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Child Fatality Review Team
Operation Procedures

l. Introduction

n 1995, the Texas Legislature amended Chapter 264 of the Family Code (TFC), by adding the

State Child Fatality Review Team Committee and Investigation statute. It created the State

Child Fatality Review Team Committee, and established procedures for the operation of local

child fatality review teams and the reporting and investigation of child deaths. The State

Committee provides oversight to the local teams and makes recommendations to the governor

and legislature regarding reducing the number of preventable child deaths. Local review teams
now cover over 80 percent of the state’s population.

One of the primary reasons for the implementation of child fatality review teams throughout the
United States has been to identify and ultimately prevent child deaths caused by abuse and neglect.
However, Texas, like most states, has opted for a broader death review process that addresses all pre-
ventable child deaths from a public health perspective. The top five leading causes of death for Texas
children in 1998 were 1) perinatal conditions, 22.7%; 2) unintentional injuries, 22.1%; 3) congenital
anomalies, 16.3%; 4) violence, 7.0%; and 5) malignant neoplasms, 4.2%. These causes account for
nearly 7 of every 10 child deaths in the state. Injuries are not only preventable, but are also the cate-
gory where undetected abuse and neglect related deaths are most likely to be hidden. By adopting
this public health approach, not only can the “under-reporting” problem of maltreatment related
deaths be systematically addressed, but a better understanding and greater awareness of all the caus-
es of child deaths can be realized on the local, state and national level.

Our state is a national leader in the social conditions and demographics associated with poor child
health and safety issues: poverty, unemployment, substandard education, juvenile violence rate, lack
of available health care, teen pregnancy, and a large minority population. Texas also has one of the
fastest growing birth rates and largest child populations in the nation. Review team membership is
composed of the professionals that face this situation daily, and recognize that responding to all child
fatalities is the responsibility of the state and the community. The efforts of local teams, the State
Committee, and others who have supported the establishment and implementation of an integrated
system of child death review is evidence of Texas’ commitment to protect and raise its children in
health and safety.



Il. Background

A. The Need For Review Teams

Texas’ first review team was started in Dallas in 1992 with a one year pilot project overseen and
funded by the Children’s Justice Act Grant Project (CJA), a federal grant project administered by
the Texas Department of Protective and Regulatory Services. In 1994, CJA formed a statewide
committee of professionals with expertise in child protection and child health and safety issues to
embark on the difficult process of examining the child fatality response system in Texas and make
recommendations for legislation.

The CJA Child Fatality Review Team Committee found a need to improve reporting of child
deaths, death certification, and training for professionals in child death investigations. They
found that too often, there was little or no investigation done when a child died suddenly and
unexpectedly. Community resources and standards varied in their response to child deaths.
Because some counties rarely experienced a child fatality, when it did occur, they were ill-pre-
pared to respond adequately.

Although there were many similarities, unique circumstances existed in every community in
response to child deaths. There were no standardized procedures for most professionals involved
in responding to child fatalities. Autopsies were not routinely performed. Because very few coun-
ties in Texas have a medical examiner, long distances complicated their availability.

Data on the incidence and causes of child deaths was inconsistent and inaccurate. Standard-
ized definitions to record data did not exist. The discrepancy between the number of child mal-
treatment related deaths recorded by Child Protective Services and the state Bureau of Vital
Statistics illustrated the problem with not having a coordinated data collection system. The lack of
knowledge and training about child abuse or neglect may account for a large number of child
fatalities being classified as injuries or unexplained deaths.

B. Legislation

The legislation which establishes an effective review and standardized data collection system
became effective Sept. 1, 1995. To assist the State Child Fatality Review Team Committee in
achieving it’s purpose as outlined in Section 264.503 of the TFC— develop an understanding of
the causes and incidence of child deaths, identify procedures within the agencies represented to
reduce the number of preventable child deaths, promote public awareness, and make recommen-
dations to the governor and the legislature for changes in law, policy and practice to reduce the
number of preventable child deaths — the legislature directed the Department of Protective and
Regulatory Services, the Department of Health and the Children’s Trust Fund of Texas Council
to work together as a support system for the State Committee. Section 264.503 of the TFC out-
lines the duties of the three state agencies in this regard. Protective and Regulatory Services is
responsible for assisting the State Committee in the development of model protocols for report-
ing and investigating child deaths, data collection, and the establishment and training of review
teams. The Texas Department of Health collects data from local teams and performs annual sta-
tistical studies thereby, creating for the first time in Texas, a central registry of child fatalities. The
Children’s Trust Fund of Texas Council is responsible for promoting public education regarding
child deaths and the public’s role in their prevention.



I11. Child Fatality Review Teams

A. Goal

The goal of child fatality review teams is to improve the response to child fatalities, provide
accurate information on how and why Texas children are dying, and ultimately reduce the number
of preventable child deaths by establishing an effective review and standardized data collection
system for all child fatalities.

B. Objectives

1. Assure an accurate inventory of child fatalities by age, location, cause, manner and
circumstance.

2. Support adequate child death investigation and certification.
3. Implement investigation guidelines and recommendations for child fatalities.

4. Enable multi-agency collaboration, cooperation, and communication at the state and
local levels regarding child fatalities.

5. Through analysis of patterns and trends in child fatalities, improve the recognition
of child deaths from

a) abuse and neglect;

b) genetic diseases;

¢) inadequate medical care; and
d) public health dangers.

6. Enhance the general awareness of child death through the understanding of why and
how children die.

7. ldentify system-based impediments to child health and safety, that, when removed, will
ultimately reduce the number of preventable child deaths.

8. Develop community prevention initiatives from the findings of child fatality review teams.

C. Purpose of the Review Process

1. To accurately identify and record the cause of every child death.

If the accuracy of child death determinations is to be improved, there must be a coordinated
approach to the investigation and documentation of the death from the various agencies.
Sharing of information is essential. Prior to the completion of the death certificate, a thorough
scene investigation, as well as background checks for criminal history and prior reports of child
abuse must be conducted by law enforcement and child protective services. Many deaths will
require a review of the child’s medical history. Teams provide a forum for ensuring relevant
information is shared and available to use in making a determination of why a child died and
better understanding all the factors contributing to the death. Because of the team’s multi-disci-
plinary membership, reviews encourage the improved accuracy of death certificates.

2. To collect uniform and accurate statistics on child deaths.

For each child death reviewed, local teams complete a data collection form with information
provided from the records of team members. This data is submitted to the state’s central reg-
istry for child fatalities maintained in the Texas Department of Health’s Bureau of Vital
Statistics. The pooling of information from the local teams will provide better epidemiologic
data on the causes of death and the most accurate and thorough information ever collected on
child fatalities in Texas.



3. To identify circumstances surrounding deaths that could prevent future deaths and
initiate preventive efforts.

Local teams will use the data they collect to identify and implement actions needed to
reduce the number of preventable child deaths. Each child fatality review team will use their
local data on which to base their preventative efforts, for assessing limited resources, and for
promoting awareness and education on the management and prevention of child deaths in the
community. The State Committee is available for assistance in these efforts.

For example, the Williamson County Team reviews found a lack of knowledge in the care
of newborns. The team initiated Baby Steps: Maternal and Newborn Visit Program, a public
health project of the city and county health districts. Working in partnership with local fami-
lies, physicians and hospitals, the project’s goal is to ensure a healthy beginning for all chil-
dren in the community.

4. To promote collaboration and coordination among the participating agencies.

Interagency communication is crucial in the review of child deaths. Communication
between agencies must be maintained on a formal and informal basis. Feedback is useful in
assessing intervention on a case-by-case basis and can be used to discuss successes and prob-
lems in coordination among agencies and professionals. It can also identify gaps in services
and barriers to effective investigations. By agreeing on common goals, developing a clear
understanding of professional roles and responsibilities, maintaining open communication,
developing procedures for intervention and collaboration, and instituting procedures for feed-
back, team members strengthen their working relationships with other agencies. Information
regarding agency procedures, relevant programs and child death training needs are exchanged
regularly at team meetings. The outcome is a better use of limited resources and an enhanced
ability to fill gaps in services in the area covered by the team.

