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The purpose of this local review team is to:
���� enable our County to better identify the causes and manners of child deaths 
���� share information between professionals and organizations  involved in          

responding to child fatalities
���� enhance cooperation between all professionals
���� develop and implement methods for preventing future child deaths

Introduction

In collaboration with the Pennsylvania Chapter of the American Academy of Pediatrics and
the Pennsylvania Department of Health, the Allegheny County Health Department (ACHD)
established the Allegheny County Child Death Review Team. 

A  team of professionals including physicians from all major hospitals in Pittsburgh, police
officers, Health Department staff, Children Youth & Families, Coroner’s office, District Attorney’s
office , traffic safety specialists, injury prevention experts, Office of Behavioral Health and Juvenile
Court, volunteer their time  to perform individual confidential case reviews of deceased children in
Allegheny County.  All child deaths from birth through age 19 are reviewed  to determine if and
how the death might have been prevented. A preventable death is one in which, with retrospective
analysis, it is determined that a reasonable intervention, (e.g., medical, educational, social, legal or
psychological)  might  have  prevented the death.  Reasonable is defined by taking into con-
sideration the condition, circumstances or resources available. 

The Allegheny County Child Death Review Team has been in existence since  October of
1997.  All Team members signed a confidentiality statement which defines conditions of
participation.  The conditions are as follows:

All information secured in the reviews will remain and be kept strictly confidential
and will not be used for reasons other than that which was intended.  The purpose
of the reviews is to reduce preventable childhood deaths in Allegheny County,
through confidential, meticulous examination of relevant information on each
childhood death.  All materials reviewed or obtained by members of the County
Child Death Review Team are confidential.   There will be no follow back to
families or next of kin for purposes of the death review, and any discussion of
team conclusions with people outside the team will be in aggregate form only.
Any presentation of case illustrations will have all identifiable characteristics
removed.  Investigation of cases by individual team members based on
information obtained through the review is prohibited.  However, if the team as
a whole determines that a suspected case of child abuse or homicide may have
occurred, a team member advocate designated by and acting on behalf of the team
will refer the case to the appropriate legal authority.  All materials with identifying
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information will be stored in a locked and secure setting, and these materials will
be disposed of by shredding or by confidential recycling when work on the case
is complete. 
 

This current 1999 report is more timely, based on “real time” reviews approximately two to
three months after the death occurred, if not sooner.

When a child dies the death certificate is forwarded  to the Team from the ACHD Bio-
Statistics Office.  Birth certificates are included for  all infant deaths under one year of  age.  From
this information a list is prepared and forwarded to members requesting summaries for presentation
at the next team meeting.  Basic questions the team attempts to answer are the “who? what? where?
and how?” of each death. Was there use of community agencies prior to the death?  What were the
actions of involved agencies after the death?  Was the death preventable? And finally, what should
be  the prevention strategy?  Each case is reviewed and a data form is prepared for future
compilation in an annual report and other special reports to assist in the development of data-driven
recommendations for prevention of child fatalities. 

Overview of Findings

The  Child Death Review Team’s  analysis of 1999 child deaths, with major findings and
recommendations  to reduce the preventable deaths of Allegheny County  are presented in the
following report.  This  is the second annual report compiled by the Allegheny County Child Death
Review team.  Compared to the 1997 annual report, the statistical data appear to be relatively
similar.

There was an increase in preventable deaths from 21% in 1997 to 30% in 1999.  However,
this can be explained by the fact that, in 1997 the team was relatively new with the review process
and gathering the appropriate information to make a decision on preventability.  In 1997, 16% of the
reviews were undetermined regarding preventability.  In 1999, with the change to timely reviews and
the information being more accessible, only 3% of the reviews were undetermined.  Regarding
preventability, in all categories, natural deaths, unintentional deaths, homicides and suicides, the
percentages are fairly consistent in both the 1997 and 1999 data.  In general the team judged that
unintentional deaths, homicides and suicides were most often preventable.  

Of the violence-related deaths, the data strongly suggest that the availability of guns is a
factor. Nearly 73% of the homicides involved guns; all were  hand guns. In many of the suicides  and
child  abuse  deaths, early identification and awareness of warning signs and early intervention
appear to be  lacking.  Of  the unintentional deaths, including  drownings, fires, and falls,  the data
suggest most often a lack of adult supervision as a contributing factor.  Especially with young
children, diligence and a protective environment are keys to prevention.  

