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ERRATA SHEET

The following corrections and edits were made to the Arizona Child Fatality Review
Program — 28t Annual Report on July 15, 2022.

Page 37 - Figure 26. Mortality Rate per 100,000 Children due to Suicide by Gender, Ages 10-17
Years, Arizona, 2011-2020

The narrative and graph in this section have been edited to report corrected suicide mortality
rates by gender.

Page 120- Pinal County CFR Team
The team roster was updated to reflect current members involved in the CFR team of 2020

deaths.
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Letter from the Chair of the Arizona State CFR Team

The Arizona Child Fatality Review (CFR) Program’s goal is to reduce child deaths in Arizona by
conducting a comprehensive review of all child deaths to determine what steps could have
been taken, if any, to prevent each child’'s death. In 2020, 838 children died in Arizona, an
increase from the 777 deaths in 2019. The leading causes of death were prematurity,
congenital anomalies, motor vehicle crashes, poisonings, and firearm injuries. Prematurity was
the most common cause of death for neonates (infants less than 28 days old) while
suffocation was the common cause of death among infants 28 days to less than 1 year of
age.

The accidental injury death rate increased 31% from 2019 to 2020. The three most common
causes of accidental death were motor vehicle crashes, poisoning, and suffocation. A child
protective services history with the family, substance use and poverty were the most common
risk factors for accidental deaths. The motor vehicle crash death rate increased 54% and the
firearm injury mortality rate increased 41%. The most common risk factor contributing to a
firearm injury death was access to firearms, with 86% of firearm injury deaths involving a
handgun, and the child’s parent as the owner accounted for 25% of the firearm injury deaths.

There was a 30% increase in the suicide rate from 2019 to 2020. Risk factors for suicide deaths
included access to firearms, history of maltreatment and child mental health disorder. The
substance use related death rate increased 32% from 2019 to 2020, and the most used
substances contributing to a child’s death were opiates and marijuana. The CFR feams
determined that 47% (396) of the 2020 deaths could have been prevented. Motor vehicle
crashes, poisonings, firearm injuries and suffocation were the four most common causes of
preventable deaths. Most of the Sudden Unexpected Infant Deaths (SUIDs) were due to
suffocation and unsafe sleep environments. Unsafe sleep environment was a factor in 100% of
these deaths while objects in sleep environment was a factor in 92% of SUIDs.

There was a 5% decrease in abuse/neglect deaths from 2019 to 2020. Of the ninety-five
children who died from abuse/neglect, 66% of the children had prior involvement with a CPS
agency, and in 11% of these deaths, the families had an open case at the time of the child’s
death.

Prevention efforts are more likely to be effective if our recommendations are targeted to the
children at greatest risk. While Black/African American children comprise only 6% of Arizona
children, they comprised 13% of all child deaths and 16% of all infant deaths. Furthermore,
American Indian/Natfive Alaskan children comprise only 5% of Arizona children, but they make
up 10% of all child deaths and 8% of all infant deaths in Arizona in 2020. The underlying causes
of these disparities needs to be addressed to decrease these deaths.

Due to the COVID-19 pandemic this report includes COVID-19 related child deaths where
COVID-19 was the direct or indirect cause of death or if COVID-19 contributed to a child’s
death. The direct COVID-19 mortality rate in Arizona was 0.73 deaths per 100,000 children
while the national direct COVID-19 mortality rate was 0.27 deaths per 100,000 children. Fifty-
eight percent of direct COVID-19 deaths occurred in children less than 12 years old and fifty
percent of the direct COVID-19 deaths were children living in a rural region. The most common
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risk factor for direct COVID-19 deaths was poverty (58%). The fatality review team recognizes
that COVID-19 likely is indirectly related to other child deaths and may have been a factor in
the increases of child deaths due tfo suicide, firearm injuries and motor vehicle crashes
included in this report.

Despite the COVID pandemic, our volunteers continued to meet virtually throughout the past
year in order complete this annual report. | would like to thank all our volunteers as well as the
Arizona Department of Health Services and the Arizona Chapter of the American Academy of
Pediatrics for their support of the CFR program and its mission to prevent child deaths in
Arizona.

Sincerely,
%Eﬁf 552,,? por B

Mary Ellen Rimsza, MD FAAP
Chair, Arizona Child Fatality State Team
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Disclaimers and Changes to the Arizona Child Fatality Review Program

Disclaimers

Public Health and Vital Statistics:

Data in this report may differ from the data published by the Bureau of Public Health Statistics
(BPHS). BPHS only reports data on Arizona residents whereas the Child Fatality Review (CFR)
Program investigates and reports on the deaths of all children who die in Arizona regardless of
state residency.

COVID-19 Arizona Dashboards:

Data in this report may be different from the data published in the ADHS COVID-19
Dashboards. The dashboards utilize MEDSIS, the Arizona surveillance system, with a
classification of confirmed or probable to determine if a death was COVID-19 related. The CFR
Program utilized a different approach based on guidance from the National Center for
Fatality Review and Prevention. The approach is further described on page 49.

Department of Child Safety (DCS)/Child Protective Services (CPS):

Data in this report may differ from the data published by the Department of Child Safety/Child
Protective Services as the CFR Program and DCS/CPS have different definitions of child
abuse/neglect.

Race/Ethnicity Referencing:

Due to spacing issues, the figures throughout the report will refer to the following race/ethnicity
groups: American Indian, Asian, Black, Hispanic, and White. However, please note, American
Indian includes Alaska Native, Asian includes Pacific Islander, Black includes African American,
and Hispanic includes Latino. All fext accompanying the figures will be all-inclusive.

Racial Disparities:

Although portions of the report show progress in reducing child deaths in Arizona overall, racial
disparities in mortality remain or have increased in recent years. American Indian/Native
American and African American children are disproportionately affected by mortality at
greater levels than White and Hispanic children despite both groups representing small
proportions of the total Arizona population. Further investigation of these disparities can lead
to evidence-based tailored public health programs and interventions to improve mortality
rates for Arizona's American Indian/Native American and African American communities.


https://pub.azdhs.gov/health-stats/index.php
https://pub.azdhs.gov/health-stats/index.php
https://www.azdhs.gov/covid19/data/index.php#deaths
https://www.azdhs.gov/covid19/data/index.php#deaths
https://ncfrp.org/wp-content/uploads/Supplemental-Guidance-on-Reviewing-Deaths-During-COVID-19.pdf
https://ncfrp.org/wp-content/uploads/Supplemental-Guidance-on-Reviewing-Deaths-During-COVID-19.pdf
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Changes to the 2021 Report

COVID-19 Pandemic Data:

Due fo the global pandemic of COVID-19, a disease caused by SARS-CoV-2, this report
includes a COVID-19 section. COVID-19 related deaths can only fall into one of the two
categories: COVID-19 was the direct cause of death or COVID-19 indirectly caused or
contributed fo the death. See glossary for further explanation and definitions.

There is no comparison from year to year as the COVID-19 pandemic data collection began in
2020. ADHS collaborated with the National Child Fatality Review Center and the US Centers for
Disease Control and Prevention to determine the best approach to review and categorize
these deaths.

Mortality Rate Trend Table:

A data table was added to provide yearly percent increases/decreases calculations across
multiple manners and causes of deaths for years 2016 to 2020. This allows for additional year to
year comparisons while reducing the need to reference older published reports. The data
table is located in page 81.
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Report Highlights

Accidents

Natural Causes

Total Deaths

838 .

Preventable Deaths 60
50

396

(47% of all deaths) 40 -

Infant Deaths (<1 Year) 30
20

399

(48% of all deaths) 10

Mortality Rate 0

28.1 per 100,000

(1-17 Years of Age)

Mortality Rates per 100,000 Children by Age Group,
Ages 1-17 Years, Arizona, 2011-2020

53.5

11.8

2011

11.9

2012 2013 2014 2015 2016 2017 2018 2019 2020

=¢=1-4 Years =l=5-9 Years =#=10-14 Years ==15-17 Years

Homicides Suicides Undetermined

57%

475 child deaths

28%

232 child deaths

6%

53 child deaths

6%

49 child deaths

3%

29 child deaths

Percentage of Deaths among Children by Leading Causes
Race/Ethnicity, Ages 0-17 Years, Compared to of Death:
Population, Arizona, 2020 (n=838)
1. Prematurity (n=207, 25%)
S0 - 45% 2. Congenital Anomaly
o 40% s A% | =111, 13%)
3. Motor Vehicle Crash
30 - (Nn=93,11%)
20 | 4. Poisoning (n=66, 8%)
13% 10% 5. Firearm Injury (n=51, 6%)
10 E ‘5% 2% 3% Ofthe 157
0 - . . substance use related deaths,
Afric_cm Americon Asian Hispanic White 57 were fentanyl poisonings
American  Indian Al
m Fatalities ® Population Boys were victim to
86%
of firearm deaths

73% of children who died of

abuse/neglect were

less than five years of age

1 00% of the SUIDs occurred in an
unsafe sleep environment
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Infroduction

Injuries and medical conditions are among the leading causes of death for Arizona’s children.
Unlike diseases, most injuries do not occur randomly. A thorough examination of each death
reveals factors that are both predictable and preventable. Historical data shows that infants
are most often injured by suffocation resulting from an unsafe sleep environment, toddlers are
more likely to drown, and older children are more vulnerable to motor vehicle or firearm injury.
Analyzing risk factors allows injuries to be anticipated and thus prevented when the
appropriate protective measures are in place.

The Arizona Child Fatality Review (CFR) Program was established to review all possible factors
surrounding a child’s death. The intent of the program is to identify ways of reducing
preventable fatalities. Legislation was passed in 1993 (A.R.S. § 36-342, 36- 3501) authorizing the
creation of the CFR Program. In 1994, the review process and data collection began. Today 10
local teams conduct initial reviews with oversight from the State Team and its two
subcommittees.

This report provides a comprehensive review of fatalities occurring in Arizona among children
less than 18 years of age. Descriptive statistics and frend analyses are used to present
summary information about cases as well as the leading causes under each manner of death
by factors such as age, gender, and race/ethnicity. The demographic and prevention
information in this report are used to help broadly inform public health initiatives and the
community. Recommendations for prevention are decided upon by both State and local
review teams based upon the information collected and reviewed on each child death.

According to the National Center for Child Death Review, there are six basic steps to conduct
an effective review meeting':

o Share, question, and clarify dll case information
Discuss the investigation
Discuss the delivery of services

o Identify risk factors

Recommend systems improvements

° Identify and take action to implement prevention recommendations

10
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Methods

Review Process

Arizona has 10 Local CFR Teams who complete reviews and provide recommendations for
prevention at the community level. Second level reviews of Sudden Unexpected Infant Deaths
and Abuse/Neglect Deaths are done at the state level by subcommittees of the State Team.
The State CFR Team provides oversight to Local CFR teams, prepares this annual report of
review findings, and develops recommendations to reduce preventable child deaths. The
review process begins when the death of a child less than 18 years old is identified through a
vital records report. The CFR program sends a copy of the death certificate to alocal CFR
team that is based in the community where the deceased child lived. If the child was not a
resident of Arizona, the local team in the community where the death occurred will conduct
the review. Information collected during the review is then entered into the National Child
Death Review Database. The resulting dataset is used to produce the statistics found in this
annual report. The State CFR Team reviews the statistics and prevention recommendations for
the annual report and make final determinations on behalf of the local CFR teams. The report
is written and reviewed by the Child Fatality Review Program housed in the Bureau of
Women's and Children’s Health.

Local Team Membership

These teams are located throughout the state and membership includes:

> County attorney’s office > Local law enforcement

> County hedadlth department > Parent

> County medical examiner's office > Pediatrician or family physician
> Department of Child Safety (DCS) > Psychiatrist or psychologist

> Domestic violence specialist

Report Statistics

The descriptive statistics in this report summarize the information about these child deaths by
manner, cause, age, gender, and race/ethnicity. Frequencies and cross-tabulation tables are
shown throughout the report. The demographic and prevention information represented in
this report are primarily used to help broadly inform public health initiatives and the
community. In compliance with ADHS data suppression guidelines, all counts less than é will be
suppressed and warnings for estimates that are based on counts less than 10.

Manner of Death versus Cause of Death

In this report, the manner of death includes natural (e.g., cancer), accident (e.g., accidental
car crash), homicide (e.g., assault), suicide (e.g., self-inflicted intentional firearm injury), and
undetermined. The cause of death includes abuse/neglect, COVID-19 related (direct and
indirect), drowning, firearm injury, motor vehicle crash (MVC), prematurity, substance use
related, and sudden unexpected infant death (SUID). The cause of death refers to the injury or
medical condition that resulted in death (e.g., firearm-related injury, pneumonia, cancer).

11
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Manner of death is not the same as cause of death, but specifically refers to the intentionality
of the cause. For example, if the cause of death was a firearm-related injury, then the manner
of death may have been intentional or accidental. If it was intentional, then the manner of
death was suicide or homicide. If it was accidental, then the manner of death was an
accident. In some cases, there was insufficient information to determine the manner of death,
even though the cause was known. It may not have been clear that a frearm death was due
to an accident, suicide or homicide; and in these cases, the manner of death was listed as
undetermined.

Limitations

It is significant to note that the report has certain limitations. While every child death is
important, the small numbers in some areas of preventable deaths reduce the ability to
examine some trends in detail. The numbers are used to inform public health efforts in a
broader sense, but the sample size reduces the ability to make true statements about
statistical significance in any differences or causal relationships. It is also of note that
much of the collected data is done through qualitative methods such as the collection
of witness reports on child injury deaths. This means that there is always the potential for
bias when the information is taken. Other variables that may not be captured on the
death certificate or other typical records may include family dynamics, mental health
issues, or other hazards.

Additionally, data is based upon vital records information and information from local
jurisdictions. Arizona has a medical examiner system with each county having its own
jurisdiction. Law enforcement also varies around the state. Arizona is home to 22
different American Indian fribes each of whom has their own sovereign laws and
protocols. Jurisdiction and records sharing for each tribal government varies. These
intricate relationships and individual jurisdictions mean that sources and information
may vary.

12
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Recommendations

In response to the summary data in the report, the State Child Fatality Review Team
makes evidence-based recommendations to prevent child fatalities within the state.
Highlights of the recommendations include the following:

e Prematurity was identified as the most common cause of death among neonates. Some
prevention recommendations include, ensuring that pregnant women have access to
quality and affordable prenatal care in addition to expanding telemedicine services to
women who are living in area where there is no or limited access to obstetric care.

e Motor vehicle cash death rate increased drastically. Some prevention
recommendations include, educating children, parents and caregivers on the safe
pedestrian practices and avoid distracted walking, and strengthening law
enforcement’s capability to stop and cite vehicles with occupants that are not
wearing seaf belts by introducing a primary seat belt law because primary laws
have been shown to result in higher seat belt usage than secondary laws.

e The mortality rate for firearm injury increased this year. Some prevention
recommendations include removing firearms in households containing children and
adolescents, and gun owners should practice safe storage of their firearms which
requires keeping the gun unloaded and locked in a safe with ammunition stored
separately from the firearm as this practice significantly reduces the risk of gun injury
or death.

e The rate of suicide increased as well. Some prevention recommendations include
increasing access to effective mental health care for Arizonans by adopting the
Zero Suicide model statewide, implementing communication strategies using
traditional and new media for school personnel that promotes suicide prevention,
emotional well-being and mental health, and increasing public awareness of risk
factors and warning signs (i.e. cutting, past attempts, drug use, school problemes,
sexuality and gender identify struggles, bullying, etc.) for suicide, and connect
people in crisis to care including promotion of the national suicide hoftline.

e Substance use related death rate increased this year. Some prevention
recommendations for substance use include, expanding access to services for
people with unstable housing and those that are experiencing homelessness
because they are at higher risk for substance use, improving access to personalized
substance use disorder freatment plans for children, and treatment plans based on
individuals’ strengths because it can keep children engaged in their care and
increase the likelihood of a successful treatment and better health outcomes.

