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Executive summary

Children represent the future. It is important to understand the nature and patterns 
of child death to keep children alive and improve the health and safety of children in 
Oregon. This report represents data from child deaths in Oregon in 2014. The data 
are from death certificates and Oregon’s child fatality review (CFR) process. Analysis 
of this data is used to inform prevention opportunities and identify ways to develop 
programs and policies that focus on meaningful changes.  

Child deaths in Oregon in 2014
There were 357 children aged 0–17 years who died (41.61 deaths per 100,000) in 
Oregon in 2014. Mortality rate was the highest in infancy; almost two-thirds of all 
childhood deaths were among infants. The rate decreased to the lowest in children 
aged 5–9 years and increased again in adolescents aged 10 years and older. Mortality 
rates were higher among males than among females in Oregon. Compared to 
non-Hispanic whites, the rates among minority populations were higher, with the 
exception of non-Hispanic Asians/Pacific Islanders.

Patterns of mortality varied with age. The vast majority (95%) of infant deaths were 
due to natural causes. Most deaths in children aged 1–17 years (56%) were due to 
injuries. Injury was the leading cause of death among children aged 1–17 years. 
Deaths due to perinatal and congenital causes predominated among infants aged less 
than one month. External/injury became a common cause among children aged one 
year and older and predominated among adolescents aged 15–17 years. Unexplained 
or not classified causes were a major cause of death among infants aged 1–11 months. 
Acquired natural causes were common among children aged 1–14 years.

Patterns of mortality were similar between males and females among children; overall, 
males were more likely than females to die from injury and unexplained causes.

Injury was the cause of death among 86 children, which accounted for 24% of the 
total child deaths in Oregon. The leading causes/mechanisms of injury death were 
suffocation/hanging (26), motor vehicle crashes (17) and firearm (16). By intent, they 
were unintentional injury (51), suicide (23) and homicide (9).
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Child deaths reviewed by local CFR teams in 2014
There are 36 local child fatality review teams in Oregon. Beginning in 2014, 
child deaths reviewed by local teams were submitted electronically into the 
National Center for Child Death Review Data System. In this first year 
of reporting, 18 county teams reviewed 111 deaths, which accounted for 
approximately 75% of cases that should have been reviewed.  

Among 111 reviewed deaths, 68 children died from an external cause/injury, 
17 died from a medical condition, 11 deaths could not be determined to be 
caused from injury or a medical condition and 15 deaths were an unknown 
cause of death. Three of the 111 reviewed deaths were abuse cases and two 
were neglect cases.

According to CFR data, 34 deaths among the 36 sudden unexpected infant 
death (SUID) were related to sleeping or sleep environment: 21 (62%) of 34 
infants had been sleeping on same surface/shared a bed with other people 
and 12 (35%) infant deaths were caused by airways that were fully or partially 
obstructed by person/object. 

Local CFR teams also determine through case review if any of the deaths could 
have been preventable. In 2014, local teams determined that 78% of the injury 
deaths were preventable, 64% of the SUID deaths were preventable and 63% of 
suicides could have been prevented.  
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Introduction 

This report summarizes findings from an analysis of data from death certificates 
and Oregon’s child fatality review (CFR) process (Appendix A) on children who 
died in Oregon in 2014. Of the 357 children that died, 111 deaths were reviewed 
by local CFR teams. Data were electronically submitted to the National Center for 
Child Death Review on these deaths for the first time in 2014. Analysis of this data is 
used to inform prevention opportunities and identify ways to develop programs and 
policies that focus on meaningful changes.   

Methods
Death certificate data are from the Center for Health Statistics, Oregon Health 
Authority. Death certificates include a determination of the cause and manner of 
death. Based on the International Classification of Diseases, Tenth Revision (ICD–10), 
we have classified deaths registered under ICD-10 for the underlying cause of 
death into five broad groups: perinatal causes; congenital causes; acquired natural 
causes, including both acute and chronic medical and surgical conditions; external 
causes, including unintentional incidents, homicides, suicides and undetermined 
deaths; and deaths that remain unexplained (Appendix B). To provide more detailed 
information on cause of injury among injury deaths, the deaths are categorized 
by two parameters: by manner/intent (e.g., unintentional injury, homicide, suicide 
and undetermined) and by cause (e.g., motor vehicle crash, firearm, suffocation, 
drowning, Appendix C). 

