


































































































































Susan Ewing 
Forensic Investigator 

STAFF 
Christine Barclay RN, BSN 
Community Health Nurse Program Supervisor 
Robin Chase 

Carol King RN-C, BSN 
CFR Facilitator 

Meetings in 2003: 

Cecil County Emergency Medical 
Services 

Cecil County Health Department 
Division of Health Promotion 
Cecil County Health Department 
Division of Health Promotion 
Cecil County Health Department 
Division of Health Promotion 

One review board meeting was convened in 2003. The Improved Pregnancy Outcome (IPO) 
Coordinator, Carol King RN-C., BSN, attended statewide training meetings on March 6, 2003 
and October 31, 2003. At the October meeting, Ms. King facilitated a roundtable discussion 
entitled "Working Across State Lines". 

Case Reviews: 
During 2003, four Cecil County children died. Three of these cases were 
reviewed at the 2003 CFR Board meeting. One child died in Harford 
County. The Harford County Review Board is responsible for reviewing the 
case. All cases of a child fatality in Cecil County receive a complete review. 
The Department of Social Services, Child Protective Services representatives 
attend board meetings and assist in the determination of abuse/neglect. 
There were no cases in which child abuse or neglect was substantiated or 
contributory toward the death of a child. 

Recommendation by Your CFR Team for Local Action: 
One of the recommendations of the CFR has been to educate parents about the importance of 
placing their babies on their backs to sleep. 

Actions Taken in or by Your Jurisdiction: 
In 2002, the Cecil County Perinatal/Child Death Community Action Team (CAT) developed 
and initiated a countywide educational campaign about infant sleep safety. In 2003, CAT 
partnered with the Cecil County Health Department in order to conduct the "Back to Sleep" 
Campaign for new and expectant mothers in order to reduce the risk of Sudden Infant Death 
Syndrome in Cecil County. The Injury Prevention Coordinator will continue to collaborate 
with the Cecil County CAT to identify potential community sites to conduct the campaign. 
Gift packets will include an infant T-shirt imprinted with the message "This side up. Every 
time I fall asleep, make sure I'm on my back to sleep." Other educational materials will also 
be included in the gift packets. The gift packets will be distributed at community sites, which 
include doctors' offices, clinics, Family Education Center, Union Hospital, and the Women, 
Infants & Children Program at Cecil County Health Department. 

Issues Referred by Local Team to State Team for Statewide Consideration: 
Cecil County has requested the State Team to facilitate a process for obtaining access to other 
state medical records for review, when a death occurs in a neighboring state. 
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Cecil County Child Fatality Review Membership F2004 

Name A2ency/Or2anization 
Dong Hee Park, MD Cecil County Pediatrics 

Cheryl Vogel, RN Union Hospital 
Utilization Management 
Office 

TFC Susan Smith Maryland State Police 
Chairperson 
(Captain Kreiner) 
Sue Bailey Department of Social 
Assistant Director Services 
Sgt Matthew Donnelly 

Dereck Chapman, DSFM State Fire Marshall Office 

Laura Young RN Cecil County Public Schools 
Coordinator of School Nurses 
Detective Sergeant Cecil County Sheriff's Office 
Barrv Chiominto Suor. Det. Unit 
Mike Browne, Chief Emergency Management 

Richard Achuff State's Attorney's Office 
Investigator 
Jacqueline S McMichael, PhD Core Service Agency 
Clinical Manager-Child & Adolescent Cecil County Health Dept. 
Services 
Nancy Hardy Cecil Partnerships for 
Executive Director Children, Youth & Families 
Barbara Brueckner RN Advanced Treatment Systems 
Director of Nursing 
Susan Gana! Emergency Medical System 
Forensic Investigator 
Virginia R. Bailey, MD, MPH Cecil County Health 
Health Officer Department 

Norma Dempsey, RN, MSN Cecil County Health 
Child Health Program Suor. Deoartment 

Staff 
Christine Barclay, RN, ,BSN Cecil County Health 40 I Bow Street 410-996-5168 410-99-5168 
Supervisor Department Elkton, MD 2192 l x228 

Division of Health Promotion 
Carol King, RN-C, BSN Cecil County Health 401 Bow Street 410-996-5168 x 410-996-5169 
CFR Coordinator Department Elkton, MD 2 t 921 152 

Division of Health Promotion ext. 152 
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Child Fatality Review 
Report of Local Team Activities, 2003 

Charles County, MD 

Highlights and successes of local CFR Team for 2003: 

A joint determination was made between the local FIMR and CFR team that a 
focus would be infant deaths from rollovers by parents. Child Protection/CFR Team 
used some of its funding to purchase pack and plays to give to new parents without 
cribs. 

The public schools and mental health providers are looking at the number of teen 
suicides and vehicular deaths in the county. 

Social or health impact of CFR in your county since its inception: 

Public Schools and mental health providers are looking at the response to teen 
suicides and deaths. Support services to living siblings are under review for 
enhancement. 

Goals for the future of the CFR Team: 

We are trying to look for trends in the community and determine intervention 
strategies. 

Membership and leadership of Team: 

Meetings in 2003: 

We met a total of 4 times to review deaths in the community and talk about 
issues. 

Case Reviews: 

4 deaths reviewed 
1 was attributed to abuse. 

We use the preliminary findings of the OME from OHR, police reports, and child 
protective services findings to determine abuse. We explore elements of family law and 
clinical and medical definitions of abuse to make a final finding. 

Recommendations by your CFR Team for local action: 
None. 
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Actions taken in or by your jurisdiction: 
None. 

Issues referred by Local Team to State Team for statewide consideration: 

The team finds that with many of the reviews only the schools have prior contact 
with the families, so information is very limited. 

We also have to conduct the reviews without having the final autopsy or finding, 
which is frustrating. 

We believe some of our deaths may not be reviewed because the deaths occur 
in Prince George's County and Washington D.C which is where children are flown for 
critical care. Deaths that are investigated by the police and child protective services are 
not included in this population of children. 
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Child Fatality Review 
Report of Local Team Activities, 2003 

Frederick County 

Highlights and successes of local CFR Team for 2003: 

• High membership attendance 
• Increased communication and coordination of service delivery between 

community partners 
• Reviewed eleven child fatalities in calendar year 2003 
• CFR Team made recommendations for increased traffic surveillance and an 

additional traffic sign to Frederick County law enforcement regarding vehicle 
fatalities 

• Solicited Buckle Up Program through Frederick County Health Department in 
partnership with Frederick County Public Schools and law enforcement 

• CFR Team members participated in training on gang philosophy and Wicken 
Movement's impact on adolescent behavior 

• Dr. Kenneth Saad resigned as Chair in September 2003 
• Lt. Dave Reichenbaugh elected Chair December 2003 

Social or Health Impact of CFR in your county since its inception: 

• CFR Team continues to identify case specific issues and make recommendations 
regarding systemic impact to community. For instance, CFR invited local 
motel/hotel businesses to provide cribs for infants without additional fee, 
addressing SIDS deaths in county. CFR also requested law enforcement to 
increase traffic surveillance on two specific roads in county with increased 
vehicle fatalities. 

• CFR Team applauded and encouraged continued coordination of case activity 
between Frederick County Child Welfare Services and Frederick County Health 
Department Maternal Child Health. 

• Identified need for better reporting of child fatalities and automatic 
system/database link between Frederick County Health Department, Child 
Protective Services and law enforcement. 

Goals for the future of the CFR Team: 

• CFR Team attendance and cooperation from members. 
• Decrease number of child fatalities in Frederick County. 
• Establish a better system ofreporting child fatalities from the Office of the 

Medical Examiner to CFR Team. 
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Membership and leadership of Team: 

Lt.. Dave Reichenbaugh, Chair 

Deborah Frye, PhD, Co-Chair 
Anne E. Walker, Co-Chair 
Cynthia Harne, Coordinator 
Sharon Boettinger 
Lt. Tom Chase 
Sgt. Bruce DeGrange 
Corporal Jeff Kessler 
Kate English, JD 
Mary Howser 
Tom Graf 
Katherine Shriver 
Deb Hubbell 
Madeline Morey 
Bob Pitcher 
Lt. Ted Nee 
Cam Smith 
Singy Golden 
Michael Morrissette 
Pam McCormick 
Brenda Williamson 
Chuck McCaan 
Ellen Ristocelli 
John Molesworth, MD 
Kim Day 
Jack Titus, MD 
Eileen Spangler 
Charles Wright, MD 

Meetings in 2003: 

Maryland State Police 
110 Airport Dr. East 
Frederick, Maryland 21701 
301-644-4151 
Reichenbaugh@mdsp.org 
Frederick County Health Dept. School Health 
Frederick County Dept. of Social Services 
Frederick County Dept. of Social Services 
Frederick County Public School 
Frederick City Police Department 
Frederick City Police Department 
Brunswick Police Department 
Frederick County State's Attorney's Office 
Heartly House 
Frederick County Substance Abuse 
Frederick County Substance Abuse 
Frederick County Mental Health 
Frederick County Office of Children and Families 
Mental Health Management 
Frederick County Sheriff's Office 
Department of Juvenile Service 
Department of Juvenile Services 
Office of Public Defender 
Frederick County Head Start 
Developmental Disabilities Administration 
Brooklane Health Services 
Frederick County Health Dept. Nursing Division 
Frederick Memorial Hospital 
Frederick Memorial Hospital 
Maryland Office of the Medical Examiner 
Citizen Member 
Citizen Member 

January 6, 2003 
April 7, 2003 
July 7, 2003 
September 8, 2003 
December 1, 2003 
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Presentation/ Training for Members: 

• Department of Juvenile Services conducted presentation on gang related 
philosophy and the Wicken Religion movement's impact on adolescents. 

Case Reviews: Frederick County reviewed a total of eleven child fatalities 
this year, seven of which were referred from the Maryland Office of the 
Medical Examiner. 

The cases reviewed are as follows: 

• Two cases had an indicated finding of child abuse and were 
deemed a homicide by law enforcement. 

• Two cases (an adolescent and her infant) were deemed a 
homicide by law enforcement and did not meet the criteria 
for investigation by Child Protective Services. 

• One case had a ruled out finding for child neglect. 

