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MASSACHUSETTS CHILD FATALITY REVIEW 
REPORT OF PROGRAM ACTIVITY – 2006-2008  

 
Executive Summary 
 
The goal of the Child Fatality Review Program is to reduce the incidence of preventable child 
fatalities.  Every child’s death in Massachusetts is a tragic event, impacting the family and 
friends of the child and the wellbeing of the community and state.  A preventable child fatality 
compounds the tragedy of loss with the knowledge that as a society, we might have intervened to 
keep that child safe, healthy, and alive.  The Massachusetts Child Fatality Review Program, 
established by law in 2000, brings teams of professionals together from a variety of disciplines 
and experiences to examine the circumstances leading up to child fatalities deaths and to explore 
whether changes to systems, environments or programs could have prevented these tragedies. 
Based upon their reviews, these teams can make recommendations to the Massachusetts 
Legislature and other agencies for changes in laws, products, policies and services that can 
improve the health and safety of Massachusetts children. 
 
This report of the Massachusetts Child Fatality Review process during 2006-2008 describes the 
epidemiology of child deaths during this period, the important work done by the state and local 
review teams, and the recommendations that were made by these teams for the prevention of 
future deaths.  
 
Epidemiology 
In the three year period 2006-2008, there were 1731 deaths among Massachusetts children 0-17 
years, an average of 11 deaths per week. The rates and leading causes of these deaths varies 
substantially by age group. In 2008, children under one year had the highest rate of death (495.2 
per 100,000) followed by adolescents 15-17 years of age (28.3 per 100,000). While prematurity 
and low birth weight (24.9%) and congenital malformations (15.2%) were the leading causes of 
death in children under one year of age, injuries (40.2%) were the leading cause of death among 
children 1-17 years in 2008. The leading causes of child injury death that year were: homicide 
(n=16), motor-vehicle occupant (n=14), suicide (n=13), and unintentional drowning (n=7), 
unintentional suffocation (n=7), and pedestrian (n=7). Despite the substantial work that is still 
needed in Massachusetts on the prevention of these child deaths, the state fares comparatively 
well to the U.S. as a whole in overall child death rates. The average annual death rate among 
Massachusetts children 0-17 years from 2005-2007 was 40.6 per 100,000, compared with 62.4 
per 100,000 among U.S. children during that period (at publication, U.S. data is only available 
through 2007).1 
 
Work of State and Local Teams 
 
The Massachusetts State Child Fatality Review Team met regularly during 2006-2008. Their 
activities included expanding the data collection systems of the local teams, advancing the 

                                                      
1 Centers for Disease Control and Prevention. National Center for Health Statistics. Health Data Interactive. 
www.cdc.gov/nchs/hdi.htm. [accessed 11/5/10]. 
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recommendations received by the local teams, and establishing working groups on safe sleep 
issues and adolescent risky behaviors. These working groups organized prevention initiatives, 
including a professional workshop on the so-called “choking game” which has resulted in several 
deaths among adolescents, and a mailing to all Massachusetts pediatricians to raise their 
awareness of numerous infant deaths in unsafe sleep environments.   
 
Most local teams, chaired by the District Attorney’s Offices, met regularly during 2006-2008 to 
review deaths and submit recommendations to the state team. Local work outside of team 
meetings also took place. Hampden County’s Child Fatality Review Team worked with sponsors 
of their area’s annual Victims’ Rights Conference to incorporate topics relevant to the prevention 
of child death into the programming. The Hampden Team also worked directly with the 
Massachusetts Highway Department to close off an area frequented by area youth for drinking 
and substance use.  The Suffolk County Team coordinated and funded the 2007 and 2008 
statewide training conferences on child death review.  
 
Challenges  
 
Funding and time were the primary barriers reported by Local Teams. Despite many dedicated 
members who contribute their time and expertise to the review of cases, with no dedicated 
resources from the state for the implementation of this law, local teams struggle with the 
demands of preparing cases for review as well as maintaining and tracking all of the cases 
received for review, and reporting the team’s activities. The lack of statewide protocols for 
reviews and especially an appropriate protocol for the review of extreme prematurity deaths were 
additional barriers the Local Teams faced.  
 
The State Team continued to struggle with implementation of an unfunded mandate as well.  
During 2006-2008, the State Team weathered changes in leadership and loss of key staff.   The 
lack of a dedicated coordinator for this state-mandated process, including following through on 
the recommendations received from the local teams and managing communications, continues to 
limit the effectiveness of the Child Fatality Review Program to reduce the incidence of 
preventable child deaths in Massachusetts.  
 
Future Directions 
 
In 2009, the State Team began work to improve its processes and to respond to issues raised by 
local teams.  Subsequent annual reports will provide details regarding the success of these efforts 
in providing formal guidance to local teams and developing standardized processes for the 
review of local team recommendations.  The State Team also considered the impact to its work 
and the work of the local teams occasioned by the passage of the Act Protecting Children in the 
Care of the Commonwealth. In addition to establishment of a new Office of the Child Advocate, 
this law included changes to the state’s child fatality review law, among them a provision that 
local teams should also review “near fatalities”. 
 
The State Team is actively working and considering strategies that can support the work of the 
local teams and can effectively respond to important recommendations that are made to improve 
safety and reduce the incidence of child injury and death in the Commonwealth. 
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I. Introduction 
 
The years 2006-2008 represented the sixth, seventh, and eighth years of the Child Fatality 
Review Program in Massachusetts. Local Teams met to review cases and submit 
recommendations to the State Team.  The State Team met to discuss and move forward on a 
standardized data collection process, review the recommendations of local teams, identify major 
issues affecting child death and in some cases formulate action steps to address prevention. The 
state team also worked with local team staff to provide statewide child fatality review 
conferences as important education and training opportunities for local team members.  This 
report includes: 

 A description of the background of the child fatality review process in Massachusetts; 
 A section describing the epidemiology of child deaths among Massachusetts residents; 
 A description of the activities of the State and select Local Teams2, and a list of 

recommendations submitted during the respective year; and  
 Accomplishments and challenges to the continuation and success of the child fatality 

review process. 
 
II.  Background  
 
The goal of child fatality review is the prevention of future deaths. It is now widely accepted that 
many child deaths, especially those from injuries, are preventable.  As a result, health and safety 
advocates recognize the importance of the child fatality review team as a critical tool in the 
prevention of child deaths and injuries.  The underlying assumption of the review process is that 
bringing professionals together from a variety of disciplines and experiences to examine 
individual fatality cases can enhance the understanding of all review team participants.  The 
process facilitates interagency networking and collaboration and can produce widely supported 
recommendations for changes in laws, products, policies and services that impact the health and 
safety of children. 
 
The Massachusetts Child Fatality Review law establishes a State Team, under the direction of 
the Chief Medical Examiner and 11 Local Teams, each directed by a District Attorney.3  The 
State Team is under the direction of the Chief Medical Examiner, and the Local Teams are the 
responsibility of each of 11 districts headed by a District Attorney.  These districts correspond to 
the state’s counties, although two of the districts combine more than one county (Franklin and 
Hampshire Counties are combined, as are Barnstable, Dukes and Nantucket).  The law mandates 
a minimum of four meetings per year, however, local teams may meet more frequently if they 
choose. There is no meeting requirement for the State Team, but in practice the team met 
quarterly during this period. 
 
The composition of the State and Local Teams is also mandated, but not limited, by the law.4 
The current representatives on the State Team are listed in Appendix D.  
 
 

                                                      
2 Data on local team activity is only available for a limited number of teams. 
3 A list of Local Teams and coordinators can be found in Appendix A. 
4 A copy of the legislation can be found in Appendix B. 
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Table 1: Child Fatality Review Team Members 
Mandated State Team Members Mandated Local Team Members 
Chief Medical Examiner (chair) 
 

Chief Medical Examiner, or designee 

Attorney General, or designee 
 

District Attorney of county (chair) 

Commissioner of Dept. of Social Services, or 
designee 
 

Commissioner of Dept. of Social 
Services, or designee 

Commissioner of Dept. of Public Health, or designee 
 

Commissioner of Dept. of Public Health, 
or designee 

Commissioner of Dept. of Education, or designee 
 

 

Commissioner of Dept. of Mental Health, or 
designee 
 

 

Commissioner of Dept. of Mental Retardation, or 
designee 

 

Commissioner of Dept. of Youth Services, or 
designee 
 

 

Representative of Mass. District Attorney’s 
Association  
 

 

Colonel of State Police, or designee 
 

State law enforcement officer 

Director of Mass. Center for Sudden Infant Death 
Syndrome (SIDS), or designee 

Director of Mass. Center for Sudden 
Infant Death Syndrome (SIDS), or 
designee 

Representative of the Mass. chapter of the American 
Academy of Pediatrics with experience in child 
abuse and neglect 

Pediatrician with experience in child 
abuse and neglect 

Representative of the Mass. Hospital Association 
 

 

Chief justice of the juvenile division of the trial 
court, or designee 

Chief justice of the juvenile division of 
the trial court, or designee 

President of Mass. Chiefs of Police Association or 
designee 

Local police officer from the community 
where the fatality occurred 

Child Advocate 
 

 

Anyone else with information relevant to cases 
under review 

Anyone else with information relevant to 
cases under review 
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Responsibilities of the State Team 
 
The common goal of the State and Local Child Fatality Review Teams is to decrease the 
incidence of preventable child deaths and injuries.  The State Team accomplishes the goal of 
fatality and injury prevention by meeting two objectives established by law: 

 It develops an understanding of how and why children die based on Local Team 
experience; and 

 It advises the governor, the legislature and the public on changes in law, policy and 
practice that will prevent child deaths. 

 
A principal responsibility of the State Team is to review Local Team recommendations and 
combine them with its own research in making final recommendations to the governor, 
legislature and the public.  A second responsibility is to provide ongoing advice and support for 
the 11 Local Teams through training and the dissemination of information pertinent to the 
protection of children. 
 
Responsibilities of the Local Teams 
 
The Local Teams prevent future child deaths by meeting four objectives established by law: 

 collect information on individual child deaths;  
 discuss case information in team meetings and develop an understanding of the incidence 

and preventable causes of child deaths;  
 through the review process, promote collaboration among the agencies that respond to 

child deaths and provide services to family members; and 
 advise the State Team by making recommendations for changes in law, policy and 

practice that will prevent child deaths. 
 
The Review Process 
Notifications to Local Teams:  Each Local Team receives two notifications of child deaths in 
their districts at least quarterly.  One notification consists of copies of death certificates (which, 
in some cases, may not be finalized) that originate in the cities and towns of the Commonwealth 
and are sent to the Department of Public Health (DPH) Registry of Vital Records and Statistics.  
DPH sends these death certificates to the Chief Medical Examiner, who in turn forwards them to 
the Local Teams.  In the case of infants under one year of age, DPH attaches birth certificates to 
the death certificates, which facilitates a review of the infant death by providing critical 
information on the health status and prenatal care of the mother.  
 
The second notification to the teams is a report from the Department of Public Health, which 
supplements the death certificates and contains the following information: 

 deaths of children living in the district who died in the district 
 deaths of children living in the district who died in another district 
 deaths of children living in another district who died in the district 

 
Case Selection:  Any death of a child from birth through 17, from any cause, may be chosen for 
review by the team.  It is recommended that, at a minimum, Local Teams review the following: 

 any death from an injury, intentional or unintentional; 
 any sudden or unexpected deaths, including SIDS; 
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 all cases accepted by the Office of the Medical Examiner; and 
 all cases with previous DCF involvement or cases that have been prosecuted by the 

District Attorney’s office. 
 
Two types of deaths usually not reviewed are homicides under investigation and deaths ruled as 
“pending,” both in cause and in manner, by the Medical Examiner. “Pending” as a cause and 
manner of death is applied to those cases in which further laboratory testing or other 
investigation is needed and is still incomplete.   
 
Assembling Case Information:  To accomplish the mandate of the child fatality review law, the 
legislature gave each local District Attorney the broad authority to collect all records and 
information relevant to the death of a child under review by a Local Team.  This authority 
extends to records and information relevant to the child and their immediate family from: 

 providers of medical or other care, treatment or services, including dental and mental 
health care; 

 state, county or local government agencies; or 
 providers of social services. 

 
The legislation also gives the Local Team the authority to obtain information covered under the 
Health Insurance and Portability and Accountability Act (HIPAA).  (See Appendix C) 
 
Case Review:  Local teams conduct their meetings differently. However, most case reviews 
begin with the presentation of case details, including information provided by team members and 
other sources.  Additional participants may be invited to the review if they have information 
pertinent to the case.  The presenter may be the team coordinator or another member with 
knowledge of the case, but all members who have information concerning the case or the cause 
of death should contribute to the discussion.  At the discretion of the team, a case may be held 
over to the next meeting if the information provided is unclear, or if more information is needed 
to complete the review.  A case may also be held over if it is under investigation. Reviews are 
complete when the team agrees that no further information or discussion would add to the 
investigation of the death. 
 
A child fatality review team does not function as a mechanism for criticizing family or agency 
decisions.  Rather it is a forum for sharing and discussing information essential to the 
improvement of the state’s ability to protect children from preventable death.  The critical 
question being answered by the review is “How can we prevent a death like this from occurring 
again?” 
 