A more detailed list of these prevention recommendations begins on page 82.

13
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Demographics: Child Mortality (0-17 Years)

In 2020, the maijority of child deaths were due to natural causes (57%) (Figure 1).

Figure 1. Number and Percentage of Deaths among Children by Manner of Death, Ages 0-17
Years, Arizona, 2020 (n=838)

® Natural Causes (n=475)
m Accidental Injury (n=232)
m Suicides (n=49)

m Homicides (n=53)

m Undetermined (n=29)

Overall, Arizona’s child mortality rate has remained relatively stable from 2011-2020 (Figure 2).
Arizona’s child mortality rate increased 8.1% from 47.2 deaths per 100,000 children in 2019 to
51.0 deaths per 100,000 children in 2020.

Figure 2. Mortality Rate per 100,000 Children, Ages 0-17 Years, Arizona, 2011-2020 (n=838)2"
T 60.5 59.8
60
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50

45 +

40

35
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The maijority of male child deaths occurred amongst those birth-27 days of age and 15-17
years of age while the majority of female child deaths occurred amongst those birth-27 days
of age (Figure 3).

Figure 3. Percentage of Deaths among Children by Age Group and Sex, Ages 0-17 Years,
Arizona, 2020 (n=838)

20 ~
184 17% 17%
16
14
12
10
8

O N MO

Birth-27 Days  28-364 Days 1-4 Years 5-9 Years 10-14 Years 15-17 Years
m Male (n=501) mFemale (n=337)

Black/African American and American Indian/Alaska Native children made up 13% and 10%
of child deaths, respectively, but only make up 6% and 5% of the total population, respectively
(Figure 4). The majority of child deaths were among Hispanic (40%) and White (35%) children.

Figure 4. Percentage of Deaths among Children by Race/Ethnicity, Ages 0-17 Years,
Compared to Population, Arizona, 2020 (n=838)2

50 ~
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45%
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Prematurity was the leading cause of death for infants 0-27 days while suffocation was the
leading cause of death among infants 28 days to less than 1 year of age (Table 1). Among
children ages 5-14 years, MVC was the leading cause of death. Among children 15-17 years,

poisoning was the leading cause of death.

Table 1. Leading Causes of Child Death by Age Group, Arizona, 2020

Age Group

Leading Causes of Child Death

1 2 4 5
0-27 Days Prematurity Congenital Cardiovascular  Other Perinatal ~ Other Medical
(n=263) (n=181) Anomaly (n=46) Conditions Condition
(n=8) (n<é)
28 Days - <1 Suffocation Congenital Prematurity Undetermined  Cardiovascular
Year (n=136) (n=39) Anomaly (n=31) (n=13) (n=46)
1-4 Years Drowning Cancer Congenital Motor Vehicle  Other Infection
(n=103) (n=21) (n=12) Anomaly (n=11) Crash (n=10) (n=9)
5-9 Years Motor Vehicle Neurological/ Congenital Cancer Other Infection
(n=54) Crash (n=17) Seizure Disorder Anomaly (n=6) (n<é) (n<é)
(n=8)
10-14 Years Motor Vehicle Cancer Strangulation Firearm Injury Congenital
(n=94) Crash (n=21) (n=14) (n=12) Anomaly
(n=9)
15-17 Years Poisoning Motor Vehicle Firearm Injury Strangulation Congenital or
(n=188) (n=48) Crash (n=40) (n=13) Neurological
Disorder (n=8)
All Deaths Prematurity Congenital Motor Vehicle Poisoning Firearm Injury
(n=838) (n=207) Anomaly Crash (n=93) (n=66) (n=51)
(n=111)
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Demographics: Infant Mortality (Less than 1 Year of Age)

Overall, Arizona’s infant mortality rate remained stable from 2011-2018 (Figure 5). Since 2019,
Arizona’s infant mortality rate has decreased 6% from 5.2 deaths per 1,000 live births to 4.9
deaths per 1,000 live births. This is the lowest infant mortality rate reported since 2016 of 5.2 per
1,000 live births. The Arizona infant mortality rate has consistently been lower than the U.S. rate.

Figure 5. Infant Mortality Rates per 1,000 Live Births, Less than 1 Year of Age, Arizona & U.S.,
2011-202072-22
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Black/African American and American Indian/Alaska Native infants have consistently had the
highest rates of infant mortality from 2011-2020 (Figure 6). In 2020, the infant mortality rates for
Black/African American and American Indian/Alaska Native were 12.7 and 7.9 deaths per
1,000 live births, respectively. In comparison, the infant mortality rates for Hispanic and White
infants were 4.2 and 4.1 deaths per live births, respectively. All infant mortality rates, except for
Hispanic infants, increased with the highest rate increase for American Indian infants of 29.5%
from 2019 to 2020.

Figure 6. Infant Mortality Rates per 1,000 Live Births by Race/Ethnicity, Less than 1 Year of Age,
Arizona, 2011-202024-25

12.5 12.4

oL 11.5

10.3
10 r 8.4 8.1
8 r 6.5 A 6.9
. L Ry
4 -
2 -
O 1 1 1 1 1 1 1 1 1 )

2011 2012 2013 2014 2015 2016 2017 2018 2019 2020

=t=American Indicdn =m=Asian =g=Black ===Hispanic ==de=White

Black/African American and American Indian/Alaskan Native children made up 16% and 8%
of infant deaths, respectively, but only make up 6% and 5% of the total population,
respectively (Figure 7). The majority of child deaths were among Hispanic (39%) and White
(35%) children.

Figure 7. Percentage of Deaths among Infants by Race/Ethnicity, Less than 1 Year of Age,
Compared to Population, Arizona, 2020 (n=399)25
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Demographics: Child Mortality (1-17 Years of Age)

Arizona’s child mortality rate increased 24% from 22.5 deaths per 100,000 children in 2019 to
28.1 deaths per 100,000 children in 2020 (Figure 8).

Figure 8. Mortality Rates per 100,000 Children, Ages 1-17 Years, Arizona, 2011-20202
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From 2019-2020, the Arizona’s child mortality rate for children ages 15-17 increased by 19%
from 44.8 deaths per 100,000 children in 2019 to 53.5 deaths per 100,000 children in 2020
(Figure 9).

Figure 9. Mortality Rates per 100,000 Children by Age Group, Ages 1-17 Years, Arizona, 2011-
20202

60.0 53.5

48.3
50.0 44.8

37.7 38.5 38.8 39.2

400 | 36.6

30.0

200

10.0 r

0.0 1 1 1 1 1 1 1 1 1 J
2011 2012 2013 2014 2015 2016 2017 2018 2019 2020

—t=—1-4 Years =—m=5-9 Years -—=10-14Years =e=15-17 Years

19



Arizona Child Fatality Review Program | Twenty-Eighth Annual Report

Overall, the mortality rate for all racial groups increased from 2019 to 2020. American
Indian/Alaska Native and Black/African American children have consistently had the highest
rates of child mortality from 2011-2020 (Figure 10). In 2020, the child mortality rate for American
Indian/Alaska children was 57.4 deaths per 100,000 children and among Black/African
American children was 53.2 deaths per 100,000 children.

Figure 10. Mortality Rates per 100,000 Children by Race/Ethnicity, Ages 1-17 Years, Arizona,
2011-20202
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American Indian/Alaska Native and Black/African American children made up 12% and 11%
of child deaths, respectively, but only comprised 5% and 6% of the total population,
respectively (Figure 11). The majority of child deaths were among Hispanic (41%) and White
(35%) children.

Figure 11. Percentage of Deaths among Children by Race/Ethnicity, Ages 1-17 Years,
Compared to Population, Arizona, 2020 (n=439)2
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Preventable Deaths

The main purpose of the CFR program is to identify preventable factors in a child’'s death.
Throughout the report the term “preventable death” is used. Each multi-disciplinary team is
composed of professionals who review the circumstances of a child’s death by reviewing
records ranging from autopsies to law enforcement reports. The team then determines if there
were any preventable factors present prior to the death. They used one of the following three
labels to determine preventability; 1) Yes, probably 2) No, probably not 3) Team could not
determine. A determination is based on the program’s operational definition of preventability
in a child’s death.

A child’s death is considered preventable if the community (education, legislation, etc.) or an
individual could reasonably have done something that would have changed the
circumstances that led to the child’s death.

“Yes, probably,” means that some circumstance or factor related to the death could
probably have been prevented. “No, probably not” indicates that everything reasonable was
most likely done to prevent the death, but the child would still have died. A designation of
“Team could not determine” means that there was insufficient information for the team to
decide upon preventability.

When discussing all deaths, the report is referring to the total 838 child deaths that took place
in 2020. When the text refers to preventable deaths these are the fatalities that the review
teams deemed to be preventable. The majority of the data discussed in this report are based
on those fatalities determined as preventable by the teams. This is important so that efforts are
targeted to the areas where prevention initiatives will be most effective.

In 2020, CFR teams determined 396 child deaths were probably preventable (47%), 412 child
deaths were probably not preventable (49%) and could not determine the preventability in 30
deaths (4%) (Figure 12).
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CFR teams determined 47% of child deaths were probably preventable, 49% of child deaths
were probably not preventable, and could not determine the preventability in 4% of deaths
(Figure 12).

Figure 12. Number and Percentage of Deaths among Children by Preventability, Ages 0-17
Years, Arizona, 2020 (n=394)

m Yes, Probably (n=3%6)
B No, Probably Not (n=412)
B Unable to Determine (n=30)

The leading cause of preventable deaths was motor vehicle crash deaths (23%) (Table 2).
Table 2. Leading Causes of Preventable Deaths, Ages 0-17 Years, Arizona, 2020 (n=396)

Cause of Death Number Percent
Motor Vehicle Crash 93 23%
Poisoning 66 17%
Firearm Injury 51 13%
Suffocation 46 12%
Strangulation 25 6%
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CFR teams determined 8% of natural deaths (n=39), 100% of accidental injury deaths (n=232),
100% of suicides (n=49), 100% of homicides (n=53), and 79% of undetermined deaths (n=23)
were preventable (Figure 13).

Figure 13. Number and Percentage of Preventable Deaths among Children by Manner of
Death, Ages 0-17 Years, Arizona, 2020 (n=396)
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Infants between the ages of birth and 27 days (7%) and children ages 5-9 years (8%) had the
lowest percentage of preventable deaths while children ages 15-17 years had the highest
percentage of preventable deaths (38%), and male children ages 15-17 years made up a
significant proportion of this demographic (Figure 14).

Figure 14. Percentage of Preventable Deaths among Children by Age Group and Sex, Ages 0-
17 Years, Arizona, 2020 (n=396)
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American Indian/Alaska Native and Black/African American children made up 12% and 13%
of preventable child deaths, respectively, but only comprised 5% and 6% of the total
population, respectively (Figure 15). The majority of child deaths were among Hispanic (39%)
and White (34%) children.

Figure 15. Percentage of Preventable Deaths among Children by Race/Ethnicity, Ages 0-17
Years, Compared to Population, Arizona, 2020 (n=396)3
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The most commonly identified factor of preventable deaths was CPS history with the family
(43%) followed by substance use (40%) (Table 3).

Table 3. Leading Risk Factors of Preventable Deaths, Ages 0-17 Years, Arizona, 2020

Risk Factors* Number Percent
CPS history with the family 172 43%
Substance Use 157 40%
Poverty 104 26%
Lack of Supervision 84 21%
Child History of Trauma 77 19%

*More than one risk factor may have been identified for each death
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Manner of Death
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Accidental Injury Deaths

An injury that occurred when there was no intent to cause harm or death; an unintentional
injury. See glossary for further explanation.
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There were 232 accidental injury deaths in 2020.

There was a 31% increase in the accidental injury death rate from 2019 to 2020.

100% of accidental injury deaths were preventable.

#1 cause: Motor Vehicle Crash (n= 90)
#2 cause: Poisoning (n= 58)
#3 cause: Suffocation (n= 42)

Of the accidental injury deaths, 63% were male and 37% were female.

38% of accidental injury deaths occurred in children ages 15-17 years.

American Indian/ Alaska Native children were disproportionately affected.
American Indian/ Alaska Native children made up 11% of accidental injury
deaths but only make up 5% of the total population.

39% of accidental injury deaths involved substance use.
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Overall, Arizona’s accidental injury mortality rate has increased by 31% from 10.8 deaths per
100,000 children in 2019 to 14.1 deaths per 100,000 children in 2020 (Figure 16). Males have
consistently had a higher accidental injury mortality rate compared to females.

Figure 16. Mortality Rate per 100,000 Children due to Accidental Injury by Gender, Ages 0-17
Years, Arizona, 2011-20203-12
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The maijority of accidental injury deaths occurred among children ages 15-17 (38%) and
children less than 1 year of age (22%) (Figure 17).

Figure 17. Number and Percentage of Accidents among Children by Age Group, Ages 0-17
Years, Arizona, 2020 (n=232)
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Black/African American and American Indian/Alaskan Native children made up 9% and 11%
of accidental injury deaths, respectively, buy only comprised 6% and 5% of the total

population, respectively (Figure 18). The majority of child deaths were among Hispanic (42%)
and White (35%) children.

Figure 18. Percentage of Accidental Injury Deaths among Children by Race/Ethnicity, Ages 0-
17 Years, Compared to Population, Arizona, 2020 (n=232)3
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Among accidental injury deaths, motor vehicle crash (39%) was the leading cause of death
for children ages 0-17 years (Table 4).

Table 4. Leading Causes of Accidental Injury Deaths, Ages 0-17 Years, Arizona, 2020

Cause of Death Number Percent
Motor Vehicle Crash 90 39%
Poisoning 58 25%
Suffocation 42 18%
Drowning 22 9%
Other Injury 16 7%

While there are numerous preventable risk factors that confribute to accidental injury deaths,
CPS history with the family (40%) was the most commonly identified risk factor (Table 5).

Table 5. Risk Factors of Accidental Injury Deaths, Ages 0-17 Years, Arizona, 2020

Risk Factors* Number Percent
CPS History with the Family 92 40%
Substance Use 90 39%
Lack of Supervision 62 27%
Poverty 58 25%
Child History of Trauma 34 15%

*More than one risk factor may have been idenftified for each death
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Death resulting from injuries inflicted by another person with the intent to cause fear, harm or

death.
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There were 53 homicides in 2020.

There was an 11% decrease in the homicide rate from 2019 to 2020.

100% of homicides were preventable.

#1 cause: Firearm (n= 28)
#2 cause: Blunt Force Trauma (n=13)
#3 cause: Other Injury (n= 8)

Of the homicides, 77% were male and 23% were female.

47% of homicides occurred in children ages 15-17 years.

African American and American Indian children were disproportionately
affected. African American children made up 30% of homicides but only make
up 6% of the total population. Similarly, American Indian children made up 11%
of homicides but only make up 5% of the total population.

53% of homicides involved substance use.
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Overall, Arizona’s homicide rate has increased from 2011 to 2020 (Figure 19). Since 2016, males
have had a higher homicide rate compared to females. Arizona’s homicide rate decreased
by 11% from 3.6 deaths per 100,000 children in 2019 to 3.2 per 100,000 children in 2020.

