‘ |. Introduction: Working to Prevent Childhood Deaths I

regon Shines |1, the strategic plan developed by the Oregon Progress Board and the
OGovernor' s Oregon Shines Task Force, has envisoned “avita, progperous Oregon that excels

indl spheres of life” The updated gods for Oregon are: (1) Qudlity jobsfor al Oregonians,
(2) Safe, caring and engaged communities, and (3) Healthy, sustainable surroundings. Oregon's
benchmarks in the areas of hedlth, protection, public safety, and poverty provide direction by which
communities can increase the quality of the lives of Oregonians.

Oregon’s Child Fatdity Review (CFR) system provides a method for gpplying a systlems improvement
and devel opment gpproach to the problems identified when the events surrounding a child’ s deeth are
reviewed. When a child dies, community responses should include investigation into the circumstances
surrounding the event, bereavement support, protection of remaining children deemed to be
endangered, prosecution of crimes, and implementation of measures to prevent future deaths.

This document, produced by the State Technical Assstance Team (STAT), isthefirdt officia report
back to loca and state teams on the proceedings of the statewide CFR process. It describes the factors
that play arolein child fatality and provides recommendations on prevention from state and local teams.
Theintent isto provide a picture of childhood fatdity to assst communities and policymakersin
identifying problems and then in developing and targeting prevention programs.

Oregon’s Child Fatality Review System

In 1989, the Oregon Legidature enacted alaw requiring didtrict atorneysin each county to establish
multidisciplinary teams for the investigation of child abuse. (ORS 418.747) In addition adtatewide
team on child abuse and suicide known as the State Child Fatality Review Team (SCFRT) was
convened to conduct case reviews, identify trends, make recommendations, and take actionsinvolving
statewide issues (ORS 418.748: Appendix A).

In 1991, ORS 418.747 was modified by adding a provision for establishing a county CFR process as a
part of the multidisciplinary teams (Appendix B). Until the Legidature created locd interagency CFR
teamsin 1991 (ORS 418.748, 418.747), there was no forum for coordinating community action after a
child died in Oregon. In some casesindividua desth investigations were carried out by numerous
community organizations, but information was not routingly shared with the other agencies or
organizations working with families and children. Sometimes confidentidity policies compounded by
agency downgzing caused a communication breakdown between agencies and organizations which
investigated cases or worked with the family before the degth. These factors contributed to poor
coordination, duplication of effort, and an overal diminished quality of investigative findings.

Didtrict attorneys have responghility for convening CFR teams at the county level to review cases. The



purposes of review are threefold: (1) to coordinate various agencies and specidists to review afatdity
caused by child abuse or neglect; (2) to identify local and State issues related to preventable deaths, and
(3) to promote implementation of recommendations on the loca level. According to Oregon Statute
418.747, the local teams are required to review child fatalities where abuse or neglect may have
occurred a any time prior to the degth or may have been afactor in the degth, any category established
by the local team, dl fatalities in which the deceased was under 18 years of age and the medical
examiner performed an autopsy, and any specific cases recommended by the state team. Al
information and records acquired by the loca team are confidential and may only be disclosed as
necessary to carry out the purposes of the CFR process.

Thefind link in the CFR system in Oregon was created by the Legidature in 1995 with the formation of
the State Technicd Assstance Team (STAT), whose primary duties include: designing, implementing,
and maintaining an information management system for child fatdities; providing training assstance and
support for identified individuas on loca multidisciplinary teams in accurate deta collection and input;
compiling and andyzing data on child fatdities; usng data on child deaths to identify srategiesfor the
prevention of child fatalities and serving as aresource center to promote the use of the Strategies at the
locd leve; and, upon request, providing technica assstance and consultation servicesto locd
multidisciplinary teams (ORS 418.753:Appendix A). All data obtained by STAT are confidentia
except gatistical information and reports such as this may be provided (ORS 432.030).

The misson of the State Child Fatdity Review Team isto prevent childhood deeths by reviewing child
fatdity cases and identifying trends, educating the public on incidence and prevention, and developing
recommendations for public policy initiatives. The purposes of the team are:

° To review child fatality cases where child abuse is suspected, identify trends, make
recommendations, and take action involving statewide issues through the provison of data-
driven recommendeations for legidative and public policy initigives,

° To educate the public, including the media and legidature, about the incidence, causes, and
characteristics of child fatdlities, aswell asthe public’srole in preventing these deaths, and to
promote community-based prevention education;

° To provide recommendations to local Multidisciplinary Teams for the devel opment of
protocols. Recommendations address investigation, training, case selection, and fataity review
of dl child desthsincluding, but not limited to, child abuse and youth suicide cases,

° To provide direction and guidance to the State Technicad Assstance Team (STAT) on child
fatality review, established under ORS 418.753 (Appendix A).

All information and records acquired during the CFR are confidentid, but Satigtica information and
reports may be provided as long as the data or report do not identify individual cases (ORS 432.030).



Case Review Process

The review process investigates the socid and contextua circumstances surrounding a child’' s deeth as
ameans of identifying prevention srategies. The backbone of an effective review is an andyss of the
information from the deeth scene investigation. Loca teamsfill out a child fataity data form that
documents details about each case they review, then send the form to STAT for entry in the information
system.

STAT maintains case files on dl reviewable deaths. Cases for review are identified from vital atigtics
death certificates, state medica examiner reports, clippings from Oregon newspapers, and queriesto an
SCF/AFS database. This information is augmented with reports from traffic records and investigations
by law enforcement agencies and fire departments. STAT reviews dl recelved data forms for
completeness and accuracy prior to entering the information into the database.



‘ Il. Methodology I

Loca CFR team protocols define case selection criteriain each county. However, STAT
recommended that loca teamsreview al casesinvolving a medical examiner. ORS 146.090 (Appendix
A) dipulates that certain types of death require an investigation by the medica examiner. These include
any fatdity that results from unlawful use of controlled substance; is gpparently accidental, homicida, or
suicidd; isby adisease or agent arisng from employment; occurs while the deceased is not under the
care of aphysician immediately prior; or is related to a disease that might be a public hedth threet. By
including al childhood fatdities reviewed by amedicad examiner, the review process provides valuable
information for the development of data-driven programs to prevent unintentional injuries and violence-
related childhood desaths.

The data presented in this report are the product of cooperation by numerous agencies and individuas.
One hundred seventy-eight cases were reviewed at loca CFR team meetings. In an additiona effort,
STAT completed data forms on the 67 child fatality cases that were not reviewed by aloca team but
were attended by amedica examiner. These forms were completed through the use of existing data
sources, including the State Medica Examiners Office, locd and sate law enforcement agencies, Office
of Servicesto Children and Families, loca fire departments, and the Center for Hedlth Statitics. In
addition to the agency reports, some data were collected through persona communications with local
investigetors.

Another task of the review processisto determine if abuse or neglect contributed to the child’s death.
A follow-up process was developed to help ensure the completeness of thisinformation. The process
worked like this: local teams determined at the case review that nine desths were due to abuse and that
neglect was a contributing factor in 19 degths. In 67 cases, local teams did not review a degth or did
not make a determination on the abuse/neglect issue. STAT then convened a specid review session
with State Office of Servicesto Children and Families (SCF) representatives, concluding that two of
the cases were due to abuse and that neglect contributed to death in four cases. Procedurdly, the
SCFRT reviewed these cases and referred them back to the county teams to review again.

Daawere dso derived from preliminary degth certificate information on children whose degth occurred
in Oregon. Note, however, that the preliminary nature of thisinformation means that numbers will likely
change as detalls on the circumstances surrounding the deeths is accumulated. Furthermore, these
children could be residents of other states and so would not be included in Oregon’s annud vita
datisicsdata The data are presented here to give an overdl picture of how children are dying in
Oregon and should not be considered final. For information on resident child fatality see the Oregon
Vita Statigics Annua Report Volumell.

Appendix F includes data derived from degth certificates of Oregon resdents for individua counties.
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While thisinformation is of interest and vaue to those counties, it is usudly more advisable to use
dtatewide data to guide planning for prevention and policy-making. County-specific deta often involve

numbers too small for effective analyd's, while satewide data will show trends that are valuable to dl
counties.

