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I)"EPARTMENT OF HEALTH &. HUMAN SERVICES Public Health Service 

and Child Health Bureau 

JUL 20 1993 

Health Resources and 
Services Administration 

Rockville MD 20857 

Dear Colleague: 

In the United States large numbers of children continue to die as 
a result of abuse and neglect. It is therefore essential to 
constantly improve the identification of cases of fatal abuse and 
neglect, and insure appropriate law enforcement and legal action. 
Child fatality review systems have been identified as one of the 
major components of a comprehensive effort toward this end. 

This document has been produced by the Maternal and Child Health 
Bureau to provide guidance in the development and implementation 
of child fatality review systems at the local, State and national 
level. It attempts to stimulate and coordinate action among 
those organizations and individuals concerned with child abuse 
and neglect, and to encourage a collaborative approach to systems 
development and program implementation. A number of important 
issues clre identified, and specific recommendations and 
strategies are suggested to facilitate the development of a 
comprehensive approach. 

These recommendations are a result of two meetings of an ad hoc 
Child Fatality Advisory Workshop convened by the Maternal and 
Child Health Bureau at the request of the Secretary of the 
Department of Health and Human Services. The Workgroup consisted 
of representatives from several Federal agencies, from advocacy 
groups, from State Maternal and Child Health programs, as well as 
several individuals directly involved with the implementation of 
fatality review systems at the State and local level. The final 
set of recommendations was reviewed by the U.S. Advisory Board 
on Child Abuse and Neglect and the Inte£-Agency Task Force and 
selected comments are also included at the end of this document. 
The contributions of all members of the Workgroup are greatly 
appreciated. 

The Maternal and Child Health Bureau encourage a you to assist in 
disseminating this guide to appropriate organizations and 
individuals committed to preventing child maltreatment. 

Sincerely yours, 

f}::::7arf'M'~'~:';: ,Id . 
Assistant Surgeon General 
Director 
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PREfACE 

This ad hoc advisory group on child fatality review was convened by the Maternal and Child 
Health Bureau at the request of Dr. Louis Sullivan, the United States Secretary of Health and 
Human Services. The Child Fatality Review Advisory'''' orkgroup was created for the purpose of 
developing reconm1endations for a federal role in guiding the development and implementation of 
a consistent and systematic mechanism for child fatality review at the local, state, and national 
level. Members of the Workgroup included representatives from federal agencies, advocacy groups, 
and state Maternal and Child Health systems, as well as several individuals directly involved in 
organizing and implementing local and state",ide fatality review systems. 

The Workgroup met in Rockville, Maryland, in March and again in August 1992 for full-day 
working sessions. At the initial meeting the issues which would be addressed by the recOlmnenda
tions were identified, and responsibilities were assigned for preparing the various sections of the 
document. At the second meeting the draft recommendations were reviewed, and revisions and 
additions were suggested. Based on these discussions, an edited version of the recommendations 
was prepared and circulated to Workgroup members for additional review prior to preparation 
of the final document. 

The Public Health Social Work Training Program in Maternal and Child Health at the University 
of Pittsburgh was responsible for organizing and coordinating the meetings, and for preparing the 
recommendations docmnent. Individual members assisted in the preparation, revie"w and revisions 
of the various sections of the document. The resulting set of recommendations represents the joint 
efforts of the Workgroup whose names are listed at the end of this report. 

In November of 1992 the initial recommendations were presented to the United States Advisory 
Board on Child Abuse and Neglect and the Interagency Task Force for review. Several comments 
were received, and these have been summarized in this document as well. 

Ke1ll1eth J. Jaros 
Pittsburgh, Pennsylvania 
January 4, 1993 
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INTRODUCTION 

An tmacceptably large munber of chilch'en die each year in the Umted States as a result of abuse 
and neglect. Many of these fatalities, however, are wrongly classified as accidents 01' "unex
plained," and no further action is taken. This tragic: situation demands a response from those 
institutions responsible for the safety and welfare of onr children. 

Although many of the children 'who die or are severely injured are known to social service and 
health care providers, the existing maze of agencies not only makes recognition of the causes of 
child death clifficult, but also significaJltly impedes our ability to learn from these incidents in ordrr 
to better protect other children. Criminal justice, child protective services" social welfare, health, 
mental health and other organizations play varying and at times conflicting roles in dealing with 
families and chilch'en at risk for abuse. The lack of conmmmcation and information sharing be
tween these agencies, jmisclictional boundaries and overzealous adherence to confidentiality poli
cies often confound the problem. 

In response to this situation, a growing number of counties and states have begun to take action 
to adopt strategies for comprehensively reviewing aJld mal1aging cases of child fatality. The child 
fatality review process is seen as an essential addition to a system that is currently not as effective 
as it could be in identifying fatalities resulting from abuse aJld neglect, and in subsequently pre
venting futnre child deaths. 

At the presmlt time, twenty six states have state andlor local multi-agency teams and half of 1he 
remaining states are actively attempting to develop teams. It is estimated that some type of sys
tematic fatality review will be in place in thirty states, covering over 50% of the nation's popula
tion. by the end of 1992. 

Even though child fatality review systems aJ'e operational in a number of locations, the process is 
moving forward in a haphazard way "'':lth little coordination, plaJl1ling and information dissemina
tion between organizations or juri ,,):, tions. There is no central responsibility for collecting and 
disseminating data on the activity .t the existing fatality review systems. At the present time the 
system is being ch-iven by tl1e activity at the local and state level with liale or no organized national 
leadership. 

Although a number of national advocacy groups, such as the AmericaJ1 Bar Association, the ~a
tional Center for Prosecution of Child Abuse, and the American Academy of Pediatrics, have held 
conferences. prepared publications, conducted training and provided technical assistance on this 
topic, additional coordination ancI direction is required. The federalleaclership role in this process 
mllst be further expanded and defined. 
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rsAC~(GROUND ON FEDERAL ROLE 

The federal government has begun to recognize the importance of child fatality review. In its 1990 
report, the United States Advisory Board on Child Abuse and Neglect specifically recommended 
that the Secretary of Health and I-Iuman Services and the Attorney General (working through the 
U.S. Interagency Task Force on Child Abuse and Neglect) undertake joint efforts to address the 
issue of fatal child abuse and neglect caused by family members and other caregivers. The Board 
recommended the identification and vigorous dissemination to states and local governments of 
models for: (a) prevention of serious and fatal child abuse and neglect; (b) multidisciplinary child 
death case review; and (c) identification and response Lo chHcl abuse and neglect fatalities by the 
social service, puhlic health, and criminal justice systems. 

