Sacramento County Child Death Review Team

2008 Annual Report

The following report includes brief descriptions eame of the cases of children who died in
Sacramento County in the 2008 calendar year, readelny the Child Death Review Team. These
cases were selected to illustrate the range afimistances and situations that have placed children
at risk. The names have been changed in orderotegtrthe identity of the victim and any family
members who were not responsible for the deatheo€hild.
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EXECUTIVE SUMMARY

The death of a child is a tragedy. Even more tragjibe preventable death of a child due to abuse
and neglect. While some deaths are natural andoistete, such as a child suffering from
congenital anomalies or a child’s life lost as suteof cancer, many innocent children’s lives are
lost every year that could have been saved. Marthedfe unnatural and avoidable deaths are the
direct result of child abuse and preventable iBglri

The following report provides an in-depth reviewabiild deaths in Sacramento County for 2008.
Included are descriptions of all deaths whethey there the result of child abuse and neglect,
injuries, homicides or natural causes.

2008 marks the nineteenth year that the Sacrant&maty Child Death Review Team (CDRT) has
been working to investigate, analyze, and docuntemtcircumstances that have led to all child
deaths in Sacramento County. Together, CDRT membeisw each case as well as any pertinent
case information and/or history and come to a mutaasensus on the manner and cause of each
death. The goal of the Child Death Review Teano isléntify how and why children die in order to
facilitate the creation and implementation of stgats to prevent child deaths.

In 2008, 163 children residing in Sacramento Couwltyl. Therefore, the 2008 child death rate of
Sacramento County, birth through 17 years of agé3i®7 per 100,000 children. In 2007, 192
children residing in Sacramento County died in &aanto County. Therefore, the 2007 child
death rate of Sacramento County, birth throughelats of age was 50.6 per 100,000 children.

In 2008, 166 children birth through 17 years of dgal in Sacramento County. This includes the
death of three children who died in Sacramento §ouwut were not current residents. The three
classifications of all child deaths were naturalses (124), injury-related (40), and undetermined
manner (2). In 2007, 197 children birth throughy®ars of age died in Sacramento County. This
includes the death of five children who died ini@atento County, and were not current residents
of Sacramento County. This year marks the third yeavhich deaths of out-of-county residents

who died as a result of an injury that occurredimitSacramento County are included in the report.

While the deaths of out-of-county residents are imotuded in the death rates or population
percentages of Sacramento County residents, infaman these deaths will be described within
the body of the report.

This year there were 124 child deaths resultingnfreatural causes such as perinatal conditions,
congenital anomalies, Sudden Infant Death Syndr{®iBS), Sudden Unexpected Infant Death

Syndrome (SUIDS), cancer, infections, and respiyapyoblems. Deaths resulting from natural

causes continue to constitute the majority of chgdths in the County, resulting in 76% (124 of

163) of all Sacramento County Resident child de&ththis year.

Injury-related deaths resulted in 40 child deattssounting for 24% of the total child deaths for
this year, including deaths of out-of-county residewhose injury occurred in Sacramento County.
The most disturbing detail is the consistent figdiat injury-related deaths could have been
prevented. This category includes deaths resulfrogn Child Abuse and Neglect (CAN)



homicides, third-party homicides, motor vehiclelisadns, drowning, suffocation, burning, suicide
and other injuries. Twelve of the 40 injury-relaidehaths in 2008 were the direct result of a CAN
homicide. There were three CAN homicides in 2007.

There were two child deaths that resulted from raeeetermined manner, accounting for 1% of the
total child deaths. Both deaths of an undetermmadner (100%) were infant sleep-related.

2008 marks the second year the Youth Death Reviabc@nmittee (YDRS) of the CDRT
convened to conduct in-depth analysis of all injtelated deaths of youth ages 10 through 17,
which occurred in Sacramento County. The intenthef YDRS is to understand the causes of
injury-related youth deaths, identify trends anskrfactors, and develop recommendations to
reduce preventable youth deaths.

The YDRS findings indicate that the majority (2X)tbe 40 injury-related deaths (53%) are in
youth between 10 and 17 years of age. More spaltificsix youth died due to Motor Vehicle
Collisions (MVC), six suicides, three third-partgrhicides, two drownings, two other-injuries, one
Child Abuse and Neglect homicide (CAN) and one @aisg/overdose. More than two-thirds of all
injury-related deaths were of male decedents (1Z1pf The YDRS also found that nearly one-half
of all youth injury-related decedents had a violenthon-violent crime history (10 of 21). Over 70
percent (15 of 21) injury-related youth deaths oemliin youth 15 to 17 years of age. Forty percent
(6 of 15) of the injury-related youth deaths in #fod5 to 17 years of age in 2008 occurred by use
of a firearm. YDRS and CDRT findings also conclukat Motor Vehicle Collision (MVC) deaths

in youth between 10 and 17 years of age decreased1f2 in 2007 to six in 2008.

In 2007, 33 of the 50 injury-related deaths (66%Yyevin youth between 10 and 17 years of age.
Eighty-two percent (27 of 33) of the injury-relatgoauth deaths occurred in youth 15 to 17 years of
age. Eight of the 27 (30%) injury-related deathgonth 15 to 17 years of age in 2007 occurred by
use of a firearm. YDRS and CDRT findings also doded that 82% (9 of 11) of Motor Vehicle
Collisions (MVC) that occurred in youth 14 to 17aye of age involved reckless behavior,
including the decedent acting recklessly or theedeat being a victim of reckless behavior.
Elements of reckless behavior include misuse ofawipional license, street racing, and alcohol
and/or drug use.

Child deaths tell us a great deal about the wetighef children in our community. The prevention
strategies recommended herein were developed hpt@rthe purpose of preventing child deaths,
but also to protect Sacramento County’s childremfidisease, disfigurement, disability, emotional
damage and other long-ranging effects of child apascidental injuries and poor health.

The CDRT 2008 Annual Report findings and recommegadsa that follow were developed with a

sincere awareness of the complexity of problemsmfaSacramento County’s children and their
families. The major findings and recommendationsreed highlight the core of child deaths and
recommend strategies to reduce such numbers andvmphe health and lives of children in

Sacramento County. Additionally, the CDRT recogsifiee County’s dire fiscal situation and the

effect it is having on children’s safety net seedc Therefore, the recommendations strongly
support effective early intervention and preventmongrams, and advocate strongly for restored
and continued support of these efforts.
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2008 Major Findings

In 2008, there were 163 child deaths at a childideate of 43.07 per 100,000 children, birth
through 17 years of age, of children who resideS8anramento County. There were three additional
injury-related deaths of children who resided algsof Sacramento County, and whose death
occurred in Sacramento County, bringing the totehber of child deaths to 166.

Major findings of the types of deaths that occuire§acramento County in 2008 are as follows.

Nearly one-quarter of all deaths were preventable.

Forty (24%) of the 166 child deaths in 2008 werevpntable. Thirty-nine (98%) of these child
deaths were injury-related, such as burn/fire, €buse and Neglect (CAN) homicides,
drowning, Motor Vehicle Collisions (MVC), other-imjies, poisoning/overdose, suicides,
suffocation/choking, and third-party homicides. (xfighe 40 preventable deaths was a natural
death due to a preventable perinatal conditionbAtlone injury-related death was preventable.

Injury-related deaths comprised nearly all of the peventable deaths.

In 2008, there were 40 injury-related deaths inr&@aento County, three of which were in out-
of-county residents. Thirty-nine (98%) of the #4{ury-related deaths were preventable. The 39
injury-related preventable deaths in 2008 include Child Abuse and Neglect (CAN)
homicides, six suicides, six Motor Vehicle Colliseo(MVC), five third-party homicides, four
drownings, three other-injuries, and one each &bsation/choking, poisoning/overdose, and
burn/fire.

Nearly 60% of all injury-related deaths were intentional injuries.

In 2008, there were 40 injury-related deaths, oiclwi23 (58%) were intentional injuries and 17
(42%) were unintentional injuries. Of the 23 intenal injury-related deaths, 12 were CAN
homicides, six were suicides and five were thirdyphomicides. Of the 17 unintentional
injury-related deaths, six were motor vehicle sidins, four were drownings, four were other
injuries, and one each was suffocation, poisonvegose and burn/fire.

There was a four-fold increase of Child Abuse and &hlect (CAN) homicides from 2007 to
2008.

Child Abuse and Neglect (CAN) homicides have insegafrom three in 2007 to 12 in 2008,
and account for 7% of the 166 child deaths this.yElaere were eleven separate incidents.
Eleven of the 12 CAN homicides were Sacramento Gowsidents and one was an out-of-
county resident. Seven were children between Mayehrs of age, three were infants, one was
between 5 and 9 years of age and one was betweamdlb/ years of age. Six of the decedents
died at the hands of a biological parent, one digtie hands of an adoptive parent, four died at
the hands of the Mother’s boyfriend, and one digti@hands of the Grandmother’s boyfriend.
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CAN homicide deaths due to abusive head traumaased from zero in 2007 to two in 2008.
One decedent was an infant under 1 year of agepadecedent, who died as a result of
injuries sustained as an infant, was between Dayehrs of age.

In 2007, there were three CAN homicides, out of $82ramento County resident child deaths.
There were no out-of-county resident CAN homiciote8007. All three CAN homicides were
separate incidents.

The majority of perpetrators of Child Abuse and Nedect (CAN) homicides in Sacramento
County are biological parents.

From 1990 to 2008, the majority of perpetrator€8N homicides in Sacramento County were
the biological parent(s) of the decedent. Thisudek the mother or father acting alone, or both
parents acting together. During this time pertbére were 152 CAN homicides with 153
perpetrators of which the majority of perpetrators (60% or&2he 153) were the biological
parent(s) of the decedent.

Alternate caregivers, such as stepparents andoyfednd/girlfriend of a biological parent,
comprise 18% (27 of 153) of the perpetrators of G#dhicides.

One-half of the Child Abuse and Neglect (CAN) homide decedents had prior Sacramento
County Child Protective Services (CPS) history.

Fifty percent (6 of 12) of the CAN homicide decetemad involvement with Sacramento
County CPS prior to their deaths. Three of thedgigedents had an open case or referral with
Sacramento County CPS at the time of their deatle. @ the six decedents had Sacramento
County CPS history within six months prior to theé&ath. Two of the six decedents also had
prior involvement with at least one other Calif@a@ounty CPS.

In 2007, two (67%) of the three CAN homicide deceddnad an open case or referral with
Sacramento County CPS. One of the three decedadtarhopen case or referral with
Sacramento County CPS at the time of their deatle. @ the three decedents also had prior
involvement with at least one other California Cgu@PS. One decedent was unknown to any
California County CPS prior to their death.

More than one-tenth of all child deaths had an eleent of child maltreatment.

In 2008, 22 (13%) of the 166 child deaths were tbtmhave elements of child maltreatment.
Of those 22 deaths, 12 (54%) were Child Abuse amglé¢t (CAN) homicides, three (14%)
were drownings, two (9%) were perinatal conditiand one each (4%) was Sudden Infant
Death Syndrome (SIDS), suffocation, suicide, tipiadty homicide and undetermined manner,
where neglectful behaviors were involved. The stdfmn and undetermined manner deaths
were both infant sleep-related.

! The total number of perpetrators exceeds the moaiber of CAN homicides, because in some cases than one
perpetrator was involved in the death of a child.
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Of the 22 child deaths with an element of child tregtment, 10 (45%) decedents were open or
reported to any California County CPS. Of the 10edients who were open or reported to any
California County CPS, nine decedents had Sacrant@ointy CPS involvement of which four
decedents had involvement with another Califormar@y also. One of the 10 decedents had
CPS involvement with another California County oritgur of the 10 decedents had an open
case or referral at the time of their death witbr&aento County CPS. One of the 10 decedents
had Sacramento County CPS involvement within sixtm® prior to their death. Twelve
decedents (55%) had no Child Protective Serviceswement with any California County

CPS, including Sacramento County.

In 2007, 21 (10%) of the 197 child deaths were tbtmhave elements of child maltreatment.
Of those 21 deaths, five (24%) were natural dedths,(19%) were motor vehicle collisions,
four (19%) were undetermined manner, three (14%evAN homicides, three (14%) were
drownings and two (9%) were poisoning/overdoseeg&luf the four deaths of an undetermined
manner were infant sleep-related.

Of the 21 child deaths in 2007, with an elementtold maltreatment, eight (38%) decedents
were open or reported to any California County GR8uding Sacramento County. Five of the
eight (62%) had Sacramento County CPS involvemelyt @hree of the eight (37%) had
Sacramento County CPS involvement within six momptisr to their death. Thirteen decedents
had no Child Protective Services involvement witly €alifornia County CPS, including
Sacramento County.

More than two-thirds of child maltreatment deaths acurred in children under 5 years of
age.

Deaths with an element of child maltreatment indrken under 5 years of age comprised 17
(77%) of the 22 child maltreatment deaths. Of thechild maltreatment deaths of children

under 5 years of age, nine were infants and eiginé whildren between 1 and 4 years of age. Of
the nine infant deaths with an element of maltreatinthree were Child Abuse and Neglect
(CAN) homicides, two were perinatal deaths, and eseh was a drowning, Sudden Infant
Death Syndrome (SIDS), suffocation and undetermintht sleep-related death. Of the eight
deaths of children between 1 and 4 years of ageamtelement of maltreatment, seven were
CAN homicides and one was by drowning.

Infant sleep-related deaths are the highest sincé®23.

Infant sleep-related deaths, including Sudden Inf@eath Syndrome (SIDS), Sudden

Unexpected Infant Death Syndrome (SUIDS), and infaieep-related deaths of an

undetermined manner are at the highest since 1893008 there was an increase in infant
sleep-related deaths, with a total of 27 (15 SUIBS|DS, two undetermined manner, and one
each of infection, respiratory, suffocation, andietermined natural). Twenty-six (96%) of the

27 infant sleep-related deaths in 2008 were infanter 6 months of age.

In 2007, there were a total of 21 infant sleeptesladeaths (9 SIDS, 5 SUIDS and seven infant
sleep-related deaths of an undetermined manner$. iShan increase from 13 infant sleep-
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related deaths in 2006 and 11 infant sleep-reldesths in 2005. Eighteen (86%) of the 21
infant sleep-related deaths in 2007 were infantieu® months of age.

