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MISSOURI CHILD FATALITY
REVIEW PROGRAM

BACKGROUND

In 1989, a cooperative study conducted by the Departments of Social Services and Health and the
University of Missouri found that a significant number of child deaths (birth through age five) were not
being accurately reported.  The study revealed the causes of death were also not being adequately
investigated or identified.  As a result, a task force was appointed in August 1990 by Gary Stangler,
Director of the Department of Social Services, to further study child fatalities.  The task force made
recommendations that became the basis for House Bill 185 (HB 185) which established a statewide,
county-based system of child fatality review panels.  This bill passed and became law (RSMo 210.192)
effective August 28, 1991, and was implemented on January 1, 1992.

The law requires that every county in Missouri, and the City of St. Louis, establish a multi-disciplinary
Child Fatality Review Program (CFRP) panel to examine the deaths that occur in Missouri of all children
from birth through age 14.  Effective January 1, 1995, the program population was expanded to include
children through age 17.  Under CFRP, counties have been grouped into regions, with regional
coordinators (who live and have primary jobs in the regions they represent).  Regional coordinators offer
oversight, technical assistance and systematic evaluation to the counties in their region.  The State
Technical Assistance Team (STAT) assists the regions and the individual CFRP panels with training and
investigative assistance.  An appointed state panel, whose membership reflects the multi-disciplinary
nature of the county panels, provides oversight and makes recommendations for change and refinement.

The law established a mechanism for the legal exchange of information between cooperating disciplines
and agencies.  If the death of a child  meets specific criteria, it is referred to the county's CFRP panel.
Unlike an inquest, no vote or consensus of opinion is sought at the conclusion of the panel review.  Deaths
reviewed by CFRP panels do not constitute an attempt to criminalize child deaths.  Rather, the panels
examine reasons for child deaths and ways to prevent them.

CFRP panels consist of local community professionals who attempt to identify the causes and
circumstances surrounding the deaths of children by bringing their own expertise and skills to the review.
The value of the panel's work is measured by the improvement in the services provided by the individual
participating disciplines.  The collection and interpretation of findings of a comprehensive review of
child fatalities by each county can be used to determine trends, target prevention strategies, identify
specific family/community needs or, when appropriate, support criminal justice intervention.  The
findings of each CFRP panel review are sent to STAT where they become valuable, retrievable statistics
linked to birth and death data, as well as reports to the Division of Family Services, Child Abuse/Neglect
hotline.

Identification of reasons for child deaths can lead to possible prevention methods.  However, specific
case details are never divulged or discussed beyond review.  Reviews are not open to the public.  Each
panel and its members are advocates for the health and welfare of every child in their community; this
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includes the reasonable preservation of privacy.

Regional in-service training is conducted annually.  Individual panel training, both scheduled and upon
county request, is provided as necessary.  STAT also makes CFRP-related presentations to professional
and community/civic organizations.

STATE TECHNICAL ASSISTANCE TEAM

Beginning as an implementation team for the Child Fatality Review Program, the State Technical
Assistance Team (STAT) is a children's response unit of integrated, managed services.  STAT's programs
and partnerships enhance child protection at the community level while being minimally intrusive to
victims, families and others.  An organized, coordinated and timely evaluation of a child's death is a
benefit to every level of the investigative process.  The Missouri model is based on concurrent panel
review versus retrospective review as a means of positively reinforcing each involved discipline's
mandates.

To address the volume and complexity of child death-related issues in the major urban areas (Jackson
County, St. Louis County and St. Louis City), individual urban models were created to address special
requirements.  While these panels do not have individual meetings for each death, they have information
gathering and communication systems that, in fact, make their reviews immediate and concurrent.

Because the demands of the three major urban panels are so great, the Division of Legal Services provides
full-time staffing to support their efforts.  The Urban Case Coordinator (UCC) positions were created
with the sole purpose of assisting the urban panels to meet their program objectives.  Beyond offering
staff assistance to the panels, the UCC coordinates community services and programs to benefit children
and families and to reduce initial and repeat fatalities in the highest risk settings.  This follow-up approach
encourages the integration and coordination of services from the entire spectrum of community agencies.

Beyond the fatality and sexual abuse programs, STAT is perceived by many as an "omni-source" of
information for the entire multi-disciplinary community of professionals dealing with child abuse and
neglect events.  The unit includes seven centralized positions (unit manager, technical investigator, four
field investigators and one clerical position) and three "outposted" Urban Case Coordinators.  The
responsibilities of the unit are described below:

• Implement, support and institutionalize the Child Fatality Review Program (RSMo 210.192).

— Develop and support an efficient and effective delivery system (regional coordinators,
urban case coordinators, state child fatality review panel, etc.).

— Train and maintain 115 county-based child fatality review panels.

— Provide services and assistance to the panels and individual panel members when
requested.

— Collect information and data to identify patterns posing risks to children.
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— Encourage communities, organizations and agencies to develop deterrent and prevention
strategies to reduce injuries and child fatalities.

• Organize and develop multi-disciplinary teams to investigate serious sexual abuse involving
children (HB 1370 RSMo 660.520, 210.110 et seq).

— Organize and train multi-disciplinary teams throughout the state.

— Provide expertise and direct assistance in cases meeting criteria for involvement.

