
Policy Statement—Child Fatality Review

abstract
Injury remains the leading cause of pediatric mortality and requires
public health approaches to reduce preventable deaths. Child fatality
review teams, first established to review suspicious child deaths in-
volving abuse or neglect, have expanded toward a public health model
of prevention of child fatality through systematic review of child deaths
from birth through adolescence. Approximately half of all states report
reviewing child deaths from all causes, and the process of fatality
review has identified effective local and state prevention strategies for
reducing child deaths. This expanded approach can be a powerful tool
in understanding the epidemiology and preventability of child death
locally, regionally, and nationally; improving accuracy of vital statistics
data; and identifying public health and legislative strategies for reduc-
ing preventable child fatalities. The American Academy of Pediatrics
supports the development of federal and state legislation to enhance
the child fatality review process and recommends that pediatricians
become involved in local and state child death reviews. Pediatrics 2010;
126:592–596

INTRODUCTION
The preventable death of a child is an unparalleled tragedy for a family.
Similarly, a nation’s ability to reduce child mortality rates is a measure
of that society’s overall well-being, and failure to address preventable
causes of child mortality is a national tragedy. Each year in the United
States, more than 17 000 infants and children die from injury, which
remains the leading cause of child mortality in the United States.1 Add
to this the number of preventable noninjury deaths, including many
deaths related to prematurity, and it becomes clear that a majority of
American child deaths are preventable. The 1999 American Academy of
Pediatrics (AAP) policy statement “Investigation and Review of Unex-
pected Infant and Child Deaths”2 supported analysis of child deaths,
standards for adequate investigations for individual deaths, and the
importance of child death review. The purpose of this AAP policy state-
ment is to highlight the importance of child fatality review in the public
health approach to prevention of child deaths and to advocate for
improving this process through attention to better training, data col-
lection, and data dissemination.

Reducing preventable child mortality requires a systematic and inte-
grated evaluation of fatality causes, which begins with accurate vital
statistics data. Vital statistics data do not, however, accurately capture
all causes of child fatality (eg, deaths attributable to child maltreat-
ment). National and state mortality statistics, which rely on the Inter-
national Classification of Diseases (ICD) coding system to define cause
of death on death certificates, underestimate child fatalities attribut-
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able to homicide and unintentional
death. Detailed review of child deaths
in Missouri, North Carolina, Colorado,
and, more recently, Michigan, Califor-
nia, and Rhode Island has revealed
that approximately half of child abuse
fatalities are unrecognized in vital sta-
tistics data.3–6 The incidence of sudden
infant death syndrome (SIDS) has de-
creased significantly since the 1992
AAP recommendations for safe sleep-
ing positions for infants.7,8 Evaluation
of more recent declines in SIDS rates
in the United States suggest that, de-
spite the significant decreases in SIDS
deaths over the past 15 years, more
recent declines might be attributable
to an increase in diagnostic coding
of asphyxia, suffocation, and other
causes of sudden, unexpected infant
death. These discoveries have resulted
from coordinated, multidisciplinary in-
vestigations of child deaths at local
and state levels through a child fatal-
ity review process. Ultimately, the
purpose of child fatality review is to
identify effective prevention and in-
tervention processes to decrease
preventable child deaths through sys-
tematic evaluation of individual child
deaths and the personal, familial, and
community conditions, policies, and
behaviors that contribute to prevent-
able deaths.

CHILD FATALITY REVIEW TEAMS

Child fatality review teams (CFRTs),
multidisciplinary committees com-
prising representatives from law en-
forcement, child protective services,
the office of the coroner/medical ex-
aminer, prosecuting attorney’s office,
the medical community, and/or public
health and other community stake-
holders, were first established to re-
view suspicious child deaths involving
possible abuse or neglect.9 Although
originally developed to improve identi-
fication and prosecution of fatal
abuse,10 the role of CFRTs has ex-
panded toward a public health model

of prevention of child fatality through
systematic review of child deaths from
birth through adolescence.11 In addi-
tion to reviewing child fatalities re-
lated to maltreatment, many CFRTs
now review all child fatalities in the ju-
risdiction covered by the team.12 Ap-
proximately half of all states report re-
viewing child deaths from all causes.11

This expanded approach can be a pow-
erful tool in understanding the epide-
miology and preventability of child
death locally, regionally, and national-
ly; improving accuracy of vital statis-
tics data; and identifying public health
and legislative strategies to reduce
preventable child fatalities. In addition,
CFRTs remain an effective surveillance
tool for identifying victims of fatal mal-
treatment.6