Within Health and I-Iuman Services, Secretary Louis Sullivan's Initiative on Child Abuse and 
Neglect has included child death review as a strategy in its plan to improve coordination among 
federal agencies and collaborative eHorts between the public and private sector. A major vehicle 
for promoting this effort at coordination and information exchange will be the Interagency Task 
FOl'ce 011 Child Abuse and Neglet::t, which has included in its mandate the promotion of child 
fatality review teams. 

Congress has also emphasized the importance of child fatality review in its reauthorization (P.L. 
102-295) of the Child Abuse Prevention and Treatment Act (CAPTA). The Advisory Board on 
Child Abuse and N'::glect was given two years to produce a report to Congress outlining a national 
policy to reduce ancl prevent maltreatment-related deaths. The Board's report will include neces
sary changes .ill federal laws and progrmns, as well as specific improvements in natiollal data 
collection. 

The reauthorized CAPTA also re(luires the National Center on Child Abuse and Neglect to include 
information on the number of' deaths due to child abuse and neglect in its national incidence study. 
UncleI' the basic state grant program, the law now requires states to include in their program plans 
information on their child fatality review panels. In addition, the purpose of the Children's Justice 
Act program has been expanded to require state task forces to address the handling of fatality cases 
suspected of being eallsed by child abuse or neglect. 

111 March 1992 a multidisciplinary ad fwc Child Fatality Advisory Workgroup established by Dr. 
Sullivan met with the goal of preparing recommendations which wonld fadUlate the systematic 
development and expansion of a child fatality review structure at the state and local level. The 
Workgroup was comprised of representatives from federal departments and agencies administering 
child ahuse and neglect programs, representatives from national organizations cOllcerned with 
child abuse [[nd neglect, as \vell as a llumber of ('xperts already involved in implementing fatality 
review teams at the state and ]ocullevel (A list of the Workgroup members is indudl'd). This 
grollpis IH'ing sponsored and coordinated hy tbe Maternal and Child Health Bu]'C'au, I/pulth 
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Resources and Services Administration, U.S. Public Health Service. Following the March meeting, 
the members of the Workgroup collaborated to develop an initial set of recommendations. The 
emphasis of the recommendations was on developing and implementing review teams, model stan
dards, protocols, training of fatality rcxte\v team members, information sharing, cultural sensitivity 
considerations, model legislation, evaluation, financing, confidentiality, and the federal leadership 
role. The Workgroup convened again in August 1992 to achieve consensus on the draft recommen
dations, as prepared by individual members. 
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ISSUE # 1: NATIONAL CHILD FATALITY REVIEW TEAM 

Recommendation 

A national Child Fatality Review Team should be established at the feclerallevel under the auspices 
of thc Department of Health and Human Services and in joint collaboration with the Department 
of Justice. These two departments should expand the existing memorandum of understanding on 
child abuse and neglect to include an agreement to create this federal team. 

Other fpr~eral departments with an involvement in, or responsibility for, prevention of child deaths, 
inc' 19 child abuse and neglect, should also be invited to be a part of this effort. 

Appropriate legislation ancl allocation of funding (in Justice and Health and I-Iuman Services) 
should be implemented to support the staffing and other functions of the Team. 

Purpose, Strul'lu,.£" and FUIIClioll.'l of fite Natiollal Team 

The National Child Death Review Team will provide leadership to facilitate the development and 
implementation of coordinated, high-quality systems for child fatality review nationwide. This 
role may take the form of promoting federal and state legislation to support the development and 
implementation of child fatality review; coordinating federal activities relating to child fatality 
review: collecting, synthesizing, and disseminating information on child deaths from crime, social 
service and health sources; providing consultation 10 emerging systcms at the state andlocallcvel; 
promoting the implementation of model systems; identifying resources for state and local efforts; 
and encouraging appropriate education and information disseminatjon among orgmlizations and 
jurisdictions pursuing the development of systems for fatality review. In addition, the Team would 
provide assistance to federal agencies that serve families directly, such as the Indian Health Service 
and the Depm-tment of Defensc. (see A, Pg. 23 for comments) 

The Team should consist of 10-15 members representing federal departments, and appropriate 
agencies and burcaus within those departments. The Te}lll should be co-chaired by the Depart
ments of Health and Human Services and Justice. It is recommended that the Secretarics of each 
pmiicipating federal department appoint representatives at the highest levels possible. These 
representatives should have responsibility for policy development and coordinating mruldated 
program areas. 
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The Team should also include several non-governmental members who will serve in a strong 
advisory capacity. Organizations such as the American Bar Association, the National Center for 
the Prosecution of Child Abuse, the American Academy of Pediatrics, the American Humane 
Association, and the National Committee for Prevention of Child Abuse and Neglect. among others, 
should be considered. It would also be important to include experts from existiug (and developing) 
child fatality review systems at the state and local leveL 

Meetings should be held at least quarterly. 

Team functions should include: 

It AdYocating for federal and state legislation supporting child fatality 
review~ 

• Encouraging fecleral agencies 10 support research., data collection, 
training, and use of clearinghouse resources; 

• Promoting the implementation of pilot projects, the establishment of 
appropriate system standards, and the implementation of model 
protocols; 

• Issuing an annual report and preparing perioclic reports on the child 
fatality review system in states and localities nationwide; 

• Facilitating the exchange of information, tl'l'ling, and coalition-building 
b;, promoting national and regional conferences and workshops; and 

• Facilitating the collection, analysis, aud dissemination of data on child 
death 1'1'0111 states and connties. 