5. To improve criminal investigation and prosecution of child death cases.

As law enforcement, medical examiners, physicians, child protective services workers, and
others exchange information, the quality of child death investigations improves. Evidence pro-
cessing in child maltreatment-related fatalities requires specialized investigation techniques.
Investigators must be well trained specifically in handling child deaths. Discussions at multi-
agency team meetings frequently alert members to the need for adequate autopsies, child
death investigation training and expert knowledge related to child deaths. Barriers to
improved investigations can be identified and eliminated.

6. To implement cooperative protocols for the investigation of child deaths.

Child death investigations may vary greatly. The use of investigation protocols by team
members will provide consistency, guide intervention and standardize practice. With clearly
defined roles, responsibilities and standardized procedures to follow, coordination and collabo-
ration problems are less likely to arise.

7. To improve communication among agencies and the timely notification of agencies
when a child dies.

Many times the agencies mandated to investigate and respond to child deaths are not noti-
fied in a timely or reliable way. Establishment of a local team often ensures that reliable and
timely methods of notification of child deaths are followed within the community. Because of
the team, some members have found that reporting laws regarding child deaths are more



closely followed. Members have discovered that they are receiving referrals and exchanging
case information with some agencies for the first time.

8. To provide a confidential forum for agencies to meet and discuss common
issues or resolve conflicts.

Maintenance of open relationships between agency personnel in a confidential setting
improves all aspects of services provided for children and their families. Teams are protected
by state law regarding the exchange of information or discussions held during a review team
meeting. This protection provides an opportunity to openly discuss specific issues which may
have been previously considered imprudent.

9. To propose needed changes in legislation, policies and procedures.

Over time, a team may see recurring issues in policy or practice within an agency. The
appropriate team member can then address the issue within his or her own agency. Aggregate
information from local team data will provide the basis for the annual report of the State Child
Fatality Review Team Committee. Addressed to the governor, lieutenant governor and the leg-
islature, this report will identify needed policy changes at the state level and include recom-
mendations for changes in laws that will reduce the number of preventable child deaths.

10. To identify and address public health issues.

The review system provides agencies the opportunity to identify patterns and trends of
child deaths in their region. Many of these deaths will not be a result of intentional abuse or
involve criminal activity, but rather will fall in the category of public health issues. Identifica-
tion of these patterns and trends will provide the information required for local and state
efforts to educate the public, make recommendations for change, design intervention
approaches, and pool resources to address the need.

D. Membership

1. Core Team Membership

Core members are representatives from the agencies responsible for child death investiga-
tions, death certification, or any resulting legal action. They are:

a) police

b) sheriff

¢) child protective services

d) criminal prosecutor

e) medical examiner or justice of the peace
f) pediatrician

2. Additional Members

Additional members are determined depending on community resources and needs. The
may include any of the following:

a) emergency medical services personnel
b) mental health provider

c) juvenile probation officer

d) public health professional

e) child educator



f) sudden infant death syndrome family services provider

g) victim’s assistance representative

h) child advocate

i) fire fighter

j) neonatologist

Other members may be determined as reviews reveal gaps in information that indicate a

need for additional team representation. For example, local child-care licensing representative
was added to teams who were repeatedly reviewing deaths occurring in child-care facilities
and needed information regarding licensing standards. Because agencies have special pro-
grams which relate to team activities, it may be appropriate to have more than one agency
representative on the team.

3. Auxiliary Members

To facilitate completing reviews in a timely manner, teams may designate “auxiliary” mem-
bers. These team members are not permanent members and therefore, do not regularly receive
team notices. They attend meetings only when 1) they were directly involved in a death sched-
uled for review or, 2) to provide information on team related activities. Auxiliary members pro-
vide valuable information to the team without increasing the number of permanent team mem-
bers.

E. The Roles of Team Members

The roles of the team members can be flexible to meet the needs of a particular community. The
individual abilities of members should be used to form the most effective team possible.

Each member provides the team with information from their records, serves as a liaison to their
professional counterparts, provides definitions of their profession’s terminology, interprets the
procedures and policies of their agency, and explains the legal responsibilities or limitations of
their profession. They also assist in making referrals for services or providing direct aid to surviv-
ing family members.

All team members must have a clear understanding of their own and other professional’s and
agencies’ roles and responsibilities in response to child fatalities. Additionally, members need to be
aware of and respect the expertise and resources offered by each profession and agency. The inte-
gration of these roles is the key to a community having a well coordinated child fatality response
system.

1. Medical Examiner or Justice of the Peace

All information regarding suspicious or unnatural child deaths is received by medical
examiners or justices of the peace. However, all child deaths under age 6, regardless of the cause
must be reported to the medical examiner or justice of the peace according to Chapter 264 of the
Family Code. If a county has a medical examiner (ME) system, justices of the peace (JP) are not
involved in child deaths, and medical examiners make the determination of cause of death.
Justices of the peace have the authority of a medical examiner in counties without a medical
examiner. There are usually several justices of the peace in a county, but only one medical exam-
iner for several adjacent counties. Guided by state law requirements, justices of the peace rou-
tinely request medical examiners to perform an autopsy to aid them in making cause of death
rulings.

When reviewing suspicious or unnatural deaths, the medical examiner or justice of the
peace provides the team with information regarding how the determination of cause of death
was reached. If an autopsy was performed, a summary of the report is included. They educate
team members in areas relating to cause of death rulings.



The medical examiner or justice of the peace also assists the team because of their access to
records from the other investigating agencies and because of their ongoing working relation-
ship with law enforcement, EMS, hospitals, and CPS.

2. Law Enforcement

Law enforcement members provide information on criminal investigations of child deaths
reviewed by the team. They also check the criminal histories of the child and/or family mem-
bers and suspects in the child death cases. To ensure sufficient representation, both the sheriff’s
department and the police department in the largest jurisdiction are needed as team members.

The law enforcement team members act as liaisons between the team and other local law
enforcement departments. They assist with persuading officers from other agencies to partici-
pate in reviews when there is a death in that jurisdiction. Law enforcement officers are usually
the best trained team members on scene investigations and interrogations, essential skills
required in determining how a child died. Their expertise provides useful information and
training to other members.

3. Child Protective Services (CPS)

The CPS member has the legal authority and responsibility to investigate and provide protec-
tion to siblings that might be at risk. As a team member, they provide detailed information on the
family and the worker’s investigation into the child’s death. CPS members also have prior agency
contact information including 1) reports of neglect or abuse on that child or siblings and 2) CPS
services previously or currently being provided to the family.

They may be able to provide the team with information regarding the family’s history and the
psychosocial factors that influence family dynamics such as unemployment, divorce, previous
deaths, history of domestic violence, history of drug abuse, and previous abuse of children. When
reviews indicate the need, CPS may provide services to the surviving family members. Their
knowledge on issues related to child abuse and neglect cases is essential to an effective team.

4. Prosecutor

Prosecutors educate the team on criminal law and provide information about criminal
and civil actions taken against those involved in the child deaths reviewed. They also pro-
vide the team with explanations regarding when a case can or cannot be pursued and infor-
mation about previous contacts with family members and criminal prosecutions of suspects
in a child death.

5. Public Health

Public health agencies facilitate and coordinate preventive services needed to assist the
community with education and community awareness programs. Public health members
provide the team with vital records, epidemiological profiles of families for early risk detec-
tion and prevention of child deaths, and help educate members on the public health services
available in the county. Public health doctors or nurses help identify public health issues that
arise in child deaths and also provide medical explanations to the team. If the child was
treated in a local public health facility, they can provide medical histories and explanations of
previous treatments.

