Office of the Chief Medical Examiner

Richmond, Virginia

Meeting of the State Child Fatality Review Team

September 11, 2012
Minutes

Members Present:  

Board, Heather, Virginia Department of Health

Bush, Leah, Chief Medical Examiner

Cardounel, Humberto, Henrico County Police
Connal, Betty, SIDS Mid-Atlantic 
DiAngelo, Constance, Office of the Chief Medical Examiner
Ferraro, Mark, Virginia SIDS Alliance
Foster, Robin, Virginia College of Emergency Physicians
Hunter, Katharine, Virginia Department of Behavioral Health and Developmental Services
Katzman, Rita L., Virginia Department of Social Services 
Rainey, Janet, Division of Vital Records
Rhodes, Jennifer, Medical Society of Virginia

Romero, Frank, Richmond Ambulance Authority
Sonenklar, Neil, Virginia Treatment Center for Children
Wilson, Mary, Virginia Department of Criminal Justice Services

Ziglar, Joan Commonwealth’s Attorney, City of Martinsville
Members Absent:  
Barry, Wayne, Virginia Department of Education
Casteel, Tom, Virginia Department of Social Services
Coyle, Betty Wade, Prevent Child Abuse Virginia

DeLuca, Steven, Hanover County Emergency Medical Services
Milteer, Regina, Virginia Pediatric Society
Moline, Kathleen, Virginia Department of Health
Staff:

Gambill, Emily, Office of the Chief Medical Examiner
Emily Gambill called the meeting to order at 10:10 a.m. and went over the agenda for the meeting.  
Announcements and Business:

Minutes from the July 10, 2012 meeting were approved as written.  

Frank Romero announced the release of a video PSA between Richmond Ambulance Authority and FEMA called Crossing Alert, which highlights the dangers of distracted pedestrians.  The video focuses on the VCU area and can be found on the RAA Facebook page and on YouTube.  Emily Gambill will send the link to the Team.
Emily Gambill shared with the Team that Rita Katzman, Virginia Powell and she attended a national conference in Washington, DC, which discussed the findings of the project established by the Administration on Children, Youth and Families that reviewed and analyzed fatality review teams and their recommendations and outcomes as they work together at local and regional levels.  State representatives from fatality review, child welfare, and citizens review panels from across the country were invited to attend.  The conference focused on increasing attention to looking across reviews for trends and recommendations.  Ms. Gambill informed the Team that Virginia would soon be looking at the connections between maternal mortality, fetal and infant mortality, and child fatality findings and recommendations.
Child Protective Services Update 
Ms. Katzman provided the Team with an update on the regional child fatality review teams.  All four of the new teams have had at least two review meetings and the process is going well as the teams continue to learn the process of fatality review.  Reviews should be complete in October or November and the teams will then discuss their findings and hold separate recommendations meetings.  Teams will produce three to five strong recommendations by first quarter 2013 and those recommendations will be compiled into a single report.  Teams have received the cases for FY12 that they will review next year.
Ms. Katzman shared with the Team a report compiled for the State Board of Social Services Subcommittee on Child Fatalities, which detailed recommendations directed to the Virginia Department of Social Services from each review and the status and outcomes of those recommendations.  The subcommittee will take this report to share with the larger State Board of Social Services.  Robin Foster offered a recommendation to address the difficulty in achieving the recommendation that VDSS “devote one FTE position to the intensive study of all child abuse and neglect-related fatalities in Commonwealth.”  Dr. Foster suggested contacting Dr. Suzanne Starling, Medical Director of the Child Abuse Program at Children’s Hospital of the King’s Daughters, to discuss the possibility of using a Child Abuse Fellow for this project.  Child Abuse fellows are in the program at CHKD for three years and child death review is a component of their fellowship.  A contract between VDSS and CHKD could alleviate the need for an FTE and allow students to fulfill part of the fellowship requirements.  
Confidential Case Review

The Team went into confidential session for purposes of recommendations and case review.  The Team reviewed eight cases where an infant died from Sudden Infant Death Syndrome or Sudden Undetermined Infant Death.  Unsafe sleep arrangements were a factor in many of these deaths.  
The next Team meeting is scheduled for Tuesday, November 13, 2012.
The meeting adjourned at 2:40 p.m.
Minutes recorded by Emily Gambill.
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