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Executive Summary

The Pennsylvania 2011 Child Death Review (CDR) Annual Report provides médrimatictielnésiiew of
child deaths. The deaths occurred in children from birth through the age of 21 years, duri2g1i0e period
with 70 percent occurring in 2009. The death reviews were conducted in 2010. This report should be |
public hadth planning, prevention programming and to inform policy discussions.

In 2010,,462 total deaths were reviewed by local CDR teams. The years included in the complete revie
from 2004 through the first half of 2010. This report presemssesmdristheg325 deaths that occurred in
years 2009 and 2010, which represent 91% of the total reviewed deaths. This new approach was take
two reasons: (1) thmost recent years were considered to be more representative dakityrpattents

than earlier years and thus more appropriate data from which to draw planning and programming conc
(2) the creation of a defined time interval allows for easier comparison across time and across sources
current andture data. Some of the key findings from the report follow.

Manner of Death(Manner of death refers to how the person died and includes consideration of intentio!
circumstances, or action that led to the cause of death.)

Natural deaths accoumbed98 of the 1,325 total child deaths for the yeis@0@8resenting 60% of the
total cases for the years 2009, reviewed in 2010 and presented in thiSeepasgour percewf the

natural deaths occurred in infants (children [egeé#nani age). The most frequent cause of death among ir
natural deathigas prematurity at 58% .

Accident deaths accounted for 226 child deaths in this report, representing 17% of the totaFifgaths pre
four percenf accident deathsaepd the cause of death to be motor aetiatheer transport.

Homicide deaths accounted for 184 child death@dr®®@ewed in 2010, representing
14% of the 3% total deaths. The primary cause of death from homicide was weapon related (89%

Suicide deaths accounted for 53 child deaths reviewed in Pennsylvania in 2010 fe2Gh@,years 2009
representing 4% of the total deaths in this report. The primary cause of death from suicidertyas asphy>
percentf the suicide victims ama@ducational level at time of death of-fjeade 9

Undetermined manner of death acctuuB¥af child deaths reviewed in 2010 and presented in this repor
down one percentage point from the 2009 review. The large majority of undetercheatia wenerter of
infants (<1 year of age) at 81%.

Cause of DeatfCause of death refers to why the death occurred, that is, the actual mechanism that pre
death.)

Prematurity was the most frequent cause of death recorded in the childPdestituetryeaccounted for
almost onkalf (49%) aflthe infant deaths. Within racial categories, the percentage of prematurity deatt
53% amonigack infants and 44% anvdmig infants. The principal recommended prevention strategy for
premat@r deaths is timely prenatal care.

Weapomelated death was the second most frequent cause among therehitheeHIleaths caused by a
weapon accounted for 20% of all male child deaths in this report.



Motor vehicle and other transport accoubt¥ of accident deaths and 10% of the total child deaths. In -
of these motor vehicle and other transport deaths the child was the driver; in 33% the child was a pass
18% the child was a pedestrian.

Other issues in child deaths

Sleeprelated deaths accounted for 14% of deaths to children less than 5 years of age.

There were 104 sleelated deaths for decedents under the age of 5 years.

Ninetynine perceof these deaths occurred in infants (<1 yearkftagerceot thesleeprelated deaths
reported a cause of Sudden Infant Death Syndrome (SIDS) or Asphyxaecaliretiwiicfantsiany of

the sleep related deaths revealed unsafe sleeping practices, such as the presence of unsafe bedding
decedent nat & crib or bassinet, decedent sleeping with other people, or decedent not sleeping on bac

Child abuse or neglect was determined in 9% of the child deaths.

Preventability dDeatls

The definition ti@DRt e ams use st at e sathtishpeveritable if tkevwwommgnity oAan ¢ h i
individual could reasonably have done something that would have changed the circumstances that lec
There is inherent subjectivity in this process, and different teams might view a deatir asibagentable
the circumstances and resources available in their own community.

Of the total child deaths preseritezRBLICDR Annual Rep88%were determined by local teafilehs
preventable. The review concluded that 72% ofelsabdeaths were probably preventable and that 77%
motor vehicle and other transport deaths were probably preventable. Other causes of death, although
number, also revealed high preventability proportions. Poisoning deaths weled@iigemaibable,
asphyxia 75% preventable, and 12 of the 13 fire deaths were deemebjrepatdtddiedeaths to

children less than 5 years of age recorded 61% of probable preventability.



INTRODUCTION

History of Child Death Review inri3gtvania

In 1991, the Pennsylvania Chapter of the American Academy of Pediatrics joined with the Pennsylvan
Department of Health (Department) and the Pennsylvania Department of(BitwWgo/belfameo

understand how and why children di€onth@nwealth. With a small personal check from one pediatric
surgeon and legislative initiative funds, a pilot team was started. The initial findiogstbivdefetktthat
certificates were filled out incorrectly, the state lacked goauh duivaestiagencies, and an estimated 30
percent of child deaths were preventable. On the basis of these findings from the initial pilot, the Depa
Health and Public Welfare provided support for a state team, which was formed ialh@3®¢sithtte initi
followed, the state team quickly realized that the quality of information and the ability to implement pre
strategies was best carried out at the local level. County-andfay neatns were started in1I%88.

Over the lasbYyears, the Pennsylvania CDR program gyasheatBpresentation from every Pennsylvania
county in either the state or local CDR team. Badat#iegd are actively invoermembmpassirig249
professionals from more than 18 different protissiplirzes

Overview of Review Process

Local team members are comprised of community leaders that represent organizations anetagencies
and protect children within their respective counties. Those who are represented include, but are

not limed to: Children and Youth, local Department of Health agencies, law enforcement (local and sta
Emergency Medical Services (EMS), physicians, local hospital personnel, coroners/medical examiner:
who advocate f or < hhismaldisaphnarg perspeaivedocat tsams thedability ¢éoe d
fully understand and analyze a childodos death

Local teams previously reviewed the deaths of children under 20 who were residemigie$ tfsmimsommu
teams did review deaths up to age 21 before Act 87). The Public Health Child Death Review Act (Act ¢
expanded the age range from birth to youth under 22 years of age. Team members are requested to p
information pertaqiint o t he chil dés | ife, services receiyv
both points for discussion on preventability and data that are used to determine future prevention effor
team meeting, the abmantioned profésnals discuss the death of a specific child and attempt to underst
the circumstances that may have led to the death. The objectives of a local team meeting are to focus
prevention and improved agency collapdf@iido reinvestigate the dedtics on the legal aspects of the
case. Teams work with their prevention partners to implement strategies that will reduce future injuries
based on the information learned at the local reviews.

Local teams review deaths of children whmlantsregtheir county. The state team receives death certifice
from the Department and forwards the appropriate county information to the local team leader, who di:
these to the team patrticipants. Teams have access to birth certifizatéraffarhadality reports and
ChildLine reports.

The goal is to review all the deaths, but this may not always happen for a number of reasons. These ir
child died outside of the state and the death certificate is not availableetiienyesgaiive proceedings
which prevent team reyaew at timesnot all certificates are available.



The number of deaths reviewed is not the same as the number of deaths thgivetygafumrently,

most teams review deaths sibhmontater after the actual death to allow for completion of any investigati
completion and filing of the death certificates and for the quarterly data transfer from the Department. |
are able to be reviewed in a given year. For tbase @R data cannot be compared to vital statistics datz
See Appendix Table A.1. for difference between vital statistics data and CDR data for the year 2009.

The data collected on each death follows a national protocol which is part of tee fNaRIREsource
Database. The National Center for CDR has conducted intensive training for teams in the use of the n.
database with the goal of standardizing CDR data collection across the U.S.

The review process is conducted under a stHtearditentiality, provided by the Department, which assur
notie kack to the family or releasing of individual or identifiable reports. The results of the reviews provi
prevention strategies that have been used to dexdikgpimeary trainiogmmunigased prevention
education, and ddi&/en recommendations for legislation and public policy. The ultimate goal is to redu
Pennsylvaniabds child deat hs.

The state team is radificiplinary (see Section 4 of Act 87 for state team campgséitorms a variety of
functions. These include: providing technical
promoting team development and growth; coordinating the distribution of death and birth certificates; &
educational and informational meetings (phontdadage¢hat address potential prevention strategies. The
outcome of this process is to provide an annual report of local team activities, analysis of their review
recommendations for legsjaggulatory and/or policy development.

The CDR process has brought significant collaboration between local and state agencies. Rrdr to CDI
common practice for edelding agencies to convendddaee discussions regarding child deaitiesr
community resources. As a result of CDR, agencies report better communication and new protocols fc
collaboration.

Under Act 87 of 2008, all counties shall establish and participate in a local CDR Team. These teams a
and multipleanties may join together to form one CDRueam2010, Pennsylvani®hadca CDR

Teams which coveredBthe 67 Pennsylvarantieslt is important to note that there is a process involved
achieving a walhctioning team. Local Cl3are at different stages of development which results in va
levels of review complefidns Annual Report reflects the reviews completed and dataStBtni@e:of

the Local teamg.wentgixpercentl® of thdocal teams reporteat tihey could not provide data for this repol
for various reasons suclhtlasteam was being developed or redeveloping, there were no cases for reviev
team was unable to complete revietigeam was unable to enter data during calenddQyear 20

Child deaths can be regarded as an indicator of the health of a community. The key to recognizing the
preventing future child deaths is teamwork. The solution lies in the ability of diverse groups and individ
together tdentify and implement effective prevention plans. One of the greatest successes of Pennsylh
is demonstrating that governmental agengeesfinorganizations, and child advocates can meet and work
together toward a commornigoatecting Pesry | vani ads chil dr en.

CDR and the American Academy of Pediatrics

In September of 2010, the American Academy of Pediatrics (AAP) updated its policy statement on chil
review teams. The AAP recognizes the vital role that CDR teams plaiyyincaveotsnmproving the health
of all children. Some specific recommendations from the policy statement include the following:
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- Pediatricians should work with their state AAP chapters to advocate for and support state legislation
public palies that establish comprehensive afithfiély child death investigation and review systems at the
local and state levelsd data from child death investigatmride aggregated, analyzed and disseminated
nationally.

- Child fatality review oottees at both the state and local levels should include pediatricians who serve :
members in reviewing case files of the medical examiner or other agency investigating the deaths of ¢
were patients.

- Pediatricians should work cadiiely to ensure that information from child fatality reviews is used to inf
local, state and national policies to reduce preventable child deaths.

In Pennsylvania, the CDR program is admthistegitie state chapter of the AAP. We aredéaxureae
excellent representation from pediatricians across the Commdowtiathtardesources of AAP.

Technical Notes on the 2011 Annual Report

1. In 2010,,462 total deaths were reviewed by local CDR teams. The years included meviemncomple
ranged from 2004 through the first half of 2010. This report presents and discusses only the 13
that occurred in years 2009 and 2010, which represent 91% of the total reviewed deaths. This
approach was taken in 2011 for two réaktmsiwo most recent years were considered to be more
representative of current mortality patterns than earlier years and thus more appropriate data fr
draw planning and programming conclusions; and (2) the creation of a defirdtbtusnéonterval
easier comparison across time and across sources with past, current and future data. The 137
occurred in years 22008, excluded from this report, may be viewed by year, age and manner in
Appendix Table A.2.

2. In this report theneipal racial categories presentetisrandlack. Because of their small numbers
in the Pennsylvania population, as well as in the death review, Hispanics arevritduaied in the
black racial categories according to the race reportetbathtbertificates rather than treated
separately. For this reason, the term-Adfineacan is not used in the report. Instead,llagkasm
considered to be more inclusive.

3. Categories in tables are always mutually exclusive, except where noted

4. Where possibfgercentages are presented with the raw numbers. Percentages are not calculate
the base of the percent would be less than 20 cases.

5. Percentagemecalculated to the first decimal in tables/figures and rounded in bullets.



Cases Reviewed in 2010
From Deaths Occurring In
2009-2010

by
Pennsylvania CDR Local Teams
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Cases Reviewed inZiby Manner of Death

The child deaths containgusireport
occurred during the peri@d@®hrough the
firstsix monthg @010with70%occurring in
2009 The reviews were conducted by loc
CDR teams 2010 A manner of death
determination places each fatality into on
seven main categsriratural, accident,
suicide, homicide, undetermined, pending
unknown. The breakdown df{3BB cases
revieweth2010s as followg98natural
deaths226accidental deatts8suicidesl84
homicideand64 undetermined

Figure 1: Pennsylvania CDR Case Re¥a202010n=1325)

Natural, 798,
60%

Al

Suicide, 53,
A ”

Accident, 226,
17%

Homicide, 184,
14%

Undetermined,
64, 5%

Table 1: Manner of Death by Age Group

Age Group

Manner

10-14 ] 15-17

% Manner

38 27 26 39

60.2%

17 23 49 60

17.1%

4 26 56 76

14 12 19

4

0 3 1 3

75 60 67 93 144 197

% Age Group 52.0% 57%| 45%[ 5.1% 7.0%| 10.9%| 14.9%

Note: In this and all subsequent tables, percents may not add to exactly 100% duetp round

Of thel,325 deaths reviewtnh three largest categories of manner of death in Pennsylvania efele: fatalitie
natural, accident and homicide. Together, thegcHoc®186 of the child fatalities reviewed, with natural
deaths representB@o, accidents 17%, and homicides 14%.
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Manner of Death: Natural

Table 2NaturaDeathdy Cause and Age Group

Age Group

15-17 1 18-19 % Cause

4
12
2

2

Conditions
Undetermined/
Unknown Medical 1 0

37 39
% Age Group 4.6% 4.9%
Key Findings:
e Natural deaths were the manner of d@&8ofahel,325deaths, mresenting0% of the totehild
deatlcases.

e The most vulnerable group appears to be in the <l abelhracgounts 7@@o 687 of all natural
deaths

o 790 63) of all natural deaths were children lesye¢has of age
o 43% (341) of the natdeaths were due to prematurity

e 13% (0] of the natural deaths were due to congenital anomaly
o 3% @7) of the natural deaths were reported to be the result of Sudden Infant D€&tBSyndrome

Preventability:
Local CDR Teams determined ti{dbp%f theaturatleaths were probably preventable.
Prevention Strategies:

SeefManner of Death Natural for Chilalerd Yea of Agesection of this report (page 41).
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Key Findings:

¢ Accident deaths were the cause of 226 child deaths, representing 1 t¥ldfdbathstal

e Motor vehicle deaths were the most frequent cause (54%) of accident deaths.

e 88% (29) of thsphyxia deaths occurred in infants (< 1 year of age). Asphyxia deaths were repor

Manner of DeattAccident

Table 3: Accidemeaths byCause and Age Group

Cause

Age Group

1-4

5-9

10-14

15-17

18- 19

20-21

Total

% Cause

Motor Vehicle

10

15

36

38

121

53.5%

Fire, Burn or
Hectrocution

Ul |©

0

0

12

5.3%

Drowning

17

7.5%

Asphyxia

33

14.6%

Weapon

RPlRr]l]O| O

olN]ON

olo NN

Ol |k | W

5
0
0
0

olo|r | o

I

1.8%

Fall or Crush

=

0.4%

Poisoning,
Overdose or
Acute Intoxication

8

19

32

14.2%

Other Injury
Unknown

4

0

0

2

6

2.7%

Total

37

21

19

17

23

49

60

226

100.0%

% Age Group

16.4%

9.3%

8.4%

7.5%

10.2%

21.7%

26.5%

100%

the cause for 78% (31) of accident deaths in infants.

o 32% (72) of ahildaccident deaths were in childrgf {&ars of age. Another 27% (60) weP4 in 20
yea olds. Motor vehicle accidents were reported as the cause of death for 71% (51) of the acci
in children 159 years of age.

e 14% (32) of accident deaths were due to poisoning, drug overdose or acute intoxicaion. Amon
year olds, poisng, overdose or intoxication accounted for 25% of the accident deaths.

e For childreri 2 years of age, the most frequent causes of accident death were motor vehicle (48

burn or electrocution (20%), and drowning (18%).

