Sacramento County Child Death Review Team

2004 Annual Report

The following report includes brief descriptions smme of the cases that were reviewed by the Child
Death Review Team throughout the 2004 calendar. ydase cases were selected to illustrate the
range of circumstances and situations that haveeglzhildren at risk. In cases where no criminal

intent or negligence was found, the names have beanged in order to protect the identity of the

victim and any family members who were not respaedior the death of the child.






Acknowledgements

The production of this report was made possibledgh funding secured by the Child Abuse Prevention
Council of Sacramento, Inc. (CAPC), sponsor of@Ghédd Death Review Team. The printing and staffiege
made possible through the Sacramento County Ciilglférust Fund, administered by the Sacramento Goun
Children’s Coalition.

We gratefully acknowledge the entire membershtheoSacramento County Child Death Review Team (JDRT
for their input and dedication. The following memteere part of the 2004 CDRT:

Cathy Boyle, R.N.C., P.N.P., University of CalifarBavis Medical Center
Paula Christian, M.S.W., Department of Health andrdn Services
Margaret Crockett, R.N., C.N.S., Sutter Memoriakpital

Nolana Daoust, M.P.H., Department of Health and ldarervices
Fernando Enriquez, Sacramento City Police Departmen

Max Hartley, California Highway Patrol

Carole Jones, R.N., C.C.R.N., Mercy San Juan Mk@ieater

Joan Kutschbach, M.D., Kaiser Permanente

Angela Lauinger, Sacramento County Sheriff's Deparit

Ronald Potter, Sacramento City Fire Department

Angela Rosas, M.D., Sutter Memorial Hospital, Qtafds Specialists Medical Group
Frank Russell, Law Enforcement Chaplaincy of Saerzim

Michael Savage, J.D., District Attorney’s Office

Edward E. Smith, Sacramento County Coroner’s Office

Mark A. Super, M.D., Sacramento County CoronerBcof

Jane Wagener, R.N., P.H.N., Department of Healthtdmman Services
Mary Jess Wilson, M.D., M.P.H., California Childterservices

Greg Wyatt, Sacramento County Coroner’s Office

Based upon the direction and feedback of the COFDORT Project Manager, Christy L. Olezeski M.S.haf t
Child Abuse Prevention Council of Sacramento wapaasible for data analysis, demographic descrifgtjo
and the production of the document as it is presgthiere. Patrick Brosnan, Child Abuse Preventionr@ioof
Sacramento, was responsible for the geographicgisymesented herein. Stephanie Biegler and Joeyelticf
the Child Abuse Prevention Council of Sacramentuvisled overall supervision of staff and the producof
this document.






TABLE OF CONTENTS

Executive Summary
Major Findings
Recommendations

Introduction
Chapter | Deaths Related to Abuse ardeglect
Child Abuse and Neglect Homicides
Victims
Risk Factors
Chapter I All Causes of Child Death
Child Death Rates
Cause and Manner of Death
Natural Causes
Sudden Infant Death Syndrome
Unintentional Injuries
Intentional Injuries
Deaths of Undetermined Manner
Chapter Il Child Death Demographics
Age
Race and Ethnicity
Risk Factors
Chapter IV The Sacramento County Child Dath Review Team

History and Background

Mission Statement

Membership

Review Process

Methods

Report Strengths and Limitations

Xi
XV

11
12
14

16
17
18

19

21
22
23

25

27
28
29
30
31

15

32



Tables

Appendix

>

nmUOw

Memorandum of Agreement for the Sacramento CouniitiMsciplinary

Child Death Review Team
Confidentiality Agreement
Formation Members
Current Members

Past Members

Glossary

- Vi-

35

53

61
63
65
67
71



Executive Summary

-Vii-



- Viii-



EXECUTIVE SUMMARY

The death of a child is a tragedy. Even more tragjithe death of a child due to child abuse and
neglect. While some deaths are natural and unablgidauch as a baby born too early or a childés lif
lost as a result of cancer, many innocent childréimes are lost every year that could have beeadsa
Many of these unnatural and avoidable deaths aeditect result of child abuse and preventable
injuries.

The following report provides an in-depth reviewabifild fatalities in Sacramento County for 2004.
Included are descriptions of all deaths whethey there the result of child abuse and neglect, iegjr
homicides or natural causes.

2004 marks the fifteenth year that the Sacramemton€ Child Death Review Team (CDRT) has
been working to investigate, analyze, and docurtfentircumstances that have led to all child deaths
in Sacramento County. Together, CDRT members rewsasch case as well as any pertinent case
information and/or history and come to a mutualsemsus on the manner and cause of each death.
The goal of the Child Death Review Team is to idgitow and why children die in order to facilitate
the creation and implementation of strategies éwgnt child deaths.

In 2004, 176 children died at a rate of 48.9 pd¥,Q00 children in Sacramento County. Twenty-three
more lives were lost in 2004 than in 2003 (153ltd&aths) and eight less lives were lost in 20@¢h th
in 2002 (184 deaths). The three causes of chilthdea 2004 were natural causes (123), injurie$, (43
and undetermined manner (10).

This year there were 123 child deaths resultingnfroatural causes such as perinatal conditions,
congenital anomalies, SIDS, cancer, infections, eegpiratory problems. Deaths resulting from

natural causes continue to formulate the majorftgeaths in the County, resulting in 70% of all

deaths for this year.

Injury-related deaths resulted in 43 child fateltiaccounting for 24% of the total child deathstlics
year. One of the most disturbing details is thesdant finding that injury-related deaths coulddna
been prevented. This category includes deaths tiregulirom Child Abuse and Neglect (CAN)
homicides, third party homicides, motor vehicleidents, drowning, suffocation, burning, suicide and
other injuries. Four of the 43 injury-related deattere the direct result of a CAN homicide, up from
one CAN homicide in 2003.

There were ten child fatalities that resulted framundetermined manner, accounting for 6% of the
total child deaths. All ten of these deaths were tusleep-related issues.

Child fatalities tell us a great deal about thelweeing of children in our community. Supported &y
solid statistical foundation, the prevention stgste recommended herein were developed not only for
the purpose of preventing child deaths, but alsorédect Sacramento County’s children from disease,
disfigurement, disability, emotional damage, angeotong-ranging effects of child abuse, accidental
injuries and poor health.



The CDRT 2004 Annual Report findings and recomméads that follow were developed with a

sincere awareness of the complexity of problemsnga&Sacramento County’'s children and their
families. The major findings and recommendationsored highlight the core of child fatalities and

recommends strategies to reduce such numbers apibvien the health and lives of children in

Sacramento County. Additionally, such recommendatiorecognize the County’'s existing

commitment to early intervention and prevention addocate strongly for continued support of these
efforts.



Major Findings

This year, there were 176 child deaths in Sacramn@€otnty at a child death rate of 48.88 per 100,000
children. In 2003, there were 153 child deaths \aitlate of 43.3 per 100,000 children. In 2002rehe
were 184 child deaths with a death rate of 52.619€;000. Major findings of the types of deathd tha
occurred in Sacramento County this year follows.

One-quarter of all deaths were preventable.

Forty-six (26%) of the 176 child deaths in 2004 evpreventable. Forty-three (43) of these deaths
were injury-related, such as motor vehicle accislehiomicides, suicides or drownings. Four
deaths were attributed to Child Abuse and Negl€&N) homicides. Two deaths were due to
infections for which there are medical intervensi@nd one death was due to cerebral palsy caused
by intrauterine drug exposure.

Thirty-eight (25%) of the 153 child deaths in 20@8re preventable. Thirty-six (36) of these

deaths were injury-related, such as motor vehictédants, homicides, suicides or drownings. One
death was due to a Child Abuse and Neglect (CAM)ibmle. Two deaths were due to intrauterine
exposure to communicable diseases (herpes andechirkx).

Injury-related deaths comprise the vast majority ofall preventable deaths.

In 2004, there were 43 (24%) injury-related dealtss is an increase of 7 deaths when compared
to last year’s total of 36 injury-related child tes These deaths include motor vehicle accidents,
homicides, drownings, suicides and other injuries.

Child Abuse and Neglect (CAN) homicides are on a emward trend.

An analysis of CAN homicides from 1996-2004 utitigia rolling three-year approach was done to
observe trends in CAN homicide data. There has hed#crease in the CAN homicide three-year
average since the 1998/99/2000 three-year periadn®this period (1998/99/2000), there was an
average of 8.7 deaths, down from 11.3 during th@7/3B/99 three-year period. During the
1999/2000/01 period, there was an average of Sathdeger year, 2000/01/02 6.3 deaths per year,
4.6 deaths per year during the 2001/02/03 periadaanaverage of 3.0 deaths per year during the
2002/03/04 three-year period.

Since 1990, there have been a total of 123 CAN bioles. A t-distribution analysis was used to
test the downward trend in CAN homicide deathssHmalysis confirms a significant decrease in
the number of CAN homicides.

In 2004, there were four CAN homicides, which coisgal 2% of the 176 child deaths. Two
victims were infants, one victim was between thesagf one and four and one victim was between
the ages of five and nine. Three victims died athitnd of either one or both parents and one child



died at the hands of a family friend. Three victinagl involvement with Child Protective Services
prior to their death.

The majority of perpetrators of Child Abuse and Nedect Homicides are parents of the
decedent.

Between 1990 and 2004 it has been found that thermtyaof perpetrators (58%) of Child Abuse
and Neglect (CAN) homicides are the parents ofddeedent. This includes the mother or father
acting alone, or both parents acting togetherubholy stepparents, the boyfriend or the girlfriend
of a biological parent, this figure jumps to 76%atifperpetrators of CAN homicides.

History of substance abuse is present in one-quartef all child fatalities.

Family history of drug or alcohol abuse was presed®6 of the 176 child deaths (26%) in
Sacramento County in 2004. The causes of deathtiwghisk factor present include 17 deaths due
to perinatal conditions, eight sleep-related deétiduding one SIDS case), four deaths due to
congenital anomalies and two Child Abuse and N#df@AN) homicides.

Children under one year of age continue to represarnhe majority of all child deaths.

In 2004, children under one year of age compris&d & the population under 18 years in
Sacramento County and 58% of child deaths (102001{76). The major causes of child deaths
under one of age were: perinatal conditions, 54498 all infant deaths); congenital anomalies, 22
(22%); and sleep-related, including 3 SIDS casgg13%).

In 2003, children under one year of age compriséd & the population under 18 years in
Sacramento County and 59% of child deaths (90 6ut58). The major causes of child deaths
under one year of age were: perinatal conditior®,(®% of all infant deaths); congenital
anomalies, 24 (27%); and sleep-related, includidIDS cases, 22 (24%).

African American infants continue to die in disproportionate nhumbers compared to other
ethnic groups.

As documented in previous years, African Amerigaants continue to be at a higher level of risk
of death amongst all ethnic groups in SacramentanGo In 2004, African American infants
comprised 11% of Sacramento County’s infant popueand 28% of all infant deaths. The rate of
death per 1,000 African American infants was 14.8004 and 9.6 per 1,000 in 2003.

