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EXECUTIVE SUMMARY
L/

Florida’s Child Abuse Death Review System

Florida’s Child Abuse Death Review (CADR) system was established in Florida law in 1999. Per
section 383.402, Florida Statutes, 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 and to recommend changes needed to better support the
safe and healthy development of children. The essential goal of the CADR system across both
state and local levels is to eliminate preventable child fatalities in Florida by better
understanding the complexities of child maltreatment and leveraging evidence-based
knowledge to support current and future prevention strategies. A statistical report is submitted
annually to the Governor, President of the Florida Senate and Speaker of the Florida House of
Representatives.

2019 Data: Case Review Analysis

Throughout 2020, Local CADR Committees reviewed records related to 250 child fatalities
which occurred in 2019. Analysis of the 2019 case review data revealed that regardless of
maltreatment verification status, children under the age of five have the highest number of child
deaths called to the Florida Abuse Hotline. The three leading causes of child death in 2019
CADR cases are:

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
39.2% of 2019 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.

e Drowning is the second leading cause of preventable child death, representing 16.8% of
all reviewed child death cases. Children three years of age and younger make up 71.4%
of all 2019 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 8% of child fatalities reviewed by the CADR system. Children under one
year of age account for 35% of these child fatalities. Inflicted trauma includes abuse to a
child by way of bodily force, such as the use of fists, hands and feet or by the use of
weapons and firearms.

Child Characteristics

Of cases reviewed by the CADR system, children under the age of five account for 85.2% of
preventable child death. The most vulnerable children are less than one year of age,
representing 55.6% of cases reviewed. Children under the age of five, and to a greater extent,
children under the age of one, are in 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:

R/

+ Continue efforts to relay timely information to caregivers regarding the safety of children.

+ Develop strategies to ensure consistent and coordinated prevention-related messaging
across local and state agencies.

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

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

+ 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
American Academy of Pediatrics.

+» Continue to support programs and practices that enhance parenting skills and coordinate
services provided to expectant mothers and partners.

+» Encourage the consistent use of Sudden Unexpected Infant Death Reporting Forms and doll
reenactments by death scene investigators for all sleep-related infant death investigations.

+» Continue to support and encourage the development and evaluation of pilot projects and

initiatives focused on local and regional community-based child fatality prevention.

+ Explore the expansion of the CADR Florida Statutes language to permit Local CADR
Committees the ability to review child and adolescent suicides to better inform targeted
prevention initiatives.




SECTION ONE: BACKGROUND
|

PROGRAM DESCRIPTION

The Florida Child Abuse Death Review (CADR) System was established in Florida law in 1999.
The program is administered by the Florida Department of Health (DOH) and utilizes 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 reported to the Florida Abuse Hotline on the 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, Florida Statutes (Appendix A)

PROGRAM PURPOSE
The purpose of the CADR process is to:

o 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.

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

o 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 DOH, appointed by the State Surgeon General, serves as the committee
coordinator. Additionally, the State CADR Committee is composed of 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.

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 DOH 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 DOH 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.

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.

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

e 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.

DOH 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
DOH 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
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SECTION TwO: METHOD
L/

CASE FILE TRANSFER

Following the closure of a DCF investigation, a regional DCF Child Fatality Prevention Specialist
reviews all pertinent information within the case file and completes a case review summary. The
case file, along with the summary and supporting documentation, is then transferred to the
CADR Unit at DOH. The CADR Unit archives the case file and logs pertinent tracking
information into an internal database, then transfers all case information to the appropriate local
committee chair. All file transfers are conducted using a secure file transfer protocol, providing
the ability to track and safely deliver confidential case information.

The process and method in which CADR teams receive and review child death cases has been
heavily impacted this year by the COVID-19 pandemic response. An increased demand and
reliance on servers supporting Movelt DMZ for secure file transfers has led to challenges in
transferring case files. To meet this challenge, the CADR Unit worked proactively with the Office
of Information Technology and the Special Technologies Unit to troubleshoot or find other
secure means of transferring case files, identifying the use of WinSCP software as a
comparable alternative to meet the standards of DOH Information Security. To support the
implementation of WinSCP into CADR processes, CADR staff along with members of the
Special Technologies Unit trained Local CADR Committee chairs on the use of WinSCP for
downloading case files.

LOCAL COMMITTEE REVIEW PROCESS

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 (NCFRP) Child Death Review Case Reporting System (CDR-CRS). For
information detailing Local CADR Committee operating procedures, please see the Guidelines
for Local CADR Committees referenced in Appendix D.

Under certain circumstances, case closure may be delayed due to pending law enforcement
investigations and criminal justice proceedings. In 2020, Local CADR Committees completed all
remaining cases of previous reporting years, 2014 and 2015. It is recommended that Local
CADR Committees dedicate the first quarter of each year to reviewing cases from previous
reporting years. The completion of previous years’ caseloads will contribute to overall trend
analysis reporting.

Due to the COVID-19 pandemic response, many Local CADR Committees postponed case
review meetings between the end of March until July. CADR Unit staff provided committee
members with additional guidance and recommended best practices for hosting case review
meetings virtually and maintaining the confidentiality of the case files while doing so.
Committees have indicated an anticipated delay in the receipt of cases that are pending criminal
charges as the COVID-19 pandemic response has led to delays within the court system;
specifically criminal trials and hearings.




THE CADR CYCLE

Data
Gathering

Evaluate
Effectiveness

Implement
Strategies

Create

Action Plan

Analyze Case
Reviews

Identify
Prevention
Strategies

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.
This framework has enhanced state and local committee members’ collective understanding of
the need to build upon lessons learned and further supports efforts to ensure decision-making is

based on applicable data.
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SECTION THREE: DATA
|

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.

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

CASE REVIEW STATISTICS

This report includes information on closed child fatality cases which have been reviewed and
entered into the National Center for Review and Prevention Case Reporting System (Appendix
E) by September 30, 2020. Cases that remain open to DCF for investigation (often due to law
enforcement and/or judicial proceedings) are not available for review and not included in the data.
Table 1 details the distribution of 2019 child fatality cases reviewed (stratified by maltreatment
verification status), cases awaiting review and cases that were not available for review as of
September 30, 2020. 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 (398) reported to the Florida Abuse Hotline in 2019.

11




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

Total Cases Cases Not Available Verified
X for Review X Not Substantiated | No Indicators
(Child d.eaths (Open Cases Available Review Maltreatment Maltreatment Maltreatment
callec.l — Investigation/Case in for Review ol ciee C:inses Cases Reviewed | Cases Reviewed
hotline) Processing) Reviewed
Circuit #1a 17 2 15 13 4 0 9
Circuit #1b 14 3 11 4 3 0 1
Circuit #2 7 0 7 5 0 0 5
Circuit #3 12 0 12 6 3 2 1
Circuit #4 46 6 40 38 6 10 22
Circuit #5 29 5 24 19 4 4 11
Circuit #6 35 6 29 27 4 3 20
Circuit #7 20 0 20 18 3 3 12
Circuit #8 8 0 8 1 0 0 1
Circuit #9 22 0 22 22 4 3 15
Circuit #10 26 4 22 20 5 6 9
Circuit #11 19 1 18 0 6 2
Circuit #12a 4 0 4 1 1 2
Circuit #12b 0 1 0 1
Circuit #13 32 15 17 12 1 3 8
Circuit #14 8 1 7 5 1 2 2
Circuit #15 14 2 12 11 1 5 5
Circuit #16 0 0 0 0 0 0 0
Circuit #17 26 5 21 11 3 5 3
Circuit #18a 7 0 7 2 0 4
Circuit #18b 9 0 0 0 0 0
Circuit #19 16 3 13 0 1 1
Circuit #20 24 8 16 16 2 2 12
Totals 398 61 337 250 48 56 146

Figure 1: Distrubution of 2019 Child Death Cases Reported to the
Hotline (N=398)
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Figure 2: Case File Status of 2019 Child Deaths Reported to the Florida Abuse Hotline
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2019 CASE STATUS SUMMARY:
As of September 30, 2020, 398 child fatalities for 2019 were called into the Florida Abuse
Hotline. Of these child death incidents:

e 338 were closed by DCF (1 awaiting transfer)

e Of the remaining 61 cases:
21 (34.4%) are under DCF investigation
40 (65.6%) are pending CADR review

e Of the 40 cases pending CADR review
8 (20.0%) were the result of abuse
32 (77.5%) were the result of neglect

¢ The manners of death for the 40 cases pending CADR review are:
19 (47.5%): Accident
10 (25.0%): Undetermined
8 (20.0%): Homicide
3 (7.5%): Natural

Of the 337 closed cases for which the information was available for review, 250 reviews
were completed, with the remainder of cases (87) scheduled for review after September
30, 2020. This report applies only to the 250 cases reviewed. Findings are qualified by
this fact and may change once all referenced child fatalities are reviewed. Consideration
will be given toward supplemental analyses of the remaining 2019 fatalities (148) upon
case closure and review.

In 12 (4.8%) of the 250 cases reviewed, Local CADR Committees disagreed with the
Medical Examiner (ME) cause and/or manner of death as stated on the death certificate.

o Ofthe 12 cases where Local CADR Committees disagreed with the ME cause
and/or manner of death, 9 (75%) were found to have sleep-related
circumstances.

There were six Local CADR Committees with 25 or more child fatality cases called into
the hotline in 2019. These include: Circuit 4 (46), Circuit 6 (35), Circuit 13 (32), Circuit 5
(29), Circuit 10 (26), Circuit 17 (26).

Of the 48 verified maltreatment deaths reviewed, 32 (67%) were the result of neglect,
and 16 (33%) were the result of abuse (Figure 3).

14




Figure 3: Distribution of Reviewed Verified Maltreatment
Deaths by Abuse and Neglect (n=48)
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CHILD DEATH TRENDS

In 2019, the all-cause death rate for children aged 0-17 was 49.7 deaths per 100,000 child
population (Florida CHARTS, 2020). The reported 2019 verified child maltreatment death rate in
Table 2 is 1.13 per 100,000 child population. This rate is inconclusive, 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, 2011-2019

Child
C
. Child Death Rate | Verified Child Maltreatment Cases ases
Child Deaths ) di Pending
per 100,000 Child | Maltreatment | Death Rate per | Pending
All Causes ; ) (Local
Population Deaths 100,000 Child (DCF) .
. Review)
Population
2011 2,191 54.3 136 3.37 - -
2012 2,046 50.9 129 3.21 - -
2013 2,105 52.5 137 3.42 - -
2014 2,131 52.9 152 3.77 - -
2015 2,249 55.4 123 2.98 - -
2016 2,217 54.2 110* 2.56 1 7
2017 2,236 54.1 112* 2.49 4 7
2018 2,128 50.7 111* 1.98 17 23
2019 2,107 49.7 48* 1.13 61 87
*The number of verified child maltreatment cases for 2016, 2017 and 2018 is not complete given the
number of cases still open and not yet transferred to Local CADR Committees OR not yet reviewed by
Local CADR Committees. Past year figures may have changed as cases were closed following the
submission of past CADR reports. To date, 455 of 463 child deaths reported in 2016 have been closed; 450
of 461 child deaths reported in 2017 have been closed; 398 of 438 child deaths reported in 2018 have
been closed and 250 of 398 child deaths reported in 2019 have been closed.

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 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 48 child fatalities verified to be the result of abuse
and/or neglect, 26 (54.2%) were classified as accidents and 18 (37.5%) were classified as
homicides. Among the 56 not-substantiated child deaths, the largest number of deaths 32
(57.1%) were classified as accidents followed by 16 (28.6%) cases with undetermined causes.
Among the 146 no indicators child deaths, the official manner of death in 63 (43.2%) cases was
classified as an accident, followed by 41 (28.1%) undetermined and 38 (26.0%) natural causes.
In determining manner of death, ME are limited to a certain range of choices that do not include
“neglect.” Subsequently, cases verified for neglect are often classified as accidental by ME.

16




Figure 4: Official Manner of Death by Maltreatment
Verification Status (n=250)
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PRIMARY CAUSE OF DEATH

Figure 5 demonstrates the distribution of child fatality cases reviewed by the primary cause of
death, across child maltreatment verification status. Among the 48 verified maltreatment
fatalities, 45 (93.8%) were the result of an external injury, 2 (4.2%) were due to a medical cause
and 1 (2.1%) had an undetermined or unknown cause of death. Among the 56 not substantiated
maltreatment fatalities, 42 (75.0%) were the result of an external injury, 3 (5.4%) were
determined to have a medical cause and 8 (14.3%) had undetermined or unknown cause of
death. Among the 146 no indicators deaths, 77 (52.7%) were the result of an external injury, 36
(24.7%) were determined to have a medical cause, 25 (17.1%) were undetermined and 8
(5.5%) had unknown as the cause of death.
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Figure 5: Cause of Death Across Maltreament Verification
Status (N=250)
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Figure 6 and Table 3 distinguish three prevalent primary causes of death associated with external
injuries, accounting for 160 (64.0%) of all maltreatment fatalities. Of CADR cases reviewed, 98
(39.2%) were sleep-related, 42 (16.8%) were drowning, and 20 (8.0%) were inflicted trauma.
These are the primary cause of death categories throughout this report.

Of the 18 verified child fatality incidents due to homicide, 15 (83.3%) resulted from inflicted

trauma, 2 (11.1%) poisoning, overdose and acute intoxication, and 1 (5.6%) was identified as
“other cause.”
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Table 3: Itemization of Cause of Death by Child Maltreatment Verification Status

Child Maltreatment Death

Verified NOt_ No Indicators
sl Bl Substantiated
n=48 n=56 n=146
Motor Vehicle 5 5 4
Fire 1 3 0
Drowning 7 16 19
Sleep-related 3 24 71
Non sleep-related Asphyxia 5 0 3
Inflicted Trauma 15 1 4
Fall/Crush 0 1 2
Poisoning, Overdose, Intoxication 4 1 1
Undetermined 1 1 9
Other Cause 5 1 0
Medical 2 3 29
Unknown 0 0 4
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Table 4 displays primary cause of death resulting from a medical cause.

Table 4: Itemization of Specific Medical Cause of Death by Child Maltreatment

Verification Status

Child Maltreatment Death (Medical Cause)
n=41
Specific Medical Cause of Death Not
Verified Substantiated No Indicators
n=2 n=3 n=36
Cancer 0 1 0
Cardiovascular 0 1 4
Congenital Anomaly 0 0 7
HIV/AIDS 0 0 0
Influenza 0 0 3
Low Birth Weight 0 0 0
Malnutrition/Dehydration 0 0 0
Neurological/Seizure Disorder 0 0 0
Pneumonia 1 0 5
Prematurity 0 0 0
SIDS 0 0 1
Other Infection 0 0 4
Other Perinatal 0 0 0
Other Medical 0 1 11
Diabetes 0 0 0
Asthma 1 0 0
Undetermined 0 0 1
Unknown/Missing 0 0 0

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:
e 42 0of 98 (42.9%) of all sleep-related deaths occurred in five counties: Duval, Orange,
Escambia, Palm Beach and Pasco. Duval County alone accounted for 13 of 98
(13.3%) of all sleep-related deaths
e 12 of 42 (28.6%) of all drownings occurred in five counties: Duval, Polk, Orange and
Pinellas
e 20 deaths due to inflicted trauma occurred across 14 counties, with 3 (15.0%) occurring
in Pasco and 3 (15.0%) occurring in Polk

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 98 of 250 (39.2%) of all
2019 CADR cases available for review, with 3 (3.1%) verified maltreatment deaths, 24 (24.5%)
not substantiated and 71 (72.4%) 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 should provide information
regarding location and position in which the child was placed and found, e.g. use of Sudden
20




Unexpected Infant Death Investigation (SUIDI) Form and doll reenactment. 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 Death
. i n=98
Death due to Sleeping or Sleep-environment
Verified (n=3) Not Substantiated (n=24) No Indicators (n=71)

Asphyxia 2 13 42

Medical 0 0

Other 1 1 2
Undetermined 0 7 16
Unknown 0 3 4

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=98)
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e On Back was the usual reported placement position accounting for 42 of 98 (42.9%) 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 44 of 98 (44.9%) child deaths where sleep
position at time of death was known.
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Figure 8 and Table 6 demonstrate incident sleep place for sleep-related deaths. The majority,
60 of 98 (61.2%) of all sleep-related deaths took place in an adult bed. Of these incidents, 2 of 3
(66.7%) were verified maltreatment deaths, 20 of 24 (83.3%) were not substantiated and 38 of

71 (53.5%) were no indicators for maltreatment.

Figure 8: Incident Sleep Place for Sleep-Related (n=98)
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Table 6: Incident Sleep Place for Sleep-Related Deaths

Child Maltreatment Death
n=98
Incident Sleep Place
P Not
Verified Substantiated || No Indicators
n=3 n=24 n=71
Adult Bed 2 20 38
Couch 0 2 7
Bassinette 0 0 3
Playpen 0 1 2
Futon 0 0 1
Crib 1 0 9
Other 0 1 9
Floor 0 0 1
Rock n' play 0 0 0
Carseat 0 0 0
Unknown/Missing 0 0 1

Figure 9 provides the age breakdown of the child during a sleep-related death incident. In 2019,
of the 98 sleep-related death incidents, 66 (67.3%) involved children 3 months of age and
younger, while 39 (39.8%) occurred at one month of age.

Figure 9: Age breakdown of sleep-related Deaths
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Information analyzed as part of the 2019 child fatality review indicate the following:
o 11 caregivers/supervisors fell asleep while feeding
o 2 of 11 (18.2%) bottle feeding
o 9of 11 (81.8%) breastfeeding

Death scene investigations for sleep-related incidents at the place of the incident were
completed for 89 of 98 (90.8%) reported cases. Of the 89 death scene investigations, 39
(43.8%) included completed SUIDI Reporting Forms. Of the 39 SUIDI Reporting Forms, 31
(79.5%) were shared with Local CADR Committees.

Of the 89 cases, only 16 (18.0%) death scene doll reenactments were conducted. Of the 16 doll
reenactments conducted, information from seven (43.8%) was shared with Local CADR
Committees. These data highlight a heightened need for the integration of doll reenactments
during death scene investigations and the importance of sharing this information with Local
CADR Committees to support targeted prevention efforts.

Sleep-related Data Summary

o 61.2% of all sleep-related deaths took place in an adult bed

e Children between 0 and 3 months of age made up 67.3% of all 2019 sleep-related
fatalities

o 64.3% of all sleep-related deaths involved male children

o 42.9% of children were placed on their back prior to the sleep event and 44.9%
were found non-responsive on their stomach

DROWNING DEATH INCIDENT INFORMATION

For drowning related child death cases, Local CADR Committees collect specific information
on the details associated with each death including location of the incident and whether a barrier
was in place. Figure 10 demonstrates details of the location of drowning deaths with pool/hot
tub/spa represented in 33 of 42 (78.6%) of total drowning incidents.
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Figure 10: Drowning Location by Child Maltreatment Verification Status (n=42)
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Table 7 details the type of barrier(s) that were in place. 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 Where Drowning Took Place by Child
Maltreatment Verification Status

(Duplicate Counts if Multiple Barriers)

Child Maltreatment Death
n=42
Barriers in Place Not
Verified Substantiated | No Indicators
n=7 n=16 n=19

None 1 4 4
Fence 1 3 3
Gate 0 1 8
Door 1 10 9
Alarm 0 0 1
Cover 0 0 1
Unknown/Missing 1 0 0

Since protective barriers were in place for most bodies of water (predominately pools, hot tubs,
and spas) where children drowned, information was reviewed regarding the protective layers
that were breached. Where data were available, the most prevalent breach for verified
maltreatment drowning deaths included gate latch failure, damaged fence, fence too short and
doors being left unlocked, as seen in Figure 11.
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Among not substantiated and no indicator drowning deaths, the most prevalent breaches
included unlocked door (6), door left open (5) and damaged fence (2). For additional detalil,
reference tables F-3, F-4 and Figure F-1 in Appendix F.

In 29 of 42 (69.0%) drowning deaths incidents, at least one physical barrier was in place —

demonstrating the explicit need for supervision of young children to effectively prevent drowning
deaths.

Figure 11: Protection Layers Breached in Drowning Deaths (N=42)
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Of the verified drowning deaths:
e 5 (71.4%) occurred at the age of 3 or under (Figure 12)
o 4 (57.1%) of the children did not know how to swim
o 3 (43.0%) occurred in pools, hot tubs, or spas
e 1 (14.3%) had no barriers to bodies of water

*the above data may overlap and cannot be considered independent
Of the not substantiated or no indicators drowning deaths:
o 31 (88.6%) children were not able to swim
o 24 of 31 (77.4%) were 4 years of age or younger

¢ 30 (85.7%) drowning death locations occurred in pools, hot tubs, or spas
e 8 (22.9%) drowning death locations had no barriers to bodies of water

*the above data may overlap and cannot be considered independent
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Figure 12: Verified Maltreatment Drowning Deaths by Age of Child (n=7)
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Drowning Data Summary

e Drowning deaths occurring in a Pool/Hot tub/Spa account for 78.6% of all 2019
drowning
related fatalities

e Children 3 years of age and younger make up 71.4% of all 2019 drowning related
fatalities
60.0% of all 2019 drowning related fatalities involved male children

e 50.0% of children were located within the home prior to the drowning incident
with
54.8% described as playing before the drowning event took place

e 47.6% of barriers designed to prevent a child from entering a location where a
potential drowning hazard can be located were identified as being a door

e 59.1% of barriers breached during the drowning incident were recognized as
“Door Left Open”, “Door Unlocked” and “Other”

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 2019
deaths are reviewed. Table 8 (with Figure 13) demonstrates the type of weapons used across
maltreatment verification status. Table 9 presents information specific to firearms used in
weapon-related deaths.
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Among the verified maltreatment weapon-related deaths (15):

Among the not substantiated and no indicators maltreatment weapon-related deaths combined

(S):

For additional information regarding inflicted trauma-related deaths, see Appendix F.

4 (26.7%) weapons used were firearms:
o 4 of 4 firearms (100.0%) were handguns
o 3 of 4 (75.0%) firearm owners were male
6 (40.0%) weapons were body parts (indicating physical abuse)
2 (13.3%) weapons were sharp instruments
1 (6.7%) weapon was rope
2 (13.3%) weapons are unknown

4 (80.0%) weapons used were firearms
1 (20.0%) weapon was rope

Table 8: Type of Weapon by Maltreatment Verification Status

Child Maltreatment Death

Weapons:
Type of Weapon
Not No Indicat
Verified (n=15) | Substantiated o fhaicators
(n=4)
(n=1)
Firearm 4 1 3
Sharp Instrument 2 0 0
Blunt Instrument 0 0 0
Persons Body Part 6 0 0
Rope 1 0 1
Unknown/Missing 2 0 0
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Table 9: Type of Firearm by Maltreatment Verification Status

Child Maltreatment Death
n=8
Type of Firearm Not
Verified Substantiated | No Indicators
n=4 n=1 n=3

Handgun 4 1 2
Shotgun 0 0 0
BB Gun 0 0 0
Hunting Rifle 0 0 0
Assault Rifle 0 0 1
Air Rifle 0 0 0
Sawed-Off Shotgun 0 0 0
Other 0 0 0
Unknown/Missing 0 0 0
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Table 10 data reveal 15 of 18 (83.3%) verified homicides were the cause of inflicted trauma.
However, there were 3 of 18 (16.7%) verified maltreatment homicide cases in which the external
cause of death is reported as something other than inflicted trauma.

Table 10: Homicide Breakdown

Homicide (Verfied Maltreatment n=18)

Inflicted Trauma 15
Poisoning/Overdose/Acute Intoxication 2
Other Cause 1

Inflicted Trauma Data Summary

83.3% of homicides were the result of inflicted trauma

40.0% of weapons utilized during death incidents were firearms
87.5% of weapons identified as a firearm were handguns

30.0% of weapons utilized during death incidents 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 213 of 250 (85.2%) of reported cases. As shown in Table 11 and Figure 14:
¢ Among drowning deaths 30 of 42 (71.4%) were children three years of age and younger.
o Among sleep-related deaths 95 of 98 (96.9%) were children less than one-year-old and
most of the incidents, 66 of 98 (67.3%) were 3 months and younger.
e 36 of 90 (40.0%) child deaths attributed to “other” causes were under the age of one.
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Figure 14: Age of Children by Primary Cause of Death (n=250)
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Table 11: Age of Children by Primary Cause of Death

All Child Maltreatment Death
Age Drowning Sleep-related Inflicted Trauma Other
n=42 n=98 n=20 n=90
<1 1 95 7 36
1 9 2 0 17
2 14 1 2 6
3 6 0 3 2
4 1 0 0 4
5 5 0 0 2
6-10 5 0 2 12
11-15 0 0 6 9
16+ 1 0 0 2

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 Table 12 and Figure 15, 98 of 250 (39.2%) children were identified as
Black and 146 (58.4%) were identified as White.

Ethnicity of the child could also be identified separate from race. Of all verified maltreatment
fatalities, those children identified to be of Hispanic or Latino origin represented:
o 35.7% of drowning deaths
16.3% of asphyxia deaths
45.0% of weapon deaths
20.0% of other deaths
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Figure 15: Race of Children by Primary Cause of Death (n=250)
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Table 12: Race and Ethnicity of Children by Primary Cause of Death

" Drowning Sleep-related Inflicted Trauma Other
ace
n=42 n=98 n=20 n=90
Black 13 46 5 34
White 26 49 15 56
Other 3 3 0 0
. Drowning Sleep-related Inflicted Trauma Other
Ethnicity
n=42 n=98 n=20 n=90
Hispanic or Latino 15 16 9 18
Not Hispanic or Latino 26 80 10 69
Unknown 1 2 1 3
Please note that column totals may exceed 100% as children can be identified as bi- or multi-racial/ethnic.
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SEX OF CHILD

Males were disproportionately represented among child fatalities across all primary causes of
death (see Table 13 and Figure 16).

Figure 16: Gender of children Primary Cause of Death (n=250)

200
= 150
o~
m
‘I-:I‘
E 100
k=
w
°
= 50
0
Female Male
M Drowning n=42  mSleep-related n=98  ® Inflicted Trauma n=20 QOther n=90
Table 13: Gender of Children by Primary Cause of Death
Drowning Sleep-related Inflicted Trauma Other
Gender
n=42 n=98 n=20 n=90
Female 17 35 11 38
Male 25 63 9 52
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Child’s History as Victim of Child Maltreatment

Information related to the child’s history of child maltreatment was solicited from two data
sources. Local CADR Committees reported on the child’s history based upon a review of case
information.

Child maltreatment history was known for 227 of 250 cases (90.8%), and unknown or not reported
for 23 (9.2%) cases. Among the 227 cases for which this history was reported, 53 (23.3%)
children had a known history of child maltreatment. Of these 53 children with a known history of
maltreatment:

o 15 (28.3%) were verified
o 14 (26.4%) were not substantiated
o 24 (45.2%) 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

e 55.6% of all child fatality incidents reviewed by CADR were < 1-year-old
e 59.6% of all child fatality incidents reviewed by CADR were classified as male
e 39.2% of all child fatality incidents reviewed by CADR were identified as black

CAREGIVER AND SUPERVISOR CHARACTERISTICS

During case reviews, information is collected on the child’s caregiver(s) 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 caregiver(s)” 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.

Information is collected regarding whether the supervisor of the child at the time of the death

incident was impaired. Supervisor impairment was identified for 84 of 250 (33.6%) cases, not

identified for 166 of 250 (66.4%) cases and unknown or missing for 43 of 250 (17.2%) cases.

Among the 84 cases where the supervisor was impaired, 24 were verified, 23 were not

substantiated and 37 had no indicators. Figure 17 provides a breakdown of the distribution of
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types of supervisor impairment across all investigated deaths; supervisors can be identified to
have more than one impairment.

Figure 17: Supervisor Impairment at Time of Death Incident
(n=100 Impairments for 84 Supervisors)
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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 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 the history of chronic illness (including mental health history) is
unknown for 56 caregivers. However, there were an additional 80 caregivers for which data
were missing on this question. 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
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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 on 428 caregivers identified (up
to two caregivers could be identified per case) for the 250 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:
e 10 of 77 (13.0%) caregivers of verified maltreatment had a history as a victim of child
maltreatment.
e 15 0f 97 (15.5%) caregivers of not substantiated maltreatment had a history as a victim
of child maltreatment.
e 66 of 254 (26.0%) 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:
e 8 o0f 48 (16.7%) supervisors of verified maltreatment had a history as a victim of child
maltreatment.
e 10 of 56 (17.9%) supervisors of not substantiated maltreatment had a history as a victim
of child maltreatment.
o 42 of 146 (28.8%) 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:
e 29 0of 96 (30.2%) caregivers in verified maltreatment deaths had a history as a
perpetrator of child maltreatment.
e 28 0f 112 (25.0%) caregivers in not substantiated maltreatment deaths had a history as
a perpetrator of child maltreatment.
o 57 0f 292 (19.5%) caregivers in 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 19 of 48 (40.0%) supervisors in verified maltreatment deaths had a history as a
perpetrator of child maltreatment.
e 14 of 56 (25.0%) supervisors in not substantiated maltreatment deaths had a history as
a perpetrator of child maltreatment.
o 35 of 146 (24.0%) supervisors in 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 as a victim 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, 19 of
77 (24.7%) of caregivers were known to be victims and 14 of 77 (18.2%) were known to be
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perpetrators of intimate partner violence among those affiliated with verified maltreatment
deaths (Figure 18). With respect to caregivers in not substantiated maltreatment deaths, 20 of
97 (20.6%) were past victims and 19 of 97 (19.6%) were past perpetrators of intimate partner
violence (Figure 18). With respect to caregivers in no indicator deaths, 38 of 254 (15.0%) were
past victims of intimate partner violence and 28 of 254 (11.0%) were past perpetrators of
intimate partner violence (Figure 18).

