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Department of Health

New Chair/Coordinator
Training



Agenda

* Introduction to Child Fatality Review (CFR)
* Team composition

* Reviewing Cases

* Tips for success

e Advice from CFR Coordinators




Scope of CFR

* CFR teams are in all 50 states and
Washington D.C.

 ~1,350 local teams and 34 state teams
* GQuam
* Military Teams, DOD has own reviews

* Tribal Engagement




Origins of CFR

* Began as a response to under-reporting and
misclassification of child abuse.

* Early reviews focused only on suspected abuse and
neglect.

* Missouri study published in Pediatrics led to first
state-wide review system.

* Reviews have been effective in improving
investigation, diagnosis, and reporting of abuse and
neglect.
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Ohio CFR Legal Mandates

* Ohio House Bill 448 signed July 2000

e Ohio Revised Code 307.621

* Ohio Administrative Code 3701-67-02




SN e
CFR Legal Requirements

* Each county must establish a CFR board, or

join with other counties to form a regional
CFR board.

 Each board must review the deaths of

children under 18 years old residing in that
county.




NN
CFR Annual Reporting

* Required by April 1st of each year, submitted to the
Ohio Department of Health:
* The data collected for each review
* The number of child deaths that were not reviewed
 Recommendations for actions that might prevent other

deaths

* Beginning 2015, report for year-of-death 1 year

prior (Report Year-of-death 2018 by April 1, 2019)

Ohio
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CFR Annual Report

* By September 30t of each year, the Ohio
Department of Health and Ohio Children’s
Trust Fund prepare and distribute an annual
report for the state

* Posted on the ODH Web site at:
http://www.odh.ohio.gov/odhPrograms/cfhs

/[cfr/cfrrept.aspx



http://www.odh.ohio.gov/odhPrograms/cfhs/cfr/cfrrept.aspx

State CFR Coordinator

* Can send you a list of ODH vital stats child
deaths for your county

* (Can provide in state death certificates

* Can set up user accounts for the case report
system

* May be able to obtain out of state records

 Theresa.Quaderer@odh.ohio.gov
* 614-728-0773



mailto:Matthew.slanoc@odh.ohio.gov

CFR Mission

To reduce the incidence of
preventable child deaths




CFR Goals

* Promote cooperation, collaboration and
communication among all groups that serve
families and children.

* Maintain a database of all child deaths to
develop an understanding of the causes and
incidences of those deaths.

« Recommend and develop plans for
implementing local service and program
changes; and to advise ODH of aggregate data,

trends and patterns.
Ohio
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Operating Principles of CFR

* The death of a child is a participation from the
community responsibility community

* Achild’s death is a sentinel * A review of case
event that should urge information should be
communities to identify comprehensive and broad
other children at risk for e A review should lead to an
illness or injury understanding of risk

* A death review requires factors

multidisciplinary

Ohio



Agenda

* Team composition
* Essential Elements
* Membership

* Expectations




Essential Elements

*  Multi-disciplinary
* Telling a story through the sharing of case
information from multiple sources

* Focused on improving systems and
prevention of deaths; not culpability

 Balance between individual cases and
accumulation of fatal and non-fatal data for

trends




County CFR Coordinator

1. Determine meeting dates and send meeting notices to team
members

2. Obtain names and compile the summary sheet of child deaths to
be reviewed and distribute to team members prior to each
meeting

3. Ensure that notices of child deaths are available for team review

4. Ensure that new members receive an orientation to the CFR team
prior to their first meeting

5. Ensure that all new CFR team members and ad hoc members sign a
confidentiality agreement

6. Encourage the sharing of information for effective case reviews

Ohio
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County CFR Coordinator

7. Chair the team meetings and facilitate resolution of agency
disputes

8. Complete and submit reports to ODH as directed

9. Ensure that the CFR team operates according to protocols as
defined by law

10. Promote CFR team success in following through with
recommendations and prevention initiatives and activities

11. Facilitate contacts with the media

Ohio



CFR Board Members

* Mandated Members

County Coroner or designee
Chief of Police or Sheriff or designee

Executive Director of public children service
agency or designee

Public Health Official or designee

Executive Director of a board of alcohol, drug
addiction, and mental health services or designee

