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MESSAGE FROM  
THE CHAIRPEOPLE

♦

Dr. Mindy Hull
&

Rebekah Thomas

Dear Stakeholders:

A child’s death is a time for grieving within a community� It is also a time for a community 
to come together and reflect on how it can best protect the health and safety of children 
in the future� The purpose of the Massachusetts Child Fatality Review (CFR) program is to 
help the Commonwealth accomplish that goal by conducting comprehensive reviews of 
the circumstances surrounding child deaths� This Fiscal Year 2020 (FY20) Annual Report of 
the CFR program describes its activities for the period from July 1, 2019 through June 30, 
2020 and is released in compliance with the program’s authorizing statute (M�G�L� Chapter 
38 § 2A)� 

The Massachusetts CFR program has two elements—local CFR teams and a State CFR 
Team, both of which bring together health practitioners and government officials. 
Eleven local teams meet under the leadership of their local District Attorney’s office 
to conduct multidisciplinary reviews of individual child deaths� Local teams examine 
the circumstances of a child’s death under their jurisdiction, determine if a death was 
preventable, and recommend actions that could stop similar deaths from occurring in the 
future� Grounding its work in data and recommendations from the local teams, the State 
Team advises the Governor, the state legislature, and the public on changes in law, policy, 
and practice that could prevent child fatalities and near fatalities�

The most recent calendar year for which Massachusetts child fatality data is available is 
2017� There were four fewer deaths among Massachusetts children from birth to age 
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17 in 2017 (n=458) compared to 2016 (n=462)� For infants, the leading cause of death 
was congenital malformations, such as heart, lung, or genetic abnormalities� The leading 
cause of death for children ages 1–17 years was unintentional injuries, such as injuries 
from motor-vehicle crashes and drownings� Notably, Massachusetts had the lowest 
infant mortality rate (3�66/1,000 births) compared to all other states and to the overall US 
rate (5�79/1,000 births)�1  Still, racial and ethnic differences in child mortality continue to 
exist in Massachusetts, for which structural and systems-level changes are necessary to 
improve children’s wellbeing�2

The State Team occasionally considers fundamental changes to the organization of the 
CFR program that will improve how the program functions. Accordingly, the Team offers 
the following structural recommendation:

• The State Team continues its support for legislation moving the responsibility for 
administrating the CFR program from the Office of the Chief Medical Examiner (OCME) 
to the Office of the Child Advocate (OCA), with the OCA and the Department of Public 
Health (DPH) representatives becoming designated co-chairs of the State Team�

Furthermore, for FY20, the State Team offers the following policy recommendations:

• Recommendation 1: The Commonwealth should study the feasibility of requiring that 
public and semi-public swimming pools have emergency service activation systems 
or call boxes within the pool’s fence perimeter and in a form that complies with ADA 
accessibility guidelines�

• Recommendation 2: The Commonwealth should work with providers to increase cell 
phone coverage in underserved areas, particularly along roadways�

• Recommendation 3: In order to practice, licensed mental health clinicians and social 
workers should be required to have continued education/training on suicidality, 
screening for suicide risk, and suicide prevention strategies�

• Recommendation 4:  Commonwealth executive branch agencies should collect gender 
identity in their data sets�

• Recommendation 5: In order to better coordinate care for children across state 
providers, all EOHHS agencies should use a standard confidential information sharing 
mechanism for client case records� 
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D R .  M I N D Y  H U L L
State Team Co-Chair

R E B E K A H  T H O M A S
State Team Co-Chair

• Recommendation 6: Adults operating a motorboat or other motorized personal 
watercraft in Massachusetts should be required to take a boating safety course.

This year also saw significant changes to the CFR program: DPH hired a full-time 
coordinator to support CFR activities, and CFR staff piloted an effort to better integrate 
public health evidence into its technical assistance to teams. In the latter quarter of the 
year, the program adjusted its operations in light of the COVID-19 pandemic, moving state 
and local team meetings and technical assistance activities online. 

As the CFR program enters FY21, there are opportunities to reflect on the twenty years 
since the program’s inception, to identify lessons from team members and program 
stakeholders, and to shape the future of child fatality review in Massachusetts by 
continuing and strengthening the program’s commitment to equity and reflective, 
evidence-based practice.

