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EXECUTIVE SUMMARY
|

Florida’s Child Abuse Death Review System

The Florida Child Abuse Death Review (CADR) System was established in Florida law in 1999.
Per section 383.402, Florida Statutes (F.S.), CADR is a statewide multidisciplinary, multiagency,
epidemiological child abuse death assessment and prevention system. State and Local CADR
Committees are directed by statute to identify gaps, deficiencies, or problems in the delivery of
services to children and their families, recommend changes needed to better support the safe
and healthy development of children, and implement those changes to the extent possible. The
essential goal of the CADR System is to eliminate preventable child fatalities in Florida by
improving CADR members’ collective understanding of the complexities of child maltreatment
and leveraging data and evidence-based knowledge to support current and future prevention
strategies. This statistical report is submitted annually to the Governor, President of the Florida
Senate, and Speaker of the Florida House of Representatives.

2020 Data: Case Review Analysis

Throughout 2021, Local CADR Committees reviewed records related to 222 child fatalities
which occurred in 2020. Analysis of the 2020 child fatality case review data revealed that
regardless of maltreatment verification status, children under the age of five have the highest
number of child deaths called into the Florida Abuse Hotline. The three leading causes of
preventable child death in 2020, identified through CADR case reviews and subsequent
analysis are listed below in order of greatest to least incidence.

e Sleep-related Infant Death is the leading cause of preventable child death in Florida and is
often the result of unsafe sleep practices. Sleep-related infant deaths represent 35.1% of
2020 child fatalities reviewed by the CADR System. Children placed to sleep on adult beds,
couches and other soft surfaces are at significant risk of suffocation. An infant sharing a
sleep surface with another child or an adult also poses a risk for sleep-related death.

* Drowning is the second leading cause of preventable child death, representing 25.5% of all
child fatalities reviewed by the CADR System. Children three years of age and younger
make up 72.0% of all 2020 drowning related fatalities reviewed by the CADR System.
According to the American Academy of Pediatrics, nearly 70% of child drowning occurs
during non-swimming activities. Ineffective barriers of protection and failure to provide
sufficient supervision to young children continue to be primary contributing factors.

¢ Inflicted Trauma is the third most frequent cause of preventable child death, representing
9.0% of child fatalities reviewed by the CADR System. Children under one year of age
accounted for 26.7% of these fatalities. Inflicted trauma includes abuse to a child by way of
bodily force, such as the use of hands, fists, and feet, or by the use of weapons and
firearms.

Child Characteristics

Children 5 years old and under account for 83.8% of preventable child death cases reviewed by
the CADR System. The most vulnerable children are less than 1 year of age, representing
51.8% of cases reviewed. Children under the age of 5, and to a greater extent, children under




the age of 1, are in critical need of developmentally appropriate supervision, care, and support
to ensure their safety.

Prevention Recommendations:

The following prevention recommendations developed by the State CADR Committee provide
an overview of strategies and approaches intended to address preventable child fatalities in
Florida:

¢ Continue efforts to relay timely information to caregivers and community supports regarding
the safety of children.

o Continue to develop strategies to ensure consistent and coordinated prevention-related
messaging across local and state agencies, business and industry leaders, and other
relevant private and public sector groups.

o Expand efforts to collect data related to co-occurring substance abuse and mental health
disorders.

¢ Continue to explore efforts to collect data related to near fatalities in cases of near-fatal
sleep-related asphyxia, near-drowning, and near-fatal incidents of inflicted trauma.

e Continue to support the development and dissemination of messaging around appropriate
supervision and barriers of protection as primary factors in drowning prevention, in addition
to establishing age-appropriate expectations related to young children and swimming
capabilities consistent with recommendations of the American Academy of Pediatrics (AAP).

e Strongly support statewide drowning prevention programs and promote collaboration with
the hospitality and tourism industry and all associated partners, in the development and
dissemination of public messaging for water safety and drowning prevention.

o Effectively advocate for strengthened partnerships and collaborations between state
agencies to ensure families are referred to evidence-based parent coaching and support
programs.

e Train first responders on the consistent use of Sudden Unexpected Infant Death
Investigation Reporting Forms (SUIDIRF) and doll reenactments by death scene
investigators for all sleep-related infant deaths and explore opportunities to mandate
statewide use of the form.

e Continue to support and encourage the development and evaluation of pilot projects and
initiatives focused on local and regional community-based child fatality prevention.

e Explore collaborative partnerships with entities which may be currently examining child and
adolescent suicide to better inform targeted prevention initiatives.




SECTION ONE: 2021 CADR BACKGROUND
|

Program Description

The program is administered by the Florida Department of Health (FDOH) and uses Local
CADR Committees to conduct detailed reviews of the facts and circumstances surrounding child
deaths reported to the Florida Abuse Hotline and accepted for investigation. A public health
approach is applied as Local CADR Committees review the facts and circumstances
surrounding child fatality cases with a reported suspicion of abuse or neglect. The State CADR
Committee collects and analyzes data from the local reviews and prepares an annual statistical
report.

Statutory Authority
Section 383.402, F.S. (Appendix A)

Program Purpose
The purpose of the CADR process is to:

e Develop a community-based approach to address child abuse deaths and
contributing factors.

e Achieve a greater understanding of the causes and contributing factors of deaths
resulting from child abuse or neglect.

o |dentify gaps, deficiencies, or problems in service delivery to children and families by
public and private agencies that may be related to child abuse deaths.

e Develop data-driven recommendations for reducing child abuse and neglect deaths.

¢ Implement such recommendations, to the extent possible.

State Child Abuse Death Review Committee

The State CADR Committee is charged with oversight of the local committees. Through analysis
and discussion of statewide data, the State CADR Committee studies the adequacies of laws,
rules, training, and services to determine what changes are needed to decrease the incidence
of child abuse deaths, develop strategies and recruit partners to implement these changes at
both the state and local levels. Guidelines for the State Committee are referenced in Appendix
B.

The State CADR Committee consists of seven agency-specific representatives and twelve
appointments from various disciplines related to the health and welfare of children and families.
Members of the State CADR Committee (Appendix C) are appointed to staggered two-year
terms. All members are eligible for reappointment, not to exceed three consecutive terms. The
State CADR Committee elects a chairperson from among its members to serve a two-year term.
A representative of FDOH, appointed by the State Surgeon General, serves as the committee
coordinator. Additionally, the State CADR Committee includes representatives from the
following departments, agencies, or organizations:

Department of Legal Affairs

Department of Children and Families (DCF)
Department of Law Enforcement

Department of Education

Florida Prosecuting Attorneys Association, Inc.
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¢ Florida Medical Examiners Commission, whose representative must be a forensic
pathologist

The State Surgeon General is also responsible for appointing the following members based on
recommendations from FDOH and the agencies listed above. These appointees ensure that the
committee represents, to the greatest extent possible, the regional, gender, and racial/ethnic
diversity of the state. These appointees include:

The FDOH Statewide Child Protection Team Medical Director.

A public health nurse.

A mental health professional who treats children or adolescents.

An employee of DCF who supervises family services counselors and who has at

least five years of experience in child protective investigations.

A medical director of a Child Protection Team.

o A member of a child advocacy organization.

e A social worker who has experience working with victims and perpetrators of child
abuse.

e A person trained as a paraprofessional in patient resources who is employed in a
child abuse prevention program.

¢ Alaw enforcement officer who has at least five years of experience in children’s
issues.
A representative from a Florida Domestic Violence organization.

o Arepresentative from a private provider of programs on preventing child abuse and
neglect.

e A substance abuse treatment professional.

Local Child Abuse Death Review Committees

Local CADR Committees review all closed cases of alleged child abuse and neglect deaths
reported to the Florida Abuse Hotline and present information relevant to these deaths to the
State CADR Committee through the completion of a web-based case reporting form. Local
CADR Committees, aligned with Florida’s Judicial Circuits comprise individuals from agencies
within the community who share an interest in promoting, protecting, and improving the health
and welfare of children. Local CADR Committee membership can be found in Appendix C.

FDOH County Health Officers designated to serve Local CADR Committees (CADR Health
Officers) appoint, convene, and support the committees. At a minimum, representatives from
the following organizations are appointed by CADR Health Officers:

The state attorney’s office

The medical examiner’s office

The local DCF Child Protective Investigations Unit
FDOH Child Protection Team

The community-based care lead agency

State, county, or local law enforcement agencies
The school districts

A mental health treatment provider

A certified domestic violence center

A substance abuse treatment provider

Any other members who are listed in guidelines developed by the State CADR
Committee




Map of Circuit-Based Committees

As a result of the close collaboration between FDOH and DCF within the CADR System, Local
CADR Committees are in alignment with Florida’s Judicial Circuits as well as the six DCF
regions statewide (image below). Due to operational logistics, the Local CADR Committees
located in Circuits 1, 12, and 18 each operate as two committees and the Local CADR
Committees in Circuits 11 and 16 (Miami-Dade and Monroe counties) operate as a single
committee; resulting in a total of 22 Local CADR Committees. The revised committees include:
Escambia and Santa Rosa counties operating as Circuit 1A and Okaloosa and Walton counties
operating as Circuit 1B; Manatee County operating as Circuit 12A and Sarasota and DeSoto
operating as Circuit 12B; Brevard County operating as Circuit 18A and Seminole County
operating as 18B.

Northwest




SECTION TwO: METHOD
_______________________________________________________________________________________________________|

CADR Process Flowchart

The CADR Process includes many steps from a child fatality incident through the
implementation of state and community- level prevention initiatives. Local CADR Committees
are encouraged to take a community-wide approach to address causes and contributing factors
of deaths resulting from child maltreatment, and to implement identified strategies, to the extent
possible. Local CADR Committees are further encouraged to look beyond the child welfare
system when identifying and implementing prevention strategies. The flowchart below outlines
the multiagency CADR process and demonstrates a framework which represents CADR
Committee members’ collective understanding of the need to build upon lessons learned and
further support efforts to ensure decision-making is based on applicable data.
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Local CADR Committee Best Practices

Local CADR Committee guidelines recommend best practices for conducting effective child
fatality reviews and highlight the duties and responsibilities of Local CADR Committees. The
State CADR Committee identifies core data elements to be collected for each case and
provides detailed guidance on the content of case narratives. Once the Local CADR
Committee’s review is complete, data are entered into the National Center for Fatality Review
and Prevention Case Reporting System (CFR-CRS). For information detailing Local CADR
Committee operating procedures, please see the Guidelines for Local CADR Committees
referenced in Appendix D.




SECTION THREE: DATA
_______________________________________________________________________________________________________|

Case Review Statistics

This report includes information on closed child fatality cases with suspected maltreatment which
have been reviewed and entered into the National Center for Fatality Review and Prevention
Case Reporting System (CFR-CRS, Appendix E) by September 1, 2021. Cases that remain
open to DCF for investigation are not available for review and are not included in the data sample.

Under certain circumstances, case closure may be delayed due to pending investigations and
criminal justice proceedings. To address case review backlog due to delays, Local CADR
Committees dedicate the first quarter of each year to reviewing previous years’ caseloads to
contribute to overall trend analysis reporting. During the 2021 case review period, delays were
extended due to the COVID-19 pandemic. Judicial circuits continue to experience a significant
backlog of cases due to the temporary reduction in court proceedings, resulting in fewer cases
available for CADR review.

Child maltreatment findings are based on the following criteria:

e VERIFIED - This finding is used when a preponderance of the credible evidence results
in a determination that the specific harm or threat of harm was the result of abuse,
abandonment, or neglect.

e NOT SUBSTANTIATED - This finding is used when there is credible evidence, which
does not meet the standard of being a preponderance, to support that the specific harm
was the result of abuse, abandonment, or neglect.

o NO INDICATORS - This finding is used when there is no credible evidence to support the
allegations of abuse, abandonment, or neglect.

References are often made to Unknown and Missing data in certain graphs, charts, and tables
throughout this section of the report. For the purpose of this section, Unknown is used when
knowledge of the data element in question is not known despite efforts to obtain information by
the Local CADR Committee. Missing is used in reference to data elements that were left blank
when entering child fatality case data into the CFR-CRS.




Table 1 details the distribution of 2020 child fatality cases reviewed (stratified by maltreatment
verification status), cases awaiting review and cases that were not available for review as of
September 1, 2021. Figure 1 demonstrates the distribution of child fatality cases assigned to
each Local CADR Committee. Figure 2 provides an aggregate summary of the case file status
for all child fatalities (445) reported to the Florida Abuse Hotline in 2020.

Table 1: Child Fatality Cases Reviewed and Case Review Status Across Local CADR Committees

Total Cases Casi;“‘;;\?;;'lable Cases Cases Verified SubstNa\%ttiate d No Indicators
(Child dgaths (Open Available Review Completed and | Maltreatment T T ——— Maltreatment
calle(_i into Investigation/Case in for Completed | Available for Ca}ses Cases Cases
hotline) Processing) Review Annual Report | Reviewed Reviewed Reviewed
Circuit #1a 16 0 16 11 11 1 2 8
Circuit #1b 1 7 5 5 3 (6] 2
Circuit #2 1 5 5 [¢] 6] 5
Circuit #3 6 0 6] [¢] (6] (6]
Circuit #4 42 26 16 8 8 1 (6] 7
Circuit #5 42 2 40 40 38 8 9 21
Circuit #6 29 13 16 16 16 2 4 10
Circuit #7 15 8 7 2 2 [¢] 2 6]
Circuit #8 10 7 3 0 (6] [¢] (6] 6]
Circuit #9 38 1 37 37 37 8 5 24
Circuit #10 29 4 25 22 21 7 5 9
Circuit #11 29 7 22 10 9 1 7 1
Circuit #12a 9 (0] 9 9 9 1 3 5
Circuit #12b 4 1 3 [0] 6] o] 6] 6]
Circuit #13 37 16 21 19 18 2 2 14
Circuit #14 9 5 4 3 3 1 6] 2
Circuit #15 24 19 5 4 4 1 1 2
Circuit #16 0 0 0 0 2 2 3
Circuit #17 27 15 12 8 5 3 5
Circuit #18a 20 6 14 13 13 o] 6] (6]
Circuit #18b 7 1 0 [¢] 1 6]
Circuit #19 6 4 1 6 1 8
Circuit #20 29 8 21 15 15 o] 6] o]
Totals 445 151 294 228 222 49 a7 126
Figure 1: 2020 Child Death Cases Reported to the Hotline (N=445)
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Figure 2: Case File Status of 2020 Child Deaths Reported to the Florida Abuse Hotline

v

*Per Table 1, child fatality reviews were completed for 228 cases. Of the 228 cases
reviewed, data entry was completed for 222 by the September 1, 2021 deadline,
resulting in six reviewed cases being unavailable for this report.
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2020 Case Status Summary

As of September 1, 2021, 445 child fatalities were called into the Florida Abuse Hotline for 2020.
Of these child death incidents:

e 295 were closed by DCF.

e Of these, 294 had information which was available for review and 222 reviews
were completed. The remaining 72 cases are scheduled for review after
September 1, 2021. Data included in this report apply only to the 222
reviewed cases. Findings may change once all child fatalities are reviewed.

o 150 were still open for investigation or recently closed, therefore case information was
unavailable.

e Consideration will be given toward supplemental analyses of the remaining
2020 fatalities (151) upon case closure and review.

e There were ten Local CADR Committees with 25 or more child fatality cases called into
the hotline in 2020. These include: Circuit 4 (42), Circuit 5 (42), Circuit 6 (29), Circuit 9
(38), Circuit 10 (29), Circuit 11 (29), Circuit 13 (37), Circuit 15 (25), Circuit 17 (27),
Circuit 20 (29).

e Of the 49 verified maltreatment deaths reviewed, 29 (59%) were the result of neglect,
and 20 (41%) were the result of abuse (Figure 3).

Figure 3: Distribution of Reviewed Verified Maltreatment Deaths by Abuse
and Neglect (n=49)

Abuse: 41%

Neglect: 59%
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Child Death Trends

In 2020, the all-cause death rate for children aged 0-17 was 49.2 deaths per 100,000 child
population (Florida CHARTS, 2021). The reported 2020 verified child maltreatment death rate in
Table 2 is 1.45 per 100,000 child population. This rate is provisional, as there are several cases
still open to investigation and unavailable for review. Child fatality cases with a higher propensity
to be verified for abuse or neglect are likely to involve the criminal justice system as a result of
the child’s death and can require extended time for investigation. Table 2 shows the numbers
and rates of all-causes of child death and verified child maltreatment deaths.

Table 2: Child Deaths: All Causes and Maltreatments, Florida, 2011-2020

. : Child
Resident 5::;2?;?;5 Verified Child | Maltreatment Casgs Piii?sg
Child Deaths 100.000 Maltreatment | Death Rate | Pending (Local
All Causes - Deaths per 100,000 (DCF) :
Population . Review)
Population
2011 2,191 54.2 136 3.37 - -
2012 2,046 50.9 129 3.21 - -
2013 2,105 52.5 137 3.41 - -
2014 2,131 52.9 152 3.77 - -
2015 2,249 55.4 123 3.03 - -
2016 2,217 54.1 110* 2.69 1 7
2017 2,236 54.1 113* 2.73 4 7
2018 2,128 50.7 116* 2.77 17 23
2019 2,107 49.7 80* 1.89 61 87
2020 2,107** 49.2** 62* 1.45 152 218
*The numbers of verified child maltreatment cases for 2016, 2017, 2018, 2019, and 2020 are
provisional, as some cases remain open and have not yet transferred to Local CADR Committees
or have not yet been reviewed by Local CADR Committees. Past year figures may have changed as
cases were closed following the submission of past CADR reports.
**2020 Vital Statistics death data are provisional and subject to change.

Official Manner of Death

Each child fatality review includes information regarding the official manner and primary cause of
death, and if the death is a result of child abuse or neglect. Some deaths classified as accidental
by the medical examiner (ME) have the potential, upon investigation, to be determined the result
of abuse or neglect.

Figure 4 demonstrates the official manner of death as indicated on the death certificate for all
child fatalities reviewed for this report. Of the 49 child fatalities verified to be the result of abuse
and/or neglect, 22 (45.0%) were classified as accidents and 20 (41.0%) were classified as
homicides. Among the 47 not-substantiated child deaths, the largest number of deaths (33 or
70.0%) were classified as accidents followed by undetermined causes (11 or 23.4%). Among the
126 no indicators child deaths, the official manner of death was most frequently classified as an
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accident (51 or 40.5%), followed by undetermined (40 or 31.7%), and natural causes (31 or
24.6%). In determining manner of death, MEs are limited to a certain range of choices that do
not include “neglect.” Subsequently, cases verified for neglect are often classified as accidental
by the ME.

Figure 4: Manner of Death by Maltreatment Verification Status (n=222)
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Figure 5 demonstrates the distribution of primary cause of death in all child fatality cases
reviewed, stratified by child maltreatment verification status. Among the 49 verified maltreatment
fatalities, 45 (91.8%) were the result of an external injury, 4 (8.2%) were due to a medical cause
and 0 had an undetermined or unknown cause of death. Among the 47 not substantiated
maltreatment fatalities, 35 (74.5%) were the result of an external injury, 2 (4.3%) were
determined to have a medical cause, and 8 (17.0%) had undetermined, 2 (4.2%) were
determined to have an unknown cause of death. Among the 126 no indicators deaths, 63
(50.0%) were the result of an external injury, 31 (24.6%) were determined to have a medical
cause, 27 (21.4%) were undetermined, and 5 (4.0%) had unknown cause of death.
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Figure 5: Primary Cause of Death Category by
Maltreament Verification Status (N=222)
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Figure 6 shows the distribution all cause of death categories stratified by maltreatment verification
status. The reviewed cases have been categorized by three distinct causes: sleep-related
(35.1%), drowning (22.5%), and inflicted trauma (6.8%). These comprise the leading cause of
death categories which will be examined in detail throughout this report.

Figure 6: All Cause of Death Categories by Maltreatment Verification Status (n=222)
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The distribution of leading cause of death by manner of death is displayed in Figure 6.1.
Among drowning cases, the majority (86%) were accidental; 5 drowning cases were verified
homicide deaths, and the remaining 2 were undetermined. The manner of death was
undetermined in half (50%) of sleep-related cases; accidental and natural manner of death
accounted for, respectively, 45% and 5% of the other half of sleep-related cases. Homicidal
manner accounted for the majority (80%) of inflicted trauma cases; in 2 inflicted trauma cases
the manner of death was suicide. The remaining “other” cause of death category comprises
deaths caused by other external injuries (not sleep-related, drowning or inflicted trauma),
medical conditions, and undetermined and unknown causes. In the majority of cases included
in this category, manner of death was natural (41%) or accidental (35%).

Figure 6.1: Manner of Death by Leading Cause of Death Category (n=222)
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Table 3 displays specific primary causes of death resulting from an external injury.

Table 3: External Injury Cause of Death by Child Maltreatment Verification

Status
Child Maltreatment Status
n=143
External Injury Cause of Death Verified Not. No Indicators
Substantiated
n=45 n=35 n=63
Motor Vehicle 5 3 4
Fire 1 0 2
Drowning 18 15 17
Unintentional Asphyxia 1 15 31
Assault 13 1 1
Poisoning, Overdose, Intoxication 1 1 1
Undetermined Injury 0 0 1
Other Cause 6 0 5
Unknown 0 0 1

Table 4 displays specific primary causes of death resulting from a medical condition.

Table 4: Medical Cause of Death by Child Maltreatment Verification Status

Child Maltreatment Death

Specific Medical Cause of T

Death Not

Verified Substantiated | No Indicators
n=4 n=2 n=31

Asthma 0 0 2
Cardiovascular 0 0 2
Congenital Anomaly 0 1 2
Neurological/Seizure 1 0 1
Pneumonia 0 0 5
Prematurity 2 0 2
SIDS 0 0 5
Other Infection 1 1 5
Other Medical Condition 0 0 6
COVID-19 0 0 1
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Location of Child Deaths

In this report, the word county refers to where the incident took place, not necessarily the county
where the death occurred or the county of a child’s residence. Use of the incident county
provides more meaningful data regarding the death event. Additional information on the location
of child death is available in Appendix F. Of the top three primary causes of death regardless of
verification status:

o 36 of 78 (46.2%) of all sleep-related deaths occurred in five counties: Orange,
Hillsborough, Polk, Duval, and Manatee. Orange County alone accounted for 11 of 78
(14.1%) of all sleep-related deaths.

e 19 of 50 (38.0%) of all drownings occurred in five counties: Orange, Hillsborough,
Marion, Brevard, and Broward.

o 15 deaths due to inflicted trauma occurred across seven counties, with nearly half of these
deaths (46.7%) occurring in Polk (n=4) and Orange (n=3).

Sleep-Related Death Incident Information

Incidents related to sleeping or the sleep environment remain the primary cause of child deaths
reviewed by Local CADR Committees. Sleep-related deaths account for 78 of 222 (35.1%) of all
2020 CADR cases available for review, with 2 verified maltreatment deaths, 20 not
substantiated, and 56 deaths determined to have no indicators of abuse or neglect (Table 5).
The cause of a sleep-related death may not be able to be determined after investigation,
therefore, may be classified as a death from an unknown or undetermined cause.

Death scene investigations involving sleep-related incidents provide information regarding
location and position in which the child was placed and found. These narratives can be used in
conjunction with ME findings to provide a more encompassing view of the incident.

Table 5: Death Related to Sleeping or Sleep-related Environment

Child Maltreatment Status
Cause of Sleep-Related n=78
Death Verified (n=2) Not S?::;%r;tiated No Indicators (n=56)
Asphyxia 1 14 26
Medical 0 0 7
Other 1 0 2
Undetermined 0 5 17
Unknown 0 1 4

17



When available, Local CADR Committees collect information on risks and protective factors
pertaining to sleep-related deaths. Figures 7 through 9 and Table 6 provide overviews of critical
factors regarding sleep placement, environments, and age among reviewed cases.

Figure 7 provides information related to sleep placement position among cases that were
classified as sleep-related: a child’s usual sleep placement position, the sleep position in which a
child was placed prior to death, and the sleep position in which a child was found non-
responsive or deceased. Please note that findings are only presented on cases where data
were reported. Sleep position/sleep placement options are: On Back, On Stomach, On Side,
and Unknown.

Figure 7: Sleep Position Among Sleep Related
Deaths (n=78)
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e On Back was the usual reported placement position for 44 of 78 (56.4%) of children
who died from sleep-related incidents.

¢ On Stomach was the most frequently reported sleep position when the child was found
non-responsive or deceased, accounting for 33 of 78 (42.3%) child deaths where sleep
position at time of death was known.
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Figure 8 show the distribution of incident sleep place among sleep-related deaths. The majority
(57.7%) of all sleep-related deaths took place in an adult bed.

Figure 8: Incident Sleep Place in Sleep-Related Deaths (n=78)
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Figure 9 provides the age breakdown of the child during a sleep-related death incident. In 2020,
of the 78 sleep-related death incidents, 47 (60.3%) involved children 3 months of age and
younger, while 17 (21.8%) occurred at one month of age or less.

Figure 9: Age Distribution of Sleep-Related Deaths (n=78)
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Information analyzed as part of the 2020 child fatality review indicate the following:

12 caregivers/supervisors fell asleep while feeding
o 2o0f 12 (16.7%) were bottle feeding
o 9 o0f 12 (75.0%) were breastfeeding

Death scene investigations for sleep-related incidents at the place of the incident were
completed for 63 of 78 (80.8%) reported cases. Of the 78 cases, 24 (30.8%) death scene doll
reenactments were conducted; information from 16 (55.2%) were shared with Local CADR
Committees.

Sleep-related Data Summary

57.7% of all sleep-related deaths took place in an adult bed.

Children between 0 and 3 months of age made up 60.3% of all 2020 sleep-related fatalities.
59.8% of all sleep-related deaths involved male children.

56.4% of children were placed on their back prior to the sleep event and 42.3% were found
non-responsive on their stomach.

Drowning Death Incident Information

For drowning related child death cases, Local CADR Committees collect detailed information
on the circumstances and environmental factors associated with each death, including the
location of the incident and whether a barrier was in place. Figure 10 displays the location of
drowning deaths with a pool, hot tub, or spa represented in 36 of 50 (72.0%) of total drowning
incidents. The majority (86%) of drowning incidents were classified as accidental manner,
regardless of the drowning location; three of five homicide drownings occurred in open bodies of
water, one occurred in a bathtub and one in another location.

Figure 10: Drowning Location by Manner of Death (n=50)
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Table 7 and Figure 11 detail, respectively, barriers and other protection layers that were in place
at the time of drowning incidents and those which were breached. Barriers are physical
structures, such as a door or a fence, that are intended to limit access to potentially hazardous
bodies of water. Note that the presence of a barrier does not indicate effectiveness of the
barrier.

Table 7: Barriers in Place Among Drowning Fatalities

(Duplicate Counts if Multiple Barriers)

Child Maltreatment Status
n=50
Barriers in Place Not
Verified Substantiated | No Indicators
n=18 n=15 n=17

None 10 0 6
Fence 0 3 2
Gate 1 6 6
Door 3 11 7
Alarm 1 1 3
Cover 0 1 0
Unknown 0 1 0

In approximately half (52.0%) of drowning deaths, there was at least one physical barrier in place
at the time of the incident. In 16 of 50 drowning cases, there were no layers of protection
indicated to prevent access to water. The most common physical barriers in place among
drownings were doors (42.0%) and gates (26.0%) (Table 7).
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Figure 11: Protection Layers Breached in Drowning Deaths (n=50)*
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*As more than one barrier could be indicated for individual cases, the number of barriers breached exceeds
the number of total drowning cases.

In over half (55.6%) of verified maltreatment drowning deaths, no layers of protection were
breached; of note, 5 of these verified maltreatment-related drownings were homicides. Overall,
the most prevalent barriers breached in drowning cases were doors (32.1%) and gates (21.4%)
(Figure 11). For additional detail, reference tables F-3, F-4 and Figure F-1 in Appendix F.

Of 18 verified maltreatment drowning deaths:
o 12 (66.7%) occurred at the age of 3 or under (Figure 12).
e 9 (50.0%) of the children did not know how to swim.
e 8 (44.4%) occurred in pools, hot tubs, or spas.
e 10 (55.6%) had no barriers to bodies of water.

Of 32 not substantiated or no indicators drowning deaths:
e 26 (81.3%) children were not able to swim.
e 28 (87.5%) occurred in pools, hot tubs, or spas.
e 6 (18.8%) had no barriers to bodies of water.
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Figure 12: Verified Maltreatment Drowning Deaths by Age (n=18)
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Drowning Data Summary

Drowning deaths occurring in a Pool/Hot tub/Spa account for 72.0% of all 2020 drowning
related fatalities.

Children 3 years of age and younger make up 72.0% of all 2020 drowning related
fatalities.

68.0% of all 2020 drowning related fatalities involved male children.

50.0% of children were located within the home prior to the drowning incident with
48.0% described as playing before the drowning event took place.

Of all protection layers that were present in reviewed drowning cases, 33.9% were
identified as being a door.

Doors and gates accounted for over half (53.6%) of all protection layers that were
breached prior to drowning incidents.
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Inflicted Trauma Death Incident Information

The intentional bodily infliction of harm is captured in this category and remains a leading cause
of preventable child death. Information is assessed regarding weapon-related deaths, including
the type of weapon used and the person handling the weapon. The weapons category includes
firearms, body parts such as fists, hands or feet and any other items that can be used as
weapons. At the time data were analyzed for this report, several cases were not yet available for
review (61 cases were still open to investigation). Many of these cases remain open due to
pending law enforcement investigation or judicial action and may be classified as weapon-
related deaths. It is expected figures presented on weapons will increase when all 2020 deaths
are reviewed. Figure 13 displays the types of weapons used in inflicted trauma cases by
maltreatment verification status.

Among the verified maltreatment inflicted trauma deaths (13):

e 7 (53.9%) weapons used were firearms:
o 4 of 7 firearms (57.1%) were handguns.
o 3of4(75.0%) firearm owners were male.
e 4 (30.8%) weapons were body parts.

Among the not substantiated and no indicators of maltreatment deaths combined (2):

e 2 (100.0%) weapons used were firearms.
For additional information regarding inflicted trauma-related deaths, see Appendix F.
Figure 13: Type of Weapon

by Maltreatment Verification Status
Among Inflicted Trauma Deaths (N=15)
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Table 9 shows the specific types of firearms used in deaths resulting from firearms.

Table 9: Type of Firearm by Maltreatment Verification Status

Child Maltreatment Death
n=9
Type of Firearm Not
Verified Substantiated | No Indicators
n=7 n=1 n=1
Handgun 4 1 1
Other 1 0 0
Unknown 1 0 0
Missing 1 0 0

In 2020, there were 20 verified homicide deaths; in 12 of these cases, the cause of death was
inflicted trauma, or assault. In 5 of 20 (25.0%) verified maltreatment homicide cases, the cause
of death was drowning and in the remaining 3 cases, the external cause of death is reported as
another type of injury.

Table 10: Homicide Breakdown

Homicide (Verfied Maltreatment n=20)

Inflicted Trauma 12
Drowning 5
Other Injury Cause 3

Inflicted Trauma Data Summary

60.0% of verified maltreatment homicides were the result of inflicted trauma.
53.9% of weapons utilized in cases of inflicted trauma death were firearms.
57.1% of firearms used in cases of inflicted trauma death were handguns.
30.8% of weapons utilized in cases of inflicted trauma death were body parts.




Child Characteristics

The following section highlights analyses associated with select child characteristics.
Age of Child

Regardless of verification status, children under age five had the highest risk for all forms of
death with 186 of 222 (83.8%) of reported cases. As shown in Figure 14:
¢ Among drowning deaths 36 of 50 (72%) were children three years of age and younger.
o Among sleep-related deaths 77 of 78 (98.7%) were children less than one-year-old and
most of the incidents, 47 of 78 (60.3%), were 3 months and younger.
e 31 of 79 (39.2%) child deaths attributed to “other” causes were under the age of one.

Figure 14: Age of Children by Primary Cause of Death (n=222)
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Race of Child and Hispanic or Latino Origin

Child death case reviews result in the collection of data on race and ethnicity as related to child
fatalities. As seen in Figure 15, 84 of 222 (37.8%) children were identified as black and 127
(57.2%) were identified as white.

Figure 15: Race of Children by Leading Cause of Death (n=222)
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Figure 16 displays the breakdown of ethnicity across cases. Of all verified maltreatment
fatalities, children identified as Hispanic or Latino represented:

e 28.0% of drowning deaths.

e 12.8% of asphyxia deaths.

o 53.3% of weapon deaths.

e 17.7% of other deaths.
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Figure 16: Ethnicity of Children
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Figure 17 shows the distribution of sex across cases by leading cause of death category. Males were
disproportionately represented among child fatalities across all causes of death.
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Figure 17: Sex of Children by Leading Cause of Death (n=222)
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Child’s History as Victim of Child Maltreatment

Child maltreatment history as a victim was known for 175 of 222 cases (78.8%), and unknown or
missing for 40 (21.2%) cases. Among the 175 cases for which this history was reported, 37
(16.7%) children had a known history of maltreatment as a victim. Of cases where the child had
a known history of maltreatment as a victim:

e 11 (29.7%) were verified.
7 (18.9%) were not substantiated.
e 19 (51.4%) were no indicators.

The distribution of known past maltreatment incidents across maltreatment verification status
and primary cause of death is shown in Appendix F.

Child Characteristics Data Summary

o 52.4% of all child fatality incidents received by CADR were < 1 year old.
e 58.1% of all child fatality incidents received by CADR were classified as male.
e 40.9% of all child fatality incidents received by CADR were identified as black.

Caregiver and Supervisor Characteristics

During case reviews, information is collected on the child’s caregivers and the supervisor of the
child at the time of the incident leading to the child’s death. Caregivers are identified as the
child’s “primary caregivers” regardless of their involvement in the child’s death. Opportunities
are provided for the Local CADR Committees to collect information on up to two primary
caregivers. The supervisor of the child is the person primarily responsible for monitoring the
child at the time of the death incident. This person may or may not be one of the primary
caregivers.

Substance Abuse History of Caregivers and Supervisors

Local CADR Committees assessed caregiver and supervisor substance abuse history. History
of substance abuse does not necessarily indicate that the individual was using substances
during the death incident.

For verified child maltreatment cases:
* 53.9% of caregivers were known to have a substance abuse history.
* 56.3% of supervisors were known to have a substance abuse history.

Appendix F includes detailed information related to substance abuse history of all caregivers
and supervisors.
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Information is collected regarding whether the supervisor of the child at the time of the death
incident was impaired. Supervisors were found to be impaired in 48 of 222 (21.6%) cases, hot
impaired in 114 of 222 (51.4%) and unknown or missing for 60 of 222 (27.0%) cases. Among
cases where the supervisor was impaired, 15 were verified, 12 were not substantiated, and 21
had no indicators. Figure 18 provides a breakdown of the distribution of types of supervisor
impairment across all investigated deaths; more than one type of impairment can be present for
a single supervisor.

Type of Impairment Among Supervisors Who Were Impaired at
Time of Incident (n=48)*

Drugs/Alcohol 65%

Figure 18: Supervisor Impairment at Time of Incident (n=222)
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Mental Health History of Caregivers and Supervisors

Collection of data regarding mental health history can be challenging for several reasons. There
are likely differences in how this data element may be interpreted and collected by each
committee (i.e., requiring a formal diagnosis versus collateral information). In addition,
individuals with a past diagnosis of mental illness may be reluctant to share this information.
Thus, mental health history can be under-reported, leading to case sample sizes that are too
small to reach valid conclusions. For example, among all caregivers identified across all child
fatality cases reviewed, information on disability or chronic iliness (including mental health
/substance use) is unknown for 38 caregivers. However, there were an additional 65 caregivers
for which data were missing. These figures highlight the need for better collection of information
regarding mental health history of family members associated with a child fatality case.

Disability or Chronic lliness Occurrence of Caregivers and Supervisors

The National Fatality Review Case Reporting System collects information on the occurrence
of disability or chronic illness among caregivers and supervisors. The presence of such a
disability or illness does not mean that the condition was related to the death incident. For
more information on disability or chronic illness data element, see Appendix F.

Additional Characteristics of Caregivers and Supervisors

Appendix F includes detailed information on the following:
+ Employment of caregivers
» Education level of caregivers
» Language spoken by caregivers and supervisors
» Caregiver receipt of social services

History as Victim of Child Maltreatment among Caregivers and Supervisors

Local CADR Committees collect information regarding caregiver and supervisor history as a
victim of child maltreatment. Local CADR Committees reported this maltreatment history for 359
caregivers identified (up to two caregivers could be identified per case) for the 222 cases
reviewed of which historical information was available.

When history as a victim of child maltreatment is examined for all caregivers associated with
maltreatment deaths:
o 14 0of 78 (17.9%) caregivers of verified maltreatment cases had a history as a victim of
child maltreatment.
o 25 0f 80 (31.3%) caregivers of not substantiated maltreatment had a history as a victim
of child maltreatment.
o 45 of 201 (22.4%) caregivers of no indicators maltreatment deaths had a history as a
victim of child maltreatment.
When history as a victim of child maltreatment is examined for supervisors associated with
maltreatment deaths:
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e 6 0f 49 (12.2%) supervisors of verified maltreatment had a history as a victim of child
maltreatment.

e 15 0f 47 (31.9%) supervisors of not substantiated maltreatment had a history as a victim
of child maltreatment.

e 26 of 126 (20.6%) supervisors of no indicators maltreatment deaths had a history as a
victim of child maltreatment.

History as Perpetrator of Child Maltreatment among Caregivers and Supervisors

Local CADR Committees identified caregivers and supervisors who have a prior history as a
perpetrator of child maltreatment. When history as a perpetrator of child maltreatment is
examined for all caregivers associated with maltreatment deaths:
o 23 of 81 (28.4%) caregivers of verified maltreatment had a history as a perpetrator of
child maltreatment.
e 24 of 80 (30.0%) caregivers of not substantiated maltreatment had a history as a
perpetrator of child maltreatment.
e 54 of 210 (25.7%) caregivers of no indicators maltreatment deaths had a history as a
perpetrator of child maltreatment.

When history as a perpetrator of child maltreatment is examined for supervisors associated with
maltreatment deaths:
e 13 of 49 (26.5%) supervisors of verified maltreatment had a history as a perpetrator of
child maltreatment.
e 12 of 47 (25.5%) supervisors of not substantiated maltreatment had a history as a
perpetrator of child maltreatment.
e 28 of 126 (22.2%) supervisors of no indicators maltreatment deaths had a history as a
perpetrator of child maltreatment.

History of Intimate Partner Violence (as Victim and Perpetrator) among Caregivers and
Supervisors

When available, Local CADR Committees collected information about caregivers’ history with
intimate partner violence (IPV) as a victim (survivor)! and/or perpetrator. It is unclear whether
the caregivers were victims or perpetrators near the time of the child’s death or if caregiver
history was determined by historical information gathered by local teams during case reviews. In
total, in 1 of 49 (2.0%) cases of verified maltreatment death, at least one caregiver was known
to be a victim and 9 of 49 (18.4%) were known to be perpetrators of intimate partner violence
(Figure 18). With respect to caregivers in not substantiated maltreatment deaths, in 5 of 47
(4.3%) cases, at least one caregiver was a past victim and 5 of 47 (10.6%) were past
perpetrators of intimate partner violence (Figure 18). Finally, with respect to caregivers in no

1 victim used in this context, holds legal meaning necessary within the criminal justice system. Survivor can be used as a term of
empowerment to convey that a person has started the healing process and may have gained a sense of peace in their life. More
information regarding the use of victim versus survivor can be found at: Victim or Survivor: Terminology from Investigation Through
Prosecution (sakitta.org)
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indicator deaths, in 3 of 126 (2.4%) cases, there was at least one caregiver with a history as a
past victim of intimate partner violence and in 12 of 126 (9.5%) cases, a caregiver was a past
perpetrator of intimate partner violence (Figure 19).