Data from the CFR process are from the National Child Death Review Case 
Reporting System (NCDR-CRC). NCDR-CRS was developed in the United States 
to provide child death review teams a tool to capture, analyze and report on the full 
set of information shared at a child death or serious injury review.1 Oregon’s CFR 
process focuses on the subset of child deaths that are “unexpected.” This includes 
deaths to children from birth through age 17 years from unintentional injuries, 
intentional injuries, such as homicide and suicide, sudden infant death syndrome 
(SIDS) and unexpected deaths due to natural causes. All local/county CFR teams 
review cases of injury death occurring in their counties and cases of non-injury 
death of residents, regardless of county of death (e.g., a child may be transported to a 
hospital out of the county). Oregon joined NCDR-CRS in 2013. Local (county) teams 
use the Web-based, standardized NCDR-CRS to report and collect case data on 
deaths that occurred on/after January 1, 2014. 

1 Covington TM. The US National Child Death review case reporting system. 
  Inj Prev. 2011 Feb;17 Suppl 1:i34-7. 
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Death certificate data
Death certificate data showed that 357 children aged 0–17 years died (41.61 deaths 
per 100,000) in Oregon in 2014. Mortality rates were approximately 20 times higher 
among infants (500.2 per 100,000) than other age groups (Figure 1); two-thirds 
(n=227; 64%) of the children who died in Oregon in 2014 were younger than 1 year  
of age.

Findings
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Patterns of mortality varied with age. Perinatal and congenital causes predominated 
among infants younger than 1 month. Unexplained or not classified causes were a 
major cause of death among infants aged 1–11 months. External/injury became a 
common cause among children aged one year and older, and predominated among 
adolescents aged 15–17 years. Acquired natural causes were more common among 
children aged 1–14 years (Figure 2, Table 1)
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Of the 357 children, 227 (64%) were non-Hispanic White, 15 (4.2%) were non-
Hispanic Black, seven (2.0%) were non-Hispanic American Indian/Alaska Native, 
eight (2.2%) were non-Hispanic Asian/Pacific Islander, 10 (2.8%) identified as more 
than one race, 84 (23.5%) were of Hispanic ethnicity and six were other race/
unspecified. Mortality rates were higher among males than among females in 
Oregon. Compared to non-Hispanic Whites, the rates among minority populations, 
except non-Hispanic Asians/Pacific Islanders, were higher (Figure 3).

Table 1. Number and rate (per 100,000) of death among children, by age group and cause, Oregon, 
2014

Age Death/Rate
Acquired 

natural causes 
(I-XV)

Congenital 
causes (XVII)

External/injury 
causes (XX)

Perinatal 
causes (XVI)

Unexplained or 
not classified 
causes (XVIII) 

<1 month
Death 5 27 1 122 1

Rate* 11.0 59.3 2.2 267.8 2.2

1–11 months
Death 15 8 17 5 26

Rate* 32.9 17.6 37.3 11.0 57.1

1–4  years
Death 16 3 12 0 1

Rate 8.7 1.6 6.5 0.0 0.5

5–9 years
Death 13 1 12 0 0

Rate 5.4 0.4 5.0 0.0 0.0

10–14 years
Death 14 0 17 0 0

Rate 5.8 0.0 7.1 0.0 0.0

15–17  years
Death 12 2 27 0 0

Rate 8.1 1.4 18.3 0.0 0.0
* Rate is per 100,000 live births.   	 Source: Death certificate data, Oregon Public Health Division. 
			   Population data, National Center for Health Statistics. 
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External/injury was the cause of death among 86 children, which accounted for 24% 
of total child deaths in Oregon. Of 86 deaths, 51 (59%) were due to unintentional 
injury, 23 (27%) were suicide, eight (9%) were homicide, and four were undetermined 
(Figure 4).

