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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.

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 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.




e 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.

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

e 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.

e 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).

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

o 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.




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.




SECTION ONE: 2022 CADR BACKGROUND
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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:

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

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

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

¢ 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.




¢ 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.

o A member of a child advocacy organization.

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

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

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

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

e A substance abuse treatment professional.

Local 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




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).

Northwest °
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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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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:

o 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.

o 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.




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

~ AcrossLocal CADR Committees

Cases Not Available
Circui Tot_al Ceisizs for Review (Open Cases Available Ceiziers Cc_)mpleted
ircuit (Child deaths o ; and Available for
called into hotline) In\_/estlganon_/Case e xevlen Annual Report
in Processing)
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.

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:

e 317 were closed by DCF.

o Ofthese, 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.

o 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.

e 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).

e Ofthe 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).

Figure 3: Distribution of Reviewed Verified Maltreatment
Deaths by Abuse and Neglect (n=23)

Neglect
12 (52.2%)

Abuse
11 (47.8%)
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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.

Resident Resident Child Verified Child | Child Maltreatment | Cases PCeiZ?:g
Year | Child Deaths Death Rate per Maltreatment Death Rate per Pending (Local
All Causes 100,000 Population Deaths 100,000 Population | (DCF) :
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%).
o 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.
o 28 of 58 (48.3%) child deaths attributed to other causes were under the age of one.

13



Figure 4: Age of Children by Primary Cause of Death (n=216)
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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.

Figure 5: Sex of Children (n=216)

Female
83 (38.4%)

132 (61.1%)
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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.

Figure 6: Race and/or Ethnicity of Children (n=216)

Non-Hispanic White 32.9%

Non-Hispanic Black 27.3%

Hispanic or Latino 26.9%

Non-Hispanic Other 4.6%

Unknown Ethnicity 8.3%

0% 10% 20% 30% 40%

Percentage of Cases (%)

Child Demographic Characteristics Data Summary

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

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

e 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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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)

Leading Cause of Death Category
County - - 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:
o 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.
e 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.
e 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.

Figure 7: Type of Area Where Incident Occured (n=216)

Rural
26 (12.0%)

Unknown
27 (12.5%)
Suburban
118 (54.6%)
~~_Missing
Urban 11 (5.1%)
34 (15.7%)

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.
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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.

Number of Cases

Figure 8: Manner of Death by Maltreatment Verification Status (n=216)
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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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Figure 9: Primary Cause of Death by Maltreatment Verification Status
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The distribution of leading cause of death by manner of death is displayed in Figure 10.

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

e 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.

e 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.

e 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 10: Manner of Death by Leading Cause of Death Category
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Figure 11 displays specific causes of death resulting from external injury.

Figure 11: External Injury Cause of Death (n=152)
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Tables 4 and 4.1 shows the specific types of injury causes for both homicide and suicide (h=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 Breakdown (n=10)

Injury Cause Number of Cases
Drowning 1 Injury Cause Number of Cases
Bodily Force or Weapon 7 Weapon 4
Other cause 1 Other Injury Cause 2
Undetermined 1

Table 4 Homicide Incidents (n=10):
e In 5 cases, bodily force was used to inflict trauma.
e 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):
e In 4 cases, firearms were used to self-inflict trauma.
e 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

Asthma/respiratory

Cardiovascular

Congenital Anomaly
Neurological/Seizure Disorder
Pneumonia

Sudden Infant Death Syndrome (SIDS)
Other Infection

Other Medical Condition
Undetermined Medical Cause
COVID-19

Number of Cases

PR MDBR|R|(R[R
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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.

Figure 12: Deaths Related to Sleeping or Sleep-Related
Environment (n=74)
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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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Figure 13: Sleep Position Among Sleep-Related Deaths (n=74)
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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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Figure 14: Incident Sleep Place in Sleep-Related Deaths (n=74)
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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.

Figure 15: Age Distribution of Sleep-Related Deaths (n=74)
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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

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

e 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%.

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

e 51.4% of children were placed on their back to sleep and 43.2% were found on their
stomach.

e 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)

_ ) Manner of Death
Drowning Location - — 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 16: Where Child Was Last Seen Before Drowning (n=73)
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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.

Figure 17: Barriers in Place Among Drowning Deaths (n=73)
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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.

Figure 18: Protection Layers Breached in Drowning Deaths (n=73)
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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

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

e 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.

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

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

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

e Of all protection layers that were present in reviewed drowning cases, 38.9% were
identified as being a door.

e 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:

o 6 (54.5%) cases used firearms (handguns) as weapons to inflict trauma.
3 (27.3%) cases involved bodily force/body parts to inflict trauma.
e 2 (18.2%) cases indicated unknown weapon type or bodily force.

Figure 19: Bodily Force or Weapon Type
Among Inflicted Trauma Deaths (n=11) .
Table 8: Inflicted Trauma Cases
9 8 by Manner of Death (n=11)
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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

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

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

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

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

Type of Impairment Among Supervisors Who
Were Impaired at Time of Incident (n=76)

Figure 20: Supervisor Impairment

at Time of Incident (n=216) Other I 13.2%
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Supervisor Types of Impairment Data Summary

At the time of the incident:

e 76 0of 216 supervisors (35.2%) were impaired.

e Most supervisors who were indicated to be impaired (57.9%) were found to be distracted.
e 27.6% supervisors found to be impaired indicated influence of drugs.

e 14.5% supervisors found to be impaired indicated influence of alcohol.
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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
guestions 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

31



(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:

e 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
guarter 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.
e 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.
e 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.
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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 Inorder 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
guestions 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.
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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 titted 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
DCEF, 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.

36



SECTION SEVEN: PREVENTION RECOMMENDATIONS
|

Moving Forward: A Social Ecological Model for Change

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

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

The 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.

Individual Relationship Community Societal

The four-level Social-Ecological Model for Change is utilized to demonstrate the multifaceted
and interactive aspects of personal and environmental factors that determine behavior, impact
behavioral change, and help inform risk-prevention strategies. This model, as presented by the
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.

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

¢ Coordinating statewide efforts to utilize standardized prevention tool kits promoting
consistent messaging.

e 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)! 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
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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),? 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.

2To view Florida’s Family First Prevention Plan, please visit:
https://cdn.ymaws.com/fichildren.org/resource/resmgr/dcf resources/florida s 5 year family firs.pdf
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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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SAVING LIVES TOGETHER

Instructions:

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

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

‘While this data collz=cfion form is an important part of the COR process, it should not be the central focus of the review meeting.
Expetienced users have found that it works best to assign a person to record data while the team discussions are oceurting.
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 1o all of the questions related to a death. Howsewver, over time teams begin to
understand the importance of data collection and bring the necessary information to the meefing. The percentage of cases marked
“unknown” and unanswered guestions decreases as the team becomes maore familiar with the form. The NFR-CRS Data Dictionary
is available as a PDF in the Help menw or as individual help icons in the onfine data entry system. It contains definiions

for each data element and should be referred to when the team s unswre how fo answer a question. Use of the data dicticnary
helps teams improve consistency of data entry.

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

Mary teams ask what is the difference between leaving a guestion blank and selecting the response “wnknown.” A question should be
marked "unknown” if an attempt was made fo find the answer but no clear or satisfactory response was obtained. A question should be
I=ft blank (unanswered) if no atternpt was made to find the answer. "WA™ stands for "not applicable”™ and should be used ¥ the question
does not apply.

Throughaout the form, a plus sign {+) beside a question indicates that the guestion is skipped for fetal deaths.

Reminder:

Enter identifiable information (names, dates, addresses, counties) into the MFR-ZRS i your stateflocal policy allows.  Follow your

state laws in regards fo reporting psychological, substance abuse and HIVIAIDS status. Please check with youwr fatality review
coordinator if you are unsure. For other text fields, such as the Narrative section or any "specify™ or "descrbe” fields, do not

include specific names, dates of birth, dates of death, references to specific counfies, praciitioners, or facility names

in these text fields. Examgples: "Evans County EMS" should be "EMS™; "Evans County Children's Hospital™ should be "the chidren's hospital ™
Why this reminder? Texst fields may be shared with approved researchers as noted in the Data Use Agresment in your state

or junisdiction. Therefore, entering identified data into those fields would compromise your responsibility under HIPA&.

Addifional paper forms can be ordered from the NCFRP at no charge.  Users interested in participating in the NFR-CRS for data
entry and reporting should contact the NCFRP.  This wersion includes the Sudden and Unexpected Infant Death [SUID) Case Registry
and the Sudden Death in the Yeung {S0%) Case Registry questions.

Copyright: Mational Center for Fatality Review & Prevention, June 2022
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enlidbeanng parent have? 2 O ik

48. Including the geceased irfant, how many Ive biths did the chilkdbearng parent have? #

O

49. Mot Including the deceased Infant, number of 50. Prenatal care provided durng pregnancy of deceasedInfard? O ves O wo O UK
chlidren childbearing parent stll nas iving™ If yes, number of grenatal vishs kept: 2 O ux
# — O wk If yess, what marih of pregnancy for irst prenatal vist kept. Specty 1-3: O ux
51. Wiere there ancess or bamer lssues related fo prenatalcare?  O'¥es O Mo O WK I yes, check all that appiy:
DlLacx of money for care O coulgnt get proviger to take as patient [ Senvices not avallaole O omer, speciny:
Oumiations of healtn Insurance coverage O MuRiple providers, not coordinated O Distrust af healtn cane system
OLack of transportation O Couldn't get an earllier appointment O Urwiling to cataln care O we
Ocurural differences O Lacx of chied care O Dignt know where 1o go
OLanguage tamens O Lack of tamiyisoctal support O Dignt think they were pregnant

52. During pragnancy, did the childbearing parent have any medical condtionslcomplications? O ves O Mo

O UM It yes, checa all that apaly;

Cardlowascular Heu Ic/Psychlatrc Gynecologc Gynecologlc (comtinued

[0 Hypenensicn - gestational O Acdiction disoroar O uterinevaginal bleeging Placental prodlems

O Hypenension - chronls 1 Dezressian O Choreamnionits O Abnuptian

[0 Fre-sclampsla O Anxlety disoroer 0O Oligonydramnlcs O  erevia

[0 Edampsia O Zelzure disorder O Polynydramnics O otner placental, specity:

O Ciotting glsorger Sexuglly Transmitted |nfection (STIK O Intrautesine grawth restriction Dther ConditionC omplication
Hematologic [0 Bacterlal vagincsls (B} {IUGR) OuTi

O Sickle cel diseass O Chiamydia O Premature rupture of ODecreased fetal movemant

O Anemia (on deficlency) OO0 Sonormea membranes (FROM) CIHELLP syrdrome
Respiratary O Hempes 0] Pretzrm premature rupture of CICBF cevelpmenal delay

O aszthma O Hev membranes (PRROM) Ooral nealtudertal or gum kfection
Encgcrinaindetanollc O =Syphilis O Cervical Insutliciancy OGastrointestinal

O Diabetes, fype 1 chrenk: O Group B strep Umaiszal cord complications Ocer genstic disorder

[ Dilabetes, fype 2 chronk: O HWGAIDS O Pralapse Oasnnormal M3AFP

[0 Dilabetes, gestational O other STI, spectly: O  Muchal cond Opreterm katar

O Thyrol O  Cther cord, specihy Oopesky

[ Palycystic avarlan disease Cotner, specity:
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O Ms Oves O

if yes, check all that apply:

Mo O UK a

Pravious preterm birh

53. DI the chilooearing parent expenence any medical compllcations | previous pragnancles?

O Previous small for gestational age

O Previous bow birth welgntoirtn O Previous large for gestational age (greater than 4000 grams)

O AntEicdos

O Ant-gepressants!
ant-an:detyl
ant-peychatics

o

O Anti-hyperienslves
O AntHhypatnyroicism
O Arthritis medications
Dlab=tes medicaticns

If yes, checi all that apgly:

ooooo

O Astnma medications

Mauseaiomiting megications
Chalesterol medications
Keds io treat preserm labor
Meds used during delivery
ProgestercnesP 17

54. Did the chlldoearing parent use amy medications, drugs of oiher suBstances duling pregnancy?
DOves O o Oum
O ower-the-counter megsC) Antl-eplieptic
O arergy medlcations

O cozalre (m|
O Heraln O
0O manuana (]
O metramphetamine O
O askohol =]

Meds to treat drug addlction
Oplalds

Other pain meds

Dther, spacify:

VK

O 1r alconol, Infarit boem wiih fetal effects or syndrome?