The 2004 infant death rates for Caucasian, Hispantt Asian children were under the county
average of 4.79. The death rates were 4.42 for &t infants, 2.05 for Hispanic infants and
4.39 for Asian infants, per 1,000 infants, respetyi.

The 2003 infant death rates for Caucasian, Hispantt Asian children were under the county

average of 4.35. The death rates were 3.86 for &t infants, 2.36 for Hispanic infants and
3.83 for Asian infants, per 1,000 infants, respetyi.
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Multiracial children have a higher death rate compaed to other ethnic groups.

Children of a multi-ethnic background have a higrate of death among children in Sacramento
County. In 2004, children of a multi-ethnic backgmnd had a death rate of 1.0 per 1,000 children
under 18 years of age in Sacramento County. Thih dae among African American children was

0.9, Caucasian and Asian children each had a datglof 0.5 per 1,000 children, and children of
Hispanic or Latino ethnicity had a death rate @ffer 1,000 children.

In 2003, children of a multi-ethnic background feadeath rate of 0.5 per 1,000 children under 18
years of age in Sacramento County. The death rat;m@ African American children was 0.7,
Asian children 0.5, Caucasian children 0.4, anddotm of Hispanic or Latino ethnicity had a
death rate of 0.2, per 1,000 children, respectively

Reckless driving is a contributing factor in vehicé deaths among teenagers.

Reckless driving, such as speeding, not wearirgpail®elt, going against traffic and not wearing a
helmet while on a motorcycle have been identifiechearly half of teenage motor vehicle deaths
since 1995 (35 of 71 deaths). In 2004, there weotah of 10 motor vehicle deaths. Five of the 10
were motor vehicle occupant deaths. Of the fiveupaat deaths, all five involved children 15
through 17 years of age. Reckless behavior wastilooting factor in all five (100%) 15 — 17
year old motor vehicle occupant deaths. The usmiotl-altering legal or illegal substances by
teenagers was found in three of the five death%}60
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Recommendations

Support the implementation, continuation and expan®n of public education and awareness
campaigns aimed at modifiable adult behaviors to agcate parents and caregivers on
preventable deaths through home visitation programshospitals and family resource centers.

Twenty-six percent of all child deaths in 2004 wereventable. They were the result of poor

judgment and/or behaviors by adults. The CDRT raunends the continuation and expansion of
public education campaigns, such as the Shaken Bghgrome prevention campaign, funded by
Sutter Medical Center, Sacramento. This grant targk new mothers in Sacramento County and
educates them on infant crying and the risks okisigayour baby. This program garners a promise
from the parent that they will not shake their hadnyd they will educate other possible caretakers
of their children about Shaken Baby Syndrome. TBRT recommends that campaigns such as
this be geared towards parents, grandparents, icareghome visitors and hospital staff. The

CDRT understands that these adults are eitherattdtontact with infants and children by caring

for them (parents, grandparents, and caregiveysprbviding advice (grandparents and hospital

staff), or by visiting families with infants and itdren (home visitors and public health nurses).

These efforts should be targeted to those Sacrancemimunities most at risk.

Expand the development of public and private substace abuse prevention and treatment
programs.

Twenty-six percent of all child deaths in 2004 ilwenl a history of substance use in the child’s
family. Nine percent of the child deaths involvedigl or alcohol use. Furthermore, statistical
analyses have shown that children who live withilzsssgance abusing parent and/or caregiver are at
greater risk of being a victim of a child abuse mde or sleep-related infant death.

The CDRT recognizes that substance abuse by pasmat®r caregivers presents a threat to
children. The CDRT further recognizes the complegit substance abuse issues and recommends
a collaborative primary prevention substance abapproach that includes education and
prevention strategies targeted to children and lfamiwhere early intervention can be most
effective. The CDRT supports the continuation arga@sion of ongoing efforts of public and
private substance abuse programs in assisting tsaaewl/or caregivers in eliminating substance
abuse. The CDRT acknowledges that many preventiaths could be reduced if parents and/or
caregivers were provided with substance abuse édoct&reatment and/or intervention.
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Mobilize the African American community to better assess and coordinate services and
delivery to African American families.

The CDRT recommends that African American leadeigh waith and community based
organizations mobilize to educate the African Am@&ni community on the disproportionate
number of African American children that are dyingSacramento County. The purpose of this
education is to determine better ways of efficisertvice delivery and coordination. These efforts
should be coordinated with existing groups sucthasBlack Infant Health program, the Perinatal
Periods of Risk Committee, Child Welfare Servicesi&sign and other similar programs.

Coordinate and expand prevention and early intervetion programs.

The CDRT applauds the Sacramento County Board pé&isisors for their consistent support of

prevention programs and for their leadership iraing the formation of a broad based effort to
engage the community in planning for a comprehenapproach to prevention. Home visitation

and early intervention programs, the key strategascted by public and private stakeholders,
have shown success in improving the health, s@malimstances and outcomes of mothers and
children including reductions in the incidents &iild abuse and neglect. The CDRT recognizes
and supports the efforts of the Family Support &wmirative and the more than twenty home
visitation programs for their efforts to improveethealth and safety of children and families. The
CDRT recommends improving avenues of collaboratind communication among the different

prevention and early intervention programs in Saersto County, in order to prevent and address
system gaps.

The CDRT recognizes and supports the efforts of Saée Kids Coalition, which is targeting
residential drownings by working with code enfor@sh officials to mandate pool safety
requirements (fence requirements, warning signyg, @anong new residential pool owners. The
Sacramento CDRT recommends this policy be extetml@ttlude pool owners whose pools were
installed prior to the new policy.

Conduct educational efforts to reduce modifiable rekless and negligent teenage behaviors.

The CDRT has noticed that since 1995 nearly hakilbteenage motor vehicle deaths involved
some form of reckless driving. Reckless driving dabrs identified by the CDRT include
speeding, street racing, unsafe driving for roadddmns, going against traffic, and not wearing a
seat restraint. The CDRT recommends that efforimage to enforce current laws against reckless
driving behaviors. Strong enforcement of these lam®uld prevent unnecessary deaths in
teenagers and encourage their safety. The CDRTaagplcurrent programs that target substance
abuse among teenage drivers, yet believe moregablication needs to be aimed at neglectful
and reckless behaviors that do not necessarilydiectubstance abuse.

Suicides among teenagers are preventable. The QB&Ignizes that there is a need to better
educate teenagers and communities on the warrgng sif teenage suicide and the support that is
available. The Sacramento CDRT recommends thataBarto County follow the example of
Placer County and establish a Teenage Suicide Riemelask Force, to further efforts in teenage
suicide prevention within the community as wellkaghin each school district.
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INTRODUCTION

Two-month old twins Charlotte and Carrie were lyim a one-bedroom apartment with their
parents Joe and Molly, and their three-year old thew John. Molly was a young mother with
developmental delays, and had been physically arttalty abused as a child.

Molly had been connected to many different servineSacramento County, and had received
adequate prenatal care for her twin girls, who wé@n healthy. However, the stress of having
three children at home was getting to Molly. She waable to keep appointments with her mental
health provider. She was unable to keep appointnantthe clinic for Women, Infants and

Children. Even though Molly had been connectecet@ial programs that brought services to her
home, she was unwilling to keep appointments Vkidise in-home service providers. Around this
time, several reports were made to Child Protect®esvices on Joe and Molly for child neglect.

The neglect case was substantiated, and Charlotte @arrie were removed from their home.

During this time, Joe was arrested and sent toff@ilan unrelated matter.

Five days after the children were removed fromhtbee, they were reunited with their family, with
the understanding that service providers would @ase their presence in the home. While the
frequency of visits to the home increased aftetwhies were reunited with their family, there were
still missed appointments and refused visits. Atmand a half after the children were removed
from their home, Charlotte and Carrie were foun@dle- victims of severe neglect.

While reviewing this case, the Sacramento Countid@reath Review Team noted that there was a
lack of coordination of care among the differeneages serving this family, and that information

may not have been passed between service providéng most effective manner. The team also
noted that there needs to be a more effective peof decision making, and more education to
the public about issues related to the failuretiove among infants and children.

There are many lessons to be learned about chthlitia through the Sacramento County CDRT
review process each year. Through careful reviempefully we can improve collaboration and
coordination among agencies, as well as improvermétion sharing in order to prevent families
from “falling through the cracks” in the future.

Sheila Anderson
President and CEO
Child Abuse Prevention Center
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Chapter One
Deaths Related to Abuse and Neglect

Three-year old Joey was full of energy. His mom ded some respite, so she sent Joey and his
brother Alex to Joey’s godparent’s house for a wesdilking the summer. Joey’s godparents could
not deal with all of Joey’s energy. They slappedrhiepeatedly, and threw him across the room
when he tried to play with them. When Joey’s momreafor a visit during the week, she refused
to take him home, even though she saw multiple ses on his body. Eventually, after multiple
injuries, Joey’s brain swelled and Joey died.

One of the principal functions of the Sacramentour@p CDRT is to ensure that all child
maltreatment related deaths are identified. Reaiggithe risks inherent to children living with a
violent or substance abusing adult, the CDRT ralyicollects information on drug and/or alcohol
history, prior abuse and/or neglect, and domestiernce during their review process for all deaths,
regardless of their cause. This information is \a&ti from criminal histories, social service
histories, and crime scene investigations.

In 2004, 176 children died in Sacramento CountyrFteaths were due to child abuse and neglect
(CAN) homicides. While this is an increase from 20@here there was one CAN homicide, there
has been a significant downward trend in the nunob&AN homicides since 2001, which can be
seen in the figure below.

Figure 1

SACRAMENTO COUNTY CHILD ABUSE AND NEGLECT HOMICIDE TRENDS
1990-2004
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Although a decrease in CAN homicides is welcomeds difficult to determine the exact cause.
There have been several important changes in anmemity regarding child abuse prevention that
may have contributed to this change. Home visitapioograms, proven to reduce the incidence of
child abuse and neglect, have expanded in Sacran@minty since the late 1990’s and are now
available to all first-time parents. An increasgublic knowledge regarding child abuse as well as
intense media coverage of past high-profile cassg mave increased early reporting of child abuse
and neglect, and prevented homicides. Child PriotecServices has developed a program of
structured decision-making as well as intensifietimediate response to high-risk cases. The
Sacramento County Board of Supervisors has supp@ttéd Protective Services in their policy of
child safety over family reunification. An incress pool of funding available for prevention
programs for young children, especially the popatabf children under five years of age, which
have been seen as the most vulnerable populagsralio become available.

