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CPS Position Statement
• The Canadian Paediatric Society (2013)
recommends that
“a comprehensive, structured and effective CDR
program be initiated for every region in Canada, with
systematic reporting and analysis of all child and
youth deaths and the ability to evaluate the impact of
case-specific recommendations.”

Background
• Interest in creating a provincial child death review (CDR)
process in Saskatchewan for many years
• Previous work has not progressed past the exploratory
phase

• Current provincial committee was formed in September
2015
• includes representation from the Office of the Chief Coroner, the Ministry of
Justice, the Ministry of Social Services, the Advocate for Children and Youth,
Department of Pediatrics, the Saskatchewan Association of Chiefs of Police, the
Regina and Saskatoon Police Services, SGI, and the Saskatchewan Prevention
Institute, along with several Medical Health Officers

• One of the initial steps was to learn about CDR processes
across Canada

National Scan: Method
• Brief online scan to gather initial information and identify
potential contacts
• Telephone interviews with key contacts involved in CDR in
each province and territory
• Focus on those with coordinated provincial processes

• Participants were asked about CDR in their jurisdiction,
including:
•
•
•
•
•

Mandate and CDR process
Who is involved
Resource requirements
Outputs
Benefits and challenges

CDR Across Canada

Non-Provincial Processes
• Provinces and territories that do not currently have a
coordinated provincial process:
• Alberta, Northwest Territories, Nova Scotia, Nunavut, Prince
Edward Island, Saskatchewan, Yukon

• Examples of processes that are in place:
•
•
•
•

Coroner/Medical examiner investigations
Child and Family Services investigations
Advocate for Children and Youth reviews
Mortality and morbidity reviews

• Alberta, Northwest Territories, and Nunavut are working
toward a coordinated provincial process.

Provincial Processes
• Provinces and territories that have a coordinated provincial
process:
• British Columbia, Manitoba, New Brunswick, Newfoundland and
Labrador, Ontario, Quebec

• A lot of variation between provinces in:
• Definitions and language used
• Structure of the process
• Outputs generated

Similarities in Processes
• Goals are generally similar:
• Identification of trends or patterns
• Identification of preventable risk factors and systemic issues
• Focus on improving child well-being and preventing future child
deaths

• All committees are housed in the Office of the Chief Coroner
or Medical Examiner

• Membership generally consists of individuals with medical,
justice, academic, social, First Nations, and coroner
expertise, as well as ad hoc members as needed

British Columbia
Process

Age range and # of
cases reviewed
annually

Resources

Outputs

Three types of
reviews:
1) new deaths are
reviewed daily

All deaths of children
under the age of 19
years.

Annual budget of
approximately
$300,000.

Approximately 765
cases are reviewed
annually:
- 300 for statistical
information
- 300 for quality
assurance purposes
- 165 for panel review

CDR Unit provides all
of the support to the
panels. Participation
is voluntary, and
members are not
paid for their time.
Travel expenses can
be paid if not covered
by their own agency.

Recommendations
from the panels are
brought forward to
the Chief Coroner,
who then releases
recommendations
publicly in a report.

2) an annual
aggregate review
3) panel reviews
around a specific
topic
Panels are typically
convened 3 times a
year.

Annual aggregate
reports are also
released publicly.

Manitoba
Process

Age range and # of
cases reviewed
annually

Resources

Outputs

The Chief Medical
Examiner (CME)
prepares monthly
summary of child
deaths and provides
it to the Child Health
Standards
Committee.

All deaths of children
born alive after 20
weeks of gestation
and before their 18th
birthday.

No separate budget
for CDR. All costs are
covered under the
global budget.

The CIRC advises the
CME to call an
inquest or make
recommendations to
the appropriate
departments and/or
agencies.

All unnatural and
preventable natural
deaths are forwarded
to the Children’s
Inquest Review
Committee (CIRC) for
review.

Approximately 175
cases are reviewed
annually.

Members of the CIRC
are not paid and their
expenses are not
covered. Members’
organizations cover
the costs.

Annual reports are
prepared and are
available to the
public.

New Brunswick
Process

Age range and # of
cases reviewed
annually

Resources

Outputs

CDR Chair decides
whether cases will be
reviewed (natural
deaths are not
typically reviewed).