Figure 19. Mortality Rate per 100,000 Children due to Homicide by Gender, Ages 0-17 Years,
Arizona, 2011-20203-12
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The maijority of homicides occurred among children 15-17 years (47%), followed by children
less than 10-14 years (Figure 20).

Figure 20. Percentage of Homicides among Children by Age Group, Ages 0-17 Years, Arizona,
2020 (n=53)
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American Indian/Alaska Native and Black/African American children made up 11% and 30%
of homicides, respectively, but only comprised 5% and 6% of the total population, respectively
(Figure 21). The maijority of child deaths were among Hispanic (36%) and Black (30%) children.

Figure 21. Percentage of Homicides among Children by Race/Ethnicity, Ages 0-17 Years,
Compared to Population, Arizona, 2020 (n=53) *3
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*There is no comparison of fatalities for Asian in 2020 as (n=0).

Among homicides, firearm injury (53%) was the #1 cause of death for children ages 0-17 years
followed by other injuries (25%) and blunt force frauma (23%) (Figure 22).

Figure 22. Percentage of Homicides among Children by Cause of Death, Ages 0-17 Years,
Arizona, 2020 (n=53)
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In 32% of the homicides, the perpetrators were classified as other (Table 6).
Table 6. Perpetrators involved among Homicides, Ages 0-17 Years, Arizona, 2020

Perpetrator* Number Percent
Other 17 32%
Stranger 14 26%
Mother 12 23%
Acquaintance/Friend/ Boyfriend/ Girlfriend 11 21%
Father 7 13%

*There may be more than one perpetrator in each death

While there are numerous preventable risk factors that contribute to homicides, CPS history
with family was the most commonly identified risk factor (57%) (Table 7).

Table 7. Risk Factors of Homicide Deaths, Ages 0-17 Years, Arizona, 2020

Risk Factors* Number Percent
CPS History with the Family 30 57%
Criminal Activity 29 55%
Access to Firearms 28 53%
Substance Use 28 53%
Child History of Trauma 24 45%

*More than one risk factor may have been idenftified for each death
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Natural Deaths

In Arizona and nationally, deaths classified as natural deaths due to a medical condition
account for the largest percentage of child deaths every year. See glossary for further
explanation.

|
'l There were 475 natural deaths in 2020.

é? There was a 3% increase in the natural death rate from 2019 to 2020.

Dy 7% of natural deaths were preventable.

#1 cause: Prematurity (n=172)
#2 cause: Congenital Anomaly (n=111)
#3 cause: Other Perinatal Condition (n= 45)

C)%Q Of the natural deaths, 54% were male and 46% were female.

53% of natural deaths occurred in neonates (infants less than 28 days).
Age 15% of natural deaths occurred in post-neonates (infants 28 days and older but
less than 1 year of age).

Black/African American children were disproportionately affected.
% Black/African American children made up 13% of natural deaths but only

make up 6% of the total population.

4% of natural deaths involved substance use.
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Overall, Arizona’s natural mortality rate has decreased from 2011 to 2020 (Figure 23). Males
have consistently had a higher natural mortality rate compared to females. Arizona’s natural
mortality rate increased by 3% from 28.2 per 100,000 children in 2019 to 28.9 per 100,000
children in 2020.

Figure 23. Mortality Rates per 100,000 Children due to Natural Causes by Gender, Ages 0-17
Years, Arizona, 2011-20203-12
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The majority of natural deaths occurred among children less than 1 year of age (69%),
followed by children ages 1-4 years (9%) and children ages 15-17 years of age (8%) (Figure 24).

Figure 24. Number and Percentage of Natural Deaths among Children by Age Group, Ages 0-
17 Years, Arizona, 2020 (n=475)
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Black/African American a

nd American Indian/Native Alaskan children make up 13% and 8%

of natural deaths, respectively, but only comprised 6% and 5% of the total Arizona population,
respectively (Figure 25). The majority of child deaths were Hispanic (40%) and White (36%)

children.

Figure 25. Percentage of Natural Deaths among Children by Race/Ethnicity, Ages 0-17 Years,
Compared to Population, Arizona, 2020 (n=475)3
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Among natural deaths, prematurity (44%) was the leading cause of death for children ages O-

17 years (Table 8).

Table 8. Leading Causes of Natural Deaths, Ages 0-17 Years, Arizona, 2020

Cause of Death

Number Percent

Prematurity 207 44%
Congenital Anomaly 111 23%
Cancer 40 8%
Cardiovascular Disease 34 7%
Other Medical condifion (e.g. Asthma, Malnutrition/Dehydration, 18 4%

Influenza)

The most commonly identified risk factor for natural deaths was poverty (45%) (Table 9).
Table 9. Risk Factors of Natural Deaths, Ages 0-17 Years, Arizona, 2020

Risk Factors*

Number Percent

Poverty 216 45%
Chronic Medical Condition 185 39%
CPS History with Family 83 17%
Substance Use 21 4%
Caregiver Non-English Speaking 19 4%

*More than one risk factor may have been idenfified for each death
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A death that is due to a self-directed intentional behavior where the intent is to die because
of that behavior. See glossary for further explanation.

|
'l There were 49 suicides in 2020.

J7? There was a 30% increase in the suicide rate from 2019 to 2020.

D% 100% of suicides were preventable.

#1 cause: Strangulation (n= 25)
#2 cause: Firearm Injury (n= 18)
#3 cause: Poisoning (n= 4)

6’)@ Of the suicides, 71% were male and 29% were female.

e 65% of suicides occurred in children ages 15-17 years.

&
American Indian/Alaskan Native, Black/African American and White children
were disproportionately affected. American Indian/Alaskan Native,

% Black/African American and White children made up 16%, 8% and 43% of
suicides but only make up 6%, 5% and 41% of the total population,
respectively.

é & 20% of suicides involved substance use.
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Overall, Arizona’s suicide rate has increased from 2011 to 2020 (Figure 26). Males have
consistently had a higher suicide rate compared to females. Arizona’s suicide rate increased
30% from 5.0 per 100,000 children in 2019 to 6.5 per 100,000 children in 2020 (Figure 26). The
male suicide rate increased 60% from 5.7 in 2019 to 9.1 In 2020, the female suicide rate
increased 21% from 4.3 in 2019 to 5.2 in 2020.

Figure 26. Mortality Rate per 100,000 Children due to Suicide by Gender, Ages 10-17 Years,
Arizona, 2011-2020%2¢
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*There are select years where children less than 10 are included in the rate.
The majority of suicides occurred among children ages 15-17 years (65%) (Figure 27).

Figure 27. Number and Percentage of Suicide Deaths by Age Group, Ages 10-17 Years,
Arizona, 2020 (n=49)
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American Indian/Alaska Native children made up 16% of suicides, but only comprised 5% of
the total population (Figure 28). Similarly, Black/African American children made up 8% of
suicides, but only comprised 6% of the total population. Furthermore, White children made up
43% of suicides, but only comprised 41% of the total population. The majority of child deaths
were among White (43%) and Hispanic (33%) children.

Figure 28. Percentage of Suicide Deaths among Children by Race/Ethnicity, Ages 10-17 Years,
Compared to Population, Arizona, 2020 (n=49)%
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Among suicides, strangulation (51%) was the leading cause of death for children ages 10-17
years followed by firearm injury deaths (37%) (Table 10).

Table 10. Causes of Suicide, Ages 10-17 Years, Arizona, 2020 (n=49)

Cause of Death Number Percent
Strangulation 25 51%
Firearm Injury 18 37%
Poisoning <6 o
Suffocation <6 o

Motor Vehicle Crash <6 >

** Percentage suppressed due to count less than 6.
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While there are numerous risk factors that can conftribute to suicide, the most commonly
identified risk factors were relationship problems (69%), access to firearms (37%), history of
maltreatment (37%) and child mental health disorder (37%) (Table 11).

Table 11. Factors that may have contributed to the Child’s Despondency Prior to Suicide,
Arizonaq, 2020

Risk Factors* Number Percent
Relationship Problems 34 69%
Access to Firearm 18 37%
History of Maltreatment 18 37%
Child Mental Health Disorder 18 37%
School Issues 16 33%

*More than one risk factor may have been idenftified for each death
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Undetermined Deaths

A death that the medical examiner is unable to decide whether the manner of death was
natural, accident, homicide, or suicide. See glossary for further explanation.

|
'l There were 29 undetermined deaths in 2020.

J7? There was a 18% decrease in the undetermined death rate from 2019 to 2020.

D% 79% of undetermined deaths were preventable.

g #1 cause: Undetermined (n= 24)
o #2 cause: Other (i.e. poisoning, motor vehicle crash, firearm injury) (n=5)

6’)@ Of the undetermined deaths, 72% were male and 28% were female.

e 48% of undetermined deaths occurred in children ages 28 days to 1 year.

Black/African American made up 24% of abuse/neglect deaths but only make
up 6% of the total population

&
% Black/African American children were disproportionately affected.

é & 28% of undetermined deaths involved substance use.
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Overall, Arizona’s undetermined death rate has decreased from 2011 to 2020. Furthermore,
Arizona’s undetermined death rate has decreased 18% from 2.2 deaths per 100,000 children in
2019 to 1.8 deaths per 100,000 children in 2020 (Figure 29).

Figure 29. Mortality Rate per 100,000 Children due to Undetermined by Gender, Ages 10-17
Years, Arizona, 2011-2020*3
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The maijority of undetermined deaths occurred among infants 28 days to 1 year of age (45%)
followed by 1-4 years of age (31%) (Figure 30).

Figure 30. Number and Percentage of Undetermined Deaths among Children by Age Group,
Ages 0-17 Years, 2020 (n=29)
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Black/African American and American Indian/Alaskan Native children made up 27% and 10%
of undetermined deaths, respectively, but only comprise 6% and 5% of the total population
(Figure 31). The maijority of child deaths were among Hispanic (33%) and White (30%) children.

Figure 31. Percentage of Undetermined Deaths among Children by Race/Ethnicity, Ages 0-17
Years, Compared to Population, Arizona, 2020 (n=29)
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Among undetermined deaths, undetermined (83%) was the leading cause of death for
children ages 0-17 years (Table 12).

Table 12. Causes of Undetermined Deaths, Ages 0-17 Years, Arizona, 2020 (n=29)

Cause of Death Number Percent
Undetermined 24 83%
Other (i.e. Strangulation, Poisoning) <6 o

** Percentage suppressed due to count less than 6

The most commonly identified risk factor for undetermined deaths was poverty (62%) (Table
13).

Table 13. Risk Factors for Undetermined Deaths, Ages 0-17 Years, Arizona, 2020 (n=29)

Risk Factors* Number Percent
Poverty 18 62%
History of Maltreatment 17 59%
Unsafe Sleep Environment 12 41%
Housing Insecurity 8 28%
History of Trauma 6 2%

*More than one risk factor may have been identified for each death
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Abuse/Neglect Deaths

An act of physical abuse or neglect against a child. See glossary for further explanation.

H
i

Age

NS

There were 95 abuse/neglect deaths in 2020.

There was a 5% decrease in the abuse/neglect death rate from 2019 to 2020.

100% of abuse/neglect deaths were preventable.

#1 cause: Prematurity or other Perinatal Conditions (n= 18)
#2 cause: Poisoning (n= 14)
#3 cause: Blunt Force Injury (n=11)

Of the abuse/neglect deaths, 37% were male an 63% were female.

44% of abuse/neglect deaths occurred in children less than 1 year of age.

American Indian/Native Alaskan and Black/African American children were
disproportionately affected. American Indian/Native Alaskan made up 18% of
abuse/neglect deaths but only make up 5% of the total population. Similarly,
Black/African American made up 17% of abuse/neglect deaths but only make
up 6% of the total population

62% of abuse/neglect deaths involved substance use.
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Overall, Arizona’s abuse/neglect mortality rate has increased from 2011 to 2020 (Figure 31).
Since 2018, Arizona’s female abuse/ neglect mortality rate has increased 108% from 3.6 deaths
per 100,000 female children to 7.5 death per 100,000 female children. Arizona’s abuse/neglect
mortality rate decreased 5% from 6.1 per 100,000 children in 2019 to 5.8 per 100,000 children in
2020 (Figure 32).

Figure 32. Mortality Rate per 100,000 Children due to Abuse/Neglect by Gender, Ages 0-17
Years, Arizona, 2011-20203-12
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The maijority of abuse/neglect deaths occurred among children less than 1 year of age (44%),
followed by children ages 1-4 years (28%) (Figure 33).

Figure 33. Number and Percentage of Abuse/Neglect Deaths among Children by Age Group,
Ages 0-17 Years, Arizona, 2020 (n=95)
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American Indian/Alaska Native and Black/African American children made up 18% and 17%
of abuse/neglect deaths, respectively, but only comprised 5% and 6% of the total population,
respectively (Figure 34). The majority of child deaths were among Hispanic (33%) and White
(31%) children.

Figure 34. Percentage of Abuse/Neglect Deaths among Children by Race/Ethnicity, Ages 0-17
Years, Compared to Population, Arizona, 2020 (n=95)3
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Local CFR teams attempt to obtain records from child protective services (CPS) agencies,
including Department of Child Safety (DCS) and CPS agencies in other jurisdictions, such as
tribal authorities and agencies in other states. Review teams consider a family as having
previous involvement with a CPS agency if the agency investigated a report of abuse/neglect
for any child in the family before the incident leading to the child’s death. Unsubstantiated
reports of abuse/neglect are also included in this definition; however, calls to DCS that did not
meet criteria to be made into a report, and were taken as “information only”, are not
included.

In 2020, 95 deaths were due to child abuse/neglect (Figure 35). In 66 of the 95 deaths, there
was current or past history of involvement between the families and a CPS agency. In 16 of
these 95 deaths the families had an open case at the time of the child’s death.

Figure 35. Number and Percentage of Abuse/Neglect Deaths among Children by Family’s
Involvement with any Child Protective Services Agency, Ages 0-17 Years, Arizona, 2020 (n=95)

= No Known CPS History
= CPS History

The child’s mother was a perpetrator in 72% of abuse/neglect deaths, and the child’s father
was a perpetrator in 34% of the abuse/neglect deaths (Table 14).

Table 14. Perpetrators Involved Child Abuse/Neglect Deaths, Ages 0-17 Years, Arizona, 2020

Perpetrator* Number Percent
Mother 69 72%
Father 32 34%
Parent's Partner 9 9%
Other Relative 7 7%

Step Parent <6 ok

*There may be more than one perpetrator in each death
** Percentage suppressed due to count less than 6
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Among abuse/neglect deaths, prematurity was the leading cause of death for children ages
0-17 years (16%) (Table 15).

Table 15. Leading Causes of Child Abuse/Neglect Deaths, Ages 0-17 Years, Arizona, 2020

Cause of Death Number Percent
Prematurity 15 16%
Poisoning 14 15%
Blunt Force Injury 11 12%
Suffocation 10 11%
Motor Crash Vehicle 9 9%

While there are numerous preventable risk factors that conftribute to abuse/neglect, prior CPS
history with the family (66%) was the most commonly identified risk factor (Table 16).