 
 
 
 
 
 
 
 

A “preventable death” is broadly defined as a death that could have been avoided by a change in 
clinical care, a change in how a facility (e.g., a hospital) is organized, a change in public health policy 
or law, a change in community or environmental factors, changes in products available to the public, 
or a change in individual or group behavior. 
 
Preventable deaths are not limited to child abuse or intentional injury; most unintentional 
injuries are not “accidents” and can be prevented, as can many illnesses or deaths from 
illnesses. 
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Recommendations:  Once a case has been reviewed, team members may reach conclusions 
about the child’s death that lead them to recommend changes to prevent similar deaths in the 
future.  For example, the death might point to a problem with a particular consumer product or a 
lapse or delay in medical care received by the child before he/she died.  The death might also 
suggest changes in policies or services offered by team members’ or other agencies that could 
help prevent future deaths.  These recommendations for change should be forwarded to the State 
Team, which considers them and summarizes them on to the governor, legislature and the public 
for their consideration and response.  Recommendations can also be directed to the appropriate 
agencies or individuals at the community level, if this course of action seems most appropriate.  
 
Confidentiality: The Child Fatality Review law makes the following provisions for maintaining 
confidentiality: 

 The Chair will ensure that no information submitted for case review is given to anyone 
outside the Local Team. 

 Team members may not violate confidentiality. 
 Team members may not disclose team business, except as necessary to carry out their 

duties and responsibilities. 
 Team meetings are closed to the public. 
 All information and records acquired by the team for case review are confidential and 

may be disclosed only as necessary to carry out team duties. 
 Statistical compilations of data may be disclosed to the public, provided they contain no 

identifying information. 
 Team members or anyone else attending team case review meetings may not be 

questioned in any civil or criminal proceeding regarding information presented or 
opinions formed during reviews. 

 Information or records of State and Local Teams will not be subject to subpoena, 
discovery, or introduction into evidence of civil or criminal proceedings.   

Some Local Teams begin each case review session by signing a confidentiality form; others sign 
the form once, at their first meeting. 
 
2008 Update to the Scope of Massachusetts Child Fatality Review Legislation 
 
The Child Welfare Act of 2008 was passed in July 2008, effective immediately after passage, 
which broadened the scope of the Child Fatality Review process by adding near fatalities to the 
cases authorized to be reviewed. Also the Office of the Child Advocate was created by this 
legislation and the Child Advocate appointed by the governor became a member of the state 
team. The Child Fatality Review legislation reflecting the 2008 amendment is available in 
Appendix B.  
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III. Epidemiology of Child Deaths, Massachusetts 2006-2008 
 
a. Child Deaths in 2006 
 
In 2006, a total of 567 Massachusetts children from birth through age 17 years of age died (Table 
1).  Of this total, 295 (52%) of the deaths were due to congenital anomalies and perinatal 
conditions, 174 (31%) were due to other medical causes, and 98 (17%) were from intentional and 
unintentional injuries. After congenital anomalies and perinatal conditions, the leading specific 
causes of child death were unintentional injuries (including transportation-related injuries, 
drowning and suffocation, among other causes, n=70), cancer (n=31), SIDS (n=26), and 
intentional injuries (homicide and suicide, combined n=23). A detailed listing of the underlying 
causes of child deaths for 2006 is presented in Table 1. 
 
Table 1.  Underlying Causes of Death for Massachusetts Children Ages 0-17, 2006 
 

Cause of Death Number Percent of Child 
Deaths 

Perinatal conditions* 234 41.3% 
Unintentional injury  70 12.3% 
Congenital malformations 61 10.8% 
Cancer and in situ neoplasms 31 5.5% 
SIDS 26 4.6% 
Homicide  16 2.8% 
Heart disease 9 1.6% 
Suicide 7 1.2% 
Influenza and pneumonia  6 1.1% 
Septicemia  6 1.1% 
Aortic aneurysm 3 0.5% 
Nephritis  3 0.5% 
Other infections 3 0.5% 
Injuries of undetermined intent** 2 0.4% 
Other 90 15.9% 

Total number of deaths 567 100% 

Total deaths from medical causes
 under 1 year of age

358 63.1% 

Total deaths from medical causes 
in children and youth 1-17 years

111 19.6% 

Total deaths from injuries (0-17 years) 98 17.3% 
 
*Perinatal conditions include: newborns affected by maternal conditions which may be unrelated to pregnancy, maternal 
complications of pregnancy, complications of placenta, prematurity and low birth weight, birth trauma, intrauterine hypoxia and 
birth asphyxia, respiratory distress and other respiratory conditions of newborn, perinatal infections, neonatal hemorrhage and 
other and ill-defined conditions of the perinatal period.  
 
**Includes deaths where the manner of death (accident, suicide, homicide or natural) is not clear, even after the death 
investigation.  
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Tables 2a-e list the causes of death by age group.  The leading causes of death for infants were 
prematurity and low birth weight, congenital anomalies and sudden infant death syndrome 
(SIDS).  Injury was the leading cause of death for children and youth in all age groups over 1 
year.  Cancer was the second leading cause of death for children and youth in all age groups over 
1 year.  
 
Table 2a.  Leading Causes of Death, Massachusetts Children Age < 1 Year, 2006 
 

Cause of Death Number Percent 

Short gestation (prematurity) and low birth 
weight 

114 30.9% 

Congenital malformations 52 14.1% 

Sudden Infant Death Syndrome (SIDS)  26 7.0% 

Pregnancy complications 20 5.4% 

Complications of placenta 15 4.1% 

Injury (including unintentional (n=9) and 
homicide (n=2)) 

11 3.0% 

Intrauterine hypoxia 10 2.7% 

Neonatal hemorrhage 10 2.7% 

Bacterial sepsis of the newborn 6 1.6% 

Necrotizing enterocolitis 6 1.6% 

Other conditions 99 26.8% 

Total number of deaths 369 100.0% 

Death rate per 100,000 population 481.9  

 
Table 2b.  Leading Causes of Death, Massachusetts Children Ages 1-4 Years, 2006 
 

Cause of Death Number Percent 

Injury (including unintentional (n=11) and 
homicide (n=3))  

14 29.2% 

Cancer and in situ neoplasms 5 10.4% 

Congenital malformations 4 8.3% 

Influenza and pneumonia 3 6.3% 

Other conditions 22 45.8% 

Total number of deaths 48 100.0 

Death rate per 100,000 population 15.7  
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Table 2c.  Leading Causes of Death, Massachusetts Children Ages 5-9 Years, 2006 
 

Cause of Death Number Percent 

Injury (including unintentional (n=5) and 
adverse effect (n=1))  

6 20.0% 

Cancer and in situ neoplasms 5 16.7% 

Congenital malformations 2 6.7% 

Other conditions 17 56.7% 

Total number of deaths 30 100.0% 

Death rate per 100,000 population 7.8  

 
Table 2d.  Leading Causes of Death, Massachusetts Children Ages 10-14 Years, 2006 
 

Cause of Death Number Percent 

Injury (including unintentional (n=16), 
homicide (n=2), suicide (n=2), and 
undetermined intent (n=1)) 

21 45.7% 

Cancer  11 23.9 

Heart disease 2 4.3 

Other conditions 12 26.1 

Total number of deaths 46 100.0 

Death rate per 100,000 population 11.1  

 
 
Table 2e.  Leading Causes of Death, Massachusetts Children Ages 15-17 Years, 2006 
 

Cause of Death Number Percent 

Injury (including unintentional (n=29), 
homicide (n=9), suicide (n=5), legal 
intervention (n=1), adverse effect (n=1), 
undetermined intent (n=1)) 

46 62.2% 

Cancer and in situ neoplasms 8 10.8% 

Aortic aneurysm 3 4.1% 

Congenital malformations 2 2.7% 

Other conditions 15 20.3% 

Total number of deaths 74 100.0% 

Death rate per 100,000 population 27.8  
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Table 3 describes the 2006 child deaths by age group and district. 
  
Table 3.  Massachusetts Child Deaths by District of Residence, 2006 
 

District Total Child 
Deaths 
(0-17 

Years) 

Child Death 
Rate per 
100,000 

population 

Child 
Deaths 

< 1 year 

Child 
Deaths 
1-9 yrs. 

Child 
Deaths 

10 – 17 yrs. 

Berkshire 6 23.1** 0 3 3 

Bristol 60 47.6 39 9 12 

Cape & Islands 
(Includes 
Barnstable, 
Dukes and 
Nantucket 
Counties) 

12 26.1** 8 1 3 

Essex 61 34.8 39 10 12 

Hampden 63 56.5 41 5 17 

Middlesex 116 36.1 79 17 20 

Norfolk 36 24.1 18 10 8 

Northwest 
(Includes 
Franklin and 
Hampshire 
Counties) 

4 *** 3 0 1 

Plymouth 53 43.7 34 5 14 

Suffolk 77 54.5 57 5 15 

Worcester 79 41.9 51 13 15 

Total MA 567 39.2 369 78 120 

 
*National Center for Health Statistics.  Estimates of the July 1, 2000-July 1, 2006, United States resident population from the 
Vintage 2006 postcensal series by year, county, age, sex, race, and Hispanic origin, prepared under a collaborative arrangement 
with the U.S. Census Bureau. Available on the Internet from: 
http://www.cdc.gov/nchs/about/major/dvs/popbridge/popbridge.htm.  August 16, 2006. 
 
 **Rates based on numbers less than 20 are unstable and should be interpreted with caution. 
***Rates are not calculated on numbers less than 5. 

 
Injuries are often thought to be the most preventable of all child deaths.  Table 4 lists the leading 
causes of injury deaths in 2006 by age group and Table 5 shows details on the District of 
residence of the children and youth who died of injuries. Of the 98 injury deaths among children 
and youth ages 0-17 years in 2006, 70 (71%) were unintentional, 16 (16%) were homicide, 7 
(7%) were suicide, and 5 were undetermined intent, legal intervention or an adverse effect of 
medical/surgical care. Other important findings include: 
 Unintentional transportation injuries were the leading cause of injury death among the total 

0-17 year population (n=34). Fifty-nine percent (n=20) of these were among teens ages 15-17 
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years.  Seventy-nine percent of the total deaths in this category were to occupants of motor 
vehicles (including on and off road and motorcyclists); 18% were to pedestrians.  

 Homicide ranked second as the leading category of injury death among the total 0-17 year 
population (n=16). Thirty-seven percent (n=6) of these were among youth who resided in 
Suffolk District. Nearly one-third (n=5) of the homicides in children/youth were among 
infants and children 0-4 years. Fifty-six percent (n=9) of all homicides among children and 
youth 0-17 years were among teens 15-17 years; 78% of these were due to a firearm.  

 Unintentional drowning ranked as the third leading cause of injury death among 
Massachusetts children and youth in 2006, causing 15 deaths among this population. 
Unintentional drowning was the leading cause of injury death among 1-4 year and 5-9 year 
age group (n=5 and n=3, respectively). One-third (n=5) of all unintentional drowning deaths 
in children 0-17 years were among residents of Bristol District.     

 Unintentional suffocation accounted for 9 deaths among Massachusetts children and was the 
leading cause of injury death in infants (n=6). Six (55%) of the injury deaths in infants less 
than 1 year of age were caused by unintentional suffocation. Unsafe sleep environments 
including excessive bedding, crib toys and bed sharing by persons sleeping with the infant 
can all contribute to these injury deaths.  

