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Child fatality review programs consist of multidisciplinary teams of professionals, agencies and community
members with an interest in caring for and protecting children. While the purpose of all child fatality reviews is to
conduct a comprehensive, multidisciplinary review of child fatalities to better understand how and why children
die, there are distinct types of reviews in the United States that each use findings to take action to prevent other
fatalities and improve the health and safety of children in different ways. Each brings a unique perspective,
incorporating different stakeholders and methodologies and playing different roles in identifying patterns, gaps in
services, and potential areas for improvement within the broader context of child health and safety. Three major
types of review now consistently used across the U.S. include Child Death Review, Fetal Infant Mortality Review,
and Citizen Review Panels. These differ in their history of development, statutory authority, financial support,
nature of cases reviewed, processes, and reporting to stakeholders. This article is an introduction to the major
different types of community-based death review to help practitioners understand and participate more pro-
ductively in these processes to prevent further fatalities.

1. Introduction

Child maltreatment fatalities have increased in the United States
during the past 25 years, rising from 935 (1.59 per 100,000 children) in
1997 to 1990 (2.73 per 100,000) in 2022 (U.S. Department of Health and
Human Services, 2024). In 2016, U.S. National Commission to Eliminate
Child Abuse and Neglect Fatalities found that child abuse deaths are
undercounted in the U.S., that we still have not identified the children
and families most at risk, and that child fatality reviews are the best way
to prevent these deaths, among other things (Commission to Eliminate
Child Abuse and Neglect Fatalities, 2016). Child death review, or “CDR”
as it came to be called, was first comprised of criminal justice, health, and
social service professionals in Los Angeles County, California in 1978
(U.S. Advisory Board, 1995). The number of teams grew, accelerating
with the founding of the U.S. National Center for Child Fatality Review
and Prevention, first funded by the U.S. Health Resources and Services
Administration in 2002 (National Center for Fatality Review and Pre-
vention [NCFRP], n.d.).

The overall purpose of community-based fatality review is to conduct
a comprehensive, multidisciplinary review of child fatalities, to better
understand how and why children die, and use the findings to take action
that can prevent other fatalities and improve the health and safety of

children (NCFRP, n.d.; NCFRP, 2021a). The operating principle is that a
child's death is a sentinel event that is a community responsibility. A
child's death that should urge communities to identify other children at
risk by comprehensively reviewing case information to keep future
children healthy, safe and protected. Reviews should be multidisci-
plinary and focus on prevention which leads to effective actions in the
community. Child fatality review has been recommended as a best
practice in the United States for understanding and preventing child
abuse and neglect fatalities because it improves collection of data about
child abuse and neglect fatalities, enhances the ability of national and
local systems to share data to save children's lives, and supports research
and practice. (Commission to Eliminate Child Abuse and Neglect Fatal-
ities, 2016; Schnitzer, Covington, Wirtz, Verhoek-Oftedahl, & Palusci,
2008).

Three major types of review now used consistently across the U.S.
include child death review (CDR), fetal infant mortality review (FIMR),
and citizen review panels (CRP). They differ in the history of their
development, statutory authority, nature of cases reviewed, processes
and desired outcomes (Palusci, 2010). Some look at all child deaths while
others focus on a particular cause, such as child abuse and neglect. There
are potential overlapping functions that could allow for data sharing,
joint staffing and complementary reviews (NCFRP, 2021a). All types of
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review have provisions to keep the process confidential and to share
overall findings with stakeholders. Each brings a unique perspective, and
Table 1 compares their purposes, review processes, case selection, team
member selection, support staffing, and outcomes. While based on these
models, they are implemented differently across U.S. states and juris-
dictions. This article is an introduction to the major different types of
community-based death review used in the U.S. to help practitioners
understand and participate more productively in these processes to
prevent further fatalities.

1.1. Child death review

CDR focuses on systematically reviewing and analyzing the circum-
stances surrounding the death of a child, typically under the age of 18
years (NCFRP, n.d.). The formalization of multidisciplinary teams began
in the late 20th century as a response to the growing awareness of child
abuse as a significant public health issue (Palusci, 2010; Krugman, 2013;
U.S. Advisory Board, 1995). All child deaths or near-deaths may be
reviewed, although some focus on specific causes such as abuse and

Table 1

Comparison of review types by purpose, team members, Selected cases, process,
support staff, outcomes and stakeholder reporting.