Child maltreatment was involved in the lives anattle of 11 of the children who died this year.
More specifically, four children died as a resuitaochild abuse and neglect homicide, one died
indirectly from neglectful behaviors, five childresied where neglect-related behaviors were
present, and one child died from a cause relatguieivatal substance abuse. It is important to note
that, aside from the four child abuse and neglentibides, the remaining seven deaths were caused
by something other than a homicidal behavior. kkase where a death is not a homicide, but the
child experienced some type of abusive or neglebt#havior, the CDRT will classify the deaths as
being abuse or neglect related. A case is furtivgstigated to determine if additional elements of
neglect were present, such as a failure by thenparecaretaker to provide for the basic needs of
the child, or where physical injury or other injuiy either likely (severe neglect) or unlikely
(general neglect) to occur. Examples of cases wvglan element of neglect in 2004 included
parents of a child with cerebral palsy not follog/vith the medical regimen for the child. A case is
defined as neglect-related when the child is letheut adequate supervision, food, shelter or
medical care and is killed by a suddenly arisinggds, or when there is a clear medical link
between prenatal substance abuse and the childth.dexamples of neglect-related deaths in 2004
included a mother abusing alcohol and drugs whilegpant, complicating her pregnancy and
causing her child to be inflicted with cerebralgyalparents leaving their five year-old child ireth
care of a thirteen year old who shoots the chilthwai gun left in an unlocked drawer, parents not
fencing in their pool and leaving ample time foeithone year-old child to fall into the pool and
drown, and a parent leaving a ladder by the pdlolwang a one year-old to climb into the pool and
drown.

Risk factors were present in nine of the 11 deditls to child maltreatment (82%). Examples of
risk factors include alcohol and other drug invohent, or a history of abuse and neglect, domestic
violence or violent crime. The following is a repeatation of how the risk factors are broken out
across the nine deaths:

4 families had a known history of abuse or neglect

2 families had a history of drug or alcohol abuse

1 family had a history of abuse or neglect andstohy of drug or alcohol abuse

1 family had a history of abuse or neglect, donsegiblence, drug or alcohol abuse and a
history of violent crime
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1 family had a history of drug or alcohol abuse aindent crime
Child Abuse and Neglect Homicides

Child homicides fall into two broad categories,dbaesulting from caregiver abuse or neglect, and
those perpetrated by a third party, such as adr@nstranger. A child abuse and neglect (CAN)

homicide is a death that is caused by abuse orecetiirough a caregiver, such as a parent,
guardian, or babysitter (caregivers can includeilfafriends). Third party homicides, those deaths

perpetrated by strangers, acquaintances, or fri@mdsliscussed later in this report.

Victims

This year, four children residing in Sacramento @gwvere CAN homicide victims. Three victims
were female and one victim was a male. Two victimese infants, one was in the one through four
age category, and one victim was between the dges@nd nine. Three victims were multi-racial
and one was of African-American ethnicity.

Perpetrators

In 2004, perpetrators of CAN homicides included itin@her of a child, a family friend and in two
cases, both parents. This year two children diee uwuseverely neglectful behavior by their
caretaker, one child died at the hands of theetester, and one death was caused by a method that
was undetermined. Data collected since 1990 shitwas most CAN homicides are caused by
injuries where the perpetrator used his or her bareds. Deaths caused by battering and shaking
are the most common, followed by injuries causeéabgl gunshot wounds.

Certain “triggering events,” such as prolonged ifusss, feeding problems and toileting difficulties
often precede fatal child abuse. For the purposéss report the “triggering event” is the event
situation that prompted the perpetrator’s acticat tad most directly to the child’s death. In 2004
there were no known triggering factors involvedhiia CAN homicides.

One CAN homicide involved a child murder/care-takaicide in 2004. In this particular case, a
child died at the hands of her mother, who thercg@eded to commit suicide. The method that was
employed to kill the child was undetermined. Fag pfurposes of this report, CAN murder/suicides
are defined as a fatal child abuse incident afterclv the offender takes his or her own life.
Although CAN murder/suicides are relatively infrequ events in Sacramento County (occurring
less than once a year on average), some commommdetors separate them from other CAN
homicides. As a group, CAN murder/suicides areaniely to involve multiple victims and more
likely to involve firearms. Most appear to be trgggd by domestic disputes.

Risk Factors

In order to detect trends and form prevention stjigs at a local level, the CDRT investigates the
family environments of all children who die in Saicrento County. Evidence of risk factors or
family stressors, such as substance abuse, prilor @buse, domestic or other violence, mental
illness, and poverty are collected by CDRT membeseparation for each review.



In 2004, four risk factors were identified in CAMrhicides: a history of abuse or neglect (evident
in three of the four CAN cases), a history of dragd/or alcohol abuse (in two of the four cases), a
history of violent crime (in two of the four cases)d a history of mental health issues with regard
to the primary caregiver (in two of the four cases)

Prior Agency Involvement

One of the goals of the CDRT is to identify any gjap delivery of services, which are identified
during the review process. For that purpose, tBRT records agency involvement with families
of CAN homicide victims.

In 2004, three of the four CAN homicide cases hawlvement with Child Protective Services.
Two had involvement for severe neglect relatecheodecedents, and one had involvement in CPS
for abuse related to the decedent and their sibling

Investigation and Prosecution

Perpetrators involved in the three CAN homicideswbich there is a living perpetrator have trial
dates set for late 2005.
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Map i:
All Causes of Death
Sacramento County 2004
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Chapter Two

All Causes of Child Death

Another fundamental mission of the Child Death ReviTeam (CDRT) is to develop a statistical
description of all child fatalities as an overaitlicator of the well-being of children. This chapte
includes information regarding the overall chilchtterate, natural and injury-related death rates, a
categorical breakdown of the causes and mannedeaih, and a summary of natural deaths and
those caused by accidents, suicides, and undetdmaanner. Map i, shown on the previous page,
is a graphical representation of all child deathdex 18 years of age that occurred in Sacramento
County in 2004.

As noted earlier in this report, the CDRT routinebllects information such as drug and/or alcohol
history, prior abuse and/or neglect, domestic viode and public assistance history for all cases,
regardless of any suspected foul play. If needdditianal information is collected that relates to

the circumstances surrounding the death. For eleanmormation on adequacy of prenatal care
and tobacco exposure to a baby is collected fanindeaths.

Child Death Rates

In 2004, there were 176 child deaths in childredaunl8 years of age, who were residents of
Sacramento County. The Child Death Rate represtetsdeath rate for Sacramento County
residents, between ages 0 and 17, whose deathgrext¢n Sacramento County. Since there are
more than 300,000 children in Sacramento Countis @ur practice to multiply this quotient by
100,000 in order to detect subtle changes fromyeae to the next.

Figure 2

Sacramento County child death rates per 100,000 dbren
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CHAPTER TWO" CAUSES OF CHILD DEATH

The child death rate for 2004 was 48.88 per 100¢d@idren. This rate is higher than the 2003 rate
of 43.25, but lower than the 2002 rate of 52.6 #mel 2001 rate of 55.0. The raw data and
corresponding death rates have been provided itePab

Deaths can be classified as Natural, Injury-Relatetdndetermined. The Undetermined category
is comprised of cases where there was insufficesdence to determine the exact cause of the
death.

In 2004, 70% of all child deaths were due to ndtcaaises. This is the same percentage of deaths
due to natural causes as found in 2003. Injurytedldatalities accounted for 24% of all child
deaths. Again, this is the same percentage as08.20he remaining 6% of child deaths were
classified as undetermined.

Cause and Manner of Death
Table A Description

Table A provides a summary of the conditions amducnstances that resulted in child deaths this
year. Deaths in the two main categories, naturabe&s and injury-related, are broken out into
subcategories according to similar conditions. hikdt category, undetermined, contains cases for
which the manner of death could not be identiflEedamples of cases in this category include SIDS
vs. possible parental overlay, where there wasenotigh information to categorize this death as
natural or due to accidental injury.

Annual rates have been calculated only for categasihere there were 15 or more child fatalities.
All rates were calculated using the current popaatdemographics provided by the State of
California Department of Finance. Rates are bagedl0,000 children, except for infants whose
rates are based per 1,000 live births.
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Table A
2004 Child Deaths by Cause and Manner — Sacramen@ounty

Per 100,000 Children

Catedo Number of Rates*
gory Deaths
Natural Causes
Perinatal Conditions 62 17.2
Congenital Anomalies 31 8.6
SIDS 3 -
Cancer 10 -
Infections 10 --
Respiratory 1 -
Other 6 -
Undetermined Natural 0 -
Total Natural Causes 123 33.9
Injury-Related Causes
CAN Homicide 4 -
Third Party Homicide 11 -
Arson Homicide 0 -
MVA (Occupant) 5 -
MVA (Pedestrian) 4 -
MVA (Bike) 1 -
Drowning 7 -
Suicide 4 -
Suffocation/Choking 0 -
Fires 0 -
Undetermined Injuries 1 -
Other Injuries 6 -
Total Injury -Related Causes 43 11.9
Undetermined Manner 10 B
TOTAL 176 48.88

* Rates were not calculated for categories in whiehe were fewer than 15 deaths.
Population Source: State of California, Departn@dritinance Race/Ethnic Population with Age and Sex
Detail, 1970-2040.
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Cause and Manner of Death

Natural Causes

Definition: Death due to complication(s) of disegsecess, or due immediately to natural cause(s).
Examples of natural causes include perinatal coodg, congenital anomalies, Sudden Infant
Death Syndrome (SIDS), cancers, and deaths dudctions or respiratory conditions.

One hundred and twenty-three (123) children in &aento County died from natural causes in
2004. The two leading natural causes of death wermatal conditions and congenital anomalies
(birth defects).
On the next few pages, you will find informationr fthe two leading natural causes of death:
prematurity and other perinatal conditions andhbatefects. A third section on SIDS deaths is
included in this section, due to the historicalighhnumber of SIDS deaths in Sacramento County.
Perinatal Conditions
Perinatal conditions include prematurity, low bivight, placental abruption and congenital
infections. The perinatal period is defined as pileeiod shortly before through shortly after birth.
This time interval begins with the completion oé tad" to 28" week of gestation and ends 7 to 28
days after birth.
In 2004, perinatal conditions accounted for thetld®eaof 62 children. Prematurity was a
contributing factor in 45 (26%) of the 176 childatles this year. The median gestational age of
babies who died from prematurity and other perinatanditions was 20.5 weeks. The median
weight of babies who died from prematurity and otperinatal conditions was 652.5 grams
(approximately 1.44 pounds).
The following information was available on the &aths due to perinatal conditions in 2004

17 families had a case history of substance abuse

9 families had a history of domestic violence

5 mothers had positive toxicology reports at biacthalcohol or drugs

1 child had a positive toxicology report for druagsbirth
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Congenital Anomalies

Definition: Congenital - A condition that existslatth, and usually before birth, regardless
of its causation. Anomalies - Marked deviationsrfrthe normal standard, especially as a
result of congenital defects. These conditions arquired during the development of the
fetus and are generally attributed to heredity/gerse

Congenital anomalies include fatal birth defectgshsas heart defects and chromosomal
abnormalities. The underlying causes of death is tlategory are generally attributed to
heredity and/or genetics. Birth defects includerheafects, neural tube defects such as
anencephaly, and chromosomal abnormalities suCloas Syndrome.

