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EXECUTIVE SUMMARY 

 

Florida’s Child Abuse Death Review System 

 

The Florida Child Abuse Death Review (CADR) System was established in Florida law in 1999. 

Section 383.402, Florida Statutes (F.S.), delineates CADR as a statewide multidisciplinary, 

multiagency, epidemiological child abuse death assessment and prevention system. State and 

Local CADR Committees are directed by statute to identify gaps, deficiencies, or problems in 

the delivery of services to children and their families, recommend changes needed to better 

support the safe and healthy development of children, and implement those changes to the 

extent possible. The essential goal of the CADR System is to eliminate preventable child 

fatalities in Florida by improving CADR members’ collective understanding of the complexities of 

child maltreatment and leveraging data and evidence-based knowledge to support current and 

future prevention strategies. This statistical report is submitted annually to the Governor, 

President of the Florida Senate, and Speaker of the Florida House of Representatives.  

2021 Data: Case Review Analysis 

Throughout 2022, Local CADR Committees reviewed records related to 216 child fatalities 

which occurred in 2021. Analysis of the 2021 child fatality case review data revealed that 

regardless of Department of Children and Families (DCF) maltreatment classification, children 

under the age of five have the highest number of child deaths called into the Florida Abuse 

Hotline and continue to be at the greatest risk of preventable child death. The three leading 

causes of preventable child death in 2021, identified through CADR case reviews and 

subsequent analysis, are listed below in order of greatest to least incidence. 

 

• 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 34.3% of 
2021 child fatalities reviewed by the CADR System. Of this total, infants four months of age 
and younger constitute 71.6% of all 2021 sleep-related fatalities. Infants placed to sleep on 
adult beds, couches, and other soft surfaces, as well as an infant sharing a sleep surface 
with another child and/or adult, are at significant risk of suffocation and sleep-related death. 

 
• Drowning is the second leading cause of preventable child death, representing 33.8% of all 

child fatalities reviewed by the CADR System. Children four years of age and younger make 
up 86.3% of all 2021 drowning related fatalities reviewed by the CADR System. According to 
the American Academy of Pediatrics (2021), nearly 70% of child drowning occurs during 
unexpected, unsupervised access to bodies of water, which includes children younger than 
five who were not expected to be at or in a pool at the time of the drowning incident. 
Ineffective physical barriers and inadequate supervision continue to be primary contributing 
factors for drowning incidents in young children. Inadequate supervision can include 
caregivers who are present but distracted, as well as caregivers who are not within visible 
and audible range when a child is in or near water. 
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• Inflicted Trauma is the third most frequent cause of preventable child death, representing 
5.1% of child fatalities reviewed by the CADR System. Children five years of age and 
younger represented 63.6% of these fatalities, whereas the remaining inflicted trauma 
incidents were found in children 11–15 years of age (18.2%) and 16 years of age or older 
(18.2%). Inflicted trauma includes abuse to a child by way of bodily force, such as the use of 
hands, fists, and feet, or by the use of firearms and other weapons.  

 
Child Characteristics 
 
Children five years of age and younger account for 90.3% of preventable child death cases 
reviewed by the CADR System. The most vulnerable children are less than one year of age, 
representing 47.7% of cases reviewed. Children under the age of five, and to a greater extent, 
children under the age of one are in critical need of developmentally appropriate supervision, 
care, and support to ensure their safety.  
 
Data Sample Limitation 
 
Judicial circuits continue to experience a significant backlog of cases due to the temporary delay 
in court proceedings, impacting data made available for CADR, specifically cases of inflicted 
trauma and child homicide. 
 

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 (complete details of these recommendations are in Section Seven): 

• Continue efforts to relay timely information to caregivers and community supports regarding 

the safety of children.  

• Continue to develop strategies to ensure consistent and coordinated prevention-related 

messaging across local and state agencies, business and industry leaders, and other 

relevant private and public sector groups.  

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

disorders in caregivers.  

• Analyze efforts to improve data collection and assessment of factors contributing to 

preventable child fatalities which are currently underrepresented in CADR data. 

• Continue to support the development and dissemination of messaging around appropriate 

supervision and barriers of protection as primary factors in drowning prevention, as well as 

establish age-appropriate expectations and swimming capabilities for young children, that 

are consistent with recommendations from the American Academy of Pediatrics (AAP). 

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

• Advocate for statewide training of first responders on the consistent use of Sudden 

Unexpected Infant Death Investigation Reporting Forms (SUIDIRF) and doll reenactments 

by death scene investigators for all sleep-related infant deaths and explore opportunities to 

mandate statewide use of the form. 
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• Continue to support and encourage the development and evaluation of pilot projects and 

initiatives focused on community-based child fatality prevention.   

• Explore collaborative partnerships with entities which may be currently examining child and 

adolescent suicide to better inform targeted prevention initiatives.  
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SECTION ONE: 2022 CADR BACKGROUND 

Program Description 

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

Statutory Authority  

Section 383.402, F.S.  

Program Purpose 

The purpose of the CADR process is to: 

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

• 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. 

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

• Implement such recommendations, to the extent possible. 

State CADR 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. 

The State CADR Committee consists of seven agency-specific representatives appointed by the 
heads of each respective agency and twelve representatives appointed by the State Surgeon 
General from various disciplines dedicated to the health and welfare of children and families. 
Members of the State CADR Committee (Appendix A) 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. 
Agencies appointing members to the State CADR Committee include: 

• Department of Health 

• Department of Legal Affairs 

• Department of Children and Families  

• Department of Law Enforcement 

• Department of Education 

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

The State Surgeon General is also responsible for appointing the following members based on 
recommendations from 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. 

• A social worker who has experience 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 from a Florida Domestic Violence organization. 

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

• A substance abuse treatment professional. 

Local CADR 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. 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 A. 
 
County Health Department (CHD) Directors 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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Map of Local CADR Committees 

As a result of the close collaboration between DOH and DCF within the CADR System, Local 
CADR Committees are in alignment with Florida’s Judicial Circuits as well as the six DCF 
regions statewide (image below).   
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SECTION TWO: METHOD 

 

CADR Process Flowchart 

The CADR process includes many steps from a child fatality incident through the 

implementation of state and community-level prevention initiatives. Local CADR Committees are 

encouraged to take a community-wide approach to address causes and contributing factors of 

deaths resulting from child maltreatment, and to implement identified strategies, to the extent 

possible. Local CADR Committees are further encouraged to look beyond the child welfare 

system when identifying and implementing prevention strategies. The flowchart below outlines 

the multiagency CADR process and demonstrates a framework which represents a collective 

understanding of the need to build upon lessons learned and further support efforts to ensure 

decision-making is based on applicable data. 
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SECTION THREE: DATA 

 

Case Review Statistics 

 

This report includes information on closed child fatality cases with suspected maltreatment, 

which were reviewed and entered into the National Center for Fatality Review and Prevention 

Case Reporting System (NFR-CRS, Appendix B) by this year’s deadline, September 1, 2022. 

Cases that remain open to DCF for investigation are not available for review and thus are not 

included in this data sample. There were 216 child fatality review cases with complete data entry 

available for analysis by the data entry deadline, which are included in this report.  

 

Child maltreatment findings are based on the following criteria: 

 

• 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. 

 

• 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. 

 

It is important to note that the use of incident status for child maltreatment findings are 

concluded by DCF staff during the investigative process and are not indicative to case review 

findings made by CADR committees.  

 

Throughout this section of the report, references are often made to unknown and missing data 

in certain graphs, charts, and tables. For the purpose of this section, unknown is used when the 

answer to a given question or equivalent data element in the NFR-CRS is not known, despite 

efforts to obtain information by the Local CADR Committee. Missing refers to data elements that 

were left blank when entering child fatality case data into the NFR-CRS. 
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Table 1 details the distribution of 2021 child fatality cases reviewed, cases awaiting review, and 
cases that were not available for review as of September 1, 2022.  
 