CDR FIMR CRP
Purpose of To improve the To identify general To evaluate the
Review understanding of community social, effectiveness of
how and why economic, cultural agencies charged
children die and to and health system with child protection
influence policy issues responsibility
and services
Team Injury prevention Public health; Multidisciplinary
Members programs; child obstetricians, professionals and
welfare agencies; pediatricians, community
public health; law midwives; other members
enforcement; community
medical advocates and
examiners/ professionals
coroners;
pediatricians
Selected Children from birth  Stillbirths and Child deaths known
Cases to under the age of infant deaths before  to CPS or child
18y who died of age 1 year welfare systems
any cause,
commonly
prioritizing sudden,
unexpected deaths
or deaths due to
maltreatment
Review Team members Abstracts are Records are
Process bring identified created with de- collected and may be
records to the identified abstracted for team
review meeting to summaries of record  review. Team
share and discuss abstracts and home summarizes findings
the death and make  interview for team with de-
case findings review. identification as
needed
Support Coordinator, scribe Coordinator, record Coordinator, record
Staff abstractor, home abstractor, scribe
interviewer, scribe
Outcomes Data are entered Data are entered Data are recorded,
into NFR-CRS, into NFR-CRS, statistics are
statistics are trends are calculated, trends
calculated, trends identified, team are identified, and
are identified, and makes team identifies
team makes recommendations recommendations,
recommendations to community which are reported
action team to CPS/government
Stakeholder Governor, Private or public State CPS agency or
Reporting Legislators, public organizations or the  the public at large

at large

public at large)

CDR: Child death review; CPS: Child Protective Services; CRP: Citizen review
panel; FIMR: Fetal infant mortality review; NFR-CRS: National Fatality Review
Case Reporting System.
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neglect. The primary goal is to identify factors contributing to child fa-
talities to inform community prevention strategies with an emphasis is on
identifying patterns and trends that may indicate systemic issues or gaps
in child and family services. CDR often involves case-specific reviews, but
aggregated data can also inform broader public health strategies (Batra,
Palusci, & Berg, 2022; Palusci & Covington, 2014; Palusci, Schnitzer, &
Collier, 2023).

Currently, all 50 U.S. states have established CDR programs, and state
laws mandate/support CDR in 39 U.S. states (NCFRP). Twenty-three are
based in state health departments and 20 in social services offices
(NCFRP, 2021a). Some teams review every child death of any cause, and
10 states review serious injuries or near-fatalities. Thirty-seven states
have community teams and state boards. Half review all causes, and all
review to age 18 years. Most are funded with federal maternal and child
health or child protection dollars, and 44 use the U.S. National Fatality
Review Case Reporting System (NFR-CRS), the data system supporting
CDR across the country (NCFRP, 2021a; Covington, 2011). Reviews
involve a multidisciplinary team including law enforcement, child wel-
fare, medical and mental health, forensic science, education, social ser-
vices, and other relevant professionals and stakeholders (NCFRP).
Review processes vary widely across U.S. states and jurisdictions, with
some implementing legislation or policies mandating or permitting their
function, and these legal frameworks outline the responsibilities,
composition, and procedures.

The American Academy of Pediatrics (AAP) has supported child fa-
tality reviews and pediatrician participation since its 1993 statement
from the AAP Committees on Child Abuse and Neglect and Community
Health Services (American Academy of Pediatrics, 1993). It first
described the problem, the investigation, and the review process, calling
for pediatricians and AAP state chapters to advocate for proper death
investigation and certification, autopsies for children younger than 6
years with trauma, and comprehensive review systems at the local and
state levels. This statement asked pediatricians to take on the re-
sponsibility to be involved with the death review process and with
training death scene investigators. A 1999 AAP policy statement sup-
ported analysis of child fatalities, standards for adequate investigations
for individual fatalities, and the importance of pediatrician involvement
(Kairys et al., 1999). In 2010, the AAP highlighted the importance of
child fatality review in the public health approach to prevention of child
fatalities and advocated for improving this process through attention to
better training, data collection, and data dissemination (Committee of
Child Abuse and Neglect et al., 2010). This was broadened to using CDR
as a best practice for pediatricians for identifying child maltreatment
fatalities (Palusci et al., 2019). Their recent policy statement highlights
the need for supporting pediatricians to participate in the process (Batra
et al., 2024).

