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What is Fatality Review?

Fatality Review is an engaged, 
multidisciplinary community telling 
the story of each person’s death in 
order to understand how and why the 
death occurred in order to take action 
to improve systems and prevent 
future deaths.



Two multidisciplinary teams, East 
River and West River comprised of:
• Forensic Pathologists
• DSS Child Protection
• Pediatricians
• Hospital staff (nurses, PA-Cs, NPs, 

Social Workers)
• Law enforcement (PD, Sheriff’s Office, 

DCI, FBI, Tribal police)
• EMS
• Public Health
• States Attorney





Case Review

 Guests from various law enforcement 
agencies  present the case (ideal)

 Team members tell the story of the 
infant’s death from their agency's 
perspective.

 The team identifies systems issues 
 The team identifies risk and protective 

factors in each case 



What do we do with all this data 
anyway?

Effective fatality review teams work with 
partners in their states and communities to 
share their findings, recommend 
solutions that are known to be effective, 
and use their leadership to make sure their 
solutions are implemented.  



Statewide Preventable Death Committee

• Newly formed; first official meeting 
was in March of 2021

• Plan is to meet at least annually
• Review data from CDR, MMR, and 

NVDR
• Discuss recommendations brought 

forth from death reviews and 
implement strategies
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