All infant sleep-related deaths occurred in unsafsleeping environments.

All 27 (100%) infant sleep-related deaths in 2068luding Sudden Infant Death Syndrome
(SIDS) and Sudden Unexpected Infant Death Syndi(@DS), occurred in unsafe sleeping
environments. Of the 27 infant sleep-related de&h$81%) were sleeping somewhere other
than a crib (17 slept in an adult bed, three sdepd couch, 1 slept on a futon, and 1 slept in a
car seat/stroller). Seventeen of the 27 (63%) indbaep-related deaths occurred while co-
sleeping with parents and/or siblings. Of the Z@nhsleep-related deaths, 26% (7 of 27) were
known to have been put to sleep in an unsafe pasitirourteen of the 27 (52%) infants were in
sleep environments cluttered with blankets andiltovps. Six of the 27 families (22%) had
known substance abuse involvement at the timeepirnfant’s death.

Nearly all of the infant sleep-related deaths were children under 6 months of age.

Twenty-six of the 27 (96%) infant sleep-relatedtdsavere in children under 6 months of age.
Nineteen of the 27 (70%) infant sleep-related deatiturred in the Fall or Winter months from
September through February.

In 2007, 18 of the 21 (86%) infant sleep-relatedtids were in children under 6 months of age.
Thirteen of the 21 (62%) infant sleep-related death 2007 occurred in the Fall or Winter
months from September through February.

From 2005 through 2008, there were a total of édninsleep-related deaths in children under 6
months of age. Forty-one of the 64 (64%) infanegleclated deaths occurred in the Fall or
Winter months from September through February.

African American children died at a rate two times higher than Caucasian children in
Sacramento County

In 2008, 30 African American children died at apdaportionate child death rate of 76.82 per
100,000 children compared to Caucasian children dibd at a child death rate of 33.64 per
100,000 children. Sacramento County’s populatiarcfoldren birth through 17 years of age in
2008 was 378,375. Of that, African American chitd@mprised 39,049 (10%) of the child
population and accounted for 18% of Sacramento ®uchild deaths.

Of the 30 African American children who died in 3)0@he causes of death were as follows:
nine perinatal conditions, five Child Abuse and Mety homicides (CAN), five Sudden
Unexpected Infant Death Syndrome (SUIDS), threedtparty homicides, two congenital
anomalies, and one each were respiratory, otheralatMotor Vehicle Collision (MVC),
drowning, suicide and undetermined manner. Eightdethe 30 children (60%) were under 1
year of age, three were between 1 and 4 yearsepft@g were between 10 and 14 years of age
and seven were between 15 and 17 years of age.
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From 2005 to 2008, African American children digdaadisproportionate child death rate of
91.03, per 100,000 children compared to Caucadiddren who died at a child death rate of
41.54, per 100,000 children during the same timege

The number of suicide deaths has increased.

In 2008, there were six suicide deaths. This isarease from four suicide deaths in 2007 and
one in 2006. All six suicide deaths in 2008 werdentecedents. The method of death for four
decedents was by a firearm, and two decedents whariging. Four of the six decedents had a
known mental health history prior to their deatlfitli® four decedents who had a known mental
health history prior to their death, one decedeas veceiving mental health services at the time
of their death. Three of the six decedents hachtryaelated issues at school. Two of the six
decedents had multiple mid-year transfers in schio@b of the six decedents made prior
suicide attempts and threats. Two of the six detisdead a known history of illegal drug use
and one of the six had a known history of alcolinisz.

More than two-thirds of all youth injury-related de aths were of male decedents

Youth deaths of children between 10 and 17 yeaegyef accounted for 21 of the injury-related
deaths in 2008. Of the 21 youth injury-related dsal7 (81%) were male and four (19%) were
female. Of the 17 male youth injury-related deathiee (18%) decedents were between 10 and
14 years of age and 14 (82%) were between 15 angedis of age. Of the 17 youth injury-
related deaths of males, six were from suicidesg Were Motor Vehicle Collisions (MVC),
three were from third-party homicides, and one eaelk from a drowning, other-injury and
poisoning/overdose.

Nearly one-half of all youth injury-related decedens had a violent or non-violent crime
history

Of the 21 youth injury-related decedents, 10 yodtB6) had a violent or non-violent crime
history. Of those 10 youth, five had a non-violenime history only and five had both a history
of violent and non-violent crime. Five of the 214%8) youth injury-related decedents had
reported truancy in school.

Motor Vehicle Collision (MVC) deaths have decreased

There were six Motor Vehicle Collision (MVC) deattisSacramento County children in 2008.
All six MVC deaths were separate incidents. Foufo®p of the six motor vehicle collision
deaths were motor vehicle driver/occupant deathstan (33%) were motor vehicle pedestrian
deaths. Of the four motor vehicle collision drivadupant deaths, three (75%) were of children
between 15 and 17 years of age, and one was betleand 14 years of age. Three (75%) of
the four driver/occupant decedents were known taéaring a seat belt properly at the time of
the collision. Both of the motor vehicle pedestradaaths were of children between 15 and 17
years of age and were known to not be followinggséiban safety rules. There were no motor
vehicle collision deaths of out-of-county resident2008.

In 2007, there were 13 motor vehicle collision deabf Sacramento County children. All 13
motor vehicle collision deaths where separate entisl Seven (54%) of the 13 motor vehicle
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collision deaths were motor vehicle driver/occupdeaths and six (46%) were motor vehicle
pedestrian deaths. All 7 motor vehicle collisioivdr/occupant deaths were of children between
15 and 17 years of age. Five (71%) of the seveveddccupant deaths were known to be
wearing a seat belt at the time of the collisiomree of the six motor vehicle collision
pedestrian deaths were of children between 15 ahgehrs of age, two were of children
between 12 and 14 years of age and one child wasbe 1 and 4 years of age. Four of the six
motor vehicle collision pedestrian deaths were kmdw not be following pedestrian safety
rules. There were an additional five motor veh@mddision deaths that occurred in Sacramento
County of decedents who were out-of-county resglefthese five deaths occurred from three
incidents. All five deaths were motor vehicle drieecupant deaths.

There were no Motor Vehicle Collision (MVC) deathdn children birth through 8 years of
age.

In 2008 there were no Motor Vehicle Collision (MV@gaths in children birth through 8 years
of age. In 2007, there were five motor vehicleisah deaths in children birth through 8 years
of age and in 2006 there were three.

The current state law (V.C.27360) states “babiesyaung children must ride in the back seat,
properly buckled, in a safety seat or booster uhgely are least 6 years old or weigh 60 Ibs.”
However, Sacramento County’s car seat fitting atetipromote the National Highway Traffic
Safety Administration’s (NHTSA) standards whichtstehildren should continue to use booster
seats through age 8 or when they reach 4’9" tall.

Although drowning deaths have decreased, child makatment remains a contributing
factor.

In 2008, there were four drowning deaths. Thre¢hef four (75%) had an element of child
maltreatment associated with the death, such ds ddcappropriate supervision or poor
caregiver skills and judgment. Of the four drownohgcedents in 2008, one each was under 1
year of age, between 1 and 4 years of age, beth@amd 14 years of age and between 15 and
17 years of age.

In 2007, there were seven drowning deaths of whittee (43%) had an element of
maltreatment associated with the death. In 200&tivere 12 drowning deaths of which seven
(58%) had an element of maltreatment associated tivet death. Of the seven drowning deaths
in 2007, three decedents were between 1 and 4 géaige, three decedents were between 15
and 17 years of age and one decedent was betwesard1D! years of age.
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2008 Recommendations

The health and safety of Sacramento County’'s childm must remain a priority during
county budget cuts.

The CDRT recognizes Sacramento County’s dire fistaltion. Unfortunately, budget cuts

are affecting the safety and lives of children.r8aento County’'s Child Protective Services
(CPS), Behavioral Health, Human Assistance, andi®tiealth divisions have been impacted

by county budget cuts, eliminating safety net smwifor vulnerable children. In response to
these unprecedented times, the CDRT recommendscthaity agencies, serving the same
families for different reasons, coordinate effoalsd share information to support families

wholly and more efficiently. County agencies shopldvide coordinated services to prevent
child abuse, and/or death. Additionally, county ragjes should develop strong partnerships
with community agencies and resources through coatidn and communication to address
system gaps in serving families. The restoratiofuatling to children services in Sacramento
County during these tough economic times to enthedrealth and safety of children must take
precedence.

Restore prevention and early intervention programsimplemented and targeted to
biological parents aimed at reducing child abuse ahneglect in Sacramento County.

In 2008, there were 12 Child Abuse and Neglect (TAdMmicides, of which six of the
perpetrators were the biological parent(s). Ofdirethree were the biological mother, one was
the biological father and two were both biologipalents acting together. The CDRT
recommends the Sacramento County Board of Supeswsark with county agencies to restore
child abuse and neglect prevention programs, ssithe®irth and Beyondhome visitation
program Nurse Family Partnership (NFPas well as the Child Protective Services’ (CPS)
Family MaintenancendDifferential Responsprograms. These programs target biological
parents to reduce child abuse and neglect in thiaty. Sacramento County has developed an
infrastructure of family resource centers and neighood-based prevention services that
engage at-risk families by providing a compreheasipproach to prevent child abuse and
neglect deaths through home visitation and eatgrinention programs.

Develop and support public education and awarenessampaigns aimed at modifiable
adult behaviors and risk factors contributing to preventable deaths.

Twenty-four percent of all child deaths in 2008 vpreventable. They were the result of poor
judgment and/or behaviors by adults. The CDRT reunenmds the continuation and expansion
of public education campaigns, such as the Shalay EByndrome prevention campaign to
reduce abusive head trauma deaths and the SaferBegs Prevention Program to reduce
preventable infant sleep-related and drowning deathThese educational campaigns and
prevention programs have been effective in Sacreon@ounty in reducing the number of

preventable child deaths by targeting specific maldlie adult behaviors.
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Sacramento County’s Child Protective Services (CPS)kshould continue to use a
standardized risk_assessment tool when referrals armade, with an _increased level of
scrutiny that includes consistent follow-up with cdlateral agencies, experts, service
providers and mandated reporters.

In 2008, 22 of the 166 (13%) total child deaths hadlement of child maltreatment. Of the 22
child deaths with an element of child maltreatmét,(45%) decedents were open or reported
to any California County CPS, including Sacrame@ounty. Sacramento County CPS’
standardized risk assessment tool should contmwertsider the following elements: multiple
CPS referrals on a family (even if unfounded oromdusive); lengthy history of CPS
involvement and services, both in Sacramento Coastyvell as in other counties or States;
referrals or cases involving children 0-5 yearsagk; and/or referrals or cases of “severe
neglect”, medical neglect/failure to thrive, ortbiy of “severe neglect” reports. CPS’ scrutiny
of referrals should include a consultation withkeat the child’s providers and other agencies
serving the family to develop a comprehensive cageagement plan.

Support the implementation of public education campigns targeted to new parents,
aimed at reducing infant sleep-related deaths.

In 2008, infant sleep-related deaths accounte@7oof the 166 child deaths, the highest since
1993. This is an increase from 21 infant sleeptedlaeaths in 2007. From 2003 to 2006, the
number of infant sleep-related deaths decreasedelyly half. Concurrently, during 2003
through 2006 there was a marked increase in pudaiecation campaigns focusing on the
importance of infant safe sleeping. By 2007, tneding for some of these infant safe sleeping
programs had ended, coincidently with an increasmfant sleep-related deaths. The CDRT
acknowledges the positive impact of infant safee@ieg educational outreach programs and
encourages funding of such programs to prevenbirsi@ep-related deaths.

Develop and implement a countywide strategy to addiss disproportionality in African
American child death rates.

African American children have died at a rate twuoes higher than Caucasian children in
Sacramento County. In 2008, of the 30 African Amreami childrenwho died,21 (70%) were
children under 5 years of age, and nine (30%) whiielren between 10 and 17 years of age.
Eighteen of the 30 African American children diededo natural causes. Nine of those 18
(50%) died from perinatal conditions. The CDRT maooends the Sacramento County Board of
Supervisors work with community leaderservice providers, and residents to develop a
comprehensive countywide strategy using data, relseand best practices to understand and
address the disparity in child death rates amomic#@®f American children. The countywide
strategy should specifically focus on developingeliventions targeted towards African
American families with children 0-5 years of agdriéan American youth between 10 and 17
years of age, as well as pregnant African Amerigamen.
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Develop and implement best practice programs thatdwe demonstrated positive outcomes
and success in suicide prevention.

In 2008, the number of suicide deaths increasesilxtérom four in 2007 and one in 2006. The
CDRT recommends schools and youth serving orgaaimatlevelop a comprehensive plan to
prevent suicides in youth. The plan should incaapmrrecommendations from Sacramento
County’s Suicide Prevention Project funded throtigh Mental Health Services Act, such as
appointing a county liaison, establishing a suicigievention taskforce and developing
specialized training for schools and direct senpeeviders. Additionally, the comprehensive
plan should include outreach, resources and trgimnthird party reporting of mental health
concerns, signs and symptoms of depression analsuand issues around school transfers and
external stressors. A mental health counselor shioelavailable and accessible to students who
want to address mental health concerns in a cantfaleand safe place.

Develop and implement best practice programs thatdwe demonstrated positive outcomes
and success in decreasing youth violence.

In 2008, through the extensive review of youth desaby the Youth Death Review
Subcommittee (YDRS) of the CDRT, findings indicéitat youth who have a violent crime
history, also have a non-violent crime historyisltess commonly found that a youth has only a
violent crime history, with no non-violent crimeskory. Truancy has also been found to be
paired with violence in youth. The YDRS found tlige of the 21 (24%) injury-related youth
deaths had a truancy history at school. This in&diom can be used to target intervention
strategies to identify youth at-risk of violentrogs or injury related death.