• One case was a child who was placed in foster care and 
died as a result of a chronic/terminal medical condition. 

• One case was an accidental drowning. 

• Four of the cases were car fatalities. 

Recommendations by your CFR Team for local action: 

• CFR Team recommended increased traffic surveillance and an additional traffic 
sign to Frederick County law enforcement on two specific county roads to address 
child car fatalities. 

• CFR T earn recommended partnership between Frederick County Health 
Department, Frederick County Public Schools and law enforcement for soliciting 
and enforcement of the Buckle Up Program to address car safety for children. 

Action taken in or by your jurisdiction: 
• Law enforcement enforced child seat belt laws. 
• Law enforcement increased traffic surveillance on two county roads. 

Issues referred by Local team to State Team for statewide consideration: 
• CFR Team requested a better system of reporting child fatalities to the CFR Team 

from the Maryland Office of the Medical Examiner 
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Child Fatality Review 
Report of Local Team Activities, 2003 

Garrett County 

Highlights of local CFR Team for 2003: 

We did not review any cases of child fatality because there were no cases to review. The 
CFR Team is in place in case a review is needed. 

Social or Health Impact of CFR in your county since its inception: 

Working together as a community. 

Membership and leadership of Team: 

Brook Schneider, Garrett County Health Department, Mental Health 
Daniel Miller, Doctor of Osteopathy 
Karl Schwalm, Garrett Medical Group 
Jay Resh, Maryland State Police 
Phil Lauver, Garrett county Board of Education 
Lisa Thayer Welch, State's Attorney's Office 
Rodney Glodfelty, Health Officer 
Erica Mowbray, Garrett County Department of Social Services 
Larry Bruch, Garrett County Department of Social Services, Chair of the CFR Team 

Meetings in 2003: 

We have not had a Child Fatality Review since March 2002. 

Case Reviews: 

No case reviews in 2003 because there were no child fatalities that needed to be 
reviewed. 

There were no child fatalities attributed to child abuse or neglect. 

Recommendations by Team for local action: 
NIA 

Actions taken in/by Jurisdiction: 
NIA 

Recommendations by Local Team to State Team: 
NIA 
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Child Fatality Review 
Report of Local Team Activities, 2003 

HARFORDCOUNTYCFRTEAM 

Highlights and successes of local CFR Team for 2003: 

In cooperation with the FIMR program and the county hospital, Harford County CFR staff 
assisted in the planning, training and implementation of a perinatal bereavement program 
available to parents. Historically, perinatal bereavement support groups were available only at 
metro Baltimore facilities, which are often travel prohibitive. A monthly parental support group 
began meeting locally in March 2003. The group is open to parents who have experienced the 
death of a child through miscarriage, stillbirth, newborn death, or infant death (up to one year of 
age.) 

Social or Health Impact of CFR in your county since its inception: 
CFR meetings have increased awareness of county agencies' roles and responsibilities with 
limited resources and resulted in improved cooperation in shared case investigation. 

Goals for the future of the CFR Team: 
Representation of the actual responding law enforcement officer/OCME investigating officer for 
case review meetings. 

Membership and leadership of Team: 

Chair: Christopher M. Tabone 
Assistant State's Attorney for Harford County 
Board 
101 South Main St., Suite 303 
BelAir, MD 21014 
(410) 638-3231 
FAX: (410) 638-3195 
E-Mail: cmtabone@co.ha.md.us 

Judy D. Churn, MS, RN-C. 
FIMR and CFR Coordinator 
Harford County Health Department 

Mary Jo Beach, MS, RN, Cm, LCCE 
Director of Nursing 
Harford County Health Department 

Mary-Claire Brett 
Director of Alcohol Services 
Harford County Health Department 

Assistant Chair: John Rusinko 
Harford County Local Management 
Villa Maria/Catholic Charities 
2300 Dulaney Valley Road 
Timonium, MD 21093 
(410) 252-4700, Ext. 102 
FAX: (410) 252-3040) 

Wilbur W. Bolton, III, JD 
Attorney At Law 

Sandra Geiger, RN 
Drug Abuse Services 
Harford County Health Department 
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Gary Kosyjana, Regional Manager 
Cynthia Spath, Licensing Specialist 
Child Care Administration 

Gregory Smith, MA, LCPC 
Harford County Dept. of Social Services 

M. Paul Lomonico, MD 
Board Certified Pediatrician 
Pediatric Partners 

Carolyn McQuiston 
Child and Adolescent Coordinator 
Core Service Agency 

Cydney W entsel Beverly J. Stump, MD 
Acting Health Officer 
Harford County Health Dept. 

Supervisor of Counseling and Guidance 
Harford County Public Schools 

Major Rick Williams, Bureau Commander 
Investigative Services Bureau 
Harford County Sheriffs Office 

Meetings in 2003: (4 Case Review Meetings) 

January 15, 2003 
April 16, 2003 
September 10, 2003 
November 19, 2003 

4 cases reviewed 
3 cases reviewed 
3 cases reviewed 
2 cases reviewed 

The CFR Team formally reviewed 12 cases in calendar year 2003. 

Referral Source: (cases may have multiple sources) 
(Number of cases from OCME, from Vital Statistics and/or other sources.) 

Health Dept. review of death certificates: 
OCME referral: 
Vital Statistics Birth/ Death Matches: 
Center for Child/Infant Loss: 
County public schools: 
Other CFRjurisdictions: 
Local Newspaper Obituary as only source: 

24 
11 
11 
3 
5 
3 
3 

Number of Cases Screened in 2003: 14 
Previable births referred to FI.MR: 10 
Discussion Cases: 2 
MV A fatalities of non-county residents: 2 

The cases are screened as they are received by the coordinator. It has been the policy of the Team 
to screen all of the county's child deaths, regardless of OCME referral. Neonatal deaths due to 
previability are sent to the FI.MR Board for review. Fatality cases involving congenital anomalies 
and childhood cancers are "discussion cases" as the Team is interested in the patterns of defects 
and possible links to hazardous chemicals. Two motor vehicle accident fatalities have occurred 
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in the county involving out of county children. Harford's CFR Team has decided to review these 
cases in 2004. 

Number of cases in which child abuse or neglect was substantiated (homicide): 1 
The case is in the process of being litigated. 

Number in which the team felt abuse and/or neglect were contributory: 5 
Past history or current open file for DSS/ child protective service referral: 3 
Non-compliance with medical plan of care for diagnosed physical/mental condition: 1 
Lack of adequate supervision due to parental substance abuse: 1 

Recommendations by your CFR Team for local action: 

1. Research and obtain a copy of the current bicycle safety education information (if any ) 
that is utilized in the Harford County Public School System. 

2. Restrict newly licensed teen drivers from transporting passengers. 

3. Review all child fatalities involving transfers to tertiary facilities. 

Actions taken in or by your jurisdiction: 

Assisted in the establishment oflocal perinatal bereavement resources for parents. 

Issues referred by Local Team to State Team for statewide consideration: 

1. Elevator safety compliance in Maryland. This issue was a carryover from 
2002, as the civil case was settled in 2003 which included safety equipment changes. 

2. Encourage trauma centers to cooperate with local CFR medical requests. 
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Child Fatality Review 
Report of Local T earn Activities, 2003 

Howard County 

Highlights and successes of local CFR team for 2003: The team disseminated and 
discussed relevant public health literature on risk factors for some of the causes of death 
this year. 

Social or health impact of CFR in your county since its inception: The CFR team and 
the Howard County Injury and Violence Prevention Coalition have several members in 
common. As a result, non-confidential information about causes of death and their risk 
factors is beginning to be shared as sentinel indicators of potentially more widespread 
problems. The Coalition can use the data to recommend interventions that its members 
and others can implement to address these problems. 

Goals for the future of the CFR team: The team will continue to review and discuss 
literature on causes of death, risk factors, and prevention. 

Membership and leadership of team, current membership with affiliations, chair 
and other officers: see attached. Cynthia M. Lipsitz, MD, MPH, Medical Director, 
Howard County Health Department is the chairperson. There are no officers. 

Facilitator for CFR meetings: Chairperson with assistance of the Program Manager, 
Howard County Child Advocacy Center 

Number of CFR meetings and any special presentations/activities: 4 meetings held 

Case reviews: 
Number of case reviews in 2003 (regardless of year of death): 13 
Number of cases in which child abuse or neglect was substantiated: 0 
Number of cases in which abuse and/or neglect were felt to be contributory: 1 

Of the 13 cases reviewed, four were ages 18 - 21. These were included at the discretion 
of the chairperson because there were risk factors for these deaths originating in 
childhood. 

Recommendations by CFR team for local action: 

Substance abuse: 
1. Physicians diagnosing and treating depression should ensure that patients are seen 

in follow-up within an appropriate time period for reevaluation. 
2. Schools should continue to provide crisis counseling and should enhance 

counseling team's skills with regular training. 
3. The latter half of senior year in high school appears to be a time when students are 

more likely to engage in risky behaviors: partying, substance abuse, reckless 
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driving, etc. Education during this time period targeted to graduating seniors 
should be enhanced. 

4. Increase parent education about the progression of substance abuse from single 
drug experimentation to multiple drug dependence. 

5. Consider a county-wide public education campaign with billboards similar to the 
"Heroin Kills" messages in Carroll County. 

Suicide by gunshot: 
1. Public education about gun purchasing laws. 
2. Recognition of suicide risk factors. 
3. Develop a program for high school seniors about dangers of transition period 

between high school and college or work. 
4. Include an area in college health forms for information about a student's mental 

health history. 
5. Train college resident assistants to recognize symptoms of depression. 
6. Adolescent suicide prevention should place equal emphasis on medical therapy 

and counseling. 
7. Public education about adolescent gangs, with special attention to ethnic 

differences; focused articles in Korean, Latino news media. 

Vehicular: 
1. Drivers' education programs should include more emphasis on judgment and 

parental knowledge. 
2. Modifications to roadways and speed indicators should be implemented. 

Drowning: 
Health department to review, disseminate prevention educational materials in 
English and other languages. 