Of the natural deaths, specifically Sudden Infant Death Syndrome, there appear to be
preventable risk factors. Research indicates that positioning a sleeping infant on the abdomen is
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associated with higher death rates due to SIDS.  Five out of six (83%) SIDS death reviews found the
infant at discovery was on his stomach, face down or face to side.   The Allegheny County death
review data also indicate sleeping location as a possible risk factor. In five out of six SIDS cases
reviewed, the infants were not sleeping in a crib, but on a sofa,  play pen or sleeping with someone.
The data also indicate smoking, taking illegal drugs, lack of prenatal care, single marital status and
the maternal age of  20 to 34 years are conditions associated with a higher incidence of prematurity
leading to infant mortality.   

Although these general findings indicate  the  need to continue identifying and implementing
preventive strategies, when Allegheny County death rates are compared to Healthy People 2010
national data, local child death findings appear  quite favorable.  Rates for Allegheny County are
based on 1998, 0-19 years of age population for all races.  The national data are based on all ages
and all races. The 1997 national firearm-related death rate was 12.1 deaths per 100,000  compared
to 1997 and 1999 Allegheny County firearm-related rate of 6.0 deaths per 100,000.   The Healthy
People 2010 target is 4.5.   

Allegheny County is even doing better concerning motor  vehicle crashes.  The national death
rate in 1998 was 15 deaths per 100,000.  For 1999, Allegheny County had only two motor vehicle
related deaths for children 0-19 years, giving a rate of 0.6 deaths per 100,000.  In 1997 there were
14 motor vehicle related deaths, giving a rate of 4.5, still much lower than the  national rate.  The
Healthy People 2010 target is  9.   

The 1997 national rate for drownings is 1.5 compared to Allegheny County rate of 1.0 in
1999 and 0.6 in 1997.   Healthy People 2010  target is 0.9 .  In 1999 there were 7 fire-related deaths
of children giving Allegheny County a rate of  2.2 compared to national rate of 1.3.  However in
1997 our rate was 0.6.  Healthy People 2010 target is 0.6 .  Other  unintentional  deaths including
falls, accidental drug over-doses, and choking incidents are well below the national rates.

For both the national and Allegheny County data certain types of injuries affect African
Americans more frequently. In 1999, six out of seven children who died in fires were African
Americans. Two out of three children who drown were African Americans. Regarding firearm-
related deaths twelve out of eighteen youths who died were African Americans living in
Allegheny County.
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Allegheny County Child Death Review

1999 SUMMARY Data Report

Deaths Reviewed 0-19 yr 182 100%

Natural Deaths reviewed  0-19 yr (including SIDS) 131 71%

Natural Deaths reviewed-Infants - 0-12 mo. (excluding SIDS) 96 52%

Natural Deaths reviewed-SIDS 6 3%

Natural Deaths reviewed 1-19 yr 29 16%

Unintentional Deaths reviewed 0-19 yr 19 11%

Homicide Deaths reviewed 0-19 yr 22 12%

Suicide Deaths reviewed 0-19 yr 5  3%

Cause of Death could not be determined 5  3%

Deaths preventable 54 30%

Deaths not preventable 122 67%

Could not be determined(unknown) 6  3%

DEATH RATES United States Allegheny
County 1999

Allegheny
County 1997

Healthy People
2010 target

FIREARM
RELATED

12.1 6.0 6.0 4.5

MOTOR
VEHICLE

15.0 0.6 4.5 9.0

DROWNINGS 1.5 1.0 0.6 0.9

FIRE RELATED 1.3 2.2 0.6 0.6
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NATURAL Deaths 1-19 yrs.                    Total = 29 (16%)
1-4yr 5-9yr 10-14yr 15-19yr Total

Malignant neoplasms 2 2 1 4 31%

Heart disease 2 1 4 1 28%

Congenital anomalies 1 2 1 14%

Asthma 1 3%

Acute Bronchitis 1 3%

All other 1 2 1 2 21%

Total 7 5 8 9 100%

Race/Gender White males 16 (55%)

White females 6 (21%)

African American males 5 (17%)

African American females 2 (7%)
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PREMATURITY Deaths (out of 96 infant deaths excluding SIDS)      Total = 80 (83%)

Race/Gender Gestation (weeks) Birth Weight(grams)