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

Circuit 
Total Cases  

(Child deaths 
called into hotline) 

Cases Not Available 
for Review (Open 

Investigation/Case 
in Processing)  

Cases Available 
for Review 

Cases Completed 
and Available for 

Annual Report 

Circuit #1a 15 3 12 10 

Circuit #1b 6 1 5 5 

Circuit #2 3 0 3 3 

Circuit #3 8 3 5 0 

Circuit #4 42 9 33 7 

Circuit #5 25 0 25 25 

Circuit #6 20 10 10 9 

Circuit #7 17 7 10 2 

Circuit #8 7 4 3 3 

Circuit #9 53 0 53 50 

Circuit #10 34 4 30 25 

Circuit #11 27 10 17 5 

Circuit #12a 5 0 5 5 

Circuit #12b 9 4 5 5 

Circuit #13 29 11 18 14 

Circuit #14 18 5 13 2 

Circuit #15 29 22 7 7 

Circuit #16 0 0 0 0 

Circuit #17 37 13 24 10 

Circuit #18a 16 5 11 7 

Circuit #18b 10 0 10 9 

Circuit #19 16 7 9 9 

Circuit #20 23 14 9 4 

Totals 449 132 317 216 

 
The distribution of child fatality cases reported to the Florida Abuse Hotline by Local CADR 
Circuit is shown in Figure 1, from greatest number of calls to least.  
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Figure 1: 2021 Child Death Cases Reported to the Hotline (n=449)
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Figure 2 provides an aggregate summary of the case file status for all child fatalities (n=449) 

reported to the Florida Abuse Hotline in 2021, including the cases completed and analyzed in 

the 2022 Annual Report (n=216). 

 

 

 

 

Figure 2: Case File Status of 2021 Child Deaths Reported to the Florida Abuse Hotline 
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2021 Case Status Summary 
 
As of September 1, 2022, 449 child fatalities were called into the Florida Abuse Hotline for 2021.  
 
Of these child death incidents: 
 

• 317 were closed by DCF. 
o Of these, 317 had information which was available for review and 216 reviews 

were completed by the Local CADR Committees. The remaining 101 cases are 
scheduled for review after September 1, 2022. Data included in this report apply 
only to the 216 reviewed cases. Findings may change once all child fatalities are 
reviewed. 

• 132 were still open for investigation or recently closed, therefore case information was 
unavailable. 

o Consideration will be given toward supplemental analyses of the remaining 2021 
fatalities (n=132) upon case closure and review. 

• There were eight Local CADR Committees with 25 or more child fatality cases called into 
the hotline in 2021. These include Circuit 4 (n=42), Circuit 5 (n=25), Circuit 9 (n=53), 
Circuit 10 (n=34), Circuit 11 (n=27), Circuit 13 (n=29), Circuit 15 (n=29), and Circuit 17 
(n=37). 

• Of the 216 reviewed cases, 23 were classified as verified maltreatment deaths. The 
findings concluded that 12 (52.2%) were the result of neglect, and 11 (47.8%) were the 
result of abuse (Figure 3). 

 
 

 
 

 

 

 

 

Abuse
11 (47.8%)

Neglect
12 (52.2%)

Figure 3: Distribution of Reviewed Verified Maltreatment 
Deaths by Abuse and Neglect (n=23) 
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Child Death Trends 
 
Counts and rates of all causes of child death and verified child maltreatment deaths are 
displayed in Table 2. In 2021, the all-cause death rate for children aged 0-17 was 51.5 deaths 
per 100,000 child population (Florida CHARTS, 2022). The reported 2021 verified child 
maltreatment death rate in Table 2 is 0.53 per 100,000 child population. This rate is provisional, 
as there are several cases still open to investigation and unavailable for review. Changes in 
rates based on provisional data should be interpreted with caution. 
 

Table 2: Child Deaths: All Causes and Maltreatments, Florida, 2011-2021 

Year 

Resident 

Child Deaths 

All Causes 

Resident Child 

Death Rate per 

100,000 Population 

Verified Child 

Maltreatment 

Deaths 

Child Maltreatment 

Death Rate per 

100,000 Population 

Cases 

Pending 

(DCF) 

Cases 

Pending 

(Local 

Review) 

2011 2,191 54.2 136 3.37 - - 

2012 2,046 50.9 129 3.21 - - 

2013 2,105 52.5 137 3.41 - - 

2014 2,131 52.9 156 3.77 - - 

2015 2,249 55.4 123 3.03 - - 

2016 2,217 54.1 110 2.69 0 6 

2017 2,236 54.1 113 2.73 0 3 

2018 2,128 50.7 116* 2.77* 5 5 

2019 2,107 49.7 81* 1.89* 8 21 

2020 2,107 49.2 80* 1.45* 19 61 

2021 2,221** 51.5** 23* 0.53* 132 101 
  

*The numbers of verified child maltreatment cases for 2018, 2019, 2020, and 2021 are provisional, as 

some cases remain open and have not yet transferred to Local CADR Committees or have not yet 

been reviewed by Local CADR Committees. Past year figures may have changed as cases were 

closed following the submission of past CADR reports. 

**2021 Vital Statistics death data are provisional and subject to change. 

 
Child Demographic Characteristics 
 
The following section summarizes information on select child demographic characteristics.  
 
Age of Child 
 
Regardless of maltreatment verification status, children five years of age and younger 
comprised the majority of fatalities, representing 195 of 216 (90.3%) cases.  
 
As shown in Figure 4:  

• Among the 73 drowning deaths, 68 (93.2%) were children five years of age and younger. 
Most of these deaths occurred in children between ages 1 and 4 (84.9%). 

• Among the 74 sleep-related deaths, 73 (98.6%) were children less than one year old, 
where 47 (63.5%) of the incidents involved infants 3 months and younger. 

• 28 of 58 (48.3%) child deaths attributed to other causes were under the age of one. 
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Sex of Child 
 
Figure 5 shows the distribution of sex for the 216 cases. Males were disproportionately 
represented among child fatalities. For unknown, the sex of the child could not be determined 
during the death investigation for one case due to the child's condition at the time of discovery.  
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Figure 4: Age of Children by Primary Cause of Death (n=216)
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Figure 5: Sex of Children (n=216)
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Race and Ethnicity of Child  
 
As displayed in Figure 6, 71 of 216 children (32.9%) were identified as non-Hispanic white, and 
59 (27.3%) were identified as non-Hispanic black. Children who were identified as Hispanic or 
Latino, regardless of race, include 58 (26.9%) total cases, whereas 10 (4.6%) were identified as 
non-Hispanic other, and 18 (8.3%) were of unknown ethnicity.   
 
 

 
 
 

Child Demographic Characteristics Data Summary 

 

• 47.7% of all child fatality incidents received by CADR were < 1 year old. 

• 61.1% of all child fatality incidents received by CADR were classified as male. 

• 32.9% of all child fatality incidents received by CADR were identified as non-Hispanic 

white, whereas 27.3% were identified as non-Hispanic black. Hispanic or Latino children, 

regardless of race, constituted 26.9% of all cases.  
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Figure 6: Race and/or Ethnicity of Children (n=216)
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Location of Child Deaths 
 
County of the Death Incident 
 
The incident county refers to the county where the incident that led to the death took place, 
which is not always the same as the child’s residence county or the county where the child was 
declared deceased. The distribution of cases by incident county is shown in Table 3. 

