francisco Chronicle, May 4, 
2006.
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1  �But Where�s the Governor?� Edito-
rial, San Francisco Chronicle, May 4, 
2006.

homeless, jobless, and in trouble 
with the law. 
	 NCYL decided to develop a 
legislative strategy to address some 
of these problems. In October 2004, 
NCYL opened a Sacramento ofþce 
and hired Curt Child, former legal 
services attorney and the state’s 
þrst director of the Department of 
Child Support Services.    
	 NCYL co-sponsored several 
pieces of legislation, along with 
the CYC, Children’s Law Center of 
Los Angeles, Children’s Advocacy 
Institute, and others. The authors 
of the legislation included Assembly 
Members Bass, Noreen Evans 
(D-Santa Rosa), and Nell Soto 
(D-Pomona). The laws, many of 
which were ultimately signed 
by the Governor, created more 
accountability and leadership in 
the system, helped youth access 
þnancial beneþts and complete 
their high school equivalency  
exam, and promoted mentorship of 
foster youth. 

A Foster Care Campaign
As part of this effort, NCYL and 
other advocacy groups helped 
convince the San Francisco 
Chronicle to take on foster care 
as one of several year-long reform 
campaigns it was considering. 
	 We met numerous times with 
editorial writer Pati Poblete, 
supplying her with background and 
other information, focusing on the 
cornerstone of our legislative effort, 
Assembly Bill 2216. The bill, signed 
by the governor (in amended form) 
last September, calls for greater 
state leadership and accountability, 
bringing together the multiple 
agencies and departments that 
provide services to children and 

families in the child welfare system.
	 When the Chronicle launched 
its campaign on Sept. 11, 2005, 
it devoted three full pages of its 
Opinion section to a collection of 
stories and an editorial on foster 
care. Among the most compelling 
articles was a story about a foster 
youth who had spent her teenage 
years in the system. She had been 
beaten, robbed, and exposed to 
prostitution in a series of group 
homes. 
	 The package of articles also 
included this message:  “The state 
of California’s foster care system is 
a disgrace. The effects of this failing 
system on the young people it is 
supposed to serve – and the policy 
reforms that are needed to improve 
it – will be a continuing focus of this 
editorial page. “
	 Another editorial followed just 
three days later, and there were 10 
by the end of the year. The paper’s 
Dec. 4, 2005 editorial said that 
the Chronicle would continue its 
campaign until the system provided 
more resources and consistent care 
for its foster children. The campaign 
is now well into its second year. 
	 Many of the editorials 
contained a note at the bottom 
calling on readers to email or write 
the governor, urging him to make 
foster care a priority. As the vote 
on the legislation grew closer, the 
Chronicle lobbied for passage, again 
urging readers to contact their 
lawmakers and the governor, and 
listed email addresses.
	 In addition to working with the 
Chronicle, NCYL worked to engage 
the media in other ways in order to 
build support for its legislation and 
keep the issue of foster care reform 
in the public eye.

	 On Sept. 19, eight days after 
the Chronicle ran its þrst editorial, 
NCYL held a press conference 
to promote passage of AB 1633. 
Current and former foster youth 
gathered at the State Capitol to 
urge the governor's signature on 
both AB 1633 and 1412, two bills 
that would provide much needed 
support to youth transitioning 
out of foster care. Together with 
Assembly Member Noreen Evans, 
who authored AB 1633, foster youth 
personally delivered hundreds of 
postcards signed by foster youth 
across the state to the governor's 
ofþce, asking that he approve the 
legislation. The event was covered 
by the Sacramento Bee, National 
Public Radio, and local television 
stations. 
	 As the Chronicle series 
continued, and legislators, the 
courts, and the governor became 
increasingly committed to the 
issue, still more media picked up 
the story. Other editorial boards 
have weighed in, including at the 
Sacramento Bee and the San Jose 
Mercury News. 
	 NCYL attorneys compiled 
performance data on the state’s 58 
counties, þnding that not a single 
county complied with all federal 
standards, and that performance 
varied widely from one county to 
another. The results of NCYL’s 
analysis bolstered our argument for 
support of AB 2216, which would 
create a more cohesive, equitable 
system, and one subject to increased 
oversight and accountability. On 
March 7, 2006, NCYL presented 
its þndings to the Assembly Select 
Committee on Foster Care, and, 
one month later, on April 18, NCYL 
held a press conference and issued 