Preventability:

Local OR Teams determitieat81% (183 )f theaccidentleaths wengrobablyreventable.

Prevention Strategies

See specifit &lise obeatldsections of this report.
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Manner of Deatdomicide

Table 4: Homicide Deaths by Age GrouCande

Age Group
Cause
<1 1-4]15-9 | 10-14 (15-17| 18-19 | 20-21 | Total (% Cause
Motor Vehicle 0 0 0 0 1 0 1 2 1.1%
Fire, Burn, or Bectrocution 0 0 0 0 0 0 0 0 0.0%
Drowning 1 0 1 0 0 0 0 2 1.1%
Asphyxia 1 1 0 0 1 0 1 4 2.2%
Fall or Crush 0 0 0 1 0 0 0 1 0.5%
Weapon 3 2 2 3 24 56 74 164] 89.1%
Poisoning, 'Ove.rdose or 1 0 0 0 0 0 0 1 0.5%
Acute Intoxication
Other/Unklnown/ 7 3 0 0 0 0 0 10 5.4%
Undetermined
Total 13 6 3 4 26 56 76 184 100%
% Age Group 7.1%| 3.3%| 1.6% 2.2%| 14.1%| 30.4%| 41.3%| 100%
Key Findings:

¢ Primary cause of homidekthsvereweapos(8%%6or 164 casgs

e Almoshalf §5%or 82 cas@®f homicide deaths occurred 1® ¥&ar olds.

Preventability:

Local CDReamsletermined that 73% (b86)jicideleaths wengrobably preventable.

Prevention Strategies:

SeefWWeapodsection of this report.



Manner of DeatlBuicide

Table 5: Suicide Deaty Cause and Age Group

Age Group
Cause %
10-14(15-17|18-19|20 - 21| Total
Cause

Motor Vehicle [0] 1 0] 1 2 3.8%
Drowning 0] 1 0] 0] 1| 1.9%
Asphyxia 8 5 9 10 32| 60.4%
Weapon [0} 6 3 7 16| 30.2%
Poisoning,
Overdose or (0] 0] (0] 1 1 1.9%
Acute Intoxication
Other (] 1 (o] (o] 1] 1.9%
Total 8 14 12 19 53| 100%
% Age Group 15.1%| 26.4%| 22.6%| 35.8% | 100%

Table 6 Educational Level aMidorking Status at Time of Death

Education Level Completed at Time of Death
Cases Percent
8 15.1%
21 39.6%
2 3.8%
11.3%
5 9.4%
Not Reported 11 20.8%
Total 53 100%
Employment Status at Time of death
Working 10 18.9%

Table 7History ofssues in Schodat Time of Death

Issues in School Reported Percent
Problems in School
Problems Academic

Truancy
Suspension
Behavioral

Other School Issues

Note: Issues are not mutually exclusive.

Key Findings:
e Suicides were the cauds8ohild deathspresentingo of the totehilddeaths.
e Suicide most dngently occurred in the age gre2ip yearg36%00r 19 cases



e Asphyxia was the primary cause of suicidé@ath 32 casgk)llowed by suicide using weapons at
30% (L6).

o 40% @1 of thos who completed suitide an educational level at time of death oflgra86d(8)
had a level of§rade or under; 11% (6) were high school gradu&te$) bad 8 college level of
education. The 19% (10) that reported working may héemdegpscnool while working.

o 230 (L3 of the suicidesported the child had problems in. sth%(8) reported truanéys @)
reported academioblem®%:(5) reported school suspenaiwh 9 &) reported behawbr
problems

e 51% @7 reportethe child had received prior mental health S2%i&% were receiving mental
health services at the time of @&} 5)reported the child was on medication for mental illness.
(Data not shown.)

e 190 (LO)wereknown to have had a historygfatruse(Data not shown.)

Table8: Suicide Deattby CircumstanceReported for 34 cases

Circumstances Cases Percent
Child left note 9 26.5%
Child talked about suicide 13 38.2%
Prior suicide threats were made 10 29.4%
Prior attempts were made 12 35.3%
Suicide was completely unexpected 10 29.4%
Child had a history of running away 4 11.8%
Recent History or Personal Crisis
Breakup with boyfriend/girlfriend 2 5.9%
Family discord 9 26.5%
Had argument with parents or caregiver 2 5.9%
Had history of self mutilation 6 17.6%

The data in this chart reports on 34 of 53 cases reviewed.

Note: Categories are not mutually exclusive.

Key Findings:

e Teams reported tha@®) of suicide deaths had some ty@et@fthat contributed or caused these
suicidess5%(29 reportedhe factor as a direct caiipata not shown.)

e 6% @) reported a recent breakup with a boyfriend/girl2iBa@areported family discord.

Preventability:

Local CDRams detarined th&®6 G0 of thesuicidedeaths wengrobablyreventable.

16



Prevention Strategies:

AAP Task Force on Mental Health:

e The 2010 AAP Task Force on Mental Health recommends screening children for possible men
issues at everydtior visit and developing a network of mental health professionals in the commut
whom they can send patients if they suspect a child needs furthgFf @yaledijon

¢ Impove access to mental health resources in schools.

o Parents, teachers, peerd healthcare workers should be made aware of the warning signs:

(0]
(0]
0]
(0]
(0]

o

Observable signs of serious depression

Increased alcohol and/or other drug use

Recent impulsiveness and taking unnecessary risks

Threatening suicide or expressing strong wish to die

Making plan (e.ggiving away prized possessions, purchasingifoletimng other means
of killing oneself)

Unexpected rage or anger

Seereferenceage

¢ Promote the utilization of the n&ianale Prevention Resource Centdich provides resoufoes
communities, including

e Prevention Support

e Customized Information

e Suicide Prevention Toolkit for primary care providers

e Online Library for prevention plans, interventions, funaimi)ratd.
Seereferenceage

e Continue implementagibats to meet the goals of the Pennsylvania Youth Suicide PreVYeation Fivi
Action PlafAugust 20@July 2012:

Promote awareness that youth suicide is a public health problem that is preventable.
Develop brodmhsed support for youth suicide prevention.

Develop and implement strategies to reduce the stigma associated with being a youth cc
mental health, substance abuse and suicide prevention services.

Identify, develop and implement youth suicide prevention programs.

Promote efforts to redameess to lethal means and methodshafiself

Implement training for recogniticrisif la¢havior and delivery of effective treatment.
Develop and promote effective clinical and professional practices.

Improve access to and community linkagesmat health and substance abuse services.
Improve reporting and portrayals of suicidal behavior, mental illness and substance abus
entertainment and news media.

Promote and support research on youth suicide and youth suicide prevention.

Impove and expand surveillance systems.

Seereferencgage
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Manner of DeathJndetermined

Manner of death refers to how the person died and includes consideration of intention, circumstances
led to the cause of death. Cause of deaibad fin why the death occurred, that is, the actual mechanisn
produced the death. Therefore, a review that has a mannefdhdetimasédriUnknowddoes not

mean that the cause of death is not known. The cause may be medithéyncéerareibmay not be able to
be determined. Conversely, there can be a known manpeutaddrdeattnown or undetermined cause.

Table 9External/Medical/Undetermined Céwysklanner

External Undetermined
Cause Cause

0 60.2%
225

Manner % Manner

53
180
11
469
% Cause 35.4%

Table 10External/Medical/Undetermirizaliseby Age Group

Age Group
Cause

<1 | 1-4]5-9 |10-14|15-17|18-19| 20-21 | Total | %Manner
External Cause 3 1 1 0 3 1 2 11 17.2%
Medical Cause 6 1 0 0 0 0 0 7 10.9%
Undetermined Cause 43 2 0 0 0 0 1| 46 71.9%
Total 52 4 1 0 3 1 3 64 100%
% Age Group 81.3%| 6.3%| 1.6%| 0.0%| 4.7%| 1.6%| 4.7%| 100%

Key Findings:

e 5%(64) of all deaths had an undetermined manner of death. 46 of these cases also had an unc
cause, and 18 had a known cause.

¢ Mosbf the deathsith undetermined margi6,(52) were infan{s 1 year of age).

e Based on CDR team analysis of imfdntsanner recordedladeterminef% (3yvere reported to
have a medi c alSID&aSudden Unexpectes infiath(%3d1D) (Dlate ot shown.)

Preventability:

Local CDR Teanhstermined %6(36) of the deaths that repard@terminedanner wenarobably
preventable.
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Prevention Strategies:

o Obtain immediate drug screens of care providers present wiienia alsigpected accident,
homicide or in an undetermined manner.

« Automatically notify and dispatch police with EMS to scenes requesting EMS for children under

oneyear in order to facilitate securing the scene for the initial intrestigatiuid dies in a suspected
accident, homiciolein an undetermined manner.
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Preventability

When a local team performs a review, one of the goals is to determine if the death Wihs @BP®entable.
manual that the teams faltates the follomy , A A chi |l d6s death i s preve
could reasonably have done something that wou
inherensubjectivity this process, and different teams mighteagwae ghreventable or not based on the
circumstances and resources available in their own community. However, it Isetdeantrotbettethat
there were many deaths that occurred that might have been prevented. The goal of Chikd Beath Revit
through theauti-disciplinary tegimocess of reviewing what events led to a death and use that information
inform education and policy decisions graverill future injury or death. The emphasis at the local team I
is on the review peas and what can be done in the future to improve dataepsaiggency collaboration
and to reduce child deathikeir communities

Table 11 Preventability by Manner of Death

Could the death have been prevented?
Probably| Probably | Could Not % Probably
Manner No Yes Determine Total Preventable

Natural 519 46 233 798 6.0%
Accident 16 183 27 226 81.0%
Homicide 17 135 32 184 73.4%
Suicide 9 30 14 53 56.6%
Undetermined 1 36 27 64 56.3%
Total 562 430 333 1325 32.5%
% Preventability 42.4% 32.5% 25.1% 100%

Table 12Preverdbility by Age Group

Could the death have been prevented?
Probably Probably Could Nof . % Probably
Age Group No Yes | Determing
380 94§ 213 689

25 29 21 75
3 20 9
27 29 11
27 51 15
30 93 21
42 43

% Preventability

Key Findings:

o Of thel,325deaths430deaths33%) wex determined by local teams to be probabhtable.
e Accidents had the highest percentage of probably preventable dds388s at 81% (

o 39%(78 of deathefchildren 414 years of age were considered to be probably preventable.
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Race/Ethnicity

Figure 2:Deaths by Race/Ethnicity
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Tablel3 Deathsby Race/Ethnicity and Age Group

Age Group

Race/Ethnicity

5-9

10-14

% Race/
Ethnicity

White Non-hispanic

29

35

White Hispanic

55

5

8

Black Non-hispanic

21

20

Black Hispanic

13

Asian Non-hispanic

16

Asian Hispanic

1

Multiracial
Non-hispanic

9

3
1
0
0

1
0
0
0

Multiracial Hispanic

10

0

Other/Unknown
Non-hispanic

10

0

Other/Unknown
Hispanic

13

1

0

0

1

Total

689

60

93

144

197

% Age Group

52.0%

Table 14: Gender by Rést@nicity

4.5%

7.0%

Race/Ethnicity

10.9%

14.9%

Gender .
White

Black

Asian

Unknown/
Other

Total

% Gender

Male 408 377

14 15

835

63.0%

Female 253 199

11 13

490

37.0%

Total 661 576

25 28

1325

100%

% by Race 49.9% 43.5%

2.1%

100%
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Key Findings:

Hispanic/Latino:

e Of deathpresented in this refiBo (59 were reported as Hispanic/Latino ethnicity.
e Of the Hispanic/Latino deaths refu®te®2 were wher 1 year of age.

e 580 02 of Hispanic/Latino child deegins malédata not shown)

White:

o 50% 66) of all deaths reported rasdhds.

o 496 329 of deaths that reported raodids were under 1 yefbage.
e 6206 @09 of deaths that reportee @srhite were male

Black

o 43% 679 of all deaths reported radiaak.

e 53% B08 of deaths reportestaceblack were under 1 yefage
e 630 @77 of deaths reportestaceblack were male.

Asian:

o 2% @9 of all deaths reported race as Asian

e 680 (L7) of deaths reported as race Asian were under 1 year of age.
e 56% (L4 of deaths reported as race Asian were male.

Other/Unknown/MuRiace

e 5% ©3) of all deatheported race as other, unkravmultiple races.

e 670 @2) of deaths in this gatg werander 1 year of age.

e 570 (36 in this categomgremale

Distribution of deaths by race compared to distribution of population by race:

e 50% of all deaths to children ageseOiewed in 2010 for the years2ZZd@werehite.

e Whites come 75% of the Pennsylvania popu2figre@rs of age in the 2010 U.S. Census. (See
Appendix Table A.3.)

o 43% of all deaths to children agksdviewed in 2010 for the year2@00%verblack.

e Blacks comprise 14% of the Pennsylvania pO@iilatears of age in the 2010 U.S. Census. (See
Appendix Table A.3.)

e 7% of all deaths to children ag&sé€viewed in 2010 for the year2@00%vere in other racial
categories.

e Other racial categories comprise 11% of the Pennsylvania apydatisiofOage in the 2010 U.S.
Census. (See Appendix Table A.3.)
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Gender

Figure 3: Deaths by Gender
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Table 15Gender by Cause Group

Gender Extgrnal MeQ@aI Undetermined Total | % Gender
Injury Conditions

Male 361 444 30 835 63.0%

Female 108 364 18 490 37.0%

Total 469 808 48 1325 100%

% Cause 35.4% 61.0% 3.6% 100%

Key Findings:
e For all child disg 636 835 weramales an@7%(49Q werdemalesThe proportion male in the
Pennsylvania populati@i @ears of age is 51% and the proportion female is 49%, according to th
U.S. Census. (See Appendix Table A.3.)

e 43% B6) ofmale childeaths were determined to beshk o€ an external cause, oy 26 10§
of thdemale child deaths were determined to be from an external cause.

o 53% @49 ofmalechild deaths were determined to be the result of medicalvaddledi#dn@64 of
thefenale child deaths were determined to be from a medical condition.

o Local CDRams were not able to determine either external or medical@aés3 dfthe 1325
total cases
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Cause of Deathvotor Vehicle and Other Transport

Onehundred, twerdix reviews were completed for externalfbéatse:Vehicle and Other TrarigetO
This category includes events involving motomasidmehiclesncludingubliorprivate transpdam
equipmentecreation&khiclesicycls; scootes; skateboargand pedestriggindcanoccur on public or
private property.

Table &: Motor Vehicle and Other Transport Deattobition anddemographics
Position of Child

Age Group Passenger | Bicycle | Pedestrian

0
11
18
28
57 4
% Position 45.2% 33.3% 3.2%
Gender

Gender Driver | Passenger | Bicycle | Pedestrian

Male 46 25 3 12
Female 11 17 1 11
Total 57 42 4 23
%Position 45.2% 33.3% 3.2% 18.3%
Race/Ethnicity

Race Driver | Passenger | Bicycle | Pedestrian

White 48 32 11
Black 9 5 10
Other/Unknown 0 5 2
Total 57 42 23
% Position 18.3%

Key Findings:

e Of the 126 Motor Vehicle and Other Transport deaths, 96% (121) had a manner of deativerge accide
determined to be homicidesvawiere determined to be suicides (Tables 3, £spetbvely).

e Motor Vehicle and Other Transport deaths were 10% of total child deaths (126 of 1325).

