CDR Reporting In States

- 44 states have a CDR case report tool
15 are using the new multi-state

reporting system.

- 18 states have [Bgislation that
requires an annual state report on
CDR findings.

- 39 states publish an annual report
with findings and recommendations



Purpose of CDR Case Reporting

To systematically collect, analyze and report on:
* Child, family, supervisor and perpetrator information
* |nvestigation actions

* Services needed, provided or referred

* Risk factors by cause of death
*

Recommendations and actions taken to prevent
deaths

* Factors affecting the quality of your case review



f ‘S;. From One Review
— to a State Report

State
Aggregated
Report

Case Report Team
Aggregated
Report




Using the Multi-State System

IIF-

Considering
Participating
In Process



'he Child Death Review Case Reporting Syste

From Case Review to Data to Action

Step 1: Complete case review of child death.

Step 4: Servers sort and store data and permit <
access according to state requirements.

Step 5: State and local teams and national CDR
download standardized reports and/or download
data to create custom reports.
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Step 2: Complete CDR Case Report Online at

www.cdrdata.org. ﬂm
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Step 3: Send Report through Web, to servers
at MPHI

Step 6: Reports and data are used to
advocate for actions to prevent child
deaths and to keep children healthy, safe

and protected.
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The Paper Form

* Appears lengthy
at 13 pages

* On average, you

Child Death Review

will not fill out 6 Case Report
pages per case




Review Tips

* Try not to let the form run the review
* Use the form as a guide for discussion
* Fill in questions as yOu can

* It will be helpful if you can fill out information
that is known before the meeting, such as
demographics



Review Tips

* It 1Is normal not to have information on new
data elements at first

* It will take time to leern what the new data
elements are and where to find the information

* Allow the form to prompt you on what is needed
for next time



Why the Internet?

* You do not need specialized software

* |f you have access to the Internet and
Microsoft Internet Exmlorer 6.0 or higher, you
can use this system

* System updates are centralized and taken care

of routine

* Michigan

y for al

Public F

users at once

ealth Institute designed the

software for the web-based application



Security

* Secured login to website

* Everyone has individual accounts approved
by their state admynistrator

* Data transmission is protected by 128-
bit secured sockets layer (SSL)

* Strongest commercially available

* Firewalls protect the servers where the
data Is stored



Permissions

* Local-level users can only enter and view
case report forms for their team

N g
* State-level users can enter and view
case report forms for all teams in that
state

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



Confidentiality

* Data is owned by the state

* All data entered should be in compliance
with your state laws g

* All users sign a confidentiality agreement

* The Recelver of the data, the Michigan
Public Health Institute, Is not subject to the
Freedom of Information Act (FOIA)



Confidentiality

* No data will be released for national-
level reports without state approval

* \When released this data will be de-identified

* National Center staff will not be able to
view identifiable data ever

* Data are de-identified by HIPAA standards
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HIPAA De-ldentified

Case number

* State of review and year of review are kept
Birth certificate and death certificate numbers
Child’s name
Date of birth
Date of death (year of death is kept)
Residential address (resident state is kept)
Date of incident

Incident county
Narrative
Form completed by — name and contact information
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MNATIONAL MCH CENTER
FOR CHILD DEATH REVIEW

KEEPING KIDS ALIVE

Enter a New Case

Search for an Existing Case
Create Standardized Reports
Download Your Data

Help
Logout

Understanding How
a.rd"l"'l"h‘:r Children Die

Taking Actions e
Prevent Child Deaths

Welcome Adams County, Pennsylvania

YWwhy do children die in Pennsylania? Wwhich deaths might have been prevented?

These guestions are the motivating force behind the PA Child Death Review Program. A
child death review iz a multi-agency, multi-disciplinary process that routinely and
systematically examines the circumstances surrounding child deaths in a given
geographical area and a given age group.

The PA Child Death Review Team is comprised of pediatricians, forensic pathologists,
coroners/medical examiners, representatives fram PA Depts. of Health, Fublic Welfare,
Community Affairs, the Attormey Generals office, social services and law enforcement.
The aggregate infarmation will be shared with legislators and state palicy makers in arder
to concentrate funding and program priarities on appropriate prevention strategies.