If aryy Item Is checked, please Indicates the generic or brand name of the medicatlons or drugs:

55. WaE Me Infanttztus bom onug expased? O yves O o OUM |56 Dkl e Infant have neanatal anstnence syndrome [(NASFT O ves O Mo O

37. Level of birth hospital:

E ST TUR I

Home birih
other, spechy:
LI

0000000

Freestanding birth cenier

5&. At discharge from the birth hospltal, was a case manager asslgned o the chiidb=aring parent?
O WA, childsearing parent did not go to & birth haspkal

Oves One Qum

O um

59, Did the childbearing parent have contact with thedr care prowider within the first 3 wesks. postpartum?
Oves O Ho

B0. Did the Infart have 3 MICU stay of more than one gay’?
If yes, for what reason(s)? Check all that apply:

Ovyes O ne Qum

O Prematurtty O Apnea O Hypothermia O Meconkim aspiration
O Lowbinh welght [ Sepsis O Jaundice O Congenital anomalles
O Tachypnea O Fesding dificulties O Anemia O Other, specity:

O Drugialcohol exposure 0O

61. Did the chikdbearng parent smoke in the 3
montng before pregnancy?

62. Did the chilldbearing parent
smoie 3t any tme guring

Inmesieri  Trmesperd — Toimesterd

If Y25, on average how often’

h Yes Hyes, _ Awg 2 clgarettesiday pregnancy? It yes, &vg 2 dgarettesiday

O Mo (20 clgareties In pack) Orves O UK (20 chgarett=s In pack)

O Uik O w quaraty ] =] o WK quantity
53. Did the childbearing parent use e-clgarettes or other electronic nicotine products at any fime during pregnancy™ Oves O wo O uk

O more than cnce aday O Onceacay O 2-6 oays a week O 1 day a week or less ) VK

11 yes, desoribe

54. WaE the childaearing parent injured during pregnancy?
O oves O Mo O uik

Oves O ne Oux

65. Did the childaearing parent nave postpartum cepression?

it this was a fetal death, go to Section B.

i yes, exclusively?

i yes, exclushvely?

56. Infant ever breastied? (COves
It YEE, any oreast milk at 3 manths?

If yes, any oreast milk at & months?

Omia

(@ TIEY

O N O UK

Oves
O ves
O ves
O Yes
It gwer, was Infant recelving breast milk at ime of geatn? O ves O M DUk

O e
O N
O Mo
O Mo

Oru
O
O
O

Onea Oves One Ouk

Brror

&7. DCid Infant hawve abnommal metabolic newtarn screening results?

It yes, describe any abnormality such as a fatty acid oxldation

|t the Infant never et the nospiial foliowing birh, go to Section B,

6. At any ime prior to the Infamt's |ast 72 hours, did the Infant have a

59. In the T2 hours prior to death, did the Infant have any of the following?

history of {check all that apply): Cneck all that apply:
[m T O cCyanosks O nene [0 Decrease Inagpette O DMculty Brazthing
O Infection O Selzures or canvulsions O Fever O vamning O egnea
O Allergies O cardlac abnormaltties O Excsssive sweating O chaking O cyancsis
O Abncernal growtn, welght O oOtner, spacity: O vLethargyisiesping more O Diarmea O z=tzures or convulsions
galnioss than usual O a0l charges O ciner, speary:
0 Apnea O wk O Fussinesslexcassive orying O ux
70. Inine 72 hours prior b death, |71, Inthe 72 howrs prior o death, [72. In the 72 hours prior to death, was the Infant T3, Whnat did the Infant nawve for
was the Infanit Injured? was the Infant ghven any glven any medications or remedies? Include hisiher last meal?
Oves O Mg O UK vacdnes? heraal, prescription, over-the-counter medicationd  Check alll that apply:
Oives O me O Uk and nome remaakes. O Breastmix
If yes, describe cause and Injurles|  If yes, list namejs) of vaccines: Cves Ono O K O Fomua
O  Baby rooa
It yes, llst name and last dose ghven: O cersal
O  Caner, specity:
O um
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B. BIOLOGICAL PARENT INFORMATION ® 1o informatio
1. Parents alive on date of chibd's death? Even I parent(s) are deceased at tme of chibd's death, please Ml aut the remaining questions.

Childbearing Bkalogkal Parent (CEF) alve: Ovese O Mo Ouml
Mon-Chilsbeanng Blological Parent (Non-CEF) allve: Oves O o Qux
2. Parents’ race, check 3l that apgly: 3. Parents’ Hispanic of Latinafa  |5. Parents’ employment status: |6 Parents’ egucation:
CBP Mon-CBP origin? CEF Mon-CBP CEPF mon-CEP
O O alaska Nailve, Trioe: CBP  Mon-CHP O O Employed O O = High school
O O American Indian, Trioe: O O Yes, speciy origin: e) O Unemgloyed O O High schookGED
O O aslan, spechy: O One O O oncsaplty O comege
O O slack O Ouk O O sw@y-athoms O Postgraduate
O O Hative Hawallan 4. Parents’ age In years at fime O 0O Retied o O oum
O O eacme islander, speciny: of chlk's death: o 0O umk
O O wnite CHP  Mon-CBP
O O um R # Wears
O O ux
7. Parents speak and &. Parents firs1 generation 10. Parents recelve soclal services In the past twelve manins?
understand Englisn T Immigrant? CBP Mon-CBR
CBR  Mon-CHE CBF  Mon-CBP O O Yes IWyes check all that apply below:
2 O ves O O ves, country of anigin: O O we
2 O Ko O O e O O uk
o 0O ux o Oux CBP Mon-CBR CBE Mon-CSP
If ng, language 9. Parents an aciive milltary duty? O 0 we O o Sechon AMousing
SpOREM: CEF  MNon-CEP O O Homewsiing speciy: O O Soclal Securfty Disaolity
O O ves, spectty branch; O O T1anF Insurance (SSWSSOH)
O OwNe O O Medkald O 0O  otmer, specity:
O Qux O O Foodstamps!SNAREST O O 0 Uk
11. Parents Nave substance 12. Parents ever victim of chlld |13, Parents ever perpatrator af 14. Parents have disadlity or chronlc
abuse histary? maktreatment? maltreatment? Nress?
CBP Mon-CSP CBF MNon-CHE CHPF  Mon-CBP CBP  Mon-CBP
O O es O O ves QO O ves O O ves
O O Mo O O HNo O O N O O Me
O o I O O ux O 0 ux O O ouk
15. Parents Nave pror cnlld deatns ™ 16, Parents have history of Intimata partner viglence? 17. Paremis hiave delinquenticiminal
CBP  Non-CBP CEF  Mon-CBP histary?
O O wes O O yes, 35 victim CBP  Mon-CBR
Q O wNo O O ves, as perpetrator [ (o] YeE
o O uk ] O Mo Q O
O O ux o 0 Uk
C. PRIMARY CAREGIVER(S) INFORMATION
1. Primary careghvensy Sebact onily one each In calumns one and two. 2. Caregiver|s) age In years:
one  Two o2 Tag Cne  Two Lre Two
O Salf, ga to Section D o O Foster parsn o O otrer redative L #eam
O O chidbearing parent, go to Sectiend O O Parent's partner o O Frend O O uwe
O O Mon-crildpearing bkloglcal o O Grandparent o O instihutional st3 |3, Careghver|s) sex
parent, go fo Section D o O =miing o O oiher, spectty: oOne  Twa
2 O Adopilve parent QO make
O O steoparent o O wk O O Femak
O O ouk
4. Caregiver|s) race, chack all that apply: 5. Caregiven(s) Hispanic o 6. Caragiver(s) amployment s1atus:
one Two One Twa Latinoia origin? One  Two
O O amskaNative, Tribe: O O eadnc Iskander, specihy: one  Twg O O Emoioyed
O O amencan inglan, Tribe: O O ves O O unemplayed
O O asian, speciry: 0O O wnite O O m O O onadisaviry
O O Biack O O ux O O wk O O stay-athome
O 0O wMaitve Hawallan If yes, spacify crigin: O O Retiren
o O oux
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7. Caregiven|s) egucation: B. Do careghens) speak and 9. Careghver(s) first generation 10. Careglvens) on active miltary duty?
One  Two ungerstand English? Immigrant? one  Two
O = High schaol one  Two one  Two O O yes, spechy branch:
O High schocZED O 0O ves O O Yes, country of origin: O 0O M
2 O colege o 0O N O O KNe O O ouk
O O Post graduate o O ux o O ux
O Ouk It iz, language Epaken:
11. Caregher(s) recelve soclal services In the past twelve months?
Cne  Twa Sne  Two Cne Two
o 2 Yes  Ifyes, check all sarvices thal aoply: O 0O wic O OFood stamps/SNAREST
O O Mo O OO Home visking O O =zecion BMousing
o o UK specify: O O Zoc Sec Disablity (SSUSEDN)
O 0O TawF O O odher, specity:
0 O sedicald O Ouw
12. Caregheer(s) have substance |13, Careghverjs) ever vicim of 14. Careghen(s) ever perpetrator of 15. Careglven(s) have disablity or chronks
abuse history? cnlid malreatment? maltreatment? liniess?
Ome Twa One Two Ope  Two Ong  Two
O O es 20O ves O O vYes O O ves
O 2 Mo 2 0 he o O Mo L I
o O UK o O ok o O um O O ux
16. Caregher(s) have prior child deaths? 17. Careghver(s) have histary of Infimate partner 18. Caregher(s) hawve delnguent/criminal history®
one Twg whlence? ope Twg ope  Two
O O ves O O ves, asvictim O O ves
O O No O 0O ‘es, as perpeirator 0 O HNo
O O UK O 0O we O O WK
O 0O ux
0. SUPERVISOR INFORMATIOMN ancwer thic ceotion cnly I the ohlld swsr kst the hocpial following bk
1. DM chlld have supesvision at tme of Incident leading to death? 2. How lang before Incident did supervisor Last see chlkd?
3 Yes, answer D216 Select ane:
O Mo, not nesded glven developmental age or crcumstances, gota Sec. E | O Child n sight of supsrvisor
O Mg, but nesdied, answer D3-16 O Minses O Days
O Unadle to determing, 1ry to answer D3-16 O Hours O um
3. |s sugendsor listed In @ previcus section? 4. Primary parson responsible for supervisicn at the time of Incldent™ Select anly ane:
O ¥es, childbearing parent, go ta D15 3 Adoptive parent J=itling O Irstitutional staf, go ta 045
) ¥as, non-chilldbearing blalogical parent, go o D15 O sStapparent Ortrier retative O Banysitter
O vas, caregiver onie, gata D15 Foster parent OFrend O Lcensed child care warker
O Yas, caregiver two, go ta D15 ) Parents pariner Ohacouaintancs O Otmer, speciiy:
Q nNe Q)  Grandparent Otosplal staf, goto D15 0 WK
5. Superviscr's age In years: 6. Supervisor's sex 7. Supenvisor speaks and understands English? B. Supendsar on active milkary
O wk Ormale OrFemale O UK Ovwes O Mo Ok duty’?
It i, IEnguags spoEam Cves O No Oum
If yes, spacify branch:
9. Supervlsor has substance 10. Supervlsor has histary of chlld makreatment? |11, Supenvisor has disabiity 12. Supervlsor has prior child
aouse histary? AsVicHm  As Perpebrator or chranic liness T deatns?
Oves One O ] 2 es Cives O Mo QUK Drves O Mo QU
o [
o o WK
13. Supervisor has history of Indimate pariner vickence? 15. Atthe ime of the Incldent, was the sugendsor |16, At time of Inckdent was supervisor
O vves, as victim aslesn? O ves Ong Oum Impaed? O ¥es 2 Mo DUk
O 'ves, as perpetrator If yes, select the mast appropriate description of If yes, check all that apaly:
O Mo the supendsors sieeging pericd &t Inckdent: O Drug impalred, specty:
0O um O Might fime slesp O Alcohol Impalred
O pay time nap, descrive: O Distracted
14. Supervisor has delinguent or ciminal history? o Day time sleen {for example, supervlsor ks O Absent
Oves One  Oum right shift worker), descrbe: O impaked by liness, specify:
O other, oescribe; O impaireg by disaoiity, spechy:
O other, spaciy:
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E. INCIDENT INFORMATION Ancwar onlly ET H the child navar laft thas hoopHal following brth