Total < 20 < 500

White Males 20 4 14

White Females 20 4 9

African American Males 22 3 8

African American Females 16 4 11

Other Males 1

Other Females 1

Total 80 (100%) 15 (20%) 42 (53%)

Race/Gender

Infants Tobacco used Not used Unknown

White Males 6 12 2

White Females 3 13 4

African American Males 4 15 3

African American Females 3 12 1

Other Males 1

Other Females 1

Total 16 (19%) 54 (68%) 10 (13%)

Race/Gender Some Prenatal Care No Prenatal Care Unknown

Infants

White Males 7 1 12

White Females 13 2 5

African American Males 10 2 10

African American Females 9 1 6

Other Males 1

Other Females 1

Total 41 (51%) 6 (8%) 33 (41%)
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Marital status Single Married Divorced/
separated

mothers

White 12 25 2

African American 34 4 2

other 1

Total 46 (57%) 30 (38%) 4 (5%)

Race/Gender < 19 yrs 20-34 yrs. > 35 yrs.

Infants Mothers

White Males 1 13 6

White Females 1 17 2

African American Males 8 15

African American Females 3 12

Other Males 1

Other Females 1

Total 13 (17%) 58 (72%) 9 (11%)

Infant  Deaths Not  Due to Prematurity Total = 16

Congenital Anomalies 9 (56%)

Respiratory Distress syndrome 3 (19%)

Pneumonia & Influenza 2 (12.5%)

Hypoxia 2 (12.5%)
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 PREMATURITY Deaths excluding SIDS
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PREMATURITY Deaths continued
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SIDS Deaths reviewed                  Total = 6 (4%)
Race/Gender 0-2 mo 3-6 mo 7-12 mo

White males 1 2 1
White females
African American males 1 1
African American females

Position of infant at discovery on stomach, face down 3
on stomach, face to side 2
on back 1
on side

Risk factors associated with
gender

White males 4
White females
African American males 2
African American females

Smoking in household yes 2
no 4

Months deaths occurred January 2
February 2
June 1
Oct. 1

Sleeping Location Playpen 2
Bassinet 1
Sofa 1
Bed with someone 1
unknown 1
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SIDS Deaths
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UNINTENTIONAL Deaths Reviewed 0-19 yr     Total = 20 (11%)

MOTOR
VEHICLE

Driver Occupant Pedestrian Total

Victim 1 1 2

PositiveDrug/Alc. 0

Used Seat Belt 1 NA 1

Time of Occurrence 7:00pm -12:00am 12:00am -6:00am 6:00am - 7:00pm

1 1

Speeding/Reckless Driving 1

Race/Gender Age Total

White male 19 yrs. 1

White female 19 yrs 1

FALLS Age Gender Race Total

1 yr. old male Afr-American 1

Circumstances Fell down stairs, sustained blunt force trauma to head.

DRUG OVERDOSE Age Gender Race Total

19 yrs. male White 2

Circumstances Combined drug overdose with alcohol.

# of FIRES = 4 Victims = 7 White
males

White
females

Afr. Amer.
males

Afr. Amer.
females

0-6 yrs. 1 2 1

7-12 yrs. 2 1

Source Matches Electrical Unknown

2 1 1

Type of Construction wood frame = 4

Smoke Alarms sounded = 2 inoperative = 2
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DROWNING Age Gender Race Place Floatation
Device

3 yr male White swim pool no

10 yr male Afr.American river no

11 yr male Afr.American river no

Total Drownings = 3

ASPHYXIATION Age Gender Race Total

3 days female African American 1

Circumstance Mother & father sleeping in same bed with baby, infant sustained
compression of trunk.

GUNSHOT (Head) Age Gender Race Total

16 yr male White 1

Circumstance Deceased was playing with loaded gun, went off unintentionally

BLUNT FORCE
Trauma of Head

Age Gender Race Total

6 yr female African American 1

Circumstance Retaining wall collapsed on child while playing.