6. Pediatrician

The pediatrician provides the team with medical explanations and the perspective of having
knowledge gained from routinely examining children who present with a variety of medical
conditions. They can access medical records at hospitals and from other doctors. If the pediatri-
cian testifies regularly in child abuse trials, his or her expert opinion regarding medical evi-
dence can be useful. It is preferable if the pediatrician team member has experience in treating
victims of child abuse and neglect. If a pediatrician is unavailable, teams may select a physician
who specializes in family practice or has a general practice.
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7. Mental Health

The mental health representative provides information and insight regarding psychological
issues related to the child, the family, the perpetrator, and the event that caused the child’s
death. They make suggestions when counseling or other mental health service referrals may be
appropriate.

8. EMS/Fire Fighter

Fire fighters provide information about investigations of fire-related deaths and education
regarding preventing these deaths. EMS is frequently first at the scene and observes critical
information regarding the scene and circumstances of a child’s death, including the behavior of
witnesses. The EMS report can also be useful in determining the position of the body at death
and other scene elements that may have changed before an investigator arrived..

9. Child Advocate

Child advocates represent a variety of local child advocacy programs. Texas CASA and
child advocacy center directors or interviewers are excellent candidates for team members.
These individuals offer the team organizational ability, excellent communication and negotia-
tion skills, and understand the role of each of the team members and participating agencies.

10. Chief Juvenile Probation Officer

The juvenile probation officer provides information regarding crimes involving older chil-
dren. A large number of teenagers die from gunshot or stab wounds inflicted by other adoles-
cents. Gang related shootings are frequent in some communities, along with drug and alcohol
related deaths of teenagers. Teenage suicide numbers increase each year. Records from juvenile
workers assist in the reviews of these deaths.

11. Sudden Infant Death Syndrome (SIDS) Family Service Provider

SIDS account for a large number of infant deaths. Sudden infant death syndrome family ser-
vice providers educate the team on various issues related to SIDS deaths. The counseling of
surviving family members in a SIDS death is a much needed component of the community
child death response.

What contributes to these deaths and, therefore, how to prevent them continues to puzzle
the professionals handling these cases. As team members, SIDS family service providers offer
the most up -to-date information and assistance available regarding this issue.

12. Child Educator

The child educator provides the team with information from school records regarding chil-
dren and families. School records include academic performance, participation in school and
extra-curricular activities, absenteeism, and other indicators of a child’s well-being. As educa-
tors, these team members offer the perspective of professionals who regularly observe child
health, growth and development.



F. Regional Review Teams

1. Regional review teams consist of representatives from more than one county and are
encouraged when establishing teams in counties consisting of populations of 55,000 or less.

In forming these teams, organizers should consider what agencies or facilities involved in
child death response are shared by the counties. It is preferable that the counties have many of
the following areas of jurisdiction or responsibility in common: state health and human ser-
vices region, criminal prosecutor’s jurisdiction, medical examiners’ jurisdiction, hospital dis-
trict, and/or EMS/firefighters district.

2. Every county covered by a team should have a member on the team. An agency regional
director or other professional whose jurisdiction or responsibilities include the county would
fulfill this requirement.

3. To ensure that the review team concept of community involvement is met, at least one rep-
resentative from a core member agency of the county where the illness/injury or event
occurred that caused the child’s death should be present during the review. This allows the
regional team to receive information from the professionals directly involved with the death,
while strengthening the team’s relationship with the various local agencies in the counties
covered by the team. Establishing and maintaining this relationship is crucial if the team’s
prevention, training and education objectives are to be achieved.



V. Steps D Establishing a Team

A. Team Organizers

To establish a multi-agency, multi-disciplinary child fatality review team in your community;,
one of the professionals composing team membership must be willing to commit the time and
effort required to form a team. Teams have been initiated in Texas by physicians, prosecutors, med-
ical examiners, law enforcement, justices of the peace, public health officers, CPS workers, and
child advocates. Teams are not mandated in Texas, but are created through individual efforts and
the voluntary cooperation of the agencies and professionals involved with child deaths.

B. Contact State Review Team Coordinator

The team organizer contacts the State Child Fatality Review Team Coordinator at the Texas
Department of Protective and Regulatory Services for team information and membership
recruiting materials. The community’s local political climate and relationships between the heads
of core agencies will strongly impact the approach taken to forming the team. Each community
should adapt the approach most suitable to their unique characteristics.

C. Study Team Materials

The team organizer becomes thoroughly familiar with review team operation through the
informational materials. Any supplemental information regarding other professions and how they
function should also be studied.

D. Contact Operating Review Team

Team organizer contacts the presiding officer of an operating team and requests to attend their
meeting. The team contacted should have been conducting reviews for at least a year. Observing
a team will answer many questions regarding how teams operate. It may also provide suggestions
on recruiting potential team members.

E. Contact the Local Core Member Agencies

The team organizer contacts the directors of the core member agencies and professions to dis-
cuss establishing a team. It is important that organizers become familiar with each agency’s role
and the need for their participation on the team before meeting with the various agencies. In
recruiting team members, request the highest possible level of staff from each participating agency
to join the team. These individuals have the authority to implement changes if necessary, and to
obligate the agency to cooperative projects and protocols. If the agency director is not available,

a lower level staff member with the knowledge and experience of direct and routine involvement
with child deaths should be designated to represent the agency. These agency staff provide the
team with essential input. The team should be comprised of professionals with both executive and
specialized responsibilities.

F. Schedule an Organizational Meeting

After all core agencies have been contacted, the team organizer schedules an organizational
meeting. Provide two or three weeks notice and offer a choice of dates and times for the meeting.
Hold the meeting only if most of those invited are able to attend. Several organizational meetings
may be necessary before teams can actually begin reviewing deaths.
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G. Conducting an Organizational Meeting

1. Present the basic information concerning the purpose and operation of a local child fatality
review team. You may request the attendance of the State Child Fatality Review Team
Coordinator and/or a team member from an operating team to discuss team operations.

2. Discuss the role of each agency and profession and the benefits to participating
agencies.

3. Allow time for each person attending to express concerns or raise issues. Make sure
each person has an opportunity to ask questions and participate.

4. You may not have the answers to all the initial questions. Agree to get answers or find
out what other teams are doing regarding a particular issue and report back to the group.

5. Discuss and complete these steps:

a) Discuss the child fatality review team authorizing statute, Chapter 264, Subchapter F
of the Texas Family Code; the inter-agency and confidentiality agreements and the team
data collection forms.

b) Compile a list of other potential team members and develop a plan for enlisting their
participation. Include a time frame for completing contacts.

c) If necessary, set a time, date, and location for another organizational meeting. All
organizational issues should be addressed prior to beginning child death reviews.

d) If no additional organizational meetings are required, schedule the first meeting to
review deaths. Attendance will be higher if a regular time and place is agreed upon for
meetings.

e) Agree on what materials will be compiled and distributed to team members at the first
review meeting. Materials should include some basic information about child fatality
review teams, the authorizing legislation, the data collection form, and the preliminary
agreements made at the initial meeting.

f) Compose and distribute minutes of the organizational meeting to core members.
Contact the core members to ensure the minutes were accurately recorded. The minutes
should include any agreements reached and suggestions for future actions.

g) Follow-up with core members to ensure delegated tasks are completed before the first
team meeting of reviews is held.

h) The team organizer contacts the State Child Fatality Review Team Coordinator for
team recognition. The Bureau of Vital Statistics will not distribute death certificates to
teams without the authorization of the State Child Fatality Review Team Coordinator.
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V. Team Operation Procedures

A. Reviewable Deaths
1. A team reviews all child deaths regardless of cause for children under age 18.

2. Reviews are required only for those deaths in which a birth certificate was issued. A birth
is considered viable and live if the attending medical person determines that a birth certifi-
cate is appropriate. If a birth certificate is not issued and a determination of “stillbirth” is
made, a review is not required by the team.

3. More extensive in-depth reviews are conducted for sudden and unexpected deaths. These
deaths generally require a more intensive discussion by the team to discover the circum-
stances surrounding the death.

4. Because of the large numbers of child deaths in their county, some large urban teams have
prioritized their reviews by establishing review criteria.

