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October 17, 2022 

Chantal Belisle 

Registrar and Chief Executive Officer 

Ontario College of Teachers 

 

Re: Recommendations from the Expert Review Concerning the Death of a Child – [OCC 

File No. 2020-2267] 

Dear Chantal Belisle, 

The Office of the Chief Coroner (OCC) investigates deaths to determine the circumstances of 

death and, when indicated, provides recommendations to inform efforts to reduce further 

deaths. The Child and Youth Death Review and Analysis (CYDRA) unit at the OCC directly 

supports the development of effective recommendations for the prevention of further deaths of 

young persons in Ontario. 

The goal of child and youth death review is to provide service-level, systemic, and structural 

recommendations aimed to prevent deaths, and to contribute to public safety and health by 

supporting recommendations that enhance the overall well-being of children, youth, their 

families, and communities. 

Where CYDRA identifies a death of concern, there are different forms of death investigation 

(e.g. Local Death Review Table, Pediatric Death Review Committee for Children and Youth). At 

times, a decision may be made to request a review by a person with expertise relevant to the 

specific issues identified during a death investigation. 

Dr. Kim Snow, an expert in children’s services completed the attached review which outlines the 

findings and recommendations in relation to the unfortunate death of a young child. 

Recommendations specific to your organization and expectations regarding a response are 

outlined below. 

For the item(s) relating to the Ontario College of Teachers, please see 

recommendation(s):  

• 12 and 13 

We request that you respond to the respective recommendation(s) within six months, i.e., by 

April 17, 2023, and that you provide the approach that will be taken to address each of the 
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recommendations directed to your organization. Please be advised that your response will be 

considered a public document and may be released to interested parties upon request.  

Although the recommendations made in this expert review report are not legally binding, we 

trust that they will be given due consideration for implementation and that your organization will 

provide an explanation otherwise. 

Please direct your response(s) to: 

Dr. Julie Erbland, Manager, Child and Youth Death Review Analysis 

Julie.Erbland@ontario.ca  

 

Thank you in advance for your support in this important process. Please contact us should you 

have any questions. 

Sincerely, 

 

 
 

Dirk Huyer M.D. 
Chief Coroner for Ontario 
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