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INTRODUCTION 

Whenever a child who is receiving services dies, Children’s Services examines the incident to 

assess what happened and what can be improved to prevent similar tragedies.  

Children’s Services takes this process extremely seriously. The ministry’s Internal Child Death and 

Serious Incident Review (ICDSIR) process considers input from a variety of sources to identify 

improvements to programs, policy and practice within child intervention services. The ICDSIR 

process may include a designated review (“the review”) and provide findings and recommendations 

in consideration of other review bodies. The goal of every review is to prevent or reduce the risk of 

future deaths and lead to better outcomes for children, youth and families. 

This designated review focused on safe sleep related deaths in parental care. The review examined 

seven sleep-related deaths of infants in parental care while receiving child intervention services 

between 2014 and 2015. The infants ranged from four weeks to seven months in age. 

The review team gathered information and conducted an analysis of each situation through a 

review of relevant documentation and research. The team also interviewed staff and stakeholders.  

This review focused on assessing how and why these events occurred in order to identify learnings. 

Throughout the review, questions were asked to understand the context of the worksite and 

community at the time of the incident, the level of service provided and the decisions made at the 

time of involvement with the child and family.   
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FINDINGS 

Four findings were identified in the designated review. 

Finding #1: Access to additional information regarding infant 

safe sleep practices would support child intervention staff in 

their work with families caring for infants.  

Alberta Health Services (AHS) sets the standards regarding infant safe sleep practices. AHS 

creates awareness and educational campaigns for Albertans. Education of infant safe sleep 

practices is undertaken by hospital staff, physicians and public health program areas. Children’s 

Services supports the education efforts of AHS regarding infant safe sleep practices. 

Children’s Services can strengthen education around infant safe sleep practices when delivering 

child intervention services through information sharing and training of child intervention staff. Child 

intervention staff are well-placed to support AHS messaging by communicating with parents the 

rationale and importance of infant safe sleep practices, including the potential risks to a child should 

a parent choose not to follow infant safe sleep practices.  

Parents receiving child intervention services may or may not have had prenatal care or follow up 

with physicians or public health. Child intervention staff are one resource, along with others in the 

community, to share information on infant safe sleep practices during their work with a family.  

  

Finding #2: Infants benefit from consistent access to a safe 

sleep surface.  

All families with an infant need a safe sleep surface. Families may encounter challenges in 

consistently providing infant safe sleep surfaces. The challenges could include housing instability, 

poverty, family violence and substance abuse. Research suggests that a proper safe sleep surface 

is important to minimize the risk of infant sleep-related deaths.  

 

Finding #3: Safety plans should consider infant safe sleep 

practices. 

Safety plans are essential for children receiving child intervention services; infants are particularly 

vulnerable and require safety plans that are infant specific. Safety planning needs to account for 

changes in family circumstances and the specific potential risks for infants, including safe sleep 

education and safe sleep surfaces. 
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Finding #4: The focus should be on the infant’s 

developmental needs. 

Child intervention involvement provides the opportunity to connect infants and their parents with 

early intervention supports and services that focus on the infant’s developmental needs. Child 

intervention supports and services should also focus on the infant’s developmental needs. 

 

 

  



Children’s Services Findings and Recommendations | alberta.ca | September 2018 4 

 

RECOMMENDATIONS 

Each of the situations reviewed involved a sleep related death of an infant in parental care while 

receiving child intervention services. While staff in each situation demonstrated a variety of leading 

practices in their work, this review identified three recommendations to help strengthen child 

intervention programs, policy and practice. The recommendations pertain to “Infant Safe Sleep 

Practices,” “Infant Safe Sleep Surfaces,” and “Safety at Home.” 

Infant Safe Sleep Practices 

Recommendation #1: Develop and implement practice tools 

and policy related to providing information on infant safe sleep 

practices when child intervention is involved with families with 

infants. 

Further development of practice tools and policy can support information provision to caseworkers. 

This information can support caseworkers in having respectful conversations with parents 

regarding infant safe sleep practices, the potential risks for infants and the importance of following 

the practices.   

Child intervention staff should review safe sleep information with the parent when it is known that 

the infant’s sleep situation changes or when it is known that infant safe sleep practices are not 

being followed. Child intervention staff can contact other community resources in order to provide 

information about safe sleep practices to parents of infants.  

Child intervention information provision should follow AHS infant safe sleep guidelines. 

 

Infant Safe Sleep Surfaces 

Recommendation #2: Develop and implement guidelines for 

the provision of infant safe sleep surfaces for families 

receiving child intervention services. 

When involved with families, child intervention should support parents to obtain infant safe sleep 

surfaces if the parent does not have a safe sleep surface or does not have access to resources to 

obtain one. 
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Safety at Home 

Recommendation #3: Develop and implement practice tools, 

policy and services for providing child intervention services to 

families with infants that reflects the unique needs of infants, 

potential identified risks, and the family situation. 

The development of practice tools and policy focusing specifically on child intervention services for 

families with infants would support improved outcomes.   

The practice tools and policy should include: 

 An infant-centred approach that considers the infant’s safety and developmental needs. 

 Safety plans for infants remaining in parental care. The safety planning should include 

support from programs with expertise in infants whenever possible. Consideration should 

be given to utilizing current resources offered through Children’s Services and AHS.   

 Expanding partnership efforts, such as the Alberta Vulnerable Infant Response Team 

(AVIRT) model that currently exists in some areas of the province. 

 Involvement and review by a manager or director, as may be appropriate in a particular 

office, of case management decisions that impact infants under age one.  
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CONCLUSION 

Children’s Services is committed to continually strengthening the child intervention system to 

support the health and well-being of all children and youth receiving services. The findings and 

recommendations in this review identify a number of clear opportunities to help protect and support 

safe sleeping practices.  