Although it is more useful and gppropriate to caculate rates for policy and planning strategies, CFR
data concern not only Oregon residents but residents of other states who were injured and died in
Oregon. A deeth rateis caculated by dividing the number of resident deaths by the resident
population. Since the CFR processincludes out of state children who die in Oregon it would be
inappropriate to caculate a death rate.



‘ [I1. Fatalities Occurringin Oregon, 1997 I

eliminary deeth certificate data indicate that 533 children aged 0-17 died in Oregon in 1997.
gne in 13 of these deaths was intentionaly caused by child abuse, homicide, or suicide. Onein
four was unintentionally caused by neglect, unintentiona fireearm discharge, motor vehicle crash,
fire, drowning, poisoning, suffocetion, or fdl. In dl of these deaths, factors can be identified that put
children a risk of dying or sustaining critica injury. These types of death are the reason for, and focus
of, the Child Fatality Review (CFR) process. The 1997 CFR data base contains case-specific and
Stuation-specific information surrounding 245 children’ s degths that were attended by amedical
examiner. These represent 46% of the tota childhood fatdities that occurred in Oregon. In those
fatdities which involved amedica examiner but were not included in the deta base, most often the
incident that led to their desth occurred in another sate.

Age Digribution

More than haf of the children who died in Oregon in 1997 were under one year of age. The second
highest number of deaths occurred in the 15-17 year old age group. While most of the infant fatalities
were due to naturd causes, unintentiona injuries were the leading cause of degth in dl other age groups.
Table 1 shows the manner of death and the leading causes of desth by age group.

Table 1. Preliminary death certificate cause of death for
children aged 0-17, occurringin Oregon in 1997, N=533

0-1 (N=275) 1-4 (N=65) 5-9 (N=40) 10-14 (N=61) 15-17 (N=92)
Natural: Accident: Accident: Accident: Accident:
Perinatal Conditions | Unintentional Injury | Unintentional Injury | Unintentional Injury | Unintentional Injury
(105) (29) 19 (23) (49)
Congenital Natural: Natural: Suicide: (7) Suicide: (12)

Anomalies (69) Congenital Malignant Natural: Natural:
SIDS(35) Anomalies (5) Neoplasms (5) Malignant Malignant
Infectious Disease Malignant Infectious Diseases Neoplasms (7) Neoplasms (5)
(12) Neoplasms (5) 2 Congenital Diseases of the
Diseases of the Infectious Diseases Diseases of the Anomalies (4) Heart (3)
Heart (7) 3 Heart (2) Perinatal Conditions Congenital
Accident: Diseases of the Congenital (€] Anomalies (2)
Unintentional Injury Heart (3) Anomalies (1) Homicide: (6) Perinatal Conditions
8 Homicide: (5) Homicide: (3) All Other Causes: @)
Homicide: (2) All Other Causes: All Other Causes: (13) Homicide: (3)
All Other Causes: (15) (8) All Other Causes:
37) 17)

Source: Preliminary Death Certificate Data, children who died in Oregon, 1997
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The second leading cause of death in Oregonians aged 10-17 issuicide. Trend analysis (chi square,
p<.05) of 1990-1996 child fatdities shows an increasing trend in only one injurious degth category:
motor vehicle crash deathsin children aged 5-14. There were no increasing or decreasing trends in any
other injurious desth category, including suicide, homicide, 0-4 and 15-17 motor vehicle crash,
drowning, and fire.

Figures 2 and 3 compare the manner of childhood degth as recorded on degth certificatesin Oregonin
1997 versus the manner of degth for fatdities that met the criteriafor review. Although the mgority of
children aged 0-17 die as aresult of natura causes such as perinata conditions and congenita
anomalies, the cases that are reviewed are due to unintentiona injury, homicide, suicide and other
undetermined or unexplained causes.

Figure 2. Prdiminary degath certificate manner of death for children aged
0-17, Oregon, 1997, N=533

Homicide 19

Accident 131

Natural 346

Source: Preliminary 1997 death certificate data

These data concern children who died in Oregon in 1997. 1t does not include Oregon residents who
died in other states and does include non-residents who died in Oregon. For statistics on resident child
fatdity see Oregon Vitd Staistic Annua Report Volumell.
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Figure 3. Preliminary desth certificate manner of death
for children whose deaths were reviewed, N=245

Accident 127

her 1

Undetermined 17
Suicide 1

Pending 4
Homicide 18
Natura 59

Source: 1997 Oregon Child Fatality Review Data

Age digtribution of the reviewed cases demondrates the increasing risk of fatd unintentiond injury as
childhood progresses. While 52% of the totd fatdities were under one year of age, this group
accounted for only 29% of the cases reviewed. Correspondingly, while children 15-17 years of age
made up 17% of all fatdities, they were 30% of the reviewed cases. Table 2 shows these deaths by
percentage of the total by age group.

Table 2: Child deaths occurring in Oregon by review status and age group, 1997

AgeGroup Fatalities& % Fatalities Reviewed* & % of Total Fatalities
of Total % Total Reviewed Reviewed by Age Group
<1 275 (52%) 70 (29%) 25%
1-4 65 (12%) 37 (15%) 57%
59 40 (8%) 26 (11%) 65%
10-14 61 (11%) 39 (16%) 64%
15-17 92 (17%) 73 (30%) 7%
Total 533 245 46%0

Source: 1997 Oregon Child Fatality Review Data

*Meeting review criteria as described in ORS 418.747
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Gender

Maes died in greater numbers than females. This difference was more pronounced among the cases
reviewed than in the total number of childhood deaths. Overdl, 315 maes died compared to 218
femaes. In the 245 fataities reviewed, 160 males died compared to 85 femaes. Femaesdied in
numbers equa or nearly equa to males from suicide, unexplained infant desth, suffocation and
gtrangulation, shaken baby syndrome, and poisoning. Maes died in greater numbers from motor vehicle
crashes, fdls, firearm shootings, drowning, and fires. The child abuse and neglect deeths as a group
included equa numbers of femaes and maes.

Race and Ethnicity

Compared to dl children who died in Oregon in 1997, white children were underrepresented in the
case review data base. Although whites make up 92% of Oregonians 0-17, they were the most
underrepresented racid/ethnic group in the mortdity data, with 89% of the total child deaths and 82%
of the reviewed cases!

African Americans were overrepresented, making up 2.4% of the population but 5% of the total desths
that occurred and 8% of the reviewed deaths.* Thisis a consstent finding across dl categories of desth;
in fact, infant mortality in Oregon’s African American children is three times that of white children. The
fact that African American children are overrepresented in these data setsis not unique, but isa
consigtent finding both nationdly and in Oregon.? Overdl, Asian children were dightly
underrepresented making up 3.5 % of the population, 2.6% the deaths that occurred, and 3.3% of the
reviewed cases. American Indian children represent 1.8% of the Oregon population, 2.3% of degths
that occurred, and 2.1% of the reviewed cases.!

Oregonians of Higpanic background make up 8.6% of the state' s child population. The 60 Hispanic
children who died in Oregon in 1997 represented 11% of the child fatdities. Sixteen Higpanic degths
(6.6%0) wereincluded in the fatdity review cases. It isimportant to note that thisis not a mutually
exclusve category; that is, a child who isamember of acultura Hispanic population is dso counted in
aracid category.
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‘ V. Case Review Findings I

ircumstances surrounding the deaths of the 245 children reviewed in 1997 are presented in

aggregate form here and are further examined under the specific category of desth. This

additiona information was accumulated and documented by individuas from various agencies
and organizations for the purpose of developing prevention strategies. These dataiinclude both
residents and non residents who were injured and died in Oregon.

Disability

Twenty of the fatdities reviewed (8.2%) occurred in children who were identified by locd teamsto be
disabled in some way. It is estimated that 2.8% of Oregon children are disabled.® These numbers
indicate that a disproportionate number of disabled children were represented. Two physically disabled
children died a home when parents |eft them aone. These children were unable to cal for assstance
and died of causes related to their disability that could have been treated if they had accessto
assistance.

Medical Neglect

Two children died when medica conditions were not treated by a physician. In one case the failure to
seek medicd trestment was due to religious bdliefs; in the other it was afailure on the part of the
parents to recognize serious iliness. The state CFR team recommended elimination of the affirmative
defense to murder for treatment by spiritud or reigious meansin ORS 163.115.