Actions taken in or by your jurisdiction: 
1. Department of Public Works examining ways to calm traffic in a specific area of 

the county and the Police are installing speed cameras in this same location. 
2. Poster for public about what constitutes child neglect and pertinent law revised. 
3. "Back to Sleep" SIDS prevention talk given to Injury Prevention Coalition by 

HCHD community health nurse. 

Issues referred by local team to state team for statewide consideration: 
1. There should be a mandatory waiting period for the purchase of ALL guns. 
2. Pass a law restricting minors from riding in a vehicle driven by a minor. 
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CFRT Membership List 2004-2005 

First Name Last Name 

Chris Keane 

Dale Jackson 

Deborah Fleischmann 

Donna Wells 

Janice Burris 

L. Jeannie Meece 

Marily11 Manson 

Pamela Blackwell 

Samuel Marshall 

Susan Rosenbaum 

Tim Mccrone 

Agency 
Office of Law 
Geo Howard Bldg 

Howard County 
Child Advocacy 
Center 

Howard Co 
General Hospital-
Pediatric 

Howard County 
Mental Health 
Authority 

Child Care 
Administration 

STTAR Center, 
Inc. 

Howard County 
Health 
Department-
Addictions 

Howard County 
Public Schools 

Howard County 
Dept of Social 
Services 

Howard Co Dept 
of Citizens' Serv 

State Attorney's 
Office-Carroll 
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Title First Name Last Name 

Chief Joseph Herr 

Chief Wayne Livesay 

Dr. Catherine Busch 

Dr. Cynthia Lipsitz 

Dr. David Monroe 

Dr. Mary Ripple 

Dr. Penny Borenstein 

Dr. Wendy Lane 

Company 

Fire and Rescue 

Howard County 
Police 
Department 

Howard Co 
Health 
Department 

Howard County 
Gen Hospital-ER 

Medical 
Examiner's Office 

Howard County 
Health Dept 

Howard County 
Child Advocacy 
Center 

l 0630 Little Columbia Maryland 21044 
Patuxent Pkwy-
Ste 400 

6751 Columbia Columbia Maryland 21046 

Gateway Dr-Ste 
300 
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Kent County Child Fatality Review For Calendar Year 2003 

Kent County met in January 2003 to review a death, which occurred in the fall of 2002. 
Since then we have been fortunate that we have not any more deaths. If needed we touch 
base quarterly by e-mail or phone, but we come together as a group once a year which is 
in January. We reviewed our only case since this process started and everyone felt they 
knew their purpose. 

Goals for future of CFR: Meeting every six months and e-mailing or calling the other 
two quarters. This will be amended if we have a death or need to physically meet. 

Current membership: Kent Co Health Department-Chair 
DSS 
Local Board of Education 
Local Hospital-facilitator 
Local police 
State Police 
County EMS 
DDJ 
States Attorney 
Local Pediatrician 
Regional Child Care Administration 

Case Review: One review of a child whose death was the result of an unintentional 
lllJUry. 

Recommendations: None at this time. 

Actions taken: None at this time. 
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Kent Countv Child Fatality Review Membership List 

Kent County Health Department 
Mary Adda Moore, RN, BSN 
Chair, Kent County Child Fatality Review Team 
125 S. Lynchburg Street 
Chestertown, MD 21620 
410-778-3550 

Kent County Department of Social Services 
Paula Gish 
Vice-Chair, Kent County Child Fatality Review Team 

Chester River Hospital Center 
Katherine Neff, RN 
Facilitator, Kent County Child Fatality Review Team 

Pediatrician - Dr. Freddie Araujo 
Sheriff's Department - Sheriff John Price 
State's Attorney's Office - Robert H. Strong, Attorney at Law 
Juvenile Justice - William Clark 
Board of Education - Gail Vucci, RN 
Child Care Administrator - Price Schuler 
County Paramedic - Keith Bennett 
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Montgomery County, Maryland 

Child Fatality Review Team 

Report of Findings and Activities 2003 
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Introduction: 
Montgomery County initiated a Child Fatality Review Team (CFRT) in May 1997. In 
April 1999, the State passed legislation which mandated the establishment of a State 
Fatality Review Team and local teams in each county. The Child Fatality Review 
Process examines unexpected deaths of children to determine whether there are 
opportunities for action to prevent future deaths. Using a formal systematic approach, a 
multidisciplinary committee considers deaths and the circumstances surrounding them to 
determine whether the deaths might have been prevented, and makes recommendations 
for changes. 

Mission of Montgomery County Review Team: 
• To achieve a better understanding of why and how children die in Montgomery 

County. 
• To find ways to improve the capacity oflocal agencies to work individually and 

collaboratively in responding to, effectively addressing, and preventing child 
fatalities. 

• To formulate recommendations that address the issues raised by child deaths. 
• To recommend system improvement strategies for preventing child deaths and 

enhancing safety for all children. 

Highlights: 
Early in the year, a Montgomery County representative served on a panel at the State 
training on CFRTs, and in September we hosted a State CFRT meeting. A member of a 
local victim's program observed one of our meetings due to an interest in setting up an 
Adult Fatality Review Team. Also a Montgomery County CFRT member, Beverly 
Byron, presented at the Governor's Conference on Child Abuse and Neglect on the topic 
of Shaken Baby Syndrome (SBS). 

Presentations at the CFRT meetings included the following topics: the D.C. Child Fatality 
Review process, the Center for Infant and Child Loss, Shaken Baby Syndrome, 
SIDS/SUDI, the Red Flag Program at Montgomery County Public Schools that targets 
depression, the "Draw the Line" initiative that focuses on teenage drinking, the SAFE 
KIDS Montgomery County Coalition whose purpose is to reduce childhood death and 
disability due to unintentional injuries, the recent legislation on child car seats and 
proposed legislation to mandate that all parents of newborns have education on shaken 
baby syndrome. 
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Membership: 
Co-Chair: Carol Garvey, M.D., MPH 
Health Officer 
Montgomery County Department of Health and Human Services 

Co-Chair: Barbara Bonnin, MSW, LCSW-C 
Child Welfare Services 
Montgomery County Department of Health and Human Services 

Coordinator: Susan Dudley 
Senior Legal Assistant 
Montgomery County State's Attorney's Office 

Membership included representatives from Health, CPS, Schools, Law 
Enforcement, State's Attorney, Pediatricians, Hospitals, Fire and Rescue, 
Assistant Medical Examiners, Mental Health, Injury Prevention and Addiction 
Services. 

The full membership is listed at the end of this document. 

Impact of CFRT since Inception: 
The Montgomery County CFRT process has facilitated a greater understanding about the 
work and scope of many agencies which address the needs of children and has enhanced 
communication and coordination between departments. There has been a sharing of 
information and expertise as each agency articulates its role and function and periodically 
provides informal presentations on different topics as well as lively debate on issues. 
The team is well established and provides a well-rounded forum for discussion of child 
deaths, the involvement of different agencies, and how the deaths could have been 
prevented. Discussions also include tertiary issues relating to how the death was handled, 
the need for grief counseling or debriefing for family members, school children at the 
same school as the deceased and/or other community residents. 

The Team has written letters to Montgomery County Public Schools regarding safety 
around a school's boundaries, and to the State Highway Administration about unsafe 
intersections; the Montgomery County Health Officer issued press releases about safety 
practices, and one member of the team, Dr Nerita Estampador-Ulep, wrote an article on 
Shaken Baby Syndrome. 

The Babies Sleep Safely Campaign: 
Data from the Montgomery County Child Fatality Review Team in 1999-2000 indicated 
the majority of the infant deaths had been due to unsafe sleeping situations. Many of the 
cases involved bed sharing with family members. The Team recommended a Safe 
Sleeping Awareness Campaign to provide access to affordable cribs that meet safety 
standards. The Babies Sleep Safely Campaign started in 2003, through a$ 20,000 
Community Development Block Grant. The campaign is to educate the public about safe 
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sleeping practices to reduce infant mortality and to provide new infant cribs that meet 
safety standards to low-income Montgomery County families. 

Meetings in 2003: 
The team met eight times in 2003. Meetings were monthly except January and February 
(inclement weather), August (summer break) and December (insufficient cases). 

Case Reviews: 
The CFRT reviewed 22 cases in 2003. Four deaths occurred in infancy and 18 were 
children over the age of one year. One-half of the deaths ( 11) were caused by trauma -
homicide, suicide or accidents. Approximately one-half of the children were African 
American which is an over-representation for Montgomery County where African 
Americans comprise 15% of the population (Census 2000). 

Deaths in Infancy: 
There were four deaths in the first year of life which were all ruled "natural" and resulted 
from serious medical conditions: One premature child of 23 weeks gestation was 
stillborn; one premature baby died of myocarditis; one had pneumonia due to a metabolic 
disorder; and one baby died in a playpen without toys or objects. This was ruled SIDS. 

Of the four deaths, three were female and one male; two were Black, one White and one 
Asian. One baby's death may have been prevented by prenatal care. It appears that none 
of the other three deaths were preventable. 

Deaths in Children: 
Unintentional injuries remained the leading cause of death after a child's first birthday 
and in 2003 accounted for eight of the IS non-infant deaths. Motor vehicle accidents 
accounted for four of these. In all four accidents the children/youth were wearing seat 
belts and there was no alcohol involved. 

Two deaths resulted from drowning. Homicide and suicide resulted in three deaths. 

One death was a result of "undetermined" cause. 

Preventability: 
Some of these child deaths may have been caused by actions or conditions that could 
have been prevented. Possible contributing factors such as driver error, speeding, and 
poor judgment might have been eliminated by closer adherence to safety rules. Increased 
adult supervision may also have improved outcome in certain circumstances. The use of 
alcohol as well as mental health issues may have contributed to the death toll and are 
obvious areas to examine for prevention education. 

Recommendations/Issues Ref erred to State Team: 
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In its efforts to focus on preventability, the CDC has replaced the "accident" category for 
deaths with "unintentional injuries". This has become standard public health terminology 
and should be used in classifying deaths and in performing child fatality reviews. 

Actions Taken: 
Dr. Garvey the Health Officer and Co-Chair of this team issued a press release at the time 
of the last CFRT Report highlighting steps parents can take to ensure child safety and 
thereby reduce the occurrence of accidental injuries and deaths. 