 Suicide also ranked as a leading category of injury death among the total 0-17 year 
population (n=7). Hanging/suffocation was the leading mechanism of suicide in youth, 
accounting for 71% of the suicides in this population.   
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Table 4.  Leading Types of Injury Deaths by Age Group, MA Children 0-17 Years, 2006      
 

Rank* Under 1 
Year 

1-4 Years 5-9 Years 
 

10-14 Years 15-17 Years Total 0-17 
Years 

1 Uninten-
tional 

Suffocation 
(n=6) 

Uninten-
tional 

Drowning 
(n=5) 

Unintentional  
Drowning 

(n=3) 

Unintentional  
Pedestrian 

(n=5) 

Unintentional MV 
occupant** or  

unspecified 
(n=20) 

Unintentional 
MV 

occupant** or 
unspecified 

(n=24) 
2 Homicide  

(n=2) 
Homicide  

(n=3) 
Unintentional 

Dog bite 
(n=1) 

Unintentional 
Drowning 

(n=4) 

Homicide (n=9) Homicide 
(n=16) 

3 Uninten-
tional 
Struck 

by/against  
(n=2) 

Uninten-
tional 

Pedestrian 
(n=1) 

Unintentional 
ATV or off 

road occupant 
(n=1) 

Unintentional 
MV-traffic 

occupant** or 
unspecified 

(n=3) 

Suicide  (n=5) Unintentional 
Drowning 

(n=15) 

4 Uninten-
tional 

Drowning 
(n=1) 

Uninten-
tional 

Exposure to 
excessive 
heat (n=1) 

Adverse effect 
medical/ 

surgical care 
(n=1) 

Unintentional 
Suffocation 

(n=2) 

Unintentional 
Drowning (n=2) 

Unintentional 
Suffocation 

(n=9) 

5  Uninten-
tional Fall 

from 
building 

(n=1) 

 Suicide (n=2) Unintentional 
ATV or off road 
occupant (n=1) 

Suicide (n=7) 

6  Uninten-
tional 

Suffocation 
(n=1) 

 Homicide 
(n=2) 

Unintentional fall 
(n=1) 

Unintentional 
Pedestrian 

(n=6) 

7  Uninten-
tional 
Poison 
(n=1) 

 Unintentional 
Bicycle (n=1) 

Unintentional 
Struck by 

thrown/falling 
object (n=1) 

Unintentional 
ATV or off 

road occupant 
(n=2) 

All 
Other 

 Uninten-
tional MV 
occupant** 

or 
unspecified 

(n=1) 

 Other (n=2) Other (n=7) Other (n=18) 

Total  11 14 6 21 46 98 

 
* Some rankings are tied with row above or below.  
** Occupant includes occupant of cars, trucks or motorcycles. 
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Table 5.  Select Leading Causes/Intents of Injury Deaths by District of Residence,  
   MA Children Ages 0-17 yrs, 2006  
 

District Uninten- 
tional  

Transport 
Deaths 

(occupant, 
pedestrian,  

off road, bike 
and MV 

unspecified) 

Uninten- 
tional 

Drowning 
 

Homicide Suicide Uninten- 
tional  

Suffocation 

Other 
Injury 
Deaths 

Total 
Injury 
Deaths 

Berkshire   1 1 0 0 0 1 3 

Bristol   3 5 1 0 0 0 9 

Cape & 
Islands  

1 0 0 0 0 1 2 

Essex   3 1 1 0 0 2 7 

Hampden   2 3 1 0 1 3 10 

Middlesex   9 1 3 3 1 1 18 

Norfolk   2 0 0 3 0 1 6 

Northwest   1 0 0 0 0 0  1 

Plymouth   4 1 3 0 1 2 11 

Suffolk   1 1 6 0 2 2  12 

Worcester   7 2 1 1 4 4 19 

Total MA   34 15 16 7 9 17 98 

 
 
b. Child Deaths in 2007 
In 2007, a total of 590 Massachusetts children birth through age 17 years of age died (Table 6).  
Of this total, 290 (49%) of the deaths were due to congenital anomalies and perinatal conditions, 
194 (33%) were from a variety of other medical causes, and 106 (18%) were from intentional 
and unintentional injuries.  
 
After congenital anomalies and perinatal conditions, the leading causes of child death were 
unintentional injuries (including transportation-related injuries, drowning and suffocation, among 
other causes, n=61), intentional injuries (homicide and suicide, combined n=40), and cancer and 
in situ neoplasms (n=33), SIDS (n=31). A detailed listing of the underlying causes of child 
deaths for 2007 is presented in Table 6. 
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Table 6.  Underlying Causes of Death for Massachusetts Children Ages 0-17, 2007 
 

Cause of Death Number Percent of Child 
Deaths 

Perinatal conditions* 213 36.1% 
Congenital malformations 77 13.1% 
Unintentional injury  61 10.3% 
Cancer and in situ neoplasms  33 5.6% 
SIDS 31 5.3% 
Homicide  29 4.9% 
Heart disease 16 2.7% 
Suicide 11 1.9% 
Meningitis  5 0.8% 
Septicemia  5 0.8% 
Stroke 5 0.8% 
Influenza and pneumonia 4 0.7% 
Injuries of undetermined intent** 3 0.5% 
Medical complication 2 0.3% 
Other infections 2 0.3% 
Other 93 15.8% 

Total number of deaths 590 100.0% 
Total deaths from medical causes

 under 1 year of age
374 63% 

Total deaths from medical causes 
in children and youth 1-17 years

110 19% 

Total deaths from injuries (0-17 years) 106 18% 
 
*Perinatal conditions include: newborns affected by maternal conditions which may be unrelated to pregnancy, maternal 
complications of pregnancy, complications of placenta, prematurity and low birth weight, birth trauma, intrauterine hypoxia and 
birth asphyxia, respiratory distress and other respiratory conditions of newborn, perinatal infections, neonatal hemorrhage and 
other and ill-defined conditions of the perinatal period.  
**Includes deaths where the manner of death (accident, suicide, homicide or natural) is not clear, even after the death 
investigation.  
 

Tables 7a-e list the causes of death by age group.  The leading causes of death for infants were 
prematurity and low birth weight, congenital anomalies and sudden infant death syndrome 
(SIDS).  Congenital malformations was the leading cause of death among children 1-4 years of 
age, followed closely by injury. Injuries were the leading cause of death among children and 
youth 5-9, 10-14, and 15-17 years of age, while cancer ranked as the second leading cause of 
death in these age groups.  
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Table 7a.  Leading Causes of Death, Massachusetts Children Age < 1 Year, 2007 
 

Cause of Death Number Percent 

Short gestation (prematurity) and low birth 
weight 

80 21.1% 

Congenital malformations 63 16.6% 

Sudden Infant Death Syndrome (SIDS)  31 8.2% 

Pregnancy complications 26 6.8% 

Complications of placenta 20 5.3% 

Neonatal hemorrhage  15 3.9% 

Bacterial sepsis of the newborn  9 2.4% 

Circulatory system disorders 8 2.1% 

Necrotizing enterocolitis  8 2.1% 

Respiratory distress 7 1.8% 

Injury (including unintentional (n=3) and 
homicide (n=3)) 

6 1.6% 

All other causes 107 28.2% 

Total number of deaths 380 100.0% 

Death rate per 100,000 population 489.8  

 
Table 7b.  Leading Causes of Death, Massachusetts Children Ages 1-4 Years, 2007 
 

Cause of Death Number Percent 

Congenital malformations  7 15.9% 

Injury (including unintentional (n=3) and 
homicide (n=3))  

6 13.6% 

Cancer and in situ neoplasms 4 9.1% 

Stroke 3 6.8% 

Influenza and pneumonia 2 4.5% 

Septicemia 2 4.5% 

Other conditions 20 45.5% 

Total number of deaths 44 100.0% 
Death rate per 100,000 population 14.5  
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Table 7c.  Leading Causes of Death, Massachusetts Children Ages 5-9 Years, 2007 
 

Cause of Death Number Percent 

Injury (including unintentional (n=6) 
and homicide (n=6))  

12 33.3% 

Cancer and in situ neoplasms 6 16.7% 

Congenital malformations 2 5.6% 

Septicemia 2 5.6% 

Other conditions 13 38.9% 

Total number of deaths 36 100.0% 

Death rate per 100,000 population 9.4  

 
Table 7d.  Leading Causes of Death, Massachusetts Children Ages 10-14 Years, 2007 
 

Cause of Death Number Percent 

Injury (including unintentional (n=11), 
homicide (n=7), suicide (n=2), 
undetermined intent (n=2) and adverse 
effect (n=1)) 

23 47.9% 

Cancer  10 20.8% 

Heart disease 4 8.3% 

Other conditions 11 22.9% 

Total number of deaths 48 100.0% 

Death rate per 100,000 population 11.8  

 
Table 7e.  Leading Causes of Death, Massachusetts Children Ages 15-17 Years, 2007 
 

Cause of Death Number Percent 

Injury (unintentional (n=38), homicide 
(n=10), suicide (n=9), adverse effect (n=1), 
undetermined (n=1)) 

59 72.0% 

Cancer  8 9.8% 

Heart disease 4 4.9% 

Congenital malformations 2 2.4% 

Other conditions 9 11.0% 

Total number of deaths 82 100.0% 

Death rate per 100,000 population 31.0  



 

 22   

 Table 8 details the breakdown of the 2007 child deaths by age group and district.  
 
Table 8.  Massachusetts Child Deaths by District of Residence, 2007 
 

District Total Child 
Deaths 

(0-17 Years) 

Child Death 
Rate per 
100,000 

population 

Child 
Deaths 

< 1 year 

Child 
Deaths 
1-9 yrs. 

Child 
Deaths 

10 – 17 yrs. 

Berkshire 9 35.4** 3 2 4 

Bristol 56 45.0 41 4 11 

Cape & Islands 
(Includes Barnstable, Dukes 
and Nantucket Counties) 

17 37.8** 10 0 7 

Essex 74 42.6 51 12 11 

Hampden 60 54.5 36 12 12 

Middlesex 94 29.3 63 15 16 

Norfolk 54 36.3 28 6 20 

Northwest 
(Includes Franklin and 
Hampshire Counties) 

12 30.6** 8 1 3 

Plymouth 47 39.3 26 9 12 

Suffolk 83 57.8 60 6 17 

Worcester 84 45.0 54 13 17 

Total MA 590 41.1 380 80 130 

 
*National Center for Health Statistics. Postcensal estimates of the resident population of the United States for July 1, 2000-July 1, 
2007, by year, county, age, bridged race, Hispanic origin, and sex (Vintage 2007). Prepared under a collaborative arrangement 
with the U.S. Census Bureau; released August 7, 2008. Available from: 
http://www.cdc.gov/nchs/about/major/dvs/popbridge/popbridge.htm as of September 5, 2008. 
 
**Rates based on numbers less than 20 are unstable and should be interpreted with caution.  

 
Table 9 lists the leading causes of injury deaths in 2007 by age group and Table 10 shows details 
on the District of residence of the children and youth who died of injuries. Because, as noted 
above, these are understood to be preventable deaths, it is important to examine them in more 
detail.  Of the 106 injury deaths among children and youth ages 0-17 years in 2007, 61 (58%) 
were unintentional, 29 (27%) were homicide, 11 (10%) were suicide, and 5 were undetermined 
intent or an adverse effect of medical/surgical care. Other important findings include: 
 Homicide was the leading category of injury death among the total 0-17 year population 

(n=29). Forty-one percent of these homicides were due to a firearm and two-thirds (n=19) 
were among children 0-14 years of age. Thirty-four percent (n=10) of all youth homicides 
were among youth who resided in Suffolk District.  

 Motor vehicle occupant injuries ranked as the second leading type of injury death among the 
total 0-17 year population (n=21), although all of these deaths occurred in youth 15-17 years 
of age.  
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 Suicide was the third leading type of injury death among children and youth in 2007, 
accounting for 11 deaths. The leading method of suicide in this population was 
suffocation/hanging (73%). 

 Unintentional drowning ranked as the fourth leading type of injury death among 
Massachusetts children and youth in 2007, causing 9 deaths among this population.  

 Unintentional pedestrian and bicycle deaths accounted for approximately 10% (n=11) of all 
of the injury deaths.  

 
Table 9.  Leading Types of Injury Deaths by Age Group, MA Children 0-17 Years, 2007      
 

Rank Under 1 
Year 

1-4 Years 5-9 Years 
 

10-14 Years 15-17 Years Total 0-17 
Years 

1 Homicide  
(n=3) 

Homicide  
(n=3) 

Homicide 
(n=6) 

Homicide 
(n=7) 

Unintentional 
MV occupant** 
 or unspecified 

(n=21) 

Homicide 
(n=29) 

2 Uninten-
tional 

Suffoca-
tion (n=2) 

Uninten-
tional 

Drowning 
(n=1) 

Uninten-
tional  

Drowning 
(n=3) 

Unintentional  
Pedestrian 

(n=3) 

Homicide 
(n=10) 

Unintentional 
MV 

occupant** or 
unspecified 

(n=21) 
3 Uninten-

tional 
Drowning 

(n=1) 

Uninten-
tional 

Pedestrian 
(n=1) 

Uninten- 
tional 

Bicycle 
(n=1) 

Uninten- 
tional Bicycle 

(n=3) 

Suicide  (n=9) Suicide (n=11) 

4  Uninten-
tional 

Suffocation 
(n=1) 

Uninten-
tional 

Fire/flame 
(n=1) 

Suicide (n=2) Unintentional 
Drowning (n=3) 

Unintentional 
Drowning 

(n=9) 

5   Uninten- 
tional 

Suffocation 
(n=1) 

Undetermined 
intent (n=2) 

(poisoning and 
suffocation) 

Unintentional 
Struck by object 

(n=3) 

Unintentional 
Pedestrian 

(n=7) 

6    Unintentional 
Drowning 

(n=1) 

Unintentional 
Pedestrian 

(n=3) 

Unintentional 
Suffocation 

(n=4) 
7    Unintentional 

Struck by 
object (n=1) 

Unintentional 
Poisoning 

(n=2) 

Unintentional 
Bicycle (n=4) 

All 
Other 

   Other (n=4) Other (n=8) Other (n=21) 

Total  6 6 12 23 59 106 

 
 ** Occupant includes occupant of cars, trucks or motorcycles. 



 
 

 
Table 10.  Select Leading Causes/Intents of Injury Deaths by District of Residence, 
Children 0-17 yrs, 2007  
 

District Unintentional 
Transport 

Deaths 
(occupant, 

pedestrian, off 
road, bike and 

MV 
unspecified) 

Uninten-
tional 

Drowning 
 

Homicide Suicide Uninten-
tional 

Suffocation 

Other 
Injury 
Deaths 

Total 
Injury 
Deaths 

Berkshire   0 0 0 1 0 0 1 

Bristol   4 0 1 0 2 1 8 

Cape & 
Islands  

1 0 0 2 0 2 5 

Essex   4 1 1 1 0 4 11 

Hampden   2 2 5 0 0 3 12 

Middlesex   2 1 2 1 1 1 8 

Norfolk   7 1 2 2 0 5 17 

Northwest   1 1 0 1 0 0 3 

Plymouth   5 1 5 0 0 1 12 

Suffolk   1 0 10 1 1 2 15 

Worcester   7 2 3 2 0 0 14 

Total MA   34 9 29 11 4 19 106 

 
 
c. Child Deaths in 2008 
 
In 2008, a total of 574 Massachusetts children birth through age 17 years of age died (Table 13).  
Of this total, 312 (54%) of the deaths were due to congenital anomalies and perinatal conditions, 
179 (31%) were from a variety of other medical causes, and 83 (14%) were from injuries.  
 