2 yr male African American 1

Circumstance Television fell off stand and struck child on head.
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 UNINTENTIONAL Deaths
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HOMICIDE Deaths Reviewed   0 - 19 yr     Total  = 22  (12%)
Race/Gender 0-6 yrs. 7-14 yrs. 15-19 yrs.
White Males 1 1 3
White Females 1 1
African American Males 1 10
African American Females 1 3

Firearms involved handgun shotgun total
White Males 3 3
White Females 1 1
African American Males 10 10
African American Females 2 2
Non-firearms
Battered 3
Suffocation 1
Piercing instrument 1
Homicide by vehicle 1
Conditions
Homicides involving drive by shootings 4
Drug related 7
Altercations 5
Homicides involving Child Abuse 3
Homicide involving domestic violence 2
Homicide by vehicle 1

Positive toxicology     D/A 6
Negative toxicology   D/A 13
Toxicology not performed/unavailable 3

Cases presented to prosecution Convicted 3
Pending 9
Total 12

Victim known to Juvenile Court system 12
Victim known to Children, Youth & Families 12
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SUICIDE Deaths Reviewed   0 - 19 yr    Total = 5 (3%)

Race/Gender
/Age

15-19 yrs. Firearms Hanging Jumped off
building

Total

White males 4 2 1 1 4

White
females

African
American
males

African
American
females

1 1 1

Known to Mental Health system 3

Contributing Mental Health Conditions

Depression alleged 4

Arguments with boy/girl friend 1

Family discord 2

School problems truancy 1

Drug use 1
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HOMICIDE Deaths
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SUICIDE Deaths
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Accomplishments /Action taken

Timely Reviews
Initially child death reviews were conducted as a retrospective analysis consisting of

reviewing deaths that occurred, in most instances more than one year ago. In 1999 the team
attempted to review cases in a more timely manner.   It was felt that a more timely review would
produce better recall from agency representatives that would, in effect, produce more accuracy in
sharing information and, in return, better  identify preventive strategies which they could address.
The team  members could also address issues in policy or practice within their own agencies. Death
certificates and birth certificates were made available, in most cases, within one month of death and
actual reviews occurred within two to six months of the child’s death.   Timely reviews also
generated aggregate information that provided the basis for a more timely annual report.  This report
can provide agencies the opportunity to identify  more  current  patterns and trends of child deaths
in our County. 

Increased Membership
Team  membership included most agencies who were involved with pre-death conditions and

post child death investigations.  However, recurring issues such as lack of mental health information
for homicide  and suicide  deaths indicated a need for  mental  health  representation on the team.
 

A representative from the Allegheny County Department of Human Services, Office of
Behavioral Health was assigned to the  Child Death Review Team. This should enhance  our ability
to obtain mental health information. Reviews also indicated a need for the team to gather
information from medical providers outside the team representation.  The Health Department
assigned a physician consultant to work on the Child Death Review Team to act as a liaison between
the team and medical providers, to address issues and gather information on why the child died. 

Training
Abuse/neglect case  death  reviews indicated  a  need for training of members regarding  how,

when and where to make appropriate referrals.   Children, Youth and Families provided training in
this area for the team.  Team  members developed a better understanding of the role of  the police,
District Attorney’s Office and Children, Youth and Families.  The Pittsburgh Police, District
Attorney’s Office, and Children, Youth and Families have begun planning to provide inservice
training on referral procedures  at grand rounds in major Pittsburgh hospitals.

Viewing  death certificates has revealed multiple errors with their completion.  The Coroner’s
Office has been instrumental in providing training for physicians on correctly and accurately
completing death certificates.  An interactive training site on the Internet, the National Association
of Medical Examiners web site, has been  made  available  to members.   However, there  remain
errors on death certificates that demand  more attention.

SIDS reviews demonstrated a need for training police and emergency medical staff  on
appropriate management of the death scene with distraught, grieving parents and caregivers.  The
Allegheny County Health Department contracted with the SIDS Alliance to provide this training to
first responders. 
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Public Awareness
The work of the Allegheny County Child Death Review Team requires public awareness. 

The 1997 Child Death Review report has been distributed to a variety of organizations involved with
children throughout Allegheny County.  Several Team  members  have  been interviewed by the
media as to our findings and  recommendations.  The hope is that agencies will assess their own
practices and make changes toward preventing future deaths.

The Health Department, in collaboration with the SIDS Alliance conducted, a “Back to
Sleep” campaign.  Over 500  letters, with a  supply of low literacy brochures, were  mailed  to family
physicians, obstetricians, gynecologists, and pediatricians.   Videos for viewing in waiting rooms
were  offered.  The SIDS Alliance  mailed low literacy brochures and offered training to home
daycare providers. 