Figure 18: History of Intimate Partner Violence with All
Caregivers by Maltreatment Verification Status (N=428)
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When available, Local CADR Committees collected information about supervisors’ history with
intimate partner violence 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, 10 of
48 (20.8%) of supervisors were known to be victims and 9 of 48 (18.8%) 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, 15 of 56 (26.8%)
were past victims and 7 of 56 (12.1%) were past perpetrators of intimate partner violence. With
respect to supervisors in no indicator deaths, 23 of 146 (15.4%) were past victims of intimate
partner violence and 12 of 146 (8.2%) were past perpetrators of intimate partner violence.
Appendix F provides more detailed information regarding the history of intimate partner violence
(as victim and perpetrator) among caregivers and supervisors.

Past Criminal History of Caregivers and Supervisors

Among caregivers associated with verified maltreatment deaths, 26 of 77 (33.8%) committed a
criminal offense in the past with the most common offenses identified as: “drug offense”
representing 17 of 26 (65.4%) and “other criminal act” representing 15 of 26 (57.7%).

Among supervisors associated with verified maltreatment deaths, 18 of 48 (37.5%) committed a

criminal offense in the past with the most common offenses identified as: “other criminal act”
representing 11 of 18 (61.1%) and “drug offense” representing 11 of 18 (61.1%).
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Caregiver and Supervisor Data Summary

o Relating to verified maltreatment, 53.9% of caregivers and 56.3% of supervisors
reported having a substance abuse history

e Relating to verified maltreatment, 33.8% of caregivers and 37.5% of supervisors
reported having a criminal past

o 40.0% of supervisors were reported to have had “drugs” indicated as impairment
status during the death incident
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SECTION FOUR: SUPPLEMENTAL ANALYSES
_______________________________________________________________________________________________________|

The 2020 CADR Annual Report demonstrates in-depth trend analysis regarding child deaths in
Florida which has a significant impact on the future development and implementation of
prevention strategies. The detailed analyses of child death investigations coupled with a critical
appraisal of past and current prevention initiatives will be instrumental in evaluating and
distinguishing the effectiveness of select prevention strategies.

In-depth Supplemental Analysis of Florida’s CADR Database (2015-2020 Reporting Years)

CADR data staff will continue to actively perform focused analysis on continuing or emerging
trends in child deaths observed in the CADR database. These analyses will be structured to
provide in-depth breakdowns of child deaths relating to safe sleep practices, water safety and
inflicted trauma. The analyses will also be responsive to questions generated from continued
analyses and CADR stakeholders. These focused reports will also highlight data elements that
are underreported such as child/adolescent suicide, mental health and substance abuse. The
focused reports will be designed with the intent on empowering the local stakeholder with data-
driven evidence to shape child fatality prevention efforts at the state, and potentially the national
level.

Finalized Focused Reports for the 2020 Reporting Year:

An Analysis of Fatal Child Drownings in Florida: Comparing Deaths from the Child Abuse
Death Review (CADR) with Unreviewed Deaths in Vital Statistics, 2014-2018:

Drowning is the second leading cause of preventable child death in Florida, with approximately
100 fatal child drownings occurring in the state every year. While most child drowning fatalities
in the state are referred to the CADR Program, roughly 25% are either not reported to the
Florida Abuse Hotline or reported and screened out based on criteria of abuse or neglect, thus
not reviewed by local CADR committees.

As CADR data only include records for case-reviewed deaths, less is known about the
demographic features and incident characteristics of drowning fatalities in Florida that were not
reported as cases of suspected abuse or neglect. Leveraging the vital statistics database, this
report provides the demographic and incident information of the drowning cases in which a
hotline report was not conducted and makes available significant information that can be utilized
to design and implement prevention strategies to reduce drowning fatalities among Florida’s
children.

The purpose of this analysis is to examine fatal child drownings in Florida and identify
similarities and differences in characteristics of those which do and do not undergo DCF
investigation and subsequent case review through the CADR Program. The intention is that
these data will help inform the efforts of State and Local CADR Committees and other child
fatality and drowning prevention stakeholders.

Recent Increases in Suicide Mortality Among Children and Adolescents Aged 10-19
Years in Florida: 2005-2019:

Suicide mortality in children and adolescents has increased in recent years. Following a 15%
decline from 1999-2007, the suicide death rate among persons aged 10-19 years in the U.S.
increased by over 50% from 3.9 deaths per 100,000 population in 2007 to 6.1 in 2016. In 2017,
suicide was the second leading cause of death among persons aged 10-24 years, nationally.
This report presents trends for 2005-2019 in suicide rates for children and adolescents aged 10-
19 years in Florida and examines the percentage of suicides by method across demographic
characteristics.
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Proposed Focused Reports for the 2021 Reporting Year:

e Substance abuse history
Mental Health

e Race/ethnicity distribution/proportions in cases reviewed will be contrasted to rates
within the population as a means of determining level of disproportionality across
primary causes of death

Emphasis on data access and collaboration

A primary focus of the State CADR Committee is to continue enhancing data infrastructure with
an emphasis on accessibility. Permitting CADR stakeholders, at both the state and local levels,
to guide data-driven prevention strategies will require significant efforts on understanding the
current state of the data. Upon request, CADR staff performs queries regarding individual circuit
level data with advanced comparisons to statewide CADR data as well as vital statistics
information.

While the CADR Annual Report is an extensive representation of the underlying cause of child
deaths called into the Florida Abuse Hotline, the CDR-CRS contains additional data elements
which allows for further data analyses. CADR staff welcomes any questions or data queries
regarding elements that are found within the reporting form but not represented in the CADR
Annual Report. These questions can be instrumental in detecting data elements that are
underreported and identifying specific local and regional trends associated with child deaths. A
strong data-driven relationship between state and local CADR stakeholders is imperative to the
implementation of prevention initiatives.
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SECTION FIVE: ISSUES AFFECTING FLORIDA’S CHILDREN AND FAMILIES
|

The Impacts of the COVID-19 Pandemic on Children

Months into the COVID-19 pandemic, the full impact on Florida’s children and families is still
unknown. The pandemic has impacted the lives of younger generations, whose development
will be marked by this unprecedented event.

In March 2020, schools closed in an effort to curb the spread of COVID-19. With mitigation
measures in place, schools reopened in September; however, many families opted for virtual
learning, choosing to keep children at home. The extent to which the pandemic has delayed
learning and development will not be known for some time. Additional concerns include children
experiencing food insecurity and the impact of social isolation.

Initial reports suggest the COVID-19 pandemic has resulted in a decrease of reported cases of
child abuse and neglect, as children’s interactions with professionals and teachers have been
limited. Many caregivers are experiencing increased stress due to isolation at a time of wide-
spread job loss and uncertainty surrounding employment and income; often resulting in anxiety
about the future, as well as anger and loss of hope. Subsequently, there are concerns that
increased stress may lead to a rise in child abuse and neglect. While the health and wellness
benefits of social distancing are recognized, the Centers for Disease Control and Prevention
(CDC) indicates social isolation as a family risk factor for child abuse and neglect.

The child welfare system has been significantly impacted due to the COVID-19 pandemic
response, requiring multiple changes in protocols as teachers, doctors, and other professionals
navigate reporting suspected abuse and neglect with limited in-person interaction. Other
components of the child welfare system including home investigations, child-parent visits,
mandatory court appearances and home-based parenting programs continue to experience
challenges as the system works to ensure the safety and well-being of children.

Family First Prevention Services Act Update

The Family First Prevention Services Act (FFPSA) was passed and signed into law as part of
the Bipartisan Budget Act on February 9, 2018. This Act enables Title IV-E child welfare dollars
that were previously only available once a child was removed from their home, to now provide
evidence-based prevention services to children and their families who are at imminent risk of
entering foster care, in an effort to stabilize families and keep children safely at home. It also
added new requirements associated with national standards for licensure of foster homes;
clinical treatment expectations associated with congregate care; and promising, supported or
well-supported levels of evidence for services provided to children and parents. DCF,
stakeholders and partners have been engaged with development and planning activities for
implementation of FFPSA. The DCF Office of Child Welfare (OCW) has collaborated with the
DCF Substance Abuse and Mental Health (SAMH) program to identify evidence-based services
as well as other services that meet the standards for the Title IV-E Prevention Services
Clearinghouse. Additionally, Florida has initiated a steering committee composed of OCW, DCF
regions, community-based care agencies, foster parents, group care providers, Casey Family
Programs, SAMH, county providers and others with a goal of focusing on building service
capacity throughout the state. Florida has opted for a delayed implementation date for FFPSA
of October 1, 2021.
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Opioid Epidemic

The opioid crisis continues to have a severe impact on the welfare of Florida’s children including
an increase in the number of children born addicted to opioids. On May 3, 2017, Florida’s
Governor signed Executive Order 17-146 declaring a public health emergency due to the state’s
opioid epidemic. In 2019, Governor Ron DeSantis issued Executive Order 19-97 which created
the Office of Drug Control and established a Statewide Task Force on Opioid Abuse to address
the public health emergency. The Statewide Task Force on Opioid Abuse researches and
assesses the nature of opioid drug abuse in Florida while identifying best practices to address
the opioid epidemic through education, treatment, prevention and recovery.

Florida’s State Epidemiological Outcomes Workgroup (SEOW) 2018 Annual Report
demonstrates a 9% increase in opioid-related deaths between 2016 and 2017 in the state of
Florida. While this increase is significant, it is diminished in comparison to the 55% increase of
opioid related deaths between 2015 and 2016.

CADR works to develop effective prevention strategies in partnership with agencies including
DCF, Agency for Health Care Administration, Florida Department of Law Enforcement and
others to collaboratively address this critical issue facing Florida’s families.

In 2019 and 2020, DCF requested applications to expand and implement evidence-based home
visiting services model for a prevention program serving at-risk pregnant women and infants
who are prenatally affected by controlled substances. Funded through Community Based Child
Abuse Prevention (CBCAP) and Child Abuse Prevention and Treatment Act (CAPTA) funds,
these services connect parents or caregivers with knowledgeable professionals on subjects,
such as infant care, substance use treatment and support, child development and knowledge of
parenting, concrete supports, family functioning/resiliency, nurturing and attachment, children’s
social and emotional competence and social supports. Enrolled families receive a plan of safe
care along with long-term home visiting services.

The major goal of this program is to ensure that substance-affected infants and their families
receive evidence-based early intervention home visiting services. Additional program goals
include positive child development, increased positive parent/caregiver child attachment,
improved birth outcomes, improved school readiness and increased stability and health of the
entire family unit.

Evidence-based home visiting was expanded in the following Florida counties through these
grants: Alachua, Brevard, DeSoto, Dixie, Escambia, Flagler, Gilchrist, Hernando, Hillsborough,
Levy, Manatee, Marion, Okaloosa, Pasco, Pinellas, Putham, Santa Rosa, Volusia and Walton.
Evidence-based home visiting models being implemented under this program include, but are
not limited to, Healthy Families Florida, Nurse Family Partnership and Parents as Teachers.

Co-Occurring Disorders

Co-occurring disorders, involving both mental health issues and substance abuse have a
continued prevalence throughout Florida and a significant impact on the well-being of children in
our state. Substance Abuse and Mental Health Services Administration (SAMHSA) reports
almost all persons struggling with substance abuse are also dually diagnosed with mental health
disorders, including Post-Traumatic Stress Disorder (PTSD) and a variety of depressive and
anxiety related disorders. Current literature based upon the Adverse Childhood Experiences
Study (ACEs) demonstrates that children with caregivers suffering from mental health and
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substance abuse disorders are more likely to experience a variety of stressors including
exposure to domestic violence, increased risk of poverty and are 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.

Child and Adolescent Suicide Fatalities

In 2018, the CDC identified suicide as the eighth leading cause of death in Florida, identifying
death by suicide as a serious public health issue. In 2019, there were 79 child suicides
according to Florida Health CHARTS. As of September 30, 2020, 5 of those child suicide
incidents were called into the Florida Abuse Hotline on the suspicion of alleged abuse or neglect
and subsequently reviewed by Local CADR Committees. The ACEs Study indicates that a
primary contributing factor to suicide is the prevalence of adverse childhood experiences,
particularly in early childhood. An increased exposure to adverse childhood experiences has a
strong relationship to suicide attempts in childhood, adolescence and adulthood. The Annie E.
Casey Foundation, Kids Count Survey, demonstrates that 21% of children living in Florida have
an ACEs score of two or higher based on having specific measurable adverse childhood
experiences. Through valuable partnership and multi-disciplinary, trauma-informed care;
communities can effectively address and treat childhood trauma, reducing incidences of suicide
and increasing overall wellness for children and families in Florida. (Appendix G)

State and Local CADR Committees work to thoroughly understand and effectively address
these critical issues facing Florida’s children and families through continued partnerships with
agencies and organizations.
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SECTION SIX: IMPLEMENTATION OF PREVENTION INITIATIVES
L/

Local and State CADR Committees collect and analyze data from case reviews. These data are
utilized to inform the work in developing and implementing data-driven prevention initiatives in
their communities to eliminate child fatalities as a result of abuse and neglect. Some of these
prevention initiatives are outlined below.

Sleep Baby Safely, Pinellas County

At the end of 2019, a total of 55 partner agencies in Circuit 6 served as Sleep Baby Safely
champions. This includes four local delivery hospitals in Pinellas County: Bayfront, Largo
Medical Center, Morton Plant and Morton Plant Mease.

Approximately 8,500 Welcome Baby Bags, including a safe sleep board book and several items
printed with safe-sleep messaging, are provided to the four delivery hospitals each year to
account for the total number of births in Pinellas County. Distribution of Welcome Baby Bags
were postponed beginning March of 2020 due to the COVID-19 pandemic response, which
resulted in fewer volunteers available to assemble Welcome Baby Bags, thus interrupting much
of the outreach and intentional efforts that were happening prior to the pandemic. So far this
year (January 1, 2020 — September 30, 2020), nearly 3,000 individuals have been trained on
infant safe sleep practices; a 63% decrease when compared to the same time frame the year
prior (January 1, 2019 — September 30, 2019), which accounted for 7,715 individuals.

Circuit 6 Local CADR Committee conducted a Preventable Child Deaths virtual training in
September 2020, with more than 50 individuals in attendance. In October 2020, the number of
Sleep Baby Safely partnerships grew to include the Community Health Centers of Pinellas
which are Federally Qualified Health Centers consisting of twelve locations; five pediatric
practices and four OB/GYN offices.

Sleep Baby Safely, Duval County

During 2017-2019, Duval County experienced 67 sleep-related infant deaths. Beginning
January 1, 2020, labor and delivery nurses, NICU nurses, lactation specialists and other
medical hospital personnel involved in the discharge of infants from nine Duval County birthing
hospitals, have provided parents of newborns Sleep Baby Safely Welcome Baby Bags and face
to face education regarding safe sleep for their newborn. Participating hospitals include:
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, UF Health North. In the first six
months of implementation of the Sleep Baby Safely program, Duval County experienced zero
reported incidents of sleep-related infant death.

Sleep Baby Safely, Duval County, has been designed and implemented similarly to the Pinellas
County project, where the prevention initiative was originally developed. Pinellas County CADR
members, Rebecca Albert and April Putzulu provided significant information, encouragement
and support to Duval County CADR members in implementing this program.

Sleep Baby Safely, Duval County, includes nine hospitals within Duval County where safe-sleep
education is provided to hospital personnel by CADR staff, ensuring consistent and valuable
face-to-face education with parents of each baby born in their facility. Duval County CADR
members and volunteers fill 1300-1400 Welcome Baby Bags each month and deliver the bags
to each hospital.
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Safe Sleep Outreach

Sleep Baby Safe and Snug is a baby board book created by pediatrician Dr. John Hutton and
Leah Busch, in collaboration with Charlie's Kids Foundation with the primary mission to
advocate for safe sleep to prevent infant death. The book is designed for parents to read to their
babies with soothing watercolor illustrations and rhyming words while also demonstrating how to
safely put a baby to sleep, alone, in an empty crib, on their back, every night and for every nap.
In 2019, Children’s Medical Services distributed 15,000 Sleep Baby Safe and Snug books to
each of the following participating counties: Alachua, Citrus, Columbia, Duval, Gadsden, Marion
and Polk. These counties were identified through CADR data analysis to have some of the
highest incidence of sleep-related infant death in Florida. Local CADR Committee members
worked in partnership with birthing hospitals and through home visiting programs to encourage
face-to-face parent education, in addition to the distribution of the Sleep Baby Safe and Snug
book to new parents and caregivers.

Vehicle-Related Heatstroke Injury Prevention

In Circuit 20, Safe Kids Southwest Florida partnered with the Florida Highway Patrol to present
a heatstroke thermometer display, demonstrating the outside temperature of a car in
comparison to the internal temperature. This powerful demonstration shows how dangerous it is
to leave a child a vehicle even for just a few minutes. Safe Kids reminds everyone to work to
prevent these injuries by taking time to ACT:

e A: Avoid heat stroke related injury and death by never leaving a child alone in a car, not
even for a minute.

e C: Create reminders. Put something like a purse, phone or shoes (something you will
need when you get out of the car) next to a child placed in the backseat.

e T: Take action. If you ever see a child alone in a car, call 911 immediately.

On July 1, 2020, Safe Kids Southwest Florida also hosted a press conference via Facebook
Live to help spread this incredibly important message. Safe Kids Southwest made heatstroke
thermometer displays available to other Local CADR Committees to utilize in their community
education and outreach.

NARCAN® (Naloxone) Administration and Education

As a result of Local CADR Committee case reviews in Circuit 6, NARCAN® administration and
education has been expanded to include new agency-wide protocols at Operation PAR, a
community addiction treatment center and mental health service provider. Also, fentanyl test kits
are now available to Pasco County Child Protection Investigators.

Education about administering naloxone has been expanded to include discussions with adults
about what to do when a child comes into contact with fentanyl (i.e., NARCAN® is safe to use
on a child). Education has been incorporated into parenting sessions and outreach efforts to
include intentional conversations about administering NARCAN® to children when
unintentionally exposed. Previously, fentanyl screenings had only been occurring in the
Medicated Assisted Patient Services (MAPS) program at Operation PAR prior to our case
reviews. Now, fentanyl screenings are not limited to the MAPS program, but rather a standard
screening across all programs at Operation PAR.

During fiscal year 2018-2019, DOH provided 154,905 doses of naloxone to approximately 217
agencies that employ licensed emergency responders across 53 of Florida’s 67 counties with a
goal of expanding the program into the remaining counties by the end of 2021.
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Trauma Informed Care Outreach:

Circuit 1 CADR Committee Co-Chair, Jessica Trimboli, with the Okaloosa County Sheriff's
Office was invited by the National Alliance for Drug Endangered Children (DEC) to participate in
a Sesame Street webinar on Parental Addiction: Responding With Care To Children With
Addicted Parents. The webinar can be found at the following link:
https://www.youtube.com/watch?v=gNyzTN2zWX0&feature=emb logo

Handle with Care:

Handle With Care (HWC) is a collaborative, child-centered approach aimed at addressing
children’s exposure to violence and trauma, and readiness to learn and achieve in school. HWC
involves partnerships among school districts, law enforcement, and other health, social service
and public safety agencies.

When law enforcement and other agencies respond on scene and/or encounter a child(ren) who
has been exposed to violence or trauma, the respondent identifies the child’s school and sends
a HWC notification to the school district before the start of the next school day. The school
district will notify the child’s school where teachers and personnel will offer trauma sensitive
supports as needed, while maintaining the child’s confidentiality.

With the support of grant funding through the Substance Abuse Mental Health Services
Administration, the Drug Free Coalition of Manatee County is working to offer technical
assistance and support to every county in Florida to establish an HWC initiative.

Drowning Prevention:

Over the past five years, drowning has continued to be one of the top three causes of
preventable child death in Florida and is the leading cause of injury death among children ages
one through four in the state. Florida’s drowning death rate in this age group is the highest in the
nation. To address this critical issue, drowning prevention efforts have been implemented
across the state.

An effort led by the State CADR Committee focuses on seven Florida counties with the highest
incidence of child drowning fatalities: Broward, Duval, Hillsborough, Orange, Palm Beach, Polk
and Volusia. This effort includes the distribution of 54,650 Water Watcher badges and drowning
prevention flyers and posters by Local CADR Committee members partnering with county
health departments, DCF, pediatrician offices, schools, apartment complexes, community pools
and other community service providers. Water Watcher badges were designed by DOH
Violence and Injury Prevention Program and include information to encourage caregivers to
ensure that children are safe in and around water. A State CADR Ad-Hoc Committee created
drowning prevention messaging in the form of an infographic to be printed as posters and flyers
to address drowning prevention, including non-swim time circumstances (Appendix H).

Sudden Unexpected Infant Death Investigations (SUIDI) Training:

The CDC collaborated with subject matter experts to develop training materials and a reporting
form for investigators. These SUIDI training materials are available on the CDC.gov website.
From 2006-2007 the CDC funded five national SUIDI training academies focused on
standardizing the methods used by law enforcement, MEs and coroners, to investigate
unexpected infant deaths in the United States.

In 2006 CADR Committee Member, Major Connie Shingledecker, was selected by the Florida
Medical Examiners Commission to represent law enforcement on a five-person team that
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received training from the CDC in Sudden Unexpected Infant Death Investigations. Since
receiving the CDC’s SUIDI training, Major Shingledecker has trained over 2,300 law
enforcement personnel, MEs, ME Investigators, coroners, hospital nurses, EMS personnel, Fire
Rescue, Child Protection Staff, and Local CADR Committee members in Florida and throughout
the country.

From 2007-2009, law enforcement in the following Florida counties participated in SUIDI
training: Bay, Brevard, Hernando, Lee, Manatee, Marion, Miami-Dade, Okaloosa, Okeechobee,
Orange, Sarasota, Seminole, St. Johns and Volusia.

In 2019 and 2020, SUIDI training has been provided to Manatee County Sheriff's Office,
Sarasota County Sheriff's Office, Bradenton Police Department, Palmetto Police Department
and Manatee County Teenage Pregnancy Program. At the request of the Circuit 8 Local CADR
Committee, SUIDI training was made available to personnel involved in death investigations in
Gainesville.

While the COVID-19 pandemic has required many additional SUIDI training opportunities to be
postponed, there are efforts to consider alternative formats to ensure that this training continues
to be widely available.

Child Safety and Wellness Group

Agencies, including DOH, DCF, Department of Education (DOE), Executive Office of the
Governor, The Ounce of Prevention Fund of Florida, Prevent Child Abuse Florida, Florida
Highway Safety and Motor Vehicles, and the Florida Department of Corrections worked to
create infographics addressing the general public, educators, as well as parents and caregivers
regarding child safety issues amid the COVID-19 pandemic response (Appendix H).
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SECTION SEVEN: PREVENTION RECOMMENDATIONS
C__________________________________________________________________

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:

e Sleep-Related Infant Death
e Drowning
e Inflicted Trauma

The 2020 State CADR Committee prevention recommendations are based on an analysis of
Florida’s CADR findings for 2019 cases reviewed, as well as input provided by State and Local
CADR Committees, partners and a review of current child welfare literature. In order to
adequately address each level of intervention, approaches to prevention have been organized
using the following framework known as the Social-Ecological Model for Change.

Societal 'Community = Relationship Individual

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 model suggests that in order to
develop effective prevention strategies, it is necessary to address each level of the model.

Continue efforts to relay timely information to caregivers 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 harm.
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.

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.
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« Develop strategies to ensure consistent and coordinated prevention-related messaging
across local and state agencies

Building upon existing efforts, the State CADR Committee recommends the development of a
formal plan for interagency 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:

Collaborating with stakeholders during quarterly meetings.

Using research as a foundation for information and messaging priorities.

Using a positive messaging approach.

Ensuring coordinated statewide messaging.

Exploring resources available to support messaging outreach.

Assessing for the need of an online centralized clearinghouse of prevention resources to

be available to providers, families and the general public.

Creating prevention tool kits.

e Expanding partner networks to include local stakeholders, chambers of commerce,
school boards, hospitals, law enforcement, and other community resources.

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

« 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.

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

Although near-fatal incidents are not identified as a legislative focus for CADR Committee
reviews, the State CADR Committee and Chairpersons of Local CADR Committees have
identified that information obtained in the review of near-drowning incidents, near-fatal incidents
of inflicted trauma, and near-fatal sleep-related asphyxia would all 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.

+ 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 American Academy of Pediatrics (AAP)

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 within reach of a child in or near the water at all times. Further concerns are raised
regarding caregiver expectations associated with the swimming capability of children under the
age of five and the potential risk such expectations may have for drowning. The State CADR
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Committee supports the recommendations of the AAP regarding age appropriate expectations
related to young children and swimming capabilities. The State CADR Committee encourages
the integration of these recommendations as a part of a comprehensive drowning prevention
strategy.

For example, the AAP does not recommend infant swim lessons, but does recommend that
children ages one through four may be ready to learn water-survival skills, including how to float
and get to an exit. The AAP encourages parents to look for learning opportunities that expand a
child’s experience beyond learning specific strokes and instead focuses on broader water-
survival competency skills. Here, outreach 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 five. 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.

Continue to support programs and practices that enhance parenting skills and
coordinate services provided to expectant mothers and their partners

Engaging families early and often regarding child safety is critically important. Various statewide
and local programs engage families early (when pregnant or just after the birth of a baby) and
help caregivers build protective factors that can reduce the risk of preventable child death. The
State CADR Committee strongly recommends continued support of these programs which
range from community education through evidence-based programs and include, but are not
limited to, the following: Florida’s Women, Infant and Children (WIC) nutrition program, Circle of
Parents® parent support groups, Prevent Child Abuse Florida’s™ primary prevention

work, evidence-based home visiting including Healthy Families Florida and models
implemented by the Florida’s Maternal Infant and Early Childhood Home Visiting (MIECHV)
initiative and Healthy Start.

There is a continued need for effective engagement of expectant mothers and partners;
especially as it relates to maternal health, safe sleep practices, and the adverse effects of
maternal substance use and abuse 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 for a coordinated response to any identified need. The State
CADR Committee recommends the use of home safety checklists which are designed to help
parents and child welfare professionals identify hazardous conditions within the home that could
pose a risk to children. Healthy Families Florida’s home safety checklist comprises questions for
a Family Support Worker to ask the parent/caregiver during a home visit when a child reaches
developmental milestones or when a family moves to a new home. This checklist was originally
developed with assistance from the State CADR Committee and could be easily replicated in
other family support programs.

Train first responders on the consistent use of Sudden Unexpected Infant Death
Investigation Reporting Forms and doll reenactments by death scene investigators for all
sleep-related infant deaths

The State CADR Committee continues to recommend the use of the CDC’s Sudden
Unexpected Infant Death Investigation (SUIDI) model, including the SUIDI Reporting Form and
doll reenactments. The use of doll reenactments has the potential to aid in a more thorough
understanding of the circumstances surrounding a child’s death (especially sleep-related
deaths). 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.
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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 (see Section
Six); especially pertaining to sleep-related deaths of children. There is value in encouraging
community prevention initiatives that target unique trends and risks associated with these
communities. Local communities with identified trends associated with preventable child
fatalities are ideal venues to pilot new, innovative and promising prevention initiatives. The
evaluation of these initiatives can help expand the knowledge base and provide a foundation for
more rigorous study and potential expansion of prevention practices that have demonstrated
efficacy.

Explore the expansion of the CADR Florida Statute language to permit Local CADR
Committees the ability to review child and adolescent suicides to better inform targeted
prevention initiatives.

The State and Local CADR Committees are concerned about child/adolescent suicide in
Florida. Within the next year the State CADR Committee and representatives from Local CADR
Committees will collaborate with the Florida Suicide Prevention Coordinating Council and any
other public health, mental health and child welfare agencies/stakeholders 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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APPENDIX A:

Section 383.402, Florida Statutes




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

(1) 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:

(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:

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.
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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:

The Department of Health Statewide Child Protection Team Medical Director.

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 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- A representative from a domestic violence advocacy group.

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

coop

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 Department of Children and
Families, 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.
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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.