The YDRS also found that six of the nine suicidd #rnrd-party homicide youth deaths in 2008

were by use of a firearm (67%). Existing effortel gorograms should use these findings to
research best practice models to address the afsyeuth violence, access to firearms and
empowering youth to speak out when they hear of gumtheir school campus or amongst their
peers. Sacramento County should incorporate irtiv@vaollaborative programs and violence

prevention education strategies targeted to yo@bme examples of promising programs such
as mentoring programs, youth empowerment prograchs;ation and community collaborative

programs, and recreational youth programs shoukeVbkiated and supported.

Encourage the continuation of comprehensive child assenger safety programs and car
safety programs targeted at youth and their parents

Motor vehicle collision (MVC) deaths decreased @92 from 18 in 2007 to six in 2008. MVC
deaths in children birth through 8 years of ag® alecreased to zero in 2008. The CDRT
encourages Sacramento County to continue to prothetéNational Highway Traffic Safety
Administration’s (NHTSA) best practice protocoldhieh require all children through 8 years of
age or 4’9” to remain in a booster seat while beimassenger in a moving motor vehicle.

The CDRT also encourages schools and youth seovganizations to continue comprehensive
safety programs through a prevention educatiotegfyaargeted at youth and their parents.
The availability of school-based motor vehicle sdin and prevention programs through the
California Highway Patrol and other local law em@®ment agencies such &art Smart, Every
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15 Minutes, Every 37 MinuteandRight Turnshould be promoted. This safety curriculum
should be incorporated into schools on a contibaals. The Sacramento County Board of
Supervisors and the Sacramento County Departmdfdwdation in conjunction with the
California Highway Patrol should conduct an anaysfimotor vehicle collisions involving
high school students. After the analysis is cotelliche Sacramento County Board of
Supervisors, Sacramento County Department of Egurcand the California Highway Patrol
should determine if mandated drivers' educatioasga in schools would prevent teenage
driving collisions or deaths.

Continue public education campaigns aimed at redunig the number of drowning deaths.

Drowning deaths decreased to four in 2008, fromesew 2007 and 12 in 2006. The CDRT
recommends the continuation of public educationptrents and caregivers, educators,
healthcare professionals, community organizatichdd care providers and law enforcement
agencies on drowning safety, including approprsafgervision of children and adolescents in or
near water, and required barriers. It is also d@&ddn raise community and personal awareness
of child and teen drowning risk factors and prei@tafety strategies.

County agencies should also consider SacramentontZodemographics and develop
multilingual signage and pictograms as approptiatee posted near all public pools and open
bodies of water. Signage should incorporate propeter safety guidelines, including
appropriate supervision, the importance of lifegsk action to be taken in an emergency,
location of the nearest telephone, and other messaigned at assisting both English and non-
English speakers.
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INTRODUCTION

Four year old Sophia had no idea her life was drécadly and sadly going to end. Living with her
mother and brother, she had the cares of most year olds — playing with her dolls, wearing her
pretty pink dress and showing off her sparkly shoeBut life was not so simple. Sophia had
nightmares of a monster that would find her in BeErep. A monster that would bruise, beat and
hurt her. Her nightmares led to repetitive ‘bed-tved’ that no one quite understood — not her
mother, her brother, her social worker or the ‘mmrsshe dreamt of — her mother’s boyfriend.
This monster had previously been reported to Saerséion County’s Child Protective Services
(CPS) for bruises found on Sophia’s chest durimgiar hospital visit, as well as other scrapes and
abrasions found on her and her brother's bodiesptta’s ‘monster’ also had an alcohol abuse
and illegal drug use history. Although, Sacrame@iounty CPS attempted to contact Sophia’s
mother before Sophia’s untimely death, it was &ie./On a warm summer day, when most children
were playing outside, Sophia was told to stand ragfaa wall for ‘wetting herself’ again, and was
punched repeatedly in her abdomen and chest umildied. Her massive internal and external
injuries were too extensive for any doctor to diabi And another child was lost to child abuse
and neglect...

This year's CDRT statistics of Sacramento Countident children who died from Child
Abuse and Neglect (CAN) homicides show a disturlyisg in the number of children killed by
their biological parent and/or a close family fidenin 2008, of the 12 children who died as a itesul
of a CAN homicide, six children died at the han@la biological parent(s), four children died at the
hands of the biological Mother’'s boyfriend, oneldhidied at the hands of an Adoptive/Foster
Mother and one child died at the hands of Familgri&t (Grandmother’s boyfriend). Four of those
children were killed by multiple blunt force injes and two were killed from abusive head trauma.
A history of illegal drug use and/or alcohol abugss involved in nine of the 12 (75%) families as
were violent criminal histories and history of irgersonal violence. Half of the children had
involvement with Sacramento County CPS prior tartdeath and one-fourth of the children were
considered to be “medically fragile.”

In 2008, The National Child Abuse and Neglect Csyatem (NCANDS) reported an estimated
1,760 child fatalities resulted from abuse or negle the previous year, a rate of 2.35 children pe
100,000 children in the general population. NCAN&lSo reported the number and rate of child
fatalities have been increasing over the pastysa&'s; and yet most researchers and practitioners
believe child fatalities due to abuse and negleeséll underreported.

Most fatalities from physical abuse are caused dihefrs and other male caregivers, with
multiple stressors. Many of these male caregivaicsk lemotional bonds with the children.
Subsequently, according to a 2005 report by Pre@éiitd Abuse America, substance abuse, by the
abuser, was involved in anywhere from 4% - 65%llo$uabstantiated cases. Additionally 46% of
children who died between 2003 and 2005 had priorezgent contact with CPS agencies.
Furthermore, in a study of abused victims youngant24 months, 75% had evidence of previous
trauma or history of a previous injury.

The American Academy of Pediatrics, in its 200dt&nent on Evaluation of Suspected Child
Physical Abuse, clearly states that child physatalse is a common problem of childhood and that
the physician must be able to recognize suspiciousies, conduct comprehensive and careful



examinations, be responsible for reporting suspeabuse, and providing the necessary
information and expertise to investigative and lggasonnel. It addresses clearly the need for the
use of experts in child abuse when injuries areaet, and the need for aggressive, long term,
ongoing close follow-up of these families, incluglirchild protective services, mental health
services, drug and alcohol services, and familyevice services. Other prevention programs with
at-risk families are also vital to ensuring theltteaf the children most at risk for CAN homicides.
Without ongoing, long term services for familieswich abuse and neglect are identified, it is
clear that child fatalities due to child abuse ardlect cannot be prevented.

While the exact number of children affected by @¢halbuse and neglect is uncertain, child
deaths due to abuse and neglect remain a serialdepr in Sacramento County. The CDRT
recognizes Sacramento County’s dire fiscal sitmatimwever, the health and safety of Sacramento
County’s children must remain a priority during appbudget cuts. Coordinated efforts by county
agencies to support families wholly and more effitly without eliminating safety net services for
vulnerable children is crucial. Strong partnershipgh community agencies and coordination and
communication to address system gaps in servingiésnduring these unprecedented times could
save the lives of many of Sacramento County’s molsterable population.

Deborah Stewart, M.D.
University of California Davis Children’s Hospital
CAARE Center
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Chapter One

Deaths Related to Abuse and Neglect

Child Maltreatment Deaths
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One of the principal functions of the Sacramentaif@p CDRT is to ensure that all child abuse and
neglect-related deaths are identified. Recognizimg risks inherent to children living with a

neglectful, violent or substance abusing adult, @2RT routinely collects information on drug

and/or alcohol history, history of prior abuse amdieglect, and domestic violence during their
review process for all deaths, regardless of tbairse. This information is derived from criminal

histories, social service histories, and crime sdaxestigations.

The umbrella classification of Child Maltreatmemaths is deaths with some element of abuse or
neglect involved. The primary category of childltmeatment deaths is Child Abuse and Neglect
(CAN) homicides where a child was Kkilled, eitheredtly or indirectly, by their caregiver.
However, deaths considered to have child maltreattrimerolved fall into one of the following
classifications:

Abuse Death clearly due to abuse; supported by Coronesfsorts or police or criminal
investigation (e.g., homicide or undetermined manhne

Abuse-Related Death secondary to documented abuse (e.g.,csuspibehavior with evidence of
prior abuse).

Neglect Death clearly due to neglect; supported by Cersnreports or police or criminal
investigation (e.g., a parent or caregiver driviagklessly with a suspended license when involved
in a motor vehicle collision).

Neglect-Related Death secondary to documented neglect or ang chpoor caretaker skills or
judgment (e.qg., auto accidents or house fires wbaretaker was “under the influence”).
Questionable Abuse/NeglectThere are no specific findings of abuse or ndglbut there are
factors such as substance use or abuse where rstds®posure caused caretaker to experience
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mental impairment; previously unaccounted for deaththe same family; or prior abuse/neglect of
a child or protective service referral.

Prenatal Substance Abus€learly due to prenatal substance abuse suppbyt€broner’s reports
(e.g., cocaine, intoxication, death from medicahpbtications due to drugs).

Child maltreatment was involved in the deaths ofcBdren who died in 2008 (see Figure la
above). Twenty-one of the 22 child deaths with &ment of maltreatment were Sacramento
County residents and one of the 22 child deathsamasut-of-county resident whose death occurred
in Sacramento County. Of the 22 child deaths waithelement of maltreatment, nine decedents
were infants, eight decedents were between 1 ym@d of age, two decedents were between 5 and
9 years of age, two decedents were between 104yddks of age, and one decedent was between
15 and 17 years of age. Of these deaths, 12 chiltiezl as a result of a Child Abuse and Neglect
(CAN) homicide, three died as a result of drownwigere there was an element of maltreatment
present, two children died of perinatal conditiamsl five children died from neglectful behaviors.
Elements of neglect include failure by the parentaretaker to provide for the basic needs of the
child. An example of a case involving an elementnefjlect is of an infant that was being
supervised by an intoxicated parent who co-slepth vihe infant in an adult bed, which
subsequently resulted in the infant’s accidentphgisia by overlay. A case is defined as neglect-
related when the child is left without adequateesuigion, food, shelter or medical care and dies
from suddenly arising danger. An example of a ndglelated death is a case where an infant did
not have adequate supervision or proper care fegraehours because the infant’s parents were
under the intoxication of drugs.

Through the years that Sacramento County’s CDRThetsand reviewed child deaths, certain risk
factors have been identified. Known risk factoeyevpresent in all 22 deaths related to abuse and
neglect deaths in 2008. Examples of risk factoctuate a family history of alcohol and other drug
abuse, or a family history of abuse and negleamesiic violence or violent crime. Known risk
factors were present in the 22 deaths with an eléofechild maltreatment and are as follows:

17 families had a history of violent and/or nonigit crime

14 families had either a history of alcohol anddtiner drug abuse or alcohol and/or drugs
were involved at the time of the decedent’s death

10 decedents had a history of involvement with @ajifornia county CPS

10 families had a history of abuse or neglectegitin the decedent, or the decedent’s sibling

6 families had a history of domestic violence

4 decedents were involved with Sacramento County &Rhe time of their death

1 decedent was involved with Sacramento County @#8n six months prior to their death



Child Abuse and Neglect Homicides

In 2008, there were 12 Child Abuse and Neglect (FAdMmicides, including deaths of 11
Sacramento County residents and one out-of-co@sigent, out of 166 total child deaths. Of the
12 CAN homicides, there were 11 separate incidémt2007, there were three CAN homicides, of
which all were Sacramento County residents, odi9@f Sacramento County resident child deaths.

Figure 1b below shows the number of CAN homicidesmf1997 — 2008&-igure 1c below
illustrates the number of CAN homicides as fiveryedling averages from 1997 — 2008.

Using rolling five year averages of rates makesadier to depict CAN Homicide trends overtime.
There was a statistically significant decrease ANGiomicides from the 1997 — 2001 period
through the 2003 — 2007 periddn the 2003 — 2007 period through 2005 — 200&pehere has
been an increase in CAhbmicides.

#$ %HSE'
(O

#$ %#$&'
*# (0

-

2 Based on consultation and Poisson regressionsesmfyrovided by Dr. Neil Willits, University of Gilrnia, Davis
Statistical Laboratory on 1/14/10 and consultatiétihh Drs. Cassius Lockett (Sacramento County Depant of Health
and Human Services) and Steve Wirtz (Californiadapent of Public Health).
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Child homicides fall into two broad categories,d4baesulting 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 orecetgihrough a caregiver, such as a parent,
guardian, babysitter, or family friend. Third-pahgmicides, defined as those deaths perpetrated by
strangers, acquaintances, or friends who were ciotgaas caregivers, are discussed later in this
report.

Victims

This year, of the 12 CAN homicides, 11 childrended in Sacramento County and one victim was
an out-of-county residentSeven victims were female and five victims wereandlhree victims
were infants, seven victims were between 1 andatsyef age, one victim was between 5 and 9
years of age and one victim was between 15 andehrsyof age. Five victims were African
American, three victims were Asian/Pacific Islargjeand two victims each were Caucasian and
Hispanic.

Perpetrators

Of the 12 CAN homicides in 2008, six victims digdtlae hand of their biological parent(s), four
victims died at the hand of the biological Mothdssyfriend, and one victim each died at the hands
of the Adoptive/Foster Mother and a Family Frie@adandmother’s boyfriend).

Mechanism of Death

Of the 12 CAN homicides in 2008, four victims didde to blunt force injuries, two victims died
due to murder-suicides, two victims died due tosalihead trauma, and one victim each died due
to failure to thrive, smothering, drug intoxicatiand drowning.

Risk Factors

In order to detect trends and develop preventicatesjies at a local level, the CDRT investigates
the family environments of all children who dieSacramento County. Evidence of risk factors or
family stressors, such as substance abuse, prilor @use, domestic or other violence, mental
illness, and poverty are collected by CDRT membepeparation for each review.

In 2008, three risk factors were identified ineddt one of the 12 CAN homicides: prior child abuse
and/or neglect, a family history of violent andfmn-violent crime, medically fragile children and a
family history of alcohol and/or other drug abuse.