Any well-informed person living in the state now knows what foster 

care is. They have read or heard about the experiences of children in 

the care of the child welfare system, and the failures of that system. 
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a public report, entitled Broken 
Promises: California’s Inadequate 
and Unequal Treatment of Its 
Abused and Neglected Children.
	 In addition to the Chronicle 
writing about NCYL’s analysis, 
local newspapers, and radio and 
television stations across the state 
ran the story, each reporting on the 
results for their individual counties. 
	 Other factors also increased 
the press momentum, including the 
granting of an injunction in Katie 
A. v. Bonta on March 14, 2006, 
which required the state to begin 
immediately providing essential 
services to all the California foster 
children with unmet mental health 
needs. The story was picked up 
by some of the state’s largest 
newspapers, including the Los 
Angeles Times. The Chronicle 
announced the court decision in a 
March 22 editorial.2

	 At the same time, other 
organizations were also working 
to keep foster care in the news, 
including the Children’s Law 
Center of Los Angeles, the John 
Burton Foundation for Children 
Without Homes, the Children’s 
Advocacy Institute, the California 
Youth Connection, and the Legal 
Advocates for Permanent Parenting, 
among others. 

What’s been Accomplished
As the result of the tremendous 
media attention focused on the issue 
of foster care reform, there is a much 
greater awareness of what foster 
care is, what problems exist in the 
system, and a consensus that the 
child welfare system in California 
needs to be þxed. 
	 As mentioned earlier in this 
article, close to $100 million in 
additional dollars was budgeted 
for child welfare in 2006-2007, and 
eight bills were signed by Gov. 

Arnold Schwarzenegger on Sept. 22. 
	 In addition to AB 2216, the 
following bills were passed and are 
in the process of being implemented:

•	 AB 2480 – Ensures legal 
representation for children in 
dependency proceedings at the 
appellate level (Noreen Evans, 
D-Santa Rosa).

•	 AB 1641 – Bans bureaucratic 
regulations that stigmatize 
foster children and discourage 
potential foster parents (Nell 
Soto, D-Pomona).

•	 SB 2488 – Eliminates legal 
obstacles to foster children 
locating their siblings (Mark 
Leno, D-San Francisco).

•	 AB 2195 – Facilitates expedient 
and safe placements of foster 
youth with relatives (Karen 
Bass (D-Los Angeles).

•	 SB 1667 – Promotes foster 
parent participation in 
dependency hearings (Sheila 
Kuehl, D-Santa Monica).

•	 AB 1979 – Eliminates fees for 
criminal background checks 
of prospective foster youth 
mentors, thus ensuring more 
people will become mentors 
(Karen Bass (D-Los Angeles).

•	 AB 2985 – Requires county 
welfare departments to request 
credit checks for foster youth 
16 and older and provide 
referrals to credit counseling if 
credit checks contain negative 
information (Bill Maze, D-
Visalia).

•	 AB 1808 (Committee on Budget) 
– Package of foster care reforms 
that include social worker 
caseload reduction, parity for 
kinship caregivers, expansion 
of the Transitional Housing 
Program, improved adoption 
procedures for difþcult to adopt 
children, social worker training, 

and support for foster youth 
higher education.

AB 1633 was signed by the Governor 
in October 2005. The goal of the 
legislation is to improve youths’ 
access to þnancial beneþts like 
SSI, and allow youth to remain 
in foster care until they complete 
their GED. The bill called for the 
formation of a workgroup to make 
recommendations, which will be 
implemented under a follow-up bill, 
AB 1331, introduced this year. 
	 The educational stability 
and success of foster youth has 
increasingly become a priority, with 
advocates closely monitoring the 
implementation of AB 490, which 
became law in 2004. It includes 
provisions intended to increase 
school stability for foster youth, 
expedite the transfer of records 
between schools, and allow partial 
credits for class work. Educational 
surrogate programs are operating 
with great success. Among them are 
two programs NCYL is involved in, 
with the Education Advocacy Clinic 
at UC Berkeley’s Boalt Hall School 
of Law, and the Oakland Uniþed 
School District. The latter just 
trained its þrst crop of volunteers.
	 The challenges of emancipating 
youth have probably received 
the most media attention, and 
substantial progress is being made 
to improve and increase programs 
and services to help foster youth 
successfully transition to adulthood. 
	 In an editorial Sept. 16, 2006 
editorial, the Chronicle reported that 
2,000 former foster youth entitled 
to federal “Chafee” grants to help 
fund their college education had 
not received the money by the start 
of the school year. Five days later, 
as a direct result of the Chronicle’s 
editorial, the students’ checks were 
in the mail. 

