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History and
Status of

Child Death
Review Teams

guishing SIDS from suffocation In its last annual
report, NCPCA published data on fatalities from
1985 to 1993 NCCAN has funded the National
Child Abuse andNeglect DataSystem (NCANDS)
that includes data on fatalities since 1990 Ihe
American Bar Association and American Acad
emy ofPediatrics received a Robert Wood Johnson
Grant in 1989-91 to build model documents for
laws, policies, and protocols, and for building and
implementing teams

The popular press is beginning to recognize
the phenomenon of abusive child fatali
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i~i{at,~ti~~n~~~Jilil~~fe national scale began with the death of
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Tffij(i011.'..•••••···· '. .... . Adam Mann?" in 1992 Popular books,

including Fmm Cmdle to Gmve and A
Death at White Bear Lake have been

joined by numerous publications on murders. Ihe
Atlanta Constitution was a finalist for the Pulitzer
Prize for its coverage of child fatalities, which
resulted in the Georgia state law in 1990 Ihe
Gannett News Service won the Pulitzer Prize for
addressing child autopsies, and the Chicago Ili
bune won the Pulitzer Prize in 1994 (and APSAC's
Outstanding Media Coverage Award) for a year
long selies on violent child deaths.. Many newspa
pers have done major stories on child abuse and
neglect deaths.

A national system exists today. with a map of
active teams and directories of state, national, and
federal contacts maintained by ICAN since 1992.
More states will start state and local multi-agency,
multidisciplinary teams this year All states may
have such teams by the summer of 1995 This
national system serves as the national "team" to
day

What does the futme hold? One hopes fol' a
more elaborate system for the sharing of informa
tion, Cases will be managed across county, state,
and national boundaries Support systems fol' sm
viving siblings, other family members, and profes
sionals will appear" Professional tl'aining will be
more predictable and more formal. A national core
database will develop. Severe child abuse and fatal
domestic violence will be added to cases fol' re
view, The team focus will expand from suspicious
deaths to all preventable deaths, Intervention fol··
lowing death will be surpassed by early interven
tion before death. Prevention programs will follow
the young age ofthe victims with a focus on infants,
young toddlers, and high risk pregnancies.

Instead of mending the walls that have sepa··
rated us, we have been busy building bridges to
each other, Let us continue ow focus on this cIitical
task, for the sake of everyone who is touched by
child abuse and neglect fatalities.

Michael Durfee, MD, a childpsychiatristwith the Los Angeles
County Department of Health Setvices, helped to found the
Los Angeles childdeath review team andhas been instrumef}·
tal in the creation of such teams around the U5 and world
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The last five years have seen an increasing
focus on child deaths due to abuse and neglect. Ihe
National Committee to Prevent Child Abuse found
a 49% increase in reports of child deaths by state
CPS agencies since 1985 (McCurdy and Dar'O,
1993). Public hearings on child fatalities are cm
rently being conductedtlu'Oughoutthe United States
by the U.S. Advisory Board on Child Abuse and
Neglect. Despite this national attention, the actual
incidence of child abuse deaths is poorly docu
mented It is unknown whether the increase in child
deaths is due to a recent escalation in fatal violence
against children or is the result of improved detec
tion and documentation, What is known, however,
is that approximately tlu'ee children die each day as
a result of abuse or neglect (McCurdy and Dar'O,
1993)

One response to the problem of abuse-related
child fatalities has been the establishment of child
death review teams at the state andlor local level.
Curl'ently, 39 states have state andlor local child
death review boards or teams which investigate
child abuse and neglect related deaths. Ihis article
will provide a bIiefoverview ofvarious approaches
to the organization, structure, and review process
currently being used by child death review boards
in the U.S and abroad.

The currently established boards are similar

in that they focus on the investigation and preven
tion of child abuse related deaths; however, the
operation of the boards varies across the United
States and internationally. Ihe main differences in
state andlor local teams include (I) whether the
teams are established by an informal agreement
among professionals, by formal interagency agree
ments, or by legislation; (2) whether the teams
review all child deaths or only those suspected of
being caused by child maltreatment; and (3) the age
range for the deaths reviewed .. The review process
is in the beginning stages in sevelal countries,
where the stIucture and operation of the teams
appear to be similar to that of US teams.

For the purpose 'Of providing an overview of
models ofteam functioning, the following sections
briefly describe child death review team operations
in Oklahoma, Colorado, Missouri, Canada, and
AuslIalia.