Regardless of intent, the leading causes of injury death were suffocation (26 deaths, 
30%), motor vehicle crashes (17 deaths, 20%), firearm (16 deaths, 19%), drowning 
(seven deaths, 8%), and falls (five deaths, 6%) (Figure 5). 
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Figure 4. Injury deaths among children, by intent, Oregon, 2014

		  Source: Death certificate data, Oregon Public Health Division.
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More males than females died from injury. The highest injury death rates were 
among infants, adolescent females aged 15 to 17 years, and adolescent males aged 10 
to 17 years (Table 2). 
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Figure 5. Injury deaths among children, by mechanism/cause, Oregon, 2014

		
Source: Death certificate data, Oregon Public Health Division.

Table 2. Number and rate (per 100,000) of injury death among children, by age group and sex, 
Oregon, 2014

Sex
<1 year 1–4 years 5–9 years 10–14 years 15–17 years Total

Death Rate Death Rate Death Rate Death Rate Death Rate Death Rate

Male 9 38.8 7 7.4 6 4.9 15 12.2 17 22.5 54 12.3

Female 9 40.5 5 5.6 6 5.1 2 1.7 10 13.9 32 7.6
   	 Source: Death certificate data, Oregon Public Health Division. 
			   Population data, National Center for Health Statistics. 
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Causes of injury death varied with age. Figure 6 and Table 3 shows the patterns 
of common injury deaths among children in different age groups. Deaths due to 
unintentional suffocation mainly occurred in infancy. Suicide and unintentional 
motor vehicle traffic incidents were the main causes of injury death among 
adolescents aged 15–17 years. 

 

0

5

10

15

20

25

30

Other injuries

Homicide

Unintentional drowning

Unintional suffocation

Unintional motor vehicle crash

Suicide

15–17 years10–14 years5–9 years1–4 years<1 year

De
at

hs

Age, years

Figure 6. Pattern of injury death among children, by age, Oregon, 2014

Source: Death certificate data, Oregon Public Health Division.



17Childhood Fatalities in Oregon | Findings

CFR data
Oregon’s CFR process focuses on reviewing “unexpected” deaths, which include 
deaths due to injury, SIDS and unexpected deaths due to natural causes. According 
to death certificate data, approximately 130 deaths were reviewable unexpected  
cases in 2014. Oregon CFR teams (n=18 county teams) reviewed 111 child fatality 
cases, which included 95 unexpected cases occurring in Oregon in 2014 (Figure 7). 
Overall, the county teams reviewed approximately 75% of unexpected cases that 
should been reviewed. 

Table 3. Number and rate (per 100,000) of injury death among children, by age group and  
intent/cause, Oregon, 2014

Age Death/Rate
Unintentional 
suffocation

Unintentional  
MV crash

Unintentional 
drowning 

Homicide Suicide Other

<1 year
Death 13 1 0 2 0 2

Rate 28.6 2.2 0.0 4.4 0.0 4.4

1–4 years
Death 1 0 2 3 0 6

Rate 0.5 0.0 1.1 1.6 0.0 3.3

5–9 years
Death 1 5 1 1 0 4

Rate 0.4 2.1 0.4 0.4 0.0 1.7

10–14 years
Death 0 4 2 1 7 3

Rate 0.0 1.7 0.8 0.4 2.9 1.2

15–17  years
Death 0 7 1 1 16 2

Rate 0.0 4.8 0.7 0.7 10.9 1.4
 	 Source: Death certificate data, Oregon Public Health Division. 
			   Population data, National Center for Health Statistics. 
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Of the 111 child deaths reviewed, 68 children died from an external cause/injury, 17 
died from a medical condition, 11 deaths could not be determined to be caused from 
injury or a medical condition, and 15 deaths were unknown as to cause of death. 