Improved services
To improve  death investigations on SIDS, discussion regarding a  multi-disciplinary team on

unexplained infant death investigation has begun with the Pittsburgh and County Police, the
Coroner’s Office and Children, Youth and Families.  The Coroner’s Office has assigned a specific
trained  staff  person to investigate sudden unexplained infant deaths. The Centers for Disease
Control Sudden Unexplained Infant Death Investigation model was provided for reference.  Also,
discussions to formulate a multi-disciplinary team involving Children, Youth and Families, Police
and the District Attorney’s office on all infant and child deaths have begun. 

Death reviews indicated  need for more information on injuries and deaths due to firearms.
The Allegheny County Health Department through  its  Injury Prevention Program has assigned staff
to collect this data from emergency room discharge records at all major hospitals in Pittsburgh. 

In the majority of deaths due to fires, there were no smoke detectors  or they were
inoperative.  The Allegheny County Health Department Injury Prevention Program installs smoke
alarms at no cost.  The program also works closely with fire departments to distribute and install
smoke detectors and batteries to needy residents. 

Smoking during pregnancy continues to be a significant risk factor for infant mortality.  A
survey of local medical insurances has begun to identify viable accessible smoking cessation
programs covered under medical insurance.  

Missed  medical appointments  and  inadequate  outreach services for sick children who were
discharged from medical facilities have been noted as a possible factor leading to some deaths.  The
Special Needs Units of Medical Assistance managed care companies are designed to identify and
rectify obstacles to health care.   The Health Department is working with the Special Needs Units
to better publicize this initiative so that physicians and medical providers are aware of this service.
All Health Maintenance Organizations are required to provide outreach. The Health Department is
exploring the feasibility of providing this type of intervention for those sick children who are not
covered under Health Maintenance Organizations. 
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Recommendations

Extreme prematurity/low birth weight/safety

To reduce the number of infant deaths resulting from prematurity/low birth weight

���� The CDRT  strongly  supports intensifying smoking cessation efforts by working with
the HMOs and other  medical insurance  providers to assure  access to cessation
programs as an integral component of prenatal care.

� Through collaboration with hospitals, insurance providers, and outreach
organizations, a tracking system should be implemented to closely monitor at risk
infants after discharge until seen by the primary care physician.

� Conduct an educational campaign to raise awareness of when not to sleep with your
baby (e.g., if taking drugs, extreme fatigue, alcohol consumption). CDRT strongly
encourages and supports the “Cribs for Kids” program which provides cribs for
families who can’t afford to buy them.

� Educate parents and care givers about the importance of sleep position and other risk
factors related to SIDS.

Homicide

To reduce the number of child fatalities resulting from violence and/or neglect:

� Convene a task force to address the following issues:

a. Work with CYF, probation, medical providers and police to identify at-risk
families for child abuse/neglect and develop an appropriate protocol for
referring to CYF that includes follow-up on referrals.

b. Improve the continuity of health care for abused/neglected children.

� Support efforts to require gun manufacturers to produce guns with state-of-the-art
safety features to reduce accidental deaths of children playing with guns.
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Suicide

To reduce the number of suicides:

� Work with the Allegheny County Department of Behavioral Health to teach all those
who interact with children in middle schools and high schools to identify the warning
signs for suicide and then ensure that those at risk children are referred to Behavioral
Health services as quickly as possible. 

Fires

To reduce fatalities due to fires:

� Promote the use and maintenance of smoke detectors.

Drownings

To reduce fatalities due to drownings:

� Work with the United States River Coast Guard to prohibit swimming in rivers,
especially where river currents have been identified as hazardous.  Produce seasonal
public service announcements to address the importance of adult supervision of
young children and wearing floatation devises when near a body of water.

System Changes

To improve the accuracy of information regarding child deaths:

� The Health Department will work with the Pennsylvania Department of Health, Division
of Vital Records to develop an educational plan for training all appropriate medical staff
on how to accurately record death certificates.

� The Health Department will return incomplete death certificates to appropriate hospitals
as an educational tool toward assuring accurate completion of death certificates. 

To enhance service delivery for families and children in crisis:

� Develop a brief intervention resource list to post in emergency rooms and physician
offices for use when a child has been assaulted/abused/neglected.

� In the event of a medical emergency where several family members need emergency
transportation, the Child Death Review Team will advocate for transporting all family
members to the same medical facility, when possible.

� Ensure appropriate follow-up by medical providers on patients missing appointments
that may lead to serious illness or death.