Figure 19: History of Intimate Partner Violence Among Caregivers by Maltreatment
Verification Status (N=222)
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When available, Local CADR Committees collected information about supervisors’ history with
intimate partner violence (IPV) as a victim and/or perpetrator. It is unclear whether the
supervisors were victims or perpetrators near the time of the child’s death or if supervisor history
was determined by historical information gathered by local teams during case reviews. In total, 8
of 49 (16.3%) supervisors were known to be victims and 10 of 49 (20.4%) were known to be
perpetrators of intimate partner violence among those affiliated with verified maltreatment
deaths. With respect to supervisors in not substantiated maltreatment deaths, 7 of 47 (14.9%)
were past victims and 4 of 47 (8.5%) were past perpetrators of intimate partner violence. Finally,
with respect to supervisors in no indicator deaths,12 of 126 (9.5%) were past victims of intimate
partner violence and 11 of 126 (8.7%) were past perpetrators of intimate partner violence.
Appendix F provides more detailed information regarding the history of IPV (as victim and
perpetrator) among caregivers and supervisors.

Past Criminal History of Caregivers and Supervisors

Among caregivers associated with verified maltreatment deaths, 28 of 85 (32.9%) committed a
criminal offense in the past with the most common offenses identified as: drugs representing 16
of 28 (57.1%) and “other criminal act” representing 14 of 28 (50.0%).
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Among supervisors associated with verified maltreatment deaths, 13 of 49 (26.5%) committed a
criminal offense in the past with the most common offenses identified as: assault, representing
11 of 13 (84.6%), drugs, representing 6 of 13 (46.2%) and other, representing 6 of 13 (46.2%).

Caregiver and Supervisor Data Summary

e Relating to verified maltreatment, 37.2% of caregivers and 34.7% of supervisors
reported having a substance abuse history.

o Relating to verified maltreatment, 32.9% of caregivers and 26.5% of supervisors
reported having a criminal past.

e 21.6% of supervisors were impaired at the time of the death incident; in 65% of these
cases, the impairment was caused by drugs or alcohol.
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SECTION FouR: 2021 CADR SummIT
|

The CADR Annual Summit brings together Local and State CADR stakeholders to provide
informative and engaging learning opportunities and enhance CADR Committee efforts in
eliminating preventable child death. The 2021 CADR Summit occurred over the course of two
half-days, July 15-16, 2021, using the virtual platform GoToWebinar. State and Local CADR
stakeholders completed an interest survey to identify topics that would best serve the needs and
interests of their communities. The survey results indicated a strong interest in demonstrating
methods for using CADR data to develop effective prevention initiatives, prompting the theme:
Data-to-Action.

Facilitating the 2021 CADR Annual Summit posed new challenges as the event was moved to a
virtual platform for the first time. While there were limitations, the participation and contributions
of outstanding presenters and panelists allowed the 2021 CADR Annual Summit to reach
intended goals, providing a valuable experience for all attendees.

The presentation provided by Abby Collier and Susanna Joy of the National Center for Fatality
Review and Prevention, Shifting From Recommendations to Findings: Using Brain Science,
guided attendees in the examination of current protocols, exploration of opportunities to
enhance case review practices and provided critical resources for moving the work of CADR
Committees from data collection and analysis to effective prevention activities in communities
across the state. The introduction and training on the Socio-Economic Model Matrix provided
CADR members a structured tool to rely upon to incorporate further consideration of social
determinants of health and continue to build health equity into the case review process and
development of community prevention.

Recent Increases in Suicide Among Children and Adolescents in Florida, presented by Megan
Macdonald of the Florida Department of Health, provided a meaningful response to the interest
of many Local and State CADR members who are actively seeking to learn more about how
suicide is impacting Florida’s youth and to assess ways that the CADR process can contribute
to the development of effective prevention initiatives.

Amanda Regis of the Florida Department of Children and Families provided the presentation,
Suicide Prevention, which offered a comprehensive overview of suicide risk factors and
prevention opportunities and provided invaluable resources with the 2021 CADR Summit
attendees.

The presentations regarding suicide prevention support the State CADR Committee’s interest in
addressing high-level recommendations, such as exploring collaborative partnerships with
entities who may be currently examining child and adolescent suicide to better inform targeted
prevention initiatives.

State CADR Committee member and President and CEO of Directions for Living, April Lott,
provided the presentation, Impact of Trauma on Family Functioning and Child Wellbeing. This
presentation provided an opportunity for summit attendees to glean from the expertise of Ms.
Lott as it relates to child trauma, Adverse Childhood Experiences (ACEs), and resilience,
addressing many critical areas pertinent to the work of CADR.

The presentation provided by Ken DeCerchio of the National Center on Substance Abuse and
Child Welfare titled Impact of Substance Abuse on Children and Families provided a
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comprehensive overview of a highly impactful topic, including Florida-specific data. The focus
on strengthening families and increasing the use of alternative familial supports highlighted the
continuous need for collaboration and coordination across multiple service systems including
CADR Committees and stakeholders. The resources provided in this presentation will continue
to be utilized in training and further educating members of the CADR community across the
state.

In line with previous CADR Annual Summits, a Local Prevention Panel was hosted to provide an
opportunity for Local CADR Committees to highlight community level prevention efforts. The
Local Prevention Panel serves as a valuable opportunity for summit attendees to engage with
other Local CADR Committee leaders and learn how to most effectively implement prevention
strategies at the local community level.

Local Prevention Panelist, Vicki Whitfield, provided an in-depth overview of the development
and implementation of the highly effective safe sleep initiative, Sleep Baby Safely. Ms. Whitfield
demonstrated how to build community support and create opportunities for expansion of the
program to include additional funding and continuation of efforts.

As a Local Prevention Panelist, Rebecca Albert provided an informative presentation on an
innovative approach to increasing awareness regarding the impact of trauma on children and
effective ways to reduce the impact of trauma. Ms. Albert demonstrated how strong community
relationships with partners and pediatricians allow for a broader reaching assessment of ACEs
and an opportunity to better meet the needs of children.

Local Prevention Specialists Taylor Freeman and Cassie McGovern from Local CADR
Committees in Circuits 10 and 17, respectively shared professional expertise for building strong
community relationships as a critically valuable element for implementing multi-faceted
drowning prevention initiatives and outreach efforts, highlighting strategies for educating hard-
to-reach populations.

The 2021 CADR Annual Summit presentations were recorded and are available to be viewed
and shared at www.FLCADR.com. Biographies for each presenter and panelist can be found in
Appendix G.
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SECTION FIVE: CURRENT ISSUES AFFECTING FLORIDA’S CHILDREN AND FAMILIES
.

The Impacts of the COVID-19 Pandemic on Children and Families

Reports of increased incidents of severe child abuse and neglect in Florida during the COVID-
19 pandemic is complicated by a demonstrated decrease of reported cases of child abuse and
neglect, as children’s interactions with professionals and teachers were limited, primarily by the
closure of schools, followed by some families opting for virtual learning after schools re-
opened.?

The COVID-19 pandemic has resulted in an increase in risk factors associated with social
determinants of health including income and employment instability, food insecurity, access to
health care, and heightened stress which is indicated to have led to a rise in child abuse and
neglect.® The Centers for Disease Control and Prevention (CDC) reports, “During the COVID-19
pandemic, the total number of emergency department visits related to child abuse and neglect
decreased, but the percentage of such visits resulting in hospitalization increased, compared
with 2019.” Some Florida hospitals have reported a similar increase in severe child abuse
injuries, resulting in prolonged hospitalizations.® This information suggests, “the COVID-19
pandemic response has affected health care—seeking patterns for child abuse and neglect,
raising concerns that victims might not have received care and that severity of injuries remained
stable or worsened. Implementation of strategies to prevent child abuse and neglect is
important, particularly during public health emergencies.”

Additionally, Florida systems of child and family well-being have been significantly impacted due
to the COVID-19 pandemic, requiring multiple changes in protocols as teachers, doctors, and
other professionals navigate reporting suspected abuse and neglect with limited in-person
interaction. Innovative approaches to service delivery in systems of child and family well-being
such as applying virtual alternatives to services including child-parent visits, court appearances,
and home-based parenting programs have been implemented to ensure the safety and well-
being of children despite challenges posed by the pandemic. This change in service delivery
has inadvertently increased access to services for some families and may be recognized as an
effective means for providing services to families moving forward.

The CDC states “Child abuse is preventable; implementation of strategies including
strengthening household economic supports and creating family-friendly work policies can
reduce stress during difficult times and increase children’s opportunities to thrive in safe, stable,
and nurturing relationships and environments.” (CDC Morbidity and Mortality Weekly Report,
December 11, 2020). The encompassing impact of the COVID-19 pandemic demonstrates a
critical importance to rely upon protective factors such as these to eliminate preventable child
death.

2 United States Government Accountability Office (GAO), CHILD WELFARE Pandemic Posed Challenges, but also Created
Opportunities for Agencies to Enhance Future Operations (July 2021)

8 Rosenthal C.M. & Thompson L.A., Child Abuse Awareness Month During the Coronavirus Disease 2019 Pandemic, JAMA
Pediatr. (2020)

4 Swedo E, Idaikkadar N, Leemis R, et al. Trends in U.S. Emergency Department Visits Related to Suspected or Confirmed Child
Abuse and Neglect Among Children and Adolescents Aged <18 Years Before and During the COVID-19 Pandemic — United
States, January 2019-September 2020. MMWR Morb Mortal Wkly Rep (2020)

SLee Health, COVID-19 Fallout: More Severe Child Abuse Injuries During Pandemic. COVID-19 Fallout: More Severe Child Abuse
Injuries During Pandemic | Lee Health (2020)
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As of April 2021, the NCFRP began collecting data regarding the direct and indirect impacts of
COVID-19 on child fatality incidents. Local CADR Committees have been instructed to complete
this section for all child fatalities occurring after March 1, 2020. The State CADR Committee is
committed to tracking these data to further assess and better understand the effects of public
health emergencies on children and families to inform future prevention efforts.

Adverse Childhood Experiences (ACES)

There has been extensive research on the impact of ACEs including child abuse and neglect as
well as other life stressors on the immediate and later-in-life health and well-being of individuals.
One finding of the original ACEs Study demonstrated that persons with four or more exposures
to ACEs had a four-to-twelve-fold increased risk for alcohol and substance abuse, depression,
and suicide attempts (Felitti, et al., 1998). Other studies have corroborated these findings,
collectively reinforcing the necessity and value in minimizing the exposure to and mitigating the
influence of ACEs on children, youth, and families.® ACEs are prevalent across all aspects of
society. The CDC reports that 61% of adults have experienced at least one ACE, with 16%
experiencing four or more types of ACEs. Females and numerous minority groups have
disproportionately higher risk for experiencing four or more ACEs (CDC, 2019a; CDC, 2019b).
The Annie E. Casey Foundation, Kids Count Survey demonstrates rates of children living in
Florida who have an ACEs score of two or higher based on having specific measurable adverse
childhood experiences. According to this survey, in 2016-2017, 25% of children in Florida had
an ACEs score of two or more, while in 2018-2019 (the last published data), 18% of children in
the state were identified to have an ACEs score of two or more.

Prevention efforts focused on reducing child maltreatment, child fatalities, and the risk of child
and adolescent suicide can benefit from a focus on ACEs and associated initiatives at reducing
life stressors, strengthening families, enhancing life skills, and building individual and community
resilience with effective social, environmental, and economic supports (CDC, 2019a; CDC,
2019b; Center for the Developing Child, 2021; Ellis, W.R. & Dietz, W.H., 2017; National
Conference of State Legislatures, 2018). Through valuable partnerships and multi-disciplinary,
trauma-informed care, communities can effectively address and treat childhood trauma, mitigate
the adverse influences of ACEs, potentially reduce incidences of suicide, and increase overall
wellness for children and families in Florida. Integrated systemic collaboration reinforces a
community-based, public-health perspective which can enhance community resilience through
direct and indirect efforts focused on ACEs and community environments (Ellis & Dietz, W.H.,
2017).

Co-Occurring Disorders

Co-occurring disorders, involving both mental health and substance abuse have a continued
prevalence throughout Florida and a significant impact on the well-being of children. Substance
Abuse and Mental Health Services Administration (SAMHSA) identifies a significant correlation
between persons dually diagnosed with substance abuse and mental health disorders, including
Post-Traumatic Stress Disorder (PTSD) and a variety of depressive and anxiety related
disorders. Current literature based upon the ACEs Study demonstrates that children with
caregivers experiencing co-occurring mental health and substance abuse disorders are at a

5 For more information regarding the impact of ACEs and associated prevention recommendations, please see: Felitti VV.J., et al.
(1998); Bartlett, J.D. & Sacks, V. (2019); Centers for Disease Control and Prevention (2019a); Centers for Disease Control and
Prevention (2019b); Center for the Developing Child (2021); Ellis, W.R. & Dietz, W.H. (2017); National Conference of State
Legislatures (2018); Sege, R., et al. (2017); Sege, R. D., & Browne, C. H. (2017).
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greater risk of a variety of stressors including exposure to domestic violence,” increased risk of
poverty, and may be at an increased risk of child abuse and neglect. Local CADR Committees
work together with providers in their communities who are addressing co-occurring substance
abuse and mental health in the home, providing critical data, and education regarding the needs
of this population.

Drowning

Drowning has consistently been the second leading cause of preventable child death in Florida
for the past six years. From 2019 to 2021 (provisional), DCF documented a 21.5% increase in
child fatalities due to drowning. The Central Florida region has experienced the largest increase
in these incidents, specifically Orange and Osceola counties. Between January 1, 2021 and
September 29, 2021, there have been 17 fatal child drowning incidents occurring in Orange and
Osceola counties. Of the 17 drowning incidents, 9 occurred at vacation rental properties located
in Osceola County. This increase of child drowning fatalities occurring in Florida, further
indicates a need to increase water safety and drowning prevention messaging, particularly to
families and caregivers visiting the state. The State CADR Committee, along with drowning
prevention experts throughout the state, are working to address fatal child drownings in Florida
with special attention given to tourists and non-Florida residents staying at vacation rental
properties.

Child and Adolescent Suicide Fatalities

Most recent FDOH data identify suicide as the eighth leading cause of death in Florida in 2019,
recognizing death by suicide as a serious public health issue. In 2020, there were 91 child
suicides in Florida, according to Florida Health Community Health Assessment Resource Tool
Set (FLHealthCHARTS).8 Of the 91 child suicide incidents, 7 were called into the Florida Abuse
Hotline on the suspicion of alleged abuse or neglect and subsequently forwarded to Local
CADR Committees for review. The State CADR Committee identifies the need for a more
comprehensive assessment of the contributing factors of child suicide deaths.

State and Local CADR Committees work to thoroughly understand and effectively address
these critical issues facing Florida’s children and families through continued collaboration with
various state agencies and organizations.

7 Exposure to domestic violence can include hearing, witnessing and/or intervening when one caregiver chooses to harm the
protective caregiver as a means of gaining power and control.
8 At the time of this report, 2020 and 2021 data in FLHealthCHARTS are provisional.
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SECTION SIX: IMPLEMENTATION OF 2020 PREVENTION RECOMMENDATIONS
.

Local and State CADR Committees collect and analyze data from case reviews. These data are
utilized to inform the development and implementation of prevention initiatives at the local level,
to eliminate child fatalities as a result of abuse and neglect. The initiatives outlined below
provide an example of efforts made in response to the 2020 Prevention Recommendations
developed by the State CADR Committee.

Safe Sleep Education Efforts
Local CADR Safe Sleep Outreach

In 2021, the Local CADR Committee in Circuit 12B (Sarasota and DeSoto counties)
implemented a number of initiatives to address the primary leading causes of preventable child
fatalities with a focus on factors affecting families in the local area and with a strategy of
engaging with local providers and stakeholders to enhance prevention efforts.

Safe sleep kits containing a pack n’ play with bassinet, crib sheet with safe sleep messaging,
pacifier, and safe sleep educational materials were provided to all DCF Child Protection
Investigators, Child Welfare Case Managers, and Healthy Start Coalition Care Coordinators for
distribution to families along with face-to-face education. The Local CADR Committee partnered
with Sarasota Memorial Hospital to support efforts to provide safe sleep education to every new
parent during discharge from the hospital and to encourage parents to sign a pledge,
committing to safe sleep practices. A safe sleep public service announcement was developed
and aired locally to further share safe sleep messaging throughout the community.

The Local CADR Committee in Circuit 12B participated in numerous local events to raise
awareness about infant safe sleep including the Sarasota Community Baby Shower, North Port
Community Baby Shower and Preschool Expo. Education and safe baby kits were shared at the
Children First Early Head Start Program which included safe sleep and drowning prevention
information. Additionally, trainings regarding safe sleep education, DCFs Who’s Really
Watching Your Child? campaign, and the impact of substance abuse during pregnancy were
provided to persons incarcerated at the Sarasota County Jail.

The Local CADR Committee in Circuit 12B has made these efforts in alignment with a number
of the recommendations developed by the State CADR, including relaying timely information to
caregivers regarding the safety of children, developing strategies to ensure consistent
messaging across multiple agencies, increasing drowning prevention messaging, and
supporting programs that enhance parenting skills. The work of the Local CADR Committee in
Circuit 12B is a demonstration of how CADR committees utilize data collected through the case
review process to inform prevention activities that are relevant and effective within the local
community.

In 2021, the Local CADR Committee in Circuit 13 (Hillsborough County) implemented a safe
sleep messaging campaign to raise awareness regarding the dangers of unsafe sleep practices.
Local CADR Committee members participated in the development of a public service
announcement which aired on various platforms throughout the Tampa Bay area. Nine Spanish
language billboards were displayed in targeted areas of Hillsborough County which promoted
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the ABCs of safe sleep. The Committee worked throughout the year to provide training
addressing the three primary causes of preventable child death to partners, providers, and
directly to families. The training focused on choosing a safe caregiver, preventing inflicted
trauma, and promoting safe sleep practices. The Local CADR Committee worked to provide this
training to 750 professionals throughout the community. As a result, Safe Baby education was
provided to over 16,000 families and over 1,400 families completed the Safe Baby Parent
Survey with 91% of parents indicating alignment with placing a baby to sleep on their back.

In addition to providing critical safe sleep messaging to the local community, the Local CADR
Committee in Circuit 13 also worked to ensure that other professionals and stakeholders
received important information regarding mental health issues affecting families and caregivers
and received information regarding the use of Mental Health First-Aid. Community resources
and access points for care were shared with professionals to support continuity of care
throughout the local community. These efforts are in alignment with the State CADR
Committee’s recommendations to relaying timely information to caregivers regarding the safety
of children, developing strategies to ensure consistent prevention-related messaging across
multiple agencies, and supporting programs that enhance parenting skills.

Sleep Baby Safely, Duval County

In January 2020, the Local CADR Committee in Circuit 4 (Duval, Nassau, Clay counties)
initiated Sleep Baby Safely, partnering with nine area birthing hospitals to provide infant safe
sleep education and materials to the parents of each baby born in the facility. Participating
hospitals originally included: Ascension St. Vincent's Riverside, Baptist Medical Center
Jacksonville, Baptist Medical Center Beaches, Baptist Medical Center South, Memorial Hospital,
Naval Hospital Jacksonville, St. Vincent's Medical Center Southside, UF Health Jacksonville,
and UF Health North. Safe sleep education was provided by labor and delivery nurses,
Neonatal Intensive Care Unit (NICU) nurses and lactation specialists at each hospital. Prior to
the implementation of Sleep Baby Safely, a review of data available during the planning phase
illustrated an average of 2.08 sleep-related deaths per month over a three-year period (2016-
2018) in Duval County. Since the program was implemented, the Local CADR Committee in
Circuit 4 reported a total of eight confirmed sleep-related infant death incidents during the first
twelve months, resulting in a decrease of 1.41 sleep-related infant deaths per month. This
decrease demonstrates the potential efficacy of Sleep Baby Safely.

Sleep Baby Safely continues to evolve to best serve the Northeast Florida community. One
significant change includes a reduction in participating hospitals, as the three Baptist Medical
Centers have developed their own safe sleep initiative resulting in six remaining birthing
hospitals participating in the Sleep Baby Safely program including: Ascension St. Vincent's
Riverside, Memorial Hospital, Naval Hospital Jacksonville, St. Vincent's Medical Center
Southside, UF Health Jacksonville, and UF Health North. Another notable change includes
plans to expand the initiative to hospitals and medical providers in surrounding counties
including Clay, St. Johns, Flagler, Volusia, and Nassau counties. Furthermore, the Local CADR
Committee in Circuit 4 plans to provide the safe sleep education included in the Sleep Baby
Safely program beyond birthing hospitals to include: pediatric offices, family practitioner offices,
local health departments, WIC and immunization clinics, especially in areas of Baker and
Putnam counties where there is no immediate access to birthing hospitals.
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The Sleep Baby Safely initiative has been well-received and supported; however, there have
been challenges, particularly maintaining consistent volunteer involvement, securing funding,
and storage space for tangible materials and printed items. The COVID-19 pandemic has also
resulted in new challenges in bringing together volunteers in-person for preparing materials for
delivery to hospitals.

These efforts are in alignment with the State CADR Committee’s recommendations including:
relaying timely information to caregivers regarding the safety of children; developing strategies
to ensure consistent prevention-related messaging across multiple agencies and providers;
supporting programs that enhance parenting skills; supporting and encouraging the
development and evaluation of pilot projects and initiatives focused on local and regional
community-based child fatality prevention.

Sudden Unexpected Infant Death Investigation (SUIDI) Training

In 2021, State CADR Committee Chairperson, Ret. Major Connie Shingledecker facilitated
SUIDI trainings designed for professionals in the use of the Sudden Unexpected Infant Death
Investigation Reporting Form (SUIDIRF) and doll reenactments during a death scene
investigation. Attendees included law enforcement personnel and medical examiners, who are
responsible for conducting the death scene investigation, but also included other professionals,
such as crime scene technicians, victim advocates, DCF personnel, and others who interact
with the death scene investigation or intercept the findings of the death scene investigation.
Attendees were trained in the following objectives:

¢ Understanding different types of SUID and differentiate SUID deaths from deaths due to
physical abuse and neglect.

o Describing normal infant development and applying knowledge to infant death scene
findings.

¢ Conducting a comprehensive infant death scene investigation using the SUIDIRF.

e Describing appropriate interviewing techniques.

¢ Understanding how use and misuse of certain products may play a role in infant death
cases and the importance of documentation.

The effort to provide training to professionals conducting infant death scene investigations is
aligned with the State CADR Committee’s recommendation to encourage the consistent use of
SUIDIRF and doll reenactments by death scene investigators for all sleep-related infant death
investigations. Consistent use of the SUIDIRF contributes to more comprehensive data
collection and analysis to further inform an understanding of the factors contributing to sleep-
related infant death. Ret. Major Shingledecker continues efforts to provide this training to
professionals throughout the state.
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Drowning Prevention Efforts
Keep Kids Safe From Drowning Initiative

A targeted drowning prevention effort developed by the State CADR Committee, Keep Kids
Safe From Drowning, was implemented by Local CADR Committees in the eight Florida
counties demonstrating the highest incidence of child drowning over the past three years
including: Broward, Polk, Orange, Hillsborough, Palm Beach, Duval, Volusia, and Miami-
Dade counties.

The Keep Kids Safe From Drowning prevention pilot program targets both swim-time and non-
swim time related drownings with the overall objective of reducing or eliminating preventable
child drowning. In this effort, Local CADR Committee members partner with local service
providers including pediatricians, day care centers and pre-schools, home visiting programs,
community centers, apartment complexes, local school boards, county health departments and
others to collectively distribute 4,500 posters, 50,000 door hangers and 55,000 Water Watcher
tags and lanyards in both English and Spanish language.

Through partnership with home-visiting programs, including Healthy Start, Healthy Families, and
DCEF, this initiative promotes face-to-face education regarding child drowning incidents which
occur when children exit the home undetected. Local CADR Committees have taken the lead in
identifying local partners for distributing drowning prevention materials and ensuring consistent
messaging reaches communities. This effort intends to increase awareness and heighten
supervision of young children who might unknowingly breach barriers, such as doors and
windows, to outside bodies of water.

Drowning Prevention Public Media Campaign

The FDOH, Division of Children’s Medical Services (CMS) and Division of Community Health
Promotion partnered with Florida Public Media to develop public service announcements

(PSA) featuring swim-time and non-swim-time drowning prevention messaging to be aired on
Public Broadcasting Service (PBS) Kids television channel and National Public Radio (NPR).

Drowning Prevention, Orlando International Airport

Drowning prevention messaging developed by the State CADR Committee will be prominently
displayed in Orlando International Airport to inform tourists of the need for vigilant supervision
and water safety. This effort addresses the ongoing and increasing issue of fatal child
drownings among non-Florida residents.

These efforts are in alignment with the State CADR Committee’s recommendations including:
relaying timely information to caregivers regarding the safety of children and to increase
messaging around appropriate supervision and barriers of protection as primary factors in
drowning prevention, in addition to establishing age appropriate expectations related to young
children and swimming capabilities consistent with recommendations of the AAP.
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General Prevention Efforts
Florida Prevention Advisory Council (FPAC)

FPAC was developed to make recommendations to Prevent Child Abuse, Florida (PCAFL),
related to strategic planning and implementation, advocacy, training, evaluation, and funding of
PCAFL'’s programming. The mission of FPAC is to prevent all forms of child abuse and neglect
through community partnerships, education, collaboration, and advocacy. FPAC intends to
address these issues by working with diverse partners to increase the public’s understanding,
ownership, and investment in child abuse prevention programs and services as well as
advocate for resources needed to prevent child abuse and neglect, promote child well-being,
and strengthen families. Employees of the CADR Unit staff serve on FPAC to help promote this
mission, strengthen relationships with key stakeholders and ensure cohesive communication
and collaboration with partners in other agencies and organizations as each entity aims to
contribute to the development of effective, sustainable child abuse and neglect prevention
activities.

CADR participation on FPAC is in alignment with the State CADR Committee’s
recommendations including: relaying timely information to caregivers regarding the safety of
children, developing strategies to ensure consistent prevention-related messaging across
multiple agencies and providers, supporting programs that enhance parenting skills, supporting
and encouraging the development and evaluation of pilot projects and initiatives focused on
local and regional community-based child fatality prevention.

2021 CADR Annual Summit

The State CADR Committee hosted the 2021 CADR Annual Summit on July 15-16, 2021. The
two-day summit was hosted on a virtual platform, permitting attendees from around the state to
participate. Local and national experts in numerous fields related to the work of CADR provided
valuable presentations, ensuring that attendees experienced an informative, educational, and
engaging training opportunity.

The Summit’s 110 attendees included State and Local CADR Committee members, county
health department representatives, and other CADR stakeholders. The State CADR Committee
designed the 2021 CADR Annual Summit with this audience in mind, around the theme, Data-
to-Action. Presentation topics of the 2021 CADR Annual Summit included:

e Developing data-informed prevention initiatives at the community level.
e Utilizing a new tool for prevention initiative development and design.

e Co-occurring disorders and their impact on child and family well-being.
e Suicide among Florida’s youth.

The CADR Annual Summit also included a Local Prevention Panel, highlighting the current
prevention work developed and implemented by Local CADR Committees around the state. The
Local Prevention Panel provided an opportunity for summit attendees to engage with and learn
directly from Local CADR leaders who are effectively implementing prevention strategies at the
community level. For more information regarding the 2021 CADR Annual Summit, please refer
back to Section Four of this report.
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Hosting the 2021 CADR Annual Summit is in alignment with the State CADR Committee’s
recommendations including: developing strategies to ensure consistent prevention-related
messaging across multiple agencies and providers, expanding efforts to collect data related to
co-occurring substance abuse and mental health disorders, exploring the expansion of the
CADR statute language to permit Local CADR Committees the ability to review child and
adolescent suicides to better inform targeted prevention initiatives, supporting and encouraging
the development and evaluation of pilot projects and initiatives focused on local and regional
community-based child fatality prevention.
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SECTION SEVEN: PREVENTION RECOMMENDATIONS
.

Moving Forward: A Social Ecological Model for Change

The top three categories of preventable child fatalities in Florida continue a trend that has
persisted over the last several years. These categories include child fatalities that occur as a
result of:

* Sleep-Related Infant Death.
e Drowning.
¢ Inflicted Trauma.

The 2021 State CADR Committee prevention recommendations are based on an analysis of
CADR findings for the 2020 child fatality cases reviewed, as well as input provided by
community and state partners, and a review of current child welfare literature. To effectively
address each level of intervention, approaches to prevention have been organized using the
following framework known as the Social-Ecological Model for Change.

Individual Relationship Community Societal

The four-level Social-Ecological Model for Change is utilized to demonstrate the multifaceted
and interactive aspects of personal and environmental factors that determine behavior, impact
behavioral change, and help inform risk-prevention strategies. This model, as presented by the
CDC, demonstrates how behaviors are formed based on characteristics of individuals,
relationships, communities, and the broader society. The framework suggests, in order to
develop effective prevention strategies, it is necessary to address each level of the model.
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The 2021 Prevention Recommendations developed by the State CADR Committee are as
follows:

Continue efforts to relay timely information to caregivers and community supports
regarding the safety of children.

The State CADR Committee recommends that communities continue providing timely
messaging to parents regarding potential risks to children related to the leading causes of
preventable child deaths, including sleep-related infant death, drowning, and inflicted trauma.
Bolstering efforts to educate parents and families on the risks associated with the leading
causes of preventable child death must remain a priority for the citizens of Florida. The State
CADR Committee encourages collaboration among community supports, such as family
resource centers, faith-based communities, and culturally specific entities. The influence of
these types of community organizations could vastly improve the perceived reliability of
information provided, thus increasing the overall reach of the messaging and the likelihood of
parents and caregivers acting upon the potentially lifesaving information.

Providers who engage with caregivers in their home environment, such as DCF and Healthy
Families Florida, assess for potential risks in the home, provide education and support, link
parents to resources and evaluate caregiver and child well-being. Partnership with these
programs is an important link to ensuring key messaging reaches caregivers in a timely manner.

There is a continued need for effective engagement of expectant mothers, partners, and
grandparents; especially as it relates to maternal health, safe sleep practices, and the adverse
effects of maternal substance misuse on the fetus and on the newborn. Additionally, the State
CADR Committee supports the consistent use of maternal depression screening tools at well-
child pediatric appointments and a coordinated response to address any needs identified as a
result of the screening. The State CADR Committee recommends the use of home safety
checklists which are designed to help identify hazardous conditions within the home that could
pose a risk to children.

Continue to develop strategies to ensure consistent and coordinated prevention-related
messaging across local and state agencies, business and industry leaders, and other
relevant private and public sector groups.

Building upon existing efforts, the State CADR Committee recommends the continued
development of a formal plan for widespread collaboration focused on prevention messaging
consistent with recommendations of the American Academy of Pediatrics (AAP) regarding safe
sleep practices and drowning prevention. Strategies may include:

e Collaborating with stakeholders during quarterly meetings.

e Using research as a foundation for information and messaging priorities.

e Using a positive messaging approach.

¢ Ensuring coordinated statewide messaging.

* Exploring resources available to support messaging outreach.

¢ Developing an online centralized statewide clearinghouse of prevention resources to be
available to providers, families, and the general public.

¢ Creating prevention tool Kits.
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e Expanding partner networks to include chambers of commerce, school boards,
hospitals, law enforcement, Healthy Start Coalitions, Children’s Services Councils, other
community resources, and relevant local parties.

* Further leveraging social media for sharing prevention-related information.

e Collaborating with public health programs at state universities to strengthen social
marketing strategies.

Expand efforts to collect data related to co-occurring substance abuse and mental health
disorders.

Substance abuse and mental health disorders continue to be identified as risk factors
associated with verified maltreatment deaths of children. Enhanced efforts are needed to
identify opportunities to engage with community partners who are addressing co-occurring
disorders in caregivers. Further efforts are needed to explore evidence-based prevention
initiatives that can be utilized in communities where these issues are more prominent. The State
CADR Committee recommends that consideration be given to existing guides, such as the
Strategic Prevention Framework of the Substance Abuse and Mental Health Services
Administration (SAMHSA)® as well as outcomes of the Florida Perinatal Quality Collaborative
relating to co-occurring disorders in caregivers, in data collection efforts and in the development
and implementation of collaborative community-based prevention initiatives.

Continue to explore efforts to collect data related to near fatalities in cases of near-fatal
sleep-related asphyxia, near-drowning, and near-fatal incidents of inflicted trauma.

Near-fatal incidents are not identified as a legislative focus of Local CADR Committee reviews;
however, the CADR system has concluded that information obtained in the review of near-fatal
sleep-related asphyxia incidents, near-drowning incidents, and near-fatal incidents of inflicted
trauma would contribute to a deeper understanding of the circumstances surrounding these
leading causes of preventable child death in Florida. Data collection and analysis would provide
critical information to better inform effective prevention strategies. Efforts should be made to
explore the means and mechanisms by which data could be collected and analyzed. CMS
epidemiologists have identified emergency department and hospital discharge records from the
Florida Agency for Health Care Administration (AHCA) as a potential data source for monitoring
near-fatal drowning incidents and plan to explore these resources with focused analysis projects
in the near future.

Continue to support the development and dissemination of messaging around
appropriate supervision and barriers of protection as primary factors in drowning
prevention, in addition to establishing age-appropriate expectations related to young
children and swimming capabilities consistent with recommendations of the American
Academy of Pediatrics (AAP).

9 Substance Abuse and Mental Health Services Administration (2019). A Guide to SAMHSA's Strategic Prevention
Framework. Rockville, MD: Center for Substance Abuse Prevention, Substance Abuse and Mental Health
Services Administration. Available at: https://www.samhsa.gov/sites/default/files/20190620-samhsa-strategic-
prevention-framework-guide.pdf
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Inadequate supervision and breached barriers to pools and other bodies of water continue to be
the primary factors associated with child drowning deaths. Caregivers require continued
education and messaging regarding layers of protection and supervision as the most effective
means of drowning prevention related to home swimming pools and nearby ponds. The
recommended use of touch-supervision of children in the water entails that a caregiver or
supervisor is always within reach of a child in or near the water. Further concerns are raised
regarding caregiver expectations associated with the swimming capability of children under the
age of 5 and the potential risk such expectations may have for drowning. The State CADR
Committee supports the recommendations of the AAP regarding age appropriate expectations
related to young children and swimming capabilities.

The State CADR Committee endorses the following AAP recommendations and encourages
statewide integration of the recommendations as a part of a comprehensive drowning
prevention strategy.

e The AAP does not recommend infant swim lessons but does recommend that children
ages 1 through 4 may be ready to learn water-survival skills, including how to float and
get to an exit.

e The AAP encourages parents to look for learning opportunities that expand a child’'s
experience beyond learning specific strokes, but instead focus on broader water-survival
competency skills.

e OQutreach efforts should include working with swim lesson organizations to provide
education regarding the AAP recommendations, with encouragement to offer water-
survival skills training to children under age 5.

e Efforts should be made to provide education to parents and caregivers regarding
avoiding the development of a false sense of security about young children’s swimming
ability.

Strongly support statewide drowning prevention programs and promote collaboration
with the hospitality and tourism industry and all associated partners, in the development
and dissemination of public messaging for water safety and drowning prevention.

The State CADR Committee recommends the ongoing support of statewide drowning
prevention programs such as WaterSmartFL and collaboration with the hospitality and tourism
industry in the development and dissemination of public water safety and drowning prevention
messaging. Florida welcomes millions of tourists each year. While tourists travel to and within
Florida to enjoy the warm weather, sandy beaches, and kid-friendly attractions, the unfortunate
reality is that some tourists leave the state with a drowning-related tragedy.

To effectively prevent these tragic drowning deaths, the State CADR Committee strongly
encourages efforts be taken to display water safety and drowning prevention information to
tourists upon arrival and while vacationing in Florida. Critical locations for water safety and
drowning prevention information to be displayed include airport baggage claim areas, interstate
rest areas and information centers, hotel and resort lobbies, guest rooms, elevators, and
corridors. The State CADR Committee also identifies the need to address child drowning
incidents occurring at vacation rental properties which are often rented through services such as
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Airbnb, VRBO, and HomeAway. Some actionable steps that can be taken by the vacation rental
services to help prevent drownings include: adding water safety and drowning prevention
language to reservation pages, requiring owners to provide complimentary Water Watcher tags
to renters, and direct owners to display water safety and drowning prevention messaging (e.g.
door hangers, posters, etc.) throughout the home for all rental properties with direct access to
water.

The State CADR Committee is dedicated to collaborating with hospitality and tourism agencies
and organizations in Florida, such as Visit Florida, Florida Hospitality Industry Association,
Florida Restaurant and Lodging Association, and any other relevant parties interested in
collaborating to prevent child drownings.

Effectively advocate for strengthened partnerships and collaborations between state
agencies to ensure families are referred to evidence-based parent coaching and support
programs.

Florida’s Family First Prevention Plan,® submitted for review and approval on September 30,
2021 states:

“The Family First Prevention Services Act (FFPSA) was signed into law on February 9, 2018, as
part of Public Law (P.L.) 115-123 and has several provisions to enhance support for families to
help children remain at home, reduce the unnecessary use of congregate care, and build the
capacity of communities to support children and families. (Child Welfare Capacity Building
Collaborative, n.d.) FFPSA provides an opportunity for Florida to deepen its commitment to
prevention by further activating available resources to holistically serve children and families
utilizing an integrative model.”

Under FFPSA, federal Title IV-E funds can be drawn down to support prevention services for at-
risk families. Passage of this legislation provides the opportunity for Florida to prioritize
partnerships, operations, and system improvements to ensure access to evidence-based
programs for at-risk families. The State CADR Committee strongly recommends state agencies
(FDOH, DCF, AHCA) strengthen partnerships and collaborations to ensure that families are
referred to evidence-based parent coaching and support programs, such as Motivational
Interviewing, Healthy Families Florida, and Homebuilders. These are programs with a large
body of research supporting their effectiveness in reducing child maltreatment, trauma, and
ACEs. In-home prevention services, especially those which engage families prenatally, enhance
parent-child relationships and build parenting capacity. Importantly, home visiting programs
serve families with children in age groups with the highest removal and preventable death rates.
The most recent home visiting needs assessment, conducted by the FDOH and the Florida
Maternal, Infant and Early Childhood Home Visiting (MIECHV) Initiative identified a significant
gap in service availability and the number of families who need services. State agencies should
lead coordinated efforts to develop operating procedures that streamline referral of families
through a no wrong door approach, thereby increasing access to evidence-based home visiting
for Florida families.

10 To view Florida’s Family First Prevention Plan, please visit:
https://cdn.ymaws.com/fichildren.org/resource/resmgr/dcf resources/florida s 5 year family firs.pdf
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*

Train first responders on the consistent use of Sudden Unexpected Infant Death
Investigation Reporting Forms (SUIDIRF) and doll reenactments by death scene
investigators for all sleep-related infant deaths and explore opportunities to mandate
statewide use of the form.

The State CADR Committee continues to recommend the consistent use of the CDC’s Sudden
Unexpected Infant Death Investigation (SUIDIRF) model, which includes completion of the
SUIDIRF and doll reenactments. The use of doll reenactments at the scene of a child fatality
incident has the potential to provide a more thorough understanding of the circumstances
surrounding a child’s death, especially in sleep-related deaths. The findings from the SUIDI are
used to inform the ME in the development of official cause of death findings. Training of the use
of this model should be provided to all law enforcement agencies, MEs and ME Investigators
who respond to the unexpected deaths of infants or children. The State CADR Committee will
research the current utilization of the CDC SUIDI model among Florida law enforcement
agencies and ME offices to identify potential barriers and assess the need for additional training
and support to ensure consistent utilization of the CDC SUIDI model.

Continue to support and encourage the development and evaluation of pilot projects and
initiatives focused on local and regional community-based child fatality prevention.

The State CADR Committee has acknowledged and identified several innovative and best
practice prevention strategies developed and implemented in local communities (please refer
back to Section Six). There is value in encouraging community prevention initiatives to target
trends and risks which may be unique to specific communities. Local communities with identified
trends associated with preventable child fatalities are ideal for piloting innovative and promising
prevention initiatives. Process, outcome, and impact evaluations of these initiatives will help to
expand the knowledge base and provide a foundation for more rigorous studies and potential
expansion of prevention practices that have demonstrated efficacy.

Explore collaborative partnerships with entities which may be currently examining child
and adolescent suicide to better inform targeted prevention initiatives.