Supervision

Adequate supervison of children aged 0-9 is the most critica factor in protecting them from deeth due
to drowning, motor vehicle and bicycle or pedestrian event, suffocation and strangulation, poisoning,
fdl, unintentiona firearm shooting, and fire. Lack of supervison in children under age 10 is a component
of neglect by caretakers. It isaClass A Misdemeanor in Oregon for any person having custody of a
child under 10 to leave that child unattended in or at any place for such aperiod of time as may likely
endanger the hedlth or welfare of such child (see Appendix A, Oregon Revised Statute 163.545).
During 1997, 133 children under 10 years of age were reviewed. 1n 36 cases the children were not
adequatdly supervised at the time of death. They were ether |eft lone, were somewhere nearby not
being watched, or had an impaired or ingppropriate caretaker. Table 3 shows the frequency of fatdity
in selected causes of death and the supervision reported at the time of death for children aged 0-9.

In children under one year of age, parenta impairment by acohol and or other drugswasindicated asa
contributing factor in two deaths. In children 1-4 years of age, complete lack of parental supervisonin
one case and parental impairment by alcohol and/or other drugs in two cases were identified as
potentia factorsincreasing the risk of fatdity. In children 5-9, lack of supervision was identified in four
cases and impairment in caretakers was identified in two cases.
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Overdl, in cases with these selected causes of degth, five children died in the presence of parents who
were impaired, and five children died totally unsupervised.

Table 3: Casereview findings. Supervision by type of death, children 0-9

Age Type Caretaker | Caretaker | Caretaker Not Unknown Total
of Death Present Present, inVicinity | Supervised
Impaired

<1 Shaken/battering 1 1
Motor Vehicle 1 1 2
Drowning 1 1
Suff/strangulation 1 2 12
Natural 4 1 8
Undetermined 1
Sub Total 15 1 8 0 1 25

1-4 Shaken/battering 2
Motor Vehicle 1 4 1 14
Fire 1 4
Drowning 1 4 5
Fal 1 1
Poisoning 1 1
Firearm 1 1
Suff/strangulation 1 1 2
Natural 5 2 7
Sub Tatal 21 2 13 1 37

59 Motor Vehicle 8 2 10
Fire 2
Drowning 2 5
Fdl 1 1
Poisoning 2 1 3
Firearm 1 1
Natural 1 2 1 4
Sub Total 15 5 26
Total 51 26 1 88

Source: 1997 Child Fatality Review Data

Among the children under one year of age, a caretaker was present in 15 cases at the time the incident
or death occurred. In children aged 1-4, caretakers were present in 21 cases at the time of the incident
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or death, and in children 5-9 years of age, caretakers were present in 15 of the cases at the time of the
incident or death. Lack of direct, unimpaired supervison was a sgnificant factor in eéight drownings, one
unintentiona firearm shooting, one poisoning, and four suffocation/srangulationsin children 0-9 years of

age.

Family History of Contact with the Office of Servicesto Children and Families (SCF)

In 93 of the 245 reviewed cases there had been contact at some time between the State Office of
Services to Children and Families and the families of the victims. The extent of this contact varied from
asgngle referra to an open case with the family at the time of death. In 37 fatdities there was an SCF
assessment due to the fatdity.

Family History of Contact with the Adult and Family Services Divison (AFS)

In 91 of the reviewed cases there had been contact between AFS and the families. The extent of this
contact was unknown but can be considered an indication of lower income since AFS isthe provider of
multiple forms of financid assstance for families, including food stamps, welfare, and child care
assigtance.

Family Higtory with both SCF and AFS

In 56 of the reviewed cases there is documentation of family contact with both AFS and SCF.
Although there was little detail about the contact with the families, these agencies represent an existing
channel for prevention efforts. Future data collection will result in more detailed information regarding
family socid context and the support services utilized by the families and children.

Place of Death

Children whose deaths were reviewed for this report died or were pronounced dead most frequently at
a hedth care facility, followed by the child’s home, on the road, a another residence, in abody of
water, in afoster home, or a achild care facility. Most frequent causes of death in a hedlth care facility
were motor vehicle crashes and other natural causes. Most frequent causes in aresidence were sudden
unexpected infant deeth, firearm shootings, and suffocation and strangulation.

Death Scene I nvestigations

Degth scene investigations were conducted in 198 of the reviewed fataities. No investigation was
carried out in 34 cases, and the existence of an investigation was unknown in 12 cases. In 34 casesthat
involved amedica examiner but no desth scene investigation, the medical examiner may not have
visited the death scene since the victim was transported to a hedth care facility.

Abuse and Neglect Deter minations

Among the fatalities reviewed there were 34 cases in which abuse and neglect were determined to be
factors contributing to or causing the death of children. The number of abuse and neglect fatdities has
remained roughly stable since 1994. (Figure 4)
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Figure4. Abuse and neglect fatalites in Oregon
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Source: State Office of Servicesto Children and Families and Child Fatality Review Data

Eleven of the reviewed cases occurred due to abuse. In 23 cases, neglect was determined to be a
contributing factor in the death of children. Nine of the abuse desths and 11 of the neglect deaths
occurred in children under age 5. Neglect contributed to the following types of death: fire, poisoning,
firearm shooting, exposure to the el ements, motor vehicle crash, failure to obtain medical care,
drowning, and a boating incident. Abuse was a factor in child battering, firearm shooting, poisoning,
suffocation, and shaken baby syndrome.

Criminal Investigations and Judicial Outcomes

Crimind investigations were completed in 81 of the cases reviewed, with arrests made in 25 cases. The
charges ranged from crimindly negligent homicide to aggravated murder. Although an individua may
have been arrested in rlation to the fatdity at the time of the review, the find outcome of the case often
was not decided at the time of review.

Perpetrators

A perpetrator by definition is*“one who commits or is responsble’ for the fatality. Thereisno
aurvelllance sysem in place to track the legd outcomes of individuasinvolved in child fatdity crimes.
The information presented here was gathered during follow-up through contacts and cooperation from
law enforcement agencies and loca didrict attorneys. A perpetrator was identified in 29 of the cases
reviewed. Perpetrators were identified in deeths from motor vehicle crashes, firearm shootings, child
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abuse, poisoning, and suffocation. While there were no gender differences among the victims, 26 of the
perpetrators were male. Twenty one of the victims knew their perpetrators (Figure 5).

Figure5.  Perpetrator relationship to victim for
children whose deaths were reviewed, N=29

Deaths
10

mother step father sibling acquaintance
father mother's boyfriend stranger unknown

Source: 1997 Oregon Child Fatality Review Data
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Perpetrator-caused injury was known to be acohol-and/or drug-related in seven of the 29 cases.
Twenty-two of these cases were reviewed by the local teams. Eight were determined to be abuse
related, seven neglect related. Five cases were the result of a murder/suicide and had no follow-up in
terms of prosecution. The review process identified a dysfunctiona family higtory in 11 of the victims.
(Figure 6)

Figure 6. Socid/familia factors of children
who were crime victims, N=29

domestic violence 6

multiple 2 20.7%
6.9%

mental health 1

3.4%
drug acohol abuse 2
6.9%

unknown 18
62.1%

Source: 1997 Oregon Child Fatality Review Data



In four cases the perpetrator was arrested but then the case was dropped. Since many aleged
perpetrators had multiple charges, only the most severe charge was recorded for this report. There
were five cases of criminaly negligent homicide, nine charges of mandaughter, three of murder, and
three of aggravated murder. Convictions included six criminaly negligent homicides, five mandaughters,
three murders, and four pending trid. As of June 1998, 10 cases resulted in reduced convictions, Sx
perpetrators were convicted as charged and four aleged offenders were awaiting ajudicid outcome

(Figure 7).

Figure 7. Judical outcomes of crimes against children
for children whose deaths were reviewed, N=29*

Indictments Judicia Outcomes
N=24 N=20

Crim Neg Hom 5 Crim Neg Hom 6
20.8% 286%

Murder 3
Murder 3
125% 14.3%
Unlawful Wespon 1
48%

Manslaughter 9

Agg Murder 1
37.5% >

4.8%

AggMurder 3

1550 Dropped 1

Manslaughter 5 48%

23.8%

None 4
16.7%

Source: 1997 Oregon Child Fatality Review Data
* five cases of murder/suicide were not prosecuted
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‘ V. Case Review Findings by Cause I

kkkk*%k

sudden unexpected infant deeth, and death due to violence. The data report includes every

degth to children in Oregon due to vehicle crash, drowning, suffocation and strangulation, fire,
fdl, poisoning, SIDS, firearm incidents, suicide, child battering, and shaken baby syndrome. The totd
number of deaths discussed in these sections include 217 of the 245 cases reviewed by locd teams.