5. Reviews are to be conducted by the team which covers the county where the illness/
injury or event occurred which, according to the death certificate, caused the child’s death.
The deceased child may or may not be a resident of the county covered by the team. Because
death certificates are distributed based upon the county of residence, please review “Transfer
and Forms Procedures” located in the Attachments section of this guide.

B. Information Sharing

1. Teams are not a mechanism for criticizing or second-guessing any agency’s decision. They
are a mechanism for the essential information sharing required if the system’s response to
child fatalities is to be improved.

2. A team may request information and records regarding a deceased child as necessary to
carry out the purpose and duties of the team. Background and current information from the
records of team members and other sources may be needed to assess circumstances of the
death.

3. Information from a review can contribute significantly to the outcome of a pending inves-
tigation. Team members should use the knowledge and expertise provided in the confiden-
tial forum to gather additional input for pending investigations.

4. A standing request for records and information may be developed by the team to facili-
tate the gathering of information required to conduct a death review. It should be addressed
to the “custodian of the records” or the agency director and include the review team autho-
rizing statute, information regarding the team operation and purpose, and a copy of the
team’s interagency agreement. These requests are particularly useful for acquiring informa-
tion from agencies that do not have a representative on the team. Some teams have numer-
ous hospitals in the county or counties covered by the teams; this request would enhance the
team’s ability to gather required medical information.

5. When reviewing deaths of children who were or are residents of another county, team
members should contact the agency which corresponds to theirs and request information
regarding the deceased child for the review.

C. Confidentiality

1. Records acquired by the team to conduct a review are exempt from disclosure under the
Open Records Law, Chapter 552 of the Government Code.

2. Data collected and information regarding the death of a child at a review team meeting
are confidential.

12



3. Areport or statistical compilation of a review team is a public record subject to the Open
Records Law, Chapter 552 of the Government Code if it does not permit the identification of
an individual.

4. A team member may not disclose any information that is confidential.

5. Information, documents and records of the team are confidential and are not subject to
subpoena or discovery and may not be introduced into evidence in any civil or criminal pro-
ceedings.

6. Information that would otherwise be available from other sources are immune because
they were included in a review team meeting.

7. The child protective services member of a team may not disclose information from the
Texas Department of Protective and Regulatory Services records that would identify an
individual who reported an allegation of child abuse and neglect.

D. Presiding Officer

The team selects a presiding officer at the organizational meeting prior to the first meeting
when reviews are conducted. The presiding officer may be any of the team members and serves
as presiding officer at the discretion of the team. Teams may decide to specify terms for the pre-
siding officer and rotate the position among the members.

E. Duties of the Presiding Officer

1. The presiding officer is responsible for calling and chairing the team meetings.
2. The duties of the presiding officer include:
a) sending notices of meetings to the team members

b) obtaining the names of the children to be reviewed and compiling the summary
information for distribution to team members

c) distributing the information in b); it should be prepared approximately two weeks
before each scheduled meeting to allow team members time to gather their agency’s
information about the child and family

d) submitting the data reports to the state Bureau of Vital Statistics not later than the 30th
day after the date the review is completed

e) ensuring the team operates according to the protocols developed by the Texas
Department of Protective and Regulatory Services, as adapted by the team.

F. Member Designees and Meeting Attendance

1. Team members may designate another representative of their agency to replace them at
meetings they are unable to attend. Team members must recognize the need to attend
meetings regularly to offer the expertise and knowledge which initially determined their
selection.

2. Agencies of members who are consistently unable to attend meetings may be contacted by
the team’s presiding officer to select another member to represent them on the team.

G. Obtaining the Names for Team Reviews

1. The Bureau of Vital Statistics in the Texas Health Department will provide death certificates to
the team’s presiding officer and birth certificates for children born in Texas and under two years
of age. Because it is the legal document required to certify death and bury a body, the death cer-
tificate is the basis for a review. The birth certificate includes an expanded lower section with
medical information regarding the mother and newborn that is extremely useful for reviews.
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2. Because of the length of time involved in the filing process, there is usually an eight week
delay period from the date of the child’s death until the time the presiding officer will
receive the death certificate.

3. To obtain birth certificates, presiding officers must submit a request in writing to the state
registrar at the state Bureau of Vital Statistics. The request must include the deceased chil-
dren’s names and the date of the meeting for which the birth certificates are required.

4. To obtain names earlier for review meetings, presiding officers may contact their local reg-
istrars. Most counties have more than one registrar; and each city in a county may have its
own office of vital statistics, with the county clerk recording deaths for unincorporated
areas. The State Registrar can supply presiding officers with a list of local registrars for their
area. All local registrars are required by law to submit their certificates to the State Registrar.

H. Child Death Information and Distribution for a Review Meeting

The presiding officer compiles summary information for each death to be reviewed. It is
required by team members to search their files and obtain the necessary data for a review. Most
of this information is available from the death certificate and the medical examiner’s records.

For confidentiality purposes, the death certificates and birth certificates are not distrib-
uted to the members until the meeting.

I. Child Fatality Summary Information

1. Deceased child’s name.
2. Child’s ethnicity, age, and gender.
3. Child’s date of birth and date of death.

4. Mother’s name and address (both maiden and current is usually required for background
checks and prior CPS involvement). If you cannot obtain mother’s name, then use father’s
name or legal guardian’s name and address.

5. Cause of death - may be pending when the list is initially written. Cause of death is the
specific reason the child died: car accident, blunt force head injury, gunshot, pneumonia, etc.
6. Manner of death - is the category of the death; natural, homicide, suicide, accidental or
undetermined.

7. Brief description of what may have occurred, i.e. “child found face down in bassinet”

J. Record Keeping

The team will not maintain records of case discussions. Basic information will be kept for pur-
poses of informing the team members of the deaths to be reviewed; and the data collection form
may be kept or not kept by the team. The team’s presiding officer maintains a list of issues raised
during the meetings.

14



V1. Procedures for Conducting a Child Death Review Meeting

A. Members Agree To Confidential Discussions

Each member agrees to keep meeting discussions and information confidential. This is essen-
tial for each agency to be able to fully participate in the meetings. A confidentiality agreement
signed by team members and required for other meeting attendees should be kept at each meet-
ing by the presiding officer.

B. Members Provide Information

Each team member provides information from their agency’s records and, when appropriate,
distributes them to other members.

C. Categories Of Deaths Requiring Extensive Review:

1. Homicide

2. Injuries

3. Suicide

4. Undetermined

5. Sudden or unexpected deaths, including SIDS
6. All medical examiner cases

7. All cases with previous CPS involvement

8. All cases investigated by law enforcement

D. Data Collection And Time Required For Reviews

Deaths will vary in the amount of time required for completion of a review. Each member pre-
sents their agency’s investigation and/or historical information on the cases and families. To
ensure an adequate review has been conducted and the appropriate questions asked, the data col-
lection form serves as the agenda for a review. Not all questions are applicable for each death.
Information that is not available can be just as valuable to the review process as what is available.
The lack of information regarding the circumstances of a death serves the team by focusing their
attention to what information was needed, but unavailable. Such awareness eventually allows the
team through its members, team reports and prevention efforts to address these issues.

E. Review Discussion

The presiding officer ends every review with a question that is on the data collection form,
“After hearing all the information regarding this child’s death, was this a preventable death?” If,
the answer is “yes,” the team is asked to identify possible interventions. At the end of the meeting,
each member may discuss any issues raised during the meeting.
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F. Record Meeting Issues

The presiding officer maintains a record of issues from team discussions. The team will need to
periodically review these issues and develop a plan for addressing and monitoring what actions
are taken on each issue.

G. Follow-up Reviews

Cases may need to be discussed at more than one meeting for several reasons: the results of the
investigations are incomplete at the first review, members may wish to obtain additional informa-
tion from their agency, a team member or auxiliary member with significant information is absent,
or the case continues to progress and needs to be updated.

