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EXECUTIVE SUMMARY

At present, there are no comprehensive Canadian statistics on the incidence of child abuse and
neglect deaths. In conducting research into child abuse and neglect fatalities, it became obvious that defini-
tion is both a critical factor for success and a current barrier to accurate counting of child maltreatment
deaths in Canada.  Efforts in the USA have had similar results as there are 50 states counting fatalities in ways
that are sufficiently different to make a national count a difficult task.

Canada’s twelve Chief Coroners and Chief Medical Examiners meet yearly to consider these and
other issues with respect to their own work.  The twelve Directors of Child Welfare in Canada also have
regular meetings to discuss issues of common interest.  The provincial Child Advocates in Canada also have
regular contact around issues of policy and practice.  These systems, plus the existence of a national organi-
zation of Chiefs of Police, offers hope that Canadians may be able to work together to arrive at an accurate
count of the number of Canadian children who die each year from acts of commission or omission by
those adults responsiB4UVCanagVfor N3B4gVtheir N3B4gVwell-being. N3B4gV N3B4gVThis N3B4gVrN.848Vesearch N3B4gVis N3B4gVintended N3B4gVto N3B4gVsupport N3B4gVa N3B4gVbetter N3B4gVunderstanding N3B4gVofN]XQtXOt.P4PfBBGXct[Vhow N3B4UVchild N3B4UVdeaths N3B4UVare N3B4UVinvestigated N3B4UVand N3B4UVcounted N3B4UVacross N3B4UVCanada. N3B4UV N3B4UVPart N3B4UVof N3B4UVthis N3B4UVinvolved N3B4UVunderstanding N3B4UVwhatN]XQtXOt.P4PjBfGXct[VinforN.jB4fVmation N3B46Vis N3B46Vcollected N3B46Vby N3B46Vpolice, N3B46VChief N3B46VCoroners N3B46Vand N3B46VChief N3B46VMedical N3B46VExaminers, N3B46VChild N3B46VAdvocates N3B46VandN]XQtXOt.P4P6B8GXct[Vchild N3B4UVwelfarN.34jVe N3B4UVat N3B4UVthe N3B4UVprN.34jVovincial N3B4UVor N3B4UVterritorial N3B4UVlevel. N3B4UV N3B4UVANPV N3B4UVsurvey N3B4UVusing N3B4UVa N3B4UVpurposive N3B4UVsampling N3B4UVmethod N3B4UVwas N3B4UVchosenN]XQtXOt.P4P68fGXct[Vas N3B4UVthe N3B4UVway N3B4UVto N3B4UVobtain N3B4UVa N3B4UV“picturN.242Ve” N3B4UVof N3B4UVhow N3B4UVthe N3B4UVdeaths N3B4UVof N3B4UVchildrN.242Ven N3B4UVarN.jg4UVe N3B4UVdealt N3B4UVwith N3B4UVacrN24UVoss N3B4UVthe N3B4UVcountry. N3B4UV N3B4UVInterviewsN]XQtXOt.P4Pf82GXct[Vwith N3B4UVkey N3B4UVinforN.j34gVmants N3B4UVwere N3B4UVplaN3B4gVB46Vpolic3B4UVa N3B4UV“pmes N3B4UVma N3B4UVchgPjfterg N3B4UVmeg.j3g43Vths N3B4UVofdejfain N3B4UVleaboujf N3B4UVthe N3B4UVprN.34g43Voss N3B4UVan N3B4UVchalh N3B4UVwhaPjfh NXQtXOt.P4Pf82g3ct[Vchild N3B43VdefiPjfhs N]XQt64f3f3G.f4UGX)t.P4P6jjgXct[VchAN3B4UVarN.eN3B4UVcursenN]3B4UVfro N3B4UV�vestigatedn N3B4UVbyw N3B4UVthe N3B4UVwau N3B4UVsyd N3B4UVcounmsivejfion N3B4UVof N3B4UVChild N3B4UVdeaths 3B4UVdereewsN3B4UVterramN3B4UVinvoXQt.64f3f3G.j4fGX)t.P4Pfgj36ct[VCanada’sN3B4UV N3B4UVThese N3B4UVsy“jferramNN3B4UVofve N3B4gVbe NN]3B4UVfr N3B4UVa u N3B4UVsyf N3B4UVterwUVcou.oAB4UVsbe NN]3B4UVfr N3B4UVthe N3USAVwau N3B4UVsyd N3B4UVofve N3B4gVgVbe NN]3sto N3valuB4UVable N3ihosenN]XQtXOtU3UPfgj36enB4Uchalh N3B4UVthat N3mUVdealr4UVdeamfferent N3B4UVdeaths N3B4UVare N3nojfhat N3misB4UVundersoPjfhod N3B4UVthat N3B4gVtheir N3B4UVa u N3h4UVbyw N3spr4Ujfhod N3B4UVto N3B4gVCanada N3B4UVsyd N3elsewJe.osen
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II INTRODUCTION