Child death review teams have a strong focus on primary and sec-
ondary prevention, evolving over time to include identifying and
responding to systemic issues using continuous quality improvement,
training, and advances in technology such as electronic medical records,
case management systems with data analytics (NCFRP, 2021a). The
NFR-CRS has been used for studies of child maltreatment fatality (Palusci
& Covington, 2014; Batra et al., 2022; Palusci et al., 2023). Examples of
community interventions include Tennessee's Child Fatality Review
system making key prevention recommendations in 2020 focusing on
prevention of suicide deaths, motor vehicle crash fatalities, infant deaths
due to premature birth, birth defects, unsafe sleep, and drowning. Ohio
focused on preventing child abuse and neglect fatalities based on reviews
of 152 child abuse and neglect fatalities between 2015 and 2019 by
promoting the use of 24-h parenting hotlines as a safe and confidential
source for parents in crisis, supporting educational programs that assist
parents and guardians in understanding age appropriate behaviors, and
implementing public service announcements educating lay people on
signs of child abuse and neglect and how to report it.

Despite progress, challenges persist, including issues related to in-
formation sharing, communication of findings to stakeholders, high staff
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turnover, the need for cultural competence, and financial support
(McCarroll, Fisher, Cozza, & Whalen, 2021). Given their wide variability,
it is not surprising that their findings have been thought to be inconsis-
tent over jurisdictions (Mantell, Scharlach, Iyer, & Chergou, 2020; Par-
rish et al., 2017) and they sometimes struggle in terms of leadership,
focus, standardization, and funding (Douglas, Ahola, & Proulx, 2017).
CDRs may do a better job of assessing the problem than in proposing
solutions as indicated by their written recommendations, which often do
not address follow-up (Wirtz, Foster, & Lenart, 2011). CDR teams can be
improved by giving them injury prevention training, collaborative pro-
cess improvement coaching, and access to web-based prevention re-
sources, with better identification of evidence based best practices and
the development of clear, actionable written recommendations (John-
ston, Bennett, Pilkey, Wirtz, & Quan, 2011). In the U.K., teams noted
professionals need to continue to actively pursue and create opportu-
nities to collect and collate comprehensive data and promote collabora-
tive multi-agency arrangements to be responsive to all partners involved
in the safeguarding process, which includes parents (Sanders,
Fisher-Smith, Neill, & Jones, 2020).

1.2. Fetal and infant mortality review

Fetal and infant mortality review (FIMR) began as a collaborative
effort between the American College of Obstetricians and Gynecologists
and U.S. Health Resources and Services Administration Maternal and
Child Health Bureau (NCFRP, 2021b). FIMR projects have been con-
ducted since 1988, but the majority of existing FIMRs were formed after
1990. In 2020, 162 FIMR programs were actively reviewing cases with
health departments leading the majority (NCFRP, 2021b). Most FIMR
programs exist at the local level and are funded with Title V MCH block
grant funds. In 2018, the NFR-CRS began including FIMR reviews, and as
of 2020, 18 states were using the NFR-CRS (NCFRP, 2021c). FIMR has
been used to identify general community, social, economic, cultural, and
health systems factors that represent problems in service delivery sys-
tems or resources for mothers and infants that require change and to
develop recommendations for interventions and policies that can
improve both maternal and infant health outcomes.

FIMR programs differ in their scope and the composition of their
teams on the state and local levels, state financial support, administrative
leadership, supporting legislation, case selection methods, and reporting
systems used (NCFRP, 2021b). This multidisciplinary process brings
together a case review team with obstetricians, pediatricians, nurses, and
public health officials to review fetal and infant fatalities by a detailed
examination of the mother and infant's medical records from the hospital
as well as private physicians' offices and clinics. Also included can be
autopsy reports, medical examiner reports, and police reports. Case re-
views are de-identified before presentation to the review team. Findings
are then communicated to a separate community action team to devise
and implement community strategies. All infant deaths may be reviewed
or reviews may target certain geographic areas or causes. Local teams
commonly review deaths from within a specific county; occasionally,
they are from a more specific area of the community. In states with
several FIMR teams, case review data funnels up to a state program or
agency, contributing to a larger, state-level dataset to support broader
prevention efforts. Some states have legislation or administrative rules
that mandate or permit FIMR. By far, the most important part of the FIMR
process is the home interview with the parents that can provide the best
insight into our health care system as it gives the perspective of the
mother (NCFRP, 2021b).