H. Expedited Reviews

Expedited reviews are for those deaths which are not reviewed by the complete fatality review
team. A team member or group of members examines the pertinent information of a case prior to
the team meeting. If the case appears to be non-controversial, i.e. circumstances of death are not
out of the ordinary, there is not additional information other than that contained on the death cer-
tificate, or a full review will probably not yield new specific prevention strategies, the case may
receive an expedited review.

|. Referrals

Referrals for appropriate services are an opportunity for the team to assess and address an
immediate need. A “referral list” should be compiled by the team of programs or agencies that can
provide services identified by the team. Referrals are usually handled by the team member profes-
sionally associated with the program or agency providing the service. Any team member may
assist with making a referral. The team should discuss how the referral will be made and who will
be responsible for handling it.
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VII. Agency Conflict Resolution

ic cases. Reviews are not opportunities for others to criticize or second guess an agency’s

decision regarding a case. Issues with the procedures or policy of a particular agency are
sometimes identified; however, that agency’s team member is responsible for any further action
taken on the issue by his or her agency.

Teams are not peer reviews. They are designed to look at the system issues, not the perfor-
mance of individuals. The team review is a professional process aimed at improving the system
that responds to child deaths.

Most agencies involved in the teams do not have an internal review process; Child Protective
Services conducts multi-agency reviews of child fatalities in which there has been prior contact
with the agency. Some hospitals conduct internal reviews for child deaths. For most agencies,
review teams provide a forum that previously did not exist for reviewing their actions, policies and
procedures.

When conflict continues to occur among members, the presiding officer should intervene at the
meeting to allow the review to progress. By contacting the members outside the meeting, the pre-
siding officer may discuss the issues and assist with resolving the conflicts. Sometimes disagree-
ment is both productive and appropriate, but disruption of the review is not acceptable. Members
should always be encouraged to conduct the reviews in a professional manner.

P articipating agencies may have individuals with concerns or disagreements regarding specif-
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VI1ll. Media Relations

t is important that the team establish an effective working relationship with the media. The
I involvement of the media is fundamental to the team’s ability to promote public awareness and
educate the public regarding child deaths.

The presiding officer should contact the various local media and provide them with informa-
tion regarding the establishment of the team, its purpose and operation. The presiding officer
should continue to provide the media with statistics and/Zor reports relating to the team’s activities.
All information that is confidential as specified by state statute is not to be disclosed to the media.
Frequently , the objectives and review process is misunderstood by representatives of the media.
The presiding officer and members are responsible for reinforcing the concept of the team as “not a
fault-finding panel”.

Viewing the media as an essential component for the team to accomplish its prevention strate-
gies allows the team members to interact with media representatives in a manner that better serves
the community, and allows the team to function effectively.

18



IX. Maintaining A Review Team

preventable child deaths in the community: organizational, operational, and the imple-

mentation of prevention efforts and strategies from team findings. Once a team has been
established and the procedures for operation are thoroughly understood, maintenance of the team
is essential. The following are recommendations for maintaining a functional review team:

Q team follows three stages of development to achieve its goal of reducing the number of

A. Respect Team Agreements

For the team to operate effectively, it is essential that team agreements be recognized and
followed by the members.

B. Participate And Be Prepared For Meetings

Reviews require the regular attendance and participation of its members. Members should be-
come acquainted with the questions on the data collection forms to facilitate their own record
preparation.

C. Keep Regular Schedules For Meetings

Establishing regularly scheduled meetings provides members with the ability to make long
term schedule plans and allows for better attendance. Cancelling scheduled meetings diminishes
the team’s ability to gather information and hinders the cooperative networking of the members. A
team can only achieve its objectives by meeting routinely and regularly.

D. Provide An Educational Element To Team Meetings

Keeping members informed of team-related training, changes in laws regarding their profes-
sions, and new child death or injury prevention programs should be an integral part of the opera-
tion of every review team. Periodically scheduling brief presentations and providing informative
handouts will enhance the team’s ability to accomplish its objectives.

E. Use The Texas Network of Review Teams

Regular contact with other teams for suggestions regarding how they handled a problem or to
obtain input on innovative team efforts is often helpful.

F. Use The Professional Associations Represented On Teams

Professional associations can answer questions regarding many aspects of the responsibilities
and statutes that govern a profession.

G. Use The State Child Fatality Review Team Committee

The resources of the agencies responsible for the State Child Fatality Review Team Committee,
according to the roles specified in Chapter 264, Subchapter F of the Family Code, are readily avail-
able to assist teams. Teams provide input to the State Committee regarding the needs of local
communities and teams.
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H. Provide Other Members With Support

Each profession brings to the team their perspective, professional knowledge and expertise. It is
support, not criticism, that will encourage change and allow for improvements. Disagreement
between members is sometimes unavoidable, but if handled inappropriately, it could affect the
team’s ability to function effectively. It is the responsibility of the presiding officer to reinforce pro-
ductive exchanges and discourage dialogue which is disruptive to the review process. Each mem-
ber must acknowledge and respect the professional role of each participating agency.

Improvements will come through cooperative effort, not coercion.

I. Do Not Lose Sight Of The Team’s Purpose And Objectives

A periodic review of the stated purpose of the team and its goal and objectives will provide
direction to the team and remind members why the team was originally formed.

J. Team Membership Is A Long-Term Commitment

The team is not an ad-hoc committee collecting data on child deaths for a designated period,
but a panel of professionals dedicated to establishing a better understanding of the causes of child
deaths in their community. Discovering the patterns that cause or contribute to preventable child
deaths is an on-going process. Patterns change over time within a community. The aggregate
knowledge acquired and shared by team members provides the team structure for achieving
effective results.

K. A Team Is Both A Message To The Community And A Message From
The Community.

By participating on a team, local professionals with the responsibility of the protection, health,
and safety of their community’s children communicate a pledge to better understand child deaths
and to support the necessary steps to eliminate obstacles hindering their integrated response.
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ccording to Chapter 264 of the Family Code, Section 264.506, one of the purposes of a
A review team is to “initiate prevention measures as indicated by the review team findings.”

To assist with the development of these efforts, local, state, and national programs that
address specific prevention needs for the health, safety and well-being of children and families are
available to teams. These programs exists in both the public and private sector and may be spon-
sored by various religious, community, professional and/or government organizations. Some are
short-term projects with temporary funding. Others are established programs with documented
results and a proven track record.

A. Compile and Maintain A Record of Programs

Each team should compile and maintain a record of these prevention programs. It will allow the
team to 1) make appropriate referrals for services indicated by a specific review. and 2) identify pub-
lic awareness and prevention education needs of the community.

The presiding officer should schedule a meeting designed to discuss programs or services that
exist in the county or region that will assist the team in compiling its referral list. This meeting will
also help the team identify what services do not exist, but are needed. Once the list has been com-
piled, team members should keep the team informed of programs that develop within their agen-
cies and of others they become aware of outside their agency.

B. Contact the Program

By contacting the various service providers, team members will receive information regarding
the specifics of their programs. Services and assistance may include medical care, education, profes-
sional therapeutic and crisis intervention services, information and referrals, food, medical supplies
or equipment, and child health and/or safety equipment. These programs may also serve the team
by forming the basis for coalitions and partnerships that create the foundation for the team’s pre-
vention efforts.

Inviting representatives of these programs to inform the team regarding their mission, target
clients and the delivery of their services will facilitate the team’s ability to make appropriate referrals.

C. Types of Program Resources
Types of programs for referrals and assistance include:

SIDS Family Counseling Teen Driving Safety

Teen Pregnancy Prevention

Suicide Prevention and Counseling

Firearm Safety

Crime Victim’s Assistance

Gang Prevention and Intervention
Substance Abuse Counseling and Education
Drowning Prevention

Seat Belt Safety

Domestic Violence Intervention
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Bicycle Safety

Fire Safety

Prenatal Medical Care

Parenting Skills

Infant and Child Day Care Programs

Child Abuse and Neglect Prevention
Programs

Poison Control
Child Safety Seat Loaner Programs



XI. Resources

eam members should contact the numerous agencies and organizations that have established
I prevention programs for assistance and information. This list includes only a few of the
groups that can assist teams.