Pediatrician or Family Practice Physician

Ohio
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CFR Board Members

 Additional members
may be included:

County Prosecutor

Fire/EMS
Representative

School District
Representative

Other Child Advocates
Hospitals

Fire Departments

Suicide Prevention
Partners

Healthy Start
LGBT Resource Center

Ohio
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Special Guest Members

* Serve a specific purpose

* Attend only relevant meetings (e.g., fire
department comes for fires)

* Signs all confidentiality agreements




Confidentiality

 CFR meetings are not public meetings, and
are not subject to “Sunshine Laws”

* All statements, work products, and
information related to CFR are confidential

* Each board to develop written policies re:
security of confidentiality. OAC - 3701-67-04
Data collection; confidentiality of records

* Violation is a second degree misdemeanor




———
Member Expectations

* Provide information on specific cases

* Act as a professional liaison

* Participate in data collection

* Collaborate to catalyze prevention activities
* Honor team agreements

Ohio
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Agenda

* Reviewing Cases
— |dentifying cases
— Process for conducting reviews

— Developing recommendations




Identifying Cases

* All deaths to children younger than age
18




Points to Consider

* Did the death occur in the same county as
the child’s residence?

* Was the death preventable?
* Was the death particularity sensitive?
* |s there a conflict of interest?




CFR Process

* CFR Board must meet at least once per year
to review all deaths of children under 18
vears old who at the time of death were

residents of the county




CFR Process

Share, question, and clarify all case information
Discuss the investigation, if appropriate

Discuss the delivery of services

ldentify risk factors

Recommend systems improvements

Ry

ldentify and be a catalyst for action to implement
prevention recommendations
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Share, Question, and Clarify

» Start with the person who has the most
information and work to the person with the
least.

* Share without interrupting
 Call on all team members

* Once information is shared, clarify
Inconsistencies

* Ask open-ended, non-judgmental questions




Discuss Investigation

* Be cautious not to place blame

* |dentify how systems worked together
oefore, during, and after the investigation

* |dentify what additional information is
needed

— Some information may not be available




Identify Service Delivery

* |dentify Service Delivery

— ldentify how the child and family intersected with various
services

— Before the death
— At the time of incident
— After the death

e Discuss what additional services might be needed
for the family, community and professionals

— ldentify existing services
— ldentify service gaps

Ohio
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Identify Risk Factors

* Grouping risk factors into general categories can
help guide discussion:
* Health
* Social
* Economic
* Behavioral
* Environmental
* Systemic (Agency Policies and Procedures)
*  Product Safety

Ohio
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Assess Preventability

* Definition: A child's death is considered to be
preventable if an individual or the
community could reasonably have done
something that would have changed the
circumstances that led to the child's death.




Assess Preventability

* Examples of Preventable Deaths (List is not exhaustive)

Unintentional injury deaths of young children that occur under absent or poor adult supervision

Motor vehicle and other transport deaths when fatal injuries are sustained due to failure to use
appropriate restraints (child seat, seatbelt) in a motor vehicle, or failure to wear a helmet while
riding a bicycle, motorcycle or ATV

Deaths due to fire or burns when fire caused by heating residence with a stove or children playing
with matches

Drowning deaths when infant or toddler left unattended in a bathtub, lack of barriers around
swimming pools or other bodies of water, failure to use mandated floatation devices

Sleep-related deaths when asphyxia results from bed-sharing or other unsafe infant sleep
environment (e.g., place on couch, on pillow)

Weapon-related deaths when firearm left loaded and/or unsecured
Fall deaths from balconies/windows
Poisoning, Overdose, Acute Intoxication unsecured prescription drugs or poisons