1. Was the date of the Incldent the same as the date of death? 2. Approximate tme of day that Incldent cocurred?
2 Yeg, same a5 date of death O AN
¥ No, oMerent than date of deatn. Enter date of Inckdent: i / Hour, specty 1-12_____ P
O u mm ! dad | yyyy O une
3. Place of Incident, check all that apply:
0O cChids home O Ucensed cnlld care cemter O wmitary Installation O Stabe ar county park, ciher
O Relative’s home O Licensed child care home O Jalrdetention facliity recreation area
O Frend's home O unilcensed child care home O sidewalk O Hospital
O Licensed foster care home O Farméranch O Roadway O oOther, specity:
O Relative foster care home 0O Schock O Delveway O uk
O Ucensed group home O inclan reservationdtrust lands O otner parking area
4. Type of area: O urban O suburban O Rural ' Fronter O um
5. Incldent state: [6. Incigert courty:

7. Was the deatn atiributag [EI‘II‘lEf l:lr&m]]l' ar Ir-:IIret:Im ta an extreme weather ayeani, emergancy medical shuatlon, natural cks3sher or mass E-'1IIIII'|§?
Oves One QW
If yes, spectly the type of event {e.g., ormada, heat wawve, flood, medical crisls, etc.) and general dircumstances sumounding the death:
It yes, specty the name of the event If apolicable {e.0., Paradise WIld Fire, Hurreane Irma, COVID-19, ste )

3. Was the Incldent whnessed? O Parentirzlative Ol Healtn care professional, F death |9, Was 911 or local emengency
Oves Oine O UK O other caretakerfanysiner ocoumed In a hospital seting called?
i yes, by wham? O Teacherlcoachiathletc ralner [ Stranger O mra O ves
O other acqualriance Ol crther, specify: O Mo O K
10. Was resuscliation abempted? OweQves One Quk
If yes, by wham? If yes, type of resuscitation: If yes, was a rythm racorded™
O Em= O cpr O ves ONo DU
O Parentirelative O Automated Exiemal Defodliator (AED)
O oCther caretakentabysiier If no AED, was AED avallablefaccessiole?  Oives OwMo  Ouk It yes, WNat was the rhythm?
O Teacnencoachfatnietic ralner If AED, was shooi adminlstersa? Oves One Oux
O other acquaintancs It ye&, how mary shacks were aministersd?
[0 Health care professlonal, If geath [0 Rescus medications, Including naloxane, specily fype:
gecurred In & nospital setting O other, spechy:
O Stranger
O other, speciy:
11. Atlime of Incldent leading o death, had child used drugs ar alcohol? 12. Child's activity at ime of Incldent, check all that applhy:
Ows Oves O Dum O siesing O wonang O Drivingtvenicie cecupant O um
It yes, check all that apply O Piaying O Eating O Other, specity:
O adeahal O oplolds 0O 13. Total number of deaths at Incldent event, Including chikd:
O cocaine O Prescription dnugs —— Chikdren, ages 0-18
O manjuana O ower-tne-coumter arugs — Aduls
O Mmeshamiprietamine O citrer, specty:

1. Was a death ivestigation conducted 7O Yes ONo O Uik It yes, check all that apaly:
0O Medical examiner [ ME Investigator OLaw enforcement OEMS O Ciner, speciy:
O coroner O corner investigator DIFre Investigator Ol crisd Protective SarvicesD um
If ye5, which of the following death Investigation components were completed?
¥es Mo LK If yes, shared with review team?
& O O COC's SUIDI Repordng Form or jurisgictional equivalent O ves O Mo
O O O Narative description of crcumsiances O res O Mo
O O O Scensphotos O ves O No
O O O Scensrecreation with dodl O res O Mo
O O O Scens receation without gol O ves O Mo
O O O Wihness Interviews O Yes (2 Mo
If ye&, was a feath scene Investigation conducted at the place of Incldar? O vesONe O umK

2. What addithonal Information would the team lke to have known about the death scene Investigation”?
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3. Death referred to": 4. Person declaring official cause and manner of death®:

O megical examiner O Mot refermad O Medical examiner O Hospital physician O maortician O umk
O caroner O K O Coroner O other physiclan O Otner, specify:

5. Autopsy performen? O vesD mo O um

If yes, conducted oy- O} Forenske pathologlst (O Unknown type pathologlst If yes, was a speciallst consulbad during autopsy (cardiac, neurslogy, etc.)?

CPediatric pathologist (O Other physiclan Orves O we OUK I yes, spectly spedalist
Orceneral pathologlst 0 Other, specily: It na, whiy nat {2.q. parent o careghver objected)?
O um
6. Ware the following assessed efther throwgh the autopsy or through Informatian collected prior to the 7. Were any of these adoiional tests perfomed
autopsy? Piease lIst any aonormaltiesdsignincant fndings In FA0. ator prioe o the autopsy? Flease llst any
YeE Mo UK YeE Mo LK aorormalties/signiicant findings In FA0.
Imaglng: External Exam: Yeg Mo LUK
O QO O ¥ray-shge O O O Exam of general appearance O O O Cultures for ifectious disease
O O O deray - multipe views O O O Head droumference o O O Menoscoplcnistologl exam
O O ¥eray - complete skzletal serles Other Autopsy Proceduras: O O Postmonem metabolc screen
O O O oher Imaging, specify (Includes MR, O O O Gross examiation of organs done? O O O vireous testing
CT scan, photos of e bealn, ety O O O werewelghts af any organs taken? | O O O Genetic testing
8. Was any ioxlcology testing performed on the child? O ves O wo DUk
If yos, wnat were the results? 01 Megatve [ cocane O methamghetamine OTeo righ Rx grug, specity: [ Otner, specity:
Check all that apoly: O mieonet Owmauana O opleios Ol Teo righ OTC drug, speciy: 01 WK
9. Was the chilt’s medical hisiory reviewed a5 part of the autopsy? ) ves O no O wi
If yas, gid tis Incluge: Feview of the newbom metabollc screen resuls? &) Yes One O uk Cwat periomed
Review of necnatal SCHD screen resuls? O Yes O Mo O um Crhat periomed
10. Descrioe any abnormalities or other signiicant Andings notad In the autapsy”
11. Wnat acdional Infomation would the team 12. Was there agreement Detween te cause of death listed on the autopsy report and on e death
llke to have known about ihe autapsy™? cenfcate’? O e O ves One Oux
It na, descriibe the differences:

13. 'Was a CP'S record check conducted 3s a result ofdeath'? O ves O Mo O Uk

14. DIg the clld ever have any Injuries that were susplclows of child abuse’? 15, DK any Investigation find evidence of prior aouse™?
D ves O no Oum If yes, what Injuries were foung? O owim O oves O ne O um If yes, from what source?
O s@ninjury O Broken bones O Andominal Injury O From s-rays O From law enfarcement
O mouth inury O Head Injury O umx O  From autopsy O ux
O Baurns O  From CP5 review
16. CPS achon taken because of death*? O WA O ves O No O UK 17. If death occumed In
It yes, Fighast level of action It yes, what sarvices or actions resulled? Check all that apaly: lcensed selting [see E3),
taken because of death: O “oluntary s=rvices offered 0 cour-ortered cut of hame placemesnt Indicate action taken’:
) FReport screensd out O waluntary services proviged O chigren remaoved O} Mo action
and nod Investigated O couwt-ordered services provided O  Parental rights terminated O Licerse suspended
O Unsubstantiated O voluntary out of home placemant O u O Liesrse revosed
O Inconclusive O Investigation angoing
O Substantiated O other, speciny:
O um

L MANNER AND PRIMARY CAUSE OF DEATH
1. Emter the cause of death code {IC0-10) assigned to i case by Vital Records using 3 capial kether and comesponding number (2.9, WTS or Va4.4) and

Inchude up to one decimal place I apolicable: O ux
2. Emter the following Information exacily as written on the death certificate: O ux

Immediate cause (final disease ar condhlon resutting In death)

a.

Sequentially list any conditlans leading to immediate cause of death. In other words, st underiyiing disease or injury that inflated events resuliing In deatn:
b.

c.

d.