In 45% of Motor Vehicle and Other Transport deaths the child was the driver; in 33% the child was

passenger; and in 18% the child was a pedestrian.

75%(94) of Motor Vehicle and Other Transport deaths were in the B2k yaage 15

68% (86) of all Motor Vehicle and Other Transport deaths were males and 32% (40) were females.

33% (14) of child passenger deaths reported drive2lg/bard®f agéata not shown.)

33% (14) of passenger deaths were children 14 years of age or younger.

65% (15) of pedestrian deaths were children 14 years of age or younger.
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o 84% (48) child driver deathswhatieandividualand 76% (32) child passenger deathshiter
individualg-ortythree perce(it0) child pedestrian deathshiaariendividuals

Tablel7: Motor Vehicle and Other Transport Deaths by Area of Incident

Transportation Type
Area: Moltor Motorcycle [Recreational Other|  Bicycle Pedestrian Total
Vehicle %Area
Urban 15 3 2 1 13 34l 27.0%
Suburban 18 2 0 1 6 200 21.4%
Rural 32 8 6 2 2 50[  40.0%
Unknown/Other 1 0 2 0 2 15[ 12.0%
Total 76 13 10 4 23 126]  100%
%Type 60.0% 10.3% 8.0% 3.0% 18.0% 100%

Key Findings:
o 40% (50falltransport deaths occurred in rural areas.

o 425 B2 ofmotorvehicledeath®ccurred in rural areas.

e Pedestrian deaths were more frequent in urban areas (13 of 23).

Table 8 Motor Vehicle Deathy Driver PassengesindRisk Factors from Vehicle Incident Information

Child %Risk Child %Risk

Deaths driver/passenger category Driver Factors | Passenger | Factors

Total =99 57 58% 42 42%
Risk Factor % based on Driver Category Totals

Responsible for causing incident 40 70% 1 2%
Alcohol/Drug Impaired 8 14% 1 2%
Vehicles that had One Passenger 31 54% 0 0%
Vehicle had that Two or More Passengers 19 33% 35 83%
Vehicle had Teen Passenger (14-21) 39 68% 27 64%
Note: 27 pedestrian or bicycle deaths are not included in table. Risk factors not mutually

exclusive.

Key Findings:
o 58%(57) were driver426 @2 were passengers.

o 70% @0 of aldrivers were responsitefusing the incident.

e 14% @) of aldrivers weigcohol odrugimpaired.

e 88% (50) of child driver deaths occurred in a vehicle with at least one passenger. Only 12% (7)
deaths had no passenger in vehicle.

e 83% (35) of child passedgaths occurred in a vehicle with two or more passengers.
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Table @ Motor Vehicle and Other TranspgrDriving Conditions and by Risk Factors

o . %
Driving Conditions Conditions
Deaths Reviewed 126
Wet/lce/Snow 11 9%
Visablity 8 6%
S -
Risk Factors %6 Risk
Factors
Speeding 51 40%
Recklessness 37 29%
Drug/Alcohol 27 21%
Inexperience 10 8%
Distraction 18 14%
Note: percents based on 126 Motor Vehicle and Other Transport Deaths.
Conditions and risk factors are not mutually exclusive.

Key Findings:
e 40% (519f tansport deaths involved speetfrignvolved speeding andéstass driving.
o 21% (27) efansport deaths involved drugs or alcohol.

Preventability:
Local CDRams determinéd% (979fmotorvehicle andthertransport deaths togoebablyreventable.
Prevention Strategies:

e Change Penns gtérana seatbel laws tohall dgeks frdimosecondary to primary offense
(Currently primary offense from birth to 4 years only.)

Seereferenceage

e PA AAP recommends that:

o Parents keep their toddlers ifaegug car seats until age 2, or untgdlcbythe maximum
height and weight for their seat. It also advises that most children will need to ride in a be
positioning booster seat until they have reached 4 feet 9 inches tall and are between 8 a
years of ag8eereferencpage

o0 When babies move into-femmg car seats, they should remain in these seats until they are
least 4 years old or weigh 40 pounds.

o Children should be seated in booster seats from ab8ut ageodr unt i | t hey
o All children ages 12 and under should be seated in the back seat of vehicles.
0 Parents of teens learning to drive should consider signing an agttesimesinmitimit

risky driving situations, such as haipertegn passengers and driving at night.
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o Children should wear motorcycle or bike helmets any time they are on a motorcycle or bi

See reference page.

e Incorporate tlii€ssential Features that Should be Mandated in Graduated Driver(3).License (G
Systemsaxcordingtotheme r i can Academy of Pediatricsé
See reference page.

e Target underage drinking in accordance®ith@hé Sur geon Gener al 6s C:
revised AAP Policy Statemefstcohol Use by Youth and Adolescents 2010.
See reference page.

Develop strategies to:

e raise public awareness about child pedestrian safety;

e change attitudes and behaviors of both pedestrians and drivers;

e create safer environments for walking;

o developrad conduct safelking programs;

e address gaps in current knowledge about pedestremdsafety;

e collect data to measure how much children walk and identify factors put them at risk for i
walkingSeereference page.

e Promote education of safe recreational vehicle use in rural areas.
See reference page.
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Causeof Death Fire

Table2Q Fire Deaths b@ircumstanceandAge Group

Smoke _|Building or . Child 1 cpid Needed
Detector | Delayed Fire Barriers | Receiving L Total
Rental ) Supervision
Age Group | Present | Department Prevented | Special Deaths
. Code . but No .
and Arrival ) Safe Exit Need . Reviewed
) Violated . Supervision
Working Services
<1 0 0 0 0 0 0 0
1-4 3 1 0 0 0 0 4
5-9 3 0 0 1 1 1 5
10-14 4 0 1 0 1 0 4
15-17 0 0 0 0 0 0 0
18- 19 0 0 0 0 0 0 0
20-21 0 0 0 0 0 0 0
Total 10 1 1 1 2 1 13
Note: Percents are not calculated when base is less than 20 cases

KeyFindings:

All of th&3child deaths caused by fire occurred to cHiltlyerads of age.

In10 of the deathsmoke detecteaspresenandworking.

Inonedeatlithere werfactors that delayed fire department arrival.

Inonedeatlbarriers preventadafe exit.

Inonedeatibuilding or rental codeseviolated.

Inthreedeaths children were impaired or needed supervision, but were not supervised.

Prevention:
Local CDRams determin&d of 13redeaths to @obablypreventable.
Prevention Sategies:

From CDCds Fire Prevention Tips

o Test smoke alarms once a month to make sure they are workidppropaity,.the CDC
recommends thatrilies create and practice a family fire escape plan and involve kids in the
Make sure evengoknows at least two ways out of every room and identify a central meeting |
outside.

See reference page.
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Causeof Death Drowning

Table21: Drowning Deaths by Age Group

% Age
A Death
ge Group eaths Group
<1 1 4.8%
1-4 5 23.8%
5-9 3 14.3%
10-14 2 9.5%
15-17 4 19.0%
18-19 5 23.8%
20-21 1 4.8%
Total 21 100.0%
Figure 4Drowning Deaths by Sex drydRace
Drowning Fatalities
18 -
16
16
14
14
12
10
8 7
6 5
4
2
0
Male Female White Black
Figure5: Drowning Deaths by Location
Drowning Fatalities
20 1 15
15
10
4
|—| 1 1
T T = T
Open Water Pool/Hot Tub Bathtub Other

Key Findings:
. 76% (L6 of drowning dealtasl aaceofwhitecompared to 24% (5) black



676 (4 weremalecompared to 33% Efpéle.
In 33% (7) child(rer@s{verg not supervisgdout needed supervision. (Data not shown.)
719%(19 involv@open water.

. 43% Q)werels 19yearof age

Preventability

Local CDR Teams detern88#d(L8 ofdrowningleaths to @obablyreventable

Prevention St

rategies:

e CDCOs Drowning Prevention Recommendati on
o Install a fowsided isolation fence, witkckrding and sédtching gates, around backyard
swimming pools.
o0 Make sure kids wear life jackets in and around nasuvWaddre
o Learn cardiopulmonary resuscitation (CPR) acertjgtdesvery two years.
0 Supervise young children at all times around bathtubs, swimming pools and natural bodi
water.
See reference page.
e Communitynterventions suggested by tAeerican Academy of Pediatrics to Prest@ntning
include:
o Pediatricians should support efforts to ensure that community pools and other pools acce
the public (such as pools at apartments, hotels, and motels) have certified lifeantards witt
CPR certification. (Currently, most states do not require hotel pools to have lifeguards.)
o Pediatricians are encouraged to support efforts in their states and communities to pass |
and adopt regulations to establish basic safety redioireraeme swimming areas and public
and private recreational facilities (e.g., mandating the presence of certified lifeguards in ¢
swimming areas).
o Pediatricians should work in their communities to ensure adequate emergency medical s

childhood drowning victims. The Emergency Medical Services for Children (EMSC) prog
should be reauthorized and funded at levels recommended by the Institutes of Medicine.

See reference page.

¢ Raise awareness among children and adolescents fosdés grreation. Consider development
of a program focusing on teens and open water, such as the one currently implemented by the
WashingtoriDrowning Prevention NeXwdrich includes:

0
0
(0]

See

Know the water.
Know your personal limits.
Wear a lifegket.
reference page.
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Causeof Death Asphyxia

Figure 6Asphyxia Deathsy Action
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Table 2: AsphyxiaDeathsy Age Groupnd Action

Action

% Age Gro
Other

Age Group | Suffocation| Strangulation| Choking Unknown
31
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Table B: Asphyxia Death by Manner and Age Group

Manner
Accidental | Homicide | Suicide | Undetermined

Age Group

% Manner




Key Findings:

o 47% of suffocation/asphyxia deaths were due to the action of suffocation, and 44% due to the a
strangulation.

e Almost all deaths due to suffocation action occurrbedratligesit of age, while all but one death due
to strangulation action occurred at agkyaars.

o Suffocatioorasphyxideathsvere determined to be from the followings mfadesih

o0 436 B3 were acidentaB8%6 @9 of thesevere in thage rangef <1 year.

0 4%% B2 were gicidewith 41% (1B) the age ran@@ 17yearsand 28% (9) in agesl®3
e Of the 3thfansuffocation/asphydeaths9P6 9 hadanaccidental manner of death.

Preventability
Local CDRams determinéso 65 of suffoatiordsphyxiaeaths to @obablypreventable.

Prevention Strategies
SeefBuicideandiBleegRelatedsections of this report.
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Cause of DeathiWeapon

Table24: Weapomeaths by Age Group

Age Group Deaths

) Person's
Firearm Body Part Unknown Total
149 1 166

12 2 18
161 5 3 184
% by Weapon 87.5% 2.7% 1.6% 100%

Manner of Death| Firearm Person's Unknown Total
Body Part

Table B: Weaponselated Deaths by Factgkssociated with Weapon Usal Type of Weapon

Type of Weapon
Person's

Associated Factors Frearm Sharp Blunt Body Part Total % Factor
Argument 37 6 0 0 43 23.4%
Gang Related 10 1 0 0 11 6.0%
Commission of Crime 28 3 0 1 32 17.4%
Self Injury 16 1 0 0 17 9.2%
Self Defense 4 0 0 0 4 2.2%
Random Violence 26 2 0 1 29 15.8%
Playing with Weapon 2 0 0 0 2 1.1%
Drive By 8 0 0 0 8 4.3%
Intimate Partner Violence 2 0 0 0 2 1.1%
Bystander 1 0 0 0 1 0.5%
Showing Gun to Others 2 0 0 0 2 1.1%
Jealousy 3 2 0 0 5 2.7%
Other Use 3 0 1 1 5 2.7%
Unknown 40 0 2 0 42 22.8%
Note: Factors are not mutually exclusive.




Key Findings:

e 90% (69 of heweaponselatedleaths were maded90% (149 of the male deaths involved firearms.
o Weaposrelated deaths accounted for 20% of all male child deaths (166 of 835).
e 88% (161) of all weapa@tated deaths involved firearms.

e 93% (7)) ofweaponselatedieaths fell in the age rangei@llgears old, wit&®b6 89 in the age
range of5i 19 years

e Argumemwas the most frequently reported associatedisetafour perceid3) of the weapon
deaths cited argumera &sctar

Preventability

LocaCDReams determiné®o (133 ofweapos-relatedieaths to @obablyreventable.

Prevention Strategies:
e Ameri can Academy of: Pediatricsdéd Advice to

o Talk to children about the dangers of guns, and tell them to stay aw&yndomoifinese
are guns in the homes where children play. If so, talk to the adults in the house about the
of guns to their families.
o In homes with guns, children are safest if:
A Guns are stored unloaded and locked up or with a trigger lock;
A Bull¢gsarelocked and stored in a separate place; and
A The keys to the locked baxesidden

See reference page.

e Support and promote participation in community organizations that focus on violence prever

e Develop stronger links with the Firearm grCelmier at Penn (FICAP) in order to benefit from its
data and research on interventions using partnerships between university researchers and c
based profession&se reference page.

e Pennsyl vania shoul d c¢ on $DedteReportiogiSysiem NVORK)e
since the data already being collected through the PA CDR is similar to that required by the
See reference page.

34



Cause of Deatl?oisoning, Overdose or Acute Intoxication

Figure 7Poisoning, Overdose or Acute Intoxication Deaths by Gender and Race
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Figure 8 Poisoning, Overdose or Acute Intoxication by Manner of Death
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Table 27PoisoningPverdose or Acute Intoxication Deaths by Age Group and Manner

Age Group

Accidental| Homicide | Suicide |[Undetermined

<1
1-4
5-9
10-14
15-17
18-19
20 -21
Total
% by Manner




Table28 Poisoning, Overdose or Acute Intoxication Deaths by Age Group aofdShyjystance Involved

Prescription | Prescription Other Over the
Drugs Drugs Prescription | Counter Alcohol

Street Gas/ Fumes/ | Unknown Deaths

Age Group Opiate Methadone Drugs Drug Drugs Vapors Substance | Reviewed

—

o

[,

o~
glo|lmlolm|lolo
olw|nv|ololol—
~lsalm|lolololo
o|lw|lr|lolololo
Slojlo|lo|lo|lo|lo
olmlololol—|lo

Total substances 13 6 1 6 12 6 2 1
Y% recorded substance 35.1% 16.2% 29.7% 16.2%| 32.4%| 16.2% 5.4% 29.7%

Note: Substances recorded are not mutually exclusive.

Key Findings:

e The large majority of poison death®wéres (89% or 33 cases), with white male deaths at 68¢
(25) of total.

e 87% (32) of poison deaths were recorded as accidental.
o 9246(34)of deaths were in thé2l%ears age range, Visithio 0) aged 2P1 years.

e Among the 37 total deaths, only Methacsingle substance; 18 cases recorded multiple substar
present; andnereported substance involved to be unknown. (Data not shown.)

e Opiates were present in 35% (13) of cases, methadone in 16% (6), other prescription drugs |
and streatrugs in 32% (12) cases.

Preventability
Local CDRams determin8ifo 30 of poisoningleaths to @obablyreventable.