Oklahoma

Ihe Oklahoma Child Death Review Board
was created by legislation in 1991 and held its first
state Board meeting in January, 1992 As mandated
by law, the Board has the power and duty to (1)
conduct case reviews ofchild deaths in Oklahoma;
(2) develop accurate statistical information and
identification of child deaths due to abuse and
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neglect; (3) improve the ability to provide protec
tive services to the siblings of abused or neglected
children who may still be living in a dangerons
environment; and (4) improvepolicies, procedures,
and practices within the child protection system
The Board currently receives funding flum the
Children's Justice Act for administrative staff

The Board is organized at the state level and
is a multidisciplinary team comprised of20 profes
sionals fiUID the district attorney's office; the de
partments of Health, Human Services, and Mental
Health and Substance Abuse Services; the Indian
Child Welfare Association; Oklahoma chapters of
the ABA, NASW, AAP, APA, CASA, and Asso
ciation of Osteopathic Physicians; the Office of
Child Abuse Prevention; the Children's Hospital
Child Protection Committee; the Foster Care Re
view Board; and the chief child abuse medical
examiner, state epidemiologist, and state medical
examiner

The Board meets montWy and conducts ret·
rospective reviews of all deaths of children under
18 years of age with the exception of fetal deaths
and children who are born and die having never left
the hospital Board members are divided into four
review groups, with each group containing at least
one physician Since its inception in 1992, the
Oklahoma Child Death Review Board has (1)
WIitten and approved by··laws for its operation; (2)
received training from the AmeIican Bar Associa
tion, Center on Childr'en and the law; (3) devel
oped a standard data collection form; and (4)
reviewed 420 cases of child deaths,

Recommendations have beenmade
on a yearly basis to the Oklahoma legis
lature, and an annual report has been
disnibuted Some ofthe Board's recom
mendations to the legislature are to (I)
require death scene investigations for
all suspected SillS deaths; (2) increase
naining efforts for all law enforcement
agencies andemergency medical tearns;
(3) increase public awareness regarding
gun safety; and (4) target education ef·
forts to teens on motor vehicle/motor
cycle safety (Oklahoma Commission

on Children & Youth and The Center on Child
Abuse and Neglect, 1994)

Colorado

In connast to Oklahoma's and Missouri's
legislatively created Review Boards, Colorado's
Child Fatality Review Committee (CPR) was for
mally established in 1989 by an interagency agree,·
ment between the State Department of Health and
the Department of Social Services, While the lack
oflegislative mandate couldpotentiallycauseprob
lems in obtainingrelevant documents andinfOIma
tion, this has not been problematic in Colorado

Similar to Oklahoma's, the primary goals of
the Colorado committee are to (I) describe trends
and patterns of child deaths in Colorado; (2) iden-

tify and investigate the prevalence of risk factors
which existed in the population of deceased chil
dren; (3) evaluate service and system responses to
children and families who are considered to be at
high risk and offer recommendations fOI improve
mentin those responses; (4) characterize high-risk
groups in terms that ar'e compatible with the devel
opment of public policy; and (5) improve sources
of data by reviewing autopsies, death investiga
tions, and death certificates

As in Oklahoma and Missouri, the deaths of
all children under 17 years of age receive some
form ofreview at the state level, Children who die
of natural causes (neonatal deaths, SillS, and oth
ers) are referred fOI expert group review, while a
CFR Clinical Subcommittee reviews the remain
ing child deaths, Ifany case is questioned by either
an expert gruup OI the Clinical Subcommittee, the
case is submitted to the full CFR Committee for
further review

Membership of the CPR includes profession
als flom the Colorado Departments of Health,
Social Services, Education, Transportation, and
Criminal Justice; the Colorado Medical Society,
Governor's office, General Assembly, SillS Pro
gram, Domestic Violence Coalition, District
Attorney's Council, Coroner's Association, the
University HealthSciencesCenter, Childr'en' sHos
pital, and Kempe Center; andlocal health, coroner's,
sheriff's, and police departments.