2  That decision has since been reversed 
by the Ninth Circuit Court of Appeals. 
Katie A. v. Bonta, No. 06-55559, 2007 
U.S. App. WL 865509 at *3 (9th Cir. 
March 23, 2007). The Appeals Court 
af�rmed the state�s obligation to provide 
effective mental health services to fos-
ter children, but remanded the case for 
more �ndings on mandated services. 

(Continued on page 37)
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Tremendous progress has been 
made in the almost three years since 
the settlement agreement in Braam 
v. State of Washington was signed. 
Braam was a case þled in 1998 by 
current and former foster children 
against the state of Washington. 
Plaintiffs sought damages for 
injuries caused by the state foster 
care agency’s practice of shuttling 
the children from one foster home 
and facility to another. The parties 
settled the case in 2004. The 
settlement agreement calls for the 
state to take speciþc steps and meet 
certain criteria during the following 
years in order to improve the lives 
of foster children. This spring is a 
very exciting time in the settlement 
process as three new developments 

take place. First, the Braam Panel 
will release its þrst report on 
benchmark data this Spring. Second 
an innovative way of measuring 
foster parent training and support 
– the foster parent survey – will be 
debuted. And þnally, the Braam 
Panel recently published a list of 
professional standards to be used 
in enforcement of the settlement 
agreement. 

Benchmark Data to be 
Released This Spring: Are 
the Lives of Foster Children 
Improving, and How Much?
The next few months are a 
particularly important time in 
the Braam reform process. The 
Panel will release its third six-

month monitoring report this 
Spring. Although the Panel 
has previously released two 
monitoring reports, those reports 
evaluated the Department of 
Social and Health Services’ (the 
“Department”) performance on 
action steps. The third report will 
be the þrst to track benchmark 
data. The use of benchmark data 
in the Braam case is a hallmark 
of the settlement agreement. The 
distinction between actions steps 
and benchmark data is important. 
Under the settlement agreement, 
the Department is responsible not 
only for completing speciþc tasks 
by set deadlines (“action steps”), 
but also for meeting benchmarks 
that measure changes in the lives of 

By Bryn Martyna
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foster children throughout the state. 
In essence, while the action steps 
are equivalent to a list of chores, the 
benchmarks ask whether the house 
is actually getting any cleaner. As 
such, the report on benchmarks will 
tell us whether the lives of foster 
youth in Washington State are truly 
improving.  
	 Once the third monitoring 
report has been released, NCYL 
will provide updates and analysis 
of the Department’s progress on the 
benchmark measures at http://www.
braamkids.org and http://www.
youthlaw.org. 

The Braam Foster Parent 
Survey – A New Approach to 
Measuring How Foster Parents 
are Trained and Supported 
One of the more innovative 
processes to measure data in the 
Braam settlement agreement 
– the use of parent surveys 
– will begin this Spring. The 
settlement agreement calls for the 
measurement of most benchmarks 
by using administrative data that 
the Children’s Administration (CA) 
– the division of the Department 
responsible for foster care – keeps 
in case þles and a centralized 

database. Examples include the 
number of times a child’s placement 
with a family or facility changes 
or the length of time from a child’s 
entry into the system to his or her 
receipt of an initial health screening. 
However, in a groundbreaking 
approach to measuring system 
improvement, the Braam settlement 
agreement requires that some of the 
benchmark data be gathered directly 
from foster parents themselves 
through a foster parent survey. 
The use of a foster parent survey 
provides a very exciting opportunity 
to track the day-to-day experiences 
of the foster parents and relative 

The Braam settlement agreement requires that some 
of the benchmark data be gathered directly from foster 
parents themselves through a foster parent survey. 

Braam Chronology

1998 Case filed.  Current and former foster children sue the state of Washington, seeking damages 
for injuries caused by the state�s foster agency practice of shuttling the children from one foster 
home or facility to another.

2000 Case Amended. Injunctive relief sought on behalf of statewide class of children.

Dec 2003 The Washington State Supreme Court decides Braam v. State of Washington, holding that foster 
children have a substantive due process right to be free from harm in the state�s care.

July 2004 Settlement Agreement.  The agreement covers six substantive areas: placement stability, mental 
health, safe and appropriate placements, foster parent training and information, sibling placement, 
and services to adolescents.

Feb 2006 Implementation Plan.  The Braam Oversight Panel releases the Implementation Plan.  See The 
Braam Implementation Plan, below, for specifics. 

March 2006 1st Monitoring Report released.  The report tracks the performance of the Department on action 
steps.

