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Support Senate Bill 1235
Senate Bill 1235 creates the Child Safety Fatality and Near Fatality Review Team, empaneled with Department of Child Safety staff and external, independent reviewers. The bill also grants power to the joint legislative oversight committee on the Department of Child Safety to review child fatalities and near fatalities and contributing systemic factors. 
In-Person Testimony
Kendall Seal, Vice President of Policy 
Center for the Rights of Abused Children

Senate Health and Human Services Committee
 Tuesday, February 13, 2024, at 1:30 p.m.


Mr. Chair and members of the committee.
My name is Kendall Seal. I serve as the Vice President of Policy at the Center for the Rights of Abused Children. At the Center, we believe that every child has a right to life free of abuse and neglect. Tragically, too many children known to the child safety system die as a result of abuse and neglect … they are robbed of their futures. The Center supports Senate Bill 1235 to help equip policymakers with the information they need to make data-informed, systemic changes to prevent future, avoidable tragedies. 
According to the most recent report by the Arizona Child Fatality Review Team:
· There were 146 abuse and neglect deaths in 2022;
· The 2022 death rate increased by 7.9% from 2021, a rate which has risen significantly over the last several years;
· In over half (59%) of those deaths, there was prior DCS involvement with the victim's family; and
·  These deaths were 100% preventable. 
The aim of this bill is to improve the child welfare system by focusing on child maltreatment fatalities and near fatalities to identify systemic improvements, hopefully, to end these preventable tragedies. The bill creates the Child Safety Fatality and Near Fatality Review Team in DCS. It incorporates national best practices into DCS's internal review. And it expressly empowers the Joint Legislative Oversight Committee on DCS to review child fatalities.
	Implementing these best practices and empowering greater oversight can improve fatality and near-fatality reviews, increase accountability, make well-informed, meaningful, systemic reforms, and save lives.
Last year, this legislature passed Senate Bill 1252, which would have created the Independent Maltreatment Fatality and Near Fatality Oversight Committee. The bill was ultimately vetoed on the belief that the legislation was duplicative of "existing oversight bodies, unnecessarily furthers mistrust of caseworkers, and may … place additional burdens on traumatized or grieving families."
To reduce duplication, the bill before you seeks to improve DCS's internal fatality review process rather than creating an entirely new, independent entity. 
The bill also includes provisions requiring a focus on the child welfare system, simultaneously promoting a culture of learning, transparency, and employee health to mitigate fear and mistrust among DCS employees. 
Additionally, while the team will not publish individual case reviews, it will select and include cases in its annual report, presenting opportunities for systemic learning or demonstrating the need for systemic change. 
Finally, the structure of the reviews, as provided in this bill, should not place any burden on families. The legislation creates a systemic review – that is, the focus will be on the weaknesses and strengths of the whole, multi-agency child welfare system and how those weaknesses and strengths interacted with individual fatalities and near fatalities.  
This bill is the product of great collaboration in the last session and this one. We thank Senator Shamp for her leadership on this bill and ask for your support of SB 1235.
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