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. ldentification 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.—

(@) 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.

(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.
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(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.

(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:

(@) 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.

() 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.
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CHAPTERI|
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

¢ 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.

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

= |dentify needed changes in legislation, policy and practices, and expand efforts in child
health and safety to prevent child abuse and neglect deaths
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= Improve communication and linkages among agencies and enhance coordination of
efforts
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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
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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.

Agency representatives who leave their agency during their term must notify the agency head,
and the DOH 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 DOH
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 DOH 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
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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.

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
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= 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

= 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
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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
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ensure results. Assist these groups in accessing state and national resources in the prevention
areas targeted by their communities.
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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
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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
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.
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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
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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
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, Chairperson

Department of Health
Patricia Boswell, MPH

Department of Legal Affairs
Stephanie Bergen, JD

Department of Children and Families
Vacant

Department of Law Enforcement
Jeremy Gordon, Inspector

Department of Education
Iris Williams, MSW

Florida Prosecuting Attorneys Association
Thomas Bakkedahl, JD

Florida Medical Examiners Commission
Vacant

Child Protection Team Statewide Medical
Director
Vacant

Public Health Nurse
Deborah Hogan, RN, MPH

Mental Health Professional
April Lott, LCSW

Department of Children and Families
Supervisor
Vacant

Medical Director, Child Protection Team
Carol Lilly, MD, MPH

Child Advocacy Organization
Jennifer Ohlsen, MS

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

Law Enforcement Officer
Ret. Major Connie Shingledecker

Florida Domestic Violence Representative
Vacant

Child Abuse Prevention Program
Zackary Gibson

Substance Abuse Professional
Linda Mann, LCSW, CAP




Florida Child Abuse Death Review
Local Committee Leadership

Committee 1

Claire Kirchharr, MPH, CPH
Kirsten Bucey

Sandra Park-O’Hara, ARNP

Jennifer Clark
Karen Chapman, MD, MPH

Committee 2
Holly Kirsch
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CHAPTER I

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 (DOH), 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.

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.

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

= |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



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.

= 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.

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.

e 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 DOH 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 DOH 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 S5

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

=  Anyinformation 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.



Appendix A - See Ch. 2015-79, Laws of Fla. @ www.leg.state.fl.us

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

(1) INTENT.—Itis 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.

(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. A law enforcement officer who has at least 5 years of experience in children’s issues.
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j- A representative of a domestic violence advocacy group.

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 Department of Children and Families, 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.

o~
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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.

© N

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 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-hy-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.—

(&) 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:


http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=0100-0199/0112/Sections/0112.061.html

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
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 iparagraph 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:
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(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.

() 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.



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.
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(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.

(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.



Appendix C —
See Ch. 2015-77, Laws of Fla. @ www.leg.state.fl.us
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.

(c) 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:

(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) 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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Appendix D

STATEMENT OF CONFIDENTIALITY

Name:

Date:

I 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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CDR Report Form
National Fatality Review

Case Reporting System

Version 5.1
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Center for Fatality Review & Prevention

Data entry website: https://data.ncfrp.org

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

SAVING LIVES TOGETHER



This case report is used by Child Death Review {COR) teams to enter data into the National Fatality Review Case Repaorting

System (NFR-CRS). The NFR-CRS is available to states and local sites from the National Center for Fatality Review & Prevention
{MCFRP} and reguires a data use agreement for data enfry.  The pumpaose is to callect comprehensive information fram multiple agencies
participating in a review. The MNFR-CRS documents demographics, the circumstances involved in the death, investigative actions, services
provided or needed, key risk factors and actions recommended andfor taken by the teamto prevent other deaths.

While this data collection form is an impartant part of the COR process, it should not be the central focus of the review meeting.
Experenced users have found that it works best to a55ign & person 1o record oata while the ieam discussions are occuming.
Persons should not attempt 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, over time teams hegin to
understand 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 definiions for each data element and should be referred to when the teamis unsure how to answer a guestion.
Use of the data dictionary helps teams improve consistency of data entry.

The form contains three types of questions: (1) select gne response as represented by a circle; (2) select multiple responses as represented
by & sguare; 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
rmarked "unknown" it an attermpt was made to find the answer but no clear or satisfactory response was obtained. A guestion should be
left blank {unanswered) if no attempt was made to find the answer. "N/A" stands for "not applicable" and should be used if the guestion
does not apply.

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

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

coardinator if you are unsure. For other text fields, such as the Narrative section or any "specify” or "describe" fields, co not

incluge specific names, dates of birh, 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? Text figlds may be shaned with approved researchers as noted in the Data Use Agreement in your state

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

Additional paper forms can be ordered fram the NCFRP at no charge.  Users interested in participating in the NFR-CRS for data
entry and reporting should contact the NCFRP.  This version indudes the Sudden and Unexpected Infant Death {SUID) Case Registry
and the Sudden Death in the Young (SDY) Case Registry guestions.

Copyright: National Center for Fatality Review & Prevention, April 2020
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CASE NUMBER

Case Type: O Death Death Certificate Mumber:
' ‘ ‘ O MWear deathfzericus injury Birth Certificate Mumber:
State ¢/ County or Team Mumberf Year of Review ! Sequence of Review O Mot born alive [fetalistilborn) ME/Coroner Number:
O child navar laft hospital follwing kirth Date Taam Metified of Death:

A, CHILD INFORMATION

A1, CHILD INFORMATION (COMPLETE FOR ALL AGES)

1. Child’s nams: First: Middle: Last: O ux
2. Date of birth O wx 3. Date of death: O ik 4. Ags: O ¥ears 5. Racse, check all that apphy: O wk [a Hizspanic ar 7. o
O Months O white [ Hative Hawaiian Latinz origin?
O Days O Black O Pacific Islander, OYes O Male
/ / / / O Hours O asian, spacify specify [ T Oremake
mm ' dd ' mm o dd vy O Minutes | O american Indian, Tribe: Cuik Quik
O Wk O alzska Native, Tribe:
|2 Residence address: O uik % Chikd's weight at death: O wik 11. State of death:
Streat: Apt. KD Poundsicunces
KO Gramsekigrams
City: 1%, Childs height at death: O wik 1Z. County of death:
State: zip: County: {O Featinches
O Cm
12. Child had disakility or chronic ilness? O as O 23 O LK 15. Child's heatth insurance, check all that apply:
If vas, check allthat apphye: [ Mene [ indian Heatth Sarvice
O Physicalerthopedic, spacify: If ves, was child receiving Children's O erivate O Crther, spacify:
O Mental heath/substance abusa, specify: Special Healtth Care Mesds sarvicas? O medicaid 0O ux
O cognitivedintaliectual, spacify: Oves One Qux [ state plan
O Sensory, specify:
O u 18. Was the child up to date with the Centers for Disease Control
14. Wers any siblings placed cutside of the home pricr to this chid's death? and Praventicn (CDC) immunization schedule?
One Oves,#__ One Quk Ons Oves Qo specify Ouik
|ifthe child never lett the hospital foliowing birth, go to A2
17, Type of rasidence: 18. Maw residence 19. Residence overcrowded? |21, Number of other chikren living
O Parental home O Reiative heme (O Jaikdetention in past 3¢ days? Oves One Ok | with chid: O wk
O Licensed group homs O Living on own O Orther, specify: O es
O Licensed foster homs O Shefer O 3] 2. Child swer homeless?
O Retive foster home ) Homaless Ok O ik Oves One Oux
22, Chik had hiztery of child maltreatmant? If yes, chack all that apphy: 23. Was thare an cpen CPS casa with child at
As Victim  As Perpetrator AsVictim  As Perpetrator If yes, how was history identified time of death?
[ @ IS O O poyzical [»] G Through cPs Oves One O uk
O 0 Yas a O Meglect 0 0 Othar sources 24, Was child ever placed cutside of the homa
@) 0 ne a O sewwsl If threugh CPS: pricr to the death?
o O uk O O Emcticnak fs Victim  As Perpstrator Cves One O uk
psychelkegical - __ # CPSreferrak 25, How many menths prior to death did chid
] O wk - # Substantiations la=t have contact with a health care provider? __
A2. COMPLETE FOR CHILDREN OYER ONE YEAR OLD
28, Chikd’s hig hest education level 7. Chikds work status: 22, Did chikd have problems in school? 25, Child had history of intimate partner
Orua O orop out O i Cun Oves One Oux violance? Chack all that apply:
Oitane O HS graduate/GED O Emphoyed It yas, chack all that apply: O tiea
OPreschccl OCullege O Fulltime O Academic O eehavicral O Yas, as victim
OGrade K-2 OOther, spacify: 0 Parttims [m] Truancy a Expulsion a Yas, as perpetrater
O Grade &12 Ouk O uik [ Suspensions [ Other, spacify: O ne
O Home scheoled, K-8 O Mot waorking 0wk 0 uik
(D Home schooked, 812 Ok
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3%, Child had received pricr mental health services?

Onm Oves One Oum
If yas, check allthat apphy:
O outpatient

3Z. Child on medications for mental health ilness?

Cua Oves One Oux

] Day treatment/partial hos pitalization
O Residential

33. Chid had emergency department visit for mental

health care within the previcus 12 menths?

34 Chikd was hospitalized for mental heath care within the
previous 12 months?
Ona Qves One Qui
If vas, did the chikd have a follew-up MH appointmant
within 3% davs of discharge from the hespital?

Oves One Oux

birth mether still has living? &

O uix

If yes, number

of prenatal visits kept: #_

31. Child was receiving mental heath services? O M A O Yes D Mo OU."K 35 Issues preventsd child from receiving mental heatth
Ona Oves One Qui If ves, did the child have a folow-up mental heath services?
If ves, chack allthat apphy: appeintment within 33 days of emergancy O MiA O Yes 0 [+ OU."K
] Dutpatient department visit? If vas, spacify:
O Day treatmentipartia | hospitalization Oves One Ouk
O Residential
3&. Chik had history of substance use or abuse? 37. Child had delinquent or criminal histony? 4. W hat was chikds gender identity?
Owne Oves One Oum Onwa Oves One Dok (O Mo identity sxpressed € Mon-binary
If yas, check all that apply: If yas, check all that apply: O Mals, not transgender O Other, specify:
O akchel [m] Prescription drugs, specify: O sssautts a Cthar, spacify O Famale, nat transgend ar
O cocaine Oovar-tha-countar drugs, spacify: O Robbary O Transgender male o Lk
O Marijuana DTobaccc.'nicctine, spacify type: a Drugs O wk O Transgender female
O Methamphataming [ Other, spacify: 3% Chid spenttime in juvenile detention? 41. What was child's sexual crientation ?
O Opicids O Ona Oves One QOuk O No crientation expressed (O Other, specify:
If ves, did the chil receive treatment? O Straight/hetercsaxual
Oves One O uik O Gayflesbian QO ux
If yes, type? Check all that apph: 3% Chil acutely il in the two weeks Q Bisaxual
[ Cutpatient [ Day treatment/partial hospitalization befors death? O questioning
O inpatientdeto. O] Residential Ovres One Quik
AJ. COMPLETE FOR ALL FETAL/INFANTS UNDER ONE YEAR
42 Was this case reviewsd by both 3 Fetalinfant Mortality Review [FIMR) and Child Death Review [CDRICFR) team? O Yes O Mo O LK
43 Gestationalage: [ UK [44. Birth weight O ux 45, Multiple gestation? 4&. Including the deceased infant, 47, Including the deceazed infant,
O Gramsikibagrams Oivas, 8 how many pregnanciss did the how many live births did the
# wasks O Poundsicunces Fi Qo ik birth mether have? # O g birth mother have? # __ O ik
42 Mot including the deceased infant, number of chikren 4%, Prenatalcare provided during pregnancy of deceased infant? O Yes O Mo O LfK

O ek

If vas, month of first prenatal visit. Specify 1-8 O wk

[ Lack of maney for care

O Limitations of hea tth insurance COVErage
O Lack of transportation

[ Mz phone

O Cultural differances

150 Ware there access or compliance issues related to prenatal care?

[ Language barriers

O couknt get provider to take as patient

Om ultiple providers, not coo

[ Czukin't get an sarlier appointmant

O Lack of child care

Oves O Mo

Ok

O Lack of famikvsocial support

rdinated

O zarvices not available

O Unwilling te cbiain care

Ifves, check allthat apph:

L Didn*t think she was pregnant
O Other, spacify:

O bistrust of heatth care system

Ok

[ Didn"t know where to go

[0 Cardiovascular
[ Hypertensicn - gestational
O Hypertensicn - chrenic
[ Pre-eclampsia
[ Eclampsia
[ Ciotting discrdar
[0 Hematokaic
O Folic acid deficiency
O Sickle cell disease
1 Anemia [iron deficiency)
Respiratory
O Asthima
[ Pulmenary embelism

|51. During pregnancy, did mether have any medical conditionséicomplications?

O EndocrineiMstabolic

[ Diabetes, type 1 chronic
O Diabetes, type 2 chronic
O Diabetes, gestational

O Thyroid

] Poloystic ovarian diseass

[m] MNeurclegiciPsyehiatric

[ Addiction disorder
] Eating discrdar
[ Depressicn

[ Anxiety disorder

[ S=izure disorder

Oves Qe Oux

O Sewualy Transmitted Infection [ST1)

[ Bacterial vaginosis [BY)
[ Chiamdia

[ Ganorrhea

[ Herpes

O ey

O syphilis

[m] Group B strep

0 Hrvains

O other STI, specify:
Gynecoleagic

O uterineivaginal bieeding
O chericamnicnitis

[ oligahvdramnios

O Polhydramnios

If ves, check allthat apph:
O Gynecologic [continued)
[ Intrauterine growth restriction [IUGR)
O Premature rupture of
membranes [PROM)
[ Preterm prem ature rupture of
memkbranas (PPROM)
a Incompetant cervix
O uUmtilical cord complications
O Prolapse
0O nuchalcerd
O cither cord, specify:
O Plczental problems
O Abruption
O previa
O other placental, spscify:
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|51. Mcthers madical conditicns (continuad)
O um

[ Decreased fetal movement

[ Maternal developmental delay

O other Condition/Complication
OHELLP syndrome

O cral healthidental or gum infecticn O maternal genetic disorder O preterm lator

O castrointestinal O abnarmal MeaFp O Orther, spacify:

152, Did the mother experience any madical

O Previcus preterm birth

Ows Oves One QOuk

Previcus small for gestational age

in pravicus p i|s? If vas, check allthat apply:

a

anxistyanti-psvchotics ]

If anv item is checked, please indicate the genaric or

Asthma medications

O Previcus kw birth waight kirth ] Previcus |large for gestational age (greater than 44400 grams)
|52. Did the mother use any medications, drugs or other substances during pregnancy? Ovee OHa Cuk If ves, check allthat apph:
O Overthe-counter meds [ Anti-epileptic a Mausealvomiting medications O cocaine O Medsto treat drug addiction
O Allergy medications O Anti-hyperensives O chalesterol medications O Hercin O opicids
O Antibictics O Anti-hypothyroidism O sksping pils O wmarijuana O other pain meds
O Anti-fluiantivirals [ arthritis medications O Meds to treat preterm labor O wmetha mphetaming a Cther, specify:
O Anti-depressantsfanti- O Diabetes medications O Meds used during delivery O skechal O wk

] ProgesteronaP1 7 O akohal, infant born with fetal sffects or syndrome?

brand name of the medicaticns or drugs:

Ovee One Cuk

If avar, was infant receiving breast milk at time of death?

|54. Was the infant born drug exposed? O ez 0 Mo O Lifke
ISS. Did the infant have necnatal abstinence syndreme [MAS)? O ez O Mo O Lifke
ISﬁ Level of birth hespital: 57. At discharge from the birth hespital, was 3 case manager assigned to the mother?
o ) N, mother did not go ko a birth hospital Qs One Ouk
0= [s2. i the mather attend a postpartum visit? Oves Ono Quik
o 5&. Did the infant have a MICU stay of more than one day? Oves O He O uik
{0 Free-standing birth hospital If ves, for what reason(s)? Check all that apply:
() Home birth O Prematurity O Apnea [ Hypothermia O meconium aspiration
¢ Other, spacify. O Lowetirth weight [ Sepsis O Jaundice O congenital ancmalies
O LK [ Tachypnea [0 Feeding difficulties O Ansmiz O Cther, specify:
[ Drugfakchel exposure O WK
2. Did mother smaoke in the 3 menths bafore pregnancy? 51. Did the mother smoke at any time Trimastar 1 Trimaster 2 Trimester 3
O Yes If yas, _ fwg # cigarettesiday during pragnancy? If yes, fowg # cigarettesiday
O Ne (20 cigarettes in pack) Oves One Ouix (20 cig in pack)
O uk O Wik quantity a a a LIiK quantity
52, Did the mother use e-cig. tes or other niccting p at any time during pregnancy? O Yes O Mo O LI
If ves, on average how often?  {) Meorethan once a day D onceaday O 26 davsawesk {31 dav awesk orless Qi
63, Was mother injured during pregnancy? &4 Did the mother have postpartum depression?
Oves Ono Ok Iives, descrive: Qves Qe Qui
| this was a fetaldeath, go to Sectien B
5. Infant ever breastfad? Oves One Duk 66. Did infant have abnormal metabolic newbaern screening rasutts?
It vas, any breast mikk at 3 menths? e Orves One Owk Ome Oves Qe Ouwr
If yas, exclusively? O Yas O i[53 O LK If yes, describe any abnormality such as a fatty acid oxidation error:
It yes, any breast mikk at€ months? Qe Orves One Quik
If yes, exclusivaly? Crves One Ok

|ifthe infant never left the hespital follewing Birth, ge to Section B.

57, At any time prier to the infants last 72 heurs, did the infant have a 8. Inthe T2 hours prior to death, did the infant have any of the fellwing? Check allthat apple:
histery of [check all that apply): Nene Ovomiting Ocyancsis
O Mene O cyancsis O Fever O chaoking O =seizures or convuksions
L1 Infecticn L Seizures or convukions [JEicessive swaating Opiarrhea O Other, specify:
O slergias O cardiac abnormaliies [ Lethargwsleaping more than usual O steol cha ngas
O sbnormal growth, weight gainfoss [ Other, specify: O Fussinesssencessive crying DO oifficutty breathing O
O Apnea Ouwk O Decrease in appetite Oapnea
G5, In the TZ hours pricr to death, T4 In the 72 hours prior to death, was |71, In the 72 hours pricr to death, was the infant given 72, Whatdid the infant have for hisfher
was the infant injurad? the infant given any vaccines? any medicaticns or remadies? Include herbal, last meal? Chack all that apphy:
O Yes O Mo O WK O Yes O Mo O K prescription, cver-the-counter medications and O Breast milk
home remedies. O Fermula, type:
If yas, describe cause and injuries Ifves, list name(s) of vaccines: OYES O Me O Lk [ Baby food , type:
O cereal, typs:
Ifves, list name and last dose given [ Crthar, specify:
Ouix
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B. BIOLOGICAL PARENT INFORMATION

No information available, go to

1. Parents alive on date of childs death? Even it parent(s) are deceased at Femak O Yes O Mo O LYK
tima of chik's death, pleasse fill cut the remaining quasticns. Male O ez O Mo O LIfK
2 Parents’ race, check allthat apphe 3. Parents’ Hispanic or Latine crigin? 5. Parents” employment status: 5. Parents” income:
Femalke Make Female Make Female Male Female Male Female Male
O O white O O Mative Hawaiian Q ] ves, specify arigin: C O Emphoyed O O wigh
O OBk O Oracificisander, | O O Mo O O unemplyed O O Medum
O O asian, specify: specify; O O ux (o] O On disakility QO O Low
] O american Indian, Triee: 0O Ok 4. Parents’ age in years attima of C O Stay-at-home O O uk
O [ slaska Mative, Tribe: child's death: @] O Retirad
Female  Mak C Oux
_  ___ #ears
a O wik
7. Parents” education: 2. Parents speak and understand 5. Parents first generation immigrant? |11. Parenis receive socialsenices in the past tweblve months?
Femalk Malke English? Eamals Male Female Male
Q O = High school Female Mals o] O ‘Yas, country of arigin: 6] O ves If yas, chack allthat apply below:
O O High school O O Yes O O Mo O O Mo
GED O O O O ux O Oux

0O Ocolege C 0O uwk 16 Parents on active military duty? Female Make Female Male

QO O Postgraduate If ne, language spoken: Female Mals O O wc L0 [ =actien Bhousing

QO Quwx QO ves, specify branch: O O Hemevisitng, 0O [ Secisl Sscurity Disability

(o] O Mo specify: Insurance [SSKFSSDI)
O Quk O O TanF O [ Other, specify;
O O medicaid
O O Foodstampss O 0O uwk
SHAREBT
12. Parents have substance 12. Parents ever victim of child 14. Parents aver perpetrator of matreatment? 15. Parents have disatility or chronic illness?
abuse history? ma treatment? Female Malke Femalk Male
Femalk Malke Female Malke (o] 2 ves o] Orves
o Oves o O oves Q O e (8] Do
(] Onz O One O O ux O Oux
o Quir O Ouk 1t yes, check all that apply: If ves, check all that apoly:

If yes, check all that apply: If yes, check allthat appy: O O Physical O O Pphysicaliorthopedic, specify:
[m] Dakahol O 0O rmysical O O Negect O O Mental healthisubstance abuse,
O Ocecaine O 0O negect O O sawual spagify:

[m] DMar\juana a O sexwal [m] O Emctienalpsycholkegical m] ] Cognitivadintellectual, spacify:
[m] Ometham phataming a O Emcticnakpsychokagical [m] 0O uk [m] O sensory, specify:
a Oopicids O 0Ouk ___ #CPSrefemak O Ouwk
a DPrescriplion drugs ___  ____ #CPSreferals _ # Substantiations If mental healthfsubstance abuse, was parent
O O owver-the-counter __ ___ #Substantiations O O cPs prevention services receiving mental health serices?
[m] DOther, spacify: O Ever in foster care or [m] O Family preservation semvices O OYes
a Ok adopted [m] O chikdren svar remavad [&] Ohe
O QCuxk
18. Parents have pricr child deaths?
Famak Make If vas, cause(s): Check all that apph:
o Qe Femak  Make Femak  Make Femake  Mak
O [& I a O chidabuse #_ O O  sucide#_ a O  oOthers
o O ik a O cChidneglect #___ ] O sios#_ Dthar, spacify
] O  sccident# a O  Undstermined cause # __ ] O ux

Femalke Malke

Nz

oooo
I:IEIDI:I|

LK

17. Parents have history of intimate partner vickence?

“Yes, as victim

‘Yes, as perpetrator

Femalk Malk

O O Yes
Q O e
O O ux

18. Parents have delinquentcriminal history?

If ves, check allthat apphy
Female Malke

O assaults

O robbery

O Drugs

a Other, spacify:
O uik

Oogoooao
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C. PRIMARY CAREGIVER(S) INFORMATION

Primary caregiver(s): Select only ong 8ach in columns ong and twe.

2 Caregiver(s) 3ge in years:

COng  Two COng Two Cng Two Cng  Two

o] Self, go to Section D [&] O Fostar parent ) Oother relative _ # Years

O OBicbgical mether, go to Section D O C¥nhicthars partner o OFriznd [m] O uwk

O OBick:gical fathar, gz to Sacticn O O OFathefs partnar O Olnstitutianal staff 3. Caregiver(s) sau:

o] OAdcptive parent o] OGrandparent C OOther, specify: Dne  Twe

O OStepparent O OSib\ing O OMale

o Qui O Orfenae
O Oux

4. Caregiver(s) race, check allthat apph: 5. Caregiver(s) Hispanic or &, Caragiver(s) em ployment status: T. Caregiver(s) income:

One  Two One Tweo Lating erigin? One  Twe One  Twe

O O wnie O O natveHawaiian | one  Two Q  OEmpoyed O O

O O siack O [0 Pacific Iskander, O Oves QO unemplyed O O Mediom

O O asian, specity: specify: C One O O ondisability O Olow

O 0O american Indian, Tribe: O 0O uwx o DOux O O stayathome O Qux

O O waska M ative, Tribe: If vas, spacify origin: O O Retirad

O Oux
|12 Caregiver[s) 5. D qi ) speak and 14&. Caregiver(s) first generaticn 12. Caregiver(s) receive social services in the past twelve months?
One  Two understand Englizh? immigrant? Lne Twic
O < High school One Two One Two QO O es Ifyes, chack allthat apply below:
& {OHigh schoolGED ) O Yes QO ves, country of arigin: O Owe
C  Ocolege O O O D ne O Qux
O COrostgraduate O O ux O O uwx one Two Cne Two
O Oux If ne, language spoken: 11. Caregiver(s) on active military duty? O Owic O Orccd stamps/SNAPEBT
Dne  Two O OHome visiting O [ Section &housing
O Oves, spacify branch: spacify: O [Osec Sec Disability (SS1SSDI)
O One O Otanr O O cther, spacify:
O OQux O Omedicaid O Oux
13. Caregiver(s) have substance 14. Caregiver(s) ever victim of chikd 15. Caregiver(s) aver perpatrator of it? [18. Caregiver(s) have disability or chrenic illness?
abuse history? matraatment? Cne  Two Cne  Two
One  Two One Two Q O e QO Oves
[ O ves o O oves o] O Mo O One
o] Q ne O One O O ux O Cuxk
e} O uk o Oux It yes, check allthat apphy: It yes, check allthat apply:

If yes, check allthat apply: If ves, check all that apphy: O O prhysical O O Prhysicavorthopsdic, specify:
[m] Oakchol O 0O rhsical [m] Orneqeect O [ Mental heatthisutstance atuse,
] Occcaine a O neglect a Osexual spacify:

a DMar\juana a O saxual a ] Ematicnalpsycholegical [m] [m] Cognitivafintellectual, specify:
a Omatham phataming a O Ematicna Vpsychokegical a DOurk a a Sansory, specify:
O Oopicids O 0wk — o #CPSrefermak O DOuwk
O DPrescription drugs ___  ____ #CPSrefemrals ___ ____ #Substantiations If mental heatthfsubstance abuse, was
a Oowver-the-countar o #Substantiations O [ cPS prevention services caregiver recaiving MH services?
a O othar, specify: O O Everin foster care or a O Family preservation services O Oves
a O adapled ] O chikren ever removad Q O
QO OCuxk
A7, Caregiver(s) have prior If yas, cause(s): Check all that apphy 18. Careqgiver(s) have history of intimate partner |18, Careg [5) have iminal history?
child deaths? One Tweo viokenca? One Tweo
Cne Two a Ochid abuse #__ One Two @] O ves

o Dvas O Ochid naglect # __ O [Ires, as victim (o) O Ne

O O Mo a O sccidant #_ a DYes‘ as parpetrater O 0 LIfK

o) Ok a Osvicide # a Ote If yes, check all that apply:

a Osps #__ a Oux O 0O assauts

] [ undetermined O O Rrobbery
cause#_ O O orugs

[m] Oothers ] O other, spacify:
Other, specify: a O wk

[m} Ok
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D. SUPERVISOR INFORMATION

Answer this se« 1 ever left the hospital following birth

1. Did child have supervision at time of incident keading to death ? 2. How kong before incident did supervisor last see chid 7

(O res, answer D216 Select one:

ONQ‘ not needed given develop talage orci ,goto Sec. E OChild in sight of supervisar
O Mz, but needed, answer D318 OMinutes - O Days ___
O Unable to determing, try to answer D318 OHours . O LK
3. lssupervisor listed in a pravicus section? 4. Primary persen responsible for supervision atthe time of incident? Select enly one:

O fas, bickegical mother, goto D15 OAdcptive parent 0 Grandparent O Instituticnal staff, go te D15

{0 ves, biokgicalfather, go o 015 I stepparant O zibling O Batysittar

O Yes, caregiver ong, goto D15 O Foster parent O Oither relative O Licensad chid care warkar
O Yes, caregiver two, go to D15 O Mather's partnar O Frignd D Other, spacify:

O Mo O Fathers partnar o Acquaintance o Lk

Q Hespital staff, go to D15

|5 Supervisors age in years 6. SupenviEors saiu 7. Supervisor speaks and understands English? |8, Superviscr on active military duty?
| m TS Cwae O Femae O Uik Cvee One Oux Cyes One Cux
If ne, language spoken: It yes, spacify branch:
I8 Supervisor has substance 1%, Supernviscr has historny of child matreatment? 11. Supervisor has disability 12. Supervisor has pricr chikd
abuse histony? #5 victim  As Perpatrator or chrenic iliness? deaths?
Oves One Qui ] O Yos Oves One Quik Oves One Qui
If yas, chack all that apply: O o Mo If vas, check all that apphy: Ifves, check allthat apphye:
O alzahal o] [ T O physicalerthopadic, specify O chik abuse #__
O cocaine If yez, check allthat apph: [J Mental health/zubstance abuse, [ chikd neglect #
O marijuana a O Physical specify: O sccidents
O Methamphetamine O O neglect O ceagnitivelinte kectual, specify: O svicide #_____
O opicids a O saxual O senscry, spacify: Osps#
O Prescription drugs a O Ematicnalpsychological L] ik O Undetermined causest
O cver-the-counter ] O ik O others
O other, spacify: o #CPSreferrals If mental heathizubstance abuse, Other, specify:
# iati Was SURETVisCr recaiving mental
a Ewvear in foster carefadopted health semvices?
O O ces pravention services Ovas O use
O Fa mily preservation services o Mo
[ children aver removed Quk
13. Supervisor has history of |14, Supervizor has delinguent 15. Atthe time of the incident, was the supervisor askeep? |18 At fime of incident was supervisor impaired?
intimate pariner vickence? or criminal history? Oves Qne Qui Qves One Quik
O ves, asvictim Oves One Quk If vas, select the most appropriate description of the Ifyes, check allthat apphy:
O es, as perpetrator If yes, check all that apply: SUpENVISOr's skeping pericd at incident: O Drug impaired, spacify:
O ne O assault {2 nighttime sleep [ Akcehal impaired
O ux O Robbery O Day time nap, descrite O pistractad
] Drugs O Day time sleep (for example, supsnisar is O atsent
[m] Orthar, spacify: night shift worker), describa: Oim paired by illness, spacify:
O i ) Othar, desaribe: O impaired by disability, specify:
O Othar, spacify:

E. INCIDENT INFORMATION

. Was the date of the incident the same as the date of death?