A. National Organizations
SAFE KIDS Coalition
US Health and Human Services Department
US Department of Justice— Juvenile Crime Prevention Department
SIDS National Clearinghouse- McLean, Virginia
National Committee to Prevent Child Abuse, 1-800-CHILDREN
National Center on Child Abuse and Neglect
Annie B. Casey Foundation
Centers for Disease Control and Prevention— Atlanta, Georgia
National Committee to Prevent Child Abuse- Chicago, Illinois

B. State Organizations
Texas Department of Protective and Regulatory Services
Children’s Trust Fund of Texas Council
Texas Department of Health
Texas Youth Commission
Texas Department of Mental Health and Mental Retardation
Services to At-Risk Youth (STAR)

C. Professional Associations:

Professional associations are created to provide assistance, training, and information for their
members. As a resource, they can offer teams updates on changes to laws that affect various profes-
sions, and information regarding training and programs that relate to team activities.

American Academy of Pediatrics

National Medical Examiner’s Association

Texas Pediatric Society

Texas Medical Association

Texas Hospital Association

American Bar Association’s Center on Children and the Law
Texas State Bar Association

County and District Attorney’s Association

Justices of the Peace and Constables Association

Texas Police Association

Texas Sheriff’s Association

American Professional Society on the Abuse of Children
Child Welfare League of America

National Institute for Mental Health
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XI1. Attachments

A. Sample Interagency Agreement

This cooperative agreement is made this day of between each of the following
agencies:

District Attorney’s Office

Sheriff’s Department

Police Department

Medical Examiner/Justice of the Peace

TDPRS-Child Protective Services

City/ County Health Department
(Please add any additional agencies, etc.)

WHEREAS, the parties are vested with the authority to promote and protect the public health
and safety and to provide services which improve the well-being of children and their families.

WHEREAS, the parties agree that they are mutually served by the establishment of a multi-
agency, multi-professional child fatality review team, and that the outcome of such reviews will
be the identification of preventable child deaths and recommendations for intervention and pre-
vention strategies.

WHEREAS, the objectives of a child fatality review team are agreed to be:

- Promote cooperation, communication, and coordination among agencies involved in
responding to child deaths.

- Assure the accurate inventory of child fatalities by age, location, cause, manner, and
circumstance.

- Support adequate child death investigation and certification.

- Implement investigative guidelines and recommendations for child fatalities.

- Improve recognition of child deaths from abuse and neglect, genetic diseases, inadequate
medical care, and pubic health dangers through analysis of patterns and trends in child
fatalities.

- Enhance the general awareness of child deaths through the understanding of how and why
children die.

- ldentify system-based impediments to child health and safety that, when removed, will
ultimately reduce the number of preventable child deaths.

- Initiate local prevention efforts to reduce the number of preventable child deaths as
indicated by team findings.
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WHEREAS, the parties agree the Child Fatality Review Team membership be comprised of, but
not limited to, the following professionals:
- criminal prosecutor

- medical examiner/justice of the peace

- physician

- child protective services

- sheriff

- police

- public health representative

- mental health provider

- child advocate

- EMS personnel

juvenile probation officer

WHEREAS, the parties agree the review process requires case specific sharing of records and
that confidentiality is inherent in many of the involved reports, there will be clear measures
taken to protect confidentiality.

NOW THEREFORE, it is agreed that all team members will sign a confidentiality agreement
which prohibits any unauthorized dissemination of information beyond the purpose of the
review process. Data will be submitted by the team to the Texas Department of Health Bureau
of Vital Statistics where it will be maintained for the purpose of establishing a state central reg-
istry for child fatalities with standardized, non-identified aggregate data from child fatality
review teams throughout Texas.
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B. Review Team Sample Confidentiality Agreement

The purpose of a child fatality review team is to conduct a thorough examination of each
child death in County(ties) by the County Child Fatality Review Team.

In order to assure a coordinated response that fully addresses all systemic concerns sur-
rounding child fatalities, all relevant data, including historical information concerning the
deceased child and his or her family, must be shared at team reviews. Much of this information
is protected from disclosure by law, especially medical and child abuse/neglect information.
Therefore, team reviews are closed to the public, and confidential information cannot be law-
fully discussed unless the public is excluded. In no case should any team member or designee
disclose any information regarding team decisions outside the team, other than pursuant to
team confidentiality guidelines. Failure to observe this procedure may violate various confi-
dentiality statutes that contain penalties. Any agency team member may make a public state-
ment about the general purpose or nature of the child death review process, as long as it is not
identified to a specific case.

The undersigned agree to abide by the terms of this confidentiality agreement.

Name Agency
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Transfer Forms and Procedures

Child Fatality Review Team Case Transfer Procedures

Currently, the statute pertaining to the review procedure for child deaths (TFC 264.508) states:

1. The review team of the county in which the injury, illness, or event that was the cause
of death of the child occurred, as stated on the child’s death certificate shall review the
death.

Because death certificates are distributed based upon county of residence, the following transfer
procedure was created to facilitate the referral of death certificates to those counties responsible for
the review of a death. It is hoped that this procedure will also open lines of communication between
teams and allow for the exchange of information relating to the review of child deaths.

A. Deaths Due to Injury

1. Upon receipt of the death certificates, the presiding officer or team coordinator examines
section 41e of the certificate of death to determine geographical location of injury.

2. If the injury occurred in a county outside the jurisdiction of a particular team, the death
certificate is then forwarded to the appropriate team through the following mechanism:

a. The Child Fatality Review Team Transfer/Return Form is completed and forwarded
with the death certificate to: (1) the appropriate team, and (2) Child Fatality Review
Specialist, Bureau of Vital Statistics.

b. A copy of the death certificate and transfer/return form should also be retained by the
team originally receiving the death certificates.

3. If there is not a team in the county where the injury occurred, a copy of the death
certificate should be returned to the Bureau of Vital Statistics using the Child Fatality
Review Team Transfer/Return Form with the date of return.

B. Natural Deaths

1. This group of deaths should continue to be reviewed based upon county of residence
since much of the information pertaining to the child’s social and medical history will be
found in the county where the child resided.

2. If assistance is needed in obtaining medical records for deaths occurring in counties
other than the county of residence, Child Fatality Review Teams in the county where the
death occurred can help facilitate the request and transfer of records.
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Child Fatality Review Team Transfer/Return Form

Circle One; Transfer Return

County of Injury:

County of Death:

Death Certificate received by: team
Death Certificate transferred to: team
Date

transferred/returned:

For a transfer, please attach a copy of the death certificates and forward copies to (1) the appropri-
ate team, and (2) the Texas Bureau of Vital Statistics at the following address:

Child Fatality Review Specialist
Bureau of Vital Statistics

Texas Department of Health
1100 West 49th Street

Austin, TX 78767-3199

For a return, please attach a copy of the death certificate and forward to the Texas Department of
Health, Bureau of Vital Statistics at the above address.
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Statutes

hapter 264 of the Family Code was amend-
C ed in the 74th Legislature by Subchapter F,

which created the state child fatality review
team committee, procedures for the operation of
local child fatality review teams and the report-
ing and investigation of child deaths under age 6.

Atrticle 49.04 and 49.10 of the Code of Crim-

inal Procedure was also amended regarding
inquests and autopsies.

Subchapter F. Child Fatality Review
and Investigation
8§ 264.501 Subchapter F. Definitions.

In this subchapter:

(1) “Autopsy” and “inquest” have the meanings
assigned by Article 49.01, Code of Criminal
Procedure.

(2) “Bureau of vital statistics” means the bureau of
vital statistics of the Texas Department of Health.

(3) “Child” means a person younger than 18 years
of age.

(4) “Committee” means the child fatality review
team committee.

(5) “Council” means the Children’s Trust Fund of
Texas Council.