 

Table 3: County of Death Incident (n=216) 

County 
Leading Cause of Death Category 

Total 
Drowning Sleep-Related Inflicted Trauma Other 

Alachua 0 1 0 1 2 

Bay 0 0 1 1 2 

Brevard 2 2 2 1 7 

Broward 4 3 1 2 10 

Citrus 0 0 0 4 4 

Clay 1 0 0 0 1 

DeSoto 0 0 0 1 1 

Duval 4 2 0 0 6 

Escambia 2 4 0 1 7 

Flagler 0 0 0 1 1 

Hardee 1 0 0 0 1 

Hernando 5 0 0 1 6 

Highlands 1 0 0 1 2 

Hillsborough 2 7 0 5 14 

Indian River 0 2 0 0 2 

Lake 1 1 2 1 5 

Lee 1 2 0 1 4 

Leon 1 2 0 0 3 

Manatee 1 3 0 1 5 

Marion 2 2 0 6 10 

Martin 0 1 0 2 3 

Miami-Dade 4 0 0 1 5 

Okaloosa 0 3 0 1 4 

Orange 7 15 1 7 30 

Osceola 13 1 0 6 20 

Palm Beach 0 3 1 3 7 

Pasco 3 3 0 0 6 

Pinellas 1 1 0 1 3 

Polk 8 7 1 6 22 

Santa Rosa 3 0 0 0 3 

Sarasota 1 3 0 0 4 

Seminole 3 4 1 1 9 

St Johns 0 1 0 0 1 

St Lucie 1 1 1 1 4 

Union 0 0 0 1 1 

Walton 1 0 0 0 1 

Total 73 74 11 58 216 
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Of the top three primary cause of death categories, regardless of maltreatment verification 
status: 

• 37 (50.0%) of all sleep-related deaths occurred in five counties: Orange, Hillsborough, 
Polk, Escambia, and Seminole. Orange County alone accounted for 15 (20.3%) of the 
sleep-related deaths. 

• 33 (45.2%) of all drownings occurred in four counties: Osceola, Polk, Orange, and 
Hernando. Osceola County alone accounted for 13 (17.8%) of the drowning deaths. 

• 11 deaths due to inflicted trauma occurred across nine counties: Brevard (n=2), Lake 
(n=2), Bay (n=1), Broward (n=1), Orange (n=1), Palm Beach (n=1), Polk (n=1), 
Seminole (n=1), St. Lucie (n=1). 

 
Incident Area Type 
 
Figure 7 displays the types of areas where child death incidents occurred. Of 216 cases, 118 
(54.6%) took place in suburban areas. The remaining incidents included 34 (15.7%) that 
occurred in urban areas and 26 (12.4%) in rural; 27 (12.5%) and 11 (5.1%) were unknown and 
missing respectively.  
 
Suburban is defined as a residential district located on the outskirts of a city. Urban is defined as 
a large city or densely populated area. A rural area is a community with low population densities 
and can include agricultural and recreational land.  
 

 
 

Official Manner of Death 
 
Child fatality reviews document the official manner and cause of death, as well as the 
maltreatment verification finding that results from DCF investigation. 
 
Figure 8 displays the official manner of death as indicated on the death certificate for all child 
fatalities reviewed for this report.  

Missing
11 (5.1%)Urban

34 (15.7%)

Suburban
118 (54.6%)

Rural
26 (12.0%)

Unknown
27 (12.5%)

Figure 7: Type of Area Where Incident Occured (n=216)
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• Of the 23 child deaths classified as verified maltreatment deaths, 10 (43.5%) were 
classified as accidents, 10 (43.5%) were classified as homicides, and 3 (13.0%) were 
classified as undetermined manner.  
 

• Among the 63 not substantiated child deaths, 48 (76.2%) were classified as accidents, 
followed by 12 (19.0%) as undetermined causes.   
 

• Among the 130 child deaths with no indicators of maltreatment, 77 (59.2%) were 
classified as accidents, followed by 31 (23.8%) classified as undetermined manner, and 
18 (13.8%) classified as natural manner of death.   

 

 
 
Primary Cause of Death 
 
The distribution of primary cause of death in all child fatality cases reviewed, stratified by child 
maltreatment verification status, is displayed in Figure 9. 
 

• Among the 23 verified maltreatment fatalities, 19 (82.6%) were the result of an external 
injury, 1 (4.3%) was due to a medical cause and 3 (13.0%) had an undetermined or 
unknown cause of death.  
 

• Among the 63 not substantiated maltreatment fatalities, 50 (79.4%) were the result of an 
external injury, 2 (3.2%) were determined to have a medical cause, 10 (15.9%) were 
undetermined, and 1 (1.6%) was concluded to have an unknown cause of death.  
 

• Among the 130 no indicator deaths, 83 (63.8%) were the result of an external injury, 19 
(14.6%) were the result of a medical cause, 17 (13.1%) were undetermined, and 11 
(8.5%) had an unknown cause of death. 
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The distribution of leading cause of death by manner of death is displayed in Figure 10.  
 

• Among the 73 drowning cases, 72 (98.6%) were accidental and 1 (1.4%) case was 
verified as a homicide.  

 

• Among the 74 sleep-related cases, the manner of death was undetermined for 31 
(41.9%) cases, whereas 42 (56.8%) were classified as accidental manner and 1 (1.4%) 
was due to natural manner. 
 

• Homicidal manner accounted for 7 (63.6%) of the 11 inflicted trauma cases. In 4 (36.4%) 
of the cases, the manner of death was suicide.  
 

• The remaining other cause of death category comprises deaths caused by other external 
injuries (not sleep-related, drowning, or inflicted trauma), medical conditions, and 
undetermined and unknown causes. In the majority of cases included in this category, 
manner of death was natural (31.0%), accidental (36.2%), or undetermined (25.9%). The 
remaining 4 cases in the other cause of death category comprised 2 (3.4%) homicides 
and 2 (3.4%) suicides as the official manner.  
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Figure 11 displays specific causes of death resulting from external injury. 
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Figure 10: Manner of Death by Leading Cause of Death Category 
(n=216)
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Tables 4 and 4.1 shows the specific types of injury causes for both homicide and suicide (n=16) 
manner of death, without cause of death stratification.  
 
In 2021, there were 10 verified homicide deaths; in 7 of these cases, the cause of death was 
inflicted trauma by bodily force or weapon. In 1 verified maltreatment homicide case, the cause 
of death was drowning and in the remaining 2 cases, the external cause of death is reported as 
other cause for 1 case due to starvation/dehydration, and the other case was classified as 
undetermined if injury or medical cause. 
 

 

 

 

 
Table 4 Homicide Incidents (n=10):  

• In 5 cases, bodily force was used to inflict trauma. 

• In 2 cases, firearms were used to inflict trauma. 

• In 1 case of homicide death, the cause of death was drowning. 
 
Table 4.1 Suicide Incidents (n=6):  

• In 4 cases, firearms were used to self-inflict trauma. 

• 2 cases were classified as other cause of injury, with both suicide incidents being due to 
self-inflicted hanging. 

 
Table 5 displays specific primary causes of death resulting from a medical condition. 
 

Table 5: Medical Cause of Death (n=22) 

Specific Medical  

Cause of Death 
Number of Cases 

Asthma/respiratory 1 

Cardiovascular 1 

Congenital Anomaly 1 

Neurological/Seizure Disorder 1 

Pneumonia 4 

Sudden Infant Death Syndrome (SIDS) 4 

Other Infection 4 

Other Medical Condition 4 

Undetermined Medical Cause 1 

COVID-19 1 

 

 

Table 4: Homicide Breakdown (n=10) 

Injury Cause Number of Cases 

Drowning 1 

Bodily Force or Weapon 7 

Other cause 1 

Undetermined 1 

Table 4.1: Suicide Breakdown (n=6) 

Injury Cause Number of Cases 

Weapon 4 

Other Injury Cause 2 
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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. All sleep-related variables in this report pertain to 
children under five years of age. 
 
Sleep-related deaths account for 74 (34.3%) of all 2021 CADR case entries, with 42 (56.8%) 
due to asphyxia, 5 (6.8%) due to medical cause, 3 (4.1%) due to other cause, 15 (20.3%) 
undetermined, and 9 (12.2%) unknown (Figure 12). 
 
