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DROWNING AND SUBMERSION

Background

Drowning represents the second-leading cause of unintended injury-related death among chil-
dren ages 1 to 14 years of age in the United States, according to the National Center for Health
Statistics. It is also the leading cause of unintentional injury death to children between the ages
of 1 and 4. Drowning incidents occur suddenly and unexpectedly, often during momentary
lapses in adult supervision. In fact, a study by Safe Kids indicated that nearly 90 percent of child
drowning deaths occurred while the child was being supervised.

Vital Statistics

Ohio Vital Statistics preliminary data reported 41 deaths from drowning and submersion to chil-
dren in 2004. For this report, ICD-10 codes used for classification of vital statistics data were
selected to most closely correspond with the causes of death indicated on the CFR Case Report
Tool. Therefore, the ICD-10 codes used for this report may not match the codes used for other
reports or data systems. The codes used for this report can be found in the appendix.

CFR Findings

Local child fatality review (CFR) boards reviewed 41 deaths to children from drowning and sub-
mersion in 2004. The deaths represent 3 percent of all 1,623 deaths reviewed. More than half
of the children were less than 5 years old. A greater percentage of drowning and submersion
deaths occurred among boys (68 percent) and among black children (32 percent) relative to
their representation in the general population (51 percent for boys and 16 percent for black chil-
dren). Thirty-four percent (14) of the drowning deaths occurred in open water such as rivers
and ponds, while an equal number occurred in pools and hot tubs. Twenty-two percent (9)
occurred in bathtubs.
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Drowning and Submersion Deaths by Place of Event

Places of Drowning # %
Open Water 14 34
Pools and Hot Tubs 14 34
Bath Tub 9 22
Other and Unknown 4 10
Total 41 100

Examples of Local Recommendations

Local CFR boards made 10 recommendations for the prevention of drowning deaths.
Most of the recommendations involved increasing public awareness of swimming safe-
ty and improving the supervision of young children around water including bath tubs.
Recommendations become initiatives only when resources, priorities and authority con-
verge to make changes happen.

Examples of Local Initiatives

e Several local CFR boards have collaborated with service providers such as birth hospi-
tals, home visiting nurses, licensed child care providers and schools to reinforce the
important messages of swimming safety and close supervision of young children at all
times.

¢ The Medina County CFR board is working with health department to deliver preven-
tion strategies to the Amish community through an Amish clinic.
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FIRE AND BURN

Background

The National Center for Health Statistics reports fires and burns are the third-leading cause of
death among children 1-14 years of age in the United States. Most of these deaths occur in
house fires, and the majority are due to smoke inhalation rather than burns. According to the
National Center for Injury Prevention and Control, the factor most frequently responsible for
fatal house fires is cigarette smoking. Young children and elderly adults are especially at risk of
fire and burn deaths because of their slower response and decreased mobility. In fact, children
under 5 years old are twice as likely to die in a house fire as the rest of the population.

Vital Statistics

Ohio Vital Statistics preliminary data reported 28 deaths from fire and burns to children in 2004.
For this report, ICD-10 codes used for classification of vital statistics data were selected to most
closely correspond with the causes of death indicated on the CFR Case Report Tool. Therefore,
the ICD-10 codes used for this report may not match the codes used for other reports or data
systems. The codes used for this report can be found in the appendix.

CFR Findings

Local child fatality review (CFR) boards reviewed 27 deaths from fire and burn to children in
2004. This represents 2 percent of all 1,623 deaths reviewed. Fifty-six percent (15) of the
deaths occurred among children less than 5 years of age. A greater percentage of fire and burn
deaths occurred among black children (37 percent) relative to their representation in the general
population (16 percent). A smoke detector was known to be present in 52 percent of the
deaths reviewed.

Fire and Burn Deaths by Age, Race and Gender
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Examples of Local Recommendations

Noting that smoke inhalation was the leading cause of death for the fire and burn deaths
reviewed, local CFR boards made more than 10 recommendations to increase community
awareness of the importance of smoke detectors and to increase availability of free smoke
detectors. Other recommendations were made to increase community education about home
emergency exit plans and more stringent enforcement of fire codes. Recommendations become
initiatives only when resources, priorities and authority converge to make changes happen.