(6) “Department” means the Department of
Protective and Regulatory Services.

(7) “Health care provider” means any health care
practitioner or facility that provides medical evalu-
ation or treatment, including dental and mental
health evaluation or treatment.

(8) “Meeting” means an in-person meeting or a
meeting held by telephone or other electronic
medium.
(9) “Preventable death” means a death that may
have been prevented by reasonable medical, social,
legal, psychological, or educational intervention.
The term includes the death of a child from:
(A) intentional or unintentional injuries;
(B) medical neglect;
(C) lack of access to medical care;
(D) neglect and reckless conduct, including
failure to supervise and failure to seek medical
care; and
(E) premature birth associated with any factor
described by Paragraphs (A) through (D).

(10) “Review” means a reexamination of informa-

tion regarding a deceased child from relevant
agencies, professionals, and health care providers.

(11) “Review team” means a child fatality review
team established under this subchapter.

(12) “Unexpected death” includes a death of a
child that, before investigation:

(A) appears to have occurred without anticipa-
tion or forewarning; and

(B) was caused by trauma, suspicious or
obscure circumstances, sudden infant death
syndrome, abuse or neglect, or an unknown
cause.

§ 264.502. Committee.

(@) The child fatality review team committee is com-
posed of:

(1) a person appointed by and representing the
state registrar for the bureau of vital statistics;

(2) a person appointed by and representing the
director of protective services for families and
children of the department;

(3) a person appointed by and representing the
director of the bureau of epidemiology of the
Texas Department of Health;

(4) a person appointed by and representing the
executive director of the council; and

(5) individuals selected under Subsection (b).

(b) The members of the committee who serve
under Subsections (a)(1) through (4) shall select the
following additional committee members:

(1) a criminal prosecutor involved in prosecut-
ing crimes against children;

(2) a sheriff;

(3) a justice of the peace;

(4) a medical examiner;

(5) a police chief;

(6) a pediatrician experienced in diagnosing
and treating child abuse and neglect;

(7) a child educator;

(8) a child mental health provider;

(9) a public health professional;

(10) a child protective services specialist;

(11) a sudden infant death syndrome family
service provider;

(12) a neonatologist;
(13) a child advocate; and
(14) a chief juvenile probation officer.
(c) Members of the committee selected under
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Subsection (b) serve two-year terms that expire on
February 1 of each even-numbered year.

(d) Members selected under Subsection (b) must
reflect the geographical, cultural, racial, and ethnic
diversity of the state.

(e) An appointment to a vacancy on the committee
shall be made in the same manner as the original
appointment.

(f) Members of the committee shall select a presid-
ing officer from the members of the committee.

(g) The presiding officer of the committee shall call
the meetings of the committee, which shall be held
at least quarterly.

(h) A member of the committee is not entitled to
compensation for serving on the committee but is
entitled to reimbursement for the member’s travel
expenses as provided in the General
Appropriations Act. Reimbursement under this
subsection for a person serving on the committee
under Subsection (a)(1) or (3) shall be paid from
funds appropriated to the Texas Department of
Health. Reimbursement for other persons serving
on the committee shall be paid equally from funds
appropriated to the department and funds appro-
priated to the council.

§ 264.503. Purpose and Duties of
Committee and Specified State
Agencies.

(a) The purpose of the committee is to:

(1) develop an understanding of the causes
and incidence of child deaths in this state;

(2) identify procedures within the agencies
represented on the committee to reduce the
number of preventable child deaths; and

(3) promote public awareness and make rec-
ommendations to the governor and the legisla-
ture for changes in law, policy, and practice to
reduce the number of preventable child
deaths.

(b) To ensure that the committee achieves its pur-
pose, the department, the council, and the Texas
Department of Health shall perform the duties
specified by this section.

(c) The department shall;

(1) recognize the creation and participation of
review teams;

(2) promote and coordinate training to assist
the review teams in carrying out their duties;
(3) assist the committee in developing model
protocols for;

(A) the reporting and investigating of
child fatalities for law enforcement agen-
cies, child protective services, justices of
the peace and medical examiners, and
other professionals involved in the investi-
gations of child deaths;

(B) the collection of data regarding child
deaths and

(C) the operation of the review teams; and

(4) develop and implement procedures neces-
sary for the operation of the committee.

(d) The council shall promote education of the
public regarding the incidence and causes of child
deaths, the public role in preventing child deaths,
and specific steps the public can undertake to
prevent child deaths. The committee shall enlist
the support and assistance of civic, philanthropic,
and public service organizations in the perfor-
mance of the duties imposed under this subsection.

(e) The Texas Department of Health shall:

(1) collect data under this subchapter and coor-
dinate the collection of data under this sub-
chapter with other data collection activities;
and

(2) perform annual statistical studies of the
incidence and causes of child fatalities using
the data collected under this subchapter.

(f) The committee shall issue annual reports on
the committee’s activities, including findings and
recommendations relating to each purpose and
duty of the committee described by this section.
Not later than December 1 of each even-numbered
year, the committee shall publish the report and
submit a copy of the report to the governor, lieu-
tenant governor, and speaker of the house of repre-
sentatives.

§ 264.504. Meetings of Committee.

(a) Except as provided by Subsections (b), (c), and
(d), meetings of the committee are subject to the
open meetings law, Chapter 551, Government
Code, as if the committee were a governmental
body under that chapter.

(b) Any portion of a meeting of the committee dur-
ing which the committee discusses an individual
child’s death is closed to the public and is not sub-
ject to the open meetings law, Chapter 551,
Government Code.

(c) Information identifying a deceased child, a
member of the child’s family, a guardian or care-
taker of the child, or an alleged or suspected per-
petrator of abuse or neglect of the child may not be
disclosed during a public meeting.



(d) Information regarding the involvement of a
state or local agency with the deceased child or
another person described by Subsection (c) may
not be disclosed during a public meeting.

(e) The committee may conduct an open or closed
meeting by telephone conference call or other elec-
tronic medium. A meeting held under this subsec-
tion is subject to the notice requirements applicable
to other meetings. The notice of the meeting must
specify as the location of the meeting the location
where meetings of the committee are usually held.
Each part of the meeting by telephone conference
call that is required to be open to the public shall
be audible to the public at the location specified in
the notice of the meeting as the location of the
meeting and shall be tape-recorded. The tape
recording shall be made available to the public.

(f) This section does not prohibit the committee
from requesting the attendance at a closed meeting
of a person who is not a member of the committee
and who has information regarding a deceased
child.

8§ 264.505. Establishment of Review
Team.

(a) A multidisciplinary and multiagency child fatal-
ity review team may be established for a county to
review child deaths in that county. A review team
for a county with a population of less than 50,000
may join with an adjacent county or counties to
establish a combined review team.

(b) Any person who may be a member of a review
team under Subsection (c) may initiate the estab-
lishment of a review team and call the first organi-
zational meeting of the team.

(c) Areview team may include:

(1) a criminal prosecutor involved in prosecut-
ing crimes against children;

(2) a sheriff;

(3) ajustice of the peace or medical examiner;
(4) a police chief;

(5) a pediatrician experienced in diagnosing
and treating child abuse and neglect;

(6) a child educator;

(7) a child mental health provider;

(8) a public health professional;

(9) a child protective services specialist;

(10) a sudden infant death syndrome family
service provider;

(11) a neonatologist;
(12) a child advocate; and
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(13) a chief juvenile probation officer.
(d) Members of a review team may select
additional team members according to
community resources and needs.
(e) A review team shall select a presiding
officer from its members.

§ 264.506. Purpose and Duties of
Review Team.

(a) The purpose of a review team is to decrease the
incidence of preventable child deaths by:
(1) providing assistance, direction, and coordi-
nation to investigations of child deaths;
(2) promoting cooperation, communication,
and coordination among agencies involved in
responding to child fatalities;
(3) developing an understanding of the causes
and incidence of child deaths in the county or
counties in which the review team is located;

(4) recommending changes to agencies,
through the agency’s representative member,
that will reduce the number of preventable
child deaths; and
(5) advising the committee on changes to law,
policy, or practice that will assist the team and
the agencies represented on the team in fulfill-
ing their duties.