Prevention Strategies:

e CDCOs Poisoning Prevention Tips:

o Keep medicines and toxic products, such otéatiams sin locked or childproof cabinets.

o Put the nationwide poison control center phone nug#t#28P0on or near every telephone
inthehomeand pogram it into your cellular phone. Call poison control if you think a child h
been poisoned ahthey are awake and alert. Call 911 if you have a poison em#rgency an
child has collapsed or is not breathing.

o Follow label directions and read all warnings when giving medicines to children.

o Safely dispose of unused, unneeded, or expireprdeagiptiBe aware that if you dispose of
unused medicines, they can be mixed with coffee grounds or Kitty litter to make them les
appealing to childr8ee reference page.

¢ Promote awareness among parents and educators of the importegabrddilteghl drug abuse
among children of all ages. Parents esglemiddlybe advised to:
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Keep medicines out of reach of older as well as younger children.

Discuss label warnings with older children for all prescriptitireandrdeedrugs used in
home.

Discuss drug interactions with older children.

Discuss danger of street drugs with all children.

37



SleepRelated DeatHsr Children &1 Years of Age

The National Center for Child Death Review Case Reporting System 2.1, established an2010, provid
infant/child Sudden Unexpected Infant Death Investigaport¢&)Dihiciollectsieeprelated death data
for children less than 5 years ofSagé\ppendi& for the CDRaseReporting System 2.1.

Figure 9 Seeprelated Deathby Gender anbly Race

Number of Fatalities
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Table 2: Sleeprelated Deaths by Age Group and Gender

Age Group

Female
- 1 Month 12
- 3 Months 10
- 5 Months 7
- 7 Months 2
- 11 Months 3
-4 Years

Total 34 100.0%

% Gender

Table3Q SleepRelated Deaths by Manner and Age Group

Age Group

Natural

Accident

Homicide

Undetermined

-1 Months

19

- 3Months

21

-5 Months

6

- 7 Months

1

- 11 Months

-4 Years

Total

% Manner
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Figure 10Sleeprelated Deaths by Manner and Age Group
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Table3l: Sleepelated Deaths by Cause and Age Group

Undetermined All Other
Cause Causes

Age Group Asphyxia

0 -1 Month

2 - 3 Months
4 - 5 Months
6 -7 Months

. Age Group
Factors Involved in Sleep o
Related Death 0-1 2-3 4-5 6-7 8-11 1-4‘ Total Factor %
Months Months Months Months Months Years

Deaths Reviewed 31 38 21 6 7 1 104 100%
Not in crib or bassinette 17 30 5 5 2 0 59 56.7%
Not sleeping on back 15 22 9 3 3 0 52 50.0%
Unsafe bedding or toys 4 5 5 1 2 0 17 16.3%
Sleeping with other people 14 22 9 3 3 0 51 49.0%
Opese adult sleeping with 2 5 1 1 0 9 8.7%
child
Adult was alcohol impaired 1 2 1 0 4 3.8%
Adult was drug impaired 0 0 1 0 0 0 1 1.0%
Careglver/_Superwsor fe!l 0 0 0 0 0 0 0 0.0%
asleep while bottle feeding
Careglver/§uperV|sor feII' 2 0 0 0 0 0 2 1.9%
asleep while breast feeding

Note: Factors are not mutually exclusive.




Key Findings:

1%% (09 of th&64dinfantandchild deaths thatcurred before the age of 5 years wenesltszh
66 70 weremale an®3% B4 werdemale.

626 64 reported rato beblackand 38% (40) reported racehas

66% (69) of the 104 deaths occurred between birth and 4 months of age.

Almost half of the deaths (48 of 104) had an undetenmémedeath.In additior31% (32) were
considered to be accidents24f0 (22) were classified as natural deaths.

Almost half of the deaths (46 of 104) had an undeterseinddath.In additior31% (32) were classified
as asphyxia deaths, and 19% (20) were classified as SIDS.

Twathirds (69 of 104) occurreckifirt 3 months of @ong these, 68% (47) reported infant not sleepin
in a crib or bassinette, 54% (37) infant not sleeping on its back, and 52% (36) infant sleeping with o

Preventability

Local CDR Teams detern6#d63 of SleepRdateddeaths to harobablypreventable.

Prevention Strategies:

e Ameri can Academy offorlResi atri csé Safe Sl eep

Place a baby on i&hk tasleep

Avoidcside angbrone sleeping

Use aifmsleepsurface

No soft objects and loose bedding

Donot smoke

Have baby in earate but proximate sleeping area

Consider offering a pacifier at nap and bed time

Avoid overheating

Avoid commercial devices marketed to prevent SIDS

Do not use home monitors as a means to reduce the risk of SIDS

See radrence page.

e Increase education for parents on all -risk
sleeping) and tobacco exposure.

e Obtain immediate drug screens of care providers present when a child dies in a suspected acci
hamicide or in an undetermined manner.

o Automatically notify and dispatch police with EMS to scenes redoeshitdr&Msder the age of 1
year in order to facilitate securing the scene for the initial investigation when a child dies in a su
accident, homicide or in an undetermined manner.
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Manner of Deatlaturafor ChildrerUnder 1 Yeaf Age

Fiftytwo percent (689) of the 1325 deaths reviewed weyeandkage. Of these, 85% (587) were classifie
asnatural manner of dedthus close to odwlf (44%9f the total deaths reegbwere natural deaths that
occurred to children less ihyaar old. The causes of these deaths is shown in Table 33, which presents
specific causes provided on the review form (seeBpddmdiables that provide the racial breakdown of
these deaths show only theemncategories for each racial group

Table 33: Age Months by Cause, All Natural Infant Deaths

Months 0-1 |2-3|4-5]6-7|8-9]10-11 | Total | % cause
Cause
Asthma 0 0 0 0 0 0 0 0.0%
Cancer 0 0 1 0 0 1 2 0.3%
Cardiovascular 13 0 2 0 0 0 15 2.6%
Congenital Anomaly
69 4 3 4 3 1 84 14.3%
HIV/AIDS 0 0 0 0 0 0 0.0%
Influenza 0 0 0 1 0 0 1 0.2%
Low Birth Weight 1 0 0 1 0 0 0.3%
Malnutrition
Dehydration 0 0 0 0 0 0 0 0.0%
Neurological Seizure
Disorder 1 0 0 0 0 0 1 0.2%
Pneumonia
umon 2 2 1 2 0 1 8 1.4%
Prematurity 327 6 4 1 1 1| 340 57.9%
SIDS 10 8 6 0 1 1 26 4.4%
Other Infection 5 2 0 0 0 2 9 1.5%
Other Perinatal
Conditions 22 1 0 0 0 0 23 3.9%
Other Medical
Conditions 58 8 3 2 2 1 74 12.6%
Undetermined/
unknown medical cause
0 0 1 0 1 0 2 0.3%
Total 508 31 21 11 8 8 587 100%
% by Age Group 86.5%| 5.3%| 3.6%| 1.9%| 1.4% 1.4%| 100%
Figure 11: Natal Infant Deaths by Race and Cause
180
164
160 O Prematurity
142
140 .
B Congenital Anomaly
120
100 O Other Perinatal Conditions
80
60 53
40 34
24
o i } .
White Black Other
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Table 34Agein Months by Cause and Ra&kNatural Infant Deaths

Months 01 2-3 4-5 6-7 8-9 | 10-11 | Total | %cause
Cause
Cancer 0 0 1 0 0 1 2 0.7%
Cardiovascular 6 0 2 0 0 0 8 2.8%
Congenital Anomaly 46 2 1 1 2 1 53 18.4%
Low Birth Weight 1 0 0 1 0 0 2 0.7%
Neurological Seizure Disorder 1 0 0 0 0 0 1 0.3%
Pneumonia 0 1 1 1 0 0 3 1.0%
Prematurity 135 3 2 1 1 0 142 49.3%
SIDS 6 5 4 0 0 1 16 5.6%
Other Infection 3 0 0 0 0 1 4 1.4%
Other Perinatal Conditions 12 1 0 0 0 0 13 4.5%
Other Medical Conditions 32 6 2 1 1 1 43 14.9%
Undgtermmed/ unknown 0 0 0 1 0 1 0.3%
medical cause
Total 242 18 13 5 5 5 288 100%
% Age Group 84.0% 6.3% 4.5% 1.7% 1.7% 1.7%| 100%

Black Race
Months
0-1 2-3 4-5 6-7 8-9 10-11 Total % Cause
Cause
Cardiovascular 6 0 0 0 0 0 6 2.4%
Congenital Anomaly 20 1 2 1 0 0 24 9.8%
Pneumonia 2 1 0 1 0 1 5 2.0%
Prematurity 159 3 1 0 0 1 164 66.7%
SIDS 4 3 2 0 1 0 10 4.1%
Other Infection 2 2 0 0 0 1 5 2.0%
Other Perinatal Conditions 7 0 0 0 0 0 7 2.8%
Other Medical Conditions 20 1 1 1 1 0 24 9.8%
Undetermined/ unknown
medical cause 0 0 1 0 0 0 1 0.4%
Total 220 11 7 3 2 3 246 100%
% Age Group 89.4% 4.5% 2.8% 1.2% 0.8% 1.2%| 100%
Other/Unknown Race

Months 0-1 2-3 4-5 6-7 8-9 10-11 | Total | % cause
Cause
Cardiovascular 1 0 0 0 0 0 1 1.9%
Congenital Anomaly 3 1 0 2 1 0 7 13.2%
Influenza 0 1 0 0 0 0 1 1.9%
Prematurity 33 0 1 0 0 0 34 64.2%
Other Perinatal Conditions 3 0 0 0 0 0 3 5.7%
Other Medical Conditions 6 1 0 0 0 7 13.2%
Undgtermmed/ unknown 0 0 1 0 0 0 0 0.0%
medical cause
Total 46 3 2 2 1 0 53 100%
% Age Group 86.7% 5.6% 3.7% 3.7% 1.8% 0.0%| 100%

Key Findings

e Prenaturity accounted for 49% (340)ha infant deaths (689). (Tables 33 and 13.)alThe raci
breakdown was 44% for Whites (142 of 322)ba8%s fi64 of 308), and 58% (34 of 59) for all
other race categories. (Tables 34 and 13.)

e 58% (340) of natural deatirsfantbad a cause of prematurity. The second most frequent caus
was congéal anomaly at 14% (84).
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e Within racial groups, the highest proportion of prematurity deathescissaah 68§06 (164) of
deaths to infants by natural manner. The lowest proportiathitearabd§% (142).

e Congenital anomalies account farfA8%ite infant deaths of natural manner antla€Ro of
infant deaths of natural manner.

e Deaths by natural manner in the first month kititeifdants show a proportion for prematurity c
72% (159 of 220), for whites a proportion of 562¢p)3&raf for other races combined a
proportion of 72% (33 of 46).

Prevention Strategies:

While preterm birth can happen to anyone and many women who have a premature birth have no kno
factors, there are some modifiable risk factors fommegmaottiined below.

Quit smoking and avoid substances such as alcohol or drugs.

See a health care provider for a medical checkup before pregnancy occurs.

Work with a health care provider to control diseases such as high blood pressure or diabetes.
Get prenatal care early, as soon as pregnancy is suspected, and throughout the pregnancy.
Discuss concerns during pregnancy with a health care provider, and seek medical attention for
signs or symptoms of preterm labor.

See reference page.

43



Acts of Omission or Commission

Acts of omission or commission are defined as any act or failure to act which causes and/or substanti
contributes to the death of a child. These are based on evidence and professional determination. The
definition may serve as a baseline, but need not be used as a strict criterion.

e Teams determined &¥8b 319 of deaths reviewed fell into this definition of omission or commissic

e Acts of Omission/Commission are broken dopnedetermined categes: Poor or Absent
Supervisiod? (L1); Child Abugbs (L3; Child Negle®¥ Q); Other Negliger®6 81); Assault (not
child abuse¥3% (39; Suicid&1% B6); Othe®% Q9.

Table35: Acts of Omission/Commission by Primary CaluBeath

Primary Cause of Death Acts of Omission/Commission
) ) Assault (not
Poor/Atl)s.ent Child Child OFher Child( Suicide | Other | Total | % Cause
Supervision | Abuse | Neglect | Negligence
Abuse)
Motor Vehicle 1 0 0 2 0 | 12| a 13.0%
Transportation
Fire,Burn 0 0 0 1 0 0 2 3 1.0%
Drowning 3 0 2 2 0 1 0 8 2.5%
Suffocation or 4 3 0 16 2 2 1l 4 15.2%
Sttrangulation
Weapon 1 7 1 2 133 7 6 157 49.8%
Fall or Crush 0 0 0 1 0 0 1 2 0.6%
Poisoning 1 0 0 11 0 4 3 19 6.0%
Other Injury 0 3 0 1 1 0 0 5 1.6%
Medical Condition 0 0 6 5 0 0 2 13 4.1%
Undetermined Cause 1 0 0 16 0 0 2 19 6.0%
Total 11 13 9 81 136 36 29] 315
% Act Ommission/
Commission 43.2%

Table36: Acts of Omissid@ommission by Manner of Death
* Assault (not Child Abuseperpetrator isiotin caregiver role.

Acts of Omission/Commission

Assault (not

Poor/Absent Child Other Child Suicide

Supervision Neglect | Negligence

Manner of Death Abuse)*
Natural 4 2
Accident 56 19

Suicide 0
Homicide 3 135 0 8
Undetermined 18 0 0 2
Total 81 136 34 31
% Acts of

Ommission/Commission

25.7% 43.2%(  10.8%| 9.8%
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Key Findings:

Child Abuse and Neglect

(Including Poor Supervision
Or Other Negligen)

Table37 Acts of Omission/Commission by Age Group

Based on Acts of Omission/Commission

Age Group
Age Group Poor/ Ap;ent Child Child OFher Total % age
Supervision | Abuse | Neglect | Negligence group
<1 4 6 4 39 53 46.5%
1-4 3 3 4 3 13 11.4%
5-9 3 0 0 6 9 7.9%
10-14 1 2 0 7 6.1%
15-17 0 2 1 1 4 3.5%
18-19 0 0 0 14 14 12.3%
20-24 0 0 0 14 14 12.3%
Total 11 13 9 81 114 100%
% Acts of
Ommission/ 9.6%| 11.4% 7.9% 71.1%| 100%
Commission

o Of the815reviews that cited omission/commission3&4i@r$9 were determined to havs éfc
Omission or Commission invglworgoabsensupervisigknowrchildabusechildnegectandother
negligence.

e Child abuse or neglect was found in 9% (114) of all child deaths (1325).

o 48% (43) of deaths due to negligence were to infamtdl lgeartioh age.

e The majority (9 of 13) child abuse deaths were to children less than 5 years of age.

Prevention Strategies:

¢ Increase child safety and health promotion education to parents, cand ptdgidengdren.

e Obtain prompt medical etialuaf siblings of the deceased.
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Policy Recommendations

The process of child death review sparks a thoughtful discussion by team members on the circumstan
surrounding a childbés death and t hegeasoflCBRt i al
development in Pennsylvania, many recommendations have bedmsuggéseckdcal and state level.
These recommendations have driven environmental changes, agency staff education and improved pi
agency collaboration asdraunitywide prevention efforts.