• Be an accessible and responsive information resource (24 hours a day, 365 days a year, via 800
number, pagers, on-call investigators) to the entire investigative community including DFS, law
enforcement, coroner/medical examiners, prosecutors, juvenile court staff, and health profes-
sionals.

— Answer specific procedural questions relative to the child fatality and sexual abuse
programs.

— Provide referral, technical and informational support (literature searches, medical
consults, prosecution support, etc.) concerning all types of child maltreatment including
physical abuse and other incidents outside the fatality and sexual abuse programs.  STAT
recognizes that many child fatalities are the end result of uninterrupted patterns of abuse
and neglect.

— Utilize data gathered from actual cases to demonstrate the predictability and preventabil-
ity of childhood injuries and fatalities through awareness programs and training.
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From 1996 to 1998, the majority of Missouri incident fatalities involved children less than 1 year of

Missouri Incident Fatalities
During 1998, 1,267  children less than 18 years of age died in Missouri (Figure 1) down slightly from
the previous year.  Of those, 1,136 were determined to be Missouri incident fatalities and therefore
subject to review.  The majority of deaths (713) had a clear, unsuspicious cause and were not referred
for further review.  The remaining 423 had an indication for review, and of those 100% were reviewed
by panels.

age (Figure 2).
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The proportion of males to females, as well as the racial proportion, remained relatively constant between
1996 to1998 (Figure 3).

As shown in Figure 4, 69% (789) of all deaths in 1998 were the result of natural causes.  This was a slight
increase from 1997 when 67% (734) were the result of natural causes.  Sudden Infant Death Syndrome
(SIDS) was the cause of 76 deaths in 1998 representing 10% of natural cause deaths and 7% of all deaths.
Homicides in 1998 (59) (5%--of all incident fatalities) increased by 26% from 1997 levels (47) (4%).
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Injuries were the cause of 332 deaths in 1998 (29%) compared to 350 deaths in 1997 (32%) and 348
deaths in 1996 (30%).  Motor vehicle injuries were the leading cause of injury death in 1998 (143) (43%),
1997 (152) (43%) and 1996 (159) (46%).  Fire/burn deaths decreased by 46% from 37 in 1997 to 20 in
1998 (Figure 5).

Note:  In 1998, there were a total of 145 motor vehicle fatalities, 2 were classified as homicides and were not included in the
total number reported for motor vehicle fatalities.  Fire/burn injuries were the cause of 24 deaths, 4 were classified as
homicides.  Drownings were the cause of 32 deaths, 2 were not reviewed by a panel and were not included in the reported
total, 2 were classified as homicides, and 2 were classified as motor vehicle fatalities.
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The number of deaths occurring monthly remained fairly constant during 1998 with a slight decline in
February and a slight rise in November.  The peak month for 1996 was August compared to 1997 which
reported a drop in August (Figures 6A and 6B).
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NATURAL

DEATHS
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Illness/Natural Cause Deaths

Illness/Natural causes were responsible for the deaths

of 713 children in 1998, representing 62.8% of all

Missouri incident fatalities.

As shown in Figure 7, children less than 1 year of age comprised the largest group of illness/natural cause
deaths in 1998 (550) (77%), 1997 (478) (74%) and 1996 (509) (75%).

From 1996 to 1998, the majority of illness/natural cause deaths involved white males.  There were no
significant changes from 1996 to 1998 in male to female and black to white proportions (Figure 8).
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Children 3 days old or less made up the majority of illness/natural cause deaths in 1996 (305), 1997 (284),
and 1998 (359).  Thirty-three percent in 1996 (223), 32% in 1997 (208), and 39% in 1998 (279) of all
illness/natural cause deaths involved children less than 1 day old (Figure 9).

Illness/Natural Cause Deaths (continued)
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Illness/Natural Cause Deaths (continued)

The number of illness/natural cause deaths remained fairly constant for 1998, with the lowest number
(46) occurring in February and the peak (66) occurring in November.  February of 1998 marked a
substantial drop compared to the same month in 1997 (65).  However, November of 1998 marked an
almost equally substantial rise compared to November of 1997 (48) (Figures 10A and 10B).



Page 12 Missouri Child Fatality Review Program 1998

SIDS (Sudden Infant Death Syndrome)

As shown in Figure 11, SIDS fatalities peaked at ages 1 and 2 months in 1998 (17) (22%), and age 1 month
in 1997 (22) (26%).  In 1996, the peak occurred at 3 months of age (21) (26%).

SIDS resulted in the deaths of 76

children under the age of 1 year during 1998.

The majority of SIDS fatalities involved white, male children from 1996 to 1998 (Figure 12).
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The majority of children that died of SIDS were found positioned on their stomach with their face down
in 1996 (23) (28%), 1997 (25) (29%), and 1998 (22) (29%) (Figure 13).

SIDS (continued)
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During the 3 year period of 1993 to1995, Missouri averaged 95 SIDS deaths per year.  In contrast, during
the 3 year period of 1996 to 1998, Missouri averaged 81 SIDS deaths per year, representing a 15%
decrease (Figure 15).