The cause of a sleep-related death can remain undetermined or unknown after investigation, 
therefore, may be classified as a death from an unknown or undetermined cause. Death scene 
investigations involving sleep-related incidents provide information regarding location and 
position in which the child was placed and found. These narratives can be used in conjunction 
with the medical examiner’s (ME) findings to provide a more encompassing view of the incident. 
 

 
 
When available, Local CADR Committees collect information on risks and protective factors 
pertaining to sleep-related deaths. Figures 13 through 15 and Table 6 provide an overview of 
critical factors regarding sleep placement, environments, and age distribution among the 
reviewed cases. 
 
Figure 13 provides information related to sleep placement position among cases that were 
classified as sleep-related, including 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. Findings are only presented on cases where data were reported.  
Sleep position/sleep placement options are:  
 

• On Back 

• On Stomach 

• On Side 

• Unknown 
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• On Back was the usual reported placement position for 38 (51.4%) 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 32 (43.2%) child deaths where sleep 
position at the time of death was known. 
 

Figure 14 shows the distribution of incident sleep place among sleep-related deaths, with 43 
(58.1%) of all sleep-related deaths taking place in an adult bed. 
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Table 6 provides counts of specific objects (including persons) that were reported in a child’s 
sleep environment, in which some may have contributed to a child’s airway obstruction among 
the 74 reviewed sleep-related cases. More than one object may have been present in the sleep 
environment; thus, column totals exceed the number of children in some of the reported 
incidents. In 36 cases, an adult was present in the sleep environment, and in 14 cases, another 
child or multiple children were present in the sleep environment. 
 

Table 6: Objects in Sleep Environment Among Sleep-Related Deaths (n=74) 

Object(s) Present in Sleep Environment Count Percentage (%) 

Pillow/Cushion 49 66.2% 

Mattress 46 62.2% 

Adult 36 48.6% 

Comforter, Quilt, or Other 33 44.6% 

Fitted Sheet 33 44.6% 

Thin Blanket/Flat Sheet 32 43.2% 

Child(ren) 14 18.9% 

Clothing 10 13.5% 

Other 9 12.2% 

Toy(s) 7 9.5% 

Nursing or U-shaped Pillow 7 9.5% 

Bottle 2 2.7% 

Crib Railing/Side 2 2.7% 

Wall 2 2.7% 

Animal(s) 1 1.4% 

 
Figure 15 provides the age breakdown of children who died as a result of a sleep-related death 
incident. Of the 74 sleep-related death incidents in 2021, 35 (47.3%) involved infants 2 months 
of age and younger, while 18 (24.3%) involved infants between 3 and 4 months of age, and 16 
(21.6%) involved infants that were between 5 and 6 months of age.  
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Information analyzed as part of the 2021 child fatality review indicate the following:  
 
Death scene investigations for sleep-related incidents at the place of the incident were 
completed for 72 (97.3%) of the reviewed cases. Of the 72 cases, 25 (33.8%) death scene 
recreations with a doll were conducted, where the findings were shared with Local CADR 
Review Committees in 13 of the 25 (52.0%) cases.  
 
 

  Sleep-related Data Summary  
 

 

• 58.1% of all sleep-related deaths took place in an adult bed. 

• Children between 0 and 3 months of age made up 63.5% of all 2021 sleep-related fatalities. 

When including infants up to 4 months of age, this percentage increases to 71.6%. 

• 59.5% of all sleep-related deaths involved male children. 

• 51.4% of children were placed on their back to sleep and 43.2% were found on their 

stomach. 

• 48.6% of the 74 sleep-related deaths had another adult in the bed, whereas 18.9% had 

another child or children in the bed at the time of incident. 
 
 

 
 
Drowning Death Incident Information 
 
For drowning cases, Local CADR Committees collect detailed information on the circumstances 
and environmental factors associated with each death, including the location of the incident and 
whether or not a barrier was in place. 
 
Table 7 displays the location of drowning deaths, with a pool, hot tub, or spa represented in 61 
(83.6%) of the total drowning incidents. The majority (98.6%) of drowning incidents were 
classified as accidental manner, regardless of the drowning location, and one homicide incident 
(1.4%) occurred in a pool at the home. 
 
 

Table 7: Drowning Location by Manner of Death (n=73) 

Drowning Location 
Manner of Death 

Total 
Accident Homicide 

Open Water/Pond 9 0 9 

Pool/Hot Tub/Spa 60 1 61 

Bathtub 2 0 2 

Other 1 0 1 

Total 72 1 73 
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Figure 16 shows the location where children were last seen before drowning. Children were 
most likely to be last seen in their house (61.6%) or in a yard (16.4%) prior to drowning.  
 

 
 

Figure 17 details physical barriers and other protection layers that were in place at the time of 
drowning incident. Barriers are physical structures, such as a door or a fence, that are intended 
to limit access to potentially hazardous bodies of water. More than one barrier can be present in 
individual drowning cases. 
 

 
 

In the majority of drownings (80.8%), there was at least one physical barrier in place at the time 
of the incident. In 12 drowning cases (16.4%), there were no layers of protection indicated to 
prevent access to water. The most common physical barriers in place among the 73 drownings 
were doors (60.3%) and gates (38.4%), as seen in Figure 17. 
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Figure 18 details physical barriers and other protection layers that were breached. A breached 
barrier is defined as opened, broken, or not functioning. Therefore, the presence of a barrier 
does not imply that the barrier is always effective in preventing a child from accessing a water 
source and may also not be applicable in water sources such as an open beach. More than one 
barrier can be breached in individual drowning cases.  
 
 

 
 
 
In Figure 18, the most prevalent barrier breached in drowning incidents were doors (42.5%) and 
gates (28.8%), followed by fences (16.4%).  
 
 

Drowning Data Summary 
 

 

• Drowning deaths occurring in a Pool/Hot tub/Spa account for 83.6% of all 2021 drowning  

fatalities. 

• Children 3 years of age and younger make up 64.4% of all 2021 drowning fatalities. This 

percentage increases to 86.3% when including children 4 years of age and younger. 

• 60 children (82.19%) did not know how to swim at the time of the incident.* 

• 67.1% of all 2021 drowning related fatalities involved male children. 

• 61.6% of children were located within the home prior to the drowning incident. 

• Of all protection layers that were present in reviewed drowning cases, 38.9% were 

identified as being a door.  

• Doors and gates accounted for over half (66.7%) of all protection layers that were 

breached prior to drowning incidents. 

 
*This statement reflects all child drownings reviewed by CADR, of which 86.3% were under the age of five. 
Children in this age range are not expected to have the developmental capacity to be reliable swimmers. 
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Inflicted Trauma Death Incident Information 
 
The intentional infliction of bodily harm is captured in this category and remains a leading cause 
of preventable child death. Information collected on cases involving bodily force or weapon-
related deaths include the type of weapon used and manner of death. Weapon types include 
firearms, bodily force, or body parts, such as fists, hands or feet, and any other items that can 
be used to inflict bodily harm. At the time the data were analyzed for this report, several cases 
were not yet available for review and thus not fully representative of severity of inflicted trauma 
incidence. 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 that figures 
presented on weapons or bodily force will increase when all 2021 deaths are reviewed.  
 
Figure 19 displays bodily force or type of weapons used in inflicted trauma cases. Among the 11 
reviewed inflicted trauma deaths including both homicide and suicide cases: 
 

• 6 (54.5%) cases used firearms (handguns) as weapons to inflict trauma. 

• 3 (27.3%) cases involved bodily force/body parts to inflict trauma. 

• 2 (18.2%) cases indicated unknown weapon type or bodily force. 
 

  
 

 
 
 
 

 
Table 8 displays the breakdown of inflicted trauma cases by manner of death. Among these 
deaths, homicides comprised 7 (63.6%) total cases, and 2 of those cases involved firearms, 
while 3 were due to bodily force, and in 2 cases the weapon type was unknown. Suicides 
comprised 4 (36.4%) of the cases, and all 4 suicide deaths involved firearms. Additional 
information regarding these homicide and suicide incidents is referenced in Tables 4 and 4.1 
 
 

Inflicted Trauma Data Summary 
 

 

• 70.0% of verified maltreatment homicides were the result of inflicted trauma. 