Sept 2006 2nd Monitoring Report released.  The report tracks the performance of the Department on action 
steps.

March 2007 Professional Standards.  The Braam Panel releases its list of professional standards

April 2007 3rd Monitoring Report to be released.  This report will be the first to track the performance of the 
Department on meeting specific benchmark standards.



caregivers who are the backbone of 
the system. 
	 The survey will inform 
benchmark data on foster parent 
training and support, including the 
percentage of caregivers that receive 
adequate training and support 
for their responsibilities and the 
percentage of caregivers that receive 
adequate information about the 
needs of children placed with them. 
The settlement requires that these 
numbers signiþcantly improve over 
the course of the settlement. 
	 Conducting a survey of this 
size and importance involves many 
considerations. One key concern is 
making sure that foster parents feel 
free to share their opinions. Sadly, 
there is often a level of mistrust 
between foster parents and foster 
care agencies. Because foster 
parents and other stakeholders 
in the case felt strongly that 
anonymity in the survey was crucial 
to ensure honest participation and 
assuage any foster parent concerns 
about retaliation, the survey will 
be conducted by an independent 
research body -- Washington State 
University's Social and Economic 
Sciences Research Center (SESRC). 
SESRC will share only summary 
results with the Panel, the 
Children's Administration, and the 
Plaintiffs in order to prevent any 
possible identiþcation of individuals 
through answers to speciþc 
questions.
	 This Spring and Summer 
SESRC will conduct the survey 
over the phone with approximately 
1,200 foster parents and relative 
caregivers from the six Department 
of Social and Health Services 
regions in Washington State. The 
foster parents interviewed will 
be randomly selected out of the 
entire pool of foster parents and 
relative caregivers in the state. 
The willingness of foster parents 

to participate in the survey during 
pilot testing was very promising. 
	 SESRC developed the 30 to 
45 minute survey with input from 
public panel meetings, an advisory 
group, and focus groups including 
foster parent representatives 
from each region. The survey 
questions probe the day-to-day 
experiences of foster parents. For 
example, the survey questions 
whether a caregiver received health 
information for their foster child 
within 30 days after the child was 
placed in their home, inquires how 
often the social worker has private 
and individual visits with the child, 
and asks how often (or whether) 
the child had contact with siblings. 
The Braam Panel will use the 
survey responses to determine the 
baseline measure for 2006. For each 
remaining year of the settlement, 
CA will be responsible for improving 
over the 2006 baseline data. CA’s 
progress will be measured by future 
surveys. 

Braam Panel Releases 
Professional Standards 
This past March marked the 
Braam Panel’s publication of its 
list of professional standards. The 
Braam settlement agreement 
required the Braam Panel, in 
collaboration with the Department 
and with substantial input from the 
Plaintiffs, to establish professional 
standards to be used in the event 
of enforcement proceedings. 
Professional standards refer to 
standards of practice for the child 
welfare agency (here, the Children’s 
Administration) that establish clear 
expectations for the treatment of 
children in the foster care system. 
These standards clarify expectations 
for social workers as well as the 
state administration.
	 Under the settlement 

The Braam  
Implementation Plan

The Braam Panel created an 
Implementation Plan under the 
settlement agreement.  For each of 
the substantive areas covered in the 
settlement agreement, the plan sets 
out four things:  goals, outcomes, 
benchmarks, and action steps.  

Goals
The goals are broadly stated and 
form the framework for the more 
specific outcomes, benchmarks, 
and action steps.  For example, the 
main goal in the area of placement 
stability is that “each child in the 
custody of the Department shall 
have a safe and stable placement 
with a caregiver capable of 
meeting the child’s needs.”  Braam 
Settlement Implementation Plan, 
February 3, 2006, p.9; Braam Final 
Settlement, July 31, 2004, p.6.  For 
the most part, these goals existed in 
the original settlement agreement.  

Outcomes  
Outcomes are somewhat narrower; 
they “identify specific, required 
results that will advance the 
child welfare system towards a 
stated goal.” Under each outcome, 
the Panel developed one or more 
benchmarks, with the purpose of 
providing “a measure to enable the 
Panel to monitor the progress of the 
Department in meeting the specific 
outcome identified.”  Braam Final 
Settlement, July 31, 2004, p.4.

Benchmarks
Benchmarks are specific percentage 
increases or decreases from a 
baseline of current performance, 
based on data from fiscal year 2005.  

Action Steps
The action steps are specific tasks 
the Department must complete. 
These tasks were designed to help 
the Department achieve the targeted 
improvements for foster children. 
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