The Pennsylvania Child Death Review Program has 44 local teams representing 48
counties reviewing aver 90% of child deaths in Pennsylvania (Feb 20023,

Far maore infarmation contact:
Wick fittle, Program Directaor
Ywonne McCalla, Program Assistant

Pa& Chapter, American Acadermy of Pediatrics
919 Conestoga Road, Bldg 2, Suite 307
Fosernont, PA 12010

Phone: B00-216-57 75
Fax: B10-520-9177




Enter Cases
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NATIONAL MCH CENTER
FOR CHILD DEATH REVIEW
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KEEPING KIDS ALIVE
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Click here for section A help

. Child Information

. Primary Caregiver(s) Information

. Incident Information
Investigation Informaticon

A

E - -

C. Supervisor Information A. Child Information
D

E.

F

Official Manner and Primary
Cause of Death 1. Child's Mame:
. Detailed Information by Cause First: I ™ Unknown
of Death
. Other Circumstances of Incident fiddle: I

Acts of Omission or Commission I

Services to Family and Last:

Community as a Result of Death
. Prevention Initiatives Resulting

from the Review
Lhe Re_\riew Meeating 2. Date of Birth: | ™ Unknown
b e (i.e. MMDDA YY)

. Form Completed by:
Save and Exit

3. Date of Death: I ™ Unknown
(i.e. MDD YY)
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FOR CHILD DEATH REVIEW

KEEPING KIDS ALIVE

View All Cases

23 cases returned. Print This List
Search for Last Name

Search for Case Number oweotvean L

73-01-2004-0001 Williams 10/20/2004 Delete
73-01-2006-0001 Jones 12/12/2005 i int  Delete
73-01-2006-0002 Allen 552004 i int | Delete
Search for Cause of Death 23-01-2007-0001 Smith 8/16/2005 i i Delete
Search for Date of Entry 23-01-2007-0002 Swanson 9152006 i i Delete
73-01-2007-0003 Adarms 7/20/2005 i int  Delete
73.01-2007-0004 Andrews B/10/2004 i int  Delete
73-01-2007-0005 Dioe 1/5£2007 i int  Delete
Return to Main Menu 23.01-2007-0006 Roberts 11492006 i it Delete
73-01-2007-0007 Sanders 2/12/2006 i int  Delete
73-01-2007-0008 Brawn 3152006 i int  Delete
73.01-2007-0009 Edhwards £/10/2006 i int  Delete
73.01-2007-0010 Martin 7972006 i int  Delete
73.01-2007-001 1 Melsan 5/2/2006 i int  Delete
73.01-2007-0012 Gates 10/20/2006 i int  Delete
73.01-2007-0013 Stevens B/2006 i int  Delete
73-01-2007-0014 Diamond 12/3/2006 i int | Delete
S —— 73-01-2007-0015 James B/7/2005 i int Delete
and Why Chikiren Die 73-01-2007-0016 Hansan 9/20/2005 i int | Delete
Taking Actions 1o | 73-01-2007-0017 by 2/25,2005 i int Delete

Prewvent Chid Deaths

Search for Date of Death

Search for Manner of Death

Search Cases

Search for Entry Incomplete
View All Cases

First Previous Fage 1 of 2 Mext Last




CASE NUMBER: 39-01-00-2006-0002

State / ¥ m

A. CHILD INFORMATION

gooodo®En

[ Male

Print Case

[ Drugs
[ other

ill during the
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KEEPING KIDS ALIVE

Selection Criteria

Start Year: |2001 > County Mame: |Adams 2

End Year |2009 = Case Type: |Chi|'2| Death j

Return to Main Menu

Infant/Child Information
1. Dermographics (Ethnicity/Race and Age Group by Sex)
2. Infant Death Inforrmation

3. Manner and Cause of Death by Age Group

Incident Information

4. Investigation Information

Motor Yehicle and Other Transport

5. Mator Yehicle and Other Transport Death Demographics

6. Yehicle Type Involved in Incident and Position of Child

7. Rigk Factors of Young Drivers (Ages 14-21) Invalved in the Crash

8. Motor Wehicle Protective Measures

Fire Death Demographics
9. Fire Death Demographics

10. Factors Involved in Fire Deaths
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Drowning
11. Drowning Death Demographics