The following information on risk factors was awdle on the 31 deaths caused by congenital
anomalies in 2004

7 families had a criminal history (violent or noiehent)

4 families had a case history of substance abuse

3 families had a history of domestic violence

2 children were born to teen mothers
Sudden Infant Death Syndrome (SIDS)
Definition: A diagnosis of exclusion and unknowioletyy, it is the leading cause of death for
infants between ages two months to one year ibthted States, accounting for about one-third of
all such deaths. Section 27491.41 of the Califo@ernment Code defines SIDS as “the sudden
death of an infant one year of age or younger wisalnexpected by the infant’s history and where
a thorough postmortem examination fails to dematstan adequate cause of death.”
SIDS is classified as a diagnosis of exclusionis Theans that the pathologist attributes an infant
death to SIDS when an apparently healthy infant died a thorough investigation reveals that no
other cause of death can be established. Alth&IDI$ deaths tend to be unpredictable, research
has demonstrated that certain conditions (sleeftigosexposure to tobacco smoke) put some
infants at higher risk for SIDS than others. In 2@Bere were three SIDS deaths in Sacramento
County. All three (100%) of the victims died in émmnments recognized nationally to increase the
risk of SIDS.
The following information was available on the Sldeaths in 2004:

2 infants were sleeping either facedown or on tbieie

2 infants were sleeping in either adult or makedbedds with pillows, comforters and other
potential dangers

1 family had a case history of substance abuseiafeht crime
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1 infant was exposed to tobacco smoke

Other Natural Causes
Cancer, Infections, and Other Natural Causes

Definition: Cancer - Death caused by a tumor disgdke natural course of which is fatal. Cancer
cells, unlike benign tumor cells, exhibit the pndjgs of invasion and metastasis and are highly
anaplastic. Cancers include two broad categoriesastinoma and sarcoma.

Infections - Death caused by the invasion and plidétion of microorganisms in body tissues.
Examples are meningitis, sepsis, and goodpastyredreme.

Other Natural Causes - Deaths due to a natural eaust previously mentioned.

Cancers, mainly those involving the blood and hraire the most common causes of death in this
category.

The following information was available on the 2&aths due to cancer, infections, and other
natural causes in 2004:

5 families had a history of domestic violence
5 families had a history of violent or non-violemime
4 families had a case history of substance abuse

4 families had a case history of abuse and/or oegle

Injury-Related Deaths

Definition: Death as a direct result of an injurglated incident. Examples of injury-related deaths
include homicide, motor vehicle accident (MVA)cgle, drowning, burns, and suffocation.

Injury-related deaths can be analyzed in term$iadet broad categories: Intentional, Unintentional
and Undetermined, which includes all injury-relatighths where there was no sufficient evidence
to determine whether the fatal injuries were inéledc on purpose. Motor vehicle deaths, drownings,
and suffocations are examples of deaths causednbyteational injuries. Intentional injuries
include homicides and suicides.

Unintentional Injuries

Three-year-old Dennis was playing with his toy lavawer in the backyard while his father and
uncle constructed a fence around the family podlilé\Dennis’ family members were constructing
the area of fencing facing the back-most part ef yard, Dennis pushed his lawnmower into the
pool and drowned.

In 2004 there were 24 unintentional injuries. Tiwe teading causes of unintentional injury-related
deaths in 2004 were motor vehicle accidents (I@),cxowning (7).
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The following information was available for unintemal injuries in 2004:

6 of the deaths were associated with reckless l@hav

6 victims had a family case history that includetstance abuse

4 of the deaths had a family history of child abasd/or neglect

2 victims had a family case history that includedneéstic violence
Motor vehicle accidents accounted for 10 of theudntentional injuries for 2004. Five of the
victims were either drivers or passengers. All fimetor vehicle occupant victims were between the
ages of 15 and 17. Of the motor vehicle accidentslving a youth 15-17 years of age, three (60%)
involved a driver under the influence of eitherdkegr illegal mind-altering substances. Four of the

motor vehicle accident victims were pedestrians@mawas struck while riding a bicycle.

Drowning victims accounted for seven of the 24 temtional injuries for 2004. Three children died
in a river, three in a residential pool, and onstanding water in the cover of a residential pool.

Intentional Injuries

Homicides
Homicides represented 15 (6%) of the deaths in 2@Hild homicides for 2004 were comprised of
two categories: third party homicides (i.e., pergetd by a third party, such as a friend or strange

and CAN homicides (i.e., caregiver abuse or nepjl€AN homicides are discussed in a separate
section of this report (Chapter One, page 3).

Third Party Homicides
Of the 15 child homicides in 2004, 11 were classlifas third-party homicides. Eight of the 11
victims were between the ages of 15 and 17 yeassyiztim was in the 5-9 year old category, one
victim was in the 1-4 age category, and one vistias an infant.
The following information was available for thir@ugy homicides in 2004:

5 victims came from families with a history of stdrxce abuse

4 victims had a family history of criminal activity

3 victims had a history of gang involvement

3 victims came from families with a history of dostie violence
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Suicides

In 2004, four child fatalities were identified ag@des. All four suicides occurred with childres 1
through 17 years of age, and all four suicides ltedurom hanging. Of the four suicides, one
victim had a case history that included physicalsgband substance abuse and one victim had a

case history that included substance abuse andvintemt crime. One victim had previously
attempted suicide.

Deaths of Undetermined Manner

Definition: Death in which the cause/manner may m®inedically identifiable.

In this category the manner of death may not berdebhed due to confusion regarding how the

fatal condition developed or was inflicted. Deathat had insufficient information to assign a

manner included injury-related fatalities such las death of a child by gunshot, where the team
could not determine if the wound was inflicted amrgmse. Also included in this category are

unexpected sleep-related infant deaths where thasenot enough evidence to determine whether
the death was caused by parental overlay or SIDS.

In 2004, all 10 deaths of an undetermined manner vaeep-related deaths. There was an
abundance of risk factors involved in these 10eatcluding:

9 infants were sleeping in either adult or makedbeds with pillows, comforters and other
potential dangers

8 infants were co-sleeping with their parents and/sibling
7 families had a case history of substance abud®madomestic violence
6 infants were sleeping either facedown or on thielie

3 infants were exposed to tobacco smoke
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Chapter Il

Child Death Demographics
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Chapter Three

Child Death Demographics
Age

The majority of child deaths occurred in infant€@mting for 58% of all deaths. Children 15

through 17 years of age, were the second largesipgraccounting for 17% of all deaths in 2004.
The third largest group was children one througir feears of age, accounting for 15% of all deaths
in 2004. The fourth group was children five throughe years of age, accounting for 6% of all

deaths. The smallest group in relation to this 'gefatalities was children 10 to 14 years of age
accounting for 3% of this year’s deaths. Table Btfer illustrates this year’s findings.

Table B

Comparison of Child Deaths by Age and Child
Population, 2004

Age Category Child deaths (#) Child deaths (%) Deate per

1,000 child
population
Infant 103 59% 4.8
1-4 27 15% 0.4
5-9 11 6% 0.1
10-14 5 3% 0.1
15-17 30 17% 0.5
Total 176 100%
SourceState of California, Department Of Finan&ace/Ethnic Population with Age and Sex Det&V,Q

2040.

Natural Causes

A total of 123 deaths resulted from natural causeth the majority of these deaths occurring in
infants. Infants accounted for 85 (69%) of all thisadue to natural causes. The second largest group
was children 1 through 4 years of age, accountind & (13%) of all natural deaths. Children five
through nine and 15-17 years of age each accouote8 (7%) of all natural deaths. Lastly,
children 10 through 14 years of age accounted {@24) of all natural deaths.

Unintentional Injuries
There were a total of 24 deaths resulting from temtional injuries. Older children accounted for
the majority of all unintentional injuries. Childrd5 through 17 years of age were the largest group

with 10 (42%) of the 24 deaths. The second largestip was children one through four years of
age with 9 (38%) of the 24 deaths. The third larggeup was infants, with 3 (13%) of the 24
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deaths. Children five through nine and ten throfoghiteen years of age each accounted for 1 (4%)
of all unintentional injuries.

Intentional Injuries

There were a total of 19 deaths resulting fromntitmal injuries. Children 15 through 17 years of
age accounted for 12 (63%) of the intentional ipjcinild deaths. Infants accounted for 3 (16%) of
the intentional injuries, and children one throughr and five through nine years of age each
accounted for two (11%) of the intentional injuri€hildren 10 through 14 years of age were not
represented in the intentional injury category @942

Undetermined Manner

A total of ten deaths were of an undetermined marntants accounted for all ten (100%) of these
deaths.

Race and Ethnicity

There are differences in the number and proportadrehild fatalities among Sacramento County’s
various racial and ethnic populations. The mosallet difference between the percentage of deaths
and the percentage of the child population was dounthe African American and multi-racial
populations. African American children represe#¥%dlof the children in Sacramento County and
26% of the children who died, and children of mtbr@n one race represent six percent (6%) of the
child population and 12% of the child deaths.

Table C
Comparison of child deaths by race and child populgon
Race/Ethnicity Child deaths (#) Child deaths (%) atbeaate per 1,000
child population
Caucasian 65 37% 0.5
African 45 26% 0.9
American
Hispanic 20 11% 0.2
Asian 25 14% 0.5
Multiracial 21 12% 1.0
Other 0 0%
Total 176 100%
SourceState of California, Department Of Finan&ace/Ethnic Population with Age and Sex Det&V,Q
2040.
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Risk Factors
Poverty

In Sacramento County18% of children zero to four years of age and 15%luldren five to
seventeen years of age live in povérty 2004, eight of the 176 children who died (5%6ab
deaths) had risk factors related to poverty, sgcimadequate living conditions.

Substance Abuse and Domestic Violence

Substance abuse and domestic violence are majoecmto the Child Death Review Team. As
mentioned in previous reports, the overlap betwa@mestic violence and child abuse has been
estimated to be between 30 to 50 percektcording to statistics published by the U.S. &rement

of Health and Human Services in 1999, substancseaisua “substantial factor” in one-third of all
cases of child maltreatment.

In Sacramento County 64 (26.1%) of the 245 childitest died from child abuse and neglect-
related deaths from 1990 through 2004 came froranaily with a history of substance abuse.
Twenty-eight (11.4%) of the children that died fraild abuse and neglect-related deaths from
1990 through 2004 came from a family with a histofglomestic violence.
In 2004, 46 of the 176 child deaths (26%) had #ohysof substance abuse in the child’s family.
Five of the 46 (11%) were child abuse and negleletted deaths. The majority of deaths involving
a family history of substance abuse included:

17 deaths due to perinatal conditions

5 deaths of an undetermined nature (sleep-related)

5 third party homicide deaths

4 deaths due to congenital anomalies

3 deaths due to cancer
In 2004, there were 26 deaths (15%) that had aryistf domestic violence in the child’s family.
One of the 26 (4%) were child abuse and negleatadl deaths. The majority of these deaths
included:

9 deaths due to perinatal conditions

4 deaths due to an undetermined manner (sleeaglat

3 deaths due to congenital anomalies

1 U.S. Bureau of the Census, Census 2000 Long Form
2 Jaffe, P.D. Wolf, and S. Wilson. (199@hildren and Battered WomeSBage Publications.
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3 deaths due to cancer
3 third-party homicides
Foster Care
In 2004, two of the 176 children who died wereastér care. One child died from an infection and

one from natural causes labeled “other.” One childéath was classified as prenatal substance
abuse related.
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Chapter Four

The Sacramento County Child Death Review Team

History and Background

In November of 1988, a Sacramento County Board ugeBrisors resolution directed the Child
Abuse Prevention Council of Sacramento, Inc. (CARCdlevelop and coordinate an interagency
team to investigate child abuse and neglect faaliiThis action reflected a growing awareness that
child abuse and neglect fatalities are often diffito identify and prosecute without a coordinated
multi-agency investigation. The Board of Superkssoesolution was preceded by specific requests
to CAPC from the offices of the District Attornethhe County Sheriff and the Coroner to establish
such a team.