Although seldom reported to the Florida Abuse Hotline, child and adolescent suicides in Florida
remain a concern of the Florida CADR System. The State CADR Committee will collaborate
with the Florida Suicide Prevention Coordinating Council and any other public health, mental
health, substance abuse prevention, and child welfare agencies, organizations, or other relevant
parties interested in working together to prevent child and adolescent suicide.

The most tragic consequence of child abuse and neglect is the
death of a child.

The well-being of our children depends on individuals and
communities that are willing to take action.
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Section 383.402, Florida Statutes



(1)

(2)

383.402 Child abuse death review; State Child Abuse Death Review Committee; local
child abuse death review committees.—

INTENT.—It is the intent of the Legislature to establish a statewide multidisciplinary,
multiagency, epidemiological child abuse death assessment and prevention system that
consists of state and local review committees. The committees shall review the facts and
circumstances of all deaths of children from birth to age 18 which occur in this state and are
reported to the central abuse hotline of the Department of Children and Families. The state and
local review committees shall work cooperatively. The primary function of the state review
committee is to provide direction and leadership for the review system and to analyze data and
recommendations from local review committees to identify issues and trends and to recommend
statewide action. The primary function of the local review committees is to conduct individual
case reviews of deaths, generate information, make recommendations, and implement
improvements at the local level. The purpose of the state and local review system is to:

(@) Achieve a greater understanding of the causes and contributing factors of deaths resulting
from child abuse.

(b) Whenever possible, develop a communitywide approach to address such causes and
contributing factors.

(c) Identify any gaps, deficiencies, or problems in the delivery of services to children and their
families by public and private agencies which may be related to deaths that are the result of
child abuse.

(d) Recommend changes in law, rules, and policies at the state and local levels, as well as
develop practice standards that support the safe and healthy development of children and
reduce preventable child abuse deaths.

(e) Implement such recommendations, to the extent possible.
STATE CHILD ABUSE DEATH REVIEW COMMITTEE.—
(&) Membership.—

1. The State Child Abuse Death Review Committee is established within the Department of
Health and shall consist of a representative of the Department of Health, appointed by the State
Surgeon General, who shall serve as the state committee coordinator. The head of each of the
following agencies or organizations shall also appoint a representative to the state committee:

The Department of Legal Affairs.

The Department of Children and Families.

The Department of Law Enforcement.

The Department of Education.

The Florida Prosecuting Attorneys Association, Inc.

. The Florida Medical Examiners Commission, whose representative must be a forensic
pathologist.

S N

2. In addition, the State Surgeon General shall appoint the following members to the state
committee, based on recommendations from the Department of Health and the agencies listed



in subparagraph 1., and ensuring that the committee represents the regional, gender, and ethnic
diversity of the state to the greatest extent possible:

a. The Department of Health Statewide Child Protection Team Medical Director.

b. A public health nurse.

c. A mental health professional who treats children or adolescents.

d. An employee of the Department of Children and Families who supervises family services
counselors and who has at least 5 years of experience in child protective investigations.

e. The medical director of a Child Protection Team.

f. A member of a child advocacy organization.

g. A social worker who has experience in working with victims and perpetrators of child abuse.
h. A person trained as a paraprofessional in patient resources who is employed in a child
abuse prevention program.

i. Alaw enforcement officer who has at least 5 years of experience in children’s issues.

j.  Arepresentative of the Florida Coalition Against Domestic Violence.

k. A representative from a private provider of programs on preventing child abuse and neglect.
I. A substance abuse treatment professional.

3. The members of the state committee shall be appointed to staggered terms not to exceed 2
years each, as determined by the State Surgeon General. Members may be appointed to no
more than three consecutive terms. The state committee shall elect a chairperson from among
its members to serve for a 2-year term, and the chairperson may appoint ad hoc committees as
necessary to carry out the duties of the committee.

4. Members of the state committee shall serve without compensation but may receive
reimbursement for per diem and travel expenses incurred in the performance of their duties as
provided in s. 112.061 and to the extent that funds are available.

(b) Duties.—The State Child Abuse Death Review Committee shall:

1. Develop a system for collecting data from local committees on deaths that are reported to
the central abuse hotline. The system must include a protocol for the uniform collection of data
statewide, which must, at a minimum, use the National Child Death Review Case Reporting
System administered by the National Center for the Review and Prevention of Child Deaths.

2. Provide training to cooperating agencies, individuals, and local child abuse death review
committees on the use of the child abuse death data system.

3. Provide training to local child abuse death review committee members on the dynamics and
impact of domestic violence, substance abuse, or mental health disorders when there is a co-
occurrence of child abuse. Training must be provided by the Florida Coalition Against Domestic
Violence, the Florida Alcohol and Drug Abuse Association, and the Florida Council for
Community Mental Health in each entity’s respective area of expertise.

4. Develop statewide uniform guidelines, standards, and protocols, including a protocol for
standardized data collection and reporting, for local child abuse death review committees and
provide training and technical assistance to local committees.

5. Develop statewide uniform guidelines for reviewing deaths that are the result of child abuse,
including guidelines to be used by law enforcement agencies, prosecutors, medical examiners,
health care practitioners, health care facilities, and social service agencies.
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6. Study the adequacy of laws, rules, training, and services to determine what changes are
needed to decrease the incidence of child abuse deaths and develop strategies and recruit
partners to implement these changes.

7. Provide consultation on individual cases to local committees upon request.

8. Educate the public regarding the provisions of chapter 99-168, Laws of Florida, the
incidence and causes of child abuse death, and ways by which such deaths may be prevented.

9. Promote continuing education for professionals who investigate, treat, and prevent child
abuse or neglect.

10. Recommend, when appropriate, the review of the death certificate of a child who died as a
result of abuse or neglect.

LOCAL CHILD ABUSE DEATH REVIEW COMMITTEES.—At the direction of the State
Surgeon General, a county or multicounty child abuse death review committee shall be
convened and supported by the county health department directors in accordance with the
protocols established by the State Child Abuse Death Review Committee.

(@) Membership.—The local death review committees shall include, at a minimum, the
following organizations’ representatives, appointed by the county health department directors in
consultation with those organizations:

The state attorney’s office.

The medical examiner’s office.

The local Department of Children and Families child protective investigations unit.
The Department of Health Child Protection Team.

The community-based care lead agency.

State, county, or local law enforcement agencies.

The school district.

A mental health treatment provider.

. A certified domestic violence center.

10. A substance abuse treatment provider.

11. Any other members that are determined by guidelines developed by the State Child Abuse
Death Review Committee.

CoNoUr®ONE

To the extent possible, individuals from these organizations or entities who, in a professional
capacity, dealt with a child whose death is verified as caused by abuse or neglect, or with the
family of the child, shall attend any meetings where the child’s case is reviewed. The members
of a local committee shall be appointed to 2-year terms and may be reappointed. Members shall
serve without compensation but may receive reimbursement for per diem and travel expenses
incurred in the performance of their duties as provided in s. 112.061 and to the extent that funds
are available.

(b) Duties.—Each local child abuse death review committee shall:

1. Assist the state committee in collecting data on deaths that are the result of child abuse, in
accordance with the protocol established by the state committee. The local committee shall
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complete, to the fullest extent possible, the individual case report in the National Child Death
Review Case Reporting System.

2. Submit written reports as required by the state committee. The reports must include:

a. Nonidentifying information from individual cases.

b. Identification of any problems with the data system uncovered through the review process
and the committee’s recommendations for system improvements and needed resources,
training, and information dissemination, where gaps or deficiencies may exist.

c. All steps taken by the local committee and private and public agencies to implement
necessary changes and improve the coordination of services and reviews.

3. Submit all records requested by the state committee at the conclusion of its review of a
death resulting from child abuse.

4. Abide by the standards and protocols developed by the state committee.

5. On a case-by-case basis, request that the state committee review the data of a particular
case.

ANNUAL STATISTICAL REPORT.—The state committee shall prepare and submit a
comprehensive statistical report by December 1 of each year to the Governor, the President of
the Senate, and the Speaker of the House of Representatives which includes data, trends,
analysis, findings, and recommendations for state and local action regarding deaths from child
abuse. Data must be presented on an individual calendar year basis and in the context of a
multiyear trend. At a minimum, the report must include:

(a) Descriptive statistics, including demographic information regarding victims and caregivers,
and the causes and nature of deaths.

(b) A detailed statistical analysis of the incidence and causes of deaths.

(c) Specific issues identified within current policy, procedure, rule, or statute and
recommendations to address those issues from both the state and local committees.

(d) Other recommendations to prevent deaths from child abuse based on an analysis of the
data presented in the report.

ACCESS TO AND USE OF RECORDS.—

(@) Notwithstanding any other law, the chairperson of the State Child Abuse Death Review
Committee, or the chairperson of a local committee, shall be provided with access to any
information or records that pertain to a child whose death is being reviewed by the committee
and that are necessary for the committee to carry out its duties, including information or records
that pertain to the child’s family, as follows:

1. Patient records in the possession of a public or private provider of medical, dental, or
mental health care, including, but not limited to, a facility licensed under chapter 393, chapter
394, or chapter 395, or a health care practitioner as defined in s. 456.001. Providers may
charge a fee for copies not to exceed 50 cents per page for paper records and $1 per fiche for
microfiche records.
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2. Information or records of any state agency or political subdivision which might assist a
committee in reviewing a child’s death, including, but not limited to, information or records of the
Department of Children and Families, the Department of Health, the Department of Education,
or the Department of Juvenile Justice.

(b) The State Child Abuse Death Review Committee or a local committee shall have access to
all information of a law enforcement agency which is not the subject of an active investigation
and which pertains to the review of the death of a child. A committee may not disclose any
information that is not subject to public disclosure by the law enforcement agency, and active
criminal intelligence information or criminal investigative information, as defined in s. 119.011(3),
may not be made available for review or access under this section.

(c) The state committee and any local committee may share with each other any relevant
information that pertains to the review of the death of a child.

(d) A member of the state committee or a local committee may not contact, interview, or obtain
information by request or subpoena directly from a member of a deceased child’s family as part
of a committee’s review of a child abuse death, except that if a committee member is also a
public officer or state employee, that member may contact, interview, or obtain information from
a member of the deceased child’s family, if necessary, as part of the committee’s review. A
member of the deceased child’s family may voluntarily provide records or information to the
state committee or a local committee.

(e) The chairperson of the State Child Abuse Death Review Committee may require the
production of records by requesting a subpoena, through the Department of Legal Affairs, in any
county of the state. Such subpoena is effective throughout the state and may be served by any
sheriff. Failure to obey the subpoena is punishable as provided by law.

(f) This section does not authorize the members of the state committee or any local committee
to have access to any grand jury proceedings.

(g) A person who has attended a meeting of the state committee or a local committee or who
has otherwise participated in activities authorized by this section may not be permitted or
required to testify in any civil, criminal, or administrative proceeding as to any records or
information produced or presented to a committee during meetings or other activities authorized
by this section. However, this paragraph does not prevent any person who testifies before the
committee or who is a member of the committee from testifying as to matters otherwise within
his or her knowledge. An organization, institution, committee member, or other person who
furnishes information, data, reports, or records to the state committee or a local committee is not
liable for damages to any person and is not subject to any other civil, criminal, or administrative
recourse. This paragraph does not apply to any person who admits to committing a crime.

DEPARTMENT OF HEALTH RESPONSIBILITIES.—

(@) The Department of Health shall administer the funds appropriated to operate the review
committees and may apply for grants and accept donations.

(b) To the extent that funds are available, the Department of Health may hire staff or
consultants to assist a review committee in performing its duties. Funds may also be used to
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reimburse reasonable expenses of the staff and consultants for the state committee and the
local committees.

(c) For the purpose of carrying out the responsibilities assigned to the State Child Abuse
Death Review Committee and the local review committees, the State Surgeon General may
substitute an existing entity whose function and organization includes the function and
organization of the committees established by this section.

DEPARTMENT OF CHILDREN AND FAMILIES RESPONSIBILITIES.—Each regional managing
director of the Department of Children and Families must appoint a child abuse death review
coordinator for the region. The coordinator must have knowledge and expertise in the area of
child abuse and neglect. The coordinator’s general responsibilities include:

(@) Coordinating with the local child abuse death review committee.

(b) Ensuring the appropriate implementation of the child abuse death review process and all
regional activities related to the review of child abuse deaths.

(c) Working with the committee to ensure that the reviews are thorough and that all issues are
appropriately addressed.

(d) Maintaining a system of logging child abuse deaths covered by this procedure and tracking
cases during the child abuse death review process.

(e) Conducting or arranging for a Florida Safe Families Network record check on all child
abuse deaths covered by this procedure to determine whether there were any prior reports
concerning the child or concerning any siblings, other children, or adults in the home.

(f) Coordinating child abuse death review activities, as needed, with individuals in the
community and the Department of Health.

(g) Notifying the regional managing director, the Secretary of Children and Families, the
Department of Health Deputy Secretary for Health and Deputy State Health Officer for
Children’s Medical Services, and the Department of Health Child Abuse Death Review
Coordinator of all deaths meeting criteria for review as specified in this section within 1 working
day after case closure.

(h) Ensuring that all critical issues identified by the local child abuse death review committee
are brought to the attention of the regional managing director and the Secretary of Children and
Families.

(i) Providing technical assistance to the local child abuse death review committee during the
review of any child abuse death.

History.—s. 13, ch. 99-168; s. 11, ch. 2000-160; s. 8, ch. 2000-217; s. 13, ch. 2001-53; s. 14,
ch. 2004-350; s. 41, ch. 2008-6; s. 69, ch. 2014-19; s. 21, ch. 2014-224; s. 4, ch. 2015-79; s. 42,
ch. 2016-10; s. 55, ch. 2019-3.



APPENDIX B:

Guidelines for the State Committee



Guidelines for the State Committee

Review q
Committee

Working to eliminate preventable
child abuse and neglect deaths in Florida



TABLE OF CONTENTS

CHAPTER | 1
PURPOSE OF CHILD ABUSE DEATH REVIEW COMMITTEES..........ccccvvvvvvneee. 1
1.1 Background and DeSCIIPLION .........ccciiiiiiiiiiie e ee e e e e 1
1.2 MiISSION STAtEMENT ... e e e e 1
1.3  Operating PrinCIPIE ......coovvieie e 1
I €T - | SR 1
IR T O L o] 1= 1)Y= 1
(O o N I 2
STATE REVIEW COMMITTEE MEMBERSHIP AND DUTIES .......ccccvvvvvvvvivennnneee, 2
/2205 R [ 0T [T 1 0 o U USRPPRR 2
2.2 Statutory Membership.......cooooo oo 2
2.3  Term of MemMbBership. ... 2
2.4 CONSUIANTS ... 3
2.5 Election of State ChairPerson .........cooooeeeeiiiieeeeeee e 3
2.6 REIMDUISEMENT ..o 3
2.7 Terminating State Committee Membership..........cccoevee 3
2.8 State Review COMMILEE DULIES .....ccooeeeeeeiiee e 4
(O o e It 0 6
MAINTAINING AN EFFECTIVE COMMITTEE.......coutiiiiiiiiiiiiiiiiiiiieiivieeeeeeeee 6
3.1 Conducting an Effective Meeting .........ccooveeiiiiiiiiii 6
3.2 FOCUS ON PreVvVeNtioN ....cccoeee e 6
(O o N I 7
COMMITTEE OPERATING PROCEDURES .........ouvtiiiiiiiiiiiiiiiiiiiiiiiriineeeenseeeeenenee 7
4.1 Obtaining Data from Local Committee REVIEWS ...........cccevvviviiiiiiiiiiiiiennnn. 7
4.2 Record Keeping and RetentioN ...........ccoovvviiiiiiiiie e 7
4.3  Child Abuse Death Review Case Reporting SyStem .........ccccccvvvvvvveeerennnnn. 7
(O o e Iy 9
CONFIDENTIALITY AND ACCESS TO INFORMATION ......cuuuuiiiiiiinernirnnnnnennnnnnnnns 9
5.1 INrOUCHION ... 9
5.2 Confidentiality Statements ..o 9
5.3  Protecting Family PriVACY ...........oouuuiiiiiiii e 10
5.4 Document Storage and SECUILY .......ccooveeeeeiiiieeeeeeeee e 10
5.5 Media Relations and Public Records Request.............cccvvvvviiiiiieeeeeeennn, 10
(O o N e It 11
CHILD ABUSE DEATH REVIEW ANNUAL REPORT .......cuuutiiiiiiiiiiiiiiiininiinnnnnnnens 11

6.1 Guidelines for REPOIT......cccooiiiee e 11



CHAPTER |
PURPOSE OF CHILD ABUSE DEATH REVIEW COMMITTEES
1.1 Background and Description

The Florida Child Abuse Death Review Committee was established by statute in s. 383.402, F.S.,
in 1999. The committee is established within the Department of Health, and utilizes state and
local multi-disciplinary committees to review the facts and circumstances of all child deaths
reported as suspected abuse or neglect and accepted by the Florida Abuse Hotline Information
System within the Department of Children and Families (DCF). The major purpose of the
committees is to make and implement data-driven recommendations for changes to law, rules
and policies, as well as develop practice standards that support the safe and healthy development
of children and reduce preventable deaths.

1.2 Mission Statement

Through systemic review and analysis of child deaths, identify and implement prevention
strategies to eliminate child abuse and neglect deaths.

1.3 Operating Principle

A public health approach to child maltreatment is needed to address the range of conditions that
place children at risk of harm. The circumstances involved in most child abuse and neglect deaths
are multidimensional and require a data driven systemic review to identify successful prevention
and intervention strategies.

The state and local review committees shall work cooperatively.

e The primary function of the state review committee is to provide direction and leadership
for the review system and to analyze data and recommendations from local review
committees

e To identify issues and trends and to recommend statewide action

14 Goal

The goal of Child Abuse Death Review Committee is to improve our understanding of the causes
and contributing factors of deaths resulting from child abuse and neglect, to influence policies and
programs to improve child health, safety and protection; and to eliminate preventable child deaths.

1.5 Objectives

= Develop a system and protocol for uniform collection of child abuse and neglect death data
statewide, utilizing existing data-collection systems to the greatest extent possible

= |dentify needed changes in legislation, policy and practices, and expand efforts in child
health and safety to prevent child abuse and neglect deaths

= |Improve communication and linkages among agencies and enhance coordination of
efforts

State CADR Guidelines 2019 1



2.1

CHAPTER 2
STATE REVIEW COMMITTEE MEMBERSHIP AND DUTIES

Introduction

This chapter describes the general standards for the State Child Abuse Death Review
Committee membership, and outlines general duties and responsibilities of committee
members.

2.2

Statutory Membership

The State Child Abuse Death Review Committee is composed of representatives of the
following departments, agencies or organizations:

Department of Health - The Department of Health representative serves as the state
committee coordinator.

Department of Legal Affairs

Department of Children and Families

Department of Law Enforcement

Department of Education

Florida Prosecuting Attorneys Association

Florida Medical Examiners Commission, whose representative must be a Forensic
Pathologist

In addition, the State Surgeon General is responsible for appointing the following members based
on recommendations from the Department of Health and affiliated agencies, and ensuring that
the Committee represents to the greatest possible extent, the regional, gender, and ethnic
diversity of the state:

2.3

The Department of Health Statewide Medical Director for Child Protection Team

A public health nurse

A mental health professional who treats children or adolescents

An employee of the Department of Children and Families who supervises family services
counselors and who has at least five years of experience in child protective investigations
A medical director of a Child Protection Team

A member of a child advocacy organization

A social worker who has experience in working with victims and perpetrators of child abuse
A person trained as a paraprofessional in patient resources who is employed in a child
abuse prevention program

A law enforcement officer who has at least five years of experience in children's issues

A representative of the Florida Coalition Against Domestic Violence

A representative from a private provider of programs on preventing child abuse and neglect
A Substance Abuse Treatment Professional

Term of Membership

The members of the state committee shall be appointed to staggered terms not to exceed 2 years
each as determined by the State Surgeon General. Members may be appointed to no more than
three consecutive terms. The state committee shall elect a chairperson from among its members
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to serve for a 2-year term, and the chairperson may appoint ad hoc committees as necessary to
carry out the duties of the committee.

Agency representatives who leave their agency during their term must notify the agency head,
and the FDOH Child Abuse Death Review Committee Coordinator. The agency appointment
expires upon the effective date of the member’s departure from the agency and the State Surgeon
General will request that the agency appoint a new member.

State Surgeon General appointees who resign from their current position must notify the FDOH
Child Abuse Death Review Committee Coordinator. At the discretion of the Surgeon General,
they may remain on the state Committee provided they are still active in their appointed discipline
and continue to be employed in the specific job category where indicated. All appointees who
leave their employment and otherwise cease to be active in their designated discipline must notify
the Chair of the State Committee and the FDOH Death Review Committee Coordinator.

All replacements to the state Committee will serve the remainder of the term for the appointee
they replace.

2.4 Consultants

The Department of Health may hire staff or consultants to assist the review committee in
performing its duties. Consultants must be able to provide important information, experience, and
expertise to the Committee. They may not use their participation on the Committee to discover,
identify, acquire or use information for any purpose other than the stated purpose of conducting
approved child abuse death review activities.

2.5 Election of State Chairperson

The chairperson of the State Child Abuse Death Review Committee is elected for a two (2) year
term by a majority vote of the members of the State Child Abuse Death Review Committee.
Members of the committee with investigatory responsibilities are not eligible to serve as
chairperson. The State Child Abuse Death Review Committee Chairperson may appoint ad hoc
committees as necessary to carry out the duties of the Committee.

2.6 Reimbursement

Members of the state Committee serve without compensation but are entitled to reimbursement
for per diem and travel expenses incurred in the performance of their duties as provided in s.
112.061, F.S., and to the extent that funds are available. Consultants can be reimbursed
reasonable expenses to the extent that funds are available. Requests for funding must be
reviewed and approved by the Child Death Review Committee Coordinator.

2.7 Terminating State Committee Membership

A member or a consultant of the State Child Abuse Death Review Committee may resign at any
time. A written resignation shall be submitted to the Child Death Review Committee Coordinator.
Should action be required, a letter shall be addressed to the State Surgeon General who will
either make a new appointment or contact the agency head requesting the designation of a new
representative.
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2.8

State Review Committee Duties

Chairperson

Chair Committee meetings

Ensure that the Committee operates according to guidelines and protocols

Ensure that all new Committee members and ad hoc members sign a confidentiality
agreement

Department of Health Committee Coordinator/Department of Health, Death Review Coordinator
for the State CADR or designee

Send meeting notices to committee members
Submit child abuse death review data to the State Committee for review and analysis
Maintain current roster and bibliography of members, attendance records and minutes

All Committee Members

Develop a system for collecting data from local committees on deaths that are reported to

the central abuse hotline. The system must include a protocol for the uniform collection of

data statewide, which must, at a minimum, use the National Child Death Review Case

Reporting System administered by the National Center for the Review and Prevention of

Child Deaths, deaths that are reported to the central abuse hotline

Provide training to cooperating agencies, individuals and local child abuse death review

committees on the use of the child abuse death data system

ANNUAL STATISTICAL REPORT— prepare and submit a comprehensive statistical report

by December 1 of each year to the Governor, the President of the Senate, and the Speaker

of the House of Representatives which includes data, trends, analysis, findings, and

recommendations for state and local action regarding deaths from child abuse. Data must

be presented on an individual calendar year basis and in the context of a multiyear trend.

At a minimum, the report must include:

= (a) Descriptive statistics, including demographic information regarding victims and
caregivers, and the causes and nature of deaths.

= (b) A detailed statistical analysis of the incidence and causes of deaths.

= (c) Specific issues identified within current policy, procedure, rule, or statute and
recommendations to address those issues from both the state and local committees.

= (d) Other recommendations to prevent deaths from child abuse based on an analysis
of the data presented in the report.

Encourage and assist in developing the local child abuse death review committees and
provide consultation on individual cases to local committees upon request

Develop guidelines, standards and protocols, including a protocol for data collection for
local child abuse death review committees and provide training technical assistance to
local committees upon request

Provide training on the dynamics and impact of domestic violence, substance abuse or
mental health disorders when there is a co-occurrence of child abuse. Training shall be
provided by the Florida Coalition Against Domestic Violence, the Florida Alcohol and Drug
Abuse Association, and the Florida Council for Community Mental Health in each entity’s
respective area of expertise
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Develop guidelines for reviewing deaths that are the result of child abuse, including
guidelines to be used by law enforcement agencies, prosecutors, medical examiners,
health care practitioners, health care facilities and social service agencies

Study the adequacy of laws, rules, training and services to determine what changes are
needed to decrease the incidence of child abuse deaths and develop strategies and recruit
partners to implement these changes

Educate the public regarding the incidence and causes of child abuse death, and the ways
to prevent such deaths

Provide continuing education for professionals who investigate, treat and prevent child
abuse or neglect

Recommend, when appropriate, the review of the death certificate of a child who is
suspected to have died of abuse or neglect

State CADR Guidelines 2019 5



CHAPTER 3
MAINTAINING AN EFFECTIVE COMMITTEE
3.1 Conducting an Effective Meeting

The work of the Committee requires regular attendance and participation by all Committee
members. Regularly scheduled meetings allow Committee members to make long-term plans
and allow for better attendance. Members should become acquainted with protocol for data
collection and analysis and come prepared to present their agencies’ information and
perspectives.

Each member agrees to keep meeting discussions and information regarding specific child abuse
and neglect deaths confidential. Confidentiality is essential for each agency to fully participate in
the meetings. Committee members are reminded of the following by the Chairperson.

= The review Committee is not an investigative body

= All participants agree to keep Committee discussions relating to specific child abuse deaths
confidential

= Meeting minutes will not indicate any case specific information

= The purpose of the Committee is to improve services and agency practices by identifying
issues and trends related to child abuse deaths and provide recommendations to address
these issues and prevent other child deaths

Each professional brings to the review Committee a unique perspective, professional knowledge
and expertise. Each member must acknowledge and respect the professional role of each
participating agency.

This reference provides guidelines for the development, implementation, and management of the
State Child Abuse Death Review Committee and will be reviewed bi-annually or more often if
necessary. Revisions will be distributed to all committee members and posted to the Child Abuse
Death Review website.

3.2 Focus on Prevention

The key to good prevention is implementation at the local level. Review Committee members can
provide leadership by serving as catalysts for community action. Prevention efforts can range
from simply changing one agency practice or policy or setting up more complex interventions for
high-risk parents.

The State Committee should work with local committees and community programs involved in
child death, safety and protection. Some communities have child safety coalitions, prevention
coalitions or active citizen advocacy groups. Connect state and local Committee findings to
ensure results. Assist these groups in accessing state and national resources in the prevention
areas targeted by their communities.

State CADR Guidelines 2019 6



4.1

CHAPTER 4

COMMITTEE OPERATING PROCEDURES

Obtaining Data from Local Committee Reviews

The Chairperson should work closely with the local committees and the state CADR Committee
designee to ensure receipt of data from local committees.

Additionally, any meeting notes that directly relate to a specific child must also be secured and
separate from general meeting notes.

4.2

Record Keeping and Retention

All records (e.g., completed data forms with attachments, copies of agency department files)
must be maintained in a secure area.

All correspondence, public records requests, letters, and communications with the State
Chairperson or other Committee members must be copied to Florida Department of Health
Child Abuse Death Review Coordinator.

4.3

Pursuant to State of Florida Department of State Record Retention Schedule #34 the
State Child Abuse Death Review Committee shall retain a permanent copy of each
annual report, either electronically or written.

State of Florida Department of State Record Retention Schedule #35 addresses
copies of documents received from third parties (e.g. individuals, entities, and
government agencies) by the State and Local Child Abuse Death Review Committees
pursuant to the review of child abuse deaths and for the preparation of the annual
incidence and causes of death report required by Section 383.402, F.S. Record copies
must be maintained for a period of one year from the date of publication of the annual
report. Permission must be obtained from the Florida Department of Health State Child
Abuse Death Review Coordinator prior to the destruction of any record

Documents produced by the State or Local Child Abuse Death Review Committee
(e.g., the data form, death summary report, or listing of records reviewed, etc.) must
be maintained pursuant to State of Florida Department of State Record Retention
Schedule GS1-S, item #338 for a period of five years. Permission must be obtained
from the Florida Department of Health State Child Abuse Death Review Coordinator
prior to the destruction of any record.

Committee members must adhere to s. 286.011, F.S. (Florida’s Government in the
Sunshine Law), and can only communicate with one another about any committee
business during a properly noticed meeting

Child Abuse Death Review Case Reporting System

The State Child Abuse Death Review Committee utilizes the national Child Death Review Case
Reporting System to record and track data from child death reviews. The System Guide provides
instructions for completing the data form. The Child Death Review Case Reporting System Case

State CADR Guidelines 2019 7



Report must be completed on all child abuse deaths reviewed. The committee coordinator should
review the data form to ensure that all information is accurate and that the case review is
complete.

State CADR Guidelines 2019 8



CHAPTER 5
CONFIDENTIALITY AND ACCESS TO INFORMATION
51 Introduction

As provided in section 383.412, Florida Statutes., all information and records that are confidential
or exempt under Florida’s public records laws shall retain that status throughout the child abuse
death review process, including, but not limited to the following:

= Information that reveals the identity of the siblings, surviving family members, or others
living in home of a deceased child

= Any information held by the State Child Abuse Death Review Committee or a local
committee which reveals the identity of a deceased child whose death has been
reported to the central abuse hotline but determined not to be the result of abuse or
neglect, or the identity of the surviving siblings, family members, or others living in the
home of such deceased child.

= Portions of meetings of the state or local child death review committees at which
confidential, exempt information is discussed

= Recordings of closed meetings

Pursuant to Section 383.412, Florida Statutes, , a person who violates the confidentiality
provisions of this statute is guilty of a first degree misdemeanor. Violation of confidentiality
provisions by committee members should be referred to the representative agency/organization
for appropriate action,

Specific questions regarding confidentiality of child abuse death review information should be
directed to the Department of Health, Child Abuse Death Review Committee Coordinator. The
Coordinator will seek advice on the issue, as needed, from the Department of Health Office of
General Counsel

The State Child Abuse Death Review Committee and local committees may share information
made confidential and exempt by this section:

(a) With each other;

(b) With a governmental agency in furtherance of its duties; or

(c) With any person or entity authorized by the Department of Health to use such relevant
information for bona fide research or statistical purposes. A person or entity who is authorized to
obtain such relevant information for research or statistical purposes must enter into a privacy and
security

agreement with the Department of Health and comply with all laws and rules governing the use
of such records and information for research or statistical purposes. Anything identifying the
subjects of such relevant information must be treated as confidential by the person or entity and
may

not be released in any form

5.2 Confidentiality Statements
Any person who may have access to any information or records regarding review of a child abuse

death is required to sign a statement of confidentiality. Persons who may have access to this
information shall include state and local Committee chairpersons, state and local Committee
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members, administrative and support staff for the state and local Committees who open or handle
mail, birth or death certificates, records, or any other components required in the preparation of a
child abuse death review case.

Each child abuse and neglect death review Committee shall maintain a file with signed copies of
the member’s confidentiality statement. Other confidentiality statements must be obtained for
non-Committee member participants, as needed, on a case-by-case basis. These should be
maintained in the local Committee’s file.

5.3 Protecting Family Privacy

A member or consultant of the State Child Abuse Death Review Committee shall not contact,
interview, or obtain information by request or subpoena from a member of the deceased child's
family. This does not apply to a member or consultant who makes such contact as part of his or
her other official duties. Such member or consultant shall make no reference to his/her role or
duties with the Child Abuse Death Review Committee.

54 Document Storage and Security

All information, records and documents for child abuse death review cases shall be stored in
locked files. Persons who have access to the locked files or information contained therein shall
be required to sign a confidentiality statement.

Copies of documents provided for Committee meetings shall not be taken from Committee
meetings. At the conclusion of the Committee meeting, the copies shall be collected and
destroyed.

Data about the circumstances surrounding the death of a child is entered into the Child Abuse
Death Review Data System from the Child Abuse Death Review Data Form. This secure
database is used to generate summary or management reports and statistical summaries or
analyses.

5.5 Media Relations and Public Records Request

Public record requests or other media inquiries should be referred to the Florida Department of
Health Child Abuse Death Review Committee Coordinator.
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CHAPTER 6
CHILD ABUSE DEATH REVIEW ANNUAL REPORT
6.1 Guidelines for Report

The State Child Abuse Death Review Committee is required to provide an annual report to the
Governor, President of the Senate and Speaker of the House of Representatives by December
1st. The report will summarize information gathered by the local committees resulting from their
review of specific cases meeting statutory review criteria. The report will contain the following
sections.

A) Background

Program Description

Statutory Authority

Program Purpose

Membership of the State Committee

Local Child Abuse Death Review Committees

B) Method

= Overview of Child Death Data
= Department of Health Data on all Children Ages 0 through 17 years

C) Findings-Trend Analysis Based on Three Years of Data

Causes of Death (Abuse & Neglect)

Age at Death

Gender and Race

Age and Relationship of Caregiver(s) Responsible
Child and Family Risk Factors

D) Conclusions
E) Prevention Recommendations

F) Summary
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FLORIDA CHILD ABUSE DEATH REVIEW
State Committee Membership

Social Worker
Robin Perry, PhD

Department of Health
Patricia Boswell, MPH

Department of Legal Affairs
Vacant

Department of Children and Families
Stephanie Weis

Department of Law Enforcement
Jeremy Gordon, Inspector

Department of Education
Teresa Masterson, MEd, BSN, RN

Florida Prosecuting Attorneys Association
Thomas Bakkedahl, State Attorney

Florida Medical Examiners Commission
Shanedelle Norford, MD, MS

Child Protection Team Statewide Medical
Director
Carol M. Lilly, MD, MPH

Public Health Nurse
Deborah Hogan, RN, MPH

Mental Health Professional
April Lott, LCSW

Department of Children and Families
Supervisor
Holly Cummings

Medical Director, Child Protection Team
Cameron Rosenthal, MD, FAAP

Child Advocacy Organization
Jennifer Ohlsen, MS

Paraprofessional in patient resources,
child abuse prevention program
Maria Lesvia Alaniz

Law Enforcement Officer
Ret. Major Connie Shingledecker, Chairperson

Florida Domestic Violence Advocate
Cynthia Rubenstein, MS, LMHC

Child Abuse Prevention Program
Rebecca Albert, MSW

Substance Abuse Professional
Erica Floyd Thomas

Department of Health Staff
Patricia Armstrong, LCSW - Bureau Chief, Child
Protection and Special Technologies

Joshua G. Thomas - CADR Unit Director
Renee Senn - CADR Program Analyst

Brenna Radigan - CADR Prevention Specialist
Erica Puckett (she/her) - CADR Project
Coordinator

Department of Children and Families Staff
Lisa Rivera, MSW - Statewide Child Fatality
Prevention Manager

Leslie Chytka, MSW - Sr. Management Analyst
II, CIRRT Unit — Special Projects




Florida Child Abuse Death Review
Local Committee Leadership

Committee 1A

Claire Kirchharr, MPH, CPH
Kirsten Bucey

Sandra Park-O’Hara, APRN

Committee 1B

Jennifer Clark

Cheryl Canipe

Elizabeth Smith, BSN, RN

Committee 2

Holly Kirsch, LD, RDN
Claudia Blackburn, MPH, RN,
CPM

Committee 3
Cheriese Brown, BS, CWCM
Mr. Kerry Waldron, MPA

Committee 4

Vicki Whitfield

Funmi Borisade, RN, MSM,
MPH, MSN

Heather Huffman, MS, RDN,
LD/N, IBCLC

Committee 5
Janine Hammett, RN
Robin Napier, MS

Committee 6

Rebecca Albert, MSW
Rebecca Wilkinson-Shields
Ray Hensley

Mike Napier, MS

Committee 7
Vicki Whitfield
Dawn Allicock, MD

Committee 8
Stephanie Cox

Nikki Meadow
Natalie McKellips, JD
Amie Johns, MPH

Committee 9

llvia Ortiz-Paez

Brianne Bell

Anne Johnson, BSN, MN
Raul Pino, MD

Vianca McCluskey, MPH

Committee 10
David Acevedo
Taylor Freeman
Stephen Nelson, MD
Joy Jackson, MD

Committee 11

Lauren Lazarus-Sabatino,
Esqg. CCE

Lauren Villalba-Cruz, MPA
Yoselin Garcia, MPH
Yesenia Villalta, APRN, DNP,
MSN

Committee 12A

Maj. Connie Shingledecker
Katie Powers, RN, IBCLC
Jennifer Bencie, MD

Committee 12B
Laura Mcintyre, MA
Catherine Duff
Jennifer Bencie, MD

Committee 13

Jane Murphy, MPA

Melissa Iturraspe, MS, RHIA
Douglas Holt, MD, FACP

Committee 14

Kelly Byrns-Davis
Stephanie Wood

Christi Bazemore
Sandon Speedling, MHS,
CPM, CPH

Committee 15
Merlene Ramnon, PhD,
MPH, MSN, RN
Maricor Wall

Alina Alonso, MD

Committee 16

Lauren Lazarus-Sabatino,
Esq., CCE

Lauren Villalba, MPA
Mary Vanden Brook

Bob Eadie, JD

Committee 17

Samantha Silver, BA, CAP,
CRPS-A

Casey Woolley

Paula Thaqi, MD, MPH

Committee 18A
Jeanie Raciti, LCSW
Maria Stahl, DNP, RN

Committee 18A

Jennifer Grant

Lindsey A. Bayer, MS, F-
ABMDI

Donna Walsh, MPA, BSN,
RN

Committee 19

Carol Ann Wegener-Vitani,
RN, BS

Caroline Vinyard, LMHC,
MBA

Committee 20

Francine Donnorummo, JD
Sally Kreuscher

Stephenie Vick, MS, BSN,
RN
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CHAPTER |
PURPOSE OF CHILD ABUSE DEATH REVIEW COMMITTEES

1.1 Background and Description

The Florida Child Abuse Death Review Committee (CADR) was established in 1999, in Section 383.402,
Florida Statutes (appendix A). The committee is established within the Department of Health (FDOH), and
utilizes state and local multi-disciplinary committees to review the facts and circumstances of all child deaths
reported as suspected abuse or neglect and accepted by the Florida Abuse Hotline Information System
(FAHIS) within the Department of Children and Families (DCF). The major purpose of the committees is to
recommend changes in law, rules and policies at the state and local levels, as well as develop practice
standards that support the safe and healthy development of children and reduce preventable deaths.

1.2 Mission Statement

Through systematic review and analysis of child deaths, identify and implement prevention strategies to
eliminate child abuse and neglect deaths.

1.3 Operating Principle

A public health approach to child maltreatment is needed to address the range of conditions that place
children at risk of harm. The circumstances involved in most child abuse and neglect deaths are
multidimensional and require a data driven systematic review to identify successful prevention and
intervention strategies.

The state and local review committees shall work cooperatively. The primary function of the local review
committees is to conduct individual case reviews of deaths, generate information, make
recommendations, and implement improvements at the local level.

1.4 Goal

The goal of Child Abuse Death Review Committee is to improve our understanding of the causes and
contributing factors of deaths resulting from child abuse and neglect, to influence policies and programs to
improve child health, safety and protection, and to eliminate preventable child deaths.

15 Objectives

Develop a system and protocol for uniform collection of child abuse and neglect death
data statewide, utilizing existing data-collection systems to the greatest extent
possible

Identify needed changes in legislation, policy and practices, and expand efforts in child
health and safety to prevent child abuse and neglect deaths

Improve communication and linkages among agencies and enhance coordination of
efforts



CHAPTER 2
LOCAL REVIEW COMMITTEE MEMBERSHIP AND DUTIES

2.1 Committee Membership

Local committees enable various disciplines to come together on a regular basis and combine their
expertise to gain a better understanding of the causes and contributing factors of child abuse deaths in their
jurisdictions.