3. Emter ciner significant condltions contributing to death but not the underfylng cause(s) Bsted In G2 exacty as wiitten on the death certificate: O WK

4. I Injury, describe how Injury occumed exactly as wiitten on the death cenificate: O we
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5. Orficlal manner of deatn 6. Primary cause of deatn: Choose 1 of the 4 major categanies, then 3 specific cause. Far pending, choose most IKely cause.
fromm 1hie deatn cenifoans: {_} From an external cause of Injury. Select one:
QO Hatural O Motor venice and other transport, ge fo H1 ' Fall or crush, ga to HE
O Accigent O Fire, burn, or electrocution, go to H2 O Poisoning, overdose or acute Intaxicatian, go io HY
O Sukloe O  Drowning, go to H3 O Urdetesminad Injury, go to I1
O Homickde O Asphyxla, goto H O other cause, go to HY
O Ungetermined O Bodiy force or weapon, go ta HS O um, gotor
O Pending {:} From a medlcal cause. Sebect one and go to HE:
O Uk O Asthmarespiratory, speciy: ) Neursloglcaliselzure disorder
O Cancer, spedfy: C} Preumanla, specy:
O 1t manner of death was not O cardiovascular, spechy: 2 Pramaturity
Natural or Sulclde, check O congenkal anomaly, spacify: O =ziDs
ks b IF It b possible that O covip-1e ) other Infection, speciny:
the chilt Intended to hurt O Diabetes O} Other perinatal congition, spacify:
nImMErsel, If checked, O HweiDs ' other medical condltion, spaciy:
completa the Sulcids O Infuenza ) Undetermined medical causs
Section (16 to note otner O Low bt weight o
sk factors Inthe child's o ma nutritkonddehydration
IFe. D Undetemined I Inju ¥ o meghcal causs gnb:- ]
() usigotolt
H. DETAILED INFORMATION BY CAUSE OF DEATH: CHOOSE THE ONE SECTION THAT IS SAME AS THE CAUSE SELECTED ABOVE
Hi. MOTOR VEHICLE AND OTHER TRANSPORT
3. Wehickes Inwolved In Incident: b. Position of child:
Toial number of venlcles: D Driver
Childs Other pimary venick O Passenger It passenger, redationship of driver i chile:
O O Mome ) Front seat O Bhlogical parent
o O ca ) Back seat O adapive parent
O O wan ) Truck bed O stepparent
O O =Spotuility vehlcle O Canar, specity: ' Foster parert
O O Truck O um O Parents partner
O O zemltactorfraller O On bicyce O grandparent
O QO Rvbusischool bus O Pedestrian O =zwing
O O Moloroyce 2 walking O other retative
) Traciontarm vehlcle O Boanding/iaging O Friena
O O amterrain venlce O otner, speciny: O oiher, spechy:
O O znowmoale O um O um
O O Biyoe O um
QO TraEnvsuwayraliey
O O other, speany: It ticycie, moardingialading or ather, was the child riding something electric?
o 0O uk Autonomous? Oves Omo Oum
A Yes Ho LI
Chllds wenlcle () O (&) (&)
Cthervenlcle (O O [ o
. Oid any of e folrwing comribute to the incldent™ Check all that apply: d. Location of Incident, check all  |e. Did driving condiions facior Imo this
O maone lsted below O Poor slgnt ine that apply: Incident?
O =peeding over imit O Aoad hazara O ciy street Oves One Ou
O unsate speed for conditions O car charging kanes O Residentlal sireet If yes, check all that apply:
O Reckiessness O oriver nexperience O Rural road O Locse gravel
D carelessness O Eiectronic use e.q.. cell phone, O Hghway O caisnow
D R,a[:lr'g, noi authorzed smart watch,In-car "Ia'ﬂ;aﬂ:}"l O Intersection D Wiet
O prug use O oetver distraction O Criveway O Inadequate lighting
O alconol use O Ran stop skgn or red Rght O pariing area O Other, specify:
O wvenicie ran over chid O other antver emer, speciry: O on rean O ux
O venicie mopad cver O other, specy: O re xngiracks
O poarweatrer 0w O otner, spactty:
O poar vistomty O wk
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1. Inclent fype: 0. Driver wha was responslole for the Inclgent. Wenlcles Include motartzed venlcles [cars, SUWs,
) chlkd nof Infon a wehide, but siruck by vehicle michartdkes, etc) but alse bloycles, skates, scooters, and other wheeled conveyances,
' Cnild Infon a vehicle, struck by the other vehice whethear motorized or nol.
O Chil Infon a vehicle that struck the other vehicle () Child was responsible a5 driver of vehicle, Including single venlcle Inclderis
O Chld Infon a wehicle that struck persan/ (¥ Diriver of chlld's wehicle was respensible, Including single vehikde Inckdents
abjectiran off the road (O Driver of the oiher vehicle was respansible, Including il a5 pedestrian hit by venicle
O other event, specify: Cinuitinle drivers were responslble, goto |
O um O Uinable to detarmine drtver respansiole, go to
O otner, specry:
Crune
n. Age and llcense type of drver respensltle for Incldent, check all that apply: |1, Total rumber of occupants In vehlzle responsible for Incldent:
O s
Age of Driver {f not chikd) Ucense typefviciation: Tatal rumber of ooupants: O um
O =16 years O Hasnolicense Number of teens, ages 14-21: O um
2 15 10 15 years ol O Has a leamers permit |. Was a restraint ar safety measurs used by the child?
) 1310 21 years ol O Has a graduated lcense Dves ONo OUK
O 22 1o 29 years okt O Has a il icense It yes, select the restraint or safety measures used:
) 301065 years ol O  Has a full license that has Desn restricted O Lapshoulder belt
O 255 years ald O Has a suspended license O cnid seat
O uk O was viciating graduated licensing rues O Ben positoning boster seat
O oiner, spacity: O Heimet
0 wx O
If yes, describe:
|HZ. FIRE, BURN, OR ELECTROCUTION
a. Ignition, heat or electrocution sounce: b. Type of Incldent: . Tyoe of bulkding on fire;
) Matches O} Haating stove O Ugntning O Flre,gatac O Mia CiTralenmictile
(O Cigarettz ignter () Space heater {3 Hat bath water O Scald, gotoI1  Shgk home nome
O Cigarette or cigar O Power ne O Other, spacily: O Ekctrocutian, O Rowhomefiownhouse  (OOther, specify:
O candles 0 Eleciical cutiet O WK gotoo  MuBl-unkt (duplex, Ok
) Cookngstove (O Elecirical wiing QO um. gotol apartment, canda)
d. Flre started by a person? 2. Did any factors delay fire degartment aTival? 1. Were bamiers preventing safe exk?
Oves ONo OUK Oves Ono Ok
If y&5, DErsan's age: Oves OMo OuK It yes, check all thal aoply:
I yes, did the person have a histary of It yes, specify: O  Lockedinlocked door O smokefre
starting fres? O window sacurty bars O Household B2ms!
Oves One Owk O Lockeoimiooked winoaw hoanding
If yes, suspecied arsan? O Biocked siairway O  coner, specity:
Oves Oloe OWK O Trapped abowe first flcar O um

g. Was the child found In the same locatkon
a6 wherne the fire staried?
Oives Do Ok

. Was bullding a rental property?
Dves Mo O UK

L Were bulldingirental codes violated?
Oves O No O um

If yes, descrioe In namative.

|- 'Were proper working fire extingulshens
present?
Oves Mo (O UK

K. Was fire sprinkler system present?
Oves wo O um

L 'Was fire sprinkler system requied?

Oves Do Oum

m. YWere smaoke alanms. |}|'E6-El'l1f?
Oves One Cum
Were they functioning propemy?
Ovyes One Oum

n. Céd the child or tamily (check all that apply):
O Mone listed pebow
[0 Have & fire e5cape plan
O Practice a home fire dril

O Have two or more possible exits from the location as
where the child was found

O attempt to put out the fire

O WK

a. For eleciracuticn, what cause:
O Lghiningielecinical starm
O Faulty wiring
O Contact with pawer line

o
o
o

Wirelproguct In water O um
ChiK playing with cutiet

Oither, specify
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|H3. DRowNING

OFence too shart
Fence surounds water an:

O Gap In gate

O Dwor screen tom
O Door self-coser falled

a. Where was chid |ast seen . Drowning kocation: c. Foropen water, place: €. Sekect all contributing environmenial
before drowning? Select one. O Open watenpond, gofto o O Lake 2 ocean factors. Check all that apoly.
O Iniwater O Pool, kot tub, &pa, gotaf O Rver O Quamy ar graved pit O Nene O OCropoft
O Wear water O Batntub, go to O pPong O canaloraihage diich O weatner O Roughwaves
QO Inyara ' otner,spectyandgaton | Q creesk O um O Temperawre [ Flashficod
O In batarcomitub . Was child boating? O current O water clarity
O Inhouse O U, gotoh O ¥es O Mo O UK O Riptideturderiow O UK
O Incar
O otmer, speary:
O uK
1. For pool, type of poal: g. For pool, cwnership Is: [h. Flotation devios used at tme of tha Incklent? I. DK the child depend on a Ie jacket, swim
O Anove-ground O Privats O mia O Mo vest or swim ald whlle In or arcund water?
O inground O Hattub,spa | O Pubike O ves, spectty: O UK O One
QO wading O WK [ T O ves QUK
|. Dld bamlersdlayers of protection exlst 1o prevent access to water? Crves Ono Ouik
It yes, check all that apply:
O Fencs O Gae O Door Dalarm O cover
Was I breached? Was I braached? Was It braached? Was It breached? Waas It breached?
Oves One Ouk O ves O No O UK Orves O W O LK Crves O Mo O UK Oves OrNo O Uik
It yes, chack all that apply:  If yes, checx all that apply: It yes, check all that apply: I yes, chack all that apply: It yes, check all that apply:
O climied tence O zate left ogen O Dicor left open O Al not working O cover left off
DOzap infence O cate uriocked O Dizor unlocxed 0O Ak not answered O cover niot locked
O Damaged fencs O zate latcn talled O Digor broken

COFour sides
O Three sloes
O Two or one sige
Oum
i. Local ardinances) regulating L. Select all of the child's waler safety skils (without assistance ar fiotation m. Child able to swim?
acoess o water? device]: O W O N
Oves Ono Oum O maone of these O Tread waterfor 1 minute 0 Swam 25 yards Oves 0wk
O Flioatentherback O Find a sate exdt O Exit the water
If y=5, rules vickted? Ingepandently from the water O Hat swimming  |n. Waming sign or label posted?
Oves Ono Oum O step ar jumg Imo O Control oreathing IEEEONE s O wa
water averthelr head [ Return to surface 0 um Oives O WK
. Lifeguard present? p. Rescue atempt made? OMNA Oves ONe OUK . Approprate ragcue agulpmant
O Mis It ye5, whe'? Check all that apply: If yes, o rescuen(s) present?
O ves O pareryretative |0 EMEmst responger also drown? O Oves Ono Ou
Mo O otner child O Bystander 0O ves It yes, was | used?
O um O Lreguand I caher, specity: O Mo Oves Ona Ouk
O Other adutt 0O um 2 U It na, descrie:

|H4. ASPHYXIA

a. Type of event
O Skeeprelated, ga o1l
) Not slesp-related, gota b
O WK, gotob

. If not sheep-related, was the event:
O suffocatian, gofioc
O strangulation, goto d
O Cnoling, goto e
O otmer, gotalt

. I suffocation, was the chilid:
O covered In or fell Into ohject
O Coenned In tight space
) wedged Inio tight space, spacity:
O otner, speciny:

d. It srangulaticn, abject causing event

O citing O Elesnical corg

) Blindeord O Person, goto HSl

O carseat O Autcemoblle power window of sunno!
O Bet (2 Otner, spacify:

O Ropeisiing

O Leash O e

. If choking, object causing choking:
Food, specify:

Tay, spechy:

Vomitgastrc coments

Other, speciy:

LK

0000

I. If chioidng, was Helmilch Maneuver attempbed?

Oves One Oum
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|H5. BODILY FORCE OR WEAPON

3. Was the deathi a rasult

b. Type of weapon:

. Far fireams, type:

d. Wac the firearm consldersd a

e. Was firearm kept baded?