• 54.5% of weapons utilized in cases of inflicted trauma death were firearms (handguns). 

• In the 6 cases where a firearm was used, 2 were homicide incidents and 4 were suicide 

incidents.  

• 27.3% of inflicted trauma cases involved body parts or bodily force. 
 

 

Table 8: Inflicted Trauma Cases 
by Manner of Death (n=11) 

Manner 
Number 
of Cases 

Percent 
(%) 

Homicide 7 63.6% 

Suicide 4 36.4% 
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Among Inflicted Trauma Deaths (n=11)
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Supervisor Impairment  
 
Information is collected regarding whether the supervisor of the child at the time of the death 
incident was impaired. Figure 20 provides the distribution of impairment type among cases 
where a supervisor was impaired. More than one type of impairment can be present for a single 
supervisor at the time of incident.  
 
Supervisors were found to be impaired in 76 (35.2%) cases and not impaired in 89 (41.2%) 
cases, whereas impairment status was unknown or missing in 51 (23.6%) cases. The most 
common type of impairment among supervisors was found to be distraction (57.9%), followed 
by drugs (27.6%) and alcohol (14.5%). 
 

 

 

 

 

 

 

 

 

 

 
 

Supervisor Types of Impairment Data Summary 
 

 

At the time of the incident: 
 

• 76 of 216 supervisors (35.2%) were impaired. 

• Most supervisors who were indicated to be impaired (57.9%) were found to be distracted. 

• 27.6% supervisors found to be impaired indicated influence of drugs. 

• 14.5% supervisors found to be impaired indicated influence of alcohol. 
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at Time of Incident (n=216)
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Limitations 
 
There are several important limitations to consider when interpreting the data in this report. 
First, the report only includes cases which have been reviewed and have completed data entry 
into the NFR-CRS. The degree to which the data are representative of all child death cases 
reported to and investigated by DCF each year is highly dependent on the proportion of total 
cases that have complete data entry and are available for analysis at the time of data extraction 
for the report. In the 2022 CADR Annual Report, less than half (48%) of total 2021 cases were 
completed in the NFR-CRS.  
 
A second limitation to these data is the occurrence of missing and/or unknown values. Missing 
data values generally occur when a question in the NFR-CRS is left unanswered, resulting in 
variables without observations. This is similar but distinct from unknown data values, which 
result from questions in the NFR-CRS that allow for a response of unknown as a valid 
observation when information from case file review is insufficient to make a definitive selection. 
Both missing and unknown data values reflect a lack of information, and both may introduce 
bias into the results of analysis, as certain types of cases or subgroups in the data may become 
underrepresented. 
 
Finally, small sample size is a considerable limitation for several analyses in this report. While 
the overall sample of cases (n=216) is not problematically small from a statistical perspective, 
this sample is broken down into smaller subgroups throughout the report that are then further 
stratified by variables of interest. Increasingly smaller subgroups in the data can result in 
estimates (percentages, rates, etc.) that are highly unstable and may not be suitable for making 
comparisons and drawing conclusions about statistical relationships. Estimates that are 
calculated with a numerator less than 5 or with a denominator less than 20 should be 
interpreted with caution and should not be used to infer statistical associations. 
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SECTION FOUR: SUPPLEMENTAL ANALYTIC REPORTS 

 
The 2022 CADR Annual Report presents the results of systematic analysis of child fatality 
review cases in Florida which is critically important for the future development and 
implementation of strategic initiatives around child death prevention. Detailed analysis of these 
data 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 (2014-2022) 

The Division of Children’s Medical Services’ (CMS) Epidemiology Unit, in partnership with the 
CADR Program team and State and Local CADR Committees, will continue to actively perform 
focused analyses on continuing or emerging issues in child deaths observed in the CADR 
database. Reports and other data products used to disseminate the results of these analyses 
will be structured to provide in-depth breakdowns of child deaths relating to safe sleep practices, 
water safety, inflicted trauma, and other related topics. Analytic projects will also be guided by 
questions and feedback generated from ongoing data analysis and CADR stakeholders. These 
focused reports will also aim to explore, where feasible, 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 child fatality prevention stakeholders with data-
driven evidence to shape program and policy efforts at the local, state, and potentially national 
levels.  

Finalized Focused Reports for the 2022 Reporting Year: 

Comparing asphyxia and unexplained causes of death: a retrospective cohort analysis of 

sleep-related infant death cases from a state child fatality review program.  

Megan Macdonald, Daniel Thompson, Robin Perry, Robert Brooks 

ABSTRACT 

Objectives: To examine the characteristics and circumstances of infants who died while 

sleeping or in a sleep environment and compare deaths classified as either unintentional 

asphyxia or an unexplained cause. 

Design: A retrospective cohort study. 

Setting: Data were extracted from the National Fatality Review Case Reporting System and 

Florida Vital Statistics databases. 

Participants: Data on 778 sleep-related infant deaths occurring from 2014 to 2018 in Florida 

were analyzed. 

Primary outcome measure: Cause of death classification as unintentional asphyxia or 

unexplained. 

Results: Overall, 36% (n=276) of sleep-related infant deaths in this study sample were 
classified as resulting from an unexplained cause compared with unintentional asphyxia. Most 
infants were reported to be in an adult bed (60%; n=464) and sharing a sleep surface with a 
person or animal (60%; n=468); less than half (44%; n=343) were reportedly placed to sleep on 
their back. After controlling for the influence of other independent variables, female sex 
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(adjusted risk ratio: 1.36; 95% CI 1.06 to 1.74) and fully obstructed airway condition (adjusted 
risk ratio: 0.30; 95% CI 0.18 to 0.50) were associated with an unexplained cause of death. 

Conclusions: The results of this analysis indicate that sleep environment hazards remain 
prevalent among infants who die suddenly and unexpectedly, regardless of the cause of death 
determination. While significant differences were observed for some factors, in many others the 
distributions of both demographic and incident characteristics were similar between unexplained 
deaths and those resulting from asphyxia. The results of this study support growing evidence 
that unsafe sleep environments contribute to all forms of sudden unexpected infant death, 
underscoring the need for standardizing cause of death determination practices and promoting 
consistent, high-quality forensic investigations to accurately explain, monitor, and prevent these 
deaths. 

This study was published in the British Medical Journal (BMJ) Open, and the full-text article can 

be accessed at the following link: https://bmjopen.bmj.com/content/12/9/e059745.long. 

Proposed Focused Reports for the 2023 Reporting Year: 

• Inflicted Trauma 

o A comprehensive multi-year analysis of child deaths resulting from inflicted 
physical trauma with a body part or weapon will be produced within the first 
quarter of 2023. This report will provide enhanced analysis of inflicted trauma 
cases to examine cause and manner of death, child and caregiver/supervisor 
information and history, weapon type, incident characteristics, and other relevant 
factors. The multi-year structure of the data for this report will overcome some of 
the limitations of reporting the same data elements on an annual basis, such as 
small sample size and incomplete case review or data entry on a significant 
proportion of total cases. A retrospective examination of case closure and review 
timelines for inflicted trauma cases will also be conducted on complete data 
years to estimate delays in timely case entry into the NFR-CRS database. 

• Caregiver History in Verified Maltreatment Cases 

o A thorough analysis of caregiver background will be performed on cases of 
verified child maltreatment death. The data sample for this analysis will include 
verified abuse and neglect deaths of all causes and manners. The report will 
examine a variety of data elements that capture important information about 
caregivers of children in Florida who die from abuse or neglect, including basic 
demographic characteristics, social-economic factors, mental health and 
substance abuse history, past history of maltreatment as perpetrator or victim, 
past criminal history, and other relevant factors.  

