Office of the Chief Medical Examiner

Richmond, Virginia

Meeting of the State Child Fatality Review Team

November 1, 2011
Minutes

Members Present:  

Bush, Leah, Chief Medical Examiner
Barry, Wayne, Virginia Department of Education
Cardounel, Humberto, Henrico County Police

Casteel, Tom, Washington County Department of Social Services

Coyle, Betty Wade, Prevent Child Abuse Virginia

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 
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
Wilson, Mary, Virginia Department of Criminal Justice Services
Members Absent:  

Board, Heather, Virginia Department of Health
Connal, Betty, SIDS Mid-Atlantic 
DeLuca, Steven, Hanover County Emergency Medical Services

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 10:13 a.m. and went over the agenda for the meeting.  
Announcements and Business:

Minutes from the September 13, 2011 meeting were approved as written.  

Katharine Hunter announced that the Virginia Department of Behavioral Health and Developmental Services just completed their Final Report:  A Plan for Community-Based Children’s Behavioral Health Services in Virginia.  She will send the link to the full report to Emily Gambill, who will distribute to the Team.
Wayne Barry announced that the Department of Education is ending its study on schools’ bullying policies, which will be submitted to the General Assembly.  He will send the link to Emily Gambill when it is completed.

Betty Wade Coyle announced that there would be a one-day training on Child Death Review on November 29, 2011.  The training will be held at the Norfolk Workforce Development Center from 8:30-4:30 and registration will be completed on the Department of Social Services’ Knowledge Center website.  She will send details for further distribution to Emily Gambill.  

Virginia Powell introduced the Child Fatality Review text, provided by Mary Wilson with funds from the Children’s Justice Act.  All five Child Protective Services Regional Specialists also received the text to support their local fatality review team efforts
By statute, the Office of the Chief Medical Examiner must shred all documents related to child death review at the conclusion of case review.  Dr. Powell reminded team members not to shred child death records and documents at their own homes or offices.   All child fatality review team related documents should be returned at the next team meeting so that they can be shredded at the Office of the Chief Medical Examiner.
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.  Training was provided on October 26 to discuss the process, confidentiality, record-keeping, membership, etc.  Beginning with FY2011 cases, the teams will review CPS cases that were not screened out and taken for investigation, regardless of whether they were founded or unfounded.  Teams should be established and have at least one meeting by March 2012.  Ms. Katzman invited team members to consider serving on their regional teams as well.
On November 2, 2011, Tommy Casteel, Virginia Powell and Rita will be presenting at the Virginia League of Social Services Executives bi-annual conference on the state child fatality review team and its initial findings on infant deaths related to unsafe sleep.
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, January 6, 2012.
The meeting adjourned at 3:00 p.m.
Minutes recorded by Emily Gambill, M.P.A.
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