Office of the Chief Medical Examiner

Richmond, Virginia

Meeting of the State Child Fatality Review Team

January 6, 2012
Minutes

Members Present:  

Barry, Wayne, Virginia Department of Education
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
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 
Milteer, Regina, Virginia Pediatric Society

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
Members Absent:  

Board, Heather, Virginia Department of Health
Bush, Leah, Chief Medical Examiner
Ferraro, Mark, Virginia SIDS Alliance
Moline, Kathleen, Virginia Department of Health 

Rainey, Janet, Division of Vital Records
Ziglar, Joan Commonwealth’s Attorney, City of Martinsville

Staff:

Gambill, Emily, Office of the Chief Medical Examiner
Powell, Virginia, Office of the Chief Medical Examiner

Virginia Powell called the meeting to order at 10:15 a.m. and went over the agenda for the meeting.  
Announcements and Business:

Minutes from the November 1, 2011 meeting were approved as written.  

Betty Connal announced that the Women’s Health Virginia annual conference will be held on May 10th, 2012 in Richmond.  The topic of the conference will include maternal/infant safe sleep.
Regina Milteer informed the Team that she had an article published in the December 26, 2011 issue of the journal Pediatrics.  The article is titled, “The Importance of Play and Promoting Healthy Child Development and Maintaining Strong Parent-Child Bond:  Focus on Children in Poverty.”
Katharine Hunter announced that Henrico CASA (Court-Appointed Special Advocates for Children) will be holding a silent auction on January 20, 2012 at Crossroads in Richmond.  Proceeds will benefit Henrico CASA.  

Tommy Casteel announced his resignation from the Child Fatality Review Team.  He has taken on a new position and will be working with the state Department of Social Services.  He will continue to serve on the state Child Fatality Review Team until his replacement is appointed.
Frank Romero introduced the Richmond Ambulance Authority’s new Facebook page and encouraged Child Fatality Review Team members who have personal or professional Facebook pages to “Like” the page and refer it to others in emergency services.  Frank will send the link to Emily Gambill for distribution to the Team.
Emily Gambill reminded the Team that Financial Disclosure and Statement of Economic Interest Forms were due by January 9, 2012.  She also informed the Team that they are more than halfway through with the Tidewater SIDS, SUID, and unsafe sleep infant death cases, and will be moving to review cases from the Central district when Tidewater is completed.  She also announced that she and Betty Wade Coyle would be training the Department of Social Services’ Piedmont regional child fatality review team on January 26, 2012 in Roanoke, Virginia.

Virginia Powell informed the Team that she attended a summit in mid-December sponsored by the Emergency Medical Services for Children (EMSC), Fetal and Infant Mortality Review (FIMR), the National Center for the Review and Prevention of Child Deaths, and other national organizations related to death review.  The summit focused on finding ways to streamline and integrate processes of fatality review, ensuring that a death case is reviewed only one time.
Child Protective Services Update

Rita Katzman provided an update on the formation of regional child fatality review teams, to be chaired or co-chaired by the Virginia Department of Social Services’ five Child Protective Services (CPS) Regional Specialists.  Beginning with FY2010 cases, the teams will review CPS cases that were not screened out and taken for investigation, regardless of whether they were founded or unfounded.  There were 86 cases in the state that were investigated for possible child abuse or neglect.  Rita, Virginia Powell, Betty Wade Coyle, and Emily Gambill have committed to holding orientations and providing training to these teams as requested.  The first orientation will be held on January 26, 2012, in Roanoke, for the Piedmont Region’s child fatality review team.  Other teams should hold their first meetings by March 2012.  Wayne Barry stressed the importance of having representatives from schools on the regional child fatality review teams, as they may be able to provide critical information about issues such as family dynamics in certain cases.

On November 29, 2011, the Hampton Roads Child Fatality Review Team held a training on child fatality review.  About 100 people attended and topics included emergency medical services procedures, law enforcement investigation, death investigations and re-enactments conducted by the Office of the Chief Medical Examiner, autopsies, Child Protective Services investigations, and prosecution.

The Department of Social Services has received many bills in response to the Pennsylvania State University child sexual abuse cases brought forth in 2011.  These bills include changing the mandated reporting section of the Virginia code to include coaches and other university personnel.  Another bill proposes decreasing the amount of time a mandated reporter has to report a suspected case of child abuse or neglect from 72 hours to 24 hours.  Even more are expected prior to the beginning of the 2012 General Assembly session.  
Virginia Powell informed the Team that the Emergency Medical Services for Children (EMSC) committee met on January 5, 2011 and mentioned proposing a bill that removes the EMS provision allowing EMS personnel to report suspected cases of child abuse or neglect to the attending physician instead of reporting directly to Child Protective Services.
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 Friday, March 9, 2012.
The meeting adjourned at 2:45 p.m.
Minutes recorded by Emily Gambill, M.P.A.
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