of a weapan? O Fireamm, gotoc ' Hardgun Sman frearm, &.0., US8s 3 O ves
O Yes,gotob ) Knife or sharp Instrumerd, ¥ sShatgun fingerprint lock, RFID watch? O mo
O Mo, death dus to gotal ' Fme, speciny: O ves O um
podlly farce, go ta O Rope, gotol O 3D gun O Mo
O UK, gotab O Other, spectty and go fo | (O Otner, speciy: O um It no, was the ammuniticn
O um, gotol 0 WK stored locked?
O ves
O N
O K
1. Was the firearm kept lpcked? |1 'Was the person handing the firearm the |1, Use of weapen 3t tme, check all that apply:
Oives awner? Dves One O wk O sefinjury O Hurting
O Ne | Cnmer af Tatal fiream: 0O commissian of crime O Target shacting
O um O caegiver O Dwug dealingfrading O Piaying with weapan
) other tamily member O Drive-by shoating O Showing gun ta others
g. Did the shooler of the firearm i Child's significant cther O Random vickence O Russlan roulette
have permission to use the O Friendlacqualntance O cnikd abuse O Gang-related activity
firearm ai the me of Inclgent? O stranger O cnikd was a bystanger O sat-getense
Dves O ne Ok O otrner, specify: O Argument O cleaning weapan
n. Did the careglver or O uk O Jealocusy O Loading weapan
supervisor know 3 firearm was (K. Was the firearm stolen? O Intimate partner wislence O Other, specity:
present at the time of O ves O Hate crime
Incident? [e 1] O Burying Ou
Oives ONe O Wk O Uk
m. Type of bodlly force used. Chesk all that appiy:
[ Beat, kick orpuncn [ Bite O Throw O other, spaciy:
O Drop O snake Ol Orown
O pusn O stranglercnoke O surn O um

|HE. FALL OR CRUSH

3. Type: b. Helght of fall: [c. Chlkd fel from:
O Fal, goto b et | OCpen window 2} Natural elevation O Stairsisteps  ©F Maving objest, specity: © Animal, specity:
) crush, gatag ncnes | O Screen O man-made elevation O Furnibure £ Bnage O omer, specry:
O Mo screen O Playground equipment O Bed O overpass
O wk @ QU If screen | (O Tres ) Roal ) Balcany O U
d. Surface chilg fell anio: 2. Barlerin FIBEE. check all that apnlg.l:: g For crushi, did chlld: . For enushi, I:IHEEIZ ca JEll‘g EnEh
O cemerticancrete Q) Linoleumivingt | 0 Mane Ostakway O cimbuponobjlect | O Apollance O Boultersimcis
2 Grass O Marolefiie O screen OEate O Pull abject down O Television O oirtisans
O eravel O oaner, specky: | O Other window guard O] Other, spectly: | O Hide behind object | © Furnlture O Person, go o HSI
O wood foor OrFarce Cux O Go behing cbject O walls O commercial
O capeted toor . O U O Raling ' Fall out of ooject O Playground egquipment
. Was child pushed, drapped ar thrown? O omer, speciny: equipment ¥ Farm equipment
O ves O Mo D UK 2 Arkmal O cither, spacity:
It yes, oo io HSl O K O Treepranch (YUK

Page 13 of 24




|H7.

POISONING, OVERDOSE OR ACUTE INTOXICATION

3. Type of subsiance Invalved, check all that apply and note source, starage, and route of adminlstration of substance: O we
Source of Suostance 5 = Own prescription (Prescrption cnly) gtored In locked casinet”  |How substance was taken
1 = Bought from dealer or stranger & = Sought from storelpharmacy Yes 1= In utero 5 = Through skin
{Prescription or llick only) {OTC or other substances only) Mo 2 = Orally =LK
2 = Bought fram driend or relative T = Oiher UK 3 = Nasally
3 = From friend ar relative for free 9=UK 4 = |niravenausly
4 = Took from friend or relative without asking
ErEsCIDICn oug SOUIGE SUOred  TaMen CUETE-COUNTET TrUg SQuTE Swored  Taken
O Antidepressantfantianadety YL O antinlstamine YHU
O Antcorsulsant ¥NL O cold medicine YHU
O Antipsychotc YU O Pain medicatian YHU
O Benzodiazegines YHU O other oTC, specity: YHU
O Medlcations for substance use disorder (e.g. Methadone, YL
bugrenarphing, naltrexone)
O Mon-pplold pain medication YU
O cplcid pain medication (ncluding Tentamyl) YHU
O ztimulants YHU
O ctner Ry, specity: YHU
‘Was It child's prescription? Oves ONo (O UK
IBcit drnugs Gource Stored  Tawen Ciher sunstances Source Slored  Tamen
O Cocalne LU 0O &kchol YHU
O Heraln ¥ MU O Battery ¥ MU
O mcity manufacturad Tentaryifentany analogs YU O cCammen monoxkde YHU
O MaruanaTHC YU O Cther fumedgasiapar YHU
O Methampnetamine YL O other, spechy: YHU
O other, specty: YU
B. Was the Incklent the result of? c.Dldthechildhavea  |d pig child have 3 nan-fatal &, Was Polson Control |1 For CO polsoning, was a
O Accldental overdosefacute Intoxlcation|  prescription for a averdoss within the previcus 12 | contacted? SO alarm gresent?
) Medical reatment mishap controlied substance mantns? O ves 2 ves
O Dalmerate palsoning Within the previaus O Yes O Mo ) Mo
O Other, speciy: 24 mantns? O Mo O K O u
O ik O vesO Mo O UK |[O uk
|H8. MEDICAL COMDITION Thils secdon |s sklpged for fesal deaths®
3. How long did the child have the 0. Was the death expected 35 3 £. 'Was chlld recelving health care for the medlcal condition?
medical condltion? result of the medical condition? Oves O Mo Ouk
O inutero O 111 menths O s, not previously diagnased If yes, within 45 hours of the death?
O Sincebith O s= 1 year Cives O Mo Oux Cives O Mo DUk
O = 1gay O 501 31 3 later date It ya&, was the care plan appropriate for the medieal condition?
O i6oays O Ona Oves O ne Our
O T-30Days I nio, specifty:
d. DHd the family exparience bamiens that prohibited following the care plan? . In the wesk priar to the death, did the child
O wa i yes, what reatment  Clappobmiments O caner, specirty: expemlence any changes to medical care?
O ves COM@onents were Oszgications, specity: D 2 Yes, descrine:
O Ne nat completed? Olmeoical equipment use, specty: 2w
O um Check all that apply. Ol Theraples, spectty: O K
1. Was the medical conditlon associated with an outbreak? (g, Was the death potentlally caused by a medical emoe?
2 Yes, specity; Oves O ne Oum
O HNo h. ‘Was the medical condltion that caused the death a result of a complicathan or side effect of a
O um previous lliness, Injury, conditien, or medical reatment?
If yes, was the child vacinated? Oves O ne Oum
Oves O e Oum

|H3. OTHER KHOWHN INJURY CAUSE

Spectfy cause, describe n detal:
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I. OTHER CIRCUMSTAMNCES OF INCIDENT - ANSWER RELEVANT SECTIONS

I1. SUDDEN AND UNEXPECTED DEATH IN THE YOUNG (SDY) This section displays anline based on your siate's setings.
Saction 17 OME Ko, $920-1082, Exp. Dale: SI30E027
Fublc seporting bursan ol his ol in o svcarage 10 minules par 5 et or ] = g wainbng dets socrces, gelhenng and

manisinng the deis resded, end completing and reviewing the oolleciion of informefon. An sgency may not conduc] or sponeor, and @ person @ not eguined o mapond o s coliecton ol micmation

uniaws # depliys @ cumesHy velid OWE conbol nombaer. Sand mommans regarding i Surdn extrmale or any ofer sspecl of Bis o ] far g Hhin
berdun ln: EOCEATSOR Mepords Clasrsncs Oficay 1600 Clfton Foad ME, S 0-74, Allants, Seoga 30355 ATT: PR (0500-1002)

3. Was this geatn: (2 A& homiddeT
O A sukcige?
O An overdosa? If any of these apply, go 1o Section 12,
€ A resut of an external cause that was the obvlous and only reason for te Tatal ijury THIS I3 NOT AN 5DY CASE.
o Expecied wihin & months due ta tarminal liness?
O Hone of the above, goto HE THIZ IS AN SDY CASE
O U, goto Mo
0. D ine child have a history of any of the following acute condRions c. At any fime more than 72 hours preceding death did the chilld have 3 personal
or symiptams within 72 hours priar ba desth? nistary of any af the following chronke condiians of symptams?
Sympiom Pressnt wiln 72 hours of death Symptom Present more than 72 hours of death
Cardiac ¥ee Mo UK Cardiac ¥eg Mo LK
Chast pain o o 0 Chast paln [S =T o
Dlzamessfightreadetness & O O Dizanessighitneadedness o o O
Falnting o O 0 Faliting o O O
Palpitatians o o 0 Palpitations L] o O
Heurplogle Heurgloglc
Concusslion o o O Concuselon o o O
Confusion o (S Confusion (8] o O
Convulslonsizszure o o 0 Convulskrsisezure Lo T & T
Headache o O 0O Head Injury [ I T ]
Head Injury o0 0 Besplratory
Resplratory DiMiculty oreathing (o] o O
ABthma o o O Othar
Pneumania [ e T ] Ciner, specity: [
Difficulty Breathing o o 0
other Acute Symptoms d. DK the chilld have ary peior sarfus Injuries {2.g. near drowning, car
Fever o o 0O aceldent, braln Injury)?
Muscle achesicramping O O O Ohves CrMo DUk
Vomiting o O O It yes, oescripe:
Othar, speciy: ]

2. Had the chlld In e past ever been diagnosed by a medical professional for the Tollowing
Condition Dlagnosad Condlflon Dlagnosad Conditlon Dlagnossad

Bleod disease Y N U Cardlac [continued) Y N U MNeurplogle (continued] v N U
Sickle cell disease {Tj 6 |:|_ Hign cholestansl E) rj 6 Meurcdegeneraiive ::Isease_{j EJ {5
Slekle cell trah o0 0 Hypertension o0 0O Strakeiminl strokes 000
Thrombapnllia (clotting diserder) O O O Myocardils (heart Infacon) o0 0 TIA-Translent Ischemic
Cardlac ¥ N W Pulmonary hypertenshon oo O ARtacik
Abnormal electrocandiogram o000 Sudden candac arrest o0 0o Central nervous system O O O
(EXG or ECE) Neurologle ¥ N U Infaction [meningitls
Aneurysm or aortic diiatation o0 0 Anaxle brain Injury D00 of encephaliis)
Amtythmiatamhythmia syndrome O O O Traumatk: braln injury? 200 Reapliratory ¥ N U
Cardiomyopathy OO0 0 head Injurytconcussion Barea OO0
Congenital heart disease o0 0 Braln tumar o0 0 Asthma o0 0
\Coranary arery abnomallty oo 0D Braln hemarmage oo 0D Pulmenary embalsm 00
Endocardils o000 Developmental braln disorder oo 0 Pulmenary hemorhage OO O
Heart fallure o000 Epllepsyiselzure disonder OO0 0 Resglratary amest o000
Heart murmur o0 0 Febrlle selzure OO0 0
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Conditien {continuad) Dlagnosed Dlagnosed Dlagnossed

Other Y NU Y NoU Y N U
Connecive tssue disease SO00 Kidney disease o0 0 Crcolgl diseass treated by o0 o0
Dlabetes OO0 0 Wental lnessipsychiatrc disease (O O O chemotherapy or radiation
Endocrine disorder, ather ooo0 Metanollc dseass o0 o Pramaturty oo
tnyrold, agrenal, pRultary Muscle glsorder or mussular o0 0O Congenital disoroers o0 0
Hearing protiems o feamess o0 o0 dystrophy genetic syndrame
Oithar, specty: o000

If @ more specific dlagnasls ks knawn, prowide any aodiional information:

I any cardlac conditicns above are selecied, what carglac reatmenis did the chlld nave? Chack all hal appiy: O more
O carglac ablation O Heart surgery O Hean transplant
O Cardiac device placement O Inierventional candiac O Other, specify:
{Implanted cardioverter defibrilator (IC0) cathetertzation O um

ar pacemaker or Verricular Assist Device (VAD))