Answer this section only if the child ever left the hospital following birth

2. Approdimate time of day that incident cocurred?

) Yes, same as date of death Q am
O Mo, different than date of death. Enter date of incident: Vi !/ Heour, specify 1-12___ [a R
L& TS mm {odd vy O uik

3. Place of incident, check allthat apphe 4. Type of area:
Ochid's home O Licensed child care center Oindian reservaticn DDI’iVeWa}' ] Crther, spacify: O Urkan
[ Relative's home [ Licensed child care home trust lands Ooiher parking area O Suburban
OFriand's hams O unlicensed child care home DMHH&I’}' installation O =tate or county park O Rural
OLicensed foster care home O Farmiranch O.aivd stention facility DSpcrts area O ux 0 Frontiar
[ Relative foster care home O schoel O sidewalk Ol other recreation area Oux
O Lizensed group hema O Place of work a Roadway a Hozpital
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|5 Incident state: |ﬁ. Incident county:

T. Was the death attributed (either dirsctly or ind irecth) to an extre me weather event, emergency medical situation, natural disaster or mass shooting ?
O Yes

ONG OUIK If ves, specify the type of avent [2.q., tornade, heatwave, fleod, medical crisis, efc.) and general circumstances surrcunding the death:
If yes, specify the nama of the avent if applicable [£.0., Pamdise Wild Firg, Hurricane Irma, COVID-18, &to.):

O Parentrelative O Health care professicnal, if death

coourred in a3 hespital setting

Oves One O Uk

If yas, by whom?

|&. Was the incident witnessad? 9. Was 911 or kecal emergency

called?
O s Oves
One Qux

O other carstakerbabysitter
O =tra nger
a Other, spacify:

O Teachericoachiathietic trainer
O other acquaintance

a
O other acquaintance
m]

Health care professional, if death

If ves, how many shocks were administered?

[ Rescue medications, specify type:

10, Was resuscitation attempted? QA Oves One O Uk
If yas, by whem? If vas, tvpe of resuscitation If vas, was a rhythm recordad ?
O ems O stranger Ocer Oves OnNe Quik
O Parentirelative O Orther, spacify: O sutemated External Defibrillator [MED)
O Other caretakerbabysittar Ifno AED, was AED availabliacoassibe? ‘Oves One  Ouik
Teachericeachiathletic trainar If AED, was shock administered? OYes ONG O LK If ves, what was the rhvthm?

cocurred in 3 hospitalsetting [ Other, specify:
11. Attime of incident leading to deatn, 12. Chik's activity at time of incident, check allthat apphy:
had child used drugs or alcehal? It yes, check allthat apphy O sieeping  Oworking O orivingsvehice cccupant CJum
Onwa Oves One Ouwr O Akchol O Opicids 0 uk Ol Piaving Cleating O Other, specify:
O cocaine [ Prescription drugs 13. Total numbsr of deaths at incident svent, including child:
O Marijuana O over-the-counter drugs Children, ages &-18 Quix
O Methamphetaming O Cthar, specify: — Adults
F. INVESTIGATION INFORMATION
1. Was a death investigation conducted? OYes O i[53 O LK
If yas, check allthat apply:
O Medical axaminar OwMeE investigator O Law enfarcemant OEms a Other, spacify:
O coroner O coronar invastigater OFire investigatar O child Protective Services O Wik
If vas, which of the follbwing death investig ation components were completed?
Yes Mo WK If vas, shared with review team?
D O O CDOC"s SUIDI Reperting Form or jurisdictional equivalent O Yes O Mo
Q O (O Marrative description of circumstanzes Qves O Mo
Q O O scenephoks Qves O No
O O O scenerecreation with doll Oves O ne
O O O scene recraation without dol O ves O Mo
O O O winess interviews O oves O ne
If yas, was a death scens investigation conducted at the place of incident? O Yes ONQ O LK
2. W hat additiznal informatien woul the team like to have known about the death scene investigation?
3 Daath refarrad to: 4. Person declaring official cause and manner of daath:
O Medizal examinar O Mot refarred O Medical sxaminar O Hospital physician O Mortician O LA

O Pediatric pathologist
O canenal patholkegist

{) Other physician
) Other, spacify:
QO uk

Oves One Quik

O Coroner O Lifke OCoroner O Other physician O Other, specify:
Is. autopsy performad? Oves One Qux
If ves, d b O Forensic patholegist O Unknzwn tyvpe pathokegist If ves, was 3 specialist consulted during autopsy [cardiac, neurckegy, sto.)?

It ves, specify specialist:

If no, why not (2.9, parent or caregiver objected)?

Yes Mo LKK
Imaging:
O o o Moray- single
H-ray - multipke views

X-ray - complete skeletal saries

OO0
coo0o
CO00O

Other imaging, specify [includes MRI,

CT scan, photos of the brain, sto):

6. Werg the following assessed either through the autepsy or throug h information collectad prier to the autopsy?

Please list any abnormalitiesésignificant findings in F14,

Yes Mo LMK
External Exam:
O O O Exam of general appearance
O O O Head circumfarence
Other Autopsy Procedures:
O O 0 Was a gross examination of organs done?
O O O Wars waights of any organs taken?

7. Wers any of these additional tasts performad
at or pricr to the autopsy? Pleass list any
abnormalitiesdzignificant findings in F14.

) Cuttures for infectious dissase
Microscopic/histologic exam
Postmaortem metabolic screen

Witreous testing

00000k
00000

Canatic testing
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Iz was anytoxicokay testing performed? QO ves Oue CQuk
If ves, what were the results? O Megative O cocaine [ Msthamphetamine [ Toc high Rx drug, specify: O cther, specify:
Chack allthat apply: O akeohal [ Marijuana O opicids O Too high OTC drug, spacify O uk

OYes Q) HNo UK

Orres Qine Ok OiNot performed
Orves One Quik ONet performed
12. Was thers agreemant betwesn the cause of death listed on the autepsy repert and on the death cerificate?
Onua Qves Ore Quk

If no, describe the differences:

|8 Was the chikd's medical history reviewed as part of the autopsy? 1% Describe any abnormalitiss or other significant

If ves, did this include: Review of the newborn metabolic screen results? findings ncted in the autepsy:

Raview of necnatal CCHD screen rasults?

11. What additicnal informaticn would the team
like to have known about the autopsy?

Oves Dre QDux

13. Was a CPS record check conducted as a resuk of death?

to one decimal place if applicable:

0O ik

14. Did any investigation find 15. CPS action taken because of death? O MA O Yas O Mz O LYK 18, If death coourred in

avidence of prier abusa? icensed satting [see E3),
O NS, O hi:= O Mo O VK If wes, highest level of action If ves, what sewvices or actions resulted? Check allthat apphe: indicate action taken:

If yes, from what scurca? taken bacause of deatn: O o action

Check allthat apphe: O Report screenad cut O voluntary services cffered O court-ardered cut of home Q License suspended

O rays Ok and not investigated O voluntary services provided placement O licenss raveked

O Autepsy O Unsubstantiated O Court-ordered services providad O chidren ramavad o Investigaticn engoing

O cPs raview O nzanclusive O wvoluntary cut of home placement [ Parental rights terminated o Oither, specify:

[ Law enforcement ) substantiated O wk O

OFFICIAL MANNER AND PRIMARY CAUSE OF DEATH

1. Enter the cause of death cede [ICD-14) assigned to this case by VWital Records using a capital ketter and correspoending number [2.9., W75 or ve4.4) and include up

2. Entar the foliowing infermation exactly as written on the death certificate:
Immediate cause (final disease or condition resulting in death):

a.

Sequentially list any conditions leading to im mediate cause of death.
k.

.

d.

O ik

In other words, list underlying disease or injury that initiated events resulting in death:

3. Enter cther significant cenditions contributing to death but netthe underlving cause(s) listed in G2 axacthy as written on the death ceificate:

O we

4 If injury, describe how injury cocurred exactly as written on the death cerificate:

O K

|= Official manner of death
from the death cerificata:

OFrcm a medicalcause. Selectona:
OAsthma.’respiratcry, specify and goto HE
{3 Cancer, specify and go to HE
O Cardiovascular, specity and goto HE
O congenital anomaly, specity and g to HE
O covin-18, goto HA
I Diabeates, goto HE
{HWAIDS, gote HE
{JInfluenza, ga te HE

gote HE

was not Matural or O Undetermined injury, gz to 11
O Other causs, goto HY

O WK, gato 1

Suicide, check this
ko if it Is poesible
that the child intended
to hurt him/herself.

If checked, complete
the Suicide Section
[18) to note other risk
factors in the child's

litz.

C Hatural answer G4:
O Accident (O wotor vehicle and other transport, 9o to Hi
O suicide {Q) Fire, burn, or electrocution, goto HZ
O Homeide (O Drowning, go to H3
{3 Undstermined (O Unintentional asphyxia, ge to H4
(o] Pending Oﬁssaun, weapon of persen's body par,
O uk O Fallor crush, goto HE

(] ing, dose or acute intoxication
O 1 manner of daath goto HT

{iLow birth weight, go to H2

0 Malnutritizenf/dehydration, go to HE

0 MNeurckgicalzezure disorder, go to HE

O Pneumenia, specify and go te HE
{)Pramaturity, go to HE

{3510, qoto HE

{) Other infection, specify and go to HE
Qother perinatalcendition, specify and go to HE
O Other medical condition, specify and goto HE
0 Undetermined medical cause, qo to HE
Ok, goto He

Undetermined if injury or

O

medical causs, qo to I1

5. Primary cause of death: Ghoose only 1 of the 4 majer categeries, then a specific cause. For pending, choose most likely cause.

OFrom an injury [external cause). Selectone and
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H. DETAILED INFORMATION BY CALSE OF DEATH:

CHOOQSE THE ONE SECTION THAT IS SAME AS THE CAUSE SELECTED ABOVE

H1. MOTOR ¥EHICLE AND OTHER TRANSPORT
3. Vehicles invohed in incident: b. Positicn of chikd: c. Causes of incident, chack allthatapphe:
Total number of vehicles: _ Ooriver O s peeding over limit O eacksfrontover
Child’s Cther primary vehicle OF‘ g If qQer, ip of driver to child: Ounsate speed for conditions a Flipover
O O Mons O Front seat OBiobgical parent o Recklessness O reor sight ling
O O Car O Back seat Oﬁdoptwe parent ORran stop sign or red light a Carchanging lanss
O O “an OTruck bad OStepparent DO oriver distraction [ Road hazard
O O Sport utility vehicle O Other, spacify: OFuster parant Ol oriver ingxperisnce O Animalin read
O O Truck O VK OMothel’s partner O mechanical failure [ cell phene use while driving
O O Semiftractor trailer O On bicwle OFathefs partner Opaor tires [ Racing, not authorized
O O RY 0 Pedestrian OGrandparent O poor weather [ Cther driver error, specify:
QO O scheolbus O walking Orsibiing O poor visibility
@] @] Othar bus @] Bearding/blading Orothar ralative a Drugs er akkoholuse [ Cther, specify:
o Qo Motorowcle o Crther, spacify: OFriend [m] Fatiguaisleeping
(o] O Tracter O O other, specify: O medical event, specify: O uk
QO O omeramvence | Oux QOur
O O Allterrain vehicle  |d. Collision typs: =. Driving conditions, check all that f. Location of incident, check allthat apphy:
o] ] Snowmekbile Ochikd net infon a wehiclks, Oother svent, apphy: O City strest O Oriveway
o] ) Bizyclke but struck by vehicle SpECify: O Nermal [ Inadequate [ Residentialstrest  ClParking arsa
O O Train OChild infen a vehicle, O Looss graval lighting O Rural read O o road
[&] o] Subway struck by cther vehicke O mMuddy O other, O Highway Orr xingttracks
O O Ty Ochil inion a vehick: O O lzstsnow spacify [ Intersection O other, spacify:
O O Other, specify: that struck cther vehicle O Feg O shouker
Ochild infon a venicle O wet O u O sidewalk WK
O O uwk that struck personictject [ construction zone

Drivers invebead in incident, check all that apph:

Drivar of cthar prima EVEI‘IICIE

| 2

Chid as driver  Chikd’s driver Chid as driver  Childs driver

Driver of othar prima EVEI‘IICHE

Age of Driver Age of Driver O [m] O Has agraduated license
[} O «lévyears [m} O [0 Has afulllicense
@] ) 181018 years o [m} O [ Has afull icense that has been restricted
[} {3 1gto21 years ol [m] a O Has asuspanded license
O {3 22to 2% years od [m] ] O Ifrecreaticnal vehicke, has driver safety cerificate
O O 30to 65 years od [m] ] [ Other, specify:
O o =55 yaars ol | O [0  was viclating graduated lizensing rules:
9] O WK age O [m} [m} Nighttime driving curfew
m] a O Re pensible for causing incident O a ] Fassenger restrictions
O a O was akeoholdrug impaired O O O Driving without required supervision
m] a O Has nolicense [m} ] | Cither viclations, spacify:
[m] O O  Has a karners parmit O O O i

h. Totalnumber of coccupants in vehicles:
In childs wehicke, including chikd:
O Wis, chid was netin a vehicke

In other primary vehiclke invohead in incident:
[ teA, incident was a single vehicle crash

Tatal number of cooupants . O Uk Total number of cocoupants: _ WK
Mumtber of teens, ages 14-21: O uk Mumter of teens, ages 14-21: 0wk
Total number of deaths: _ O um Total number of deaths: . Oux
Total number of teen deaths: . m] Lk Total number of teen deaths R O
i. Protective measures for child, Mot Mead ad Prezent, used Prezent, usad Prasant,
Select one option per row: Meedad none present correctty incorrectly not uzed Uik
Airbag O O o o O O
Lap bett (o] [} o O O o] “If chikd seat, type:
Shoukar belt Q Q o [ ] (@] Q O Rear fazing
Chikl seat* Q Q o ] Q Q O Frontfacing
Belt posificning booster seat ) @] O 9] Q (o] Ok
Helmet O @] @] @] (@) @]
Other, spacify: @] Q @] O @) @]
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H2.

FIRE, BURN, OR ELECTROCUTION

3. lgniticn, heat or electrocution scurce: b. Type of incident: . For fire, child died from:
O Watches (O Heating stove O Lightning Q) Other expksives CFire. gotoc ) Burns
o Cigarette lightar O Space heater &] Ouxvaen tank OAppIiance in watar o Scad, getor O Smake inhalation
O Litility lig hter ) Furnace O Het cocking water o] Cther, specify: O Cther burn, gotot (o] Orther, spacify:
O cigarette or cigar O Power line O Hot bath water (O Electrocution, goto s
O Candles O Electrical cutlet O Other hot iquid, specify: O Other, specify and go tot O LK
O Cooking stove O Electrical wiring O Firaworks O UK, O UK, goto t

d. Material first ignitad: l=. Type of buiking on fire: f. Buiking"s primary g. Fire started by a person? h. Did anyene attempt to put cut fire?
O Uphaktery Orra construction material Oves One Quik Oves One COux
O Mattress O Single homa Ochd i. Did escape or rascus sfforts worsen fira?
O Christmas tree O Dupkesx O steal fyes, person's age O ves O ne Oux
O Clething O Apartment O Brickéstone Does person have a history of Did any facters delay fire department arrival?
QO curtain O Trailermabile home O awminum satting fires? QO ves One  Ouk
{0 other, specity: O other, specify: O other, specify: QOves One Quik 1t yes, spacify:
Qur Quik Cruk
k. Were barriers preventing safe axit? | Was tuiding 3 rental property? m. Weare buiking/rantal codes viclated? n. Ware properworking fire extinguishers
Oves One  Quik Oves One Quik Oves One Quk present?
1t yes, describe in narrative. Oves One Oux
Ifyes, check allthatapply: 0. Was sprinkier system present? p. Were smoke alarms present? Qves Qro Quk
[ Lacked door Oves One Quik
DOlwindow grate If yes, what typa? If ves, functioning properky? | If not functioning properly, reascn:
[ Locked window If vas, was it warking? Miszing battaries Othar LifK
O Biocked stairway Oreee O Qi O Removatle batterias Ovee Qe Oum [m] [m] a
O Other, spacify: O tan removat e batteries OYes O Mo 0 (80,4 a [m]
O Hardwired Oves One COux [m] [m] a
Ouik Oum Oves One Oux m] o O
Other, spacify:
It ves, was there an adequate number present? O Yas O Mo O Lirke
9. Suspected arsen? r. Forscakd, was hot water heater ls. For electrocution, what cause: t. Other, describe in detail:
Oves One QOuik settoo high? O Electrical storm
[e T O Fautty wiring
O ves, temp. setting: ____ O wireiproduct in water
Ona O chik playing with cutiet
Ok Q othar, speaify:
Ouk
H3. DROWNING
3. Where was child lastsesn before b. Whatwas chid last seen deing before . Was chil forcibhy submerged? d. Drowning kecation:
drawning? Check allthatappl: drawning? Oves O Ok {2 Dpenwater, goto e Ok, goto n

O inwater Oin vard O Piaying > Tuting 42 Poal, hot tub, spa, go toi
Oonshers Oin bathreem O Boating Chwatarskiing O Bathiub, gotow
O on deck Oin house O Swimming O Skesping O Bucket, go tox
O Pocksids O Cther, specify: O Bathing O Cither, specify: O Wellcistern/ssptic, goton
O Fizhing O Toilet, goto z
O O surfing Sk D other, specifyand go ton
2. For open water, place: f. For open water, centributing envirenmantal 9. If boating, type of beoat: h. Far beating, was the child pileting boat?
O Lake Qauarry factars: Oszaitoat O commercial | Oves One O uik
O Rivar O Gravel pit O Waathar O Drop off OJet ski O Other, spacify:
O Pond O Canal O Temperature O Rough waves O Motorboat
O Cresk O Lirke O Current O Cither, spacify: O Cance
Q ocean O Riptide/ O ux O rayak Q uk
undsrtow ORatt
i For podl, tpe of pool J. For pool, chid found: k. For pool, ownership is: | Length of ime cwners had pooihot tubspa:
O above ground O in the poothot tubispa O private O rn O =tr
O In-ground OHottub,Spa O Cn or undar the cover O Public O:ﬁ months O LYK
O wading Quk O ik O ik Oamtyr
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Ifves, rules viclated ?

Oves One Qui

O cate unkcked
O Gate latch failed
O Gap in gate

O ciimbed fence

[ Fence too short
O ooor st opEn
O poor unkecked
[ Door broken

O window keft open

m. Fletation device used? n. What barriersflavers of protection existed
ON."A If ves, check all that apphy: to prevent access towater?
Orves [ Coast Guard approvad O heot Coast Guard approved Ok Check all that apphy:
Ore Oluackat Ocushisn  OlLitesaving ring O swim rings Onene O airm, getor
Our If jackst: O inner tube OFence, gotoo [ cover, gotos
Correct siza? Oves One Ok O air mattress Ocats, gotop Ouik
Weorn correcty? 0 Yes O Mo 0 LYK a Other, specify: O Door,go toq
2. Fenoa: p. Gate, check allthat apph: q. Door, check allthat apply: r. Alarm, check all that apply: |s. Type of cover:
Dascribe typs: OHas seff-clesing latch O patiz doar a Opens to watar O ooor OHard
Fence heightin ft [ Hasz leck [ screen door [ Barrier between O window OSoﬂ
Fence surrou nds water on: O a double gate O steel door deor and water O roai O
O Foursides 3 Twoor O opens to watar O sati-clesing O ik O Lazer
O Three sides less sides Ok [ Has kck O uik
Oum
t. Localordinance(s) requlating u. How ware layers of protection breached? Check all that apphy
acoess towater? Oniz ayers breached O Gapintence O pcor screen torm O cover st oft
O Yes O hlo O LK Ocate lett open ] Damaged fence O Deoor sef-ckser failed O cover not bcked

a Other, specify:

O windaw screen torn
O atarm not wiorking
O Alarm not answered

O

v. Chid able to swim?
(@]
Orres

ONo
Oux

'w. For bathtub, child in a kathing aid?

Oves One Quik
If ves, spacify type:

. Warning sign or labe| posted 7
O Otio
Ores Quk

[y, Lifequard present?
Onin
Orves

ONo
Quix

z. Rescue attempt made?

3a. Did rescuer(s) akso drown?

bb. Appropriate rescue equipment present?

O s If yas, who? Check all that a pety Oris, Oe Ot One
Oves O Parant O Bystander Orres Dk Crres Dk
One O cther zhik O crther, spacify: It yes, number of rescuers
O O Liteguard Ok that drowned: _

H4. UNINTENTIONAL ASPHYXIA

3. Type of avent:
O sufioeation, goto b
O Strangulation, gotoc
O Cheking, geted
O Other, specify and goto s

OU."K, gotoe

b.

It suffocation/asphyia, action causing event:

(O skep-related (2., bedding, overlay, wedged)

o Cowversd in or fell inte object, but not sleep-related

Opiastic bag
Obirtsand

O Cthar, spacify:
Cux

{0 cenfined in tight space
O Refrigeratorifreszar
O Toy chast
C sutomatile

Orunk
OOther, specify
Qi
O Orther, specify:
ok

O Swaddled in tight blankat, but not skeep-related

OWedged intz tight space, but not skeep-related,
spacify:

Oﬁsphyxwa by gas, gote HTg

O Crther, spacify:

Oux

o If strangulation, ebject causing event d. If cheking, object 2. Was asphyxia an autcerctic event? |g. History of seizures?
Ockathing QlLeash causing choking: Owa Oves One Ouk| Oves One  Oux It yes, #_
{IBind cord O Electrical cord O Food, spacity: Ityes, wimessed? Ives One Ouk
OCarseat OPerson, goto HEg O Taoy, specify, f. Was child participating in h. History of apnea?
Ozircller O sutomatile powsr window O Ballcen ‘choking game’ or pass out game'? Oves One  Ouxk If yes, #_
O tigh chair ar sunrocf O other, specify: Owa Oves One  Oumf ifves, witnessea? Oves One  Oux
OBeIt O Other, spacify: O LYK i. Was Heimlich Maneuver attampted?
CiRopeistring Ok Qves Qrne Oux
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H5. ASSAULT, WEAPON OR PERSON'S BODY PART

3. Type of weapen: b. For firearms, type: . Firearm licensad? d. Firgarm safety features, chack all that apphe:
OF\rearm, gole b OHandg un O hi:= O Mo OU."K I:'Trigger leck DMagazine dizconnect
OSharp instrument, go toj OShotgun DPersonalization device Oninimum trigger pul
OBIunt instrumant, geto k OBB qun DExternaIsafethrop safety Clother, spacify:
OPerscn's body part, goto | OHunting ritie [ Lcaded chamber indicator Cluek
O Expksive, getom OAssa ult rifle 2. Wheare was firgarm stored? f. Firgarm stored with
ORope gatem Oair rifle O ot stored 2 Under mattress/pilew ammuniticn?
OPipe,gctom OSawed off shotgun OLccked cabinat OOther,specwfy: OYES ONG Q uik
O Bickaical, go to m O other, specify: Ouniccked cabinat q. Firearm stored loaded?
OOther‘ specify and goto m OGk)ve com partment OU."K O Yes O Mo O LK
Quk, gotem Cux

h. Crwner of fatalfirearm: i. Sewxof fatal i. Type of sharp object: k. Type of blunt cbject:
O Uik, weapen stolen O Grand parent O coworker firgarm cwner: O Kitzhen knife OBat
O Lk, weapen found O sitling O institutional staff O Male O switchblade Ocub
O et O spouse O neighber O Femake O Pocketknife QO stick
Q Biclegical parant 3 Other relative CrRival gang member Ok O Razor {2 Hammer
{3 sdoptive parent 3 Friand ) strangar (3 Hunting knife O Rack
O stepparent O soquaintance O Law enforcement O scissors O Househod item

O Foster parent

QO chik’s boyfriend

O Oither, specify:

O Other, specify:

O Other, specify:

O Mathers partner or girffriend
{J Fathers partnar O Classmate O Ok Qo
I. Whatdid person’s body Did perscn using weapen have o, Persons handling weapens at time of incident, check allthat apply: p. Sexof person(s)
partdo? Check all that history of wea pon-relsted Fatal and/or Other wea pon Fatal andfor Other weapon handling waapon:
g affenses? O O saf O O Friend
O Best, kick or punch O ves O O Bickaical parent O [ Acquaintance Fatal weapen:
Oorep Ot O O adoptive parent O [0 chid's boyfriend or girfrisnd O Male
Orush O uK [m] O stepparent O O chssmate O Famak
Ogitz . Doss anyons in child's family have [m] O Foster parent O O coworker O ux
Oshake a histary of weapon offenses or [m] O mothers partner O O institutional staft
O =trangkichoks dig of weapans-related causes? [m] O Fathers partnar ] [ neighbor Other weapon:
O Throw O fas, describe circumstances O ] Grandparsnt ] O Rival gang membsr O Malz
O orown a m] Sikling O a Strangsr O Femalk
OBurm O O Spouse O O  Law enferce ment cfficar O LK
[m] Other, spacify: Qe [m] O cther relative O O other, specity:
Ouk Q um O O uk
q. Use of weapon at time, check all that apphy:
O seff injury O child was a bystander [ Bulying O showing gun to others [ Loading weapon
O commissien of crime O argument [ Hunting O russian roulette [ intarvener assisting crime
O brug dealingitrading O veakcusy [ Target shocting O cang-related activity victim [Good Samaritan)

O Drive-by shooting

O Randem vicknce

O intimats partner viclencs

O Hate crime

[ Playing with weapon
O Weapzn mistaken for toy

O setr-defense

a Cleaning waapan

] Other, spacify:
O ek

HE. FALL OR CRUSH
3. Tvpe: b. Height of fall l=. Child fell frem:
OFal, gotob fast OOpen wwin dawr O Natural alevati O stairssat O Moving objact, specify OAnimal,specify'
O Crush, gote h inches e D Screen O Man-made slevation OFurniture OBridge OOther, specify
ﬁ o] Mo screen O Playground equipment OBed OOverpass
0O wik # O ik if sereen Q Tres ORoaf OBakony Quik
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d. Surface child 2l enta: 2. Barriar in place, check allthat apphy:: q. Forcrush, did child: h. Fer crush, ebject causing crush:
O C 0 Li iyl Orzne [ Stairway O Climbk up on object 0 Appliance OBoulders.irccks
O Grass O Marbletile O screen OGate O Pull object down O Television Ooirtizand
O Gravel O Other, spacify O other window guard [ Other, spacify: O Hide behind object 0 Furniture OPerson, gote HE
O weed flear OFence Ouk O Go behind object O wals O commercial
{0 Carpeted floor Q uik ORailing O Fall out of abject O Playaround quipment
f. Was child pushed, dropped or thrown? Q Othar, spacify: aquipment OFarm aquipment
Oves Que O wk ¥ mnimal O Other, specify:
[Fyes, o to HEg Ok O Trae branch Oux
H7. POISONING, OVERDOSE OR ACUTE INTOXICATION
3. Typeof substance invobeed, check allthat apply and note source of substance: O wk
Source codes: 1 = Bought from dea ker or stranger (Prescription or illicit onby) 4 = Took from friend or relative without asking T = Dther
2 = Bought frem friend or relative S = Own prascripticn [Prascription anby) G =LK
3 = From frignd or relative for free 4§ = Bought frem stere/pharmacy (OTC or other substances cnly)
Prescription drugfscurce Crer-the-counter druglsource licit drugsfscurce Other substancesisource
O_ Antidepressant D_ Pain medication O__ Pain medication [cpicids) O__ Akeohol
[ — Pain medication [opicids) __ col madizine O __ Pain madicaticn (nen-cpicids) O — Carben moncxide,
[__ Pain medication [nen-opicids) D_ Other OTC, specify: [ Methadone gotoe
O __ Mathadens O __ Ceocaine [0 — Other fumefigasva por
O__ other Ry, spacify: [O__ Hercin [0 __ Other, specify:

¥ prescription, was itchiks?  Oves One  Quik O__ otherilizit drug, specify:
k. W herewas the substance stored?  |e. Was the product in its eriginal 2. Was the incident the result of? f. Was Poison Contrel g. For GO peisoning, was a
O Open area container? ) accidental overdoss called? CC alarm prasant?
O open cabinat O rua O O Medical treatment mishap Oves One Ouwk [Oves Oue QOuk
O Closed cabinet, unkcked O Yas OU.’K o Adwerse effect, but not overdoss If vas, who called:
O Closed cabinet, lkocked QO Deliberate poisoning O Chid If yas, how many?
O Other, spacify: d. Did container have a chid O Agcute intexication O Parant
safety cap? O Cither, specity: O Other caregiver
Ok COhtiia, Oz OFirst respand F property?
Crres Ok Ok O Medical parson QOves One Ok
O other, spacify
Oum

H8. MEDICAL CONDITION

3.

