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CODE/REFERENCES 
O.C.G.A. § 19-15-3 County Multiagency Child Fatality Review Committee

O.C.G.A. § 19-15-4 Georgia Child Fatality Review Panel 

Child Abuse Prevention and Treatment Act (CAPTA) of 2008
REQUIREMENTS
The Division of Family and Children Services (DFCS) in accordance with state and federal law shall partner with the Georgia Bureau of Investigations (GBI) and the State/Local Child Fatality Review committees (CFRC), work collaboratively and share data to identify all Georgia children who suffered a fatality due to abuse or neglect.

Each DFCS county office shall designate a representative to serve on the local CFRC. County Directors or their designee shall actively engage committee members and participate in meetings of the local CFRC.

At the local CFRC, DFCS shall:

1. Communicate any DFCS involvement prior to the death, including the beginning and ending dates and the kinds of services delivered, the reasons for initial DFCS involvement and the reasons for any termination of DFCS involvement;

2. Provide any information leading up to the child’s death and cause of death; and

3. Make recommendations for possible prevention of future deaths of similar incidents for children who are at risk for such deaths.

The DFCS representative of the CFRC shall make an immediate report to DFCS for each instance where the committee concludes that the death was due to abuse or neglect, but the case had not been previously reported to DFCS.
PROCEDURES
Child Fatality Reports Received from the CFRC
Upon notification from the CFRC that a child death occurred due to abuse or neglect, but was not previously reported to DFCS, the DFCS representative will:

1. Contact the CPS Intake Communication Center (CICC) and complete the intake report process;
2. Provide as much information as possible to CICC related to the circumstances surrounding the child’s death indicating abuse and/or neglect, including but not limited to:
a. Autopsy reports (preliminary or final);
b. Medical records;
c. Police reports; 
d. Emergency Medical Services (EMS) reports;
e. Any other relevant information related to the six areas of family functioning as outlined in policy 4.1 Intake: Receiving Intake Reports;

3. Ensure copies of any reports or records received from the CFRC are provided to the CICC as a part of the intake report.
The CICC will:

1. Complete the intake assessment process as outlined in Policies 4.1 Intake: Receiving Intake Reports and 4.3 Intake: Making an Intake Decision and determine whether to screen in or screen out the intake report;
2. Notify the County Department of the child fatality intake report and intake assessment decision to screen in or screen out.
The County Director or Designee will:

1. Notify the Regional Director of the child fatality;

2. Submit the completed child fatality report to the CD/NF/SI mailbox at cdsi@dhr.state.ga.us within 24 hours of receipt of the Intake Report; and 
3. Forward a copy of the intake report to law enforcement, as outlined in policy 4.4 Intake: Sharing Intake Reports with Law Enforcement or District Attorney.
PRACTICE GUIDANCE
Child Fatality Review Committees 

In accordance with O.C.G.A. § 19-15-3, the Child Fatality Review Committee (CFRC) shall review all deaths of children ages birth through age 17 years related to:

1. Sudden Infant Death Syndrome;

2. Any unexpected or unexplained conditions;

3. Unintentional injuries;

4. Intentional injuries;
5. Sudden death when the child is in apparent good health;

6. Any manner that is suspicious or unusual;

7. Medical conditions when unattended by a physician;

8. Serving as an inmate of a state hospital or state, county or city penal institution.

In addition, the CFRC shall:

1. Transmit a copy of the committee’s report within 15 days following its completion to the district attorney of the county or circuit for which the review committee was created, if the report concluded that the child named died as a result of:

a. Sudden Infant Death Syndrome when no autopsy was performed to confirm the diagnosis;

b. Accidental death when it appears that the death could have been prevented through intervention or supervision;

c. Any sexual transmitted disease;

d. Medical causes which could have been prevented through intervention by an agency or by seeking medical treatment;

e. Suicide of a child in custody or known to the Department of Human Services-DFCS or when the finding of suicide is suspicious;

f. Suspected or confirmed child abuse;

g. Trauma to the head or body; or

h. Homicide.

2. Publish an annual report which specifies:

a. The number of reports received by that review committee from a county medical examiner or coroner;

b. The number of reports of child fatality reviews prepared by the review committee during such period.

3. Publish an annual report at least once in the legal organ of the county or counties for which the review committee was established; and

4. Transmit the report annually to the Georgia Child Fatality Review Committee.
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