After congenital anomalies and perinatal conditions, the leading causes of child death were 
unintentional injuries (including transportation-related injuries, drowning and suffocation, among 
other causes, n=49), cancer and in situ neoplasms (n=39), intentional injuries (homicide and 
suicide, combined n=29), and SIDS (n=24). A detailed listing of the underlying causes of child 
deaths for 2008 is presented in Table 11. 
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Table 11.  Underlying Causes of Death for Massachusetts Children Ages 0-17, 2008 
 

Cause of Death Number Percent of Child 
Deaths 

Perinatal conditions* 241 42.0% 
Congenital malformations 71 12.4% 
Unintentional injury  49 8.5% 
Cancer and in situ neoplasms  39 6.8% 
SIDS 24 4.2% 
Homicide  16 2.8% 
Heart disease 14 2.4% 
Suicide 13 2.3% 
Stroke 6 1.0% 
Influenza and pneumonia  5 0.9% 
Injuries of undetermined intent** 4 0.7% 
Other infections 4 0.7% 
Pneumonitis 2 0.3% 
Other 86 15.0% 

Total number of deaths 574 100.0% 
Total deaths from medical causes

 under 1 year of age
376 65.5% 

Total deaths from medical causes 
in children and youth 1-17 years

115 20.0% 

Total deaths from injuries (0-17 years) 83 14.5% 
 
*Perinatal conditions include: newborns affected by maternal conditions which may be unrelated to pregnancy, maternal 
complications of pregnancy, complications of placenta, prematurity and low birth weight, birth trauma, intrauterine hypoxia and 
birth asphyxia, respiratory distress and other respiratory conditions of newborn, perinatal infections, neonatal hemorrhage and 
other and ill-defined conditions of the perinatal period.  
**Includes deaths where the manner of death (accident, suicide, homicide or natural) is not clear, even after the death 
investigation.  

 
Tables 12a-e list the causes of death by age group.  The leading causes of death for infants were 
prematurity and low birth weight, congenital anomalies and sudden infant death syndrome 
(SIDS).  Injuries were the leading cause of death among children 1-4 years of age, followed by 
congenital malformations (n=7). Cancer was the leading cause of death among children and 
youth 5-9 and 10-14, while injuries ranked as the second leading cause of death in these age 
groups. Injuries were, by far, the leading cause of death among youth 15-17 years (n=46). 
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Table 12a.  Leading Causes of Death, Massachusetts Children Age < 1 Year, 2008 
 

Cause of Death Number Percent 

Short gestation (prematurity) and low 
birth weight 

95 24.9% 

Congenital malformations 58 15.2% 

Pregnancy complications 28 7.3% 

Sudden Infant Death Syndrome (SIDS) 24 6.3% 

Complications of placenta 21 5.5% 

Intrauterine hypoxia  10 2.6% 

Respiratory distress  10 2.6% 

Circulatory system disorders 8 2.1% 

Neonatal hemorrhage 7 1.8% 

Injury (all unintentional (n=5)) 5 1.3% 

Bacterial sepsis of the newborn 5 1.3% 

All other causes 110 28.9% 

Total number of deaths 381 100% 

Death rate per 100,000 population 495.2  

 
Table 12b.  Leading Causes of Death, Massachusetts Children Ages 1-4 Years, 2008 
 

Cause of Death Number Percent 

Injury (including unintentional (n=12) 
and homicide (n=1))  

13 25.5% 

Congenital malformations 7 13.7% 

Cancer and in situ neoplasms 6 11.8% 

Perinatal conditions 4 7.8% 

Heart disease 2 3.9% 

Stroke 2 3.9% 

Other conditions 17 33.3% 

Total number of deaths 51 100.0% 
Death rate per 100,000 population 16.6  
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Table 12c.  Leading Causes of Death, Massachusetts Children Ages 5-9 Years, 2008 
 

Cause of Death Number Percent 

Cancer and in situ neoplasms 10 33.3% 

Injury (including unintentional (n=6), 
undetermined intent (n=1) and adverse 
effect (n=1))  

8 26.7% 

Congenital malformations 3 10.0% 

Other conditions 9 30.0% 

Total number of deaths 30 100.0% 

Death rate per 100,000 population 7.9  

 
Table 12d.  Leading Causes of Death, Massachusetts Children Ages 10-14 Years, 2008 
 

Cause of Death Number Percent 

Cancer  13 34.2% 

Injury (including unintentional (n=6), 
suicide (n=3), homicide (n=1), 
undetermined intent (n=1)  

11 28.9% 

Influenza and pneumonia 4 10.5% 

Other conditions 10 26.3% 

Total number of deaths 38 100.0% 

Death rate per 100,000 population 9.4  

 
Table 12e.  Leading Causes of Death, Massachusetts Children Ages 15-17 Years, 2008 
 

Cause of Death Number Percent 

Injury (including unintentional 
(n=20), homicide (n=14), suicide 
(n=10), undetermined intent (n=2)) 

46 62.2% 

Cancer  8 10.8% 

Heart disease 4 5.4% 

Congenital malformations 2 2.7% 

Other conditions 14 18.9% 

Total number of deaths 74 100.0% 

Death rate per 100,000 population 28.3  
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 Table 13 details the breakdown of the 2008 child deaths by age group and District.  
 
Table 13.  Massachusetts Child Deaths by District of Residence, 2008 
 

District Total Child 
Deaths 

(0-17 Years) 

Child Death 
Rate per 
100,000 

population 

Child Deaths 
< 1 year 

Child 
Deaths 
1-9 yrs. 

Child Deaths 
10 – 17 yrs. 

Berkshire 10        38.7**  7 1 2 

Bristol 64        51.7  37 13 14 

Cape & Islands 
(Includes Barnstable, 
Dukes and Nantucket 
Counties) 

17        38.0**  10 2 5 

Essex 50        28.9  35 8 7 

Hampden 59        52.7  40 7 12 

Middlesex 97        30.3  66 16 15 

Norfolk 40        26.6  26 6 8 

Northwest 
(Includes Franklin 
and Hampshire 
Counties) 

15        36.4**  12 2 1 

Plymouth 49        40.4  30 5 14 

Suffolk 99        72.8  68 12 19 

Worcester 74        38.8  50 9 15 

Total MA 574        39.9  381 81 112 

 
*National Center for Health Statistics. Postcensal estimates of the resident population of the United States for July 1, 2000-July 1, 
2009, by year, county, age, bridged race, Hispanic origin, and sex (Vintage 2009). Prepared under a collaborative arrangement 
with the U.S. Census Bureau; released June 20, 2010. Available from: http://www.cdc.gov/nchs/nvss/bridged_race.htm as of July 
23, 2010 
  
**Rates based on numbers less than 20 are unstable and should be interpreted with caution.  

 
Table 14 lists the leading causes of injury deaths in 2008 by age group and Table 15 shows 
details on the District of residence of the children and youth who died of injuries. Of the 83 
injury deaths among children and youth ages 0-17 years in 2008, 49 (59%) were unintentional, 
16 (19%) were homicide, 13 (16%) were suicide, and 5 were undetermined intent or an adverse 
effect of drug treatment. Other important findings include: 
 Homicide ranked as the leading category of injury death among the total 0-17 year 

population (n=16). Three out of four of these homicides were due to a firearm.  
 Motor vehicle occupant injuries (including car drivers, passengers and motorcyclists) ranked 

as the second leading type of death accounted for seventeen percent (n=14) of these fatalities. 
Seventy-nine percent (79%) of these occupant injuries were among youth ages 15-17 years.  
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 Suicide was the third leading category of injury death among children and youth in 2008, 
accounting for 13 deaths. The leading method of suicide in this population was 
suffocation/hanging (69%). 

 Unintentional drowning was the cause of 7 deaths among this population in 2008.  
 Unintentional pedestrian and unintentional suffocation deaths each accounted for 

approximately 8% (n=7) of all of the injury deaths.  
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Table 14.  Leading Types of Injury Deaths by Age Group, MA Children 0-17 Years, 2008      
 

Rank* Under 1 
Year 

1-4 Years 5-9 Years 
 

10-14 Years 15-17 Years Total 0-17 
Years 

1 Uninten-
tional 

Suffocation 
(n=2) 

Uninten-
tional 

Drowning 
(n=3) 

Unintentional 
Pedestrian 

(n=2) 
Suicide (n=3) 

Homicide 
(n=14) 

Homicide 
(n=16) 

2 
Uninten-

tional 
Fire/flame 

(n=1) 

Uninten-
tional 

Pedestrian 
(n=3) 

Unintentional 
MV Occupant 
or Unspecified 

(n=1) 

Unintentional 
Drowning 

(n=1) 

Unintentional 
MV 

Occupant** 
or 

Unspecified 
(n=11) 

Unintentional 
MV 

Occupant** 
or 

Unspecified, 
(n=14) 

3 
Uninten-

tional Fall 
(n=1) 

Uninten-
tional 

Suffocation 
(n=3) 

Unintentional 
Poison (n=1) 

Unintentional 
MV Occupant, 
or Unspecified  

(n=1) 

Suicide 
(n=10) 

Suicide 
(n=13) 

4 Uninten-
tional MV 

Occupant ** 
or 

Unspecified 
(n=1) 

Uninten-
tional Fall 

(n=1) 

Unintentional 
Suffocation 

(n=1) 

Homicide 
(n=1) 

Unintentional 
Drowning 

(n=3) 

Unintentional 
Drowning 

(n=7) 

5 

 

Uninten-
tional 

Fire/flame 
(n=1) 

Undetermined 
Intent (n=1) 
(suffocation) 

Unintentional 
Suffocation 

(n=1) 

Unintentional 
Pedestrian 

(n=2) 

Unintentional 
Suffocation 

(n=7) 

6 

 

Uninten-
tional 

Stuck-by 
(n=1) 

Adverse 
Effects of Drug 

Treatment 
(n=1) 

Undetermined 
intent (n=1) 
(suffocation) 

Unintentional 
Fall (n=1) 

Unintentional 
Pedestrian 

(n=7) 

7 

 
Homicide 

(n=1) 

Unintentional 
Fire/flame 

(n=1) 

Unintentional 
Watercraft 

(n=1) 

Unintentional 
Poison (n=1) 

Injuries of 
Undeter-

mined Intent 
(n=4) 

(suffocation = 
3, drowning 

= 1) 
All 
Other 

0 0 0 2 4 15 

Total  5 13 8 11 46 83 
 
* Some rankings are tied with row above or below.  
** Occupant includes occupant of cars, trucks or motorcycles.  
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Table 15.  Leading Causes/Intents of Injury Deaths by District of Residence, Children 0-17 
yrs, 2008  
 

District Unintentional 
Transport 

Deaths 
(occupant, 

pedestrian, off 
road, bike and 

MV 
unspecified) 

Uninten-
tional 

Drowning 
 

Homicide Suicide Uninten-
tional 

Suffocation 

Other 
Injury 
Deaths 

Total 
Injury 
Deaths 

Berkshire   0 0 0 2 1 0 3 
Bristol   1 1 2 4 1 2 11 
Cape & 
Islands  

1 0 1 1 0 1 4 

Essex   0 1 0 1 0 5 7 
Hampden   6 1 0 2 1 3 13 
Middlesex   2 0 0 1 1 1 5 
Norfolk   3 1 0 0 0 0 4 
Northwest   2 0 0 0 0 0 2 
Plymouth   6 0 1 1 1 1 10 
Suffolk   1 1 12 1 1 1 17 
Worcester   2 2 0 0 1 2 7 
Total MA   24 7 16 13 7 16 83 

 
 
Comparison of the Massachusetts Child Death Rate to the U.S. Child Death Rate 
 
Despite the substantial work that is still needed in Massachusetts on the prevention of these child 
deaths, the state fares comparatively well to the U.S. as a whole in overall child death rates. The 
average annual death rate among Massachusetts children 0-17 years from 2005-2007 was 40.6 
per 100,000, compared with 62.4 per 100,000 among U.S. children during that period (at 
publication, U.S. data is only available through 2007).5

                                                      

5 Centers for Disease Control and Prevention. National Center for Health Statistics. Health Data Interactive. 
www.cdc.gov/nchs/hdi.htm. [accessed 11/5/10]. 
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IV. State and Local Team Activity – 2006-2008 
 
State Team Activity 
 
In 2006 the State Team met four times and embarked on a number of new initiatives.  The State 
Team agreed to participate in the National Center for Child Death Review’s data collection 
project through the Michigan Public Health Institute.  Working with staff from the Department 
of Public Health, the Team identified those local teams that were interested in participating in a 
pilot initiative.  The State Team wanted to learn how well and easily the data collection system 
worked and what level of training teams would be needed in order to be able to fully participate 
in future years.  Five local teams, Bristol, Hampden, Northwestern, Suffolk, and Worcester all 
agreed to serve as pilots for this project.  Also during FY06, the State Team formed two standing 
working groups – one addressing issues of safe sleep for infants and the other looking at risky 
adolescent behavior. As a result of the work of the Safe Sleep Working Group, the Chief Medical 
Examiner, as the Chair of the State Child Fatality Review Team, sent a letter to all Massachusetts 
Pediatricians about an increase in “co-sleeping” deaths that had been seen in Massachusetts over 
the prior year and made recommendations to pediatricians to discuss unsafe sleep practices with 
their patients. The State Team also added the statutorily required Child Advocate member to the 
Team by electing Dr. Patricia O’Malley of the Massachusetts General Hospital to fill this 
position. 
 