Respectfully,
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OVERVIEW OF  
CHILD FATALITY  
DATA

The most recent calendar year for 
which Massachusetts child fatality 
data is available is 2017� A total of 458 
Massachusetts (MA) children from birth to 
age 17 died in 2017� There were four fewer 
deaths among Massachusetts children 
from birth to age 17 in 2017 compared to 
2016 (n=462)� 

Among all children birth to age 17, the 
three leading causes of deaths in 2017 
were:

1� Congenital malformations (n=62)
2� Unintentional injuries (n=49)
3� Short gestation/low birth weight (LBW) 

(n=44)  

This is consistent with the leading causes 
of childhood deaths in 2016� However, the 
order of ranking varied between 2017 and 
2016� 

1� Short gestation/LBW (n=70)
2� Congenital malformations (n=58)
3� Unintentional injuries (n=48)

 
In 2017, infants—children less than one 
year of age—had the highest number of 
deaths (n=263) and accounted for more 
than half (57%) of the child deaths� The 

leading cause of infant death in MA was 
congenital malformations (n=54), which 
mirrors overall US data�3 In MA, congenital 
malformations accounted for a fifth (21%) 
of all infant deaths in 2017� The leading 
cause of death for children ages 1–17 years 
in MA was unintentional injuries, such 
as motor-vehicle crashes and drowning 
(n=45), making up almost a quarter (23%) 
of the deaths in that age group� Similarly, 
in age groups 1–19 unintentional injuries 
was the leading cause of death in the US�3 

Of the 458 child deaths in MA in 2017, 
39% were female (n=178) and 61% were 
male (n=279) children�  The death rate 
was 1�5 times higher for male children 
compared to female children� However, 
in the 15–17 age group, the death rate 
was 2�6 times higher for male children 
compared to females� Higher number of 
homicides and suicides are noted in male 
children compared to females in this age 
group, contributing to higher death rates 
in males in this age group� Similarly, in the 
US3, the male children’s death rate was 
higher than female children’s death rate 
across all age groups� Additional 2017 
Massachusetts death data are available in 
the Massachusetts Deaths 2017 report and 
2017 US death data can be found in the 
CDC Deaths: Final Data for 2017 report�

https://www.mass.gov/doc/2017-death-report/download
https://www.cdc.gov/nchs/data/nvsr/nvsr68/nvsr68_09-508.pdf
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Table 1: Top Five Leading Causes of Death Among  
Massachusetts Children Ages 0–17 Years by Age Group, 2017

Data Source: Massachusetts (MA) Registry of Vital Records and Statistics, MA Department of Public 
Health, 2017

Note:
a. Ill-defined and unknown cause of mortality includes ICD-10 code R99
b. Ill-defined conditions-signs and symptoms includes ICD-10 codes R00-R99
c. Ill-defined conditions include both unknown cause of mortality and signs and symptoms

Rank <1 Year 1–4 Years 5–9 Years 10–14 Years 15–17 Years 1–17 Years 0–17 Years 
(Total)

1 Congenital 
malformations 

(n=54)

Ill-defined 
conditions- 
signs and 

symptoms b 

(n=9)

Cancer 
(n=9)

Cancer 
(n=9)

Unintentional 
injuries 
(n=25)

Unintentional 
injuries 
(n=45)

Congenital 
malformations 

(n=62)

2 Short 
gestation/low 
birth weight 

(n=44)

Cancer 
(n=8)

Unintentional 
injuries 
(n=6)

Unintentional 
injuries 
(n=8)

Suicide 
(n=16)

Cancer 
(n=32)

Unintentional 
injuries 
(n=49)

3 Sudden Infant 
Death  

Syndrome 
(SIDS) 
(n=24)

Unintentional 
injuries 
(n=6)

Heart disease 
(n=3)

Suicide 
(n=6)

Homicide  
(n=9)

Suicide 
(n=22)

Short  
gestation/low 
birth weight  

(n=44)

4 Ill-defined 
and unknown 

cause of 
mortality a 

(n=15)

Stroke 
(n=3)

Stroke 
(n=3)

Congenital 
malformations 

(n=3)

Cancer 
(n=6)

Ill-defined 
conditions- 
signs and 

symptoms 
(n=14)

Cancer 
(n=34)

5 Pregnancy 
complications 

(n=14)

Congenital 
malformations 

(n=2)

Congenital 
malformations 

(n=2)

Heart disease 
(n=2)

Ill-defined 
conditions- 
signs and 

symptoms 
(n=3)

Homicide 
(n=10)

Ill-defined 
conditions c 

(n=29)

Total 263 46 33 43 73 195 458
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OVERVIEW OF  
CHILD FATALITY DATA

Data Sources: Death data-Massachusetts (MA) Registry of Vital Records and Statistics, MA Department 
of Public Health, 2017; Population estimates developed by the University of Massachusetts Donahue 
Institute (UMDI) in partnership with the Massachusetts Department of Public Health, Bureau of 
Environmental Health. Detailed population estimates at fine levels of geography are prone to 
estimation error. Estimated error was best described by age and population size and was used to 
adjust final population numbers, however a margin of error exists for all estimates.