Another challenge in reducing prevent-
able child deaths is to find ways to im-
plement prevention strategies that
have been determined to be effective.
In general, identifying public health
problems and increasing public and
professional awareness of them is
more easily accomplished than plan-
ning and implementing reasonable
and well-tested solutions.13 CFRTs can
serve to highlight local, state, or na-
tional contributors to preventable
child deaths and serve to catalyze ac-
tion to prevent these deaths and pro-
vide a means of monitoring the effec-
tiveness of these changes. These
functions of scientific data collection
in evidence-based decision-making
form a cornerstone of evidence-based
public health14 and provide the type of
data described in a recent Institute of
Medicine report on evidence-based
decision-making.15

In the few years since their establish-
ment, child fatality review processes
have been used to inform local and
state prevention strategies to reduce
child deaths. For example, Rimsza et
al16 published the experience of a
statewide review process that exam-

ined 95% of child deaths in Arizona
over a 5-year period. Evaluation of lo-
cal CFRT data revealed that 29% of the
4806 child deaths were preventable
and that preventability increased
with age. Leading causes of prevent-
able deaths included motor vehicle
crashes, medical illness, and drown-
ing. The ability to accurately assess lo-
cal and regional causes of death en-
abled the Arizona chapter of the AAP, in
partnership with other advocates, to
workwith state legislators to establish
a graduated driver’s license program
for teenagers.

In Massachusetts, the state CFRT found
that a large proportion of sudden, un-
expected infant deaths occurred while
bed-sharing with adults. As a result,
the state launched a publicity cam-
paign to highlight this danger and in-
cluded letters to all 3500 child health
care providers in the state.17 Georgia
enacted improved child restraint laws
as a result of a statewide child fatality
review process that identified large
numbers of child fatalities that were
related to the inappropriate use of
child restraints in motor vehicles.18

The state of Nevada, after focused child
fatality reviews in Las Vegas, Reno, and
rural Nevada, instituted widespread
changes to its child welfare system, in-
cluding additional funding, training,
policy improvements, interagency pro-
tocols, new laws, and improvements to
the medical examiner/coroner, child
protective services, and health sys-
tems throughout the state.

These examples illustrate the promise
of using local data to prompt public
policy discussion and action. In fact,
the determination of many of the lead-
ing causes of preventable deaths have
resulted in implementation of preven-
tion procedures (eg, child safety re-
straints and pool fencing), and child
fatality data have been used to empha-
size the need for enforcing existing
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laws and improving public education
related to existing strategies.13,19

In addition to improved surveillance of
child mortality data, the child fatality
review process can improve inter-
agency collaboration and coordination
of public health and law enforcement
efforts, improve accuracy of death-
certificate data, decrease misclassifi-
cation of deaths, uncover missed child
homicides, and foster the development
and implementation of interventions
to prevent mortality and morbidity at-
tributable to injury.5,6,20–22

Fatality review can also identify fail-
ures or oversights in medical care;
gaps in community services, including
emergency medical services for chil-
dren; improve allocation of limited re-
sources; improve policy and proce-
dures at local and state agencies; and
identify legislative initiatives to im-
prove child health.23,24 Both the AAP and
American Bar Association have en-
dorsed child death reviews.2,25

ESTABLISHMENT OF CFRTs

In the past, a variety of mechanisms
were used to establish CFRTs, includ-
ing state legislation that enabled or
mandated child death reviews, execu-
tive orders established by governors,
or community establishment of teams
that were not legislated or mandated.
This variability—from legislative man-
date to grass roots community
efforts—engendered great differ-
ences in program organization and
process. Most states have CFRTs that
are established by statute, and approx-
imately three-quarters of state laws in-
clude mandatory review; the remain-
der of them provide for discretionary
formation of teams. CFRTs exist at
both the state and local levels but
vary by state in the membership of
teams, the relationship of the state
and local teams, the criteria for case
review, the timing of the reviews, the
data collected, and team policies and

procedures.11 Within the past few
years, however, there has been a na-
tional effort to develop standards for
child death review, and many states
are working to implement these
standards.26,27 In addition, the Mater-
nal and Child Health Bureau funded a
National Center for Child Death Re-
view in 2001, and the Health Re-
sources and Services Administration
has provided funds for the develop-
ment of an Internet-based case-
reporting system, which is now in
use by slightly more than half of the
states in the United States.