Prior Agency Involvement

One of the goals of the CDRT is to identify gapsl@livery of services, which are identified during
the review process. For that purpose, the CDR®rdscagency involvement with decedents and
their families. Of the 12 CAN homicides in 2008 secedents had Child Protective Services
(CPS) involvement with Sacramento County CPi$ee of the six decedents had involvement with
Sacramento County CPS at the time of death. Otfeeddix decedents had Sacramento County CPS
history within six months prior to their deathwo of the six decedents with prior Sacramento
County CPS involvement also had prior involvemeithat least one other California County CPS.
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Investigation and Prosecution

Of the 12 CAN homicides in 2008, charges were fdgdinst nine defendants in eight cases. In all
cases, defendants were charged for multiple cri®egen defendants were chargeduioiawful
murder of a human beindpur defendants were charged felony child endangermeand two
defendants were charged wjhssession of marijuana with the intent to.sell

Because cases take time to navigate through thmenaii justice system, this annual report attempts
to report on the outcomes of prior and 2008 idexdiCAN homicides.

As of the writing of this report, the outcomes lo¢ thine defendants charged in the 12 CAN
homicides from previous years and of 2008 are ksae:

4 defendants are pending jury trial

2 defendants are scheduled for preliminary hearings

1 defendant is scheduled for a Supreme Court review

1 defendant was convicted and is serving timestate prison
1 defendant was tried, found not guilty and aceqditt

Of the three CAN homicides in 2007, charges wdeel fin two cases, in which there were three
defendants:

2 defendants were charged with felony child endangat and received two years each in a
state prison

1 defendant was charged with homicide and sentetioc28 years in a state prison



Chapter Il

All Causes of Child Death

-10-



CHAPTER TWO" CAUSES OF CHILD DEATH

Chapter Two
All Causes of Child Death

Another fundamental mission of the Child Death ReviTeam (CDRT) is to develop an aggregate
description of all child deaths as an overall iatlic of the well-being of children. This chapter
includes information regarding the overall chilchtterate, natural and injury-related death rates, a
categorical breakdown of the causes and mannedgath, and a summary of natural deaths and
those caused by accidents, suicides, and undetdmianner.

Child Death Rates

In 2008, there were 163 Sacramento County childhdeia children birth through 17 years of age,
who were Sacramento County residents. The chilathdeate represents the death rate for
Sacramento County residents, birth through 17 yehesgye whose death occurred in Sacramento
County. Since there are more than 300,000 childneBacramento County, it is the CDRT’s
practice to multiply this quotient by 100,000 irder to detect subtle changes from one year to the
next. Map i, shown on the page 15, is a geograplegaesentation of all Sacramento County child
deaths birth through 17 years of age, who weregsaento County residents.
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CHAPTER TWO" CAUSES OF CHILD DEATH

The child death rate for 2008 was 43.07 per 100@0dren. This rate is lower than the 2007 rate
of 50.6, the 2006 rate of 47.7, the 2005 rate ofi4énd the 2004 rate of 48.9. Figure 2a, on the
previous page, illustrates the child death rateéSamramento County residents from 2000-2008.

Figure 2b above illustrates rolling three year agerchild death rates from 2000-2008 in
Sacramento County. Death rates were used to acfmuvverall population changes.

Deaths can be classified as natural, injury-relaiedndetermined. The undetermined category is
comprised of cases where the coroner determinae thas insufficient evidence to identify the
exact cause of the death.

In 2008, 76% (124 of 163) of all Sacramento Coumsident child deaths were due to natural
causes. This is four percentage points higher 8&sramento County child deaths due to natural
causes in 2007. Injury-related deaths accounted?386 (37 of 163) of all Sacramento County
resident children who died in Sacramento Count®068. This is two percentage points lower than
in 2007. One percent of child deaths were claskiis undetermined in 2008. This is three
percentage points lower than in 2007.
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CHAPTER TWO" CAUSES OF CHILD DEATH

Figure 3 below shows a breakdown of Sacramento @oasident child deaths by category from
2000 through 2008.

Table A, on the following page, provides a summairthe cause and manner of all 2008 child
deaths. Deaths in the two main categories, injalgted and natural causes, are broken out into
subcategories according to similar conditions. hidt category, undetermined, contains cases for
which the manner of death could not be identifledamples of cases in this category include infant
sleep-related deaths, where there was not enoudbree to determine the manner and/or cause of
death, and risk factors present precluded a diagodSIDS.

As noted earlier in this report, the CDRT routinebllects information such as alcohol and/or drug
abuse history, prior abuse and/or neglect, domesgtience, and public assistance history for all
cases, regardless of any suspected abuse. If nesdidiional information is collected that relates
to the circumstances surrounding the death. Famele, information on adequacy of prenatal care
and tobacco exposure is collected for infant deaths
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CHAPTER TWO" CAUSES OF CHILD DEATH

Category 2008

Natural Causes

Perinatal Conditions 50
Congenital Anomalies 30
SIDS 6
SUIDS 15
Cancer 8
Infections 5
Respiratory 3
Other-Natural 6
Undetermined-Natural 1

Total Natural Causes 124

Injury-Related Causes

CAN Homicide

JEny
N

Third-Party Homicide
MVC (Driver/Occupant)
MVC (Pedestrian)
MVC (Bike)
Drowning

Suicide
Suffocation/Choking
Burn/Fires
Poisoning/ Overdose
Other-Injuries

AlRIFPIFP|IOIRIOIN|A~O

N
o

Total Injury-Related Causes

Undetermined Manner 2

TOTAL 166
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*Map i above illustrates the deaths of Sacramentoudty residents only. Not included in this

map are deaths of out-of-county residents.
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Injury-Related Deaths

Definition: Death as a direct result of an injurglated incident. Examples of injury-related deaths
include homicide, motor vehicle collisions, suigideowning, burns/fires, and suffocation/choking.

Injury-related deaths can be analyzed in termsdet broad categories: intentional, unintentional
and undetermined, which includes all injury-relatieéths where there was insufficient evidence to
determine whether the fatal injuries were inflictedaccidental. Unintentional injuries are those
where the forces causing the injuries are accidlgnégoplied or set in motion. Motor vehicle
collisions and drownings are examples of deathsneonty caused by unintentional injuries.
Intentional injuries include homicides and suicides

Intentional Injuries

Homicides

Homicides represented 17 (10%) of the child deetl2008 and were comprised of two categories:
third-party homicides (i.e., perpetrated by a tpedty, such as a friend or stranger), and CAN
homicides (i.e., caregiver abuse or neglect). CANicides are discussed in a separate section of
this report (Chapter One). Map ii, on page 18,wsh@ geographical representation of CAN
homicides and third-party homicides of childrentibithrough 17 years of age that occurred in
Sacramento County and who were Sacramento Cousitlerds.

Third-Party Homicides
Of the 17 child homicides in 2008, five were cléissi as third-party homicides. Three of the five
victims were between 15 and 17 years of age, artervivas between 1 and 4 years of age and one

victim was between 5 and 9 years of age.

The following information was known for the fiveirtiparty homicides in 2008. At least one risk
factor was present in four of the five (80%) thirarty homicides in 2008 and is as follows:

4 victims had a family history of violent and/ormuwiolent crime

3 victims had prior CPS involvement in any Califiar€ounty, of which 2 victims had prior
Sacramento County CPS involvement

3 victims had a family history of substance abuse

2 victims had a family history of gang involvement

2 victims had illegal drugs or alcohol involvedtheir death

-16-



Suicides

In 2008, there were six suicide deaths, an incr&ase four suicide deaths in 2007 and one in

2006. All six suicide deaths in 2008 were male deaé¢s. Four decedents were between 15 and 17
years of age and two decedents were between 104apelars of agelhe method of death for four
decedents was by a firearm, and two decedentshyenanging. Four of the six decedents had a
known mental health history prior to their deatlitli® four decedents who had a known mental
health history prior to their death, one decedeas veceiving mental health services at the time of
their death. Three of the six decedents had truegleyed issues at school. Two of the six decedents
had multiple mid-year transfers in school. Twoltd six decedents made prior suicide attempts and
threats. Two of the six decedents had a known ttyigtbillegal drug use and one of the six had a
known history of alcohol abuse.
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*Map ii above illustrates the deaths of Sacramer@ounty residents only. Not included in this

map are deaths of out-of-county residents.
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Unintentional Injuries

Eleven year old Jessica spent the day with her Maamt and younger siblings at the river. As
Jessica walked along the riverbank, her Mom andtAast track of her, and she fell into the water.
Jessica did not know how to swim, was not wearitifemcket and was not properly supervised,
which subsequently led to her death.

In 2008 there were 17 deaths resulting from unirdeal injuries (including the deaths of two out-
of-county residents). The unintentional injury-teth deaths in 2008 were six Motor Vehicle
Collisions (MVC), four other-injuries, four drowrgn and one each of burn/fire,
poisoning/overdose and suffocation.

The following information was known for the unintemal injury-related deaths in 2008. Risk
factors were present in 15 of the 17 deaths (8&X4)lting from unintentional injuries in 2008 and
are as follows:

13 decedents had prior CPS involvement in any @aiié County, including Sacramento
County CPS.

5 decedents had a family history of violent anaan-violent crime
5 decedents had a family history of alcohol andtber drug abuse
2 decedents had a family history of domestic vioéen

Motor Vehicle Collisions

Motor vehicle collisions (MVC) accounted for sixthie 17 (35%) unintentional injuries for 2008.
Of the six MVC deaths, four (67%) were occupantty @amd two (33%) were pedestrians. All six
MVC deaths were separate incidents.

Of the four MVC occupant only deaths, three (75Btpilved a driver under the influence of drugs
or alcohol. Three (75%) decedents were known tavéaring their seatbelt properly. Three (75%)
collisions involved a youth between 15 and 17 yedrage and one (25%) collision involved a
youth between 10 and 14 years of age.

Drowning

Drowning accounted for four of the 17 (24%) unititemal injury-related deaths for 2008. Two
children died in a river, and one child each died residential pool, and bathtub.

The one residential pool drowning death involveddequate fencing or locks. Three of the four
(75%) drowning deaths had an element of child reattnent associated with the death, such as
lack of appropriate supervision or poor caregivglissand judgment. One decedent each was an
infant, between 1 and 4 years of age, between dQ.dryears of age and between 15 and 17 years
of age.
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Natural Causes

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

One hundred twenty four (124) children who resigedsacramento County, died from natural
causes in 2008. This number includes the deatlthitidfren resulting from Sudden Infant Death
Syndrome (SIDS) and Sudden Unexpected Infant D8gtidrome (SUIDS). The two leading

natural causes of death were perinatal conditios @ngenital anomalies (birth defects). See
Table A, page 14 for a list of all deaths by ndtaeases

Perinatal Conditions

Perinatal conditions include prematurity, low binveight, placental abruption and congenital

infections. The perinatal period is defined asttivee interval beginning with the completion of the

20" to 28" week of gestation and ending 28 days after bilthother words, deaths due to perinatal
conditions span the time period from the seconddsier of pregnancy through one month after
birth.

In 2008, perinatal conditions accounted for thetldeaof 50 children. Prematurity was a
contributing factor in 33 (20%) of the 163 Sacratme@ounty child deaths this year. The median
gestational age of babies who died from prematuanity other perinatal conditions was 25 weeks.
The median weight of babies who died from prematuaind other perinatal conditions was 777
grams (approximately 1.72 pounds).

Known risk factors were present in 25 of the 50tlle£50%) due to perinatal conditions in 2008
and are as follows:

19 families had a known family history of violemtddor non-violent crime
11 families had a known history of alcohol and/trev drug abuse

7 mothers were teenagers
6 families had a known history of domestic violence

4 mothers had inadequate prenatal care
4 mothers had a positive toxicology report at biathalcohol and/or drugs

2 mothers had a known history of smoking duringrtheegnancy
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Congenital Anomalies

Definition: Congenital - A condition that exists laitth, and usually before birth, regardless of its
causation. Anomalies - Marked deviations from tloemal standard, especially as a result of
congenital defects. These conditions are acquirednd the development of the fetus and are
generally attributed to heredity/genetics.

Congenital anomalies include fatal birth defeatshsas structural heart defects, neural tube defect
such as anencephaly, and chromosomal abnormaditiels as down syndrome. The underlying
causes of death in this category are generallipatéd to heredity and/or genetics. Birth defects
include heart defects, neural tube defects suchnasicephaly, and chromosomal abnormalities
such as Down Syndrome.

In 2008, congenital anomalies accounted for thehdeaf 30 children (18%). The following
information on risk factors was known for the 3@iles caused by congenital anomalies in 2008.
Known risk factors were present in 12 of the 30tlealue to this condition (40%) and are as
follows:

10 families had a history of violent and/or nonigit crime

3 mothers had inadequate prenatal care
3 families had a history of alcohol and/or otharglabuse

2 families had a history of domestic violence

1 mother was a teenager

Cancer, Infections and Other Natural Causes

Definition:

Cancer- Death caused by a tumor disease, the naturalssoaf which is fatal. Cancer cells, unlike
benign tumor cells, exhibit the properties of ineasand metastasis and are highly anaplastic.
Infections- Death caused by the invasion and multiplicatafnmicroorganisms in body tissues.
Examples are meningitis and sepsis.

Other Natural CausesDeaths due to a natural cause not previouslytioaad.

In 2008, cancer, infections, and other natural ea@scounted for the deaths of 22 children (13%).
The following information was known for the 22 deatlue to cancer, infections, and other natural
causes in 2008. Known risk factors were presentliof the 22 deaths (50%) due to these causes
and are as follows:

10 families had a history of violent or non-viol@nime

7 families had a history of alcohol and/or otharglabuse

3 families had a history of domestic violence
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Infant Sleep-Related Deaths

On the next pages, information is provided on iht&eep-related deaths due to the historically high
number of infant sleep-related deaths in Sacram@otonty.

Infant sleep-related deaths represented 27 (17%hefl63 Sacramento County resident child
deaths in 2008 and were comprised of six categofiedden Unexpected Infant Death Syndrome
(SUIDS) (15), Sudden Infant Death Syndrome (SI108$,) ndetermined manner (2), undetermined-
natural (1), suffocation (1), respiratory (1), ardinfection (1). Known risk factors were present i

all 27 infant sleep-related deaths (100%) in 200@&yp iii, on page 25, shows a geographical
representation of all infant sleep-related deathsjuding SIDS, SUIDS and deaths of an
undetermined manner of Sacramento County resideat®ccurred in Sacramento County in 2008.