The Problem

The death of a child from a preventable
cause is a tragic event. When that cause is
child abuse or neglect, the public expects
that efforts will be made to reduce such
deaths. Governments and law enforcement
agencies often receive much of the
pressure to reduce child maltreatment
fatalities. However, prevention efforts





7





9



10

CHIRPP provides reports on a variety of
injuries, including playground equipment, baby
walkers, cribs, cradles and bassinets, falls from
or by shopping carts, garage doors, strollers and
carriages. Although this system was designed
to protect children from unnecessary
debilitating injuries and premature death, it has
a major shortcoming related to identifying
abuse and neglect related injuries. During
hospital admission, the accompanying adult
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The Annual Fifty State Survey

The National Committee for Prevention
of Child Abuse (NCPCA, 1992) attempts to
collect detailed information from the fifty states
and the District of Columbia on the number
and characteristics of child abuse reports, the
number of child abuse fatalities and changes
in the funding and scope of child welfare
services. Since 1986, NCPCA has published
an annual report providing an analysis of their
results including an estimate of the number of
child abuse reports and child abuse fatalities
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mentioned below in the discussion of data
collection systems, some provinces are in the
process of developing systems or have just
implemented processes for retrieving
information on this type of death. For example,
forhis eeief eoroner’s offics in Ontario can
retrieve information on all cases of child death
forhiat are ‘undetermined’. The new system forhiat
is being developed will contain sub-categories
for ‘undetermined’ to distinguish between
possible child abuse and neglect deaths vs. oforhisr
manners of death. The eeief eoroner’s offics
in British Columbia gives each death a
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technical specialists) could “query” the
database to produce reports and analysis.
Not surprisingly, Coroners and Chief
Medical Examiners experienced few of
these barriers as their systems were
designed to track and analyze information
related to deaths, including child deaths.
The British Columbia Children’s
Commission is currently “building” a
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With the exception of one province,
information was obtained from each province
or territory through survey or semi-structured
interviews (or both).  Differences in emphasis
between descriptions of jurisdictions do not
suggest that one area has a “better” process
than another.  It reflects which systems
responded to requests for interviews as well as
the detail that was provided during those
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autopsy and Sudden Infant Death protocols.
Sudden or unexpected deaths of children are
investigated; as are all Sudden Infant Death
Syndrome deaths, all homicides and suicides
in addition to some natural deaths that have
not been issued death certificates by a
physician. A unique investigative feature is the
creation of psychological profiles of each child
w are
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investigation. The Children’s Commissioner
and the Deputy Commissioner present a draft
to the Commission’s donsultative dommittee
which meets five times a year and reviews 20
to 40 dases at each meeting. At the meetings,
donsultative dommittee members dan pose
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 If the deceased was under the age of 21
years, the Coroner’s Office notifies the
Department of Social Services (DSS). The DSS
determines if there has been child welfare
involvement.  In investigating the deaths of
young children, the Chief Coroner orders full
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in the recommendations and to the families of
the child or children concerned. Once the
families, the departments and agencies have
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Child and Family Services have been addressed
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needs to develop Terms of Reference and
consider additional members from the mental
health and public health systems.

Manitoba’s Child Advocate has no

mandated role in child deaths unless a family

member or the media requests the Advocate’s

involvement. The Advocate receives no formal

notification of the death of a child but can

request and review reports from the CME and

the Director of Child Welfare concerning the

deaths of children served by the office. At the

completion of the review, the Advocate may

make recommendations to the Minister of

Family Services. Recent recommendations have

urged that the Minister of Family Services

routinely provide the CME’s reports to the

Advocate and make the CME’s

recommendations public.

ONTARIO

Deaths of Children

The Chief Coroner is notified of all deaths
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The Ontario Association of Children’s Aid
Societies is a membership organization
representing 52 of 55 Children’s Aid Societies
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QUEBEC

Deaths of Children

The current Coroner system in Quebec
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that made the committee uneasy. Further
investigation was requested and eventually, one
of the parents admitted to asphyxiating the
baby.