To carry out the proposed activities, the team should receive administrative support fl'Om appropri
ate staff in the various participating federal departments and agencies. In addition, it is critical 
that a specific appropriation be sought to insure that core staff support is directly available to the 
Team. Until funding is provided for staff support, personnel could be loaned on a full- or part-time 
basis to this effort. It is recommended that the Maternal and Child Health Bureau inH('alth and 
I-Iuman Services coordinate the establishment of the Temn until tbe appropriate support and 
leadership functions are officially structured. 
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;SSUE #2: DEVELOPMENT OF PROFESSIONAL FATALITY REVIEW SYSTEM 
AT THE STATE AND LOCAL LEVEL 

Recommendation A 

All states should be encouraged to develop a statev,ride system of prompt and professional child 
fatality review by multidisciplinary teams at the local level. The overriding goal of this system 
should be prevention of future child fatalities in the target area. A state level team should be 
established which would be responsible for coordination and monitoring of the overall system 
functioning amI progress. 

Technical assistance and consultation should be provided from federal and statc resources to local 
jurisdictions for thc purpose of coordinating the development of local child fatality review systems, 
establishing review panels, obtaining public and professional support for the fatality Teview pro
cess, and delivering required training. 

Federal responsibility in this effort should include publication of model guidelines, dissemination 
of exemplary approaches, and delivery of technical assistance and training through the federal 
regional offic(' structure. 

Ratiollale, Strucfur£', alUl Jiilllctio/l 

Child fatality review teams based in local jurisdictions are generally better suited than state 
teams for effectively reviewing unexplained or unexpected deaths. Local teams are familiar with 
the organizations ancI structures in place in the community and are able to immediately examine 
evidence ancl gather information from individuals directly involved with the ease. III certain cir
cumstances where local teams do not exist, hOWeVel\ the state team should assume J'esponsihility 
for the primary review of the case. 

Although individual fatality review systems will vary depending on the existing organizational 
infrastructure and legal environment, there are a number of guidelines and basic structures that 
should be adhered to when establishing a new system. Newly emerging systems should give strong 
consideration to basing their systems on models, procedlll'es and protocols which have been suc
cessfully implemented in other sites. The functions of a state team should be clearly delineated 
and should include at least the following: 

• Advise the Govel110r, Legislature and public on changes in law, policy 
and practice which will reduce child deaths; 
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• Recommenclllew policies and strategies for local and state agencies 
which may assist them in being more effective in identifying ancl 

reviewing caseti and ultimately preventing child deaths; 

• Providr tillpport and guidance {'or local teams to assist them in carry

ing out thri1' duties: 

• Drvrlop appropriate )Jl'Noeols for the invrstigation and collection of 

data regarding child c/raths; and 

• Provide an annual report on the activity of the statr team and the 

overall fatality review systrl11 statrwide. 

The functions of local teams also should br Clearly defined and should include at least the following;: . , 

II Establish and hnplement protocols for lhrir locality based 011 model 

state protocols; 

• l11vestigatr individual child deaths in accordancr with mandated 
pw('rdures; 

• Plan the implementation of methods of improving coordination of 
8('l'vi('es and investigations between member agencies and plan the 

implementation of changes within the member agencies which will 

reduce the incid(,Ill'e of preV<'n1able child deaths; 

• Collect and maintain data elS required by the state team; and 

• Advise the state team on changes to law, policy. or practice which wiU 
pl'ewJlt child deaths. 

Tile (,lllergence of a sllccessful fatality J'('view system depends on an appl"lpriatr ancl effective 

strat<'gy for mobilizing organizational and cOl11muIlityinvohTJiit:nt in the process and [or actually 
organizing the multidisciplinary child fatality review hams. Thib can be a complex and demanding 

task. In many cases. the agencies and individuals being asked to become involved may lack under
standing of tl](' need for such a fatality review process. and actual implementation of the systelll 

may he perceived as UlllH'c('ssary or rven (U:;I'Upt i"e. Well-developed systems of comnlllllicat ion 

and information :;haring may not exist hetweell the ageJlcies which are the key participants. PIlI('ss 
1hese is:;ues ar(' addressNi. the e('fpctive and efficient fuuctioning ofthe rrview team (and felated 

data collection and information sharing) may hr compromhied. 
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A related issue is the need for understanding and support of the fatality review process by the local 
health/social service professionals, the political leadership, [md, to some degree, by the community 
in general. The operation of the review team, and any subsequent investigations, should be en
hanced by the cooperation and support of community-based professionals. 

States and the federal government should provide adequate technical assistance, consultation anel 
other resource support to those responsible for team development at the local level. This should 

. involve formal dissemination of model strategies for local system development. A handbook or 
guide suggesting the various steps to be taken in the prncess would be helpful. Ideas for mobilizing 
coalitions, generating comnllmity support and conducting professional education could be provided 
through such vehirles as on-site technical assistance and regional organizational development 
workshops. 

Although training is discussed in greater detail later in this document, it is important to emphasize 
the need for using well-developed and comprehensive models for tTaining review panel members. 
In addition to required technical information and protocols, training should be required to include 
cultural sensitivity issues. Use of cross-disciplinary training and creative strategies (such as mock 
case review) should be employed whenever possible. 

Recommendation B 

States should require the development of professional forensic medical examining systems state
wide and in local jurisdictions. These systems aTe necessary to insure comprehensive forensic 
medical examinations of child deaths. (see E, Pg. 23 for comments) 

Ratiollale 

Professional medical examining systems do not exist in many jurisdictions throughout the United 
States. Well qualified and appropriately trained personnel may not be available to conduct ad
equate autopsies (particularly of young chilch'en), and consistent and quality procedures for deter
mining cause of death may not be in place. As a result, fatalities resulting from abuse or neglect 
may not be appropriately identified. 
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ISSUE #3: SUGGESTED ESSENTIAL ELEMENTS OF STATE & LOCAL SYSTEMS 

Recommendation A (Statement of Purpose) 

A mission statement including a clear statement of purpose should be developed by state and local 
child fatality review systems. The primary purpose of the total system should be prevention, but 
also may include investigation, data collection, development of policy ancllegislalion, education, 
and services to families. 

Rationale 

It should be made clear that: the review system does not replace existing programs responsible for 
these various fUIlctions. While child death review systems can be established for a number of 
purposes (e.g., as an aid to criminal investigations or in improving the accuracy of reporting on 
child deaths), the most significant purpose is the prevention of further unwarranted deaths. The 
goal of the system is not to find fault with participating agencies, but to create a process for con
verting the lessons from particular cases into policy and administrative changes. 