Listedbelowarerecommendatidascomplishmetfits the Governor and the General Assembly of Pennsylval

Infant Safe Sleep:
1. Promote infant safe sleep education at the faméydbedalith professioteieljncluding
education of new parents at the time of birth.
2. Supporthe implementation of a universal infant safe sleep education initiative

Accomplishments:

e In 2010Governor Rendell signed intAdaw3 (HB47), which mandates that all birthing
hospials and midwives provide information on safe sleep practice to reduce the risk of su
infant deaths.

e Pennsylvaniaplementedstatewide SIDS program aimed at decreasing the incidence of S
and increasing awareness of safe sleep practices.

e Local snmunitiebave implementecb mmuni ty ACri bs for Kido
recommendation for safe fiesgices

o Twentghreecommunity groupeeived funds from the PA Department dbhiepliément
safe sleep initiatives.

Teen Driving:

1. Promat tougher Graduated Driver Licensinglimithenumber of teen passengers and restrict
distractive devices (cell phones, texting, etc.). Continue to support PA legislation that addre
key elements.

2. Continue to supportBepartment of Hea lhjwysCommunity Planning Group (I@B&fjarts
to establish a Teen Driving Task Bonggng together key stakeholders from government, the
private sector and safety groups.

Suicide:
1. Utilize evidentased programs in schools and prarasettings thHzdve been shown to impact

the number of youth suicides. These may include proggeses drad identify teens with mental
health issues who could be at risk for suicide.

2. Continue to promote commoasiyd task forces that addregh gaicide prevention.
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Develop suicide prevention programs for populations at high risk of seideshianasnd
transgender youth

Support the PA Youth Suicide Prevention Initssfi@ris to reduce the number of youth suicides
in Pensylvania.

Accomplishments:

Local Teams have developed or joined cotvasadiuicide Prevention Fasles.
Local Teastontinue to develop subcommittees that review deaths resulting from the comr
ofsuicide as part of their CDR Team
Selectomoners are developing a death scene investigation tool for suspectaéobesirmed

e Local County Teams in Lackawanna, Luzerne and Schuylkill participate in DPW Garrett
Suicide PreventiGrant Task Force activities.

Child Abuse and Neglect:

1.

Promote and suppb# Pennsylvarid@partment of Public Welfare.
a. In establisngCitizen Review Panaisl

b. In the dvelopmemtf educational trairamgl evaluation ©ounty Multidisciplinary Teams
(MDT) that will strengthen effective protocodst@nesp

2. Engage in public education campaigns on primary prevention of child abuse and neglect.

Encourage existing and future home visiting programs that emphasize appropriate parenting
and education.

Injury Preventian

1.

Continue to supportbieparte n t o fInjuly€ammurht@isingsroud| CPGeffortgo
redue childhood injuries and fatalities.

Emphasizgarent/caregiveaiucation and skill developmémt importance of vigilant supervision.

3. Promote thee@ters fdbiseaseControbnd Prevention (CGY Anericacademy dfediatrics

(AAPyecommendationgh regard pwevention education.

Support commurbgsed collaboration and funding for prevention progfGtaie (denlth
Improvement PartnersiitpSafe Kids, etc.)

Accomplishments:

e Local Teams continue to collaborate with community Safe Kids Chapters to promote inju
prevention within tlkeimmunitieSafety Car Seat Checks, Community Injury Prevention
promotion, Recreation/ATV safety classes and severtl omgdrawgampaigns.

e Local Teams are recruiting new team m&hdoars assist in the development of prevention
strategies and helptéem t@ddress identified factors which cause risk for injury and death
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Poisoning:

1.

2.

Continue to support edunatizactivities, behavioral changes and physical symptoms that may
indicate a chil dés dheceunterfdrugs! | egal , prescr

Provide training in taéesadministration of medication for dbiloaeents/caregivers.

Prematurity:

1.

Stuly accessibility of prenatal care to low socioeconomiin geoonzsof cost and location,
especially minority groups in Pennsylvania.

Raise awareness of mortality risks of prematurity and the prevention benefits of prenatal car
as sourcesifprenatal care, among low income and minorities, through varied media.

Provide greater access tectsvor free prenatal care.

Farm Safety:

1.

Continue to support local education efforts with all populations on the hazards that farms pos
childen

Encourage the Commonwealth to allocate resources for the establishment of a Farm Safety
collaboration from multiple agencies, including the Departments of Agriculture, Health, Educ
Transportation.

Weapos-related:

H w0 NP

Promoteducatin of parents to secure firearms.
Promotetdcter gun laws
Support programs that work with urban area yoirnbaegsss to firearms

Support work of local organizations whose goals are to reduce violencé aspauiptens
among minority youth

Infant Death Scene Investigation Recommendations:

One of the most important efforts of the FFa@DRRr the past several years has been an education
program for coroners, emergency responders and law enforcement on the CDC infant death scene
investigation protocol. This protocol is critical to assure preservation of death scene evidence and ¢
infant death investigation. Prior to this training, the handling of child death, sesukingiifered
inconsistent data on infant ddatbgteams continue to recommend education and the development of
death scene protocols for each county. Lehigh County has recently implemented a team approach
responding to child deaths that exemplifies the nationallpeqidocipal pose is to establish

guidelines and procedures to be followed for conductingrglnalty investigation into child related
deaths.

1.

Improve death scene investigation with all agencies (polg;distocetterneysshildren &
youth) collabating and using the same protocol. For example, the Lebigatappigach.
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2. Utilize the Centers for Disease Control and Prevention (CDC) Sudden Unexplained Infant D
Investigation (SUIDI) Protocol for all infant deaths.

3. Continue to support etlonal programs that improve the accurate completion of death certifice
Accomplishment:

Local TeamsupdoiS Ul DI  Pr ot ocol tr ai ni n gwndfficesstaf§ law t h e
enforcement and Emergency Services Groups.

Child DeatiReview Team AdministratiRecommendations

Premature Births:

Convene subgroups of local CDR teams to review deaths of infants who were born prematurely
deaths represet®6 of all689)hild deaths under age 1 reviewetlin 20

Accomplishment:

As of July 201€kverof the local CDR teams have pragsathcommittees that review deaths of
premature infants.

Team Infrastructure:

1. Encourage all relevant child serving agencies to actively participate in each local CDR Tean
Identify locagjancies who will contribute administrative support, including data entry, to the te

3. Continue to educate local teams on the need for productive and effective reviews that suppc
reporting.

4. Continue to identify information and resourcedyimatiner for local team consideration in their
reviews.

5. ldentify agencies, organizations and resources that support and enhance the local team pre
efforts.

e Encourage counties without active teams to work with the Department of Heatthetinbecon
the Child Death Review Process, as required by the Public Health Child Death Review Ac
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SummarnypfLocal Team Activities

Local Team Development

The Public Health Child Death Review Act (Act 87 2008) provides the local teams thigh guidance on
establishment of a County or Regional team. For,thifrepore ar e 61 teams repr
Counties.

o Foujoint teasrepresentingightCounties: Cameron/Elk, Forest/Warren, Susquehanna/Wyomir
and Franklin/Fulton.

o FourCouties share resources and their review tables: Lycoming/Montour, Snyder/Union

o FiftythreeCountypased teams: Adams, Allegheny, Armstrong, Beaver, Bedford, Berks, Blair,
Bradford, Bucks, Butler, Cambria, Carbon, Centre, Chester, Clarion, GteaCidlohniaant
Crawford, Dauphin, Delaware, Erie, Fayette, Greene, Huntingdon, Indiana, Jefferson, Juniat
Lackawanna, Lancaster, Lawrence, Lebanon, Lehigh, Luzerne, McKean, Mercer, Mifflin, Mc
Montgomery, Northampton, Northumberland, PerryeRisehBgkkill, Somerset, Sullivan, Tioga,
Venango, Washington, Wayne, Westmoreland, York.

o twoCountieare developitgamsvith the assistance of community agenefahis report:
Cumberland and Huntingdon.

Summary of Local Team Annual RepoadsRecommendations:

Local teams report annually on:
« Risk factors, including modifiable risk factors that cause risk for injury and death.
« Recommendations regarding: improvement of health and safety policies in Pennsylvania an
coordination of serviaed investigations by child welfare agencies, medical officials, law
enforcement and other agencies.

Recommendations on Type of Prevention Initiatives

Local teams make recommendations to local agencies related to the procedures and otbeirgatipns to 1
and death of children. This chart reflects team activities resulting from deaths 2&i@wed during

Education = Media campaign, Community Safety PrdpictForum, Provider, Parent and Other Educatio

Agency: New Policy(ies), Reudi®olicies, New Program, New Services, Expanded Services
Law: New Law/Ordinance, Amended Law/Ordinance, Enforcement of Law/Ordinance
Environment: Modifyr recath consumer product, modify a public space, and modify a private space
Other: Those that do not fit in the above categduesg team development
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The following are Local Team prevention Strategies that are currently planned, ongoing or com

Local Team Reported Activity
Specific Prevention Programs

County Type MethodMain Current Stage o Descriptiorof Activity
Focus Prevention
Strategies:
Adams Education BedSharing Ongoing Working with Safe Kids in distribution o
and Play Cribs by ACCYS Caseworker
Media educationlatainewspaers
Education Safety Car Seats Ongoing Foster Parents and ACCYS Staff Traing
Safety Seat. Lopalice Conductedate
seatinspectian
Allegheny Other Development Ongoing Developed subgroups: SUIDI, Suicide g
Prematurity Prevention
Education CDRT Completed | Community Hospital education on CDH
Grant Safe Sleep Ongoing Assist igrantwriting t@ommunitgroup to
provide safe sleep education to churchg
Armstrong Agency Development Ongoing Recruicommunity prevengantners team
membeto assist ipromotingrevention
awareness through several types of me
Berks Education Safe Sleep Planning Community collaborative to developme
Crib for Kids Program.
Blair Education Scene Investigatig Completed | Held a one day SUIDInlmgievent
Bucks Education Safe Sleep Ongoing Community Cribs for Kids Program
Butler Education Safe Sleep Ongoing Community Awareness through CYF
Cambria Education Suicide Ongoing Continue to provide community resourc
schookducatioprogramé$ocused on
suicideprevention through a well estadlis
Yellow Ribbon Program
Education Safe Sleep Ongoing Continue to support the community Crik
Kids Program
Cameron/EIk Agency Team Planned Reorganization of local team
Carbon Agency Team Orgoing Recruitment of Local Team Members
Law Drugs Completed | Communigwareness focused on disey
that resulted from repaofisn increase of
drug usavithin the commuystypport
pending legislation.
Centre Law Waterway Ongoing PA Waterwayecease penalties for
intoxicated watercraft operators
Education Bicycle Safety Completed | Assisted witlistribution of helmets throu
Safe Kids
Education Infant/Child Car Completed | Assisted Safe Kids with safety seat
Seats inspections
Chester Eduction Safe Sleep Ongoing Community education @andreness
program
Clearfield Agency Prevention Completed | Establishment of a Local Safe Kids Cog
Agency Communityafety Completed | Continue to recruit critizalteam
members
Clinton Agency Tean Ongoing Review and recruit critical members.
Crawford Other Development Ongoing Recruited critical member to attend revi
meeting on regular schedule.
Education Car Seats Ongoing Meadville Central Fire Department insp
and distributed seatparents and
caregivers throughout the County and
surrounding atea
Education Safe Sleep Ongoing Through a collaborative with Crawford

CountySafe Kids cribs were distributed

babies throughout County
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County Type MethodMain Current Stage o Descriptiorof Activity
Focus Prevention
Strategies:

Delaware Education Suicide Ongoing Delaware kaa very active Suicide
Prevention Task Force that cershweral
everg every year from Prevention,
Newsletters and Fundraisers

Education Safe Sleep Ongoing Community Cribs for Kids

Dauphin Education Safe Sleep Ongoing Cribs for Kids sites at Pieridealth and
PSHCH are bothfoovidingafe sleep
educatiotonew Parents

Education Home Safety Ongoing Pinnacle Health and PSHCHobwoiide
home safety education for new parents

Education Motor Vehicle Ongoing Child safeeat inspection station

Trauma Pediatric operatingighhous per weeknanaged by
PSHCH pediatiiauma injury prevention
health education

Education Motor Vehicle Ongoing Teen driver safety program for at risk te

Trauma Teens drivers that are referred by juddges or
enforcement

Greene Other Development Planned After several attempt®-organiing the
teamthey have a new Chaihey are
planning @ommunity Informational Mee
focused on CDRilthe fall of 2011

Indiana Other Development Ongoing Recuiting critical team members

Juniata Education Teen Driving Completed | Presentation in April atitiréata high
school regarding cell phone usage, text
and other distractions while driving.

Agency Community Ongoing Team members are identifyingforeeew
member at this tirttesy are looking for th
County Chief Probation Officer to join
meetings.

Lancaster Other Development Completed | Established a stdview group focused o
Premature Infant Deaths.

Education Safe Sleep Planned Plan to holdammunity education progr,
in Spring of 2011 to present information
safe sleep and SUID Investigation

Lebanon Other Development Completed | Developed a stdwiew team for prematu
infant death taskforce.

Law Teen Driving Ongoing Work with legisrs to develop stricter
graduated driver 6§
include limiting passesdaring the junior
di verods .license pg¢

Agency Child Abuse Completed | Taskforce developed

Education Suicide Preventio Ongoing Suicide Task Force DeparloFocused on
local school district education

Lehigh Agency Suicide Ongoing Suicide Prevention: The Allentown May
recognized the Lehigh Valley AFSP duf
National Public Health Week. At this ti
they are working on Family and Friend
Support f@uvivors

Education Shared Family Bieg Ongoing OneonOne education by home visiting

Risk Reduction program to provide education about saf
sleep practices.
Other Development Completed | Recruited pathologist as team member

Luzerne Other Development Ongoing Recruiting critical team membexrsanishg
that they knatve value of their attendarmg
allreview meetings.

Lycoming Education Transportation Completed | Community ATV Safety Program

McKean Other Development Ongoing Recruiting critical teaemibers
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County Type MethodMain Current Stage o Descriptiorof Activity
Focus Prevention
Strategies:

Mercer Education Safe Sleep Ongoing Education Crib for Kids Program

Montgomery Technical SuUIDI Planning Coroner office working with community
SUID Investigations

Education Safe Sleep Ongoing Continue to support county Cribs for Ki
Agency Suicide Ongoing Taskforcpreventioefforts
Montour Education Water Safety Ongoing Promotion vhtersafety
Education Teen Driving Ongoing MVAI education of risk involving Motor
Vehicles Coroner Office

Northampton Education Suicide Planning Commuty and Schodlvareness Progran

Northumberland Technical ATV Planning In a joint effort with the ATV Park Plann
Group and Northumberl&@DRT will be
working on devising safety measures fqg
ATV park that is in development.

Pike Education Drugand Alcohol Ongoing Continue to uieecommunity education
prograiRealitythrough a collaborative
effort ofheCDR Team, Coran&ffice,
Mental Health and Drug and Alcohol
Agencies.

Philadelphia Education Report Completed | Completed Local Team R&}898 reviews

Potter Education Suicide Ongoing Yellow Ribbon Youth Suicide Preventio|

Schuylkill Education Community Completed | Severaiedia releases abokildren and
adult immunizations

Education Community Ongoing Suicide Taskforeentmembexto traithe
trainer fa@PRthe junior drug and alcohg
advisory heldnaedia question@answer
sessioffiocused on suiciayths and facts

Education Community Ongoing Community project
No Subject i s icaliasheg
facing parents today.

Education Drugs Planned Letterttb c al paper reg
the development of school program by
Coroner Office

Snyder Other Development Ongoing Teammembes are identifyirigeir oles
related to CDRimaprog discussion during
the reviews.