Among the 68 injury deaths reviewed, 41 deaths were due to unintentional injury, 19 
were suicides and eight were homicides.

Unintentional injury deaths reviewed by local  
CFR teams

There were 51 unintentional injury deaths among children younger than 18 years of 
age in death certificate data. Local teams reviewed 41 of the unintentional deaths. 
Thirteen deaths were related to motor vehicle traffic (MV) and other transportation, 
10 deaths were due to suffocation and six children died by drowning (Figure 8). 

Motor vehicle and other transportation CFR data
Of the 13 child deaths caused by motor vehicles and other transportation, six were 
male and seven were female; one was an infant, two were aged 5–9 years, three 
were aged 10–14 years and seven were aged 15–17 years; one was a driver, nine 
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Figure 8. CFR-reviewed* unintentional injury deaths among children, by mechanism/cause, 
Oregon, 2014

*CFR: case fatality review	 Source: Oregon CFR teams
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were passengers and three were pedestrians. Data collected included ages of drivers 
involved in the incidents: three were between 16–18 years, four were between 22–29 
years, five between 30–65 years, and three were 65 years of age and older. Eight 
incidents occurred on rural roads. Among nine passengers who died in MV-traffic 
crashes, five used seat belt/child seat/booster seat correctly, two had used seat belts 
incorrectly and two cases did not have information on seat belt use. Table 4 shows the 
causes of the incidents. Some incidents might have involved more than one  
cause/circumstance.

Table 4. Causes of incidents among CFR-reviewed* unintentional child injury deaths involving motor 
vehicles and other transportation, Oregon, 2014

Cause Count Percentage

Speeding over limit 1 8

Unsafe speed for conditions 2 15

Recklessness 0 0

Ran stop sign or red light 0 0

Driver distraction 1 8

Driver inexperience 0 0

Mechanical failure 0 0

Poor tires 1 8

Poor weather 2 15

Poor visibility 3 23

Drugs or alcohol use 1 8

Fatigue/sleeping 1 8

Medical event 0 0

Back/front over 0 0

Flipover 0 0

Poor sight line 0 0

Car change lines 0 0

Road hazard 1 8

Animal in road 0 0

Cell phone use while driving 1 8

Racing, not authorized 0 0

Other 2 15
 
*CFR: case fatality review	 Source: Oregon CFR teams
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Suffocation CFR data
There were 10 children who died from suffocation. The details of suffocation can be 
found below, in the section of SUID.

Suicide deaths reviewed by CFR teams
There were 23 children younger than age 18 years who died by suicide in 2014. Of 
the 23 deaths, 19 cases were reviewed by CFR teams. 

Among the 19 reviewed cases, seven children were aged 10–14 years, 12 were aged 
15–17 years; 13 were male and six were female. 

Eleven of the 19 suicides died from firearm injury, seven from suffocation/hangings 
and one from MV/other transportation. Of the 11 firearm suicides, the guns used 
were handgun (n=6), hunting rifle (n=2), assault rifle (n=2) and shotgun (n=1). The 
firearms belonged to victims’ self (n=4), parents (n=4), sibling (n=1), friend (n=1) and 
other/unknown (n=1). 

Eight (42%) were reported to having received mental health services before suicide, 
seven were receiving mental health services at the time of the suicide and three were 
taking medication for mental illness at the time of death.

Four of the 19 who died by suicide had a history of substance abuse and three had 
been victims of child maltreatment (two experienced physical abuse, two emotional 
abuse and one sexual abuse). 

The personal crises most commonly reported before suicide were breakup with 
boyfriend/girlfriend (n=5), parents’ divorce/separation (n=2), family discord (n=2), 
bullying as victim (n=2) and drug/alcohol use (n=2).

Additional data collected indicated one child had a prior suicide attempt, two had a 
history of self-mutilation, five children had talked about suicide and three had made 
a suicide threat before suicide. 

Additional information on youth suicide in Oregon is available from the  
Oregon Violent Death Reporting System.