The directors of county health departments or designee will convene and support a. county or multi-
county review committees. The local death review committees shall include, at a minimum, the following
organizations’ representatives, appointed by the county health department directors in consultation with
those organizations:

State Attorney’s Office

County Health Department

District Medical Examiner’s Office

Local Child Protective Investigations

Local Child Protection Team

The Community-based Care lead agency

State, County, or Local Law Enforcement

Local School District

A mental health treatment provider

A certified domestic violence center

A substance abuse treatment provider

Other Committee members may include representatives of specific agencies from the community that
provide services to children and families. Local child abuse death review core members should identify
appropriate representatives from these agencies to participate on the committee. Suggested members
include the following:

A board-certified pediatrician or family practice physician
A public health nurse
A member of a child advocacy organization

A social worker who has experience in working with victims and perpetrators of child
abuse

A person trained as a paraprofessional in patient resources who is employed in a child
abuse prevention program

A representative from a private provider of programs on preventing child abuse and
neglect

To the extent possible, individuals from these organizations or entities who, in a professional capacity, dealt
with a child whose death is verified as caused by abuse or neglect, or with the family of the child shall attend
any meetings where the child’s case is reviewed. This participation can be of value in assisting the local
committees in their critical appraisal of information that can aid in the evaluation of circumstances
surrounding a death (not re-investigation of a case), identification of local trends and specific issues
contributing to child abuse and neglect fatalities within their region, and the development of prevention
recommendations in keeping with the mission of the Statewide Child Abuse Death Review Committee.



2.2 Term of Membership

Members of the Local Child Abuse Death Review Committee are appointed for two year terms and may be
reappointed. Agency representatives who leave their agency during their term must notify the Chairperson
of the local committee, who will notify the County Health Department representative. All replacements to
the local committee are appointed for a new two-year term.

2.3 Consultants

To the extent that funds are available, the Department of Health may hire staff or consultants to assist the
review committee in performing its duties. Funds may also be used to reimburse reasonable expenses of
the staff and consultants for the local committee. Consultants must be able to provide important information,
experience, and expertise to the Committee. They may not use their participation on the Committee to
discover, identify, acquire or use information for any purpose other than the stated purpose of conducting
approved child abuse death review activities.

2.4 Ad Hoc Members

Committees may designate ad hoc members. They attend meetings only when they have been directly
involved in a case scheduled for review or to provide information on committee related activities. They may
be DCF child protective investigators or family services counselors involved in a specific case, law
enforcement officers from a police agency that handled the case or a service provider or child advocate
who worked with a family.
2.5 Local Review Committee Duties
The duties of the Local Child Abuse Death Review Committee are:

Assist the state committee in collecting data on deaths that are reported to the child

abuse hotline within the Department of Children and Families

Collect data on applicable child deaths for the State Child Abuse Death Review
Committee utilizing the National Child Death Review Case Reporting System

Maintain a record of attendance, minutes and audio recording of the committee
meetings

Submit written reports to the state committee as directed and in keeping with the intent
of the law as denoted in Appendix A. The reports must include:

a. Nonidentifying information from individual cases.

Identification of any problems with the data system uncovered through the review
process and the committee’s recommendations for system improvements and
needed resources, training, and information dissemination, where gaps or
deficiencies may exist.

c. All steps taken by the local committee and private and public agencies to
implement necessary changes and improve the coordination of services and
reviews.

2.6 Local Committee Member Responsibilities
The role of local committee members can be flexible to meet the needs of particular communities. Each
member should:
Contribute information from his or her records, in accordance with Section 383.402,
Florida Statutes (see Appendix A)
Serve as a liaison to respective professional counterparts
Provide definitions or professional terminology

Interpret agency procedures and policies



Explain the legal responsibilities or limitations of his or her profession

All committee members must have a clear understanding of their own and other professional and agency
roles and responsibilities in their community’s response to child abuse and neglect fatalities.

2.7 Orientation and Training of Local Committee Members

Orientation and ongoing training of review committees is required to maintain consistency in application of
review methods, data review and collection activities. One of the primary goals of this training is to develop
consistent, accurate, and thorough application of program standards, and to help ensure that meaningful
information can be obtained for identification of prevention strategies for reduction of child abuse and
neglect deaths.

Local committees will work in collaboration with the Department of Children and Families Child Fatality
Prevention Specialist and the State Child Abuse Death Review Committee for planning and conducting
these training activities, especially during the first several meetings of the local committee.

Orientation should include, at a minimum, review of the Child Abuse Death Review Guidelines with an
emphasis on confidentiality of records and information, Section 286.011, Florida Statutes (Florida Sunshine
Law; see Appendix B) and any other training required by Section 383.402, Florida Statutes, including:

e Provide training to cooperating agencies, individuals, and local child abuse death
review committees on the use of the child abuse death data system.

e Provide training to local child abuse death review committee members on the dynamics
and impact of domestic violence, substance abuse, or mental health disorders when
there is a co-occurrence of child abuse.

o Develop guidelines for reviewing deaths that are the result of child abuse, including
guidelines to be used by law enforcement agencies, prosecutors, medical examiners,
health care practitioners, health care facilities, and social service agencies.

e Study the adequacy of laws, rules, training, and services to determine what changes
are needed to decrease the incidence of child abuse deaths and develop strategies
and recruit partners to implement these changes.

2.8 Support and Technical Assistance for Local Committees

The State Child Abuse Death Review Committee recognizes the importance of consistency and accuracy
in the information provided by local child abuse death review Committees. Without this consistency,
information collected about the reasons for child abuse and neglect deaths may not be reliable or accurate.
To this end, the State Child Abuse Death Review Committee will provide training and technical assistance
for local Committee members.

Local Committees may request technical assistance directly from the State Child Abuse Death Review
Committee; requests should be directed to the State Committee Chairperson or the FDOH State Child
Abuse Death Review Coordinator.



CHAPTER 3
MAINTAINING AN EFFECTIVE COMMITTEE

3.1 Conducting an Effective Meeting

The work of the Committee requires regular attendance and participation by all committee members.
Regularly scheduled meetings allow committee members to make long-term plans and allow for better
attendance. Members should become acquainted with protocol for data collection and analysis and come
prepared to present their agencies’ information and perspectives.

Each member agrees to keep meeting discussions and information regarding specific child abuse and
neglect deaths confidential. Confidentiality is essential for each agency to fully participate in the meetings.
Committee members are reminded of the following by the Chairperson:

The review Committee is not an investigative body

All participants agree to keep Committee discussions relating to specific child abuse
deaths confidential

Meeting minutes will not indicate any case specific information

The purpose of the Committee is to improve services and agency practices by
identifying issues and trends related to child abuse deaths and provide
recommendations to address these issues and prevent other child deaths

Each professional brings to the review Committee a unique perspective, professional knowledge and
expertise. Each member must acknowledge and respect the professional role of each participating agency.

Committee members must adhere to Section 286.011, Florida Statutes (Florida’s Government in the
Sunshine Law; see Appendix B), and can only communicate with one another about any committee
business during a properly noticed meeting.

3.2 Beginning the Meeting

Members and ad hoc members sign the Child Abuse Death Review Signature Sheet outlining confidentiality
policies prior to the start of their participation in review meetings. A confidentiality agreement (see Appendix
D) signed by committee members and required for other meeting attendees should be kept at each meeting
by the Committee Coordinator.

3.3 Sharing Information

Reviews are conducted by discussing each child abuse death individually. It can be helpful to establish the
order in which information will be presented. This will help the meetings and reviews to run more smoothly
and make completing the data form easier. Each participant provides information from their agency’s
records. If any information is distributed, it must be collected before the end of the meeting.

Often committee members may be unable to share information due to confidentiality restrictions or lack of
information. If there is insufficient information available at the time of the review, the Committee may
postpone the review of that case until additional information is available.

3.4 Community Education and Prevention

The state and local Child Abuse Death Review Committees review and analyze information on the nature
of child abuse deaths in Florida. The key to good prevention is leadership at the local level. Local
committees identify trends in child abuse death statistics for their own communities, and develop and
implement community education and prevention plans that are data-driven. Prevention efforts can range
from simply changing one agency practice or policy or setting up more complex interventions for high-risk
parents.



Review committees should work with local community programs involved in child death, safety and
protection. Some communities have child safety coalitions, prevention coalitions or active citizen advocacy
groups. Connect review findings to these groups to ensure results. Also, assist these groups in accessing
state and national resources in the prevention areas targeted by the community.



CHAPTER 4
COMMITTEE OPERATING PROCEDURES

4.1 Information Sharing

Background and current information from Committee members’ records and other sources is necessary for
case reviews. Committees can request information and records as needed to carry out their duties in
accordance with state statutes. Such requests should be addressed to the “custodians of the records” or
agency director and should include the review Committee authorizing statute, information regarding the
Committee’s operation and purpose, and a copy of the Committee’s interagency agreement.

4.2 Committee Chairperson

A Committee chairperson should be selected biennially at the organizational meeting. The chairperson,
who can be one of the committee members, serves at the discretion of the committee.

Chairperson duties:

Call and chair committee meetings. At least one regular monthly meeting (e.g., every
1st Friday of each month) will be scheduled. Regularly scheduled monthly
meetings can be cancelled if there are no cases to review. At least quarterly
meetings must be held to discuss community prevention initiatives (even when
there are no case files for review). Case reviews should be scheduled for review
within 30 days of receipt of a case file.

Send meeting notices to committee members.

Chairperson is to ensure that meetings are conducted according to Section 286.011,
Florida Statutes (Florida’s Government in the Sunshine Law).

Work with FDOH staff to obtain names and compile the summary sheet of child abuse
deaths to be reviewed for distribution to committee members two weeks prior to
each meeting.

Obtain all records needed for the local reviews in accordance Section 383.402, Florida
Statutes.

Submit completed child abuse death review data forms with attached materials to the
Department of Health, Death Review Coordinator for the State CADR or designee
and/or enter data collected from the case review/CDR Report Form into the
National Fatality Review Case Reporting System within 15 calendar days of the
fatality review.

Ensure that the Committee operates according to protocols as adapted by the
Committee.

Ensure that all new Committee members and ad hoc members sign a confidentiality
agreement.

Maintain attendance records, current roster, and resumes or CVs detailing
gualifications and experience of members.

Ensure secure transfer of all records to new Chairperson upon transfer of duties.
4.3 Meeting Attendance

Committee members must recognize the importance of regular attendance as a means of sharing the
expertise and knowledge for which they were recruited. Attendance at meetings must be in person to ensure
maximum participation in the death review process. For confidentiality reasons, phone conferencing is not
acceptable. Local committees should develop a policy to address non-attendance of committee members.



4.4 Obtaining Names for Committee Reviews

The Chairperson should work closely with the DCF Child Fatality Prevention Specialist to ensure notification
of deaths that meet criteria for review.

4.5 Record Keeping and Retention

All records (e.g., completed data forms with attachments, copies of agency department files) must be
maintained in a secure area within locked files and may not be destroyed without permission from the
Department of Health Death Review Coordinator or designee.

All correspondence, public records requests, letters, and communications with the State Chairperson or
other Committee members must be copied to Florida Department of Health Child Abuse Death Review
Coordinator or designee.

Pursuant to State of Florida Department of State Record Retention Schedule #34 the
State Child Abuse Death Review Committee shall retain a permanent copy of each
annual report, either electronically or written.

State of Florida Department of State Record Retention Schedule #35 addresses copies
of documents received from third parties (e.g. individuals, entities, and government
agencies) by the State and Local Child Abuse Death Review Committees pursuant
to the review of child abuse deaths and for the preparation of the annual incidence
and causes of death report required by Section 383.402, Florida Statutes. Record
copies must be maintained for a period of one year from the date of publication of
the annual report. Permission must be obtained from the Florida Department of
Health State Child Abuse Death Review Coordinator or designee prior to the
destruction of any record.

Documents produced by the State or Local Child Abuse Death Review Committee
(e.g., the data form, death summary report, or listing of records reviewed, etc.)
must be maintained pursuant to State of Florida Department of State Record
Retention Schedule GS1-S, item #338 for a period of five years. Permission must
be obtained from the Florida Department of Health State Child Abuse Death
Review Coordinator or designee prior to the destruction of any record.

Committee members must adhere to Section 286.011, Florida Statutes (Florida’'s
Government in the Sunshine Law), and can only communicate with one another
about any committee business during a properly noticed meeting.

4.6 Child Abuse Death Review Case Reporting System

The Child Abuse Death Review Committees utilize the Child Death Review (CDR) Report Form within the
National Fatality Review Case Reporting System to record and track data from child death reviews. The
System Guide provides instructions for completing the data form. The CDR Report Form must be completed
on all child abuse deaths reviewed. The committee chair should review the data form to ensure that all
information is accurate, that the case review is complete, and ensure that data entry takes place within 15
calendar days of the fatality case review.



CHAPTER 5
CONFIDENTIALITY AND ACCESS TO INFORMATION

51 Introduction

As provided in Section 383.412, Florida Statutes (Appendix C) all information and records that are
confidential or exempt under Florida’s public records laws shall retain that status throughout the child abuse
death review process, including, but not limited to the following:

Any Information that reveals the identity of the surviving siblings of a deceased child
whose death occurred as the result of a verified report of abuse or neglect

Any information that reveals the identity of a deceased child whose death has been
reported to the central abuse hotline but determined not to be the result of abuse
or neglect, or the identity of the surviving siblings, family members, or others living
in the home of such deceased child

Portions of meetings of the state or local child death review committees at which
confidential, exempt information is discussed

Recordings of closed meetings

Pursuant to Section 383.412, Florida Statutes, a person who violates the confidentiality provisions of this
statute is guilty of a first-degree misdemeanor. Violation of confidentiality provisions by committee members
should be referred to the representative agency/organization for appropriate action.

Specific questions regarding confidentiality of child abuse death review information should be directed to
the Department of Health, Child Abuse Death Review Committee Coordinator or designee. The Coordinator
will seek advice on the issue, as needed, from the Department of Health, Office of the General Counsel.

5.2 Confidentiality Statements

Any person who may have access to any information or records regarding review of a child abuse death is
required to sign a statement of confidentiality (Appendix D). Persons who may have access to this
information shall include state and local committee chairpersons, state and local committee members,
administrative and support staff for the state and local committees who open or handle mail, birth or death
certificates, records, or any other components required in the preparation of a child abuse death review
case.

Each child abuse and neglect death review Committee shall maintain a file with signed copies of the
member’s confidentiality statement. Other confidentiality statements must be obtained for non-committee
member participants, as needed, on a case-by-case basis. These should be maintained in the local
Committee’s file.

5.3 Protecting Family Privacy

A member or consultant of the local review committee shall not contact, interview, or obtain information by
request or subpoena from a member of the deceased child's family. This does not apply to a member or
consultant who makes such contact as part of his or her other official duties. Such member or consultant
shall make no reference to his/her role or duties with the Child Abuse Death Review Committee.

5.4 Document Storage and Security

All information, records and documents for child abuse death review cases must be maintained in a secure
area within locked files. Persons who have access to the locked files or information contained therein shall
be required to sign a confidentiality statement.

Copies of documents provided for Committee meetings shall not be taken from Committee meetings. At
the conclusion of the Committee meeting, the copies provided to members for the review purposes shall
be collected and destroyed.



Data about the circumstances surrounding the death of a child is entered into the Child Abuse Death Review
Data System from the Child Abuse Death Review Data Form. This secure database is used to generate
summary or management reports and statistical summaries or analyses.

5.5 Media Relations and Public Records Request

Public record requests or other media inquiries should be referred to the Florida Department of Health Child
Abuse Death Review Committee Coordinator or designee.
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383.402 Child abuse death review; State Child Abuse Death Review Committee; local child abuse death
review committees. —

(1) INTENT. —ltis the intent of the Legislature to establish a statewide multidisciplinary, multiagency,
epidemiological child abuse death assessment and prevention system that consists of state and local
review committees. The committees shall review the facts and circumstances of all deaths of children
from birth to age 18 which occur in this state and are reported to the central abuse hotline of the
Department of Children and Families. The state and local review committees shall work cooperatively.
The primary function of the state review committee is to provide direction and leadership for the review
system and to analyze data and recommendations from local review committees to identify issues and
trends and to recommend statewide action. The primary function of the local review committees is to
conduct individual case reviews of deaths, generate information, make recommendations, and implement
improvements at the local level. The purpose of the state and local review system is to:

(a) Achieve a greater understanding of the causes and contributing factors of deaths resulting from child
abuse.

(b) Whenever possible, develop a communitywide approach to address such causes and contributing
factors.

(c) Identify any gaps, deficiencies, or problems in the delivery of services to children and their families
by public and private agencies which may be related to deaths that are the result of child abuse.

(d) Recommend changes in law, rules, and policies at the state and local levels, as well as develop
practice standards that support the safe and healthy development of children and reduce preventable
child abuse deaths.

(e) Implement such recommendations, to the extent possible.

(2) STATE CHILD ABUSE DEATH REVIEW COMMITTEE. —

(&) Membership. —

1. The State Child Abuse Death Review Committee is established within the Department of Health and
shall consist of a representative of the Department of Health, appointed by the State Surgeon General,
who shall serve as the state committee coordinator. The head of each of the following agencies or
organizations shall also appoint a representative to the state committee:

a. The Department of Legal Affairs.

b. The Department of Children and Families.

c. The Department of Law Enforcement.

d. The Department of Education.

e. The Florida Prosecuting Attorneys Association, Inc.

f. The Florida Medical Examiners Commission, whose representative must be a forensic pathologist.
2. In addition, the State Surgeon General shall appoint the following members to the state committee,
based on recommendations from the Department of Health and the agencies listed in subparagraph 1.,
and ensuring that the committee represents the regional, gender, and ethnic diversity of the state to the
greatest extent possible:

a. The Department of Health Statewide Child Protection Team Medical Director.

b. A public health nurse.

c. A mental health professional who treats children or adolescents.

d. An employee of the Department of Children and Families who supervises family services counselors
and who has at least 5 years of experience in child protective investigations.

e. The medical director of a child protection team.

f. A member of a child advocacy organization.

g. A social worker who has experience in working with victims and perpetrators of child abuse.

h. A person trained as a paraprofessional in patient resources who is employed in a child abuse
prevention program.

i. Alaw enforcement officer who has at least 5 years of experience in children’s issues.

j- Arepresentative of the Florida Coalition Against Domestic Violence.

k. A representative from a private provider of programs on preventing child abuse and neglect.

I. A substance abuse treatment professional.

3. The members of the state committee shall be appointed to staggered terms not to exceed 2 years
each, as determined by the State Surgeon General. Members may be appointed to no more than three
consecutive terms. The state committee shall elect a chairperson from among its members to serve for a
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2-year term, and the chairperson may appoint ad hoc committees as necessary to carry out the duties of
the committee.

4. Members of the state committee shall serve without compensation but may receive reimbursement
for per diem and travel expenses incurred in the performance of their duties as provided in s. 112.061 and
to the extent that funds are available.

(b) Duties. —The State Child Abuse Death Review Committee shall:

1. Develop a system for collecting data from local committees on deaths that are reported to the central
abuse hotline. The system must include a protocol for the uniform collection of data statewide, which
must, at a minimum, use the National Child Death Review Case Reporting System administered by the
National Center for the Review and Prevention of Child Deaths.

2. Provide training to cooperating agencies, individuals, and local child abuse death review committees
on the use of the child abuse death data system.

3. Provide training to local child abuse death review committee members on the dynamics and impact of
domestic violence, substance abuse, or mental health disorders when there is a co-occurrence of child
abuse. Training must be provided by the Florida Coalition Against Domestic Violence, the Florida Alcohol
and Drug Abuse Association, and the Florida Council for Community Mental Health in each entity’s
respective area of expertise.

4. Develop statewide uniform guidelines, standards, and protocols, including a protocol for standardized
data collection and reporting, for local child abuse death review committees and provide training and
technical assistance to local committees.

5. Develop statewide uniform guidelines for reviewing deaths that are the result of child abuse, including
guidelines to be used by law enforcement agencies, prosecutors, medical examiners, health care
practitioners, health care facilities, and social service agencies.

6. Study the adequacy of laws, rules, training, and services to determine what changes are needed to
decrease the incidence of child abuse deaths and develop strategies and recruit partners to implement
these changes.

7. Provide consultation on individual cases to local committees upon request.

8. Educate the public regarding the provisions of Chapter 99-168, Laws of Florida, the incidence and
causes of child abuse death, and ways by which such deaths may be prevented.

9. Promote continuing education for professionals who investigate, treat, and prevent child abuse or
neglect.

10. Recommend, when appropriate, the review of the death certificate of a child who died as a result of
abuse or neglect.

(3) LOCAL CHILD ABUSE DEATH REVIEW COMMITTEES. —At the direction of the State Surgeon
General, a county or multicounty child abuse death review committee shall be convened and supported
by the county health department directors in accordance with the protocols established by the State Child
Abuse Death Review Committee.

(@) Membership. —The local death review committees shall include, at a minimum, the following
organizations’ representatives, appointed by the county health department directors in consultation with
those organizations:

The state attorney’s office.

The medical examiner’s office.

The local Department of Children and Families child protective investigations unit.

The Department of Health child protection team.

The community-based care lead agency.

State, county, or local law enforcement agencies.

The school district.

A mental health treatment provider.

. A certified domestic violence center.

10. A substance abuse treatment provider.

11. Any other members that are determined by guidelines developed by the State Child Abuse Death
Review Committee.

CoNoA~LWNE

To the extent possible, individuals from these organizations or entities who, in a professional capacity,
dealt with a child whose death is verified as caused by abuse or neglect, or with the family of the child,
shall attend any meetings where the child’s case is reviewed. The members of a local committee shall be
appointed to 2-year terms and may be reappointed. Members shall serve without compensation but may
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receive reimbursement for per diem and travel expenses incurred in the performance of their duties as
provided in s. 112.061 and to the extent that funds are available.

(b) Duties. —Each local child abuse death review committee shall:

1. Assist the state committee in collecting data on deaths that are the result of child abuse, in
accordance with the protocol established by the state committee. The local committee shall complete, to
the fullest extent possible, the individual case report in the National Child Death Review Case Reporting
System.

2. Submit written reports as required by the state committee. The reports must include:

a. Nonidentifying information from individual cases.

b. Identification of any problems with the data system uncovered through the review process and the
committee’s recommendations for system improvements and needed resources, training, and information
dissemination, where gaps or deficiencies may exist.

c. All steps taken by the local committee and private and public agencies to implement necessary
changes and improve the coordination of services and reviews.

3. Submit all records requested by the state committee at the conclusion of its review of a death
resulting from child abuse.

4. Abide by the standards and protocols developed by the state committee.

5. On a case-by-case basis, request that the state committee review the data of a particular case.

(4) ANNUAL STATISTICAL REPORT. —The state committee shall prepare and submit a
comprehensive statistical report by December 1 of each year to the Governor, the President of the
Senate, and the Speaker of the House of Representatives which includes data, trends, analysis, findings,
and recommendations for state and local action regarding deaths from child abuse. Data must be
presented on an individual calendar year basis and in the context of a multiyear trend. At a minimum, the
report must include:

(a) Descriptive statistics, including demographic information regarding victims and caregivers, and the
causes and nature of deaths.

(b) A detailed statistical analysis of the incidence and causes of deaths.

(c) Specific issues identified within current policy, procedure, rule, or statute and recommendations to
address those issues from both the state and local committees.

(d) Other recommendations to prevent deaths from child abuse based on an analysis of the data
presented in the report.

(5) ACCESS TO AND USE OF RECORDS. —

(a) Notwithstanding any other law, the chairperson of the State Child Abuse Death Review Committee,
or the chairperson of a local committee, shall be provided with access to any information or records that
pertain to a child whose death is being reviewed by the committee and that are necessary for the
committee to carry out its duties, including information or records that pertain to the child’s family, as
follows:

1. Patient records in the possession of a public or private provider of medical, dental, or mental health
care, including, but not limited to, a facility licensed under Chapter 393, Chapter 394, or Chapter 395, or a
health care practitioner as defined in s. 456.001. Providers may charge a fee for copies not to exceed 50
cents per page for paper records and $1 per fiche for microfiche records.

2. Information or records of any state agency or political subdivision which might assist a committee in
reviewing a child’s death, including, but not limited to, information or records of the Department of
Children and Families, the Department of Health, the Department of Education, or the Department of
Juvenile Justice.

(b) The State Child Abuse Death Review Committee or a local committee shall have access to all
information of a law enforcement agency which is not the subject of an active investigation and which
pertains to the review of the death of a child. A committee may not disclose any information that is not
subject to public disclosure by the law enforcement agency, and active criminal intelligence information or
criminal investigative information, as defined in s. 119.011(3), may not be made available for review or
access under this section.

(c) The state committee and any local committee may share with each other any relevant information
that pertains to the review of the death of a child.

(d) A member of the state committee or a local committee may not contact, interview, or obtain
information by request or subpoena directly from a member of a deceased child’s family as part of a
committee’s review of a child abuse death, except that if a committee member is also a public officer or
state employee, that member may contact, interview, or obtain information from a member of the
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deceased child’s family, if necessary, as part of the committee’s review. A member of the deceased
child’s family may voluntarily provide records or information to the state committee or a local committee.
(e) The chairperson of the State Child Abuse Death Review Committee may require the production of
records by requesting a subpoena, through the Department of Legal Affairs, in any county of the state.
Such subpoena is effective throughout the state and may be served by any sheriff. Failure to obey the
subpoena is punishable as provided by law.

() This section does not authorize the members of the state committee or any local committee to have
access to any grand jury proceedings.

(@) A person who has attended a meeting of the state committee or a local committee or who has
otherwise participated in activities authorized by this section may not be permitted or required to testify in
any civil, criminal, or administrative proceeding as to any records or information produced or presented to
a committee during meetings or other activities authorized by this section. However, this 1paragraph does
not prevent any person who testifies before the committee or who is a member of the committee from
testifying as to matters otherwise within his or her knowledge. An organization, institution, committee
member, or other person who furnishes information, data, reports, or records to the state committee or a
local committee is not liable for damages to any person and is not subject to any other civil, criminal, or
administrative recourse. This Iparagraph does not apply to any person who admits to committing a crime.
(6) DEPARTMENT OF HEALTH RESPONSIBILITIES. —

(@) The Department of Health shall administer the funds appropriated to operate the review committees
and may apply for grants and accept donations.

(b) To the extent that funds are available, the Department of Health may hire staff or consultants to
assist a review committee in performing its duties. Funds may also be used to reimburse reasonable
expenses of the staff and consultants for the state committee and the local committees.

(c) Forthe purpose of carrying out the responsibilities assigned to the State Child Abuse Death Review
Committee and the local review committees, the State Surgeon General may substitute an existing entity
whose function and organization includes the function and organization of the committees established by
this section.

(7) DEPARTMENT OF CHILDREN AND FAMILIES RESPONSIBILITIES. —Each regional managing
director of the Department of Children and Families must appoint a child abuse death review coordinator
for the region. The coordinator must have knowledge and expertise in the area of child abuse and
neglect. The coordinator’'s general responsibilities include:

(a) Coordinating with the local child abuse death review committee.

(b) Ensuring the appropriate implementation of the child abuse death review process and all regional
activities related to the review of child abuse deaths.

(c) Working with the committee to ensure that the reviews are thorough and that all issues are
appropriately addressed.

(d) Maintaining a system of logging child abuse deaths covered by this procedure and tracking cases
during the child abuse death review process.

(e) Conducting or arranging for a Florida Safe Families Network record check on all child abuse deaths
covered by this procedure to determine whether there were any prior reports concerning the child or
concerning any siblings, other children, or adults in the home.

(f) Coordinating child abuse death review activities, as needed, with individuals in the community and
the Department of Health.

() Notifying the regional managing director, the Secretary of Children and Families, the Department of
Health Deputy Secretary for Health and Deputy State Health Officer for Children’s Medical Services, and
the Department of Health Child Abuse Death Review Coordinator of all deaths meeting criteria for review
as specified in this section within 1 working day after case closure.

(h) Ensuring that all critical issues identified by the local child abuse death review committee are
brought to the attention of the regional managing director and the Secretary of Children and Families.

(i) Providing technical assistance to the local child abuse death review committee during the review of
any child abuse death.

History. —s. 13, ch. 99-168; s. 11, ch. 2000-160; s. 8, ch. 2000-217; s. 13, ch. 2001-53; s. 14, ch. 2004-
350; s. 41, ch. 2008-6; s. 69, ch. 2014-19; s. 21, ch. 2014-224; s. 4, ch. 2015-79.

INote. —The word “paragraph” was substituted for the word “subsection” by the editors to conform to the
redesignation of subsection (14) as paragraph (5)(g) by s. 4, ch. 2015-79.
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Appendix B
286.011 Public meetings and records; public inspection; criminal and civil penalties —

(1) All meetings of any board or commission of any state agency or authority or of any agency or authority
of any county, municipal corporation, or political subdivision, except as otherwise provided in the
Constitution, including meetings with or attended by any person elected to such board or commission, but
who has not yet taken office, at which official acts are to be taken are declared to be public meetings open
to the public at all times, and no resolution, rule, or formal action shall be considered binding except as
taken or made at such meeting. The board or commission must provide reasonable notice of all such
meetings.

(2) The minutes of a meeting of any such board or commission of any such state agency or authority shall
be promptly recorded, and such records shall be open to public inspection. The circuit courts of this state
shall have jurisdiction to issue injunctions to enforce the purposes of this section upon application by any
citizen of this state.

(3)(a) Any public officer who violates any provision of this section is guilty of a noncriminal infraction,
punishable by fine not exceeding $500.

(b) Any person who is a member of a board or commission or of any state agency or authority of any
county, municipal corporation, or political subdivision who knowingly violates the provisions of this section
by attending a meeting not held in accordance with the provisions hereof is guilty of a misdemeanor of the
second degree, punishable as provided in s. 775.082 or s. 775.083.

(c) Conduct which occurs outside the state which would constitute a knowing violation of this section is a
misdemeanor of the second degree, punishable as provided in s. 775.082 or s. 775.083.

(4) Whenever an action has been filed against any board or commission of any state agency or authority
or any agency or authority of any county, municipal corporation, or political subdivision to enforce the
provisions of this section or to invalidate the actions of any such board, commission, agency, or authority,
which action was taken in violation of this section, and the court determines that the defendant or
defendants to such action acted in violation of this section, the court shall assess a reasonable attorney’s
fee against such agency, and may assess a reasonable attorney’s fee against the individual filing such an
action if the court finds it was filed in bad faith or was frivolous. Any fees so assessed may be assessed
against the individual member or members of such board or commission; provided, that in any case where
the board or commission seeks the advice of its attorney and such advice is followed, no such fees shall
be assessed against the individual member or members of the board or commission. However, this
subsection shall not apply to a state attorney or his or her duly authorized assistants or any officer charged
with enforcing the provisions of this section.

(5) Whenever any board or commission of any state agency or authority or any agency or authority of any
county, municipal corporation, or political subdivision appeals any court order which has found said board,
commission, agency, or authority to have violated this section, and such order is affirmed, the court shall
assess a reasonable attorney’s fee for the appeal against such board, commission, agency, or authority.
Any fees so assessed may be assessed against the individual member or members of such board or
commission; provided, that in any case where the board or commission seeks the advice of its attorney and
such advice is followed, no such fees shall be assessed against the individual member or members of the
board or commission.

(6) All persons subject to subsection (1) are prohibited from holding meetings at any facility or location
which discriminates on the basis of sex, age, race, creed, color, origin, or economic status or which operates
in such a manner as to unreasonably restrict public access to such a facility.

(7) Whenever any member of any board or commission of any state agency or authority or any agency or
authority of any county, municipal corporation, or political subdivision is charged with a violation of this
section and is subsequently acquitted, the board or commission is authorized to reimburse said member
for any portion of his or her reasonable attorney’s fees.
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(8) Notwithstanding the provisions of subsection (1), any board or commission of any state agency or
authority or any agency or authority of any county, municipal corporation, or political subdivision, and the
chief administrative or executive officer of the governmental entity, may meet in private with the entity’s
attorney to discuss pending litigation to which the entity is presently a party before a court or administrative
agency, provided that the following conditions are met:

(&) The entity’s attorney shall advise the entity at a public meeting that he or she desires advice concerning
the litigation.

(b) The subject matter of the meeting shall be confined to settlement negotiations or strategy sessions
related to litigation expenditures.

(c) The entire session shall be recorded by a certified court reporter. The reporter shall record the times
of commencement and termination of the session, all discussion and proceedings, the names of all persons
present at any time, and the names of all persons speaking. No portion of the session shall be off the
record. The court reporter’s notes shall be fully transcribed and filed with the entity’s clerk within a
reasonable time after the meeting.

(d) The entity shall give reasonable public notice of the time and date of the attorney-client session and
the names of persons who will be attending the session. The session shall commence at an open meeting
at which the persons chairing the meeting shall announce the commencement and estimated length of the
attorney-client session and the names of the persons attending. At the conclusion of the attorney-client
session, the meeting shall be reopened, and the person chairing the meeting shall announce the termination
of the session.

(e) The transcript shall be made part of the public record upon conclusion of the litigation.

History. —s. 1, ch. 67-356; s. 159, ch. 71-136; s. 1, ch. 78-365; s. 6, ch. 85-301; s. 33, ch. 91-224; s. 1, ch.
93-232; s. 210, ch. 95-148; s. 1, ch. 95-353; s. 2, ch. 2012-25.
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383.412 Public records and public meetings exemptions. —

(1) For purposes of this section, the term “local committee” means a local child abuse death review
committee or a panel or committee assembled by the State Child Abuse Death Review Committee or a
local child abuse death review committee pursuant to s. 383.402.

(2)(a) Any information held by the State Child Abuse Death Review Committee or a local committee
which reveals the identity of the surviving siblings of a deceased child whose death occurred as the result
of a verified report of abuse or neglect is confidential and exempt from s. 119.07(1) and s. 24(a), Art. | of
the State Constitution.

(b) Any information held by the State Child Abuse Death Review Committee or a local committee which
reveals the identity of a deceased child whose death has been reported to the central abuse hotline but
determined not to be the result of abuse or neglect, or the identity of the surviving siblings, family
members, or others living in the home of such deceased child, is confidential and exempt from s.
119.07(1) and s. 24(a), Art. | of the State Constitution.

(¢) Information made confidential or exempt from s. 119.07(1) and s. 24(a), Art. | of the State
Constitution which is obtained by the State Child Abuse Death Review Committee or a local committee
shall retain its confidential or exempt status.

(3)(a) Portions of meetings of the State Child Abuse Death Review Committee or a local committee at
which information made confidential and exempt pursuant to subsection (2) is discussed are exempt from
S. 286.011 and s. 24(b), Art. | of the State Constitution. The closed portion of a meeting must be
recorded, and no portion of the closed meeting may be off the record. The recording shall be maintained
by the State Child Abuse Death Review Committee or a local committee.

(b) The recording of a closed portion of a meeting is exempt from s. 119.07(1) and s. 24(a), Art. | of the
State Constitution.

(4) The State Child Abuse Death Review Committee and local committees may share information made
confidential and exempt by this section:

(&) With each other;

(b) With a governmental agency in furtherance of its duties; or

(c) With any person or entity authorized by the Department of Health to use such relevant information
for bona fide research or statistical purposes. A person or entity who is authorized to obtain such relevant
information for research or statistical purposes must enter into a privacy and security agreement with the
Department of Health and comply with all laws and rules governing the use of such records and
information for research or statistical purposes. Anything identifying the subjects of such relevant
information must be treated as confidential by the person or entity and may not be released in any form.
(5) Any person who knowingly or willfully makes public or discloses to any unauthorized person any
information made confidential and exempt under this section commits a misdemeanor of the first degree,
punishable as provided in s. 775.082 or s. 775.083.

(6) This section is subject to the Open Government Sunset Review Act in accordance with s. 119.15,
and shall stand repealed on October 2, 2020, unless reviewed and saved from repeal through
reenactment by the Legislature.

History. —s. 1, ch. 2005-190; s. 95, ch. 2008-4; s. 1, ch. 2010-40; s. 1, ch. 2015-77.
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http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=0100-0199/0119/Sections/0119.07.html
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=0700-0799/0775/Sections/0775.082.html
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=0700-0799/0775/Sections/0775.083.html
http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=0100-0199/0119/Sections/0119.15.html

Appendix D

Statement of Confidentiality

Name:

Date:

| understand the following:

The purpose of the Child Abuse Death Review Team is to conduct a full
examination of the death incident.

No material will be taken from the meeting with case identifying information.

The confidentiality of the information and records is governed by applicable Florida
law.

(Signature)

(Agency)
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APPENDIX E:

CASE REPORTING FORM VERSION 5.1



CDR Report Form
National Fatality Review

Case Reporting System

Version 5.1

<, NATIONAL
%\,:"\a h
NN

—— 3] = - &

e
———
"

Center for Fatality Review & Prevention

Data entry website: hitps:fdata_nefrp.org

1-800-656-2434  info@ncfrp.org www._nefrpoorg

SAVING LIVES TOGETHER



Instructions:

This case report is used by Child Death Review (CDR) teams to enter data into the Mational Fatality Review Case Reporting

Systern (MFR-CRS). The MFR-CRS is available to states and local sites from the Mational Center for Fatality Review & Prevention
(MCFRP) and requires a data use agreement for data entry.  The purpose is o collect comprehensive information from multiple agencies
participating in a review. The NFR-CRS documents demographics, the circumstances invohed in the death, investigative actions, services
provided or needed, key risk factors and actions recommended andior taken by the team fo prevent other deaths.

While this data collection form is an important part of the COR process, it showld not be the central focus of the review mesting.
Experenced users have found that it works best to assign a person to record data while the team discussions are occurming.
Persons should not attemnpt to answer every single question in a step-by-step manner as part of the team discussion.

It is not expected that teams will have answers to all of the guestions related to a death. However, owver fime teams begin to
undersiand the importance of data collection and bring the necessary information to the meeting. The percentage of cases marked
"unknown™ and unanswered guestions decreases as the team becomes more familiar with the form. The NFR-CRS Data Dictionary
is available. It contains definitions for 2ach data element and should be refermed to when the team is unsure how to answer a gquestion.
Use of the data dictionary helps teams improve consistency of data entry.

The form contains three types of gquestions: (1) select one response as represented by a circle; (2) select multiple responses as represanted
by a square; and (3) free text responses. This last type is indicated by the words "specify” or "describe ™

Many teams ask what is the difference between leaving a guestion blank and selecting the response "unknown.® A guestion should be
marked "unknown”® if an attemnpt was made to find the answer but no clear or satisfactory response was cbtained. A question should be
l=ft blank (unanswered) if no atempt was made to find the answer. "MA" stands for "not applicable” and should be used if the question
does not apply.

Reminder

Enter identifiable information (names, dates, addresses, counties) into the MFR-CRS if your stateflocal policy sllows.  Follow your

state laws in regards to reporting psychological, substance abuse and HIVIAIDS status. Please check with your fatality review

coordinator if you are unsure.  For other text fields, such as the Namrative section or any "specify” or "describe” fields, do not

include specific names, dates of birth, dates of death, references to specific counties, practitioners, or facility names

in these text fields. Examples: "Evans County EMS" should be "EMS"; "Evans County Children's Hospital" should be "the children’s hospital.”
Why this reminder? Test fields may be shared with approved researchers as noted in the Data Use Agresment in your state

or jurisdiction. Therefore, entering identified data into those fields would compromise youwr responsibility under HIPAA

Additional paper forms can be ordered from the MCFRP at no charge.  Users interested in parficipating in the NFR-CRS for data
entry and reporting should contact the MCFRP.  This version includes the Sudden and Unexpected Infant Death (SUID) Case Registry
and the Sudden Death in the Young (S0} Case Registry questions.