In 2007 the State Team met five times and the active Safe Sleep and Adolescent Risky Behavior 
Working Groups also continued to meet.  The state team, with support and funding from the 
Suffolk County Child Fatality Review Team, presented the 4th statewide conference on Child 
Fatality Review.  Teri Covington from the National Center for Child Death Review presented as 
did a number of state experts on various topics.  The Adolescent Risky Behavior Subcommittee 
organized a workshop on the so-called “choking game” to inform participants about this growing 
phenomenon and how it can be distinguished from suicide deaths.  Additional topics covered at 
this workshop included shaken baby syndrome and sudden unexplained infant death, drafting 
effective recommendations for prevention, and data collection.  Midway through the year the Dr. 
Mark Flomenbaum, the Chief Medical Examiner, was replaced by Dr. Henry Nields and the 
State Team began working to re-establish priorities and leadership moving forward. 
 
In 2008 the State Team met three times.  The team continued its efforts regarding safe infant 
sleep by developing a mailing for pediatricians that would include safe sleep information as well 
as a survey regarding the information they provide to their patients.  In addition, the state team 
began to formulate a process for consistent review and response to local team recommendations.  
In October the State Team, once again with the staffing and financial support of the Suffolk 
County Child Fatality Review Team, provided a statewide conference.  The agenda included 
updates on changes to the enabling legislation and a discussion the inclusion of “near death 
review” as well as workshops on youth homicide, maternal health and infections related to child 
death.  The State Team also recognized that the data collection system from the National Center 
on Child Death Review may be too burdensome for some local teams and not all teams have 
been participating.  As a result, there is not consistent way that data is being captured regarding 
the reviews at the local level.  Therefore, the staff from the Department of Public Health 
developed a simple data collection tool that captures demographics, cause of death and any 
recommendations made to be used for every review. 
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The current state team composition is listed in Appendix D.  
 
Despite some successes, the State Team continued to struggle with implementation of an 
unfunded mandate.  The team weathered changes in leadership and loss of key staff and was able 
to cobble together sufficient funding to support minimal training.  However, without a dedicated 
coordinator, progress on established goals is slow as it depends upon state team members taking 
their time away from other job responsibilities to support the work of child death review. 
 
A last note:  At the beginning of 2007, the State Team and the Department of Public Health lost 
the long time champion on leader for child fatality review efforts in Massachusetts, Janet 
Berkenfield, to a sudden stroke.  Janet coordinated statewide conferences on Child Fatality 
Review, served on the Bristol County Child Fatality Team, authored several annual reports, 
developed a widely distributed educational brochure on Safe Sleep, and was instrumental in the 
preliminary development of state and local team protocols. The work of child fatality review in 
Massachusetts was seriously hampered by Janet’s loss and the team continues to rebuild. 
 
Local Team Activity  
 
Local teams continued to meet in 2006, 2007 and 2008.  Four Local Teams submitted written 
reports to the State Team regarding their activities (see tables below).  Detailed information 
regarding meetings and activities is not available for seven of the Local Teams.  One Local Team 
did not meet during the 2006-2008 period.  The other six local teams were active, but reports of 
the Local Team meetings were not sent to the State Team.  The reasons for this lack of 
information vary.  Some of the Offices of the District Attorneys have changed leadership and 
personnel since 2006.  In some offices, reports from 2006 cannot be located.  The economy’s 
downturn in 2008 led to employee lay-offs at both the state and local levels, which impacted 
staff resources.  The continued lack of any appropriation for the Child Fatality Review Program 
has, since the program’s creation in 2000, challenged the development of both Local and State 
Teams.   
 
The State Team assumes responsibility for the delay in gathering the information from the Local 
Teams and the lack of a systemic data collection system.  The need for this work was recognized 
and began in 2006, with efforts to improve data collection through the use of a web-based data 
collection system consistent with national practices.  However, several Local Teams do not use 
this web-based system. Therefore, in August 2008, the State Team began collecting basic 
information on all cases reviewed by the Local Teams. These data will be available for future 
reports.  
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Cape and Islands Child Fatality Review Team   
(Barnstable, Dukes & Nantucket Counties)   
 
2006 – 2008 Cape and Island Team Activities: 
 2006 2007 2008 

Number of child deaths 12 17 17 

Number of team meetings  1 3 1 

Number of cases reviewed* 13 15 17 

Ages of cases reviewed:    
< 1 year 9 10 10 

1-4 years 1 0 2 
5-9 years 0 0 0 

10-14 years 0 2 1 
15-17 years 3 3 4 

 
Cape and Islands Team Composition 2006-2008: 
 

Mandated Agency Active 
Participants 

Mandated Agency Active 
Participants 

District Attorney’s Office 2 State Police 1 
Medical Examiner 1 Local Police 1 
Dept. of Children and Families 1 Pediatrician 1 
Dept. of Public Health 1 Judge 1 
SIDS Center 1 Others:   0 

    
Cape and Islands Case Selection Criteria:   
 
The team reviews all resident deaths that occur within the district.  All non-investigated child 
deaths and premature infants will be noted and listed but not reviewed. 
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Hampden County Child Fatality Review Team 
 
2006-2008 Hampden Team Activities 
 
 2006 2007 2008 

Number of child deaths 63 60 59 

Number of team meetings  10 8 11 

Number of cases reviewed 28 23 31 

Ages of cases reviewed:    
< 1 year 13 11 12 

1-4 years 2 4 5 
5-9 years 1 0 2 

10-14 years 3 2 7 
15-17 years 9 6 5 

 
Hampden Team Composition: 
 

Mandated 
Agency 

Active 
Participants 

Mandated Agency Active 
Participants 

District 
Attorney’s 
Office 

2 State Police 1 

Medical 
Examiner 

2 Local Police 2 

Dept. of 
Children and 
Families 

1 Pediatrician 1 

Dept. of 
Public 
Health 

2 Judge 1 

SIDS Center 1 Others:  Data Collector (DA’s Office); Family 
Advocacy Center Social Worker, Emergency 
Department Social Worker and Pediatric Trauma 
Coordinator, Baystate Med. Ctr; Ass’t. Director, 
Western Mass. EMS; Director, Springfield Dept. of 
Health and Human Services; Executive Director, Dept. 
Youth Services; Clinician, Child Guidance Clinic; 
Forensic Interviewer, Hampden County DA’s Office; 
Regional Manager, DPH Bureau of Substance Abuse 
Services 

9 
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Hampden Case Selection Criteria:   
 
The team reviews any case involving a child under 18 (including prematurity where the fetus is 
viable) that was a resident of Hampden County and whose death occurred in Hampden County, 
unless there is a specific reason that warrants review of the case. Cases are received either by 
referral from the Family Protection Unit, a death certificate received from the Office of the Chief 
Medical Examiner, or both. Cases are categorized into 3 broad categories: for Review, For 
Prosecution or No Review.  
 Cases which are pending prosecution are deferred until prosecution is complete.  
 Cases are selected monthly from the master list for review by the Team Coordinator/Chair. 

Every effort is made to group cases of similar cause of death together to better develop 
recommendations 
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Norfolk County Child Fatality Review Team 
 
2006-2008 Norfolk Team Activities 
 
 2006 2007 2008 

Number of child deaths 36 54 40 

Number of team meetings  4 3 4 

Number of cases reviewed 26 27 34 

Ages of cases reviewed:    
< 1 year 16 14 24 

1-4 years 2 4 3 
5-9 years 4 2 2 

10-14 years 2 2 1 
15-17 years 2 5 4 

 
Norfolk Team Composition: 
 

Mandated Agency Active 
Participants 

Mandated Agency Active 
Participants 

District Attorney’s Office 3 State Police 1 
Medical Examiner 1 Local Police 0 
Dept. of Children and Families 1 Pediatrician 4 
Dept. of Public Health 1 Judge 1 
SIDS Center 1 Other:   0 

 
Norfolk Case Selection Criteria:   
 
All resident deaths occurring within the county and residents whose deaths occurred elsewhere. 
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Suffolk Child Fatality Review Team 
 
2006-2008 Suffolk Team Activities 
 2006 2007 2008 

Number of child deaths 77 83 99 

Number of team meetings  10 10 11 

Number of cases reviewed 18 17 17 

Ages of cases reviewed:    
< 1 year 7 10 7 

1-4 years 5 1 4 
5-9 years 0 1 1 

10-14 years
6* 

3 2 
15-17 years 2 3 

 
*indicates total number reviewed in the 10-17 year age group.  
 
Suffolk Team Composition: 
 

Mandated Agency Active 
Participants 

Mandated Agency Active 
Participants 

District Attorney’s Office 1 State Police 0 
Medical Examiner 1 Local Police 0 
Dept. of Children and Families 3 Pediatrician 1-2 
Dept. of Public Health 1-2 Judge 1 
SIDS Center 1 Others including Ad Hoc 

Members 
9-10 

 
Suffolk Case Selection Criteria:   
 
All Suffolk County resident deaths due to: 
 Homicides, suicides, unintentional injuries, sudden or unexpected deaths, including SIDS, 

some medical deaths, and all deaths resulting from abuse and/or violence. 
Non-resident deaths if the death is related to an incident or event which occurred in Suffolk 
County (i.e. abuse, automobile incident) and decedent’s District agrees Suffolk would best 
handle the review.  
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V. Recommendations from Local Teams – 2006-2008 
 
From 2006-2008, Local Teams sent many recommendations to the State Team based on their 
ongoing review of child deaths in their districts. These are detailed in Table 16.   
 
Table 16.  Recommendations Submitted by Local Teams  
 

Recommendations 2006-2008 Team Submitting 

 That the Department of Public Health Bureau of Substance 
Abuse Services expands its media campaign on substance abuse, 
which currently focuses primarily on eastern, include the central 
and western regions and rural areas with more intensity. And that 
the campaign specifically includes information about the dangers 
of drug interactions 

 Hampden 

Substance abuse prevention efforts need to be tailored to the 
needs and strengths of each community, therefore we request 
that the Department of Public Health Bureau of Substance Abuse 
Services provide grant support and technical assistance for 
community –based coalitions to build comprehensive and 
strategic action planning for implementation of prevention and 
intervention efforts, particularly in targeted high risk 
communities across the state. 

 Hampden 
 

 That the Department of Public Health Bureau of Substance 
Abuse Services distributes a fact sheet to schools, courts, 
probation departments and other interested agencies regarding 
access to substance abuse treatment, to make referral to 
appropriate services more efficient.  

 Hampden 

Substance abuse prevention needs to be provided within schools 
using a science-based curriculum that is implemented with 
integrity and routinely throughout the course of a child’s 
education. The Department of Education, the State Legislature 
and the Department of Public Health Bureau of Substance Abuse 
Services should collaborate to develop the steps for this to occur. 

 Hampden 

That the Department of Education prioritize training in the area 
of substance abuse and that the Department of Public Health 
Bureau of Substance Abuse Services collaborate with the 
Department of Education to provide an annual in-service training 
for school personnel on the issues of youth and substance abuse, 
including drug facts, and drug abuse prevention, intervention, 
and local treatment resources. 

 Hampden 

That the legislature reviews all of the laws and regulations 
related to all terrain vehicles as these vehicles themselves have 
changed in size and power.  

 Hampden 

 That there be a statewide study to assist the legislature in 
understanding the extent of recreational vehicles and the injuries 
associated with them, including the injuries; the impact on the 
environment, including air, safety, carrying capacity of the state, 

 Hampden 
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and the availability of land.  

That the registration fee for all terrain vehicles be reduced. This 
will assist the state in the future by allowing them to better 
appreciate the impact of these vehicles on our environment as 
well as public safety.  

 Hampden 

 That the Massachusetts Department of Highways place jersey 
barriers to block the entrance to a remote area of Southwick 
Street and Feeding Hills Road in the town of Southwick, in order 
to control teens from congregating there to drink.  