T he remainder of this report addresses three major categories of fatdity: unintentiond injury,

The remaining 28 cases that are not discussed include 27 natura causes and one undetermined degth,

al of which were not anticipated or atended by a physician. Four of the 28 deaths due to natura
causes were discussed in the preceding section: two medica neglect cases and two cases of deathin

children with disabilities
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UNINTENTIONAL INJURY, N=130

Vehicle Crash
Fatalities

reviewed: 76 children died in vehicle crashes and pedacycle
events with motor vehicles. These included 71 motor vehicle
N=76 related fatalities in which the incident occurred in Oregon, three children
who died as aresult of two plane crashes, one train related incident, and
one farm equipment fatality.

These cases represent the largest category of childhood death

Fifty-three of the victims were mae; half were 15-17 years of age. The remaining deaths were evenly
distributed among age groups: 1-4 (14 degaths), 5-9 (10 deaths), and 10-14 (12 deaths). Only two
deaths occurred among children under 1 year of age (Figure 8).

Figure 8. Motor vehicle fatalities by age group for
children whose deaths were reviewed, N=76

5-9years 10
13.2%

1-4 years 14

18.4%

10-14 years 12
15.8%

<lyear 2
2.6%

15-17 years 38
50.0%

Source: 1997 Oregon Child Fatality Review Data
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American Indian children were diproportionately represented compared to their percentage of
Oregon’s overdl population. The digribution of fatdities by raceisillugtrated in Figure 9.

Figure 9. Moator vehicle fatalities by race for
children whose deaths were reviewed, N=76

White
African American 2
American Indian 5
Asian 3
Unknown 2
0 10 20 30 40 50 60 70 80

Deaths

Source: 1997 Oregon Child Fatality Review Data

Vehiclesinvolved in these desths included cars, trucks, bicycles, sport utility vehicles, airplanes, atrain,
afarm vehicle, amotorcycle, and aded. Sixty-two of the incidents occurred on the road, others
occurred in driveways, a& work, or off the road. Forty-four of the children died at the scene of the
incident, while 32 died in a hedth care facility after transport.

An acohol test was completed in 47 of the fatal crashes. One child passenger was found to be
impaired, 11 drivers of the vehicle in which the child was killed were impaired, and five drivers of
another car involved in the crash were impaired. Drug tests were done in haf of the fatdl crashes; four
of those tests were postive.

Desth scene investigations were conducted in 70 cases. Only deeths involving firearms had a higher
percentage of documented deeth scene investigation. Crimina investigations were carried out in 27 of
the fatal crashes, with arrests made in 11 cases.

There were 53 motor vehicle occupant, 13 pedestrian, and nine pedalcyclist fatdities. (The dedding

related fatdity is not included in this breskdown) A comparison of position of child by age group is
presented in Figure 10.
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Figure 10. Position of child by age group for
children whose deaths were reviewed, N=76
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Source: 1997 Oregon Child Fatality Review Data

Occupant

Children were either driving or passengersin 53 of the 76 fatdities. In crashes where restraints should
have been in use, they were not used in 25 of the deaths and used incorrectly in seven. Acrossdl age
groups, lack of an appropriate restraint was afactor in 32 fatalities. Thiswas highest in the 1-4 age
group, followed by children aged 5-14 and then children aged 15-17. An dcohol test was conducted in
35 crashes. The driver was impaired in nine cases, and the other driver wasimpaired in five cases. Of
Sx risk factors measured— mpairment, poor weather, speeding, recklessness, driver error, and
mechanica failure-driver error accounted for 35 of the fatdities.

Pedestrian
The thirteen pedestrian fatalities occurred across dl age groups, with the highest occurrence in those
aged 1-4. Eight involved atruck or sport utility vehicle. One incident was related to acohol.

Pedalcyclist

There were nine fatd crashes involving pedalcyclists, three in each age group: 5-9, 10-14, and 15-17.
Eight of the victims were mae. Three were not wearing a he met, and hdmet use was not known in two
cases. Helmet use decreased as age of the victim increased.
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Other documented factors that contributed to vehicle related fatdities included driver error (40 cases),
speeding (18 cases), impairment (16 cases), recklessness (13 cases), poor weather (eight cases), and
mechanica failure (four cases). (Figure 11). The driver at fault was an unlicensed driver in eight of the

fatal crashes.

Figure11. Factors identified in motor vehicle fatalities
for children whose deaths were reviewed, N=76 *

Poor weather 8

recklessness 13

driver error 40

mechanical failure . 4

speeding 19

incorrect restraint 32

0 10 20 30 40 50
Deaths

Source: 1997 Oregon Child Fatality Review Data
* more than one factor can be involved in the fatality

In 12 cases, the review process noted areas where poor judgement was a factor. In five cases, the
review process found negligence on the part of the parent or caretaker.

Factorsidentified in motor vehicle crash fatalities

Occupant

° Lack of/inappropriate use of restraints 32 cases
° Driver error 40 cases

° Excessive speed 18 cases

° Impairment 14 cases

Pedestrian

° Lack of appropriate supervison with young children in traffic 5 cases

° Height of sport utility vehicles and large trucks with minima mirror capacity create blind spots
close to the ground 4 cases
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Pedalcyclist

° Failureto use hdmet 3 cases

Examples of current safety initiativesinclude the following:

° Safety bt law: al occupants must wear seet belts, drivers responsible for children under age
gxteen buckling up, children under 4 years of age and weighing less than 40 Ibs. must be
secured in achild safety seat

° Provisond licenaing for teens. revoking license until age 18 if found drinking and driving or

reckless and driving

Child safety seat voucher programs

Zero tolerance law: license suspension of arrested drivers under 21 for any alcohol use

Bike hedmet law: dl bicydigts under age 16 must wear ahelmet whileriding abicycle

Driving under the influence of acohal illegd: .08 blood acohol content limit

County and State Team Recommendationsto Prevent Vehicle Crash
Fatalities

For public policymakers:

° Fund law enforcement agencies at levels that alow more vigorous enforcement of laws
governing driving under the influence, seat belt use, bike helmet use and traffic sefety.

° Enact legidation requiring parabolic mirrors on large trucks and recreationd vehicles.

° Enact graduated drivers licenang legidation imposing restrictions for new drivers under age 18.

For Oregonians:

° Encourage al drivers and passengers to use gppropriate restraints and seeting positions:
children under age 12 should remain in appropriate restraints in the rear seat and should never
be sested with an airbag.

Infants under 1 year or 20lbsto remain in rear-facing child safety seats.

Fix mirrors on sport utility vehicles and trucks to provide adequate ground leve vighility.
Supervise children around treffic.

Encourage dl bicycligs to wear hdmets.

*kkk*k*
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Drowning
Fatalities

total of 24 children drowned in Oregon in 1997. In 1996, the Oregon
A drowning fatality rate in children aged 0-17 was 2.2 per 100,000.
N=24 Seventeen males and seven females died in drowning incidents. Fatdities were
evenly ditributed among the age groups (except for the single death that
occurred in a child under one year of age), with five deathsin the 1-4 and 5-9
age groups, sx deathsin the 10-14 age group, and seven deaths in the 15-17

age group.

The mgority of childhood drownings occurred in Oregon’ s rivers. Thiswas the case in every age group
except for children under 1 year of age. Table 4 provides the frequencies of death by age group and
type of water.