Copyright: Maticnal Center for Fatality Review & Prevention, April 2020
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A CHILD INFORMATION

State / County or Team Number | Year of Review / Sequence of Review

O Death

Case Type:
(O Near deathvssrious Injury
{3 Mot bom allve (fetals2lioom)

Death Certificate Number.
irth Certificate Mumiper:
ME/Coroner Number:

A1, CHILD INFORMATION (COMPLETE FOR ALL AGES)

] Child never k=it hospital folowing birth

Dabe Team Moltfied of Death

1. Chikis name:  First Midde: Last O we
2 e ofbir: [l WK (3 Daeofdeatc CJwk |4 age () vears |5 Face, check all tha appiy O wk |6 Hispanic or 7. Sex
O Monte O write O Mative Hawallan Lafing origin®
O Days O eack O ragneiganger, | O ves O mae
/ / / ) O Haurs O Aslan, specity. spaciy: O Mo 1 Femae
w0 o1 oy | omm 0 e | oy O wnutzs | O Amenican indian, Tribe: O uk QO uk
O ux O  azska Matve, Tribe:
5. Residence adiress: O wk 5. Child's weight at death: 0O uk 1. State of death:
Sireet Agt ) Poundsiounces
O Gmmskliogams
City: 10, Chikfs hesght at death: 0O uk 12. County of daath:
Sate Fai 3 county: O Festinches —L——
O com
13. Cnild had disabiity or chronie liness? Oves Ono O ux 15. ChilTs haalth Insurance, check al that apply:
If yes, check all tha appiy: [ O indan Heakh Sanvice
[ prysicalorthopadic, spagty: If yes, was chikd recetving Childran's O Privata [ other, specify.
[ mental neakhsubstano: sbuse, pacty. Special Haafih Care Nesds sanices? O medicaid O u
O cogritivetnisliecial, specty: Oves Owno Dux O tate plan
O sensary, spectty:
O 15. Was e child up bo date wih the Canters Sor Disease Control
14. Viera any sibings placed outside of the home prior to this childs death? and Frevention (COC) Immunization scheduis?
O oW O ves®_ (O No DUk COwa Oves O Ho, spedty Oume
Jit the child naver left the hospital folowing birth, go o A2
17. Type of reskdencs: 18. New resldence 13, Residence overcrowded? | 21. Number of oher chikiran Ihing
() Parenta home O Reatveroms (O Jalioetantion In past 30 days? O ves O Mo O oum|  withchid O wx
() Ucensedgrouphome 0 Livingonown O3 Other, specify: O ves
() Licensed foster home {2 Shefiar 2 e 20. Chikd ever homakss?
O restvernsterrome D Homelsss O uk O ux O oves O Mo O ux
22 Child had history of child makreatment? If yes, check al that apphy: 23. Was there an open CF'S case wil child &t
A5 VICm A5 Pemmetratn ASVICOM  AS Pormetrate It yes, how was history identted: tme of death™
O A m] O eoysical O O Through cPs Oves Owno O ux
O O Yes ] O Megedt (@] O Other sources 24. Was chikl ever placed caiskle of the home
[ Lo m} O sewa If mrougn CPS: prior o the death?
O O wx m| O  emosaonalr AsVicHm  As Pemelrsio Oves Owe O ux
peychoiogieal # CPSrefamas (25 How many months prior o deah dd chid
m} O ux - __ # Subsiantalions |last have contact with a health care provider?

A2 COMPLETE FOR CHILDREN OVER ONE YEAR OLD

26 Child's highest educalion level:

O wa 8]
O Mome (@]
O Preschool O
O GraeKE o
2 Grade g2 e}
) Home schooied, KB

) Home schooisd, 312

27. Chil's work status: 5. Dk child have protiems In school? 20. Child had history of Intimate partner

Dwop out O wa Ona Oves Owno Ouk vicience? Check 3l that zoply:
HS graduate’GED ()  Employed Iyes, chedk al that appay: O wea
Cailege O Ful time O scademic O Bahawora O es, as wictm
Other, gpeciny: O Parttime O Truaney [ Expusion [ ¥es, as perpetrator
i O uk [ suspensions [ Crher, spagity: O Mo

O motworking O unc O wx

O ux
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30. Child had recetved prior mental Neath senvices?
Owna Tves Owo Oux
I yes, check all that appiy:

32 Child on medieations for mental heatih Iness?
Owmwa COwves Owno Cux

34. Child was hospitalized for mental haalth cane within the

presdous 12 months™
Owe Oves Ome Ouwr

O opatient If yes, did the child have 3 follow-up MH appointment
O Cay reaimentparial hospialzston 33. Child had emergency depariment wisit for menial within 30 days of dlscharge from the hospital?
O regoena Nealth care Within the previous 12 montns? Ovee Owmo Oux
31. Child was recelving mental healn services? Ona Ovee Owno Cux 35, Issues preventted child from recelving mental haatth
ONa Oves One Oux ifyes, did the child have 3 follow-up mental health senices?
I yes, check all that apoky: appaintment within 30 days of emergency Owa Oves Owmo Cum
O outpatien department vist? It yes, specify.
O pay treatmentipartial hespitalzton Oves Owme Qux
O resoena
36. Child had history of SUDGianG: LSe of abuse? 37. Child hatt delinguent o criminl history? 40, Whiat was childs gendar identity?

Onwa Oves Owne Oux O owa Oves Owe O uk () Mo ety sxpressed () Non-binary
¥ yes, check all Mat appy: It yes, check all that apoly: (O Mae, not transgender () Other, spediy.
O scohol O Prescrotion drugs, spatty: [ Assauts O otmer, specty: ) Femaie, not transgenger
O  cocane [ Oves-the-counter dnigs, SpecTy: O Robbeny O Transgender maie O
O waruana [ Tonaccomicotne. spacy type: O Dougs O ux ) Transgender female
O wetnamphetaming] Other, specty: 35, Child sper time In |uvenlie detention? 21, Whiat was chilfs sexual onatazon?

O opiokds Oum One Oves Owo Ouk () Mo onentaton expressed (O Other, specity.

i yes, did ihe chikd receive reatment? ) sraghtheternsaual

O vel wo O ux O Gaynesian 0wk

M yes, fype? Check 3l that apply: 35, Child acutety Il In the two weeks ) Eisenual

O cupaient [ Day ireatmentipartial hospitaization before death? ) Cuestioning

[ inpatientidesox [ Reskdential COves Owno Cux

|A3. COMPLETE FOR ALL FETALINFANTS UNDER ONE YEAR
42, Was this case reviewsd by both a Fetalinfant Morialty Review (FIMR) and Chilkd Death Review (CORUCER) t2am? Oves Owme Oux

|13 Gostatonal age: [0 U |44, EIrth weightc
O Gramskliograms

O Poundsiounces

FwWeaks

47. INCIUCNG the decsacat Intant,
P ManTy 1ve births did he
birth momer have? £ __ [0 Wk

[45. Not Including the deceasad Infant, number of childran

Mo O um

birth mother stil has Iving? 2

O wx

0. Wiera there access of compllance lssues relted o prenatal care™

O wk 45, MUMpiE gestaton? 46, INcasding the decaased Infant,
O vYesm__ Now many pregnancies did the
5 | O m Cum pirn mother have7#__ [ usc
49, Prenatal care provided during pragrancy of deceased Infant? (O Yes O
It yes, number of prenatal viskis kept #_ O ux
If yes, month of frst prenatal vist. Specify - O uk
Oves Owo  Owk  Hyes, checkal that apphy:
O  Lack of maney for care O Language bamers O Lack of ramily'social suppart
O Umitations of heaith insurance coverage [0 Couidnt get provider to take as pagent O Services not avallabie
O  Lack of fransportation O muttie provioers, not coordinated O Destrust of neatth care systam
O o phons O Couidrit get an earler appointment O wemwiiing o cotain care
O  Cultural differences O Lack of chid care O Did'? know whers to go

O Dignt think she was pregnant
O Cher, spectty:

O uk

O Cardovascular

Hypertansion - gastational
Hypertension - chionic
Pre-sciampsla

Eciampela

Clotting disorer

oooOooan

E

O Failc add defidency

O sicie cel dseass

O Anemia ron deficiency)
O Eespimiory

0O Ashma

O Pumonary emosism

]

51. DUring pregnancy, did mother Nave 3y metical conadtons/complcRons?
O Engocrineidetabole

O ves

Owue Oux

O Sexualy Trnsmited infecion (STI)

O Diabetes, typa 1 chionic [0 Bactslal vaginosts (B}
O Diabedss, typs 2 chicnic O Criamydia
O Diabetes, gestational O Gonomhea
O Thyroin O rempes
O Puaiycystc ovarian dsease O wev
NeurciogisPsyehiatlc O syphils
[ Addiction disordar O Grouwp B strep
[ Eating disomer O HwADs
[ Depression O oOther ST, specity:
[ Aroiety dsorder 0O Gymectiegc
[ Seizure disorder O werrevaging bleeding
O croncamrionitis
O Okgoyoramnios
O Poiynydramnics

If ye&, chack 3l Mat apply:
O Swmecologe (contirued)

m]
O

Intrauterne growsn resmetion {ILGR)
Premature rupture of
membranes [PROM)
Pretenm REMaturs ruptue of
membranes (PRROM)
Incompetent cenvix
Umislical cord complications

O Frolapse

O Nuchal com

O  otner cord, spectty.

O Facenta probiems

O  Abnuotion

O preva

O otner placental, spedfy:

jm]

[m]
]
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1. Mothers medical conditions {cominwed) O Cther ConditioniComplicamon

O um O HELLF syndrome O ora heatthvdental or gum Infection [ Matemal genetic disorder [ Preterm sbor
OO0 Cecreased %=ta movement [0 Matemal developmental delay O sastrointestingl O apnormal MSAFF O coher, spectty:
52 Did the mother experiance any madical compilcations in previous pregnancies? Cwa Owves O wo Oux  Hyes, check allthat appiy.
O Previous preterm pirn OO0  Previous smal for gestatond age
O Previous low birth weight tirth O  Previous large for gestational age (greater than 4000 grams)
=3 Did the moiher us2 any medications, drugs of ofer substances during pregnancy™ Oves Omo  CQuk  iryes check al that appy
O oOver-thecounter megs [ Ant-slieptic O Maussaivomiting medications O cocaine O Meds to treat drug addiction
O Alegy medcations O Amt-mypenensives O Cholestem medcatioms O Heroin O Opioids
O Antibiotics O Ant-mypotyroidism O  seesping plis O warjuana OO other paln meds
O Ant-fwantiviras O Asthritis medications O  meds io treat pretem labor O methamghetamine O other, specity:
O art-georassantsant- [ Diabetes meaications O meds usea during dsivery O awcono O wx
anstyfant-peychatics [ Asthma medications O  erogesteroneriy O it akohal, Infant bom with fetal effacis or syndrome?
I 3y It i checked, piease INIKEe M genanic of Lrand Name of Me Medcations or drigs:
54, Was the Infant bom dnug expasad? Oves Owuo Oux
Es. Did the Ifant have neonatal absinence syndrome (MAS)7  O'ves O Mo O uk
6. Lewal of birth hospitat 57. At diSEhage from fhe DIRh NOSQItE, Was 3 0358 Manager assigned to the mother?
[ O WA, mother did not go to 3 birth hospita Oves Owmo Ok
Oz 58, Did the momer atiend a postpartum wisit? Oves OwMo Ok
] 55, Did the Infant have 3 NICL) stay of more Man one day™ Oves Owme Ouwx
() Fres-ctandng birth center If yes, for what reason(s)? Ched al that appy:
) Home birh O Pramaturty O Apres O Hypothernia O Mecanium aspiration
(1 Other, specify: O twbinhweight [0 Sepsis O Jaundce O congential anomales
O um [ Tachyprea [0 Fesdrgatfficuties [] Anemia [0 othes, specity:
[ Crugakonol expasurs 0 w=
B0 Cid momer smiake In e 3 months before pregnancy? (1. Did e mother smoke at any ime Trimesteri  Trimester2  Trimester3
O Yes Fyes, _ Awg# dgaretiesiday during pregnancy? If yes, Avq 7 clgarettesiday
O Mo {20 cigaretas In pac) COvee Ome Qumk {20 cigarettes In pack)
O ux O W quantity m] O ] LK quanttty
E2. Dil the mother LSS e-Cigareties OF ENEr SIBCtminic RcoIne Products 3t ary TMe dunng pregnancy? Oves Owo Oum
Fyes, on average howoften? () Morethanonce aday () Onceaday () 2-6daysaweek () 1dayaweskorless () Ui
E3. Wat mother Injursd during pragnancy? £4. [Hd the mother have postganium depression?
Cvee O no O wk  ryes, oesonpe: Ovee O Cux
Jir this was a tetal death, go to Section B.
ES. Infantevertreasted? (O ves O Mo (0 UM E6. DiddInfat have sonomal mtabole NEwhom seresning resuts?
M yes, any breast mik & 3montns? O Mia O ves Owo Owx Owa Oves One Oux
If yes, exchushiely? Oves Ono Ouwx ¥ yes, desoribe any abnormalty such a8 a falty acd cxddation emor
i yes, any breast milk at 6 montne? M. O ves Owo Ouw
If yes, exchusvey? Oves Owe Ok

It evier, was Infant recefving breast mik &t fime of deam?
Cvee O COux

|t the Infant never e the hospital folcwing birth, oo to Section 5.

E7. Atany ime prior to the Infant's ast 72 hours, dd the Infant have a ES. In the 72 hours prior to deam, did the Infant have any of the folowing? Check al that appiy:
history of (chack all that apoiy): O wHome O woeniting O cyanosis
O menes O cCyanosis O Fever O Choking [ selzuras or convuisions
O  rection O Sezures of convulsions O Excessive sweating O oiarmea O other, speany:
O Alerges O candlac sbnomalties O Lethargysieaping more than usual [ Stool changes
[0 Abncemnal growtn, weight gainfios: [ Other, specity; O Fussinessiexcessive cning O Demicury braathing O
O Agnea O we [ Decrease In appete O Apnea
E3. In the 72 hours prior to deam, 70. In the 72 hours prior to death, was |71. In fe 72 hours prior i death, was the Infant given 2. What did the Infant have for hismes
was the Infant Injured? ihe Infant given any vaccines? any medicabions or remedes? Include herbal, last mealT Check all that apply.
Ovee Omno Oux Oves O Duk presorption, owver-the-counter medications and O  Breast mik
flome remadles. O Fomu, type:
It Y25, desonine calse and Inunes: It yes, 15t NAME{s) of Vacoines: Oves Owe  Oux O Eabymood, type:
O  Cersal, type:
If yes, 15t name and (35t dose given: O  omer, spacty
O wk
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B. BIOLOGICAL PARENT INFORMATION

@ 4o information avaliabie, go fo Section C

1. Parents alve on date of childs death™ Even If parent(s) ars decsased at Eemak Uves O wo QUK
time of chil's death, please fil out the ramaining questions. Mk Oves Ono Cuk
2 Parerts’ race, check all that apply; 3. Parents’ Hispanic of Latino origin? |5, Parents’ employment status: E. Parenis’ Income:
Femaie Mae Female Make Femaie Maie Female Make Femaie Make
] O whss O O HNatwerawsllan | O O Yes, spacity ongrc O O Employed O D Hon
O 0O sex O Oragscwsne, | O O we O O uUnempioyes O O Meaum
O 0O agan, spesty EpEcy o 0O uwx O O onasabiry O O Low
O O amedcanigan, Tree: 0 0O uk 4. Parents’ age In years at time of O O sayatnome O 0O 9 m
m] O  Alzska Mative, Tride: ohil's death: O ) Retired
Femae  Mae o O ux
R FYaars
O 0O wk
7. Parents’ education 5. Farents speak and understand ©. Parents first genaration Immigrant? [11. Parents recsive soclal sanices In fhe past tweive months?
Famaie Mae English? Femaie Mae Femaiz Male
O O <Highschool | Femake Make 0 O ves,cowiyofongr [ O O ve Wyes, check al hat apply below:
O O High schood O O ves 2 O Mo o 0O M
SED O O M O O ux O O uwk
O O cokge o O w 1L Parents on acihe milEry ouy? Femals Male Femnale Male
O D Post graduans If o, lEnguage spoken: Femaie Mae O O wc O 0O ssction3housing
QO ux O O es, spacity branch: O O Homewissng, [ [ Soclal Securfty Disabillty
o O Mo specity: Insurance (SSUSSOI)
O O uwx O O 71aw O O orner, specry
O O wedcald
O O Fodsmps O O WK
SNAREET
2. Parents have substance 13. Parents evar wicim of child 14_ Parents eves parpelrator of mafireatment? (15, Parents have disability o chnonic Biness?
abuse history? matreatmeant™ [o——— Femals Mas
Fomale Mae Femais Male O O e QO ves
o] O ves O D ves O O N O O Mo
O O mo O O e o O uw O O ux
] O uK O D wk M yes. check all hat appiy: If ye5, check all that apply:
¥ yes, check all that appey: If yes, check al that apphy: m] O  Physical O O e;oysicaliothopeds, soecify:
m] O axconol O O prysical O O megeo O O wema neatisubstance aouse,
[} O Cocsne O O meglect ] O Seus specify
O O wmaruana O 0O sesual O O  Emotionalpsychoiogical O 0O cogniveintelecal specity:
O O wmemampheiamine O O eEmcionalpsychoiogical [ O uwx O O sansory, spectfy
O O opioios O 0O ux - #CPS rafermas O 0O ux
O O erescrption drugs I #CPSreferrals | #Substanbiations If mental haakhvsubstance abuse, was parent
O O Ower-the-counizr _ # Substantiations [m] O  CPS preventon services recaiving mental healih sesvices?
O O onnes, specry O O eEverintoster e o O O  Famiypressvation senvicss OO ves
O O ux adopied O O  chigen ever removed [ I T )
O O uk
16. Parents have prior child deaths?
Female Mak I yes, cause(s) Check al mat appy:
O O ves Femae  Make Femde  Mak Femae Mae
O O Mo ] O cridabuse = ] O sucdes__ O O  oters___
@] Ok jm] O  cChilgnegect 2 jm] O zios s Other, speciy.
O O  Acoidents O O Unostermined cases ] O  uwk
17. Farents hawe history of Intimate parines viclence? 18. Parenits hawe delnquenticriminl history? I yes, check Al that apoiy.
Fergie Mgk Fomale Mae Eemde Mae
m] O ves, as victm ] O Yag m} O aszaurs
O O  ‘es, as pametrator ] O M O O Foboery
O O mo ] [T O O omgs
O O ux ] O  cmer, spacity:
O O wux
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C. PRIMARY CAREGIVER(S) INFORMATION

1. Primary canegivers). Select oniy one each In columns one and fwo. I Careghear(s) age In years:

One  Two Loe Tap DOn2 Twg Ong  Two

O Se, go to Section O O} Foster parent O O Otnearreatve _ #Yeas

O O seolgical mother, go to Section D O ) Mother's pariner o ) Friend m] O =

O O soigical tather, go 1o Section O ' Famers pariner o ) institutional stam 3. Caregiver(s) sex

O O adopiive parent O O crandparent o O other, speciny. One Two

QO stepparent [ O Sibing 20 Mae

o O um O O Femae
O O ux
4. Caregher(s) race, chack all that apply: 5. Careger(s) Hispanic of E. Camegiver(s) employment stahes: 7. Caregivers) Income:

Cne Teo one Two Lating origin® One  Two One Two

O O whee O O Matve Hawallan one  Two O O Employed O O Hon

O O Bk O O Fagtciksander, O O ves O O Unemployed O O Medum

O O asan spsciy specy O O N O O Ondsabilly 20 Lw

O O amedesnindan, Troe O O ux O O uk O O sayathome OO

O O amskaNaive, Trive: If Y25, SpRCHY ongin: 2 O Retrea

o0 uk
E. Carsgheer(s) education: (9. Do caregivens) spesk and 10, Carsgiver(s) frst generation 12, Caregvens) recsive s00ial senices In the past teele months?
one  Tuo understand Englsh? mmigrart? Oone Two
O O =High school Oone Two one Two O O Yel yes, check al that apply beiow:
O O HgseocewcEn)] O O ves O O ves,comtyorongre [ O O Mo
O O colege O 0 o O Ho o 0O uk
O O Post graouate O 0 o O ux One Two one Two
O O If no, IBnguage spokan: 11 Caregiver(s) on actve mitaryaury?| OO O wic O O Food sEmps/SNAREET
one Two O [O Homewsting [0 [ Secton &housing
O O eg, spacty pranon: spesiny; O [ SocSac Disabilty [SSHSSOI)
O O me O O tawr O O oiher, speciy
2 O ux O O Medcald O Ows
13. Caragiver|s) have substance 14, Caregves(s) aver vicim of child |15, Caregiver(s) ever parpetrator of maftraatment?] 16. Caregivans) have disabiity or chronic [Iness?
abuse history? makreament? One  Two one  Two
Qne  Iag o2 Two S D ves O O ves
O O Yes O O ves O O N O O mMo
o O Mo o 0O M o O ux Q QO ux
o O ux O 0 uwk It ya&, check al that appyy: It yes, chieck al that apoly.

If yes, check all that apoly: If yes. check all fat appey: O O Physkal O O ehyscaithopeds, spectly
O O akchal O O physieal O O Hegest O O wemal hedthsubstance aouse,
O O cocane O O megest O 0O seaa specity.

[} O Marjuana O O sewal ] O Emotionalipsychoiogical O O Cognavelntzlectual specy:
O O semamphetamine O O Emcloalpsychologica O 2O ux O O saensory, specty
O O opioiss O 0O ux _ _ #CPSeemas O 0O wx
O O Prescription drugs - #CPS refemals - # Substantiatons ¥ mental heakh/sunsiance abuss, was
[m] O owerthe-couniar I # Substantiations O O ces prevention sendces caregiver receiving MH sendces?
[m] O Coher, specify. O O Everinfoster cancor O O Family preservation sevices O O ves
O O ux adopred ] O chilgren ever ramaoved QO O Mo
O O ux
17. Caragiver(s) have prior ¥ yes, cause(s) Check al Mat apphy: |8, Carsgiver(s) have history of Infmate pariner |15, Caregiven|s) have delingquenticriminal nisiony?
child deaths? one Two winlengca? one Two

one Two O O chid abuse # one Two 0 O ves

O O ves m] O cadnegets_ O O es, as victim 0 O Mo

O O wNe m] O scoisems_ m} O as, as perperator O 0 UK

O O uk a O Suciges_ m] O mo If yes, check all that apply:

m] O zoss_ m} O ux O O sssauts

m] O uUngetermined O O  robbery
= [} O Dugs

m| O omers O O owmer specry
Oiher, specty. O O ux

O O WK
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0. SUPERVISDR INFORMATION snswer this seciion only If the child ever lsft the hospitsl following birth

1. Did child have supsavision 3 time of Incident ieading to deatn?

) Yes, answer 02-16 Select one:

() Mo, not needed given developmental age or cicumstances, goto Sec. £ | O Chikd In sight of supenvisor

() Mo, but needed, answer D315 O Minwes O Days_
(O Unanie o detaming, try 1o ancwer 03-16 O Hous _ O uk

2. How long betone Incigem did supenvison 1351 see child?

3

5 supenisor Istad In 3 previous saction?
g, biniglcal mother, 0o to D15
a5, bicingical tather, go to D15
Y&, caregiver ane, go to D15
Y&, caregiver two, go to 095

No

o000

-
4

C

4

O aAdoptveparent (O Grardparent

3 Siepparent O Sinling

O Foster parent ) Offer retatve

O sotmersparner (D Friend

O Famerspamer O Acqualntance
9]

Primary person responsible for supervision at the ime of Incdent? Select only one:

Hospital staft, go to D15

o
O
0
o
O

Institutional staft, go to D15
Biabyshier
Lic=nsed child care worker
iCnher, spacify.

LK

5. SUPRMSOrs 398 N years: 6. SUDEMIZOrE 5810 7. Supardisor spaaks and UNGErstands ENgISh? (B, Supenisor on active miltary duty?
O ux O mae O Femae O UK Oves O owo Ouk Oves O wo Oux
If no, language spoki=n: i yes, spacfy Dranch:
5. SUpansor has substance 10. Supenisor has history of child maltreatment? 11. SUDervisor nas dsanlity 12 Suparvisor fias prior chid
atuse history? As\icgm  As Perpelraior OF Chroric lIness? deamns?
Oves Ome  Ouk o 0 es Ovese O Mo Ouk Oves O WMo DUk
I yes, chack all that appy . [ If yes, check 3l that apoly Iryes, chedk 3l that appiy:
O mcohol o 0 uK O  Physkavothopedic, specty: O chdabuse #_
O cocaine If yes5, check all that apply: O  Menslheamvsubstance abuss{ [0 Chidnegest #
O wanuana m] O  Prysical speciny. O accioents
O  wethamphetamine ] O  meglect O  Cognitiveimelectual, specity O scuddes_
O Cpioids O O Sesua O Sersory, speoty: O =i 2
O  Prescrption drugs m} O Emotonatpsycnoiogical O wx O  ungetermired cause®__
O Cwerthe-counter O O uwk O cmers_
O ctner, specify:  _____ #CPSrehmas If menial heaittsubstance abuse, Cther, specify:
_ __ #Substantiabions was supervisor recelving mental
] Ever In foster care’adopted heath services?
O ux O crs prevention sarices O Yes O ux
O  Family preservation servicas O Mo
O  Crlidren ever remowed 2 UK
13. Supanisor has history of (14, Supervisor has delinquent 15 At the time of the Incident, was the supervisor agieep? |16, Attime of Incitent was supenvisor Impalned?
niimate parner violence? o criminai history T Owese Ome Cux Ovee O Mo Quk
O  veas, as victim Oves Ono QOuk I yes, sedect the most appropriate description of the It yes, check all that anply.
O  es, as perpetrator It yes, chack 3l that apohy supenvisors sleeping perod af Incdent: O Owug impairsd, specty:
O wmo O  assaut ) magnttme sleep O  Alcohol Impaireg
O uk O Foobery O Day time nap, desaribe: O Cisracted
O  orgs Dy time S (for exampie, SUpSrvisar ks O Absent
O otrer, specy: nightt shift worker), descrine: O  impaires oy iness, spacty:
O wx ) Oiher, descrioe: O  impaired by dsablity, specily:
O ctner, speaty.

1. Was the date of the Incident the same as e dale of deain?

2. Approximate Hme of day that Inclgent pooumed?

() Yes, same as dats of death O Am
() Mo, diferent than dabe of dea®. Enter date of Indident: / / Hour,spectfy 112, O PM
O ux mm o ood oy O ux

3. Place of incident, check al that apply: 4. Type of area
O  Chiid's home [ Uicensed child care centar O ndian resanvation’ O Criveway O  otner, specty: O uman
O Reiative’s home O Licensed chilg cars home ust Enos O other parking area ' Suburman
O Frznds home O Unicensed cibd care home 01 Miltary instaitation O state or county park 2 FAual
O  Uoensed foster care nome [ Farmiranch O Jailidetenson facilty O sports area O ux < Fronser
O Felative foster care home [ School O sdewalk O oiher recreation area [T
O  Ucensed group home O Face of work O Roadeay O Hosgial

Page 8 of 25



. Incident stat: [6. scent county.

7. Wias the geath attrioubad (either dinecTy of Indirecily) 10 an exireme weaather event, emergancy medical situation, raEtural gisaster o mass shooting?

If Y25, Specity e name of the event If applcadie (2.0, Paradise Wild Fire, Humicans Inma, COMID-19, et )

Oves Owmo O Wk Wyes, specty he type of event (2.0., tomado, heat wave, flood, medical crlsis, et ) and general creumstances sumounding the deathc

B Wasthe ncident wimessed®  (JYes (Mo () UK O Parentirelative [ Heaith care professional, If death 5. Was 911 or beal emamgency
If yes. by whom? O cther caretakzrabysitier DCCUITE 1N 3 RoSpial seng caled?
O Teachericoachiathiess fminer [ Stranger O MO Yes
O otmer acquaintance [ Omer, spacy: O e O um

0. Was resisciation atempted? O Ms Oves O Mo O UK

It Y2E, W25 3 Mythm reconted?

1. Was a death Investigation conducisd? Oves Owo Owx

It yes, eneck 3l that pply:
O medical sxaminer [0 WE Investigator O aw enforcement Oeus O oihes, specity:
O comoner O Coroner investigator O Fire Investigator Ol chid Protecave Services 01 v

It yes, which of the folowing death Investigation components were compicied?
If y=s, shared with raview =am?

It yag, by whom? It yes, type of resUsChaton:
O ems O zranger Ocer Orves ONo QUK
O Paenreiative O crher, specty: O Autornabed Extemal Deflorliztor (AED)
O other carstzkenbabysiter If no AED, was AED avallabeiscceesibie? Oves OMo Ok
O Teachercoachiathletc ralner It AED, was shock administensd? Oves ONo  OWx If yes, what was the mythm?
O other acquaintancs If yes, how many shooks wers administersd?
O Heatth care professional, 1f eath O Rescuz medications, specify fyps:
ocouTed I a hospltal setiing [ rher, specity-
11. At time of Incident leading bo death, 12. ChikT's activiy at Sme of Incident, chack all hat apply:
had chiid used drugs or dicohol?  ITyes, check all that appiy: O skeepind IWorking [ Driving/vehicle ocoupant [ UK
O s Oves Do Oux O Aconol O Cplolds O ux O PFaying OEating [0 Cther, spactty:
O cocane O Preseription drgs 13. Total number of deaths at Incldent event, Including chile
O wadjuana O owerthe-counter drugs Children, ages 0-18 O ux
O  methamphetsmine [ Other, spechy: ____ Adufis

F. INVESTIGATION INFORMATION

¥os Ho UK
O O O cDCs SUIDI Reporting Fom of junstichoral equivalent O oves O Mo
O & O Mamatve description of crcumsiances O ves D wo
QO O QO Scenephotos O Yes (O No
0 O O ScenerecreaZon wil dail O ves O Mo
O O O scene recreation wihout ool O ves O Mo
0 O O wWiness nerviews O ves O Mo
If yes, was 3 death scene Investigation conduwcted at the place of Inckdent? Oves ONo O UK
2. Wnat adctional ITTonmation wousd the feam Ik to have known about the deam scena Investigation?
3. Death resamed to: 4. Person dectrng officla cause and mannes of daath:
O Medcal examines 2 Mot refeed O Medcal examines O Hospital physician O Morikian O um
O Comner O uwk O Coroner O Cither physiclan O other, spedfy.

5. Autopsy perfomed? Oves One O UK
I yes, conducted by:  Forerssic pathologist {2 Unknown type pathologist It yes, was 3 specialst corsulied during suopsy (candlac, neurology, o7

O Pematic pahologst () Other physician Cves Owo Oui  ryes, specy specialist
O zenesl pathoiogist (O Other, specty. It no, why nat (e.g. parent or canegiver abjectad)?
O um
E. Were the follwing assessed ster through the autopsy or through Information colacted prior fo the autbpsy? 7. Were any of these additioral tests pesformed
Piease list any abnomaliies/signinicant indings In F10L at o prior o the aUtopsy? Pheasa st any
Yes Mo UK Yeg Mo WK abnermaltiessignineant ingdings in F10.
Imaging: Extemal Exam: Yes Mo WK
0 O O Xray-singe O O O Examof general appearance O O ) Cutures for Infectious diseass
O O O Xemy- muitiple views O O O Head droumisrence O O O Mcoscopichisoiogic axam
2 (O xeray- compets skeietd senss Ofhar Mfopey Procedurss: 2 O O Posmorem metsbolc screen
O O O other imaging. specily Includas MR, @ © O wasagross sxaminalion of organs done? O O O Vireous testing
CT scan, photos of the brain, eoj: O O O were weights of any organs taken? O O O Genstic tesing
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E. Was ary imxicology esting performed” DOves Ono O uk
Iyes, wnat were the resuts [ mMegatve [ Cocaine O methamphetamine [0 Too high Ry drug, specify: O otrer, specify:
Check al that aophy: O akcoha O Marijuzna O oploids O Toohigh OTC drug, specy: O e

5. Was the chil's medical history reviewed s part of the autopsy? ) Yes () Mo (O WK

Iryes, o this Inclue:  Review Of M Newoom metanoic screen resuns? ) vedl) oD L (Chmot performad
Feview of neonatal CCHD screen r2sURET O ve oD us Mot performed

[11. What addfonal Information would the team

10. Degoribe any AnoMmalties of ather signitcant
findings noted In e Jutopey:

Ik ho hawe known about the autopey?

O ux

1z WGSH‘E{EE;’EETE’HI:EM’EEF:EMD’M lEtECl:I''.T'Eal..tcﬂﬁj'I'Ei}CI‘I.El"I:!:l"lﬂ'l!!HIﬁ:AEF.I".’T—C{E1
O wa O ves O o
It o, deseribe the diferences:

13. Was a CP3 record check conduched 35 3 resull of death™

0 ves O w0 O uk

m]

UK

14. Did any Investigation ind 15. CPS action taken because of death? O e QO ves O No O uk 16. If deatn occurred In
ewlidence of prior abuse? Ieensed satfing (ses E3),
s Oves OiMo UK | F yes, highest level of action If yes, what services or actions resuited? Check al that aoply: Indicate action taken:
I Y5, O WNat Source? iBken because of death: ) Mo action
Check all that apphy: ) Feport scresnsd out | (] Voluntary services offered O cour-ordersd out of home 0 License suspendag
O ey O uk and not Investigated | [ vpwuntary senvices proviced placement ) Licznse revoked
O  Autopsy ) Unsubetambiated O Cour-ordersd services proviged . [0 Crildren removed O rwvestigation ongoing
O crsreview O Inconciusive O vowntary out of home placement [0 Parental rghts teminated O Other, spechy:
O Law enforcement ) Substantated O ux 0wk

G. OFFICIAL MANNER AND PRIMARY CAUSE OF DEATH

1. Enter Me cause of death code (IC0-10) assigned 1o this case by Vital Reconds using a capltal letter and comesponding number (e.q., W75 or W34.4) and Inciude up
0 one decimal piacs T applicabie:

a

b

2. Enter e foliowing Information exacly 3s wiitien on the death cenfficate:
Immediae c3use (nal diseasa of condition resuing In death):

m]

UK

Sequertialy 1st any condTons leading 1o Immediate CaUse OF 0E3M. 1N Other WOrds, It UNdenying disease of INjury that INtated events resunng In deatn:

3. Entes ather signitcant conditions contributing to death but not the undertying cause(s) sted In G2 exacty a5 wiitian on the daath cerflcate:

WK

=

If Injury, describe how Injury occumed exactly 35 wiitien on the death cenifcate:

UK

Iie.

o

LK, go o HB

= OMcia mannerof death |6 Frimary cause of deam: Chose only 1 of D& £ major categones, then a specific calse. For pending, chogse most Ikey caliss.

from the death certificate: | (™) From an Injury (extemal cause). Seiectoneand () From amedeal cause. Select one: ) Undetermined finjuryor () LK

O matura AEAEr G4 O ashmarespiatory, specify and goio HE medcaicauss Qoo gato(l

O Accioent ) miotor venicis and ofer transport, goto Hi O Canger, specify and go to H3

O sukide O Fire, bum, or electocution, go to H2 O Cardovascular, specity and go to HE

) Homicide O Drowning. goto H3 () Congenital anomaly, spedfy and go to H3

) Undstermined O Unimentional asphysa, go fo H4 O cowvID-19, goto HE

O Pandng O Assaum, weapon or person's body par, goto S (D Diabates, go to HE

O ux ) Fail orcrush, go to HS ) HIVIAIDS, goto HE

O Poisoning, owarose o acute Inmdeation, O Influerza, go to HE

O  rmannerof geatn go o HF ) Low birth weignt, go in HE
was not Matural or O Undetesmined Infury, goto T4 (0 Mainutritonidehydration, go to HE
Sulcdde, check this O Other cause, 9o to HY O Neursioglcaliseizure disorder, go to HE
b I It b possinie O umgoioTt O Pneumenia, spacty and go to Ha
that the child Intended O pramatuity, go to HE
to hurt niminerset. | ) SIDS, goto HE
If checked, compiete ) Other Intaction, specify and go to HE
e Sulcise Secticn | O Other pannatal condition, specily and go to HE
{IE) ta noie oiher sk () other medical condiion, specily and go to HE
taciors In the chilkl's O Undetermined medical cause, go to HI
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H  DETAILED INFORMATION BY CAUSE OF DEATH: CHOOSE THE ONE SECTION THAT IS SAME AS THE CAUSE SELECTED ABOVE

H1. MOTOR VEHICLE AND OTHER TRANSPORT
3 Venickes Invoived In Incident: b. Position of child: . Causes of Ingident, check all that apply:
Total rumber of vehicles: O Driver O spesding over lmit O Backmront over
Chikfs Ciher primary wehick O Passenger I passenger, redationship of driver o chile: O Unsafe speed for conditions T Flpaver
O QO wome ) Front seat O Eoiogical panent O Rediessness O poor sight Ine
O O car ) Back seat 3 Adopsve parert O Ranswpsgnorredight [ Car changing lanes
O O wan () Truck bed ) Stepparent O Driver dstraction O Foad hazard
O O spontutiey vehicie O omer,spacty. | O Foster parem O Drtver Inexpanence O Animal In raad
o O T O uk 3} mothers parmer O mechanical taure [ Ceil phone use while diving
O QO semitecortaler [ O Onbioyge ' Famers partner O poorares [ Racing, not authorzed
O O Rv {0 Pedestrian ) Granaparent O Poor weamer [ ‘Other drver aTor, spacTy:
O O schoolos O walking O Shing O poor visibiity
O O octherbus O Baardingiotading| O Omer relative O orugs or alcohol use [ Other, specily:
O O mooroyce O omer, speory. | O Frzng O Fatiguarsieeping
2 O Tader O uk O omer, spetity O medcal event, specty: O
o & omeramwshice | O ok (ST 4
O O altemanvehicke (d Coliskon fype: & Driving conditions, check al that 1. Location of Incident, check all that appiy:
O O snowmoblie O child not Indon a vetlcle, 0 Onher event.| 3P0 O city strest O Criveway
O O Bloyse bait siruck by venice spacily. O momal O madequate | [ Residenta street [0 Parking area
O O Tran ) child injon a venicie, O Loose graves Igriting O Rural road O ot road
O O Sutway siruck by oiher vehice O sy [ Crner, [ Highway O FRxngtacks
O O Troley ) il injon 3 venhice O uk O  icesnow specily. [ intersection O other, specy:
o O oiher, spediy; that struck other venice O rog O Shouidar
2 child injon 3 vehige O wet O ume O skewalk O we
O O wk that stuck parsoniogfec O construction zone
|o. Crfvers invohed In incident, check 3l that apply:
Child a5 driver  ChikPs driver  Dufver of other primary vehicia CHid asdriver  Chilfs driver  Driver of other primary vehicia
Ageof Diver  Age of Diver O O O Has a graduated lcenss
&) O <l yeas [m] O O  Hasaful leenss
@] O 1510 16 years oid O [m| [0 Hasaful leensa that has been restricied
0 ) 191021 years oid O [m| O Hasa suspended Icenss
e ) 22028 years oid m] [m| [0 ¥ recreational vehics, has driver safety catificats
e ) 301065 years G [m| O O othes, spactty.
O () =65 yeam od O ] O  was viokting gradusisd leensing nies:
e} 0 WK age [m] m} a Mighttme driving curfess
m] m} O  Resporsibee for causing nciden m] m] [m] Passenger restrictions
m] m} O was aicohokdng Impaired O m} [m} Diiving without required supersision
] O O Hasnoleense m] ] [m] Omer viokations, specihy:
O O O Has aeamars pemit O m| m| LK
h. Total rumber of oocunanis In vehices:
In chilr's vehicke, I'ﬂl.ﬂl‘lg chikt: In other WNW'JEIIEE muniead IR Inchdent:
[ miA, coild was nat In a vehice O ks, incident was 3 single vehlce orash
Total numbes of occupants: O WK Tatal number of oocuparts: 0o wK
Number of tesns, ages 1421 [ UK Number of teens, ages 14-21 O uK
Tolalnumbesofdeathes [0 WK Tatal number of daaths: O wk
Totalnumber of tesndeatns O uk Tatal number of tean desths: O uk
I. Protective measures for chikd, hot Needed Pregent, used Pragant, used Present,
Select one oplion per row Heedag none present comecly Incomactly not used K
Alrnag ] [} Q ] o O
Lap beit O (& O o] o @] *If ik s=at, type:
Shoukler bet o] O O o o (@] ) Rearfacing
Child seat* O [} O »] ) o] O Front facng
Belt postioning booster seat () [} O O o e} O o
Heimet O [} O O ] O
Other, specify. 8] ] O O o 8]
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H2. FIRE, BURN, OR ELECTROCUTION