In 2017, the Massachusetts death rate for children ages 0–17 years was 32�8 per 100,000 
population� Children under the age of one had the highest death rate (363�7) in MA� 
Among children ages 1–17, children in the 15–17 age group had the highest death rate 
(27�7), followed by children in 1–4 (15�4) and 10–14 (10�8) age groups� Children in the 5–9 
age group had the lowest death rate (9�0) in MA�

Figure 1: Death Rate Among Massachusetts Children  
Ages 0–17 Years by Age Group, 2017
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The Districts of Hampden (48.6), Suffolk (46.7), Northwest (40.5), Worcester (39.1) and 
Berkshire (36�5) had higher death rates than overall MA child death rate (32�8)� The Cape 
and Islands (18�2) had the lowest child death rate in MA�

Data Sources: Death data-Massachusetts (MA) Registry of Vital Records and Statistics, MA Department 
of Public Health, 2017; Population estimates developed by the University of Massachusetts Donahue 
Institute (UMDI) in partnership with the Massachusetts Department of Public Health, Bureau of 
Environmental Health. Detailed population estimates at fine levels of geography are prone to 
estimation error. Estimated error was best described by age and population size and was used to 
adjust final population numbers, however a margin of error exists for all estimates.

Note: Red line indicates 2017 MA Statewide child death rate/100,000 population. 
a. Includes Barnstable, Dukes, and Nantucket counties 
b. Includes Franklin and Hampshire Counties

Figure 2: Death Rate Among Massachusetts Children  
Ages 0–17 Years by District, 2017
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Figure 3: Death Rate Among Massachusetts Infants (<1 year)  
by Race/Ethnicity, 2017

Data Sources: Death data-Massachusetts (MA) Registry of Vital Records and Statistics, MA Department 
of Public Health, 2017; Population estimates developed by the University of Massachusetts Donahue 
Institute (UMDI) in partnership with the Massachusetts Department of Public Health, Bureau of 
Environmental Health. Detailed population estimates at fine levels of geography are prone to 
estimation error. Estimated error was best described by age and population size and was used to 
adjust final population numbers, however a margin of error exists for all estimates.

Race/Ethnicity Categories <1 
Year

1–4 
Years

5–9 
Years

10–14 
Years

15–17 
Years

1–17 
Years

0–17 Years 
(Total)

White, non-Hispanic 109 25 19 24 44 112 221

Hispanic 71 7 8 10 12 37 108

Black, non-Hispanic 49 8 2 6 10 26 75

Asian, non-Hispanic 19 4 3 3 5 15 34

Other, non-Hispanic/Unknown 15 2 1 0 2 5 20

Total 263 46 33 43 73 195 458

OVERVIEW OF  
CHILD FATALITY DATA

Data Source: Death data-Massachusetts (MA) Registry of Vital Records and Statistics, MA Department 
of Public Health, 2017

Note: Other, Non-Hispanic/Unknown- Includes American Indian/Alaska Native, Non-Hispanic; Other, 
Non-Hispanic; Unknown Race/Ethnicity. 

Overall, the number of deaths is highest among White non-Hispanic children followed by 
Hispanic, Black non-Hispanic, Asian non-Hispanic and other, non-Hispanic/Unknown race/
ethnicity children� However, when child death rates are compared racial/ethnic disparities 
exist and are shown in Figures 3 and 4 below�

Table 2: Deaths Among Massachusetts Children  
Ages 0–17 Years by Race/Ethnicity, 2017



Figure 4: Death Rate Among Massachusetts Children  
Ages 1–17 Years by Race/Ethnicity, 2017

Data Sources: Death data-Massachusetts (MA) Registry of Vital Records and Statistics, MA Department 
of Public Health, 2017; Population estimates developed by the University of Massachusetts Donahue 
Institute (UMDI) in partnership with the Massachusetts Department of Public Health, Bureau of 
Environmental Health. Detailed population estimates at fine levels of geography are prone to 
estimation error. Estimated error was best described by age and population size and was used to 
adjust final population numbers, however a margin of error exists for all estimates.

OVERVIEW OF  
CHILD FATALITY DATA
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In 2017, the MA infant death rate was 
363�7 per 100,000 population� However, 
the Black, non-Hispanic infant death rate 
(751�7) was almost three times higher than 
the White, non-Hispanic (261�2) infant 
death rate in MA� Hispanic (465�3) infant 
death rate was also higher than the White, 
non-Hispanic infant death rate in MA� 
The Asian, non-Hispanic infant death rate 
(362�0) was slightly lower than the overall 
MA infant death rate� 

Massachusetts had the lowest infant 
mortality rate (3�66/1,000 births) compared 
to all other states and to the overall US 
rate (5�79/1,000 births)�1 However, the 
inequities in the infant death rates in MA 

are similar to those seen at the national 
level�1 Lack of access to quality health care, 
socioeconomic disparities and structural 
racism contributes to persistent racial/
ethnic disparities in birth outcomes and 
infant mortality�4 To reduce racial/ethnic 
disparities in infant deaths, investments 
in under resourced communities to 
address social determinants of health are 
necessary�3