Table 4. Place of Drowning by Age Group, N=24

<1 1-4 5-9 10-14 15-17 Total

Lake 1 1 2
River 2 3 4 5 14
Ocean 1

Bathtub 1

Swimming Pool 2 1 1

Other 1 1 2
Total 1 5 5 6 7 24

Source: 1997 Oregon Child Fatality Review Data

Loca teams indicated that lack of gppropriate supervision was afactor in 10 cases. Alcohol was
involved in one death. In the two boating deaths neither child wore a persond flotation device (PFD).
Nine of the 13 children over 10 years of age were known to be able to swim. Eight of the victims under
age 10 did not know how to swim. In each of the five drowning casesin resdentia swimming pools
and hot tubs, there was no four sided, gated fence closing off the pool from the home. Children were
able to access the pooal in each of these cases by walking out the back door while a caretaker was
distracted. Loca teams determined that negligence contributed to the fatality in four of the deaths. In six
deaths lack of good judgement on the part of the caretaker/parent was identified as a contributing
factor.

Factorsidentified in drowning fatalities

° Swimming in cold water with strong currents without a persond floatation device 9 cases
° Lack of gppropriate supervison with young children in or around water 8 cases

° Failure of non-swimmersto wear persond floatation devices when swimming 6 cases
o Lack of four sded fencing with sdf-locking/latching gatesin homes with pools 3 cases
° Failure to wear persond flotation devices when boating 2 cases
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Examples of safety initiatives currently include the following:

Signs posted in swimming areas warning of current

1997 lifejacket law: children 12 and under required to wear life jacket while boating in
Oregon

Operation Coast: Ocean safety wave log roll prevention project

Four sded fencing requirement around residentid swimming pools

County and State Team Recommendationsto Prevent Drowning Fatalities

For public policymakers:

Fund law enforcement agencies at levels that will enable them to enforce driving under the
influence laws, persond flotation device use in children in boats, and other safety rules.

For Oregonians:

Supervise children very closely around water in the tub, on alake, in apool or on ariver.
Educate parents on the deadly nature of the cold and heavy currentsin Oregon’srivers and
teach children to respect the rivers and waterways.

Educate parents to require children to wear PFDs when boating and when non-svimmers are
svimming.

Place 4-sded fencing with gate darms around al pools and spas.

*kKkkk
. . . en suffocations were unintentiond overlays of
Unintentional Suffocation S nfants. There were four unintentiona salf-hangings,

_& - hreein the 0-4 age group, onein a car Sedt,
Strangulation Fatalities another by amini blind cord, and the third due to bunk
N=12 bed design. The fourth was one case of unintentional

autoerotic asphyxiation in the 10-14 age group. There
was one incident of an unintentiond death where an

unaitended, active infant rolled onto a plagtic bag.

Factorsidentified in unintentional suffocation/strangulation fatalities
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Examples of current safety initiativesinclude the following:
° Consumer product safety derts on mini blinds, cribs, and plastic bags

County and State Team Recommendations to Prevent Suffocation &
Strangulation Fatalities

For public policymakers:
° Incorporate information on hazards into child resource information for pediatricians, Servicesto
Children and Families, foster parents, Head Start, and other service providers.

For Oregonians:
° Educate parents on the dangers of mini blinds, plastic bags, bunk beds and cribs with dats more

than 4 inches apart.
* Kk k Kk

Fire
Fatalities

fire fatality rate for children aged 0-17 was 1.6 per 100,000. Seven of
the victims were male and three were female. There were three sbling
N=10 groups that died in three of the fires. Figure 12 illugtrates the age ditribution of
the fire deaths.

These data represent 10 degthsin seven fire events. The Oregon 1996

Figure 12. Firefatalities by age group for
children whose deaths were reviewed, N=10

1-4 years 4

2

5-9years

10-14 years

15-17 years 1

Deaths
Source: 1997 Oregon Child Fataity Review Data
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Smoke detectors were not present in two fire events that claimed three children. Smoke detectors were
not working in three fire events that clamed the lives of four children. The source of the fire was a child
playing with alighter or matches in three of the seven events. Other sources were lint in a clothes dryer,
acandle, and agas explosion. The victim wasin bed in Sx cases and close to an exit in four cases. In
al cases acaretaker was present or in the immediate vicinity. Eight of the 10 fatal cases were known to
SCF and to AFS. Loca teams determined parent/caretaker negligence as a factor contributing to four
of the deaths. In three cases lack of good judgement on the part of parents/caretakers was a factor
involved in the incident.

Factorsidentified in fire fatalities

° Falure to ingtdl/maintain smoke detectorsin working order 7 cases
° Leaving matches and lighters within reach of children 4 cases

° Fire starters known in home with access to matches and lighters 3 cases

° Failure to keep clothes dryersfree of lint 2 cases

° Leaving candles unattended 1 case

Examplesof current safety initiativesinclude the following:

° 1998 Smoke detector law: dl retail sdes of smoke detectors must have 10 year batteriesand a

hush feature lagting less than 15 minutes
° Fire department smoke detector distribution

County and State Team Recommendationsto Prevent Fire Fatalities

For public policymakers:

° Make smoke detectors and replacement batteries available at no cost to low income renters
and home owners.
° Provide intervention, trestment, and monitoring of known fire sarters.

For Oregonians:

° Ingtal and maintain smoke detectors on every floor of the home, including the attic and
basement.

° Store lighters and matches out of reach of children.
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was one death each in age groups 1-4 and 5-9, and two in the 15-17
Fall age group. One child under age 10 was unsupervised when heféell to
Fatalities his desth. The caretaker of the other child under 10 was in the vicinity. Onefall
N=4 was from a stairway and the other three were on steep outdoor terrain. It was
determined that there was no foul play in any of the fals. The 1996 fal fatdity
rate for Oregon children 0-17 years of age was 0.4 per 100,000.

n tota of four children died from fdlsin 1997, dl of them maes. There

Factorsidentified in fall fatalities
° Failure to exercise caution on steep terrain 3 cases
° Failure to supervise young children on sairs 1 case

Examples of current safety initiatives include the following:
° Signswarning climbers and hikers of perils
° Dismantling old fire escapes

County and State Team Recommendationsto Prevent Fall Fatalities

For public policymakers:
° Enforce building code rules on publicly used stairways.

For Oregonians:

° Provide appropriate supervison for young children on stairways.
° Ensure that children who like to hike and climb receive appropriate training and set limitson
their dimbing and hiking attempts
* %k k Kk

Poisoning nintentional carbon monoxide poisoning, prescription medication, and
Fatalities acute ethanolism. In one degth, neglect was determined to be a
N=4 contributing factor.

Unintentional Four children died from unintentional poisoning in 1997. Causesindude
u
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Factorsinvolved in poisoning fatalities
° Failure to ensure gppropriate ventilation when using propane fud 1 case
° Binge drinking to overdose and degath 2 cases

Examples of current safety initiatives include the following:
° Public awareness campaign on locking away household chemicads. Mr. Yuk
° Poison control hot line

County and Local Team Recommendations to Prevent Poisoning Fatalities

For Oregonians:
° Educate parents on the risks of using aternative heat sources.
° Educate parents on the toxicology of acohal.

*kkkk*%k

UNEXPECTED & UNEXPLAINED INFANT DEATH, N=45

his type/cause of death includes not only sudden infant desth syndrome (SIDS) but aso other

causes of death that are unexplained and occur during the first year of life. In 1997, 45 children

under 1 year of age died due to sudden unexplained causes. These represent 35 SIDS cases
and 10 unexplained deaths. Although the preliminary nature of data on these unexplained cases makes
the find coding unclear a thistime (some of them may ultimately be included in the SIDS group), they
are included herein an effort to group them for study and discussion. The diagnoss of SIDSisan
exclusonary diagnosis that is made after an autopsy, a death scene investigation, and a complete
medica higtory.®

In 1996, Oregon and other statesin the Northwest had SIDS desth rates much higher that the national

rate-1.2 per 1,000 in Oregon versus 0.7 per 1,000 nationally. In fact, Oregon has the second highest
SIDSrate in the country.?
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Age at death in Oregon’s cases ranged from days to 8 months. The peak incidence occurred at 3

months of age ( Figure 13).

Deaths

10

Figure 13. Unexpected and unexplained infant fatalities by
age for children whose deaths were reviewed, N=45

<01 1 2 3 4 5 6 7 8
Agein Months

Source: 1997 Oregon Child Fatality Review Data
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The gender distribution was nearly equal with 24 maes and 21 females. Asin other Sates, African
American infants were disproportionately represented in this category of death with 5 cases. The
digribution by raceisillustrated in Figure 14.