Infant sleep-related deaths declined from 20 in32@013 in 2004 to nine in 2005. However, there
has been an increase in 2007 and 2008 (21 in 2@d2&in 2008). Figure 4 on page 24, shows all
infant sleep-related deaths since 2000. It is ingmirto note that beginning in 2007, SUIDS deaths

have been differentiated by the Coroner from SIRS&tlas for the first time in any CDRT report.
Therefore, a marker for SUIDS is only incorporaftesn 2007 and forward.

Sudden Infant Death Syndrome (SIDS)

Definition: A diagnosis of exclusion and unknowivlegy, it is the leading cause of death for
infants between ages two months to one year itttied States, accounting for about one-third of
all such deaths. Section 27491.41 of the Califola@ernment Code defines SIDS as “the sudden
death of any infant that is unexpected by the hysbb the infant and where a thorough postmortem
examination fails to demonstrate an adequate cafiskeath.”

In 2008 there were six SIDS deaths in SacramentmtyoKnown risk factors were present in all
six deaths related to SIDS in 2008 and are asvistio

3 infants slept in unsafe sleeping locations, sagchn adult bed or couch

3 infants were put to sleep in a position recoghizeincrease the risk of SIDS, such as face
down or on the side

2 infants slept in locations were there was anrabson of blankets and/or pillows
2 infants were co-sleeping with a parent and/dirgjb
2 infants were exposed to second hand smoke

1 infant had intoxicated parent(s) at the timehefit death
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Sudden Unexpected Infant Death Syndrome (SUIDS)

Definition: Sudden unexpected infant death syndrome (SUID3app the death of an infant less
than one year of age, in which investigation, agjgpnedical history review and appropriate
laboratory testing fails to identify a specific cmuof death. SUIDS includes cases that meet the
definition of Sudden Infant Death Syndrome (SIOShere are external or exogenous stressors
[risk factors] that a medical examiner would likeeihcorporate on a death certificate, such as co-
sleeping or bed sharing, they may be added todhse of death, such as in the following way:
Sudden unexplained (or unexpected) infant deatlevaed-sharing

In 2008 there were 15 SUIDS deaths in Sacramentmi@oKnown risk factors were present in all
15 deaths related to SUIDS in 2008 and are asvstlo

15 infants slept in unsafe sleeping locations, saschn adult bed or couch
13 infants were co-sleeping with a parent andiamg)

10 infants slept in locations were there was anrabson of blankets and/or pillows

4 infants were put to sleep in a position recoghiteeincrease the risk of SUIDS, such as
face down or on the side

3 infants had intoxicated parent(s) at the timthefr death

1 infant was exposed to second hand smoke
Other Infant Sleep-Related Deaths
In 2008, there were three additional infant sleglpted deaths from other causes. The causes of the
three additional infant sleep-related deaths wei@ction, respiratory, and suffocation. Known risk
factors were present in all three deaths and afellasvs:

3 families had a history of violent or non-violemime

2 families had a history of alcohol and/or otharglabuse

2 infants slept in unsafe sleeping locations, aghn adult bed

2 infants were co-sleeping with a parent

1 infant had intoxicated parent(s) at the timehefit death
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Undetermined Infant Sleep-Related Deaths
Definition:
Undetermined Manner: Death in which the manner owhhe death occurred is unknown and the
cause of death may or may not be medically idabtii
Undetermined Natural: Natural death in which thaisa may not be medically identifiable
In this category the manner of death could not déterchined due to uncertainty regarding how the
fatal condition developed or was inflicted. Deathat had insufficient information to assign a
manner included in this category are infant sledpted deaths where there was not enough
evidence to determine the manner and/or cause athdand risk factors present precluded a
diagnosis of SIDS.
In 2008 there were three undetermined infant stetgied deaths in Sacramento County, of which
two were categorized as an undetermined manneronadwvas categorized as an undetermined-
natural death. Known risk factors were presentlitheee deaths and are as follows:

3 families had a history of violent or non-violemime

2 families had a history of alcohol and/or otharglabuse
2 infants slept in unsafe sleeping locations, sagchn adult bed or car seat

2 infants had intoxicated parent(s) at the tim#hefr death
2 infants were exposed to second hand smoke

1infant slept in a location where there was anroiotibn of blankets and/or pillows

=% &' ( ( ]
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* SUIDS deaths were recorded for the first tim@@®7. Previously, SUIDS deaths were incorporatéa éther infant
sleep-related categories, such as SIDS and/or Bmdited Manner.
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*Map iii above illustrates the deaths of Sacramer@unty residents only. Not included in

this map are deaths of out-of-county residents.
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Deaths of Undetermined Manner

Definition: Death in which the manner or how theatteoccurred is unknown and the manner of
death may or may not be medically identifiable.

In this category the manner of death may not berdehed due to uncertainty regarding whether or
not the fatal condition was developed or was itdlic An example of a death that has insufficient
information to assign a manner is a child who waa guestionable situation, where the team could
not determine if the death would have occurrednadiyy or by an inflicted or accidental injury.

In 2008, both of the two (100%) undetermined manmleaths were infant sleep-related.
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Chapter Il

Child Death Demographics
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Chapter Three

Child Death Demographics
Age

The majority of Sacramento County resident childtde occurred in infants under one year of age,
accounting for 67% (109 of 163) of all deaths i®&0 Children between 1 and 4 years of age and
15 and 17 years of age were the second largespgragcounting for 12% each (19 of 163) of all
deaths this year. The third largest group was dldetween 10 and 14 years of age, accounting
for 7% (12 of 163) of all deaths. Lastly, the fdugroup was children between 5 and 9 years of age,
accounting for 2% (4 of 163) of all deaths in 200&ble B below illustrates age categories of child
deaths from 2005 to 2008.

*Table B illustrates child deaths of Sacramento @guResidents only; however, the narrative includésrmation for
all child deaths that occurred in Sacramento Caunty

Intentional Injuries

In 2008, there were a total of 23 deaths resulfiiam intentional injuries of the 166 child deaths.
Children between 1 and 4 years of age and 15 angdis of age each accounted for eight (35%)
of the intentional injury child deaths. Infants agnted for three (13%) intentional injury child
deaths. Children between 5 and 9 years of age @rahd 14 years of age each accounted for two
(9%) intentional injury child deaths.

Unintentional Injuries
There were a total of 17 deaths resulting from temtional injuries. Children between 15 and 17
years of age accounted for seven (41%) of the dedile to an unintentional injury. Infants and



children between 10 and 14 years of age each atmbdor four (24%) of the unintentional injury
deaths. Children between 1 and 4 years of age atadéor two (12%) of these deaths. There were
no unintentional injury deaths in children betwé&eand 9 years of age.

Natural Causes
A total of 124 deaths resulted from natural cause2008, including SIDS and SUIDS deaths.

Infants under 1 year of age accounted for 100 (8dR4)l deaths due to natural causes. The second
largest group was children between 1 and 4 yeamgef accounting for 10 (8%) of all natural
deaths. Children between 10 and 14 years of agguated for seven (6%) and children between
15 and 17 years of age accounted for four (3%)lafadural deaths. Lastly, children between 5 and
9 years of age each accounted for three (2%) ofadllral deaths.

Undetermined Manner
There were two deaths of an undetermined mann20®8. Both undetermined manner deaths in

2008 were in infants under 1 year of age (100%)vaack infant sleep-related.

Race and Ethnicity

There are differences in the number and proportadnshild deaths among Sacramento County’s
various racial and ethnic populations. Table C Wwealepresents the Sacramento County child death

race and population rates of Sacramento Countgierts.

Race/Ethnicity 2007 2007 2007 Child 2008 2008 2008 Child
Child Child death rate of Child Child death rate of
deaths deaths residents per  deaths (#) deaths (%) residents per

#) (%) 100,000 child 100,000 child
population population
Caucasian 63 33% 39.61 52 32% 33.64
African American 41 21% 103.80 30 18% 76.82
Hispanic 34 18% 34.68 37 23% 37.46
Asian 20 10% 42.77 18 11% 38.20
Native American 0 0% -- 1 .06% 52.27
Multiracial 26 14% 85.34 20 12% 65.52
Other 8 4% 147.73 5 3% 143.47
Total 192 100% 50.6 163 100%

Source: State of California, Department Of FinarRace/Ethnic Population with Age and Sex Detail,at2040.
* The death rates included Trable C above represent the Sacramento County sieftBacramento County residents. While the oebofity
residents who died within Sacramento County arkuged in the total number of deaths, they are actdred into the death rates.

-29-



Risk Factors
Substance Abuse and Domestic Violence
Substance abuse and domestic violence are majoecwto the CDRT. As mentioned previously,
the overlap between domestic violence and/or sobstabuse is prevalent in child abuse and
neglect cases. The National Committee to Prevéiitl @buse conducted a survey of public child
welfare agencies and found that “as many as 80@hitf abuse cases are associated with the use of
alcohol and other drugs.Additionally, according to statistics published the U.S. Department of
Justice in 2002, “61% of domestic violence offersdaiso have substance abuse probléms.”
In 2008, 58 of the 166 child deaths (35%) had #&hysof substance abuse in the child’s family
and/or alcohol and/or drugs were involved at tiheetiof the child’'s death. The deaths involving
substance abuse are as follows:

14 deaths due to perinatal conditions

8 deaths due to SUIDS

7 deaths due to CAN homicides

4 deaths each due to congenital anomalies andhitg homicides

3 deaths each due to MVC'’s, SIDS, and suicides

2 deaths each due to drowning, infections, undetex@nmanner and other-natural deaths

1 death each due to poisoning/overdose, respiraaffocation, and undetermined-natural

deaths

In 2008, 21 of the 166 child deaths (13%) had tohysof domestic violence in the child’s family.
The deaths involving a family history of domestiolgnce are as follows:

6 deaths due to perinatal conditions
3 deaths due to third party homicides

2 deaths each due to CAN homicides, congential aties) and undetermined manner
deaths

1 death each due to a drowning, infection, othémag suicide, respiratory, and a MVC

3 McCurdy, K., and Daro, D. (1994Furrent Trends in Child Abuse Reporting and Fatiak: The Results of the 1993
Annual Fifty State Survey.Chicago: National Committee to Prevent Child Adus

“Collins, James J. and Donna L. Spencer. (200kage of Domestic Violence and Substance Abesei&s,
Research in Brief, Executive Summany.'S. Department of Justice.
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Foster Care

In 2008, five (3%) of the total 166 child deathsrevehildren involved with the foster care system.
One of the five children had a history of fosterecgrior to their death, and four of the five chdd
were in foster care at the time of their deathti@ffour children who were in foster care at theeti

of their death, one died each as a result of Childse and Neglect (CAN) homicide, third party
homicide, suicide and a respiratory condition. Thiéd who had history of foster care prior to thei
death died as a result of a CAN homicide. In soases, children with a current history of foster
care also had a previous history of foster caregoreent.

Youth Deaths

This section of the report summarizes the findibgsthe Youth Death Review Subcommittee
(YDRS) of the CDRT of youth deaths between 10 aidydars of age that died in Sacramento
County in 2008.

Of the total 166 child deaths in Sacramento Coumt2008, 32 child deaths occurred in youth
between 10 and 17 years of age comprising 19%l chatl deaths. Eleven (34%) of the 32 deaths
were due to natural causes and 21 (66%) were unglagged. Of the 32 youth deaths, 24 (75%)
were male and eight (25%) were female. Nine yoetith were Caucasian, Hispanic, and African
American, three were multi-racial, one was AsianifRalslander, and one was Native American.

Seventy-one percent (15 of 21) of the injury-redayeuth deaths occurred in youth 15 to 17 years
of age. Forty-eight percent of youth between 10 &ndears of age had a violent or non-violent
crime history and 81% of all youth injury-relateelaths were of male decedents.

YDRS findings indicate that six of the 21 (29%)unj-related youth deaths involved a firearm.
Four of the deaths that occurred by use of a fimearere suicides and two were third-party
homicides. All six injury-related youth deaths ttlavolved a firearm were of youth between 15
and 17 years of age and accounted for 75% of thé dbhaths in 2008 that occurred by use of a
firearm.

In 2007, a total of 49 child deaths occurred intjiobetween 10 and 17 years of age comprising
25% of all child deaths. Sixteen (33%) of the 4aitis were due to natural causes and 33 (67%)
were injury-related. Of the 49 youth deaths, 33%pAvere male and 16 (33%) were female.
Fourteen of the youth were Caucasian, 13 were &fridmerican, 11 were Hispanic, seven were
multi-racial, and four were Asian/Pacific Islanders

Known risk factors were present in 17 (53%) of tbh&al 32 youth deaths in 2008 and are as
follows:

15 had a history of non-violent crime
11 had a history of alcohol and/or other drug abuse

5 had a history of violent crime
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5 had a history of domestic violence within thesnte
2 had a history of gang involvement
Injury-Related Youth Deaths

There were a total of 21 injury-related youth deatbmprising 66% of all youth deaths in 2008.
The mechanism of death in the 21 injury-relatedtlyaleaths included: eight vehicular injuries (six
MVC, one other-injury, and one third-party homigidgx involved firearms (four suicides, and two
third-party homicides), two involved hanging (sdis), two involved drowning, and one each
involved poisoning/overdose, failure to thrive (CAMmicide) and an animal-related accident
(other-injury).

Of the 21 injury-related youth deaths in 2008, Efevmale and four were female. Six decedents

were African American, six were Hispanic, five w&aucasian, three were multi-racial and one
was Asian/Pacific Islander.