In 2017, the death rate for MA children 
ages 1–17 was 14�7 per 100,000 
population� However, the Black non-
Hispanic child death rate (23�1) was 1�7 
times higher than the White non-Hispanic 
child death rate (13�6)� The Asian non-
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Hispanic (16�8) and Hispanic (15�5) child 
death rates were also higher than White 
non-Hispanic child death rate� For overall 
US child death rates for ages 1–19, 
similar disparities exist�5 Similar to infant 
mortality, racial/ethnic differences in child 
mortality continue to exist in MA� Delays 
in seeking medical care indicating poor 
access to health care or lack of health 
insurance is one of the contributing 
factors for racial/ethnic differences in 
child mortality�6 In addition, parental 
socioeconomic status (education, income, 
wealth) influences the safety and wellbeing 
of children� Structural and systems-level 
changes such as residential segregation 
and neighborhood level socioeconomic 
status need to be addressed to impact 
children’s wellbeing and reduce racial/
ethnic disparities in child mortality�2
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PROGRAM ACTIVITIES,  
UPDATES, AND  
OUTCOMES

PROGRAM OVERVIEW

The Massachusetts CFR program involves 
the work of several groups: there are 
11 local teams—one in each of the 
Commonwealth’s judicial districts—and 
one state team� The local teams conduct 
fatality reviews that aim to understand the 
circumstances and causes of individual 
child deaths� In these reviews, local teams 
bring together a multidisciplinary group 
of state agency representatives, health 
care experts, and law enforcement officers 
to analyze birth and death records, 
medical records, social service case files, 
autopsy reports, and police records� 
(See Appendix B for team membership�) 
When a review reveals an opportunity 
to improve policy or practice, the local 
team issues a recommendation to the 
State Team� The State Team—comprising 
a similar set of stakeholders—reviews 
these recommendations and gathers 
evidence from outside experts� The State 
Team then works to implement local team 
recommendations and issues its own 
recommendations for consideration by the 
Governor and state legislature� 

STATE AND  
LOCAL TEAM ACTIVITIES

In FY20, the State Team held six 
meetings—starting in July 2019 and 
meeting every two months thereafter� The 
local teams held 14 meetings, reviewing 88 
fatalities and issuing 57 recommendations 
to the various member agencies of the 
State Team, the State Team as a whole, 
and other organizations� Appendix A 
lists the number of meetings, fatalities 
reviewed, and recommendations issued by 
each team�

Starting in March 2020, the COVID-19 
pandemic resulted in restrictions on public 
gatherings in Massachusetts, requiring 
both the state and local teams to adjust 
their plans for scheduled meetings� Three 
local teams held modified virtual meetings 
where cases were discussed through a 
secure videoconference� The State Team 
also held its March and May meetings 
virtually�



UPDATES AND OUTCOMES

State Team Focus on Water-Related 
Fatalities and Suicide Prevention

Historically, the State Team has devoted 
its meetings to detailed reviews of 
individual fatalities� Beginning in FY19 
and continuing into FY20, the State Team 
focused some of its meetings on specific 
causes and manners of death, exploring 
issues through public health data and 
related local team recommendations� One 
meeting was devoted to studying suicide 
data presented in FY19 and discussing 
opportunities for improving service 
coordination around suicide prevention� 
(For a detailed description of the reviewed 
suicide data, see the FY19 Annual Report�) 
The State Team also devoted two meetings 
to studying data on water-related 
fatalities and explored opportunities 
for interventions with representatives 
from agencies that regulate public and 
private pools and swimming at bodies of 
water� (See page 21, “State Team Focus: 
Unintentional Drowning Data Among 
Massachusetts Children Ages 0–17 years�”) 

State Team Review, Implementation, 
and Issuance of Recommendations

In FY19, local teams began to assign 
recommendations either to the State 
Team as a whole or to a State Team 
member that could best implement 
a given recommendation� The State 
Team addressed the 44 outstanding 
recommendations assigned to it by local 
teams; some require further input from 
local teams, others have been addressed 
by existing programs, and others are 
assigned to specific State Team members 
for further action� Six of them are included 
here as the State Team recommendations 
for the fiscal year (See page 25, "State 
Team Recommendations").

Individual State Team members 
worked with local teams, the Office of 
the Chief Medical Examiner (OCME), 
and the Department of Public Health 
(DPH) to implement agency-specific 
recommendations and action items� 
Highlights include:

• The Department of Children and 
Families (DCF) distributed water safety 

Real strength has to do 
with helping others."

Fred Rogers
Television Host18

PROGRAM ACTIVITIES,  
UPDATES, AND OUTCOMES
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messages and materials through 
Family Resource Centers (FRCs)� These 
community-based FRCs are located 
across the Commonwealth, including at 
least one in each county, and provide 
a variety of services to all families—not 
just those with DCF involvement� For 
more information on FRCs, visit  
www�frcma�org�

• DPH and OCME drafted a letter 
on behalf of the State Team 
to two municipalities offering 
recommendations on how local 
governments can reduce the risk of 
drowning within their communities�

• DCF began a collaboration with the 
Suicide Prevention Program at DPH to 
develop a DCF protocol for responding 
to youth suicide risk and ideation when 
identified by response workers.