SIDS (continued)

During 1998, 1.0 child died of SIDS for every 1,000 live births.  The peak SIDS rate occurred in 1993
with 1.5 SIDS deaths for every 1,000 live births (Figure 14).
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SIDS (continued)

The number of SIDS deaths peaked at 10 in 1998, during the months of January and September.  In 1997,
the peak occurred in March (13), whereas in 1996 the peak occurred in September (12)
 (Figures 16A and 16B).
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NON-NATURAL

DEATHS
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As shown in Figure 17, 47.6% of motor vehicle fatalities involved children older than 14 years of age
in 1998.  In comparison, over 50% of motor vehicle fatalities involved children older than 14 years of
age in 1996 (85) and 1997 (87), marking a slight decrease in fatalities for this age group in 1998.

Motor Vehicle Fatalities*

Motor vehicle accidents resulted in 143 deaths during 1998,

representing 43.1% of injury-related deaths.

The majority of victims of motor vehicle fatalities from 1996 to 1998 involved white, male children
(Figure 18).

*There were a total of 145 motor vehicle fatalities for 1998, 2 deaths were classified as homicides and were not included in
the final number of motor vehicle fatalities.
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Motor Vehicle Fatalities (continued)

In 1998, 34% (49) of children killed in motor vehicle accidents were pedestrians, compared to 26% in
1997 (40) and 20% in 1996 (32).  However, the number of passenger fatalities dropped from 56 (37%)
in 1997 to 40 (28 %) in 1998 (Figure 19).

A 6-year-old was killed when a car driven by her mother struck an on-coming vehicle.  The
child, riding unrestrained, was ejected onto the highway.  She died as a result of massive head
injuries.

~Riding unrestrained is the greatest risk factor for death and injury among child occupants
  of motor vehicles.
~Misuse of child safety seats is widespread.  It is estimated that throughout the United States,
  as many as 80% of children who are placed in child safety seats are improperly restrained.
~The back seat is the safest place for children to ride.
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Motor Vehicle Fatalities (continued)

From 1996 to 1998, the number of motor vehicle fatalities remained relatively low between the months
of January through May.  August was the peak month for 1996 (26) and 1998 (21).  June, however, was
the peak month in 1997 (23) (Figures 20A and 20B).
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Homicides

Homicide was the cause of 59 deaths in 1998,

representing 17.8%, of injury-related deaths.

During the period of 1996 through 1998, the majority of homicide fatalities involved children aged 15
to 17 years.  The number of fatalities in that age group ranged from 32 in 1996 to 18 in 1998 (Figure 21).

The number of homicides involving female children increased from 12 (26%) in 1997 to 19 (32%) in
1998.  Between 1996 and 1998 the majority of homicides occurred among black males (Figure 22).



Missouri Child Fatality Review Program 1998 Page 21

Homicides (continued)

A 7-month-old child was rushed to a local hospital after being found unconscious by a family
member.  Although there were no external injuries, he was found to have suffered trauma to the
abdomen.  There were multiple old injuries in various stages of healing.  The father was charged
with felony child abuse.

~Every year at least 2,000 children in the United States die at the hands of their parents and
  caretakers.

The number of homicides resulting from firearms continued to make up the majority of homicide
fatalities in 1998 (20) (34%), however, it was lower than in 1996 (36) (55%) and in 1997 (21) (45%).
The increase during 1998 in homicides classified as “other” was primarily due to an increase in the
number of “other inflicted injuries” (14) (Figure 23).
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Homicides (continued)

The number of homicide fatalities peaked at 8 in February and August of 1998. The peak in 1996 also
occurred in the month of August with 10 fatalities, however, there were only 2 homicide
fatalities in August of 1997 (Figures 24A and 24B).
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Homicides:  Firearm Fatalities

Of the 59 child homicides in 1998, homicide firearm

 injuries resulted in 20 deaths representing 33.9% of

all homicide-related deaths.

As shown in Figure 25, homicide firearm deaths of children older than 14 years of age decreased by 50%
from 1997 (20) (95%) to 1998 (10) (50%).

As shown in Figure 26, the majority of homicide firearm deaths during 1996, 1997, and 1998 involved
black males.
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Homicides:  Firearm Fatalities (continued)

In 1998, 90% of homicide firearm deaths were committed with a handgun (Figure 27).

The number of homicide firearm deaths peaked at 4 in August of 1998.  August was also the peak month
in 1996 when 7 homicide firearm deaths were reported.  In 1997 the number of deaths peaked at 4 in the
months of June, July, and October (Figures 28A and 28B).

 



Missouri Child Fatality Review Program 1998 Page 25

Homicides:  Shaken/Impact Syndrome Fatalities*

Of the 59 child homicides in 1998, Shaken/Impact Syndrome

 was the cause of 10** deaths of children less than 4 years old.

As shown in Figure 29, over 50% of Shaken/Impact Syndrome deaths were children less than 6 months
of age in 1996 (4), 1997 (3), and 1998 (7).

*Based on program experience there may be a significant number of cases that are under-reported or unrecognized. Moreover,
there are also a large number of permanent disabilities directly related to Shaken/Impact Syndrome (i.e., speech, hearing, and
vision impairments).
**Out of a total of 10 shaken deaths in 1998, 1 death was not declared a homicide.

The majority of the victims of Shaken/Impact Syndrome were males from 1996 to 1998.  Shaken/Impact
Syndrome deaths were evenly distributed between white and black children in 1996 and 1997.  In 1998
however, the number among white children rose (Figure 30).
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Homicides:  Shaken/Impact Syndrome Fatalities (continued)

Inconsolable crying was the cause that triggered perpetrators to shake the victims in 6 of the 10 cases
during 1998 (Figure 31).