• Trends in Case Investigation, Review and Data Entry Processes 

o At the time of data extraction for the current year’s annual report, less than half of 
total cases for the year had complete data entry in the NRF-CRS. The continually 
decreasing number of cases available for the annual report each year highlights 
a significant issue for the integrity of annual CADR reports, as the data in the 
report will become less representative of the total cases for the year as the 
proportion of cases with complete data decreases. This supplemental analysis 
will examine trends in the proportions of cases at the time of annual reporting 
that: 

▪ Have been closed by DCF. 

▪ Are available for local CADR committees to review. 

▪ Have completed reviews. 

https://bmjopen.bmj.com/content/12/9/e059745.long
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▪ Have competed case data entry in the NFR-CRS. 

o The data and trends to be analyzed in this report are intended to help inform 
State and Local CADR Committee members of irregularities among case review 
status and completion from year to year that hinder analysis of the data, as well 
as to improve efforts for consistent timely completion of case review and data 
entry for each year’s Annual Report. Sequentially, the increased accessibility of 
cases reviewed and availability for each year’s Annual Report would aid in 
providing a more representative sample of preventable child deaths and more 
accurately informing the efforts of both State and Local CADR Committees and 
other stakeholders in child fatality prevention. 

o In order to improve the quality of the data in future reports, it is important to 
develop an action plan that would help mitigate the decreasing availability of 
reviewed cases which is currently impacting the ability to perform more accurate 
and representative analyses of child fatalities. 

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 state and local CADR stakeholders 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 currently contains a robust collection of variables reflecting the 
causes and contributing factors of child deaths called into the Florida Abuse Hotline, the NFR-
CRS is an expansive database that contains additional elements allowing 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: 2022 CADR SUMMIT 

 
Bringing together CADR leadership, members, and partners face-to-face for the first time in two 

years, the 2022 CADR Annual Summit provided valuable opportunities for new members and 

partners to connect and network with established and experienced CADR leaders and staff.  

The theme of the 2022 CADR Annual Summit, Bridging the Gap, engaged stakeholders in 
developing a deeper understanding of how critical factors, such as health equity, community 
engagement, committee accountability, and prevention recommendations can contribute to the 
overarching goal of CADR, to eliminate preventable child death in Florida. 
 

Lesline Anglade-Dorleans, JD, introduced the Family Navigator Program, newly implemented by 
DCF, demonstrating innovative approaches to community engagement and child maltreatment 
prevention.  
 

Heather Dykstra, epidemiologist with the National Center for Fatality Review and Prevention, 
provided a valuable examination of CADR data quality, introduced new data tools, and 
highlighted advancement in data collection and analysis.  
 

Megan Macdonald, epidemiologist with DOH Division of CMS, provided a presentation, The 
Impact of Data Quality on Child Death Review Analysis, which gave an in-depth overview of 
critical components of data quality including consistency, accuracy, completeness, and 
timeliness, presenting each component with examples and visuals for added clarity.  
 

Stacey Hoaglund, Executive Director of Autism Society of Florida, contributed a presentation, 
Key Steps to Altering the Serious Drowning Statistic of Children with Autism, providing a 
valuable opportunity to examine specific prevention needs to effectively address families of 
children with autism.  
 

Dr. Randell Alexander, Professor and Chief for the Division of Child Protection and Forensic 
Pediatrics at the University of Florida, College of Medicine-Jacksonville, introduced a child 
abuse prevention initiative, No Hit Zones, during a presentation provided at the Summit. 
Attendees learned about opportunities to designate No Hit Zones in their communities and were 
provided guidance and programmatic support for implementing this exciting initiative.  
 

Ret. Major and current State CADR Chairperson, Connie Shingledecker, provided a 
presentation on Sudden Unexpected Infant Death Investigation Reporting Form (SUIDI-RF) 
Utilization, Completion, and Impact on Data Collection and Analysis. During the presentation, 
materials used during SUIDI trainings were made available for participants to examine. 
 

A panel discussion examined how health equity presents in the child fatality review setting and 
ways to increase health equity in the work of CADR and stakeholder organizations. Panelists 
contributing to this discussion included Sasha Mintz, Abby Collier, Stacey Hoaglund, and Dr. 
Randell Alexander. Panelists discussed the under-representation of children with disabilities in 
drowning prevention efforts, how health equity is addressed in data collection and case review 
process, as well as many socio-economic factors contributing to health disparities affecting 
children and families.  
 

The 2022 CADR Annual Summit presentations are available to be viewed and shared at 
www.FLCADR.com. 

http://www.flcadr.com/
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SECTION SIX: IMPLEMENTATION OF 2021 PREVENTION RECOMMENDATIONS 

CADR data are utilized to inform the development and implementation of prevention initiatives 
at the local level, to eliminate child fatalities as a result of abuse and neglect. The initiatives 
outlined below provide an example of efforts made in response to the 2021 Prevention 
Recommendations developed by the State CADR Committee. 

The Circuit 10 Local CADR Committee displayed safe sleep billboards in four locations 

throughout Polk County from April through July 2022. To promote health equity, Circuit 10 also 

hosted a Melanin Families Matter virtual panel titled Hope During a Health Decline. Panelists 

included the Polk County Health Officer as well as other clinical service providers in the 

community. Topics impacting infant mortality including premature birth, low birthweight, birth 

defects, safe sleep practices, and breastfeeding were discussed. March 2022 was proclaimed 

Melanin Families Matter Month by City of Winter Haven, City of Lakeland, and Polk County 

Board of County Commissioners. 

 

Circuit 15 Local CADR Committee partnered with community providers including BRIDGES, 

Healthy Mothers, Healthy Babies and Women’s Health Initiative Programs to jointly host a baby 

shower, Bows and Bowties. The focus on this event was to build parent and community capacity 

in ten geographic areas within the Palm Beach County area, with a specific focus on areas 

demonstrating disparities in early childhood outcomes.  

 

Many Local CADR Committees throughout the state partner with DOH and community providers 

to host monthly baby shower events providing new and expectant parents with baby items, 

educational materials, newborn care information, and resources to promote newborn safety with 

a focus on safe sleep education.  

 

Circuit 12 Local CADR Committee worked collaboratively with the Manatee County Sheriff’s 

Office to promote safe sleep education in the community by displaying posters at convenience 

stores and gas pump toppers in both English and Spanish. Additionally, they promoted safe 

sleep by submitting informative articles for publication in the NEXTGEN Family Magazine and 

the Bradenton Herald. This committee also partnered with the Manatee County Teen Parenting 

Program, providing presentations about infant safe sleep, and promoting physical abuse 

prevention through the Who Is Watching Your Child campaign.  

 

In 2022, Circuit 12 Local CADR Committee, continued efforts in collaboration with the Manatee 

County Sheriff’s Office providing education to recovery pod inmates at the Manatee County Jail, 

addressing a variety of child abuse and neglect prevention topics including substance exposed 

newborns, safe sleep, Who Is Watching Your Child, Period of Purple Crying, and the dangers of 

shaken baby or abusive head trauma.  

 

Local CADR Committees continued efforts in drowning prevention outreach by promoting the 

Keep Kids Safe From Drowning project developed by the State CADR Committee in 2020. This 

effort was coordinated in the eight Florida counties demonstrating the highest incidence of child 

drowning over the past three years including: Broward, Polk, Orange, Hillsborough, Palm 

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

Through partnership with home-visiting programs, including Healthy Start, Healthy Families, and 
DCF, this initiative promotes face-to-face education regarding child drowning incidents which 
occur when children exit the home undetected. This effort includes the distribution of door 
alarms to families along with guidance for how to utilize this layer of prevention most effectively. 
Local CADR Committees have taken the lead in identifying local partners for distributing 
drowning prevention materials and ensuring consistent messaging reaches communities. This 
effort intends to increase awareness and heighten supervision of young children who might 
unknowingly breach barriers, such as doors and windows, to outside bodies of water. 
 