Example of Local Initiatives

¢ As a result of its participation on the Sandusky County CFR board, Job and Family Services is
emphasizing the need to protect children on its caseload with smoke detectors on every floor
of every home.

e The Marion County CFR board has increased education efforts regarding the use of properly
installed smoke detectors.
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POISON DEATHS

Background

The poison death rate for children 14 years of age and younger has decreased nearly 50 percent since
1981, according to the National Center for Health Statistics. Safe Kids attributes the decline in child-
hood poison deaths over the past two decades to a decreased use of aspirin for treating child fevers,
reductions in the amount of child analgesics in packages and the use of child-resistant packaging for a
variety of household substances and medications. Unfortunately, the poisoning deaths of adolescents
have increased in the past five years. The rise is attributed to an increase in the inhalation of common
household substances by teens to achieve a high and the intentional ingestion of poison to commit sui-
cide.

Vital Statistics

Ohio Vital Statistics preliminary data reported 20 deaths from poisoning to children in 2004. For this

report, ICD-10 codes used for classification of vital statistics data were selected to most closely corre-

spond with the causes of death indicated on the CFR Case Report Tool. Therefore, the ICD-10 codes
used for this report may not match the codes used for other reports or data systems. The codes used
for this report can be found in the appendix.

CFR Findings

Local child fatality review (CFR) boards reviewed 19 deaths from poisoning to children in 2004. This
represents 1 percent of all 1,623 deaths reviewed. Eighty-four percent (16) of the deaths occurred
among children 10 years and older. A greater percentage of poison deaths occurred among black chil-
dren (26 percent) relative to their representation in the general population (16 percent). Thirty-seven
percent (seven) of the poison deaths were the result of suicide.

Poison Deaths by Age, Race and Gender
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Poison Deaths by Manner of Death
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Examples of Local Recommendations

Local CFR board recommendations regarding poison deaths focused on repeating the message
of the need for adult supervision for young children, increasing community awareness of the
danger of teen inhalant use and educating the public about carbon monoxide risks.
Recommendations become initiatives only when resources, priorities and authority converge to
make changes happen.

Examples of Local Initiatives

e Many county suicide prevention plans include activities to increase the public's awareness
regarding the hazards of inhalants.

¢ In Cuyahoga County, a national evidence-based substance abuse prevention curriculum has
been introduced in some of the elementary and middle schools.

¢ The Montgomery County coroner's office published an article in the Journal of Analytical
Toxicology outlining its findings regarding the dangers of child and adult cold medicine when
used for infants.
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OTHER DEATHS FROM EXTERNAL CAUSES

Local child fatality review boards reviewed 40 deaths from other external causes to children in
2004. This includes deaths from falls, crushes, exposures, unknown, undetermined and other
specified causes. This represents 2 percent of all 1,623 deaths reviewed.

Deaths from Other External Causes by Age, Race and Gender
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Deaths in Special
Circumstances

CHILD ABUSE AND NEGLECT

Background

Child abuse and neglect are examples of child maltreatment, which is any act or failure to act
on the part of a parent or caretaker which results in death, serious physical or emotional harm,
sexual abuse, exploitation; or which presents an imminent risk of serious harm. Physical abuse
includes punching, beating, shaking, kicking, biting, burning or otherwise harming a child and
often is the result of excessive discipline or physical punishment that is inappropriate for the
child's age. Head injuries and internal abdominal injuries are the most frequent causes of abuse
fatalities. Neglect is the failure of parents or caregivers to provide for the basic needs of their
children including food, clothing, shelter, supervision and medical care. Deaths from neglect are
attributed to malnutrition, failure to thrive, infections and accidents resulting from unsafe envi-
ronments and lack of supervision.

Some deaths from child abuse and neglect are the result of long-term patterns of maltreatment,
while many other deaths result from a single incident. Prevent Child Abuse America cites risk
factors related to child abuse include emotional immaturity of parents, lack of parenting skills,
unrealistic expectations about children's behavior and capabilities, social isolation, frequent fami-
ly crises, financial stressors and alcohol or drug abuse.

