Office of the Chief Medical Examiner

Richmond, Virginia

Meeting of the State Child Fatality Review Team

July 12, 2011
Minutes

Members Present:  

Bush, Leah, Chief Medical Examiner

Barry, Wayne, Virginia Department of Education

Board, Heather, Virginia Department of Health

Cardounel, Humberto, Henrico County Police

Casteel, Tom, Washington County Department of Social Services

Connal, Betty, SIDS Mid-Atlantic

Coyle, Betty Wade, Prevent Child Abuse Virginia

DeLuca, Steven, Hanover County Emergency Medical Services

DiAngelo, Constance, Office of the Chief Medical Examiner

Hunter, Katharine, Virginia Department of Behavioral Health and Developmental Services

Katzman, Rita L., Virginia Department of Social Services 

Milteer, Regina, Virginia Pediatric Society 

Moline, Kathleen, Virginia Department of Health 

Rainey, Janet, Division of Vital Records

Rhodes, Jennifer, Medical Society of Virginia

Romero, Frank, Richmond Ambulance Authority

Sonenklar, Neil, Virginia Treatment Center for Children

Ziglar, Joan Commonwealth’s Attorney, City of Martinsville

Members Absent:  

Ferraro, Mark, Virginia SIDS Alliance

Foster, Robin, Virginia College of Emergency Physicians

Invited Guests:

Gambill, Emily, Office of the Chief Medical Examiner

Gillies, Olivia, Office of the Chief Medical Examiner

Ross, Avina, Office of the Chief Medical Examiner

Staff:

Powell, Virginia, Office of the Chief Medical Examiner

Virginia Powell called the meeting to order at 10:10 a.m. and went over the agenda for the meeting.  
Announcements and Business:

Team members welcomed (1) Emily Gambill, the new Child Fatality Review Coordinator and Avina Ross, Domestic Violence Fatality Review Coordinator.  Ms. Gambill and Ms. Ross attended the meeting to observe the Team’s process of case review.  
Minutes from the May 13, 2011 meeting were approved as written.  

Team members confirmed meeting dates for 2012.  They are:

· Friday, January 6

· Friday, March 9

· Friday, May 11

· Tuesday, July 10

· Tuesday, September 11

· Tuesday, November 13

Virginia Powell reported that the Team’s recommendations to the Emergency Medical Services for Children (EMSC) Program with regard to talking points for a web-based training for emergency responders that would focus on management of infant death scenes was well received by the EMSC Advisory Board.  The next step is to begin writing a script for the training and identifying persons who could serve on a panel discussion, which would be recorded as part of the training.  Panel members would likely include emergency service providers, forensic pathologists, bereavement specialists, law enforcement, and child protective services.  Betty Connal urged that parent/survivors also be invited to participate.  

Betty Connal reported that Drs. Fern Hauck and Rachel Moon conducted an important and successful training in Charlottesville in April of this year.  The target audience was lactation consultants and the training focused on breastfeeding and safe sleep patterns.  
Kathleen Moline reported that the Sentara Health System has been incorporating safe sleep messages for infants into their protocols and work with patients.  They were recognized with a regional award for their efforts in the spring of this year.

Betty Connal announced formation of The Coalition Against Unsafe Sleep Environments (CAUSE).  Among its goals and purposes, CAUSE hopes to “advocate as a group for infant safe sleep with a simple, clear message; to promote safe sleep environments through strong standards for cribs, bassinets and play yards and to advocate for safe products; and to advocate for national and state legislation that promotes and supports better infant death investigations, better data collection, and better infant safe sleep education.”

Child Protective Services Update

Rita Katzman provided the Team with the Department of Social Services’ annual report on the Team’s efforts as a Citizen Review Panel for purposed of the Child Abuse Prevention and Treatment Act (CAPTA).  
· Rita discussed the Team’s findings and recommendations from its non-caretaker homicide review.  These fit with the Department’s Progress Improvement Plan, particularly with regard to cross-training between Department staff and other stakeholders and the work of the Virginia Home Visiting Consortium.
· Rita will also provide a brief summary of findings to date from the Team’s current review of sleep-related deaths to infants.
· In addition, The Department’s efforts with the Children’s Transformation project and with family partnership meetings are consistent with themes and suggestions from many of the Team’s reviews over the years.
Confidential Case Review

The Team went into confidential session for purposes of case review.  The Team reviewed five 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, September 13, 2011.
The meeting adjourned at 3:05 p.m.
Minutes recorded by Virginia Powell, Ph.D.
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