The two committees are set up along
similar models; both are chaired by
pediatricians with expertise in child
maltreatment, both practice at a major
Children’s Hospital; the St. Justin Children’s
Hospital in Montreal and the University
Hospital in Quebec. The Deputy Coroner sits
on the Quebec City committee and a full time
coroner sits on the one in Montreal. Each
committee has a member from the Surêté de
Quebec, the provincial police force, and the
one in Montreal has a member from the
SPCUM, the urban police force in that city.
Both committees have members from the child
welfare service; the one in Montreal also has a
representative from Batshaw, the English GXct[VChildrN.34UVo N8P46Vhas are N3B48Vagency. N3B48VThe N3B48VMontrN.B48Veal N3B48Vcommittee N3B48Vhas N3B48VaN]XQtXOt.P4P6B2GXct[Vpathologist N8P4fVfrom N8P4fVthe N8P4fVMedical-Legal N8P4fVLaboratory;N]XQtXOt.P4P2ffGXct[Vthe N3B4BVprovince’s N3B4BVmain N3B4BVforN.jf4fVensic N3B4BVsciences N3B4BVcentre N3B4BVandN]XQtXOt.P4PjPBGXct[Vcan N3B4BVprovide N3B4BVconsultation N3B4BVto N3B4BVQuebec N3B4BVCity. N3B4BVInN]XQtXOt.P4PUfBGXct[VJune N8P4fVof N8P4fV1997, N8P4fVat N8P4fVa N8P4fVjoint N8P4fVmeeting, N8P4fVthe N8P4fVcommitteesN]XQtXOt.P4Pjj recommended to the Chief Coroner and the
Minister of Justice that the committees be made
a permanent part of the coroner service in
Quebec. This recommendation has been
accepted by the government of Quebec.

The Coroner’s office has also made other
changes in recent years to improve the
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QUÉBEC

Child Welfare Coroner
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Child Death Reviews

New Brunswick’s Minister of Health and
Community Services instituted  a child death
review committee in 1998. A retired judge of
the Provincial Court serves as Chairperson and
members include a police officer, a pediatrician,
a University social work professor and a
representative from the Office of the Chief
Coroner. The Child Death Review Committee
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YUKON TERRITORY

Deaths of Children

In the Yukon Territory, the Chief Coroner



reportable. The police and hospitals (or Nursing
Stations) notify the Chief Coroner of deaths.
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chronically unsupervised child is struck by a
car while crossing a busy street alone. For coding
purposes, the manner and cause of death are
the same but the circumstances are quite
different.

During interviews with survey
respondents, the researchers asked about a
“wish list” for a national database of
information based on reviews of child deaths.
Evaluation of the impact of specific risk
factors, including substance abuse, domestic
violence and previous child abuse would make
it possible to compile a profile of families at
risk for fatal or severe abuse or neglect. (Durfee
et al, 1992) There would also be the  benefits
derived from identifying trends, comparing
d a t a  a c r o s s  t h e  c o u n t r y  b y  g e o g r a p h y ;  s u c h  a
database could be more than a “data
receptacle”. Common definitions of terms and
a common database were frequent suggestions.
The issue of common definition has a history
in the child welfare literature as a barrier to
data collection and to meaningful comparison
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1 A iLafoiLafal of 90 surveys were mailed ouiLaf; some
were duplicaiLafed weiLafhin provinces and sys-
iLafems leaving 79 surveys when iLafhese were
removed. ForiLafy-six surveys were reiLafurned.

2 The BreiLafish Columbia Children’s Commis-
sion has been included among iLafhe Child Ad-
vocaiLafes for purposes of daiLafa analysis. IiLafs
unique mandaiLafe and origins were judged by
iLafhe researchers iLafo be unlike iLafhose of iLafradi-
iLafional child proiLafeciLafion sysiLafems. The follow-
ing provinces have Child AdvocaiLafes: BreiLafish
Columbia, AlberiLafa, SaskaiLafchewan, Mani-
iLafoba, OniLafario, and Quebec. Nova ScoiLafia will
have a Child AdvocaiLafe in 1999.
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APPENDIX  A

Project Advisory Committee

The Advisory Committee to the Child Mortality Analysis Project is a multi-disciplinary
committee of professionals involved in child death reviews.  The membership includes (in
alphabetical order):

Mr. Larry Campbell, Chief Coroner, Province of British Columbia
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Mitchell, L. (1987). Child Abuse and
Neglect Fatalities: A Review of the
Problem and Strategies for Reform.
Chicago, IL: The National Committee