1. Did the child have any blood relatives (brothers, BIsters, parents, aunts, uncles, cousing, grandparents or ather mone distant |g. Has any blood relaths (sIbIngs,
refatives) with the following diseases, condions of symgtomes? parents, aunts, uncles, cousing,
¥ N U Daaths grangparents) had genetic
OO sudden unexpected death before age 50 testing?
It yas, the fype of event, which relailve, and relaive’s age at death {for example, brother at age 30 who dieg Oves O Ne O ux
In an unaxpiaines motor venicle acodent {diver of carjk
Haart Dissass Yy HU ] ma It yes, oescribe the testigens
O OO Heart conditionfmeart attack or stroke before age 50 O OO Fevrlle selzures tested, reasan for testing, family
i yes, descbe: OO O Unexplained fainting member testat, and rasults:
OO O aortic aneurysm or aortic nupture Other Diagnoses
O OO arnyinmia (fas or FTeguiar heart mytm) O 0 Congenial deamness
O OO Cardiomyogathy OO0 Connective tlissue disease
& OO Congeniial hear disease OO0 Mitochonddal disease
Heurologlc Dissass OO0 Musck discroer or muscular dystrophy Was a gene mutation found?
OO Enliepsy or comvulshanslselzune DO  Thrombophila (clobing dsarder) Cives O Mo W
3Oy Oaner neurclaghc dlseasse s} other diseases that are genetic ar
run In famiies, spaciy:
1. In thie 72 hours pricr t death was the child taking any prescrined k. 'Was the il taking any of the folowing substancels) witin 24 haurs of death?
medication(s)? Ores One O Uk Chec all that apgly:
I yes, describe: O overthe-counter medicine O Aleohal
| witmin 2 wesks rior to death hiad the child: MiA YEE Mo UMK O Energy drinks O egal drugs
Taken eutra 005es of prescriped medieations O O O O O cat=ine O Legaltzas marjuana
Missed doses of prescribed medicaions o 200 0 O Perfgrmance enhancars O other, spacify:
Cnanged prescized medications, descrioe: O 00 O O supplements
|. Was the cnlid compliant with thelr prescribed medications? O Tobaces 0w
Cwa Oves O Mo O WK
It not compllant, describe why and how aften: If yes io any Items above, describe:
JL Did the cnlld experience any of the fobrwing stimull at time of Incldent or within 24 hours of the Incident?
At Incldent Within 24 hre of Incident
stimult Yes Mo K Yes Mo LK
Fhysical acivity o 0 O o 0O 0 If yes 1o physical activiy, describe type of actiity:
Sleep degrivation o o 0 o0 0 Al Incigent Within 24 hours of Incident
Driving o o O o0 O
Visualvigeo game simull O O o O Q0
Emational stimul o o o o o O
sudhory simulistartie O O O o O 0
Fhysical frauma o 0 0O o O 0 Other spechy:
oiher, spectly: o o Al Incidert Within 24 hours of Incidard

Page 16 of 24



m. Was the child an athiete™ O wia

Chves O ne O ux

If yes, type of spart
If competitive, did the child pariicloate In the & months prior to death?

Ocompetiive O Recreational O UK

Crves O Mo O Uk

Ochest pain O
O convulsionsisalzure [}
ODlzanessnighitheadedness O

CIFainting O um

n. Did the child ever have any of the Tollowng uncharacteristic symotams
during of within 24 hours afer physical activity? Check all that apoly:

Palpitations
Shortess of breathidiMculty breathing
Otner, spacity:

If ye& 1o any Item, oescribe type of physkcal activity and extent of symptoms:

for a spoet?
If yas:

Was It done within a year prior to death?
Did the exam lead to restrictions for spors or othensise?
2 Yes (O Mo O UK
If yes, specify restrictions:

0. For child age 12 or oldar, did the chlld recele 3 pre-qanlemmlm Exam
O O ves O Mo O W

Oves One  Oum

Guestions p through v: Answer If "Epllepay/Salzure Disorder” ks answsred Yes In quesilon & above (Diagnosed for 8 medical condition)

0. Haw old was the chlid when flagnosad witn
epllepsyisalzure dlsordesT

&ge 0 ifant) through 20 years:
O ume

that apply:
O Non-comvulsive
O cConvulsive (grand mal setzure ar

. What were the undarlying cause(s) af the chlld's
selzures? Check all that apply:
Brain Injuryftrauma, O Other acuie Bness or
speciy: Injury ather than
Srain tumar eplepsy
Cerebrovascular O Other, speciiy
Geniral Rervous system
Infecticn O wk
Developmental braln disorder
Genetlzichromosamal

Idiopathic of cryptogenlc

(]

ooo

|
O
a

generalizag tonlc-clonic setzure)
I:I CRZEUr Whan exposure io sirobe lgHE,

O um

T. What type{s} of selzures oid the child have? Check all

vieo game, ar flckerng Bght (reflex selzure)

t. How many seizures did the chilld have in
the year precading deatn?

O omever © 2 O Morethan3
(SIS O3 O wk

. DN treabment for selzures Include
antl-eplleptl: dugs?
2 yesOne Ouk
If ye&, now many different typss of ant-

5. Descrioe the child's epllepsyiselzunes (not Including
the selzure at time of deatn). Checi all that apply:
O Las! less than 30 minutes

O ceewr in the absence of faver
O oceur when expossd to strobe lights, video

game, or flckering Bght (refiex setzure)

O Last mose than 30 minutes {status eplepticus)
O cocur In the presence af fever (febrle seizune)

eplieptic drugs did the child take?

Qo O 4 O Maore than &
[ - O s O we
o3 O &

. 'Was "1|§|T[ survelllance used?
COves O Ne O um

I2. ANSWER THIZ OMLY IF CHILD IS UNDER AGE FIVE:
WAS DEATH RELATED TQ SLEEPING OR THE SLEEP ENVIROMMENT ?

) ves,gotoiza (Uimogeem (Jum goto2a

4. Incident sleep place:

O oo O Agult bed O Recking-inclined | I adult bed, what type? It car seat, was car seat
If crin, type: 2} waterbeg slespar O Twin secured In seat of car?
O Mot portabie O Futon O stroker O Fu O ves O Mo O U
O Portable O couen O swing O queen
O Unicncwn erib type O char O Bounicy chair O king
' Bassinat O Fioor ) otner, spediny: O other, specty:
' Ben sige sleaper O carseat O O
O Baby box
b. Child put 1o sleep: €. Chlkd found; . \sual sleep posiion: f. Was there any type of crig, ponable orb or bassinet
O on back O on back O On back In home for chll?
O on stomach ) on stomach O On stamach O ves D na O
O on sde O on sige O on sloe
O U O Wik O Uk
4. lUsual slesp place:
O cm O Aguit ped O Rocking-Incined If adult bed, what type?
If crig, type: O waterbea sleeper O Twn O king
) Mot portabie ' Futon O stroler Crm ) Otner, spacity:
O Portable O Couch O zwing O oueen O ok
O Unicnown crib type < char  Bouncy charr
O Bassinat 2 Fioor 2 other, spacify:
O Bed side sleeper O carseat O
O Baby box

. ChiK In a new or diferent environment than usual?
O vee O Na O um
If yes, descriibe wiy:

n. Child last placed to skeep with @ paciier? .

O ves O Na O WK

Ghilld wrapped or swaddied In bianket when last
placed?
O ves D e O wk

If yes, dascribs:
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| Child overheated? O ves O Mo O UK

Check all that apply: (3 Room oo hat, temp degrees F
O Too much bedding
O Too much clething

It yes, how often:

. Child exposed to Gecand Nand Emokea?

O ovres O Mo OF UK
O Frequenty ik
] Occaslonally

|L chile's face when found:|m. CRIIES neck when found:
' Daown O Hyperextanded {haad Dack)
O up O Hypoextended {cnin to chest)
O Toletornghtside | O Meural
o T O Tumed
O um

ri. ChTs alrway when Tound (rchioes
nase, mouth, neck andfor IH'EE[F
Urobstructed by parson of object
Fully cbstructed by parson of ohject
Partially abstructed by person or
object
UK

o
Q
8]

8]

I tully or panially obstructed, what was cbetrucied?
O mess O crest compressed
O Moutn O WK
O Meck compressed
I tully or panially obstructed, describe obstruction In
detall:

Oibjects: On iog

af chilg

ADUME)

thier chlidiran)
Anirnal{s)

Mattress

‘Comiforter, quilt, or ather
Fitied shest

Trin blanketMat sheet
PIIows)

‘Cushion

Mursing or U shaped plllaw
Sleep poshioner (wedge)
Bumper pads

Clothing

Sottle

'Wiarable monfior

Crit raling/skde

Wall

Tay(s)

Cittier(s ), specity:

{

0o 0000000 OOOCOOOO0OOCOCOOR§
OOGDDGDOODOODOGDODE%
000000000 0C0O0000000[E
OO0Do0o0O0OD0DOoDOoOOo0OOo0OoOoDoDDOooOoo

oo

0. Objects In child's sleep enviranment and relation to sinway obstruction:
It pressnt, describe position of ooject:

Under HMWext Tangled
child tochild around child

=
F

OooDoOoDO0oDOoDO0ODO0ODO0OOoODOOODOD
OoooOoOOOoOOOOOOOOOODODO
OoDoDoOOoDO0ODOoOODOO0ODODOOODOD
ooooooao DEII:II:II:II:HJI:IDI:IDl

oo
oo
oo
oo

It presant, did abject
obetruct alway™

—* If adult{s) obstructed
alrway, descrioe reiathon-
ship of 30Ul ba chlld {for
example, chikdbeanng
parenty:

C0 00000000000 O0O0QOO00OO0
00 00000000000 000O0O00OO0S
o0 QOOOOOQOOCOQOOOOOOOOK

0. Was there a rellable, non-confllcing witness account of how the child was found?

Crves OMo

[T

q. Caregiver'sugenvisor fell asleep whlle fesding child?

r. Chid skeeping In the same room as caregiver'supendsor at ime of death™

O usuzl slesp pattern
O Ka Infant bed avallable

O other, specify:

[mp

O wenanmaysg #
O w

O Home/iving Gpace overcrowled

Cwves One O um Oves Ome O um
I yes, type of feeding: O Bothe ) Breast QUK
5. Cnlid sleeping on same | If yes, reasons stated for sleeping on It yes, check all that apgly:
surface with persondsjor | same surface, check all that apply: O weh aduls): # O 2um
animal(s)? O Ta teed aduttobese:  Owes OwnNo Oum
O ves O wo O Uk O Ta sacthe O wnhatmer enlioren: % 0 2 U Children's ages:

O =um Typajs)of animal:

i |5 there 3 scene re-reation photo avallable for upload?

or .gif format.

O ves O No

If yes, upload here.  Only ane phato aliowed.
Select photo that cemonstrates pastion and kocatkon of chilid's body and alrway (Nase, Moutn, neck, and chest). Skze must be k266 than & mb and In pg
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I3. WAS DEATH A CONSEQUENCE OF A PROBLEM WITH A CONSUMER PRODUCT™?