The CFR Committee has developed a stan
dard data form to assist in the collection ofspecific
child fatality information, On the form, the CFR
members document (1) if the cause and manner of
death are complete and adequate on the death
certificate; (2) presence of such conditions as con
genital anomalies or other medical problems; (3)
quality and access to medical care; (4) prior in··
volvement of the families with social services,
public health, law enforcement, and domestic vio
lence; (5) involvement of abuse and/or neglect in
the death; (6) adequacy of the death scene investi·
gation; and (7) preventability

In the annual report, the Colorado CFR Com
mittee describes numerous results associated with
the Committee's work (Colorado Department of
Health and Colorado Department of Social Ser
vices, 1993). Some ofthe results are (1) the autopsy
rates for SillS deaths have increased; (2) death
scene investigation guidelines have been devel
oped for law enforcement, coroners, and social
services; (3) the Colorado death certificate has
been revised to give more complete infOlmation;
and (4) legislation has been passed to improve
exchange ofrecords among professionals working
on child death cases

Missouri
The Missouri Child Fatality Review Pro

gram (CFRP) is based on local, county-based teams
(Missouri Department ofSocial Services and State
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Technical Assistance Team, 1994) Missouri has
the most immediate review of child deaths of any
state at this time

The CFRP was enacted through legislation in
1991 and began its formal operation in January
1992 Missouri law mandates a CFRP panel in all
144 counties and the city of St Louis The CFRP
panel core membership is mandated by law and
includes the county prosecuting attorney, county
cOloner/medicalexaminer, and representatives from
law enforcement, Family Services, juvenile COUlt,

public health, and emergency medical services
Optional members on a case specific or permanent

basis may be added at the local panel's
discretion,

Unlike Oklahoma and other teams
organized at the state level, the Missouri
model is based on conCUITent, rather
than retrospective, evaluation and re
view by the panel The review includes
deaths ofchildren from birth through 17
years, Every child death in this age cat

egory is evaluated by the county coroner or medical
examiner, who determines whether or not the case
meets the criteria for detailed review by county
based panels, The coroner or medical examiner
prepar'es and submits a data collection form to the
State Technical Assistance Team (STAT), If the
case meets the criteria for review, the CFR panel
completes and submits a more detailed data form at
the conclusion of their review CFRP data is then
merged with selected birth and death certificate
data to achieve a comprehensive repOIt

In 1992, 29% of all child deaths in Missouri
(N=293) met the CFRP criteria to be reviewed by a
panel. In 1993, this numberincreased to 3 75 (36%),
although the total number of child fatalities was
approximately the same (1054 deaths in 1993 com
pared to 1079 in 1992)

The case review process has resulted in sev
eral recommendations: (I) continue investing re
sources to facilitate community change; (2) im
prove parental/caregiver supervision through edu
cation and better access to child care services; (3)
educate all investigators about the impmtance of
accurately recording the level of supervision and
circumstances immediately sUIIuunding the death
of a child; (4) closely monitor families at risk of a
second preventable death or injury and provide
them with appropriate services; (5) fund autopsies
for the highest risk children; and (6) implement a
coordinated strategy aimed atreducing injuries and
preventable deaths,

The CRFP's work has resulted in increased
coordination and cooperation between the
multidisciplinary panel members, In addition, Mis
souri has seen improved determinations in the cause
of child deaths that identify patterns and trends
resulting in meaningful detelTent and preventive
strategies

Ontario, Canada

The Coroner's System in the Canadian prov
ince of Ontario functions with government-ap
pointed physicians who report to the Solicitor Gen
eral of Ontario through nine regional coroners
acting directly under the ChiefCoroner of Ontario
The coroners investigate approximately 30,000
deaths per year which occur under circumstances
defined by provincial legislation entitled the
Coroner's Act of Ontario

The Pediatric Review Committee (PRC) be
gan in 1989 to provide assistance with problematic
pediatric death cases Refenals were made follow
ing review by one of the supervisory regional
coroners or by personnel in the Chief Coroner's
Office, Recent expansion in the PRC's role has
occurred with a greater number of case reviews
The team is chaired by the Deputy Chief Coroner
for Ontario, and is composed ofa neonatalogist, an
intensivist, a pediatric forensic pathologist, and
two community pediatricians, each of whom has
special knowledge and interest in the ar'ea of child
abuse The PRC has access to assistance from
various other knowledgeable professionals, and
police and prosecution personnel are present when
needed, This team has a predominantly medical
focus at this time, as compared with the legisla
tively established interdisciplinary teams in Okla
homa and Missouri

Because coroners utilize legislative powers,
there is no difficulty in obtaining information re
quired during an investigation The Coroner's Act
states that a coroner may seize anything that he m
she has reasonable grounds to believe is material to
the purposes of the investigation and can inspect
and copy any records or writings relating to the
deceased, Data collection occurs centrally, external
to the PRC However, areas of concern that are
discovered may be referred to the PRC for com
ment and further assessment