Continuous Quality  
Improvement

The State Team continued its quality 
improvement process aimed at identifying 
barriers local teams face in carrying out 
their mandate� Quality improvement 
matters raised by local teams are 
addressed at state meetings� In FY20, the 
State Team collaborated with local teams 
to establish a regular representative 
from the OCME; clarified the process for 

determining that death resulted from 
Sudden Infant Death Syndrome (SIDS) or 
Sudden Unexpected Infant Death (SUID); 
adopted a program-wide set of definitions 
around safe sleep terminology; and revised 
the case review form used by local teams�

New State Child Fatality  
Review Coordinator

To address previously identified 
program needs, the Office of the Child 
Advocate (OCA) provided funding to the 
Department of Public Health to hire the 
CFR program’s first full-time coordinator in 
December 2019� In 2017 and 2018 needs 
assessments, OCA found that state and 
local team members wanted to define 
program roles more clearly, improve 
communications within the program, and 
receive more technical assistance� To 
support these goals, DPH hired the new 
coordinator, who has revised program 
guidelines to clarify the structure, 
purpose, and roles within the review 
process; disseminated regular messages 
to the state and local teams; provided 
research and analytical support around 
recommendation development; and 
arranged the logistics of the State Team 
meetings� Moving forward, the coordinator 
will guide strategic planning efforts and 
provide additional technical assistance to 
the state and local teams�

PROGRAM ACTIVITIES,  
UPDATES, AND OUTCOMES

http://www.frcma.org


Pilot Approach to Supporting Teams 
in Developing Evidence-Based 
Recommendations

In January 2020, the CFR program staff 
adapted its technical assistance to local 
teams on drafting recommendations 
to integrate a review of public health 
evidence� As local teams have submitted 
draft recommendations for review, CFR 
program staff have examined the readily 
available peer-reviewed literature and 
relayed insights on the effectiveness and 
feasibility of recommended interventions� 
Program staff anticipate that with the 
hiring of a full-time CFR epidemiologist, 
which is planned for FY21, this pilot project 
can be expanded to support all local teams 
and the State Team�

Temporary Transition  
to Remote Operations

Due to the COVID-19 pandemic, the 
state and local teams did not conduct in 
person reviews for part of the fiscal year. 
Between March and June 2020, the State 
Team held two meetings virtually� Due 
to the sensitive, identifiable information 
discussed during case reviews, local teams 
faced more complex considerations about 
how to proceed with their work during 
the pandemic� Some opted to delay 
scheduled meetings until FY21; others held 
modified virtual meetings that convened 
stakeholders while safeguarding case data�

20
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Figure 5: Unintentional Drowning Death Rate Among Massachusetts 
Children Ages 0–17, by Race/Ethnicity, Combined Years, 2013–2017

Data Source: Death Data-Massachusetts (MA) Registry of Vital Records and Statistics, MA Department 
of Public Health, 2013–2017; Population estimates developed by the University of Massachusetts 
Donahue Institute (UMDI) in partnership with the Massachusetts Department of Public Health, 
Bureau of Environmental Health. Detailed population estimates at fine levels of geography are prone 
to estimation error. Estimated error was best described by age and population size and was used to 
adjust final population numbers, however a margin of error exists for all estimates.

Note: * Suppressed rates due to counts < 5

STATE TEAM FOCUS: 
UNINTENTIONAL DROWNING 
AMONG MASSACHUSETTS 
CHILDREN AGES 0–17 YEARS

Injury deaths are divided into four 
categories by intent: unintentional, 
homicide, suicide, and injuries of 
undermined intent� The data shown here 
is for unintentional drowning deaths� Over 
a five-year period (2013–2017) MA had 34 
unintentional drowning-related deaths 
among children ages 0–17 years�  The 
highest number of deaths were in the 10–
14 age group (n=11) followed by 1–4 (n=9) 
and 15–17 (n=8) age groups� Across the 

US, one in five drowning deaths are among 
children 14 and younger�7,8 In MA, Black 
non-Hispanic children had the highest 
rate of drowning deaths (2�1 per 100,000) 
followed by Hispanic (0�4 per 100,000), 
and White non-Hispanic children (0�3 per 
100,000)� Black non-Hispanic children are 7 
times more likely to die due to drownings 
compared to White, non-Hispanic children�

Nonfatal emergency department (ED) 
visits data from Fiscal Year 2011–20159 
for unintentional drowning showed a 
much higher rate among children in the 
1–4 year age group (8�4 per 100,000) than 

PROGRAM ACTIVITIES,  
UPDATES, AND OUTCOMES



children under 1 year (4�4 per 100,000) 
and children in the 5–9 year age group (4�3 
per 100,000)� The highest rate of hospital 
stays was seen in age groups 1–4 (2�2 per 
100,000) followed by 5–9 (1�2 per 100,000)� 
Combined hospital stays and emergency 
visits data show that Black non-Hispanic 
children had the highest rate of nonfatal 
drowning-related hospital stays and ED 
visits (7�7 per 100,000), followed by white 
non-Hispanic (5�6 per 100,000), Asian non-
Hispanic (4�9 per 100,000), and Hispanic 
children (4�4 per 100,000)� 