Fetal and infant case reviews have great potential to stimulate com-
munity systems improvement. The process itself is considered continuous
quality improvement for systems that impact maternal and infant pop-
ulations. The impact of teams’ prevention work is increased through
strategic partnerships with maternal child health programs like home
visiting, the federally funded Healthy Start programs, Title V maternal
child health programs, and medical care providers (NCFRP, 2021c). A
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compilation of team findings from across the U.S. found recommenda-
tions running the gamut from increasing prenatal screening services,
bereavement services, addiction services and preconception counseling,
to promoting safe sleep environments, training, improving access to
medical care and informing the public about unsafe toys and bedding in
the home. In one U.S. state, for example, the Indiana Governor, informed
by FIMR results, set a goal in 2018 to become “Best in the Midwest” for
infant mortality by 2024. In 2019, the State General Assembly passed
legislation to create an OB Navigator program to connect
Medicaid-eligible mothers and others who apply to relevant
community-based programs. They also passed legislation removing bar-
riers to allow pregnant teens to access prenatal care without parental
consent if the parent or guardians are not supportive of the mother
receiving care.

To assess the case in the level of detail required to make meaningful
case findings and recommendations, a significant amount of work must
be done in preparation for the review itself, and special attention given to
the de-identified nature of records and of the review process. Reviews are
sometimes limited because of their incomplete access to records, lack of
support for the case review team, and inability to conduct parent in-
terviews for various reasons (NCFRP, 2021c). Existing programs have
diverse levels of funding and staffing to support state FIMR activities that
are significantly impacted by state budgets and competing community
priorities. To be successful, FIMRs need community action teams mem-
bers who have the political will and fiscal resources to implement
large-scale systems change and those who can best define a community
perspective on how to create the desired change. Some FIMR programs
have integrated “consumers” into their CAT who live, work, worship, and
play in the FIMR catchment area and use its services and resources.

1.3. Citizen review panels

CRPs are community-based entities that involve non-professional
community members who review child welfare cases and fatalities of
children known to CPS. They were first required for U.S. states in 1996 as
part of the amendments to the Child Abuse Prevention and Treatment Act
(CAPTA, 1988). CRPs are instituted within state child welfare agencies to
review CPS files in adoption, foster care, or investigation, and are
required to meet at least quarterly to fulfill a broad mandate which in-
cludes ensuring that the state is in compliance with CAPTA, Title IV-E
programs, and other requirements (U.S. Department of Health and
Human Services [USDHHS], 1998). This differs from CPS multidisci-
plinary teams formed separately from the CRP fatality process, usually for
non-fatal CPS cases. The number of CRPs required in a state depends on
the level of funding from the federal government, and many states have
instituted CRPs specifically to review child maltreatment fatalities.

Efforts are also made to include nonprofessionals on the review team,
such as former clients of the child welfare system and other members of
the community. Medical examiners, law enforcement, CPS, and legal
professionals can be part of CRPs, as can pediatricians, education pro-
fessionals, and public health officials (USDHHS, 1998). The CRP process
involves the examination of case files, interviews with involved parties,
and discussions among panel members. States are required to provide
panel members with the support staff and case-level information that the
panels deem necessary for them to carry out their mission. As with CDR
and FIMR, panel members are bound by confidentiality requirements and
cannot disclose identifying information about deaths reviewed. CRPs are
required to report to their state child protective services agency and are
also expected to prepare an annual report to the public describing their
activities (Palusci, 2010).

The aim of CRP is to provide an independent and community
perspective on child protection and child welfare cases, ensuring that
agencies are following appropriate procedures with an independent
perspective on agency efforts, ensuring accountability and transparency.
Recommendations can lead to systemic improvements, changes in policy,
and increased public awareness regarding child welfare issues. Though
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published research regarding their effectiveness is limited, CRP have
resulted in improvements in the child welfare system, such as enhanced
CPS and mandated reporter training, new CPS data systems and peer
review programs, new protocols for investigation and legislative changes
regarding CPS reporting and practice. One study of a state's CRP identi-
fied 436 findings among 356 deaths in the state's child welfare system
over 6 years. Most were categorized as occurring because of failures
during case investigation, assessment and service provision. After
implementing changes to the child welfare system, the CRP recorded a
35% decrease in findings and a 9% decrease in deaths associated with
those findings (Palusci, Yager, & Covington, 2010).