The National Clearinghouse on Child Abuse and Neglect Information acknowledges the difficul-
ty in defining the scope of child abuse and neglect fatalities. Studies have shown only about
half of the children who died as a result of child abuse and neglect had death certificates that
were coded as such. Many child abuse and neglect deaths are coded as other causes of death,
particularly unintentional injuries or natural deaths. Best estimates are that any single source of
child abuse fatality data such as death certificates, exposes just the tip of the iceberg. The
interagency, multidisciplinary approach of the child fatality review (CFR) process may be the best
way to recognize and assess the number and the circumstances of child maltreatment fatalities.

In 2004, the CFR Advisory Committee requested more analysis of the data from reviews of
deaths due to child abuse and neglect. Subsequent annual reports have included expanded data
regarding child abuse and neglect deaths.

The new CFR case report tool and data system implemented in 2005 captures information
about child abuse and neglect deaths as acts of omission or commission, regardless of the cause
of death. The new tool collects more details about the circumstances and persons responsible
for the death than the previous data system. This report is based on combined data from the
two systems and as a result, will not be comparable with previous reports. Future reports will
include analysis of the new data variables.
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Vital Statistics

Ohio Vital Statistics preliminary data report seven child abuse and neglect deaths to children in
2004. For this report, ICD-10 codes used for classification of vital statistics data were selected to
most closely correspond with the causes of death indicated on the CFR Case Report Tool.
Therefore, the ICD-10 codes used for this report may not match the codes used for other
reports or data systems. The codes used for this report can be found in the appendix.

CFR Findings

Local CFR boards reviewed 23 deaths to children from child abuse and neglect in 2004.  This
represents 1 percent of all 1,623 deaths reviewed. Seventy-eight percent (18) of child abuse
and neglect deaths occurred among children younger than 5 years of age. A greater percent-
age of child abuse and neglect deaths occurred among black children (35 percent) relative to
their representation in the general population (16 percent).

Child Abuse and Neglect Deaths by Age, Race and Gender
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The majority of the 23 child abuse and neglect deaths reviewed were violent deaths, with 61
percent (14) resulting from physical abuse including nine from shaken baby syndrome and abu-
sive head trauma and four from beating and battering. Thirty-nine percent (nine) of the 23 child
abuse and neglect deaths resulted from neglect. Crying was the most frequently cited trigger.

Data variables about the perpetrator of child abuse and neglect deaths have been added to the
new data system and will be included in the analysis for future annual reports.
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Child Abuse and Neglect
Deaths by Cause of Death
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CFR Child Abuse and Neglect Study

The Child Fatality Review Advisory Committee (CFRAC) reviews data to identify trends, provides expertise in under-
standing the factors related to child deaths and makes recommendations for the prevention of future deaths. As
mentioned above, an accurate number of child abuse and neglect deaths is difficult to obtain from different data
sources. Accurate determination of the number of deaths should be a priority so that prevention strategies can be
appropriately targeted and intervention outcomes measured. In 2005, the CFRAC recommended that the Ohio
Department of Health (ODH) research the discrepancies between CFR data and Ohio Vital Statistics and if possible,
between CFR data and other national data sources. In order to protect the integrity and confidentiality of the review
process, the study will be done on the local level by two CFR board members with consultation from ODH. A report
from the research team is expected in the fall of 2006.

Examples of Local Recommendations

Local CFR boards made several recommendations regarding prevention of deaths due to child abuse and neglect

including:

e Educate professionals to increase awareness of mandatory reporting of suspected child abuse, and community cam-
paigns to encourage public reporting of suspected cases.

¢ Teach parents to identify responsible adults as caregivers for children.

¢ Continue and enhance parenting programs regarding anger management techniques and shaken baby syndrome.

e Improve access to mental health and substance abuse services.

* Improve communication between service providers to identify at-risk families early.

Recommendations become initiatives only when resources, priorities and authority converge to make changes happen.

Examples of Local Initiatives

* The member agencies of the Portage County CFR Board have made policy changes to enhance communication
between agencies about families in distress and children at risk for abuse and neglect.

¢ Cuyahoga County has developed a formal Domestic Violence Policy to improve the provision of services to families
and the identification of children at risk due to domestic violence.