Suicide If parent or caregiver did not seek care for child when child had history of previous suicide
attempts, mental illness, or indicated intent to commit suicide

Medical Condition if caregiver does not seek care or delays seeking care for a known medical

Ohio

condition, or fails to follow prescribed care/treatment plan
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Assess Preventability

* Examples of Deaths that are Not Typically
Preventable

* Cardiovascular disease

* Congenital anomalies (birth defects)

* Prematurity and other perinatal conditions
* Other chronic medical conditions

Ohio
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Recommend Systems Improvements

ldentify at least one systems gap and one systems
success

Track findings on every case
Write SMART recommendations

Review findings and recommendations at least
once a year

Indicate if any recommendations regarding
education, law, or environment were made as a
result of the fatality review

Ohio
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Identify and Take Action to Implement
Prevention Recommendations

* |dentify prevention partners.
* Share findings and recommendations.

* Build accountability into sharing
recommendations.

Ohio
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Agenda

* Tips for Success




Vol e

Helpful Tips for Effective Reviews

Be prepared

Offer training

Clarify purpose

Utilize share, question, and clarify process

Focus on prevention




Helpful Tips for Effective Reviews

6. Follow through
7. Address conflict
8. Seek education

9. Practice self-care
10. Enter data




CFR Data Collection

For each child death reviewed:

* Age

* Sex

* Race

* Ethnicity

* Year of Death

* Cause of Death

* Geographic Location of Death
* Factors Contributing to Death

Ohio

Departme ian



National Center for Child Fatalit
and Prevention
* https://www.ncfrp.org/

Home | AboutUs | Programs | CDR Process | FIMR Process | Data | Causes | Tools and Resources | News / Events

v Review

| NATIONAL . .
NI Fn The National Center for Fatality
= and Prevention

Saving Lives Together

Tools for CDR Teams

Review

Many of the tools and resources listed below were developed by child death review team coordinators and advocates across the country. Their experiences should
help assist you in your efforts to develop and maintain an effective team. Several of the tools come directly from A Program Manual for Child Death Review which was

prepared by The National Center for Child Death Review and child death review leaders and advocates throughout the U.S.

If there is a tool or resource that you are interested in that is not listed, please send us your suggestions.
Planning Tools

State Program Tools

CDR Administration Tools

Meeting Tools

CDR Coordinator Tools
Investigation Tools

CDR Reporting Tools

Prevention Tools

Sample Information Request Forms
Sample Welcome Packets

A\ [‘L'L'f'l'L'\'iL‘\VCd
professional reference devoted to
child farality review

hil Eatai : Rviwr
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ODH CFR Website

WHATISODH? ~ KNOW OUR HEALTH RULES EXPLORE FIND LOCAL ®Q
A-Z
ABOUTUS PROGRAMS LAWS&FORMS DATA&STATS HEALTH INDEX
DISTRICTS

ODH / Know Our Programs / Child Fatality Review

Child Fatality Review

WELCOME

NEWS & EVENTS

QUESTIONS

ABOUT US

RESOURCES

FORMS

Child Fatality Review

Child deaths are often regarded as an indicator of the health of a community. While mortality data provide us with an overall picture of child deaths (by number and cause), it is from a careful study of each

and every child's death that we can learn how best to respond to a death and how best to prevent another.

Recognizing the need to better understand why children die, the Ohio General Assembly passed Substitute House Bill Number 448 (HB 448) in July, 2000, mandating Child Fatality Review (CFR) Beards in

each of Ohio’s counties (or regions) to review the deaths of children under eighteen years of age.
Purpose:
The ultimate purpose of the local review boards, as clearly described in the law, is to reduce the incidence of preventable child deaths. To accomplish this, it is expected that local review boards will:

1. Promote cooperation, collaboration and communication between all groups that serve families and children,
2. Maintain a database of all child deaths to develop an understanding of the causes and incidence of those deaths;

3 Recommend and develop plans for implementing local service and program changes; and advise the department of health of aggregate data, trends and patterns found in child deaths.