) ves  (Onogomme (Jwkgowi

3. Describe product and circumstances:

O sexual assaut

b. Was product used property? [ 06 a recall In place?  [d. Did product have safety label?  |e. Was Corsumer Product Satety Commisskan (GPSC) notified?
O Yes (D Mo O UK O ves D No O uE[D ves O No O LK O Wes
) Na, go bo www safemproducts.goy to report
QO WK
14 DID DEATH OCCUR DURING COMMISSION OF ANOTHER CRIME™? 2 ves COivo,goms  (lukgemis
3. Type of crime, O Raboeryburglary O otner assaull O Arson 0O megal border crossing O WK
checx all that apply: O Interpersona viclence O Gang corfliet O Prostiuion O Auto theft

O Drug trade

O wiknass imtimidation

O other, speciy:

I5. CHILD ABUSE, NEGLECT, POOR SUPERVISION AND EXPOSURE TO HAZARDS

3. Did chlld abuse, neglect, poar or absent

. Type of cnlid abuse, check sl that apaly:

¢. For abuslve head rauma, were

sUpeNVIBIN of @Xpasure 1 NaZards cause O Atusive head frauma, go to Bc there retinal hemomhages?
or coniribute bo the child's death™ O chronkc Battered Child Syndrome, go to 15e Cwes  OiNe DUk
O Yes/prooable O Seatingdcking, go to Se
O Mo, go to next sectian O scalding or buming, go to I5e d. For abuslve head rauma, was
QO Ui, go o next section O munchausen Syrdrome by Proxy, oo to I5e the crild shaken?
If yesfprobable, chaose primary reason: O Sexual assault, go io I5h Cies  (ONo QUK
O child abuse, ga fo IS O other, speciy and go to ISh If yes, Was thers Impact?
O Child neglect, ga o IST O um, gotolse Cwes  (OiNe OUK
O Poonabsent supeniision, go ta 157
O Exposure to hazards, go o 15g
o. Ewents{s) tiggedng |1, Child neglect, check all that apaly: . Exposure by hazards:
child abuse. [0 Fabure to provide necessties [ Exposure to hazands: Do not Include chikd's own behavior.
check all that apaly: O Food Do not Include chilt's own behaviar. ) Hazaro{s) In slesp environment
O mane O =heter O Hazard{s) In slesp enviranment {Including slesp poshion and surfacs
[ crying [ cther, specify: {Including sleep postion and sutace sharing)
O Taet training O Fabure to provide supendsion sharing) 2 Fire hazard
O osobemence O  emational negiect, speciry: O Fre hazarg & Unsecured medlcationipolsan
[ Feeding problems O Abandonment, specify: ) Unsecured medicationipalson ) Firearm hazard
[0 Domestic argument | [0 Falure to seekdollow treatment, {2  Firearm hazard 3 'Water hazard
0 other, speciny: specy: O water hazard ) motor venicle hazard
O ww If yes, was this dus to religlous or O Motor vehcle hazard )  Chikbearing parent substance use
cultural practices? O Other hazard, specihy: during pregnancy
Orves ONo O UK 3 Other nazard, specify;

n. Was poverty a factor?

Cwes  (QiNo QUK

It yes, explain In Marrathve

I6. SUICIDE

Mone listed below
Involved In sparts

oooo

If yes, specily platiorm{s):
History of running away

oooo

History of haad Injury

o

When did death ocour:

3. Chlid's history. Checi all that hawve ever applled:

Involved In activiies (not sports)
Viewed, posied or bmteracted on soclal metlka

Histary of fearfulness, withdrawal or ardsty
History of exploshve anger, yelling or dlsobeying
I yes, whan was the 1ast head Injury™

Deatn of a peer, friend or family member

If yes, spectty retationship ta chile:

Was death a sulcide” O YesO Mo Ok

b. Was the child ever diagnosed with any
of the following? Check all that apply.

B Mone Bsted below

O Anxlety spectrum disorder

O Degressive spectrum disorder

O Bipolar spectrum disorder

[ Disrupiive, Impulse control ar
conduct disarder

O Eating disorder

O Zubstance-related or addictive disarders

O other, specity:

0O um

d. Check all sultidal behaviors/athempis that ever apolied:
O Mone listed Delow O Interrupted attempt # |
O preparatary behavior # O mon-tatzl sttemgt =
O asoried attempt # O um
. D the child ever communicate any sulcidal thaughts,
actons ar Intent?
Crves Ome Oom
If e, with whom?
1. Was there evidence the death was planned or
premeditated?
Crwes Omne Oum
g. D the death oocur under drcumstances where i

©. [Md child have & sulckle safety plan (3
dacument that helps Individuals when

expenencing thatghts of sulcide ta nelp
them avald imtense sulcldal crisis)?

woull lIkely be observed and Intervenad by
others?
Cwes One Oum

Orves ONe O'UK
n. D the chibd ever have a histary of non-sulcldal sef-nam, sUch 35 cutting or buming cnessir? Crves Ome Oum
It e, O Reported io athers O Moied on autopsy O other, speciy:
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I Waming signs {mttpsiyouthsulcidewarmingsigns.ong) win 30 days of death: |- Child experienced a known crisls within
Check all that apply: 30 days of the death 7
O Mome listed Delow [ Exgressed percelved burden on otners Oves Oho DK
O Talked about or made plans for sulcide O snowed worrlsome behavioral cues It yes, explain:
O Expressed hopelessness abaut the future o marked changes In behavior
O Displayed severaiovenynalming 0O uk
emotlanal pain or distress
k. Suldde was part af: OMane lsted balow O & contaglon, copy-cat or kmitation O & murder-sulclde
Check allthat apply. [ custer O A sulcide pact
I7. LIFE STRESS0RS Fiease Indicate all stressors. that were present for this child and family around e Sme of deat,
3. Life stressors - Soclalfecanamic
O Mone listed below O Melghbormood discord O o phane OLack of transportation [ Lack of child care
O Raclsm O Job problems O Housing Instabiity Ocuural diterences [ Pregnancy
O Discriminatian O money problems O whnessed vislence OLanguage bamens [0 Pregnancy scare
O pavarty O Food Insecurity O Tobacoo axpasure
0. LFe siressors - Medical
O Mone listed below [JCaregiver unskiled In providing care  [J Multiple providers, not coordinated O Fek dismissed by proviger
O Lack of tamilly ar saclal support for care [ Lack of maney for care [ Umitations of nealth Insurance [ Lack of pravider-family
O cCareglver distrust of health care system [ Services not avalable O Provider blas campatibliity
<. Life Strese0ns- Relationships
B Mone listed below [ Parents’ Incancaration O Argument with friends CICybertuwllying as vicim O Stress due to gender
O Family discord O Sreakup O Isclation Olcybertullylng as a perpetrator Hentity
O Argument w' parents/caregivers O Argument with significant othed] Bullylng as victim Olmeer vickence as a victim O Stress due ta sexual
[0 Parents” divorceiseparatian 0O Sodal dscard O Bullylng as perpetrator CPeer violence as a perpetrator orlentation
d. Le siressors - School (age 5 and over) . Technology {age 5 and ower)
B Mone listed below O Extracumicular activiies O mone Nsted balow O Restriction of technalogy
O =chool fallure O Kaw schicol O Electroni: gaming O zocial meda
O Pressurs to succeed O otmer school problems O Texting
1. Life siressors - Transhions (age 5 and aver) 0. Life stressors - Trauma (age 5 and aver)
O Mone listed below O Release from |uvenbe |ustice faclity [ Hone lBsted below
O Release from hosphal O Eng of school yearschool break 0 Rapefsexual assault
O Transiicn from any leved of mental healtn care to ancther (2.9, [0 Transkion tafrom child welfare system O Previous aouse {smotonalipnyslcal)
Inpatierit to autpatient, Inpatient %o residental, ete.) O Release from Immigrant detention center [} Familyidamestic viakenice

N. Life sinessars - Describe any other IHe siressors:

I53. DEATHS DURING THE COVID-13 PANDEMIC (complete for all ages)

3. Forthe 12 months before the child's deatn, did the family experience any disrugtions or significant changes to the following? Check all that apply:

[0 Mome listed Delow O mental healtn or substancs usefabuse care

O school O Home-based semvicas (nan-clid wesfare)

O paycare O Chilg wettare senvices

O Emgloyment O Legal procesdings within criminal, civll, or family courts

O Soclal services {IIke unemplayment assistance, TANF, WIC) O otner, spacity:

O Liing envircnment

O Mesdical care O um
0. Forihe 12 months before the child's death, dld the child's family [ive In 3n area with an oficlal stay at home arder? Oves OnNe QUK

If yes, was the stay at home order In place at the time of the chlld's death? Oves OMa UK

. 'Was the enlld exposed to COVID-19 within 14 days of death? Oves Ona Oux M yes, descrine:

. Did the child have medical evidence of 3 significant iMammatory syndrome ncluding for example, faver, laboratory evidence of Inflammiation, and Invalvement
of two oF Mare argans) reguiring nospitalzation In the week tefore death? Oves Ono Ouik

I yes, wak the child diagnosed with MIS-C7 Oves ONo QUK
2. Was the child eligile o recelve 3 COVID-19 vaccinalon? Oves ONo  Oum
If elglole, did Mey recalve thelr irst dose? Oves Owe Ouk M yeB, Approx. rumber of weeks Defore death;
If eBgible and recebved thelr finst 0ose, which option best represents thelr vaceination status? O Partialy vaceinated (O Fully vacoinated (O UMK
1. For Infamts or fetal deaths only, did the childbearng parent recelve thelr COVID-19 vaccination® Oves One Oum
If yes, when did they recelve thelr irst dose? G Before pragnancy Oy 3rd timester
O 151 trimester {2 aner gelvery
) 2nd trimester O um
If yes, whilch opilon best represents thalr vaccination status? ) Parfally vacoinates O Fully vacdnated O UMK
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g. Select the cne aption that best describes the Impact of COVID-18 on this child's death:(h. Did COVID-19 Impact the team's abllty to conduct this Tataltty review?

) COVID-19 was the Immiediate or undertying cause of death Orves Ono Ok

) COVID-19 was diagnased at autopsy or child was suspected 1o have COVID-18 It yes, chieck all that apply:

O coviD-12 Indirectly contrinuted to the death but was niot the immediate ar O uniasile io cotaln recards

Ul‘dEﬂﬁ'Il‘g causea of death [ Team members unadle to attend review

) The chiltbeaning parent contracted COVID-18, spacify: O memocte reviews negatively Impacted review procass
) Bafare pregnancy (0 3rd trimester [0 Team keaders redirecied to SOVID-19 response
O 15t timester O Afar delivery
) 2nd frimestar O K

O other, spedty:

) COVID-19 had na Impact on this chlkd's daath

O uk

RESPONSIELE (OTHER THAN DECEDENT)

1. Did a person ar parsons ofer thanthe  [2. What aci[s)7 Enter Information far the Tirst person under "One” and If 3. DId the team have Information
chilld do semethiing or fall b do thers |5 3 sacond parson, use column "Two” Descrive 3015 In narratve. about the personis)?
something that causad or contriouted e Tmo One Two Ope  Two
to the death? = O crild sbuse O O Exposure to hazards o O Yes