In 60% of the cases of Shaken/Impact Syndrome during 1998, the perpetrator was also the victim’s father
(Figure 32).

A 6-month-old child was fatally shaken and beaten by his natural father because of inconsolable crying.
The infant died of massive brain injuries.  The perpetrator had killed another child in 1995.

~Deliberate shaking of an infant or young child is usually the result of frustration or anger.  This
  most often occurs when the baby won’t stop crying.
~Parents and caretakers must be educated on the dangers of shaking an infant.
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Suicides

Suicide was the cause of 29 deaths in 1998,

representing 8.7% of injury-related deaths.

As shown in Figure 33, the majority of suicides occurred in the 15 to 17 year old group in 1996 (18)
(64%), 1997 (17) (65%), and 1998 (22) (76%).

During the period of 1996 to 1998, the majority of suicides involved white, male children.  The number
of female children committing suicide increased from 6 in 1997 to 12 in 1998.   The disparity between
white and black children continued during 1996 through 1998 (Figure 34).
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Suicides (continued)
A 15-year-old girl with a history of depression shot herself in the mouth with a rifle.  She left
a note indicating that she blamed herself for the death of a pet.

~Suicide is a complex problem.  The risk factors for suicide frequently coincide with each
  other.
~A review of the research indicates that almost all people who kill themselves have a
  diagnosable mental disorder, and the majority has more than one disorder.  This includes
  depression or other mood disorders and impulse control disorders.
~The access to a lethal method, particularly firearms, increases the likelihood of a
   completed suicide.

Eighteen of the 29 (62%) suicide victims in 1998 made prior attempts or talked of commiting suicide
(Figure 35).

Firearm and strangulation/suffocation injuries were the most common mechanisms of suicide from 1996
to 1998 (Figure 36).
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Suicides (continued)

Suicide deaths peaked at 5in January of 1998.  Prior to 1998, October had been the peak month for suicide
deaths with 4 occurring in 1996 and 1997 (Figures 37A and 37B).



Page 30 Missouri Child Fatality Review Program 1998

Suicides:  Firearm Fatalities

Of the 29 child suicides in 1998, 19 resulted from firearm injuries,

representing 66% of all suicide-related deaths.

As shown in Figure 38, the age distribution of suicide firearm deaths remained constant from 1996 to
1998 with the majority occurring in children over 14 years old.

White, male children made up the majority of firearm-related suicides from 1996 to 1998 (Figure 39).

Handguns (13) (68%) were the most frequently used firearms in suicide deaths in 1998 (Figure 40).
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Suicides:  Firearm Fatalities (continued)

The number of suicide firearm deaths remained relatively constant throughout 1996, 1997, and 1998
with minor fluctations in each year (Figures 41A and 41B).
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Drownings*

 Drowning was the cause of 26 deaths in 1998,

representing 7.8% of injury-related deaths.

Of the 26  victims in 1998, 22 wore no floatation device and 10 were unattended when they entered the
water. There was an increase in drowning deaths from 1997 (19) to 1998 (26). As shown in Figure 42,
drowning deaths in the 10 to 14 age group increased by 133% from 1997 (3) (16%) to 1998 (7) (27%).

The majority of drowning victims were white from 1996 to 1998.  In 1998 the number of female victims
almost equalled the number of male victims, marking an increase in the number of drowning deaths
amongst the female population (Figure 43).

*There were a total of 32 drowning deaths in1998, 2 deaths were not reviewed by a panel so they were not included in the
final count, 2 were classified as homicides and 2 were classified as motor vehicle fatalities and were not included in the number
of reported drowning deaths.
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A 10-month-old toddler drowned in a 5-gallon bucket with 15 inches of water.  Her mother and
aunt had been mopping the floor and had left the bucket of water in the hallway overnight.  The
child, left unsupervised for a few minutes, toppled headfirst into the bucket.

~Children ages 4 and under have the highest drowning death rate.
~The Consumer Product Safety Commission has developed voluntary guidelines, which include
   education and labeling, to address the hazard of children drowning in 5-gallon buckets.

A 16-month-old apparently found a kitchen door unlocked and wandered into the family’s
residential swimming pool unobserved.  The child was later found at the bottom of the pool.

~Drownings in young children under the age of 5 typically occur in swimming pools and
   bathtubs.
~Supervision of young children is critical.
~The National Safe Kids Campaign suggests that adequate pool fencing, including self-latching
   gates, could prevent 50-90% of childhood residential pool drownings and near-drownings.

Drownings (continued)

Drownings in natural bodies of water as well as drownings in swimming pools, remained the same from
1997 to 1998.  Drownings in bathtubs increased from 0 in 1997 to 6 (23%) in 1998 (Figure 44).
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Drownings (continued)

The peak number of drowning deaths (5) occurred in the months of August and September of 1998. In
comparison the peak number of deaths for 1996 (9) and 1997 (8) occurred in June (Figures 45A and 45B).
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Fire/Burn Fatalities*

Fire/Burn injuries were the cause of 20 deaths in

1998, representing 6.0% of injury-related deaths.