 Hampden 

That the Department of Public Health Bureau of Substance 
Abuse Services work with the Department of Social Services to 
develop a policy and finalize disclosure forms to allow them to 
notify the Department of Social Services of termination from a 
treatment program when treatment is a condition of their service 
plan.  

 Hampden 

That the Department of Social Services and the Department of 
Public Health Substance Abuse Services work locally and 
perhaps statewide to hold joint trainings or forums and to explore 
how they can work more closely together to assure that treatment 
plans are complied with and children are not at risk due to 
parental substance abuse. This recommendation will be sent to 
the regional director of the Department of Social Services.  

 Hampden 

 That the Department of Public Health Bureau of Substance 
Abuse educate school counselors about how to refer a case for 
drug services and educate them about the new centralized 
statewide intake in place.  

 Hampden 

 That the State Team work with the Department of Public 
Health’s Bureau of Substance Abuse Services to sponsor a 
statewide or regional conference targeting school personnel, 
educating about the extent of substance abuse among school-
aged children and outlining successful prevention and 
intervention methods, as well as access to treatment programs 
(e.g. like the suicide prevention conference).  

 Hampden 

That the Hampden County Child Fatality Team work locally to 
see funding to sponsor a local conference on substance abuse for 
school personnel.  

 Hampden 

All primary care providers should routinely screen for 
psychosocial factors, such as post partum depression and 
domestic violence 

 Suffolk 

Interagency coordination should be improved between the time a 
DSS investigation occurs and the hearing. Police investigators 
and MDs should testify at hearings 

 Essex 

Enhance broad-based screening for domestic violence and public 
education on domestic violence. 

 Middlesex,  
Suffolk 

A medical evaluation of children who are home-schooled should 
be conducted annually or with the same frequency as required by 
public schools. 

 Suffolk 
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That there be a positive Statewide media campaign about the 
Department of Social Services and how they help families.  

 Hampden 

The resources for children across the state both on a state level 
(DSS, DYS) and private level are unfairly distributed. The State 
needs to undertake an effort to assess the needs of children 
across the state and equalize resources.  

 Hampden 

That locally we target April as a time to raise awareness through 
the media about how we can protect our children.  

 Hampden 

To locally assess the capacity of the Department of Social 
Services to train all types of mandated reporters focusing on the 
positive aspects of what DSS can do for families.  

 Hampden 

That the Department of Social Services work to encourage and 
strengthen communication between and amongst workers around 
critical junctures of the case including case transfer.  

 Hampden 

The Team recommends that the Western Massachusetts Regional 
Director of the Department of Social Services remind the local 
offices of the need to inform interested parties including schools 
and courts when there is a change of worker or foster care home, 
pursuant to their policy. The Western Massachusetts Regional 
Director concurred and will take the appropriate steps.  

 Hampden 

That a yearly medical evaluation be part of home schooling 
requirements or at least at the same frequency as the public 
school.  

 Hampden 

A local survey to determine whether area 911 Dispatch Centers 
provide Emergency Medical Dispatch instructions to all EMS 
callers either through the Primary Service Answering Point or 
through an established agreement with the designated EMS 
provider for the community in which the call is originating.  

 Hampden 

That the State Team undertake a letter campaign to remind all 
doctors and medical personnel of the federal mandate requiring 
the use of language interpreter services, as well as the benefits of 
using neutral professionals.  

 Hampden 

That medical offices and medical providers post the right and 
availability of language interpreters within a medical setting.  

 Hampden 

To pull together leaders from every field involved in prenatal, 
and infant care to discuss what materials are available, what if 
any additional materials are needed, what the obstacles to the 
education of the public are, and how to disseminate the 
information effectively in order to reduce infant deaths as a 
result of unsafe sleep environments.  

 Hampden 

To the State Team to track the number of infants who die in car 
seats and carriers and to investigate under what circumstances 
the car seat poses a danger.  

 Hampden, Middlesex 

We support the Medical Examiners in their efforts to specifically 
identify contributing factors in infant death including bed 
sharing, positional asphyxia and SIDS risks in the autopsy 
reports when appropriate and recommend that all Police be 

 Hampden 
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encouraged and trained to supply the necessary full investigation 
of these cases to allow Medical Examiners to identify the 
contributing factors.  
That our Team invite a local panel of experts regarding infant 
care to review the resources currently distributed in the county 
regarding Sudden Unexpected Infant Death, bed sharing, etc., in 
order to discuss our local problem regarding infant fatalities and 
how we can address the issue of Sudden Unexpected Infant 
Death. 

 Hampden 

Members of the local team are researching current EEC 
regulations for daycare providers in regards to transportation. 
Further recommendations may be made dependent upon the 
review of the regulations.  

 Suffolk 

The Team believes that the review of this case would have 
greatly benefitted from a more thorough scene investigation into 
the motives and circumstances of the incident. The team is aware 
that current initiatives for infant death scene investigation 
protocols are underway and suggests that they could possibly be 
expanded to include all child deaths of questionable motive or 
circumstance, if this hasn’t already been done. The Team also 
suggests consideration of a parent and/or provider education 
initiative about the “choking game”. 

 Suffolk 

The Team recommends a Public Service Announcement on fire 
and electrical safety. The Team suggests that the PSA be 
released to coincide with seasonal changes when there is an 
increased use in heating or cooling devices such as air 
conditioners and space heaters. The PSA could include 
information on the proper usage of appliances as it relates to 
preventing electrical fires, as well as basic safety tips in case of a 
fire.  

 Suffolk 

Echoing previous recommendations on infant death scene 
investigation, the team believes that the review of this case 
would have benefited a more thorough scene investigation into 
the circumstances of the incident.  The team is aware that current 
initiatives for death scene investigation protocols and teams form 
the ME’s office to respond to death scenes are underway and 
suggests that they could possibly be expanded to include all child 
deaths of questionable motive or circumstance, if this hasn’t 
already been done. 

 Suffolk 

The team recommends that a body more capable of identifying 
such medically complex cases (such as the State CFRT or the 
Medical Examiner’s Office. Advise local teams as to which 
cases fall in this category and should be subsequently reviewed.  
Alternately, a sub-committee could be appointed to identify and 
review these cases, and compare statewide data (some members 
of the Suffolk Team have expressed interest in participating in 
such a committee should the opportunity arise.) 

 Suffolk 
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The team recommends that the State Team or a subcommittee 
consider a systemic reexamination of violence prevention 
funding beyond law enforcement when considering measures 
and plans of action to reduce risky behaviors in adolescents.  The 
team recommends that this reexamination especially consider 
funding sources that currently do not allow the mention of gun 
control.  The team also recommends that the CFRT’s support 
collaboration efforts and programs between community and 
governmental agencies to work with children and communities at 
risk. 

 Suffolk 

The team continues to support the Safe Sleep educational 
campaign efforts, with emphasis on proper sleep environments.  
Suffolk County CFRT commemorates the efforts of a new 
homicide detective for providing a very detailed report for one of 
the above cases, which allowed the team to agree on the cause of 
death make appropriate recommendations.  The team supports 
the current initiative by the ME’s Office to have investigators 
respond to infant/child death scenes.  The team recommends that 
State and Local teams collect information which local hospitals 
provide to pregnant women and families before discharge to 
ensure the parents receive correct information regarding safe 
sleep practices and general child care. 

 Suffolk 

 The team recommends a greater outreach effort to individuals 
personally involved and/or associated with violent crimes.  The 
Suffolk County CFRT supports the efforts of Boston Public 
Health Committee, Community Response groups, and Boston 
Public School Response in their labors to work with victims, 
families and friends of those affected by violence.  Suffolk 
County would like the State Team or subcommittee to create a 
systematic response to individuals affected by violent crimes.  A 
review of current policies on gun control is also recommended.  
The team supports a push for stricter gun control laws, 
particularly handguns.  Teaching or providing alternative dispute 
resolution, whether in school or by community police, to youth 
providing them with alternatives to violence. 

 Suffolk 

Greater outreach at area shelters to provide appropriate referrals 
to pregnant women.  Shelters should increase the amount of 
informational material regarding treatment facilities, as well as 
educational information on pregnancy and substance abuse. 

 Suffolk 

Providers of Prenatal care should always discuss treatment 
option with mother and indicate in mother’s medical records that 
treatment referrals/recommendations have been made. 

 Suffolk 

Providers of women who refuse to seek treatment should, in 
appropriate circumstances, consider Civil Commitments (MGL 
Chapter 123, Section 35) for the health and safety of mother and 
child.  When commitment is pursued, the courts should seek 
treatment facilities which are capable of effectively addressing 

 Suffolk 
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pregnancy and substance abuse.  In addition to pregnancy and 
substance abuse, the woman’s mental health history and current 
mental status should be considered when considering placement. 
Increased outreach, post incident, to individuals personally 
involved or associated with violent crimes. 

 Suffolk 

Continued support of Boston Public Health Commission, 
community response groups.  Boston Public Schools and others 
in their efforts to work with victims, families and friends of those 
affected by violence. 

 Suffolk 

Continued efforts to teach or provide youth with alternative 
dispute resolution options, whether in school by community 
police or other providers. 

 Suffolk 

The Team reiterates its recommendation regarding the adoption 
of a statewide, standardized protocol for death scene 
investigation in sudden, unexplained infant deaths.   

 Suffolk 

The Team recommends that providers take every contact with 
child and parent as an opportunity to discuss safe sleep 
environments. 

 Suffolk 

Caretakers should also be reminded that, when traveling, to bring 
or secure a safe sleep environment at the destination for the 
child. 

 Suffolk 

A standard statewide enforcement of MGL Chapter 90, Section 
13A.  The team believes that if this child had been wearing a 
seatbelt, he may have survived this accident. 

 Suffolk 

The Department of Public Safety and Security’s Highway Safety 
Division initiate a “Look Out Teens!*” or “Buckle Up Teens*” 
annual contest.  This program will encourage high school youth 
to educate peers on seatbelt safety and avoid risky behavior 
while driving. 

 Suffolk 

Continued support for the EPOSS-HSD’s “click it or ticket” 
campaign. 

 Suffolk 

The team determined that the child was a “high risk” individual 
who was involved with and seeking care from multiple public 
agencies.  The team believes that had a system or network of 
sharing information been in place, service providers may have 
had a more complete “picture” of the risk factors impacting this 
child and may have been able to positively affect this child 
earlier and better provide him and his family with needed 
services.   

 Suffolk 

Amend codes to require child resistant safety screens or window 
guards in homes with children. 

 Middlesex 

Consider letter to pediatricians regarding extended use of car 
seats. 

 Middlesex 

Fire alarms should be periodically inspected; difficult to shut off; 
There should be separate breakers for alarms, they should be 
hard-wired. 

 Essex 
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That DPH provide statistics and education resources on 
premature deaths of infants, backover accidents with young 
children and the “Choking Game” to better inform the local 
teams.  

 Essex 

Enact a law that would require home safety audits and the home 
inspection of pools. 

 Middlesex 

Public education regarding child drowning prevention, including 
a friendly fact sheet on 780CMR 120 m swimming pools, spas, 
hot tubs with clarification on state vs. town regulation and 
education of youth and families regarding the dangers of ice 
covering bodies of water 

 Essex 

Enact a law requiring the purchase of a helmet with the purchase 
of a bicycle 

 Middlesex 

Public education/awareness campaigns regarding the seriousness 
of any mention of suicidal thoughts or actions, and the need to 
report such incidents/more suicide prevention education.  

 Essex 

Mental health services are inadequate and should be addressed.  Essex 

ATV issues: local bylaws, implement public awareness 
campaign, age limits.  

 Middlesex.  

That EMS providers be required to update training in pediatric 
issues periodically as a condition of recertification.  

 Hampden 

For the State Team to assure through legislation that all lighters 
sold in Massachusetts be required to be child safe.  

 Hampden 

For the State Team to educate legislators about the dangers of 
unsafe lighters and encourage them to get bad lighters off the 
market/street.  

 Hampden 

For the State Team to suggest that legislators work with the 
Massachusetts Medical Commission to review and make 
additional recommendations regarding the nature of medical 
screenings prior to sport participation.  

 Hampden 

 The State Team should compile anecdotal and statistical 
information related to whether helmets and safety training 
programs are effective in injury prevention. 

 Hampden 

The State Team should identify an agency who can work with 
the insurance companies to identify prevention methods that are 
effective and get them to support the passage of legislation 
requiring helmets or other safety training program or provide 
insurance rate reduction as incentive to purchase safety 
equipment.  

 Hampden 

The State through the Department of Public Health and other 
relevant agencies needs to equalize the grant money throughout 
the state, by giving sufficient advance notice of grants and 
technical grant writing assistance to those interested in applying.  

 Hampden 

That the State review the income guidelines for families to 
receive fuel assistance and other basic living needs assistance in 
order to include the working poor population, and prevent 

 Hampden 
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families from heating their homes in an unsafe manner especially 
during this unsettled economic atmosphere.  
That DPH conduct a regional assessment to determine if there 
are regional differences and disparities regarding access to 
adequate care and other support services including: 
transportation, palliative medical, therapeutic, psychological and 
financial.  