The ability to establish confidential Child Deatkbvew Teams was provided in 1988 by revisions
to the State Penal Code (Section 11166.7) and tdte 8Velfare and Institution Codes (Sections
830 and 10850.1). These statutes afford the cantfelgy necessary to review cases without bias
from outside pressures and influences. Under ¢aedrship of Dr. Michael Reinhart, Medical
Director of the Child Protection Center at the Wmsity of California Davis Medical Center,
Formation Committee members worked to establishptieeedents for the sharing of confidential
information and the written justifications neededappoint and staff a Sacramento County Child
Death Review Team. Dr. Marcia C. Britton, Directdithe Child Health and Disability Prevention
Program of Sacramento County, obtained all of tbar®y approvals and authorizations necessary
to implement the team. After a year of plannifgg Sacramento County Child Death Review
Team began functioning in November of 1989.

In designing our local team, the Formation Comrittead the foresight to broadly define the
team’s mission, ensuring that all child deaths \wdé reviewed and investigated. This model was
different from most other teams in existence at tihee. Typically, other large county teams
focused exclusively on suspicious child abuse agglatt homicides or reviewed the deaths of a
limited number of children in a narrow range of ag&@he Sacramento team remains unique in that
it is one of the only large county models that egxs the death of every infant and child under 18
years of age.
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Mission Statement

The mission of the Sacramento County Child Deathid®e Team is to:
Ensure that all child abuse related fatalitiesideatified.
Enhance the investigation of all child deaths tigfomulti-agency review.

Develop a statistical description of all child deatas an overall indicator of the status of
children.

Develop recommendations for the prevention andoresp to child deaths based on the reviews
and statistical information.
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The Sacramento County Child Death Review Team badistent representation during 2004 from
the following agencies:
Child Abuse Prevention Council of Sacramento, Inc.
Kaiser Permanente
Law Enforcement Chaplaincy of Sacramento
Mercy San Juan Medical Center
Sacramento City Fire Department
Sacramento City Police Department
Sacramento County Coroner’s Office
Sacramento County Department of Health and Humavices:
California Children’s Services
Child Protective Services
Disease Control and Epidemiology
Public Health Nursing
Sacramento County District Attorney’s Office
Sacramento County Sheriff's Department
Sutter Memorial Hospital

University of California Davis Medical Center

Lists of Sacramento County Child Death Review Teament members, formation members, past
members, and the Confidentiality Agreement camobed in the Appendices.
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Review Process

The Child Death Review Team (CDRT) meets monthlyetdew deaths of all children under age
18 in Sacramento County. The deaths are identbiethe Vital Records Unit of the Sacramento
County Department of Health and Human Services,thadieath certificates are forwarded to the
CDRT epidemiologist who then prepares them for e®vi Team members then compile any
pertinent information their agency may have regaydiach case. This information is then brought
to the monthly meetings in order to identify anytgmial abuse/neglect issues. The team also
identifies trends in other types of child death®ider to address needs in prevention efforts. The
information is stored in a secure centralized dagatand statistical analyses are performed in order
to describe the information and identify any pestintrends.

Because of the confidential nature of the inforomatiliscussed, each team member is required to
sign a confidentiality agreement, which prohibitssémination of any information discussed by the
team unless otherwise provided by law.

In addition to the review of new cases, the stafteny ongoing investigations is reviewed monthly
and additional information needs are identifiedondmember agencies may be contacted to provide
information related to the team’s investigationll dases remain under review until the team agrees
that the underlying cause of death has been detethas accurately as possible.
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Deaths are categorized by cause and by manner.aBettrucial to the investigation and analysis of
fatalities. The following text defines and comsatieese two often-confused terms.

Causesof death, listed on the death certificate, are wwdfindings coded according to the
International Classification of Diseases, tenthiedi(ICD-10).

A second finding listed on the death certificatsatdes the mode or manner of death, which is an
investigative finding.

Manner of death falls into one of six categories: Naturatcident, Suicide, Homicide, Pending
Investigation, and Could Not Be Determined. Insihn@ases where the cause of death is due to a
natural disease process, the manner is listed)lysaa “Natural.” Injury-related deaths generally
fall into one of the following three categories:c@dent,” “Suicide,” or “Homicide.”

To illustrate the difference between the manner eauase of death, consider a death certificate
where the medical cause of death is “Gunshot wairttie head.” In this case, the wound could
have been inflicted in one of four manners: “Accifé“Suicide,” “Homicide” or “Could Not Be
Determined.”

When there is confusion regarding how the fatalddam developed or was inflicted and the
manner could not be determined with a satisfacttagree of certainty, the manner is listed as
“Could Not Be Determined.” An example of a clagsifion of this type could be found in a
situation where a cause of death is listed as “Baoary embolism.” A pulmonary embolism can
occur as a complication of an injury or it can accaturally. Due to possible uncertainty regarding
the formation of a pulmonary embolism, the manmerda be listed as “Could Not Be Determined.”

The manner of death is an important consideratiecabse preventing child deaths, one of the
central goals of the Sacramento County Child DeRdview Team, relies on the ability to
differentiate between intentional and accidentate For example, strategies designed to reduce
the number of accidental drownings will differ gilgafrom those designed to reduce intentional
drownings.
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Report Strengths and Limitations

Better identification of child abuse and negledalities is the primary mission of the Child Death
Review Team (CDRT). During the review process, tiegam focuses on any suspicious
circumstances surrounding the death of a childcaBse of the involvement of multiple agencies,
the team is able to generate information that hdpdarify otherwise limited evidence of abuse.
Such information can be critical to the death itigegion and may ultimately result in a death
certificate that more accurately reflects the ocece of an abuse-related fatality.

As a result of this multi-agency investigation, tteeise of death identified by the team, particularl
in cases of child abuse and neglect homicide, neapbre explicit than the cause of death assigned
by the local physician or coroner. Based on thentedindings, a more accurate description of the
occurrence of abuse-related deaths in Sacramentotoan be provided by a Child Death Review
Team report than the information provided by thatdeertificates filed with the State.

The Sacramento County Child Death Review Team igugnin its approach to investigating child
fatalities. By reviewing the circumstances suriing each child death instead of sampling the
childhood fatality population or focusing on suspis cases only, the CDRT can capture a more
detailed and accurate description of child mowalih Sacramento County. This broader
understanding of child death and the ongoing idieation and investigation of child abuse and
neglect fatalities has also provided for the dewedent of effective prevention strategies.

Unfortunately, comparisons between Sacramento #ret qurisdictions are difficult. At the present
time, there is no uniformity at the state and maldevels in reporting, investigating and validati
cases of child abuse and neglect and their reguftitalities. As a result, there is a significant
undercount of the annual CAN-related fatalitiesndin Vital Statistics Death Records.

The criteria for selecting cases to review arebdistaed by each county’s team and very few teams
review all child deaths. In addition, each teamirsef abuse and neglect-related fatalities
differently. Even though the State Child Death ieevCouncil has published a definition of deaths
related to abuse and neglect, the final decisiatililanade at the local level.

All of the children included in this report werec&amento County residents at the time of their
death. Out-of-county cases are reviewed, but ateintluded in any analysis used to make
inferences about Sacramento County children. &rtgjlthe team does not usually review cases of
children who are Sacramento County residents lutrdanother county. Sacramento County does
not receive these death certificates, so thesesdae not been included in this report. These
factors may account for any discrepancy found wé@nparing the number of cases in this report
to those recorded by the State Registrar for SaamgmCounty.

The development of the CDRT’s Annual Report hasieevolving process. In 1996, the CDRT
began following childhood fatality trends on an aainbasis, which led to more comprehensive
record keeping of all child deaths. For this reasggregate data is available for the time period
beginning in 1996 through the current year. Oflf@tia, such as injury type and demographics,
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comes primarily from death certificates and is dée for all cases reviewed since 1990. The
differences found in the availability and consisterof information is due to the different time
periods used to present prior years’ data.
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Table F
Deaths by category and age 2004

Sacramento County

Category Infant 1-4 5-9 10-14 15-17 Total
Perinatal Conditions 56 2 4 62
Congenital Anomalies 22 4 1 1 3 31
Sudden Infant Death Syndrome 3 3
Cancer 1 4 1 2 2 10
Infections 5 4 1 10
Respiratory 1 1
Other (natural) 2 1 3 6
CAN Homicide 2 1 1 4
Third Party Homicide 1 1 1 8 11
Arson Homicide 0
Motor Vehicle Deaths (occupant) 5 5
Motor Vehicle Deaths (pedestriar 3 1 4
Motor Vehicle Deaths (bicycle) 1 1
Drowning &) 1 1 2 7
Suicide 4 4
Suffocations 0
Burn 0
Other Injury 2 3 1 6
Legal Intervention 0
Undetermined Injury 1 1
Undetermined Manner 10 10
Total 103 27 11 5 30 176
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Sacramento County

Race Classification
Caucasian

African American
Asian/ Pacific Islander
Hispanic

Native American
Multiracial

Other

Total

Table G
Deaths by race/ethnicity and age 2004

Infant 1-4
36 9
28 6
12 5
14 3

0 0
13 4

0 0
103 27

-43-

5-9

11

10-14 15-17 Total

1

13

30

65

43

25

20

21

176
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Table H

Child abuse and neglect homicide victims by age1990 to 2004
Sacramento County

Period Covered Infant 1-4 5-9 10-14 15-17 Total
1990-2003 30 56 20 7 6 119
2004 2 1 1 4

Total 32 57 21 7 6 123

Table |
Child abuse and neglect homicide victims by race/enicity 1990 to 2004

Sacramento County

Period Covered White Hispanic Black Asian Other* Total

1990-2003 54 18 31 11 5 119
2004 1 3 4
Total 54 18 32 11 8 123

* Including children of mixed racial categories.
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Table J
Perpetrators of CAN homicides 1990 to 2004

Sacramento County

Perpetrator

Father
Mother

Boyfriend of Mother or
Guardian

Undetermined

Both Parents
Babysitter

Stepfather

Other Family Member
Foster Parent

Girlfriend of Father or
Guardian

Family Friend
Total

1990-2003

35
27

-47-

2004

Total
Cases

35
28

123

%

29%
23%
13%

11%
%
6%
3%
3%
2%
2%

2%
100%
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Table K
Deaths caused by intentional injuries by mechanism1990 to 2004

Sacramento County

TABLES

3 Party Homicide CAN Homicide Suicide Total

Firearm 81 23
Battering 3 33
Hanging 0 0
Shaking 0 19
Strangulation/Suffocation 1 14
Poisoning/Overdose 0 8
Stabbing 9 6
Fire 2 4
Undetermined 1 1
Vehicular 4 0
Drowning 0 5
Chronic Neglect 0 7
Other 1 3
Total 102 123
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Table L TABLES