All deaths of children
under the age of 19.

Costs are minimal
and are covered by
the operating costs of
the Coroner Services
Branch, including
administrative
support.

Committee’s report
on each case is
forwarded to the
Chief Coroner, who
forwards findings and
recommendations to
relevant agencies and
departments.

Committee members
review active files
once a month.
Group members are
assigned to take the
lead on presenting
information.

Approximately 7 or 8
cases are reviewed
annually. Over the
past 5 years, they
have reviewed a low
of 5 and a high of 9
cases annually.

Members may be
paid as part of their
job or volunteer.
Meal/travel costs to
get to meetings are
covered.

Recommendations
are made public.
Must occur within 15
days if the child is in
care; Ministry of
Social Development
has 45 days to
respond.

Newfoundland and Labrador
Process

Age range and # of
cases reviewed
annually

Resources

Outputs

Cases forwarded by
the CME are assigned
to a committee
member, who takes
the lead in reviewing
and presenting the
case at the review
meeting.

All deaths of children
under the age of 19.

Members from nongovernmental
agencies receive a
small stipend.

Brief report on each
case is prepared with
findings, conclusions,
and
recommendations.

The committee works
on the final report at
the review meeting.
Meetings are held
once a month, and
they review 2 - 3
deaths.

From fall 2014 to
January 2016, they
have reviewed about
15 cases.

There are no paid
support staff. Costs
and administrative
support comes from
the Office of the
CME.
Their first year’s
budget was under
$4,000.

Report is forwarded
to the Minister of
Justice, who releases
recommendations to
the public and
appropriate
departments within
60 days.

Ontario
Process

Age range and # of
cases reviewed
annually

Resources

Outputs

3 review processes:
1) Deaths under 5
Committee (DU5C)
2) Pediatric Death
Review Committee
(PDRC) – Child
Welfare
3) PDRC – Medical

All deaths of children
under 5 years of age
and all deaths of
children under 19
with involvement of a
Children’s Aid Society
within 12 months of
their death. All other
reviews are
discretionary.

Approximately $200K
- $250K to support
the 3 committees
annually.

Reports about
individual cases are
not released
publically, but are
shared with the
reporting Children’s
Aid Society and any
other body to whom
a recommendation is
made. Also shared
with families upon
request.

Reviews are twotiered, involving an
Executive Team
Review and/or Full
Committee Review.

DU5C: 80 Executive
and 60 full reviews
PDRC – Medical: 12
reviews
PDRC – Child Welfare:
100 Executive and 30
full reviews

Multiple “soft” costs.
Some members are
paid ($300 per
meeting; $750 per
report).
One part-time
administrative
assistant and 2 fulltime coordinators.

Annual reports from
the DU5C and PDRC
are released publicly
by the Office of the
Chief Coroner.

Quebec
Process

Age range and # of
cases reviewed
annually

Resources

Outputs

Review meetings are
held once to twice a
year. The process is
undergoing change as
it currently does not
have a formal
mandate or structure.

All child deaths that
are not deemed to be
of natural causes are
“eventually
reviewed”.

Expenses are covered
by members’ own
agencies.

No formal
recommendations
are made, but
members bring
informal
recommendations
back to their
respective agencies.

Approximately 8 to
12 cases are reviewed
every year.

Noted Benefits
• Systematic collection of information about child deaths,
ensuring that no child death goes unnoticed
• Identification of trends for further investigation, research, and
prevention efforts
• Helps to ensure that children are receiving services

• Recommendations can lead to changes in practice and policy
• Improved collaboration and communication between member
agencies

Considerations
• Create a shared vision and clarity regarding process,
members’ roles, and available resources
• Access to information is crucial (e.g., agreements and
legislation around information sharing), including the
authority of the Committee to obtain information
• Careful consideration of committee membership
• Recommendations must be appropriate and achievable
•
•
•
•

Include key decision-makers in the process
Limit number to 2-3 implementable points
Avoid delay to ensure recommendations remain valid
Monitor implementation

Saskatchewan
• The CDR Advisory Committee
continues to meet
• A CDR Working Sub-Committee
has been formed
• Goal of moving ahead with one
or more pilot projects
• Three possibilities: youth suicide,
fire-related deaths, and motor
vehicle collisions (with a focus on
young children)
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