2. Igrition, naat of Sleciocution SOurcs: b. Type of Incigent: £. For fire, cNid disd from:
) Maiches ) Healing siove O Lghining () Dther explosives O Fegioc ) Bums
2 Cigaretiz bgnter () Space heater ) Cooygen tank (O Applarce Inwater | O Scald, gotor () Smoke Irhatation
O Uty nigntar O Fumace ¥ Hot cooking water () otner, spediny; ) Otheroum, gotot ) Other, specity;
O cgareteorciger (O Power ine O Ho bath water O Becmarton, goios
O Candies (O Electrical cutist O Ciher hot quig, speciy: ) Other, specify and gotot O WK
O Cooling stove ) Electical wiing O Fireworks Oum O o gotot
0. Materal frat ignied . Type of bubdng onfirz: 1. Bullding’s primary g Fire staried by @ person? n. D anyone attempt o put out Are?
O upholstery (oY consinciion matenal Ovas Ome Oux Oves O Mo Owk
O matress O smgehome O wood L. Do eccape or rescus effors weorsan Sre?
O Christmas tree O Duplex O stesl Fyes parsomiage O ves 3 Mo DWK
O cisthing ) Apartment O Brcsione Does person have 3 history of | Didl any tactors delay fire department amval?
2 curain O Tralermoble home | O Aluminum setting fires? Cves O wo Oux
2 omer, spacity O Diher, specify: O Cther, specfy. Oves Owo Ouk It yes, Gpecify.
O uk [T O uk
k. Were Damers preventing safe exi? |l Was bullding a rental propery? m. Were bullding/rental codes viokated? . WWere proper working fire extinguishers
O va O Mo Oum Ovee Omo DUk Oves One Oum present?
I yas, describe In Namtve. O ow O ow O ux
i yes, chedk all that apply. 0. Was sprinkier systam prasent p. Were smoke alanms present? O ves D o O ux
O Locked door Oves Ono Oum
O Window grate If ys, what type? If yes, funciicning propery? | If not funchioning praperty. reason:
O Locked window It yes, was i working? Missng batteries  Other UMK
O Biocked stalraay Cwes Omo Oux O Removable baterzs | ves O Mo O WK O [m] O
O omer, spacy: O mon-removasie batenes| O ves O Mo O Uk o O
O sardwired D oves O v O um O o 0O
O wk O O oves O Mo O uk O [m] O
Cther, specify:
I yes, was there an adequate number present? ) Yes (0 No O W
o Suspectsd arson? r. Forscaid, was hot water heater 5. For glectrocation, what causs: t Cmer, desete In detalt
Oves O wo Duk &t 00 nigh'? O Sectrica storm
O wA O Fauly wiring
2 Yes,temp. setting: O wiraiproouct In water
2 me O chid playing with outiet
O um O oaher, spacty:
O ok
H3. DROWNING
2 Wners was ohid last seen before |b. Whaat was child (a5t seen doing before ¢. Was child forcily submenged? 0. Drowning location
drowning® Check all fat apply: droaming? O ove O wo Oux O openwater, goioe ) WK, goton
O inwater O Inyard O Piaying O Tubing ' Pool, hot tun, spa, go toi
O onshoe O Inbathroom }  Boating O wWaterskling O Bathbub, gotow
O cnoosx O innouse ) swmming O Sieeping ) Buckat, gotox
O Focside [ ofher soectys [ O Bathing O cther, specty. O wWelltistemsaptic, goto n
O PAshing O Tollet, goioz
O wx Z sumng O uk ' omer, specty and goton
e For open water, place: f. For open water, coniributing emdronmental  |g- I boating, type of boat . For boating, was the ehlid plioting boat?
O} Lake O cuamy Taciors: O saboat O commerda | O ve O Mo O UK
O Awver O Grave pt O weather O oropot O Jetsl O Other, spectfy:
O pond O cana O Temperaun O Roughwaves O Motorboat
O creek O uk O cument O omer, spacity. O Ccame
O ocean O Fiptioer O ux O owaya O um
urdertow O Aam
L. For pool, type of pool: |l For poai, chiks sound: K. For pooi, oanership is: 1. Lengtn of tme caners Nad pooihor Iu/spa:
O Apove ground (O In the poaiihot tui¥spa Z Private O ha O =iy
O ngrowmd O Hottub, spa O Onorunder the cover O Publc O <5 montte O ux
O waing O uk O Uk [T O Em-1y
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m. Flatation device used? n. What bamersiayars of protaction axstas
(ST It yes, check all that apply: o prevent aocess o wanar?
) ves O Coast Guard approved [ Mot Coast Guard aporoved O Check all Mat appiy:
O wo O Jacket O  cusnion O usesaving nng O swm nngs O mone O aam, gotor
O o M [acket: O irmer fube O Fene,goine  [] Covergoios
comectsze? O ves O Mo O UK O Air mattress O cae otop O us
womcomaety? O ves O Mo O Uk O Offier, speciny. O Doorgotyg
0. Fanos: . e, ek allthat appy g Door, check 3l that anpiy. . Alamn, check al that oply- [s. Type of cover
Dascribe Type: O Has set-ciosing Latch O Pazo aoar O cpens to water O ooor O Ham
Fancehelghtinfi_____ [ Has lock O screendooe O Bamier betwean O window O son
Fance surounds water on: [ s 3 double gate [ Stesl door goor and water O Poad O uK
O FowrsdesD) Twoor [ Opens o wates O sefdosing Uk O Laser
O Thresske |esssites Ok [ Has lock O
O o
b Local ordnanceis) reguiating U, How were [ayers of protecton breached? Check all that appiy.
B00EES 10 watar? O Mo l3yers eached O Gapinfence O  Door seneen tom O Cower et o
Oves Owne Oux O catelefopen O oDamagedfence O Door se-doser talled O cover not locked
O cate uniocked O Fence too short O window l=ft apen [ other, specity:
If yes, nules violated? O zate latch fallea O Door e opan O window screan fom
Oves One Cumk O capingate O  Door uniockea O  Atamm not working
O camied ferce O Door broken O  Alanm rat answered O u
v. Child abie 1 swim? w. For bathiub, child In 3 bathing ald™ x. Waming sign or bal posted? y. Lifeguard present?
[T O Mo Ow O wm Ou O em O Mo O A O Mo
[ (& T I yes, EpECiy type: O ves 0wk O ves O u
= Rescus attempt mada? 3a. Did rascuer(s) also drown? ob. Appropriate rescus equipment present?
O wa 1 yes, wha? Check al that apply- [ V7Y O mo O wa O No
0 ves O parent O systander O Yes O ux O es O uk
O Mo O other chid O other, spacity: I yes, Number of rescusrs
O ux O Lfeguard O uk that droamed:

H4. UNINTENTIONAL ASPHYXIA

& Type of event b. It suMocation/asphysda, action causing event:
) sSumocation, goio b () Sieepreiated (2.9, bedding, overtay, wedged) () Confined in g space () Swaddlad In tight bianket, but not sieap-reied
O stanguistion, go to ¢ () Covered in or fail Info object, but not seepereiated () Refrigeratootreszer () Wadged Into fight space, but not sieep-raiated,
) choling, gotod O iiastic bag Q) Toychest specty:
O} omer, spastyanagoto e O oinsana O automooie () Aspryaa by gas, go o Hrg
) ctner, specity: O Tk () otnes, specty:
Q UK gowoe Cuk O Other, spectty. () UK
O ux
O Other, specty.
O um
. I siranguiaton, object causing event: d. I choking, ooject & W35 aEphyia an auoerotic event? [g. Hisiory of seizures?
O coting QO Leasn calEing choking: O o O ve D v Ou| O ve O o Oux myes, &
O Eind cond O  Eecrical cord O Food, specty. Ityes, winessed® O ves O o O um
O Carseat ' Person, goto H5g O Toy, specity; 1. Was chikd participating In . History of aprea?
O Stoler ) Automobile power window O Ealloon ‘enoking game’ of pass o gAY | (3 we (O Mp (UK Wyes, &
} High chalr of sunmof 2 Other, spedify; O oW O ve O Mo Ouk| Myes winessed? O ves O Mo O UK
O Bett (O Cdher, speotly: [ IS L. Was Haimiich Maneuver atempted
O Fopasing O Uk Cves O wo Oux
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H5. ASSAULT, WEAPON OR PERSON'S EODY PART

3 Type of weapor: b. For firearms, type: ¢ Flrearm licansed? o Fireamn safaty features, chack al that appy:
O Firzamm, goto b () Handgun Oves ONo OWK O Trigger ek O Magazine disconnect
O shamp Instrument, go o ) shoigun O  Personailzation device [ Minimum irigger puil
) Bunt Instrument, go to k ) BEgun O External saetydrop safety [ Other, soecify:
) Person's body part, gatol ) Hunting rfie O  Loaded chamber Indeator  CIus
) Expicsive, gotom O Assautrina £ Whare was fIfEam stored? 1. Fir2arm siored witn
) Rops,gotom O AMrene O Mot stored O Under mattress/pllow ammuniticn?
O Ppe,golom () Sawed off shotgun O Lockad caninet 2 other, spectty: Oves Owe Oumx
' Bigiogical, gotom O oiher, spectly. ' Uniocked cabinet g Firearm siored inaded?
O omer, specfyandgotom O clvecompanment O UK Oves Omo Oum
O UK. goom O ux
h. Cwner of fatal Areanm I. Sexof fatal Type of sharp object k. Type of biunt object:
O Ui wemponsien O Grandparent O co-worker Tineanm cwner. O Kitchen knife O Bat
O u weaponfound ) Shing O insrutional starm O mae O Swicholade O cao
0 zer ) Spouss O Meighbor ) Female O} Pocketinits O sk
O Bloiogical parent O Other relative O mvalgargmember | O UK O Razor O Hammer
O Adoptve parent O Frena O stranger O runting e O Rock
O stepparent O Acquaintance O Law enforement O solssos O Housshoid tem
) Foster parent ) Crilrs boymend O otner, spedry: O Other, specy. ) omer, speaty.
2 woihers partner or girfriend
2 Fathers pariner O Classmate O uk LSl O ux
L What ddpersoms body |, Did person using weapon have ©. Persons handing weapons at ime of inckdent, check al that apply: P Sex of parson(s)
jpart do? Check all that higtory of weapon-related Fatal anaior Othes waapon Fattal andior Ohar weapon rangling weapon:
appy oftznses? m} O ser m] O Friend
O  Baat, kick or punch O Yes jm] O  Bisogeal parent [m] O Acquairiance Fatal weapon:
O orop O mo ] O  Adopive parent m] O crirsooyrendorginmena | O Maie
O Fush O wK m] O  stepparent m] O cClassmas ) Female
O et= n. Does anyane In chikrs family have jm] O  Foster parant [m] O Co-worker O ux
O =nake 3 higtory of weapon offenses or m} O wotrers parmer m} O  mstiusenal star
O  siangleichoks i O Weapons-Telated caLsssT m] O Fathers partner m] O Meighbor Other weapon:
O Thow ) Yes, deconbe cireumstaness: || O O  Grandparent m] O rival gang memoer O Mae
O orown m} O Sibing m] O siranger ' Femae
O zum O O cspouse O O Lawerforcement ofcsr O ux
O  omer, spacy: O Mo jm] O  otmer racive m] O  othes, specity
O ux O wk [m| O ux
[ Use of weapon at tme, chack all that appy-
O sarmnury O chil was 3 bystanger O Buiyng O snowing gun to others [ Leoading weapon
O commission of cime O asmgumen O Huniing O mussian muete [ intarvener assisting crime
O Drug dealingtrading O Jeaiusy O Tangst shooting O zang-retates acivity VIZIM [ Go0d Samantan)
O  Driveby shooting O intimate partner vicience ] Playing with weapon O set-geferse O other, specty:
O  Random viokence O Hate mime O 'Weapon mistaien for ioy O cCieaning weapon [mpvis
HE. FALL OR CRUSH
a Typ=: b. Helght of ik [ Child fell from:
O Falgotob et |2 Open window O Natural slevalion O starsisteps O Moving object, spedy: O Animal, spectty:
O cmsh,goton nohes | (O Soeen ) Man-made elevaton O Fumiture ) Bndge 2 oiher, specity.
O Mo sereen O Paygound squpment () Bed O Cwverpass
O uK QukKFeeean | O Tree O Roor ) Bakony QO ux
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¥ prescription, was tchids? Oives One O uk

O__  otheriidt drug, spectty.

0 Surface child fell onto: . Barmiar In piace, check al that apply- g. Forcrush, did chilkt . For crush, object causing crushc
O Cementiconcrate O Unaleumivinyl O none O staireay O ciimbup on object O Applance I Boulderaircks
O Grss O Marktie O sereen O cate O Pull object down O Television O pirtisand
O G O other, spedny O otherwindowguard [] Other, specity [ O Higebenindooject | O Fumiture O Pesson, go o Heg
O wWood fioor O Fencs O s T Gobehind object O wals O commerga
O capetegmoor O WK O Raling O Failout of objest ' Playgrouna equipmant

T WWas child pushed, dropped o thrown? O oiher, spectty: equipment { Farm equipment
O vee O Mo O UK O Animal Crother, specity.
I'y=s, Qoo HSg O owx O Teemmncn . Ouk

H7. POISOMING, OVERDOSE OR ACUTE INTOXICATION

3 Type of substance Invaived, check all that apply and node sounce of SUDEIENCE: O Uk

Source codes: 1 = Elght from edier o sTranger (Prascrpon of ek only) 4 = Took from friend or reative without 3sking 7 = Other

2 = Bought from friend or reatve 5 = Cran prescription (Prescription only) B LUK

3= From friend or reative for free £ = Bought from storeipharmacy (OTC of other substances only)
_Prescaiplion Jrasours Crvar-ihe-CoUNEer QRIgEoUITe Lnicit drugsisounee Cahef SURElaNCes sOUrge
O__ Antidpressant O__  Fain medication O__ Fan medication (opkoids) O acohal
O Pain medication {ogioks) O Cokmagcne [0 — Pain medication jron-opioids) O — Carbon mancside,
O __ Pain medication {non-oploids) O__  other OTC, specify. O _ Mettadons gptoe
O msthadons O — Cocalne O —  Cther fume'gasivapor
O__ other Rx, spectty O__ Hemin O__  other, specify.

b. Where was the substance stored? e Was the product In Its onginal £ Was the Incident the result of? t. Was Polson Confrol g For CO polsoning, was a
2 openarsa contarer? O Acocental overdose caled? CO slam present?
O open caninet O A O w0 | D Medcal reatment mishap O ves O wo O kO ves O Mo O uk
O Closat cabinet, uniocked O Yes O uwx | O Adverse efect, but not overdose | 1 yes, who called:
) Ciosad caninet, locied O Deiberate poisoning [T If yes, how many?
2 omer, spacty d. Did container have 3 child O Acute Intoedcation O Parem
safety cap? O Odher, spacy O Other caragiver
O ux [T O m O Farst responger Functioning propany?
O ves O wk | D ux O M=tical person O ves O o O uk
O ofher, spectty.
0wk
HE. MEDICAL COMNDITION
3 How long oig e child have me b. Was deat expecied 35 3 feSULOf o, WaS chilt receiing heaith cars v the 1. Were Me prasenibed care pEns appropnaie i
mrdical conation? me medical condition? medical conaltion? the medical condiion?
O nuem O weeks O M, motprevousy dagnosed | Olves O omo Do Chwa
O Sneebrt O Monihs O yes [lButatalaerdat= | I yes. wihin 46 hours of the death? Oives
[T O vears O Mo Ovee © wo Oum o, speaity.
O Dap O (o INTTS QOum
& Was caldTamily complant with the prescribed care plans? . was ine medcal g. Was envirormental iobacco
O MA If no, what wasnt O Appaintments OO Thesapies, specty: condiion assodated EXPOSANE 3 COMTiuting Tactor
2 Yes complant? O medications, specify. O oimer, specty: With an outbraak? In death?
O Mo Check althatapoly. [ Medical aguipment use, spectly. O Yes, spactfy. O Yes
O ux O uw O Mo O Mo
O Wk O Uk
h. Wers there access of compllance Issues related 1o the daath? O ves (O Mo (D WK I yes, check al that appiy: L Was death
O  Lack of money for care O Coudnit get provider to take as patent O carsgiver distrust of healm care system O ux caused by a
O  Unitstions of heath nsurance coverage [0 Muftipie provigers, not coordinated O caregiver urekiled In providing care medical
O  Lack of transpartation [ Coudnt get an earler appointment O carsgiver umaling to provide care mizadventure?
O Mopons O Lack of child care [ Dot know whers to go O ves
O  curural oifMerences O wLack of ramilysocial suppat O meothes 4 Nk she was pregnant O wo
O  Language bamiers O zenices not avaliaoke O other, specify; (ST

HI. OTHER KNOWHN INJURY CAUSE

Specify cause, describe in detail:
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1 OTHER CIRCUMSTANCES OF INCIDENT - ANSWER RELEVANT SECTIONS
1. SUDDEN AND UNEXPECTED DEATH IN THE YOUNG (SDY) This section displays online based on your siate’s sattings.

[Secion 1= D443 Mo. 5C0-1082, Exp. Dabe: 4300002

[Fubic reporting burden of s colaction of INRIMMaton ks estmsted 10 average 10 MRUNES Py FESPONSE, INCUANG the BME for FEWESiNg IRSTLCIoNS, SESFThiNG S¥Stng 0Nta SOUMmes, Jamanng and
[Faintaining the data needed, and compieting and reviewing e collection of informtion. An agency may not conduct or sponsor, and @ person |5 ot reguired b0 respond B0 2 collection of Irformation
juniess 1 dispiays & cumentty vaild OMS coRfol nUMBEr. SEnd ODMMERSS reganing s bunden estimabe or any other aspart of this coilection of INformation, INCUERG SURRESTONS for FEduCng this
fourden o COC/ATSDR Reports Clearanoe OScer; 1500 Cifton Road ME, M3 0-74, ASania, Georgla 30333; ATTH: FRA (IS20-105C)

3 Was this oeatrr ) A nomicide?
O A sucige?
O An overdosa? I any of these apply, go o Saction 12,
O A resuit of an extamal cause that was e obvious and only reason for the fatal Injury? THIS IS NOT AN ST CASE.
) Expected within 5 months due to tenminal linessT _
) Mone of the above, goto D THIS IS AN SOY CASE
O UK, gota b
b Did the child have a history of any of the flowing acLiz condRions of Symptoms wWithin 72 hours prior to death? '©. Al any time mare than 72 hours praceding death did the
O wxforal child have a personal history of any of Te foliowing
chronic conditions or sympioms™ [0 vk for all
Symptom Prezant wiin 72 hours of dagth Prezant wiin 72 hours of death| Symptom Present more than 72 nours of geath
Cardiae Yes  No Uik Ofher Acute Symptomr  yes No UK |Cardiac Tes Mo UK
Chest pain (@] o O Fewer o O O Chest paln o o O
Diznesslgnineadeaness (3 O O Heatehaustonmeatsrnoke (0 O3 O DAnessdghtneadesness ) O O
Fainting (@] o O Muscke achesizamping o O 0 Falning o o o
Fapitatons a oo Turmad spasch o o o Fapitations Q o QO
Hsurclogic Vamiting O O O |Heucloge
Concussion o 0 0 Cmer, speTy; o Conoussion o o O
Confusion [ S I Corfuslon o o 0O
COnvUISINS/EeizUreE (o s TN'e ConvuEionssae (S T -
Headache [ & B Headache Qo  Q
Haad Irjury [o T o T ] Head Injury o o o
Peychiatric symptoms &) o 0O | Respiratony
Paralysis (acife) O oo Diicuty breathing o o o
Raspiratory | Other
Asthema o o O Saurmed spaech o o O
Preumania (@] oo Cmer, spacify: o
Diffcuty beeathing o o o
i Dl e child have any prior senous Injuries (2. near drowning, car acckdent, brain Injury?
Oves O o Do I yes, desaribe:
& Had the child ever baen diagnosed by @ medcal professional for the folowing? O L for
Candition Dlagnosad Contition DMagnosad Condition Diagnossd
Blood disease ¥es Mo U Meuroiopk Yes Mo Uk Ofner Yes Mo UK
Sickle c2l disease o O Q Anmde brain Injury o o O Connactive bssue disease o O Q
Sckle ced Trat (S & T Traumab brain injury? O © O Diabetss oo O
Thomboghlla [oting dsorder) O O O head Injuryiconzussion Endocsing disorder, other: [T I ]
Canac Brain wmer o o o thyroig, 3grena, ity
Apnormal elscirocardiogram o O Q Brain ancurysm o o O Hearing probiems or deahess. 0 O O
{EXEE or ECE) Erain hemorhage O O O woneyossess o O o
Aneurysm or aortic diatation o O O Dieveiopmental brain disordsr o o O Mentalinsss'psychianc desase O O O
arhytrmizarythmiasynarome & 0 O Eplepey'seiaure disorder O O O wetabolcdissase o O o
Cartlomyopaty o o QO Fbrlle selzure o O O Muszie d50rder or muscular o O 0
Commotio cordls o o O Meslal temporal sclemsis o O O dysirophy
Congenital heart disaase o O Q Meurodegenerative disaase o Qo Q0 Cncoiogle disaase traated by [N e e
Coronary artary aonomalty [ T & SHCRETIN SFORRY o O O chemotherapy of radation
Coronary artery dsadse o o Q TlA-Transkent lschemic Attack Prematurtty o O 0
(atherosciensls) Cerfral nervous sysiem ifection O O O Congenital cisorer’ o O O
Enocardts o o O {meningits o encephalts) genetic syndrmme
Heart fallure @ O O Respiratory Other, specty: O
HEart murmur o DO Agnea o O O
High cholesternl o o Q Asmma o O Q0
Hypertension o o O PUMONATy EMboilsm O O O
Myocarditis heart Irfecion) o o O Puimonary hemorhage [o S
Pulmonary ypertenzion O O O Respiratory amest o O 0O
Sudden cardiac amest o O O
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It 3 more spechic dagnosis 15 KNown, provide anmy aodmional Information:

O Cardiac aniation
O Cardiac deviea placement
{Impianied cardoverter demodilator (1CD)
or pacemaker o Venirouar Assist Device (VADY)

It any carslac conditions abowe are selected, what cardiac treatmenis dld the: child have? Check all that appiy:

O Hone
O Heart sugery O Hear: transpant
O Imiereentional cardlac O ther, specify:
cathetertzation O uwx

with the Toliowing diseases, conditions or symptoms? O wiroran

Y M W  Daaths
OO0 sudden unespectsd death before age 50

In 3N uneagiained motor vahicke acoident [drives of can):

IT. Did the child have any biood reiatives (orothers, slsters, parents, aunis, undes, cOusINg, grandparents or other more distant relalives)

If yes, describe the type of event, which riative, and relalive's age 3t dealh (for axamgie, brother at age 30 who dizd

g Has any biood réatve (sbings,
parents, aUnis, LNGEs, COusing,
grandparents) had genetic testing™

Oves O no D uix

Haart Dissass ¥ MUK  Symptoms I yes, desaibe the testigens tesiad,
OO0 Heart condiioneart atfack or sioke before age 50 00D Feorie satoures reason far testing, tamily member
OO O soric aneurysm or 3ok nupture OO O Unexplained taning tested, and results:
O OO arhymmia (tast of Imeguiar heart iysm) Otner Diagnoass
QOO candiomyooathy OO O Ccongenital deaess
OO congenital heart dsease OO O  Ccomnectve tissue disease
Haursiogic Dissase OO0 Mtochondnal dsease
OO Epiepsy or convulsionsisetzurs CD O Musce disorer or muscular dystropiy Was 3 gene mutation found?
OO omer neurtiogs disease OO O Thromioophila (ciotting disorder) Cives O Mol WK
&) Cther diseases Miat are genetic or
mun In families, spacify:
Ih. In the 72 hours pricr to death was e child king any preseribad medication|s)7 k. Was e child taking any of ihe following substanca(s) within 24 hours of death?
Oves D No D UK Chieck al that pply.
It yes. describe: O ower-the-counter medcine O supplemens
O Recent/short tarm prescriptions O Tobacco
L wWihin 2 weeks prior to deat had the child MiA Yes Mo LK O Energy arinks O asanal
Taken exra doses of prescrived medications. O 00 0 O caf=ne O iegal dnugs
MISSal 00586 OF preconted medcaions O 000 O rerormance ennances O Legaized man|uana
Changed prescribad medications, descrbe: O OO0 0 O Dest assisting medications O Other, specity:
. Was the child compilant with their prescrived medications? O um
COwa Ovee ) Mo UK It yes 1o any Hems above, describe:
It ot coenpliant, descrioe why and how often:

L Did the child experience any of the following stimul at time of Inddent or within 24 hours of the Incident?

O Wik sor & at time of Inddent

I yes, typa of sport: O compestitve

It compatitive, dk the child paridipate In the 5 mantns prior io deatn?

At Incidsnt Within 24 hrs of Incldsnt O 1k for & wimin 24 hours of Incident

Samull Yes Mo WK ¥es Mo UK

Physical actvity o o O o o o It yes 1o physical activty, describe type of activity:

Skeep deprivation O DO o o 0 At Incident Within 24 hours of Incident

Dxtving oD O o o 0

VisLsl stimal O 0O o o O

Video game sTmul o o O o o o

Emgtional simul o 0 0 o o o

Audorysmmulsate O O O o o O

Prysical frauma o o o o o O Cmer specify.

Cther, specify. o] O At Incident Within 24 hours of Incident
ML Vias the child an athiete? Ona Oves ONo O wk

(0 Recreational (D) UK

Cves O o O uk

n. Did the child ever have any of the follwng uncharaciertstic sympioms during or
WITIN 24 hours JMer physical 3couty? Chack 3l Tat appay:

O cnest pain O Headane

O Confusion O Paipitations

O comusionsisaizure O shorness of breatfEMcuty breathing
[ Cizzinessigntheadedness 00 Other, specify;

O Fainting O we

I yas to any Item, describe type of physkeal acthity and extent of symptoms:

0. For chiid 308 12 of oider, cid the il racalve 3 pra-paricipation &Gm for 3 spon?
Cna Oves O e Ous
If yes:
Was It done within 3 year prior to death? O ves Mo WK
Dl the exam lead 1o restricions for sports or othenatse? O ves O Mo O U
It yez, specy resinctions:
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Questions p through v: Answer if "Epilepsy/Seizure Disorder” is answered Yes in question e above {Diagnosed for a medical condition)

[p- How oid was the child when diagnosed with epliensy/satzure I
disarder?

Age D (nfant) mrough 20years:

O us
o Wnat wers the undertying cause(s) of the child's selzures?
Check all that apply:
O  Srain injuryirauma, specty. O
O &rain tumor O
O cerebrovascuar O
O Centra nervous system O
Infecsion
[0 Degeneraive process a
O Cevelogmentsl brain disomerd]
O  inbom emor of metabaolsm

Genetic/ichromosomal
Meslal temporal scienoels

What type(s) of salzures did the child have? Check al
that appiy:
O Hor-convuisie
O Comulsve [grand mai selzure or
generalized tonic-cionis seture)
O Ocewr whan exposure bo strobe Ights,
Vides game, of fckerng Ight (Fefiex Seizure)
O s

i How many setzures did e child have In
the year preceding death?
O onever O 2 O More than 3
[ I O3 O ux

U, Dit treatment for seizures Include
anti-eplieptic dnugs?
QO vesOmo Ou
If yo5, hoW Many OTErENt fypes of ant-

idiopati: of cryplogenks |

Omer acute liness of njury
oeher than epllepsy

Oer, spagity.

i

Describe the chik's epllepsy/satzures (nat Induding tha
selzure at time of death). Check al that appiy-
[ Last kess than 30 minutes
O Last more than 30 mindes (sEkus epllepticus)
[ Ccowr in the presence of fever (fgorie seinure)
O Qoo in the aosance of fever
O ocecur when exposed fo strode Ights, Waes
geme, or fickering Ight (reflex seizure)

eplientic Grugs did the child take?
D1 O 40 Moethans
Oz 0 50 uwk
Q3 O 6

¥. WErlgrtaLmellmneuaed?
Oves O o O UK

|12, ANSWER THIS OMLY IF CHILD IS UNDER AGE FIVE:
WAS DEATH RELATED TO SLEEPING OR THE SLEEF ENVIROMNMENT ?

(O ¥es.ioea () Mogoiois ()UK gotoiza

a. Incident sleep place:

& cm O Aduk bed O carseat If 30Ut Ded, what typa? H fusion,
I oo, types O watemed O Rock'n Pay O Twin ) Bed position
C} Mot portabie O Fuon O siroter O Fun C} Couch postion
() Portanke, &.g. Fack 1 Play ) Faypaniomer pay O sung O cueen [T
O Unknown crib type structure, not a portatie ol ' Bouney chair O wirg It ear seat, was car seat
O Basenat O Couen O other, specry: O omer, spagity:  securedin saat of car?
O Bed side sieeper O Char O ux O oves O oo Quk
O Baby box O Floor O oum
b. Child put to slesp: . Child found: £ Usual sleep position: * Was Mere any type of crig, Pack T Play, bassinet
) On pack O onback ) Onback [ped sige si2eper or Daby Dox In home for child®
) on stomach O ©on stomach O On siomach O wes O o Quk
2 on sids 2 on sige O Onside
O um O uk O wK
d. Usual sleep placs:
[Se O Bapypox O Fioor If 30Ut bed, what typa?
I crib, types O aduk bed O Ccarseat O Twn O king
) Mot porable 2 watermea ) Rock T Pay O Fu ) otnar, speciny;
) Portabie, e.g. Pack 'n Py O Futon O strolier O aueen O o
C Uniknown crib type ' pPaypeniomer play ) swing
O Bassnat SHTuCturs, ot 3 portabie o 2 Bouncy chair I o, O ed posttion
O Bed side seaper O couch O Dther, spedty: O coush positon
O char O um O

Jo. Crild in a new or different environment than usual?

O ves © e Ouk
If yes, descrive why:

. Child @st piaced 0 sleso win a pacifler?
QO ves O wo Oux

| Child wiapped or swadded In biankst?
O ves O Mo O ux
It yes, desorine:

. Child overheated?

It yes, outsigetemp _ degress F

O ves O Mo O U
Checx 3l that 3pply:

O Foom oo hot, temp ___ degressF

O Too much bedding

i Child expoeed to s2cond hand smoke?
O ves O wo Oux

fyes, howotten: () Freguenty O Uk

O Too much cioming O Cecaslonaly
L Chis face whanfound: M. CRIKTS neck whan sound: . Chikfs Eraay when found [Incucses I Tully oF partially chEtUCIED, What was oostructed?
' Down ) Hyperexiended (head back) nose, mouth, neck andior chesty: O Mese [ chest compressed
O w ) Hypoextended [chin to chest) ' Unoostructed by pesson or object O moun Ou
O Tolkent or nght side O Nautral O Fully obstructed by person or object [ Meck compressed
O ux O Tumed O Pamtially obsinacted by person o I fully or partially cbestnucied, describe costruction In detalt
O um O ux
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Objects:

i)

!

0. Objects In chiif's sieep environment and refation o alrvay costruction:

If presant, describe position of object:
Oniop LUnger HEd  Tanged

Ji] of child chid tochid around child

=

K

If preasnt, did object
DDSIUCE Arway?

—* If adultjs) cbstructed alrway, desibe

(Oither chilgiren)
JAnimais)

Matiress

(Comfortar, quik, or other
Fittea sneet

[Thin bianietMat sheet
Piows)

cusnion

Bopay or U shaped plliow
Siesp positioner (wedge)
Bumper pads

Cicthing

Crib raiingiside

Wial

[Toy(s)

(Othenis), specity:

reiationship of adult o child {for
exampie, bioiogical mother);

CC COO0OO0OOoO0O0CO0O0OO0O0OOCO0OCOK
COQO0DOoOO0O000000000
CﬂOCOOCDOGOOGOOGl
OO0O0D0DO0OO0O0DOOO0OOO0OO0OO0OoOo0
goOO0D0DOO0OO0DOOODOOoOoOoOoOo0n
0OO0OD0DO0OO0O0DOOO0OOO0OO0OO0OO00
gO0O0o0DO0O0O0DOOoO0oDOoOoooOooon
ooooo I:IEIEII:IEIDEIEIDEIEIE
COQOCO0OO000000 000k

oo
oo
oo
oo

oo
0C 00000000 CO0CO00COOf

Q0 COC0QQOCOOROOO OO0k

Q0

. Was there a rellable, non-conficting witness account of how the child was Sound? Oves Omo O ux

o Careghversupendsor Tl askep while fesding chid?
COvee Omwe O um
If yes, type of fe=ding: () Battie

r. Child skesping In the same room a5 caregiver'supenisor at ime of death?
Oves Owmo O um

"} Breast O UK

5. Child skeeping on same
surtace with parson(s) or

IT y&&, Te3s0ns Staed for Skeaping on
same surface, check al that apoly:

If ye&, chack il Mat apply:

OO with adubjs;: # O zum

animais)? O Toreea AR pbesa: Tvee Ome Oux
O vee O o O O Tosoothe O with otner children: 2 O zus chidren's ages:
O usisi sieep pattzm O vt arimaks); # O =zum Type(s) of animat

O Mo irtant bed avallable
[ Homeiliving space ovenrowded
[0 Omer, spacify:

O uk

L. i there a scens re-ereation photo avaliable for upicad? O Yes (O Mo If yes, upload here.  Oniy one photo aliowed.
Selat photn that SeMONETates POSTon and I0CaNoN O Chld's body and AineGYy (OS2, MOUM, Neck, and chest). Size must be less than & mi and In .Jpg or .gif fomat.

I3. WAS DEATH A CONSEQUENCE OF A PROBLEM WITH A CONSUMER PRODUCT? ) yes Civo,goms (CJuk gotol

3. Describe product and Circumstances:

b. Was product used propety? c. Is a recal In place? 1. Dl product Rave safety |aba? 2. Was Consumer Froduct Safety Commission [CPSC) notned?
O ves O Mo (D UK O oves O Mo O uwk|O ves O Mo O uk O ves
{2 Mo, goto wees safemImdUCts. gov b report
[@ T

I4. DID DEATH OCCUR DURING COMMISSION OF ANCOTHER CRIME? () es OMogoinls (WK gabIs

3 Type of crime, check al that apply:

[ Robberyburgany O omer assaut O Arson O liegal bonder crossing O wx
O intarpersond vickence [ Gang conmict O progtnution O sunomen
[ sexual assauk 0O Drug trade O witness intmidation O Cther, specty.
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|is. CHILD ABUSE, NEGLECT, POOR SUPERVISION AND EXPOSURE TO HAZARDS

3 Did child abuse, negiect, poor of absent 0. Type of child abuse, check 3l that apoly: ©. For abuslve head trauma, were & Events(s) tiggering child abuse,
5UpEnISion or exposure o Nazands cause O Abusive head fauma, go o I5e there retinal hemarhages? check all that appiy:
or conTibare W the childs deatn? O coronic Batiered Child Syrdrome, go fo15d  (Yes  (INo (O WK O More
{73 Yes/probabie O Beatingficking, go to 152 [0 Cning
O Mo, go to next section O  scaiding or buming, go to I5e d. For abusive head rauma, was O  Tolet fr@ining
U, goto next section O munchausen Syndome by Frowy, go o I5e|  the child shaken? O Discbedence
¥ yes/probabie, chooss primary reason: O sewual assault, gota I5h Oves OiNo DUK [0 Fesding proviems
() cned abuse, go to IS0 O otner, specty ant go to ISk It yes, was thers Impact? O Domestic arument
(Z) Child negiect, go fo IS0 O WK gotolse Oves (CiNp UK O Ctner, specity
(O} Pooriabsent supandsion, go to ISh O ux
C}  Exposure o hazarss, go o 159
r. Child nagiect, check all Mat appiy: 0. Exposure to hazards: h. Wias povarly a facior?
O  Falre to provide necessities [ Expostre to hazands: [0 not Inciude chil's own bahavior. Oves Owo T
O Food Do not inciuds child's own behavior. O Hazamd{s) In sleep environment
O Sheter {3 Hazard(s) In sleen environment (Inchedng slesp posttion and surface I yes, expiain In
O otrer, speciny: (INciudng skeep position and sWTace snaring) Narmative
O Fallure bo provide supervigion sharing) O Fire hazard
O Emotional negict, spediny. ) Fire hazrg (3 Unsacurad medcation/pason
O Asandonment, specty: ) Unsecured medication/poison () Fireanm hazard
O Falure to seekmolow raatment, 3 Fiream razam O wiater hazam
speciy. O} Water hazard ) Maotor vehicke hazam
I7'yeE, was this due to religious or 3} Motor vehice hazamd ) Matemal substance use during
cutural pracices? O other hazam, specify. pragrancy
Oves Ono O umk () Other hazard, spagty:
|16, SUICIDE
3 Child's hisiory. Check al that have eyer appled: b. Was the child ever diagnosed with ary of the d. Dl the child gvar communicata any sulcidal
O mone Isizd below folowing? Check al that anply. thoughts, actions or Iment?
[0 imvolved in sports O one kstad baiow O ves Mo Ok
[0 iwvolved in aciivitles (not sports) 00 Amesty spectium dsorder If yes, with whom?
[0 Wiewed, posted o Interactzd on socda media O Depressive spacum disander 2. Was Mere evidence the death was planned or
I7ye5, SpesiTy platfonmis): O Eepotar spactrum disarder premedtated?
O History of uning away [ Disuptive, Impuise contral or conduet dsorder O vesdD No O u
O History of fearfuiness, wihdrawal of amdaty [ Eating disorder t. Dk the deaih ocour Lnder CINCUMEtances whane
] History of explosive anger, yeling or disobaying O Substance-reistad or addiciive disanders It wouid Ekaty be obsarvad and Intervanesd by others?
] History of head Injury O cmer, spcity: 2 ved Mo O UK
If'yes, when was Te st head injury? O uK 3. Dk the child evar have 3 history of non-subddsl
] Death of a peer, fend or family member . Check all sulcidal behaviorsiattempts that ever applied: self-harm, such 3s cutiing or buming oneset?
I yes, specify nelationship bo chilkd: I Mone kstad baiow O Intesrupied attempt 7 O ves) Mo Do
When did desith oo O Preparatory benavior % O] Non-fatai attempt 2 ryee [0 Reportedtoomers [ Other, speciny.
Was death a suddeT Yesl) Mo (UK O ssored attempt # . O wx O Moted on awiopsy
h. Waming sigrs {Hitps:/youthsulcidewamingsigns.org) win 30 days of death. Check all that appdy. |1 Child experienced 3 | Suiclde was part of: Check 3l that apoly.
O Mone isted beiow [ Expressed parcaivad Durden on Khers KNCAN Crisis within 0 Moredstedbeiow [ A sucioe pact
[ Talkad about or made plans for suicide [] Showed wormsome behavioral cuss 30 days of the death? [0 A custer O A murder-suicide
O Expressed nopekessness about Me wuture of ITErked CNanges In Denanor O ves o Ou O . contagion, copy-cat or
O Dispiayed seversiovansneiming O ux If yes, explain: Imitation
emotional pain or distress
II7. LIFE STRESSORS Piease Indicate all sressons Mat were presant far this child round e Sme of daath.
3 Life stessons - Socaleconomic . Li¥e stressors - Redafonships (age 5 and over) £. L siressors - School
O None lstzdbekow O Housing instabily ([ Mone Bsted beiow [ Argument with friends O stress due o sexual {30e 5 and over)
O Radsm O winessed O Famby discom [ Buying as a wicim onentation O mone listed below
[ Diseimination viplence O Argument with parenis/caregiverd ] Bulying a& a perpefaton O Zress due w0 gender O Schooi talure
O Poverty [ Pregnancy O Parents’ divorce/separation O cyberoulying as a vicim Identity O Pressure to sucosed
O Mesghborhood discond [ Fregnancy O Parents Incarceation O cybermulying as a pepeirator O Extracumicular activities
O Job progiems BCare O Argument with significant other ] Pesr vinience as a victm O Hew schoo
O woney prodiems O Ereakup wit sigrificant oiner [ Pear vinlence a5 a perpetrator O other school problems
O Food Insecurity 0O Socal dscord Oisciation
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O social services (sUch 35 unempioyment assistancs, TANF, WiC)
O Living envirenment

O medical care

O ental heakth or substancs uselabuse cars

O Home-basad services (non-child wetfars)

O child weffare zendces

O Legal procesdings wiin criminal, civil, o Tamily courts

0 Life stessors - Technolagy (3ge 5+ |e. Lfe stressors - Transitons (3ge S and over) 1. L2 stressors - Trauma [3ge 5 and ower)
Siresanegative consequences due toc ([0 Mone Isted beiow [ reseass from juvenile [ustice fadiy{[]  Mone Isted beiow
O Hone Isted below [] Reslzase *om hosoital [ Endof school yeanschool bresie [ Rapefssuual assaut
O Sectronic gaming [ Transttion from any level of mental [ Transmon tofrom chld wetare |0 Previous abuse (amotionalphysical)
O Texiing healih care fo anofher (e.g Inpatien  system O Faminyitomestc vicience
O Restriction of technology to outpatient, Inpaient to residential (] Release from immigrant detention [g. L% stressors - Desoribe any cther e stressors:
O social media ouipaient i Inpatient, edc ) canter (ag2 5 and over)
18. COVID-19-RELATED DEATHS
3 Forthe 12 monms before the chilfs deam, dd the Tamily expenance £. Was ihe o exposed to COVID-19 WRhin 14 days of death?
any disruptions o significant changes 1o the following? Oves OMo  OUK
Chack all that apply: IT o5, OesCrine:
O Hone isted below
O sehoal d Select the one option that best describes the Impact of COVID-13 on this child's death:
O paycars (2} COVID-19 was the Immadiate of URdenying cause of deah
O Emgioyment () COVID-19 was diaghosad at aulopsy or the child was suspacied fo have COVID-19

) cowip-18 Indiracty contriutad to the 0SEN DUt WSS MOt te IMMediats oF Undsyirg
cause of deah

(3 The birfing parent contracted COVID-13 during pragnancy

3 Othar, spedfy:

(2 cowID-19 had no Impact on ihis childs death

O uk

O other
O s
If any dlsruptions of skgnificant changes, describe:
b. Forthe 12 monms before the childs death, did the chikl's family Tve In
an area With an oMcial stay 3 home onder?
Ovee One Oum
I yes, was the stay at home order In placs at the time of e childs death™
Ovee Omne Oum
A1 PERSDN RESPONSIBEL E (OTHER THAN DECEDENT)

£. Did SCVID-19 Impact the team's ablity to conduct this Tatalty review?