Number of deaths by Sacramento County zip code-2004

Zip Neighborhood 2004 Deaths Total
Deaths 2000-2003
95608 Carmichael 1 22 23
95610 Citrus Heights 4 12 16
95621 Citrus Heights 5 11 16
95624 Elk Grove 8 15 23
95626 Elverta 1 4 5
95628 Fair Oaks 2 13 15
95630 Folsom/Clarksville/El Dorado Hills 4 18 22
95632 Twin Cities/Galt/Herald 1 4 5
95638 Herald 0 1 1
95655 Mather 0 1 1
95660 North Highlands 8 24 32
95662 Orangevale 1 10 11
95670 Rancho Cordova 6 28 34
95673 Rio Linda/Robla 3 11 14
95683 Rancho Murieta 1 1 2
95690 Walnut Grove 0 1 1
95693 Wilton 0 1 1
95757 EIk Grove 3 0 3
95758 Bruceville 13 19 32
95763 Folsom 1 0 1
95814 Downtown Sacramento 1 5 6
95815 North Sacramento 6 26 32
95816 Midtown Sacramento 3 2 5
95817 Sacramento/Oak Park 4 12 16
95818 Sacramento/South Land Park 1 7 8
95819 Sacramento/ East Sacramento 0 9 9
95820 Fruitridge 9 37 46
95821 Town and Country Village 2 21 23
95822 Sacramento/Meadowview 4 31 35
95823 Sacramento/Valley Hi 21 60 81
95824 Fruitridge 8 23 31
95825 Arden/Arcade 8 14 22
95826 Perkins/Rosemont 3 16 19
95827 Mills/Walsh Station 4 15 19
95828 Florin 6 33 39
95829 Coffing/Sheldon 1 9 10
95830 Sacramento (Florin & Sunrise) 0 1 1
95831 Greenhaven 1 14 15
95832 Sacramento/Freeport 1 4 5
95833 Arden/ Garden 5 17 22
95834 Sacramento/South Natomas 1 7 8
95835 Sacramento/North Natomas 3 5 8
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Zip

95837
95838
95841
95842

95843
95864
Total

Neighborhood

Sacramento International Airport
Del Paso Heights/Hagginwood
Foothill Farms

Sacramento/Foothill Farms/North
Highlands

Sacramento/Antelope
Arden/Arcade

-52-

2004
Deaths

0
10
2
2

7
1
176

Deaths
2002-2003

1
22
8
25

16
0
636

Total

1
32
10
27

23
1
812
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APPENDIX A

Memorandum of Agreement for the Sacramento County Miltidisciplinary
Child Death Review Team

PURPOSE
The purpose of the Multidisciplinary Child Deathviksv Team is:
1. To ensure that all child abuse-related fatalitiesidentified,;

2. To enhance the investigation of all child deathedhgh shared information and
communication;

3. To develop a statistical description of all childaths as an overall indicator of the
status of children; and

4. To develop recommendations for the prevention @sgponse to child deaths based
on said reviews and statistical information.

MEMBERSHIP

The team will be comprised of representatives fthenfollowing agencies:

I Sacramento County
A. Sacramento County Coroner

1. Investigations

2.  Medical
Sacramento County Sheriff’'s Department
Sacramento City Police Department
Sacramento City Fire Department
Law Enforcement Chaplaincy of Sacramento
California Highway Patrol

nmoow

Il Department of Health and Human Services
A. California Children’s Services
B. Child Protective Services
C. Epidemiology and Disease Control
D. Public Health Nursing

1] District Attorney’s Office
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\Y Local Hospitals
A. Kaiser Permanente
B. Mercy San Juan Medical Center
C. Sutter Memorial Hospital
D. University of California, Davis Medical Center
1. CAARE Unit
2. Pathology

\% Other Community Service Agencies
A. Child Abuse Prevention Council of Sacramento

Said agencies will provide routine representation am on-going basis. No agency shall
withdraw from the Team or suspend their particgratwithout the expressed approval of the
appropriate regulatory body. Individual represewes will be expected to consistently attend
all meetings for a period of no less than one year.

Each participating agency in the Child Death Reviewam shall appoint a lead representative
(A) and a single alternate (B) to participate ia tteath investigation review meetings. The lead
person (A) shall provide case specific informatam child deaths under review. The agency
shall designate a single back-up representativetBrovide case specific information in the

event that person (A) cannot be present. No adiditistaff person from the agency may replace
person A or B. If neither person A nor person B atdend a meeting, the agency will not have a
representative at that meeting. The Chair may apeo representative other than A or B to
provide case specific information for an upcomingetmg. The request shall be made by the
agency in advance to the Chair, if there are extmg circumstances requiring a person other
than A or B to present information from that agency

New Team representatives will receive an orientatioganized by the Child Abuse Prevention
Council in conjunction with other experienced Tea@presentatives. This orientation will
include information regarding the Team purposealdisthed protocols and procedures, the role
of each Team representative and their agency, mumembership, meeting schedule, and data
collection requirements.

In addition to the standing representatives, otggncies and individuals may be invited to
attend meetings when, after initial review, the Mdaels that they may have direct information
about a case or that they may have particular subjgertise to contribute to the overall review.

All parties who participate in the child death mwiprocess will be required to sign and adhere
to a confidentially agreement.

STATUTORY AUTHORIZATION

In 1987, Sections 830 and 10850.1 were added t&thte Welfare and Institutions Code and
provided specific authorization allowing multidigthary child abuse teams to receive

information related to incidents of child abuse ami@wrmation which could be relevant to the

prevention, identification or treatment of childusle. In 1988, Section 18961 of the Welfare and
Institutions code was amended to allow qualifiedspes not serving as standing members of

-56-



APPENDIX

such teams to be deemed a part of the team assaegesnd to receive and disclose information
relevant to particular cases as needed.

Also in 1988, Sections 11166.7 and 11166.8 of tte#eSPenal Code authorized the Attorney
General and the California Consortium of Child AduBroviders to develop the protocols
necessary for the development and implementatiantefagency child death teams for review
of suspicious child deaths. Amendments to thisslation in 1992 required that each county
establish an interagency child death team and a&sstion 11166.9, which established the
California Child Advisory Board to coordinate anddgrate state and local efforts to address
fatal abuse and neglect.

TARGET POPULATION

The target population for case review is all clafdrup through 17 years of age that die in
Sacramento County. The Team will consider caseshddren who are not residents of the
county if they die within county limits. The Teamill also consider cases for children who die
in another county but are residents of Sacramento(y.

MEETINGS

Regular meetings of the Team will be held monthilyaoset date to be determined annually by
the Team representatives. The meetings will oepyroximately mid-month and will include
all cases from the previous month as well as asgsaeld over for further review or analysis.

GROUND RULES

Members of the CDRT agree to:

Practice timely and regular attendance.

Share all relevant information.

Stay focused and keep all comments on topic.

Listen actively — respect others when they aranglk

Be willing to explore others’ basis for conclusiaghgou do not agree with them. However,
guestion members in a respectful manner and refirain personal attacks.

Be prepared for case discussion.

Discuss all cases objectively with respect for dsed, their families, and all agencies
involved.

8. Respect all confidentiality requests the groupdmeed to honor.

arwnE

No
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OFFICERS

The officers of the CDRT shall be a Chair and aeVighair. Officers will be nominated by
CDRT members and approved by consensus of the CDRT.

The duties of the Chair shall be to:

1. Lead the discussion, ensuring all critical caserimfation is shared.

2. Facilitate the meeting, keeping the group in coarale with the established ground rules.

3. Present the annual report to the Board of Supawisih the President/CEO of the Child
Abuse Prevention Council or appoint an alterna¢sgnter.

4. Represent the CDRT at certain functions and events.

5. Approve visitors and emergency alternates on alogsmse basis.

The duties of the Vice Chair shall be to:
1. Serve as co-facilitator including reinforcing th@ignd rules as necessary.
2. Provide support to the Chair as necessary.

Nominations will be made by team members at thetimp@receding the ballot. The ballot will
be private. The Chair will serve a three-year terft the conclusion of the three-year term, a
person from another discipline may be elected Claperson may serve more than one three-
year term but not consecutively. A non-consecutgve will help ensure that the responsibilities
of the Chair are rotated among the team’s repraseatdisciplines. A Vice-Chair will be
appointed at the same time as the Chair. This iddal will be eligible, but will not be assured
the role of Chair at the end of the three-year term

PROCEDURES

The representative(s) from the Sacramento Counpabment of Health and Human Services
will acquire death certificates from the Vital $$&ts Branch for all children under 18 who have
died in the county during the preceding month. seheill be collected by the Child Abuse
Prevention Council within the first week of the nilmn Death certificates for children who are
Sacramento County residents but who die in othenies will be obtained by the Child Abuse
Prevention Council from the child death review teaiumnctioning in the counties where such
deaths occur.

The Child Abuse Prevention Council will label theath certificates as to the appropriate agency
jurisdiction, whether it is within the county ortgilimits based upon where in the county the
fatal incident has occurred. The certificates wi#n be copied and mailed, along with a copy of
the agency specific data collection forms, to edelam representative in a sealed envelope
marked Confidential no later than 2 weeks priothi® next Team meeting. Also included in this
mailing will be the agenda for the comimgeeting, minutes reflecting general Team process,
information for the previous meeting, and any etiocal or informational items pertinent to the
Team.

Each Team representative is then responsible foewéng his/her internal agency records to
determine what information is available on eachHdchnd/or family. Relevant information is

documented on the data collection forms for th@ses where agency information is available.
The forms will be completed and brought by the espntative to the next meeting. Data forms
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will be collected by the Child Abuse Prevention @oili for compilation and input into the
database. If the standing Team representativetigavailable to attend a meeting, a designated
substitute will bring the data forms; in the evémt a substitute representative is not available,
the standing representative is responsible ford#levery of the data forms to the Child Abuse
Prevention Council no later than 1 day prior to$hkbedule meeting. In addition to data forms, a
representative may elect to bring their agency fitethe next meeting for reference, but agency
files and records are not to be reproduced forrakfiles or distributed to other representatives.

The Team may openly discuss all relevant case diatag meetings. No confidential and/or
case specific information will be recorded in thenmtes. Recommendations for any follow-up
actions specific to a given case will be recordeduture agendas and Team representatives will
destroy all agendas, death certificates and otbefidential materials related to case reviews
following each meeting. Data collection forms wik kept in a locked file by the Child Abuse
Prevention Council.

In the event that a case has yet to progress muifig to provide a conclusion at any given
meeting, it will be placed on successive agend#éisresolved. Meeting agendas will reflect the
order in which cases are to be reviewed, with wew of new cases preceding the review of
follow-up cases. At any time, a Team represergatiay request that a particular case be given
priority in the order of the reviews. Team reprgagdves may bring up additional cases that
have occurred but are not on the agenda and magstthat a case be reconsidered at any time.