¢ The member agencies of the Summit County CFR Board continue to implement numerous system changes to better
identify and serve families at risk for child abuse and neglect as a result of an intensive review process in 2004.

¢ The Ross County CFR Board is providing information to new mothers about choosing appropriate caregivers for their
children.
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SUICIDE

Background

Suicide is a manner of death and is the result of intentional, self-inflicted injuries from suffoca-
tion, firearms, poison or other causes. The reviews of suicide deaths are included in the discus-
sion of these causes of death, but because suicide has unique risk factors and potential for pre-
vention, it merits further analysis.

According to the National Center for Health Statistics, suicide is the third-leading manner of
death for young people ages 15-24 in the United States. The overall rate of suicide among
youth has declined nationally since 1992, but the rate among African American youth has
increased.

In 2004, the Child Fatality Review (CFR) Advisory Committee noted the number of recommen-
dations from local CFR boards concerning suicide and suggested a more detailed analysis of the
data for suicide deaths. Subsequent annual reports have included expanded data regarding sui-
cide deaths.

The new CFR case report tool and data system implemented in 2005 capture information about
suicide as a manner of death and as an act of omission or commission, regardless of the cause
of death. More detailed information related to the circumstances, triggers and history is collect-
ed than in the previous data system. This report is based on combined data from the two sys-
tems and as a result, will not be comparable with previous reports. Future reports will include
analysis of the new data variables.

Vital Statistics

Ohio Vital Statistics preliminary data reported 53 deaths to children from suicide in 2004. For
this report, ICD-10 codes used for classification of vital statistics data were selected to most
closely correspond with the causes of death indicated on the CFR Case Report Tool. Therefore,
the ICD-10 codes used for this report may not match the codes used for other reports or data
systems. The codes used for this report can be found in the appendix.

CFR Findings

Local CFR boards reviewed 53 deaths to children from suicide in 2004. This represents 3 per-
cent of the total 1,623 reviews and 15 percent of the reviews for children ages 10-17. Suicide
deaths among boys (66 percent) and black children (25 percent) were disproportionately higher
than their representation in the general population (51 percent for boys and 16 percent for
black children). Fifty-six percent (30) of the suicide deaths were caused by suffocation or stran-
gulation.
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Suicide Deaths by Age, Race and Gender
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Information from Ohio Youth Risk Behavior Survey

To better understand the significance of CFR data and current suicide prevention strategies,
information from the Ohio Youth Risk Behavior Survey (YRBS) is presented. The survey of stu-
dents in grades nine through 12 was developed by the Centers for Disease Control and
Prevention to measure behaviors that contribute to the leading causes of death, disease and
injury affecting the nation's youth. The YRBS allows Ohio to monitor trends in health and risk
behaviors over time; compare Ohio with other U.S. population centers; and plan, evaluate and
improve community and school programs designed to prevent health problems and promote
healthy behaviors. According to 2005 YRBS data:
* Twenty-seven percent of students reported feeling so sad or hopeless almost every day for two
weeks or more in a row that they stopped doing some of their usual activities.
e Eighteen percent reported seriously considering attempting suicide during the past 12 months.
¢ Nine percent reported actual attempts of suicide in the past 12 months.

Suicide Deaths by Cause of Death
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Examples of Local Recommendations

Local child fatality review (CFR) boards made more than 25 recommendations for the pre-
vention of child suicide deaths. Recommendations become initiatives only when resources,
priorities and authority converge to make changes happen. The local recommendations
include:

e Support continuation and enhancement of suicide prevention programs in schools and
communities, particularly those which increase awareness of warning signs and access to
services;

e [dentify at-risk teens and link them with mental health and substance abuse services;

e Increase the availability and access to mental health services for children and teens;

¢ Develop coordinated community response to suicide deaths including information on grief
and warning signs.

Examples of Local Initiatives

¢ The Suicide Prevention Task Force of the Montgomery County CFR Board continues to
carry out its comprehensive prevention plan. Additional training was provided to 175 pro-
fessionals on identifying risk factors and warning signs of suicide and intervening when
needed.