The Montgomery County Team has decided to institute an expanded tracking system for 
the reviewed cases which captures contributing factors and general comments. This will 
enhance our review process with regard to the salient factors in a case. 
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2003 Data Summary 

Total Reviewed: 22 
Deaths with autopsy reports: 20 
Deaths without autopsy reports: 2 

By gender: Male 10 

By age: 

Female 12 

< 1 year 4 
1-4 years 6 
5-9 years 3 
10-14 years 2 
15-17 years 7 

By race/ethnicity: White 
Black 
Other 

By Means of Death: 
Accident 8 

Homicide/Suicide 3 

Natural 10 

Undetermined 1 

10 
10 
2 
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Table 1: 
Montgomery County Childhood Deaths by Age and Manner 2003 

< 1 year 1-4 5-9 10-14 15-17 Total 
Accidental 0 1 2 1 4 8 
Homicide/Suicide 0 1 0 0 2 3 
Natural 4 3 1 1 1 10 
Undetermined 0 1 0 0 0 1 i 

Total 4 6 3 2 7 22 

Table 2: 
Montgomery County Deaths by Race/Ethnicity and Manner 2003 

White Black Asian Hispanic Total 

Accidental 4 4 0 0 8 
Homicide/Suicide 2 1 0 0 3 
Natural 4 4 1 1 10 
Undetermined 0 1 0 0 1 

Total 10 10 1 1 22 
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MONTGOMERY COUNTY MULTI-DISCIPLINARY 
CHILD FATALITY REVIEW TEAM 

2003 Membership List 

Carol W. Garvey, M.D. - Co-Chair 
Health Officer, 
Montgomery County Department of Health and Human Services 

Barbara Bonnin, L.C.S.W.-C.- Co-Chair 
Accreditation Manager 
Child Welfare Services 
Montgomery County Department of Health and Human Services 

Susan Dudley, Coordinator 
Office of the State's Attorney for Montgomery County 

Dr. Carl Margolis 
Deputy Medical Examiner 
Montgomery County, Maryland 

Brenda Botchway, R.N., B.S.N. 
Community Health Nurse II 
Injury Prevention Coordinator 
Montgomery County Department of Health & Human Services 
Public Health Svcs/Health Promotion & Substance Abuse Prevention Program 

Beverly Byron, R.N., M.S.N. 
Nurse Educator/Program Coordinator, Mont. Cty. Shaken Baby /Family 
Violence Prevention Program 

Laura Chase, Esq. 
Sr. Assistant State's Attorney 
Office of the State's Attorney for Montgomery County 

Nerita Estampador-Ulep, M.D. F.A.A.P. 
Physician 
Community and School Health Services and Child Protective Services 
Montgomery County Department of Health & Human Services 
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Lorne K. Garrettson, M.D., F.A.A.P. 
Professor Emeritus Emory University 
Department of Pediatrics 

Anne Hoffman, L.C.S.W.-C. 
Supervisor 
Child Welfare Services 
Montgomery County Department of Health & Human Services 

Julia Lajoie, M.D., F.A.C.E.P., F.A.A.P. 
Medical Director, Sexual Assault & Abuse Center 
Shady Grove Adventist Hospital 

Min Leong 
Student Services 
Montgomery County Public Schools 

Detective Sally Magee 
Family Crimes Division 
Montgomery County Police Department 

Michael McAdams 
Montgomery County Fire & Rescue 

Lieutenant Philip C. Raum 
Deputy Director 
Major Crimes Division 
Montgomery County Department of Police 

Karen Riibner, L.C.S.W.-C. 
Addiction Services 
Montgomery County Department of Health & Human Services 
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Child Fatality Review 
Report of Local Team Activities, 2003 

Prince George's County 

Highlights and successes of local CFR Team for 2003: 

The Prince George's (PG) Child Fatality Review Team successfully conducted two fatality 
review team meetings during calendar year 2003. This was inspite of several administrative 
changes within the team's composition. During the past calendar year the team has 
appointed a new co-chair and has re-located the quarterly team meetings to the PG Health 
Department. The PG Child Fatality Review Team have a very committed and professional 
team that will continue to review fatality cases within PG County in a timely and efficient 
manner in order to provide recommendations to assist families and agencies in preventing 
future child fatalities. 

Social or Health Impact of CFR in your county since its inception: 

Through the efforts of several of the fatality team members, the PG Child Fatality Review 
Team have provided information to several local agencies on fetal infant deaths and several 
child -related illnesses (i.e. asthma). The team has also developed strategies of what 
services can be provided to schools and other child servicing agencies to assist professionals 
in addressing these issues. 

The PG Child Fatality Review Team anticipates that during 2004, the team will develop 
brochures and pamphlets to highlight the team's activities and frequent causes of death of 
the children within the county. This information will alert the citizen's of the county to the 
issue of child fatality and what impact this issue has on our community. 

Goals for the future of the CFR Team: 

The PG County Child Fatality Review Team has established the following goals for 2004: 

(1) To continue to meet quarterly to review all child deaths in PG County; 
(2) To secure additional citizen participation on the local team; 
(3) To encourage representatives from several county departments to identify individuals 

that will be able to attend fatality meetings for the entire year; 
(4) To inform the broader PG community of the work of the fatality review team through 

workshops, community meetings, etc.; and 
(5) To solicit support from the professionals within the county to assist in educating parents 

and families in the proper care of children, especially in those areas that the team have 
identified as causes of child deaths; 

Membership and leadership of Team: 

Facilitator for CFR meetings: Anntinette D. Williams, L.I.C.S. W. 
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Meetings in 2003: 
The PG County Child Fatality Review Team held two meetings during March and 
October 2003. 

Case Reviews: 
The PG County Review Team reviewed 30 cases during 2003. All cases were referred from the 
OCME. The PG County Team does not review cases from any other source. During the review 
process the team was only able to substantiate that approximately 25% of the cases had some 
previous contact with the Department of Social Services prior to the death occurring. Many of 
these cases the team found that the family had been known to the Department of Social Services, 
but the neglect case may have been on another child within the family or the family had been 
involved with the agency several years prior to the death of the child. 

Recommendations by your CFR Team for local action: 
The team strongly believes that the recommendations from the 2003 fatality reviews could impact 
the number of child deaths within the county and should be implemented as follow: 
+ Teen parents and young adults need to be provided more education in the proper care and 

supervision of children. This educational support can be offered through the schools, local 
clinics, physician offices and social services agencies. 

+ Public service announcements and educational seminars need to focus on the hazards of teen 
driving. Several deaths within 2003 were due to reckless teen driving. 

+ County officials need to develop positive outlets for teens, such as recreation centers, to 
combat the increase homicide of teens within the county due to gangs and drugs. 

+ County agencies that have the responsibility of providing care for children need to continue 
working cooperatively together to ensure that appropriate services are delivered to families in 
a timely manner. 

+ Support for families that have experienced the death of a child should be readily available and 
accessible. 

Actions taken in or by your jurisdiction: 

The recommendations for 2003 have not been submitted to the county administration as of the 
submission of this report. 

Issues referred by Local Team to State Team for statewide consideration: 

•!• On-going training for local team members; 
•!• Funding for local team activities; 
•!• Improved accountability of cases referred to local teams, as well as, cases reviewed by 

local teams; 
•!• Dissemination of information from the State team to the local teams in a timely manner; 

and 
•!• Revision of fatality review forms to ensure accuracy and timely completion of 

information. 
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PRINCE GEORGES' COUNTY CHILD FATALITY REVIEW TEAM 

VIRGINIA BEISLER, Assistant Director 
PG County Health Department 
Division of Maternal and child Health 
Co-Chair, PG County Child Fatality Review Team 
1701 McCormack Drive, Suite 100 
Largo,Md.20774 
(301) 883-7858 (Office) Fax#: (301) 883-7897 
E-mail: vmbeisler@co.pg.md.us 

DR. FLORENCE FOREMAN 
Psychological Services, PGCPS 

LT. LAWRENCE GORDON, Commander 
Homicide Section, Criminal Investigations Division 

PHIL NEWSOM, Acting Deputy Director 
PG County Department of Social Services 

DR. ALBERT ROLLE 
Medical Examiner's Office 

ANNTINETTE D. WILLIAMS, LICSW 
Member, Maryland State Child Fatality Review Team 
Co-Chair, PG County Child Fatality Review Team 
3906 Donnell Drive 
Forestville, Md. 20747 
(202) 727-7333 (Office) Fax#: (202) 727-7706 
E-mail: ADWilliams@cfsa-dc.org 
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Child Fatality Review 
Report of Local Team Activities, 2003 

Queen Anne's County 

Highlights and successes of local CFR Team for 2003: 
New chair ofCFR team, Mary Ann Thompson, attended training in March, 2003. We 
reviewed our first cases this year. 

Social or Health Impact of CFR in your county since its inception: 
Provides a mechanism for professionals and citizens of many disciplines to discuss 
circumstances surrounding the deaths of children in our county, share their expertise, 
look for trends, and make recommendations, when appropriate to help prevent other 
deaths. 

Goals for the future of the CFR Team: 
• Review cases as soon as possible 
• Active participation of team members 
• Improve investigations and inter-agency coordination 
• Recommend changes in legislation, policy and practice to improve the safety of 

children 

Membership and leadership of Team: 
Current membership with affiliations (attach list): See attachment 
Chair and other officers: 

Mary Ann Thompson, RN 
Queen Anne's County Health Department 
206 North Commerce Street 
Centreville, MD 21617 
Phone: 410-758-0720, Ext. 324 
Fax: 443-262-9357 
E-mail: MA T@DHMH.STA TE.MD.US 

There are no other officers of the CFR Team. 
Facilitator for CFR meetings: Mary Ann Thompson 

Meetings in 2003: 
The Multi-D Team met monthly. There was one meeting of the Child Fatality Review 
Team in conjunction with Multi-Don July 23, 2003 

Case Reviews: 
Two cases were reviewed this year. 
In neither case were child abuse and neglect substantiated as contributing factors. 