Despite these recent efforts, no fed-
eral funds have been directly appropri-
ated for state or local child death re-
view, and not all states have attained
the level of funding or leadership com-
mitment necessary to meet national
standards.

In contrast to the local variations
in definitions and procedures inher-
ent in the current child fatality re-
view system, the long-established
transportation-related Fatality Analy-
sis Review System and the newer Na-
tional Violent Death Reporting System
(NVDRS) both illustrate the power of
developing and implementing national
standards for data collection in ad-
dressing preventable deaths. The
NVDRS, which is currently active in ap-
proximately one-third of the states,
collects data on fatalities associated
with child maltreatment and has po-
tential synergy with CFRTs.28

CFRTs support the public health ap-
proach of using data collection or sur-
veillance to define the issues; identify
risk factors, protective factors, and
barriers within individual families and
the greater community; develop inter-
ventions that are based on analysis;
implement interventions at the com-
munity level; and use evaluation re-
sults to modify and improve the initial
interventions.16

SUMMARY

A national network of CFRTs offers the
potential to harness public health
models to reduce the large number of
preventable child deaths in the United
States. National leadership and sup-
port are critical for expanding child
death review and preventing unneces-
sary childhood deaths. Measures that
require a uniform national approach
that could improve the child fatality re-
view process include:

1. standardizing the process of child
death review;

2. providing standardized definitions
for fatality coding and structure for
standard data collection;

3. providing training, technical assis-
tance, and support for CFRTs that
review deaths and for public health
officials in collecting, accessing,
and using these data;

4. establishing criteria for quality im-
provement in CFRT data collection,
evaluation, and dissemination;

5. providing mechanisms to enable in-
terstate and cross-jurisdictional
data-sharing;

6. establishing standardized confi-
dentiality protocols and legal pro-
tections for team members; and

7. publishing online annual reports of
CFRT data to compare program ef-
fectiveness across states and to
provide robust data regarding na-
tional child fatality causes.

THE PEDIATRICIAN=S ROLE
The pediatrician can influence the
child fatality review process for indi-
vidual patients and, more broadly, for
their communities and states. The fol-
lowing recommendations are based
on the epidemiologic evidence dis-
cussed above and the expert opinions
of the authors and the AAP committees
involved in preparing this statement.
The AAP recommends the following.
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1. Pediatricians should advocate for
proper death certification for chil-
dren. Recognize that such certifi-
cation is only possible for sudden,
unexpected deaths after compre-
hensive death investigation that in-
volves an immediate evaluation at
the scene of the death and includes
an autopsy.

2. Pediatricians should work with
their state AAP chapters to advo-
cate for and support state legisla-
tion that requires autopsies in
deaths of children younger than 6
years that result from trauma; that
are unexpected, including sudden,
unexplained infant death; and that
are suspicious, obscure, or other-
wise unexplained. These same
guidelines for unexplained deaths
should apply to all children, includ-
ing those with chronic diseases.

3. Pediatricians should work with
their state AAP chapters to advo-
cate for and support state legisla-
tion and other public policies that
establish comprehensive and fully
funded child death investigation
and review systems at the local and
state levels and that the data from
child death investigations be aggre-
gated, analyzed, and disseminated
nationally.

4. Child fatality review committees at
both the state and local levels
should include pediatricians who
serve as expert members in review-
ing case files of the medical exam-
iner or other agency investigating
the deaths of children who were pa-
tients. Pediatricians should also
serve as consultants to the child fa-
tality teams on medical issues that
need clarification as well as on so-
cial issues and community re-
sources that might contribute to
the prevention or causation of pre-
ventable child deaths. Physicians
should receive payment commen-
surate with the time and value of

their services on such teams. Pri-
mary care physicians, emergency
medicine physicians, and child
abuse specialists are ideally suited
for participation on such review
teams. Other physicians, such as
obstetricians, would be valuable
partners in reviewing deaths from
prematurity.

5. Pediatricians should work collabo-
ratively to ensure that information
from child fatality reviews is used
to inform local, state, and national
policies to reduce preventable child
deaths.

6. Public policy initiatives directed at
preventing childhood deaths
should be supported at the national
and chapter levels provided that
they are based on information ac-
quired at the local and state levels
from adequate death investiga-
tions, accurate death certifications,
and systematic death reviews. The
AAP Division of State Government
Affairs offers assistance and guid-
ance to AAP chapters in developing
state public policy on CFRTs; for
more information, call the division
at 800-433-9016, extension 7799, or
e-mail stgov@aap.org.
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