Somerset Education Safe Sleep Ongoing Communiducation focused on Safe Sl

Sullivan Education Health Safety Planned Planned to participate in Community He
Fairi will be providing information about
Sleep

Susquehanna Other Development Completed | Developed a sudview group for prematy

Wyoming infant deaths

Education Firearms Completed | Sent letter to DA office regarding the n¢
Gun Safety Promotion for Kids.

Union Education Water Safety Ongoing Communiteducation about thengers of g

forms of open water. A school assemb
provided information to students on wat
safety. Union County Child and Youth

Services (UCCYS) published notices in
newspaper regarding water safety and

providdfundfor community pool passes

families that they service. In addition, t
was a community fundraiser with goal g
providing funds to purchase passes for
community pools forilmwome families.
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County Type MethodMain Current Stage o Descriptiorof Activity
Focus Prevention
Strategies:

Agency Team Developme Ongoing Presented #ojoinschoobistricimeeting
information regarding CDRifeeof their
school districts have joined the local tea
TheTeantontinug theimembership
outreach to Mental Health and Early
Intervention and Community Ambulanc
Services.

Venango Other Developnms Ongoing Team is rerganizing and recruiting new
members for conduct view in 2011.
Washington Other Development Ongoing Team is in the procef®-organizing and
recruiting new members
Wayne Education Health and Safety Completed | Promotékealth andafety irschools
throughout tlyear
Education Suicide Ongoing Suicidgrevention arstipporgroup
Education Farm Safety Completed | Communisafetyawarenesprogram
Westmoreland Other Development Planning Community informasession
York Educabn Safe Sleep Ongoing Crib for K&d
Agency Safe Sleep Ongoing Inhospital training program on educatio
Education parerg about safe sleep

Community Services and Resources

Based on services to family and community as a result of death
Figure 12Services provided to Family and Community (n=852)
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Table A.1. 2009 Pennsylvania Child Deaths as of 2011

Appendix A

2009 Vital data released from PA DOH Vital Statistics

<1 1-4 5-9 10- 14 15- 17 18-19 20 - Over Total
Natural 693 69 43 37 43 40 48 973 55.4%
Accident 16 31 22 25 48 102 92 336 19.1%
Suicide 0 0 0 14 29 31 27 101 5.7%
Homicide 7 8 6 28 42 70 165 9.4%
Undetermined 134 8 3 7 7 7 16 182 10.4%
Total 850 116 72 89 155 222 253 1757 100.0%
% 48.4% 6.6% 4.1% 5.1% 8.8% 12.6% 14.4% 100%
2009 CDR data reviewed and published in 2010 CDR Annual Report

<1 1-4 5-9 10- 14 15-17 18-19 20 - Over Total
Natural 92 10 5 4 6 2 4 123 56.7%
Accident 6 2 1 2 8 10 12 41 18.9%
Suicide 0 0 0 0 4 7 2 13 6.0%
Homicide 0 3 0 1 9 4 4 21 9.7%
Undetermined 14 2 0 1 2 0 0 19 8.8%
Total 112 17 6 8 29 23 22 217 100%
% 51.6% 7.8% 2.8% 3.7% 13.4% 10.6% 10.1% 100%
2009 CDR data reviewed and published in 2011 CDR Annual Report

<1 1-4 5-9 10-14 15-17 18-19 20 - Over Total
Natural 412 30 27 23 19 20 26 557 60.2%
Accident 23 14 15 13 15 41 39 160 17.3%
Suicide 0 0 0 8 12 8 13 41 4.4%
Homicide 8 5 3 3 20 34 53 126 13.6%
Undetermined 33 3 0 2 0 3 42 4.5%
Total 476 52 46 47 68 103 134 926 100%
% 51.4% 5.6% 5.0% 5.1% 7.3% 11.1% 14.5% 100%
2009 CDR data total reviewed and published in 2010 and 2011

<1 1-4 5-9 10- 14 15-17 18-19 20-Over |Total
Natural 504 40 32 27 25 22 30 680 59.5%
Accident 29 16 16 15 23 51 51 201 17.6%
Suicide 0 0 0 8 16 15 15 54 4.7%
Homicide 8 8 3 4 29 38 57 147 12.9%
Undetermined 47 5 4 0 3 61 5.3%
Total 588 69 52 55 97 126 156 1143 100%
% 51.4% 6.0% 4.5% 4.8% 8.5% 11.0% 13.6% 100%
2009 CDR data as a percentage of Vital data
<1 1-4 5-9 10- 14 15- 17 18-19 20 - Over  |Total

Natural 73% 58% 74% 73% 58% 55% 63% 70%
Accident 181% 52% 73% 60% 48% 50% 55% 60%
Suicide 0% 0% 0% 57% 55% 48% 56% 53%
Homicide 114% 100% 75% 67% 104% 90% 81% 89%
Undetermined 35% 63% 33% 14% 57% 0% 19% 34%
Total 69% 59% 72% 62% 63% 57% 62% 65%

57



Table A.2. Totaf All Deaths Reviewed in 2010 by Year of Death, AgeddiManner of Death

Manner of Death
Age Group Natural Accident Suicide Homicide Undetermined Total | % Age Group

Year of Death 2004
<1 Year 0 0 0 0 0 0 0%
1-4 0 0 0 0 0 0 0%
5-9 0 0 0 0 0 0 0%
10-14 0 0 0 0 0 0 0%
15-17 0 0 0 0 0 0 0%
18-19 0 1 0 0 0 1 100%
20-21 0 0 0 0 0 0 0%
Total 2004 0 1 0 0 0 1 100%
% Manner 0% 100% 0% 0% 0% 100% 100%

Year of Death 2006
<1 Year 3 0 0 0 0 3 100%
1-4 0 0 0 0 0 0 0%
5-9 0 0 0 0 0 0 0%
10-14 0 0 0 0 0 0 0%
15-17 0 0 0 0 0 0 0%
18-19 0 0 0 0 0 0 0%
20-21 0 0 0 0 0 0 0%
Total 2006 3 0 0 0 0 3 100%
% Manner 100% 0% 0% 0% 0% 100%

Year of Death 2007
<1 Year 17 1 0 1 0 19 35.2%
1-4 1 4 0 0 0 5 9.3%
5-9 1 4 0 0 0 5 9.3%
10-14 3 1 1 0 0 5 9.3%
15-17 2 5 1 0 0 8 14.8%
18-19 1 9 0 2 0 12 22.2%
20-21 0 0 0 0 0 0 0.0%
Total 2007 25 24 2 3 0 54 100%
% Manner 46.3% 44.4% 3.7% 5.6% 0.0% 100%

Year of Death 2008
<1 Year 40 1 0 0 3 44 55.7%
1-4 4 6 0 2 0 12 15.2%
5-9 3 0 0 0 0 3 3.8%
10-14 0 0 0 0 0 0 0.0%
15-17 1 3 0 1 0 5 6.3%
18-19 2 9 0 2 2 15 19.0%
20-21 0 0 0 0 0 0.0%
Total 2008 50 19 0 5 5 79 100%
% Manner 63.3% 24.1% 0.0% 6.3% 6.3% 100%

Year of Death 2009
<1 Year 412 23 0 8 33 476 51.4%
1-4 30 14 0 5 3 52 5.6%
5-9 27 15 0 3 1 46 5.0%
10-14 23 13 8 3 0 47 5.1%
15-17 19 15 12 20 2 68 7.3%
18-19 20 41 8 34 0 103 11.1%
20-21 26 39 13 53 3 134 14.5%
Total 2009 557 160 41 126 42 926 100%
% Manner 60.2% 17.3% 4.4% 13.6% 4.5% 100%

Year of Death 2010
<1 Year 175 14 0 5 19 213 53.4%
1-4 14 7 0 1 1 23 5.8%
5-9 10 4 0 0 0 14 3.5%
10-14 15 4 0 1 0 20 5.0%
15-17 8 8 2 6 1 25 6.3%
18-19 6 8 4 22 1 41 10.3%
20-21 13 21 6 23 0 63 15.8%
Total 2009 241 66 12 58 22 399 100%
% Manner 60.4% 16.5% 3.0% 14.5% 5.5% 100%

Total

Total 876 270 55 192 69 1462
% Manner 59.9% 18.5% 3.8% 13.1% 4.7%| 100.0%
Note: No 2005 deaths reviewed during 2010
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Table A.3. Population 0-21 Years of Age, by Race/Ethnicity, Gender and Age Group, Pennsylvania, 2010

AgeGroup | <t | 14 | 59 | 1014 | 1517 | 1819 | 2021 [ Total
Total Number
Both Sexes 141,550| 587,988 753,635 791,151| 517,831| 387,235 375,199 3,554,589
Male 72,236 300,980| 384,359| 405,227 266,649| 195816] 189,239 1,814,506
Female 69,314 287,008 369,276 385924 251,182| 191,419] 185,960 1,740,083
% both sexes 40%|  165%|  212%|  223%|  14.6%|  109%|  10.6% 100%
and age
Number White
Both Sexes 101,269| 427,051 564,259 603,991| 395486| 295,333 287,139 2,674,528
Male 51,664 219,337| 288,776 310,310 203,608| 149,301| 144,627 1,367,623
Female 49,605 207,714 275483 293,681 191,878| 146,032 142,512 1,306,905
% of total population
Both Sexes 71.5% 72.6% 74.9% 76.3% 76.4% 76.3% 76.5% 75.2%
Male 71.5% 72.9% 75.1% 76.6% 76.4% 76.2% 76.4% 75.4%
Female 71.6% 72.4% 74.6% 76.1% 76.4% 76.3% 76.6% 75.1%
Number Black
Both Sexes 20,464 82,354| 100,647 106,592 74,834 55,200 51,677 491,768
Male 10,356 41,656 51,198 54,462 38,801 27,932 25,772 250,177
Female 10,108 40,698 49,449 52,130 36,033 27,268 25,905 241,591
% of total population
Both Sexes 14.5% 14.0% 13.4% 13.5% 14.5% 14.3% 13.8% 13.8%
Male 14.3% 13.8% 13.3% 13.4% 14.6% 14.3% 13.6% 13.8%
Female 14.6% 14.2% 13.4% 13.5% 14.3% 14.2% 13.9% 13.9%
Number Other and Multirace
Both Sexes 19,817 78,583 88,729 80,568 47511 36,702 36,383 388,293
Male 10,216 39,987 44,385 40,455 24,240 18,583 18,840 196,706
Female 9,601 38,596 44,344 40,113 23,271 18,119 17,543 191,587
% Total Population
Both Sexes 14.0% 13.4% 11.8% 10.2% 9.2% 9.5% 9.7% 10.9%
Male 14.1% 13.3% 11.5% 10.0% 9.1% 9.5% 10.0% 10.8%
Female 13.9% 13.4% 12.0% 10.4% 9.3% 9.5% 9.4% 11.0%
Source: U.S. Census Bureau, 2010 Census Summary File 1, Tables PCT12, PCT12A, PCT12B.
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Appendix B

Local Child Death Review Teams

Adams County Child Death Revigeam
Kathy McConaghay
Adams County Children & Youth Services

Armstrong County Child Death Review Team
Denny Demangone
Armstrong County CYF

Bedford County Child Death Review Team
Bonnie Bisbing
Bedford County Children & Youth Services

Berks Count Child Death Review Team
Brandy Neider
Children & Youth Services County of Berks

Bradford County Child Death Review Team
Thomas Carma
Bradford County Coroner Officer

Butler County Child Death Review Team
Leslie Johnson
Butler County MH/MR Program

Cambria County Child Death Review Team
Joanne Weaver
Cambria County Coroner's Office

Centre County Child Death Review Team
Judy Riskonko
Centre County Coroner's Office

Clarion County Child Death Review Team
Kay Rupert
Clarion Co Children & Youth Services

Clinton County Child Death Review Team
Jennifer Sobjak
Clinton County Child & Youth

Crawford County Child Death Review Team
Darlene Hamilton
Crawford Co State Health Ctr

Dauphin County Child Death Review Team
Glen Bartlett
Hershey Pediatric Center

Delawag County Child Death Review Team
Megan Fulton
Delaware Co. Children & Youth Services

Elk & Cameron County Child Death Review Team

Vickie Skvarka
Pennsylvania Department of Health

Allegheny County Child Death Review Team

Jennifer Bher
Allegheny County Health Dept.

Beaver County Child Death Review Team
Davidlreusch
Beaver County Children and Youth Services

Berks County Child Death Review Team
Mark Reuben
Reading Pediatrics Inc.

Blair County Child Death Review Team
Patricia Ross

Bl air County Coronerds

Bucks County Child Death Review Team
Nancy Morgan
Bucks Co C & Y Soc. Svc. Agency

Cambria County Child Death Review Team
Dennis Kwiatkowski
Cambria County Coroner's Office

Carbon County Child Death Review Team
Bruce Nalesnik
Carbon County Coroner's Office

Chester County Child Death Review Team
Barbara Mancill
Chester County Health Department

Clearfield County Child Death Review Team
Kelly Pentz
PA DOH, Clearfield Gpun

Columbia County Child Death Review Team
Lori Mastelher
Coroner Office Columbia County

Cumberland
Christin&oland

Cumberland County Children & Youth Services

Dauphin County Child Death Review Team
Michele Rush
Dauphin County Children and Youth

Delaware County Child Death Review Team
Meta Wertz
Delaware Co. Children & Youth Services

Erie County Child Death RevieariTe
Patty Puline
Erie County Department of Health
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Local Child Death Review Teams

Fayette County Child Death Review Team
Gina D'Auria
Childrei& Youth Services

Franklin Fulton County Child Death Review Team
Paul (Ted) Reed
Franklin County Coroner's Office

Indiana County @t Death Review Team
Paula McClure
Indiana County CYS

Jefferson County Child Death Review Team
Bernard P. Snyder
Jefferson County Coroner's Office

Lackawanna County Child Death Review Team
Eugene Talerico
Office of the District Attorney Lackawanna County

Lancaster County Child Death Review Team
Courtney Barry
PennDot

Lawrence County Child Death Review Team
Sue Ascione
Children's Advocacy Center

Lehigh County Child Death Review Team
Belle Marks
Allentown Health Bureau

Luzerne Qanty Child Death Review Team
Donna Vrhel
Luzerne County Children & Youth Services

Lycoming County Child Death Review Team
Charles KEssling
Lycoming County Coroner's Office

Mercer County Child Death Review Team
Teri Swartzbeck
Mercer County Children & Youth Services

Mifflin County Child Death Review Team
Mackenzie Seiler
Mifflin County Children and Youth

Montgomery County Child Death Review Team
Barbara Hand
Montgomery Co. Department of Health

Northampton County Child Death Review Team
Sue Madeja
Bethlehem Health Bureau

Perry County Child Death Review Team
Kristie Carl
Perry County C&Y

Forest/Warren County Child Death Review Team
Barbara White
Warren County State Health Center

Greene County Child Death Review Team
John Fox
Children & Youth Services of Greene Co.