Figure 14. Unexpected and unexplained infant fatalities by race for
children whose deaths were reviewed, N=45

White 38
84.4%

Unknown 1
2.2%

African American 5
11.1%

American Indian 1
2.2%

Source: 1997 Oregon Child Fatality Review Data



A desth scene investigation was conducted in 30 of the reviewed cases; no investigation was conducted
in eight. The occurrence of an investigation could not be determined in the remaining seven cases. In 42
cases an autopsy was performed; in three casesit could not be determined if an autopsy was
performed. These steps are essentia to making adiagnosis of SIDS. In eight of the casesa crimind
investigation was conducted. It is unknown whether any arrests were made.

The nature of SIDS makesit difficult to describe, in that it is the unexplained and unexpected deeth of a
previoudy hedthy, well-developing infant. It is the third leading cause of death for children under 1
year, behind both perinatal conditions and congenitd anomadies, and is the leading cause of infant deeth
in the reviewed population. In an atempt to identify some commondities in these deaths and to target
drategies for prevention, data were gathered relating to deep position, parenta behavior, and other
underlying conditions.

Nine cases had an SCF assessment due to the death while 18 victims had an SCF history prior to the
degth. Eighteen had a history with AFS and 11 had a history with both agencies.

Since 1994, anationd campaign targeted at reducing the incidence of SIDS called “Back to Seep”
gppears to be having an impact, as the rates have been declining. This campaign promotes putting
hedlthy infants on their back to deep. Nevertheless, in 18 of the review cases, the child was
discovered face down on hisor her somach, in 10 on aside, and in 10 on the back. Since the child
could have rolled over, the regular deep position of the child was requested. This question was
unanswered in 26 of the cases, however.

The materna age distribution was comparable to the latest vitd Satistics dataon live birthsin Oregon.
However, 22% of the cases were low birth weight compared to 5% of Oregon live births. This could
be an indication that prematurity and low birth weight were an underlying factor in these deaths.

Maternal smoking during pregnancy occurred in 53% of the unexpected infant deaths compared to the
overal 19% of mothersin Oregon who used tobacco during pregnancy (1991-1995). Nationaly during
this same period, 13% of mothers smoked.? Since information on materna smoking was obtained from
birth certificates and prenatal care charts, this number is an underestimate of the true rate of occurrence.
A 1994 Oregon Hedth Divison study indicated that 7.1% of mothers interviewed who were reported
as not smoking on the birth certificate had smoked during pregnancy.® These data support research
findings that maternal smoking increasestherisk for SIDS.

Therole of codeegping in unexplained infant deeth was a question raised by a number of the local teams.
Among these 45 children, more than half were degping done. Of the cases where the infant was
deeping with another person, five were on the couch and 10 were in the parents bed. For this report,
in those cases where positiona asphyxia or overlay were stated anywhere on the death certificate, it
was recorded as a suffocation (see pg 26) and not a case of unexpected infant death. Since the
prevaence of degping with infants in the genera population is unknown, it isimpossible to draw any
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conclusions about codeegping and its relation to an unexplained infant desth. The American Academy of
Pediatrics position statement, “Does Bed Sharing Affect the Risk of SIDS?*8 isincluded in Appendix C
as guidance for teams.

Factorsidentified in unexpected & unexplained infant fatalities
° Maternal smoking during pregnancy 24 cases

° Slegp postion 18 victims found on somach

° Birth weight 10 cases weighed less than 2500 grams at birth

Examples of current safety initiativesinclude the following:
° Back to Slegp campaigns
° Smoking cessation programs

County and State Team Recommendationsto Prevent
Unexpected & Unexplained Infant Death

For public policymakers:

° Implement training for law enforcement agencies on the use of stlandard scene investigation
protocols in infant deaths.
° Create standards of care for new parents that include education on SIDS prevention, the risks

of smoking, deeping position, and proper bedding.

For Oregonians:
° Teach new parents to put hedlthy infants on their back to deep.
° Encourage pregnant parents and family members who smoke to stop smoking.

*kkk*k*

DEATH DUE TO VIOLENCE, N=42

Violence is defined as the use of physicd force with the intent to inflict injury or deeth upon onesdf or
another. Violence may beinflicted by the victims on themsdlves in the case of suicide and by
perpetrators on victims. For the purposes of discussing firearm related degth as a group, unintentional
firearm shootings are included in the violence section. Violent deaths in this category occurred in dl age
groups. Twenty six children were killed by firearms, 9x children died as aresult of sdf hanging, three
children were intentionally suffocated, three were battered by a caretaker, and four died as aresult of
intentiona poisoning.
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Firearm
Fatalities

unintentiona deaths, 13 were suicides, and 5 were homicides (Figure
15). Oregon’'s 1996 firearm fatdity rate among resident children aged
N=26 0-17 was 2.3 per 100,000.

Q tota of 26 children were killed by firearmsin 1997. Of those, 8 were

An Oregon study of firearm storage reported that 6.2% of households with
children had firearms that were loaded and unlocked.” The data on firearm injury fatdity are divided
into three separate categories: unintentional, homicide, and suicide.

Figure 15. Firearm fatalities by intent for children
whose deaths were reviewed, N=26

Unintentional 8
30.8%

Suicide 13
50.0%

Homicide 5
19.2%

Source: 1997 Oregon Child Fatality Review Data



Due to the interdisciplinary gpproach of the CFR process, the data presented in this section may not
agree with degth certificate data. There are some cases where the manner of desth waslisted asa
homicide on the death certificate Snce by definition a person killing ancther person isahomicide. This
definition, however, may not take into account intent. The additiona information gathered from the CFR
process alows for a more thorough reconstruction of the circumstances surrounding the desth and
presents a more accurate picture of intent. In some Stuations the circumstances remain unclear and the
actua manner of desth remains undetermined. However, dl childhood fatdities that were inflicted with a
firearm fdl under the criteriafor review and are part of this data set.

Unintentional Firearm Fatalities N=8

There were eight unintentiond firearm injury fadities in 1997. The mgority of the victims were 10-14
years of age with one case each in the 5-9 and 15-17 age groups. Seven were mae and al were white.
In five of the eight cases there was no supervision. The perpetrators ranged from 11 to 17 years of age.
In dl cases there was a death scene investigation, in seven there was acrimind investigation, and in five
cases an arest was made. Four of these desths were with a handgun and four with arifle/shotgun.
None of the firearms were stored in alocked location, none had atrigger lock, and in only one case
was the firearm stored separatdly from the ammunition. In al but one of these incidents kids were
playing with guns. Sudiesindicate that safe storage laws gppear to prevent unintentiond shooting
deaths among children under 15.2

Half of these cases were reviewed at the local level and two were referred to the State CFR Team. In
sx of these cases review teamsidentified alack of gppropriate safety precautions by parents or
caregivers. For example, children were left unsupervised with the knowledge of and accessto aloaded
gun. One case thet the review team determined to be neglect involved an intoxicated caretaker playing
Russan roulette with the victim.

Firearm Suicide N=13 (additiona factors enumerated in the suicide section)

There were 13 suicides by firearm. Three victims were 14 years of age, nine were 15-17. There were
twice as many males as femaes. Only one of these deaths was witnessed. In two cases the firearm was
dtored in alocked location. In four cases the victim was under the influence of acohol and/or other
drugs. Alcohal and/or other drugs were afactor only in the fatdities among 15-17 year olds. Eleven of
the incidents involved a handgun, one other arifle. Nine of these desths occurred at home. In dl casesa
degth scene investigation was conducted, and in five cases a crimind investigation occurred. All cases
were reviewed by the local team, three were referred to the SCFRT for review. For an elaboration on
the risk factors associated with suicide, refer to the following section of this report.

Firearm Homicide N=5

Oregon’'s 1996 homicide fatality rate among resident children aged 0-17 was 0.4 per 100,000. In
1997, there were five firearm homicides, one each in the 1-4 and 10-14 age groups-both the result of
parental homicide/suicide. There were three firearm homicides in the 15-17 age group, two of them
drive-by shootings. The perpetrators ranged in age from 17 to 43. Alcohol and/or other drugs were
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known to be afactor in four of the five fatalities. No gender differences were observed. All of the 15-
17 year old victims were African American. In al cases a death scene and crimind investigation
followed, and two arrests were made. All but one of the cases was reviewed by the loca team; two
cases were referred to the state team for review.

