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A LETTER FROM THE STATE CHAIRMAN “

March 1, 2013

The death of a child is a sentinel event that represents a tragedy for the child's family, their community, and our entire
state, especially when such a death could have been prevented. There have been many efforts to prevent and reduce
accidental, unexpected, and unexplained child deaths over the years. In order to improve our prevention efforts, there
must be an understanding of how, where, and why these deaths occur. This is the task that has been given to the
Alabama Child Death Review System (ACDRS).

Child Death Review (CDR) methodology began years ago with the systematic investigation of child abuse and neglect
deaths and grew in scope to include other causes of death. In 1997, ACDRS was created under state law and is funded
primarily by the Children First Trust Fund. ACDRS reviews the circumstances and underlying factors of all infant and
child deaths in Alabama in order to identify those deaths which possibly could have been prevented. The ®ndings of
these reviews, as well as the recommendations drawn from them, are reported to state of®cials, state agencies, and to the
general public. In addition to collecting and reporting data, ACDRS develops new literature and educational programs

on many prevention topics including child passenger safety, teen driving, safe infant sleeping, and youth suicide. The
data and related ®ndings are used to make recommendations about policy changes at the state and local levels.

ACDRS consists of the State Of®ce, Local CDR Teams throughout the state, and the State CDR Team. The State
Of®ce is responsible for program coordination and is instrumental in implementing strategies to make the public aware
of ways to prevent future infant and child deaths. The Local CDR Teams are responsible for the in-depth analysis of
individual cases assigned to them by the State Of®ce and for making recommendations about how to prevent future
infant and child deaths. The State CDR Team is a 28-member multidisciplinary team which meets quarterly and serves
as an advisory board. Those involved with ACDRS at every level remain committed to the mission of preventing child-
hood injuries and fatalities in Alabama through education and public awareness.

This report presents new data collected and analyzed related to infant and child deaths in Alabama since adopting new
procedures in 2008 as well as legacy data from ACDRS's ®rst decade of operations. It includes multi-year analysis and
illustrates some of the trends which are so important to our research, awareness efforts, and prevention activities. It also
highlights some of the past successes, signi®cant changes, current challenges, and future plans of ACDRS. We hope
that you will ®nd this information useful.

Sincerely,

D) Tle—

Donald E. Williamson, M.D.
State Health Of®cer
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PREFACE tt

Alabama Child Deaths

2008 + 2009

There were 1,719 children under the age of 18 who died in Alabama during the years 2008 and 2009. An examination
of the deaths on a year-by-year basis reveals that in 2008 there were 923 deaths and in 2009 there were 796 child deaths
in the state.

Each of these deaths is a tragedy, especially to family and friends. Each death also serves as a powerful warning that
other children are at risk. To better understand how and why these children died, the Alabama Child Death Review
System (ACDRS) has been empowered to: maintain statistics on child mortality; identify deaths that may be the result

of abuse, neglect, or other preventable causes; and, from that information, develop and implement measures to aid in
reducing the risk and incidence of future unexpected and unexplained child deaths in Alabama.

This report is a compilation of ®ndings from Local Child Death Review Teams whose tasks are to: 1) identify factors

that put a child at risk of injury or death; 2) share information among agencies that provide services to children and

families or that investigate child deaths; 3) improve local investigations of unexpected/unexplained child deaths by

participating agencies; 4) improve existing services and systems while identifying gaps in the community that require
additional services; 5) identify trends relevant to unexpected/unexplained child deaths; and 6) educate the public about
the causes of child deaths while also de®ning the public's role in helping to prevent such tragedies.

ACDRS was created by state law in 1997. What follows is a look at unexpected and unexplained child deaths in
Alabama during 2008 and 2009.

This report seeks to honor the memory of all those children who have died in Alabama. We hope that this report,
and the work of the local Child Death Review Teams and the Alabama Child Death Review System, leads to a better
understanding of how we can all work together to make Alabama a safer and healthier place for children.
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ALABAMA CHILD DEATHS “

2008 s
KEY FINDINGS

S 4HERE WERE INFANT AND CHILD DEATHS THOSE UNDER THE AGE ¢

s 4HE INDINGS REPRESENT APPROXIMATELY DEATHS PER C

s [/F THE DEATHS PERCENT WERE MALE CHILDREN

s [/F THE DEATHS PERCENT WERE NON WHITE CHILDREN

S Below is a graph showing the total race-speci®c and gender-speci®c death rates (per 100,000 children) among
children in Alabama in 2008. The graph allows for comparison of death rates among speci®c population
groups.*

Death Rates for Alabama Children
2008

120

105.3

d Total

H Male

ud Female

Total White Non-White

* Please note that race and/or gender information was unavailable for 56 deaths in 2008 which results in
an underestimation in the death rates for 2008.