As shown in Figure 46, fire/burn deaths of children in the 1 to 4 year old age group went down from 20
(54%) in 1997 to 8 (40%) in 1998, marking a 60% decrease in that age group.

The number of female and male fire/burn victims decreased from 1997 to 1998.  The number of white
and black victims also decreased from 1997 to 1998 (Figure 47).

*There were a total of 24 fire/burn deaths in 1998, 4 were classified as homicides and were not included in the final count
of reported fire/burn deaths.
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Fire/Burn Fatalities (continued)

A 2-year-old child died of smoke inhalation when her 4-year-old brother started a fire while playing with
a lighter.  The house filled with dense smoke within minutes.  There were no working smoke detectors
in the house.

~Fire is one of the leading causes of death in children under the age of 5.
~More than half of children ages 5 and under who die in home fires are asleep at the time.
  Another one-third of these children are too young to react appropriately.
~Children in homes without smoke alarms are at greater risk of fire-related death and injury.

The number of known unsupervised fire/burn victims decreased from 12 in 1997 (32%) to 4 in 1998
(20%) (Figure 48).
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Fire/Burn Fatalities (continued)

The number of monthly fire/burn fatalities remained relatively constant in 1998, peaking in June,
November, and December, with 3 deaths.  In 1996 the peak number of deaths occurred in November with
6, and in 1997 the peak number of deaths occurred in December with 9 (Figures 49A and 49B).
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Unintentional Strangulation/Suffocation Deaths*

Unintentional Strangulation/Suffocation was the cause

of 23 deaths in 1998, representing 6.9% of injury-related deaths.

As shown in Figure 50, at least 50% of unintentional strangulation/suffocation deaths involved children
less than 1 year of age in 1996 (8), 1997 (11), and 1998 (15).

Female children that died by unintentional strangulation/suffocation increased from 3 in 1997 (15%) to
11 in 1998 (48%).  The majority of unintentional strangulation/suffocation deaths involved white
children in 1996 (12) (75%), 1997 (18) (90%), and 1998 (16) (70%) (Figure 51).

*Unintentional deaths only.  Eleven additional strangulation/suffocation deaths were recorded--3 homicides and 8
suicides.
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Unintentional Strangulation/Suffocation Deaths (continued)

A 5-month-old was found facedown on the seat cushions of a sofa.  His mother had left him asleep in a car
seat on a sofa while she put a 2-year-old sibling to bed.  The mother fell asleep with the 2-year-old and awoke
to find the baby on the seat cushions, unresponsive.  The infant died of suffocation.

A 9-month-old was sleeping with his father in an adult bed.  The father awoke to find the baby was behind
him, facedown against his leg.  The infant died of asphyxiation due to lack of oxygen.

~Infants can suffocate when their faces become wedged against or buried in a mattress, pillow, or
  cushion.
~Infants should be placed on their backs on a firm, flat crib mattress in a crib that meets national
  safety standards.
~Pillows, comforters, toys, and other soft products should be removed from the crib.

The unintentional strangulation/suffocation deaths were evenly distributed across the 5 major causes.
However, the majority of unintentional strangulation/suffocation deaths were caused by  either another
person overlaying or rolling over the victim (6) (26%) or an object exerting pressure on the victim’s neck
or chest (5) (22%) (Figure 52).
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Unintentional Strangulation/Suffocation Deaths (continued)

The number of unintentional strangulation/suffocation deaths fluctuated throughout 1998, peaking at 4
in the month of December.  In 1996 the peak month was October (5) and in 1997 the peak month was
January (4) (Figures 53A and 53B).
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Unintentional Firearm Fatalities*

Unintentional firearm injuries were the cause of 4 deaths in

1998, representing 1.2% of injury-related deaths.

The number of unintentional firearm fatalities in the 15 to 17 year old age group dropped dramatically
by 82% from 1997 (11) (69%) to 1998 (2) (50%) (Figure 54).

Unintentional firearm fatalities involved all males from 1996 through 1998.  White children were
involved in all of the fatalities in 1996 and the majority of fatalities in 1997 and 1998 (Figure 55).

*Unintentional deaths only.  Thirty-nine additional firearm deaths were recorded--20 homicides and 19 suicides.

A 17-year-old was visiting a friend’s apartment.  He handed a gun to the friend and said “shoot me,”
apparently in jest.  Believing the gun to be unloaded, she pointed the gun at him and fired.  He died of
a gunshot wound to the chest.

~Nearly all unintentional firearm deaths occur in or around the home.  National data indicates that 50%
  of all unintentional firearm deaths occur in the home of the victim and nearly 40% occur in the home
  of a friend or relative.
~It is estimated that two safety devices, gun locks and load indicators, could prevent more than 30%
  of all unintentional firearm deaths.
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Unintentional Firearm Fatalities (continued)

As shown in Figure 56, handguns were the firearm type involved in 75% (3) of the unintentional firearm
fatalities in 1998.

The number of unintentional firearm fatalities remained low throughout 1998 peaking at 1 during the
months of June, July, August, and October. In 1997 however, the number of deaths peaked at 3 in the
month of December (Figures 57A and 57B).
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Reviewed Injury Fatalities

A reviewed fatality is defined as a fatality that has been reviewed by a local CFRP review panel and
reported on a Data Form 2. During 1998, 268 injury fatalities were reviewed. Of those fatalities, 98
resulted from assault. Seventy-two of the fatalities were the result of intentionally inflicted injury.
Sixteen of the fatalities were drug-related and 7 were gang-related fatalities. Twenty-three of the
fatalities occurred during the commission of a crime.