How kzng did the child have the
medical condition?

b. Was death expected as 3 resultof
the medical condition ?

2. Was chikd receiving health care for the
medical condition?

the medical condition?

d. Were the prescrited care plans appropriate for

[ Lack of transportation
O ne phone

O cultural difierences
OLa nguage barriers

[ Coukin't get an earlier appointment
O Lack of chid care

O Lack of famitwsccial support

O services not available

Oca regiver unwilling to provide care
O Didn't know whare to qo

O Mother didnt think she was pregnant
O Cther, spacify:

o In utaro O wesks ) Mia, not previcusly diagnosed O Yas O Mo O LK, O MEA,
O Since birth O Menths O Yas [ But at a later date If vas, within 42 hours of the death? OYes
O Hours OYE&I'S O o OYes ONo OUFK OMo,specify
O Days O uk O WK Ouik
2. Was chiklifamily compliant with the prescribed care plans? f. Was the medical 9. Was envirenmental tobacoo
Oria If no, what wasn't O appointments O Therapies, specify: condition associated |xposure 3 contributing factar
Orves compliant? a Medications, specify: a Other, specify: with an cutbreak? in death?
ONG Chack allthat apph. m] Madical squipment use, spacify: OYes‘speciiy: O Yes
Ok O ux Ot O e
O Lk Q Uk
h. Ware there access or compliance ssues related fo the death? Oves Qe OQuk i ves, check all that apply: i. Was death
[ Lack of menay for care [Oceukin't get provider to take as patient O caregiver distrust of health care system Ouik caused by a
[ Limitations of heath insurance coverage DOIMuttiple providers, not coordinated O caregiver unskilled in providing care medical

mizadventure?
Orves

One
Oum

H9. OTHER KNOWHN INJURY CAUSE

Specify cause, describe in detail:
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1. OTHER CIRCUMSTANCES OF INCIDEN ANSWER RELEVANT SECTIONS
I1. SUDDEN AND UNEXPECTED DEATH IN THE YOUNG (SDY)

This section displays cnline based on your state's seftings.

[S=ction 11: OMB No. 0820-1082, Exp. Dale: 473072022
Fublic: re porting burden of this colk of i
rraintaining the dats needed, ard pleting ard the

unless itdizplays & curently valid OMB contiol number. Send corments regarding this burden astimate or sny other sspect of this

[

llection of inf ti

An sgency mey not conduct of sponsor, snd s pe

ted to sversge 10 minutes per response, including the time for reviewing instructions, searching existing dels sources, gathering and

rzon s not required to respond to & collection of information
of i

burden to: COC/ATSDR Reports Clearsnce Officer; 1600 Clifton Read HE, M5 074, Atlanis, Geongia 30333 ATTHN: PRA [0820-1082)

. inzluding for reducing this

a. Was this death: O A homizida?
O A zuicide?
O An overdose? If any of these apply, go to Secticn 12,
O A resuft of an external cause that was the cbvicus and onby reason for the fatalinjurny? THIS IS NOT AM SDY CASE.
O Expacisd within & months dug to terminal ilness?
O Meone of the above, goto M THIS IS AN SDY CASE
O UK getolib
b. Did the child have a history of any of the folowing acute conditions or symptoms within 72 hours pricr to death? <. Atanytime more than 72 hours preceding death did the
O usk for all child have a personal history of any of the folowing
chronic conditions or symptoms? [ wek for all
Symptam Present wiin 72 hours of death Present wfin 72 hours of death| Symptom Present mare than 72 hours of death
Cardiac Yes Mo LMK Other Acute Symptoms Yes _No LK |Cardisc Yes Mo LMK
Chest pain [®)] [ ®] Favar (@] O O Chest pain Q Q 0
Dizziness/lighthe adedness »] o Q Heat exhaustiontheat stroke ) [&] (o] Dizziness/ightieadedness {0 (o] o]
Fainting (»] o Q Muscle achesicramping [®] [o] o Fainting (o] (o] @]
Pz Ipitations (@] [N ®] Slurred speech @] [o N & Palpitations [ ] o O
Neurclogic Womiting O O O Neurologic
Concussion (@] 0O O Other, specify: O Concussion O O (@]
Confusion (w] o] Confusion [®] O 0O
Convulbicns/seizure (@] o Q Convulsionsiseizure O O 0
Headazhe (] o O Hzadacha O O 0
Head injury ] O O Head injury [»] [&] [»]
Fsychiatric sym ptoms (@] o O Respiratory
Paralysis [acute) O (o @] Difficulty breathing (@] QO 0
Respiratory Dther
Asthma (@] o O Slurred speech [ ] QO O
Pneumania O O O Crther, spacify: 0
Difficulty breathing o O O
d. Did the child have any prior sericus injuries  [e.g. near drowning, car accident, brain injury)?
Oves One QOuik If yes, describe:
2. Had the chikd ever been di d by 3 medical prof | for the ? O WK for al
Condition Diagnosed Condition Diagnosed Condition Diagnosed
Blood disease Yes  No ik Neurologic Yes  No Uik Other Yes Mo LK
Sickle cell dizsase O O O Aneowic Brain Injury O O O Connective tiesue disease O O O
Sickle cel trait O O ©C Traumatic brain injunw O © O Diatstes c O O
Thrembephilia [chketting disorder) O O O head injurwconcussicn Endccrine diserder, othar: O O O
Cardiac Brain tumor o o 0O thyraid, adrenal, pituitary
Abnormal glectrocardicgram O Q Q Brain angurysm o] o o Hearing problems or deafness o C 0O
[EKG or ECG) Brain hemorrhags O O O Kidnay disease O O O
Aneury=m or acric dilatation O o 0 Develpmental brain discrder O O O Mental ilness/psyvehiatric dizease O O O
Arrhythmiafarrhythmia syndrome O O O Epilepswsaizure disorder O O O Metabolic disease O O O
Cardicmyopathy O O O Febrile seizure O O O Muscle disorder or muscular O O O
Commetic cordis o Q O Mesialtemporal sclerosis O O O dystrophy
Congenital heart disease O O ©Q Neurctegenerative dissass O O O oncokak disease treated by c 0O 0
Coronary artery abnermality O O O Stroke’mini strokar O O O chematharapy or radiation
Coronary artary disease o O O TlA-Transiant lschemic Attack Pramaturity O O O
[athercsclerosis) Central nervous system infection O O O Congenital disorder! O O o
Endocarditis O O O [meningitis or encephalitis) genetic syndreme
Heart failure Q Q O Bespiratory Other, specify: O
Heart murmur (@] O o Apnea [®] o] O
High cholssterol O O C  ssthma O ¢ 0
Hypertansion O O O Pulmznary embclism O O O
Mvyocarditis [heart infection) o o o Pulmznary hemarrhage O O O
Pulmenary hyvpertensicn O O O Respiratery arrest O O O
Sudden cardiac arrast O o o
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If 3 mere specific diagnesis is known, provide any additicnal information:

If any cardiac conditions above are selected, what cardiac treatments did the child have? Check allthat apphy:

O cardiac ablation

O Cardiac device placement

O Hone
[0 Heart transplant
O Other, specify:

[0 Heart surgery

O Interventicnal cardiac

with the following diseasas, conditions or symptoms?

¥ oON WK Deaths

O O QO sudden unsspactad death bafers age 56

If ves, describe the type of event, which relative, and relative's age at death (for example, brother at age 34 who died

O wikfer al

in an unexplained moter vehicle accident (driver of car)):

Heart Disease

slele
Q0O
lole o
(olelo
oCoO

Cardicmyepathy

Heart conditionfhe art attack or streke before age 50
Aortic aneurysm or aortic rupture

Arrhythmia [fast er irregular heart rhythm)

Congenital heart disease

Neurclogic Disease

(elele
lo]e o

Erpilepsy or convulkions/seizurs

Other neurclegic disease

Y MUK
s]ele)
Q0O

OCcoO
jalole
lalele
olele)
oco
O

[im planted cardioverter defibrillator (ICD) catheterization O wk
or pacemaker or Ventricular Assizt Davice [WVAD))
f. Did the child have any bicod relatives [brothers, sisters, parents, aunts, uncles, cousins, grandparents or other more distant relatives) 9. Has any blood relative [siblings,

parents, aunts, uncles, cousing,

grandparents) had genetic testing?

Oves O 1o O wk

Symptoms Ifyes, describe the testigens testad,

Fabrile seizures reascn for testing, family mem ber

Unaxplained tainting tested, and resu ts:

Other Diagnoses
Conganital deafness
Connective tissue diseasse
Mitcchondrial disease

Was a gena mutatien feund?

Qves O N (O WK

Muscle discrdar or muscular dystrophy
Thrombephilia (cletting dizorder)
Ciher diseases that are genetic or

run in families, spacify:

If yas, describe:

h. In the 72 hours prior to death was the chil taking any prescribed medication(s)?

Ores © e O ik

i. Within 2 weeks prior o death had the child:
Taken extra doses of prescribed medications
Missed doses of prescribed medications
Changed prescrited medications, describa:

=
=

0 0 0|

OC O
OO0CE
0 COf

i

Was the child compliant with their prescribed medications?

Ona Oves O Ne O WK

If not cempliant, deseribe why and how often:

k. Was the chil taking any of the following substance(s) within 24 hours of death?
Check all that apphy:

[ Cwer-the-counter medicing [m] Supplements

[0 Recent'short term prescriptions O Tobacce

O Energydrinks O akahal

[ cafieine O iiegaldrugs

O Performance enhancers O Legalized marijuana
[0 Dist assisting medications O other, spacify:

O umk

If vas to any items above, describe:

|. Did the chid experience any of the folowing stimuli at time of incident or within 24 hours of the incident?

O ke for all at time of incident

If competitive, did the chikl participate in the & months pricr to death?

At incigent Within 24 hrs of incident O Wik for allwithin 24 hours of incident
Stimuli Yes Ho LK Yes Ho K
Physical activity Q o O Q O ] If ves to physical activity, describe type of activity:
Slaep deprivation (@] o O Q @] @] At incident Within 24 hours of incident
Driving ] (@] @] O 9] O
Visual stimuli QO o O o o O
Wideo game stimuli O o O o O O
Emcticnal stimuli O O O O O O
Auditery stimulisstarte 3 O Q QO O O
Physicaltrauma O O O O O O Cther spacify:
Cithar, specify: O O At incident Within 24 hours of incident
m. Was the child an athiete? Ors Oves D O WK
It ves, type of sport Ocompetitive  { Recreational ) ik

Oves Qe O ux

Ochest Fain
Ocenfusion

D Convukicnsiseizure

[ Dizzinessilighthe adedness

a Fainting

[ Headache
O palpitations

n. Did tha child evar have any of the follewing uncharacteristic symptoms during er
within 24 hours after physical activity? Chack allthat apphe

O Shortness of breathdifficutty breathing

a Crther, spacify.
O wk

If ves to any item, describe type of physical activity and extent of symptoms:

o. Ferchild age 12 or cler, did the child receive a pre-participation exam for a sper?
O Ove: Qe Quk
If ves:
Oves One Ouk
Ovres One

Was it done within a year pricr to death?
Qi

Did the exam lead to rastrictions for sports or othenwise?

If vas, specify restrictions:
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Questions p through v: Answer if "EpilepsyfSeizure Disorder” is

d for a

d Yes in q

tion & above [Diag

dical condition)

P How ol was tha child whan di
disorder?

O wk

ag nosed with epilepsywsaizure

Age & [infant) through 26 years:

Check allthat apph:

1 Brain tumar
[ Caretrovascular

O central nervous system
infaction

[ Degenerative process

[ Inbarn error of metabalism

[ Developmental brain discrder

. W hatware the underlying cause(s) of the chikl's seizures?

O Brain injurgtrauma, specify. [ Gensticfichremosemal

m]
m]
m]

Masial temporal sclerosis
dicpathic or cryptogenic
Dther acute ilingss or injury

othar than epilepsy
Orther, specify:

O uxk

r.

What type(s) of seizures did the child have? Check all
that apphy

[0 Men-convukive

[ convulsive (grand mal seizure or
generalized tonic-clenic seizure)

O occurwhen exposure to strobe lights,

videx game, or flickering light [reflex seizure)

O wk

t. How many seizures did the child hava in

the vear preceding death?

C omaver (8 )] O more than 2
o [k} Qi

u. Did treatment for seizures include
anti-epileptic drugs?

Oves One Oui

If ves, how many different types of anti-

. Describe the child's epikpswseizures [notincluding the

seizure attime of death). Check allthat apphy:

O Lastless than 30 minutes

O Last mere than 3¢ minutes [status epilepticus)
[0 Occurin the presence of fever [febrile seizure)
[ ©cowr in the absence of faver

O oeccur whan ax pozed to strobe lights, video
game, of flickering lig ht [reflex seizure)

epileptic drugs did the child take?
O1 04 O Mosthans
Oz Os O uwx
O 0=

v. Was night surveillance used?

Qvez One O Uik

12. ANSWER THIS ONLY IF CHILD IS UNDER AGE FIVE:
WAS DEATH RELATED TO SLEEPING OR THE SLEEP ENVIRONMENT ?

O ves,getoiza (INo getizs (UK, goto 122

a. Incident sleep place:

Ocrit O sdult bed O carseat If adult bed, what type? If futon,
Ifrib, type: O waterbed O Rock ' Play O Twin O Bad position
QO Mot portable O Futen © stroier O Ful QO Couch position
O Portable, e.g. Pack ' Play O Paypenicther play O =zwing O queen O uk
O Unknown crib type structure, not a portable crit O Bouncy chair O King If car seat, was car seat

O Bassinst 0 Couch O Other, spacify: O Crther, spacify: secured in seat of car?

O Bzd side skeper O Chair Ok Oves One Oux

O Baby box O Fioor O ux

b. Chid putto sleep: =, Chil found : 2. Usual sleep pesition: f. Was thers any type of crib, Pack 'n Play, bassinat,
O on back O on back ) On back bed side skeaper or baby box in heme for chikd?
O Cin stomach O On stomach O On stomach O Yes O Mo O LK
O onside O onside 3 Onside
Q um O uk Q uk
d. Usualslesp place:

Ocrit O Baby box O Fioor It adult bed, what type?
It crib, type: O adult bed O carseat O Twin C king
O ot portable Qwaterbed O Rock ' Play QO Ful O other, specity:
O Portabie, 2. Pack ' Play OFuten Q straller O aueen O ux
O Unknzwn crib type O Playpenfothar play O Swing

O Basszinst structure, not a porable orik O Bounoy chair If futzn, O Bed position

OBEd side sleeper O Ceouch O Other, specify: O Couch positicn

QO chair Qu Q u
fa. Chik in a naw or different envirenmant than usual? h. Chil last placed to sleep with a pacifier? i. Chikd wrapped orswaddled in blanket?
Oves One Oux Oves One Qux Oves One Oux
If ves, describe why: If ves, describe:
. Chikl overheatad? Oves One Dux k. Child exposed to second hand smoke?
It yes, cutsidetemp __ degress F Check a0 that apphy: D] Room toc hot, temp ___ degress F Oves One Qux
O Toe much bedding If yas, how cften: C)Frequentrg«I O LK
m] Too much clething O Cocasicnally

I Chikd's face when found:

m. Chikds neck when found:

n. Chikd's airway when found [includes

If fully or partia ly cbstructed, what was chstructed?

O Down O Hyparaxtendsd (head back) nese, mouth, neck andior chest) O Hese O chest compressed

O Up O Hypeoextended (chin to chest) O Unebstructed by person or object O mzuth Ouk

OTo left ar right side O Meutral o Fully cbstructed by person or object O heck compressed

OU."K OTurned O Partialty cbstructed by person or chject If fully or partia ly cbatructed, describe cbstruction in detail:
Quik Quik
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= Cbjects in chid's skeep envirenment and relaticn to airway cbstruction:

If present, describe position of ehject: If present, did chject
Objects: Present? Ontop  Lnder Mewt Tangled obstruct ainuay?
Yes Mo i of child child tochild  around child LK Yes Mo UK
mdutt[s) c © 0 ] [m] m] m] m] o} O O — it adutis) obstructed airway, describe
Cther chikliren) [ TN & T & O [m] [m] a [m] o O o} relationship of aduft to child (for
Animal[s) O O O m] [m] m] m] m] O 0 O axample, bickgical mother):
Mattress o o Q m] [m] [m] a a ] (@] )
Comfertar, quilt, or cther O O O O [m} m] a a O O O
Fitted shest o O 0 O O 0 0 0 o 0 o
Thin blankat/flat sheet O O o] || M| O O O @] ] C
Fillow(s} o O O O O O O O o O )
Cushicn ®] 8] Q m} m} m] m] m] o o o}
Boppy or U shaped pillow O O O [m] [m] [m] [m] a o Q o
Sleep positionar (wedge) D O Qo [m] [m] a a a @] o] C
Bum per pads O o Q [m] [m] m] [m] (] o Q &]
Clathing c o O m} m} m] m] [m] &) O C
Crib railingéside o o 0O m} O a a a o O o
wal o O 0O m| m} m] m] [m] o (8 o
Tayis) o o O O O O O m} o O (o]
COther(z], specify:
I & O O [m] ] O 9] 8] o
I & ] m] m] [m] m] ) (@] )
p. Was there 3 reliable, nen-cenflicting witness account of how the child was found ? Oves One QOuk
q. Caregiversupenisor fell asleep while feeding chikd? r. Child skesping in the same room as caregiversupervisor at time of death?
Oves Qne Qux Oves One Qux
If yes, type of feeding: ) Beitle {) Breast O wk
5. Child sleeping on same If yes, reasons stated for skeeping on If vas, check allthat apply:
surface with person(s) ar same surface, chack allthat apphe: O with adult(s): #___ O #ux
animal(z)? [ To feed Adult obese: Oves One Qui
Ove: One Oux O Tosaothe O with atherchidren: # 1 # K  Chikren's ages:
O usualskeep pattern O with animaliz); # O # UK Typels) of animal _ o
O Mo infant bed available
[0 Hometliving space cvercrowd ed
O Other, specify:
O wik
t. |s thare a scene re-craaticn phete available for upload? OYes o Nz It ves, upkead hare. Cnly one phote allowed

Select pheto that demeonstrates position and keeation of child's bedy and airway [nose, mouth, neck, and chest). Size must be less than € mb and in jpg er gif format.

13. WAS DEATH A CONSEQUENCE OF A PROELEMWITH A CONSUMER PRODUCT? Oves Otio, gotold UK, a0 to 14

3. Describe product and circumstances

b Was preduct used properiy? c. = 3 recallin place? d. Did product have safety label? 2. Was Censumer Product Safety Commission (CPSC) netified?
Oves ONe QUK Oves Ol OUK [Oves One QUK O vas
(O Mo, o towww saferprducts. gov to report
QK
4. DID DEATH OCCUR DURING COMMISSION OF ANOTHER CRIME? Oives Ohie,getels QUK aote s
3. Type of crime, check allthat apph:
[ Raobberwburglary O other aszault O arson O lllegal berder crossing O ux
O Interpersenal vickence O Gang contlict O Prostitution O Auto thaft
O sexualassaut O Drug trade O witness intimidation [ Other, specify

Page 19 of 24



15.

CHILD ABUSE, NEGLECT, POOR SUPERVISION AND EXPOSURE TO HAZARDS

3. Did child abuse, neqlect, poor or absent
supervision or exposure to hazards cause
or contribute to the child’s death?

{ Yesiprobable
O Mo, goto next section
Q L/, go o next section

If vesfprobable, choose primary reason:

o]
C
o
o]

Chik abuse, go to 150

Chikl neglect, go to 157
Poorfabsent supemvision, go to IEh
Exposurs to hazards, go toI5g

. Typeof child abuse, check all that apphy
[ Atusive head trauma, go to 15¢
[ chronic Battersd Chikd Syndrome, go toI5e
[ Beatingtkicking, g toI5e
a Scaking or burning, goto 158
O munchausen Syndrome by Prowy, go o I52
O sexual assault, go to 15h
O other, specify and go toI15h
O K, gotolse

. For abusive head trauma, were 2.
thera retinal hamorrhagas?

Ovezs One O uk
d. Fer abusive head trauma, was

the child shaken?

Cves ONe O WK

If yes, was there impact?

Oves QMo QWK

Events(s) triggaring child abuse,
check allthat apphy:

Otione

D Cryving

O siket training
Opisotediance

[ Feading problems
O oomestic argument
O other, spacitye
Ouix

f. Chik neglect, check allthat apphy:
O Failre te provide necessities
O Focd
O shetter
[ Other, spacify
O Failrs to provide supervision
L[] Emctional neglect, specify
O Abandonment, specify:
O Failure to seekifcllow treatment,
spacify:
If vas, was this dus to religicus or
cultural practices?

Oves One Ok

[ Exposure to hazards:
Dc not include childs own behavior.
O Hazard[s] in sleep envircnment
[including sleep position and surface
sharing)
{7 Fire hazard
O Unsecured medication/poison
O Firearm hazard
O Watar hazard
O Motor vehiclke hazard
O Other hazard, spacify:

Exposure to hazards:

a

Do not include childs own behavior.

O Hazard(s) in sleep envirenment
fincluding sleep position and surface
sharing)

O Firg hazard

{0 Unsacured madication/poison

o Firgarm hazard

O water hazard

O Moter vehicle hazard

O Maternal substance use during
pregnancy

O Other hazard, specify:

h Was poverty a factor?

Oves Ono Quik

If ves, explainin
Marrative

16. SUICIDE

O Mone listed bekw
Oinvelved in spers
O Inveived in activities [not sports)

Ifyes, specify platiorm(s):
DO History of running away
] Histery of haad injury
Opeath ofa paar, friend or famiky member

When did death cccur _

3. Chikd's histery. Check all that have gver applied:

O viewsd, posted or interacted on sccial media

O History of fearfulness, withdrawal or anxisty

O History of sxplosive angsr, yeling or disobsying
If vas, whan was the last head injury? ___
If ves, specify relatienship te child: ___

Was death asuicide? O ves O ne OUK

following ? Gheck all that apphy.
[ Mene listed bekow

O Anxiety spectrum diserder

O Depressive spactum disorder
[ Bipolar spactrum discrdar

[ Eating discrder

b. Was the chil ever diagnosed with any of the

[ Disruptive, impulse control or conduct disorder

=

Did the child gver cemmunicate any svicidal
thoughts, actions or intent?
Oves One Ouk

If ves, with whom?

E

premeditated?

Was there evidence the death was plannsd ar

Crves One Quik

\ated or

m]
O Other, specify:
Ok

. Did the death cocur under circumstances where

itwoul likely be chserved and intervenad by cthers?

Oves One Ouk

=]

Otiene listed below

Ok

DOlaported attempt #__

. Check allzuicidal behavicrsfattampts that ever applisd:
[m] Interrupted attampt #__
DPreparator\,' behavier #__ O ten-tatal atiem pt #_

. Did the child var have a history of nen-suicidal
self-harm, such as cutting or burning cnesef?
Oves One Oux

Ifves, [ Reported to others

[ Cther, spacify:

O Hoted on autopsy

[ Heons listed below

O Displaved severaovenvheiming

emotional pain or distrass

O Talked about or made plans for suicide
O Expressed nopelessnass about the future

h. Warning signs [https:fveuthsuicidewarningsigns.corg) wifin 30 days of death. Check allthat apphy:

[ Expressed perceived burden on others
[0 Showed worrisome behavioral cues

or marked changes in behavior

O uix

i. Chidexperienced a

If ves, explin: imitaticn

known crisis within ]
30 days ofthe death? O 4cluster
Qves One Qwe (O

i. Suicide was partof. Check allthat apphy.
None listed balow

[ 4 zuicide pact
O » murdersuicide

Acontagion, copy-cat or

17. LIFE STRESSORS

Please indicate all stressors that wers present for this child arcund the tinwe of d=ath.