Child abuse and neglect deaths reviewed by CFR teams
Of the 111 deaths that were reviewed by CFR teams, local teams determined three 
deaths were abuse cases and two were neglect cases. Abuse and neglect were defined 
according to standards developed by the State Child Fatality Review Team. These 
deaths do not reflect all the child abuse and neglect cases in Oregon — only those 
reviewed by local teams. Additional information on child abuse and neglect in 
Oregon is available from the 2014 Child Welfare Data Book.
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Three abuse deaths were children younger than 1 year (n=1), and between 1–4 years 
(n=2); two males and one female. Their deaths were caused by suffocation (n=1), 
firearm (n=1) and beaten/thrown/dropped (n=1). 

The perpetrators were the child’s biological father (n=2) and mother’s partner (n=1).

Two neglect deaths were children younger than 1 week (n=1) and between 1–4 years 
(n=1); one male and one female. Their deaths were caused by poisoning (n=1) and 
inflicting with fire/burn (n=1).

 Both neglect deaths resulted from failure to provide shelter (n=1) and failure to 
protect from a hazard (n=1) by their biological mothers.

Sudden unexpected infant death (SUID) cases  
reviewed by CFR teams 

SUID is the death of an infant younger than 1 year of age that occurs suddenly 
and unexpectedly, and whose cause of death is not immediately obvious before 
investigation. SUID commonly includes three types of infant deaths: sudden infant 
death syndrome (SIDS), accidental suffocation and strangulation in bed (ASSB), and 
unknown cause.2

Death certificate data show there were 38 probable cases of SUID in 2014. Of the 38 
deaths, 23 cases were SIDS, 10 were ASSB, two were probable positional asphyxia 
and three were an unknown cause of death.

Local CFR teams reviewed 36 infant deaths identified as cases of SUID. Eleven 
deaths (30%) were caused from suffocation/asphyxia.

2	 CDC. About SUID and SIDS (www.cdc.gov/sids/aboutsuidandsids.htm)
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Of the 36 infant that died from SUID, 20 were male and 16 were female. Their ages 
ranged from 2 hours to 10 months; most infants were 1–5 months old (Figure 9).

Sleep-related deaths reviewed by CFR teams
Thirty-four of the 36 SUID deaths were determined by local CFR teams to be 
related to sleeping or sleep environment. Of these 34 sleep-related SUID deaths, 21 
infants (62%) were put to sleep on an adult bed, seven (21%) were put to sleep in a crib 
or bassinette; 21 (62%) had been sleeping on the same surface/shared a bed with other 
people (Figure 10); and 12 infants were found to have their airways fully or partially 
obstructed by a person/object (Table 5).
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Table 5. CFR* findings related to sleep environment among the 34 SUID deaths, Oregon, 2014

Description Count Percentage

Sleep position 8

    • Put to sleep on back 19 56

    • Put to sleep on stomach 7 21

    • Found on back 15 44

    • Found on stomach 11 32

    • Found on side 5 15

Sleep with other people 21 62

    • Sleep with adult(s) 20 59

    • Sleep with child/children 1 3

    • Sleep with adult and child 2 6

Sleep with a pacifier 3 9

Infant was wrapped or swaddled in blanket 10 29

Found a crib/bassinette in the home 24 71

Supervisor used alcohol and/or drug 2 6

Caregiver fell asleep while feeding 3 9

Infant exposed  to secondhand smoke 6 18

Infant's airway 0

   • Fully obstructed by person or object 8 24

   • Partial obstructed by person or object 4 12
*CFR: case fatality review	 Source: Oregon CFR teams
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Figure 10. Sleep places among infants who died of SUID*, CFR-reviewed# deaths,  
Oregon, 2014 

*CFR: case fatality review	  
#SUID: sudden unexpected infant death	 Source: Oregon CFR teams 
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CFR-reviewed child deaths involving Child Protective 
Services (CPS)

Besides collection of the national child death review data elements, Oregon’s CFR 
process collects additional information involving Child Protective Services (CPS) 
(Table 6). Oregon will assess the data quality and report them in the future.  