Mailing Address:

Ohio Department of Health
Child Fatality Review Program
246 North High Street, 6th Floor
Columbus, Ohio 43215

Chio
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Advice from CFR Coordinators

* Lorrie Considine (Cuyahoga County)

* Tom Boeshart (Hamilton County)
* Deb Hattery-Roberts (Allen County)




Advice from CFR Coordinators

* Tips on the Case Reporting System
* Tips on running review meetings

* Tips on forming relationships

 Barriers in CFR




N
Tips on the Case Reporting System

« Permissions

Local-level users can enter and view data for
their county only

State-level users can view all data for all teams
in the state

National Center staff can view only de-identified
data across all states

Ohio
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MATIONAL

L ]
—

Center for Fatality Review & Prevention
Logged in as Matthew Slanoc. { Ohioc ) Logout

S —— Welcome, Ohio

Manage Cases .
Standardized Reports HIPAA FReminder:
My CDR Qufcomes Mames, dates, and county fields:
Data Download Enter identifiable information online if your statellocsl policy allows. Please check with yowr state COR coordinagtor if you are unsure.
Help Any other text field, such as the Marrative section. any 'specify’ or "describe’ fields:
Logout Do not include specific names, dates of birth, dates of dasth, references to specific counties, practitionars, or faciity names in these text
fields.
Saving Lives Together Examples: "Evans County EMS™ shouwld be "EMST; "Evans County Childrens Hospital’ should b= “the chidmen's hospitsl.”™

Why this reminder?®
Text fisdds may be shared with approved ressarchers as noted in our Data Use Agreements and therefore entering dentfisd data into
thase fields wowld compromiss your responsibility to HIPSA

Zhild deaths ame often regarded as an indicstor of the health of 2 cormmunity. Whils monality dats prowvide ws with an owverall picture of child desths
{by number and csuss). it is from a careful study of esch and eveny child's desth that we can learn how best to respond to a death and how best to
orevent another.

Recognizing the nesd to better understand why children die, the Chio Genersl Assembly pass=d Substitute Houss Bill Mumber 448 {HB 448} in
Juhy, 2000, mandating Child Fatality Review (CFR) Boards in 2ach of Ohic's counties (or regicns) to review the deaths of childsen under sighteen
years of ags.

Purpose:
The ultimats purpess of the local review boards, as dearly described in the lsw, is to reducs the incidencs of preventable child deaths. To
accomplish this, it is expected that local review boards will:

- Fromaofe cooperation, colaborstion and communicafion between al growps thst sene Smuilles and children;

- ldsintain s database of all child desths do develop an understsnaing of the csuses snd incidance of fhoss desths

- Recommend and develop plans for implementing locsl senice and program changes, and advwiss the degarfmeant of health of aggregals
dsiz. brends and pattems fownd in child deaths

Maziling Addreass:

Chio Department of Health
Zhild Fatslity Review Program
245 Morth High Strest, Sth Floor
PO Box 118

Cohembes, Ohio 43216-0118

Telephome: (514} 4338058
Fax: (314) 554-2443

Email: cfin@odh ohioogow

CDR w4.1.13




When Entering a Case

 Case number assigned on first data entry
page
e State and County are assigned
* Can edit Year of Review and Sequence

* Year of Review default is current year

e Data Dictionary is available on all data pages

Ohio
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When Entering a Case

Entering a case:

Enter New Case

— Case Definition:

36 / v / 2018 hd / 00001

State TeamiCounty * Year of Review Sequence of Review *
Case Type * Death r

Death Certificate #

Birth Cerificate #

Medical Examiner/Coroner #

Date Teamn Motified of Death

Child newver left hospital following birth

Exit Without Sawing m Save and Continue Save and Exit

Chio

Department of Health




When Entering a Case

* Navigate to any of the data pages
using the navigation bar or go to
the next section using “Save and
Continue”

e Data are saved as you moved from
page to page

e Do not use the “Back” button

* Time-out for inactivity is 60
minutes

Main
Administration
Your Account
Deleted Cases
Enter New Case
Manage Cases
Standardized Reports
My CDR Outcomes
Data Download
Help