Oves Ono QUK

I yes, check all that appay-

[ Unakbie to cirtaln reconds

[ Tearn mamisers urEse o atend redes

[ Remote reviews negatively Impacied review process
O Team eaders redirectad bo COVID-19 resionse

1. DI 3 person or pedsons oher han the child

2. What act{s)? Enter Information for e first panson under "One” and I there s 3

. [Did M 12am hawe Information

do something or fall i do something that S2C0NT PErsOn, use column Two.” Descrihe acls In namatve. aboun the person|s)?
caused or contribuizd 1o the dealh? Lne Tao Dne Two one Twg
) Yes'probable [ O Cchid ause O ) Exposwre to hazands o O Yes
O Mo, goto Seoton K [»] O chidneglect Q () Azsaut, not child abusa Q O Mo,goto Secton K
O Wi, go 1o Secton K (& O Poonapsent O O omer, spacty;
supanision O O ux
4. |5 person Isted In 3 previous secion™ 5. Primary person|s) responsiie for acton(s).  Select one for each person responslbie.
onz  Two one  Tao ong Two LCne  Tao
3 (O Yes, bioiogical mother, goto N7 O 3 Adoptive parent 3 O Grangparent O O Medal providar
O O Yes, biiogical tather, goto 17 | O () stepparent O O smoing O O instiutonal stam
o ) Yes, caregiver one, goto J17 o () Foster parent D Other redative ) O Sabysher
O () Yes, caregiver two, go to 17 o () Moihers parner [ Friend i O Licensed chid care
O ) Yes, supervisor, goto J13 O () Fathers pariner OO Acosintance worker
o O Mo O O Chifsboyrendorginmend | O O Other, spaciy:
O O sranger O O uk
E. Person's age In years: 7. Person’s e E. Person speaks and undersiands Englsh™ 9. Persan on acve miktary duty?
Lne Tao Loz Two One  Tuo Cne  Tao
O O Mae o 2 Yes o 2 ves
- # Yeds [} 3 Femake (] O Mo ) O Mo
O ] WK o 0 UK o O uK o 0O uK
It no, BNgUSge Spokan: I yag, spEcity orEnch
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J. PERSON RESPONSIBLE (OTHER THAN DECEDENT) (Continued])

10. Personis) have histony of

11. Personis) have histary of child

12. Personis) have histony of child maitreatment

12. Personis) Rave disabilty or chronic liness?

suDstancs abuse? maitreatment as vicim? 35 @ perpetrator? one  Tep
Lre  Two Cre  Two one  Two 8] O res
o O ves [ O ves O O Yes o O Mo
o O Mo o O Mo o O M o O uk
O O uK O O WK O O uK It yes, check all that apply:

It yes, check 3l thiat amoty If yes, check all Mat appiy: It ye&, check al that apphy: O O  prysicaliorthopedic, speciy:
O O aconol m} O  erysical m} O  enysica m] O  wental neatnsubstance amuse,
O O Cowine O O Megect m} O  Megest speciy.

O O manuana m} O  sesual m} O  seus m] O  cogueveintelechs, speciny
[} O Memamphetaming [} O Emational [} O Emotonaipeychoingcal ] O  Zensory, specify
O O  Cololds peychoingical O O ux ] O uk
O O  Prescnpton orugs m} O wx _ __ sCPSretumEs It metal PREVEUDSENGS 3hUSS, Was DETSon
O O Cwer-thecounier - 2 CPS refemals _ _ #Substantiaions recaiving mental heath senvices?
m} O  other, spechy. _ # SUDElENTatonE O O cCPSpreventon senices O o v
[} O wux a O  Ewerinfoster care a O  Famlly presenation senvices. [ O Mo
or adopiac O O chioen ever ramoved o O uK
14. Personis) have prior I yes, check al that apphy: 15. Personis) have history of 16. Personis) have Selivguantieriming hisory?
child deatns? Ome  Two mimate parner viskence? one  Tao

one  Tao O O chidabuses ome  Tuo 2O 0O ves

[0 T o T ™ O 0O chidnegect = O 0O es asvicim QO O we

O O N O O Acckderds_ O O Yes aspemperator Q 2 uk

[®] O UK [m] O Suicldes m] O Mo If yes, chack all that apphy:

O O sioss O O ux O 0O aecans
O O undsterminedcases_ m] O Robbery
O 0O oters m] O pngs
Other, spedty. O O  otner, specity
O 0O wx O 0O ux
17. Al the time of the Incldent, was the parson asleep? on Two
one Two I yes, select e most appropriate B (& ] Might Time sieep
o 0 Yes deseripiion of the persors skeeping =~ 0 (O Daytime nap, desoribe:
O O M penod at incident (D Daytime skeap (for exampee, person ks night SN wonier), descnbe;
0 O uw T O O ot deone

15. At time of Incident was person Impained?

One
O ve O No O uk
If yes, check all Mat appiy

Two
O ove O oW O ux

Qne ] Dr Two
O O Dy impalred, specify: O O impalred oy lness,
O O  Awcohol impaired specty.
O OO0 Distracted O O impalred oy dsabiity,
] O  apsent specty.

O O other, specty

. Personis) have, check al

that appey:

One  Two

m| O  Prior history of
simiar acs

m} O Prioramests

m} O Prior comdictions

EIEIEIEIEIEIEIEIEIEIE

20. Legal outcomes In Tis death, check al that apoiy:

MO changes Mied
Chnarges pendng
Charges fled, spedify:
Charges dismissad
Confession

Flead, specify.

Mot guity veniict
Gty verdict, specify.

Tort charges, spacty:
LK

oooooooooof
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K SERVICES TO FAMILY AND COMMUNITY AS A RESULT OF THE DEATH

1. Wiere new or revised senices recommented or Imgiemented 35 a result of the death? OYes ONp O WK
I Y26, SRMECt ONE Option Per row. Fefermed for service Reviewled o Foefermal nesded,

Defara raview reserral not svalabie A WK
Bermavement counsaing [} O O O O
Detriefing for professlonds ] Q ] o )
Econcemic suppart ] o @] o O
Funeral ammangemenis o & ] O O
Emergency shelter Q [ &) ] o
Mental health servicss o e} o o O
Foster ears ®] o] ( 9] ]
Heaitn servicss ] C o Q o
Legal senvies (] [ o) ') IS
Genetic counsaing [ o o o O
Home visiing o O (] ( .
Substance aUSe ] [ [ O O
Othes, specty. ] [®] ] o O

L FNDINGS IDENTIFIED DURING THE REVIEW .muucmhummu-mm

1. Describe any significant challanges faced by the child, the family, e sysbams with which they Interactad, or the response io the Inddent. These could be reiaiad o
demographics, overt of Inadvertant actions, te way systems funchioned, or other environmental charactenstics. (See Data Dictionary for exampies. )

2. Descrioe any notable positve elements In this case. They could be gemographic, behavioral, or envimnmental characienstics that may have promobed resliency In the
chilid or famiy, the systems with which they Imameacted or the regponse to the Incident. (See Diata Diclonary for EXxampies).

3. List any recommendations andior inffatives that could be Implemeanted o prevent deaths Som slmilar CAUSES of GICUMSiEnces In the fulrs:

4. Ware new of revised 3gency Senvices, DOICSS Of [ractices REOMMEnded of IMpiEMErtad 35  resUt of the review? Oves QMo QUK
I yes, select al that apply and descrive:

O cridweifare Diesobe: O Education Diesoribe:
O Law erorcament Describe: O nsetal heakh Descrbe:
O Pubic heam Diegcrbe: O EmMs Describe:
O Cornermedical eaminer  Describe: O Subetance abuse Deseribe:
O cours Diescriba: O other, specify Diescribe:
O Heakh care systems. Describe:
5. Could the death have been prevented? O Yas, progably Mo, probably not O Team could not determine
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M. THE REVIEW MEETING PROCESS

1. Dafte of first raview mesting: 2. Mumber of revisw mestings for this case: 3. |5 rewiew complete? O e Dves O No

4. Agencies and INOVIOUES 3t review mesting, check al hat apoly:

O Medcal examinencoroner patnooglst O ces [ O indian Heaith Services! O natary
O Dean Investgator O otmersoclalserices [0 EMS Tribal Heatn O pomeszc woence
O  Law enforcement O  enysican O  Faith based organization O Home visiing O others, 1st
O  Prosecnoriglstric atomey O Mumss OO0 =sducation O Heatthy Start
O Puec neaitn O rospl O mera neam O court
0O  Hmomanaged care O other heaith care 0O  substance anuse O cnid avocate
= Were the foliowing data sources avalabie at the review masting? £ Did any of ihe Tollowing Tactors reduce meetng efectivenaess, check all that apply:
Check all that appiy. O mome
O coc's SUID Reporting Fom O comdertiaity Issues Among MemBers prevented full @xchange of Infomation
O Jurisdictional equivalent of the CDC SUIDH Reporting Form O HIFAA reguiations prevented 3c0ess to or exchange of Information
O Birm certinicate - full form O inadequate Investigation preciuded having enough Infarmation Tor review
O Desth cenficate O  Team members did not bring adequate Imformation to the meeting
[0 chiids medical reconds or clnical history, Induding vaccinations O  necessary t=am members wers absant
O Biciogical mothers chetetnc: and prenatal Information O  mesting was heid too soon amer deam
O Newbom swresning resuts [0 Mesting was haid oo kng after death
[ Law &Torcemant recns O meconts or informiation were needad irom another oty In-stats
[ Social servics recons O  Reconds or Informiation were nesdad from another state
O cniid protection agency reconds O Team disagreement on SICUMStances
[0 EMS run shest [0 Cther factors, specty:
O Hospital raconds
O Autopsyipathology reporis
O Home visiting
O Mental heakh records
O Schoal recands
O substance abuss fredtment rRoorts
7. Review meeting outcomes, check all that apply:
O  Review led to additional Investgation [0 Reviewled to the delivery of senvices
[0 Team disagraed win oMoial MEnner of oeatn. Wat did taam Delleve marner shoud be? [0 Review ked o I3Nges In 3gency Poicies of Practioss
O  Team disagreed with oMalal cause of death. What did team belleve cause should be? O Review led to prevenition Initiatives being Impiemented
O Eacause of e review, he OMGEl CIUSE OF MaNner O dean was changed O Local O st O  wabonal
N SUID AND SDY CASE REGISTRY This seciion dispiays online based on your stale's sefings.

[Section N: OME No. 0520-1062, Exp. Date: 4302022

Fublc reporting burden of Bhis coleciion of Information s estimabed 1o average 10 minutes per response, inciuding the Sme for reviewing instruciions, searching exsting data sources, gafhering and
Tainiaining the data needed, and compieting and reviewing the oollection of Information. An agency may not conduct or sponsor, and @ person |z not reguired o respond B2 @ collecton of Information
umiess & displays a cumentty valld OME conirel number. Send comments reganding iz bunden estimabe or any other aspect of thiz collecion of information, Induding suggestons for reducing this
Jrurten to: COCUATSDR Reports Clearance Croer 1600 CIMton Rosd NE, M3 074, ASants, Georgla 30333; ATTN: FRA (IS20-1052)

1. 5 this an SOY of SUID case? O ves Owo Ir no, go fo Section O
2. Cid this case go to Advanced Review far the S0 Case Reglstry™ 3. Mobes from Advancad Review mesting (Inciude case detalls that helpad determine 30 categorization
One Ovee Mo and any ways io Impnove the review) or reason why case did not go o Advanced Review:

I yas, date of first Aovanced Rewiew mesting:

4. Professionais 3t the Advanced Review meeting, check 3l that apply:

O camdologist O  Death nvestigator O  eneticist or genstic coursaior O  Fediairictan
O CDR representative O Epleptoogist [0 Mermal heath professional O Puokc health representative
O coroner O Forensic pamoioglstmedical examiner O meonatoiogist O ctners, specry:

5. Didthe Advanced Review tzam beleve the auiopey was &. I auiopsy perfommed, did the ME'cononerpathciogist use e SO Autopsy Guldance or Summarny?
comprehensive? Oves One Oux Owa Oves Omne Ouk
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7. Was a specimen saved for the SOY Case Reglsiry? 5. el the family consent to have DNA saved 3s part of the SOY Case Regletry?
Ona Oves One Oux Owna Oves Omne Ouk
If no, why not? () Consent was not abempted
E. Was a spacimen sent i he SO Case Regisiny bioreposiory ™ () Consent was atismpted but Tollow up was nsuccesshul
Ona Oves Ono Ouk O Consent was atizmpted but Tamily decined
O ctner, specty.
10. Categorzaton for SOY Case Reglsty (choosa only onel:
O Excluded from S0 Case Reglstry  Explained neurniogical, spacfy; O Explained other, specily. ) Unespiained, SUDEP
O Incomplete case Information () Explained Infant suffocation ) Unexplained, possible cardae () Unesplained daatn
O Explained cardac, spacify. {under age 1} ) Unaxplained, possible candac
and SUDER
1. Categorization for SUID Case Regisry (choose only one);
() Excluded [other expiained causes, not sulfocation) 11 poesile suffocation o exgiained suffocaton, select the primary
() Unexplained: Mo aulopsy or deah scene investigation mechanismyis) leading bo the death, check all that apoty:
() Unexplained. Incompieta case IMonTation O son peadng
() Unesplained: Mo unsale sieep facions O wedging
() Unexplainest Unsafe sieap faciors O overiay
) Unexplained: Possibie suffocaton with unsate sieep facions [ Crner, specity

} Explained: S1uffocaton Wi unsafe siecp facins

0. NARRATIVE

01. NARRATIVE

Uise this space to provide more detail on the circumstances of the death and to describe any other relevant information.

DO NOT INCLUDE IDENTIFIERS IN THE MARRATIVE such as names, dates, addresses, and specific service providers. Consider the
following questions: What was the child doing? Where did it happen? How did it happen? What went wrong? What was the quality of supendsion?
What was the injury cause of death? The Mamative is included in de-identified downloads, and per MPHIMCFRP's data use agreement with your state,
HIPAA identifying information should not be recorded in this field.

Person: Email:
Tithe: Diate completed:
|Agency: Diata entry completed for this case? l:l
[Phone For State Program Uss Only:
Data quality assurance completed by state? ]

J NATIONAL

~ GFRP

Center far Idlrllll'\ll’ Review & Prevention
The development of this report tool was supported, in part, by Grant No. UGTMC28482 from the Matemnal and Child Health
Bureau [Title V, Social Security Act), Health Resources and Services Administration, Department of Health and
Human Services and with additional funding from the U5 Centers for Disease Control and Prevention, Division of Reproductive Health
Diata Entry: hitps:/fdatancfrp.org
www.ncfrp.ong info@ncfrp.org 1-800-656-2434 Facebook and Twitter: MationalCFRP
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APPENDIX F:

ADDITIONAL CHILD ABUSE DEATH REVIEW DATA



ADDITIONAL CHILD ABUSE DEATH REVIEW DATA

TABLE OF CONTENTS

CHILD DEATH INCIDENT INFORMATION____ 3
Location of Child Deaths 3
Drowning Death Incident Information 6
Sleep-Related Asphyxia Death Incident Information 7
Body Part/Weapon-Related Death Incident Information________ . 8

CHILD CHARACTERISTICS 11
AGC OF Gl 11
Child’s History as Victim of Maltreatment 13

CAREGIVER AND SUPERVISOR CHARACTERISTICS 14
Relationship to Child of Caregivers and Supervisors______ 14
Average Age of Caregivers and SUPEIVISOIS, 17
Gender of Caregivers and SUPEIVISOTS e 17
Substance Abuse History of Caregivers and Supervisors________._._.._ . . 17

Disability or Chronic lliness Occurrence among

Caregivers and SUPEIVISOTS 20
Employment Status Of CaregiVerS e 21
Education Level Of CarCOiVerS e 22
English Spoken by Caregivers and SUPerviSOrs, 23
Caregiver Receipt of Social Services in the Past Twelve Months___ 23
History as Victim of Child Maltreatment among Caregivers and Supervisors_____ 24

History as Perpetrator of Child Maltreatment among Caregivers and Supervisors_26
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CHILD DEATH INCIDENT INFORMATION
Location of Child Deaths

Tables F-1 and F-2 provide information related to the number of child fatalities that occurred in each county
in Florida. Please note that the county refers to the county where the incident took place, not necessarily the
county where the death occurred (although they may be the same). By way of explanation, there are
occasions where the incident causing a child’s death may happen in one county; however, the child’s death
(for example, because he/she was transported to a medical facility in another county) may be documented in
another county. From a prevention standpoint, for this report, any county reference refers to the county where
the incident contributing to the death (i.e., “death county”) took place. Table F-1 highlights every child death
across individual counties stratified by maltreatment verification status and primary cause of death (i.e.,
drowning, asphyxia, weapon, and other). Table F-2 aggregates information denoted in Table F-1 for all
primary causes of death for each county. No information in a table cell in either Table F-1 or Table F-2
indicates a zero count for that county category.

When information from Table F-1 is examined, there are six counties that account for more than half (26 of
49 or 53.1%) of the verified child maltreatment deaths (across all primary causes of death) in Florida. These
include Polk (n=6), Brevard (n=5), Orange (n=5), Citrus (n=4), Lee (n=3) and Osceola (n=3)

When primary cause of death among verified maltreatment cases are examined, all drowning deaths (thus
far reviewed) took place in 16 different counties (n=18). There were two counties that had verified
maltreatment deaths involving sleep-related incidents: Citrus (n=1) and Hillsborough (n=1). The 13 verified
maltreatment deaths by inflicted trauma are found across seven different counties in Florida with the greatest
number occurring in Polk county (n=3).

When the total number of child fatalities (regardless of verification status and primary cause of death)
investigated for each county is examined (see Table F-2), there are eight counties with ten or more
investigated deaths that collectively account for 132 of 222 (59.5%) of all fatalities. These include Orange
(n=27), Polk (n=20), Pinellas (n=20), Hillsborough (n=18), Brevard (n=13), Pasco (n=13), Marion (n=11),
Osceola (n=10).



Table F-1: Distribution of Cases by County, Maltreatment Verification Status and Leading Cause of Death

County
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n=47
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Table F-2: Distribution of All Child Death Cases Reviewed Across Florida Counties by Leading Cause

County

of Death Category

Leading Causes of Death

Drowning
(N=50)
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Drowning Death Incident Information

Where information was available, Tables F-3 and F-4 with Figure F-1 represent findings on the location and
activity of child before drowning. As findings suggest in Table F-3, children (regardless of verification status)
were most likely to be last documented in their house (50.0%) or in the water (18.0%) prior to drowning.
Regardless of maltreatment verification status, in 48.0% of cases, children were playing before drowning.

Table F-3: Location of Child Before Drowning by Child

Maltreatment Verification Status

Child Drowning Deaths
by Maltreatment Verification Status

Location of Child n=50
Before Drowning Not

Verified Substantiated | No Indicators

(n=18) (n=15) (n=17)
In Water 3 3 3
On Shore 0 0 0
On Dock 0 0 0
Pool Side 1 0 2
In Yard 2 1 1
In Bathroom 2 0 0
In House 4 11 10
Other 6 0 2
Unknown 1 0 0
Aggregate totals across locations may exceed total number of cases as
multiple locations were reported for select cases.

Table F-4: Activity of Child Before Drowning by Maltreatment

Verification Status

Child Drowning Deaths
by Maltreatment Verification Status
Activity Before (n=50)
Drowning Not

Verified Substantiated | No Indicators

(n=18) (n=15) (n=17)
Playing 4 10 10
Swimming 0 1 0
Bathing 1 0 0
Sleeping 1 1 1
Other 5 3 3
Unknown/Missing 7 0 3




Figure F-1: Activity of Child Before Drowning
by Maltreatment Verification Status (N=50)

12

10

Number of cases
[=)]

o]

5
3
1 1 1 1 1
oo mum NN
. il L

Playing Swimming Bathing Sleeping Other Unknown/Missing

m Verified (n=18) B Not Substantiated (n=15) ® No Indicators (n=17)

Sleep-Related Asphyxia Death Incident Information

Table F-5 provides a listing and associated counts of specific objects (including persons) that were reported
in a child’s sleep environment and for objects identified to have blocked/obstructed a child’s airway among
the reviewed sleep-related cases (n=78) regardless of verification status. Please note that there may be more
than one identified object present in the sleeping environment as well as more than one object blocking the
child’s airway contributing to death. Sleep-related deaths can include children up to age four. There was a
total of 33 objects blocking the airways of the 78 children that died from sleep-related causes. Among these
objects, 28.2% objects were bedding-related objects (i.e., pillows, mattresses, comforters/quilts, sheets/thin
blankets, bumper pads, etc.). In 10.3% cases, the child’s airway was blocked by an adult; in 44 cases, an
adult was present in the sleeping environment at the time of the death incident.



Table F-5: Objects in Sleep Environment Among

Sleep-Related Deaths (N=78)

Objects. Objects
Present in .
Sleepin Obstructing
SePNg | chilg's Airway
Environment

Adult(s) 44 8
Other Children 15 0
Animal(s) 0 0
Mattress 50 5
Comforter 25 6
Sheet 28 1
Blanket 28 4
Pillow(s) 34 3
Cushion 2 1
Boppy or U-Shaped

. 4 2
Pillow
Sleep Positioner 0 0
Bumper Pads 2 0
Clothing 8 0
Crib Railing/Side 3 1
Wall 4 1
Toy(s) 2 0
Other 8 1
The abowve data apply to sleep-related deaths if the child
was under the age of five. Column totals may exceed
number of children as multiple objects could be present or
a source of obstruction.

Body Part/Weapon-Related Death Incident Information

Tables F-6 through F-8 summarize information related to the sex of the firearm owner (in firearm deaths only),
and the sex and relationship of the person handling the weapon related to the child fatality at the time of the
incident. Most of the owners of firearms used in the fatality were owned by males (78.8%). When all weapons
used in verified maltreatment deaths are considered, 67.7% were males who handled the weapon that was
used in the child’s fatality.

Table F-6: Sex of Fatal Firearm Owner by Maltreatment

Verification Status

Child Firearm Deaths
by Maltreatment Verification Status
Sex of Fatal (n=9)
Firearm Owner Not
Verified Substantiated | No Indicators
(n=7) (n=1) (n=1)
Male 6 0 1
Female 1 1 0
Unknown/Missing 0 0 0
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Table F-7: Sex of Person Handling Weapon by Maltreatment

Verification Status

Child Weapon Deaths
by Maltreatment Verification Status
Sex of Person (n=15)

Handling Weapon Not

Verified Substantiated | No Indicators

(n=13) (n=1) (n=1)
Male 8 1 1
Female 4 0 0
Unknown/Missing 1 0 0

Figure F-2: Sex of Person Handling Weapon
by Maltreatment Verification Status (N=15)
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As highlighted in Table F-8 and Figure F-3 and F-4 the biological parent was the person handling the weapon
at the time of death in 60.0% of cases.

Table F-8: Person Handling Fatal Weapon at Time of Death

Incident by Maltreatment Verification Status

Child Weapon Deaths
. by Maltreatment Verification Status
Person Handling 15
Fatal Weapon (=)
Not
Verified Substantiated | No Indicators
(n=13) (n=1) (n=1)
Self/Child 0 1 1
Biological Parent 9 0 0
Adoptive Parent 0 0 0
Stepparent 0 0 0
Foster parent 0 0 0
Mother's Partner 1 0 0
Father's Partner 0 0 0
Grandparent 0 0 0
Friend 0 0 0
Neighbor 0 0 0
Other relative 1 0 0
Other Non-relative 1 0 0
Unknown/Missing 2 0 0

Figure F-3: Person Handling Fatal Weapon at Time of Death (N=15)
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Figure F-4: Person Handling Fatal Weapon at Time of Fatal Death Incident
Across All Investigated Cases (N=15)
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CHILD CHARACTERISTICS
Age of Child

Table F-9 provides a count of children by age group for which their death was verified as maltreatment by
primary cause of death. Table F-10 and Figure F-5 itemize the number of children by age group whose death
was classified as abuse or neglect.

Table F-9: Age of Children with Verified Maltreatment by Primary Cause of Death and if Death

Classified as Abuse or Neglect

Verified Child Maltreatment Death
n=49
Age Drowning Sleep-related Inflicted Trauma Other
n=18 n=2 n=13 n=16
Abuse | Neglect |Abuse Neglect | Abuse | Neglect | Abuse | Neglect

<1 0 2 0 2 4 0 0 3
1 1 5 0 0 1 0 0 1
2 0 3 0 0 0 1 0 1
3 0 1 0 0 0 0 1 1
4 2 0 0 0 0 0 1 0
5 2 2 0 0 0 0 0 1
6-10 2 2 0 0 1 1 0 2
11-15 0 0 0 0 4 0 2 2
16+ 0 0 0 0 1 0 0 1

11
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Table F-10: Age of Children with Verified

Maltreatment Death Classified as Abuse or

Neglect
Verified Child Maltreatment Death
Age n=49
Abuse Neglect
n=20 n=29
<1 4 7
1 2 6
2 0 5
3 1 2
4 1 0
5 2 1
6-10 3 5
11-15 6 2
16+ 1 1

Figure F-5: Verified Maltreatment Deaths
Classified as Abuse or Neglect by Age Group (N=49)
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Child’s History as Victim of Maltreatment

If known and applicable, the distribution of past maltreatment incidents across maltreatment verification status
and primary cause of death are denoted in Table F-11 and Figure 6. Please note that for each child identified
as a past victim of maltreatment, there may be multiple past maltreatment incidents and/or multiple forms of
maltreatment during a single incident.

Table F-11: Child's History as a Victim of Maltreatment for Child Fatality Cases

Child Maltreatment Status
Verified Not Substantiated No Indicators
Type of Past =49 n=47 n=126
Maltreatment i i -
Drowning | Sleep-related UL Other Drowning | Sleep-related LS Other Drowning | Sleep-related L Other
Trauma Trauma Trauma
n=18 n=2 n=13 n=16 n=15 n=20 n=1 n=11 n=17 n=56 n=1 n=52
Physical 0 0 1 0 0 0 0 0 0 0 0 0
Neglect 4 0 2 1 2 1 0 1 2 6 0 8
Sexual 0 0 0 2 0 0 0 0 0 0 0 1
Emotional 0 0 0 1 1 2 0 0 0 0 0 0
Figure F-6: Child's History as Victim of Maltreatment (n=222)
10
9 9
8
7
6 6
5
4 4 4
3 3 3 3
2 2
0 0 o o 0
& F KX S ¢ S F F S
SISO N T I Ay
> N S & >
& @ & ¢ @ @ ¢ & T S
Q@f‘ {@ A\ &—\ N & ‘Q‘} \(? b\& & &
S F F & & T
)
> @ > & P

m Physical mNeglect mSexual Emotional

13



CAREGIVER AND SUPERVISOR CHARACTERISTICS

Table F-12 summarizes the number of child fatality cases where one or two caregivers were identified. At
least one primary caregiver was identified for all child fatality cases. Among verified maltreatment deaths,
83.7% of the children had a second caregiver present in the home. In cases where the maltreatment was
determined to either be not substantiated or no indicators there was a second caregiver present in the home
75.7% of the time.

Table F-12: Percentage of Cases with One and Two Caregivers Identified as Present by Child Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
) n=49 n=47 n=126
Caregiver
Present i i i
Drowning | Sleep-related L Other Drowning | Sleep-related L Other Drowning | Sleep-related Ll Other
Trauma Trauma Trauma
n=18 n=2 n=13 n=16 n=15 n=20 n=1 n=11 n=17 n=56 n=1 n=52
One 18 2 13 16 15 20 1 11 17 56 1 52
Two 16 2 12 11 11 17 1 5 15 40 1 41

Relationship to Child of Caregivers and Supervisors

Tables F-13 through F-15 and Figure F-7 demonstrate that the most likely caregiver(s) present across all
causes of death were the biological parents of the child. Of the 393 caregivers identified for the 222 children,
83.5% were the child’s biological parents.

Among verified child maltreatment deaths, the proportion of all caregivers who are biological parents was
88.2% for drowning deaths, 100.0% for sleep-related deaths, 84.0% for inflicted trauma deaths and 85.2%
for other deaths.

Table F-13: Relationship to Child of All Identified Caregivers (Aggregate) by Maltreatment Veerification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
Caregiver Relationship To = = =
Child (All Caregivers i i i
( eghers) Drowning | Sleep-related IiEEY Other Drowning | Sleep-related s Other Drowning | Sleep-related s Other
Trauma Trauma Trauma
n=18 n=2 n=13 n=16 n=15 n=20 n=1 n=11 n=17 n=56 n=1 n=52
Biological Parent 30 4 21 23 20 32 1 14 23 84 2 74
Other 4 0 3 4 6 5 1 2 8 10 0 18
Unknown 0 0 1 0 0 0 0 0 1 1 0 1

14



Figure F-7: Caregiver (Aggregate) Relationship to Child by Child Maltreatment Verification Status
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Table F-14: Relationship to Child of Primary (First) Caregiver Identified by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
] Verified Not Substantiated No Indicators
Caregiver 49 n=47 n=126
Relationship To [= 5 =
Child : Inflicted ' Inflicted : Infiicted

(Caregiver 1 Only) Drowning | Sleep-related Trauma Other Drowning | Sleep-related Trauma Other Drowning | Sleep-related Trauma Other
n=18 n=2 n=13 n=16 n=15 n=20 n=1 n=11 n=17 n=56 n=1 n=52

Biological Parent 15 2 13 15 12 19 1 10 15 52 1 47

Other 3 0 0 1 3 1 0 1 2 3 0 5

Table F-15: Relationship to Child of Second Caregiver Identified by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Caregiver Verified Not Substantiated No Indicators
Relationship To = n=47 n=126
(Careg?vrzlrdz only) Drowning | Sleep-related :‘: ::ﬁt;g Other Drowning | Sleep-related _IP: gﬁﬁi Other Drowning | Sleep-related -Iprf ::Et;g Other
n=18 n=2 n=13 n=16 n=15 n=20 n=1 n=11 n=17 n=56 n=1 n=52
Biological Parent 15 2 8 8 8 13 0 4 8 R 1 27
Other 1 0 3 3 3 4 1 1 6 7 0 13

15



Table F-16 and Figure F-8 focus on the relationship of the supervisor of the child at the time of the incident
leading to the child’s death. Here, some parallels exist with data associated with caregivers (see Table F-13).
Among verified maltreatment deaths, in 77.6% of cases, the child’s supervisor was a biological parent. Among
verified maltreatment inflicted trauma deaths, 92.3% of the supervisors were biological parents. Among
verified maltreatment drownings, 83.3% of supervisors were the child’s biological parent.

Table F-16: Relationship to Child of All Identified Supervisors by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
n=49 n=47 n=126
Supervisor Relationship to Child X . )
Drowning | Sleep-related iz Other Drowning | Sleep-related il iz Other Drowning | Sleep-related lifdisi Other
Trauma Trauma Trauma
n=18 n=2 n=13 n=16 n=15 n=20 n=1 n=11 n=17 n=56 n=1 n=52
Biological Parent 15 2 12 9 9 15 0 7 9 43 0 33
Other 3 0 0 3 5 2 0 2 7 8 0 12
Missing 0 0 1 4 1 3 1 2 1 5 1 7

Figure F-8: Supervisor Relationship to Child by
Maltreatment Verification Status (N=222)
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Average Age of Caregivers and Supervisors

able Average Ages of Caregivers and pe 0 d Fata ases by Maltreatme e atio

Verified Not Substantiated No Indicators
n=49 n=47 n=126
PR AR (EES) Drowning Sleep-related Lt Other Drowning Sleep-related [l itz Other Drowning Sleep-related [t Other
Trauma Trauma Trauma

n=18 n=2 n=13 n=16 n=15 n=20 n=1 n=11 n=17 n=56 n=1 n=52

Caregiver 1 32.8 29.0 331 338 343 26.9 * 28.2 319 275 47.0 305
Caregiver 2 35.8 26.5 36.6 36.1 36.8 30.3 * 310 40.5 317 40.0 335
Supervisor 36.4 29.0 335 34.4 37.1 28.0 * 31.6 32.7 30.5 * 33.6

*Age value was missing for this variable.
Gender of Caregivers and Supervisors

Observation of information summarized in Table F-18 reveals that most caregivers for children (across all
primary cause of death categories) were female. Among verified maltreatment deaths, 53.1% of all caregivers
were female. Among supervisors of verified child maltreatment deaths, 55.1% of supervisors were females
(Table F-19).

Table F-18: Gender of All Identified Caregivers (Aggregate) by Maltreatment Verification Status and Leading Cause of Death Category

Maltreatment Verification Status
Verified Not Substantiated No Indicators
n=98 n=94 n=252
Caregiver Gender Inflicted Inflicted Inflicted
Drowning Sleep-related nilicte Other Drowning Sleep-related micte Other Drowning Sleep-related niiicte Other
Trauma Trauma Trauma
n=36 n=4 n=26 n=32 n=30 n=40 n=2 n=22 n=34 n=112 n=2 n=104
Male 15 2 10 10 10 16 1 5 11 38 1 33
Female 19 2 14 17 16 21 1 11 21 56 1 59
Unknown/Missing 2 0 2 5 4 3 0 6 2 18 0 12

Table F-19: Gender of Supervisors by Maltreatment Verification Status and Leading Cause of Death Category

Maltreatment Verification Status

Verified Not Substantiated No Indicators

n=49 n=47 n=126
Supervisor Gender Inflicted Inflicted Inflicted ik

Drowning Sleep-related niiicte Other Drowning Sleep-related micte Other Drowning Sleep-related niiicte Undetermined
Trauma Trauma Trauma
Unknown
n=18 n=2 n=13 n=16 n=15 n=20 n=1 n=11 n=17 n=56 n=1 n=52

Male 5 1 6 5 3 6 0 3 2 12 0 8
Female 13 1 6 7 11 11 0 6 14 39 0 37
Missing 0 0 1 4 1 3 1 2 1 5 1 7

Substance Abuse History of Caregivers and Supervisors

Tables F-20 through F-21 (with accompanying Figures F-9 through F-12) summarize information related to
substance abuse history of all caregivers, supervisors, and person(s) responsible. Findings from Table F-20
reveal that among the caregivers of children whose deaths were verified as child maltreatment, 32 of 98
(32.7%) are known to have a substance abuse history. The percentage of caregivers with a substance abuse
history was highest among not substantiated cases (38.3%) compared with caregivers in verified
maltreatment cases (32.7%) and cases with no indicators of maltreatment (29.0%).

17



Regardless of maltreatment verification status, the majority of caregivers with a substance abuse history
(n=141), 67.4% had a history of marijuana use, 20.6% had abused alcohol and 17.0% had used cocaine
(Table F-20 and Figure F-9,10).

When the substance abuse history of supervisors of children at the time of the incident is examined (see
Table F-21), 34.7%, 42.6% and 31.0% of supervisors in verified, not substantiated, and no indicators of
maltreatment deaths, respectively, were known to have a substance abuse history.

Table F-20: Substance Abuse History of All Identified Caregivers of Children by Maltreatment Verification Status and Leading Cause of Death Category

Maltreatment Verification Status
Verified Not Substantiated No Indicators
Substance Abuse History n=98 n=94 n=252
Drowning Sleep-related _Ipr f!ﬁtrzi Other Drowning Sleep-related rgﬁ:zg Other Drowning Sleep-related ‘IP:!E::Z Other
n=36 n=4 n=26 n=32 n=30 n=40 n=2 n=22 n=34 n=112 n=2 n=104
Yes 10 4 10 8 5 25 0 6 3 38 0 32
No 14 0 6 10 17 11 0 9 21 39 2 43
Unknown/Missing 12 0 10 14 8 4 2 7 10 35 0 29
If Yes, Verified Child Maltreatment (n= 32) If Yes, Not Substantiated as Child Maltreatment (n=36) If Yes, No Indicators that Child Maltreatment (n=73)
T2 e SlasiEee Drowning Sleep-related Iiilgitzd Other Drowning Sleep-related g Other Drowning Sleep-related lced Other
Trauma Trauma Trauma
n=10 n=4 n=10 n=8 n=5 n=25 n=0 n=6 n=32 n=38 n=0 n=32
Alcohol 2 1 2 2 1 5 0 3 1 7 0 5
Cocaine 1 0 1 2 0 3 0 3 1 6 0 7
Marijuana 5 2 6 3 3 20 0 5 3 26 0 22
Methamphetamine 3 0 0 3 0 3 0 1 0 4 0 2
Opiates 2 0 2 2 0 6 0 1 0 4 0 3
Prescription 2 0 3 1 1 3 0 1 0 3 0 4
Over-the-Counter Drugs 0 0 0 0 0 0 0 0 0 0 0 0
Other 0 0 0 3 0 2 0 2 1 0 0 6
Unknown 2 0 0 0 0 0 0 0 0 3 0 0
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Figure F-9: Substance Abuse History of All Caregivers by Maltreatment Verification Status
(N=444)
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Figure F-10: Type of Substance Used by All Caregivers with a Substance Abuse History by Maltreatment Verification Status
(N=141)
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Table F-21: Substance Abuse History of Supervisors of Children at Time of Death by Maltreatment Verification Status and Leading Cause of Death Category

Maltreatment Verification Status
Verified Not Substantiated No Indicators
n=49 n=47 n=126
Drug Abuse Supervisor i i _
Drowning Sleep-related Ll Other Drowning Sleep-related [ififlsi=d Other Drowning Sleep-related [RiifEE Other
Trauma Trauma Trauma
n=18 n=2 n=13 n=16 n=15 n=20 n=1 n=11 n=17 n=56 n=1 n=52
Yes 7 2 5 3 4 13 0 3 1 24 0 14
No 8 0 2 5 9 4 0 5 12 21 0 23
Unknown/Missing 3 0 6 8 2 3 1 3 4 1 1 15
If Yes, Verified Child Maltreatment (n=17) If Yes, Not Substantiated as Child Maltreatment (n=20) If Yes, No Indicators that Child Maltreatment (n=39)
Type of Substance Drowning Sleep-related Ll Other Drowning Sleep-related il Other Drowning Sleep-related [FiiEE Other
Trauma Trauma Trauma
n=7 n=2 n=5 n=3 n=4 n=13 n=0 n=3 n=1 n=24 n=0 n=14
Alcohol 2 1 1 1 1 3 0 1 0 5 0 2
Cocaine 10 0 0 1 0 3 0 1 0 6 0 3
Marijuana 4 1 4 0 2 10 0 3 1 18 0 11
Methamphetamine 4 0 0 0 0 1 0 0 0 3 0 1
Opiates 1 0 1 1 0 2 0 1 0 2 0 1
Prescription 2 0 2 0 1 2 0 1 0 2 0 4
Over-the-Counter Drugs 0 0 0 0 0 0 0 0 0 0 0 0
Other 0 0 0 0 0 0 0 0 0 0 0 0
Unknown 1 0 0 0 0 0 0 0 0 1 0 0

Disability or Chronic lliness Occurrence among Caregivers and Supervisors

Tables F-22 through F-23 highlight the distribution of caregivers and supervisors known to have an identified
disability or chronic illness. Among all caregivers in verified maltreatment cases, 8.2% had a disability or
chronic illness of which the predominant disability was associated with mental illness.