Children’s Services will act on these findings and recommendations.  

This includes updating policies and working with partners to ensure that, when a family does not 

have a safe sleep surface, we assist them in obtaining one that is consistent with current Health 

Canada guidelines. This may include referrals, working with other government partners or 

purchasing a surface if necessary.  

Children’s Services will also provide training and tools to help caseworkers work with families to 

identify concerns and have respectful conversations regarding infant safe sleep practices, the 

potential risks for infants, and the importance of attending to safe sleep. Policies and practice 

strategies will be updated as needed to help identify and address risk factors that increase concerns 

of sleep-related deaths. Children’s Services will also continue its ongoing work with Alberta Health 

and Alberta Health Services to strengthen supports for vulnerable infants and their families, which 

includes support for safe sleeping practices and surfaces. 
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BACKGROUND: INTERNAL CHILD 

DEATH AND SERIOUS INCIDENT 

REVIEW PROCESS  

The Statutory Director called an internal review under the authority provided by section 105.771 of 

the Child, Youth, and Family Enhancement Act (CYFEA). Relevant legislative provisions are 

included below. 

The individuals designated by the Statutory Director under section 105.771(1) commenced an 

Internal Child Death and Serious Incident Review (ICDSIR). 

The designated individuals reviewed:  

 Incidents giving rise to the serious injury to or death of a child that occurred while the child 

was receiving intervention services, and 

 Any other incident that, in the opinion of the Statutory Director, is a serious incident and 

that occurred in respect of a child while the child was receiving intervention services. 

The purpose of the ICDSIR is to identify best practices and opportunities to strengthen programs, 

policies and practices within child intervention services.    

The ICDSIR process is part of the ministry’s internal quality assurance processes. ICDSIR serves 

to: 

 Ensure a consistent and comprehensive examination approach following a death of a child 

receiving child intervention services; 

 Support the Government of Alberta’s commitment to accountability, transparency and 

continuous improvement of the child intervention system; 

 Evaluate case information and context to make recommendations for quality improvements 

to child intervention services and professional practice; and 

 Share key policy and practice learnings with Children’s Services staff and stakeholders to 

support the continuous improvement of the child intervention system. 

CYFEA section 105.78 provides that designated individuals are not compellable as witnesses. A 

designated individual must not give or be compelled to give evidence in an action in respect of any 

matter coming to the designated individual’s knowledge in the exercise of powers and the 

performance of duties and functions, except in a prosecution for perjury. 

The designated review is a privileged internal review. The communications arising during the 

designated review are privileged by CYFEA section 105.79. CYFEA provides a statutory shield to 

protect as privileged the information gathered from staff and stakeholders during the designated 

review. The statutory privilege provides that anything said, any information supplied and any record 
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produced during the review are privileged and not admissible in evidence in an action, except in a 

prosecution for perjury.   

The designated review findings and recommendations, if any, are reported to the Statutory Director.  

Subject to confidentiality and privileged information, the Statutory Director makes the designated 

review findings and recommendations available to the public annually in the manner the Statutory 

Director considers appropriate. The Statutory Director must take into account privacy 

considerations afforded under CYFEA confidentiality and privileged information provisions. These 

privacy considerations contribute to the Statutory Director’s determination of appropriate reporting 

of designated review findings and recommendations. 

The findings and recommendations in this report draw on the learnings of the preceding ICDSIR.    
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RELEVANT LEGISLATIVE 

PROVISIONS 

Child, Youth and Family Enhancement Act 

Part 3.1 

Quality Assurance 

Definitions 

105.71 In this Part, […] 

(c.1) “designated individual” means an individual designated under section 105.771(1); 

Review by designated individual 

105.771(1) A director may, in writing, designate individuals to review 

(a) incidents giving rise to the serious injury to or death of a child that occurred while the child was 

receiving intervention services, and 

(b) any other incident that, in the opinion of the director, is a serious incident and that occurred in 

respect of a child while the child was receiving intervention services. 

(2) A designated individual must be 

(a) an individual employed in the public service of the Province, or 

(b) an individual to whom the director has delegated authority under section 121(3). 

(3) A designated individual must provide the director with a report of the designated individual’s 

findings and recommendations, if any, arising from a review under subsection (1). 

Members not compellable as witnesses 

105.78 A member of the Council, a member of an expert review panel, a member of a committee 

and a designated individual must not give or be compelled to give evidence in an action in respect 

of any matter coming to his or her knowledge in the exercise of powers and the performance of 

duties and functions under this Part, except in a prosecution for perjury. 

Communications privileged 

105.79 The following information, records and reports are privileged and not admissible in evidence 

in an action, except in a prosecution for perjury: 

(a) anything said, any information supplied or any record produced during 

(i) a review by an expert review panel, 
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(ii) a review under section 105.771(1) by a designated individual, or 

(iii) a quality assurance activity carried out by a committee; 

(b) any report referred to in section 105.76(1) or 105.771(3). 

Protection of Council and others 

105.791(1) Subject to subsection (2), no action lies or may be commenced or maintained against  

(a) the Council, 

(b) a member of the Council,  

(c) a member of an expert review panel, 

(d) a member of a committee, or  

(e) a designated individual 

in respect of anything done or omitted to be done in the exercise or intended exercise of any power 

under this Part or in the performance or intended performance of any duty or function under this 

Part. 

(2) Subsection (1) does not apply to a person referred to in that subsection in relation to anything 

done or omitted to be done by that person in bad faith. 

[…] 

Annual public disclosure  

105.793 Subject to sections 126 and 126.1, a director must make the following information available 

to the public annually in the manner the director considers appropriate: 

[…] 

(c) findings and recommendations, if any, reported to the director under section 105.771(3); 

[…] 

 