Indiana County Child Death Review Team
Michael A. Baker
Indiana Co. Coroner's Office

Juniata County Child Death Review Team
Linda Allen
Juniata County SHC

Lackawanna County Child Death Review Team
Jeanne Rosencrance
Lackawanna County DistrichayterOffice

Lancaster County Child Death Review Team
Carroll Rottmund
Penn State Milton S. Hershey Medical Center

Lebanon County Child Death Revieam
Janet Bradley
First Aid and Safety Panel

Lehigh County Child Death Review Team
Darbe George
Lehigh County Drug & Alcohol

Luzerne County Child Death Review Team
Mary Claire Mullen
Victims Resource Center

McKean County Child Death Review Team
Vickie Skvarka
Pennsylvania Department of Health

Mifflin County Child Death Review Team
Daniel Lynch
Mifflin Countyofner's Office

Monroe County Child Death Review Team
David B. Thomas
Monroe County Coroner's Office

Montour County CHiDeath Review Team
Scott Lynn
Montour County Coroner's Office

Northumberland County Child Death Review Team
Melissa Hummel

Geisinger Child Advocacy Center

Philadelphia County Child Death Review Team
Roy Hoffman

Philadelphia Department of Public Health



Local Child Death Review Teams

Philadelphia @unty Child Death Review Team
Ugo Chizeabuah
Philadelphia Health Department

Pike County Child Death Review Team
Kewn Stroyan
Pike County Coroner's Office

Potter County Child Death Review Team
Joy E. Glassmire
Potter Co Human Services/Drug and Alcohol

Schuylkill County Child Death Review Team
Cathie Davidavage
Pinnacle Health/Hospice

Somerset County Child Death Review Team
Doug Walters
Somerset County Children & Youth

Susquehanna Wyoming County CDR Team
Beverly Bennett
PA DOH, Susqguaima Co. State HealthSafe

Tioga County Child Death Review Team
Patricia Riehl
TCDHS

Venango County Child Death ReVieam
Diana Erwin
PA DOH Venango County

Wayne County Child Death Review Team
Sharon Gumpper
Honesdale EM8®obile 504

Westmoreland County Child Death Review Team
Melissa Sullenberger
Westmoreland Co Juvenile Probation

York County Child Deatk\view Team
Sheila Becker
York Hospital

Pike County Child Death Review Team
Jill Gamboni
Child Care Info Service of PikBai® Kids

Potter County Child Death Review Team
Kevin J. Dusenbury
Potter County Coroners Office

Schuylkill County Child Death Review Team
Marion Lech
PA DOH, Scyliill Co. State Health Center

Snyder County Child Death Review Team
Kelly Heeter
County of Snyder District Attorney's Office

Sudlivan County Child Death Review Team
Wendy Hastings
Sullivan County Coroner's Office

Susquehanna Wyoming County CDR Team
Cheryl McGovern
PA DOH Wyoming Cty State Health Center

Union County Child Death Review Team
Matt Ernest
Union County Children and Youth Services

Washington County Child Death Review Team
Barbara Gerbec
Washington Co. Children & Youth Services

Westmoreland County Child Death Review Team
Kristine Johnson
Westmoreland Co Juvenile Probation

York County Child Death Review Team
David Turkewitz
York Hospital
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Appendix C

State Child Death Review Team
Appointed and Supporting Members

Designated Chair
John Bart , DO
PA 2partment of Health

Bureau of EMS DOH

Joseph Schmider

PA Department of Health

Bureau of Emergency Medical Services

District Attorney
Eugene Taleridasquire*
Office of the District Attorney Lackawanna County

DPW/Child Line

Alizabeth Dively

PADepartment of Public Welfare
Office of Children, Youth and Families

FICAP/ Firearms
Rose Cheney , Ph.D.
Firearm Injury Center at Penn (FICAP)

Hospital and Health System Assoc.
Sharon Muscatell
Hospital and Healthsystem Association of PA

Juvenile Justice
Arlene LPrentice , MS, CAC
Juvenile Court Judges' Commission

Nurse Family Partnership
Tara Dechert
Nurse Family Partnership: National Service Office

PA American Academy of Pediatrics
Suzanne Yunghans

PA Coroner
Patricia Ross
Blair County Coroner's Office

Agriculture Safety
Dennis Murphy
Penn State Agricultural Safety & Health Program

Childline, Child Youth Family
Joy Johnson

Department of Public Welfare
Childline, Abuse Registry

DPW OCYF Admin

Cathy Utz

PADepartment of Public Welfare
Office of Children, Youth and Families

DPW/OCYF Program

Julie Hohney

Departmemwtf Public Welfare

Office of Children, Youth and Families

Health Statistics and Research
Marina Matthew

PA Department of Health

Bureau of Health Statistics and Research

Injury & Violence Prevention
Carol Thornton
PA Department of Health

Medical Examiner
Sam Gulino MD
PhiladelphiaMedical Examiner's Officer

OMHSASSAP
Dennis Short
PA Department of Publifanée

Office of Mental Health and Substance Abuse Services

Childrends Bureau

PA American Academy of Pediatrics
David Turkewitz , MD

PA Cribs for Kids/SIDS of PA

Judith Bannon
Cribs for Kids
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PADepartment of HealtDR Program
Carolyn Cass, Director

Division of Child and Adult Health Services
Bureau of Family Health

Division of Child & Adult Health Services

PA Department of HealBR Program

Marlana &tazahn, Public Health Program Administrator
Division of Child and Adult Health Services

Bureau of Family Health

Division of Child & Adult Health Services

PA Fire Commission
Pennsylvania Fire Commissioner's Office

PA State Police
David Devitt
Pennsylvania State Police

PA VitalsData

David Mattiko

Department of Health

Bureau of Health Statistics and Research

PEHSC Pediatric EMS
Steve Mrozowski
PEHSC

Engineering

Pennsylvania Department of Transpeatian
William G. Hunter
Accident Information Systems

Physcian
Erich K. Batra , MD
PA CDRT/PA AAP

Safe Kids
Allyson B. Fulton
Safe Kids Pennsylvania

Technical and Education CDR
Scott Grim-BBMDI
Lehigh Co Coroner's Office

*Indicates those members who were appohtesidnyetary of the Pennsylvania Department of Health in compliance with Act 8

2008.

Appendix C

PA DOHCDR Program

Amy Flaherty, Public Health Program Manager
Division of Chéddd Adult Health Services
Bureau of Family Health

Division of Child & Adult Health Services

PA Department of Educataie School
Myrna Delgado
Division of Student & Safe School Services

PA ShakeBaby Syndrome Program
Marie Killian RN, BSN, CCRN
Pennsylvania SBS Penn $tate
Hershey Medical Center

PA State Police
Anthony E. Manetta
PA Stat®olice, Bureau of Criminal Investigation

PA YSPI
Dennis Short
Pennsylvania Youth Suicide Prevention Initiative

Pennsylvania Deppaent of Transportation
Thomas Glass
Bureau of Hwy Safety & Traffic

PenrServe
Mark Simpson
PennSERVE

Physician
Steven Shapiro , BO
Pediatric Medical Associates of Abington

PA Shaken Baby Syndrome Program
Kelly Cappos

Pennsyhnia SBS Penn State

Hershey Medical Center

US Product Safety Commission

Hank Glogowski
Consumer Product Safety Commission
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Appendix D
National and State Prevention Partners

American Psychiatric Nursescidmn

American Foundation for Suicide Prevention

American Trauma Society, PA Division

Bueau of Emergency Medical Services

California University of Pennsylvania

Clean Air for Heglthhildren

Consumer Product Safety Commission

Cribs for Kids

Department of Health, Bureau of Drug and Alcohol Programs
Department of Healtimeau of&mily alth

Department of HeaBhoreau of Emergency Medical Services
Department of HeaBlreau of Health Promotion and Risk Reduction
Department of Public Welfare, Office of Mental Health and Substance Abuse Services
Department of Public WelinddLine

FICAR Firearm Injury Center at Penn

Gateway Health Plan

Geisinger Medical Center

Juvenile Court Judges' Commission

Keystone Smiles

Lancaster County Cooperative Extension

Milton S. Hershey Medical Center

National Center @DR

Nurse Family Partigos

Office of Juvenile Justice

PA Coalition Against Rape

PA Academy of Family Physicians

PA Chapter of Child Advocacy Centers

PA Chapter, American Academy of PeHAAS)

PA Council of Children, Youth & Family Services

PA Council of Churches

PA Dept. of AgricultiBareau of Plant Industry

PA Office of Rural Health

PA Safe Kids Coalition

PA State Grange

PA State Police, Bureau of Criminal Investigation

Parents Involved Network of PA

PA Department of Educaffmstsecondary/Higher Ed

PA Emergency Health Service Council

Penn State Agricultural Safety & Health

Penn State Miltdlershey Medical Cernidraken Baby Syndrome Prevention and Awareness Program
Penn State University, Pesticide Education

PennDOT Bureau of Hwy Safety & Traffi

PennSERVE

Pennsylvania Department of Corrections

Pennsylvania Fire Commissioner's Office

Pennsylvania Network for Student Assistance
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Pennsylvania Operation Lifesaver
Pennsylvania Psychiatric Society
Pennsylvania State Police,

Pennsylvania Youth Blei®revention Initiative
Pennsylvanians Against Underage Drinking
Philadelphisledical Examiner's Officer
Pinnacle Health/Hospice

SIDS bPA

Trauma Systems Foundation

U of P, Depif Biostatistics & Epidemiology

U.S. Consumer Product Safety Commissio
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Public Health Child Death Review Act (Act 87 of 2008)
PENNSYLVANIA STATUTES, ANNOTATED BY LEXISNEXIS(R)
PENNSYLVANIA STATUTES
TITLE 11. CHILDREN
CHAPTER 16B. PUBLIC HEALTH CHILD DEATH REVIEW ACT
11 P.S. § 2150.1 (2009)

2150.1. Short title
This act sh all be known and may be cited as the Public Health Child
Death Review Act.

§ 2150.2. Definitions
The following words and phrases when used in this act shall have the
meanings given to them in this section unless the context clearly
indicates otherwise:

" CHILD. 0 Anindividual 21 years of age and under

"CHILD DEATH REVIEW DATA COLLECTION SYSTEM." A data collection
system approved by the National MCH Center for Child Death Review or
a similar national organization.

"DEPARTMENT." The Department of Health o f the Commonwealth.

"LOCAL PUBLIC HEALTH CHILD DEATH REVIEW TEAM." A team representing a
county or two or more counties comprised of professionals from

organizations and local agencies who review cases of child deaths in

accordance with protocols establis hed by the State public health

child death review team.

"PERSON IN INTEREST." A person authorized to permit the release of
the medical records of a deceased child.

"PROGRAM." The Public Health Child Death Review Program established
in section 3.

"STATE PUBLIC HEALTH CHILD DEATH REVIEW TEAM." A State
multidisciplinary team comprised of local professionals and
representatives of State agencies who review data submitted by local
public health child death review teams, develop protocols for child
death revie  ws and develop child death prevention strategies.

§ 2150.3. Public Health Child Death Review Program
(@) ESTABLISHMENT. -- The department shall establish the Public
Health Child Death Review Program which shall facilitate State and
local multi - agency, mul tidisciplinary teams to examine the
circumstances surrounding deaths in this Commonwealth for the
purpose of promoting safety and reducing child fatalities.

Appendix E

67



Appendix E

(b) POWERS AND DUTIES. -- The department, in cooperation with the
State public health child death r eview team, shall have the
following powers and duties in relation to the program:

(1) Assist in the establishment and coordination of local public
health  child death review teams.

(2) Coordinate the collection of child death data, including the
developm ent and distribution of a form to be used by local public
health child death review teams to report information and
procedures  for sharing the data with State and local agencies as
appropriate.

(3) Develop protocols to be used in the review of child death S.
These protocols shall not conflict with requirements set forth in

23 Pa.C.S. Ch. 63 (relating to child protective services),

including, but not limited to, provisions relating to the review

of child fatalities and near fatalities.

(4) Provide training and technical assistance to local public
health  child death review teams, local agencies and individuals
relating to child deaths.

(5) Review reports from local public health child death review
teams.

( 6) Identify best prevention strategies and activitie s, including
an assessment of the following:

() Eff  ectiveness.
(ii) Ease of implementation.

(iii) Cost.
(iv) Sustainability.
(v) Potential community support.
(vi) Unintended conseguences.
(7) Adopt programs , policies, recommendations and strategies

base d on collected data to prevent child deaths.

(8) Review statutes and regulations relating to confidentiality

and access to information relating to children from agencies

responsible for the health and safety of children and propose

recommended changes to appropriate Commonwealth agencies andthe
General Assembly.

(9) Provide public information and education regarding the
incidence  and causes of child injury and death and the reduction
of risks to children to agencies, health care professionals,
child care professionals and the public.

(10) Submit an annual report to the Governor and the General
Assembly by September of each year relating to the activities of
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the State child  death review team, a summary of reports received
from local child death reviewtea ms andrecommendations relating
to the reduction of risk of child injury or death.

§ 2150.4. State public health child death review team
(a) COMPOSITION. -- A State public health child death review team
shall be established by the department. The team sha Il consist of:

(1) The following individuals or their designees:

(1) The Secretary of Health, who shall serve as chairman.
(ii) The Secretary of Public Welfare.
(i) The Director of the Office of Children, Youth and
Families  within  the Department of Pub lic Welfare.
(iv) The Commissioner of the Pennsylvania State Police.
(V) The Attorney General.
(vi) The Pennsylvania State Fire Commissioner.
(vii)The Director of the Bureau of Emergency Medical Services
of the Department of Health.

(2) The following in dividuals who shall be appointed by the
Secretary  of Health:

(i) A physician who specializes in pediatric medicine.
(i) A physician who specializes in family medicine.

(iiA representative of local law enforcement.

(iv) A medical examiner

(V) A district attorney.

(vi) A coroner.

(3) Representatives from local public health child death review
teams.

(4) Any other individual deemed appropriate by the Secretary of
Health.

(b) POWERS AND DUTIES OF THE STATE PUBLIC HEALTH CHILD DEATH REV IEW
TEAM.-- The State public health child death review team shall:

(1) Review data submitted by local public health child death
review teams.

(2) Develop protocols for child death reviews.

(3) Develop child death prevention strategies.

(4) Assist the depa rtment in implementing the program
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(c) INITIAL MEETING. -- The initial meeting of the State public
health  child death review team shall be held within 90 days of
the effective date of this section.

(d) ADDITIONAL MEETINGS. -- The department, in conjunct ion with the
team, shall arrange for additional meetings to fulfill the duties of
the team and goals of the program.

§ 2150.5. Local public health child death review teams
(@) ESTABLISHMENT. -- Each county in this Commonwealth shall
establish a local publi ¢ health child death review team. Two or more
counties may establish a local public health child death review team
to operate on a regional basis to satisfy the requirements of this
section.

(b) LOCAL PUBLIC HEALTH CHILD DEATH REVIEW TEAM -- Localteamss  hall
be comprised of the following:

(1) The director of the county children and youth agency or a
desig nee.

(2) The district attorney or a designee.

(3) A representative of local law enforcement appointed by the
county commissioners.

(4) A representative of the court of common pleas appoi nted by the
president judge.

(5) A physician who specializes in pediatric or family medicine
appointed by the county commissioners.

(6) The county coroner or medical examiner.

(7) A representative of emergency medical serv ices selected jointly
by the supervisors of all emergency medical organizations in the
county.

(8) The director of a local public health agency or a designee.

(9) Any other person deemed appropriate by a majority of the local
public health chi | d death revi ew team.

(c) CHAIRMAN. -- The members of the local public health child death
review team shall elect a chairman annually.

§ 2150.6. Powers and duties of local public health child death review
teams
(@) REVIEW. -- A local public health child death review team shall
review all deaths of children and may review the following
information:

(1) Coroner 6s reports or postmortem examination records.

(2) Death certificates and birth certificates.