In 2007, there were a total of 33 injury-relatediyodeaths comprising 67% of all youth deaths.
The mechanisms of death in the 33 injury-relatedtly@leaths included: 14 vehicular injuries, nine
involved firearms, four involved drowning, two inved hanging, two involved
poisoning/overdose, one involved suffocation/chgland one death was a result of a fire.
Of the 33 injury-related youth deaths in 2007, 2fevmale and nine were female. Ten victims
were African American, nine were Caucasian, eigitenHispanic, four were multiracial and two
were Asian/Pacific Islander.
Known risk factors were present in 12 of the 21%%¥outh deaths in 2008 and are as follows:

10 had a history of non-violent crime

10 had a history of alcohol and/or other drug abuse

5 had a history of violent crime

5 had a history of domestic violence within thesnte

2 had a history of gang involvement
Third-party Youth Homicides
Of the five total third party homicides in 2008reh (43%) involved youth between 10 and 17 years
of age. Third-party youth homicides comprised ¢hvéthe 21 (14%) injury-related youth deaths.
All three victims were male. Two victims were Afsilc American and one was Hispanic. Of the

three third-party youth homicides, two were 17 gezfrage and one was 16 years of age. Firearms
were involved in two of the deaths and one death avagesult of vehicular injuries.
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Known risk factors were present in two of the th{@g2o) third-party youth homicides and are as
follows:

2 each had a history of non-violent crime, violerime, a history of alcohol and/or other
drug abuse and a history of domestic violence witheir home

1 had a history of gang involvement
In 2007, third-party homicides comprised seven (Rtd¥the 33 injury-related youth deaths. Five
victims were male and two were female. Four vistiwvere African American, two were
multiracial and one victim was Hispanic. Of the esavthird-party youth homicides, four were 17
years of age, two were 15 years of age and ond@vgsars of age. Firearms were involved in six
of the cases and one case involved a motor vetadlision.
Suicides in Youth
Suicides comprised six (29%) of the 21 injury-rethyouth deaths in 2008. All six decedents were
male. The method of death for two suicides invdliilanging and four involved firearms. Four
decedents were Caucasian, one decedent was Akioanican and one decedent was multi-racial.
Known risk factors were present in four of the (§X%) suicide youth deaths and are as follows:

4 had a history of non-violent crime

3 had a prior mental health history

3 had a history of alcohol and/or other drug abuse

2 had a history of violent crime

1 had a history of domestic violence within theante

1 each had a history of non-violent crime, violemtne and gang involvement
In 2007, suicides comprised four (12%) of the J8riyrrelated youth deaths. Three youths were
male and one was a female. The method of deattn®suicide involved hanging and three
involved firearms. Two victims were Caucasian, gieéim was Hispanic and one victim was
African American.
Motor Vehicle Collision (MVC) Youth Deaths
Motor vehicle collisions (MVC’s) comprised six (29%f the 21 injury-related youth deaths. Five
decedents were male and one was female. Of tHd\¥& youth deaths, three were Hispanic, and

one each was African American, Caucasian, and +radtal. Of the six MVC youth deaths, four
were driver/occupants and two were pedestrians.
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Known risk-factors were present in two of the $8%) motor vehicle collision youth deaths and
are as follows:

2 had alcohol and/or other drugs involved at threetof the collision

2 were not following pedestrian safety laws

In 2007, motor vehicle collisions comprised 13 (33%the 33 injury-related youth deaths. Nine
victims were male and four were female. Of the X®anvehicle collision youth deaths, five
victims were Caucasian, four were African Americavg were Hispanic, and two were
Asian/Pacific Islander. Of the 13 youth motor véhicollision youth deaths, eight were
driver/occupants and five were pedestrians.

Natural Youth Deaths

Of the 11 youth deaths due to natural causes i8,200r (36%) were due to cancer, four (36%)
were due to other-natural causes, two (18%) weeeta@weongenital anomalies and one (9%) was
due to a perinatal condition. Seven of the 11 weaé and four were female. Four of the youth
were Caucasian, three were Hispanic, three wereakfrAmerican and one was Native-American.

Of the 16 youth deaths due to natural causes i, 20 (37%) were due to other-natural causes,
five (31%) were due to cancer, two (12%) each wieketo congenital anomalies and perinatal
conditions (12%), and one (6%) was due to an irdactNine of the 16 were male and seven were
female. Five of the youth were Caucasian, thret agere African American, Hispanic and multi-
racial and two were Asian/Pacific Islander.

Known risk-factors were present in five of the 25%) youth deaths due to natural causes in 2008

and are as follows:
5 had history of non-violent crime

1 had a history of alcohol and/or other drug abuse

-34-



Chapter IV

The Sacramento County Child Death Review Team
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CHAPTER FOUR' THE SACRAMENTO COUNTY CHILD DEATH REVIEW TEAM

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 deathis.action reflected a growing awareness that
child abuse and neglect deaths are often diffittuiidentify 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 Deatlbvew Teams was provided in 1988 by revisions
to the State Penal Code (Section 11166.7) and thte 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 Sacramento County’s local team, them@tion Committee had the foresight to
broadly define the team’s mission, ensuring thdt cllild deaths would be reviewed and
investigated. This model was different from matteo teams in existence at the time. Typically,
other large county teams focused exclusively ompisimis child abuse and neglect homicides or
reviewed the deaths of a limited number of childiem narrow range of ages. The Sacramento
team remains unique in that it is one of the oalgé county models that review the death of all
children birth through 17 years of age.
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CHAPTER FOUR' THE SACRAMENTO COUNTY CHILD DEATH REVIEW TEAM

Mission Statement

The mission of the Sacramento County Child Deathid®e Team is to:
Ensure that all child abuse related deaths areifteh
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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CHAPTER FOUR' SACRAMENTO CHILD DEATH REVIEW TEAM

Membership

The Sacramento County Child Death Review Team badistent representation during 2008 from
the following agencies:
California Highway Patrol
Child Abuse Prevention Council of Sacramento, Inc.
Kaiser Permanente
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 Probation Department
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 camobied in the Appendices.

-38-



CHAPTER FOUR' SACRAMENTO CHILD DEATH REVIEW TEAM

Review Process

The Child Death Review Team (CDRT) meets monthlsetoew deaths of all children birth

through 17 years of age in Sacramento County. Ela¢hd are identified by the Vital Records Unit
of the Sacramento County Department of Health ameh&h Services, and the death certificates are
forwarded to the CDRT Staff who prepares them éoraw. Team members compile pertinent
information their agency may have regarding eade.ca his information is brought to the monthly
meetings in order to identify potential abuse/neilesues. The team also identifies trends inrothe
types of child deaths in order to address neegsevention efforts. The information is stored in a
secure centralized database and data are analyteel aggregate to describe the information and
identify any pertinent trends.

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 stafueny ongoing investigations is reviewed monthly
and additional information needs are identifiedbonNnember 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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CHAPTER FOUR' SACRAMENTO CHILD DEATH REVIEW TEAM

Deaths are categorized by cause and by manner.aBettrucial to the investigation and analysis of
deaths. The following text defines and compareseétiwo 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. Insén@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:cédent,” “Suicide,” or “Homicide.”

To illustrate the difference between the manner esugse of death, consider a death certificate
where the medical cause of death is “Gunshot waifrtie head.” In this case, the wound could
have been inflicted in one of four manners: “Accife“Suicide,” “Homicide” or “Undetermined.”

When there is confusion regarding how the fatalddmm developed or was inflicted and the
manner could not be determined with a satisfacttagree of certainty, the manner is listed as
“Undetermined.” An example of a classificationtbis type could be found in a situation where a
cause of death is listed as “Pulmonary embolismA” pulmonary embolism can occur as a
complication of an injury or it can occur naturallyDue to possible uncertainty regarding the
formation of a pulmonary embolism, the manner cdddisted as “Undetermined.”

The manner of death is an important consideratesabse prevention of child deaths, one of the
central goals of the Sacramento County Child DeRdview Team, relies on the ability to
differentiate between intentional and unintentiodahths. For example, strategies designed to
reduce the number of unintentional drug overdodkdnfer greatly from those designed to reduce
intentional drug overdose.
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Report Strengths and Limitations

Better identification of child abuse and neglecattis 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
deaths. By reviewing the circumstances surroundiagh 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 mosalih Sacramento County. This broader
understanding of child death and the ongoing idieation and investigation of child abuse and
neglect deaths has also provided for the developofesffective prevention strategies.

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

The criteria for selecting cases to review areldistaed by each county’s team and very few teams
review all child deaths. In addition, each teamref abuse and neglect-related deaths differently.
Even though the State Child Death Review Coundl fnablished a definition of deaths related to
abuse and neglect, the final decision is still matdde local level.

All of the children included in this report werecgmento County residents at the time of their

death or out-of-county residents whose injuriesliteg to death were sustained in Sacramento
County. Other out-of-county cases are reviewetlabeinot included 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 consisteatljthese cases may or may not be included in this
report. These factors may account for any diserepound when comparing the number of cases
in this report to those recorded by the State Regifor Sacramento County.

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. Oflfetia, 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
Sacramento County Resident Deaths Only

2008

Category Infant 1-4 5-9 10-14 15-17 Total
Perinatal Conditions 49 0 0 1 0 50
Congenital Anomalies 23 4 1 1 1 30
Sudden Infant Death Syndrome or

Sudden Unexpected Infant Death 21 0 0 0 0 21
Syndrome (SIDS or SUIDS)

Cancer 1 1 2 3 1 8
Infections 2 3 0 0 0 5
Respiratory 3 0 0 0 0 3
Other (natural) 0 2 0 2 2 6
CAN Homicide 3 7 0 0 1 11
Third-Party Homicide 0 1 1 0 3 5
Arson Homicide

Motor Vehicle Deaths (driver/occupant 0 0 1 4
Motor Vehicle Deaths (pedestrian) 0 0 0 0 2 2
Motor Vehicle Deaths (bicycle)

Drowning 1 1 0 1 1 4
Suicide 0 0 0 2 6
Suffocations 1 0 0 0 0 1
Burn

Other Injury 2 0 0 0 1 3
Poisoning/ Overdose 0 0 0 1 0 1
Undetermined Manner 2 0 0 0 0 2
Undetermined Natural 1 0 0 0 0 1
Total 109 19 4 12 19 163

-46-



TABLES

Table G
Deaths by race/ethnicity and age group 2008

Sacramento County Resident Deaths Only

Race Classification Infant 1-4 5-9 10-14 15-17 Total

Caucasian 39 2 2 3 6 52
African American 18 &) 0 2 7 30
Asian/ Pacific Islander 12 5 0 0 1 18
Hispanic 20 8 1 4 4 37
Multiracial 15 1 1 3 0 20
Native American 0 0 0 0 1 1

Other 5 0 0 0 0 5

Total 109 19 4 12 19 163
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Table H

Child abuse and neglect homicide victims by age 10%0 2008
Sacramento County Resident Deaths Only

Period Covered Infant 1-4 5-9 10-14 15-17 Total
1990-2000 23 51 19 6 6 105
2001 4 5 0 0 0 9
2002 1 1 1 1 0 4
2003 1 0 0 0 0 1
2004 2 1 1 0 0 4
2005 5 3 0 0 0 8
2006 0 5 1 1 0 7
2007 1 1 1 0 0 3
2008 3 7 0 0 1 11
Total 40 74 23 8 7 152

Table |
Child abuse and neglect homicide victims by race/eticity 1990 to 2008

Sacramento County Resident Deaths Only

Period Covered Caucasian Hispanic  African Asian Other** Total

American
1990-2000 46 18 28 10 3 105
2001 5 0 4 0 0 9
2002 2 0 1 0 1 4
2003 0 0 0 1 0 1
2004 0 0 1 0 3 4
2005 3 1 3 1 0 8
2006 2 2 2 0 1 7
2007 0 0 3 0 0 3
2008 1 2 5 3 0 11
Total 59 23 47 15 8 152

** |ncluding children of mixed racial categories.
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Table J
Perpetrators of CAN homicides 1990 to 2008

Sacramento County*

Total number of

Perpetrator 1990-2007 2008 Perpetrators*
Biological Father 41 1 42
Biological Mother 36 3 39
Both Parents 9 2 11
g?j)éf:(lj?;\g of Mother or 17 4 21
Undetermined 14 0 14
Babysitter 7 0 7
Stepfather 4 0 4
Other Family Member 6 0 6
Adoptive/Foster Parent 4 1 4
ggg:helgﬂ of Father or > 0 2
Family Friend 2 0 3

Total 142 11 153

* Table J above represents the perpetrators of &aento County CAN Homicides of
Sacramento County residents. Out-of-county resédare not included in this table.

** The total number of perpetrators exceeds thaltatimber of CAN homicides, because in
some cases more than one perpetrator was involtvéuki death of a child.
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Table K
Deaths caused by intentional injuries by mechanisn1990 to 2008

Sacramento County Residents Only*

3 party Homicide CAN Homicide Suicide Total

Firearm 101 25 40 166
Battering 5 42 0 47
Hanging 0 0 44 44
Shaking 0 20 0 20
Suffocation/Strangulation 1 16 0 17
Poisoning/Overdose 0 8 3 11
Stabbing 11 6 0 17
Fire 3 4 0 7
Undetermined 1 1 0 2
Vehicular 10 2 1 13
Drowning 1 6 0 7
Chronic Neglect 0 13 0 13
Other 1 4 0 5
Unknown 1 5 0 6
Total 135 152 88 375

* Table K above represents the Sacramento Courdgthdeof Sacramento County residents. Out-of-county
residents are not included in this table.
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Table L
Number of deaths by Sacramento County zip code*

2000-2008

Zip

95608
95610
95615
95621
95624
95626
95628
95630
95632
95638
95641
95655
95660
95662
95670
95673
95683
95690
95693
95757
95758
95763
95742
95811
95814
95815
95816
95817
95818
95819
95820
95821
95822
95823
95824
95825
95826

Neighborhood

Carmichael
Citrus Heights
Courtland
Citrus Heights
Elk Grove
Elverta

Fair Oaks

Folsom/Clarksville/El Dorado Hills

Twin Cities/Galt/Herald
Herald

Isleton

Mather

North Highlands
Orangevale

Rancho Cordova

Rio Linda/Robla

Rancho Murrieta

Walnut Grove

Wilton

Elk Grove

Bruceville

Folsom

Rancho Cordova

Mather

Downtown Sacramento
North Sacramento
Midtown Sacramento
Sacramento/Oak Park
Sacramento/South Land Park
Sacramento/ East Sacramento
Fruitridge

Town and Country Village
Sacramento/Meadowview
Sacramento/Valley Hi
Fruitridge

Arden/Arcade
Perkins/Rosemont
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Deaths
2000-2007

33
30
1
36
35
7
24
38
15
5
0
2
48
19
55
24
4
3
1
19
56
1
0
0
12
43
6
22
11
13
84
38
59
110
52
35
32

Total

41
37
1
39
44
9
25
43
17
5
1
2
53
22
61
27
4
3
2
23
62
1
1
1
12
48
7
23
11
13
88
42
64
122
56
39
34
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95827 Mills/Walsh Station
95828 Florin
95829 Coffing/Sheldon

95830 Sacramento (Florin & Sunrise)

95831 Greenhaven
95832 Sacramento/Freeport
95833 Arden/ Garden

95834 Sacramento/South Natomas
95835 Sacramento/North Natomas

95837 Sacramento International Airport

95838 Del Paso Heights/Hagginwood

95841 Foothill Farms

95842 Sacramento/Foothill Farms/North

Highlands
95843 Sacramento/Antelope
95864 Arden/Arcade
Unknown**
Total

O 0O F, WNOUGNNODNS-SNLPREk

10

o w o

163

27
55
23
1
25
14
35
13
13

1
61
17
41

36
7
1

1,343

28
62
25
1
27
16
40
15
16

2
69
17
51

42
10
1

1,506

* Table L above represents the Sacramento Courdthdeof Sacramento County

residents. Out-of-county residents are not inctuofethis table.