In the majority of reviewed injury fatalities, the perpetrator was also the victim (41). Other prevalent
perpetrator types included fathers, acquaintances, and strangers (Figure 58).
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Reviewed Injury Fatalities (continued)

In 1998, perpetrators were charged with crimes or arrested in 52 of the injury fatality cases reviewed.
Seventy-nine percent (41) of the fatalities had only one person arrested (Figure 59).  Twenty-five of the
52 fatalities were committed by an individual who was responsible for the supervision of the victim at
the time of the fatal injury.

Reviewed injury fatalities involved perpetrator(s) under 18 years of age 27% of the time (Figure 60).
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CFRP Panel Reviewed Cases

After the intitial investigation of a death, the coroner/medical examiner and the county CFRP panel
chairperson decide whether the case meets the criteria for further review by the CFRP panel.  These
criteria include situations where the cause of death is unclear or the possibility exists that child abuse/
neglect was involved.  See Appendix 7 for a complete listing of review criteria.

The percentage of deaths reviewed by CFRP panels varied with the cause of death.  (It should be noted
that the cause of death may not be determined at the time of review).  As shown in Figure 61, the review
rate for SIDS deaths remained relatively the same from 1996 to 1998, as opposed to the (non-SIDS)
natural-cause deaths where the review rate decreased from 18% in 1997 to 12% in 1998.  Among injury
deaths, 100% of homicides were reviewed in 1997 and 1998.
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Autopsies

The autopsy is a critical component in accurately determining the cause of death, especially in the case
of SIDS.  The diagnosis of SIDS requires an autopsy in order to exclude other causes of death such as
shaken/impact syndrome.  RSMo 194.117 requires that an autopsy be performed for all children from
1 week to 1 year of age who die in a sudden, unexplained manner.  The autopsy is performed at the expense
of the state.

Autopsies were performed in 34% of all children’s deaths in 1998 compared to 36% in 1997 and 31%
in 1996.  As shown in Figure 62, autopsies were performed in 16% of natural deaths in 1998, 17% in 1997,
and 10% in 1996.  Autopsies were performed in 100% of SIDS deaths in 1998 and 1997, and 99% in 1996;
29% of motor vehicle deaths in 1998, 32% in 1997, and 34% in 1996; 87% of other unintentional injury
deaths in 1998, 62% in 1997, and 67% in 1996; 98% of homicides in 1998, 98% in 1997, and 94% in 1996;
and 59% of suicides in 1998, 54% of suicides in 1997 and 57% in 1996.
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CHILD FATALITY REVIEW PROGRAM OVERVIEW

Due to the complexity of data from the Child Fatality Review Program, a brief introduction to the
program and definitions of key variables and concepts is presented here.  We hope this will facilitate
requests for data and interpretation of data from the program’s database.

Program Overview

Concern about the possible under-reporting of Missouri child deaths related to abuse and neglect led in
1991 to passage of House Bill 185, which resulted in creation of the state Child Fatality Review Program
(CFRP).  The stated goals of the project were:

 - Implement a multi-disciplinary approach to investigating child fatalities;
 - Improve outcomes of investigations of child fatalities;
 - Improve accuracy in reporting causes of child fatalities; and
 - Guide prevention efforts of child injuries and fatalities.

The Department of Social Services and the State Technical Assistance Team (STAT) were given primary
responsibility for implementing the legislation.  STAT organized a state advisory panel and a child
fatality review panel in each county and the City of St. Louis to review deaths of children from birth
through age 17 years.  Each child death is reviewed by the coroner or medical examiner and the county
CFRP chairperson, and the findings of that review are reported on the Coroner/Medical Examiner Data
Report (Form 1). Deaths resulting from unexplained causes, non-motor vehicle injuries or suspected
abuse or neglect are of particular concern; these are referred to the full CFRP panel for review.

Each CFRP panel is multi-disciplinary, being composed of the coroner or medical examiner, public
health nurse or physician, emergency medical personnel, prosecuting attorney, law enforcement officer,
Division of Family Services representative, juvenile officer and, as appropriate, others such as educators
or fire investigators.  Panel members have been trained in skills relevant to investigating child deaths.
Results of the review by the full panel are reported on the Child Fatality Review Panel Data Report (Form
2).  In addition to conclusions about the cause of death, information about criminal proceedings and
findings of child abuse or neglect by the Department of Social Services are reported on Data Form 2.
These data forms are collected and analyzed by STAT.

Missouri Incident Fatalities

“Missouri incident fatalities” refers only to those child deaths included in the CFRP program.  Missouri
incidence deaths, defined further below, are those deaths of children 0-17 years of age which occur within
the state of Missouri, except that deaths resulting from injury or other causes which occur outside the state
are excluded. Though by law all child deaths occurring in Missouri are reported, the Missouri-incident
deaths are of primary interest, and the most complete data are collected on these cases.
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CFRP Database

Beginning with 1992 childhood deaths, a child fatality surveillance data system maintained by STAT has
been collecting, analyzing and reporting data on child fatalities.  This system uses data from the Child
Fatality Review Program (Data Form 1 and Data Form 2) as well as from death and birth certificate files,
data on Medicaid eligibility and data on probable cause child abuse and neglect deaths from the Division
of Family Services.  Use of diverse sources produces more complete information on each childhood
fatality.

