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Child Fatality Review Mission

Established by the 
Child Fatality and 
Prevention Act of 1995

CFR Aims to:
1. Improve response to child 

fatalities.
2. Provide accurate information 

on how and why TN children 
are dying.

3. Reduce the number of child 
deaths. 



The CFR Process
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CFR Program epidemiologist and Vital Records 
epidemiologists pull birth and death certificates of 
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Child Fatality Review Process

Born at least 23 weeks gestation OR 500 grams birthweight

CFR Program epidemiologist and Vital Records 
epidemiologists pull birth and death certificates of 

children ages 0-17.

The Tennessee Department of Health Family 
Health and Wellness Division compiles birth and death certificates 

into monthly files and distribute to local teams across the state.



Child Fatality Review Process

There are 34 local teams in Tennessee, covering all 95 counties. 

Deaths are reviewed based on the child’s county of residence



Child Fatality Review Process – Local Teams

Information and records are collected prior to the meeting

Autopsy reports
Medical records
Death scene investigation records
Department of Children’s Services records
Criminal investigation records
And more



Child Fatality Review Process – Local Teams

Includes representation from:
1. Regional Health Department
2. Department of Children’s Services
3. Legal & Court System
4. Mental Health 
5. Medical Examiners
6. Healthcare
7. Emergency Medical Services

Multidisciplinary Team

Meets Minimum Quarterly
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1. Review all eligible deaths.
2. Discuss & determine preventability.
3. Consider prevention opportunities. 
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Goals of Local Team Meetings
1. Review all eligible deaths.
2. Discuss & determine preventability.
3. Consider prevention opportunities. 

Review information

Team discussion

Preventability

Could an individual or the 
community reasonably have 
done something that would 
have changed the 
circumstances leading to this 
child’s death?
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Goals of Local Team Meetings
1. Review all eligible deaths.
2. Discuss & determine preventability.
3. Consider prevention opportunities. 

Review information

Team discussion

Preventability Close Case

Holdover Review
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Child Fatality Review Process – Local Teams

Goals of Local Team Meetings
1. Review all eligible deaths.
2. Discuss & determine preventability.
3. Consider prevention opportunities. 

Review information

Team discussion

Preventability Close Case

Prevention 
Discussion

Database Entry

Prevention Recommendations

Prevention Programming
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Non-SUID Cases SUID Cases
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Including leaders from:
1. State Health Department
2. Department of Children's Services
3. Legal & Court System
4. Department of Mental Health and Substance Abuse
5. Medical Examiner’s Office
6. Department of Disability and Aging
7. Department of Education
8. Tennessee Bureau of Investigations
9. Attorney General and Reporter
10. Commission on Youth and Children
11. Organizations working to prevent child abuse
12. Families and caregivers of children under 18
13. Physicians
14. Members of Tennessee Legislature

Multidisciplinary Team

Child Fatality Review Process – State Team

Meets     
       Quarterly



Child Fatality Review Process – State Team

Goals of State Team Meetings
1. Analyze aggregate data
2. Make & carry out prevention 

recommendations
3. Present annual report



Child Fatality Review Process

Close Case

Prevention 
Discussion

Database Entry

Prevention Recommendations

Prevention Programming
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Close Case

Prevention 
Discussion

Database Entry

Prevention Recommendations

Prevention Programming Success Stories 
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Child Fatality Review Process

Close Case

Prevention 
Discussion

Database Entry

Prevention Recommendations

Prevention Programming

Recommendations 
Reviewed

Aggregate data analyzed

Aggregate data reviewed

Statewide Prevention 
Recommendations
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• Aggregate Data
• Prevention Recommendations
• Success Stories

Products of the CFR Process

Data in 
National CDR 

Database

Contribution 
to SUID Case 

Registry

Prevention 
Programming 
in Tennessee

Annual CFR Report



Programmatic Updates
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Local Team Meeting REDCap Form

Programmatic Updates

Quarterly Check-In Meeting

Records Request Letters

2025 Annual Reports



• Listening sessions with families
• Development of new educational and 

promotional materials
• Focus groups with families
• Surveys for birthing hospitals; home birth 

workers; local, regional, and metro health 
departments; and community 
organizations

• Development of Safe Sleep Strategic Plan

Safe Sleep Needs Assessment

Programmatic Updates



Contact Information

Nicole R. Andersen, MPH
Child Fatality Review Program Director

Nicole.R.Andersen@tn.gov
Office: (615) 253-2657
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