EVALUATION

An annual report will be published each year areb@nted to the Sacramento County Board of
Supervisors. The report will serve as one indicatbithe status of children in Sacramento
County and will be one base of information for ap@nse to identified problems. The report
shall include data describing the causes of deatpravide the information necessary for the
development of a full range of prevention efforts.

Data described in the annual report will be bageshuhose elements collected in the Team’s
data collection forms. In addition to demographite report will include socioeconomic data
as well.

The annual report will also include recommendatiomsde by the Team based on the data
collected. Should there be any disagreement wiifoposed recommendation agreed upon by a
majority of the Team representatives, a minoritynogent may be included in the appendix of
the report. In keeping with the goals of the Te#mere may be additional reports or systems
recommendations, which emerge as a result of cagews and data analysis. The Team
reserves the option to issue separate reports ahcy precommendations in addition to the
annual report.
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APPENDIX B

Sacramento County Child Death Review Team
Confidentiality Agreement

As a member of the Sacramento County Child DeatieReTeam (CDRT), | understand all
cases discussed, information received, and allideats reviewed pertaining to cases presented
to the CDRT, are strictly confidential. As an wmidual and/or a representative of my agency on
the CDRT, | further understand and agree to abige tle current Memorandum of
Understanding establishing and maintaining the CDRT

| agree that | will not discuss, disseminate in amnner, nor otherwise cause dissemination of
such information, to any non-member unless othenpi®vided by law. [ further understand,
and agree, that my duty to preserve and proteatah&dentiality of all information received as
a team member, is a continuing and permanent dnty,is not contingent upon my status as a
team member, and is not terminated upon conclusiomy membership.

NAME:

SIGNATURE:

AGENCY/PROFESSIONAL DISCIPLINE REPRESENTED:

DATE:
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APPENDIX

Sacramento County Child Death Review Team Members

Formation Members

California State Attorney General’'s Office
Michael Jett
Senior Field Deputy, Crime Prevention Center

Child Abuse Prevention Council of Sacramento, Inc.
Marie Marsh
Executive Director

Sheila Anderson
Child Death Review Team Coordinator

Juvenile Justice Commission
Alison Kishaba
Commission Chairperson

Sacramento City Police Department
Detective Ernie Barsotti

Sacramento County Coroner’s Office
Robert Bowers
Chief Deputy Coroner

Sacramento County Department of Health and Human Segices
Marcia Britton, M.D.
Director, Child Health and Disability Prevention

Sacramento County Department of Social Services
Sarah Jenkins

Sacramento County District Attorney’s Office
Janice Hayes
Deputy District Attorney

Sacramento County Executive’'s Office
Margaret Tomczak
Children’s Commission

Sacramento County Sheriff's Department
Sergeant Harry Machen

University of California Davis Medical Center

Michael Reinhart, M.D., CDRT Founding Chair
Medical Director, Child Protection Center
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APPENDIX D

Sacramento County Child Death Review Team
Current Members

California Children’s Services
Mary Jess Wilson, M.D., M.P.H.
Medical Director

California Highway Patrol
Max Hartley

Child Abuse Prevention Council of Sacramento,
Inc.

Christy Olezeski

CDRT Project Manager

Department of Health and Human Services
Child Protective Services
Paula Christian

Department of Health and Human Services
Epidemiology and Disease Control

Nolana Daoust, M.P.H.

Epidemiologist

Department of Health and Human Services
Public Health Nursing

Jane Wagener, R.N., P.H.N.

Supervising Public Health Nurse

District Attorney’s Office
Mike Savage, J.D.
Supervising Deputy District Attorney

Kaiser Permanente
Joan Kutschbach, M.D

Law Enforcement Chaplaincy - Sacramento
Frank Russell
Supervising Senior Chaplain

Mercy Healthcare Sacramento
Mercy San Juan Medical Center
Carole Jones, R.N., C.C.R.N.

Sacramento City Fire Department
Ronald Potter
Captain

Sacramento City Police Department

Fernando Enriquez
Sergeant
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Sacramento County Coroner’s Office
Edward E. Smith
Assistant Coroner/ Investigation

Mark Super, M.D., CDRT Vice Chair
Forensic Pathologist

Sacramento County Sheriff's Department
Angela Lauinger
Detective

Sutter Memorial Hospital
Angela Rosas, M.D., CDRT Chair
Pediatrician

Margaret Crockett, R.N., CNS
Neonatal Nurse Specialist

University of California, Davis Medical Center
Cathy Boyle R.N.C., P.N.P.

Pediatric Nurse Practitioner

Child Protection Center
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APPENDIX E

Sacramento County Child Death Review Team
Past Members

Amelia Baker, P.H.N.
Public Health and Promotion/Del Paso Center
Department of Health and Human Services

Sandra Baker
Executive Director
Child and Family Institute

Walt Baer
Detective, Child Abuse Bureau
Sacramento County Sheriff's Department

Michael Balash
Captain
Sacramento Fire Department

Will Bayles
Sacramento County Sheriff's Department

Ken Bernard
Sacramento City Police Department

Chinayera Black
CDRT Coordinator

Child Abuse Prevention Council of Sacramento, Inc.

Bill Brown, M.D.
Chief Coroner
Sacramento County Coroner’s Office

Sue Boucher
CDRT Coordinator

Child Abuse Prevention Council of Sacramento, Inc.

Sarah Campbell, M.D.
Northern California Forensic Pathologists
Sacramento County Coroner’s Office

Kim Clark
Detective, Sacramento City Police Department

Rod Chong
Division Chief, Sacramento City Fire Department

Linda Copeland, M.D.
Foundation Health Medical Group, Inc.

Sherri Cornell, R.N.
California Children’s Services

-67-

Laura Coulthard
Bureau Chief, Emergency Response
Department of Health and Human Services

Jacque Cramer, P.H.N.
Director of Field Nursing
Department of Health and Human Services

Mark Curry
Deputy District Attorney, Homicide
District Attorney’s Office

Velma Davidson
Director Patient Support Services
University of California, Davis Medical Center

Joe Dean
Sergeant, Homicide Unit
Sacramento County Sheriff's Department

Lynell Diggs
Supervisor, FM/FPCP Division
Department of Health and Human Services

Bob Dimand, M.D.
Chief Pediatrician
Mercy Healthcare/UC Davis Medical Center

Paul Durenberger
Deputy District Attorney, District Attorney’s Offec

Phil Ehlert
Sacramento County Coroner’s Office

Wendy Ellinger, R.N., P.H.N.
Department of Health and Human Services

Norma Ellis, P.H.N.
Field Services Nurse
Department of Health and Human Services

Earl Evans
Sacramento County Sheriff's Department

Mark Fajardo, M.D.

Stephanie Fiore, M.D.
Sacramento County Coroner’s Office
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David Ford Melinda Lake, M.S.W.
Sergeant, SACA Unit Human Services Program Manager
Sacramento City Police Department Child Protective Services

Department of Health and Human Services
Mary Ann Harrison

Department of Social Services Larry Lieb, M.D.
Rich Gardella Tim Maybee
Sergeant, Homicide Unit Sacramento County Fire Department

Sacramento City Police Department
Rich Maloney, R.N.

Keith Gault Sacramento Metro Fire District
ACLS Coordinator
Sacramento City Fire Department Debbie Mart

Sacramento City Fire Department
Jason Gay
Detective Arelis Martinez, M.S.
Sacramento County Sheriff's Department CDRT Coordinator

Child Abuse Prevention Council of Sacramento, Inc.
James Jay Glass

Paramedic Captain Gary Martinez-Torres, M.D.

Sacramento City Fire Department Pathologist, County Coroner’s Office

Ethel Hawthorn John McCann, M.D.

Supervisor, Child Protection/Family Preservation Child Protection Center

Department of Health and Human Services University of California Davis Medical Center
Donald Henrickson, M.D. John McGinness

Northern California Forensic Pathology Homicide Unit

Sacramento County Sheriff's Department
Richard Ikeda, M.D., M.P.A.
Executive and Medical Director Alan Merritt, M.D.
Health For All Neonatologist

University of California Davis Medical Center
Michelle Jay, D.V.M., M.P.V.M.
Chief Epidemiologist Bud Meyers
Department of Health and Human Services Children’s Protective Services

Department of Health and Human Services
Pamela Jennings

Maternal, Child and Adolescent Health Richard Miles

Department of Health and Human Services Sacramento County Coroner’s Office
Maynard Johnson, M.D. John Miller

Pediatrician, Sacramento City Fire Department

Kaiser Permanente Foundation
Jay Milstein, M.D.

Jeff Jones Neonatologist
Chaplain University of California Davis Medical Center
Law Enforcement Chaplaincy
Bobby Mitchell
Evelyn Joslin Sergeant, Homicide
Deputy Director Sacramento City Police Department

Department of Social Services
Ketty Mobed, Ph.D.
Chief Epidemiologist
Department of Health and Human Services
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Kate Moody
Sutter Healthcare

Ann Nakamura
CDRT Coordinator
Child Abuse Prevention Council of Sacramento, Inc.

Joanne O’Callaghan
Children’s Protective Services
Department of Health and Human Services

Mark O’Sullivan
Senior Chaplain
Law Enforcement Chaplaincy

Kenneth Ozawa, M.D.
Mercy Healthcare of Sacramento

Arti Parikh
Epidemiologist
Department of Health and Human Services

James Pearson
Sacramento City Police Department

Cliff Peppers
Sergeant
Sacramento County Sheriff's Department

Jan Peter, P.H.N.
Public Health Nursing
Department of Health and Human Services

Dan Read
Child Protective Services
Department of Health and Human Services

Gregory Rieber, M.D.
Pathologist
University of California, Davis Medical Center

Steve Roberson
Detective
Sacramento County Sheriff's Department

Curtis Rollins, M.D.
Northern California Forensic Pathology

Sandee Rowlee M.S, R.N, A.C.N.P.-C.S.
Trauma Nurse Practitioner
Mercy San Juan Hospital

Mindi Russell
Deputy Senior Chaplain
Law Enforcement Chaplaincy
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Gregory Schmunk, M.D.
Northern California Forensic Pathology

Mary Ella Schubert, P.H.N.
Public Health Promotion
Department of Health and Human Services

Robin Shakely, J.D.
Deputy District Attorney — Major Crimes Unit
District Attorney’s Office

Howard Sihner
District Attorney’s Office — Juvenile Division

Sue Simmons, R.N., M.P.V.
Field Nurse
Department of Health and Human Services

Bev Sprenger
Department of Health and Human Services

Mark Starr, D.V.M., M.P.V.
Epidemiologist
Department of Health and Human Services

Dr. John Stockman
Stockman and Associates

Grant Stomsvick
Detective
Sacramento County Sheriff's Department

Ben Sun, D.V.M., M.P.V.M.
Epidemiologist
Department of Health and Human Services

Jane Tabor-Bane
Child Protective Services
Department of Health and Human Services

Ellen Tappero
Center For Women'’s Health
Sutter Memorial Hospital

Cheri Taylor
CDRT Coordinator
Child Abuse Prevention Council of Sacramento, Inc.