As a result of increased child drowning fatalities in 2021, DOH collaborated with the University 
of South Florida (USF) to assess existing drowning prevention materials and conduct formative 
research to inform a multi-layered social marketing campaign to prevent child drowning. During 
the initial phase of this ongoing collaborative effort with USF, drowning prevention messaging 
developed by the State CADR Committee was displayed in Orlando International Airport to 
inform travelers within the airport of the need for vigilant supervision and water safety as well as 
interview travelers regarding current behaviors and thoughts around water safety. This effort 
addresses the ongoing and increasing issue of fatal child drownings among non-Florida 
residents.  
 

Circuit 13 Local CADR Committee collaborated with community partners, Crisis Center of 
Tampa Baby to promote suicide prevention initiatives including utilization of 211, a 24-hour 
resource which provides care coordination and crisis intervention to those seeking assistance.  
Additionally, this committee worked with the Children’s Board of Hillsborough County to promote 
the Be Smart gun safety campaign.  
 

These initiatives demonstrate the ongoing efforts of the State CADR Committee and Local 
CADR Committees to utilize CADR data to inform, develop, and implement effective prevention 
initiatives addressing the contributing factors of preventable child death.  
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SECTION SEVEN: PREVENTION RECOMMENDATIONS 

 

Moving Forward: A Social Ecological Model for Change 

The top three categories of preventable child fatalities in Florida continue a trend that has 

persisted over the last several years. These categories include child fatalities that occur as a 

result of: 

• Sleep-Related Infant Death. 

• Drowning. 

• Inflicted Trauma. 

The 2022 State CADR Committee prevention recommendations are based on an analysis of 

CADR findings for the 2021 child fatality cases reviewed, as well as input provided by 

community and state partners, and a review of current child welfare literature. To effectively 

address each level of intervention, approaches to prevention have been organized using the 

following framework known as the Social-Ecological Model for Change.  

 

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 

Centers for Disease Control and Prevention (CDC), demonstrates how behaviors are formed 

based on characteristics of individuals, relationships, communities, and societal factors. To 

develop effective prevention strategies, it is necessary to address each level of the model, and 

most effective to act across multiple levels at the same time, as one level influences another. 

This approach can contribute to more sustainable prevention over time and achieve a greater 

impact.  
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The 2022 Prevention Recommendations developed by the State CADR Committee are as 

follows: 

 

• Continue efforts to relay timely information to caregivers and community supports 

regarding the safety of children.  

 

The State CADR Committee recommends that communities continue to provide timely 

messaging to parents regarding potential risks to children related to the leading causes of 

preventable child deaths, including sleep-related infant death, drowning, and inflicted trauma. 

Bolstering efforts to educate parents and families on the risks associated with the leading 

causes of preventable child death must remain a priority for the citizens of Florida. The State 

CADR Committee encourages collaboration among community supports, such as family 

resource centers, faith-based communities, and culturally specific entities. The influence of 

these types of community organizations could vastly improve the perceived reliability of 

information provided, thus increasing the overall reach of critical messaging and the likelihood of 

parents and caregivers utilizing information obtained to make informed decisions regarding the 

safety and wellbeing of children.  

Partnerships with home-visiting providers, such as DCF and Healthy Families Florida, who have 

the unique opportunity to engage with families inside their homes, assessing for potential risks 

and providing specific education and support to caregivers, are an important link to ensuring key 

messaging reaches caregivers in a timely and applicable manner.  

There is a continued need for effective engagement of expectant mothers, partners, and 

grandparents; especially as it relates to maternal health, safe sleep practices, and the adverse 

effects of maternal substance misuse on the fetus and on the newborn. Additionally, the State 

CADR Committee supports the consistent use of maternal depression screening tools at well-

child pediatric appointments and a coordinated response to address any needs identified as a 

result of the screening. The State CADR Committee recommends the use of home safety 

checklists which are designed to help identify hazardous conditions within the home that could 

pose a risk to children. 

 

• Continue to develop strategies to ensure consistent and coordinated prevention-related 

messaging across local and state agencies, business and industry leaders, and other 

relevant private and public sector groups.  

Building upon existing efforts, the State CADR Committee recommends the continued 

development of a formal plan for widespread collaboration focused on prevention messaging 

consistent with recommendations of the American Academy of Pediatrics (AAP) regarding safe 

sleep practices and drowning prevention. Strategies may include: 

• Collaborating with stakeholders and expanding partner networks. 

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

• Coordinating statewide efforts to utilize standardized prevention tool kits promoting 

consistent messaging. 

• Support utilization of social media content for sharing prevention-related information. 
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• Expand efforts to collect data related to co-occurring substance abuse and mental health 

disorders. 

 

Substance abuse and mental health disorders continue to be identified as risk factors 

associated with verified maltreatment deaths of children. Enhanced efforts are needed to 

identify opportunities to engage with community partners who are addressing co-occurring 

disorders in caregivers. Further efforts are needed to explore evidence-based prevention 

initiatives that can be utilized in communities where these issues are more prominent. The State 

CADR Committee recommends that consideration be given to existing guides, such as the 

Strategic Prevention Framework of the Substance Abuse and Mental Health Services 

Administration (SAMHSA)1 as well as outcomes of the Florida Perinatal Quality Collaborative 

relating to co-occurring disorders in caregivers, in data collection efforts and in the development 

and implementation of collaborative community-based prevention initiatives. 

 

• Analyze efforts to improve data collection and assessment of factors contributing to 

preventable child fatalities which are currently underrepresented in CADR data.  

 

The current CADR data collection tool presents opportunities for examining circumstances not 

currently captured therein through the addition of state-specific data collection elements. 

Incorporating Florida-specific questions to the data collection tool will allow additional analysis of 

data not currently examined during the CADR process, including, but not limited to, incidents of 

hot-car and intimate partner violence-related child fatalities.  

 

Inflicted trauma and child homicides are largely underrepresented in the CADR Annual Report. 

These cases often require lengthy criminal investigation and court proceedings resulting in a 

delay of these cases being available for inclusion in the report sample. To address this issue, 

the State CADR Committee recommends conducting multi-year trend analysis to further 

examine facts and circumstances of inflicted trauma and child homicides.  

 

With this recommendation, the State CADR Committee demonstrates its commitment to 

effectively and consistently address gaps in the data collection process and promote the 

continued development of community-level prevention initiatives based on comprehensive data. 

 

• Continue to support the development and dissemination of messaging around 

appropriate supervision and barriers of protection as primary factors in drowning 

prevention, as well as establish age-appropriate expectations and swimming capabilities 

for young children, that are consistent with recommendations from the American 

Academy of Pediatrics (AAP).  

 

 
1 Substance Abuse and Mental Health Services Administration (2019). A Guide to SAMHSA's Strategic Prevention 
Framework. Rockville, MD: Center for Substance Abuse Prevention, Substance Abuse and Mental Health  
Services Administration. Available at: https://www.samhsa.gov/sites/default/files/20190620-samhsa-strategic-
prevention-framework-guide.pdf  
 

https://urldefense.com/v3/__https:/www.samhsa.gov/sites/default/files/20190620-samhsa-strategic-prevention-framework-guide.pdf__;!!B6dj6w!po1W9V1_5LI4Sai4ETrB7O4vI98HTcacV-rbLda2vI4X39E0bk9VLn8i1bvCPZ7Rx4w8$
https://urldefense.com/v3/__https:/www.samhsa.gov/sites/default/files/20190620-samhsa-strategic-prevention-framework-guide.pdf__;!!B6dj6w!po1W9V1_5LI4Sai4ETrB7O4vI98HTcacV-rbLda2vI4X39E0bk9VLn8i1bvCPZ7Rx4w8$
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CADR data demonstrate that drowning deaths among young children ages one to five years, 

most frequently occur during non-swim-time activities. Inadequate supervision and breached 

barriers to pools and other bodies of water continue to be the primary factors associated with 

child drowning deaths. Inadequate supervision can include caregivers who are present but 

distracted (e.g. using a cell phone, reading, conversing, or otherwise not maintaining visual 

contact with a child in the water), as well as caregivers who are not within visible and audible 

range when a child is in or near water. Caregivers require continued education and messaging 

regarding layers of protection and supervision as the most effective means of drowning 

prevention related to home swimming pools and nearby ponds. The recommended use of 

touch-supervision of children in the water entails that a caregiver or supervisor is always within 

reach of a child in or near the water. Further concerns are raised regarding caregiver 

expectations associated with the swimming capability of children under the age of five and the 

potential risk such expectations may have for drowning. The State CADR Committee endorses 

AAP recommendations and encourages statewide integration of the recommendations as a part 

of a comprehensive drowning prevention strategy.  