Recommendations by your CFR Team for local action: 
Continue to have Health Department home visiting staff stress the importance of putting 
babies to sleep on their back. 
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Actions taken in or by your CFR Team for local action: 
None 

Issues referred by Local Team to State Team for statewide consideration: 
None 
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Queen Anne's County 
Child Abuse/Neglect Multi-Disciplinary Team 

Child Fatality Review Team, 2003 

1) Pat Deitz, LCSW-C 
2) Mary Ann Thompson, RN 

Q.A. Co. Health Dept. 

3) Capt. Martin Knight/Cpl. Mark McGuire/ 
Cpl. April Wilson 
Maryland State Police 

4) Det/Sgt. John Heddinger/Matt Kempel 
Q.A. Co. Sheriff's Office 

5) Frank Kratovil/Lance Richardson 
Q.A.Co. State's Attorney's Office 

6) Denise Whitley 
Q.A.Co. Juvenile Justice 

7) Chief Ben Cohey 
Centreville Town Police 

8) Dominic Romano 
Q.A. Co. Bd. Of Ed. 

9) J. Price Shuler 
Mid-Shore Child Care Ad. 

10) Mike Clark 
Local Management Bd. 

11) Kathy Wright 
Drug & Alcohol Services 

12) Barbara Kelly 
Q.A. Co. Mental Health 

13) Cathy Dougherty 
Q.A. Co. Social Services 

14) Les Hill 
Mid-Shore Council on Domestic Violence 

15) Cheryl Peguese 
Parole and Probation 
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Child Fatality Review 
Report of Local Team Activities, 2003 

St. Mary's County 

Highlights and successes of local CFR Team for 2003: 

This year saw the St. Mary's CFR fully functional. 

Social or Health Impact of CFR in your County since its inception: 

There has been increased awareness among the participant agencies about factors that 
may contribute to child fatalities - or adverse events. 

Goals for the future of the CFR Team: 

To meet at least once a year on an as needed basis. Recruit someone from the local 
rescue squad to join the committee. 

Membership and Leadership of Team: 

See attached list. 

Meetings in 2003: 

We met once on March 14, 2003 and reviewed (5) cases. The appointed members of the 
Child Fatality Review Committee were given the confidentiality agreement to sign. 

Case Reviews: 

A meeting was held on March 14, 2003 and (5) cases were reviewed. In the cases 
reviewed (2) were from Natural Causes, (2) were Accidents and (1) is still pending. In 
(1) Accident case possible criminal charges are pending. One of the Natural death cases 
is still pending. 

Recommendations by your CFR Team for local action: 

None 

Actions taken in or by your jurisdiction: 

None 

Issues referred by Local Team to State Team for statewide consideration: 

None 
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LOCAL CITIZEN CHILD FATALITY REVIEW PANEL 
ST. MARY'S COUNTY, MARYLAND 

St. Mary's County Health Department 
William Icenhower, M.D.,M.P.H.,Health Officer 
P.O.Box 316 Leonardtown, MD 20650 

St. Mary's County Department of Social Services 
Ella May Russell, Director 

Office of State's Attorney 
Michael Stamm, Assistant States Attorney 

St. Mary's County Public Schools 
Dr. Patricia M. Richardson, Superintendent 

Maryland State Police 
Bryan Cedar, Barrack Commander 

St. Mary's County Sheriff's Office 
Richard J. Voorhaar, Sheriff 

Walden-Sierra 
Kathy O'Brien, Executive Director 

301-475-4330 

St. Mary's County Department of Social Services Attorney 
Daniel Armitage, Assistant County Attorney 

Mental Health Authority 
Alexis Zoss, Executive Director 

Pediatrician 
I.V. Shah, M.D., F.A.A.P. 

Psychiatrist 
Dr. Robert Konkol, Chief of Psychiatry 
St. Mary's Hospital 

Community Representative 
Elizabeth Osborne, Ph.D., St. Mary's College 

St. Mary's Hospital Center 
Dr. Jeffrey Cole, Chief, Emergency Room 
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Child Fatality Review 
Report of Local Team Activities, 2003 

Somerset County 

Highlights and successes of local CFR Team for 2003: 
Due to time constraints of all committee members, Somerset's CFR Team has not 
met outside meetings scheduled for actual case reviews. However, these case 
meetings have been productive and successful in identifying county needs. 

Social or Health Impact of CFR in your county since its inception: 
Identified the need to educate the community, especially parents and caregivers of 
infants about the dangers imposed upon these babies when placed in unsafe 
sleeping situations. 

Goals for the future of the CFR Team: 
To identify needs of the community and through collaboration with multiple 
agencies develop plans to meet them in order to prevent future childhood 
fatalities. 

Membership and leadership of Team: 
See attached membership list. 
Chair and Facilitator: Colleen Parrott, RN MS 

Health Officer 

Meetings in 2003: 

Somerset County Health Department 
7920 Crisfield Highway 
Westover, MD 21871 
Phone: 443-523-1700 Fax: 410-651-5680 
E-mail: Colleen@dhmh.state.md.us 

One meeting was held this year on November 14, 2003. 

Case Reviews: 
Two case reviews completed, one of which was a homicide. 

Recommendations by your CFR Team for local action: 
Explore possibilities to expand education to new parents regarding the safety of 
infants while sleeping. 

Actions taken in or by your jurisdiction: 
Plans include contact with the regional medical center where the vast majority of 
Somerset County babies are born. Also, the LHD will incorporate this education 
to parents through the home visiting programs provided by the health department. 

97 



Issues referred by Local Team to State Team for statewide consideration: 
None 

Somerset County 2003 Child Fatality Review Team Member 

Colleen Parrott 
Health Officer 
Somerset County Health Department 

Suzanne Ruark 
DHR Child Case Administrator 

Patti Mannion 
Director, Somerset County Department 
of Social Services 

Renee McLaughlin 
Somerset County Board of Education 

Logan Widdowson 
Somerset County States Attorney 

Vanessa Pinder 
Maryland State Police 

Craig Stofko, Director 
Addictions 
Somerset County Health Department 

Dr. Ephrem Daniel 
Pediatrician, TLC 

Lisa Hartman 
Core Service Agency 
Somerset County Health Department 

Chris Bozick 
Therapist, TLC 
Mental Health Services 

Lee Ann Grosky 
Somerset County Health Department 
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Child Fatality Review 
Report of Local Team Activities, 2003 

Talbot County, Maryland 

Highlights and successes of local CFR Team for 2003: We met three times in 2003. 
Twice we met to bring the membership or contact information up-to-date. The third time 
was to do a death review. This was done on 10-21-03. 

Social or Health Impact of CFR in your county since its inception: Increased 
awareness that each child death needs to be reviewed in an effort to prevent similar 
deaths. 

Goals for the future of the CFR Team: Goals will remain the same. Perhaps since we 
are a small county and do not have many deaths, we should consider combining our team 
with CFR Teams from neighboring counties. 

Membership and leadership of Team: See attached list. 
Chairman is: Ann H. Webb, M.D., M.P.H., 410-819-5600 or email 
annwebb@dhmh.state.md.us 
Our members include representatives from DSS, a deputy from the State Attorney's 
Office, Supervisor of Student Services at the Public Schools, a detective, a representative 
from the addictions program at the Talbot County Health Department, an attorney for the 
Dept. of Social Services, a retired pediatrician, the regional manager from the Child Care 
Administration, a police person from the Easton Police Dept., a registered nurse form 
FIMIR program, the Director of the Department of Social Services, a member of the Mid 
Shore Mental Health Systems as well as a member from the State CFR Team. 

Meetings in 2003: 
Number of CFT meetings and any special presentations/activities: We did not have any 
special presentations. We met one time to do a death review. 

Case Reviews: 
Number of case reviews in 2003 regardless of year of death. 

We reviewed one case that involved a John Deere Gator, which is a form of an all terrain 
vehicle (A TV). No drugs, alcohol, or child abuse was uncovered by our investigation. 

Recommendations by your CFR Team for local action: 
1. We recommended that parents as well as students be made aware of the dangers 

of all ATV-like vehicles. 

2. We recommend that the ATV laws be expanded to include mandatory safety 
training for all users. 
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3. We recommend that since the ATVs are used in farming and for commercial uses 
that the dangers of OTHER people using these vehicles AFTER hours be stressed 
to the farmer as well as to their children. 

4. A TVs should not be used as a social mechanism for children "after farming 
hours." 

5. Grief counseling for students and siblings may be necessary. 

Actions taken in or by your jurisdiction: Published an editorial in our local paper. 

Issues referred by Local Team to State Team for statewide consideration: The use 
and abuse of ATVs. 
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TALBOT COUNTY CFR COMMITTEE 
Membership List 

October 2003 

Ann H. Webb, M.D., M.P.H., Chairman 
Deputy Health Officer 
Talbot County Health Department 
100 S. Hanson Street 
Easton, MD 21601 

April Sharp, L.C.S.W.-C., Chairman 
Talbot County Child Protection Team 
Talbot County Department of Social Services 

Marie Hill, Esq. 
Deputy State's Attorney, Talbot County 

Lynne Duncan 
Supervisor of Student Services 
Talbot County Public Schools 

H. P. Ketterman 
Detective Sergeant 
Maryland State Police 

Lauren Carter, Clinical Director 
Talbot County Health Department Addictions 

Patrick J. Palmer, Esq. 
Attorney for Talbot Co. Dept. of Social Services 

Price Shuler, Regional Manager 
Child Care Administration 

Yvonne Freeman, Detective 
Easton Police Department 

Nancy Zinn, M.S., RN., Executive Director 
Mid-Shore Mental Health Systems, Inc. 

Kathy Foxwell, RN. 
Talbot County Health Department 

410-819-5600 or 
410-819-5627 
annwebb@dhmh. state. md. us 
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Lou Collard, MPH, MPAC 
Memorial Hospital at Easton 

Cathy Mols, LCSW-C, Director 
Talbot Dept. of Social Services 

A. George Gilfillan, MD (Guest) 
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Child Fatality Review 
Report of Local Team Activities, 2003 

Washington County, Maryland 

Highlights and successes of local CFR Team for 2003: 

• Speakers from the Washington County Health Department presented on the "I 
Ask" program and gave updated information on community education plans 
regarding gun safety. 