Table 16. Risk Factors of Abuse/Neglect Deaths, Ages 0-17 Years, Arizona, 2020

Risk Factors* Number Percent
CPS History with the Family 63 66%
Substance Use 59 62%
Poverty 4] 43%
Child History of Trauma 33 35%
Lack of Supervision 29 31%

*More than one risk factor may have been identified for each death

48



Arizona Child Fatality Review Program | Twenty-Eighth Annual Report

COVID-19 Related Deaths (Direct and Indirect)

COVID-19 is a disease caused by SARS-CoV-2. On April 20, 2021, the National Fatality Review
Case Reporting System (NFR-CRS) was modified to accept data on COVID-19 Related Deaths.
The CFRP and the Chair of the State CFR Team retrospectively reviewed all child deaths to
determine COVID-19 relatedness and completed the module in the NFR-CRS. The COVID-19
Related Deaths module includes five questions intended to capture systems changes,
interruptions, and barriers that families may have experienced in the 12 months before the
child's death. Additional information on the COVID-19 related death module in the reporting
system can be found here.

i There were 12 direct COVID-19 deaths in 2020.
q There were 29 indirect COVID-19 deaths in 2020.

O 7% of direct COVID-19 direct deaths were preventable.
(=  97% of indirect COVID-19 deaths were preventable.

#1 cause: COVID-19 infection (n=9)

g #2 cause*: Poisoning (n= 8)
o #3 cause*: Firearm Injury (n=15)
*Indirect cause of death only
Age 58% of direct COVID-19 deaths occurred in children ages 0-11 years.

79% of indirect COVID-19 deaths occurred in children ages 12-17 years.

& 8% of direct COVID-19 deaths involved substance use.
45% of indirect COVID-19 deaths involved substance use.
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Direct COVID-19 Related Deaths

A direct COVID-19 death is a death where COVID-19 infection was the immediate or
underlying cause of death of the child, COVID-19 was diagnosed at autopsy or the child was
suspected to have COVID-19, or the birthing parent contracted COVID-19 during pregnancy.
See glossary for further explanation.

In order to capture direct COVID-19 deaths, the CFRP refrospectively searched through the
NFR-CRS for the COVID-19 ICD-10-CM code- U07.1. Since much was unknown about COVID-19
at the onset of the pandemic, the CFRP recognized that some COVID-19 cases were af risk for
misclassification. For this reason, the CFRP also retrospectively searched for ICD-10-CM codes
relating to COVID-19 such as J09.X2 (influenza) and J18. 9 (pneumonia). Cases that were
categorized as influenza and pneumonia were further reviewed for indicators of COVID-19. For
example, was the child exposed to COVID-19 within 14 days of death?

In addition, the CFRP reviewed causes of death relating fo COVID-19 on death certificates. In
certain cases, it was necessary for the CFRP to review an entire case in order to determine if
the death was directly related to COVID-19.

The CFRP identified 12 child deaths that were directly related to COVID-19. Due to the low
number of deaths identified racial estimates are not available.

The Arizona direct COVID-19 mortality rate was 0.73 deaths per 100,000 children (0-17
years) while the national direct COVID-19 mortality rate was 0.27 deaths per 100,000
children (0-17 years) (Figure 36).

Figure 36. Direct COVID-19 Mortality Rate per 100,000 Children, Arizona Rate compared to the

National Rate, Ages 0-17 Years, Arizona, 2020%
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Of the COVID-19 direct deaths, in 83% of the deaths, the manner of death was natural, while
8% were accidental, and the remaining undetermined (Figure 37).

Figure 37. Percentage of Direct COVID-19 Deaths among Children by Manner, Ages 0-17
Years, Arizona, 2020 (n=12)

m Accident
m Natural
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The majority of direct COVID-19 deaths occurred among children ages birth to 11 years (58%)
(Figure 38).

Figure 38. Percentage of Direct COVID-19 Deaths among Children by Age Group, Ages 0-17
Years, Arizona, 2020 (n=12)
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Of the direct COVID-19 deaths, 58% of deaths were among males (Figure 39).

Figure 39. Percentage of Direct COVID-19 Deaths among Children by Sex, Ages 0-17 Years,
Arizona, 2020 (n=12)

mFemale

u Male

Among the direct COVID-19 deaths, poverty (58%) was the leading risk factor followed by
living in a rural region (50%) (Table 17). The CFRP found a low number of direct COVID-19
deaths with multisystem inflammatory syndrome (MIS-C).

Table 17. Risk Factors for Child Direct COVID-19 Deaths, Ages 0-17 Years, Arizona, 2020

Risk Factor* Number Percent
Poverty 7 58%
Lives in a Rural Region 6 50%
Chronic Medical Condition <6 x

No Insurance <6 o
Inflammatory Syndrome <6 o

*More than one risk factor may have been identified for each death

**A rural region includes Apache, Cochise, Coconino, Gila, Graham, Greenlee, La Paz, Mohave,
Navajo, Santa Cruz, and Yavapai counties.

** Percentage suppressed due to count less than 6
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Indirect COVID-19 Deaths

An indirect COVID-19 death is a death where the child or caregiver experienced changes or
disruptions in how they lived, worked, or accessed services due to COVID-19. See glossary for
further explanation.

The CFRP recognizes that COVID-19 likely is indirectly related to other increases of child deaths
in particular suicide, firearm injuries and motor vehicle crashes included in this report.

The analysis provides insights info the different causes of death where COVID-19 may have
indirectly contributed to the child’s death, but this has several limitations. These limitations
include but are not limited to availability of limited information to provide context to each
child death, time constraints, and the overall use of subjective analysis to draw a conclusion.
Limited data availability based on the information and records used in the reviews likely
resulted in an under-reporting of COVID-19 indirectly related deaths.

The CFRP conducted secondary reviews of every child death in 2020 to determine if COVID-19
may have indirectly contributed to the death of the child. This provided strong evidence
suggesting that COVID-19 indirectly contributed to 29 child deaths in 2020.

Indirect COVID-19 deaths may include (but is not limited to): looking at deaths that occurred
during school closures when the child may not have died if they were physically in schoal,
deaths where the fear of contracting COVID-19 impacted seeking medical care, and social
(isolation, lack of supervision, etfc.), emotional (mental health, fear of contracting COVID-19,
etc.), or economic changes (finance disruptions, lack of childcare, etc.) induced by COVID-19
which may have impacted the child’s or parent’s decision-making and overall wellbeing
leading to the child’s death.

Arizona is among the first in the nation to report on COVID-19 direct and indirect child deaths.
The data included in this report will help provide an understanding of the broader impacts of
the pandemic and inform pandemic recovery plans moving forward. The CFRP aims to
support prevention opportunities and pandemic preparedness in order to better support
children and families.

The CFRP was provided with training and supplemental guidance on reviewing deaths during
the COVID-19 pandemic from the NCFRP which includes timelines indirectly contributing to a
child’'s death. The review timelines include business or service closures, school closures or
transitions, and other shifts that may have impacted service delivery, access or community
support.

Prevention recommendations for indirect COVID-19 deaths are located in the other specific
causes of death. For example, if the child died from a poisoning overdose during a school
closure where the child would have been in school during the incident, the prevention
recommendation will be found in the substance use section.
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In 41% of indirect COVID-19 deaths, the manner of death was classified as accident (Figure
40).

Figure 40. Percentage of Indirect COVID-19 Deaths among Children by Manner, Ages 0-17
Years, Arizona, 2020 (n=29)
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Of the indirect COVID-19 deaths, 79% of deaths were among children ages 12 - 17 years
(Figure 41).

Figure 41. Percentage of Indirect COVID-19 Deaths among Children by Age Group, Ages 0-17
Years, Arizona, 2020 (n=29)
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The majority of indirect COVID-19 child deaths were among White (38%) and Black (31%)
children. (Figure 42) The CFRP did not identify any indirect COVID-19 deaths in Asian children.

Figure 42. Percentage of Indirect COVID-19 Deaths among Children by Race/Ethnicity, Ages 0-
17 Years, Compared to Population, Arizona, 2020 (n=29)*
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*There is no comparison of fatalities for Asian as (n=0).

Of the indirect COVID-19 deaths, 59% of deaths were among males (Figure 43).

Figure 43. Percentage of Indirect COVID-19 Deaths among Children by Sex, Ages 0-17 Years,
Arizona, 2020 (n=29)

m Female
m Male
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Among indirect COVID-19 deaths, poisoning (28%) was the leading cause of death for
children 0-17 years (Table 18).

Table 18. Leading Causes of Child Indirect COVID-19 Deaths, Ages 0-17 Years, Arizona, 2020

Cause of Death Number Percent
Poisoning 8 28%,
Motor Vehicle Crash <é %
Firearm Injury <6 e
Strangulation <b %
Undetermined <6 o

** Percentage suppressed due to count less than 6.

While there are numerous preventable risk factors that confribute to indirect COVID-19 deaths,
living in an urban region (76%) was the most commonly identified risk factor followed by
substance use (45%). (Table 19)

Table 19. Risk Factors for Child Indirect COVID-19 Deaths, Ages 0-17 Years, Arizona, 2020

Risk Factor* Number Percent
Lives in an Urban Region** 22 76%
Substance use 13 45%
Lack of Supervision 8 28%
Isolation 8 28%
Poverty <6 o
Housing Insecurity <6 o
No Insurance <6 o
Language Barrier <6 o
Inadequate Medical Treatment <6 ok
Chronic Medical Condition <6 o

*More than one risk factor may have been identified for each death.
** Urban region includes Maricopa, Pima, Pinal and Yuma counties.
** Percentage suppressed due to count less than 6.
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Drowning Deaths

Death from an accidental or intentional submersion in a body of water. See glossary for
further explanation.

There were 22 drowning deaths in 2020.

by o N

Jfﬁ There was an 8% increase in the drowning death rate from 2019 to 2020.

Dy 100% of drowning deaths were preventable.

C)%Q Of the children who drowned, 68% were male and 32% were female.

Age 95% of drowning deaths occurred in children ages 1-4 years.

% Hispanic and White children each comprised 41% of drowning deaths.
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Overall, Arizona’s drowning rate has decreased from 2011 to 2020 (Figure 44). Males have
consistently had a higher drowning rate compared to females. Arizona’s drowning rate
increased by 8% from 1.2 per 100,000 children in 2019 to 1.3 per 100,000 children in 2020.

Figure 44. Mortality Rate per 100,000 Children due to Drowning by Gender, Ages 0-17 Years,
Arizona, 2011-2020%3-12
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*2018 data on female children not included due to a small sample size.

The maijority of drowning deaths occurred among children 1 to 4 years of age (95%) (Figure
45).

Figure 45. Number and Percentage of Drowning Deaths among Children by Age Group, Ages
0-17 Years, Arizona, 2020 (n=22) *
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*All other age groups excluded due to no sample size.
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The number of drowning deaths were too small to determine if health disparities exist (Figure
46). The majority of child deaths were among Hispanic (41%) and White (41%) children.

Figure 46. Percentage of Drowning Deaths among Children by Race/Ethnicity, Ages 0-17
Years, Compared to Population, Arizona, 2020 (n=22) *3
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The maijority of drowning deaths occurred in pools (91%) (Figure 47).

Figure 47. Percentage of Drowning Deaths among Children by Location, Ages 0-17 Years,
Arizonaq, 2020 (n=22)
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While there are numerous preventable risk factors that conftribute to drowning, lack of
supervision (100%) was the most commonly identified risk factor (Table 20).

Table 20. Risk Factors of Drowning Deaths, Ages 0-17 Years, Arizona, 2020

Risk Factors* Number Percent
Lack of Supervision 22 100%
Lack of Pool Barrier 14 64%
CPS History with the Family 8 36%
Poverty <6 o
Substance Use <6 ok

*More than one risk factor may have been idenfified for each death
** Percentage suppressed due to count less than 6
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Firearm Injury Deaths

Death caused by an injury resulting from the penetrating force of a bullet or other projectile
shot from a powder-charged gun. See glossary for further explanation.

[l
'l There were 51 firearm injury deaths in 2020.

é? There was a 41% increase in the firearm injury death rate from 2019 to 2020.

D% 100% of firearm injury deaths were preventable.

Cf)@ Of the firearm injury deaths, 86% were male and 14% were female.

e 73% of firearm injury deaths occurred in children ages 15-17 years.

&
American Indian/Alaskan Native children and Black/African American children
were disproportionately affected. American Indian/Alaskan Native made up
% 22% of firearm deaths but only make up 5% of the total population.
Black/African American made up 16% of frearm deaths but only make up 6%
of the total population.

é & 43% of firearm injury deaths involved substance use.
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Overall, Arizona'’s firearm injury mortality rate has increased from 2011 to 2020 (Figure 48).
Males have consistently had a higher firearm injury mortality rate compared to females.
Arizona'’s firearm injury mortality rate increased by 41% from 2.2 per 100,000 children in 2019 to
3.1 per 100,000 children in 2020.

Figure 48. Mortality Rate per 100,000 Children due to Firearms by Gender, Ages 0-17 Years,
Arizona, 2011-20203-12
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*2011, 2013, and 2018 data on female children not included due to small sample sizes.

The maijority of firearm injury deaths occurred among children ages 15-17 years (73%),
followed by children ages 10-14 years (24%) (Figure 49).

Figure 49. Number and Percentage of Firearm Injury Deaths among Children by Age Group,
Ages 0-17 (n=51)
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American Indian/Alaska Native and Black/African American children made up 22% and 16%
of firearm injury deaths, respectively, but only comprised 5% and 6% of the total population,
respectively (Figure 50). The majority of child deaths were among Hispanic (35%) and White
(27%) children.

Figure 50. Percentage of Firearm Injury Deaths among Children by Race/Ethnicity, Ages 0-17
Years, Compared to Population, Arizona, 2020 (n=51)3
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While there are numerous preventable risk factors that contribute to firearm injury deaths,
access to firearms (100%) was the most commonly identified risk factor (Table 21).

Table 21. Risk Factors of Firearm Injury Deaths, Ages 0-17 Years, Arizona, 2020 (n=51)

Risk Factors* Number Percent
Access to Firearm 51 100%
Unsecured Firearm 49 96%
Substance use 22 43%
Child Relationship 20 39%
Criminal Activity 16 31%

*More than one risk factor may have been idenftified for each death

Of the firearm injury deaths, 86% involved a handgun (Table 22).

Table 22. Types of Firearms Involved in Firearm Injury Deaths, Ages 0-17 Years, Arizona, 2020
(n=51)

Type of Firearms Number Percent
Handgun 44 86%
Other (e.g. Assault Rifle, Shotgun) 7 14%
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The child’s parent as the owner accounted for 25% of the firearm injury deaths (Figure 51).
Figure 51. Owners of Firearms Involved in Firearm Injury Deaths, Ages 0-17 Years, Arizona, 2020

(n=51)
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In 71% of the firearm injury deaths, the firearm was not stored (Table 23).

Table 23. Location of Firearms Involved in Firearm Injury Deaths, Ages 0-17 Years, Arizona, 2020
(n=51)

Location of Firearms Number Percent
Not stored 36 71%
Unknown 12 24%
Locked Cabinet <6 *x

** Percentage suppressed due to count less than 6.

In 43% of the firearm injury deaths, the firearm user was the child decedent (Table 24).
Table 24. Firearm Users Involved in Firearm Injury Deaths, Arizona, 2020 (n=51)

Firearm Users Number Percent
Self 22 43%
Acquaintance/ Friend/ Significant Other 16 31%
Stranger 11 22%
Relative <4 *%

Other <6 *k

*Number totals more than 51 as more than one firearm user may have been involved in the death.
** Percentage suppressed due to count less than 6.
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In 33% of the firearm injury deaths, the firearm was used in commission of a crime (Table 25).
Table 25. Firearm Use Involved in Firearm Injury Deaths, Arizona, 2020 (n=51)

Firearm Use Number Percent
Crime 17 33%
Self-Injury 16 31%
Playing with Firearm 2 18%
Argument 8 16%
Showing off Firearm <6 o

*Number totals more than 51 as more than one firearm use was may have been involved in the death.
** Percentage suppressed due to count less than 6.
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Motor Vehicle Crash (MVC) Deaths

Death caused by injuries from a motor-vehicle incident, including injuries to motor vehicle
occupant(s), pedestrian(s), pedal cyclist(s) or another person. See glossary for further
explanation.

qi There were 93 MVC deaths in 2020.