Prevention determination in CFR-reviewed cases
Based on 2014 CFR data, local Child Fatality Teams determined that 78% of child 

Table 6. Additional information involving Child Protective Services

Data element description (to be assessesed and reported in future)

Karly's law case

At time of death

    • Child in custody of state

    • An active investigation involving child

In the previous five years

    • The primary caregiver and child were reunited 

    • Child's family received family preservation service
 
*CFR: case fatality review	 Source: Oregon CFR teams

Table 7. CFR-reviewed* deaths that could have been prevented by cause, Oregon, 2014 

Cause Count Percentage

Deaths due to injury (n=68) 53 78

Deaths of SUID (n=36) 23 12

Suicides (n=19) 12 63

All causes (n=111) 67 60
 
*CFR: case fatality review	 Source: Oregon CFR teams
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deaths from injury were preventable: 64% of the SUID deaths were preventable and 
63% of suicides could have been prevented (Table 7).  

Discussion

Death certificate data are a reliable and valuable source to understand patterns 
of child death. Mortality data provide important information about what causes 
children died of, the magnitude of problems, the different factors that contribute to or 
associate with child death, the target areas that need improvement, and directions for 
future prevention. 

However, mortality data do not have the details surrounding a child death; they 
do not provide information as to why and how a child died. For example, death 
certificate data could not determine which child died from abuse and which one 
died from neglect. A child who dies in a motor vehicle crash can be identified using 
death certificates, but the death certificate gives no information on whether or not 
the driver had been drinking or whether the child was appropriately using a seat 
belt. A deeper understanding of the circumstances surrounding every child’s death, 
the causes of death, the contributory factors and the possible intervention factors is 
needed to take preventive action. 

CFR teams are often made up of representatives from law enforcement, district 
attorney’s office, child protective services, public health, medical examiner’s office, 
Emergency Medical Services and medical care services. The CFR process gathers 
information from multiple sources, looks for details and discusses potential measures 
to prevent a child death. Collecting and analyzing data from the CFR process will 
help to generate strategies to reduce child deaths and develop prevention programs.

The change to electronic reporting to the National Center for Child Death Review 
Data System allows local CFR teams to run reports on all data they have entered 
into the system. Local teams can then generate strategies to make community and 
organizational changes to improve the lives of children.  

In 2014, the first year of electronic reporting, 111 child deaths, which included 75% 
of the reviewable child deaths, were discussed and reported by county teams. To get 
a complete picture of unexpected child deaths in Oregon and meet the requirement 
of state statutes, we encourage teams to review at least 90% of cases that occur during 
2015 and provide complete data on the cases reviewed. The collection and reporting 
of complete data, along with the involvement of new community partners in the local 
review process when needed, will improve the ability of CFR teams to identify and 
recommend system changes and prevention activities that will save children’s lives in 
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the future.  

Appendix A. The child fatality 
review process
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Appendix B. Cause of child death by 
category and ICD-10 code 

Causes of child deaths, by category and ICD-10 code

Category Cause
ICD-10 
code

Acquired natural causes (I-XV)

Certain infectious and parasitic diseases A00–B99

Neoplasms C00–D48
Diseases of the blood and bloodforming organs and D50-D89

certain disorders involving the immune mechanism

Endocrine, nutritional and metabolic diseases E00–E88
Mental and disorders F00–F99
Diseases of the nervous system G00–G98
Diseases of the eye and adnexa H00–H57
Diseases of the ear and mastoid process H60–H93
Diseases of the circulatory system I00–I99
Diseases of the respiratory system J00–J98
Diseases of the digestive system K00–K92
Diseases of the skin and subcutaneous tissue L00–L98
Diseases of the musculoskeletal system and connective tissue M00–M99
Diseases of the genitourinary system N00–N98
Pregnancy, childbirth and the puerperium O00–O99

Perinatal  causes (XVI) Certain conditions originating in the perinatal period P00–P96