3. Life stressors - Socialeconomic

OMone listed bekow

Oracism Owitnessed
Ooiscriminati ik
Dpoverty O Pragnanzy

Oneigh borhood discord O Pregnancy
Clict problems scare
CMeney preblems

OFecd insscurity

[dHzusing instability

b Life stressors - Relationships (age 5 and over)
[ Hene listed below
[m] Family discord

Oarg
O Parents' divorcalzeparation

twith p t: gi

[ Parents’ incarceration

] Argument with significant cther
O Breakup with significant cther
[ Social discord

Oisclation

[ Argument with friends
DBth,'ing as avictim
a Bulking as a perpsetrator

[ stress due to sexual
arientation

O stress due to
gender identity

a Cyberbullying as a victim
O Cybertullving as a perpatrator
O Peer vickence as a victim

OPzer vickence as a perpetrator

o Life stressars - School
(age 5 and over)

O Mone listed below

O school failure

O Prassure to succeed

O Extracurricular activities

O hew scheol

O Othar schael preblems
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d. Life stressors - Technolegy [age 5+) |8, Like stressors - Transitions (age 5 and over) {. Lifz stressors - Trauma [age 5 and over)

Stressd negative consequences dusto: | Mene listed below O Release from juvenike justize fazility |J Mene listed below

[CNone listed bakw 1 Release from hospital ] End of school vearischool break [ Rapafsexual assaut

Dekectranic gaming O Transiticn frem any levelof mental D Transiticn tofrom chik wetare O previous abuse [emoticnalphysical)

DTexting heath care to another [2.9. inpatient systam O Famikidomastic vickence
Orestriction of tech nolegy o cutpatient, inpatient to residential, ] Release from immigrant detention lg. Life stressors - Describe any cther life stressors:
DOzccial media cutpatient to inpatient, etc.) center [age 5 and cver)

J. PERSON RESPONSIBLE (OTHER THAN DECEDENT)

1. Did a persen or persens other than the child 2. W hatact(z)? Enter information for the first person under 'One’ and ifthereiz a 3. Did the team have information
do thing or fail to do thing that second person, use column 'Twe." Describe acts in narrative. about the personjz)?

caused or contributed to the death? Dne Twic LDne  Two DOne Two

O vesiprobatle Q O Chid abuse O O Exposurs to hazards Qo O vas

Ohe, go to Section K Q O chid neglect o O hssauk, notchid abuse O O e, goto Section K

QLK go to Section K Q ' Poorabsent o Q  Other, specify:

sURaTvision [®)] O uk
4. Is parson listed in 3 previous section? 5. Primary ) resp for action(s):  Selectone for ach person responsible.
One  Two Ong  Two COng  Two One  Two
O O es, bickgical mether, go o 1T 0 O Adoptive parent O o Grandparent o 0 Medical provider
O O ves, bickgicalfather, goto J1T [a) ) stepparent O O sibling O {2 nstitutional staff
0 0 ‘Yes, caregiver ong, gote 17 O O Fostar parent O O Orther relative O O Batwysittar
O O “Yas, caragiver two, go to 17 0 O Mothar's partnar O O Friznd O O Licensad child cars
] O Yes, suparvisor, go to 18 C {D Fathers partner (o] O Acquaintanze warker
O 0 Mo O O Child's boyfriend or girffriend O O Oithar, spacify:
O O Stranger O O LIk
&, Parson's age in wears: 7. Person’s sax: %, Perscn speaks and understands English? S Person on active militany duty?
Cng Two COng Two Lng  Two Ong  Twe
G O mae O O O O ves
_— — #Y¥ears O O Female O O Mo O O Mo
[m] 0O uk ] O uK (9] O UK C O Uik
If nz, language spoken: If ves, specify branch:
1%, Person(s) have histore of 11. Person(s) have history of child 12, Person(s) have history of child matreatment |13, Personfs) have disability or chronic illness?
substance abuse? maltreatment as wictim? as a parpetrator? One Two
One  Two One  Two Ong  Two O O
C Ovs O Ovs O O O Omw
O O Mo O O Ne (@] QO Mo O O uik
[ ) O uk o] O Uik Q O UK If yes, check allthat apply:

If vas, check allthatapphy: If vas, check all that apphy: Ifves, check allthat apphye: O ] Physicalerthopedic, specify:
a O akohal a [m] Physizal m] m] Physical O O Mental heathisubstanze abuse,
O O cocaine a O Maglect a O negleat spacity:

O O marijuana O O sexual [m] O saxual O O Ccognitiveiintelectual, spacity:
O [0 Mathamphatamine O [ Emationak ] [0 Ematicnakpsychokegical O O =sensory, specify:
[m] O Opicids psychokgical O 0O ux O O uk
O O Prescription drugs a O uik ____ #CPSrafermak If mental heath/substance abuse, was persen
[m] O over-the-counter _ ____ #CPSreferrak - # Substantiations raoaiving mental heath services?
a O other, spacify: _ __ #Substantistions a [ cPs prevention services @] O s
] O wk O [ Everin foster care ] O Family preservation services (@] QO nNo
or adopted [m] O chikren ever remaved [#] o LK
14. Person(s) have prior Ifves, check allthat apphy: 15. Person(s) have history of 18. Person(s) have delinquent'criminal histone?
child deaths? Cne Two intimate partner viclence? One Twio

Cne  Teo O O chidabuse #__ Cne  Two O O ves

QO O oves O [ chidnegest #_____ O O ves, asvictim O On

O O Me a O accident #__ [m] m] Yes, az perpetrator O O LK

O O ux O 0O suicide#_ a O ne If yes, check al that apphy:

O DOsos#___ O 0O ux (m] O pesauts
O O Undstermined cause# __ O O Robberny
] L[] other#_ O O brugs
Cither, specify: O O Oither, spacify:
O Ouwx O O ux

Page 21 of 24




17. Atthetime of the incident, was the persen askeep? Cng  Two
Dne  Tweo I ves, select the most appropriate Q Q Might time skeep
O O Yas description of the person’s skeeping O O Day time nap, describe:
0 o M pericd at incident: o O Day time sleep [for example, person is night shift worker), describe:
O O ux O O Cther describe:
18. Attime of incident was perscn impaired? 18. Parscn(s) have, check all 2% Legalcutcomas in this death, chack all that apphe:
Cne Two that apph: One  Two
Oves Qe QWK Oves ONe Ok One  Two ] [ Mo charges filed
If yes, check allthat apphy: a O Pricr history of a O charges pending
Cne Two Cng Two similar acts O [ charges filed, specify:
m] O orug impaired, spacify: O O impaired by ilness, m] O Pricr arrasts O O charges dismissed
[m] O Akchal impaired spacify: [m] O Pricr convictions [m] O confession
m] [ Distracted O [ impaired by disability, a O Plead, specify:
a O Absent specify: a O Mot quitty verdict
[0 [ other, specify: O [ Guitty verdict, specify:
[m} [ Tert charges, spacify:
[m] Ok
K. SERVICES TO FAMILY AND COMMUNITY AS A RESULT OF THE DEATH
1. Were new of revised services recommended or implemanted a5 3 rasult of the death? Ovres Ore DUk
If ves, select one option per row: Referred for semnvice Raview ked to Referral needad,
befors review referral not available Hia Uik
Bereavement counseling (@] [#] (@] o] O
Detriefing for professionak O O (@] C [w]
Ezcnomic support Q O O C @]
Fungral arrangs ments Q Q O C Q
Emergency shelter O O 0 O O
Mental health services 0] O O ) O
Fostar care O O O O o
Health services [&] o] Q o] Q
Legal sarvices O o O O O
Genetic counseling O O O O O
Heme visiting O O O O O
Substance abuse 8] O O C o]
Other, spacify: O O O O O

L FINDINGS IDENTIFIED DURING THE REVIEW @ Markthis case to editizod findings at a |ater date

1. Describe any significant challenges faced by the child, the family, the systems with which they inleracted, or the respense to the incident. These could be related to

demographics, overt or inadvertent actions, the way sy d, or other eny tal characteristics. [See Data Dicticnary for xamples.)

2 Describe any notable positive elements in this case. They could be demographic, behavicral, or envirenmental characteristics that may have promoted resilisncy in the

child or fa mily, the systems with which they interreacted or the response to the incident. [See Data Dictionary for examples).

3. List any andier i that could be implemented o prevent deaths frem similar causes er circumstances in the future:

4. W are new or revised agency services, policies or practices recommendad or implementad a5 a result of the review?

Oves Ohe QUK

If ves, select allthat apply and describe:

O chik watiars Describe: O Educaticn Describe:
O Law enforcement Dascribe: O Mental heatth Describe:
O Public neatth Describe: O ewms Describe:
O Corenermedical examiner Describe: O Sutstance abuse Describe:
O courts Dascribe: [0 other, specify: Describe:
[ Health care systems Dascribe:

5. Gouk the death have been preventad? O ves, probaty O, probably not O Team could not determing
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M

THE REVIEW MEETING PROCESS

1. Date of first review masating 2. Mumbear of review maetings for this casa: 3. s review complsta? O MEA, O Yes o Mo
4. Agencies and individuaks at review masting, chack all that apply:

[ medical axaminercoroner/pathokegist Ocpes OFire [ indian Heatth Services/ a Military

O Death investigater O other social services Oems Trikal Health O bomestic vicknce

Check allthat apphy:

CDC's SUIDI Reparting Form

Jurizdictional equivalent of the CDC SUIDI Reporting Form
Birth certificate - full form

Dezath certificate

Chiki's medical racords or clinical histery, including vascinations
Bickxgical mother's chstetric and prenatal information
Mawbern scraening results

Law enforcement records

Social service records

Chil protection agency records

EMS run sheset

Haospital records

Autopswrathology reports

Hema visiting

Mental heakh records

Schoolrecords

Oo0OOOOO0O0OOOOoOOOoOoon

Substance abuse treatment records

O Law enfercement O Physician [ Faith based croanization O Home visiting O others, list:
O Prosecutordistrict atternay O Murse [ Educaticn OHeathy Start
[ Public heatth O Hespital O Mental heatih Ocourt
O HMO/managed care O Other heatth cars [ sutstance abuse Ochild advecate
I5. wers the g data at the review mesting? 5. Did any of the following tactors reduce mesting sffectivensss, check all that apphe:

O nene
O cenfidentiality ksues among membars pravented full exchangs of infermaticn
OHipas requlations prevented access to or exchange of information

Dlinadequate

O Team memters did not bring adequate informaticn o the meeting

[ having encugh infermation for review
Onecessary team members were absent

a Meeting was hel too soon after death

a Mseeting was hel too keng after death

O Records or information were nesded from ancther lecality in-state
Oracords or information ware nesded fram ancthar state

O Team disag
[ Cther factors, specify:

ton i

7. Raview meeting cutcomas, check all that apply:

O Review led to additional investigaticn

N. SUID AND SDY CASE REGISTRY

Section H: QOME No. 0820-1082, Exp. Data: 4/30/2022

o inf .
amd

Public reporting burden of this s

raintaining the data needed, amd comp

the of i

[ Team disagresd with official manner of death. What did team balisve manner shouk ba?
[ Team disagresd with official cause of death. What did team believe cause shouk be?

[ Because of the review, the official cause or mannar of death was changsd

unless itdisplays & curently valid OME control number. Send comments regerding this burden etimele or sny ather sspect of this
burden o COCAATEDR Reports Clesrence Officer; 1600 Clifton Fead ME, MIE [-74, Atlenis, Georgis 20223 ATTHN: FRA [(0020-1002)

O Review led to the dalivery of services
[ Review led to changas in agency policies or practices

O Review ed to p tion initiati

being impk i

O Local O state O hatiznal

ted to sversge 10 minutes per response, including the time for reviewing instructions, searching existing dals sources, gathering and
ik An sgency may not comduct or sponsar, and a person i not required to respend to & collection of information

of i ti

. ingluding for redusing this

O vas One

1. Is this an S0 or SUID case?

If no, go to Section O

2. Did this case go to Advanced Review for the S0Y Case Registny?
Owa QOves Qre

If ves, date of first Advanced Review mesting:

3. Motes from Advanced Review meeting (include case detaik that helped determine S0Y categorization
and anyways to improve the review) or reascn why case did not go to Advanced Raview:

4. Professicna
O cardickegist

Ocor represe ntative

atthe d Raview m

ting, check allthat a pply:
O peath investigator
O Epile ptokegist

O corener O Forensi pat

O Gensticist or genetic counselor O rediatrician

O mental haatth professional O rublic heatth representative

O Mecnatologist DOthers, spacify:

|5 Did the Advanced Review team belisve the autopsy was i3

Oves One  QOuik

com prehensive?

It autopsy performed, did the MEfcoronar! patholegist use the SDY Autopsy Guidance er Summany?

Ona Oves One

Ouk
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T. Was 3 specimen saved for the S0DY Case Registry? 5. Did the family consent to have DMA saved as part of the S0Y Caze Registry?
ONis Oves Que QUK Qs DOves Qe QWK

If ne, wiy net? (O Gonsent was not attempted

|&. Was a specimen sent to the SDY Case Regisiry bicrepositony? O Consent was attempied but follow up was unsuccessful
Onia Oves One QOuk O Consent was attempted but family declingd
O Cthar, spacify

1&. Categorization for SOY Case Registry [chotse only ona):

) Excluded frem SDY Case Registry ) Explained neurckegical, specify: {J Explinad cther, spacify: (D Unexplainad, SUDEP
O Incemplete case information (O Explained infant suffocation [#] Unexplained, possible cardiac o] Unexplained death
O Explained cardiac, specify: [under age 1) Q) Unexplained, possible cardiac

and SUDEP

11. Categerizaticn for SUID Case Registry (choose only ana):

O Excluded [octher explained causes, net suffocation) If possibh ion or explained icn, select the primary
O Unexphlinad: Mo autopsy or death scene investig ation mechanism(s) keading to the death, check all that apply:

O Unexphlinad: Incom plete case information O st bedding

(O Unexplained: Mo unsafe skeep factors O wedging

o Unexplined: Unsafe sleep factors [ cverlay

o Unexplinad: Possible suffocation with unsafe sleep factors O Crther, spacify:

O Explaingd: Suffocation with unsafe sleep factors
0. NARRATIVE
01. NARRATIVE
Use this space to provide more detail onthe circumstances of the death and to describe any other relevant information.
DO NOT INCLUDE IDENTIFIERS IN THE NARRATIVE such as names, dates, atdresses, and specific service providers. Considerthe
following guestions: YWhat was the child doing? Where did it happen? How did ithappen? What wentwrong? What was the guality of supervision?
What was the injury cause of death? The Marrative is included in de-identified downloads, and per MPHINCFRP's data use agreement with your state,
HIPAA identifying information should nat be recarded in this field.

P. FORM COMPLETED BY:

Person: Email:
Title: Date completed:
Agency: Data entry completed for this case? I:I
Phone: For State Program Use Only:
Data quality assurance completed by stata? l:l
NATIONAL

Center for Fatality Review & Prevention
The development of this report tool was supported, in part, by Grant No. UGTMCZ28482 from the Maternal and Child Health
Bureau (Title ¥, Social Security Act), Health Resources and Services Administration, Department of Health and
Human Services and with additional funding from the US Centers for Disease Control and Prevention, Division of Reproductive Health
Data Entry: https:/fdata.ncfrp.org
v nefrp.org infogncfrp.ory 1-800-656-2434 Facebook and Twitter: NationalCFRP
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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 five counties that account for more than
half (28 of 48 or 58.3%) of the verified child maltreatment deaths (across all primary causes of
death) in Florida. These include Duval (n=6), Orange (n=4), Polk (n=3), Broward (n=3), Suwanee
(n=3), Okaloosa (n=3), Escambia (n=3) and Marion (n=3).

When primary cause of death among verified maltreatment cases are examined, all drowning
deaths (thus far reviewed) took place in 6 counties (n=7) with 2 of 7 (28.6%) taken place in
Broward. Among verified maltreatment deaths involving sleep-related incidents, all took place in
three counties; namely, Duval (n=1), Manatee (n=1) and Palm Beach (n=2). The 15 verified
maltreatment deaths by inflicted trauma are found across 13 different counties in Florida with the
greatest number occurring in Orange county (n=2) and Polk (n=2).

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 9 counties with more
than ten investigated deaths that collectively account for 141 of 250 (56.4%) of all fatalities. These
include: Duval (n=32), Orange (n=19), Polk (n=18), Pinellas (h=14), Pasco (n=13), Hillsborough
(n=12), Palm Beach (n=11), Escambia (n=11) and Broward (n=11).



Table F-1: Distribution of Maltreatment Finding Status Across Florida Counties by Primary Cause of Death
Verified for Maltreatment

Not Substantiated as Maltreatment

No Indicators of Maltreatment

n=48 n=56 n=146
County Inflicted S Inflicted G Inflicted S fo
Drowning Sleep-related rS— Undetermined Drowning Sleep-related Ere— Undetermined Drowning Sleep-related e S— Undetermined
Unknown Unknown Unknown
Alachua 1 1
Baker 1 1 2
Bay 1 2 3
Bradford
Brevard 1 1 3 1 6
Broward 2 1 5 3 11
Calhoun 1 1
Charlotte 1 1 2 4
Citrus 1 1 2
Clay 2 2
Collier 1 1 2 4
Columbia 1 1 2
DeSoto
Dixie
Duval 1 1 4 4 3 2 1 9 7 32
Escambia 1 1 1 7 1 11
Flagler
Franklin
Gadsden
Gilchrist
Glades
Gulf
Hamilton
Hardee
Hendry 1 1
Hernando 1 3 4
Highlands 2 2
Hillsborough 1 3 1 3 4 12
Holmes
Indian River 1 1
Jackson
Jefferson
Lafayette
Lake 2 1 1 1 5
Lee 1 1 1 4 7
Leon 3 1 4
Levy
Liberty
Madison
Manatee 1 1 1 1 4
Marion 1 2 3 2 8
Martin
Miami-Dade 1 2 3 1 1 8
Monroe
Nassau 2 2
Okaloosa 1 1 1 1 4
Okeechobee
Orange 2 2 2 1 1 7 4 19
Osceola 1 1 1 3
Palm Beach 1 5 2 1 2 11
Pasco 1 1 1 1 1 6 2 13
Pinellas 1 1 1 2 5 4 14
Polk 2 1 3 3 1 5 1 2 18
Putnam 1 1 1 2 5
St Johns 1 1 3 1 6
St Lucie 1 1
Santa Rosa 1 1 2
Sarasota 1 1 2
Seminole
Sumter
Suwanee 3 3
Taylor 1 1
Union
Volusia 1 1 1 1 2 1 7
Wakulla 1 1
Walton
Washington 1 1
Total 7 3 15 23 16 24 1 15 19 71 4 52 250




Table F-2: Distribution of All Child Death Cases Reviewed Across Florida Counties by Primary Cause of Death

County

Primary Cause of Death

Drowning (N=42)

Sleep-related (N=98)

Inflicted Trauma
(N=20)

Other/Undetermined/
Unknown (N=90)

Total (N=250)
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98

20

90
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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 21 of 42
(50.0%) or in the water 10 of 42 (23.8%) of deaths investigated prior to drowning. The majority 23
of 42 (54.8%) of all children (across all verification status categories) were playing before
drowning; there were 7 of 42 (16.7%) children that were swimming prior to 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=42
Before Drowning Not
Verified Substantiated | No Indicators
(n=7) (n=16) (n=19)
In Water 2 2 6
On Shore 0 0 0
On Dock 0 0 0
Pool Side 0 4 3
InYard 1 0 2
In Bathroom 3 0 0
In House 1 12 8
Other 0 0 2
Unknown/Missing 0 0 0
Aggregate totals across locations may exceed total number of cases as
multiple locations were reported for select cases.
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Table F-4: Activity of Child Before Drowning by Child Maltreatment

Verification Status

Child Drowning Deaths
by Maltreatment Verification Status
Activity Before (n=42)
Drowning
Not
Verified Substantiated | No Indicators
(n=7) (n=16) (n=19)

Playing 2 11 10
Boating 0 0 0
Swimming 1 1 5
Bathing 3 0 1
Fishing 0 0 0
Surfing 0 0 0
Tubing 0 0 0
Water Skiing 0 0 0
Sleeping 0 1 1
Other 1 2 2
Unknown/Missing 0 1 0

Figure F-1: Activity of Child Before Drowning
by Maltreatment Verification Status (N=42)

Playing Swimming Bathing Sleeping

Other Unknown

m Child Drowning Deaths by Maltreatment Verification Status (n=42) Verified (n=7)

m Child Drowning Deaths by Maltreatment Verification Status (n=42) Not Substantiated (n=16)

= Child Drowning Deaths by Maltreatment Verification Status (n=42) No Indicators (n=19)



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=98) 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(s) blocking the child’s airway contributing to death.
Also, the data applies to sleep-related deaths pertaining to children under the age of five. There
was a total of 95 objects blocking the airways of the 98 children that died from sleep-related
causes. Among these objects, 69 of 95 (72.6%) objects were associated with bedding-related
objects (i.e., pillows, mattresses, comforters/quilts, sheets/thin blankets, bumper pads, etc.). A
total of 20 of 57 (35.1%) adults reportedly blocked the airways of children that died; however, 57
adults were sleeping/present with the child at the time of the death incident.



Table F-5: Objects in Sleep Environment Among Sleep-

Related Deaths (N=98)

Objects Present Objects
in Sleeping Obstructing
Environment | Child's Airway
Adult(s) 57 20
Other Children 16 4
Animal(s) 0 0
Mattress 64 15
Comforter 30 7
Sheet 44 12
Blanket 39 14
Pillow(s) 50 18
Cushion 6 2
Boppy or U-Shaped Pillow 5 1
Sleep Positioner 1 0
Bumper Pads 0 0
Clothing 3 0
Crib Railing/Side 0 0
Wall 4 0
Toy(s) 4 0
Other 10 2
The above 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.




Inflicted Trauma-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 (6 of 8 or 75.0%) of firearms used in the
fatality were owned by males. When all weapons used in verified maltreatment deaths are
considered, 14 of 20 (70.0%) 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=8)
Firearm Owner Not
Verified Substantiated | No Indicators
(n=4) (n=1) (n=3)
Male 3 1 2
Female 1 0 1
Unknown/Missing 0 0 0

Table F-7: Sex of Person Handling Weapon by Maltreatment

Verification Status

Child Weapon Deaths
by Maltreatment Verification Status

Sex of Person (n=20)
Handling Weapon Not
Verified Substantiated | No Indicators
(n=15) (n=1) (n=4)
Male 11 1 2
Female 2 0 2
Unknown/Missing 2 0 0




Figure F-2: Sex of Person Handling Weapon
by Maltreatment Verification Status (N=20)

Female

Male

0 2 4 6 8 10 12

m Verified (n=15)  ® Not Substantiated (n=1) ® No Indicators (n=4)

As highlighted in Table F-8 and Figure F-3 and F-4 the biological parent was most likely 9 of 21
(42.9%) to be the person handling the weapon at the time of death, followed by the mother’s
partner (n=6) and the child’s friend (n=2). In 1 of the 1 (100.0%) no indicators of maltreatment
deaths, the child who died was handling the fatal weapon at the time of death incident.

Table F-8: Person Handling Fatal Weapon at Time of Death Incident

Child Weapon Deaths
. by Maltreatment Verification Status
Person Handling =30
Fatal Weapon {iis2
Not
Verified Substantiated | No Indicators
(n=15) (n=1) (n=4)

Self/Child 0 0 3
Biological Parent 13 0 1
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 0 1 0
Other Non-relative 0 0 0
Unknown/Missing 1 0 0




Figure F-4: Person Handling Fatal Weapon at Time of Fatal Death Incident
Across All Investigated Cases (N=20)

Unknown/Missing - 1

Other Relative - 1

Mother's Partner - 1
seit/child - [ s

0 2 4 6 8 10 12 14 16

Figure F-3: Person Handling Fatal Weapon at Time of
Death (N=20)

Other relative

Mother's Partner

Biological Parent

e
Self/Child
]
0 2 4 6 8 10 12 14

m Child Maltreatment Death Verified (n=15)
m Child Maltreatment Death Not Substantiated (n=1)

= Child Maltreatment Death No Indicators (n=4)

10



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=48
Other
Age Drowning Sleep-related Inflicted Trauma Undetermined
Unknown
n=7 n=3 n=15 n=23
Abuse | Neglect |Abuse Neglect | Abuse | Neglect | Abuse | Neglect

<1 0 1 0 2 7 0 0 6
1 0 2 0 1 0 0 0 6
2 0 1 0 0 2 0 0 2
3 0 1 0 0 3 0 0 1
4 0 0 0 0 0 0 0 2
5 0 0 0 0 0 0 0 0
6-10 0 2 0 0 2 0 1 3
11-15 0 0 0 0 1 0 0 3
16+ 0 0 0 0 0 0 0 0

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=48
Abuse Neglect
n=16 n=32

<1 7 9
1 0 9
2 2 3
3 3 2
4 0 2
5 0 0
6-10 3 4
11-15 1 3
16+ 0 0

Figure F-5: Verified Maltreatment Deaths
Classified as Abuse or Neglect by Age Group (N=48)

IIll- -
<121 2 3 4

5 6-10 11-15

W Abuse (n=16) ™ Neglect (n=32)

12

16+



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 Death
Verified Not Substantiated No Indicators
Type of Past n=48 n=56 n=146
Maltreatment ) Other . Other . Other
Drowning | Sleep-related hills Undetermined | Drowning | Sleep-related il Undetermined | Drowning | Sleep-related il Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown

n=7 n=3 n=15 n=23 n=16 n=24 n=1 n=15 n=19 n=71 n=4 n=52
Physical 0.0% 0.0% 6.7% 13.0% 6.3% 8.3% 100.0% 13.3% 5.3% 4.2% 25.0% 0.0%
Neglect 14.3% 33.3% 6.7% 47.8% 6.3% 12.5% 100.0% 20.0% 15.8% 19.7% 0.0% 5.8%
Sexual 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 100.0% 0.0% 0.0% 0.0% 0.0% 0.0%
Emotional 42.9% 33.3% 0.0% 8.7% 18.8% 4.2% 0.0% 13.3% 5.3% 2.8% 25.0% 0.0%

Figure F-6: Child's History as Victim of Maltreatment (n=250)
20
18
16
14
12
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CAREGIVER AND SUPERVISOR CHARACTERISTICS

Table F-12 summarizes the percentage 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, between 58.6% (other deaths) and 85.7% (weapon deaths) of the children
had a second caregiver present in the home. Most of the not substantiated and no indicators of

maltreatment deaths had a second caregiver present in the home.

Table F-12: Percentage of Cases with One and Two Caregivers |dentified as Present by Child Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
Caregiver n=48 — n=56 — n=146 —
er er er
Present i i i
Drowning Sleep-related Mafisec] Undetermined Drowning Sleep-related cied Undetermined Drowning Sleep-related Mt Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=7 n=3 n=15 n=23 n=16 n=24 n=1 n=15 n=19 n=71 n=4 n=52

One 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
Two 42.9% 100.0% 73.3% 52.2% 87.5% 70.8% 100.0% 66.7% 68.4% 77.5% 75.0% 71.2%

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 428 caregivers identified
for the 250 children, 360 (84.1%) were the child’s biological parents.

Among verified child maltreatment deaths, the proportion of aggregate caregivers who are
biological parent was 50.0% for drowning deaths, 100.0% for sleep-related deaths, 80.0% for

inflicted trauma deaths and 60.9% for other deaths.

Table F-13: Relationship to Child of All Identified Caregivers (Aggregate) by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
Caregiver Relationship To n=96 o n=112 o =252 o
Child (All Caregivers i er i er i €r
{ givers) Drowning | Sleep-related e Undetermined| Drowning | Sleep-related D Undetermined | Drowning | Sleep-related i Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=14 n=6 n=30 n=46 n=32 n=48 n=2 n=30 n=38 n=142 n=8 n=104
Biological Parent 50.0% 100.0% 80.0% 60.9% 71.9% 68.8% 50.0% 63.3% 68.4% 81.7% 75.0% 68.3%
Other 21.4% 0.0% 6.7% 15.2% 21.9% 16.7% 50.0% 16.7% 15.8% 7.0% 12.5% 17.3%
Unknown/Missing 28.6% 0.0% 13.3% 23.9% 6.3% 14.6% 0.0% 20.0% 15.8% 11.3% 12.5% 14.4%

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 Relationship n=48 n=56 n=146
To Child . Other . Other . Other
(Caregiver 1 Only) Drowning | Sleep-related acied Undetermined| Drowning | Sleep-related Mafila=cd Undetermined | Drowning | Sleep-related ilicied Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=7 n=3 n=15 n=23 n=16 n=24 n=1 n=15 n=19 n=71 n=4 n=52

Biological Parent 25.0% 23.1% 71.4% 65.5% 52.0% 95.2% 100.0% 118.2% 57.7% 68.0% 80.0% 76.8%
Other 10.0% 0.0% 0.0% 13.8% 12.0% 19.0% 0.0% 18.2% 15.4% 5.2% 0.0% 16.1%
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t Verification Status and Primary Cause of Death

Table F-15: Relationship to Child of Second Caregiver Identified by Maltreati
Child Maltreatment Death
Caregiver Verified Not Substantiated No Indicators
Relationship To n=48 o n=56 o n=146 o
Child ’ er . er . er
. ' Drowning Sleep-related e Undetermined |  Drowning Sleep-related It Undetermined| Drowning Sleep-related liliced Undetermined
(Caregiver 2 only) Trauma Trauma Trauma
Unknown Unknown Unknown
n=7 n=3 n=15 n=23 n=16 n=24 n=1 n=15 n=19 n=71 n=4 n=52
Biological Parent 28.6% 100.0% 60.0% 39.1% 62.5% 54.2% 0.0% 40.0% 57.9% 70.4% 50.0% 53.8%
Other 71.4% 0.0% 40.0% 60.9% 37.5% 45.8% 100.0% 60.0% 42.1% 29.6% 50.0% 46.2%
Figure F-7: Caregiver (Aggregate) Relationship to Child by Child Maltreatment
Verification Status (N=250)
300
200
100
0 _
Other

Biological Parent

m Verified  m Not Substantiated = No Indicators
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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, the percentage of supervisors
(across primary causes of death) who were biological parents ranges from 58.6% (for other
deaths) to 76.9% (for sleep-related deaths); a large majority for each cause of death. Among
verified maltreatment weapon deaths, 9.5% of the supervisors were the grandparent. Among
verified maltreatment drownings, 70.0% were the child’s biological parent, 10.0% grandparent

and another 5.0% being unknown.

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=48 n=56 n=146
Supervisor Relationship to Child . Other ' Other . Other
’ Inflicted . ) Inflicted X . Inflicted .
Drowning | Sleep-related Undetermined| Drowning | Sleep-related Undetermined | Drowning | Sleep-related Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown

n=7 n=3 n=15 n=23 n=16 n=24 n=1 n=15 n=19 n=71 n=4 n=52

Biological Parent 42.9% 100.0% 100.0% 73.9% 68.8% 83.3% 0.0% 53.3% 63.2% 78.9% 25.0% 67.3%
Other 57.1% 0.0% 0.0% 26.1% 31.3% 12.5% 100.0% 33.3% 36.8% 14.1% 0.0% 25.0%
Unknown/Missing 0.0% 0.0% 0.0% 0.0% 0.0% 4.2% 0.0% 13.3% 0.0% 7.0% 75.0% 7.7%

Figure F-8: Supervisor Relationship to Child by
Maltreatment Verification Status (N=250)

200
180
160
140
120
100
80
60
40
20

Biological Parent Other Unknown/Missing

m Verified  m Not Substantiated = No Indicators
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Average Age of Caregivers and Supervisors

Table F-17 provides the average ages of caregivers and supervisors.

Table F-17: Average Ages of Caregivers & Supervisors for Child Fatality by Child Maltreatment Verification Status

Child Maltreatment Status
Verified Not Substantiated No Indicators
n=48 n=56 n=146
Average Age (years) " Other . Other . Other
Drowning | Sleep-related Mfitezes] Undetermined | Drowning | Sleep-related Miiltezes] Undetermined | Drowning | Sleep-related LUl Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown

n=7 n=3 n=15 n=23 n=16 n=24 n=1 n=15 n=19 n=71 n=4 n=52

Caregiverl 37.9 36.9 227 28.7 324 273 29.2 36.0 304 28.8 274 418
Caregiver2 34.7 320 27.7 319 36.0 35.6 323 0.0 347 374 29.0 433
All Caregivers 36.3 344 252 30.3 34.2 314 30.7 18.0 326 33.1 28.2 425
Supervisors 36.3 45.0 26.3 30.7 421 26.2 0.0 16.0 335 315 0.0 49.0

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,
between 50.0% (for other deaths) and 50.0% (for drowning deaths) of caregivers were female.
Among supervisors of verified child maltreatment deaths, 35.0% of drowning cases, 19.0% of
weapon cases and 7.7% sleep-related cases were females (Table F-19).