O vesfprobable O O cridnegect O O Assault, nat chilg abuse o O Mo,gotoK
O No.gotaK 2 O Poonabsent O O other, spectty:
O WK, goioK supervision O O ux
4. 15 persan listed In 3 previcus saction? 5. Primary persanis) responsiole for action(s):  Select one for each person responsitle.
Qne w0 Qne Two Ope  Iwg one  Two
O O es, chidbearing parent, go 1o J17 o O Adoptive parent O O sibing O O medical provider
O O Yes, ron-chiidbeanng blckogical o O Stepparent O O oter relative O O Instiuticnal staT
parent, go to J17 & O Foster parent O O Frend & O Babysier
O O Yes, caregiver one, go to J17 8] ) Parent's partner O O Acqualntance & O Ucensed child care
O ) Yes, caregiver two, goio JI7 8] O Grandparent 2 O chirs boyiend or Warker
O O Yes, supervisor, goto J1% girtfriznd QO otner, speciny:
O O Ko QO stanger OO uk
5. Person's age In years: 7. Person's seu: 5. Person speaks and understands Englisn?(e. Persan on actve milary duty?
Ore  Two One  Two one  Twe One  Twn
o O Make . O ves [ 3 Yes
—_— — #Years O ) Femak O O HNo O &3 Mo
o O ux o 0O ux o O um o O uk
It no, kanguage spoken: It yes, spedty branch:
10. Person{s) have nistory of 11. Persan{s) nave nistary of chikd [12. Personjs) have history of child 13. Persan(s) have disatiiiy or chronic
substance abusa’ malreatment as victim? malireatment &5 & penpetrator? Iiness?
gne  Two Cne Iwo gne  Two Ore  Twn
o ] Yas =] 2 Yes o 0O Yes [w] ] Y|
o O Mo o O Mo o 0O e o o o
o O LK 8] O U 2 0O wK o 0 [

14. Person(s) have priar 15. Persan{s) Nave Nistery of INImate parner viglence? 16. Person(s) have gellnquenticriminal history?
chiid deaths? One  Two one Two
[=LT O O  es, as vicm o [ Yag

o O e O O es, a5 peroetrator O O Mo
o o Mo O O me o o um
o O LK O O ux
17. At the time of tne Incldent, was the person asleep? one  Two
gr=  Imp It yes, s2lect the mast approgriate O HMgnitime sleep
O O e description of the persan's skeeping O O Daytime nap, describe:
O O Mo period at Incident 2 O Daytme slesp (for example, person |s night shift warkes), descibe:
O O uK O O other, descrine:
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1B. At time of Inckent was person impalred? 19. Personis) have, chec all 20. Legal outcomes In this death, check all that apply:
Lo Twa nat apply: Dne  Teo
Oies OiNe WK Oes CHo  OIK one  Two [} O Mo charges flied
It yes, check all that apaly: a O Pror histary of a O cCharges pending
D Iug One Two simllar acts [} O cChnarges fled, specify:
a O Ovugknpalred, specty: O O impalred oy lliness, a O Pror amests (] O  cnarges dlsmissed
] O Alcohol Impaired spedty: [m} O  Pror convictons ] O Confession
m] O Distracted O O impaired by disablity, ] O Plead, specity:
a O Absent specly: o O Mot guilty verdict
O O other, spechy: o O Gullty verdict, speciy:
] O  Tort charges, specify:
O O uk

K. SERVICES TO FAMILY AND COMMUNITY AS A RESULT OF THE DEATH

1. 'Were new or revised senvices recommended of Implemented as a result of the death’ Cies (DN (DU
It yas, select one option par row: Refemed for service Reviewled to  Referal needed,
before review rederral not avallabis

F]
=

Sereavement counseling
Debriefing for professkonals
Economic suppar
Funeral amangements
Emergency shetter
Mental health semnvices
Foster cane

Health sarvices

Legal services

Genetic counseling
Home visiing
Substance abuse

Other, specty:

0000000000000
0000000000000
0000000000000
0000000000000
0000000000000

L. FINDINGS IDENTIFIED DURING THE REVIEW @ sark thic sacs o sdiitsdd findinge at & latsr date

1. Describe any significant challenges faced by the chlid, the family, the systems with which they Interacied, or the response o the Incldent. These could be
related bo demographics, overt of Inadvertent actions, the way sysiems functloned, or other environmental characierstics. (See Data Dicthionary for examples.)

2. Describe any notable poshive elements In this case. They could be demographic, behavioral, or environmental charactenstics hat may have promoted
rellizncy In the chlld or tamily, te systems wih walch they Interacted or the response to the Incdent. {See Data Dictionary for examples).

3. LIst any recommendations andior Inltiatives that could be Implemented o prevent deaths from simliar causes or cinoumstances in the futune:

4. Were new or revised agency senvicss, polldes or practices recommended or Implemented 35 a result of the revies Ties  OiMe QWK
If yes, salect all that apply and describe:

O child welfare Dascrine: [0 Education Descrine:
O Law enforcement Degcrioe: O Mental healtn Descrine:
O Publc healtn Degcrine: O ems Descrioe:
O cCoroner'medical examiner Descrbe: O Substance abuse Descrine:
0O Courts Dascrine: O oner, specify: Descrioe:
O Health care sysiems Degcrine:
5. Could the death have been prevented?(J)Yes, probably (Mo, probably not O Team could not determine
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M. THE REVIEW MEETING PROCESS

1. Dabe af first review mesting: 2. Number of review mestings for this cass: 3. s review complete? Oma Oves OMo

4. Agencles and Individuals at review meeting, check all that apphy:

[ megical examinercoronenpatnologist D oPs O rfre O indian Heakn Services! O miitary
O paath ivestigatar Ocaher soctal services 0O EMs Trikal Health O pomestic vicksnos
O Law enforcement Orhysictan O rFalth based organizaton . O Home wisking O others, ket
O Prosecutoridistrict atiormey O Mwrse O Education O Healthy Start
O Public healih O Hospltal O Mental health 0O Court
O HMC¥managed care O caher heath care O substance abuse O chld agvocate
5. Were the following data sources avalable at e review meetihg? |6, (Did any of the following Tactors reduce mesting efeciiveness, check al
Check all that apply: that apply-
Wital atatistice O Hone
O Birtn certifcate - Tull form 0O confdentiaity Issues among members preventad full exchange of Infarmaticn
O Deatn cartificate O HPas requistions preveried access to of exchangs of Infarmation
Health records O  Inadeguate bvestigation precluded having enough krformation for review
O child’s medical records or clinkeal histoey, Incluging vaccnatior] 0O Team members oid not bing agequate iformation 1o the mesting
[ Hospital recaros O Mecessary t2am members were aosent
O cridtearing parent's abstetic and prenatal Infomation O meeting was heid too scon after deatn
[0 Mewbom screening results O waeting was held tae long after desth
[0 mental health records O Records or Infarmation weee needed fram anather locallty In-state
[ substance abuse treatment records O Records or Infarmation were needed from anather siate
Investigation recards O Team disagresment on circumstances
O autopsypathology reports O other factars, specify

O cocs SUIDI Reparting Fomm
O Jurisdictional equivalent af the COC SUIDI Reporing Form
O Law enforcement records
O Sockal servics records
O Child protection agency records
O EMS run shest
Other
O Home visring
O =school records
7. Revlew meeting outcomes, check all that apply:
O Team disagreed with officlal manner of death. What did team belleve manner should be?
O Team disagreed wih officlal cause of death. What did team bellewe cause should be?
O Because of the review, the officlal cause or manner of death was changed

N. SUID AND 50 CASE REGISTRY
Saction h: OME Mo 080286-1002, Exp. Owte: Sr3uE0cs
Public repariing bussan of his colaction of isformaton is sximeted to svarage 10 minules par respone, iscluding e tme for mviewing mbucions, ssarching axiibng deta soerces, galharing asd

mamisinng the dain nesd e, nd completing and reviewing the oollsction of informeion. An agancy may net conduc! or sponeor, and & persen @ not mgeined i@ mapend o s coliecion of mlemastien
urlaxs f dapliys 8 curesiy sl OWE conbol norbe:. Sans omrrants regersing =m furden exterals o0 sny ohee ssrazl of Fis collectos of inkreabon, ecuging suggesbees for esuosg
bordun lo: EDEATSOR Merats Cuesrance Oficar; 1600 Clftos Moad ME, WS O-T4, Sllant, Georga 30533; ATTs: PR (08201002

1.1 1hls an SOY or SUID case? O Yes O Mo If nio, ga to Sectlon ©
2. D tnls case ga ta Adwanced Review far the SDY Case 3. Motes firom Advanced Review 'mEEﬂ'l; [I'l[!ll.l:IE case detalls thal I‘lIHFEl:I determine S0OY
FhEng'.r!.":' CEI:EQZII‘IIEIIIF and any ways '.:}I'HFII'CII.'E the I'E'.I1E‘.I'] ar reasan whny Case did not ) bo Advanced
Owa Oves Oho Review:

If yeg, date of first Advanced Review mesling:

4. Professionals at the Advanced Review meeting, check all that apaly:

O  carockglst O Death Investigator O cenetist or genetic counselar O  Pediatclan
O cOoR representative O Epbapioiogist O weurciogist O  Pusiic heain represantziive
O cCoroner O Forenslc pathaloglstimedical examiner 0 Meonataloglst O  others, specty:

5. Did the: Advanced Review feam belleve the autopsy was |6, If auiopsy performed, ok the MEicoronenipathologlst use the SO Auogsy Guldance or
comarehenshve? Oves Owa OUE Sumimary? Ora Oves ONo DUk
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7.Was 3 specimen saved far the SOY Case Reglstry? 9. DId thie family consent to hawve DMA saved as part of the S0V Case Reglsiny?
Ore Oves Ohe Ok O Oves Owo Oum
If ma, ‘why nat? ) Consent was nat atliempied
8. Was 3 specimen sent 1o the SO Case Reglstry O Consent was attempted but follow Up WaE UNSUCCEsE
blorepastony? O Consent was atiempted but family declined
Ore Oves Ono QUK Crotner, specify
10. Categorzatian for SO Case Reglstry (chocse arly cnef
) Excluded from SDY Case Reglsiry ) Explalned neurcloglcal, specity: O Explained other, spectfy: O Unexplained, SUDEP
O Urexplalned, Incomplete case information) Explalned Infant suflocation Ounexplalned, pessible cardlae O Unaxplained deatn
(¥ Explained cardlac, specity: [under age 1) Ounexplained, possibie cardiac
and SUDEP
11.Categortzation for SUID Case Reglstry (choase only one):
{2 Excluded (octher explained causes, not sulMacation) I posslble sufocation or explalned suffocation, sebect the primary
) Unexplained: No autopsy or death scene Investigation mechanism{s} kzading to the death, check all that apply:
) Unexplalned: Incomglete case Informatian O 5ot nedding
O Uneyplainag: Mo unsate sleen faciors Owzdging
O Urexplained: Unsats sleep factars O owertay
Q) Unexplained: Posslible suffocation whn unsate sieep faciors O Cither, specihy:
O Explained: Suffocation with unsate sleep factars
0. NARRATIVE

1. NARRATIVE

Use this space to provide more detail on the circumstances of the death and to describe any other relevant information.

DO NOT INCLUDE IDENTIFIERS IN THE NARRATIVE such as names, dates, addresses, and specific service providers. Consider the
following guestions: What was the child doing? Where did it happen? How did it happen? What went wrong? What was the quality of supendision?
‘What was the injury cause of death? The Narrative is included in de-idenfified downloads, and per MPHIINCFRF's data use agreement with your state,
HIPAA identifying information should not be recorded in this field.

P. FORM COMPLETED BY:

Person: Emall:
Title: Diabe compheted:
Agancy: Data entry completed for this case® D
Phane: For State Program Usa Gnly:
Data quallly assurance completed by state? Il
HATIOMNAL

=" GFRP

Cender for Fakality Review & Prevertion
The development of this report fool was supported, In part, by Grant Mo. WGTMC 28482 from the Maternal and Child Health
Bureau (Title V, Soclal Securlty Act), Health Resources and Sarvices Adminlstration, Department of Health and
Human Services and with additional funding from the US Centers for Disease Control and Prevention, Divislon of Reproductive Health
Data Entry: https:'data.ncfrp.org
wwnw_ncfrp.org info@ncfrp.org  1-800-656-2434  Facebook and Twitter: NationalCFRP
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