** Death Certificate was not available
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APPENDIX

APPENDIX A

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

PURPOSE
The purpose of the Multidisciplinary Child Deathviav Team is to:
1. Ensure that all child abuse-related deaths areifobeh
2. Enhance the investigation of all child deaths tigfomulti-agency review;

3. Develop a statistical description of all child desaas an overall indicator of the status
of children; and

4. Develop recommendations for the prevention andomesp 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. Forensic Pathology
Sacramento County Sheriff's Department
Sacramento City Police Department
Sacramento City Fire Department
Law Enforcement Chaplaincy of Sacramento
California Highway Patrol

nmoow

I Department of Health and Human Services
A. Child Protective Services
B. Epidemiology and Disease Control/ Maternal, Child &dolescent Health
C. California Children’s Services
D. Public Health Nursing

1 District Attorney’s Office
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\Y Local Hospitals
A. Kaiser Permanente
B. Mercy Healthcare Sacramento
C. Sutter Health - CHS
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 represemes 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 representativetqBrovide 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 Teagpresentatives. 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 multidistnary child abuse teams to receive

information related to incidents of child abuse ami@rmation 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
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such teams to be deemed a part of the team assaegeand to receive and disclose information
relevant to particular cases as needed.

Also in 1988, Sections 11166.7 and 11166.8 of tteéeSPenal 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 thisslagon 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 anttagrate state and local efforts to address
fatal abuse and neglect.

In 1999, SB 252 recast several of the provisionSeaxdtion 11166.7, including the requirement
that local CDRT’s participate in the statewide dhdbuse and neglect monitoring system by
meeting minimum standard protocols and submittimgrmation on child abuse and neglect
deaths. It also provided training and technicalstance to CDRT’s and professionals involved
in case reviews. In 2004, Section 11166.7 was deteand renumbered as Section 11174.32.

TARGET POPULATION

The target population for case review is all clatdrup through 17 years of age that die in
Sacramento County. The Team will consider casestiddren who are not residents of the
county if they die within county limits. The Teanill also consider cases for children who die
in another county but are residents of Sacramentm(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 refiramn personal attacks.

Be prepared for case discussion.

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

8. Respect all confidentiality requests the groupdmeed to honor.

agrwnE

N

OFFICERS

The officers of the CDRT shall be a Chair and aeV¢hair. Officers will be nominated by
CDRT members and approved by consensus of the CDRT.
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The duties of the Chair shall be to:

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

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

3. Present the annual report to the Board of Supewisdh 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 albgsmse 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 thetimg@receding the ballot. The ballot will
be private. The Chair will serve a three-year tert the conclusion of the three-year term, a
person from another discipline shall be electeditCl#aperson 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 Counpament of Health and Human Services
will acquire death certificates from the Vital $¢éts Branch for all children under 18 who have
died in the county during the preceding month. sehwill be collected by the Child Abuse
Prevention Council within the first week of the nilon Death certificates for children who are
Sacramento County residents but who die in othentwes will be obtained by the Child Abuse
Prevention Council from the child death review tedonctioning 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 ortyiimits 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 ebeam representative in a sealed envelope
marked Confidential no later than 2 weeks pricthnext Team meeting. Also included in this
mailing will be the agenda for the coming meetimgutes reflecting general Team process,
information for the previous meeting, and any etiooal or informational items pertinent to the
Team.

Each Team representative is then responsible Wweweng his/her internal agency records to
determine what information is available on eacldcand/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. If the
standing Lead representative is not availabletendta meeting, the designated Alternate will
bring the data forms to the meeting. In the evieat both the Lead and Alternate representatives
are not available the data forms will be providetha next meeting attended by either
representative. In addition to data forms, a regméative may elect to bring their agency files to
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the next meeting for reference, but agency files r@cords are not to be reproduced for central
files or distributed to other representatives.

The Team may openly discuss all relevant casediatag meetings. No confidential and/or
case specific information will be recorded in thmuates. Follow-up cases will be recorded on
future agendas by name, date of death, case histotythe CDRT agency responsible for
follow-up. Team representatives will destroy alkadas, death certificates and other
confidential materials related to case reviewfeihg each meeting. The Child Abuse
Prevention Council will complete a Case Summaryféor each case reviewed. The Case
Summary form will include case information agreg@dmn by the CDRT. No additional case
specific information recorded. Case Summary fowilisbe kept in a locked file by the Child
Abuse Prevention Council. Case Summary informatidhnbe entered into a secure database
from which aggregate data can be generated.

In the event that a case has yet to progress murffig to provide a conclusion at any given
meeting, it will be placed on successive agendétnesolved. Meeting agendas will reflect the
order in which cases are to be reviewed, with éweew 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 reprdeatives may bring up additional cases that
have occurred but are not on the agenda and magsethat a case be reconsidered at any time.

CHILD ABUSE PREVENTION COUNCIL RESPONSIBILITIES

As sponsor of the Sacramento County Child Deathé®eVeam, the Child Abuse Prevention

Council of Sacramento, Inc. (CAPC) is responsible f

1. The identification and maintenance of resources staff as needed for the continued
implementation of the CDRT including but not lindtéo:

a. Coordination and staffing for all CDRT meetings.

b. Administrative and technical support necessarynfoiti-agency death review:
timely collection and distribution of death cexdies and agency specific data
collection forms; distribution of the agenda, primeeting minutes reflecting
general Team process information, and any educdtioninformational items
pertinent to the Team.

C. Collection and maintenance of agency specific dali@ction forms.
d. Management of all confidential CDRT data and cées.f

2. Participation in and implementation of the Fatail€ibuse and Neglect Surveillance
(FCANS) Program.

3. Provision of technical and administrative suppogtessary for the development and

distribution of the CDRT Annual Report.

EVALUATION
An annual report will be published each year areb@nted to the Sacramento County Board of

Supervisors. The report will serve as one indicafdhe status of children in Sacramento
County and will be one base of information for sp@nse to identified problems. The report
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shall include data describing the causes of deagindvide the information necessary for the
development of a full range of prevention efforts.

Data described in the annual report will be bagezhihose elements collected in the Team’s
data collection forms. In addition to demographtbge report will include available
socioeconomic data.

The annual report will also include recommendatioagle by the Team based on the data
collected. In keeping with the goals of the Tedmaré may be additional reports or systems
recommendations, which emerge as a result of easews and data analysis. The Team
reserves the option to issue separate reports@iny pecommendations in addition to the
annual report.

INDEMNIFICATION AND INSURANCE

Each party shall defend, indemnify and hold harstee other, its officers, agents, employees
and volunteers from and against all demands, claactsons, liabilities, losses, damages, and
costs, without limitation including payment of reaable attorneys’ fees, expert witness or
consultant fees and expenses related to the responsettiement of, or defense of any claims or
liability arising out of, or in any way connectedtlwthe respective responsibilities and duties
hereby undertaken, except that each party shalltbegroportionate cost of any damage
attributable to the fault of that party, its offiseagents, employees and volunteers. It is the
intention of the parties that, where fault is deteed to have been contributory, principles of
comparative fault will be followed.

Each party, at its sole cost and expense, shail caurance -or self-insure - its activities in
connection with this Agreement, and obtain, keefoine and maintain, insurance or equivalent
programs of self-insurance, for general liabiliyofessional liability, workers compensation,
and business automobile liability adequate to caggrotential liabilities hereunder.
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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:

-61-



APPENDIX C

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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Sacramento County Child Death Review Team
Current Members

Department of Health & Human Services
California Children’s Services

Mary Jess Wilson, M.D., M.P.H., CDRT Chair
Medical Director

California Highway Patrol
Elizabeth Dutton

Child Abuse Prevention Council of Sacramento,
Inc.

Stephanie Biegler

Director, Child Abuse Prevention Council of
Sacramento, Inc.

Gina Roberson, M.S.
Associate Director, Coordination & Collaboration

Nazia Ali
CDRT Project Manager

Citrus Heights Police Department
Ron Pfleger, Detective

Department of Health and Human Services
Child Protective Services

Marian Kubiak, M.S.W.

Julie Zawodny

Department of Health and Human Services
Epidemiology and Disease Control
Cassius Lockett, PhD, Epidemiologist

Department of Health and Human Services
Public Health Nursing
Carol Tucker R.N.

District Attorney’s Office

Andrew Smith, J.D.,

Supervising Deputy District Attorney
of Sexual Assault Child Abuse Unit

Elk Grove Police Department
Mario Guzman
Sergeant

Kaiser Permanente
Carole Jones, R.N., C.C.R.N.
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Andrew Kincaid, M.D., Pediatric Specialty Clinic

Law Enforcement Chaplaincy - Sacramento
Frank Russell
Supervising Senior Chaplain

Mercy San Juan Hospital
Denise von Arx, CNS

Sacramento City Fire Department
Debra Lyon, R.N.

Sacramento City Police Department
Paul Martinson, Sergeant

Sacramento County Coroner’s Office

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

Greg Wyatt, Coroner

Kim Burson, Assistant Coroner/ Investigation

Sacramento County Metropolitan Fire Department
Clayton Elledge, Captain

Sacramento County Probation Department
Robin Wilkins

Sacramento County Sheriff's Department
Carol Mims, Detective
Jeff Reinl, Sergeant

Sutter Memorial Hospital
Angela Rosas, M.D.
Pediatrician

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

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

Pediatric Nurse Practitioner

Child Protection Center

Deborah Stewart, M.D.



APPENDIX

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

Blessilda Canlas

Child Abuse Prevention Council of Sacramento, Inc.

CDRT Project Manager

Paula Christian, M.S.W.
Department of Health and Human Services
Child Protective Services

Kim Clark
Detective, Sacramento City Police Department
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Rod Chong
Division Chief, Sacramento City Fire Department

Judy Cooperider, M.S.W.
Department of Health and Human Services
Child Protective Services

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

Sherri Cornell, R.N.

California Children’s Services

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

Nolana Daoust, M.P.H.
Epidemiologist
Department of Health and Human Services

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 Offee

Phil Ehlert
Sacramento County Coroner’s Office
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Max Hartley
Wendy Ellinger, R.N., P.H.N. California Highway Patrol
Department of Health and Human Services

Donald Henrickson, M.D.

Norma Ellis, P.H.N. Northern California Forensic Pathology
Field Services Nurse
Department of Health and Human Services Richard Ikeda, M.D., M.P.A.
Executive and Medical Director
Fernando Enriquez Health For All
Sergeant
Sacramento City Police Department Michelle Jay, D.V.M., M.P.V.M.
Chief Epidemiologist
Earl Evans Department of Health and Human Services

Sacramento County Sheriff's Department
Pamela Jennings
Mark Fajardo, M.D. Maternal, Child and Adolescent Health
Department of Health and Human Services
Stephanie Fiore, M.D.

Forensic Pathologist Maynard Johnson, M.D.
Sacramento County Coroner’s Office Pediatrician

Kaiser Permanente Foundation
David Ford
Sergeant, SACA Unit Jeff Jones
Sacramento City Police Department Chaplain

Law Enforcement Chaplaincy
Mary Ann Harrison

Department of Social Services Evelyn Joslin
Deputy Director
Rich Gardella Department of Social Services
Sergeant, Homicide Unit
Sacramento City Police Department Angela Kirby
Detective
Guy Gates, Detective Sacramento County Sheriff's Department

Citrus Heights Police Department

Joan Kutschbach, M.D.
Keith Gault Pediatrician
ACLS Coordinator Kaiser Permanente
Sacramento City Fire Department

Melinda Lake, M.S.W.

Jason Gay Human Services Program Manager

Detective Child Protective Services

Sacramento County Sheriff's Department Department of Health and Human Services

Lori Greene, J.D., Deputy District Attorney Meghann K. Leonard, M.P.P.A,

District Attorney’s Office Child Abuse Prevention Council of Sacramento, Inc.

CDRT Project Manager/Data Analyst
Kevin Givens, Detective

Sacramento County Sheriff's Department Larry Lieb, M.D.
James Jay Glass Tim Maybee
Paramedic Captain Sacramento County Fire Department

Sacramento City Fire Department
Rich Maloney, R.N.

Ethel Hawthorn Sacramento Metro Fire District
Supervisor, Child Protection/Family Preservation
Department of Health and Human Services Debbie Mart

Sacramento City Fire Department
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Arelis Martinez, M.S.
CDRT Coordinator
Child Abuse Prevention Council of Sacramento, Inc.

Gary Martinez-Torres, M.D.
Pathologist, County Coroner’s Office

John McCann, M.D.
Child Protection Center
University of California Davis Medical Center

John McGinness
Homicide Unit
Sacramento County Sheriff's Department

Anthony Medina, Captain
Sacramento City Fire Department

Alan Merritt, M.D.
Neonatologist
University of California Davis Medical Center

Bud Meyers
Child Protective Services
Department of Health and Human Services

Richard Miles
Sacramento County Coroner’s Office

John Miller
Sacramento City Fire Department

Jay Milstein, M.D.
Neonatologist
University of California Davis Medical Center

Bobby Mitchell
Sergeant, Homicide
Sacramento City Police Department

Ketty Mobed, Ph.D.
Chief Epidemiologist
Department of Health and Human Services

Kate Moody
Sutter Healthcare

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

Joanne O’Callaghan

Child Protective Services

Department of Health and Human Services
Mark O’Sullivan

Senior Chaplain

Law Enforcement Chaplaincy
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Christy L. Olezeski, M.S.
CDRT Project Manager
Child Abuse Prevention Council of Sacramento, Inc.