12, Factors Invalved in Drowning Deaths

Suffocation or Strangulation

13. Suffocation or Strangulation Death Demographics

Weapon, Including Body Part
14, Weapon Death Demographics
15, Safety Features and Storage of Firearms Used in Incident

16, Owner and Use of Weapon at Time of Incident

Poisoning




Factors Involved in Sleep-Related Deaths

Review Year Range: 2004 to 2010
Michigan
Child Deaths Reviewed

Age Group

0-1Mos | 2-3Mos | 4-5Mos | 6-7Mos 8-11Mos  1-4¥rs 5¥rsUp Unk Total

Deaths Reviewed

Mot in a crib or
bhassinette

Not sleeping on back

Unsafe bedding or
toys

Sleeping with other
people

Obese adult sleeping
with child

Adult was alcohol
impaired

Adult was drug
impaired

Child fell asleep while
hottle feeding

Child fell asleep while
breast feeding

Footnote: Columns do not add up to o total deaths because the factors are not mutually exclusive. Iffactoris unknown, it is
naotincluded in these counts. Portahle cribs may inadvertently be counted as natin a crib or bassinette since they are trpically
coded as "other'. Unsafe hedding or toys include pillowe, comforter, stuffed toy, and other toy.
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KEEPING KIDS ALIVE

Download Your Data

Return to Main Menu
Download All Sections

All Tables { zip File

Download a Section

Table tCase - Case Definition
Tahble tIMF - Section A

Table tGh - Section B

Table tSUP - Section C
Table tINC - Section D

Table tIMNY - Section E

Table tCAL - Section F, G12
Table tvEH - Section 51
Table tFIR - Section G2
Table tDRO - Section 53
Table tSUF - Section G4
Table tSID - Section 55
Table tWEA - Section 5B
Tahle tBIT - Section 57
Table tFAL - Section 58
Table tPOI - Section 59
Table tEXP - Section G10
Table tMED - Section G11
Table tCIR - Section H

Table tACT - Section | 1-27
Table tACTY - Section | 28-29
Table tPRY - Section J, K
Table tREY - Section L, M, M
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Understanding How
:rd“’h‘y Children Die

Taking Actions to
Prevent Chid Deaths
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KEEPING KIDS ALIVE

Return to Main Menu
Return to Help Page
Return to Admin Menu
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Undarstanding How
and Why Children Die

Taking Actions w
Prewent Child Deaths

Accounts Administration

Keeping

8

Add a Mew dser

Search for an Existing User

Change a User Password

Download Contact Information

Set Reports Maximum Year
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Help

Return to Main Menu
Contact Information for the National MCH Center for Child Death Review:

2438 Woodlake Circle, Suite 240
Okemos, kI 48864

Phone: 1-800-656-2434
Fax: (5171 324-7365
Email; infoi@childdeathreview. org

Maintaining Your Account:

Change your Password

Edit your Contact Information

Supporting Documents:

Child Death Review Program Manual pdf
Suide for Effective Child Death Reviews pdf
Child Death Review Case Repart Farm pdf
Internet Database User Manual podf
Internet Database Error Report Form pdf
I —— Data Dictionary pdf

and Whiy Chikiren Die Data Codebook for Download pdf

Taking Actions to : Wacro to lmport Data into Microsoft Access mdb
Prewvent Child Deaths




The National MCH Center
for Child Death Review
Case Reporting System

https://www.cdrdata.org



Clearing Up the
Confusion on the
Reporting of

Death Investigation
and Review Team
Findings



Who Completes a Report?

EMS scene personnet=——————
Scene Investigators =———————
Police on Scene ——————
Hospital PYSICialN m—
Coroner/Medical ———

Examiner

Death Review
Coordinator

State Injury Program:
Nat’'l Violent Death
Reporting System

ﬁ
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Run reports
Scene report
Police report
Death Certificate

Autopsy Report, Case Point
Report and Death
Certificate

Death Review Report
NVDRS Report
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The Scene The Pathologist The Coroner/ The Death Review
Medical Examiner

Reports that Feed into Other Reports

EMS Run Reports \ u \

Law Enforcement . SUIDIR System Death Certificate CDR Case Report
Scene Investigator Coroner/ME Report

Interviews ) > >

Autopsy Report

Toxicology Report
\_ y ) -/

NVDRS
Report
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