• The Panel contacted Compassionate Friends, Inc. and explored Grief Counseling 
options for Washington County residents. 

• Washington County Department of Social Services presented on Child Protective 
Service and COMAR regulations. 

• A speaker from the Regional Youth Crisis Hotline located in Frederick, MD has 
been asked to attend the February 2004 meeting, to ensure Washington County 
youth have access to the Crisis Hotline Number and so the Panel can take action 
on publicizing the information. 

Social or Health Impact of CFR in your county since its inception: 

Planning of the Washington County Child Fatality Review Team began during the years 
of 1995-1996 prior to the Senate Bill 464 Mandate. The first review was held on October 
6, 1997. Reviews have been held quarterly since that time. The review team consists of 
members from police, fire department, department of social services, state's attorney, 
board of education, hospital, mental health authority, medical community and medical 
examiner. 

Communication has improved between agencies over the years. The Panel is very action 
oriented. Each meeting consists of approximately 20 members with great participation 
from all members present. 

Goals for the future of the CFR Team: Follow-up on trends and issues identified in the 
community. Overall goal of the CFR is to reduce child deaths in the community when 
possible. 

Membership and leadership of Team: 
Current membership with affiliations (attach list): The 2003 membership is comprised of 
25 individuals from various government, agency, non-profit and volunteer status. (list 
Attached.) 
Chair and other officers: (Please include address, phone number, fax number and e-mail 
address for the chair of the CFR Team.) Washington County Health Officer, William 
Christoffel is the chair and Teresa Thorn, Program Director, Child Advocacy Center, 
serves as staff for the County. 
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Facilitator for CFR meetings: Jenny Taylor-Grey is the facilitator. 

Meetings in 2003: 
Number of CRF meeting and any special presentations/activities: 

Quarterly meetings were held during 2003 on the following dates: 
February 13, 2003 
May 8, 2003 
August 7, 2003 
November 6, 2003 

Case Reviews 
Number of case reviews in 2003 regardless of year of death. (Number of cases from 
OCME, from Vital Statistics and/or other sources.) Indicate the number of team reviews 
but also include the number of cases screened if there is an additional mechanism for 
other than a complete team review. 

Eight cases were reviewed during 2003. Information was received through the OCME 
office. 

Include the number of cases in which child abuse or neglect was substantiated (homicide) 
and the number in which the team felt abuse and/or neglect were contributory. If the 
team has guidelines for determination of abuse/neglect, please indicate and include. 

One case had history of indicated physical abuse and unsubstantiated neglect. The 
Washington County Department of Social Services holds membership on the Panel and 
completes a history on the child and family when a review is scheduled. 

Recommendations by your CFR Team for local action: 

• Grief Counseling for parents and siblings. 
• Youth Crisis Hotline information. 
• Follow-up on Gun Safety issues from 2002. 

Actions taken in or by your jurisdiction: 

• Speakers from Washington County Health Department presented on the "I 
Ask" program and gave updated information on the Gun Safety action plans 
for 2003. 

• The Panel contacted Compassionate Friends, Inc. and explored Grief 
Counseling options for Washington County residents. 

• Washington County Department of Social Services presented on Child 
Protective Service and COMAR regulations. 

• A speaker from the Regional Youth Crisis Hotline located in Frederick, l\'ID 
has been asked to attend the February 2004 meeting. To ensure Washington 
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County youth have access to the Crisis Hotline Number and so the Panel can 
take action on publicizing the information. 

Issues referred by Local Team or State Team for statewide consideration: 
Public awareness: Gun Safety 

Suicide Hotline 
Grief Counseling 
Genetic Counseling 
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2004 

The following people have agreed to serve on the combined CFRT/CRP. 

William Christoffel, Washington County 
Health Officer, Washington County 
Health Department, 1302 Pennsylvania 
Avenue, Hagerstown, MD 21742 

Teresa Thom, Program Director, 
Washington County Child Advocacy 
Center, 24 North Walnut Street, Suite 
206, Hagerstown, Maryland 21740 

Jody Bishop, RN, Clinical Nurse 
Manager, Family Birthing Center, 
Washington County Hospital, 

Edward Ditto, III, MD, Washington 
County Medical Examiner 

Stephanie Stone, Director, Office for 
Children and Youth/LMB 

Dolores Harmon, Regional Manager, 
Child Care Administration 

Ken Long, Washington County State's 
Attorney 

Millie Lowman, Executive Director, 
Parent-Child Center 

Markella Budesky, Director, Healthy 
Families, Washington County Health 
Department 

Tim Gordon, Esq., Washington County 
Department of Social Services (Attorney 
who represents local department social 
services in child welfare proceedings) 

Carrol Lourie, LCSW-C, Assistant 
Director, Adult, Child and Family 
Services, Washington County 
Department of Social Services 

Joyce Williams, RN, Washington 
County Medical Examiners Office 

Spence Perry 

June Scheer 

Rebecca Hogaimier, Director of 
Addictions, Washington County Health 
Department 

Jenny Taylor-Gray, Washington County 
Health Department 

Shane Blankenship, Hagerstown City 
Police 

Melissa Cline, CPS Program Manager, 
Washington County Department of 
Social Services 

Cheryl Strong, Washington County 
Board of Education 

1st Sgt. Randy Wilkerson, Washington 
County Sheriff's Office 

Christina Keyser, MD, Chairman 
Pediatrics Department, 
Washington County Hospital 
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JUDITH A. SENSENBRENNER M.D., M.P.H. 

Melanie Reinke, Children's Therapist, 
CASA 

HEAL TH OFFICER 

Child Fatality Review 
Report of Local Team Activities, 2003 

Wicomico County Child Fatality Review Team 

Highlights and successes of local CFR Team for 2003: 
+Staff for the county CFR team presented "Challenges for Local Child Fatality Review" at the 
annual state CFR meeting held in March 2003. 
+During 2003, the team added an Injury Prevention Specialist from the local health department 
to assist in developing strategies to increase public awareness and/or education about issues found 
as a result of the reviews. 
+ During the fourth quarter, the team invited the local medical examiner to attend the reviews. 
His participation has been valuable in identifying system issues from both a county and regional 
perspective. 

Social or Health Impact of CFR in your county since its inception: 
The main impact of the CFR process has been to improve communication and collaboration 
among agencies in the investigation of child deaths. 

Goals for the future of the CFR Team: 
1. Improve agency communication and collaboration. 
2. Examine findings, determine trends and recommend prevention strategies for child 

deaths. 
3. Develop a protocol for standard investigation of Child Deaths across all jurisdictions. 
4. Develop a comprehensive database for FIMR & CFR. 

Membership and leadership of Team: 
Membership includes representation from Local Department of Social Services, the Local Board 
of Education, the Child Advocacy Center, Parole and Probation, six law enforcement agencies, 

DEPARTMENT OF HEALTH AND MENTAL HYGIENE• 1·877-4M0-DHMH 
AJ'F!RMATlVE ACT:ON AND EQUAL OPPORTUNITY EMPLOYER ANO PROVIDER 
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the Local Management Board, Life Crisis Center, the Local Health Department, Injury Prevention 
Program, the State's Attorney Office, the regional medical center, Department of Juvenile Justice, 
Regional Child Care Administration, Core Service Agency and the local medical examiner. See 
attached list. 

The Chair is: 
Judith A. Sensenbrenner, M.D., M.P.H. 
Health Officer 
Wicomico County Health Department 
108 East Main Street 
Salisbury, MD 21801 
410-749-1244 
Fax 410-543-6972 
ERIC@dhmh.state.md.us 

Meetings in 2003: 

Facilitator for CFR meetings: 
Rose E. Johnson, R.N., M.S. 

The CFR team conducts quarterly luncheon meetings depending on the status of the case(s). 
During CY 03, the team met in January, April, July and October. Maternal/ Child Health staff 
from the local health department presented an overview of infant/child deaths in the county 
for 2000 - 2002. 

Case Reviews: 
In 2003, the team reviewed a total of seven cases. All cases were referred by the OCME. There 
was one case (homicide) in which child abuse was substantiated and two cases (one homicide and 
one sudden unexplained death) in which the team felt neglect/abuse was a contributory factor. 
Two cases were reviewed again as additional information was obtained from a joint meeting with 
the Worcester County CFR team. Revised report forms were submitted for those two cases. 

The department staff screened a total of 35 fetal and infant/child deaths from death certificates as 
well as deaths reported by the local hospital. The same staff also screens death certificates for 
Somerset and Worcester counties as a part the regional Fetal Infant Morality Review (FIMR) 
project. 

Recommendations by your CFR Team for local action: 
l . The team has recommended that the Child Advocacy Center be notified by law 

enforcement of all child deaths. The center has a team of law enforcement and Child 
Protective Services staff that jointly interview and investigate the cases. At times 
multiple investigators from different agencies have interviewed the parents/caregivers 
numerous times resulting in less than a cohesive approach to the investigation. It has been 
recommended that the Child Advocacy Center be the lead in investigating child deaths. 

2. The team recommended that the 911 Operator notify law enforcement of all child 
injuries/deaths so that immediate investigation may be initiated. 

3. The team recommended that training and education of health care providers on the classic 
warning signs of child abuse be offered locally or regionally. 

4. The team recommended that for single occupant accidents involving teen drivers that the 
Maryland State police conduct a reconstruction review of the accident. Typically, 
reconstruction review is not conducted for single occupant accidents. 

5. The team recommended that when the death of a county resident occurs in another 
jurisdiction, a representative from the team might participate in the review of that case in 
the other county. 
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Actions taken in or by your jurisdiction: 
1. A letter has been drafted to request law enforcement agencies to notify the Child 

Advocacy Center of child deaths. 
2. CFR staff discussed recommendation #2 with 911 Director. The director felt that this 

change would require more time for 911 staff and that is not always necessary for law 
enforcement to respond to each call. It is also not considered a standard practice for other 
911 centers. This information was shared with the team at the subsequent meeting. It 
was subsequently recommended to follow-up with the local medical examiner to 
determine if emergency (ER) staff would be the more appropriate person( s) to contact 
law enforcement. A request has been made to require the ER staff to initiate notification 
of law enforcement. This is currently under review. 