Jfﬁ There was a 54% increase in the MVC death rate from 2019 to 2020.

Q

Dy 100% of MVC deaths were preventable.

Age 43% of MVC deaths occurred in children ages 15-17 years.

Cf)@ Of the MVC deaths, 58% were male and 42% were female.

American Indian/ Native Alaskan children were disproportionately affected.
% American Indian/ Native Alaskan made up 12% of MVC but only make up 5% of
the total population.

é & 23% of MVC deaths involved substance use.

66



Arizona Child Fatality Review Program | Twenty-Eighth Annual Report

The MVC mortality rate has fluctuated throughout the 10-year period from a low of 3.1 deaths
per 100,000 children in 2015 to a high of 5.7 deaths per 100,000 children in 2020. Males have
consistently had a higher MVC mortality rate compared to females. Arizona’s MVC mortality
rate increased by 54% from 3.7 per 100,000 children in 2019 to 5.7 per 100,000 children in 2020
(Figure 52).

Figure 52. Mortality Rate per 100,000 Children due to Motor Vehicle Crashes by Gender, Ages
0-17 Years, Arizona, 2011-20203-12
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The maijority of MVC deaths occurred among children ages 15-17 years (43%), followed by
children ages 10-14 years (23%) (Figure 53).

Figure 53. Percentage of Motor Vehicle Crash Deaths among Children by Age Group, Ages 0-
17 Years, Arizona, 2020 (n=93)
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American Indian/Alaska Native children made up 12% of MVC deaths, but only comprised 5%
of the total population (Figure 54). The majority of child deaths were among Hispanic (45%)
and White (37%) children.

Figure 54. Percentage of Motor Vehicle Crash Deaths among Children by Race/Ethnicity, Ages
0-17 Years, Compared to Population, Arizona, 2020 (n=93)3
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In the majority of MVC deaths, the child was the passenger (53%) (Figure 55).

Figure 55. Percentage of Motor Vehicle Crash Deaths among Children by Occupant, Ages 0-
17 Years, Arizona, 2020 (n=93)
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While there are numerous risk factors that can contribute to MVC deaths, the most commonly
identified risk factors were excess speed (35%), lack of seat restraint (34%), and reckless driving
(32%) (Table 26).

Table 26. Preventable Risk Factors for Motor Vehicle Crash Related Deaths among Children,
Ages 0-17 Years, Arizona, 2020 (n=93)

Risk Factor* Number Percent
Excess Speed 313 35%
Lack of Seat Restraint 32 34%
Reckless Driving 30 32%
Driver Inexperience 23 25%
Substance Abuse 21 23%

*More than one risk factor may have been idenftified for each death
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Prematurity Deaths

Death of an infant born before 37 weeks gestation and the cause of death was related to the
premature birth. See glossary for further explanation.

i There were 207 prematurity deaths in 2020 (including prematurity due to perinatal
q condition).

élﬁ There was a 13% increase in the prematurity death rate from 2019 to 2020.

D% 8% of prematurity deaths were preventable (n=19).

o
o
o

#1 cause: Prematurity (n=207)

Cf)@ Of the prematurity deaths, 66% were male and 34% were female.

Black/African American children were disproportionately affected. Black/African
% American children made up 19% of prematurity deaths but only make up 6% of
the total population.

é & 7% of prematurity deaths involved substance use.
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Prior to 2018, the prematurity mortality rate included children who were identified as dying of
prematurity. Starting in 2018, the prematurity mortality rate includes those who were identified
as dying of prematurity but also includes children who died of other perinatal conditions which
lead to a premature birth. Therefore, data from 2018 and onward cannot be compared to
previous years' data. Additionally, as of this the 2020 report, the prematurity mortality rate is
calculated based on the number of premature births whereas in previous reports it was
calculated based on dll live births. Calculating the rate based on premature births instead of
all live births gives a more accurate representation of the prematurity mortality rate as only
infants who are born premature can die of prematurity. Arizona’s prematurity mortality rate
increased by 12% from 22.4 per 1,000 live premature births in 2019 to 25.2 per 1,000 live
premature births in 2020 (Figure 56).

Figure 56. Prematurity Mortality Rate per 1,000 Live Premature Births, Less than 1 Year of Age,
Arizona, 2011-202027-3¢
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Black/African American infants made up 19% of prematurity deaths, but only comprised 6% of
the total births (Figure 57). The majority of child deaths were among Hispanic (40%) and White
(33%) children.

Figure 57. Percentage of Prematurity Deaths among Infants by Race/Ethnicity, Less than 1 Year
of Age, Compared to Percentage of Births, Arizona, 2020 (n=207) *3¢
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*There is no comparison of fatalities for American Indian and Asian children as (n=0).

While there are numerous risk factors that can contribute to prematurity deaths, the most
commonly identified risk factors were poverty (52%) and premature rupture of membranes
(PROM) (34%) (Table 27).

Table 27. Risk Factors for Prematurity Deaths, Less than 1 Year of Age, Arizona, 2020*

Risk Factors* Number Percent
Poverty 108 52%
PROM 71 34%
Preterm Labor 30 14%
No Prenatal Care 30 14%
Hypertension 26 13%

*More than one risk factor may have been idenfified for each death
**All risk factors include prematurity <37 weeks gestational age due to
perinatal conditions

***There are 3 children over 1 year of age
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Substance Use Related Deaths

Substance use related deaths are where the child or any individual involved in the death of
the child used or abused substances, such as alcohal, ilegal drugs, and/or prescription drugs
and this substance use was a direct or conftributing factor in the child's death. See glossary for
further explanation.

q’:ﬁ There were 157 substance use related deaths in 2020.

J7lf There was a 32% increase in the substance use related death rate from 2019 to
2020.

w 100% of substance use related deaths were preventable.

#1 cause: Poisoning (n= 66)
#2 cause: Firearm (n=22)
#3 cause: MVC (n=21)

6’)@ Of the substance use related deaths, 66% were male and 34% were female.

Age 53% of substance use related deaths occurred in children ages 15-17 years.

and 13% of substance use related deaths, respectively, but only make up 5%
and 6% of the total population, respectively.

Of the 66 poisoning deaths, 60 were opiate overdoses and fentanyl was

% American Indian/Alaska Native and Black/African American made up 15%
é responsible for 57 of opiate poisonings.
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The maijority of substance use deaths occurred among male children ages 15-17 years (43%),
followed by male children less than 1 year or age (15%) (Figure 58).

Figure 58. Percentage of Substance Use Deaths among Children by Age Group and Sex, Ages
0-17 Years, Arizona, 2020 (n=157)
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American Indian/Alaska Native and Black/African American children made up 10% and 15%
of substance use related deaths, respectively, but only comprised 5% and 6% of the total
population, respectively (Figure 59). The maijority of child deaths were among Hispanic (39%)
and White (31%) children.

Figure 59. Percentage of Substance Use Deaths among Children by Race/Ethnicity, Ages 0-17
Years, Compared to Population, Arizona, 2020 (n=157)3
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In 57% of the substance use related deaths, the decedent child was using or abusing alcohol
or drugs which caused or contributed to their death (Figure 60). Opiates and marijuana were
the most common substances which caused or contributed to the death of the child where
the child was the user. In 59% of the substance use related deaths, another individual (child or
adult) was using or abusing alcohol or drugs which caused or contributed to the death of the
child. Methamphetamine and marijuana were the most common substance which caused or
confributed to the death of the child where another individual (child or adult) was using or
abusing alcohol or drugs which caused or confributed to the death of the child.

Figure 60. Number of Substances Found as a Contributing Factor to the Death of a Child by
Deceased Child User or Other Child or Adult User, Ages 0-17 Years, Arizona, 2020*
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*More than one substance and/or more than one user may have been involved in the child’'s death.

Among substance use related deaths, poisoning (42%) was the leading factor that caused or
contributed fo the death for children ages 0-17 years (Table 28). Of the 66 poisoning deaths,
60 were opiate overdoses and fentanyl was responsible for 57 opiate poisonings.

Table 28. Number of Deaths where Substance Use was a Direct or Contributing Factor to the
Death of the Child, Ages 0-17 Years, Arizona, 2020

Factors Number Percent
Poisoning 66 42%
Firearm Injury 22 14%
MVC 21 13%
Prematurity 16 10%
Suffocation 10 6%
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While there are numerous risk factors that can contribute to prematurity deaths, the most
commonly identified risk factors were history with CPS (57%) and parent history of substance
abuse (46%) (Table 29).

Table 29. Risk Factors for Substance Use Related Death, Ages 0-17, Arizona, 2020

Risk Factors* Number Percent
Prior History with CPS 90 57%
Parent History of Substance Abuse 73 46%
Poverty 47 30%
History of frauma 4] 26%
Housing Insecurity 23 15%

*More than one risk factor may have been identified for each death
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Sudden Unexpected Infant Death (SUID)

A sudden unexpected death of an infant (less than 1 year of age) is where the cause of death
was not apparent prior to a death investigation. Most of the SUIDs are due to suffocation and
unsafe sleep environments, but not all SUIDs are unsafe sleep related. See glossary for further
explanation.

qi There were 53 SUIDs in 2020.

J7? There was a 30% decrease in the SUID rate from 2019 to 2020.

Q

w 100% of SUIDs were preventable.

#1 cause: Suffocation (n=41)
#2 cause: Undetermined (n=11)
#3 cause: Other Injury (n=1)

o
o
o

6’)@ Of the SUIDs, 66% were male and 34% were female.

9% of SUIDs occurred in neonates (infants less than 28 days) (n<é).
Age 91% of SUIDs occurred in post-neonates (infants >28 days but <1 year of age)
(n=48).

Black/African American infants made up 19% of SUIDs but only make up 6% of
the total population.

% Black/African American infants were disproportionately affected.
é 15% of SUIDs involved substance use.
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Overall, Arizona’s SUID rate decreased 20% from 0.81 deaths per 1,000 live births in 2019 to 0.65
deaths per 1,000 live births in 2020 (Figure 61). Additionally, Arizona’s unsafe sleep environment
rate and suffocation rate have decreased from 2011 to 2020 (Figure 61).

Figure 61. Mortality Rate per 1,000 Live Births due to Sudden Unexpected Infant Death, Unsafe
Sleep Environments, and Suffocation, Less than 1 Year of Age, Arizona, 2011-202022-23
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Of the SUID deaths, 66% of deaths were among males and 34% were female (Figure 62).

Figure 62. Number and Percentage of Sudden Unexpected Infant Death among Infants by Sex,
Less than 1 Year of Age, Arizona, 2020 (n=53)
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Black/African American and American Indian/Alaska Native infants made up 19% and 9% of
SUIDs, respectively, but only comprised 6% and 5% of the total births, respectively (Figure 63).
The maijority of child deaths were among White (40%) and Hispanic (30%) children.

Figure 63. Percentage of Sudden Unexpected Infant Death among Infants by Race/Ethnicity,
Less than 1 Year of Age, Compared to Population, Arizona, 2020 (n=53)%
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Of the 53 SUIDs in 2020, 77% were due to suffocation (Figure 64).

Figure 64. Number and Percentage of Sudden Unexpected Infant Death among Infants by
Cause of Death, Less than 1 Year of Age, Arizona, 2020 (n=53)
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While there are numerous risk factors that can conftribute to SUIDs, the most commonly
identified risk factors were unsafe sleep environment (100%), objects in sleep environment
(92%), unsafe sleep location (85%), and poverty (64%) (Table 30).

Table 30. Risk Factors for Sudden Unexpected Infant Death among Infants, Less than 1 Year of
Age, Arizona, 2020

Risk Factor* Number Percent
Unsafe Sleep Environment 53 100%
Objects in Sleep Environment 49 92%
Unsafe Sleep Location 45 85%
Poverty 34 64%
Bedsharing 34 64%

*More than one risk factor may have been idenftified for each death
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Mortality Rate Trends

In Tables 31, 32 and 33, mortality rate tfrends for age, manner, main causes and confributing
factors of death are summarized from 2016-2020. From 2019-2020, the child mortality rate for
children ages 1-4 years experienced the greatest increase at 22.4% (Table 31). From 2019-2020,
accidental injury deaths and suicides experienced the greatest increases at 30.6% and 30.0%,
respectively, while undetermined deaths decreased by 18.2% (Tables 32). Among the main
cause and contributing factors of death, motor vehicle crash deaths experienced the
greatest increase at 54.1% (Table 33). In comparison, SUID experienced the greatest decrease
at 30.1% (Table 33).

Table 31. Mortality Rate per 100,000 Children Percent Change by Age Group, Ages 0-17 Years,
Arizona, 2016-2020

Age Group 2016 2017 2018 2019 2020
Less than 1 Year 15.5% 17.7% 11.8% 18.8% 15.8%
1-4 Years 116.0% 117.9% 114.6% 125.0% 122.4%
5-9 Years 12.0% 148.0% 130.3 16.9% 110.2%
10-14 Years 140.9% 13.2% 110.6% 110.2% 1.0%
15-17 Years 10.78% 11.03% 123.2 17.2% 119.4%

Table 32. Mortality Rate per 100,000 Children Percent Change by Manner, Ages 0-17 Years,
Arizona, 2016-2020

Manner 2016 2017 2018 2019 2020
Accidental Injury 12.2% 13.6% 19.6% 14.9% 130.6%
Homicide 130% 111.5% 117.4% 189.5% 1%
Natural 10.67% 11 0% 19.4% 113.5% 12.5%
Suicide 118.8% 128.8% 126.9% 141.2% 130.0%
Undetermined 17.7% 18.3% 17.7% 18.3% 118.2%

Table 33. Mortality Rate per 100,000 Children Percent Change by Main Causes and
Contributing Factors of Deaths, Ages 0-17 Years, Arizona, 2016-2020

Main Causes and 2016 2017 2018 2019 2020
Contributing

Factors

Abuse/Neglect 15.7% 12.0% 16.1% 132.6% 14.9%
Drowning 15.6% 111.8% 110.5% 129.4% 18.3%
Firearm Injury 129.4% 118.2% 11 0% 115.4% 140.9%
MVC 122.6% 15.3% 112.5% 117.8% 154.1%
Prematurity 17.8% 11.3% 16.4% 11.4% 112.5%
SUID 12.2% 18.5% 128.4% 127 4% 130.1%
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Prevention Recommendations

Abuse/ ¢ Disseminate online factsheets published by Child Welfare Information

Neglect Gateway. The website is run by U.S. Department of Health & Human
Services and provides knowledge on healthy parenting as well as
factsheets that help community members recognize the signs of
potential child maltreatment.38

e Support Community-Based Child Abuse Prevention (CBCAP)
programs. These programs strengthen families while promoting a safe
and healthy environment for raising children.??

e Support increasing funds to the Department of Child Safety (DCS) to
retain highly effective staff. The workforce is charged with making
very difficult decisions concerning child safety that can help reduce
child abuse and neglect.4

e The Workforce Resilience program should be expanded to help
provide support for DCS employees that may be suffering from
secondary trauma or burnout. By supporting employees, DCS can
provide a way for them to process trauma and remain effective in
reducing child maltreatment.41-42

e Increase home visiting program participation which has been shown
to decrease substantiated reports of child maltreatment.43

e Increase awareness and support of the All Babies Cry program.44

e Increase support for prevention programs that teach children how to
recognize, avoid, and disclose abuse.

e Increase access to affordable, quality child care for families needing
care, especially for parents who work nonstandard hours and/or in
rural areas, and parents who are seeking care for infants and
toddlers, and children with special needs.

e Increase awareness, education and support promotion of the
recommendations in ADHS's Adverse Childhood Experiences Action
Plan.4

e Increase public education on how and when to report suspected
child abuse and neglect so that any Individual who knows about a
child who is being abused or neglected can act by calling 211 in an
emergency or the Arizona Child Abuse hotline (1-888-SOS-CHILD).

e Expand parenting education programs for all ages and
developmental stages of childhood, to increase parents
understanding of realistic expectations for their children’s behavior.
Provide parents with parenting resources that increase their ability to
parent effectively, especially during stressful periods. These programs
should made available to all parents, including incarcerated parents
and those suffering from substance use disorders.

e Increase awareness in the clinical community of ACEs and their
associated health outcomes.*

COVID-19* Individuals should wear a mask, stay 6 feet away from others, get
Direct only vaccinated, avoid crowds and poorly ventilated space, wash your
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Drowning

hands often, cover coughs and sneezes, clean and disinfect, monitor
their health daily, and stay home if feeling ill.4¢

All schools should follow the American Academy of Pediatrics
guidance on prevention of COVID-19 including the following:

¢ All eligible individuals should receive the COVID-19 vaccine
and all students older than 2 years and all school staff should
wear face masks at school (unless medical or developmental
conditions prohibit use).*”

e All child care programs should follow AAP guidance on
prevention of COVID-19 during the pandemic.*®

e Follow AAP guidance regarding use of face masks at school, in
child care settings and while playing sports and traveling
should be followed.#’

American Academy of Pediatrics Guidance on the Use of Telehealth
should be followed in order to provide mental and physical health
care during the COVID-19 Pandemic.%°

To prevent COVID-19 infection or hospitalization, parents should get
vaccinated and have their children vaccinated as soon as it is
available for their child’s age group:®!

e Children should wear a face mask outside the home when
they are in indoor settings or crowded outdoor settings and
when fraveling on school buses, plane, frain, or other form of
public transportation and in US fransportation hubs such as
airports and bus stations.5!