Data Forms 1 and 2 were revised beginning in 1994.  Several items were changed in format or in content
to better capture the needed data.  The forms were revised again in 1995 and 1996.  Each revision was
an effort to improve the data collection methods.  As an example, the inclusion of Division of Family
Services Child Abuse/Neglect Hotline history, household demographics, and caregiver demographics
have greatly facilitated interaction of the panel with the local community, thus better identifying
community prevention needs and remedies in the early stages of the event.  Copies of the 1996 Form 1
and Form 2 are attached.

Causes of Death

The mortality file supplied by the Department of Health and CFRP reports include data on cause of death,
but from slightly different perspectives. Mortality file deaths are coded in terms of the ICD-9
(International Classification of Diseases 9th Revision) system, which requires interpretation of injury
deaths in terms of whether the injury was intentional.  The CFRP classification system attempts to
provide additional information on the behaviors which contribute to child death and does not require
judgments about intentionality.

The ICD-9 classification of cause of death is encouraged for most data collection, both because it is more
widely known and used and because the CFRP system provides limited information on homicides and
intentional injuries. CFRP data will be most useful when information about behaviors contributing to
cause of death is needed and when the focus is on behaviors rather than on intent.  When requesting data
from the CFRP database, any data not identifying specific individuals may be released to individuals or
organizations interested in child fatality-related issues.
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Appendix 1. Missouri Child Fatality Review Program Members

Department of Social Services, State Technical Assistance Team
Richard Easter, Unit Manager
Rodney Jones, Senior Investigator
Larry Wyrick, Investigator
Dan Mesey, Investigator
Stan Crocfer, Investigator
Tommy R. Capps, Investigator
Marion (Mac) McMillan, Investigator
Susan L. Stoltz, Investigator
Linda Jensen Rapps, Technical Investigator
Holly Otto, Investigator
Jerry Holder, Urban Case Coordinator, Jackson County
Debbie McDermott, Urban Case Coordinator, St. Louis City
Suzanne McCune, Prevention Coordinator
Theresa Murrell, Secretary
Julie Ritter, Clerical

State Child Fatality Review Panel
Gus Kolilis, Panel Chair and Police Chief of Missouri Capitol Police
Roger Barr, Juvenile Officer, 42nd Judicial Circuit
Susan Blue, Social Services Supervisor III, Area 4E Division of Family Services Office
Dan Campbell, Marion County Sheriff
Chief David Niebur, Joplin Police Department
Eddie Wilson, Missouri Coroner/Medical Examiner’s Association
Dr. Jay Dix, Boone County Medical Examiner
Dr. Debra Howenstein, Boone County Health Department
Mary Greer, Prosecuting Attorney, Morgan County
Robert Geigle, EMS Supervisor, St. Louis City EMS
Gerry Redden, Founder and Executive Director, National Center for Violence Prevention

Child Fatality Review Program, Appointed Volunteer Regional Coordinators
Catheryn Smith, Juvenile Officer, 3rd Circuit Court
Cathie VanMatre, Chief Juvenile Officer, 12th Circuit Court
Dorothy Adams, Dunklin County Division of Family Services, Department of Social Services
Helen Shore, County Director, Newton County Division of Family Services, Department of Social Services
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Appendix 2. Mandated Activities for Child Fatalities

Every county must have a multi-disciplinary child fatality review panel (114 counties and City of St.
Louis).

The county panel must consist of at least the following seven core members:  prosecuting attorney,
coroner/medical examiner, law enforcement representative, Division of Family Services representa-
tive, public health representative, juvenile officer and emergency medical services representative.
Panels may elect to have additional members.

All deaths, ages birth to 17, must be reported to the coroner/medical examiner.

Children, age one week to one year, who die in a sudden, unexplained manner must have an autopsy.

A state child fatality review panel must meet at least twice per year to review the program’s progress
and identify systemic needs and problems.

Panels must use uniform protocols and data collection forms.

Certified child-death pathologists must perform the autopsies.

Knowingly violating reporting requirements is a Class A misdemeanor.

When a child’s death meets the criteria for review, activation of the panel must occur within 24 hours
of the child’s death, with a meeting scheduled as soon as practical.



Missouri Child Fatality Review Program 1998 Page 51

Process for Child Fatality Reviews

Regional coordinator reviews for
accuracy and completeness, signs and
sends Data Form 1 to STAT; STAT
links Data Form 1 to Department of

Health birth and death data.

If death is not reviewable, Data Form 1 com-
pleted by coroner/medical examiner and sent to
chairperson of Child Fatality Review Panel for
co-signature. Chairperson sends Data Form 1 to
regional coordinator (excluding urban panels)

within 48 hours.

If death is reviewable, the coroner/medical
examiner sends the Data Form 1 to chairper-
son of Child Fatality Review Panel for co-

signature. Chairperson sends Data Form 1 to
regional coordinator within 48 hours.  The
chairperson refers the death to child fatality

review panel.
(Panel notified within 24 hours.)

If autopsy needed, it is performed by a certified child-
death pathologist. Results brought to Child Fatality

Review Panel by coroner/medical examiner if review
criteria are met.