Table F-22: Presence of Disability or Chronic lliness for All Caregivers by Maltreatment Verification Status and Leading Cause of Death Category

Maltreatment Verification Status
Verified Not Substantiated No Indicators
Disability Al n=98 n=94 n=252
Caregivers Drowning Sleep-related .lprf 23:2 Other Drowning Sleep-related -IP: gﬁ:i Other Drowning Sleep-related .Iprf gﬁt;i Other
n=36 n=4 n=26 n=32 n=30 n=40 n=2 n=22 n=34 n=112 n=2 n=104
Yes 5 0 4 2 3 8 0 6 2 11 0 11
No 21 4 11 14 16 28 2 10 17 64 2 66
Unknown/Missing 10 0 11 16 11 4 0 6 15 37 0 27
If Yes, Verified Child Maltreatment (n=22) If Yes, Not Substantiated as Child Maltreatment (n=10) If Yes, No Indicators that Child Maltreatment (n=41)
e el DLy Drowning Sleep-related [rifeiczd Other Drowning Sleep-related iliced Other Drowning Sleep-related [vifeitzé Other
Trauma Trauma Trauma
n=5 n=0 n=4 n=27 n=3 n=8 n=0 n=6 n=2 n=11 n=0 n=11
Physical 2 0 0 0 1 0 0 1 0 6 0 2
Mental 4 0 2 2 3 7 0 5 1 4 0 6
Cognitive 0 0 0 0 1 0 0 0 0 1 0 0
Sensory 0 0 0 0 0 0 0 0 0 0 0 1
Unknown 0 0 0 0 0 0 0 0 0 0 0 0
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When findings from Table F-23 are examined, 8.1% supervisors of children whose death was verified to result
from maltreatment were identified as having a disability or chronic illness. This rate was like that observed
with supervisors of not substantiated maltreatment deaths 21.3% and no indicators 14.3% of supervisors
whose child related deaths showed no indicators of maltreatment.

Table F-23: Presence of Disability or Chronic lliness for Supervisors by Maltreatment Verification Status and Leading Cause of Death Category

Maltreatment Verification Status
Verified Not Substantiated No Indicators
Disability or n=49 n=47 n=126
Chronic liness Drowning Sleep-related lan ﬂﬁt;i Other Drowning Sleep-related _IIT gﬁ:i Other Drowning Sleep-related _Ipr Eﬁt;g Other
n=18 n=2 n=13 n=16 n=15 n=20 n=1 n=11 n=17 n=56 n=1 n=52
Yes 3 0 1 0 2 5 0 3 0 9 0 9
No 11 2 4 7 7 12 0 6 9 33 0 28
Unknown/Missing 4 0 8 9 6 3 1 2 8 14 1 15
If Yes, Verified Child Maltreatment (n=4) If Yes, Not Substantiated as Child Maltreatment (n=10) If Yes, No Indicators that Child Maltreatment (n=18)
Type of Disability Drowning Sleep-related [rileizd Other Drowning Sleep-related [z Other Drowning Sleep-related [viliizt Other
Trauma Trauma Trauma
n=3 n=0 n=1 n=0 n=2 n=5 n=0 n=3 n=0 n=9 n=0 n=9
Physical 1 0 0 0 1 0 0 0 0 4 0 5
Mental 2 0 1 0 2 5 0 2 0 4 0 4
Cognitive 0 0 0 0 0 0 0 0 0 1 0 0
Sensory 0 0 0 0 0 0 0 0 0 0 0 1
Unknown 0 0 0 0 0 0 0 1 0 0 0 0

Employment Status of Caregivers

Employment status was examined for all identified caregivers. Tables F-24 through F-26 provide information
on the distribution of the caregiver employment status. Table F-24 aggregates all caregivers (whether
identified as the first or second primary caregiver), whereas Tables F-25 and F-26 breakdown the distribution
of caregiver employment status as the first or second listed primary caregiver.

Table F-24: Employment Status of All Identified Caregivers by Maltreatment Verification Status and Leading Cause of Death Category

Maltreatment Verification Status
Verified Not Substantiated No Indicators
Employment Al n=98 n=94 n=252
S Drowning Sleep-related Ltz Other Drowning Sleep-related [tz Other Drowning Sleep-related ey Other
Trauma Trauma Trauma
n=36 n=4 n=26 n=32 n=30 n=40 n=2 n=22 n=34 n=112 n=2 n=104
Employed 15 1 12 14 10 17 2 5 13 49 1 42
Unemployed 7 3 3 4 0 11 0 7 7 23 0 15
On Disability 0 0 0 0 1 0 0 0 1 0 0 5
Stay-at-Home 7 0 4 1 3 3 0 1 2 7 1 10
Retired 1 0 0 0 2 0 0 1 1 0 0 0
Unknown/Missing 6 0 7 13 14 9 0 8 10 33 0 32
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Table F-25: Employment Status of Primary Caregiver Identified by Maltreatment Verification Status and Primary Cause of Death

Maltreatment Verification Status
Verified Not Substantiated No Indicators
Employment n=49 n=47 n=126
(Caregiver 1) Drowning Sleep-related r:gﬁ:‘; Other Drowning Sleep-related r::ﬁ::z Other Drowning Sleep-related .Iprf ;ifl:.i Other
n=18 n=2 n=13 n=16 n=15 n=20 n=1 n=11 n=17 n=56 n=1 n=52
Employed 4 0 4 7 4 9 1 2 6 24 1 22
Unemployed 5 2 3 2 0 6 0 6 5 18 0 12
On Disability 0 0 0 0 1 0 0 0 0 0 0 1
Stay-at-Home 7 0 3 1 3 3 0 1 2 7 0 8
Retired 0 0 0 0 1 0 0 1 0 0 0 0
Unknown/Missing 2 0 3 6 6 2 0 1 4 7 0 9

Table F-26: Employment Status of Second Caregiver Identified by Maltreatment Verification Status and Primary Cause of Death

Maltreatment Verification Status
Verified Not Substantiated No Indicators
n=49 n=47 n=126
Employment
Caregiver2 f . :
( g ) Drowning Sleep-related LMz Other Drowning Sleep-related [l Other Drowning Sleep-related [RiifEE Other
Trauma Trauma Trauma
n=18 n=2 n=13 n=16 n=15 n=20 n=1 n=11 n=17 n=56 n=1 n=52
Employed 11 1 8 7 6 8 1 3 7 25 0 20
Unemployed 2 1 0 2 0 5 0 1 2 5 0 3
On Disability 0 0 0 0 0 0 0 0 1 0 0 4
Stay-at-Home Caregiver 0 0 1 0 0 0 0 0 0 0 1 2
Retired 1 0 0 0 1 0 0 0 1 0 0 0
Unknown/Missing 4 0 4 7 8 7 0 7 6 26 0 23

Education Level of Caregivers

Information on the education level of the caregivers was either unknown or not available for many, if not all,
of the caregivers across maltreatment verification and primary cause of death categories (Table F-27). Where
caregiver education level was documented, high school or less than high school education was the most
frequently reported. Given these findings, it is suggested that continued efforts be made in future reviews to
explore data sources that can provide this information so that more representative conclusions can be made.

Table F-27: Education Level of All Identified Caregivers by Maltreatment Verification Status and Primary Cause of Death

Maltreatment Verification Status
Verified Not Substantiated No Indicators
Education - All n=98 n=94 n=252
Caregivers Drowning Sleep-related [rifeices] Other Drowning Sleep-related L2 Other Drowning Sleep-related Ll 2l Other
Trauma Trauma Trauma
n=36 n=4 n=26 n=32 n=30 n=40 n=2 n=22 n=34 n=112 n=2 n=104
Less than High School 2 0 0 0 2 4 0 4 2 19 0 4
High School 6 0 9 7 7 16 0 7 7 32 1 17
College 6 0 2 4 1 3 1 1 2 11 0 16
Post Graduate 1 o] 0 0 0 0 0 0 3 1 1 4
Unknown/Missing 21 4 15 21 20 17 1 10 20 49 0 63
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English Spoken by Caregivers and Supervisors

As can be observed from information detailed in Tables F-28 through F-29, most caregivers and supervisors
speak English.

Table F-28: English Speaking by All Identified Caregivers by Maltreatment Verification Status and Primary Cause of Death

Maltreatment Verification Status
Verified Not Substantiated No Indicators
X n=98 n=94 n=252
Can Caregiver Speak
ErgE-AICIEgEe Drowning Sleep-related [l iz Other Drowning Sleep-related iiiced Other Drowning Sleep-related Lzl Other
Trauma Trauma Trauma
n=36 n=4 n=26 n=32 n=30 n=40 n=2 n=22 n=34 n=112 n=2 n=104
Yes 31 4 22 25 23 32 2 12 30 82 1 80
No 2 0 2 0 2 1 0 4 2 3 1 5
Unknown/Missing 3 0 2 7 5 7 0 6 2 27 0 19

Table F-29: English Speaking Ability All Identified Supervisors by Maltreatment Verification Status and Primary Cause of Death

Maltreatment Verification Status
Verified Not Substantiated No Indicators
Can Supervisor Speak (=29 n=47 =126
English Drowning Sleep-related [rifisE Other Drowning Sleep-related (il Other Drowning Sleep-related [wifEE Other
Trauma Trauma Trauma
n=18 n=2 n=13 n=16 n=15 n=20 n=1 n=11 n=17 n=56 n=1 n=52
Yes 17 2 11 11 13 15 0 7 14 48 0 40
No 0 0 1 0 1 1 0 2 0 1 0 2
Unknown/Missing 1 0 1 5 1 4 1 2 3 7 1 10

Caregiver Receipt of Social Services in the Past Twelve Months

Local committees were asked to identify from available sources of information the extent to which caregivers
had received social services in the twelve months prior to the child’s death. Examination of this information is
not meant to stigmatize anyone receiving social services. Rather, it can be a potential indicator of
environmental stressors and may help identify possible venues for outreach involving future prevention
initiatives. Table F-30 summarizes information related to social services received among all caregivers
(aggregate) identified and reported on for this data element. Please note (as with all measures of
combined/aggregate caregivers) that the number of caregivers denoted in Table F-30 exceeds the number of
child fatalities as many children had two identified caregivers. Table F-30 first identifies the number of
caregivers (associated with verified maltreatment deaths and non-verified) that received social services and
then further identifies the specific type of support services received. Please note that with respect to the type
of support received, the column percentages (which relate to the total caregivers associated with each primary
cause of death) may exceed 100% as caregivers may receive more than one type of service/support over the
course of twelve months.
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Table F-30: Receipt of Social Services by Al dentified Caregivers of Children by Maltreatment Verification Status and Primary Cause of Death

Maltreatment Verification Status
Verified Not Substantiated No Indicators
Receipt of =96 n=94 n=252
Social Senvces Drowning | Sleep-related _lp: :ﬁﬁg Other Drowning | Sleep-related _mﬁtr:i Other Drowning | Sleep-related !P:{:ﬁ::i Other
n=36 n=4 n=26 n=32 n=30 n=40 n=2 n=22 n=34 n=112 n=2 n=104
Yes 6 2 4 5 1 12 0 9 7 31 0 15
No 8 0 7 5 7 14 2 5 13 15 2 31
Unknown 22 2 15 22 22 14 0 8 14 66 0 58
If Yes, Verified Child Maltreatment (n=17) If Yes, Not Substantiated as Child Maltreatment (n=22) If Yes, No Indicators that Child Maltreatment (n=53)
Type of Support Drowning | Sleep-related e Other Drowning | Sleep-related il Other Drowning | Sleep-related il Other
Trauma Trauma Trauma
n=6 n=2 n=4 n=5 n=1 n=12 n=0 n=9 n=7 n=31 n=0 n=15
WIC 5 0 3 1 0 6 0 5 2 16 0 6
TANF 0 0 0 0 0 1 0 0 0 4 0 1
Medicaid 3 0 4 5 1 8 0 8 4 25 0 10
Food Stamps 3 0 2 1 0 7 0 1 3 10 0 5
Other 0 0 0 0 0 0 0 1 1 2 0 1
Unknown 0 0 0 0 0 0 0 0 0 0 0 1

It is important to note that there were several caregivers across each primary cause of death for which receipt
status of social services could not be identified (see first listed “unknown” row category in Table F-30).
Regardless, findings from Table F-30 reveal that among the caregivers of children whose death was verified
as child maltreatment, 17.3% are known to have received some form of social service support in the twelve
months prior to the child’s death. In comparison, 23.4% caregivers of children whose death was not
substantiated and the 21.0% whose death showed no indicators of child maltreatment.

When types of services received are examined across all cause of death categories, most caregivers in
verified maltreatment cases, who received some type of support, 70.6% received Medicaid.

History as Victim of Child Maltreatment among Caregivers and Supervisors

Local committees were asked to identify from available sources of information whether caregivers,
supervisors responsible for the death of a child were past victims of child maltreatment. Collectively, it was
known that 14.3% of caregivers (Table F-31) of children of verified maltreatment deaths were past child
victims of maltreatment. This figure may underestimate the true proportion of caregivers with a history of
maltreatment as a child victim as this status was unknown or missing for 46.0% of the total number of
caregivers for children where the child’s death was verified as maltreatment. For 57.4% of all caregivers in all
cases, the history of social services received is unknown

Among caregivers in cases of verified maltreatment death, 14.3% had a history as a victim of child
maltreatment, compared with 26.6% of not substantiated cases and 17.9% of cases with no indicators of
maltreatment.
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Table F-31: Past History as Victim of Child Maltreatment for All Caregivers by Maltreatment Verification Status and Primary Cause of Death

Maltreatment Verification Status
Verified Not Substantiated No Indicators
Cargiver Past Victim of = =01 =252
Chidh eI en: Drowning Sleep-related _Ipr fﬁ'iﬁ::g Other Drowning Sleep-related _Irnrf gﬁ:i Other Drowning Sleep-related _lpr fgﬁ:ﬁi Other
n=36 n=4 n=26 n=32 n=30 n=40 n=2 n=22 n=34 n=112 n=2 n=104
Yes 4 2 7 1 4 16 0 5 3 24 0 18
No 15 2 9 13 18 14 1 9 17 36 2 43
Unknown/Missing 17 0 10 18 8 10 1 8 14 52 0 43
If Yes, Verified Child Maltreatment (n=14) If Yes, Not Substantiated as Child Maltreatment (n=25) If Yes, No Indicators that Child Maltreatment (n=45)
Type of Maltreatment Drowning Sleep-related .Ip: [lﬁig Other Drowning Sleep-related .lp: 23::2 Other Drowning Sleep-related .lpr f:iﬁ:ﬁ‘; Other
n=4 n=2 n=7 n=1 n=4 n=16 n=0 n=5 n=34 n=24 n=0 n=18
Physical 2 1 1 1 1 6 0 3 1 12 0 6
Neglect 1 1 5 0 4 12 0 3 2 14 0 10
Sexual 1 0 0 0 0 3 0 1 2 4 0 4
Emotional/ Psychological 0 0 1 0 0 4 0 0 0 5 0 2
Unknown 1 0 0 0 0 1 0 1 0 2 0 2

When history as a victim of child maltreatment is examined for supervisors (Table F-32) associated with
verified maltreatment deaths, it was known that 6 of 49 (12.2%) were past child victims of maltreatment,
whereas 15 of 47 (31.9%) and 26 of 126 (20.6%) of supervisors of not substantiated and no indicators of
maltreatment deaths had a history as a victim of child maltreatment.

Table F-32: Past History as Victim of Child Maltreatment for Supervisors by Maltreatment Verification Status and Primary Cause of Death

Maltreatment Verification Status
Verified Not Substantiated No Indicators
Cargiver Past Victim of =19 = D=126
Child Valtreatment Drowning | Sleep-related _lpr f:ﬁtmei Other Drowning | Sleep-related _Iprf 2(01:?:1 Other Drowning | Sleep-related lanf gztﬁi Other
n=18 n=2 n=13 n=16 n=15 n=20 n=1 n=11 n=17 n=56 n=1 n=52
Yes 2 1 3 0 2 10 0 3 2 16 0 8
No 7 1 4 7 8 6 0 6 10 20 0 22
Unknown/Missing 9 0 6 9 5 4 1 2 5 20 1 22
If Yes, Verified Child Maltreatment (n=6) If Yes, Not Substantiated as Child Maltreatment (n=15) If Yes, No Indicators that Child Maltreatment (n=26)
Type of Maltreatment Drowning | Sleep-related iz Other Drowning | Sleep-related ez Other Drowning | Sleep-related LiieE) Other
Trauma Trauma Trauma
n=2 n=1 n=3 n=0 n=2 n=10 n=0 n=3 n=2 n=16 n=0 n=8
Physical 1 1 0 0 1 6 0 2 0 7 0 3
Neglect 0 1 3 0 2 7 0 2 1 9 0 5
Sexual 1 0 0 0 0 3 0 1 1 2 0 1
Emotional/ Psychological 0 0 0 0 0 3 0 0 0 3 0 0
Unknown 0 0 0 0 0 1 0 0 0 2 0 0
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Table F-33: Past History as Perpetrator of Child Maltreatment for All Caregivers by Maltreatment Verification Status and Primary Cause of Death

Maltreatment Verification Status
Verified Not Substantiated No Indicators
Caregiver Has History as =95 =94 =252
Perpetrator Drowning Sleep-related Tt Other Drowning Sleep-related Ml Other Drowning Sleep-related Ml Other
Trauma Trauma Trauma
n=36 n=4 n=26 n=32 n=30 n=40 n=2 n=22 n=34 n=112 n=2 n=104
Yes 7 0 8 8 4 15 0 5 7 24 0 23
No 25 4 7 16 18 21 2 10 18 55 2 60
Unknown/Missing 4 0 11 8 8 4 0 7 9 33 0 21
If Yes, Verified Child Maltreatment (n=23) If Yes, Not Substantiated as Child Maltreatment (n=24) If Yes, No Indicators that Child Maltreatment (n=54)
Type of Malreatment Drowning Sleep-related Iiifeitas) Other Drowning Sleep-related IRiE Other Drowning Sleep-related flcies Other
Trauma Trauma Trauma
n=7 n=0 n=8 n=8 n=4 n=15 n=0 n=5 n=7 n=24 n=0 n=23
Physical 1 0 3 1 0 2 0 1 4 4 0 11
Neglect 5 0 5 5 3 13 0 5 4 21 0 15
Sexual 0 0 0 1 0 3 0 0 1 0 0 0
Emotional/ Psychological 0 0 2 2 1 3 0 0 1 2 0 2
Unknown 0 0 0 0 0 0 0 0 0 0 0 0

History as Perpetrator of Child Maltreatment among Caregivers and Supervisors

Local committees were asked to identify from available sources and reports whether caregivers and
supervisors for a child’s death have a history as a perpetrator of child maltreatment. When the aggregate of
caregivers is examined (Table F-33), 23.5% of caregivers in verified maltreatment cases were identified as
past perpetrators of child maltreatment. By comparison, 25.5% of caregivers in not substantiated child
maltreatment deaths and 21.4% caregivers in cases with no indicators of maltreatment had been past
perpetrators of maltreatment.

Among caregivers who had themselves been victims of child maltreatment in the past, the most prevalent
type of maltreatment among them was neglect at 61.9%.

When the history of supervisors as a perpetrator is examined (see Table F-34), 26.5% of supervisors in
verified maltreatment cases were past perpetrators of child maltreatment, compared with 25.5% of
supervisors in not substantiated cases and 22.2% of supervisors in cases with no indicators of maltreatment.
Neglect was the most prominent form of past maltreatment among supervisors who had been perpetrators.

Table F-34: Past History as Perpetrator of Child Maltreatment for Supervisors by Maltreatment Verification Status and Primary Cause of Death

Maltreatment Verification Status
Verified Not Substantiated No Indicators
Supervisor Has History N=49 n=4:74 n=126!
as Perpetrator Drowning Sleep-related JI""::E::Z Other Drowning Sleep-related _I:rf gﬁt:z Other Drowning Sleep-related ‘Ill:lr fgztme: Other
n=18 n=2 n=13 n=16 n=15 n=20 n=1 n=11 n=17 n=56 n=1 n=52
Yes 4 o 5 4 4 6 o 2 2 14 (o} 12
No 12 2 3 7 8 11 o 7 10 28 [¢] 28
Unknown/Missing 2 o] 5 5 3 3 1 2 5 14 1 12
If Yes, Verified Child Maltreatment (n=13) If Yes, Not Substantiated as Child Maltreatment (n=12) If Yes, No Indicators that Child Maltreatment (n=28)
fypelonialteatent Drowning Sleep-related tlicted Other Drowning Sleep-related (riilietizs) Other Drowning Sleep-related iz Other
Trauma Trauma Trauma
n=4 n=0 n=5 n=4 n=4 n=6 n=0 n=2 n=2 n=14 n=0 n=12
Physical 1 o 2 o o 1 o 1 1 4 (o] 4
Neglect 3 o 3 2 4 6 o 2 1 12 [¢] 7
Sexual (o] o (o] 1 o 2 o o o} o} o 1
Emotional/ Psychological o o] 1 1 o 1 o o} o} 2 o] o]
Unknown (o] o o o o o o [o] (o] [¢] (o] (o]
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History of Intimate Partner Violence (as Victim and Perpetrator) among Caregivers and Supervisors

Table F-35 highlights the distribution of caregivers’ history with intimate partner violence as a victim and/or
perpetrator. In total, 17.3% of caregivers were known to be victims and 15.3% were known to be perpetrators
of intimate violence among those affiliated with verified maltreatment deaths. With respect to caregivers in
not substantiated maltreatment deaths, 11.7% were past victims and 11.7% were past perpetrators of intimate
partner violence. In contrast, 8.3% and 10.0% of caregivers in ho indicators of maltreatment deaths have
histories as victims and perpetrators (respectively) of intimate partner violence.

Table F-35: History of Intimate Partner Violence with Caregivers by Maltreatment Verification Status and Primary Cause of Death

Maltreatment Verification Status
Verified Not Substantiated No Indicators
History of Intimate =%8 =% =252
Parter Voence Drowning | Sleep-related mﬁ:ﬁg Other Drowning | Sleep-related lan 1:3::2 Other Drowning | Sleep-related r: iﬁ::i Other
n=36 n=4 n=26 n=32 n=30 n=40 n=2 n=22 n=34 n=112 n=2 n=104
Yes, as Victim 4 0 8 5 1 7 1 2 4 8 0 9
Yes, as Perpetrator 4 0 7 4 1 8 0 2 4 9 0 12
No 16 4 8 12 19 2 1 9 14 48 2 59
Unknown/Missing 12 0 3 1 9 3 0 9 12 47 0 24

Figure F-11: History of Intimate Partner Violence with All Caregivers by Maltreatment
Verification Status (N=444)
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Table F-36 highlights the distribution of supervisors’ history with intimate partner violence as a victim and/or
perpetrator.

Table F-36: History of Intimate Partner Violence with Supervisors by Maltreatment Verification Status and Primary Cause of Death

Maltreatment Verification Status
Verified Not Substantiated No Indicators
History of Intimate =49 =2 =126
Partner Violence Drowning Sleep-related _Ipr ﬂaiﬁ:i Other Drowning Sleep-related -Iprf 23::2 Other Drowning Sleep-related JIE]:;E::(; Other
n=18 n=2 n=13 n=16 n=15 n=20 n=1 n=11 n=17 n=56 n=1 n=52
Yes, as Victim 2 0 3 3 1 5 0 1 2 4 0 6
Yes, as Perpetrator 3 0 6 1 0 3 0 1 0 6 0 5
No 9 2 3 5 11 10 0 5 9 27 0 29
Unknown/Missing 4 0 2 7 3 2 1 9 6 19 1 12

Past Criminal History of Caregivers & Supervisors

When the criminal history of caregivers is examined (Table F-37), 28.6%, 35.1% and 20.6% of caregivers
associated with verified, not substantiated, and no indicators child maltreatment deaths (respectively) have a
past criminal history. Among all caregivers with a criminal history, the most common types of offense were
assault (51.3%), drugs (46.9%) and other offenses (52.2%). Please note that the column totals for the type of
offense for across each category of primary cause of death may exceed 100% as individual caregivers may
have more than one past criminal offense.

Table F-37: Past Criminal History of Caregivers by Maltreatment Verification Status and Primary Cause of Death

Other
Verified Not Substantiated No Indicators
Criminal History of =% =94 =252
Caregiers Drowning | Sleep-related £ Other Drowning | Sleep-related i Other Drowning | Sleep-related ek Other
Trauma Trauma Trauma
n=36 n=4 n=26 n=32 n=30 n=40 n=2 n=22 n=34 n=112 n=2 n=104
Yes 9 1 9 9 6 21 0 6 6 25 0 21
No 20 1 13 17 19 11 2 10 20 61 2 57
Unknown/Missing 7 2 4 6 5 8 0 6 8 26 0 26
If Yes, Verified Child Maltreatment (n=28) If Yes, Not Substantiated as Child Maltreatment (n=33) If Yes, No Indicators that Child Maltreatment (n=52)
Type of Offense Drowning | Sleep-related i3l Other Drowning | Sleep-related D et Other Drowning | Sleep-related iz Other
Trauma Trauma Trauma
n=9 n=1 n=9 n=9 n=6 n=21 n=0 n=6 n=6 n=25 n=0 n=21
Assaults 6 0 6 4 1 10 0 3 2 13 0 13
Rabbery 2 1 0 1 1 3 0 0 2 10 0 7
Drugs 4 1 2 5 4 10 0 2 3 10 0 12
Other 3 1 5 5 3 13 0 4 4 11 0 10
Unknown/Missing 1 0 0 1 0 0 0 0 0 0 0 0
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When the criminal history of supervisors is examined (See Table F-38), 26.5%, 36.2% and 22.2% of
supervisors associated with verified, not substantiated, and no indicators child maltreatment deaths
(respectively) have a past criminal history. Among supervisors with a criminal history, the most common
types of offense were assault (53.4%), drugs (46.5%) and other offenses (50.0%). Please note that the
column totals for the type of offense for each category of primary cause of death may exceed 100% as
individual caregivers may have more than one past criminal offense.

Table F-38: Past Criminal History Associated with Supervisors by Maltreatment Verification Status and Primary Cause of Death

Maltreatment Verification Status
Verified Not Substantiated No Indicators
Criminal History of =19 =% n=126
Supervisors Drowning Sleep-related [zl Other Drowning Sleep-related [tz Other Drowning Sleep-related Iiifeitzd] Other
Trauma Trauma Trauma
n=18 n=2 n=13 n=16 n=15 n=20 n=1 n=11 n=17 n=56 n=1 n=52
Yes 5 0 4 4 2 11 0 4 4 16 0 8
No 10 1 7 8 11 4 0 5 10 31 0 30
Unknown/Missing 3 1 2 4 2 5 1 2 3 9 1 14
If Yes, Verified Child Maltreatment (n=13) If Yes, Not Substantiated as Child Maltreatment (n=17) If Yes, No Indicators that Child Maltreatment (n=28)
Type of Offense Drowning Sleep-related [riftizs] Other Drowning Sleep-related [tttz Other Drowning Sleep-related Irifeitzs] Other
Trauma Trauma Trauma
n=5 n=0 n=4 n=4 n=2 n=11 n=0 n=4 n=4 n=16 n=0 n=8
Assaults 5 0 4 2 0 4 0 3 0 8 0 5
Robbery 2 0 0 0 0 1 0 0 1 5 0 3
Drugs 3 0 1 2 2 6 0 1 2 6 0 4
Other 1 0 2 3 1 7 0 3 2 6 0 4
Unknown/Missing 0 0 0 0 0 0 0 0 0 0 0 0

Past Child Death Associated with Caregivers and Supervisors

Table F-39 highlights the distribution of caregivers with past child death events. In total, 1 caregiver out of 98
all 98 caregivers in verified maltreatment deaths was known to have a past child death. With respect to
caregivers in not substantiated maltreatment deaths, 2 of 94 were identified as having a past child death
event. Lastly, 3 of 252 caregivers in no indicators of maltreatment deaths have histories with child death
events.

Table F-40 highlights the distribution of supervisors with past child death events. No supervisors in verified
maltreatment deaths were known to have a past child death. With respect to supervisors in not substantiated
maltreatment deaths, 2 of 47 were identified as having any association with a past child death event. Lastly,
2 of 146 of supervisors in no indicators of maltreatment deaths have histories with child death events.
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Table F-39: Past Child Death Associated with Caregivers by Maltreatment Verification Status and Primary Cause of Death

Maltreatment Verification Status
Verified Not Substantiated No Indicators
Past Child Death =93 =94 12252
QLSRR Drowning Sleep-related ficted Other Drowning Sleep-related ilicted Other Drowning Sleep-related iicted Other
Trauma Trauma Trauma

n=36 n=4 n=26 n=32 n=30 n=40 n=2 n=22 n=34 n=112 n=2 n=104

Yes 1 0 0 0 0 2 0 0 0 1 0 2

No 31 4 19 23 12 19 1 11 28 84 2 80

Unknown/Missing 4 0 7 9 18 19 1 11 6 27 0 22

Table F-40: Past Child Death Associated with Supervisors by Maltreatment Verification Status and Primary Cause of Death

Maltreatment Verification Status
Verified Not Substantiated No Indicators
Past Child Death with L=49 L=47 n=126
Supervisor Drowning Sleep-related Lriftizd] Other Drowning Sleep-related [riifetizd] Other Drowning Sleep-related [iifettzs] Other
Trauma Trauma Trauma
n=18 n=2 n=13 n=16 n=15 n=20 n=1 n=11 n=17 n=56 n=1 n=52
Yes 0 0 0 0 0 2 0 0 0 0 0 2
No 16 2 9 10 11 15 0 9 15 46 0 37
Unknown/Missing 2 0 4 6 4 3 1 2 2 10 1 13
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APPENDIX G:

CADR SUMMIT PRESENTER BIOGRAPHIES



Abby Collier, MS

Abby Collier is the Director at the National Center for Fatality Review and Prevention (National Center), a
program of the Michigan Public Health Institute. In this role, Ms. Collier leads the National Center in
providing technical assistance and support to local and state child death review (CDR) and fetal infant
mortality review (FIMR) programs throughout the United States. One of her focus areas is building
collaboration between CDR and FIMR. Ms. Collier provides training on a variety of topics including
improving death scene investigations, best practices for CDR/FIMR reviews, self-care and vicarious trauma,
writing prevention recommendations, implementing evidence-based recommendations, advocacy, and
engaging partners.



Amanda Regis, MSW (she/her/hers)

Amanda Regis joined the Department of Children and Families, Office of Substance Abuse and Mental
Health, Statewide Office for Suicide Prevention as the Suicide Prevention Specialist in February 2021. In
her current role, Ms. Regis monitors the activities of the Florida Suicide Prevention Interagency Action Plan,
serves as Chair of the Suicide Prevention Coordinating Council’'s Special Populations Committee, and

provides data analysis and conducts research regarding suicide prevention including evidence best
practices.

Prior to joining DCF, Ms. Regis worked with local behavioral health agencies in Tampa, FL providing
services to individuals with serious mental illness and those with dual diagnoses. During her time in Tampa,
FL, Ms. Regis collaborated with various behavioral health stakeholders including public defenders, law
enforcement, and community agencies.

Ms. Regis graduated with a Bachelor of Arts in Psychology and a Bachelor of Arts in Spanish from the
University of South Florida. In 2020, Ms. Regis graduated with a Master of Social Work degree, with a
concentration in Adult Mental Health and Wellness from the University of Southern California.



April Lott, LCSW

April Lott, LCSW is a fourteen-year employee of Directions for Living and serves as the President & Chief
Executive Officer. Ms. Lott is a Licensed Clinical Social Worker (LCSW) with more than three decades of
experience in understanding co-occurring substance use disorders, mental health disorders, trauma and
domestic violence. Prior to joining Directions for Living, Ms. Lott served in a variety of service and
leadership roles within the human services industry, including serving as the CEO of a large not-for-profit
residential program for abused and neglected children, serving as the principal for five alternative education
schools, working as a protective investigator and probation officer, and operating a private practice. Ms. Lott
serves on the Statewide Florida Child Abuse Death Review Committee and the Statewide Florida Critical
Incident Rapid Response Team. Additionally, Ms. Lott is the Co-chair of the Pinellas County Continuum of
Care for the Homeless and the Chair of the Continuum of Care for the Homeless Provider’s Council, and
the Chair of the Pinellas County Crisis Intervention Team Collaborative. Ms. Lott is a certified trainer in
Mental Health First Aid for adults, youth and first responders. Ms. Lott currently manages more than 20
Mental Health First Aid instructors and is committed to developing a small army of every-day people who
can recognize the signs and symptoms of a mental health condition and connect people to the resources
they need.

Ms. Lott received her master’s degree and bachelor’s degree in Social Work from Florida State University.
Ms. Lott is the recipient of the 1989 Joann Gorman Award for her outstanding clinical work with children
impacted by trauma, the 2008 National Alliance on Mental lliness IRIS award winner for her cooperation
and commitment to provide support and services to people with mental illness in recovery, the 2010 Pinellas
County Sheriff's Office Community Leadership Award, and the 2017 National Alliance on Mental lliness
Leadership Award.



Cassie McGovern

Cassie McGovern is the Founder of the McGovern Foundation, aimed at raising awareness regarding
drowning prevention and organ donation. She has served as the Drowning Prevention Program Supervisor
with the Florida Department of Health in Broward for the past seven years. Ms. McGovern has also chaired
the Broward County Drowning Prevention Task Force for the past seven years, leading all drowning
prevention initiatives for the county. During her time with the Department of Health, she was part of Circuit
17 CADR committee, holding the Chair and Co-Chair position over the past four years.

Ms. McGovern and her team created innovative initiatives to help educate our community on the risk factors
related to drowning prevention. Ms. McGovern brings a unique perspective, being a mother of a drowning
victim.

Ms. McGovern’s daughter, Edna Mae, passed away to a drowning in the family’s backyard fenced pool.
Since her daughters passing, Ms. McGovern has been relentless with her efforts to educate the community.



Ken DeCerchio

Ken DeCerchio currently serves as the program director of the In-Depth Technical Assistance Program of
the Substance Abuse and Mental Health Services Administration’s (SAMHSA) National Center on
Substance Abuse and Child Welfare, and the Deputy Project Director of the National Quality Improvement
Center for Collaborative Community Court Teams, funded by the Children’s Bureau in the Administration
on Children, Youth and Families.

Prior to joining the Center for Children and Family Futures, Mr. DeCerchio served as the Assistant
Secretary for Substance Abuse and Mental Health with the Florida Department of Children and Families
from 2005 to 2007, and as the state Substance Abuse Director from 1995-2005. Mr. DeCerchio has
served on Florida’s Drug Policy Advisory Council and Supreme Court Task Force on Treatment-Based
Drug Courts, and SAMHSA’s Center for Substance Abuse Treatment National Advisory Council. In 2005,
Mr. DeCerchio received the National Association of State Alcohol and Drug Abuse Directors’ Service
Award for his leadership and support in the substance abuse prevention and treatment field, and in 2007,
Mr. DeCerchio received the Florida Alcohol and Drug Abuse Association’s Lifetime Achievement Award for
his contributions to prevention and treatment services in Florida. Mr. DeCerchio has been a volunteer
Guardian Ad Litem for children in foster care since October 2008.



Megan Macdonald, MPH

Megan Macdonald is an epidemiologist with the State Systems Development Initiative (SSDI) team at the
Florida Department of Health, Division of Children’s Medical Services. Ms. Macdonald has been involved in
public health research and practice for over 10 years and specializes in maternal and child health
epidemiology. She works closely with Florida’s CADR Program to provide data analysis and epidemiologic
consultation to support the program’s statewide efforts to prevent child fatalities. Before joining CMS, Ms.
Macdonald served as an epidemiologist in both Maternal and Child Health and Chronic Disease Prevention

areas at the Florida Department of Health.



Rebecca Albert, MSW

Rebecca Albert is the Strategic Initiatives Manager at the Juvenile Welfare Board of Pinellas County. In this
role, she is responsible for overseeing the integration of behavioral health and support services into pediatric
practices, a county-wide initiative focused on increasing access to mental health services and enhancing care
coordination for children and their families. Ms. Albert serves as Chair for the Child Abuse Death Review
(CADR) Team for Pinellas and Pasco Counties (Circuit 6), utilizing data to inform, improve, and execute
prevention efforts. Recently, she was appointed to the State CADR Committee in the role of Member of a
Child Advocacy Organization. Ms. Albert has evaluated federal and state grants to include 21 Century
Community Learning Centers and local prevention programming relevant to behavioral health, school-based
health clinics, and parenting education.

Ms. Albert earned both a Bachelor of Science in Business Administration and a Bachelor of Arts in
Psychology. In 2012, she graduated from the University of South Florida with a master’s degree in Social
Work.



Susanna Joy, MA (she/her/hers)

Susanna Joy provides training, programmatic support, and technical assistance to fetal, infant, and child
death review teams through the National Center for Fatality Review and Prevention. Prior to joining the
National Center, she coordinated a network of Fetal and Infant Mortality Review (FIMR) teams in the state
of Michigan on behalf of the Michigan Department of Health and Human Services (MDHHS). She also
coordinated a statewide infant bereavement support program and Michigan’s safe infant surrender program
on behalf of MDHHS.

An enthusiastic maternal and child health (MCH) public health practitioner, Ms. Joy worked in MCH
epidemiology as a program evaluator and on the CDC-funded Michigan Pregnancy Risk Assessment
Monitoring System (PRAMS) study after completing her graduate program in health and risk communication
from Michigan State University. Ms. Joy has been with the National Center since 2017, and she enjoys
supporting the important work of prevention-focused fatality review teams across the country.

In her free time, she enjoys being outdoors with her active family of five, hiking, kayaking, and loudly
cheering at youth soccer games, volleyball matches, and track meets.



Taylor Freeman

Taylor Freeman works as a Public Health Planning Manager for the Florida Department of Health in Polk
County. She oversees the injury prevention, infant mortality, and health equity initiatives for the along with
the implementation of the Community Health Improvement Plan. She is also the Accreditation Coordinator
and helps maintain the department’s accreditation status.

Ms. Freeman completed her bachelor’s degree in Health Sciences at the University of South Florida.

Ms. Freeman is currently the Co-Chair of the Coalition on Injury Prevention (CIP), Chair of Safe Kids Polk,
Vice Chair of Safe Kids Suncoast, and the Chair of the Drowning Prevention Team in collaboration with CIP.

Ms. Freeman is a member of several other community groups including the Child Abuse Death Review
Team and Heartland for Children’s Local Task Force.
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Vicki Whitfield

Vicki Whitfield started her social work career in Alabama in 1986 as a child abuse/neglect investigator for
the State Child Welfare Agency until 2003. She then moved to Florida and started with the First Coast Child
Protection Team in 2003 as a Case Coordinator before being promoted to Assistant Team Coordinator. Ms.
Whitfield served as Assistant Team Coordinator from 2004 to 2015. Ms. Whitfield currently serves as the
Program Coordinator for the University of Florida, First Coast Child Advocacy Center/Child Protection Team
and as the Chairperson of the Local Child Abuse Death Review Committees in Circuits 4, 7, and Baker
County.

Ms. Whitfield is a member of the American Professional Society on the Abuse of Children (APSAC),
National Association of Social Workers (NASW), National Child Advocacy Center (NCAC), National Alliance
for Drug Endangered Children (NADEC), and is a Designated Victim Service Practitioner. She also serves

as a member of numerous task force groups, interagency teams, and advisory boards in the Northeast
Region of Florida.
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