There are several limitations to the CRP process (Jones, Litzelfelner,
& Ford, 2003). Early work suggested that the perceived effectiveness of
panels in influencing policy was related to increased communication, an
awareness of roles and limitations, legitimate collaboration, and realistic
goals. Factors that impede effectiveness were thought to include lack of
trust, time constraints, unclear roles, and weak communication. More
recently, a national survey of panel members revealed that they lack
some knowledge related to the federal mandate guiding their work, and
panels need to better recruit and retain members representative of the
communities in which they are formed (Miller, Collins-Camargo, Jones,
& Niu, 2017). Some changes in law, policy, or practice can be imple-
mented only on a county-by-county basis and cannot be implemented
effectively by a statewide team. CRPs cannot influence elements in the
child welfare system outside the state CPS agency, and an important
number of child fatalities cannot be addressed if changes are made only
within CPS. CRP generally does not have access to deaths in which there
is no CPS involvement but may have greater reach for prevention when
given access to files in other review systems such as CDR. Vadapalli
(2017) concluded that, while every state complies with a 1996 federal
statutory requirement to have CRPs, their functionality and impact have
never been assessed. There is immense diversity in the tasks they
perform, ways they are organized, resources at their disposal, and impact
they have on their respective CPS agencies. Such diversity seems to be a
result of inadequate efforts to generate a common understanding of their
purpose and role within the child protection enterprise. State CPS
agencies stand to benefit from a more instrumental role for CRPs, and the
federal Office of Child Abuse and Neglect could help in multiple ways to
enhance the effectiveness of CRPs.

1.4. Comparisons to other types of review

Other types of child fatality review have been used to address specific
vulnerable populations and services that have special interest for the
community. The full range of these processes is beyond the scope of this
article, but domestic violence reviews, suicide case reviews, hospital-
based critical incident reviews, and disease-specific reviews offer
unique opportunities to understand these particular issues and to design
specific responses and prevention strategies (National Domestic Violence
Fatality Review Initiative, n.d.; NCFRP, 2020; Bates et al., 2023; Rosen-
man, Hanna, Lyon-Callo, & Wasilevich, 2007). They can have important
similarities with and differences from CDR, FIMR and CRP which should
be noted, particularly regarding their relationship with community and
government services, rules regarding confidentiality, and potential in-
terventions to prevent further deaths.

Community-based child death review began in the USA but has
spread across the world (ISPCAN, 2021). Reviews outside the U.S may
resemble CDR but also takes different forms internationally. In the U.K.,
for example, the Serious Case Review System under the Children Act
1989 is used for cases where suspected child abuse or neglect has resulted
in serious harm or death (Platt, 2007). In this model, a single person in
each agency conducts interviews with the parties, reviews records, and
writes a report. The goals are similar to CDR in that they seek to identify
lessons to be learned from the death, how these will be acted upon, and
what will change as a result, including improved interagency commu-
nication. Unlike the U.S., families may be involved in these reviews
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(McCarroll et al., 2021). Differences also exist regarding which cases are
reviewed and when this review happens. In a comparison of
well-resourced countries, Fraser and colleagues (Fraser, Sidebotham,
Frederick, Covington, & Mitchell, 2014) found that in England and New
Zealand, multiagency rapid-response teams investigated all unexpected
deaths; in the U.S. and Australia, only suspicious deaths might undergo
rapid response review. In England and New Zealand, all child deaths
were scrutinized, whereas in the U.S. and Australia only some deaths
were reviewed. Another study adding Canada and Wales concluded that
it was not possible to evaluate the effectiveness of different review sys-
tems, but it appeared that the structure of review made little difference in
terms of determining the extent to which review findings informed
prevention efforts (Vincent, 2014).

2. Conclusions

Child fatality reviews are a useful way for the community to suc-
cessfully address medical and social issues facing children and families.
CDR, FIMR and CRP are distinct approaches in the U.S. that can be used
to understand and prevent child fatalities and improve overall child and
maternal health. While they share common goals, they differ in their
focus, participants, and the specific cases they address. CDR focuses on
child deaths, often child abuse and neglect, while FIMR focuses on factors
influencing fetal and infant mortality, and CRP focuses on children
known to child welfare systems. Deaths may be reviewed by more than
one team but these reviews have different objectives and reporting to
stakeholders. Furthermore, deaths for review may be chosen from a list of
all deaths in vital statistics, only those with injury, or further limited to
maltreatment or fetal/infancy issues. Some are mandated by law and
others are permitted but not mandated. Each approach has different
strengths and weaknesses in their process and ability to implement
change, and each is an important part of our toolbox to prevent future
deaths. Additional research is needed to better understand how suc-
cessful they have been in informing policy and practice change and in
preventing further fatalities.
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