¢ Maintain physical distancing around people who do not live in
their household?!

e Wear aface mask inside your home if someone you live with is
sick with symptoms of COVID-19 or has tested positive for
COVID-19.51

e Caregivers should be a role model for children and follow
these recommendations regarding face masks, physical
distancing, and handwashing.>!

Children who have symptoms consistent with COVID-19 (e.g. fever,
cough, congestion, loss of taste or smell, shortness of breath, body
aches, fatigue, headaches, sore throat, nausea, vomiting or diarrheaq)
or who were in close contact with someone with confirmed or
probable COVID-19 infection should be tested.>2

Health departments should ensure that there is timely and equitable
access to and availability of COVID-19 testing with fast result return,
especially for children, teachers and staff in K-12 schools and/or
childcare settings and racial and ethnic minority groups and

other pediatric populations disproportionately affected by COVID-
19.58

Educate and promote awareness supporting the Federation of State
Medical Boards on dissemination of misinformation by board-certified
physicians on COVID-19.54

Increase community awareness of drowning risks for children.>5-5¢
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Firearm e The most effective way to prevent firearm-related deaths in children
Injury and adolescents is removing firearms from households.é!-¢4

e The presence of frearms in a household increase the risk for suicide
among adolescents.é2 Parents of all adolescents should be counselled
to remove or safely lockup all firearms, especially if there is a history of
mental health issues.é1:63

¢ Implementing firearm safety counseling and distributing free firearm
cables by pediatricians at child well visits to firearm owners increased
safe gun storage practices.s?

¢ Gun owners should practice safe storage of their firearms which
requires keeping the gun unloaded and locked in a safe.é1-62
Ammunition should be locked up and stored separately from the
firearm.¢1-62 This practice significantly reduces the risk of gun injury or
death.é1-62

¢ Interventions at schools can prevent firearm violence among children.
They can also connect families to resources like parental fraining and
provide a place for students to participate in conflict resolution
curriculum.és

¢ Community-based firearm safety events should be considered in
Arizona because of their potential to reach a population with high
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prevalence of firearm ownership. These types of events could
increase the number of firearm owners that are receiving safe storage
practice training and education.s¢

Prematurity

Expand telemedicine services fo women who are living in area where

there is no or limited access to obstetric care.

e Counsel pregnant women on the increased risk of preterm birth if they
are exposed o cigarette smoke during their pregnancy.’>

e Educate pregnant women on the increased risk of preterm birth with
multiple gestations and increase their access to resources and
support systems.”5-7¢

e Educate and encourage better preconception health for mothers.”>

e Parents should be educated that shorter interpregnancy intervals,
especially <6 months, are associated with an increased risk of late-
preterm delivery.”>

e Pregnant women should obtain regular prenatal care.””
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¢ In accordance with the Helping MOMS Act (H.R. 4996), expand
Medicaid coverage of women to one year postpartum.”?
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Sudden
Unexpected
Infant Death
(SUID)

Suicide

Mental health materials should be present and available in a
pediatrician’s office. Screening for substance abuse and mental
health concerns should be done during well-child visits. 83-84.88
Educate parents on safe sleeping environments and that Alone, on
my Back, in a Crib (ABCs) is the safest sleeping practice for an infant
untilitis 1 year of age.??2 The ideal safe sleeping environment for an
infant requires a firm sleeping surface with only a fitted sheet and no
additional bedding.?1-72 The area should also be void of any toys,
cushions, handing cords, or any other items that pose a potential risk
of suffocation or strangulation.?!-92

Infants should sleep on a separate surface in their parents’ room close
to the bed for at least the first 6 months. This practice is associated
with a significant reduction in the risk of SUID.?1-72

Provide training in prenatal care at maternity health centers.
Encourage pediatricians and gynecologists to start initial fraining on
safe sleeping practices before a child is born.?1-72

Increase the enrollment in WIC services and home visits because they
can help families feel less isolated and teach them safe sleeping
practices. Social determinants of health can make ideal safe sleeping
environments unavailable to some families.?'-%2

Develop a fraining program and curriculum on safe sleeping
practices for providers. It is associated with more parents adhering to
the practices when they observe staff perform them.?! Infroduce a
statewide hospital policy that requires parents to receive safe sleep
information prior to discharge and sign off that they understood the
material.?1-72

Breastfeeding should be encouraged for mothers because it is
associated with a reduced risk of SUID.?1.73

Establish or fund a program that helps low-income families afford a
crib that can reduce the frequency of bed-sharing. Bed-sharing is
associated with a significantly increased risk of SUID.?'%3

Women should be provided with resources to obtain prenatal care
early in their pregnancy. Regular prenatal care for women is
associated with a lower risk of SUID for their children.?#

Follow the AAP recommendations for a Safe Infant Sleeping
Environment.?>

Support and increase awareness of the Mitch Warnock Act,
mandating all public-school staff be trained in an evidence-based,
best practice suicide prevention fraining at least once every three
years.?¢%?

Increase awareness of the Children’s Behavioral Health Services Fund
(or Jake's Law), for schools to develop a policy to refer students for
behavioral health services, and to allow families to opt-in or opt-out of
the referral process annually.?6-97

School staff should be frained in evidence-based, best practice
suicide prevention training and be aware of resources like the suicide
prevention toolkits developed by the Substance Abuse and Mental

88



Arizona Child Fatality Review Program | Twenty-Eighth Annual Report

89



Arizona Child Fatality Review Program | Twenty-Eighth Annual Report

Accident - An injury that occurred when there was no intent fo cause harm or death; an
unintentional injury.

ADES - Arizona Department of Economic Security
ADCS - Arizona Department of Child Safety
ADHS - Arizona Department of Health Services

Cause of death — The iliness, disease or injury responsible for the death. Examples of
natural causes include heart defects, asthma and cancer. Examples of injury-related
causes include blunt impact, burns and drowning.

CFR Data Form - A standardized form, approved by the State CFR Team,
required for collecting data on all child fatality reviews.

CFR State Program - Established in the ADHS, provides administrative and clerical support
to the State Team; provides training and technical assistance to Local Teams; and
develops and maintains the CFR data program.

CFRP- Child Fatality Review Program

Choking- The inability to breath because the trachea (airway) is blocked, constricted or
swollen shut.

Confidentiality Statement - A form, which must be signed by all review process
participants, that includes statute information regarding confidentiality of data
reviewed by local child fatality tfeams.

COVID-19 Related Death- A COVID-19 death that was either the direct or indirect
cause of death and was determined by the child fatality review teams.

Direct: COVID-19 deaths were determined by the CFRP and identified as the
immediate or underlying cause of death, COVID-19 was diagnosed at autopsy or
the child was suspected to have COVID-19, or the birthing parent contracted
COVID-19 during pregnancy.

Indirect: The indirect COVID-19 deaths were determined by the CFRP and where the
COVID-19 pandemic indirectly contributed to the child’s death. For example, a
suicide when the child experienced isolation during virtual learning or delayed
medical care due to concerns about contracting COVID-19. Indirect deaths may
occur any time the child or family experienced changes or disruptions in how they
lived, worked, or accessed services.

Drowning death - Child dies from an accidental or intentional submersion in a body of
water.

Firearm death — Death caused by an injury resulting from the penetrating force of a
bullet or other projectile shot from a powder-charged gun.
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Fire/flame death — Death caused by injury from severe exposure to flames or heat that
leads to tissue damage or from smoke inhalation to the upper airway, lower airway or
lungs.

Homicide — Death resulting from injuries inflicted by another person with the intent to
cause fear, harm or death.

IHS - Indian Health Services
Infant — A child who is less than one year of age.

Intentional injury — An injury that is the result of the intentional use of force or purposeful
action against oneself or others. Intentional injuries include interpersonal acts of violence
intended to cause harm, criminal negligence or neglect (e.g., homicide) and self-
directed behavior with intent to kill oneself (e.g., suicide).

Local CFR Team - A multi-disciplinary team authorized by the State CFR Team fo
conduct reviews of child deaths within a specific areq, i.e. county, reservation or other
geographic area.

Maltreatment — An act of physical abuse or neglect against a child (please see the
Technical Appendix and definitions for physical abuse, neglect, and perpetrator).

Manner of death — The circumstances of the death as determined by postmortem
examination, death scene investigation, police reports, medical records, or other
reports. Manner of death categories include: natural, accident (e.g., unintentional
injury), homicide (e.g., intentional injury), suicide (e.g., intentional injury), therapeutic
complication and undetermined. In this report, manner is used interchangeably with
“infent” or “type.”

Motor vehicle crash related death — Death caused by injuries from a motor-vehicle
incident, including injuries to motor vehicle occupant(s), pedestrian(s), pedal cyclist(s)
or another person.

Natural Death- deaths due to a medical condition. Natural deaths include (but not limited
to) deaths due to congenital anomalies, infants born prematurely and of low birth weight,
respiratory complications, infections and other medical conditions, cancer, congenital
anomalies and cardiac conditions, illnesses such as asthma and infectious diseases.

Neglect - This is defined as the failure to provide appropriate and safe supervision, food,
clothing, shelter, and/or medical care when this causes or contributes to the death of the
child.

NCFRP- National Center for Fatality Review and Prevention

NFR-CRS- National Fatality Review Case Reporting System

Perpetrator - Individual identified as possible perpetrator of physical, sexual or emotional

abuse, or neglect. Caregiver may include individual providing supervision of child
including parent’s boyfriend/girlfriend, friend, neighbor, childcare provider, or other
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household member.

Physical abuse - This means the infliction of physical harm whether or not the inflictor
planned to carry out the act or inflicted harm. The abuse may have occurred on or
around the fime of death, but also will include any abuse that occurred previously if that
abuse contributed to the child’'s death. NOTE: Firearm deaths inflicted by a parent,
guardian or caregiver are included in this type of abuse and neglect.

Prematurity death - A death that was due to a premature birth (less than 37-week
gestation) of an infant that had no underlying medical conditions that would have
resulted in the death.

Preventable death - A child’s death is considered preventable if the community or an
individual could have done something that would have changed the circumstances
leading to the child’s death. A death is preventable if reasonable medical,
educational, social, legal or psychological intervention could have prevented the
death from occurring. The community, family and individual’s actions (or inactions) are
considered when making this determination.

Record Request Forms - A form required to request records for conducting a team
review.

Sleep related death — A unique grouping of infant injury deaths inclusive of select
injury causes (accidental suffocation in bed, unspecified threat to breathing, and
undetermined causes) in which the infant was last known to be asleep when last seen
alive (see Technical Appendix).

Substance use — The CFR program defines substance use related deaths as deaths
where substance use was found as a direct or conftributing factor leading to child
deaths. The substances used could include illegal drugs, prescription drugs, and/or
alcohol. To identify substance use as a factor, each case was reviewed to determine if
any individual involved in the death of a child used substances such as illegal drugs,
prescription drugs, and/or alcohol. The individual could have been the child’s parent or
caretaker, an acquaintance, stranger, or the child and the substance use occurred
proximate to the time of the incident leading to the death.

Suffocation- Oxygen deprivation by mechanical obstruction to the passage of air info the
lungs, usually at the level of the nose, mouth.

State CFR Team - Established by A.R.S. 36-3501 et seq., the State CFR Team provides
oversight to Local CFR teams, they prepare an annual report of review findings, and
develop recommendations to reduce preventable child deaths.

Strangulation- Mechanical constriction of neck structures

Sudden Unexpected Infant Death (SUID) — death of a healthy infant who is not initially
found to have any underlying medical condition that could have caused their death. It
includes the deaths that might have previously been categorized as "crib deaths" if the
death occurred during sleep, however not all of these deaths are sleep related. Most of
the SUIDs are due to suffocation and unsafe sleep environments.
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Suicide — A death that is due to a self-directed intentional behavior where the
intent is to die because of that behavior.

Undetermined- A death that the medical examiner is unable to decide whether the
manner of death was natural, accident, homicide, or suicide. A death may be listed as
undetermined because there is insufficient information available to the medical

examiner to determine if the manner of death was due to accident, homicide, suicide or
medical condition.
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Technical Appendix

The Review Process

Local CFR teams conduct case reviews throughout the year. Once the Local CFR feam
coordinator or chairperson is notified of the death through the vital records spreadsheet
sent by the ADHS CFR Program, they send out requests for relevant documents, which
may include the child’s autopsy report, hospital records, DCS records, law enforcement
reports, and any other information that may provide insight into the circumstances
surrounding the child’s death. Additionally, birth cerfificate information is reviewed if the
child was younger than 1 year of age at the fime of their death. Legislation requires that
hospitals and state agencies release this information to the Arizona CFR Program’s local
teams. Note: Statute requires feam members to maintain confidentiality and they are
prohibited from contacting the child’s family for any reason.

During the review, team members from representing agencies provide information on
each case as applicable. If an agency representative is unable to attend, the pertinent
information is collected by the local team coordinator and presented at the review
meeting.

Information collected during the review is then entered into the National Center for
Fatality Review and Prevention (NCFRP) database. This database is a comprehensive
tool that provides the ability to enter the many variables resulting from each case
review. Some of the detailed case information captured includes the demographics of
the child, caregiver information, information concerning the supervisor of the child
when the fatality occurred, incident information, investigation of the incident, cause
and manner of the death, and any other circumstances surrounding the fatality.