Jane Thaxter-McCann, M.D.
Child Protection Center
University of California Davis Medical Center

Ted Voudouris
Sacramento County Sheriff's Department
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Ken Walker
Lieutenant
Sacramento City Police Department

Stephen Wallach
Child Protective Services
Department of Health and Human Services

Phil Whitbeck
Chaplain
Law Enforcement Chaplaincy

Patty Will
School Attendance Review Board
San Juan Unified School District

Victoria Witham
EMT Liaison
Sacramento City Fire Department

Stephen Wirtz, Ph.D
CDRT Coordinator
Child Abuse Prevention Council of Sacramento, Inc.

Greg Wyatt
Deputy Coroner
Sacramento County Coroner’s Office

Samuel Yang, M.D.
Medical Director
California Children’s Services

Debbie Yip

CWLA Supervisor
Department of Health and Human Services
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APPENDIX F

GLOSSARY

Abuse Homicide (A subset of the CAN homicides) Child abuse was direct cause, or was in the direct
chain of causes of the child’s death. All deathssed intentionally or unintentionally by abuse rehihe
perpetrator was a parent or a caregiver fall utluercategory. Examples:

- A baby who dies from shaken baby syndrome

- A murder/suicide, where a parent kills his/her dlasihd then him or herself

Abuse-Related DeatiChild abuse was present and contributed in aretamevay to the child’s death.

CancersA tumor disease, the natural course of whichtl fa

Cause of DeathCauses of death are coded according to the T&avision of the International
Classification of Diseases (ICD - 10). Naturalsmand injury (E-Codes) classifications are used.

Child Abuse Any act of omission or commission that endangecsild’'s physical or emotional health and
development. (PC 11164-11174.3)

Child Neglect:
General NeglectThe unwillingness of the parent or caregiver tovide for adequate basic needs,

where there is no physical injury or injury is tikely to occur. The failure of a person respolssib
for a child to supply necessary food, clothing,l®@ieor medical, dental or psychiatric care when
that person is able to do so or failure to protketchild from imminent and serious danger to his o
her physical or mental health. Examples:
- Children not being fed or lacking adequate sheltamples include hazardous conditions
(exposed wiring, broken glass), unsanitary cond#i¢garbage, spoiled food, excrement), food
unavailable or intentionally withheld.

Severe neglectThe unwillingness of the parent or caregiver tovpte for adequate basic needs
where there is physical injury or injury is liketg occur, such as: malnutrition, chronic neglect,
abandonment, willful endangerment, refusal to see#lical care.

Child Abuse and Neglect (CAN) HomicidA death in which a child is killed, either dirggctor indirectly,
by their caregiver.

Child Death A death occurring from age one year up to, baimduding, eighteen years of age.

Child Protective Services (CP3 part of the County Department of Health and ldunservices. CPS
works with families where there are concerns ofsaband neglect and with children in foster care.

Congenital AnomaliesAbnormal intrauterine development of an orgarstoucture; commonly referred to
as "birth defects".

Death CertificateCertifies the occurrence of a death and provitleshasis for the identification of cases to
be reviewed by the Child Death Review Team.
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Death Rate The number of deaths within a population dividedthe total number of members in that
population. Death rates are used to make comparisetween groups of varying size and composition. |
this document, since we are working with small narsbthe death rates were multiplied by 100,00thab
subtle deviations could be more easily detected.

Domestic AbuseAlso called domestic violence, domestic abuseiagerce against a spouse, cohabitant,
fiancee, or other person with whom the abuser taetiag relationship, or someone formerly in anyhafse
relationships. Types of violence includes: sexagdault; placing a person in reasonable apprehesio
being seriously injuried (threats); intentionallyrecklessly causing or attempting physical injury.

Epidemiology The study of distribution and determinants okdise, disability, injury, and death.

Emotional AbuseWhen a person causes or permits a child to suwffgustifiable or significant mental
suffering.

Fetal Alcohol Syndrome (FAS)A group of birth defects seen among babies whoséhers consumed
alcohol during pregnancy, which includes mentahnadtion, developmental disabilities, and physical
deformities.

Fetal DeathA death occurring in a fetus over 20 weeks gistat age; not a live birth.

Failure To Thrive:The abnormal retardation of growth and developn@&ntn infant resulting from
conditions that interfere with nomal metabolismpetite, and activity. Causes include iliness, chsomal
abnormalities, major organ system defects, and union.

Infant Death A death occurring during the first year of lifacludes both neonates and post neonates.

Infant Mortality Rate The number of infants who die within the firstayef birth per 1,000 live births.

Infection: The invasion and multiplication of microorganisim$ody tissues.

Injury-Related DeathA death that is a direct result of an injury-teth incident. Examples include
homicides, motor vehicle accidents (MVA), suicidéiwnings, burns and suffocations.

International Classification of Diseasésguide for the classification of morbidity andrality information
for statistical purposes published by the World Ithe#@rganization.

Low Birth Weight Birth weight below 2500 grams.

Manner of DeathCause of death as indicated on the death cat&fiovhich includes the following six
categories: Natural; Accident; Suicide; HomicidenBing Investigation; Could Not Be Determined.

Mandated ReporterA person, who (1) in their professional capactly within the scope of their
employment, has a special relationship or contétt ehildren and (2) is legally required to repmbwn or

has “Reasonable Suspicion” (see definition) of cckdbuse and neglect, obtained in the scope of their
employment.

MethamphetamineA synthetic drug, which affects the central neiw@ystem. Street methamphetamine is
sometimes called "speed," "meth," "crank,"” "chadqd "zip".
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Medically Fragile A term used to describe children at risk for aiomel growth and development and/or
serious medical problems.

Neglect Homicide(A subset of the CAN homicides) Neglect was threaticause, or was in the direct chain
of causes, of the child’s death. Deaths causethéyegligent failure of a parent/guardian or caesgto
provide adequate food, clothing, shelter, or mddiaee. Examples:

- An abandoned newborn that dies of exposure.

- A child who dies from an untreated life threateniinfgction.

Neglect-Related Deaths
Supervision and Situational Negle®eaths that involve critical moments in which tiald, left
without adequate supervision, food, shelter, orinadare is killed by a suddenly arising danger.
Deaths where poor caregiver skills and/or judgersedangered the life of a child are also included
in this category.
- An unattended infant who drowns in a bathtub.
- Unrestrained child killed in a motor vehicle acaitle

Prenatal Substance Abuderenatal substance abuse where there is a cledicahéink to infant
death or death is secondary or known to probaldegtal substance abuse. Examples:

- Maternal methamphetamine use that causes a preniattir and subsequent death.

- An infant exposed prenatal to cocaine and alcdiadldies from multiple birth defects.

Neonatal DeathA death occurring during the first 27 days oélif

Pathology The study of disease, its essential nature, caasé development; and the structural and
functional changes it produces.

Perinatal The period shortly before through shortly aftéitHy variously defined as beginning with the
completion of the twentieth to twenty-eighth wedélgestation and ending 7 to 28 days after birth.

Physical Abuse: (California Law — PC 11165.6) Any physical injumyflicted on a child by other than
accidental means. Any physical injury that is yplaiable by the child’s medical history. Physiahuse
also includes discipline or control by any meansanghorized by law to manage persons who are rhenta
challenged or impaired.

Physical Neglect(PC 11165.2) — Negligent or maltreatment of acchy a caregiver — including both acts
and omission of care.

Postneonatal DeatlA death occurring between age 28 days up tonbuincluding, age one year.

PostmortemAn examination of the body after death, usualithveuch dissection as will expose the vital
organs for determining the cause of death or tlaader and extent of changes produced by disease;
autopsy.

Public Health Nursing (PHN)A part of the County Department of Health and HunServices. PHN
provides a broad array of services to families vgithall children, from working with pregnant women t
helping families with high-risk infants, to providj grief counseling.

Prenatal The period beginning with conception and endiniih.

Prematurity Birth prior to 37 weeks gestation.
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Preterm LabarOnset of labor before 37 weeks gestation.

Positive Toxicology ProfileFor the purpose of this report, a positive tokagy profile refers to a child born
with drugs in his or her system at birth.

Reasonable Suspicio(PC 11166[a]) When it is objectively reasonalded person to entertain such a
suspicion, when based upon the facts that coulsecaueasonable person in a like position, drawimng
appropriate on his or her training and experietecauspect child abuse.

Sexual Abuse and ExploitatiofPC 11165.1) Sexual assault on or sexual expimitatf a minor.
Specifically, sexual abuse includes: rape, gang (aprape in concert), incest, sodomy, oral capuiaand
lewd and lascivious acts.

Sudden Infant Death Syndrome (SID$he sudden death of an infant under one yeag®fwhich remains
unexplained following an investigation of the caseluding the performance of a complete autopsy an
review of the clinical history.

SyndromeA set of signs or symptoms that occur togethesroéinough to constitute a specific condition or
entity.

Third-Party Homicide A homicide where the perpetrator was not a caeggi

Toxicology ScreeningFor the purpose of this report, toxicology sciegmefers to blood analysis used to
detect prenatal drug exposure.

-74-



(A)

(B)

(A)

(B)

APPENDIX

Deaths Classified as Child Abuse and Neglect Regsili
Definitions

Abuse

Abuse Homicides(A subset of the CAN homicides) Child Abuse wias tlirect cause,
or was in the direct chain of causes of the chittBath. All deaths caused intentionally
or unintentionally by abuse where the perpetratas & parent or a caregiver fall under
this category. Examples:

A baby who dies from shaken baby syndrome

A murder/suicide, where a parent kills his/her @laihd then him or herself

Abuse-Related Death€hild abuse was present and contributed in aret@avay to
the child’s death.

Neglect

Neglect Homicides(A subset of the CAN homicides) Neglect was thedaticause, or

was in the direct chain of causes, of thikdis death. Deaths caused by the negligent
failure of a parent/guardian or caregiveptovide adequate food, clothing, shelter, or
medical care. Examples:

- An abandoned newborn that dies of exposure.

- A child who dies from an untreated life threatenimigction.

Neglect-Related Deaths

a. Supervisional and Situational Negled@eaths that involve critical moments in
which the child, left without adequate supervisifogd, shelter, or medical care is
killed by a suddenly arising danger. Deaths wimver caregiver skills and/or
judgement endangered the life of a child are alstuded in this category.

- An unattended infant who drowns in a bathtub.
- Unrestrained child killed in a motor vehicle aceitde

b. Prenatal Substance Abuderenatal substance abuse where there is a ckxdicah
link to infant death or death is secondary or kndaiprobable prenatal substance
abuse. Examples:

Maternal methamphetamine use that causes a preiaittin and subsequent
death.

An infant exposed prenatally to cocaine and alcdhat dies from multiple
birth defects.
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In addition to the deaths that meet the above igfits, there are tragic deaths involving neglect
and/or abuse that do not fall neatly into eithethef above categories. A positional asphyxiatibn o
an infant sleeping in an overcrowded, filthy hore@ne example. The accidental death of a child
with multiple unsubstantiated referrals for neglaetl/or abuse is another. Since 1996, these deaths
have been classified &guestionable” and/or “suspicious” due to elements of possible existence
of abuse and/or neglect. Deaths in this categonemgdy have a combination of behavioral risk
factors, such as substance abuse and family vielenc