Recommendation B (Legislation) 

Although it may not be necessary in all situations, states should give serious consideration to the 
development of new or the expansion of existing legislation to define and support the child fatality 
review process. 

Rlltiollall' 

State legislation mandating a child death review system is not necessary in all cases. The elements 
of a quality system can be supported and implemented under various auspices. For example, a 
comprehensive and effective system could be established by an executive order of the Governor or 
tlu'ough a formal cooperative agreement among agencies. Whatever the process used to establish 
the system, it is strongly reconunended that it be based on the principles ancl elements suggested in 
subsequent sections of tllls docnment. 

State legislation should also be considered iu the area of confidentiality and imIllunity. Regardless 
of whether legislation is considered necessary to establish anclmaintain a review system, a state 
may need legislation to protect the participants and the process. 

Each state ancllocality needs to determine the best mechanism for establishing child deal II review 
teams [or that jurisdiction. Tn a number of circumstances, legislatiotlll1ay be reqllir('(1 to push I he 
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process forward and to assure compliance by state and local agencies. When legislation is deen1l'd 
necessary, jurisdictions should adapt (as much as is feasible) the language of existing, tested 
models of legislation. This should help avoid the creation of confusing and inappropriate laws 
l'egarding child fatality review structures and procedures. 

States considering child death review systems should consider the examples of states that have 
already implemented models. Also, modcllegislation prepared by the American Bar Association's 
Center on Children and the Law is recOlmnended. 1 Present state experience with legislation in 
support of interagency child death review of suspicious deaths is varied. Only eight states have 
legislation specifically addressing the establishment of, or support for, interagency child death 
review teams. In other states, teml1S exist under other auspices. Ltis clear that states do not have 
to have enaetec1legislation to put into pfactice a system of death review temns. In fact, teams exist 
in some localities ,vithont any state leadership or involvement. In other places, teams exist only at 
the state level. 

Recommendation C (Scope of Cases to be Reviewed) 

State and local review teams should seek to implement the most expansive and comprehensive 
approach for identifying cases for review. Every fatality (birth to age 19) should be eligible for 
consideration at some level. (see C, Pg. 2L± for conunent) 

The National Team should examine existing models for screening and prioritizing cases for reyic,v, 
and should summarize mlc1 disseminate those most appropriate for general use. 

Rationale, Slrul'lure, and FUIlCtiOIl 

In some localities it may be possible for all child fatalities to be reviewed. In others, a protocol for 
screening or prioritizing cases may be necessary. The inclusiveness of the review process will of 
course depend to a great degree on the volume of fatalities and the resources and capabilities of the 
local or state system. For example, a state may choose to focus its reviews on deaths under age 5, 
which may include most deaths resulting from child abuse and neglect. Not reviewing older 
children's deaths however, will fail to adch'ess issues related to child suicide and many homicides. 
Whenever possible, existing models for prioritizing fatalities for review should be adapted for Hse. 

In any case, the optimal goal should be to review aU "unexplained or lli1expectecl" child deaths. 
This cloes not mean, however, that all cases will require in-depth investigation. 

I Sarah R. Kaplan, Child Fatality Legislation: Sample Legislation and Commpntary_ 

Washington, D.C.: Child Maltreatment Fatalities Project, American Bar Assoeiation_ Center on 
Children and the Law, 1991. 
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Recommendation D (Data Collection) 

Child fatality review systems should implement uniform data collection systems relying on an 
accepted and consistent minimum data set. 

Rationall' 

Such a system should be capable of linking birth and death certificates on every case. The system 
should allow the tracking of individual cases as well as providing aggregate information about the 
scope, nature ancl disposition of child fatality eases in the target state. As much as is feasible, the 
system should interface with existing data collection and record keeping systems (e.g., vital statis
tics, Medicaid, coroner's data, criminal justice, and child abuse and neglect data bases). 

Recommendation E (State Team Composition) 

NIembership of the review team at the state level should be clearly specified and choices should be 
made with appropriate consideration for existing leadership, agency structures and responsibilities, 
anc1legal and political factors. 

Structure 

Teams might include representation from the Attorney General's Office, Chief Medical Examiner or 
related official, the depm1ment of social services (child'protective services), the state public health 
system, the education department, state police or other appropriate law enforcement agency, state 
office with authority for vital statistics, state drug abuse agency, state mental health agency, and 
the agency witb responsibility for SIDS. Other individuals with particular expertise (e.g., forensic 
pathology or injury prevention) should be considered. If circumstances \Vm'rant, other experts may 
be included on an ad hoc basis. It will also be essential to have representation from advocacy or 
citizens' groups on the team, or at least in an advisory capacity. 

Recommendation F (Local Team Composition) 

PPlmanent core members of the team should be forrnaHv designated and should reflpct the local 
• e-

agency infrastructure dpaling \vith child fatalities (including child abuse and neglect) as well as 
rel1ecting the sociocnltural characteristics of the area. 

'-
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811'1lcllll'l' 

Members might include the District Attorney, the county medical examiner 01' coroner, the health 
officer, a physician with experience in diagnosing and treating child abuse and neglect, child 
protective services, a forensic pathologist (if the medical examiner/coroner is not a forensic pa
thologist), and representatives frOlTl the school system, law enforcement and juvenile justice, 
emergency services/fire department, local drug abuse program, local mental health program, 
and county SIDS program. The above types of individuals and agencies are important for local 
interagency review teams. As with the state teams, other disciplines and organizations may be 
included, and ad hoc paTticipants should be added to reflect the specialized natme of particular 
cases. 

Recommendation G (Timeliness) 

The team review process should activate as soon after the child death as possible based on the 
objectives, functions, and guidelines of the individual state or local child fatality review system. 

RatioJlale 

Beginning the ;eview process as soon as possible after the death occurs will insure the collection of 
the most useful type of evidence for decision making. This is particularly relevant for local teams 
that have investigatory functions and which need to potentially consider protection of other family 
members. The longer the interval for reconstructing evidence, the less likely it is that the fresh 
details, that are often the most revealing, will be obtained. 
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ISSUE #4: t:OMMUNICATIONS BETWEEN FEDERAL, STATE, AND LOCAL SYSTEMS 

Recommendation 

A national communication system should be developed to: (1) facilitate COIIDnunication between 
existing and prospective local, state, and national child death review teams and the legal, social 
and health care systems available to support them; and (2) reach out to states and commnnities 
that have not developed snch teams to encourage them in this effort by providing models, exper
tise, and an understanding of how death review teams will con1Tibute to their respective state 
efforts to improve the health and welfare of their children. This would be facilitated through the 
following specific activities. 