Logout

Case Sections

# - Case Definition

A - Child Information
For Infants

1EM

- Primary Caregivers
- Supervisor

= Incident

- Investigation

- Cause of Death

10 - Medical Condition
- Circums tances

H1 - SDY

Hz2 - Sleep Related
H3 - Consumer
Product

H4 - Another Crime
- Acts

IOTMOOD

|
J - Services

K - Pravention

L - Rewview

M - SUID and SDY
N - Narrative

(=)

- Form Completion
Save and Exit




Manage Cases & Enter New Case [~ Print Results
L+ Import Vital Records

- Search Cases:

Last Mame / Mumber

Case Type All Case Types v Team v
Manner of Death L Cause of Death L
Toggle Advanced Search Options
- Date of Entry Complete (Section P) — Date of Death
From From

To To

—- Data Entry (Section P) - Misc.
Data Entry Incomplete Prevention Uipdates (Section L)
CQuuality Assurance by State Incomplete Ot of Siate Resident Review

o o




Manage Cases = Search

Manage Cases © EnterNew Case
& Import Vital Records

= First
Hame

= Last

= Case Humber
Hame

36-00-2002-00001

26-00-2003-00002

36-00-2003-00003

36-00-2003-00004

36-00-2003-00006

26-00-2003-00008

36-00-2003-00009

26-00-2003-00010

= Death
Date

05252002

07012002

0102002

01/01/2002

11152002

08/01/2002

040372002

06/20/2002

= Manner

of
Death

Matural

Matural

Matural

Matural

Matural

Accident

Accident

Matural

Matural

= Cause
of Death

no
response

MedCond-
Frematurity

MedCond-
Unknown

MedCaond-
Other
medical

MedCaond-
Dther
medical

MedCaond-
Other
medical

External-
Maotar
Vehicle

External-
Maotar
Vehicle

MedCond-
Frematurity

MedCaond-
SiDs

= Local
Team

Mone
specified

Mone
specified

Mone
specified

Mone
specified

Mone
specified

Mone
specified

Mone
specified

Mone
specified

Mone
specified

Mone
specified

= Data Entry

Complete

< Previous |[1]2]|3]|4|5]|6]|7]|8]9] 10| Next>

18611 cases found matching criteria.

- DA
Complete

= Print Results

Actions

Delete
Delete

Delete

Delete

Delete

Delete

Delete

Delete

Delete




Main

Administration

Your Account
Deleted Cases

Enter New Case
Manage Cases
Standardized Reports
My FR Outcomes
Data Download

Help
Logout

Saving Lives Together

Help

Contact Information for the National Center for Fatality Review and Prevention

1825 K Street, NW
Suite 600
Washington, DC 20005

Phone: 1-300-656-2434
Fax: (517) 324-7365
Email: infoi@ncirp.ong

Webinars/Tutorials

What's New in Version 5.0 of the National Fatality Review Case Reporting System (presented March 21, 2018):
https:/fvimeo.com/251476160 (passcode NCFRP)

Reporting Child Abuse and Meglect in Version 5.0 of the Mational Fatality Review Case Reporting System (presented April 4, 2018):
https:/fvimeo.com/254255905 (passcode NCFRFP)

Supporting Documentation

Guide for Effective Reviews pdf
CDR Program Manual pdf
CDR Case Report Form pdf
User Manusal pdf
How to Import Vital Stats pdf
Import Vital Records Template ®lsx
Data Dictionary pdi
Data Download Codebook pdf
Data Download Codebook ®lsx
Pared Down Flat File Codebook pdf
Siandardized Reports Documentation pdf
Macro to Import Data into Microsofi Access mdb

|
NCFRF v5.0.18.20




Important Data System Tips

* Do not use the “BACK” or “FORWARD”
arrows! Only use the navigation spots on the
Site.