The data used for this portion of the report was provided by the Alabama Child Death Review System's Access Datab
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THE CHILD DEATH REVIEW PROCESS=+ 2008 “

KEY FINDINGS

S IS THE CHART BELOW INDICATES OF THE

CHILD DEATHS IN !'LABAN
that quali®ed for review under the Alabama Child Death Review System.

Ed Qualified
for Review

/ ® Not

Qualified

s /F THE DEATHS THAT QUALIIED FOR REVIEW

THE ,OCAL #HILD $E
reports (see chart below). There was a signi®cant decrease in the percentage of reviewed deaths from 2007.

M Reviewed

H Not
Reviewed

S )N THERE WERE NO SIGNIICANT RACE OR GENDER DIFFERENCES
those cases not reviewed.

|
S

4HERE WERE NO SIGNIICANT AGE GROUP DIFFERENCES BETWEEN THO

AGE GROUP ALL QUALIFIED REVIEWED QUALIFIED
BUT NOT
REVIEWED
< 28 days 365 10 9 1
28 days * < 1 year 229 104 90 14
1 year £ <5 years 89 40 36 4
5 years + < 10 years 50 23 18
10 years + < 16 years 104 64 54 10
16 years + < 18 years 83 70 64 6
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ALABAMA CHILD DEATHS “

2009 v
KEY FINDINGS
S 4HERE WERE INFANT AND CHILD DEATHS THOSE UNDER THE AG
S 4HE INDINGS REPRESENT APPROXIMATELY DEATHS PER
S /IF THE DEATHS PERCENT WERE MALE CHILDREN
S /IF THE DEATHS PERCENT WERE NON WHITE CHILDREN

Below is a graph showing the total race-speci®c and gender-speci®c death rates (per 100,000 children) among
children in Alabama in 2009. The graph allows for comparison of death rates among speci®c population
groups.*

Death Rates for Alabama Children
2009

120

ud Total

H Male

ud Female

Total White Non-White

* Please note that race and/or gender information was unavailable for 10 deaths in 2009 which results in an underesti-
mation in the death rates for 2009.
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THE CHILD DEATH REVIEW PROCESS=+ 2009 “

KEY FINDINGS

S IS THE CHART BELOW INDICATES OF THE

CHILD DEATHS IN !'LABAN
that quali®ed for review under the Alabama Child Death Review System.

kil Qualified
for Review

/ H Not

Qualified

s /F THE DEATHS THAT QUALIIED FOR REVIEW THE ,OCAL #HILD $E

reports (see chart below). There was a signi®cant decrease in the percentage of reviewed deaths from 2008.

M Reviewed

H Not
Reviewed

S )N THERE WERE NO SIGNIICANT RACE OR GENDER DIFFERENCES |
those cases not reviewed.

s 4HERE WERE NO SIGNIICANT AGE GROUP DIFFERENCES BETWEEN THO

AGE GROUP ALL QUALIFIED REVIEWED QUALIFIED
BUT NOT
REVIEWED
< 28 days 307 8 6 2

28 days * < 1 year 194 94 73 21
1 year £ <5 years 98 53 40 13
5 years + < 10 years 39 17 13 4
10 years + < 16 years 89 54 41 13
16 years + < 18 years 70 57 48 9
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s 4HERE WAS A WIDE VARIETY IN THE PERCENTAGE OF QUALIIED CASES

map below indicates the return rate for each Local Child Death Review Team. The goal is a 100 percent

N
w®.£
s




2008-2009
CATEGORIES OF DEATH
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DEATHS DUE TO MOTOR VEHICLE INVOLVEMENT + 2008 ‘ ‘

4
KEY FINDINGS
I TOTAL OF CASES WERE REVIEWED IN
3IXTEEN OF THESE DEATHS PERCENT INVOLVED YOUNG DRIVERS
4HREE OF THESE DEATHS PERCENT INVOLVED UNDERAGE DRIVER
A4WELVE OF THE DEATHS PERCENT WERE LISTED AS BEING DUE T
)N DEATHS PERCENT LAP AND SHOULDER BELTS WERE PRESEN
result of restraints not being used correctly.
IDDITIONALLY OF THESE DEATHS PERCENT WERE CAUSED BY

caused by reckless driving, and 10 deaths (13.9 percent) were caused by driver distraction.
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DEATHS DUE TO MOTOR VEHICLE INVOLVEMENT + 2009 ‘ ‘