Table F-18: Gender of All Identified Caregivers (Aggregate) by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
n=96 n=112 n=292
Caregiver Gender . Other . Other . Other
Drowning Sleep-related ey Undetermined Drowning Sleep-related e Undetermined Drowning Sleep-related ced Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=14 n=6 n=30 n=46 n=32 n=48 n=2 n=30 n=38 n=142 n=8 n=104
Male 21.4% 50.0% 40.0% 26.1% 40.6% 33.3% 0.0% 23.3% 34.2% 35.9% 37.5% 29.8%
Female 50.0% 50.0% 46.7% 50.0% 53.1% 50.0% 50.0% 60.0% 50.0% 52.8% 50.0% 55.8%
Unknown/Missing 28.6% 0.0% 13.3% 23.9% 6.3% 16.7% 50.0% 16.7% 15.8% 11.3% 12.5% 14.4%

Table F-19: Gender of Supervisors by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
n=48 n=56 n=146
Supervisor Gender . Other . Other . Other
Drowning Sleep-related icied Undetermined Drowning Sleep-related il Undetermined| Drowning Sleep-related el Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=7 n=3 n=15 n=23 n=16 n=24 n=1 n=15 n=19 n=71 n=4 n=52
Male 0.0% 15.4% 52.4% 31.0% 28.0% 14.3% 100.0% 18.2% 19.2% 23.7% 20.0% 23.2%
Female 35.0% 7.7% 19.0% 48.3% 36.0% 95.2% 0.0% 100.0% 53.8% 44.3% 0.0% 62.5%
Unknown/Missing 0.0% 0.0% 0.0% 0.0% 0.0% 4.8% 0.0% 18.2% 0.0% 5.2% 60.0% 7.1%

17



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, 41 of 96 (42.7%) are known to have a substance abuse history. The
percentage of caregivers with a substance abuse history among verified maltreatment deaths are
significantly larger than both the 26 of 112 (23.2%) of caregivers associated with not substantiated
88 of 292 (30.1%) of caregivers associated with no indicators of maltreatment deaths.*

When types of substances are examined (see Table F-20 and Figure F-9,10) for those with a
substance abuse history, most of all caregivers of children whose deaths were verified as
maltreatment had a history of marijuana use (from a low of 52.0% for other causes to high of
100.0% for sleep-related deaths). Similarly, high percentages of caregiver use of marijuana are
observed for all primary causes of death for not substantiated and no indicators of maltreatment
deaths; from a low of 0.0% for not substantiated inflicted trauma deaths to a high of 83.3% for not
substantiated drowning deaths. When the substance abuse history of supervisors of children at
the time of the child’s death is examined (see Table F-21), 27 of 48 (56.3%), 17 of 56 (30.4%)
and 49 of 146 (33.6%) of supervisors in verified, not substantiated, and no indicators of
maltreatment deaths (respectively) were known to have a substance abuse history.

1 A series of tests of significance between two independent proportions (Z-Scores) were done to determine if the
observed total proportion of caregivers with a substance abuse history for verified, not substantiated, and no
indicators for maltreatment cases differed significantly (at p<.05, two-tailed test). The observed proportion
differences between verified and not substantiated (Z-Score=2.9994, p<.05) and verified and no indicators for
maltreatment (Z-Score=2.2682, p<.05) deaths were statistically significant.
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Table F-20: Substance Abuse History of s of Children by Maltrea Verification Status and Primary Cause of

Child Maltreatment Death
Verified Not Substantiated No Indicators
n=96 n=112 n=292
Substance Abuse History
. Inflicted Otheli . Inflicted OtherA . Inflicted Otheli
Drowning Sleep-related Undetermined |  Drowning Sleep-related Undetermined | Drowning Sleep-related Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=14 n=6 n=30 n=46 n=32 n=48 n=2 n=30 n=38 n=142 n=8 n=104
Yes 0.0% 83.3% 36.7% 54.3% 18.8% 27.1% 0.0% 23.3% 18.4% 40.8% 12.5% 21.2%
No 71.4% 0.0% 33.3% 13.0% 65.6% 33.3% 50.0% 40.0% 55.3% 35.9% 62.5% 47.1%
Unknown/Missing 28.6% 16.7% 30.0% 32.6% 15.6% 39.6% 50.0% 36.7% 26.3% 23.2% 25.0% 31.7%
If Yes, Verified Child Maltreatment (n= 41) If Yes, Not Substantiated as Child Maltreatment (n=26) If Yes, No Indi that Child Malt (n=88)
9 Other . Other . Other
Type of Substance Drowning Sleep-related ifiliicd) Undetermined Drowning Sleep-related Iiiliize| Undetermined Drowning Sleep-related It Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=0 n=5 n=11 n=25 n=6 n=13 n=0 n=7 n=7 n=58 n=1 n=22
Alcohol 0.0% 0.0% 45.5% 12.0% 16.7% 30.8% 0.0% 42.9% 28.6% 13.8% 100.0% 13.6%
Cocaine 0.0% 0.0% 0.0% 40.0% 0.0% 23.1% 0.0% 14.3% 0.0% 6.9% 0.0% 22.7%
Marijuana 0.0% 100.0% 54.5% 52.0% 83.3% 92.3% 0.0% 57.1% 100.0% 87.9% 0.0% 72.7%
Methamphetamine 0.0% 0.0% 0.0% 20.0% 16.7% 0.0% 0.0% 14.3% 14.3% 10.3% 0.0% 22.7%
Opiates 0.0% 0.0% 0.0% 24.0% 0.0% 0.0% 0.0% 14.3% 28.6% 8.6% 0.0% 13.6%
Prescription 0.0% 20.0% 9.1% 8.0% 0.0% 0.0% 0.0% 28.6% 28.6% 3.4% 0.0% 9.1%
Over-the-Counter Drugs 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
Other 0.0% 20.0% 27.3% 40.0% 33.3% 15.4% 0.0% 14.3% 14.3% 17.2% 0.0% 31.8%
Unknown/Missing 0.0% 0.0% 9.1% 8.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

Figure F-9: Substance Abuse History of All Caregivers by Maltreatment Verification Status
(N=500)

No Indicators Total 126

Not Substantiated Total

Verified Total 26

20 40 60 80 100 120 140
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Figure F-10: Type of Substance Used by All Caregivers (with Substance Abuse History) by Maltreatment
Verification Status (N=155)
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Table F-21: Substance Abuse History of All Identified Supervisors of Children at Time of Death by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
n=48 n=56 n=146
Drug Abuse Supervisor Other Other Other
. Inflicted . . Inflicted . . Inflicted .
Drowning | Sleep-related Undetermined | Drowning | Sleep-related Undetermined | Drowning | Sleep-related Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown

n=7 n=3 n=15 n=23 n=16 n=24 n=1 n=15 n=19 n=71 n=4 n=52
Yes 0.0% 66.7% 53.3% 73.9% 25.0% 41.7% 100.0% 13.3% 26.3% 45.1% 0.0% 23.1%
No 85.7% 0.0% 26.7% 13.0% 68.8% 33.3% 0.0% 46.7% 68.4% 36.6% 25.0% 46.2%
Unknown/Missing 14.3% 33.3% 20.0% 13.0% 6.3% 25.0% 0.0% 40.0% 5.3% 18.3% 75.0% 30.8%
If Yes, Verified Child Maltreatment Deaths (n=27) If Yes, Not Sut iated as Child Malt Deaths (n=17) If Yes, No Indi that Child Malt Deaths (n=49)
Other Other Other

Inflicted Inflicted Inflicted

IybelofisUbstance Drowning Sleep-related nriicte Undetermined | Drowning Sleep-related niiicte Undetermined| Drowning Sleep-related niiicte Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown

n=0 n=2 n=8 n=17 n=4 n=10 n=1 n=2 n=5 n=32 n=0 n=12
Alcohol 0.0% 0.0% 50.0% 11.8% 25.0% 30.0% 0.0% 100.0% 20.0% 18.8% 0.0% 16.7%
Cocaine 0.0% 0.0% 0.0% 29.4% 0.0% 20.0% 0.0% 0.0% 0.0% 12.5% 0.0% 8.3%
Marijuana 0.0% 100.0% 62.5% 58.8% 75.0% 90.0% 100.0% 50.0% 100.0% 87.5% 0.0% 58.3%
Methamphetamine 0.0% 0.0% 0.0% 29.4% 0.0% 10.0% 0.0% 0.0% 20.0% 12.5% 0.0% 8.3%
Opiates 0.0% 0.0% 0.0% 29.4% 0.0% 10.0% 0.0% 0.0% 20.0% 12.5% 0.0% 16.7%
Prescription 0.0% 0.0% 12.5% 5.9% 0.0% 0.0% 0.0% 50.0% 0.0% 3.1% 0.0% 8.3%
Over-the-Counter Drugs 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
Other 0.0% 0.0% 12.5% 35.3% 50.0% 10.0% 0.0% 0.0% 0.0% 25.0% 0.0% 41.7%
Unknown/Missing 0.0% 0.0% 12.5% 11.8% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

As with caregivers, similarly high percentages of supervisor use of marijuana are observed for all
primary causes of death for not substantiated and no indicators of maltreatment deaths; from a
low of 0 of 0 (0.0%) for verified drowning deaths to a high of 1 of 1 (100.0%) for not substantiated
inflicted trauma deaths. A note is made of other substances supervisors of verified maltreatment
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deaths used. Among those supervisors with a substance abuse history, 2 of 2 (100.0%) of
supervisors associated with sleep-related deaths used marijuana. Supervisors of verified inflicted
trauma deaths with a substance abuse history used alcohol 4 of 8 (50.0%) and marijuana 5 of 8
(62.5%). Supervisors of other verified deaths (with a substance abuse history) used alcohol

(11.8%), cocaine (294%) and opiates (29.4%).
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 deaths verified to have resulted
from maltreatment, 8 of 96 (8.3%) were known to have an identified disability or chronic illness of
which the predominant disability was associated with mental illness. Caregivers identified with
mental illness ranged from a low of 1 of 2 (50.0%) associated with verified inflicted trauma deaths
to a high of 100.0% of caregivers associated with other deaths (4 of 4). The percentage of
caregivers of verified maltreatment deaths with an identified disability or chronic illness mirrors
the observed rate of caregivers among not substantiated maltreatment deaths 10 of 112 (8.9%);
34 of 292 (11.6%) of caregivers associated with no indicators of maltreatment deaths.

Table F-22: Presence of Disability or Chronic Iliness for All Identified Caregivers by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
Disability All n=96 — n=112 o n=292 —
. er er er
Caregivers i i i
e Drowning Sleep-related Miilteid Undetermined Drowning Sleep-related Iafille=e] Undetermined Drowning Sleep-related IifiTle=d] Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=14 n=6 n=30 n=46 n=32 n=48 n=2 n=30 n=38 n=142 n=8 n=104
Yes 14.3% 0.0% 6.7% 8.7% 6.3% 12.5% 50.0% 3.3% 5.3% 13.4% 25.0% 10.6%
No 57.1% 50.0% 53.3% 54.3% 81.3% 54.2% 0.0% 73.3% 68.4% 66.2% 37.5% 60.6%
Unknown/Missing 28.6% 50.0% 40.0% 37.0% 12.5% 33.3% 50.0% 23.3% 26.3% 20.4% 37.5% 28.8%
If Yes, Verified Child Maltreatment Deaths (n=8) If Yes, Not Sub i as Child Deaths (n=10) If Yes, No Indi that Child Malt Deaths (n=34)
o . Other . Other . Other
Type of Disability Drowning Sleep-related ieitesd Undetermined Drowning Sleep-related ifilisicE] Undetermined Drowning Sleep-related IafiTrez=s] Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=2 n=0 n=2 n=4 n=2 n=6 n=1 n=1 n=2 n=19 n=2 n=11
Physical 50.0% 0.0% 100.0% 25.0% 0.0% 33.3% 0.0% 0.0% 0.0% 31.6% 50.0% 27.3%
Mental 50.0% 0.0% 50.0% 100.0% 100.0% 66.7% 100.0% 100.0% 100.0% 73.7% 100.0% 72.7%
Sensory 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 9.1%
Unknown/Missing 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 9.1%

When findings from Table F-23 are examined, 6 of 48 (12.5%) 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
9 of 56 (16.1%) and no indicators 18 of 146 (12.3%) of supervisors whose child related deaths

showed no indicators of maltreatment.
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ronic lliness for All Identified Supervisors by Maltreatment Verification Status and Primary Cause of Death

Table F-23: Presence of Disability

Child Maltreatment Death

Verified Not Substantiated No Indicators
Disability or =i — =55 - = —
Chronic lllness i er i i i er
Drowning | Sleep-related IifiTec] Undetermined | Drowning | Sleep-related it Undetermined | Drowning | Sleep-related e Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=7 n=3 n=15 n=23 n=16 n=24 n=1 n=15 n=19 n=71 n=4 n=52
Yes 14.3% 0.0% 6.7% 17.4% 6.3% 25.0% 100.0% 6.7% 10.5% 15.5% 0.0% 9.6%
No 71.4% 66.7% 60.0% 65.2% 87.5% 54.2% 0.0% 60.0% 78.9% 70.4% 25.0% 63.5%
Unknown/Missing 14.3% 33.3% 33.3% 17.4% 6.3% 20.8% 0.0% 33.3% 10.5% 14.1% 75.0% 26.9%
If Yes, Verified Child Maltreatment Deaths (n=6) If Yes, Not Sub iated as Child Deaths (n=9) If Yes, No Indi that Child Deaths (n=18)
. Other . Other . Other
Type of Disability Drowning Sleep-related IfiTeee] Undetermined Drowning Sleep-related Miiilise Undetermined Drowning Sleep-related lillced Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=1 n=0 n=1 n=4 n=1 n=6 n=1 n=1 n=2 n=11 n=0 n=5
Physical 0.0% 0.0% 100.0% 25.0% 0.0% 33.3% 0.0% 0.0% 50.0% 36.4% 0.0% 20.0%
Mental 100.0% 0.0% 100.0% 100.0% 100.0% 66.7% 100.0% 100.0% 50.0% 72.7% 0.0% 100.0%
Sensory 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 20.0%
Unknown/Missing 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 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 Primary Cause of Death
Child Maltreatment Death
Verified Not Substantiated No Indicators
Employment Al n=96 n=112 =292
Caregivers Inflicted @iy Inflicted iy Inflicted Gy
Drowning | Sleep-related Undetermined | Drowning Sleep-related Undetermined | Drowning | Sleep-related Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=14 n=6 n=30 n=46 n=32 n=48 n=2 n=30 n=38 n=142 n=8 n=104
Employed 57.1% 50.0% 53.3% 32.6% 46.9% 41.7% 50.0% 36.7% 47.4% 48.6% 37.5% 49.0%
Unemployed 0.0% 16.7% 16.7% 28.3% 18.8% 27.1% 0.0% 13.3% 13.2% 16.9% 0.0% 15.4%
On Disability 0.0% 0.0% 0.0% 0.0% 0.0% 4.2% 0.0% 0.0% 0.0% 0.0% 0.0% 1.0%
Stay-at-Home Caregiver 0.0% 16.7% 3.3% 4.3% 12.5% 2.1% 0.0% 10.0% 13.2% 12.0% 12.5% 4.8%
Retired 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 6.7% 2.6% 0.7% 12.5% 1.9%
Unknown/Missing 42.9% 16.7% 26.7% 34.8% 21.9% 25.0% 50.0% 33.3% 23.7% 21.8% 37.5% 27.9%

Table F-25: Employment Status of Primary (First) Caregiver Identified by Maltreatment Verification Status and Primary Cause of Death
Child Maltreatment Death

Verified Not Substantiated No Indicators
Employment n=48 n=56 n=146
: Other Other Other
Caregiver 1 i i i
{ & ) Drowning Sleep-related pficied Undetermined | Drowning Sleep-related e Undetermined | Drowning Sleep-related Tt Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=7 n=3 n=15 n=23 n=16 n=24 n=1 n=15 n=19 n=71 n=4 n=52
Employed 71.4% 33.3% 60.0% 34.8% 43.8% 37.5% 100.0% 46.7% 47.4% 42.3% 50.0% 46.2%
Unemployed 0.0% 33.3% 13.3% 47.8% 31.3% 45.8% 0.0% 20.0% 21.1% 26.8% 0.0% 25.0%
On Disability 0.0% 0.0% 0.0% 0.0% 0.0% 4.2% 0.0% 0.0% 0.0% 0.0% 0.0% 1.9%
Stay-at-Home Caregiver 0.0% 33.3% 6.7% 8.7% 18.8% 4.2% 0.0% 20.0% 21.1% 21.1% 0.0% 9.6%
Retired 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 6.7% 0.0% 1.4% 25.0% 0.0%
Unknown/Missing 28.6% 0.0% 20.0% 8.7% 37.5% 4.2% 0.0% 6.7% 31.6% 7.0% 25.0% 15.4%
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Table F-26: Employment Status of Second Caregiver |dentified by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
I 't n=48 n=56 n=146
- Other Other Other
(Caregiver2) i i i
Drowning | Sleep-related IRflteie Undetermined | Drowning | Sleep-related il Undetermined | Drowning | Sleep-related diced Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=7 n=3 n=15 n=23 n=16 n=24 n=1 n=15 n=19 n=71 n=4 n=52
Employed 42.9% 66.7% 46.7% 30.4% 50.0% 45.8% 0.0% 26.7% 47.4% 54.9% 25.0% 51.9%
Unemployed 0.0% 0.0% 20.0% 8.7% 6.3% 8.3% 0.0% 6.7% 5.3% 7.0% 0.0% 5.8%
On Disability 0.0% 0.0% 0.0% 0.0% 0.0% 4.2% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
Stay-at-Home Caregiver 0.0% 0.0% 0.0% 0.0% 6.3% 0.0% 0.0% 0.0% 5.3% 2.8% 25.0% 0.0%
Retired 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 6.7% 5.3% 0.0% 0.0% 3.8%
Unknown/Missing 57.1% 33.3% 33.3% 60.9% 37.5% 41.7% 100.0% 60.0% 36.8% 35.2% 50.0% 38.5%

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

Child Maltreatment Death
Verified Not Substantiated No Indicators
Education - All n=96 — n=112 — n=292 —
. ther ther ther
Caregivers i i i
g Drowning Sleep-related et Undetermined || Drowning Sleep-related Mzt Undetermined | Drowning Sleep-related et Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown

n=14 n=6 n=30 n=46 n=32 n=48 n=2 n=30 n=38 n=142 n=8 n=104

Less than High School 0.0% 0.0% 6.7% 6.5% 6.3% 18.8% 0.0% 6.7% 7.9% 10.6% 0.0% 7.7%
High School 21.4% 33.3% 33.3% 34.8% 25.0% 18.8% 50.0% 33.3% 36.8% 36.6% 25.0% 25.0%
College 14.3% 0.0% 6.7% 6.5% 31.3% 14.6% 0.0% 3.3% 15.8% 17.6% 12.5% 13.5%
Post Graduate 0.0% 0.0% 3.3% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 2.8% 0.0% 2.9%
Unknown/Missing 64.3% 66.7% 50.0% 52.2% 37.5% 47.9% 50.0% 56.7% 39.5% 32.4% 62.5% 51.0%

English Spoken by Caregivers and Supervisor

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

Child Maltreatment Death
Verified Not Substantiated No Indicators
Can Caregiver Speak 1239 n=112 i
Erglish. All Caregive Inflicted Other Inflicted Other Inflicted Other
nelis aregivers Drowning Sleep-related Undetermined | Drowning Sleep-related Undetermined Drowning Sleep-related Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=14 n=6 n=30 n=46 n=32 n=48 n=2 n=30 n=38 n=142 n=8 n=104
Yes 64.3% 100.0% 80.0% 67.4% 84.4% 79.2% 50.0% 63.3% 71.1% 86.6% 75.0% 81.7%
No 7.1% 0.0% 6.7% 6.5% 9.4% 0.0% 0.0% 0.0% 10.5% 0.7% 0.0% 1.9%
Unknown/Missing 28.6% 0.0% 13.3% 26.1% 6.3% 20.8% 50.0% 36.7% 18.4% 12.7% 25.0% 16.3%
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Table F-29: English Speaking Ability All Identified Supervisors by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
Can Supervisor Speak =45 o =5 o =il o
English f er . er i er
E Drowning Sleep-related litillstze Undetermined Drowning Sleep-related lifilitee Undetermined Drowning Sleep-related Mzt Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=7 n=3 n=15 n=23 n=16 n=24 n=1 n=15 n=19 n=71 n=4 n=52
Yes 71.4% 100.0% 93.3% 87.0% 93.8% 95.8% 100.0% 66.7% 84.2% 91.5% 25.0% 86.5%
No 14.3% 0.0% 6.7% 8.7% 6.3% 0.0% 0.0% 0.0% 15.8% 1.4% 0.0% 1.9%
Unknown/Missing 14.3% 0.0% 0.0% 4.3% 0.0% 4.2% 0.0% 33.3% 0.0% 7.0% 75.0% 11.5%

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.

Table F-30: Receipt of Social Services by All Identified Caregivers of Children by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
Receipt of =96 n=112 =292
. . h
Social Services . Inflicted Other- . Inflicted o er X Inflicted Other.
Drowning Sleep-related Undetermined | Drowning Sleep-related Undetermined | Drowning Sleep-related Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown

n=14 n=6 n=30 n=46 n=32 n=48 n=2 n=30 n=38 n=142 n=8 n=104
Yes 7.1% 50.0% 13.3% 26.1% 9.4% 41.7% 0.0% 16.7% 7.9% 35.2% 12.5% 16.3%
No 7.1% 16.7% 46.7% 23.9% 59.4% 16.7% 50.0% 23.3% 26.3% 22.5% 50.0% 30.8%
Unknown 85.7% 33.3% 40.0% 50.0% 31.3% 41.7% 50.0% 60.0% 65.8% 42.3% 37.5% 52.9%
If Yes, Verified Child Maltreatment Deaths (n=20) If Yes, Not Sut iated as Child Malt Deaths (n=28) If Yes, No Indi that Child Mall Deaths (n=71)
Other Other Other

Inflicted Inflicted Inflicted

Type of Support Drowning Sleep-related niiicte Undetermined| Drowning Sleep-related niiicte Undetermined | Drowning Sleep-related nriicte Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown

n=1 n=3 n=4 n=12 n=3 n=20 n=0 n=5 n=3 n=50 n=1 n=17
wic 100.0% 100.0% 25.0% 16.7% 0.0% 50.0% 0.0% 40.0% 66.7% 64.0% 0.0% 52.9%
TANF 0.0% 0.0% 0.0% 16.7% 66.7% 15.0% 0.0% 0.0% 0.0% 10.0% 0.0% 17.6%
Medicaid 100.0% 33.3% 75.0% 66.7% 100.0% 80.0% 0.0% 100.0% 66.7% 76.0% 100.0% 88.2%
Food Stamps 0.0% 66.7% 50.0% 25.0% 66.7% 70.0% 0.0% 0.0% 33.3% 26.0% 100.0% 58.8%
Other 0.0% 0.0% 0.0% 0.0% 0.0% 25.0% 0.0% 0.0% 0.0% 18.0% 0.0% 17.6%
Unknown 0.0% 0.0% 0.0% 33.3% 0.0% 5.0% 0.0% 0.0% 0.0% 2.0% 0.0% 0.0%
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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, 20 of 96 (29.0%) are known to have
received some form of social service support in the twelve months prior to the child’s death. This
rate was not significantly higher than the 28 of 112 (25.0%) of caregivers of children whose death
was not substantiated and the 71 of 292 (24.3%) whose death showed no indicators of child
maltreatment.

When types of services received are examined across primary cause of the child’s death, most
caregivers (that received some type of support) of children whose deaths were verified as
maltreatment received Medicaid (from a low of 33.3% for sleep-related causes to high of 100.0%
for drowning deaths).

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 10 of 96 (10.4%) 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 41 of 96 (42.7%) of the total number of caregivers for children where the
child’s death was verified as maltreatment. The greatest proportion of caregivers (across cause
of death categories) for which this history is unknown for those children who died by other cause
(39.7%).

The percentage of caregivers associated with verified 10 of 96 (10.4%) and not substantiated 15
of 112 (13.4%) were significantly different that the no indicators 66 of 292 (22.6%) maltreatment
deaths in terms of their history as a victim of child maltreatment.?

2 A series of tests of significance between two independent proportions (Z-Scores) were done to determine if the
observed total proportion of caregivers with a substance abuse history for verified, not substantiated, and no
indicators for maltreatment cases differed significantly (at p<.05, two-tailed test). The observed proportion
differences between verified and no indicators (Z-Score=2.6099, p<.05) and not substantiated and no indicators for
maltreatment (Z-Score=2.0697, p<.05) deaths were statistically significant.
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Table F-31: Past History as Victim of Child Maltreatment for All Identified Caregivers by Maltreatment Verifica Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
Cargiver Past Victim of n=96 n=112 n=292
i Oth Oth Oth
Child Maltreatment . Inflicted er‘ . Inflicted erA . Inflicted erl
Drowning | Sleep-related Undetermined | Drowning | Sleep-related Undetermined | Drowning | Sleep-related Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown

n=14 n=6 n=30 n=46 n=32 n=48 n=2 n=30 n=38 n=142 n=8 n=104
Yes 0.0% 7.7% 11.9% 5.2% 8.0% 21.4% 0.0% 9.1% 5.8% 25.8% 0.0% 11.6%
No 22.5% 15.4% 28.6% 34.5% 42.0% 50.0% 0.0% 81.8% 51.9% 28.4% 70.0% 52.7%
Unknown/Missing 12.5% 0.0% 31.0% 39.7% 14.0% 42.9% 100.0% 45.5% 15.4% 19.1% 10.0% 28.6%
If Yes, Verified Child Maltreatment Deaths (n=10) If Yes, Not Sub i as Child Deaths (n=15) If Yes, No Indi that Child Deaths (n=66)
Other Other Other

Inflicted Inflicted Inflicted

Type of Maltreatment | 1, o\ ning | Sleep-related | 1 c Undetermined| Drowning | Sleep-related | O Undetermined| Drowning | Sleep-related | 0 Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown

n=0 n=2 n=5 n=3 n=4 n=9 n=0 n=2 n=3 n=50 n=0 n=13
Physical 0.0% 0.0% 100.0% 33.3% 50.0% 44.4% 0.0% 0.0% 0.0% 50.0% 0.0% 30.8%
Neglect 0.0% 50.0% 20.0% 66.7% 100.0% 77.8% 0.0% 50.0% 33.3% 62.0% 0.0% 69.2%
Sexual 0.0% 0.0% 40.0% 0.0% 0.0% 22.2% 0.0% 50.0% 33.3% 20.0% 0.0% 15.4%
Emotional/ Psychological 0.0% 0.0% 0.0% 33.3% 0.0% 22.2% 0.0% 0.0% 0.0% 22.0% 0.0% 38.5%
Unknown/Missing 0.0% 50.0% 0.0% 0.0% 0.0% 11.1% 0.0% 0.0% 33.3% 4.0% 0.0% 7.7%

When history as a victim of child maltreatment is examined for supervisors (Table F-32)
associated with verified maltreatment deaths, it was known that 8 of 48 (16.7%) were past child
victims of maltreatment, whereas 10 of 56 (17.9%) and 42 of 146 (28.8%) 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 All Identified Supervisors by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
Cargiver Past Victim of n=48 = =56 = =G =
Child Maltreatment i er i er i er
Drowning Sleep-related izt Undetermined| Drowning Sleep-related gz Undetermined Drowning Sleep-related Mt Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=7 n=3 n=15 n=23 n=16 n=24 n=1 n=15 n=19 n=71 n=4 n=52
Yes 0.0% 66.7% 20.0% 13.0% 18.8% 20.8% 100.0% 6.7% 5.3% 46.5% 0.0% 15.4%
No 71.4% 33.3% 46.7% 47.8% 62.5% 50.0% 0.0% 60.0% 84.2% 36.6% 25.0% 57.7%
Unknown/Missing 28.6% 0.0% 33.3% 39.1% 18.8% 29.2% 0.0% 33.3% 10.5% 16.9% 75.0% 26.9%
If Yes, Verified Child Maltreatment Deaths (n=8) If Yes, Not Sub iated as Child Deaths (n=10) If Yes, No Indi that Child Deaths (n=42)
Inflicted Bl Inflicted Bl Inflicted St
Type of Maltreatment Drowning | Sleep-related Undetermined | Drowning | Sleep-related Undetermined | Drowning | Sleep-related Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=0 n=2 n=3 n=3 n=3 n=5 n=1 n=1 n=1 n=33 n=0 n=8

Physical 0.0% 0.0% 100.0% 33.3% 66.7% 40.0% 100.0% 0.0% 0.0% 54.5% 0.0% 25.0%
Neglect 0.0% 50.0% 33.3% 66.7% 100.0% 80.0% 100.0% 0.0% 0.0% 57.6% 0.0% 62.5%
Sexual 0.0% 0.0% 33.3% 0.0% 0.0% 40.0% 0.0% 100.0% 100.0% 21.2% 0.0% 12.5%
Emotional/ Psychological 0.0% 0.0% 0.0% 33.3% 0.0% 20.0% 0.0% 0.0% 0.0% 18.2% 0.0% 25.0%
Unknown/Missing 0.0% 50.0% 0.0% 0.0% 0.0% 20.0% 0.0% 0.0% 0.0% 6.1% 0.0% 25.0%
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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), 29 of 96 (30.2%) of caregivers of children
whose death was verified to result from child maltreatment were identified as past perpetrators of
child maltreatment. This rate is not significantly higher than the 28 of 112 (25.0%) of caregivers
of not substantiated child maltreatment deaths with a perpetrator past. However, the percentage
of caregivers of no indicator child maltreatment deaths with a perpetrator past 57 of 292 (19.5%)
is significantly lower than the rates observed within the verified maltreatment deaths category.?