In the past year and a half, the PRC has moved
from quarterly to monthly meetings" Committee
members ar'e funded for attendance at meetings and
for pre,meeting preparation, At this time, not all
pediatric deaths (age I day through 16 years) ar'e
reviewed by the PRC, although the vast majority of
childhood deaths investigated by the coroner's sys
tem undergo an autopsy, Approximately 750-1,000
children die each year in Ontario, and over the past
year nearly 70 ofthese deaths were reviewed by the
PRC

During its operation, Committee members
have become increasingly awar'e of the differences
in knowledge level andinvestigativemethods among
the coroners and pathologists in regard to pediatric
deaths, especially those of very young children,
Because of this recognition, a standardized proto
col has been developed and will be released to all
coroners province-wide in the near' futur'e. Ihis
protocol will have stringent guidelines to be fol-
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lowed in death investigations of children under
two.. The guidelines will include use of radiologic
evaluation, toxicologic testing, death scene evalu
ation, and immediate review ofthe case with one of
the regional coroners" Plans to locate the autopsies
in regional centers have been discussed. Following
a prelimimuy investigation, all cases will be reo
viewed by the PRe These steps should fillther
centralize the response and greatly improve the
investigation of childhood fatalities in Ontario

New South Wales, Australia

A National Child Protection Council has been
established in recent years to provide a national
clearinghouse for information and research in child
abuse-related deaths in Australia The Council's
main focus is onprimary and secondary prevention
strategies, but it may have a role in coordinating

national data on child abuse deaths

Like the U.S ., Australiahas nouni-
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fatctliti~~tli~lflfg;lJf!- demonstratedin areas ofprevention, such
$t~n.dardreview as increases in the use of seat belts and

prQcess. ,-, gb~~~~~ s~~tym:e:;e:mproved play-
,.... .
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was established in late 1993 in New South Wales
(NSW), one of Australia's provinces. Ihe goal of
the Committee is to identifY information related to
child abuse-related deaths that might prove helpful
in preventing future deaths The Committee will
also establish a database in order to begin defining
the extent of the problem at the state and national
levels in Austr·a1ia.

Ihe NSW Committee will review deaths in
cases of children 14 years old and under The
categories of child deaths for Committee review
include (1) all known deaths atlIibutable to physi
cal abuse, neglect, or failure to tlnive; (2) bathtub

dr'Ownings; and (3) suspicious deaths where no
clear explanation is forthcoming frUID caretakers
After the Committee has developed its review pro ..
cess, additional categories may be included, such as
(1) SIDS deaths in children over seven months of
age; (2) poisoning deaths; (3) asphyxia deaths; (4)
suicides; and (5) homicides. In order to establish a
more comprehensive database, the Committee be
gan its review by conducting aretrospective review
ofchild deaths that occwredin 1989 Ihe Commit
tee is working toward the goal of reviewing cases
within one month 'Of a child's death

Conclusion
In SUffiffiaIY, despite their differences in scope

or operation, child death review teams seek to
improve the investigation and disposition of pos
sible child abuse-related fatalities tln'Ough a stan
dard review process. Ihe long-term goal of devel
oping effective primary prevention programs to
reduce the incidence of child abuse-related deaths
can be enhancedby the establishment of a standard
ized review process in each state, increased inter
disciplinary education and collaboration, and the
implementation of state and national data collec
tion systems
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Children are being killed at alarming rates. In
1993 in the Chicago area, 61 childr'en under the age
of 15 were slain. Halfwere younger than four year's
old; they were most often victims of child abuse
The single most common cause of death was from
gunshot injuries (30 of 61 victims) Other causes
included beating, bums, strangling, and drowning
(Chicago I'ribune, 1994)

Clinicians andresear'chers involved with child
abuse should be concerned not only about the infant
homicide peak due to child abuse, but also about the
adolescent homicide peak due to frrearms Mem
bers of many of the sarne families are at risk;

survivors of child abuse still face the danger of
firearms before they can achieve a long life

Epidemiology

Deaths.. In the United States, firearms are the
eighth leading cause of death; they are the second
leading cause of death due to traumatic injury.
Between 1988 and 1991, the death rate associated
with firearms increased 9%, and in 1991 in the
states of California, New York, I'exas, Maryland,
Louisiana, Nevada, and Virginia, and in the Dis
trict of Columbia, firearm deaths exceeded motor
vehicle related deaths (Fingerhut et aI , 1994).
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