(b) To achieve its purpose, a review team shall:
(1) adapt and implement, according to local
needs and resources, the model protocols de-
veloped by the department and the committee;
(2) meet on a regular basis to review child
fatality cases and recommend methods to
improve coordination of services and investi-
gations between agencies that are represented
on the team;
(3) collect and maintain data as required by the
committee; and
(4) submit to the bureau of vital statistics data
reports on deaths reviewed as specified by the
committee.

(c) A review team shall initiate prevention mea-

sures as indicated by the review team’s findings.

§ 264.507. Duties of Presiding Officer.

The presiding officer of a review team shall:

(1) send notices to the review team members of a
meeting to review a child fatality;

(2) provide a list to the review team members of
each child fatality to be reviewed at the meeting;
(3) submit data reports to the bureau of vital statis-
tics not later than the 30th day after the date on
which the review took place; and



(4) ensure that the review team operates according
to the protocols developed by the department and
the committee, as adapted by the review team.

8 264.508. Review Procedure.

(a) The review team of the county in which the
injury, illness, or event that was the cause of the
death of the child occurred, as stated on the child’s
death certificate, shall review the death.

(b) On receipt of the list of child fatalities under
Section 264.507, each review team member shall
review the member’s records and the records of
the member’s agency for information regarding
each listed child.

§ 264.509. Access to Information.

(a) Areview team may request information and
records regarding a deceased child as necessary to
carry out the review team’s purpose and duties.

Records and information that may be request-
ed under this section include:

(1) medical, dental, and mental health care
information; and

(2) information and records maintained by any
state or local government agency, including:

(A) a birth certificate;

(B) law enforcement investigative data;
(C) medical examiner investigative data;
(D) juvenile court records;

(E) parole and probation information and
records; and

(F) child protective services information
and records.

(b) On request of the presiding officer of a review
team, the custodian of the relevant information
and records relating to a deceased child shall pro-
vide those records to the review team.

(c) This subsection does not authorize the release
of the original or copies of the mental health or
medical records of any member of the child’s fami-
ly or the guardian or caretaker of the child or an
alleged or suspected perpetrator of abuse or
neglect of the child which are in the possession of
any state or local government agency as provided
in Subsection (a)(2). Information relating to the
mental health or medical condition of a member of
the child’s family or the guardian or caretaker of
the child or the alleged or suspected perpetrator of
abuse or neglect of the child acquired as part of an
investigation by a state or local government
agency as provided in Subsection (a)(2) may be
provided to the review team.

§ 264.510. Meeting of Review Team.

(a) A meeting of a review team is closed to the
public and not subject to the open meetings law,
Chapter 551, Government Code.

(b) This section does not prohibit a review team
from requesting the attendance at a closed meeting
of a person who is not a member of the review
team and who has information regarding a
deceased child.

(c) Except as necessary to carry out a review team’s
purpose and duties, members of a review team
and persons attending a review team meeting may
not disclose what occurred at the meeting.

(d) A member of a review team participating in the
review of a child death is immune from civil or
criminal liability arising from information present-
ed in or opinions formed as a result of a meeting.

8§ 264.511. Use of Information and
Records; Confidentiality.

(a) Information and records acquired by the com-
mittee or by a review team in the exercise of its
purpose and duties under this subchapter are con-
fidential and exempt from disclosure under the
open records law, Chapter 552, Government Code,
and may only be disclosed as necessary to carry
out the committee’s or review team’s purpose and
duties.

(b) A report of the committee or of a review team
or a statistical compilation of data reports is a pub-
lic record subject to the open records law, Chapter
552, Government Code, as if the committee or
review team were a governmental body under that
chapter, if the report or statistical compilation does
not contain any information that would permit the
identification of an individual.

() A member of a review team may not disclose
any information that is confidential under this
section.

(d) Information, documents, and records of the
committee or of a review team that are confidential
under this section are not subject to subpoena or
discovery and may not be introduced into evi-
dence in any civil or criminal proceeding, except
that information, documents, and records other-
wise available from other sources are not immune
from subpoena, discovery, or introduction into evi-
dence solely because they were presented during
proceedings of the committee or a review team or
are maintained by the committee or a review team.



§ 264.512. Governmental Units.

The committee and a review team are governmental
units for purposes of Chapter 101, Civil Practice and
Remedies Code. A review team is a unit of local gov-
ernment under that chapter.

§ 264.513. Report of Death of Child.

(a) A person who knows of the death of a child
younger than six years of age shall immediately
report the death to the medical examiner of the
county in which the death occurs or, if the death
occurs in a county that does not have a medical
examiner’s office or that is not part of a medical
examiner’s district, to a justice of the peace in that
county.

(b) The requirement of this section is in addition
to any other reporting requirement imposed by
law, including any requirement that a person
report child abuse or neglect under this code.

(c) A person is not required to report a death under
this section that is the result of a motor vehicle
accident. This subsection does not affect a duty
imposed by another law to report a death that is
the result of a motor vehicle accident.

§ 264.514. Procedure In the Event of
Reportable Death.

(a) A medical examiner or justice of the peace noti-
fied of a death of a child under Section 264.513
shall hold an inquest under Chapter 49, Code of
Criminal Procedure, to determine whether the
death is unexpected.

(b) The medical examiner or justice of the peace
shall immediately notify an appropriate local law
enforcement agency if the medical examiner or jus-
tice of the peace determines that the death is unex-
pected, and that agency shall investigate the child’s
death.

§ 264.515. Investigation.

(a) The investigation required by Section 264.514
must include:

(1) an autopsy, unless an autopsy was conduct-
ed as part of the inquest;

(2) an inquiry into the circumstances of the
death, including an investigation of the scene
of the death and interviews with the parents of
the child, any guardian or caretaker of the
child, and the person who reported the child’s
death; and

(3) a review of relevant information regarding
the child from an agency, professional, or
health care provider.
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(b) The review required by Subsection (a)(3) must
include a review of any applicable medical record,
child protective services record, record maintained
by an emergency medical services provider, and
law enforcement report.

(c) The committee shall develop a protocol relating
to investigation of an unexpected death of a child
under this section. In developing the protocol, the
committee shall consult with individuals and orga-
nizations that have knowledge and experience in
the issues of child abuse and child deaths.

Section 3 Subsection (a) Article 49.04
Code of Criminal Procedure, is

amended to read as follows:

(a) A justice of the peace shall conduct an inquest
into the death of a person who dies in the county
served by the justice if:

(8) the person is a child who is younger than six
years of age and the death is reported under
Chapter 264, Family Code.

Section 4 Subsection (e) Article 49.10,
Code of Criminal Procedure, is

amended to read as follows:
(a) A justice of the peace shall order an autopsy
performed on a body if:
(1) the deceased was a child younger than six
years of age and the death was reported under
Chapter 264, Family Code.



or additional copies of this

manual, more information or

assistance with forming a team in
Texas contact:

Texas Department of Protective and
Regulatory Services

P.O. Box 149030

Austin, Texas 78714-9030
(512) 438-4963

(512) 438-3782 FAX



What Are

Review Teams

hild fatality review teams are multi-disciplinary, multi-
agency panels that review all child deaths regardless of
the cause. Members include law enforcement, prosecu-
tors, physicians, medical examiners, justices of the peace,
public and mental health professionals, EMS, and child
protective services and child advocates. By sharing infor-
mation, team members discover the circumstances sur-
rounding children’s deaths. They identify gaps or break-
downs in agency services designed to protect children, and work to revise
agency procedures and professional investigation protocols.

These teams are uniguely qualified to
understand what no single agency or group
working alone can: how and why children are
dying in their community.

Because of the team’s efforts, child fatalities are more accurately recorded and

needed prevention initiatives can be developed. The ultimate result of a child
death review system is an improved response to all child fatalities.
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