Congenital causes (XVII) Congenital malformations, deformations and chromosomal abnormalities Q00–Q99

External/Injury causes (XX) External/injury causes V01–Y89

Unexplained or not classified causes (XVIII)
Symptoms, signs and abnormal clinical and laboratory findings, not 
elsewhere classified

R00–R99

 
*CFR: case fatality review	 Source: Oregon CFR teams
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Appendix C. External cause of injury 
mortality matrix for ICD-10 

External cause of injury mortality matrix for ICD-10

Mechanism Intent/Manner

All injury Unintentional Suicide Homicide Undetermined
Legal 
intervention/
war

All injury V01-Y36, Y85-Y87, 
Y89, *U01-*U03

V01-X59 , 
Y85-Y86

X60-X84, 
Y87.0, *U03

X85-Y09, 
Y87.1, *U01-
*U02

Y10-Y34,Y87.2, 
Y89.9

Y35-Y36,  
Y89(.0, .1)

Cut/pierce W25-W29, W45, X78, 
X99, Y28, Y35.4

W25-W29, W45 X78 X99 Y28 Y35.4

Fall W00-W19, X80, Y01, 
Y30

W00-W19 X80 Y01 Y30

Fire/ hot object 
or substance

X00-X19, X76-77, 
X97-X98, Y26-Y27, 
Y36.3, *U01.3

X00-X19 X76-X77 X97-
X98,*U01.3

Y26-Y27 Y36.3

Firearm W32-W34, X72-X74, 
X93-X95, Y22-Y24, 
Y35.0, *U01.4

W32-W34 X72-X74 X93-X95, 
*U01.4

Y22-Y24 Y35.0

Machinery W24, W30-W31 W24, W30-W31

All transport V01-V99, X82, Y03, 
Y32, Y36.1, *U01.1

V01-V99 X82 Y03, *U01.1 Y32 Y36.1

Natural /
environmental

W42, W43, W53-W64 W42, W43, 
W53-W64, 
W92-W99, 
X20-X39, 
X51-X57

W92-W99, 
X20-X39, 
X51-X57, 
W92-W99, 
X20-X39, 
X51-X57

W92-W99, 
X20-X39, 
X51-X57

Overexertion X50 X50

Poisoning X40-X49, X60-X69, 
X85-X90, Y10-Y19, 
Y35.2,*U01(.6-.7)

X40-X49 X60-X69 X85-
X90,*U01.6-.7

Y10-Y19 Y35.2

Struck by or 
against

W20-W22, 
W50-W52, X79, Y00, 
Y04, Y29, Y35.3

W20-W22, 
W50-W52

X79 Y00, Y04 Y29 Y35.3

Suffocation W75-W84, X70, X91, 
Y20

W75-W84 X70 X91 Y20
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Mechanism Intent/Manner

All injury Unintentional Suicide Homicide Undetermined
Legal 
intervention/
war

Other specified, 
classifiable

W23, W35-W41, 
W44, W49, W85-
W91,Y85, X75, X81, 
X96, Y02, Y05-Y07, 
Y25, Y31, Y35(.1,.5), 
Y36(.0,.2,.4-.8), 
*U01.0, .2, .5, *U03.0

W23, W35-W41, 
W44, W49 
W85-W91, Y85

X75, X81, 
*U03.0, 
*U01.0, .2, .5

X96, Y02, 
Y05-Y07,

Y25, Y31 Y35(.1, .5) 
Y36(.0, .2,.4-.8)

Other specified, 
nec

X58, Y86, X83, 
Y87.0, Y08, Y87.1, 
Y33, Y87.2, Y35.6, 
Y89(.0,.1), *U01.8, 
*U02

X58, Y86 X83, Y87.0 Y08, Y87.1, 
*U01.8, *U02

Y33, Y87.2 Y35.6, Y89 (.0, 
.1)

