
Ohio Child Fatality 
Review 

New Chair/Coordinator 
Training



Agenda
• Introduction to Child Fatality Review (CFR)
• Team composition
• Reviewing Cases
• Tips for success

• 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
• Guam
• 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.



Ohio CFR Legal Mandates
• Ohio House Bill 448 signed July 2000

• Ohio Revised Code 307.621

• Ohio Administrative Code 3701-67-02
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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.
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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)
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CFR Annual Report
• By September 30th 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

8

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
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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.
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Operating Principles of CFR
• The death of a child is a 

community responsibility
• A child’s death is a sentinel 

event that should urge 
communities to identify 
other children at risk for 
illness or injury

• A death review requires 
multidisciplinary 

participation from the 
community

• A review of case 
information should be 
comprehensive and broad

• A review should lead to an 
understanding of risk 
factors



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
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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



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



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



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
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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
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Member Expectations
• Provide information on specific cases 
• Act as a professional liaison
• Participate in data collection
• Collaborate to catalyze prevention activities
• Honor team agreements
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Agenda
• Reviewing Cases

– Identifying cases 
– Process for conducting reviews
– Developing recommendations
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Identifying Cases
• All deaths to children younger than age 

18
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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?
• Is there a conflict of interest? 
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CFR Process
• CFR Board must meet at least once per year 

to review all deaths of children under 18 
years old who at the time of death were 
residents of the county 
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CFR Process
1. Share, question, and clarify all case information
2. Discuss the investigation, if appropriate
3. Discuss the delivery of services
4. Identify risk factors
5. Recommend systems improvements
6. Identify 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 
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Discuss Investigation
• Be cautious not to place blame
• Identify how systems worked together 

before, during, and after the investigation 
• Identify what additional information is 

needed
– Some information may not be available
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Identify Service Delivery
• Identify Service Delivery

– Identify how the child and family intersected with various 
services

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

• Discuss what additional services might be needed 
for the family, community and professionals 
– Identify existing services 
– Identify service gaps
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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
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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. 
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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 

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 
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Recommend Systems Improvements 
• Identify 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



Identify and Take Action to Implement
Prevention Recommendations

• Identify prevention partners. 
• Share findings and recommendations. 
• Build accountability into sharing 

recommendations.
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Agenda
• Tips for Success

6



Helpful Tips for Effective Reviews
1. Be prepared
2. Offer training
3. Clarify purpose
4. Utilize share, question, and clarify process
5. 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



National Center for Child Fatality Review 
and Prevention

• https://www.ncfrp.org/



ODH CFR Website
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Advice from CFR Coordinators
• Lorrie Considine (Cuyahoga County)
• Tom Boeshart (Hamilton County)
• Deb Hattery-Roberts (Allen County)
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Advice from CFR Coordinators
• Tips on the Case Reporting System
• Tips on running review meetings
• Tips on forming relationships 
• Barriers in CFR
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• 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
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Tips on the Case Reporting System
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When Entering a Case
• Case number assigned on first data entry 

page
• State and County are assigned
• Can edit Year of Review and Sequence
• Year of Review default is current year

• Data Dictionary is available on all data pages
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When Entering a Case
Entering a case: 
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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” 

• Data are saved as you moved from 
page to page

• Do not use the “Back” button

• Time-out for inactivity is 60 
minutes
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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 
leaving the site.

• Log off if you will be interrupted or delayed.
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What to do with your data?

53

CFR
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Standardized Reports



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
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