The federal government should (1) support the development of an annotated directory with listings 
of contacts in agencies and associations, as well as state and local contacts, and (2) support the 
creation of a newsletter dedicated to fatality review (or coorclinate the use of existing newsletters). 

Backgroulld, Rationale, and Implementatioll 

Even though each state faces unique issues in the development of a f~tality review system. they can 
learn from and be motivated by the experience of others. States and communities in the process oE 
developing and lor improving their systems need to be able to tap into the numerous resources and 
expertise that are available. For those states not having contemplated the development of child 
fatality review teams, there should be available educational and informational Tesources to suppOli 
the development of their systems. 

The directory should include members of the federal/national team, contact persons in relevant 
federal agencies and programs, national organizations (e.g., American Bar Association, American 
Academy of Pediatrics, American Academy of Family Physicians, National Center for Prosecution 
of Child Abuse, National Association of Public Welfare Directors, National Association of Medical 
Examiners, American Public Health Association, Association of Maternal and Child Health Pro
grams, Association of State and Territorial Health Officers, etc.), state and major local teams, and 
additional information resources (e.g., National Clearinghouse OD Child AJ)llSe and Neglect, Na
tional Center for Missing ancI Exploited Children, etc.). Compiling, disseminating and updating of 
the directory might be contracted by a federal agency to a private organization with experience in 
this field. 

This single, national directory would be augmented by state and local directories, professional direc
tories. clearinghouse lists of publications, and calendars of training opportunities ancl conferences. 
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A newsletter or a coordinated effort to utilize existing newsletters would be necessary to: (1) keep 
states, conmnmities, and the legal, social, and health communities updated on the activity of 
others, new information and resources, and model programs; and (2) to educate and recruit new 
cormnunities (on the state and local level) in the effort to establish a nationwide system of child 
fatality review teams. The newsletter would be central to the larger effort by the national team to 
engage communities in this process. 

If a dedicated 110w8Ie11er is used, it should be distributed nationally. Although the major means 
of distribution would be bv mail., such a system could be augmented bv E-J\tlail systems and an .. ... -"'"' 

e1.ectronic Bulletin Board (such as those maintained by the National COl1l!niUee for Prevention of 
Child Abuse and the California Consortium for the Prevention of Child Abuse). There are numer
OliS existing professional and organizational newsletters and a coordinated effort to utilize these 
could insure that current and relevant information reached the appl"Opriate audience. 

As in the case of the directory, the federal government could contract ",;th experienced organiza
tions to earry out these functions. 
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ISSUE # 5: TRAINING AND EDUCATION 

Recommendation 

Models and standards for education ancl training should be disseminated to states and local juris
dictions for llse in establishing, developing ancl maintaining child fatality review teams. Mecha
nisms should be established for identifying the training needs at the local and state levels, and this 
information should be used by the federal system to develop additional educational strategies and 
training models as needed. 

Ratiollale lIlld Implementation 

Education and training will focus primarily on members of local and state fatality review teams. 
In addition, some emphasis should also be on educating and training professionals (e.g., police, 
EMS and emergency room personnel, physicians, social workers) in a position to identify deaths 
and injuries which may have resulted from abuse or neglect. 

Training specific to fatality revie,v team members should be multidisciplinary and provide incli
viduals with the technical knowledge and skills necessary to analyze information and make judge
ments about individual child death cases. Team members may also require a knowledge of the 
existing service ancllegal infrastrncture adeh'essing child deaths, as well as abuse and neglect. 
Specifics of the training may include methodologies for distinguishing child abuse and neglect from 
other causes of child death~ case management and referral proceehu'es; overview of pertinent laws, 
regulations, and investigative protocols; review of autopsy procedures; and clarifications of roles 
and responsibilities of agencies. 

Training should aLso emphasize a macro approach (e.g., system development/community organi
zation strategies) to facilitate team development and public support at the state and local level. 
This component of the training may not be required by team members but by those individuals 
responsible for thr development and implementation of the fatality review system. 

Based on the success of existing models (e.g., California, Colorado, Georgia, Missouri, Oregon, 
Cook Co., Illinois) and the emerging training needs, the federal team should take the lead in 
encouraging the development of standardized training manuals and/or training videos which 
would support a basic educational currieu lum, and could easily be disseminated, tailored to the 
individual jurisdictions, and implemented in various sites. They should also take the lead in 
locating resources to support the educational and training activities. 

There should also be a federal role in coordinating regional training activih~s. The fedrral govern
ment (primarily through DHFIS or ,lustice) might allocate funds to support contracts for regional 
education and training. 
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ISSUE #6: CONFIDENTIALITY 

Recommendation A 

All state and local fatality review systems should address the issue of confidentiality in a manner 
consistent with local statutes and orgmlizational polides, but should not interpret these regulations 
as a mechanism to restrain the appropriate sluu'ing of information. The national team should not 
only encourage the implementation of appropriate and systematic procedures for information 
sharing at the state ancl local level, but should also examine existing federal statutes and regula
tions in an atiempt to minimize the impediments to necessary sharing of information b..~twcen 
organizations. 

Ratiollail' 

Confidentiality and privacy issues are major considerations in any child fatality review system that 
necessitates maximum organizational cooj)eration and information sharing. It is extremely iml)o1'-

'- '-. 

tant for the confidentiality of each participating organization to be recognized and respected, 
however, this must be appropriately balanced against the need for information to make th~ review 
system operate successfully. Essentially there are 1wo information sharing issues, the teams' access 
to information from other organizations, and the public access to the records of the teams' proceed
ings. In a number of states these issues have been addressed in the legislation. For example, teams 
may be guaranteed access to information (health, mental health, child welfare, etc.) that might 
otherwise have been confidential. ancI teams may be exempted from full disclosure under freedom 
of information statutes, subpoena, etc. As the existing child fatality revie,v systems continue to 
gain experience, and as new systems emerge throughout the United States, it will be necessary to 
maintain a foclls on the issue of confidentiality to assure that the appropriate balance is developed 
and maintained. 