3. State and local resources have been contacted to identify any training and education 
opportunities for health care providers on the classic warning signs of child abuse. 

4. As a result of two MY As where drowsy driving was suspected, an injury prevention 
specialist was invited to join the team to contact and coordinate prevention activities for 
this county as well as to work cooperatively with Worcester County for any joint efforts. 
As more cases are reviewed and trends identified, injury prevention programs may be 
proposed to educate and increase public awareness. 

5. A member of the CFR team has participated in the case review of two residents whose 
deaths occurred in Worcester County. 

6. In one case where the team felt abuse was a contributory factor, local law enforcement 
agreed to locate another child (now an adult) to determine if this adult had been abused as 
a child as well. The Department of Social Services also agreed to contact another adult 
who is receiving their services to report any abuse as a child. 

Issues referred by Local Team to State Team for statewide consideration: 
1. The team requested training and education of health care providers on the classic warning signs 
of child abuse be offered locally or regionally. 
2. The team requested consideration for a standard protocol in how child deaths are reported to 
law enforcement and investigated by law enforcement. 

According to the 2002 Annual Report for Child Deaths in Maryland, the county death rate for 
children ages 1- 17 in Wicomico County is significantly higher than the Maryland average based 
on aggregate data for six years ( 1996 - 2000). The child death rate increased 26.5% from 32.4 
(1991 - 1995) to 41.0 (1996-2000). The actual number of deaths increased by 10 for the 
respective time periods (30 to 40). A review of death certificates from 2000 - 2003 indicates the 
number of deaths has remained relatively stable by number and cause of death. See table below. 
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Deaths to Children under 18 by Cause* 
Wicomico County 
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I 
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Determined 

*Source: Vital Statistics, death certificates, 2000 - 2003 

In CY 2003, according to death certificates, there were a total of 14 deaths to children under age 
18. Of those deaths, nine were to children under age 1 one year or infant deaths. The remaining 
deaths (5) were to children ages 1-17. 

The most prevalent cause of death for infants is prematurity (5). The remaining causes of death 
are for viral syndrome ( 1 ), sudden unexplained death syndrome (1 ), and pending (2). Six of the 
deaths are to African American (AA) infants and of those, five are male and one female. The 
remaining deaths (3) are one White Hispanic female, one White non-Hispanic male and one 
White non-Hispanic female. 

The most prevalent cause of death for children ages 1 - 17 is motor vehicle accident (2). Other 
causes of death are drowning (1), homicide (1) and cancer (1). Of the five deaths, three are AA 
and two are White. Two Deaths (homicide and MV A) are to AA females, one death (MV A) to 
AA male, one death (cancer) to White female and one death (drowning) to White male. 
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CFR Team Membership - Wicomico County 

First Last Agency/Title 

Michelle Bailey WiCHD -Mental Health 

Lt. J. Bennett Salisbury EMS 

Dr. Charlene Cooper-Boston c/o Carol Wicomico Bd of Ed 
Freed 

Maryrose Custer PRMC I NICU unit 

Kimberly Dumpson Life Crisis Center 

Becky Griffin WiCHD - Maternal Child Health 

Lt. Bill Harden Maryland State Police 

Linda Hardman Wicomico Partnership 

Donna Hoch Board of Education 

Liz Ireland State's Atty's Office 

Chief Paul Jackson Fruitland Police Dept 

Rose Johnson WICHD, Maternal Child Health -
PgmMgr 

Major Jeffrey Livingston Salisbury Police Dept. 

Sgt. Stephen Matthews WCSO/CAO 

Sherriff Hunter Nelms Wicomico Cty Sheriff 

Sgt. David Owens Maryland State Police 

Marva Purnell-Greene WCDJJ 

Joe Rando DSS, Assistant Director for 
Services 

Lisa Renegar WiCHD-CSA 

Suzanne Ruark Childcare Admin 

Davis Ruark State's Atty's Office 

Chief Hal Saylor Delmar Police Dept 

Judith Sensenbrenner, MD WICHD- Health Officer 
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David See (Dept. Chief)-Salisbury EMS 

Vicki Todd WiCHD - Maternal Child Health 

Pam Thompson 

Capt. Mark Tyler Salisbury Police Dept. 

Chief Allan Webster Salisbury Police Dept. 

Tracy Whitman WiCHD - Health Promotions 

Deborah Winder Parole & Probation 

Debra Davis Child Advocacy Ctr 
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Worcester County 
Child Fatality Review 

2003 Revised Report of Local Team Activities 

Highlights and successes of local CFR Team for 2003: Worcester County was successful in 
identifying a family practice physician to participate in our team. We continue to be very 
successful in gaining participation from law enforcement agencies who investigate deaths to 
participate in individual reviews. This year for training purposes, the Worcester County CFR 
Team reviewed excerpts from a DVD entitled: !CAN Training: Child Death Review Team 
Overview, Part I Child Death Review: A National Perspective. 

Social or Health Impact of CFR in your county since its inception: Worcester County Child 
Fatality Review Team was initiated in September 1999. Over the four year period that we have 
been completing reviews, the most predominate cause of child deaths was of smoke inhalation or 
fire. This prompted an enhanced Smoke Detector Distribution program. Many agencies were 
involved in this effort. 

Goals for the future of the CFR Team: Review Child Fatalities and Near Fatalities that occur 
in Worcester County to develop strategies to prevent future child deaths. 

Membership and leadership of Team: 
The current membership is attached. Debbie Goeller, Health Officer is the Chairman of the 
Worcester County Child Fatality Review Team. Rebecca Shockley, Director of Nursing for 
Worcester County Health Department serves as Facilitator for the team meetings. 

Meetings in 2003: 
Four meetings were held in 2003. 

Case Reviews: 
Seven cases were reviewed that included Fatalities (6) and Near Fatalities (1) by the Worcester 
County Child Fatality Team in 2003. The cause of death for the six fatalities included: 3 
automobile accidents, 1 SIDS, 1 drowning, and 1 fall. Of the seven reviews conducted, only 3 
(fatalities) were Worcester County Residents. An additional four deaths were reviewed (3 
fatalities and 1 near fatality) that occurred in Worcester County but the victims were not 
residents. Two of the four deaths were Wicomico children and a representative from the 
Wicomico County Child Fatality Team participated in our review meeting. The other death was 
an Anne Arundel resident with the incident occurring in Worcester County. We contacted Anne 
Arundel County and obtained permission to complete the review. There was an additional death 
that occurred in Worcester County that was presented to the team but a review was not completed 
because the death certificate indicated that it was a Natural Death. 

There were no cases in which child abuse or neglect was substantiated (homicide) or cases in 
which the team felt abuse and/or neglect were contributory. 
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Recommendations by your CFR Team for local action: 
In the course of the review process the following actions were discussed: 
1- New or renovated housing for a dwelling that house 2 families must have sprinklers system. 
2- Consider having an accident review completed by a reconstruction team for an accident of a 
single vehicle if the operator appears at fault. 
3- Police vehicles need to be equipped with basic water rescue equipment and support 
development of Dive Team for Water Rescue in Ocean City. 
4- Explore other state and local ordnances regarding warning signs on Balconies and use of 
netting on balconies for renters with young children. 
In January 2004, the team will formulate local recommendations based on the 2003 reviews. 

Actions taken in or by your jurisdiction: 
SIDS death prompted the health department to distribute "Back to Sleep" literature in Department 
of Social Services and the Worcester Addictions treatment site in West Ocean City in an effort to 
enhance our education strategies to include males. 
Programs are presented in the spring at the high schools regarding safe driving and avoiding 
alcohol. 
SAMS Box with water rescue equipment (life ring and float rope) was installed at Northside Park 
in Ocean City. 
Public Schools implemented an Ice Safety Awareness Program. 

Issues referred bv Local Team to State Team for statewide consideration: 
In January 2004, the team will formulate any issues for statewide consideration based on the 2003 
reviews. 
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Debbie Goeller 
Health Officer 

Doris Moxley 
Addictions Director 

Lynne Boyd 
Mental Health Director 

Becky Shockley 
Nursing Director 

Debbie Farlow 
Nursing Program 
Supervisor 

Paula Erdie 
Director 

Jeff Cropper 
Attorney 

Peter Buesgens 
Assistant Director 

Charles Martin 
Sheriff 

Dr. Jon Andes 
Superintendent of Schools 

Joel Todd 
State's Attorney 

Suzanne Ruark 
Regional Manager 

Linda Busick 

Dr. Glenn Arzadon 
Physician 

Worcester County Child Fatality Review Team 
Members List - 2003 

Worcester County Health Dept. 

Worcester County Health Dept. 

Worcester County Health Dept. 

Worcester County Health Dept. 

Worcester County Health Dept. 

Worcester County Department 
of Social Services 

Worcester County Department 
of Social Services 

Worcester County Department 
of Social Services 

Worcester County Sheriff 

Worcester County Board 
of Education 

State's Attorney's Office 

Child Care Administration 
Social Services Administration 

Atlantic General Health Services 

P.O. Box 249 
Snow Hill, MD 21863 

Phone: 
Fax: 

410-632-1100 
410-632-0906 
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8:30AM 

9:00AM 

Appendix D 

State CFR Training 
March 6, 2003 

Registration and Coffee 

Welcome & Why Child Fatality Review in Maryland? 
Sally B. Dolch, M.S.W, Chairperson, State Child Fatality Review 
Team 

What have we learned so far? 
Maureen Edwards, M.D., M.P.H. 

9:30 AM Forensic Investigations 
David Fowler, M.D., Chief Medical Examiner 
Lt. Douglas Wehland, Maryland State Police 

10:30 AM Break 

10:40 AM Ask the Medical Examiner and Law Enforcement 
David Fowler, M.D., Chief Medical Examiner 
Lt. Douglas Wehland, Maryland State Police 

11: 15 AM Panel Discussion: Challenges for Local Child Fatality Review 
Barbara Bonnin, Montgomery County 
Rose Johnson, R.N., Wicomico County 
Bill Icenhower, M.D., St. Mary's County 
Dawn Zulauf, R.N. Baltimore County 

12: 15 PM Lunch Provided 

I :00 PM Panel Discussion: Infant Safety 
Scott Krugman, M.D. 
Beverly Byron, R.N. 
Carolyn Fowler, Ph.D. 