The main factors that affect drowning 
risk are lack of swimming ability, lack of 
barriers to prevent unsupervised water 
access, lack of close supervision while 
swimming, location, failure to wear life 
jackets, alcohol use, and seizure disorders�7 
Additionally, structural issues such 
as historical segregation of municipal 

swimming pools, increased privatization 
of swimming lessons and pools, lack of 
access to swimming pools, and a lack 
of representation in professional swim 
sports lead to lower rates of learning 
how to swim among Black and Hispanic 
populations�10 At an interpersonal level, 
parental ability to swim influences 
child’s ability to swim�11 Prevention 
strategies such as use of barriers 
(fences), life jackets, active supervision, 
basic swimming skills and performing 
bystander cardiopulmonary resuscitation 
(CPR) can help reduce drowning among 
children�12 However, structural issues such 
as access to swimming pools, availability 
of free or low-cost swimming lessons (in 
different languages) for children need 
to be addressed to reduce racial/ethnic 
disparities in drowning rates among 
children in communities of color�

22
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The State Team offered one structural 
recommendation and six policy 
recommendations in FY20 that address an 
array of problems�

Although population-level data on the 
burden of the problems addressed by the 
recommendations are not always available, 
all recommendations are based in part 
on confidential reviews of individual child 
fatalities. To preserve the confidentiality 
of that information, case details are not 
discussed in this report� 

As a new practice starting with this year’s 
report, the State Team will republish 
previous recommendations that have not 
been addressed through changes in policy 
or practice� 

STRUCTURAL RECOMMENDATION

The State Team continues its support 
for legislation moving the responsibility 
for administrating the CFR program 
from OCME to OCA, with OCA and DPH 
representatives becoming designated 
co-chairs of the State Team.

Having OCA assume responsibility from 
OCME for the CFR program would allow for 
closer coordination between CFR activities 
and the OCA’s work to ensure the well-
being of vulnerable and at-risk children in 
the Commonwealth� State Team members 
and stakeholders from OCME, OCA, and 
DPH supported the change as proposed 
in the FY21 Governor’s budget and in 
separate legislation during the 2019–
2020 legislative session� The State Team 
maintains its support for this change� 

STATE TEAM  
RECOMMENDATIONS

Safety is something you should 
be thinking about from the 
beginning, rather than after 
people have been hurt."

Sue Baker
Injury prevention 
researcher



POLICY RECOMMENDATIONS

Recommendation 1

The Commonwealth should study the 
feasibility of requiring that public 
and semi-public swimming pools have 
emergency service activation systems 
or call boxes within the pool’s fence 
perimeter and in a form that complies 
with ADA accessibility guidelines.

Public pools are pools accessible “by the 
general public with or without the payment 
of a fee�” Semi-public pools are pools “on 
the premises of, or used in connection with 
a hotel…, apartment house, condominium, 
country club, youth club, school, camp, 
or similar establishment�” Although the 
Massachusetts sanitation code currently 
requires such pools to have “convenient, 
immediate and toll-free communication 
with emergency medical services,” such 
communication options are often too 
difficult to use in an emergent situation. 
The State Team recommends that the 
General Court explore a requirement for 
such pools to have emergency callboxes—
like “Blue Light” boxes frequently seen on 
university and hospital campuses—that 
are immediately adjacent to the pool and 
directly connect callers to emergency 
services�

Recommendation 2

The Commonwealth should work 
with providers to increase cell phone 
coverage in underserved areas, 
particularly along roadways. 

Immediate access to emergency medical 
services is critical to preventing deaths 
from medical emergencies: the sooner first 
responders can reach a person in crisis, the 
sooner they can provide needed care and 
transportation, and the better the outcome 
for the patient�13,14 In particular, using a 
cell phone to call for emergency services 
during a medical crisis can facilitate this 
process, leading to shorter response times 
and improved outcomes�15,16 Unreliable 
cell phone coverage can hinder such calls; 
Massachusetts has a number of “dead 
zones” that prevent communication during 
an emergent situation and have resulted 
in delayed emergency medical care� A 
2010 analysis of Massachusetts cell phone 
service found that “zero coverage areas 
are prevalent across the Berkshire and 
Pioneer Valley regions�”17 In subsequent 
years, coverage has improved, but 
remains unreliable in many places�18–22 
The State Team recommends remedying 
this issue by improving cell coverage in 
underserved areas, with a focus on the 
Commonwealth’s roads due to challenges 
faced by those involved in car crashes in 
rural areas�
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Recommendation 3

In order to practice, licensed mental 
health clinicians and social workers 
should be required to have continued 
education/training on suicidality, 
screening for suicide risk, and suicide 
prevention strategies. 