 Hampden 

That all hospitals have a booklet which lists all local resources 
available to families who have children suffering from a 
catastrophic illness.  

 Hampden 

That all families with children who suffer from catastrophic 
illness be given information about the support resources 
available to assist them including transportation, palliative 
medical, therapeutic, psychological and financial.  

 Hampden 

That as a local team, we marshal a list of resources and review 
the list in order to compile into a booklet and make accessible to 
local hospitals with a recommendation that it be distributed to 
families who have children with catastrophic illness.  

 Hampden 

The Team reiterates its recommendation regarding the adoption 
of a statewide, standardized protocol for the death scene 
investigation in sudden, unexplained infant deaths.  Since its 
inception, the Team has reviewed a number of sudden, 
unexplained infant death cases in which lack of an adequate 
death scene investigation resulted in concern about the validity 
of the recorded cause of death.  The death scene investigations in 
these death scenes have varied. Because medical examiners often 
must rely on death scene investigations to differentiate deaths 
from natural causes (such as Sudden Infant Death Syndrome 
(SIDS), from accidental deaths (such as inadvertent 
asphyxiation), from deaths from foul play (such as deliberate 
smothering), and because, by definition, SIDS cannot be 
recorded as the cause of death unless other causes are ruled out, 
the quality of such investigations is crucial. 

 Suffolk 

The Team also recommends an increase of Civilian Investigators 
through the Medical Examiners Office and/or the Department of 
Public Health.  We believe that civilian investigators from these 
two offices would be better equipped to conduct adequate child 
death scene investigations.  In addition, the team recommends a 
mandatory Carbon Monoxide test performed where gas is the 
primary heat source of the home where baby was found.  
Immediate testing of CO2 poisoning would provide the Medical 
Examiners Office with critical information in declaring office 
cause of death. 

 Suffolk 

The local CFRT recommends continued support for “Train the 
Trainer” a program which educates medical personnel, childbirth 
educators, nurse midwives and childcare providers on SIDS risk 
reduction and safe sleeping environments, newborn screening 

 Suffolk 



 

 47   

and safety, and infant mortality issues. 

No 24 hours child care located in a licensed home with only one 
license provider. 

 Suffolk 

Random day care inspections from the Department of Early 
Education and Care (EEC) of licensed persons with prior EEC 
violations to ensure the safety of children within their care. 

 Suffolk 

An increase of Civilian Investigators from Public Health or 
OCME.  This would help to ensure valuable information related 
to child fatality is collected at the scene at the time of the 
incident. 

 Suffolk 

 The Suffolk Team recommends a legislative change which 
would allow hospitals to share information relating to genetic 
diseases which have caused prior deaths in the family at the time 
of birth of a new child.  The team believes that if more medical 
tests were done this child’s illness may have been detected and 
possibly treated. 

 Suffolk 

The Team recommends the adoption of a statewide, standardized 
protocol for death scene investigation in unattended traumatic 
near death cases.  This case lacked an adequate death scene 
investigation, which has resulted in concern about the validity of 
the recorded cause of death.  The responding police unit was 
unaware that this child died until informed by this team.  Since 
this child was resuscitated and alive when officers assisted in 
getting child to the hospital a scene investigation was not done.  
Because medical examiners often must rely on death scene 
investigations to differentiate deaths, a thorough investigation 
should have been conducted after child was transported to the 
hospital. 

 Suffolk 

The Team recommends the creation of an unattended traumatic 
death or near death checklist be created to assist Police Offices 
and Emergency Department Staff collect relevant data crucial to 
determining the intent of the individual. 

 Suffolk 

The Team recommends increasing crisis training specific to 
unattended traumatic near death or suicide cases.  Teachers and 
parents should be provided with training and information on how 
to recognize warning signs which are often associated with 
suicide or the warning signs children are involved in the 
“choking game”.  These measures should be proactive not only 
reactive and continually ongoing. 

 Suffolk 

The Team commends the support given by staff at MGH to this 
family.  We recommend additional support to grieving children, 
families and friends who lose a loved one to suicide. 

 Suffolk 

The Suffolk County CFRT recommends that the victim’s friends 
who witnessed the attached receive grief counseling. 

 Suffolk 

The Suffolk CFRT recommends that the State Team or a 
subcommittee consider a systemic reexamination of violence 
prevention funding beyond law enforcement when considering 

 Suffolk 
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measures and plans of action to reduce risky behaviors in 
adolescents.  The team also recommends that CFRTs support 
collaboration efforts and programs between community and 
government agencies to work with children and communities at 
risk.  In addition, the CFRTs )(State and Local) bring attention to 
the youth homicide and violence issues and advocate that 
violence prevention activities and efforts include public health 
organizations, school systems, community leaders, etc. and not 
necessarily just law enforcement efforts.      
The Team also recommends an increase in Youth Outreach, by 
increasing the amount of street works in Boston’s youth violence 
“hot spots”.  The Team believes more education within schools 
and communities regarding youth violence and de-escalation. 

 Suffolk 

 The Team recommends an increase of advocates in hospitals to 
assist women and families who may be suffering from domestic 
violence. 

 Suffolk 

The Team recommends increased D.S.S. reporting training for 
medical personnel.  The Team recommends when medical 
professionals learn information which would reasonable raise 
concerns for safety a follow-up appointment be made to acquire 
more information and offer appropriate services or referrals.   

 Suffolk 

The Team recommends that DCF provide outreach to area Teen 
Living Programs on when to file a 51A and services which are 
available to DCF clients. 

 Suffolk 

The Team recommends that Children’s Hospital makes referrals 
to “Healthy Baby, Healthy Child when hospital Social Worker is 
aware that a child has specific medicals needs and the family 
frequently relocates. 

 Suffolk 

The Team recommends that DTA housing appliances and 
utilities be in working order prior to placement.  We recommend 
that DTA provides cribs to families placed in DTA approved 
housing and that DTA become familiar with safe sleep practices. 

 Suffolk 

The Team recommends that  health care providers include “nuts” 
to be hazardous for children under the age of 2.  Suffolk County 
CFRT acknowledges that parents must pass this information 
along to individuals watching their child(ren). 

 Suffolk 

The Team recommends an increase in home safety outreach to 
be conducted by Boston Public Schools, Boston Public Health 
Commission, MA Department of Public Health and the 
Department of Children and Families.  Headed by the Boston 
Public Health Commission, information regarding home heating 
safety was gathered from the above mentioned agencies and used 
by BPHC in a local outreach effort.  Suffolk County 
recommends that fire safety be briefly taught in Boston Public 
School in every grade due to the number of new students BPS 
welcomes each year. 

 Suffolk 

The Team recommends a greater outreach by utility companies  Suffolk 
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on available fuel assistance programs.  The Team supports an 
increase to the city of Boston’s Food and Fuel program. 
The Team supports a continued safe sleep outreach by ED staff, 
family physicians and other healthcare providers.  The Team 
maintains its prior recommendation for a more thorough death 
scene investigation of infant fatalities.  

 Suffolk 

The Team recommends that a multidisciplinary response for an 
adolescent sexual assault victim should be: culturally competent; 
adolescent friendly; provide appropriate follow-up; focus on how 
to help the adolescent victim, not only family wants/needs and 
utilize the SANE protocol.  

 Suffolk 

The Team recommends a “High Risk Watch System”, or a 
system which flags high-risk individuals who are involved with 
multiple agencies, such as Department of Children and Families, 
District Attorney’s Offices and hospitals. 

 Suffolk 

 
  
VI. Summary of Accomplishments and Challenges in 2006, 2007 and 2008  
 
Although not all teams formally submitted recommendations to the State Team, based on the 
surveys of activity completed by the local coordinators, many of the teams provided training, 
discussed issues and made local recommendations based on their case reviews.   
 
Notable local team accomplishments included: 
Hampden County’s Child Fatality Review Team influenced the programming for the annual 
Victims’ Rights Conference, which included workshops on sudden unexpected infant deaths, 
youth substance use, and teen dating violence. Also, from Hampden, staff from the Springfield 
School Department presented to the team a summary of findings on substance abuse within the 
Springfield School System, and the Team, through the co-sponsorship of the Hampden County 
District Attorney’s Office and the Baystate Health Continuing Education Department sponsored 
a substance abuse prevention conference marketed to all schools in the county and relevant 
professionals.  Staff from the Western Massachusetts Center for Healthy Communities presented 
to the Team on substance abuse programs and local needs.  
 
The Hampden County Child Fatality Review Team made a local recommendation to the 
Massachusetts Highway Department regarding closing off an area which was frequented by 
youth and used as a drinking/substance use location. Jersey barriers were placed which limited 
access to the area, therefore eliminating a place for teens to congregate and consume alcohol 
beverages and substances.  
 
The Hampden County local recommendations influenced the programming for the 2007 Annual 
Victims” Rights Conference entitled “Protecting Our Children in the Age of Sex, Drugs and 
Cyberspace” which included several workshops. The Team also provided training on substance 
use in youth. Also, a Parent Educator from Baystate Medical Center presented to the Team on 
the educational tools the hospital provides to new mothers as well as how to access resources.  
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The Hampden County local recommendations influenced the 2008 Annual Victims’ Rights 
Conference entitled “Reclaiming Our Streets: Finding Strategies to Combat Gang Violence” 
which included several workshops. Hampden County Team members participated in a local 
radio show to educated the audience on the dangers of motor vehicles, safety methods, and risks 
to children.  
 
Suffolk County was able to secure grant funding for its Child Fatality Review Team Coordinator 
position. The Coordinator planned the May 2007 and October 2008 Statewide Child Fatality 
Review Conference, held in Shrewsbury, MA. The Suffolk County Team received training on 
the effects of maternal cocaine during pregnancy. The Team also received training specific to 
adolescent suicide and self-harm in Massachusetts.   
 
Challenges: 
Funding and time were reported to be the primary barriers reported by local teams. Despite many 
dedicated members who contribute their time and expertise to the review of cases, local teams 
struggle with the demands of preparing cases for review as well as maintaining and tracking all 
of the cases received for review, and reporting the team’s activities.  
 
Teams also mentioned that the lack of statewide protocols and especially cited the lack of an 
appropriate protocol for the review of extreme prematurity deaths as a barrier they faced.  
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Appendix A: Massachusetts Local and State Child Fatality Review Teams6  
 

 
District 

 
District Attorney’s Office/Contact Information 

 
 
 

Berkshire 

David Capeless 
Berkshire County District Attorney’s Office 

7 North Street, P. O. Box 1969 
Pittsfield, MA  01201 

Main Phone:  (413) 443-5951 
Contact:  David Capeless 

 

 
 
 

Bristol 

C. Samuel Sutter 
Bristol County District Attorney’s Office 

888 Purchase Street 
New Bedford, MA  02740 

Main Phone:  (508) 997-0711 
Contact:  Cynthia Brackett 

 

 
 

Cape & Islands 
 

(Barnstable, Dukes, 
and Nantucket 

counties) 

Michael O’Keefe 
Cape & Islands District Attorney’s Office 

3231 Main Street 
Barnstable, MA  02630 

Main Phone:  (508) 362-8113 
Contact:  Brian Glenny 

 

 
 

Essex 

Jonathan W. Blodgett 
Essex County District Attorney’s Office 

Ten Federal Street 
Salem, MA  01970 

Main Phone:  (978) 745-6610 
Contact:  Pat Snyder-Matthews 

 

 
 
 

Hampden 

William M. Bennett 
Hampden County District Attorney’s Office 

50 State Street 
Springfield, MA  01103 

Main Phone:  (413) 747-1000 
Contact:  Maria Rodriguez 

 

 
 
 

Middlesex 

Gerald T. Leone, Jr. 
Middlesex County District Attorney’s Office 

Middlesex Superior Courthouse 
15 Commonwealth Avenue 

Woburn, MA   01801 
Main Phone:  (781) 897-8300  

Contact:  Jenniffer O’Neil, Erika-Lee Willey 
 

 

                                                      
6 These listings were gathered in October 2010 and are not specific to calendar years 2006, 
2007, and 2008. 
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District 

 
District Attorney’s Office/Contact Information 

 
 
 

Norfolk 

William R. Keating 
Norfolk County District Attorney’s Office 

45 Shawmut Road 
Canton, MA  02021 

Main Phone:  (781) 830-4800 
Contact:  Michele Armour 

 

 
 

Northwestern 
 

(Franklin and 
Hampshire Counties) 

Elizabeth D. Scheibel 
Northwestern District Attorney’s Office 

1 Gleason Plaza 
Northampton, MA  01060 

Main Phone:  (413) 586-9225 
Priscilla Marion 

 
 
 

Plymouth 

Timothy J. Cruz 
Plymouth County District Attorney’s Office 

32 Belmont Street 
Post Office Box 1665 
Brockton, MA  02303 

Main Phone:  (508) 584-8120 
Contact:  Maureen Sullivan 

 

 
 
 

Suffolk 

Daniel F. Conley 
Suffolk County District Attorney’s Office 

1 Bulfinch Place 
Boston, MA  02114 

Main Phone:  (617) 619-4000 
Contact: Susan Goldfarb 

 

 
 
 

     Worcester 

Joseph D. Early, Jr. 
Worcester County District Attorney’s Office 

225 Main Street, Room G-301 
Worcester, MA  01608 

Main Phone:  (508) 755-8601 
Contact:  Maura McCarthy, Kimberly Henrickson 

 

 
 

Team Office of the Chief Medical Examiner/Contact Information 

 
 
 

State Team 

Henry Nields, MD, PhD 
Office of the Chief Medical Examiner 

720 Albany St. 
Boston, MA  02118 

Main Phone:  (617) 267-6767 
Contact: Lisa Riccobene 

Deborah Mendoza 

 



 

 53   

Appendix B: Child Fatality Review Legislation – Reflecting Amendment in 2008    
 
Chapter 38: Section 2A. State and local multidisciplinary child fatality review teams 

  Section 2A. (a) As used in this section, the following words shall have the following meanings:- 

  "Child'', a person under the age of 18. 