Factorsidentified in firearm fatalities
° Access to/lack of safe storage of firearms 19 cases
° Alcohol and/or other drug use 10 cases

Examples of current safety initiativesinclude the following:
° Oregon Ceasefire gun buy-back program
° Oregon Safe Handgun Storage Codlition

County and State Team Recommendationsto Prevent Firearm Fatalities

For public policymakers:
° Enact legidation to increasse safe storage of firearms.

For Oregonians:

° Firearm owners keep firearms in a safely locked location separate from ammunition.

° Ensure that al adults who interact with children should be able to recognize the signs that
children are depressed.

*kkkk*%k

Suicide
Fatalities

ditiond information was collected and is enumerated upon here. These
20 casesinclude the 13 suicide by firearm that were previoudy
N=20 mentioned.

pthe twenty children who committed suicide in Oregon in 1997,

Suicideisthe second leading cause of deeth among Oregonians aged 10-17 and
has shown afive-fold increase over the last 35 years® Data from the 1997 Oregon Y outh Risk
Behavior Survey suggest that about 35,000 youth in Oregon considered suicide, 13,000 attempted it,
and 2,000-3,000 were treated for attemptsin 1996.
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Six youths in the 10-14 age group and 14 youths in the 15-17 age group committed suicide. Between
1992 and 1994 maes were four times more likely to commit suicide than femaes’® In 1997 there were
eight femae and 12 male suicides in Oregon (Figure 16).

Figure 16 Y outh suicides by gender for children
whose deaths were reviewed N=20

Male 12

Femde 8
40.0%

Source: 1997 Oregon Child Fatality Review Data
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The 1997 case review data showed that suicide methods often varied according to age group and

gender. Males used firearms twice as often as females, and females used strangulation twice as often as

males. Figure 17 illustrates the methods used by maes and femaes by age group.

Figure 17. Suicide method by gender and age for
children whose deaths were reviewed, N=20

10-14 Males |0

10-14 Females | 0

15-17 Males - 1

15-17 Females |0 W Poisoning
_______,___J 3 taFirearm
0 2 4 6 8 10
Deaths
Source: 1997 Oregon Child Fatality Review Data

Individuas at risk for suicide commonly demondrate certain behaviors that were not observed in this
data set. Although five youths were found to be under the influence of dcohol or drugs a the time of
death and three had prior suicide attempts, in 11 cases the suicide was completely unexpected by the

raSuffocation/Strangulation

parent. These data are not what would be expected from the literature. A history of previous attempts
has been noted to be as high as 40% in those who commit suicide!* In 10 cases the youth left asuicide

note. Figure 18 illustrates the youths problems identified through the review process.

Congpicuoudy absent from thislist are reports of a history of physica abuse. Nine of the caseshad a
history with the Office of Servicesto Children and Families. Report of gender identity and sexua

orientation issues were well below what would be expected in these cases. It is thought by researchers

working with the sexual minority communities that gay and lesbian teens are more likely to attempt

sicide than other youth. 122
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Figure 18. Problems of youth who committed suicide for
children whose deaths were reviewed, N=20 *

Mental Health Issues 8
30.8%

Alcohol/Drug Problems 10

38.5% Sexua Abuse 1

School Problems 3
11.5%

Gender Preference 1

Prior Attempts 3 3.8%
11.5%

Source: 1997 Oregon Child Fatality Review Data
*achild can report more than one problem

Factorsidentified in suicide fatalities

Accessto firearms 13 cases

Alcohol and drug problems 10 cases

Menta health problems/depresson 8 cases

Prior attempts 3 cases

School problems 3 cases

Victim of sexua abuse 1 case

Gender identity and sexua orientation issues 1 case

Examples of current safety initiativesinclude the following:
° The Governor’s Y outh Suicide Prevention Task Force

County and State Team Recommendationsto Prevent Youth Suicide
Fatalities

For public policymakers:
° Enact legidation to decrease youth access to firearms.
° Fund mentd hedlth treetment services for children.
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For Oregonians:
° Ensure that parents and adults who interact with children are aware of the signsthat children are

depressed.
* % % % %
] here were two homicides and one undetermined case in this
I ntenti pnal I group. (Six suicides due to strangulation were enumerated in
Suffocation & the previous section in this report.) Two neonates were found
Strangulation in plastic bags with unknown circumstances of birth. One was
Fatalities determined to be ahomicide, and the other remains undetermined.
N=9 There was a homicide of an infant who was wrapped up in adegping

bag. No recommendations were documented in these cases.

*kkk*k*%k

here were two deaths due to child battering and one due to shaken

Child baby syndrome. All were committed by the boyfriend of the mother.
Battering The manner of death diagnosed by medica examiners was homicidein
& Shaken each case. All were judged to be intentiond. Locd fatdity review teams

Baby determined that al three were due to abuse. Death scene investigations,
Syndrome autopsies, and crimind investigations were carried out in each case. All

incidents occurred in the home of the child. Two of the children were mae
and one was femae. None of these families had a history with SCF. Each
case was investigated by SCF after the deeth. Two of the familieshad a
history with AFS. Domestic violence was listed as a factor in two cases. The
injury was adcohol and/or other drug related in two of the three cases. Arrests
were made in all three cases. A conviction and prison sentence were rendered in the two cases that
have been prosecuted. Judicia outcome on the third caseis il pending.

Fatalities
N=3

Factorsidentified in shaken baby/child battering fatalities
° Alcohol and/or drug abuse in parents 2 cases
° Higtory of domestic violencein the home 2 cases
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Examples of current safety initiativesinclude the following:
° Shaken baby awareness campaigns
° Public awareness campaigns identifying domestic violence as a problem

County and State Team Recommendations to Prevent
Child Battering and Shaken Baby Syndrome Fatalities

For public policymakers:

° Edtablish trestment programs for women with acohol and/or drug abuse problems, providing
the extended care options and job training and placement that help them to be successful and
independent of an abusing spouse or partner.

° Conduct home vigits to young mothersin the first Sx months as the standard of care.

° Provide child care subsidies for low and moderate income parents.

For Oregonians:

° Educate families to be aware of domestic violence and assist and encourage victims.

° Encourage communities to reach out to new parents so that they receive adequate support in
caring for infants, including assstance with deding with frugtration and exhaugtion.

*kkk*k*

T here were three sblings who were poisoned intentionaly with prescription

| ntentional medication in amurder/suicide event. These deaths were determined to
Poisoning be due to abuse. This murder/suicide case involved a parent who
Fatalities committed suicide after murdering his children. Domestic violence and acohol
N=4 abuse were documented problems in this family. No recommendations were

documented on this case. The fourth case was aintentional drug overdose and is
enumerated on in the suicide section.

*kkk*k*%



VI. Progress
and
Positive
Outcomes

Data Information System

° During 1997, the prototype of a STAT data collection form was completed. Thet pilot effort
made this report possible. The revised verson for 1998 will be implemented in January 1999.

° Data collection on arrest and conviction outcomes on perpetrators of crimes committed against
children who die was completed for this report. This data collection effort is afollow-up to
what county teams submit on data collection forms. STAT urges teams to continue turning in
data forms as soon as review iscomplete. STAT will follow up on data € ements whose
outcomes have not been determined.

o The Oregon Hedlth Divison now has an Injury Epidemiologist who will be responsible for
developing an injury database for the state of Oregon

Local CFR Teams

° CFR Teams have been established in 35 Oregon counties.

° Twenty-two teams met to review cases of child fatdity in 1997. Seven teams had no
reviewable degths in their counties.

Legidation

° Effective October 4, 1997, Oregon law doubled traffic fines in school zones under certain
conditions. Signs must be posted near schools warning drivers of the increase. Under the law,
courts are not alowed to waive, reduce, or suspend the amounts of the fines.

° Effective January 1, 1998 Oregon law requires retail sales of smoke detectors to be restricted
to atype with 10-year batteries. All detectors are required to have a hush feature to alow for
temporary disengagement of the darm for not more than 15 minutes.

° Effective February 14, 1998, dl children 12 and under must wear a persond flotation device
while boating in Oregon
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Injury Prevention

° The Oregon School Hedlth Education Codlition has reviewed a plan for school health education
curriculathat includes injury prevention.