¢ Huron County has implemented a student assistance program to teach teens to make
better choices and train teams of teachers to identify risk factors and access resources for
students in need.

¢ The Cuyahoga County Suicide Prevention Task Force launched a suicide awareness cam-
paign that included placards on buses, posters, billboards, mall kiosks and television
announcements providing resource telephone numbers. It is estimated the message
reached nearly 900,000 people per week.

e A suicide prevention coalition was formed in Guernsey County.

¢ The Medina County CFR Board used newspaper articles and a Web site to raise communi-
ty awareness of risk factors and signs of depression. Mental health screenings are con-
ducted at the health department's adolescent clinic.

¢ In Wood County, an emergency response system for schools was expanded to include
mental health professionals who can support victims, witnesses, survivors and responders.
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SLEEP-RELATED INFANT DEATHS

Background

Since the beginning of the Ohio Child Fatality Review (CFR) program in 2001, local boards have
been faced with a significant number of deaths of infants while sleeping. Some of these deaths
are diagnosed as sudden infant death syndrome (SIDS), while others are diagnosed as accidental
suffocation, positional asphyxia, overlay or undetermined. The reviews of these deaths are
included in the discussions of these causes of death. The new CFR case report tool and data
system implemented in 2005 captures information about deaths while sleeping as special cir-
cumstances, regardless of the cause of death. In order to better understand the contributing
factors for these deaths and then to develop prevention strategies, these sleep-related deaths
are analyzed and discussed as a group.

CFR Findings

From the reviews of 2004 deaths, 186 cases of infants who died while in a sleep environment
were identified. For the analysis of sleep-related deaths, five cases of deaths from fire and 14
cases of death from specific medical causes were excluded, resulting in 167 infant sleep-related
deaths. These cases include 113 reviews of SIDS deaths that also included information about
the sleep environment.  Fifty-seven percent (97) of the deaths were to boy children and 41 per-
cent (68) were to black infants. Eighty-three percent (139) of the deaths occurred before six
months of age.

Sleep-related Deaths by Age at Time of Death
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Sleep-Related Deaths by Race and Gender
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Information about the location of the infant when found and bedsharing status was reported
with sufficient frequency for analysis. Only 33 percent (54) of sleep-related deaths occurred in
cribs or bassinets, while 46 percent (77) of sleep-related deaths occurred in locations considered
unsafe: in other types of beds and on couches.

Bedsharing was the most frequently reported factor for sleep-related deaths. At least 55 per-
cent (92) of sleep-related deaths occurred to infants who were sharing a sleep surface with an
adult at the time of death. An additional 6 percent (10) were sharing with another child.
When the 113 SIDS cases are excluded, 82 percent (44) of the remaining 54 sleep-related cases
involved infants sharing a sleep surface.
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Sleep-related Deaths by Location of Infant at Time of Death
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Examples of Local Recommendations

Local CFR boards made more than 30 recommendations for the prevention of sleep-related
deaths, particularly those attributed to suffocation. Recommendations become initiatives only
when resources, priorities and authority converge to make changes happen. As with SIDS,
many recommendations were for the continued repetition of the Back to Sleep message, espe-
cially targeting minority families, grandparents and caregivers. Many boards recommended a
broader message to include back to sleep in a safe sleep environment and advocated a strong
warning against bedsharing. More consistent diagnosis and death scene investigation were rec-
ommended to increase understanding of sleep-related deaths.

Examples of Local Initiatives

¢ In addition to the local activities listed in the sections for SIDS and suffocation deaths, many
CFR boards such as Allen, Montgomery, Cuyahoga, Hamilton and Franklin counties have creat-
ed subcommittees to examine sleep-related deaths in more depth. Information learned is
shared through community-wide collaborations.

e Some CFR boards have issued letters to service providers, urging that the message of safe
sleeping environment be included in all programs for young families. Clermont County used a
monthly newspaper article to publicize issues related to child deaths including bedsharing.

¢ Recognizing that one of six infant deaths was sleep related, the Mahoning County CFR Board
collaborated with the Family and Children First Council to convene a Sleep-related Death
Committee to launch a safe sleep campaign.

e Several counties including Hamilton, Lucas and Lawrence are working in collaboration with
other programs and agencies to assist parents in obtaining cribs or bassinets.