  "Fatality'', any death of a child. 

  "Local team'', a local child fatality review team established pursuant to subsection (c). 

  "Near fatality'', an act that, as certified by a physician, places a child in serious or critical 
condition. 

  "State team'', the state fatality review team established by subsection (b). 

  "Team'', the state or a local team. 

  (b) There shall be a state child fatality review team within the office of the chief medical 
examiner. Notwithstanding section 172 of chapter 6, members of the state team shall be subject 
to criminal offender record checks to be conducted by the colonel of the state police, on behalf of 
the chief medical examiner. All members shall serve without compensation for their duties 
associated with membership on the state team. 

  The state team shall consist of at least the following members:- the chief medical examiner, 
who shall chair the state team; the attorney general or a designee; the commissioner of children 
and families or a designee; the commissioner of public health or a designee; the commissioner of 
elementary and secondary education or a designee; a representative selected by the 
Massachusetts District Attorneys Association; the colonel of the state police or a designee; the 
commissioner of mental health or a designee; the commissioner of developmental services or a 
designee; the director of the Massachusetts center for sudden infant death syndrome, located at 
the Boston Medical Center, or a designee; the commissioner of youth services or a designee; a 
representative selected by the Massachusetts chapter of the American Academy of Pediatrics 
who has experience in diagnosing or treating child abuse and neglect; a representative selected 
by the Massachusetts Hospital Association; the chief justice of the juvenile division of the trial 
court or a designee; the president of the Massachusetts Chiefs of Police Association Incorporated 
or a designee; the child advocate appointed under section 3 of chapter 18C or a designee; and 
any other person, selected by the chair or by majority vote of the members of the state team, with 
expertise or information relevant to an individual case. 

  The purpose of the state team shall be to decrease the incidence of preventable child fatalities 
and near fatalities by: (i) developing an understanding of the causes and incidence of child 
fatalities and near fatalities; and (ii) advising the governor, the general court and the public by 
recommending changes in law, policy and practice that will prevent child fatalities and near 
fatalities. 
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  To achieve its purpose, the state team shall: 

  (i) develop model investigative and data collection protocols for local teams; 

  (ii) provide information to local teams and law enforcement agencies for the purpose of the 
protection of children; 

  (iii) provide training and written materials to local teams to assist them in carrying out their 
duties; 

  (iv) review reports from local teams; 

  (v) study the incidence and causes of child fatalities and near fatalities in the commonwealth; 

  (vi) analyze community, public and private agency involvement with the children and their 
families prior to and subsequent to fatalities or near fatalities; 

  (vii) develop a protocol for the collection of data regarding fatalities and near fatalities and 
provide training to local teams on the protocol; 

  (viii) develop and implement rules and procedures necessary for its own operation; and 

  (ix) provide the governor, the general court and the public with annual written reports, subject 
to confidentiality restrictions, which shall include, but not be limited to, the state team's findings 
and recommendations. 

  (c) There shall be a local child fatality review team in each of the 11 districts headed by a 
district attorney. Notwithstanding section 172 of chapter 6, members of a local team shall be 
subject to criminal offender record checks to be conducted by the district attorney. All members 
shall serve without compensation for their duties associated with membership on a local team. 

  Each local team shall be comprised of at least the following members: the district attorney of 
the county, who shall chair the local team; the chief medical examiner or a designee; the 
commissioner of children and families or a designee; a pediatrician with experience in 
diagnosing or treating child abuse and neglect, appointed by the state team; a local police officer 
from the municipality where the child fatality or near fatality occurred, appointed by the chief of 
police of that municipality; a state law enforcement officer, appointed by the colonel of state 
police; the chief justice of the juvenile division of the trial court or a designee; the director of the 
Massachusetts center for sudden infant death syndrome, located at the Boston Medical Center, or 
a designee; the commissioner of public health or a designee; and any other person with expertise 
or information relevant to an individual case who may attend meetings, on an ad hoc basis, by 
agreement of the permanent members of each local team. Those other persons may include, but 
shall not be limited to, local or state law enforcement officers, hospital representatives, medical 
specialists or subspecialists, or designees of the commissioners of developmental services, 
mental health, youth services and education. 
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  The purpose of each local team shall be to decrease the incidence of preventable child fatalities 
and near fatalities by: (i) coordinating the collection of information on fatalities and near 
fatalities; (ii) promoting cooperation and coordination between agencies responding to fatalities 
and near fatalities and in providing services to family members; (iii) developing an 
understanding of the causes and incidence of child fatalities and near fatalities in the county; and 
(iv) advising the state team on changes in law, policy or practice which may affect child fatalities 
and near fatalities. 

  To achieve its purpose, each local team shall: 

  (i) review, establish and implement model protocols from the state team; 

  (ii) review, subject to the approval of the local district attorney, all individual fatalities and near 
fatalities in accordance with the established protocol; 

  (iii) meet periodically, but at least 4 times per calendar year, to review the status of fatality and 
near fatality cases and recommend methods of improving coordination of services between 
member agencies; 

  (iv) collect, maintain and provide confidential data as required by the state team; and 

  (v) provide law enforcement or other agencies with information for the purposes of the 
protection of children. 

  At the request of the local district attorney, the local team shall be immediately provided with: 

  (i) information and records relevant to the cause of the fatality or near fatality maintained by 
providers of medical or other care, treatment or services, including dental and mental health care; 

  (ii) information and records relevant to the cause of the fatality or near fatality maintained by 
any state, county or local government agency including, but not limited to, birth certificates, 
medical examiner investigative data, parole and probation information records, and law 
enforcement data post-disposition, except that certain law enforcement records may be exempted 
by the local district attorney; 

  (iii) information and records of any provider of social services, including the state department 
of children and families, relevant to the child or the child's family, that the local team deems 
relevant to the review; and 

  (iv) demographic information relevant to the child and the child's immediate family, including 
but not limited to, address, age, race, gender, and economic status. The district attorney may 
enforce this paragraph by seeking an order of the superior court. 

  (d) Any privilege or restriction on disclosure established pursuant to chapter 66A, section 70 of 
chapter 111, section 11 of chapter 111B, section 18 of 111E, chapters 112, 123, or sections 20B, 
20J or 20K of chapter 233 or any other law relating to confidential communications shall not 
prohibit the disclosure of this information to the chair of the state team or a local team. Any 
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information considered to be confidential pursuant to the aforementioned statutes may be 
submitted for a team's review upon the determination of that team's chair that the review of this 
information is necessary. The chair shall ensure that no information submitted for a team's 
review is disseminated to parties outside the team. Under no circumstances shall any member of 
a team violate the confidentiality provisions set forth in the aforementioned statutes. 

  Except as necessary to carry out a team's purpose and duties, members of a team and persons 
attending a team meeting may not disclose any information relating to the team's business. 

  Team meetings shall be closed to the public. Information and records acquired by the state team 
or by a local team pursuant to this chapter shall be confidential, exempt from disclosure under 
chapter 66, and may only be disclosed as necessary to carry out a team's duties and purposes. 

  Statistical compilations of data which do not contain any information that would permit the 
identification of any person may be disclosed to the public. 

  (e) Members of a team, persons attending a team meeting and persons who present information 
to a team may not be questioned in any civil or criminal proceeding regarding information 
presented in or opinions formed as a result of a team meeting. 

  (f) Information, documents and records of the state team or of a local team shall not be subject 
to subpoena, discovery or introduction into evidence in any civil or criminal proceeding; 
provided, however, that information, documents and records otherwise available from any other 
source shall not be immune from subpoena, discovery or introduction into evidence through 
these sources solely because they were presented during proceedings of a team or are maintained 
by a team. 

  (g) Nothing in this section shall limit the powers and duties of the chief medical examiner or 
district attorneys. 
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 Appendix C: Local Team Request for Case Information 
 

ANYWHERE COUNTY DISTRICT ATTORNEY’S OFFICE 
 
Date 
 
Medical Records Department 
Name of Hospital 
Address, etc. 
 
Dear (Your contact person in Medical Records): 
 
Pursuant to M.G.L. c, 38, §2A, a Child Fatality Review Team is established in every county in 
the Commonwealth.  Please see a copy of the law, which is attached.  Each interdisciplinary 
team is charged with examining child fatalities to better understand their causes and to prevent 
similar deaths in the future.  To accomplish this mandate, the legislature gave each local district 
attorney the broad authority to collect all records and information relevant to the cause of death 
of a child whose death is under review by the local team, including records and information 
relevant to the decedent and immediate family.  This includes information from: 

 providers of medical or other care, treatment or services, including dental and mental 
health care; 

 state, county or local government agencies; or 
 providers of social services. 

 
The law states that at the request of the local district attorney, a provider of medical or social 
services, or another governmental agency, shall send to the Team all records identified as 
relevant to the cause of death of the child whose death is under review.  
 
If you are a covered entity under the Health Insurance Portability and Accountability Act 
(HIPAA) and question whether you are authorized to disclose this information to the Child 
Fatality Review Team, please note that HIPAA allows for disclosures required by law, without 
the need for an individual authorization.  See, 45 CFR §164.512(a).  Once the district attorney 
identifies records necessary for the review, M.G.L. c. 38, §2A (c)(3) requires that such 
information be immediately provided to the Child Fatality Review Team.  
 
Listed below are the records identified as needed for the Child Fatality Review Team’s current 
review of  

 
__________(child’s name) ______                ___(child’s date of birth)        __(child’s date 
of death)_____          
 
____  Ambulatory care records on the child;   
____  Inpatient care records on the child; 
____  Birth Certificate worksheets on the child; 
____  Discharge Summary and prenatal history for child’s mother            (name of 
mother)__________ 
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____  Other pertinent information on child and family:  
__________________________________ 
 
Please deliver the records to _________(name)____________________ by       
(date)__________ 
If you have any questions or would like additional information, please contact the Team 
Coordinator,         ________(name)_________ at (617) 123-4567. 
 
Thank you for your assistance. 
(Name) 
Anywhere County District Attorney
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Appendix D. Mandated and Current (as of 12/2010) Child Fatality Review Team Members 
 

Mandated State Team Members Mandated Local Team Members 

Chief Medical Examiner, Henry Nields, MD, Chair 
 

Chief Medical Examiner, or designee 

Attorney General, Martha Coakley  
Designee:  Lee Hettinger 
 

District Attorney of county (chair) 

Commissioner of Dept. of Children and Families, Angelo McClain 
Designee:  Scott Scholefield 
 

Commissioner of Dept. of Social 
Services, or designee 

Commissioner of Dept. of Public Health, John Auerbach 
Designee:  Lauren A. Smith, MD 
 

Commissioner of Dept. of Public 
Health, or designee 

Commissioner of Department of Elementary and Secondary Education, 
Mitchell D. Chester 
Designee:  John L.G. Bynoe III 
 

 

Commissioner of Dept. of Mental Health, Barbara Leadholm 
Designee:  Gordon Harper, MD 
 

 

Commissioner of Dept. of Developmental Services, Elin M. Howe  
Designee:  Sharon Oxx 
 

 

Commissioner of Dept. of Youth Services, Jane E. Tewksbury  

Designee:  Robert M. Turillo 

 

 

Mass. District Attorney’s Association, Gerard T. Leone, Jr. 
 

 

Colonel of State Police, Marian J. McGovern  State law enforcement officer 

Director of Mass. Center for Sudden Infant Death Syndrome (SIDS), 
Mary McClain 
 

Director of Mass. Center for Sudden 
Infant Death Syndrome (SIDS), or 
designee 

Representative of the Mass. chapter of the American Academy of 
Pediatrics with experience in child abuse and neglect:   
Celeste Wilson, MD  
 

Pediatrician with experience in child 
abuse and neglect 

Representative of the Mass. Hospital Association  

Chief justice of the juvenile division of the trial court, Honorable Michael 
F. Edgerton 
Designee:  Anne Marie Ritchie 
 

Chief justice of the juvenile division of 
the trial court, or designee 

President of Mass. Chiefs of Police Association, Mary R. Lyons 
Designee:  Thomas J. O’Loughlin 
 

Local police officer from the 
community where the fatality occurred 

The Child Advocate, Gail Garinger 
Designee:  Elizabeth Armstrong 

 

Anyone else with information relevant to cases under review Anyone else with information relevant 
to cases under review 
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