2:00 Call to Action! 
Pending 

2:30 Adjourn 
The State Child Fatality Review Team invites you to join us 

for our quarterly meeting at 2:45PM. 

116 



Appendix E 
Child Fatality Review 

Resource List 

1. www.aap.org (American Academy of Pediatrics) 
2. www.medem.com (Search Child Fatality) 
3. www.seatcheck.org (Safety Seats-1-866-seat-check) 
4. www.silentmarch.org (Americans Against Violence, "Protect Kids - Regulate 

Guns'', "Guns Know No Borders") 
5. www.acy.org (Advocates for Children and Youth) 
6. W\VW.acy.org/relatedlinks.shtml (Web sites related to children's issues) 
7. www.acy.org/advocacy tools.shtml (Advocacy tools. Working with elected 

officials) 
8. www.baltimorecity.gov/govemrnent/mocvD'rnission.html (Youth Violence Reduction 

Initiative) 
9. www.firemarshal.state.md.us (Fire Safety Issues.) 
10. www.nfpa.org/riskwatch (National Fire Protection Association) 
11. www.nfpa.org/riskwatch/kids.html (Risk Watch: Make Time for Safety 
12. W\vw.nfpa.org/riskwatch/about.html (Overview of the Risk Watch program.) 
13. www.nfpa.org/riskwatch/teacher.html (Teacher's tools to use in the Risk Watch 

program.) 
14. W\vw.infography.com (Search on Farm Safety) 
15. www.fs4jk.org (Kids safety messages, games, coloring book, crossword puzzles etc.) 
16. http://\vww.cdc.gov/ncipc/duip/duip.htm (National Center for Injury Prevention 

Control, Division of Unintended Injury. Includes a State Injury Prevention Profile for 
Maryland) 

17. http://wvvw.cdc.gov/health/default.htrn (A list of Health Topics A-Z) 
18. http://www.bam.gov/ (A CDC web site for kids and people who work with kids. The 

topics are wide ranging. There is a section on safety for different sports.) 
19. http://mova.missouri.org/childab.htm (Missouri Victims Assistance Network, Child 

Abuse Victims Resources. Click on Child Abuse Prevention Network.) 
20. \V\\IW.child-abuse.com (Click on ICAN-NCFR Child Fatality Review) 
21. www.marylandcasa.org (Maryland CASA Programs, Maryland Facts. FAQs 
22. www.nationalcasa.org (Services and health tips) 
23. W\vw.agnr.urnd.edu/MCE/Publications/index.cfin (Maryland Cooperative Extension 

Service) 
24. http://safety.coafes.umn.edu/ (University of Minnesota, Farm Safety and Health 

Information Clearinghouse 
25. W\vw.connectforkids.org (Click of "Topics A-Z. Click on "Health". Click on 

"Safety and Injuries". Explore other aspects of this web site.) 
26. WW\V.nichd.nih.gov/sids/ (SIDS Back To Sleep Campaign) 
2 7. www.nichd.nih.gov/publications/pubskey. cfin? from=sids (Ordering information for 

SIDS material in Spanish and English). 
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28. www.nichd.nih.gov/strategicplan/cells/SIDS Syndrome.pdf (Targeting Sudden 
Infant Death Syndrome (SIDS): A Strategic Plan-June 2001, 40 pages). 

29. W\V\v.mdpublichealth.org/rnch (Click on Child Fatality Review) 
30. www.infantandchildloss.org (The Center for Infant and Child Loss) 
31. www .drada.org/ (Depression and Related Affective Disorders Association) 
32. http://www.suicidehotlines.com/marvland.html (Suicide hotlines in Maryland) 
33. http://Vvww.mentalhealth.org/suicideprevention/stateprograms/Maryland.asp 
34. http://www.familytreemd.org (Child Abuse information for Maryland) 
35. http://w\\'W.childwelfare.net/CFR/ (Child Fatality Review in Georgia) 
36. http://wVv'\v.hs.state.az.us/cfhs/azcf/ (Child Fatality Review in Arizona) 
37. http://www.tdprs.state.tx.us/child protection/about child abuse/cfrt.asp 

(Child Fatality Review in Texas) 
38. http://www.cdphe.state.eo.us/pp/cfrc/cfrchom.asp (Child Fatality Review m 

Colorado) 
39. http://Vvww.dss.state.mo.us/stat/mcfrp.htm (Child Fatality Review in Missouri) 
40. http://www.keepingkidsalive.org/ (Child Fatality Review in Michigan) 

Note: If you would like an e-mail version of this page, e-mail me at hannona(a!dhmh.state.md.us 
and I'll send it to you as an attachment. That way you should be able to just click on the site to 

visit and search. 
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Allegany 
None 

Anne Arundel 
None 

Baltimore City 

Appendix F 
Recommendations to State CFR from Local CFR Teams 
2003 Local CFR Issues for Statewide Consideration 

1. Guidance for determination of abuse/neglect in a CFR case review. 

2. State recommendations for tackling co-sleeping and asphyxia issues. 

3. OCME should have investigators gain more information from families on the 
circumstances surrounding asthma deaths. 

4. Cases from across the state should be examined to determine the degree to 
which coming from a " chaotic family" influences the risk of a child dying. 

5. Interventions should be developed to target young, 11 - 12 year old children 
who are referred to DJS. 

Baltimore County 
1. Development of the State CFR database at the Office of the Chief Medical 
Examiner (OCME). We thank the OCME for support of review activities. 

2. Visitors from HRSA MCHB encouraged the Team to promote and contribute to 
training and support for local CFR Teams, focusing on issues of team 
management and moving to action, rather than just the review process. 

3. We thank Fran Pellerin for her careful screening and referral of cases to the 
team. Ms. Pellerin is an invaluable resource to CFR. 

Calvert 
For the State Team to expedite acquisition of autopsy reports and investigative 
files for local jurisdictions. 

Caroline 
The changing direction of the Fetal and Infant Mortality Review (FIMR) places 
emphasis on Community Action initiatives, not case review. This, along with a 
regional approach, makes it difficult to extrapolate any meaningful data. 

Carroll 
None 
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Cecil County has requested the State Team facilitate a process for obtaining 
medical records when a death occurs in a state other than Maryland. 

Charles 
I. The Team finds that with many of the reviews, only the school has contact with 
the families, so information is very limited. 

2. It is frustrating to conduct reviews without having the final autopsy. 

3. It is likely that that some Charles County child fatalities do not get reviewed 
because the children are flown to hospitals in Prince George's County or 
Washington D.C. Deaths that are investigated by the police and Child Protective 
Services are not included in this population of children. 

Dorchester Countv 
No report filed 

Frederick Countv 
CFR requested a better system of reporting child fatalities to CFR from the 
Maryland Office of the Medical Examiner. 

Garrett 
None 

Harford 
1. The issue of elevator safety compliance in Maryland was a carryover from 
2002, as a civil case was settled in 2003 which included safety equipment 
changes. 

2. Encourage trauma centers to cooperate with requests from local CFRs. 

Howard 
l. There should be a mandatory waiting period for the purchase of ALL guns. 

2. Pass a law restricting minors from riding in a vehicle driven by a minor. 

None 

Montgomery 
In its efforts to focus on preventability, the CDC has replaced the "accident" 
category for deaths \Vith "unintentional injures". This has become standard public 
health terminology and should be used in classifying deaths and in performing 
child fatality reviews. 
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Prince George's County 
1. On-going training for CFR members. 

2. Funding for local team activities. 

3. Improved accountability of cases referred to local teams, as well as cases 
reviewed by local teams. 

4. Dissemination of information from the State team to the local teams in a timely 
manner. 

5. Revision of fatality review forms to ensure accuracy and timely completion of 
information. 

Queen Anne's County 
None 

St. Mary's County 
None 

Somerset County 
None 

Talbot 
The use and abuse of A TV's. 

Washington County 
Public awareness regarding: 

Wicomico 

Gun Safety 
Suicide Hotline 
Grief Counseling 
Genetic Counseling 

1. The team requested local or regional training and education of health care 
providers on the classic warnings signs of child abuse. 

2. The team requested development of a standard protocol for the reporting of 
child deaths to law enforcement and for the investigation of child deaths by law 
enforcement. 

Worcester 
In 2004 the team will formulate any issues for statewide consideration based on 
the 2003 reviews. 
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TALLY OF LOCAL CFR RECOMMENDATIONS 

Autopsy Reports and Investigations (3) 

State Team should expedite the acquisition of autopsy reports and 
investigative files to assist the local CFR 

Data Issues/History Gathering (4) 

Develop the State CFR database at the OCME. 

With the FIMR's changing focus to community action instead of case 
review, it makes it difficult to extrapolate any meaningful data. 

Revise the fatality review forms to ensure accurate and timely completion. 

Often the only agency having contact with the family is the school, so 
information is very limited. 

Encourage Collaboration (4) 

State Team should help facilitate a process for obtaining medical records 
when a death occurs in another state. 

Determine how to follow up on kids who are flown to hospitals in other 
counties. 

Encourage trauma centers to cooperate with local CFR's. 

Timely dissemination of information from the State Team to the local 
teams. 

Public Education (2) 

Make recommendations for tackling the co-sleeping and asphyxia issues. 

Raise public awareness regarding 
Gun Safety 
Suicide Hotline 
Grief Counseling 
Genetic Counseling 

Training of CFR Teams and Other Professionals (4) 

Guidance for determination of abuse or neglect in a CFR review. 
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On-going training for CFR members. 

Train health care providers on classic signs of child abuse and neglect. 

Improve the accountability of cases referred to and reviewed by local 
teams. 

Other/Interventions/Further study (7) 

Interventions should be developed to target young 11-12 year old children 
who are referred to DJS. 

Pass a law restricting minors from riding in vehicles driven by a minor. 

Examine the issue of elevator safety compliance. 

Develop a standard protocol for reporting child deaths to law enforcement 
and for the investigation of child deaths by law enforcement. 

Review all cases statewide to determine the degree to which coming from 
a chaotic family influences the risk of a child dying. 

Fund local team activities. 

Examine the use and misuse of ATVs. 
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