° Portland Fire Bureau and other fire departments throughout the state are implementing in
schools an injury prevention curriculum known as “Risk Watch.”

° Oregon SAFE KIDS Caoditions are forming in three counties.

° Trauma hospitals are providing injury prevention education throughout Oregon.

o Oregon Department of Trangportation is placing rumble strips on al portions of the rurd
interstate highway system to prevent “drift off the road” crashes.

° The Alliance for Community Traffic Safety (ACTS) has checked over 700 child safety seatsin
31 dlinicsthrough April 1998. ACTS provided the Nationd Highway Traffic Safety
Adminigration certification course for child safety seat techniciansin July 1998.

Perinatal

° Feta and Infant Mortality Review processes were piloted in three countiesin 1997.

° Back to Slegp awareness campaigns took place in every county.

° A SIDS education workshop was sponsored by the Marion County CFR team.

Youth Suicide

° A Youth Suicide Prevention Coordinator position was established at the Hedlth Divison. The
coordinator is responsible for developing and implementing a state plan on suicide prevention.
This coordinator is a member of the State Child Fatdity Review Team (SCFRT).

° The SCFTR began reviewing every youth suicide.
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VII. AreasFor |mprovement

Cases Reviewed

Mogt often, children die close to home, in their own counties. But in Stuations where children diein
another county after atransport to a hospita or traveling with their families, county teams may have to
decide which team will review the death. If achild dies asthe result of an injury and/or event outside his
or her county of residence, the review of the deeth should take place in the county where the incident
occurred. If achild dies asthe result of anillness outside his or her county of residence, the death will
be reviewed by the county where the child lived, unless the illness was caused by factorsin another
county. In some cases more than one county team will review the same death. In the mgority of cases
the CFR protocol asks that counties review deaths that occur in their county. Counties that have
worked together to decide who will review a case will aso send information about the case to the
reviewing team. See Appendix D for a detailed description of the decison process for which county
jurisdiction should review a case of deeth.

Table 5 ligs the digtribution of deaths by county of death and county of deceased’ s residence and
documents the number of cases reviewed by each county. (Adding numbers from the first two columns
will not provide an appropriate total of cases that should have been reviewed. The cases reviewed
column indicates smply the number of casesthat a CFR team chose to review based on loca protocol
and on decisions made in concert with neighboring counties.) A tota of 178 cases were reviewed by
county CFR teams, and an additiona 67 were prepared and entered into the database by STAT. As
Table 5 shows, there was significant jurisdictiona overlap in determining which county was responsible
for thereview of achild fatality. STAT recommended that a case be reviewed by the county in which
the child died; nevertheless, some cases were reviewed by the child's county of residence or the county
in which the incident occurred.
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Table5: 1997 Child Fatality and Cases Reviewed by County (April 1998)

County County County Cases County County County of Cases
of Death | Residence | Reviewed of Death | Residence | Reviewed

Baker 1 0 0 || Lane 17 21 7
Benton 1 0 0 || Lincoln 5 4 5
Clackamas 21 28 21 | Linn 7 10 4
Clatsop 5 4 0 | Malhuer 2 1 1
Columbia 3 1 2 | Marion 19 21 20
Coos 4 5 4 | Morrow 1 1 0
Crook 1 1 1 || Multnomah 63 36 37
Curry 0 0 0 [ Polk 3 2 3
Deschutes 8 5 4 | Sherman 1 0 0
Douglas 16 12 14 | Tillamook 3 2 2
Gilliam 0 0 0 [ Umatilla 8 8 6
Grant 1 0 0 || Union 3 4 3
Harney 0 0 0 | walowa 0 0 0
Hood River 1 3 0 || Wasco 3 2 2
Jackson 8 9 7 | Washington 17 24 20
Jefferson 7 8 7 || Wheeler 0 0 0
Josephine 0 0 0 || Yamhill 4 6 0
Klamath 12 9 8 || Out of State 0 (18%) (4%)
Lake 0 0 0 || Total 245 245 178

Source: 1997 Oregon Child Fatality Review Data
*Reviewed by County of Death and added to County Totals here

Twenty-one counties reviewed cases in 1997, and seven more counties had no reviewable degths.

Only seven counties had a reviewable death(s) for which STAT has recelved no data form or record
that areview occurred.

Supervision of Children
Supervison is one of the most difficult categories to define. Teams were given no hard-and-fast

definition, and consequently the category was gpplied to circumstances as diverse as drowning, motor
vehicle crashes, fires, fdls, poisonings, and firearm shootings. Many counties reported that a caretaker
was in the vicinity. In some cases this meant that it was nighttime and the family members were adegp in
their respective bedrooms; in other cases it meant that the caretaker was in another room when a child
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drowned in a bathtub or snimming pool. In the first case, deegping “in the vicinity” at night does not
generate concern or ideas for prevention, as no one expects caretakers to remain awake 24 hours a
day to watch over their children. But in the second, being “in the vicinity” when a drowning occursis
clearly not adequate supervison given the inherent dangers of smadl children left unattended near water.
It isinappropriate to generdize that the caretaker’ s being in the vicinity is sufficient supervison when the
cause of death occurs due to drowning, poisoning, suffocation and strangulation, or unintentiona firearm
shooting.

AFSand SCF Higtory

Another area of concern is the family history with socid service agencies. When families are known to
SCF or AFS, it is an avenue for intervention. However, the CFR Teams were asked to answer only
one broad question with alack of differentiation. Teams did not have the opportunity to desgnate the
type of contact, outcomes, whether a case was closed or open at time of deeth, and which family
member the agency was working with. In many cases the contact with SCF was regarding a different
child or family member, maybe even in a different family congdlaion. Still, knowing thet the family has
been in contact with these agencies provides a means to gather further information on the sociad context
in which these children died. In 56 reviewed cases there was documentation of family contact with
both AFS and SCF. Future data collection will result in more detailed information regarding family
socid context and the support available to families and children.

Abuse and Neglect Deter minations

In some cases the local teams did not review a degth or make a determination. Reasons for this range
from inability to reach consensus, SCF gtaff missang from the review; incomplete degth scene
investigation information; lack of an autopsy; and/or the child who died was known to review
committee, which made team members uncomfortable in rendering neglect determination. STAT has
found numerous ingtances where teams found no abuse or neglect when it was clear that there was a
history of SCF involvement with the family and/or the desth gppeared to be caused by abuse or
negligence on the part of a caretaker. The didtrict atorney’s office in one county chose not to review
cases until crimina prosecution was complete. This poses a problem because in order to be productive
and useful, the process depends on atimely review as soon as possible after completion of the death
scene and crimind investigations. The CFR processis designed to provide better case coordination
between agencies, minimizing duplication of effort and dlowing information sharing across agency
jurisdictions.

The issue of medica neglect was brought to the attention of the SCFRT in 1997 after a number of
treatable childhood ailments resulted in desth. As aresult of these cases, there hasbeen a
recommendation to diminate in ORS 163.115 (4) the affirmative murder defense for treatment by
spiritud or reigious means.

Alcohol and/or Other Drug Abuse
Another important area of concern is the influence of acohol and other drugs on the lives of children.
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Teams were asked to indicate when the injury was related to use of drugs and/or acohol. However,
this information has been contradictory. For example, the data collection might indicate that a driver
was impaired but not report that the injury was not acohol-related or other drug-related. As acohol
and other drug abuse continue to impact the lives of our families and children, effort will be made to
investigate and document itsrole in childhood fatdity.

Death Scene I nvestigations

In 34 cases no degth scene investigation was conducted, and in 12 cases it was unknown whether an
investigation had taken place. In the 34 cases that involved amedica examiner but no death scene
investigation, the medica examiner may not have visited the deeth scene since the victim was
transported to a hedth care facility. This appears to be unremarkable and accepted practice. Many
teams have discussed the need for clearly defined protocolsfor dl child death scene investigations, as
the CFR process matures, these unknown cases can become known.

Data Form

In November 1997, loca CFR teams were asked to pilot a new form to collect detailed data
describing child fataities that were reviewed by the teams. STAT will work to maintain the basic
gructure of the data form while dtering questions to assure that the intended data are collected. The
revised data form will be accompanied by a key ingtructing usersin detail about questions on the form.
This revison should increase the locd team'’ s ability to complete items on the form and improve data
collection for the next report.
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