
GRIEF COUNSELING/CHILD FATALITY REVIEW PROCESS

Grief Counseling Services are offered through all LHD counselors (i.e. nurses, social workers, health educators) who have completed the Grief Counseling Training Module on TRAIN. 

ELIGIBILITY CRITERIA:

· Any parent or family member who has experienced an infant/child loss (birth through 17 years of age) as the result of stillbirth, miscarriage, or infant/child death.

· Mandated to be offered to all parents or any family member under the provision of KRS 213.161 for an infant loss due to Sudden Infant Death Syndrome (SIDS) whether or not the infant or parent has been a patient of the LHD.

CLIENT MANAGEMENT:

1. LHD Grief Counselor identify families for initiation of Grief Counseling Services by reviewing provisional death certificate information available within the Local Health Department to identify families of those who are deceased at ages birth through 17 years of age..

2. Review medical records of infant/child or mother if any exist in LHD.
3. Review autopsy report if available.

4. Contact parent/family for home visit or clinic visit as soon as possible after learning about the death.

a. Assessment of parent/family for stage of grief, current support systems, normal vs. abnormal signs/symptoms of grief.

b. Respond to parent’s/family’s questions about death and grief issues, as well as allowing them to verbalize concerns and needs.

c. Review with parent/family the Death Certificate information, (for information purposes only) to remove mystery and guilt about death.

i. If family requests autopsy report finding (if applicable or available), be present with parent/family when coroner/physician review finding for informational assistance if parent/family requests.

d. Offer information/literature concerning infant/child loss and grief support as applicable or requested.

e. Assist with referrals to local grief support group(s), per parents/family’s preference and request.

5. Follow-up Care

a. Make referrals to local grief support group(s) and other resources (including genetic counseling if death due to birth defect or genetic condition) if requested.

b. Schedule follow-up visits per parent’s/family’s verbalized needs

c. Provide educational materials at an appropriate time (including folic acid education materials) to parents.

6. Documentation

a. Documentation on infant/child and/or parent’s record if any exist, include death certificate.

i. If SIDS place an “S” with red bands under the year date band

ii. Complete ACH 73, forward copy of form to ACH in Frankfort, for Infant/Child Death Only (do not forward copies for miscarriages or stillbirths).

b. VAERS Reporting
i. Must fill out VAERS form if death occurred within 28 days of vaccine administration.

ii. Submit copy of death certificate, preliminary autopsy report and any other reports that might be available (i.e. discharge summary, ambulance report, etc.) to the DPH Immunization Program.

GRIEF COUNSELING/CHILD FATALITY REVIEW PROCESS

(continued)

Kentucky Revised Statute (KRS) 211, enacted in 1996, provides statutory authority for the establishment of a child fatality review system in Kentucky. 

1. The law requires the coroner to contact a representative of the local health department as soon as practicable upon the occurrence of an unexpected or unexplained child death.  This means the death has occurred in the county within the jurisdiction of the reporting coroner.  The contact may initially be by telephone call.  Later, the coroner may provide the health department with a copy of a preliminary death certificate.  A preliminary certificate is one before it has been assigned a number and processed by the Kentucky Division of Vital Statistics, Department for Public Health.

2. When coroner contact with the local health department occurs, various LHD activities happen as follows:

· If a child was a previous LHD client, the LHD representative shares the appropriate child personal, medical and socio-economic history with the coroner to assist the coroner in carrying out his duties.  The information is provided in a manner according to LHD policy and HIPAA compliance.

· The LHD contact determines by information received from the coroner whether the child and family are residents within the LHD county jurisdiction.

If so, grief-counseling services are to be initiated according to PHPR policies.

· The LHD representative inquires of the coroner whether the cause of death incident occurred in the jurisdiction county of the LHD.

If so, information is pooled with other community assessment data for determining high-risk child safety issues.  The issues are used in planning child injury and death prevention program activities to be implemented by the health department in the near future.

· If a local child fatality review (CFR) team exists, the LHD contact determines by consultation with the coroner the scheduled review by the local CFR team.  Necessary materials requested by the coroner, prepared according to LHD policy and HIPAA compliance, are provided by the LHD representative at the local CFR team meeting.

3. In each county not having a functioning local child fatality review (CFR) team, the local health department may play a major role in assisting the county coroner who has jurisdictional authority to establish a local child fatality review team.  This is consistent with the purpose of the referenced law to reduce child fatalities.  While monitoring the community’s overall health status, LHD participation is also consistent with the LHD’s responsibility to help reduce child injuries and injury related deaths, which represents the number one killer of children between 1 and 17 years of age.  The KY CFR state team has developed a CFR handbook, revised February 2003.  The handbook and the National Child Death Review Manual  are reference guides to assist in developing and maintaining a local CFR team.  The documents may be downloaded from the following program website at http://chfs.ky.gov/dph/mch/cfhi/childfatality.htm 

	GRIEF COUNSELING REPORT FORM

	IDENTIFICATION

INFORMATION
	Infant/Child’s Name: __________________________________________

County of Residence: _____________ County of Death: _____________

Sex: _______  Race: _______  DOB: ___________  DOD: ___________

Mother’s Name: _____________________________________________

Father’s Name: ______________________________________________

Date Health Department Notified: _______________________________

Notified By:  ( Coroner  ( Hospital  ( State  ( ACH Office  

( Health Department Client  ( Other _______________________



	ASSESSMENT

OF

NEEDS

AND

RECOMMENDATIONS

FOR

FOLLOW-UP CARE

	Counseling Was:  ( Offered  ( Not Offered

If Not Offered Why: _________________________________________

Counseling Was:  ( Accepted  ( Declined

Person(s) Present for Counseling: _______________________________

 __________________________________________________________

Participant’s interested in Support Group Referral:  ( YES  ( NO

Did family receive copy of Death Certificate:  ( YES  ( NO 

Did family receive copy of Autopsy Results (if applicable):

(  YES  ( NO  Date: _______________________________________

Evaluation of Participant’s Stage of Grief:  ________________________

  __________________________________________________________

  __________________________________________________________

  __________________________________________________________

Recommendations for Follow-up Care:   __________________________

  __________________________________________________________

  __________________________________________________________

  __________________________________________________________

If Referral Made Specify Agency:  _______________________________

Counselor’s Signature ____________________  Date:  ______________



	FOLLOW-UP

CARE
	Persons(s) Present for Counseling:  _______________________________

 ___________________________________________________________

Evaluation of Participant’s Stage of Grief:  _________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

Recommendations for Follow-up Care: ____________________________

____________________________________________________________

Counselor’s Signature: ________________________  Date: ___________




Copy and Send to ACH
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