¢ The CFR boards in Wood County and Wayne County have improved cooperation between
agencies to improve the consistency of investigations of infant and child deaths.

¢ The Highland County CFR Board has launched a multi-faceted campaign to educate new par-
ents and the public about safe sleep. Flyers and posters were placed at clinics, private physi-
cians' offices and in the mothers' rooms at the delivery hospitals. Other materials such as
placemats for local restaurants are being developed.

e —————
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Local Recommendations
and Initiatives for
General Prevention

Local boards indicated that 25 percent (403) of the 1,623 deaths reviewed probably could have
been prevented. Eighty-two percent (241) of the 294 deaths of accidental manner were consid-
ered probably preventable. Many child fatality review (CFR) boards report that the most frustrat-
ing cases to review are the child deaths that could have been prevented with increased adult
supervision, increased parental responsibility and the exercise of common sense. The review of
the circumstances of many of the child deaths echoes the findings of a National SAFE KIDS
Campaign study, which found that while 98 percent of parents agree it is important for them to
be role models for safe behavior for their children, the percentage of parents who report actual-
ly practicing safe behaviors is significantly lower. Through the sharing of perspectives during the
CFR discussions, members have learned that often-repeated health and safety messages need to
be presented in new ways to reach new generations of parents and children. Recommendations
become initiatives only when resources, priorities and authority converge to make changes hap-
pen.

Examples of Local Initiatives

¢ The Guernsey County CFR Board provides input for an annual baby safety shower sponsored
by several service agencies. Educational activities for the shower included topics such as fire
safety, poisoning, smoking, summer safety, shaken baby syndrome and food safety.

e Jackson County has increased outreach activities for Help Me Grow and other programs to
reach more families with health and safety information.

¢ Medina County uses an interactive Web page to distribute important safety and prevention
messages.

e Many local CFR boards report that the review process has led to increased communication and
cooperation among agencies that serve children and families, bringing about more collabora-
tive approaches to safety and health education. Such collaboration led to additional funding
for prevention programs in Vinton County.

e L ocal CFR boards share their findings with other health care providers, child advocates, preven-
tion programs and social service agencies to enlist community-wide help in spreading informa-
tion to families and caregivers. CFR findings are incorporated into community health assess-
ments and grant applications.
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CONCLUSION

The mission of Child Fatality Review is the prevention of child deaths in Ohio. This report has
summarized the process of local review by multi-disciplinary boards of community leaders which
results in data regarding the circumstances related to each death. This report is a vehicle to
share their findings with the wider community to engage others in developing recommenda-
tions and implementing policies, programs and practices that can have a positive impact on the
lives of Ohio's children. We encourage you to use the information in this report and to share it
with others who can influence changes to benefit children. We invite you to collaborate with
local CFR boards to prevent child deaths in Ohio.

o
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ICD-10 Codes Used for Vital Statistics Data Used for CFR Report

Cause of Death ICD-10 Codes
Animal Bite or Attack W53-W59, X20-27, X29

Drowning W65-W74, X71, X92, Y21

Fall and Crush WO00-W19, W23, X80, Y01, Y02,
Y30, Y31

Medical Causes (excluding SIDS) A000-B999, C000-D489, D500-D899,
EO00-E9Q9, FOO0-F999, GO00-G999,
H000-H599, H600-H959, 1000-1999,
JO00-J999, K000-K939, LO00-L999,
MO000-M999, NOOO-N999,
0000-0999, PO00-P969, QO00-Q999,
R0O00-R949

Poisoning X40-X49, X60-X65, X68, X69, X85,
X87, X89, X90, Y10-Y16, Y18, Y19

Suffocation and Strangulation W75-W84, X47, X66, X67, X70, X88,
X91, Y17, Y20

Vehicular V01-V99, X81, X82, Y03, Y32



Ohio Department of Health
Child Fatality Review

6th Floor

246 North High Street
Columbus, Ohio 43215

aTMENTT
p qh

For more information call 614-728-0773

An equal opportunity employer

Bob Taft J. Nick Baird, MD
Governor Director of Health