* Do not “X” out when done. Log off when
eaving the site.

* Log off if you will be interrupted or delayed.




FRAMNKLIN COWUMNT Y
CHILD FATALITY REVIEVM

2015-2016
DATA SNAPSHOT

INTRODUCTION

This data snapshot is a summary of
the deaths of 440 children (under the
age of 18 years) residing in Franklin
County, Cthio that occurred during
2015-2016. It provides demographic,
as well as cause of death, inforrmation
o identify common themes that might
healp our cammunity prevent futura
deaths.

Information presented is gathered
and discussed through the Franklin
County Child Fatality Rewview
{FCCFR), an on-going community
planning procass, in which a team

of community exparts from various
systems and agencies convenas to
review the circurmmstances around the
deaths of children residing in Franklin
County. A list of organizations who
participate in the FCCFR process can
e found on page 4

What to do with your data?

DEMOGRAPHICS OF FRAMKLIN COUNTY
CHILD DEATHS, 2015-2016
Iinfants {< 1 year), non-Whites and males have higher death rates

tharn ather subpopulations.

Age (n=440)

= 1 year

1-4 years

5-9 years

10-14 years

15-17 ywears

Race (n=440)
White, Non-Hispanic
Black, Mon=-Hispanic
Hispanic

Cither
Sex (n=440)

Male

Female

P Codé (N=AS80)

CelebrateCne” Areas
Mon-CelebrateOne? Areas

Mumber

£
A0
22
34
33

159
196.
39
A&

Percent Rate’
TOTF e21.0
9.1 | 276
5.0 1533
7 | 220
75 36.2
36.1 | 49.0
445 106.9
8.9 | 4.1

10.5 n/a

56.8 | 830
432

472

528



Create Standardized Reports

State:Ohio

- 1. Select Criteria

Case Type Death v

- Data Range®

‘®Year Of Review ‘Date of Death
2017 v
2017 v
— Data Entry

¥ Only Cases Marked as Data Entry Complete (Section P)
[ Only Cases Marked as QA Complete (Section P)
) Only SUID and SDY Cases (Section N)

Constrain by Local Team: * All O Ohio v

- 2. Select A Report*

— Infant/Child Information
1. Demographics (Ethnicity/Race and Age Group by Sex)
'® 2 Infant Death Information

3. Manner and Cause of Death by Age Group




Standardized Reports

i4 4 of 1 I ]

Infant Death Information

State: Ohio

Local Team:

Cases Selected By: Review Year
Review Year From: 2017

Review Year To: 2017

Cases With Data Entry Complete Only

For Case Type: Child Death
Review Type: CDR

= G

Find | Mext

Center for Fatality Review & Prevention

Category
Deaths Reviewed
Premature (<37 Weeks)
Low Birth Weight (<2500 grams)
Intrauterine Smoke Exposure
Intrauterine Alcohol Exposure

Late (> 6 months) or No Prenatal
Care

Infant Born Drug Exposed
MNeonatal Abstinence Syndrome
NICU Stay of More than 1 Day
Infant Ever Breastfed

Natural
15

10
8

- o

o o o o

Manner Of Death

Accident Homicide Undetermined

1 1

o o o o Q
o o = o O
o o = 0O O W

- O o o
o o o o
N O o =

Pending

o o o o o ©

o o o o

Unknown

o o o o o o

o o o o

Total

= o = @® o

® o o =

Footnote: Columns do not add up to total deaths because the factors are not mutually exclusive. Infants should not have a

manner of death suicide, so this manner is not included in this table. NAS and NICU questions were not added until Version 5



Advice from CFR Coordinators

* Tips on running review meetings
* Tips on forming relationships

 Barriers in CFR




Q&A




Contact Information

Theresa Quaderer

Public Health Consultant,
Ohio Department of Health
(614) 728-0773

Theresa.Quaderer@odh.ohio.gov

+« Ohilo



mailto:Theresa.Quaderer@odh.ohio.gov
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