Table F-33: Past History as Perpetrator of Child Maltreatment for All Identified Caregivers by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
Caregiver Has History as n=96 = n=112 = n=292 —
Perpetrator . Inflicted i e'_ . Inflicted 4 er_ . Inflicted g er_
Drowning Sleep-related Undetermined Drowning Sleep-related Undetermined Drowning Sleep-related Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown

n=14 n=6 n=30 n=46 n=32 n=48 n=2 n=30 n=38 n=142 n=8 n=104

Yes 0.0% 50.0% 26.7% 39.1% 9.4% 35.4% 50.0% 23.3% 10.5% 21.8% 50.0% 17.3%
No 64.3% 33.3% 50.0% 30.4% 84.4% 43.8% 0.0% 43.3% 68.4% 61.3% 37.5% 60.6%
Unknown/Missing 35.7% 16.7% 23.3% 30.4% 6.3% 20.8% 50.0% 33.3% 21.1% 16.9% 12.5% 22.1%
If Yes, Verified Child Maltreatment Deaths (n=29) If Yes, Not Substantiated as Child Maltreatment Deaths (n=28) If Yes, No Indicators that Child Maltreatment Deaths (n=57)

Other Other Other

Type of Maltreatment i i i
s Drowning Sleep-related Il Undetermined | Drowning Sleep-related iiceed Undetermined |  Drowning Sleep-related liced Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown

n=0 n=6 n=8 n=18 n=3 n=17 n=1 n=7 n=4 n=31 n=4 n=18

Physical 0.0% 0.0% 62.5% 55.6% 66.7% 35.3% 100.0% 42.9% 25.0% 32.3% 0.0% 55.6%
Neglect 0.0% 33.3% 37.5% 88.9% 66.7% 58.8% 100.0% 71.4% 100.0% 87.1% 50.0% 55.6%
Sexual 0.0% 0.0% 0.0% 5.6% 0.0% 5.9% 0.0% 0.0% 0.0% 0.0% 25.0% 11.1%
Emotional/ Psychological 0.0% 0.0% 25.0% 27.8% 66.7% 17.6% 0.0% 42.9% 25.0% 6.5% 25.0% 16.7%
Unknown/Missing 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 25.0% 5.6%

Among identified verified maltreatment cases, the type of maltreatment the perpetrator inflicted
on children in the past was most likely to be neglect, from a low of 0.0% of caregivers associated
with drowning deaths to a high 16 of 18 (88.9%) of caregivers associated with Other deaths.
Neglect was the most prevalent form of maltreatment observed among those caregivers with a
perpetrator history associated with not substantiated and no indicator of maltreatment deaths.

When the history of supervisors as a perpetrator is examined (see Table F-34), 19 of 48 (39.6%)
of supervisors of children whose death was verified to result from child maltreatment were
identified as past perpetrators of child maltreatment (with neglect being most prominent). This
observed rate is significantly higher than the 14 of 96 (14.6%) of supervisors of not substantiated
child maltreatment deaths and the 35 of 146 (24.0%) of supervisors of no indicator child
maltreatment deaths.*

3 A series of tests of significance between independent proportions (Z-Scores) were done to determine if the
observed total proportion of caregivers with a history as a perpetrator for verified, not substantiated, and no
indicators for maltreatment cases differed significantly (at p<.05, two-tailed test). The observed proportion
differences between verified and no indicators (Z-Score=2.1871, p<.05) was statistically significant.

4 A series of tests of significance between independent proportions (Z-Scores) were done to determine if the
observed total proportion of supervisors with a history as a perpetrator for verified, not substantiated, and no

indicators for maltreatment cases differed significantly (at p<.05, two-tailed test). The observed proportion
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differences between verified and not substantiated (Z-Score=3.3648, p<.05) and verified and no indicators for
maltreatment (Z-Score=2.0934, p<.05) deaths were statistically significant.

Table F-34: Past History as Perpetrator of Child Maltreatment for All Identified Supervisors by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators

Supervisor Has History as =48 o =6 o =D o

Perpetrator : er i er - e
B Drowning Sleep-related lnflic=d Undetermined | Drowning Sleep-related i) Undetermined | Drowning Sleep-related IiMEee) Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=7 n=3 n=15 n=23 n=16 n=24 n=1 n=15 n=19 n=71 n=4 n=52
Yes 0.0% 33.3% 26.7% 60.9% 6.3% 41.7% 100.0% 13.3% 10.5% 31.0% 25.0% 19.2%
No 85.7% 33.3% 60.0% 26.1% 93.8% 50.0% 0.0% 60.0% 78.9% 54.9% 0.0% 65.4%
Unknown/Missing 14.3% 33.3% 13.3% 13.0% 0.0% 8.3% 0.0% 26.7% 10.5% 14.1% 75.0% 15.4%
If Yes, Verified Child Maltreatment Deaths (n=19) If Yes, Not Substantiated as Child Maltreatment Deaths (n=14) If Yes, No Indicators that Child Maltreatment Deaths (n=35)
" Other . Other . Other
le=kililalieatien Drowning Sleep-related At Undetermined | Drowning Sleep-related iltEee) Undetermined |  Drowning Sleep-related icted Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown

n=0 n=1 n=4 n=14 n=16 n=10 n=1 n=2 n=2 n=22 n=1 n=10
Physical 0.0% 0.0% 75.0% 50.0% 6.3% 40.0% 0.0% 50.0% 50.0% 40.9% 0.0% 50.0%
Neglect 0.0% 100.0% 50.0% 85.7% 6.3% 70.0% 0.0% 100.0% 100.0% 86.4% 100.0% 60.0%
Sexual 0.0% 0.0% 0.0% 7.1% 0.0% 10.0% 100.0% 0.0% 0.0% 0.0% 100.0% 0.0%
Emotional/ Psychological 0.0% 0.0% 25.0% 21.4% 6.3% 20.0% 0.0% 50.0% 50.0% 9.1% 0.0% 20.0%
Unknown/Missing 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 10.0%

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, 19 of 96 (19.8%) of caregivers were known to be victims and
14 of 96 (14.6%) were known to be perpetrators of intimate violence among those affiliated with
verified maltreatment deaths. With respect to caregivers in not substantiated maltreatment
deaths, 20 of 112 (17.9%) were past victims and 19 of 112 (17.0%) were past perpetrators of
intimate partner violence. In contrast, 38 of 292 (13.0%) and 28 of 292 (9.6%) of caregivers in no
indicators of maltreatment deaths have histories as victims and perpetrators (respectively) of
intimate partner violence.

Table F-35: History of Intimate Partner Violence with All Identified Caregivers by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
History of Intimate =36 o Tl o =20 o
Partner Violence X Inflicted ¢ er‘ X Inflicted ¢ er. X Inflicted i er'
Drowning | Sleep-related Undetermined| Drowning | Sleep-related Undetermined| Drowning | Sleep-related Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown

n=14 n=6 n=30 n=46 n=32 n=48 n=2 n=30 n=38 n=142 n=8 n=104

Yes, as Victim 0.0% 33.3% 23.3% 21.7% 9.4% 25.0% 0.0% 16.7% 7.9% 16.2% 12.5% 10.6%
Yes, as Perpetrator 0.0% 33.3% 20.0% 13.0% 12.5% 22.9% 0.0% 13.3% 7.9% 14.1% 12.5% 3.8%
No 64.3% 66.7% 33.3% 30.4% 71.9% 33.3% 50.0% 40.0% 68.4% 53.5% 75.0% 52.9%
Unknown/Missing 35.7% 0.0% 23.3% 34.8% 6.3% 18.8% 50.0% 30.0% 15.8% 16.2% 0.0% 32.7%
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Figure F-11: History of Intimate Partner Violence
with All Caregivers by Maltreatment Verification
Status (N=500)
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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 All Identified Supervisors by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
History of Intimate D=is) 5 =56 o = 50
Partner Violence i L i L i el
Drowning Sleep-related iz Undetermined | Drowning Sleep-related Il Undetermined| Drowning Sleep-related liced Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown

n=7 n=3 n=15 n=23 n=16 n=24 n=1 n=15 n=19 n=71 n=4 n=52

Yes, as Victim 0.0% 33.3% 20.0% 26.1% 12.5% 41.7% 0.0% 20.0% 5.3% 19.7% 0.0% 15.4%
Yes, as Perpetrator 0.0% 33.3% 26.7% 17.4% 12.5% 20.8% 0.0% 0.0% 10.5% 12.7% 0.0% 1.9%
No 71.4% 66.7% 33.3% 30.4% 81.3% 33.3% 100.0% 46.7% 73.7% 56.3% 25.0% 51.9%
Unknown/Missing 28.6% 0.0% 20.0% 30.4% 0.0% 8.3% 0.0% 20.0% 15.8% 11.3% 75.0% 30.8%

Past Criminal History of Caregivers & Supervisors

When the criminal history of caregivers is examined (Table F-37), 26 of 96 (27.1%), 28 of 112
(25.0%) and 79 of 292 (27.1%) of caregivers associated with verified, not substantiated, and no
indicators child maltreatment deaths (respectively) have a past criminal history. When primary
cause of maltreatment deaths is observed, the highest proportion of caregivers for verified
maltreatment cases with a criminal past were those affiliated with Other deaths (39.1%), followed
by sleep-related deaths (33.3%). The types of offenses (for verified cases) that caregivers
committed vary in proportional representation across primary cause of death. Among those with
a criminal history, those with drug offenses were represented from a low of 0.0% for caregivers
associated with verified drowning deaths to a high of 100.0% of those caregivers associated with
sleep-related deaths. Please note that the column totals for the type of offense for across each

29



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 All Identified Caregivers by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
Criminal History of =S oF =il o 2202 o
Caregivers i & . er ) er
E Drowning Sleep-related iz Undetermined | Drowning Sleep-related It Undetermined | Drowning Sleep-related Uitz Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=14 n=6 n=30 n=46 n=32 n=48 n=2 n=30 n=38 n=142 n=8 n=104
Yes 0.0% 33.3% 20.0% 39.1% 12.5% 35.4% 0.0% 23.3% 13.2% 33.1% 0.0% 26.0%
No 71.4% 50.0% 50.0% 17.4% 78.1% 39.6% 50.0% 40.0% 65.8% 49.3% 87.5% 51.0%
Unknown/Missing 28.6% 16.7% 30.0% 43.5% 9.4% 25.0% 50.0% 36.7% 21.1% 17.6% 12.5% 23.1%
If Yes, Verified Child Maltreatment Deaths (n=26) If Yes, Not i as Child Deaths (n=28) If Yes, No Indi that Child Deaths (n=79)
. Other . Other . Other
E i @iz Drowning Sleep-related It Undetermined | Drowning Sleep-related Brilteer] Undetermined | Drowning Sleep-related e Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=0 n=2 n=6 n=18 n=4 n=17 n=0 n=7 n=5 n=47 n=0 n=27
Assaults 0.0% 0.0% 33.3% 27.8% 50.0% 58.8% 0.0% 28.6% 60.0% 46.8% 0.0% 22.2%
Robbery 0.0% 0.0% 33.3% 11.1% 0.0% 17.6% 0.0% 0.0% 0.0% 19.1% 0.0% 15.4%
Drugs 0.0% 100.0% 16.7% 77.8% 50.0% 23.5% 0.0% 42.9% 40.0% 38.3% 0.0% 42.3%
Other 0.0% 50.0% 66.7% 55.6% 75.0% 64.7% 0.0% 85.7% 80.0% 57.4% 0.0% 65.4%
Unknown/Missing 0.0% 0.0% 0.0% 5.6% 0.0% 5.9% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

Figure F-12: Criminal Background History
of All Caregivers (N=500)
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Figure F-13: Offense Type for Those Caregivers
With Criminal Background (N=123)
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When the criminal history of supervisors is examined (See Table F-38), 18 of 96 (18.8%), 16 of
56 (28.6%) and 40 of 146 (27.4%) of supervisors associated with verified, not substantiated,
and no indicators child maltreatment deaths (respectively) have a past criminal history. When
primary cause of maltreatment deaths is observed, the highest proportion of supervisors for
verified maltreatment cases with a criminal past were those affiliated with Other deaths (56.5%).
The types of offenses (for verified cases) that supervisors committed vary in proportional
representation across primary cause of death. Among those with a criminal history, those with
drug offenses were represented from a low of 0.0% for supervisors associated with verified
drowning deaths to a high of 100.0% of those supervisors associated with sleep-related deaths.
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 All Identified Supervisors by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
Criminal History of =48 i =56 i IS i
q ther ther ther
Supervisors i i i
P Drowning Sleep-related licied Undetermined | Drowning Sleep-related Iilted Undetermined| Drowning Sleep-related Iilteied Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=7 n=3 n=15 n=23 n=16 n=24 n=1 n=15 n=19 n=71 n=4 n=52
Yes 0.0% 33.3% 26.7% 56.5% 12.5% 41.7% 100.0% 20.0% 15.8% 35.2% 0.0% 23.1%
No 85.7% 66.7% 46.7% 17.4% 81.3% 41.7% 0.0% 46.7% 78.9% 53.5% 25.0% 59.6%
Unknown/Missing 14.3% 0.0% 26.7% 26.1% 6.3% 16.7% 0.0% 33.3% 5.3% 11.3% 75.0% 17.3%
If Yes, Verified Child Maltreatment (n=18) If Yes, Not Substantiated as Child Maltreatment (n=16) If Yes, No Indicators that Child Maltreatment (n=40)
. Other " Other " Other
Type of Offense Drowning Sleep-related Itz Undetermined | Drowning Sleep-related Iriffed Undetermined | Drowning Sleep-related Inflicted Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown
n=0 n=1 n=4 n=13 n=25 n=10 n=1 n=11 n=3 n=25 n=0 n=12
Assaults 0.0% 0.0% 0.0% 23.1% 0.0% 40.0% 0.0% 0.0% 33.3% 56.0% 0.0% 16.7%
Robbery 0.0% 0.0% 25.0% 15.4% 0.0% 20.0% 0.0% 0.0% 0.0% 28.0% 0.0% 16.7%
Drugs 0.0% 100.0% 25.0% 69.2% 8.0% 10.0% 0.0% 18.2% 66.7% 36.0% 0.0% 41.7%
Other 0.0% 100.0% 75.0% 53.8% 4.0% 80.0% 0.0% 27.3% 66.7% 64.0% 0.0% 58.3%
Unknown/Missing 0.0% 0.0% 0.0% 7.7% 0.0% 10.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
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Past Child Death Associated with Caregivers and Supervisors

Table F-39 highlights the distribution of caregivers with past child death events. In total, O of 96
(0.0%) caregivers in association with verified maltreatment deaths were known to have a past
child death. With respect to caregivers in not substantiated maltreatment deaths, 3 of 112 (2.7%)
were identified as having a past child death event. Lastly, 7 of 292 (2.4%) of 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. In total, O of 48
(0.0%) supervisors in association with verified maltreatment deaths were known to have a past
child death. With respect to supervisors in not substantiated maltreatment deaths, 2 of 56 (3.6%)
were identified as having any association with a past child death event. Lastly, 4 of 146 (2.7%) of
supervisors in no indicators of maltreatment deaths have histories with child death events.

Table F-39: Past Child Death Associated with All Identified Caregivers by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators
Past Child Death =0 o i o =292 o
with Caregiver i & . er ) er
d Drowning Sleep-related it Undetermined| Drowning Sleep-related Il Undetermined| Drowning Sleep-related Il Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown

n=14 n=6 n=30 n=46 n=32 n=48 n=2 n=30 n=38 n=142 n=8 n=104

Yes 0.0% 0.0% 0.0% 0.0% 0.0% 2.1% 0.0% 6.7% 2.6% 2.1% 0.0% 2.9%
No 64.3% 83.3% 76.7% 76.1% 87.5% 79.2% 50.0% 66.7% 76.3% 81.0% 87.5% 76.0%
Unknown/Missing 35.7% 16.7% 23.3% 23.9% 12.5% 18.8% 50.0% 26.7% 21.1% 16.9% 12.5% 21.2%

Table F-40: Past Child Death Associated with All Identified Supervisors by Maltreatment Verification Status and Primary Cause of Death

Child Maltreatment Death
Verified Not Substantiated No Indicators

Past Child Death with n=43 o =55 o n=Li6 o

Supervisor i & A er i er
B Drowning Sleep-related Mgz Undetermined| Drowning Sleep-related Mifilei=d Undetermined | Drowning Sleep-related Itz Undetermined
Trauma Trauma Trauma
Unknown Unknown Unknown

n=7 n=3 n=15 n=23 n=16 n=24 n=1 n=15 n=19 n=71 n=4 n=52
Yes 0.0% 0.0% 0.0% 0.0% 0.0% 4.2% 0.0% 6.7% 5.3% 2.8% 0.0% 1.9%
No 71.4% 66.7% 86.7% 100.0% 93.8% 91.7% 100.0% 73.3% 84.2% 85.9% 25.0% 86.5%
Unknown/Missing 28.6% 33.3% 13.3% 0.0% 6.3% 4.2% 0.0% 20.0% 10.5% 11.3% 75.0% 11.5%
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INTRODUCTION

Suicide mortality in children and adolescents has been increasing in recent years.» Following a 15% decline from
1999-2007, the suicide death rate among persons aged 10-19 years in the United States increased by over 50%
from 3.9 deaths per 100,000 population in 2007 to 6.1 in 2016.% In 2017, suicide was the second leading cause of
death among persons aged 10-24 years nationally.* This report presents trends for 2005-2019 in suicide rates for
children and adolescents ages 10-19 years in Florida and examines the percentage of suicides by method across
demographic characteristics.

METHODS

The data used in this analysis were extracted from death records in Florida’s Vital Statistics (VS) database and the
online Florida Health Community Health Assessment Resource Tool Set (FLHealthCHARTS.com). Resident deaths
occurring from 2005 to 2019 among children and adolescents aged 10-19 years in Florida with an International
Classification of Diseases, Tenth Revision (ICD-10) code for intentional self-harm (X60-X84, Y87.0) were selected
from VS. Population estimates are produced by the Florida Legislature Office of Economic and Demographic
Research and were obtained from FLHealthCHARTS.com. Suicide rates were calculated as the number of deaths
per 100,000 population ages 10-19 years. Trend analysis was performed using Joinpoint Regression Program.
Suicide method categories were determined using the specific ICD-10 codes assigned to each death record as
follows: firearms (X72-X74), suffocation (X70), and other (X60-X69, X71, X76-X78, X80-X84 and Y870). Chi-square
statistics were calculated in OpenEpi to test for significant differences in proportions of suicide deaths by methods
and demographic groups. Other data manipulation and analysis for this report was performed in Stata 16.



Results

Florida’s overall suicide death rate among children and adolescents aged 10-19 years increased 23% from 4.3
deaths per 100,000 population in 2005 to 5.3 in 2019, reflecting a statistically significant trend.

Figure 1. Suicide death rates for children and adolescents aged 10-19
years, by sex: Florida, 2005-2019
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1Significant increasing trend from 2005 to 2019, p < 0.05.

Notes: Suicide deaths are identified with International Classification of Diseases, 10th Revision (ICD-10)
codes X60-X84, and Y87.0.

Source: Florida Department of Health, Bureau of Vital Statistics (deaths) and Florida Legislature Office of
Economic and Demographic Research (population).

Between 2005 and 2019, suicide death rates for males were consistently higher than the rates for females. The
rate for males increased 20% from 6.4 in 2005 to 7.7 in 2019. For females, the rate increased 33% from 2.1 in 2005
to 2.8 in 2019.



Figure 2. Suicide death rates for children and adolescents aged 10-19
years, by age group: Florida, 2005-2019
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1Significant increasing trend from 2005 to 2019, p < 0.05.
2Significant increasing trend from 2007 to 2019, p < 0.05

Notes: Suicide deaths are identified with International Classification of Diseases, 10th Revision (ICD—
10) codes X60-X84, and Y87.0.

Source: Florida Department of Health, Bureau of Vital Statistics (deaths) and Florida Legislature Office
of Economic and Demographic Research (population).

Suicide rates were highest among children and adolescents aged 15-19 years, increasing 21% from 7.0 per 100,000
in 2005 to 8.5 in 2019. Although suicide rates were lowest among those aged 10-14 years, there was also a
significant increasing trend observed for this age group, with an 340% increase from 0.5 in 2007 to 2.2 in 2019.



Figure 3. Suicide death rates for children and adolescents aged 1019 years,
by race/ethnicity: Florida, 2005-2019
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1Significant increasing trend from 2005 to 2019, p < 0.05.

Notes: Suicide deaths are identified with International Classification of Diseases, 10th Revision (ICD-10) codes
X60-X84, and Y87.0.

Source: Florida Department of Health, Bureau of Vital Statistics (deaths) and Florida Legislature Office of Economic
and Demographic Research (population).

Statistically significant increasing trends were observed in suicide death rates between 2005 and 2019 for all race
and ethnicity groups, except non-Hispanic black. In 2019, the suicide death rate was highest for non-Hispanic white
children and adolescents at 6.8 deaths per 100,000 population. Hispanic children and adolescents had the lowest
suicide death rate (3.7).



Figure 4. Suicide death rates for children and adolescents aged 10-19 years,
by method: Florida, 2005-2019
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1Significant increasing trend from 2005 to 2019, p < 0.05.

Notes: Suicide deaths are identified with International Classification of Diseases, 10th Revision (ICD-10) codes
X60-X84, and Y87.0.

Source: Florida Department of Health, Bureau of Vital Statistics (deaths) and Florida Legislature Office of
Economic and Demographic Research (population).

All method-specific rates of suicide death increased significantly from 2005 to 2019. The leading methods of
suicide over the entire period were firearms and suffocation, accounting for 86% of all suicide deaths among
children and adolescents aged 10-19 years. Suicide involving firearms was the most prevalent method for this
population in 2019, outnumbering suicide involving suffocation (46% and 36%, respectively). The rate of suicide by
other methods doubled (0.5 to 1.0) over the period.



Percent of suicide deaths by method among children and
adolescents aged 10-19 years, by sex: Florida, 2005-2019
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1Percent of suicide deaths involving suffocation and other methods are higher for females than
for males, p < 0.05.

2percent of suicide deaths involving firearms are higher for males than for females, p < 0.05.

Notes: Suicide deaths are identified with International Classification of Diseases, 10th Revision
(ICD-10) codes X60-X84, and Y87.0.

Source: Florida Department of Health, Bureau of Vital Statistics.

From 2005-2019, there was a higher percentage of suicide deaths due to suffocation (51%) and other methods
(21%) among females compared to males (38% and 11%, respectively). The leading method for males was firearms,
accounting for approximately half of all male suicide deaths.



Percent of suicide deaths by method among children and
adolescents aged 10-19 years, by age group: Florida, 2005-2019
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1percent of suicide deaths involving suffocation are higher for ages 10-14 than for ages 15-19, p
<0.05.

2Percent of suicide deaths involving firearms and other methods are higher for ages 15-19 than
for ages 10-14, p < 0.05.

Notes: Suicide deaths are identified with International Classification of Diseases, 10th Revision
(ICD-10) codes X60-X84, and Y87.0.

Source: Florida Department of Health, Bureau of Vital Statistics.

There was a higher percentage of deaths involving firearms among children and adolescents aged 15-19 (49%)
compared with those aged 10-14 (27%). Among those aged 10-14, suffocation was the leading method of suicide,
accounting for 67% of all suicides for this age group. Other methods of suicide were more prevalent among those
aged 15-19.



Percent of suicide deaths by method among children and adolescents aged 10-19 years,
by age group: Florida, 2005-2019
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1Percent of suicide deaths involving firearms are higher for non-Hispanic white than for Hispanic, p < 0.05.
2Percent of suicide deaths involving firearms are higher for non-Hispanic black than for Hispanic, p < 0.05.
3percent of suicide deaths involving suffocation are higher for Hispanic than for non-Hispanic white , p < 0.05.
4Percent of suicide deaths involving other methods are higher for Hispanic than for non-Hispanic white , p < 0.05

Notes: Suicide deaths are identified with International Classification of Diseases, 10th Revision (ICD-10) codes X60—X84,
and Y87.0.

Source: Florida Department of Health, Bureau of Vital Statistics.

The percentage of suicide deaths involving firearms was highest among non-Hispanic white and non-Hispanic black
children and adolescents, accounting for 49% and 44%, respectively, of all suicide deaths in these groups.
Suffocation was the leading suicide method among those of Hispanic ethnicity, also making up approximately half
of all suicides in these groups.
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Summary

This report highlights trends in suicide rates from 2005 to 2019 among children and adolescents in Florida. During
this time, suicide death rates increased significantly across nearly all population demographic groups in the state;
the average annual percentage increase in Florida’s suicide rate for persons aged 10-19 years was approximately
3%. All three leading methods of suicide (firearms, suffocation and poisoning) contributed to the observed
increasing trend. In 2019, the most recent year of data available, the highest suicide rates were observed in males,
non-Hispanic whites, and individuals aged 15-19; the rate of suicide deaths involving firearms was higher than that
of any other method. The percentage of suicide deaths by method differed significantly across sex, age, and race
and ethnicity categories.

DOH Suicide Prevention Activities

The Florida Department of Health (FDOH) continues to support comprehensive public health approaches to youth
suicide prevention and serves as lead for prioritizing use of data for the identification of vulnerable populations
and risk and protective factors.

Expansion of youth suicide surveillance includes the use of the following:

e Violent Death Reporting System (FL-VDRS), an anonymous surveillance tool that compiles information
from medical examiners, coroners and law enforcement. The profiles, toxicology reports, and vital
statistics records, in combination with mental health information, reports of recent problems with
employment, relationships, or physical health problems, provide details about circumstances of death.
Currently, 40% of deaths in Florida counties are reported through the VDRS.

e  Firearm Injury Surveillance Through Emergency Rooms (FASTER) grant, which collects timely state and
local-level data on Emergency Department (ED) visits for nonfatal firearm injuries by intent (i.e.,
intentional self-directed, unintentional, and assault-related).

e  Florida Health CHARTS (Community Health Assessment Resource Tool Set), a public dashboard of
indicators and county level data. As of July 2020, Florida Health CHARTS includes a suicide -behavioral
health profile which provides an overview of suicide and suicide-related data. Though final death rates
and counts are subject to change, this data is widely used to monitor the current suicide trends in the
state.

Finally, FDOH is exploring the Electronic Surveillance System the Early Notification of Community-based Epidemics
(ESSENCE) data system to monitor near or real time suicide attempts or ideation. Currently, more than 80% of
Florida hospitals are connected to ESSENCE.
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APPENDIX H:

PREVENTION EFFORTS



Keep kids
safe from
drowning

Drowning happens when
you least expect it.

In Florida, drowning is the #1 cause of preventable death in children
1-4 years of age.

To reduce the risk of drowning. utilize multiple layers of protection.
be aware of and restrict unsupervised access to water sources such
as pools, hot tubs, canals, ponds, ditches, bathtubs, toilets and more.
Working while schooling children from home poses additional risks
of drowning for young children due to increased distractions.
Always be alert and aware of potential drowning risks. ‘&

IFACHILDIS
MISSING,
ALWAYS CHECK
THE WATER
FIRST

VISIT: WATERSMARTFL.COM



Let's All Be on the Front Line in
Keeping Our Children Safe

REPORTING ABUSE DURING COVID-19

“ You May Be the Only Person b 4 How to Report Abuse

to Act.

If something does not look
safe, sound safe or feel safe -
Report.

Report Online




The Classroom May Be Empty, but
Our Kids Still Need You
More Than Ever

REPORTING ABUSE DURING COVID-19

You May Be the 7 How to Report Abuse
Only Person to Act.
If it does not look safe, sound
safe, or feel safe — Report.

Report Online

Areas of Concerns

What you can do




Parents and Caregivers
Play an Important Role During
COVID-19

COVID-19 RESOURCES FOR PARENTS AND CAREGIVERS
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Talking to Kids

\

Toddlers & Preschoolers

Coping & Managing Stress

.
/
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ACCESS Florida

J
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Additional Resources
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