(3) Law enforcement records and interviews with law enforcement
offi cials as long as the release of such records will not
jeopardize an ongoing criminal investigation or proceeding.

(4) Medical records from hospitals and other health care
providers.
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(5) Information and reports made available by the county children
and yout h agency in accordance with 23 Pa .C.S.Ch .63
(relating to child protective services).

(6) Information made available by firefighters or emergency
services  personnel.

(7) Reports and records made available by the court to the extent
permitted by law or cou rt rule.

(8) Reports to animal control.

(9) EMS records.

(10) Traffic fatality reports.

(11) Any other records necessary to conduct the review.

(b) DATA COLLECTION. -- The local public health child death review team
shall utilize the child death review dat a collection system to report

its findings in accordance with protocols established by the State

public health child death review team. The name and home address of

the deceased child shall not be reported to the child death review

data collection system.

(c) REPORTS. -- Alocal public health child death review team shall
submit annual reports on deaths reviewed to the State public health
child death review team. The report shall include the following:

(1) Identification of factors which cause a risk for injury and
death, including modifiable risk factors.

(2) Recommendations regarding the following:

() The improvement of health and safety policies in this
Commonwealth.

(ii) The coordination of services and investigations by child

welfare  agencies , medi cal officials, law enforcement and other

agencies.

( 3) Any other information required by the  department
(d) RECOMMENDATIONS-- A local public health child death review team

shall make recommendations to local agencies relating to the
procedures and oth er actions to reduce injury and death of

children.
§2150.7 . Access to records
(a) JUVENILE RECORDS. -- When deemed necessary for its review, a State
or local public health child death review team may review and inspect
all files and records of the court relating to a child pursuant to a
pr oceedin g under 42 Pa.C.S . Ch. 63 (relating to juvenile matters) in

accordance with 42 Pa.C.S. 86307 (relating to inspection of court
files and records). However, this subsection shall not apply to files
and records of the court subject to a child fatality or near fatality
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review pursuant to 23 Pa.C.S. Ch. 63 (relating to child protective
services)

b) MEDICAL RECORDS. -- Notwithstanding any other provision of law and

consistent wit h the Health Insurance Portability and Accountability
Actof 199 6 (Public Law 104 -191, 110St at. 1936), health care

facilities and health car e providers shall provide medical records of

a child under re view witho ut the authorization of a perso nin interest
to the State public health child death review team and to a local

public health child death review team for purposes of review under

this act.

(c) OTHER RECORDS. -- Other records pertaining to the child under
review for the purposes of this act shall be open to inspection as
permitted by law.

§ 2150.8. Confidentiality
(a) MAINTENANCE. -- State and local public health child death review

teams shall maintain the confidentiality of any ident ifying
infor mation obtained relating to the death of a child, including the
name of the child, guardians, fa mily members, caretakers or alleged or

suspected perpetrators of abuse, neglect or a criminal act.

(b) AGREEMENT. -- Each member of the State and local pu blic heal th
child  death review team and any person appearing before the team shall
sign a confidential ity agre  ement applicable to all proceed ings and

re views conducted by the State or local public health child death

review team.

(c) LIABILITY . -- Anindividual or agency that in good faith provide
information or records to a State or local public health chi | d death
re view team shall not be subject to civil or criminal liability as a

re sult  of providing the information or record.

(d) DISCOVERY . -- The proceedings, deliberations and records of a State
or local public health ¢ hild death review team are priv ileg edand
confidential and shall not be subject to discovery , Subpoena or

intro duction into evidence in any civil or criminal action.

(e) MEETINGS. -- Meetings of the State or local public health child

death review team at which a specific child death is disc ussed shall
be closed to the public and shall not be subject to the provisions of

65 Pa.C.S. Ch. 7 (relating to open meetings).

() ATTENDANCE . -- Nothing in this act shall prevent a State or local

public health child death review team from allowing the at tendance of
a person, including a parent, with information relevant to a review,

ata child death review meeting.

(g) PENALTY. -- A person who violates the provisions of this section
commits a misdemeanor of the third degree.
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§ 2150 .20 . Regulations
The department shall promulgate regulations as necessary to carry out
the purposes of this act.
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National Case Reporting Form: Version 2.1 effective January 2010

NA TIONA[ CENTER FO” Understanding.;HOW.
CHILD DEATH REVIEW e

& Taking Actions to
Prevent cChild Deaths

—

KEEPING KiIiDS ALIVE

Child Death Review Case Reporting System

Case Report 2.1

Effective January 2010

Instructions:

This case report is a component of the web-based CDR Case Reporting System. It can be used alone as a paper instrument, but its full potential
is reached when the data from this form is entered into the CDR Case Reporting System. This system is available to states from the National
Center for Child Death Review and requires a data use agreement for state and local data entry. System functions include data entry, case report
editing and printing, data download and standardized reports.

The purpose of this form is to collect comprehensive information from multiple agencies participating in a child death review. The form documents the
circumstances involved in the death, investigative actions, services provided or needed, key risk factors and actions recommended and/or taken by
the CDR team to prevent other deaths.

While this data collection form is an important part of the child death review process, the form should not be the central focus of the review meeting.
Experienced users have found that it works best to assign a person to record data while the team discussions are occurring. Persons should not

attempt to answer every single question in a step by step manner as part of the team discussion. The form can be be partially filled out before a meeting.
Itis not expected that teams will have answers to all of the questions related to a death. However, over time teams begin understanding the importance
of data collection and bring necessary information to the meeting. They find that the percentage of unknowns and unanswered questions decreases as

the team becomes more familiar with the form.

The form contains three types of questions: (1) Those that users should only select one response as represented by a circle; (2) Those in which users can
select several responses as represented by a square; and (3) Those in which users enter text. This last type is depicted by "specify' or 'describe’.

Most questions have a selection for unknown (U/K). A question should be marked ‘unknown' if an attempt was made to find the answer,
but no clear or satisfactory response was obtained; questions should be left blank (unanswered) if no attempt was made to find the answer.

‘N/A" stands for ‘Not Applicable' and should be used if the question is not applicable. For example, use N/A for 'level of education’ if child is an infant.

This edition is Version 2.1, effective January 2010. Additional paper forms can be ordered from the National Center at no charge. Users interested
in participating in the web-based case reporting system for data entry and reporting should contact the National Center for Child Death Review.

Phone: 1-800-656-2434  Emalil: info@childdeathreview.org Website: www.childdeathreview.org Data entry website: https:/cdrdata.org/
This form was developed by a work group of over 26 persons, representing 18 states and the Maternal and Child Bureau of HRSA/HHS.

Copyright: National Center for Child Death Review Policy and Practice, January 2010
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CASE NUMBER

Death Certificate Number: Case Type: O Death
/ / / / Birth Certificate Number: O Near death/serious Injury
State / County / Team Number / Year of Review / Sequence of Review ME/Coroner Number: O Not born alive
A CHILD INFORMATION
1. Child's name:  First: Middle: Last: O UK
2. Date of birth: (O U/K 3. Date of death: O U/K M. Age: QO Years 5. Race, check allthatapply O UK 6. Hispanic or 7. Sex:
O Months OO white [ Native Hawaiian Latino origin?
Q Days O Black [ Pacific Islander ONo O Male
/ / / / — QO Hours O Asian, specify: O Yes QO Female
mm . dd yYYY mm | odd yyyy O Minutes 0 American Indian, Tribe: Qux Quk
QO uK [ Alaskan Native, Tribe:
I8. Residence address: Q UK 9. Type of residence: 10. New residence
Street: Apt. QO Parental home O Relativehome O Jail/Detention in past 30 days?
QO Licensed group home o] Living on own Q other, specify: QO No
City: O Licensed foster home O Shelter O Yes
County: State: Zip: O Relative foster home O Homeless O uxk O uk
11. Residence overcrowded?|12. Child ever homeless? 13. Number of other children living 14. Child's weight: QO U/K 15. Child's height: Qui
ONo OvYes Quik |[ONo Oves QOuik with child: OQuk| — pounds (
—————— ounces feet inches
16. Highest education level: 17. Child's work status: 18. Did child have problems in school? 19. Child's health insurance,
Ona O Drop out Ona OnNo O Yes Ouk check all that apply:
O None OHs graduate O Employed If yes, check all that apply: [ None
O Preschool QO College QO Fulltime [ Academic [ Behavioral [ Private
O Grade K-8 QO Other, specify: O Parttime O Truancy [ Expulsion [ Medicaid
QO Grade 9-12 Quk O ux [ Suspensions [ U/K [ State plan
O Home schooled, K-8 O Not working [ Other, specify: [ Other, specify:
O Home schooled, 912 Quk O wk
20. Child had disability or chronic illness? 21. Child's mental health (MH): 22. Child had history of substance abuse?
ONo OvYes Qux Child had received prior MH services? ONoe OvYes QOui
If yes, check all that apply: OnNo O Yes Qu If yes, check all that apply:
[ Physical, specify: Child was receiving MH services? O Aleohol O other, specify:
[ Mental, specify: OnNo O Yes Qui O cocaine
[ Sensory, specify: Child on medications for MH illness? m] Marijuana 0O uk
O uk ONo O vYes Quxk O Methamphetamine
If yes, was child receiving Children's Issues p d child from receiving MH services? O opiates
Special Health Care Needs services? OnNo O Yes Quix a Prescription drugs
O No O Yes O U/K If yes, specify: O over-the-counter drugs
23. Child had history of child maltreatment? If yes, check all that apply: 24. Was there an open CPS case with child 27. Child had history of intimate partner
As Victim As Perpetrator As Victim As Perpetrator at time of death? violence? Check all that apply:
O NA m} O physical ONo OvYes Qui O A
(@) O No a [ Neglect 25. Was child ever placed outside of the O No
(@] O Yes a O sexual home prior to the death? [ Yes, as victim
(@] O uk [m] [ Emotional/psychological ONo O vYes Qui [ Yes, as perpetrator
Ifyes, how was history identified: a O wk 26. Were any siblings placed outside of the O uk
(@] O Through CPS — ____ # CPSreferrals home prior to this child's death?
0] O Other sources ————  ——— # Substantiations OnNo O Yes, # O uk
28. Child had delinquent or criminal history? 29. Child spent time in juvenile detention? 32. If child over age 12, what was child's gender identity?
Owna OnNo Oves O uk Ona Ono Oves Oui O Male
If yes, check all that apply: 30. Child acutely ill during the two weeks before death? O Female
O Assaults O Other, specify: ONo O vYes O uk Qui
O Robbery 31. Are child's parents first generation immigrants? 33. If child over age 12, what was child's sexual orientation?
O Drugs O uk ONo O vYes QOuxk O Heterosexual O Bisexual
If yes, country of origin: (@] Gay O Questioning
O Lesbian QUK
2
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COMPLETE FOR ALL INFANTS UNDER ONE YEAR

34.Gestational age: O uik|35. Birth weight: O u 36. Multiple birth? |37. Prenatal care provided during pregnancy of deceased infant? O No O Yes O uk
O Grams O No O U/K If yes, number of prenatal visits: # O U/K
# weeks O Poundsfounces / O Yes, #_____ If yes, month of 1st prenatal visit? Specify 1-9 O uk
38. During pregnancy, did mother (check all that apply):
[0 Have medical complicationsfinfections? Check all that apply:
[ Acute/Chronic Lung Disease [ Eclampsia O Low MSAFP [ PROM

O Anemia
[0 Cardiac Disease

O Genital Herpes

[0 Chorioamnionitis [ High MSAFP

[ Chronic Hypertension

[ Hemoglobinonpathy

[ Hydramnios/Oligohydramnios

[ Gther Infectious Disease

[ Pregnancy-Related Hypertension

O Preterm Labor

[ Previous Infant 4000+ Grams

[ Renal Disease
[ Rh Sensitization
[ Uterine Bleeding
[ Other, specify:

[ Diabetes

[ Incompetent Cervix

[ Previous Infant Preterm/Small for Gestation

O Smoke tobacco?

O Experience intimate partner violence?

[ Useilicit drugs?

O Infant born drug exposed?

O Have heavy alcohol use?

O Misuse over-the-counter or prescription drugs?

O Infant born with fetal alcohol effects or syndrome?

39. Were there access or compliance issues related to prenatal care?

QO No
Q Yes
O uK

O Lack of money for care
[ Limitations of health insurance coverage

[J Muttiple health insurance, not coordinated

If yes, check all that apply:| [J Lack of transportation

[ No phone
O Cultural differences

B. PRIMARY CAREGIVER(S) INFORMATION

1. Primary caregiver(s):

Select only one per column.

O
=
o

Two
Self, go to Section C
Q Biological parent
O Adoptive parent
O Stepparent

O Foster parent

O Mother's partner
QO Father's partner
O Grandparent

QO sibling

Q Other relative

O Friend

Q Institutional staff

2. Caregiver(s) age in years:

One Two
___ #Years
O Oux
3. Caregiver(s) sex:
One Two
O Owmale
QO OFemale
O Quk

[ Religious objections to care

[ Language barriers

[ Referrals not made
O Specialist needed, not available

[ Multiple providers, not coordinated [ Intimate partner would not allow care

O Lack of child care

4. Caregiver(s) employment status:

Two
O Employed

QO Unemployed
QO on disability
OStay—at—home
ORetired
Ouk

0000008

O Lack of family/social support
[ Services not available

[ Distrust of health care system

[ Other, specify:

5. Caregiver(s) income:

One Two
O  OHigh
O O Medium
O O Low
O Oux

O Unwilling to obtain care

O uk

6. Caregiver(s) education:

O
]
o]

Two
O« High school
QO High school
O College
OPost Graduate
Quk

00000

7. Does caregiver(s)

speak English?

One Two

O OnNo
O OYes
O Ouxk

8. Caregiver(s) on active military duty?|

One  Two
@] OnNo
QO OfYes
O Oux

If yes, specify branch:

months?

One  Two
O OnNo
O OYes
O Ouk

9. Caregiver(s) received social services in the past twelve

If yes, check all that apply:

0000000000000 O]

O Cther, specify:
QuK

If no, language spoken:

O
=1
]

Two
O wic

O 7ANF

[ Medicaid

[ Food stamps
[ Gther, specify:

ooooof

10. Caregiver(s) have substance

abuse history?

11. Caregiver(s) have history of child

maltreatment as victim?

12. Caregiver(s) have history of child

maltreatment as a perpetrator?

13. Caregiver(s) have disability or

chronic illness?

One  Two One Iwo One Iwo One Iwo

o} OnNo O Ono O Ono O OnNo
O O Yes O OYes O O Yes O O Yes
O Ouk O Ouxk O Oux O Oux

If yes, check all that apply: If yes, check all that apply: If yes, check all that apply: If yes, check all that apply:
O [ Alcohol | [ Physical O [ Physical 0 [ Physical, specify:
m} O Cocaine ] [ Neglect O [ Neglect a [ Mental, specify:
O O Marijuana a O sexual O O Sexual a [ Sensory, specify:
O [ Methamphetamine ] [ Emotional/psychological O [J Emotional/psychological O Ouk
O [ Opiates m] Ouk O O uk If mental, was caregiver receiving
O [ Prescription drugs — _____ #CPSreferrals —  _____#CPSreferrals services?
O [ Over-the-counter —_ # Substantiations —_— # Substantiations o OnNo
O [ Other, specify: | [ Ever in foster care or adopted? O [ CPS prevention services? (@) OYes
O O uk O O Family Preservation services? O O U/K

O [ Children ever removed?
3
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