Coroner/medical examiner conducts a death-scene
investigation, notifies DLS and completes Data Form 1
on all deaths of children, birth through age 17.  Coroner/
medical examiner, with certified child-death pathologist,

determines need for autopsy.

Any child who dies, birth through age 17, will be
reported to the coroner/medical examiner.

Panel meeting is scheduled by chairperson
as soon as possible. Panel reviews circum-
stances surrounding death and takes appro-
priate action. Data Form 2 is completed, co-
signed by chairperson and sent to regional

coordinator within 45 days.

Regional coordinator signs and sends Data
Forms 1 and 2 to STAT; STAT links Data

Forms 1 and 2 to Department of Health birth
and death data. Panel members pursue the

mandates of their respective agencies.

Appendix 3. Review Process
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Appendix 4. Missouri Incident Child Fatalities (Age less than 18 ) by County
                    1996-1998

                
                
                
                
                
                
                
                
                
              
              
              
                
                
                
              
                
                
              
                
                
              
                
              
                
              
                
                
                
                
                
                
                
                
                
              
                
                
              
                
                
                
                
                
                
                
                

Population data includes individuals under age 18 based upon the Estimates of the Population of Counties by Age, Sex, Race, and Hispanic Origin: 1990
to 1998, Population Estimates Program, Population Division, U.S. Bureau of the Census, July 1998.
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Appendix 4. Missouri Incident Child Fatalities (Age less than 18 ) by County
                    1996-1998

           
              
              
              
                
                
                
                
                
              
                
                
                
                
                
                
                
                    
                
                
                
                
                
                
                
              
                
                
                
                
                
                
                
                
                
              
                
              
                
                
                
                
                
                
              
                

              

Population data includes individuals under age 18 based upon the Estimates of the Population of Counties by Age, Sex, Race, and Hispanic Origin: 1990
to 1998, Population Estimates Program, Population Division, U.S. Bureau of the Census, July 1998.
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Appendix 4. Missouri Incident Child Fatalities (Age less than 18 ) by County
                    1996-1998

           
                
                
                
                
              
                
                
                
                
                
                
                
                
                
                
                
                
                    
                
              

        

Population data includes individuals under age 18 based upon the Estimates of the Population of Counties by Age, Sex, Race, and Hispanic Origin: 1990
to 1998, Population Estimates Program, Population Division, U.S. Bureau of the Census, July 1998.
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Appendix 5. Missouri Incident Child Deaths (Age less than 18) by Age, Sex, and
                   Race
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Appendix 6. Child Fatality Review Deathscene Checklist
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Appendix 6. Child Fatality Review Deathscene Checklist
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Appendix 6. Child Fatality Review Deathscene Checklist
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Appendix 6. Child Fatality Review Deathscene Checklist
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Appendix 6. Child Fatality Review Deathscene Checklist
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Appendix 6. Child Fatality Review Deathscene Checklist
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Appendix 6. Child Fatality Review Deathscene Checklist
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Appendix 7. Child Fatality Review Panel Data Form 1
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Appendix 7. Child Fatality Review Panel Data Form 1
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Appendix 7. Child Fatality Review Panel Data Form 1



Page 66 Missouri Child Fatality Review Program 1998

Appendix 7. Child Fatality Review Panel Data Form 1
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Appendix 8. Child Fatality Review Panel Data Form 2
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Appendix 8. Child Fatality Review Panel Data Form 2
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Appendix 8. Child Fatality Review Panel Data Form 2
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Appendix 8. Child Fatality Review Panel Data Form 2
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Appendix 8. Child Fatality Review Panel Data Form 2
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Appendix 8. Child Fatality Review Panel Data Form 2
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Appendix 8. Child Fatality Review Panel Data Form 2
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Appendix 8. Child Fatality Review Panel Data Form 2
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All regional coordinators may be reached through the toll free number:

1-800-487-1626

CHILD FATALITY REVIEW PROGRAM

1998 COORDINATOR REGIONS
AND CHILD DEATHS PER COUNTY*

 Region 1
Catheryn Smith
Appointed Volunteer
Regional Coordinator

 Region 2
Cathie VanMatre
Appointed Volunteer
Regional Coordinator

Region 7
St. Louis Co.
Prevention
Coordinator
Suzanne McCune

Region 6
St. Louis City
Urban Case
Coordinator
Debbie McDermott

Region 3
Dorothy Adams
Appointed Volunteer
Regional Coordinator

Region 4
Helen Shore
Appointed Volunteer
Regional Coordinator

Region 5
Jackson Co.
Urban Case
Coordinator
Jerry Holder

*CHILD DEATHS:  Missouri Incidence Deaths of Children Ages < 18.



The State Technical Assistance Team (STAT) would like to acknowledge the efforts of the
Department of Social Services Research and Evaluation Unit, particularly, Rebecca
Diekemper in compiling the statistics for this annual report and for her ongoing
responsiveness to the data needs of this unit.

This report is available at this internet address:

www.dss.state.mo.us/stat/stat.htm

For additional information about the Missouri's Child Fatality Review Program:
call:  1-573-751-5980

e-mail:  dssstat@mail.state.mo.us
write to:  State Technical Assistance Team

     P.O. Box 1527
     Jefferson City, MO 65103-1527