Recommendation B 

The system should have in place legal protection pertaining to confidentiality. There should be 
clear legal authority permitting the sharing of information among child death review team mem
bers, and there sholilcl be protection against subpoena of information that results from team 
reviews. 
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Ratiollale 

Issues of confidentiality are crucial to the success of child death review teams. Although infonna
tion shm-ing can usually be arranged through interagency agreernents, it can be helpful to have 
statutOlY authority that clarifies the permissibility of sharing information for fatality review pur
poses. Statutory allthority may also be necessary to protect the confidentiality of deliberations of 
the team from subpoenas by defendants in legal proceedings. 
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ISSUE #7: EVALUATION, DATA COLLECTION, AND REPORTING 

Recommendation 

State and local child fatality review systems should develop appropriate data collection ami moni
toring systems to enable evaluation of their overall systems. The national fatality review team 
should encourage and support, at the state and local leveL the developm.ent of systematic evalua
tion and monitoring capability including collection of standardized data elements. The national 
team should support a mechanism for compiling data from multiple jurisdictions, preparing re
POliS, and disseminating information. 

Ratio1lale (llUl8trllclul'e 

Evaluation strategies should ineluci(' hoth a process and outCOl1lP focus. The ultimate objectiYe of 
th(' child fatality review process is the reduction in child d('aths (from abuse and neglect), and this 
long-term outcome should he tracked over time. It is antieipate(t howevel'- that these rates might 
actnally increase in the short run as greater numbers of llnexplailled deaths are acclIrately classi
fied as resulting: from abuse, neglect, or homicide. The ability of the syst(,111 to correctly ide11tify 
canse of death is an impol'tant intermediate outcome. 

Process evaluation in the form of analytic case studies should doclIment tIl(' implementation of the 
child review systems and examine their ability to reach projected objP(>th'cs. Also addressed should 
be issues of the teams' functioning, ability to obtain (H'CpssaJ'Y information. developing appropriate 
protocok projected illteragency cooperation. cffectiwness of training. and roles of team partici
pants. among other relevant factors. 

A minimum data set from local and stat(' fatality review systems should he centrally compiled and 
analyzed to facilitate the monitoring and evaluation of til(' existing framework of systems from a 
national perspective. This task could be assumed by the Centers for Disease Comrol 01' contracted 
by DI-II-IS to universities or other institutions ,,<jIll appropriate data management and analysis 
expertise. 
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ISSUE #8: PROTOCOLS FOR CHILD FATALITY REVIEW 

Recommendation 

State and local fatality review systems should adopt written protocols to specify aetivities and 
timetables for the review process. The U.s. Department: of Health and Human Serviees and the 
Department of Justiee should support the development and dissemination of model protoeols to 
enhallce the consistency and reliability of the child fatality review process. 

Ratio/lale and JlIlp/e/11('fltlilio/l 

A number of protoeols have been developed ancl these are enrrently being used by various child 
death review teams. There is, however, a need for a uniform approach which will present signifi
cant advantages in the follo\\Ti.ng areas: quality of outcome of revjews. eonsisteney of the review 
process, reliability of data collection, and an increased likelihood that research initiatives directed 
at understanding and preventing fatal child maltreatment will be successful. 

The unique dl'(:urnstances. both political and administrative, which exist in each jurisdiction 
present the most serious challenge to the development of a uniform protocol, thus this protoeol 
mUDt hp broad enough to allow thr flrxibility of adjustmrnt to these realitirs; at the same time it 
must he specific enough to [ulfillits objectives. 

The system should develop guidelines and seek agreement about procedures governing the re
sponses of each participating agency to an unexpected 01' unexplaincd death. 

Guidrlines, protocols. and interagency agreements help insure that appropriate information is 
collectrd .. investigations are handled properly with minimum stress to the families, and that agency 
staff dparly understand thrir responsibilities. 

The protocol shoul.d address thrre levels: 

• Intraagency sppcific subproto{'ols (medical examiner, hospitals, 
protective srrvices and law enforcement); 

• Interagency communication (information flow as defined through 
interagency agreements); and 

• Review team activities. 
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The review team carries out its mandate by implementing a protocol which may vary according to 
the unique needs of the jurisdiction. The protocol should address: 

• Administrative and logistic structure of the system, including responsi
hilities of the Chair, dele~ation of responsibilities, frequency and 
location of meetings, administrative support. format and agenda, etc.: 

o Determination of cases to be reviewed based on a prede(erminecilist 

of criteria: 

• Data collecting methods and mechanisms for reqnesting information: 

• P["()('edures for review and syntlH'sis of inrormation by the team; 

• Communication of final disposition of eases (purpose. and s('ope of 
distribution): 

• Interaction of review I('am components (local vs. state level): 

• Comlllunications strategies ,vi til media a11(1 cornmllJlity: and 

• Publication and distribution of rqmrts. 

Some agency-specific protocols are already in ('xisteJlce (e.g .. in California, Illinois and New 

Ylexico). The American Bar Assodation has also developed a relevant sample protocol. TIH'se and 
other f('SOlllTt'S can serve as examples for organizations implemcnting new systems. 
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ISSUE #9: CULTURAL SENSITIVITY CONSIDERATIONS 

Recommendation 

Child Fatality l'evirw systems should be drveloped and implemented with appropriate attention 
to and involvement of the socioeconomically and culturally diverse groups in the service area. 

Thrsc factors should he takrn into consideration during the planning and system development 
process, in defining the composition of thr l'rview teams, in making decisions regarding system 
polieiC:'s, and in the choice of procedures for selecting and managing cases for l'rview. 

[{atiollale alUl {mph'lIlelltatiO/l 

Addl'rssing cultural, ethnic, and socioeconomic cOl1Hiderations at all levels is important in the child 
fatality l'rvirw process, particularly since attitudrs can easily affect the way tbe systrlll is imple
mrntcd, how information is illterpl'ried, and how the rules and protocols are applied. It is essential 
to insure adhrrcnce to mechanisms and strategies which will guarantee the elimination of a biased 
approach. 