The NCFRP database is regularly reviewed and updated by the National Center and
the ADHS CFR Program to ensure it is as effective as possible in capturing the most
relevant information for preventing future fatalities. This data is put through a system of
quality assurance checks by the State CFR Program Office and the resulting dataset is
used to produce the statistics found in this report.

The State Team meets annually to review the analysis of these findings. State Team
membership by statute A.R.S. § 36-3501 requires representatives from a variety of
community and governmental agencies including:

Aftorney general

Office of women's and children's health in the department of health services
Office of planning and health status monitoring in the department of health services
Arizona health care cost containment system

Division of developmental disabilities in the department of economic security
Department of child safety

Governor's office for children

Administrative office of the courts

Parent assistance office of the supreme court

Department of juvenile corrections

Arizona chapter of a national pediatric society

A medical examiner who is a forensic pathologist
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¢ A maternal and child health specialist involved with the treatment of Native

Americans

A representative of a private nonprofit organization of tribal governments in this state

A representative of the Navagjo fribe

A representative of the United States military family advocacy program

A representative of a statewide prosecuting attorneys advisory council

A representative of a statewide law enforcement officers advisory council who is

experienced in child homicide investigations

A representative of an association of county health officers

e A child advocate who is not employed by or an officer of this state or a political
subdivision of this state

e A public member.

If local teams are formed pursuant to this article, the director of the department of
health services shall select this member from one of those local feams. The statute
authorizes the State Team to study the adequacy of existing statutes, ordinances, rules,
training, and services to determine the need for changes. The statute also charges the
State Team to educate the public regarding the incidence and causes of child
fatalities as well as the public's role in preventing these deaths. Adoption of the
recommendations has often occurred because of the experience and expertise of the
team. Reviewing 100 percent of the deaths allows for multi-year outcome comparisons
and trend identification.

In Arizona, the cause of death refers to the injury or medical condition that resulted in
death (e.g. frearm-related injury refers to the intentionality of the cause). For example,
if the cause of death was a firearm injury, then the manner of death may have been
intentional or unintentional. If it was intentional, then the manner of death was suicide
or homicide. If it was unintentional, then the manner of death was an accident. In some
cases, there was insufficient information to determine the manner of death, even
though the cause was known. It may not have been clear that a firearm death was
due to an accident, suicide, or homicide, and in these cases, the manner of death was
listed as undetermined.

After a child dies, the county medical examiner or other appointed medical authority
will determine both a cause and manner of death and write it on the deceased’s
death certificate. However, it is important to note that CFR teams review all records
related to a fatality, and because of this comprehensive, multidisciplinary approach,
the teams’ determinations of cause and manner of death may differ from those
recorded on the death cerfificate. Their determination of cause and manner are what
is used in this report.

In the report, deaths are counted once in each applicable section based upon team
consensus of the cause and manner of death. For example, a homicide involving a
firearm injury perpetrated by an intoxicated caregiver would be counted in the
sections addressing firearm injuries, homicides, substance use, and abuse/neglect
fatalities. Frequencies and crosstabulations are used, but due to the small sample size,
tests for statistical significance are not done.

All cases reviewed by the Child Fatality Review Team are kept completely confidential.
Information shared in the meetings is protected under A.R.S. § 36-3502 and cannot be
shared with anyone outside the meeting. Every effort is made in this report to keep
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information private, and is intended to provide child death prevention
recommendations, summary statistics, and trends of all child deaths taking place in
Arizona.

Abuse/Neglect Deaths

Abuse/neglect is an act or failure to act on the part of the parent or caregiver of a
child resulting in the serious physical or emotional harm of the child. Some of the most
common injuries CFR teams encounter while reviewing abuse/neglect cases involve
physical abuse that includes internal abdominal and blunt force head injuries leading
to a fatality. When reviewing neglect cases, CFR teams determine if the parents or
caregivers failed to provide the child’s daily necessities including clothing, food, safe
shelter, medical care, and appropriate supervision. Deaths attributed to neglect are
typically failure to thrive, accidents resulting from unsafe environments, and prenatal
substance exposure. The circumstances surrounding abuse/neglect deaths can vary
greatly. Some abuse/neglect deaths are the result of long-term abuse/neglect both
unintentional and intentional; however some cases result from a single incident.

To gain greater understanding of the conftribution of abuse/neglect to child mortality,
the Arizona CFR teams answer several questions regarding abuse and neglect during a
review.

Classification of a death due to abuse/neglect must meet the following four conditions:

1. Was there “An act or failure to act by a parent, caregiver, or other person as defined
under State law which results in physical abuse, neglect, medical neglect, sexual
abuse, emotional abuse, or an act or failure to act which presents an imminent risk of
serious harm to a child” as it applied to the circumstances surrounding the death?
(From the U.S. Department of Health and Human Services definition of abuse/neglect).

2. The relationship of the individual accused of committing the abuse/neglect to the child
must be the child’s parent, guardian, or caretaker.

3. Ateam member, who is a mandated reporter, would be obligated to report a similar
incident to the appropriate child protective services agency.

4. Was there an act or failure to act during critical moments that caused or contributed to
the child’s death?

The program also reports deaths classified as abuse/neglect in other categories by
manner and cause of death. For example, one classifies a death from abusive head
tfrauma caused by the use of a blunt force object as a homicide and as abuse/neglect
death. Teams may also classify an accidental injury or natural death as an
abuse/neglect death if the team concludes a caretaker’s negligence or actions
confributed to or caused the fatality. For example, the death of a child in a motor
vehicle crash due to the actions of a parent who drove while intoxicated would be
considered an abuse/neglect death.

Examples of neglect contributing to a child’s death include, but are not limited to the
following:
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Any death in which intoxication by drugs (prescription, over-the-counter, legal or illegal) or
alcohol of the parent, guardian, or caregiver contributed to the death.
Drowning:

» Parent/caregiver/supervisor leaves a child near or in a body of water such as a
pool, lake, or river without sober and adequate adult supervision. This is if the child’s
age, mental capacity, or physical capacity puts the child at risk of drowning (e.g.
child is under the age of five years, and/or is unable to swim).

» Parent/caregiver/supervisor leaves infant or toddler in a tub, unsupervised.
Exposure when a parent/caregiver/supervisor leaves young a child/infant alone in a car or
outdoors.

Gunshot wound when a parent/caregiver/supervisor leaves a loaded weapon unsecure
where a child would have access to the weapon.
Motor vehicle crash:

» Parent/caregiver/supervisor drives under the influence of alcohol or drugs
(prescription, over-the-counter, legal, or illegal) with child passenger or knowingly
allows child to be a passenger with driver under the influence.

» |f a child under the age of six years was a passenger and was not properly
restrained (situations where a child was placed in the right type of restraint but the
seat may not have been properly installed are not included as abuse/neglect).

» Parent/caregiver/supervisor drives recklessly with child passenger and it was related
to the child’s death.

Natural deaths when medical neglect contributed to the death including failure to comply
with a prescribed freatment plan, failure to obtain treatment, and/or failure to provide
necessary medications (e.g. an asthma related death where a caregiver did not provide
the child with an inhaler).

Poisoning when a parent/caregiver/supervisor allows medication or dangerous household
products to be accessible to a child or teen with known behavioral health issues (e.g. if
there is a teen in the household with history of substance use or suicidal ideation and
prescription medication, such as opiates, are not in a secured location).

Prenatal exposure to lllicit drug use or alcohol that causes or contributes to the death of
the child (e.g. a child born prematurely due to prenatal drug exposure to
methamphetamines).

»  Sleep related deaths when a parent/guardian/caregiver bed-sharing with or places
an infant into an unsafe sleep environment while under the influence of drugs
(prescription, over-the-counter, legal, or illegal) or alcohol, or knowingly allows a
child to be placed into an unsafe sleep environment under the care of someone
under the influence of drugs (prescription, over-the-counter, legal, or illegal) or
alcohol.

= Suicide when a parent/caregiver/supervisor failed to secure hazards (e.g.
unsecured weapon, prescription drugs, or did not seek care for the child when
aware of any suicidal ideation).
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Abuse/neglect reporting differences:

The number of child abuse/neglect deaths presented in this report is not comparable to
child abuse/neglect deaths reported by the Arizona Department of Child Safety (DCS)
(Formerly Arizona Department of Economic Security Child Protective Services) for the
National Child Abuse and Neglect Data System (NCANDS). NCANDS includes
abuse/neglect deaths identified through child protective services investigations, and
because some abuse/neglect deaths identified by Local CFR feams may not have
been reported to child protective services agencies or were within the jurisdiction of
Tribal Nations or other states, these deaths would not be included in the DCS annual
report to NCANDS. However, when a Local CFR team identifies a death due to
abuse/neglect not previously reported to a child protective services agency, the Local
CFR Program notifies child protective services of the team’s assessment so they can
initiate an investigation.

Per A.R.S. § 8-807, DCS is required to post information on child fatalities due to abuse or
neglect by the child’s parent, custodian, or caregiver. This information is posted after a
final determination of the fatality due to abuse or neglect has been made by DCS. The
determination is made by either a substantiated finding or specific criminal charges
fled against a parent, guardian, or caregiver for causing the fatality or near fatality.

Sudden Expected Infant Deaths (SUID)

In Arizona, all sudden unexpected infant deaths (SUID) are determined using a protocol
based on the CDC's SUID guidelines. Based upon these guidelines, review teams will
follow the protocol to determine if unsafe factors were in place at the time of the
child’s death.

If any such factors are identified, then the death will be classified as one of the
following:
1. With sufficient evidence that supports the infant’s airway was obstructed, it will be
deemed as asphyxia or suffocation with an accidental manner;
2. If there is not enough evidence to determine intent, but the cause of death of
suffocation is clear then it will be labeled with an undetermined manner of death.
3. If all evidence is reviewed and cause of death is suspected, but there is not enough
information to fully determine the cause or manner then the death will be labeled as
undetermined for both cause and manner.

Sleep related injury deaths in this report are identified by reviewing all potential
cases of children less than 1 year of age. A death is considered sleep related if the
child was found in a sleep environment or the last time they were seen alive was
while they were asleep. In addition, it could be a natural cause of death if the
death was sudden and unexpected and the infant was in a sleep environment.
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Limitations:

Factors influencing protocols to certify SUID and sleep related deaths include death
scene investigation by frained investigators and law enforcement, completion of
the death scene investigation form, and the final determination of death by a
certified forensic pathologist. The Arizona CFR program works to mitigate these
limitations by providing statewide training to law enforcement on the statutorily
required Arizona Infant Death Checklist, and completing both local and state level
reviews of all identified SUID cases. The cases in this report use the final cause and
manner of death that are determined by the state SUID Review Team. This expert
panel reviews all available information to determine the classification. However, the
use of this methodology accounts for the differences between the numbers in the
report and the numbers reported by vital records and medical examiners.
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Resources

Abuse/Neglect: Report suspected abuse or neglect by parents or caregivers to the
Department of Child Safety at 1-888-SOS-CHILD (1-888-767-2445) and to law
enforcement agencies.

Child Care: If in need of safe child care, parents and caregivers can contact these
agencies: Arizona Childcare Resource & Referral (1-800-308-2000) or the Association for
Supportive Child Care (1-800-535-4599) for assistance. These agencies will match
parents seeking childcare with appropriate community resources.

Child Care: Child Care Resource and Referral (CCR&R) meets a need that no one else
does - providing the bridge between parents, providers, community leaders, and
policymakers about anything related to child care in Arizona. Funding provided by the
Arizona Department of Economic Security’s Child Care Administration through federal
Child Care Development Block Grant funds. Visit arizonachildcare.org for more
information.

COVID-19: The Arizona Department of Health Services
(https://www.azdhs.gov/covid19/index.php or 1-602-542-1025) provides up-to-date
information regarding the COVID-19 Pandemic and offers additional services regarding
testing, vaccines, among other community resources.

Drowning: To prevent drowning, parents and other caregivers should designate at least
one responsible adult to monitor the pool area when children are present. They should
also not rely solely on flotation devices to protect the child from drowning. Continue to
use “touch supervision,” where the adult can always reach out and touch the child.
Have children wear life jackets in and around natural bodies of water, such as lakes or
the ocean, even if they know how to swim. Life jackets can be used in and around
pools for young swimmers too.

Parent Helpline: If feeling stressed or overwhelmed, parents and caregivers can seek
assistance through the National Parent Helpline at 1-855-427-2736, the Birth to Five
Helpline at 1-877-705- KIDS (Available Monday-Friday 8:00 am to 8:00 pm), the Fussy
Baby Helpline at 1-877- 705-KIDS ext. 5437 (Available Monday-Friday 8:00 am to 8:00 pm
or Childhelp National Child Abuse Hotline at 1-800-4-A-CHILD (24 hours, 7 days per
week). These resources offer crisis intervention, information, literature, and referrals to
thousands of emergency, social service and support resources. All calls are confidential.

Poisoning: Save the Poison Help line in your phone: 1-800-222-1222. Put the toll-free
number for the Poison Confrol Center into your home and cell phones. The Arizona
Department of Health Services provides Arizona’s Opioid Prescribing Guidelines
https://www.azdhs.gov/documents/audiences/clinicians/clinical-guidelines-
recommendations/prescribing-guidelines/az-opioid-prescribing-guidelines.pdf

Teen Counseling Hotline: Teen Lifeline provides a Peer Counseling Hotline for teens in
crisis: 602-248-8336 (TEEN) for Maricopa county or statewide 800-248-8336 (TEEN).
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Appendix: State and Local CFR Teams

State CFR Team
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Mary Ellen Rimsza, MD, FAAP

American Academy of Pediatrics
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Deidre Calcoate (Proxy)
Administrative Office of the
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Manager
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Economic Security
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Health Services
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Ryan Butcher (Proxy)

Yuma County Department of
Public Health Services

Dyanne Greer
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Attorney’s Office
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Juvenile Corrections

Jakenna Lebsock
Clinical Administrator
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AHCCCS Division of
Behavioral Health

Susan Newberry, MEd
Karen Kline (Proxy)
Maricopa County CFR Team

Julie Rhodes
Assistant Aftorney
General Office

Christi Shelton
Arizona Department of Child
Safety

Patricia Tarango, MS
Arizona Department of
Health Services Bureau of
Women's and Children’s

Nicola Winkel, MPA
Arizona Coalition for Military
Families

David Winston, MD, PhD
Forensic Pathologist

Pima County Office of the
Medical Examiner
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Coconino County, CFR Team

Chairperson: Co-Chair:
Heather Williams Larry Czarnecki, MD
Injury Prevention Program Coconino County
Manager Medical Examiner
Coconino County Public Health
Services
Members:
Glen Austin, MD Jim Diriscoll Sheriff, Shannon Johnson
Pediatrician, Coconino County Tuba City Regional
Fagstaff Sheriff's Office Medical Center

Pediatric Care

Deborah Fresquez

Shawn Bowker .
Coconino County

Flagstaff i : ‘
Medical Center Victim/Witness Services
Corey Cooper Brian Fuller

Health Educator Federal Bureau of
Coconino Investigations

County Public

Health Diana Hu, MD

Services District Tuba City Region

Health
Care Corporation

Kristen Curtis, Admin
Specialist Coconino
County Public Health
Services District
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Trauma

Jane Nicoletti-Jones
Coconino County
Attorney

John Philpot, Major
Arizona Department of
Public Safety

Casey Rucker
Detective Flagstaff
Police Department

Cindy Sanders, BSN, RN
Flagstaff Medical
Center NICU
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Gila County, CFR Team