Unspecified X59, X84, Y09, Y34, 
Y89.9, Y35.7, Y36.9, 
*U01.9, *U03.9

X59 X84, *U03.9 Y09, *U01.9 Y34, Y89.9 Y35.7 Y36.9

Adverse effects Y40-Y59, Y60-Y84, 
Y88

Drugs Y40-Y59, Y88.0

Medical care Y60-Y84, Y88(.1-.3)
 
*CFR: case fatality review	 Source: Oregon CFR teams
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Glossary

Abuse: A pattern of violence occurring in the course of parent-child or care giver-
client relationship. A child has been non-accidentally physically or emotionally 
injured, sexually abused or exploited, or who dies as a result of abuse. Abuse in 
Oregon is “actual” as well as “threatened harm” to a child (Child Welfare).

Unintentional intent: An unanticipated but often predictable event leading to 
injury, e.g., in traffic, industry or a domestic setting, or such an event developing in 
the course of a disease.

Age-specific rate: A rate calculated for a group of defined age range.

Bed sharing: The infant’s sharing a bed with another person (usually the mother).

Cause of death: The primary or basic disease process or injury ending life  
(ORS 146.003).

Child: An individual from birth through age 17.

Congenital anomalies: Structural defects present at birth and including conditions 
or health problems that would have required continued medical care if the child had 
survived.

Crisis: A suicide circumstance in which an acute precipitating event appears to have 
contributed to the suicide (e.g., the victim was just arrested; the person had a major 
argument with a boyfriend/girlfriend the night before).

Drowning: A mechanism of death resulting from submersion in water or  
other liquid.

Falls: A mechanism of death resulting from a fall, push or jump from a high place.

Firearm: Any weapon (including a starter gun) designed to or may readily be 
converted to expel a projectile by the action of an explosive (e.g., gun powder).

Hispanic: A cultural category that includes Whites, African Americans, and  
mixed racial populations from Mexico, Central and South America, and the 
Caribbean Islands.

Homicide: The killing of one person by another.
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Injury: Unintentional or intentional damage to the body resulting from acute 
exposure to thermal, mechanical, electrical or chemical energy, or from the 
absence of such essentials as heat or oxygen. The terms injury and trauma are 
interchangeable.

Karly’s law: A law named after a 3-year-old girl who died from abuse after 
allegations went unchecked. The law mandates that children in Oregon who exhibit 
suspicious physical injuries in the course of a child abuse investigation must receive 
medical attention within 48 hours.

Manner of death: The designation of the probable mode of production of the cause 
of death, including natural, accidental, suicidal, homicidal, legal intervention or 
undetermined (ORS 146.003).

Motor vehicle: A mechanism of death resulting from a crash of any  
motorized vehicle.

Neglect: Neglect is negligent treatment or maltreatment of a child that causes actual 
harm or substantial risk of harm to a child’s health, welfare and safety (SCF).

Perinatal conditions: Conditions that have their origin in the perinatal period (20 
weeks gestation to 28 days post birth) even though death may occur after 28 days of 
life. Perinatal conditions include prematurity and birth trauma.

Poisoning: A state of illness caused by the presence of any harmful or toxic 
substance that has been ingested, inhaled, applied to the skin or resulted from any 
other form of contact.

Rate: A method to standardize a number so comparisons can be made between 
different populations. The number of events divided by the population in a specific 
age group multiplied by 100,000.

Risk factor: A characteristic that has been statistically demonstrated to be associated 
with (although not necessarily the direct cause of) a particular injury. Risk factors can 
be used for developing prevention efforts.

SIDS (sudden infant death syndrome): death as characterized by the sudden, 
unexpected death of an apparently healthy infant. Before a diagnosis of SIDS is 
made, a death scene investigation, autopsy and medical history should be completed 
by the medical examiner to rule out other causes.

Suffocation/hanging/strangulation: Mechanisms of injury resulting in airway 
obstruction in which the victim died from lack of oxygen.

Suicide: A death resulting from the intentional use of force against oneself. A 
preponderance of evidence should indicate the use of force was intentional.
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