[ 4
KEY FINDINGS

Il TOTAL OF CASES WERE REVIEWED IN

%LEVEN OF THESE DEATHS PERCENT INVOLVED YOUNG DRIVERS
4WO OF THESE DEATHS PERCENT INVOLVED UNDERAGE DRIVERS

%IGHT OF THE DEATHS PERCENT WERE CAUSED BY DRIVER INEX|
&OR NINE OF THESE DEATHS PERCENT LAP AND SHOULDER BELT
JN TWO OF THE DEATHS PERCENT CHILD SEATS WERE PRESENT

needed but was not present.
IDDITIONALLY OF THESE DEATHS PERCENT WERE CAUSED BY

involvement (22.2 percent) were caused by reckless driving, and 6 deaths (11.1 percent) were caused by drug or
alcohol use.
RECOMMENDATIONS

Support further enhancements and improvements to the Alabama Graduated Driver's License Law, Alabama's
Child Passenger Restraint Laws, and the enforcement thereof.

Promote the Alabama Child Death Review System Teen Driver Safety Campaign (brochures, website, etc.).

Encourage auto dealerships to provide point-of-sale information resources about proper installation and usage
of child safety seats and booster seats when selling new or used vehicles.

Promote All-Terrain Vehicle safety and encourage the establishment of safety standards, including a minimum
age for operating full-size ATVs.

Reinstate and restore full funding for the former Alabama Child Passenger Safety Program.

Promote public awareness of the dangers of leaving a child unattended in a vehicle.

Alabama Child Death Review System Annual Report
15



0 , —
DEATHS DUE TO SUDDEN INFANT DEATH SYNDROME + 2008 ‘ ‘

KEY FINDINGS

s 4WENTY THREE SUSPECTED CASES OF 3UDDEN )NFANT $EATH 3YNDRC

s 4HE INITIAL SLEEPING POSITION OF PERCENT OF THE BABIES WHC
8.7 percent were placed on their stomachs, which is a known risk factor for SIDS.

s /F THOSE CASES REVIEWED EIGHT INFANTS PERCENT WERE SLEE
ing alone. These numbers may not fully represent the situation given our lack of knowledge about the deaths
in cases where the position of the infant was unknown.

s )N NINE OF THE REVIEWED CASES PERCENT THE INFANT WAS EX
percent), the infant was frequently exposed.

Alabama Child Death Review System Annual Report
16



0 , —
DEATHS DUE TO SUDDEN INFANT DEATH SYNDROME + 2009 ‘ ‘

KEY FINDINGS

AWENTY THREE SUSPECTED CASES OF 3UDDEN )NFANT $EATH 3YNDRC

3IX INFANTS PERCENT WERE PLACED ON THEIR STOMACHS TO SL

/IF THOSE CASES REVIEWED INFANTS PERCENT WERE SLEEPIN
sleeping alone. These numbers may not fully represent the situation given our lack of knowledge about the

deaths in cases where the position of the infant was unknown.

JN TWO OF THE REVIEWED CASES PERCENT THE INFANT WAS EX
percent), the infant's exposure to second hand smoke was unknown.

RECOMMENDATIONS
Increase public awareness about the dangers associated with infants sleeping with adults in adult beds.
Increase public awareness of the 2Safe to Sleep® campaign and similar efforts.
Teach and promote the use of Alabama's Sudden Unexplained Infant Death Investigation (SUIDI) protocols.

Provide increased public education and encourage strict adherence to the American Academy of Pediatrics
guidelines for preventing SIDS and reducing risks associated with infant sleeping environment.

Ensure that all child deaths in Alabama are reported to the appropriate authorities.

Help to ensure that forensic lab capacity is suf®cient to meet the needs of the state.
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FIRE-RELATED DEATHS + 2008 ‘ ‘

4
KEY FINDINGS
S A4WELVE CASES WERE REVIEWED IN
S JN THREE OF THESE CASES PERCENT IRE WAS THE RESULT OF EL
S 3MOKE ALARMS WERE ABSENT IN FOUR CASES PERCENT OF IRE |
case (8.3 percent).
S &IVE CASES PERCENT OF IRE RELATED DEATH OCCURRED IN A T

occurred in a single home.

S JN THREE OF THE CASES THE CHILD DIED OF BURNS WHILE NINE CA
from smoke inhalation.
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FIRE-RELATED DEATHS + 2009 ‘ {

KEY FINDINGS
%IGHT CASES WERE REVIEWED IN
JN THREE OF THESE CASES PERCENT IRE WAS THE RESULT OF E
3MOKE ALARMS WERE ABSENT IN SIX CASES PERCENT OF IRE REL.
INE CASE PERCENT OCCURRED IN A MOBILE HOME &OUR CASES
JN TWO OF THE CASES THE CHILD DIED OF BURNS WHILE IVE P

smoke inhalation.
RECOMMENDATIONS

Encourage enforcement of laws governing smoke detector installation, testing, and inspection in all homes,
including new and used manufactured homes.

