
The Child Welfare Systems Does Not Prevent or Know 70-80% of Children Who Die
From Maltreatment Each Year In The United States

The U.S. child welfare system, often referred to as “Child Protection,” faces a persistent challenge in
addressing child maltreatment fatalities, with federal data from the Department of Health and
Human Services (HHS) reporting approximately 1,990 such deaths in 2022 (the most recent
comprehensive figure available, though estimates for 2023 are expected to be similar, in the 1,900–
2,000 range). Of these fatalities, 70–80% involve children and families not previously known to the
system, highlighting a detection gap. This represents a very small percentage of the total child
population (about 0.0027% of 73 million under 18), but the unknown cases underscore the system’s
reactive nature, which focuses on intervention after harm is reported rather than broad prevention.

To approach this challenge using a public health and epidemiologic framework—similar to
successful efforts in eliminating population-level childhood diseases like smallpox (eradicated in
1980 through the World Health Organization’s global campaign) and polio (reduced by over 99%
since 1988 via vaccination and surveillance)—we can adapt strategies that emphasize surveillance,
root cause analysis, population-wide prevention, and community engagement. These systems
succeeded by treating diseases as public threats requiring collective, proactive measures, not just
individual treatment. Below, I outline a potential implementation, drawing on evidence from disease
eradication models and child welfare research.

1. Enhanced Surveillance and Data Collection

Public health successes like polio eradication relied on comprehensive case reporting and contact
tracing to identify and isolate outbreaks. For child maltreatment fatalities:

•  Implementation: Establish a national, mandatory surveillance system integrating data from
hospitals, coroners, schools, and community health workers to track suspicious child deaths and
near-misses (e.g., unexplained injuries). This could expand the CDC’s National Violent Death
Reporting System (NVDRS) to include all pediatric fatalities, with real-time reporting similar to
disease registries.

•  Rationale and Evidence: Current CPS data misses 70–80% of fatalities due to lack of prior
contact, but expanded surveillance could detect patterns (e.g., higher rates in low-income areas,
where poverty drives 75% of neglect cases per Chapin Hall Hall reports). The CDC’s polio
surveillance reduced cases by enabling targeted vaccination; similarly, this could identify hotspots
for prevention, potentially reducing fatalities by 10–20% in known patterns (e.g., GAO estimates on
state variations).

•  Timeframe: 1–2 years for pilot in high-risk states, scaling nationally within 5 years.



2. Root Cause Analysis and Risk Factor Identification

Epidemiologic approaches, like those in smallpox eradication, involved analyzing transmission
chains to target interventions.

•  Implementation: Conduct nationwide case-control studies and cohort analyses (e.g., linking
birth records to death certificates) to identify causal factors, such as poverty (increasing neglect by
34.4% with TANF cuts per Chapin Hall), place-based inequalities (2–3x higher maltreatment in
segregated areas per Lancet), and social isolation. Use AI-driven predictive modeling (e.g., similar to
CDC’s disease forecasting) to flag high-risk families for voluntary supports.

•  Rationale and Evidence: Maltreatment fatalities are preventable through addressing
determinants, as seen in disease models where root causes (e.g., sanitation for polio) were targeted.
Chapin Hall’s evidence shows economic supports like TANF reduce placements by 8–29%, and
universal cash could similarly cut fatalities by 10–15% (based on poverty’s 75% role in neglect).

•  Timeframe: Ongoing, with initial studies in 1–3 years, informing annual updates.

3. Population-Level Prevention and “Vaccination” Strategies

Disease elimination succeeded through universal measures (e.g., smallpox vaccination campaigns
reaching 80–90% coverage).

•  Implementation: Roll out universal, non-stigmatizing preventive programs: expanded cash
assistance (e.g., child tax credits like those in the American Rescue Plan, reducing hardship by 20–
30% per RAPID surveys), community health workers for family check-ins (modeled on polio’s door-
to-door vaccination), and mutual aid networks (20–30% distress reduction in pilots). Prioritize
high-risk areas (e.g., via geospatial mapping of poverty/segregation) for targeted resources, like
subsidized childcare (16% neglect reduction per Chapin Hall).

•  Rationale and Evidence: Smallpox/polio were eradicated through population-wide vaccination
and surveillance; maltreatment, with its low incidence (0.0027% fatality rate), could be reduced
similarly, as economic supports cut neglect by 34.4% (Chapin Hall) and placements by 8–29%. This
addresses the 70–80% unknown cases by preventing escalation, unlike CPS’s reactive model.

•  Timeframe: Pilot in 2–5 years (e.g., in states with high fatality rates), national rollout in 5–10
years.

4. Community Engagement and Education

Successful disease efforts involved local leaders and education (e.g., smallpox’s community
mobilization in India).

•  Implementation: Train community advocates (e.g., parents, elders) in maltreatment
recognition and support networks, with public campaigns (e.g., CDC-style awareness on signs and



resources) and cultural programs for Indigenous/Black families to build trust and integrity.
Integrate lived expertise (e.g., former care youth on boards per UN/WHO 2025 blueprint) to design
and monitor.

•  Rationale and Evidence: Polio’s success depended on community buy-in; similarly,
maltreatment’s underreporting (70–80% unknowns) requires trust-building, as mutual aid reduces
distress 20–30% in pilots and kinship care lowers disruptions 3–6%. This counters depoliticization,
repoliticizing inequality (60% life variance per National Academies).

•  Timeframe: Immediate rollout (1–3 years), ongoing evaluation.

Feasibility, Challenges, and Evidence

•  Feasibility: Leverage existing infrastructure (e.g., CDC NVDRS expansion, $5–10B from child
welfare’s $30–124B budget), with costs offset by prevention savings (e.g., $50B indirect from
untreated maltreatment).

•  Challenges: Privacy concerns, stigma in reporting, and political resistance to universal supports
could delay, but disease models show success with community involvement.

•  Evidence Base: Modeled on smallpox (eradicated 1980, $100M cost saving billions) and polio
(99% reduction since 1988), this could reduce fatalities by 20–50% through prevention, as economic
aids cut neglect 34.4% (Chapin Hall) and mutual aid lowers distress 20–30%.

This public health approach repoliticizes maltreatment as a societal issue, shifting from CPS’s
reactive model to proactive prevention, potentially eliminating population-level fatalities like
childhood diseases.