Insuring culturally diverse and culturally competent approaches can be donr in several ways. For 
examplr, community Ulretillgs, foclls groups ami meaningful advisory committees can he employed 
during tl](' planning and system development phase. Special attention should he paid to insuring 
that the fatality review team is cllltul'ally rrpresentative of the community, and that aH team 
members receive formal "eultural sensitivity" training. The review process, including the process 
of ease selection, should be examined to ~lVoid possible bias or insensitivity in the process. State 
teams which serve in a review and advisory capacity to local teams should insure that thrse criteria 
arc met at the local level. 
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ISSUE #10: FINANCING CHILD FATALITY REVIEW SYSTEMS 

Recommendat~on 

Key functions of state ancllocal child fatality review systems should be supported through desig
nated and stable funding allocations. 

States and local jurisdictions should explore strategies 10 expand the funding potential from federal 
and private sources for various components of their fatality review systems. This may involve use 
of Medicaid funels, CAPTA, NICH Block Grant, Social Services Block Grant, and also approaching 
private foundations for partial support. 

Rationale and Jmpil'lI11'nlatioll 

The cost of implementing child fatality review varies depending on the scope oJ' the system. In 
addition to the salaries of the required support staff, costs will include coordination, data collection 
and processing, training, technical assistance, information sharing, and reporting. It is possible to 
minimize certain costs by involving paliicipating agencies in sharing the bUl'drll of operating the 
system. Support staff may be contrlbutecL alld participation as a member of the actnal l'rview 
team should be contributed by each member, or by their agency. Participation 011 the review team 
should be considered part of the basic responsibility of the member organizations. The work of the 
team does not supplant the work of any agency, but enhances its ability to carry out its mandated 
responsibilities. Therefore, to the (' xtenl possible, agencies should fund the staff ,;l1pport frOIll 

existing resources. 

Cost areas "ill include those associated with performing quality autopsies, conducting death scc'J1(' 
investigations, and maintaining laboratory evidence, as well as for training. Jt is in these areas that 
creative funding strategies and the allocations of new monies will most likely be requirecl.HeaUo
cation of existing state and local funds, use of Medicaid and other federal resources (e.g" CAPTA, 
MCH Block Grant, Criminal Justice, etc.), application for new federal grants .. and private fOllllCla
tion resources should be aggre,,~ively pursued. 

A major part of the information sharing between organizations should foclls on funding options 
being used by different state allclloeal systems. 
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COMMENTS ON THE RECOMMENDATIONS OF THE CHILD FATALITY 
REVIEW ADVISORY WORKGROUP 

In early November the Hrcommendations of the ad flOC Child Fatality Review Advisory Workgroup 
werr distributed to members of the U.S. Advisory Board on Child Abuse and Neglect and to the 
Interagency Task Force for revie,,' ami comment. The responses received from members of these 
groups were favorable and consistent with the intent of the \Vorkgroup's recommendations. In 
general, the comments suggested mechanisms or strategies for strengthening the recommendations 
and for facilitating their implementation. Several of the comments addressed specific recommenda
tions and others weremOf'e general in nature. The comments are snnul1arized below. 

A. National Child Review Team 

Issue # 1 addressed the idea of a natioual chHd fatality review team. Although it was recommended 
that the national team '· ... provide assistance to federal agencies that serve families directly, such as 
the Iudian Health 8rr"i('(' and the Department of Defense," one respondent commented that the 
national team should go beyond simpl)' providing assistau('e to "actively facilitate the development 
of review teams" in these federal jurisdictions. 

B. Professional Forensic Medical Examiner Systems 

A llumlH'r of comments were made regmding the recommendation for professional forensic medical 
examiner systems in state and loea! jurisdictions (#2, B). Suggestiuns included national legislation 
to rrquire thr estaillishJllel1t of these systems, with states providing quality control oversight of 
the slll'veillancp mrchanisms and tlw forensic pathology investigations. It was suggested that 
"ystems should he re([uired to meet minimum standards for procedures, protocols, forensic medical 
expertise, and for data acquisition. It was also suggested that funds be appropriated to support 
these systems hecause they are labor intensive, and because even where medical examiner systems 
are already in place, they may not presently have adequate lCSOllrces to meet the minimal require
ments for child fatality review. 

To address the shortage of trained forensic pathologists (particularly with skills in examining 
infants and children). OI1t' respondent suggested federal training progl'mns, fellowships and other 
iJl('entivt's be offered as a mechanism for encollraging physicians to pursue this specialty. 
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C. Scope of Cases to be Reviewed 

The Recommendations stated that "every fatality (birth to age 19) should be eligible for consider
ation" (#3, C). A comment was made that it might be useful to give an example of prioritizing, or 
establishing a primary focus for the review process, (e.g., pre-school age chilch'en beyond the neo
natal period). Such an example would not preclude review of all cases, but would allow for target
ing of efforts to those children at greatest risk for child abuse and neglect. 

(Note: The Workgroup considered addressing the issue of prioritizing in this manner. The \\"Tork
group clid recognize that many systems would choose to set priorities or target their systems. It was 
decided, however, that by presenthlg this option in an example, it could detract from the desirabil
ity of trying to make these systems as comprehensive and all-encompassing as possible.) 

D. Data Collection and Reporting 

Conmlents supported the development of a national surveillance system. It was noted however, 
that if a standardized minimum data set is to be developed for use at all levels, this must be done 
carefully. Considerable thought should be given to selecting and defining the data elements, and to 
determining how these data will be collected from and shared with state and local jurisdictions. A 
mechanism must be developed to allow state and local input into this process to insure compliance 
with the surveillance and reporting system. 

E. Interface With Other Systems 

Several suggestions were made along these lines. It was suggested that standards and protocols for 
child fatality review be "compatible ·with those set by perinatal and infant mortality review sys
tems" (and by abuse/neglect review systems) which are in place or presently being developed. 
These systems could be formally linked or integrated, but must in any case be collaborating in a 
meaningful,vay. 

F. Other General Comments 

One comment asked ,,'hether there were data available documenting the effectiveness of fatality 
review systems in reducing the incidence of child abuse. The concern was raised that the lack of 
this data might make it difficult to promote a national fatality review system which is of undeter
mined effectiveness. 