Social work and mental health 
professionals—including psychologists, 
psychiatrists, and licensed mental 
health counselors—are not required to 
have training and education specifically 
related to suicide� (For an overview of 
relevant professions, see the Division of 
Professional Licensure’s Licensed Mental 
Health Professionals Consumer Fact 
Sheet�) Although these professionals 
are tasked with addressing an array of 
mental health issues that individuals face, 
both the finality and preventability of 
suicide commands special attention� The 
number of suicides among youth (10–17 
years) went up from 2006 (n=7) to 2015 
(n=15)� In 2015, Suicide was the leading 
cause of death among 15–17 years age 
group�23 The State Team previously issued 
this recommendation in its FY19 Annual 
Report�

Recommendation 4

Commonwealth executive branch 
agencies should collect gender identity 
in their data sets.

Gender identity is an important 
characteristic for public health agencies 
to track� Such data can help agencies 
better serve transgender individuals with 
culturally responsive, and patient- and 
family-centered care; that data can also 
help agencies identify and ameliorate 
health disparities across the transgender 
population�24,25 Compared with their 
cisgender peers, transgender youth report 
generally poorer health and lower rates 
of preventive health care utilization, and 
are at higher risk for depressive disorders, 
suicidality, and bullying and violence 
victimization�26–29 Currently, EOHHS 
agencies lack complete data on the gender 
identity of children served� Accordingly, 
the State Team recommends EOHHS 
collect this data consistently across the 
Secretariat� The data should be collected 
in a manner that would not put children 
served by EOHHS agencies at risk and that 
would protect against disclosure of that 
data to a child’s parents, guardians, or 
caregivers� Some EOHHS agencies have 
data standards around sexual orientation 
and gender identity that may be of use in 
implementing this recommendation�
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Recommendation 5

In order to better coordinate care for 
children across state providers, all 
EOHHS agencies should use a standard 
confidential information sharing 
mechanism for client case records.

Some Massachusetts children receive 
services from a number of agencies within 
the Executive Office of Health and Human 
Services� Recordkeeping systems vary 
greatly across individual programs and 
agencies, and there is no standardized 
mechanism for tracking children’s 
interactions across the secretariat� Such 
systems have shown great promise 
in improving outcomes in healthcare 
settings, reducing documentation time, 
medication errors, and adverse drug 
effects and improving adherence to clinical 
guidelines�30 Furthermore, other states 
have successfully implemented systems 
that integrate data on an individual 
child from across agency silos�31 EOHHS 
should explore the possibility of sharing 
data and tracking interactions across 
the secretariat whenever applicable laws 
governing privacy allow  for the sharing of 
information�

Recommendation 6

Adults operating a motorboat or other 
motorized personal watercraft in 
Massachusetts should be required to 
take a boating safety course. 

Between 2015 and 2019, there were 45 
boating-related deaths in Massachusetts�32 
However, Massachusetts is one of the few 
states that does not require adults to take 
a boating safety course as a requirement 
for operating a motorboat, jet ski, or other 
motorized personal watercraft�33 Although 
such legislation has been pending in 
Massachusetts for over ten years, it has 
never been enacted� The State Team notes 
that it would be most practical to have 
incremental implementation of such a law 
that offers boaters a grace period during 
which they can complete the education 
requirement� Similar strategies have been 
successful in New Hampshire, Connecticut, 
and New York�
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APPENDIX A:  
MAP OF LOCAL TEAM MEETINGS, CASES, AND RECOMMENDATIONS
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BERKSHIRE
0 Meetings
0 Cases
0 Recommendations

HAMPDEN
2 Meetings
27 Cases
15 Recommendations

WORCESTER
1 Meeting
16 Cases
18 Recommendations

NORTHWEST 
1 Meeting
4 Cases
5 Recommendations

88
CASES

57
RECOMMENDATIONSMEETINGS

14
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APPENDIX A:  
MAP OF LOCAL TEAM MEETINGS, CASES, AND RECOMMENDATIONS

NORFOLK
3 Meetings

19 Cases
2 Recommendations PLYMOUTH

2 Meetings
5 Cases
7 Recommendations

BRISTOL
0 Meetings
0 Cases
0 Recommendations

CAPE & ISLANDS
1 Meeting
14 Cases

7 Recommendations

ESSEX
0 Meetings

0 Cases
0 Recommendations

MIDDLESSEX
2 Meetings

16 Cases
24 Recommendations

SUFFOLK
2 Meetings

2 Cases
0 Recommendations



STATE TEAM

• Chief Medical Examiner (Co-chair)

• Commissioner of the Department of Public Health, or designee (Co-chair)

• Attorney General, or designee

• Commissioner of the Department of Elementary and Secondary Education, or designee

• Commissioner of the Department of Mental Health, or designee

• Commissioner of the Department of Developmental Services, or designee

• Commissioner of the Department of Children and Families, or designee

• Commissioner of the Department of Youth Services, or designee

• Representative of the Massachusetts District Attorneys Association

• Colonel of the Massachusetts State Police, or designee

• Director of the Massachusetts Center for Unexpected Infant and Child Death, or 
designee