Support local ®re departments in developing, expanding, and implementing ®re education activities, particu-
larly for elementary schools and child-care facilities.

Encourage community education efforts about the need for installation and periodic testing of smoke detec-
tors in homes, businesses, and places of worship.

Encourage families to prepare, discuss, and practice a 2Home Fire/Emergency Plan® for their households.
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DEATHS DUE TO DROWNING * 2008 ‘ ‘

4
KEY FINDINGS
S %IGHTEEN CASES WERE REVIEWED IN
S 4HIRTEEN OF THESE DEATHS PERCENT OCCURRED IN A SWIMMIN
S &OUR OF THESE DEATHS PERCENT OCCURRED IN OPEN WATER 4
one case occurred in a pond.
S /IF THE DROWNING DEATHS IN CASES PERCENT A mOTATION
S JN NINE OF THE CASES PERCENT IT WAS REPORTED THAT THE CH
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DEATHS DUE TO DROWNING + 2009 ‘ {

4
KEY FINDINGS
S SEVENTEEN CASES WERE REVIEWED IN
S 31X OF THESE DEATHS PERCENT OCCURRED IN A SWIMMING POC
S 3EVEN OF THESE DEATHS PERCENT OCCURRED IN OPEN WATER
and two cases occurred in a pond.
S Il PERSONAL mMOTATION DEVICE WAS NOT BEING USED DURING OF TI
S JN SEVEN OF THE CASES PERCENT IT WAS REPORTED THAT THE

RECOMMENDATIONS

=

Support public education and awareness campaigns about water safety. Place special emphasis on the need
for constant adult supervision and focus on pools, bathtubs, and open bodies of water.

2. Encourage enforcement of ordinances regarding pool fencing and signage.

3. Persuade communities to seek ways to make swimming lessons and water safety classes more readily available
to children and parents.

%NCOURAGE THE USE OF mOTATION DEVICES WHEN SWIMMING IN OR
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SUFFOCATION-RELATED DEATHS + 2008 ‘ ‘

KEY FINDINGS
AWENTY TWO CASES WERE REVIEWED IN
%IGHT CASES OF SUFFOCATION IVE CASES OF STRANGULATION AND

)N EIGHT CASES PERCENT THE SUFFOCATION WAS REPORTED T
(Note: This is not a duplication of cases identi®ed in the Sudden Infant Death Syndrome section.)

4HREE OF THESE VICTIMS PERCENT WERE REPORTED TO BE SLE
Three deaths (13.6 percent) occurred while a child was sleeping on a couch.

| BELT CAUSED THE STRANGULATION IN TWO CASES WHILE CLOTHINC
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SUFFOCATION-RELATED DEATHS + 2009 ‘ ‘

KEY FINDINGS
&IFTEEN CASES WERE REVIEWED IN
&OUR CASES OF SUFFOCATION AND FOUR CASES OF STRANGULATION

JN FOUR CASES PERCENT THE SUFFOCATION WAS REPORTED T
(Note: This is not a duplication of cases identi®ed in the Sudden Infant Death Syndrome section.)

31X OF THESE VICTIMS PERCENT WERE REPORTED TO BE SLEEPIN
deaths (13.3 percent) occurred while a child was sleeping on a couch.

! BELT CAUSED THE STRANGULATION IN TWO CASES WHILE A ROPE OF

RECOMMENDATIONS

Promote and encourage statewide education and awareness campaigns about safe sleeping practices and the
dangers of bed sharing.

Promote and encourage parenting classes for new and, especially, young parents.

Provide increased public education and encourage strict adherence to the 2011 American Academy of
Pediatrics guidelines for reducing risks associated with infant sleep environment.
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2003-2007
DATA FOR COMPARISION



Death Rates for Alabama Children
2003 - 2007

Total
Male
Female

White Non-White

RS
ver the

Percentage of Child Deaths Qualified for Review
2003 2007

Qualified for
Review

Not Qualified
for Review

iew
in fact

Percentage of Cases Reviewed
2003 - 2007

Reviewed
Not Reviewed

2004







Accidental

Manner of Child Deaths for Reviewed Cases
2003 - 2007

49

32 40 38 34
18 22

Homicide Pending

2003 2004 2005

Undetermined

2006

2007

Natural Causes




Place Child Deaths Occurred for Reviewed Cases
2003 2007

23 28
15217719 1919;718

13 (8690 89l 10
4 11129 10300201309 1022

Highway Child's Home Other Other Home Body of Hospital Work Place  Day Care Day Care Public
Water Center Home Building

2003 2004 2005 2006 2007




Causes of Child Deaths for Reviewed Cases
2003 - 2007

2003 2004 2005 2006




























KEY DATES FOR 2014

|
...We are all part of the solution
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