24 



(Note: The Workgroup did consider this issue. Data regarding the impact of these systems on child 
abuse reduction is not yet available. The primary short-term objective of these systems, howt:vel', 
is improving the identification of cases of fatal abuse and neglect, and insuring appropriate liiW 

enforcement and legal actions. In this respect they have been clearly demonstrated to be effective.) 

Other miscellaneous comments included: a reminder of the Manual for Fi~tal and Infant Mortality 
Review prepared by the American College of Obstetricians and Gynecologists as a resource for 
guidance in developing local and state review systems; and a suggestion that the National Institute 
of Child Health and Human Devdopment (NICHD) be included on any National Fatality Review 
Team that is developed. 

25 



CHILD FATALITY REVIEW ADVISORY WORKG~OUP MEMBERS 

Barbara Aliza 
Policy Analyst 
Association of Maternal and 

Child Health Programs 
2001 L Street NW 
Suite 308 

Washington" DC 20036 

Jean Athey 
Director 
Emergency Medical Services 
j\Taternal and Child Health Bureau 
I-Jealth Resources and Services 

Administration 
Depar(ment of JIealth & I-Iuman Services 
Room 18A-39 
5600 Fishers Lane 
Rockville, MD 203;)7 

George Brenneman 
l\Iaternal and Child Health Coordinator 
Indian Health Service 
Room 6A-54 
5600 Fishers Lane 
Rockville., MD 20857 

Emily Cooke 
Acting Director 
Program Policy ancI Planning Division 
National Center on Child Abuse 

& Neglect 
P.O. Box 1182 
Washing10n, DC 20013 

26 

Michael Durfee 
Director 

Child Abuse Prevention Program 
County of Los Angeles 
Department of Health Services 
31.3 North Figueroa Street, Room 227 

~ 

Los Angeles, CA 90012 

Juanita C. Evans 
Chief 
Child & Adolescent Health Care Braneh 
Maternal and Child T-Iealth BUl'PHU 
Health Resources and Sprvices 

Admini,stration 
Departll1Pnt of lIe-allll & HUmHl1 SPfvicps 
Room 18A-,39 
5600 Fishers Lane 
Hockville, MD 2085'!, 

Donna Givens 
Principal Deputy Assistant Secretary 

for Children & Families 

Department oC Health & Human SC'l'vices 
370 L 'Enfant Prolllenade 
Suite 600 
Washington, DC 20447 

Kenneth J. Jaros 
Director 

Pllblic Health Social \Vork Trailling 
in Maternal and ChilcllJealth 

Cniwn,ity of Piu-sburgh 
Graduat!' School of Public I.Jealth 
1.'30 DeSoto StreC'1 
Pittsburgh. PA 15261 



Mireille B. Kanda 
Director 
Children's National Medical Center 
Division of Child Protection 
111 Michigan Avenue, NW 
Washington, DC 20010 

Sarah R. Kaplan, Esq. 
Project Director 
Center on Children and the Law 
American Bar Association 
1800 M. StrC'et NW 
Washington, DC 20036 

Michele Kiely 
Epidemiologist 
Maternal and Child Health Bureau 
Health RC'sonl'ces and Services 

Administration 
DC'partfl1C'nt of l~lC'alth & Human Services 
Room 18A-39 
5600 FishC'rs LanC' 
Rockville, MD 20857 

Coleen Kivlahan 
Nleclical Director 
Department of Social Services 
State of rVlissouri 
P.O. Box 6500 
JcffC'rsoll City, MO 65109 

Jerry Lyle 
Coordinator 
Program for Children with Special Needs 
Indian lfealth Sprvicp 
Room 6;\-54 
5600 Fishers L,ane 
Rockville, MD 20857 

27 

Joseph Moone 
Program Manager 
U.S. Department of Justice 
Office of Justice Programs 
633 Indiana Avenue, NW 
Washington, DC 20531 

Geraldine J. Norris 
Deputy Chief 
Early Childhood Health Branch 
Maternal ~Ulcl ChilclHealth Bureau 
Room 18A-39 
5600 Fishers Lane 
Rockville, MD 20857 

James F. Quilty, Jr. 
Director 
Division of Family Health 
Ohio Department of Health 
P.O. Box 118 
246 N. High Street 
Columbus,OH 43266-0118 

Josephine Reifsnyder 
Director 
Program Policy and Planning Division 
National Center on Child Abuse 

& Neglect 
330 C. Street, SW 
Washington, DC 20201 

Dennis Rubino 
Qnalitv Assurance CoordillH tor 
DppLof HC'allh & Social Servicps 
Jesse S. CoopeI' MC'morial Building 
P.O. Box 637 
Dover, Delaware 1990~~ 



Paula Sheahan 
Chief Conference Coordinator 
National Center for Education in 

Maternal and Child Health 
2000 15th Street North, Suite 701 
fu .. lington, VA 22201-2617 

Natalie Shemonsky 
Associate Medical Examiner 
Office of the Armed Forces 

Medical Examiner 
Armed Forces Institute of Pathology 
Washington, DC 20306-6000 

Jerry Silverman 
Program Analyst 
Assistant Secretary for Planning 

and Evaluation 
Hubert Humphrey Building 
Room 404£ 
Department of Health & I-Inman Services 
200 Independence Avenue, S\V 
Washington, DC 20201 

Cpt. David Snyder 
Special Assistant to the Chief 

Medical Officer 
Office of the Chief :Meclical Officer 
Room 1415 
5600 Fishers Lane 
Rockville, wID 20857 
AltenlPte for: 
William Robinson 
Chief Medical Officer 
Health Resources & Services 

Administration 

28 

Stuart Swayze 
Chief of Public Health Social Work 
Maternal & Child Health Bmeau 
Human Resom'ces and Services 

Administration 
Department of Health & I-hunan Services 
Room 18A-39 
5600 Fishers Lane 
Rockville, MD 20857 

Caroline Taplin 
Senior Policy Analyst 
Office of Asst. Secretary for Health 
Hubert I-hmlphrey Building 
Room 740G 444 
200 Independence Avenue, SW 
Washington, DC 20201 

Thomas Vitaglione 
Chief 
Children and Youth Section 
Dept. of Environment, Health 

& Natural Resources 
P.O. Box 27687 
Raleigh,NC 27611-7687 

Millicent Patricia West 
Public Health Consultant 
2134 Spring Street 
Philadelphia, PA 19103 