• Representative of the Massachusetts chapter of the American Academy of Pediatrics 
with experience in child abuse and neglect

• Representative of the Massachusetts Health & Hospital Association

• Chief Justice of the Juvenile Division of the Trial Court, or designee

• The Child Advocate, or designee

• Other individuals with information relevant to cases under review

APPENDIX B:  
FY20 STATE AND LOCAL TEAM  
MEMBERSHIP
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LOCAL TEAMS

• District Attorney of the Judicial District (Chair)

• Chief Justice of the Juvenile Division of the Trial Court, or designee

• Chief Medical Examiner, or designee

• Commissioner of the Department of Public Health, or designee

• Commissioner of the Department of Children and Families, or designee

• Director of the Massachusetts Center for Unexpected Infant and Child Death, or 
designee

• Pediatrician with experience in child abuse and neglect

• Local police officer from the community where the fatality occurred

• State law enforcement officer

• Other individuals with information relevant to cases under review



APPENDIX C:  
MEMBER VOTES ON THE APPROVAL OF THE FY20  
STATE TEAM ANNUAL REPORT AND RECOMMENDATIONS

Agency represented Annual Report Structural 
Recommendation

Policy Recommendations
1 2 3 4 5 6

Office of the Chief Medical Examiner  Yes Yes Yes Yes Yes Yes Yes Yes

Dept. of Public Health Yes Yes Yes Yes Yes Yes Yes Yes

Dept. of Children and Families Yes Yes Yes Yes Yes Yes Yes Yes

Dept. of Developmental Services Absent Absent Absent Absent Absent Absent Absent Absent

Dept. of Early Education and Care Yes Yes Yes Yes Yes Yes Yes Yes

Dept. of Elementary and Secondary Education Absent Absent Absent Absent Absent Absent Absent Absent

Dept. of Mental Health Absent Absent Absent Absent Absent Absent Absent Absent

Dept. of Youth Services Yes Yes Yes Yes Yes Yes Yes Yes

Juvenile Division of the Trial Court Vacant Vacant Vacant Vacant Vacant Vacant Vacant Vacant

Mass. Center for Unexpected Infant and Child Death Yes Yes Yes Yes Yes Yes Yes Yes

Mass. chapter of the American Academy of Pediatrics Yes Yes Yes Yes Yes Yes Yes Yes

Mass. Chiefs of Police Associastion Absent Absent Absent Absent Absent Absent Absent Absent

Mass. District Attorneys Association Yes Abstain Yes Yes Yes Yes Yes Yes

Mass. Health & Hospital Association Yes Yes Yes Yes Yes Yes Yes Yes

Mass. State Police Yes Yes Yes Yes Yes Yes Yes Yes

Office of the Attorney General Yes Yes Yes Yes Yes Yes Yes Yes

Office of the Child Advocate Yes Yes Yes Yes Yes Yes Yes Yes
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Agency represented Annual Report Structural 
Recommendation

Policy Recommendations
1 2 3 4 5 6

Office of the Chief Medical Examiner  Yes Yes Yes Yes Yes Yes Yes Yes

Dept. of Public Health Yes Yes Yes Yes Yes Yes Yes Yes

Dept. of Children and Families Yes Yes Yes Yes Yes Yes Yes Yes

Dept. of Developmental Services Absent Absent Absent Absent Absent Absent Absent Absent

Dept. of Early Education and Care Yes Yes Yes Yes Yes Yes Yes Yes

Dept. of Elementary and Secondary Education Absent Absent Absent Absent Absent Absent Absent Absent

Dept. of Mental Health Absent Absent Absent Absent Absent Absent Absent Absent

Dept. of Youth Services Yes Yes Yes Yes Yes Yes Yes Yes

Juvenile Division of the Trial Court Vacant Vacant Vacant Vacant Vacant Vacant Vacant Vacant

Mass. Center for Unexpected Infant and Child Death Yes Yes Yes Yes Yes Yes Yes Yes

Mass. chapter of the American Academy of Pediatrics Yes Yes Yes Yes Yes Yes Yes Yes

Mass. Chiefs of Police Associastion Absent Absent Absent Absent Absent Absent Absent Absent

Mass. District Attorneys Association Yes Abstain Yes Yes Yes Yes Yes Yes

Mass. Health & Hospital Association Yes Yes Yes Yes Yes Yes Yes Yes

Mass. State Police Yes Yes Yes Yes Yes Yes Yes Yes

Office of the Attorney General Yes Yes Yes Yes Yes Yes Yes Yes

Office of the Child Advocate Yes Yes Yes Yes Yes Yes Yes Yes
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when it is a child�

Through your commitment to this program, recommendations are created in an effort to 
prevent similar unfortunate circumstances from occurring again�
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