Chairperson:
Gwendolyn Zorn

Executive Director, Time Out

Shelter

Gabrielle Bibars
Psychologist, Payson
School District

Susan Campbell
Counselor, Payson
School District

Kristin Crowley
Gila Community
College

Sharon Dalby
Child Safety Family
Services Payson

Tanya Dean
Investigator
Child Protective
Services

Pattie Dremler
CASA Coordinators

Donald Engler
Payson Chief of Police

Tom Fife
Battalion Chief
Payson Fire
Department

Coordinator:

Kathleen Kelly, RN

Member:

Sherrie Harris
Chief Prosecutor

Von Harris
Child Safety Family
Services Payson

Mellissa Hazelo
Banner Payson

Mara Hover, DO
Pediatric Director
San Carlos Apache
Healthcare

Staffanie Jenson, RN
Payson Banner Medical
Center ER

Tracey Manigault
Psychologist, Payson
School District

Michael McAnerny
Payson Police
Department

Becky Nissila

ER Director
Payson Regional
Medical Center
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Ashley Oviedo, RN
Payson Banner ER

Mary Schlosser
Sheriff

Tonto Apache Tribe
Payson

Shelly Soroka-Spence
Payson Child Help

Shelly Soroka-Spence
Payson Child Help

Linda Timmer
Director, Payson Time
Out Shelter

Michele Warburton
Director of Special
Services

PUSD

Tila Warner
Child Help
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Graham County & Greenlee County, CFR Team

Chairperson/Coordinator:
Brandie Lee CASA of Graham County

Members:
Jeanette Aston Dr. Richard Keith
Domestic Violence Pediatrician Gila
Specialist Valley Clinic

M. Graham Safe House Melissa Lunt, RN

Graham County Health
Department

Scot Bennett
County Aftorney
Graham County
Attorney’s Office
Brian Douglas
Health Director

Graham County Health
Department
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Josh McClain
Detective
Safford Police
Department

Jason Stein
Department of Child
Safety Program
Manager
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Maricopa County, CFR Team

Arizona Chairperson:
Mary Ellen Rimsza, MD,
FAAP

llce Alexander

Senior Injury Prevention
Specialist

Phoenix Children’s
Hospital

Angelica M. Baker
Child Passenger Safety
Specialist

Phoenix Children’s
Hospital

Darcy Barakat, MC
Crisis Counselor
Childhelp National
Hotline

Sergeant Jerry Barker
Violent Crimes Bureau,
Homicide Unit
Phoenix Police
Department

Wendy Bernatavicius,
MD

Division Chief, General
Pediatrics

Phoenix Children’s
Hospital

John Bobola
Product Safety
Investigator

Maricopa County
Chairperson:
Susan Newberry, M.Ed.

Members:

US Consumer Product
Safety Commission

Sergeant Jesse Boggs
Chandler Police
Department

John Boyd

Injury Prevention
Specialist

Phoenix Children’s
Hospital

Megan Carey

Safety Analyst

Arizona Department of
Child Safety

Detective Michelle R.
Cervantes

Phoenix Police
Department

Maria Chico, CPNP
Banner Health Systems

Kimberly Choppi, MSN-
Ed, RN, CPEN
Valleywise Health

Detective Edward
Corona Avondale
Police Department
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Coordinator:
Morgan Anderson, MPH

Shawn Cox, LCSW
Victim Services Division
Chief, Maricopa County
Attorney’s Office

Frances L.L. Dailey, Ph.D.
Professional Counselor,
Supervisor, and Educator
Dailey Consulting

Frances Baker Dickman,
PhD, JD

Paul S. Dickman, MD
Pediatric Pathologist
Phoenix Children’s Hospital

Haley Dietzman, NP-C, N,
SANE-P
Phoenix Children’s Hospital

llene L Dode, Ph.D., LPC
CEO Emeritus

LaFrontera Arizona,
Empact Suicide Prevention
Center

Michelle Fingerman, MS
Director, Childhelp
National Child Abuse
Hotline

John Fraleigh, MSN, RN,
CFRN
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Faculty Clinical
Instructor
Banner Estrella Hospital

Elisha Franklin, MC,
LASAC Director
Chicanos Por La Causa

Beth E. Frost, DO
Maricopa
County Medical
Examiner's
Office

Allison Gilbert, MPH
Healthy Kids & Families
Program Specidalist
Phoenix Children’s
Hospital

Merideth Gradowski,
BSN, RN, CPEN
Dignity Health

Dyanne Greer, MSW,
JD Deputy County
Attorney Family
Violence Bureau
Maricopa County
Attorney’s Office

Sergeant Brian Hansen
Phoenix Police
Department

Ryan Herold, RN
Civilian EMS
Coordinator

Mesa Fire and Medical
Department

Brett Hurliman, MD
Pediatrician

Phoenix Children’s
Hospital

Tiffaney Isaacson
Senior Injury Prevention
Specialist

Phoenix Children’s
Hospital

Larel Jacobs, MC
Childhelp National
Child Abuse Hoftline

Beheir Johnson,

MS. CHES

Healthy Kids & Families
Program Specialist
Phoenix Children’s
Hospital

Jeffrey Johnston, MD
Chief Medical
Examiner

Maricopa County
Chief Medical
Examiner

Robert D. Jones, MD
Arizona Department of
Juvenile Correction

A. Mini Kang, MD, FAAP
University of Arizona
College of Medicine
Phoenix

Phoenix Children’s
Hospital Banner
University Medical
Center Phoenix
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Justin Kern

Assistant Director Aquatics
and Safety Education
Arizona State University

Karin Kline, MSW
Family Involvement Center

Justine Kundert, BSN,
CPEN, CEN

Trauma Process
Improvement Coordinator
Valleywise Health

Julia Leight

Safety Analyst

Arizona Department of
Child Safety

Sergeant Brett Lockwood
Chandler Police
Department

Nancy L Mangieri
Epidemiologist

Salt River Pima Maricopa
Indian Community

Sandra McNally, MA,
LISAC

Prevention Manager

La Frontera Arizona,
EMPACT

Suicide Prevention Center

Keith Moffitt
Arizona Department of
Child Safety

David M Moore,
Lieutenant
Phoenix Police
Department
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Elizabeth Perez, BSW
Injury Prevention
Specialist

Phoenix Children’s
Hospital

Julie M. Rhodes, JD
Assistant Attorney
General Arizona
Attorney General’s
Office

Maureen Roland, BSN,
RN, CSPI

Managing Director
Banner Poison and
Drug Information
Center

Fred Santesteban
Retired Program
Manager Juvenile
Justice Services
Division, Arizona
Supreme Court

Alex Schutte

Safety Analyst

Arizona Department of
Child Safety

Michele F. Scott, MD
Phoenix Children’s
Hospital

Shawn Singleton
Pediatrician
Banner Health Services

David Solomon, MD
Phoenix Children’s
Hospital

Robert Staab, MD
Phoenix Children’s
Hospital

Melissa Sutton, MBA
Past President
Drowning Prevention
Coalition of Arizona

Katrina Taylor
Childhelp

Nation Child Abuse
Hotline

Denis Thirion, MA

Crisis Call Center
Manager
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LaFrontera Arizona,
Empact

Suicide Prevention
Center

Blanca Villasenor
Senior Injury Prevention
Specialist

Phoenix Children’s
Hospital

Janelle Westfall, LPC,
LBA, BCBA

Devereux Advanced
Behavioral Health

Stephanie Zimmerman,
MD

Phoenix Children’s
Hospital
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Mohave County & La Paz County, CFR Team
Chairperson and Coordinator:

Anna Scherzer

Mohave County Department of Public Health

Members:

Dawn Abboftt Detective
Mohave Mental Dennis Gilbert
Health Kingman Police
Clinic, Inc. Department
Don Bischoff Detective
Mohave County Jeremy Johnson
Sheriff's Office La Paz County

Sheriff's

Department

Denise Burley
Mohave County
Department of Public
Health

Karolina Czaplinska
Mohave County
Attorney’s Office

Suzanne Clarke Heather Miller
Kingman Aid to

Kingman Regional
Abused People

Medical Center

David Coffin
Mohave County
Sheriff’s Office

Archaius Mosley, MD
Mohave County
Medical Examiner’s

Sara Colbert Office

Mohave County Lorrie Muriel

Probation Department Colorado River Funeral
Services

Steven Draper
La Paz County Sheriff’s

Michael Nyquist
Department

Mohave County

. Sheriff's Office
Natalie Eggers

Mohave County Dr. Vic Oyas
Probation Department Havasu Rainbow
Pediatrics

Joshua Frisby
Mohave County
Probation Department
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Susan Plourde
Mohave County
Medical Examiner’s
Office

Chief William Ponce
Quartzsite Police
Department

Sergeant
Michael Senio
Bullhead City
Police
Department

Marion Shontz
La Paz County Public
Health Department

Charles Solano
Colorado River Indian
Tribal Police
Department

Sergeant Mike
Thompson
Parker Police
Department

Keith Turner
Refired atftorney

Debra Walgren,
M.Ed, CPM
Arizona DPS
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Navajo County & Apache County, CFR Team

Chairperson:
Amy Stradling

Navajo County Public Health

Services

Tom Barela, MD
Retired Pediatrician

Wade Kartchner, MD
Navajo County
Medical Director

Brian James
Navajo Nation Hwy
Safety

Orlando Bowman
Navaijo Tribal Police
Dept.

Project Coordinator

Kenneth Brown
WMAT Social Services

Scott Chasan
Child Protective
Services

Coordinator:

Alyssa Lemmon, BSN, RN
Navajo County Public Health

Services

Members:

Case Worker

Kateri Piecuch

Arizona Department of
Economic Security
Administration for
Children, Youth and
Families

Danielle Poteet, RN
Summit Regional
Medical Center ER and
Injury Prevention

Codie Sanders

Lead Medical Examiner
Investigator

ABMDI Certified

Navajo County
Medical Examiner’s
Office

117

Gregory Sehongva
Tribal Public Health
Tech

Lee White, DCA
Navajo County
Attorney’s Office

Andrea Tsatoke, MPH
Indian Health Services
District (White Mtn.
Apache/Hopi tribes)
Injury Prevention
Coordinator

Vacant
Navajo County CASA
Program
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Pima County, Cochise County, & Santa Cruz County, CFR Team
Chairperson: Coordinator:

Dale Woolridge, MD Becky Lowry

Department of Emergency University of Arizona
Medicine University of Arizona

Victoria Altamirano
Pima County Health
Department

Detective Delma Allen
Tucson Police
Department

Athene Archer
Pima County Health
Department

Nicole Begay
Southern Arizona
Children’s Advocacy
Center

Kathy Bowen, MD
Pediatrician

Captain Hector Carpio
Tucson Fire
Department

Jennifer Chen, MD
Office of the Medical
Examiner

Stacey Christian
Northwest Fire
Department

Members:

Rosanna Cortez
Victim Compensation
Program Coordinator
Victim Services, Pima
County Atftorney'’s
Office

Rachel Cramton, MD
Department of
Pediatrics University of
Arizona

Alison Crane
Office of the Attorney
General

Dr. Theresa Cullen
Pima Count
Department

Detective Paul Dudish
Pinal County Sheriff’s
Department

Tasha Gamez
Department of
Children’s
Services

Lucinda Giblin
Banner Health
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Detective
Parrish Gillespie
Tucson Police
Department

Veronica Hernandez
Tohono O'odham Tribal
Social Services

Detective
Meghan Johnson
Tucson Police
Department

Annette Kelley
Drexel Fire Department

Detective
Debbie Kesterson
Marana Police
Department

Detective

Jeffrey Lockwood
Tucson Police
Department

Sgt. Christopher Martin
Pinal County Sheriff’s
Department

Heather McAlees
Northwest Fire District
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Tracy Miller
Pima County Attorney’s
Office

Detective Josh Nicole
Sierra Vista Police
Department

Sergeant Lauren Pettey
Tucson

Leah Robeck, MSW
Division of Children,
Youth

and Families Arizona
Department of
Economic

Security

Detective
Daniel Roberts
Tucson Police
Department

Czarina Valadez
Department of
Children’s
Services

Sgt. Joseph Wall
Tucson Police
Department

Dr. Marisa Werner
Indian Health Services
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Detective Beau Wilson
Tucson Police
Department
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Pinal County, CFR Team

Chairpersons:

Shawn Singleton, MD
Banner Health Hospital

Andre Davis

Pinal County Medical

Examiner’s Office

Ashley Pina

Gila River Indian
Community
Police
Department

Barbara
Schaffer, RN
Gila River Health
Care

David Mayberry
Consumer
Product Safety

Jan Vidimos
Pinal County
Public Health

Jeff Faulkner
Gila River Indian
Community
Police
Department

Roger Belvins,
RN, MSN, CPNP,
CCMC

Banner Health
Hospital

Linda Devore
Retired Educator

Coordinator:
Sue Damiata
Pinal County Public

Health Services

Members:

John Hu, MD
Pinal County
Medical
Examiner's
Office

Melody
Lenhardt
Family
Advocacy
Center

James Long
Arizona
Department of
Child Safety

Kindra Nelson
Arizona
Department of
Child Safety

Loren Parks
Gila River Police
Department

Jessica Perfette
Arizona

Department of
Health Services
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Assistant
Coordinator:
Cori Wilson

Pinal County Public
Health Services

Scott Smith
Pinal County
Adult Probation

Marguerite
Galindo DNP,
FNP, RN

Medical Director
Pinal County
Public Health

Tascha Spears
PhD, M.Sc., RN
Director

Pinal County
Public Health

Letitia Sullivan
Retired Midwife

Sharon
Woodard
Victim
Advocate
Robert Pisano

Pinal County
Sheriff's Office
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Yavapai County, CFR Team

Chairperson:
Kathy McLaughlin
Citizen Advocate

Amanda Abstance
Yavapai Regional
Medical Center

Julie Bloss
Department of
Child Safety

Jerry Bruen
Yavapai County
Attorney’s Office

Sue Carlson, LPC

Officer

Amy Chamberlain
Chino Valley Police
Department

Joan Drydyk

Mark Garcia
Chino Valley Police

Department

Cindy Garman
Yavapai County
Community
Health Services

Coordinator:
Carol Espinosa

Yavapai County Community

Services

Members:

Arielle Gunderson
Yavapai Regional
Medical Center

Chris Hout
Yavapai County

Community Health
Services

Henry Kaldenbaugh,
MD Retired Pediatrician

Dawn Kimsey
Department of Child
Safety

Diane Knighton, RN
Program Manager
FHW Section Manager
Yavapai County
Community Health
Services

Jeffrey Nine, MD
Medical Examiner &

Investigator Yavapai
County Community
Health Services
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Dennis McGrane
Yavapai County
Atftorney

Paftricia Robison
Yavapai County

Community Health
Services

Missy Sikora
Yavapai Family
Advocacy Center
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Yuma County, CFR Team
Chairperson:

Patti Perry, MD, FAAP

Yuma Regional Medical Center

Coordinator/Co-Chair:
Ryan Butcher
Yuma County Health District

Megan Barry, MSN, RN,
CEN

Trauma Program
Manager

Yuma Regional
Medical Center

Lieutenant Jay Carlson
Yuma County Sheriff's
Office

Mike Erfert
PIO
Public City of Yuma Fire

Department

Members:

Jennifer Hulbert
Yuma County Health
District

Alan Herrera

Medical Examiner
Investigator/Deputy,
Yuma County Sheriff’s
Office

Lisa Green, MSN
Nurse Educator and
CPN

System Manager
Yuma Regional
Medical Center
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Mary Megui
Department of Child
Safety

Program Manager

Maria Vasquez
Family Child Advocate
Amberly’s Place

Sergeant
Nathan Williams
Police Officer
Yuma Police
Department
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