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MISSION STATEMENT
As an interdisciplinary team, we review and analyze 

sudden, violent or unnatural deaths of children so that 
strategies can be recommended to reduce the number of 

preventable child deaths in Virginia.
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EXECUTIVE SUMMARY

1 From Virginia Department of Motor Vehicles. Available online at: http://dmvnow.com/webdoc/safety/crash_data/seatbelt/pdf/use_rates.pdf (Accessed April 19, 2009). 

In 2002, 105 children under the age of 18 lost their lives in Virginia due to injuries received in a motor vehicle 
collision. Recognizing the impact that these injuries have on the health and safety of Virginiaõs children, the State 
Child Fatality Review Team undertook a comprehensive review of the circumstances surrounding motor vehicle 
deaths to children in 2002 in order to identify strategies to prevent future deaths. The children were grouped 
into three categories: vehicle occupants, pedestrians and riders of all-terrain or other motorized vehicles (ATV/
Other). Several key þndings emerged during the review. Among these are:

Three out of every four deaths in this review occurred to children between the ages of 13 and 17.

Two-thirds of the children who died were male.

Alcohol and/or drug use was a factor in 26% of collisions reviewed by the Team. Of these, 54% involved 
adult drivers and 46% involved child drivers.

Overall, 44% of the child motor vehicle occupants who lost their lives were wearing some form of safety 
equipment, compared to a statewide average of 70% of all occupants.1  Children more frequently wore seat 
belts when driven by an adult (51%) than when driven by a child (41%).

Over 60% of all fatal collisions involving children took place during daylight hours. 

In three out of four collisions, the weather was clear and the road surface was dry.

Four out of six ATV/Other riders sustained fatal injuries to the head, yet only one child was reported as 
wearing a helmet.  

Pedestrian fatalities occurred most frequently among toddlers and teenagers.

Of the þve pedestrians under the age of two who died, four were playing in a driveway-type setting when 
they were struck by a motor vehicle.

Eighty-seven percent of all children who died in motor vehicle occupant collisions were riding in the 
vehicle that was responsible for the collision. Fifty-seven percent of all children were either riding with a 
child driver or were a child driver themselves. 

Collisions involving child drivers with passengers most often occurred in the Northern Health Planning 
Region, whereas collisions involving children driving alone happened most frequently in the Southwest 
Health Planning Region.

Running off the road, speeding, reckless driving, inattention and overcorrection were the driver actions 
that most frequently contributed to a motor vehicle collision among all drivers. 

None of the children whose deaths were reviewed by the Team were riding in a school bus at the time of the collision.

Six drivers were convicted of either involuntary or aggravated involuntary manslaughter in connection 
with the fatal collision. Alcohol was a factor in all six collisions.

Of the drivers who were responsible for the collision, 28% were never charged in connection with the fatal injury.

The Team concluded that many of these deaths could have been prevented by following simple practices such 
as driving at a safe speed, focusing complete attention on the task of driving, and maintaining vigilance in 
supervising young children around moving vehicles. The Team further recognizes the importance of educating 
teens on the risks of operating or riding in a vehicle with an unlicensed, fatigued or intoxicated driver. In light 
of these and other þndings, the Virginia State Child Fatality Review Team offers recommendations pertaining to 
enforcement and prosecution of motor vehicle laws, vehicle safety, driver education and allocation of resources 
to reduce the number of motor vehicle deaths to children in Virginia. 
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SECTION I: BACKGROUND INFORMATION
INTRODUCTION 

The Virginia State Child Fatality Review Team, here-
inafter referred to as the Team, was established by the 
General Assembly in 1995. The purpose of the Team, 
as outlined in Ä32.1-283.1 
of the Code of Virginia, is 
to systematically analyze 
child deaths that are of 
an unnatural or violent 
nature; deaths that occur 
suddenly within the þrst 
eighteen months of life; 
and/or deaths for which 
the cause or manner was 
not determined with rea-
sonable medical certainty. 
Governed by the mandate to improve the health and 
well-being of all Virginians, the Team conducts these 
reviews to develop strategies for the prevention of  
future deaths. 

ORGANIZATION OF THE REPORT 

This report contains four sections. Section I summarizes 
the characteristics of children who died in motor 
vehicle collisions and the circumstances surrounding 
their deaths. Section II presents information about the 
three types of child motor vehicle deaths identiþed by 
the Team in this review. These deaths were categorized 
according to the positioning of the child in relation 
to the motor vehicle as well as the type of vehicle 
involved in their death. These are: 1) child all-terrain 
vehicle or other motorized vehicle riders2 (ATV/
Other); 2) child pedestrians struck by a motor vehicle; 
and 3) child occupants of a motor vehicle. Section III 
details signiþcant þndings that emerged during the 
review process. Section IV concludes with the Teamõs 
consensus recommendations for the reduction of motor 
vehicle deaths to children in Virginia. 

DEFINITION OF KEY TERMS 

The Team reviewed all motor vehicle deaths of children 
occurring in Virginia in 2002. Characteristics of both 
the child and the driver of the child are analyzed 
throughout the report. In instances where the child 
who died was not the driver of the vehicle, a distinction 
was made with regard to the age of the driver.

Adult driver refers to any person aged 18 or older who 
was operating a motor vehicle in which the child or 
children who died were riding. 

Child driver refers to any person up to but not including 
the age of 18 years who was operating a motor vehicle 

in which the child or children who died were riding.

Child restraint device refers to safety equipment 
utilized by children under the age of eight while 
occupying a motor vehicle, and includes child safety 

seats and booster seats. 

Collision refers to any loss of control of a 
moving motor vehicle resulting in impact 
with an object outside the vehicle. Collisions 
may occur with stationary objects such as 
trees or ditches, or with moving objects such 
as pedestrians and other vehicles. The three 
types of collisions in this review are ATV/
Other rider, pedestrian and occupant. 

Occupant refers to anyone located inside a 
motor vehicle at the time of a collision. This 

may include drivers as well as passengers, and those 
who survived as well as those who did not.

Safety belt refers to safety equipment utilized by 
motor vehicle occupants ages eight and older. Safety 
belts, also known as seat belts, include both lap belts 
and shoulder harnesses.

BACKGROUND INFORMATION ON CHILDREN 
WHO DIED IN MOTOR VEHICLE COLLISIONS

In 2002, 105 children died in the Commonwealth of 
Virginia as a result of injuries sustained in a motor 
vehicle collision. Of the 105 children, 95 (90%) were 
residents of the Commonwealth. These deaths represent 
a total of 6,296 years of potential life lost in Virginia.  

Not all children occupied a vehicle at the time of 
the fatal injury. Of 105 children whose deaths were 
reviewed by the State Child Fatality 
Review Team, 86 were drivers 
or passengers of a motor vehicle 
in motion, 13 were pedestrians 
and six were riding an all-terrain 
vehicle or other motorized vehicle 
(ATV/Other). 

Age 

Older children die more frequently 
in motor vehicle collisions than 
younger children: the mean age 
of children who died in 2002 was 
13.5 years. Of the deaths reviewed 
by the Team, 62% occurred to 
those between the ages of 15 and 
17, and 23% to children ages 10-14. 
In addition, seven percent of the 
deaths happened to children ages 

Governed by the mandate to 
improve the health and well-
being of all Virginians, the 
Team conducts these reviews 
to develop strategies for the 
prevention of future deaths. 

2 Other motorized vehicles include golf carts, go-carts, mopeds and motorized scooters.

...greater 
than 
80% of 
children 
occupying 
a motor 
vehicle 
who died 
were 
between 
the ages of 
13 and 17.
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