The State CADR Committee supports the implementation of Keep Kids Safe From Drowning 

pilot project in the eight leading counties demonstrating the highest rates of child drowning 

incidents. The messaging incorporated in Keep Kids Safe From Drowning is in alignment with 

AAP recommendations as well as Florida CADR data which demonstrates the primary factors 

associated with swim-time and non-swim-time drowning, specifically for young children ages 

five and under.  

 

• Effectively advocate for strengthened partnerships and collaborations between state 
agencies to ensure families are referred to evidence-based parent coaching and support 
programs. 
 
Under Florida’s Family First Prevention Services Act (FFPSA),2 DCF has worked with 

community and child welfare stakeholders to identify available evidence-based services with the 

goal of leveraging and expanding service arrays to meet the needs of children and families. 

Family First Transition Act provides funding to support training in the following evidence-based 

programs to support capacity building in communities statewide: Homebuilders, Motivational 

Interviewing, Multisystemic Therapy, and Parent-Child Interaction Therapy. 

Under FFPSA, federal Title IV-E funds can be drawn down to support prevention services for 

families who are at-risk. The State CADR Committee strongly recommends state agencies 

(DOH, DCF, Agency for Health Care Administration) strengthen partnerships and collaborations 

to ensure that families are referred to evidence-based parent coaching and support programs. 

The most recent home visiting needs assessment, conducted by the DOH and the Florida 

Maternal, Infant, and Early Childhood Home Visiting (MIECHV) Initiative identified a significant 

gap in service availability and the number of families who need services. State agencies should 

lead coordinated efforts to develop operating procedures that streamline referral of families 

through a no wrong door approach, thereby increasing access to evidence-based home visiting 

for Florida families.  

 
2 To view Florida’s Family First Prevention Plan, please visit: 
https://cdn.ymaws.com/flchildren.org/resource/resmgr/dcf_resources/florida_s_5_year_family_firs.pdf  

https://cdn.ymaws.com/flchildren.org/resource/resmgr/dcf_resources/florida_s_5_year_family_firs.pdf
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Additionally, the State CADR Committee supports programs, such as the DCF Family 

Navigation Program, which enhances the collaboration of community service providers and 

resources made available to caregivers in an effort to provide the right service or resource at the 

right time, to prevent child abuse and neglect. 

• Advocate for statewide training of first responders on the consistent use of Sudden 

Unexpected Infant Death Investigation Reporting Forms (SUIDIRF) and doll reenactments 

by death scene investigators for all sleep-related infant deaths and explore opportunities 

to mandate statewide use of the form. 

The State CADR Committee continues to recommend the consistent use of the CDC’s Sudden 

Unexpected Infant Death Investigation (SUIDIRF) model, which includes completion of the 

SUIDIRF and doll reenactments. The use of doll reenactments at the scene of a child fatality 

incident has the potential to provide a more thorough understanding of the circumstances 

surrounding a child’s death, especially in sleep-related deaths. The findings from the SUIDI are 

used to inform the ME in the development of official cause of death findings. Training of the use 

of this model should be provided to all law enforcement agencies, MEs and ME Investigators 

who respond to the unexpected deaths of infants or children. The State CADR Committee 

supports the implementation of the SUIDI Advocacy Project to be implemented by Local CADR 

Committees statewide. The SUIDI Advocacy Project will provide support and resources to 

promote SUIDI training opportunities and consistent completion of the SUIDIRF and doll 

reenactments.   

• Continue to support and encourage the development and evaluation of pilot projects and 

initiatives focused on community-based child fatality prevention. 

Communities with identified trends associated with preventable child fatalities are ideal for 

piloting innovative and promising prevention initiatives. Process, outcome, and impact 

evaluations of these initiatives will help to expand the knowledge base and provide a foundation 

for more rigorous studies and potential expansion of prevention practices that have 

demonstrated efficacy. 

 

Two promising pilot projects include Keep Kids Safe From Drowning and Sleep Baby Safely.  

 

CADR data demonstrate drowning as the second leading cause of preventable child death over 

the last five years, as reported to the Florida Abuse Hotline and the leading cause of injury 

death among children ages one to four. The Keep Kids Safe From Drowning prevention pilot 

project was implemented in April 2021 throughout eight Florida counties demonstrating the 

highest incidence of child drowning over the past three years. These counties include Broward, 

Polk, Orange, Hillsborough, Palm Beach, Duval, Volusia, and Miami-Dade. The State CADR 

Committee supports the continuation and expansion of this program and its mission to partner 

with local service providers in the distribution of Keep Kids Safe From Drowning prevention 

materials including posters, flyers, door clings, water watcher tags and lanyards, and to include 

the distribution of home door alarms for caregivers residing at, or near, a pool, canal, retention 

pond or other bodies of water. The Keep Kids Safe From Drowning prevention pilot program 

addresses both swim-time and non-swim-time related drownings and highlights the primary 

factors contributing to drowning among young children with the overall objective of reducing or 

eliminating child drowning.  
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The State CADR Committee supports the continuation and expansion of the Sleep Baby Safely 

pilot project, initially developed and implemented in Pinellas County and replicated in Duval 

County, demonstrating promising indicators of efficacy in reducing sleep-related infant death. 

This pilot project will be implemented in the eight counties demonstrating the highest number of 

sleep-related infant deaths over the past three years including Broward, Duval, Miami-Dade, 

Hillsborough, Orange, Palm Beach, Pinellas, and Polk. In addition, the State CADR Committee 

supports the replication of this pilot program in Columbia County, providing a first opportunity to 

implement this comprehensive safe sleep project in a rural area of the state. The Sleep Baby 

Safely project provides face-to-face safe sleep education and information, increasing caregivers’ 

knowledge regarding actionable steps to reducing the risk of sleep-related infant death. The 

clear messaging utilized in this project is replicated in printed materials and on imprinted baby-

related items including a Welcome Baby Bag, This Side Up onesie, Sleep Baby Safe and Snug 

Board Book, ABCs of Safe Sleep imprinted nightlight, outlet plug covers, and sleep sack. The 

Sleep Baby Safely project provides this information and Welcome Baby Bag to every new 

parent in the county where it is implemented, providing a comprehensive and widespread 

approach to safe sleep education.  

 

The State CADR Committee is committed to ongoing assessment and support of Local CADR 

prevention initiatives developed in response to community needs as demonstrated through 

CADR data analysis. 

 

• Explore collaborative partnerships with entities which may be currently examining child 

and adolescent suicide to better inform targeted prevention initiatives. 

Child and adolescent suicides in Florida remain a grave concern of the State and Local CADR 

Committees. The State CADR Committee will collaborate with the Florida Suicide Prevention 

Coordinating Council and any other public health, mental health, substance abuse prevention, 

and child welfare agencies, organizations, or other relevant parties interested in working 

together to prevent child and adolescent suicide.  

 

 

 

 

 

 

 

 

 

 

The most tragic consequence of child abuse and neglect is the 

death of a child. 

The well-being of our children depends on individuals and 

communities that are willing to take action. 
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