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

Judy Pierini, M.S.W.
Department of Health and Human Services
Child Protective Services

Ronald Potter
Captain
Sacramento City Fire Department

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

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



APPENDIX

Center For Women'’s Health
Ernest Sawtelle, J.D., Deputy District Attorney Sutter Memorial Hospital
District Attorney’s Office

Cheri Taylor
Gale Schmaltz, R.N., M.S.N. CDRT Coordinator
Mercy San Juan Hospital Child Abuse Prevention Council of Sacramento, Inc.
Gregory Schmunk, M.D. Jane Thaxter-McCann, M.D.
Northern California Forensic Pathology Child Protection Center

University of California Davis Medical Center
Mary Ella Schubert, P.H.N.

Public Health Promotion Ted Voudouris
Department of Health and Human Services Sacramento County Sheriff's Department
Robin Shakely, J.D., Deputy District Attorney Jane Wagener, R.N., P.H.N.
District Attorney’s Office Supervising Public Health Nurse
Department of Health and Human Services
Brian Shortz, Detective Public Health Nursing
Sacramento County Sheriff's Department
Ken Walker
Howard Sihner Lieutenant
District Attorney’s Office — Juvenile Division Sacramento City Police Department
Sue Simmons, R.N., M.P.V. Stephen Wallach
Field Nurse Child Protective Services
Department of Health and Human Services Department of Health and Human Services
Edward E. Smith Phil Whitbeck
Assistant Coroner/ Investigation Chaplain
Sacramento County Coroner’s Office Law Enforcement Chaplaincy
Bev Sprenger Patty Will
Department of Health and Human Services School Attendance Review Board
San Juan Unified School District
Mark Starr, D.V.M., M.P.V. Victoria Witham
Epidemiologist EMT Liaison
Department of Health and Human Services Sacramento City Fire Department
Dr. John Stockman Stephen Wirtz, Ph.D
Stockman and Associates CDRT Coordinator

Child Abuse Prevention Council of Sacramento, Inc.
Grant Stomsvick
Detective Greg Wyatt
Sacramento County Sheriff's Department Deputy Coroner
Sacramento County Coroner’s Office
Ben Sun, D.V.M., M.P.V.M.
Epidemiologist Samuel Yang, M.D.
Department of Health and Human Services Medical Director
California Children’s Services
Jane Tabor-Bane
Child Protective Services Debbie Yip
Department of Health and Human Services CWLA Supervisor
Department of Health and Human Services
Ellen Tappero
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APPENDIX F

GLOSSARY

Abuse Homicide (A subset of the CAN homicides) Child abuse wasdinect cause, or was in the direct
chain of causes of the child’s death. All deatlssed intentionally or unintentionally by abuse rehthe
perpetrator was a parent or a caregiver fall utiuercategory. 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 Child abuse was present and contributed in a etaavay to the child’s death.
Child death secondary to documented abuse (egpicsous behavior with evidence of prior abuse).

Burn/Fire: Death caused by fire throughrapid combustion or consumption in such a way asatgse
detrimental harm to one’s health.

Cancers: A tumor disease, the natural course of which talf&ancer cells, unlike benign tumor cells,
exhibit the properties of invasion and metastastsare highly anaplastic.

Cause of Death Causes of death are coded according to the TesthsiBn of the International
Classification of Diseases (ICD - 10). Naturalsmand injury (E-Codes) classifications are used.

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

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

Child Death: A death occurring in a child birth to 17 yearsage.

Child Death Review Team (CDRT): An interagency team that investigates child abarsg neglect
deaths of children birth through 17 years of age ability to establish confidential Child Deatbview
Teams was provided in 1988 by revisions to theeFatnal Code (Section 11166.7) and the State Welfar
and Institution Codes (Sections 830 and 10850.1).

Child Maltreatment: Child Maltreatment deaths are deaths with someneh¢ of abuse or neglect
involved (abuse, abuse-related, neglect, neglect-relateéstonable abuse/neglect, prenatal substance
abuse).

Child Neglect:
General Neglect: The unwillingness of the parent or caregiver tovpte for adequate basic

needs, where there is no physical injury or injigryot likely to occur. The failure of a person
responsible for a child to supply necessary foddthing, shelter, or medical, dental or
psychiatric care when that person is able to dorsfilure to protect the child from imminent
and serious danger to his or her physical or méwalth. Examples:
- Children not being fed or lacking adequate shelsamples include hazardous conditions
(exposed wiring, broken glass), unsanitary condgidgarbage, spoiled food, excrement),
food unavailable or intentionally withheld.
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Severe neglectThe unwillingness of the parent or caregiver tovpie for adequate basic needs
where there is physical injury or injury is likely occur, such as: malnutrition, chronic neglect,
abandonment, willful endangerment, refusal to see#ical care.

Child Protective Services (CP3 An agency within the Sacramento County’s Depantnoé Health and
Human Services. CPS investigates child abuse egiéct and provides services to keep children safe
while strengthening families. CPS also trains fopents, acts as an adoption agency, and licenses
family daycare homes.

Congenital Anomalies Abnormal intrauterine development of an organtarcsure; commonly referred
to as "birth defects". Congenital - A conditionttleaists at birth, and usually before birth, redesd of

its causation. Anomalies - Marked deviations fréwa mormal standard, especially as a result of
congenital defects. These conditions are acquiveicigi the development of the fetus and are generall
attributed to heredity/genetics.

Death Certificate: Certifies the occurrence of a death and provitkesbasis for the identification of
cases to be reviewed by the CDRT.

Death Rate The number of deaths within a population dividgdilie total number of members in that
population. Death rates are used to make comparisetween groups of varying size and composition.
In this document, since we are working with smailinbers, the death rates were multiplied by 100,000
so that subtle deviations could be more easilyatiete

Drowning: An death resultingnder water or other liquid of suffocation.

Domestic Abuse:Also called domestic violence, domestic abusedkerce against a spouse, cohabitant,
fiancee, or other person with whom the abuser hdatiag relationship, or someone formerly in any of

these relationships. Types of violence includesxual assault; placing a person in reasonable
apprehension of being seriously injuried (threatsjentionally or recklessly causing or attempting

physical injury.

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

Emotional Abuse: When a person causes or permits a child to sufigrstifiable or significant mental
suffering.

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

Fetal Death A death occurring in a fetus over 20 weeks gemtatiage; not a live birth.

Failure To Thrive: The abnormal retardation of growth and developnoérdin infant resulting from
conditions that interfere with nomal metabolism,petite, and activity. Causes include illness,
chomosomal abnormalities, major organ system dgfaad malnutrition.

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

Infant Mortality Rate : The number of infants who die within the first ye&birth per 1,000 live births.
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Infection: The invasion and multiplication of microorganismsbody tissues. Examples are meningitis
and sepsis.

Injury-Related Death: A death that is a direct result of an injury-rethincident. Examples include
homicides, Motor Vehicle Collisions (MVC), suicigesownings, burn/fires and suffocations.

International Classification of Diseases A guide for the classification of morbidity and rtadity
information for statistical purposes published g YWorld Health Organization.

Low Birth Weight : Birth weight below 2500 grams.

Manner of Death: Cause of death as indicated on the death cetéfigéhich includes the following five
categories: Natural; Accident; Suicide; Homicided &ndetermined.

Mandated Reporter. A person, who(1) in their professional capacity or within the scapfetheir
employment, has a special relationship or contatt ehildren and?2) is legally required to report known
or has “Reasonable Suspicion” (see definition)fofdcabuse and neglect, obtained in the scopeef th
employment.

Mechanism of Death: The means by which the death of a child occurred accomplished.

Methamphetamine A synthetic drug, which affects the central nervosystem. Street
methamphetamine is sometimes called "speed,” "fm&ttank," "chalk,” and "zip".

Medically Fragile: A term used to describe children at risk for albmargrowth and development and/or
serious medical problems.

Motor Vehicle Collision (MVC): A traffic collision (motor vehicle collision, motaehicle accident, car
accident, or car crash) is when a road vehicleidasd| with another vehicle, pedestrian, animal, road
debris, or other geographical or architectural atist

Natural Deaths (Causes)Death due to complication(s) of disease procasdiye immediately to natural
cause(s). Examples of natural causes include gatic@nditions, congenital anomalies, cancers, 8ndd
Infant Death Syndrome (SIDS), Sudden UnexpectedttD&yndrome (SUIDS) and deaths due to
infections or respiratory conditions.

Neglect Homicide: (A subset of the CAN homicides) Neglect was thedicause, or was in the direct
chain of causes, of the child’'s death. Deaths iy the negligent failure of a parent/guardian or
caregiver to provide adequate food, clothing, helor medical care. Deaths clearly due to neglect,
supported by a Coroner’s reports or police or grahinvestigation. Examples:
- An abandoned newborn that dies of exposure.
- A child who dies from an untreated life threateniinfgction.
- A parent or caregiver driving recklessly with agarisded license when involved in a motor
vehicle collision.

Neglect-Related Deaths
Supervision and Situational Neglect:Deaths that involve critical moments in which tield,
left without adequate supervision, food, sheltermedical care is killed by a suddenly arising
danger. Deaths where poor caregiver skills andidgment endangered the life of a child are
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also included in this category. Death secondargldoumented neglect or any case of poor
caretaker skills or judgment. Examples:

- An unattended infant who drowns in a bathtub.

- Unrestrained child killed in a motor vehicle accitde

- Motor Vehicle Collisions (MVC's) or house fires wigecaretaker was “under the influence.

Prenatal Substance AbusePrenatal substance abuse where there is a cledicahdink to
infant death or death is secondary or known to gotshprenatal substance abuse. Examples:
- Maternal methamphetamine use that causes a prentittir and subsequent death.
- An infant exposed prenatal to cocaine and alcdfadl dies from multiple birth defects.

Neonatal Death A death occurring during the first 27 days of life

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

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

Perinatal conditions Conditions that include prematurity, low birth wei, placental abruption and
congenital infections. Deaths due to perinatal @@ span the time period from the second trierest
pregnancy through one month after birth.

Poisoning/Overdose Death caused by a substance with an inherent gyoibat tends to destroy life or
impair health with the possibility of death.

Physical Abuse: (California Law — PC 11165.6) Any physical injunflicted on a child by other than
accidental means. Any physical injury that is ylakable by the child’'s medical history. Physical
abuse also includes discipline or control by anyamsenot authorized by law to manage persons who are
mentally challenged or impaired.

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

Postneonatal Death A death occurring between age 28 days up to, @iincluding, age one year.

Postmortent An examination of the body after death, usuallyhvsuch dissection as will expose the
vital organs for determining the cause of deathther character and extent of changes produced by
disease; an autopsy.

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

Prenatal: The period beginning with conception and endinkiwh.

Prenatal Substance Abuse DeathsClearly due to prenatal substance abuse suppbstedoroner’s
reports (e.g., cocaine, intoxication, death frondivel complications due to drugs).
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Prenatal Substance Abuse-Related Death®eaths secondarty to known or probable substabesea
(e.g., SIDS/SUIDS with known perinatal exposurértags).

Prematurity : Birth prior to 37 weeks gestation.
Preterm Labor: Onset of labor before 37 weeks gestation.

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

Respiratory: pertaining to or serving for respiratiarespiratory disease.

Questionable Abuse/Neglect Death§:here are no specific findings of abuse or neglagtthere are
factors such as substance abuse use or abuse substance exposure caused caretaker to experience
mental impairment; previously unaccounted for deatithe same family; or prior abuse/neglect of a
child or protective service referral.

Reasonable Suspicion(PC 11166[a]) When it is objectively reasonabled@erson to entertain such a
suspicion, when based upon the facts that coulsecaueasonable person in a like position, drawing
appropriate on his or her training and experietwsuspect child abuse.

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

Sudden Infant Death Syndrome (SIDS) The sudden death of an infant under one yearafwlich
remains unexplained following an investigationlw# tase, including the performance of a complete
autopsy and review of the clinical history.Secttd91.41 of the California Government Code defines
SIDS as “the sudden death of any infant that ixpeeted by the history of the infant and where a
thorough postmortem examination fails to demonstaat adequate cause of death.”

Sudden Unexpected Infant Death Syndrome (SUIDSYT.he sudden unexpected/unexplained infant
death (SUID) applies to the death of an infant thas one year of age, in which investigation, psyo
medical history review, and appropriate laboratesting fails to idenify a specific cause of death.
SUIDS includes cases that meet the definition afden Infant Death Syndrome (SID). If there are
external or exogenous stressors [risk factors]dahatdical examiner would like to incorporate ateath
certificate, such as co-sleeping or bed sharirey, thay be added to the cause of death, such bs in t
following way: Sudden unexplained (or unexpected) infant deathtewled-sharing.

Suicide: The intentional taking of one’s own life.

Suffocation/Choking: A death caused by the prevention of access @b dive blood through the lungs or
analogous organs; to impede respiration.

Syndrome: A set of signs or symptoms that occur togetheroénough to constitute a specific condition
or entity.

Third-Party Homicide : Is a homicide where the perpetrator was not tiegry caregiverCommonly
referred to as “third-degree murder,” third-paronicide is &illing that resulted from indifference or
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negligence. Usually there must be a legal dutydpiar child), but can also include crimes like dry
drunk and causing a fatal accident.

Toxicology Screening For the purpose of this report, toxicology scragniefers to blood analysis used to
detect prenatal drug exposure.

Undetermined Manner: The manner or how a death occurred is unknowrtl@dause of death may or
may not be medically identifiable.

Undetermined Natural: Natural death in which the cause of death maypranedically identifiable

Youth Death Review Subcommittee (YDRS):A subcommittee of the CDRT that investigates
Sacramento County resident youth deaths betweand Q7 years of age.
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