Preventing Infant and Child Deaths

Report and Recommendations
on the Review of 2019 and 2020 Child Deaths
Mahoning County Child Fatality Review

Introduction

In the United States in 2019, the number of children that died between the ages of 1-14
years totaled 9,173. Of these children, unintentional injuries were the most common cause of
death in ages 1-9 years followed by congenital anomalies and cancer. For children aged 10-14
years, the most common cause of death was unintentional injuries followed by suicide (Centers
for Disease Control and Prevention, 2020). The information in this report was gathered from the
Mahoning County Child Fatality Review (CFR) Team and designated information from the Fetal
Infant Mortality Review Board’s review of deaths that occurred from 2019 and 2020. These
review teams look at the trends, causes, and geography of child deaths in Mahoning County.

CFR Process

A child’s death in a community is a tragedy that should catalyze action. CFR is a prevention-
oriented process that reviews the circumstances surrounding the death of a child to improve the
health and safety of the community. In short, CFR teams seek to understand the “how” and
“‘why” surrounding the death to prevent future deaths. Established in 2000 by the Ohio General
Assembly, each county in Ohio is required to establish a CFR program to review child deaths
under the age of 18 years of age. A CFR team reviews the deaths of those that have been
investigated by the coroner, which includes any deaths unattended by a physician or a death
caused by unintentional injury.

The Mahoning County CFR program is modelled after the National Center for Fatality Review
and Prevention which provides technical support and data center serving CFR and Fetal and
Infant Mortality Review (FIMR) programs throughout the United States.

A CFR team is a diverse, multidisciplinary group of dedicated professionals who come together
to understand the complex, multifaceted factors surrounding the death of a child. Members on
the board include representatives from the coroner’s office, law enforcement, prosecutorial
agencies, child protective services, and public health agencies. Additional ad hoc members from
other agencies, providers and professions involved in protecting children’s safety and health are
also involved.

Trends in Infants and Child Death

Public surveillance over the years has brought insight to the deaths of infants and
children. In the 1900s, 30% of childhood fatalities occurred before the age of 5. Fortunately,
child and infant deaths nationally and in Mahoning County have been trending downward. In
2019, the childhood death rate for Ohio was 18 per 100,000 in the age group 1 to 14 years of
age. This is lower compared to the state average of 29 deaths per 100,000 in this age group in
1990 (KFF, 2021). In 2019 and 2020, Mahoning County had a count of 25 infant and child
deaths each year. Figure 1 shows the downward trend of those deaths that qualified for the
Child Fatality Review reports over the years.



Figure 1: Number of Infant and Child Deaths (ages birth to 17 years), Mahoning County, 1992-202
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Key Findings of 2019 and 2020 Child and Infant Deaths

Of the 49 infant and child deaths reviewed for 2019 and 2020 (one death ineligible for
review due to lack of information), 75% (n=38) were infants less than one year of age. Figure 2
represents the age distribution of infant and child deaths. Of the child deaths, 69% were male
verses 31% that were female; 47% were black, 49% were white, and 14% were of Hispanic
ethnicity. Over half of the deaths (n=27) occurred among residents of the city of Youngstown,
14% of the deaths were residents of Boardman, 12% were residents of Canfield or Austintown
Township, and the remaining deaths were residents of the other various townships, cities, and
villages in Mahoning County (see Figure 3).

Figure 2: Age Distribution of Infant and Child Figure 3: Location Distribution of Infant and
Deaths Mahoning County, 2019-2020 Child Deaths Mahoning County, 2019-2020
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Manner of death is a category that involves the classification of death that explains how the
death occurred. There are five manners of death categories on the Ohio death certificate:
natural, accident, homicide, suicide, and unknown/undetermined. Natural was the most common
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manner of death between 2019-2020, accounting for 63% of child deaths. This is followed by
accidental deaths at 24%, and then followed by suicide and homicide collectively at 8%. Figure
4 is a visual representation of the categories for manner of child deaths from 2011-2020. The
trend for natural deaths has been consistently rising since a low in 2018. After a little bit of an
increase in accidental deaths over time, 2020 marked a decrease in accidental deaths. There is
a total of 4% of child deaths in 2019-2020 that have been categorized as undetermined.
Homicide deaths have shown some variability over time. The year 2020 has no reported child
deaths by suicide, the first year since 2014.

Figure 4: Manner of Child Deaths Mahoning County, 2011-2020 Birth to 17 Years of Age
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A death is also classified by a specific cause of death. This cause can be either medical
or external. Natural deaths are primarily caused by disease, infection, cancer, prematurity,
congenital anomalies, or birth defects. External causes are accidental, homicide and suicide.
Accidental refers to causes outside of the body that effects the body resulting in death.
Accidental deaths can be caused by objects such as guns or motor vehicles, or it can be
situational in context such as drowning, home fires, or motor vehicle accidents.

Table 1 demonstrates the deaths categorized by manner and cause for 2019 and 2020.
Most deaths during this time were of natural causes. Of the deaths that were natural causes
about 61.3% were attributed to prematurity-- predominantly in the neonatal age category (death
of a live born infant during the first 28 days of life). Accidental deaths were the second most
predominant category with 66.7% of accidental deaths occurring because of asphyxiation or
positional asphyxiation (unsafe sleep environment). Identifying trends with age category and
manner of death helps to guide future recommendations needed at different stages of life to
prevent future child and infant fatalities.



Table 1: Manner and Cause of Deaths by Age Group, Mahoning County, 2019 and 2020

Manner Cause Neo- Post 1-4 5-9 10-14 | 15-17 | Total
Natal Neo- | Years | Years | Year | Years
Natal s
Natural
Pneumonial/lnfections 1 1
Congenital Anomalies 4 2 1 1 8
Prematurity 18 1 19
Other 1 2 3
Medical/Perinatal
Accidental
Drowning 1 1
Motor Vehicle Crash 1 1 1 3
Asphyxia 1 7 8
Homicide
Assault 2 1 3
Suicide
Suicide 1 1
Unknown
Undetermined 1 1 2
Total 25 12 4 2 3 2 49

Figure 5 demonstrates the causes of death within Mahoning County. These deaths
include the following categories prematurity, congenital anomalies, asphyxia, motor vehicle
crashes, drowning, pneumonia/other infections and other medical/perinatal causes. Between
2019 and 2020, prematurity accounts for the highest overall child death rate (39%). The second
highest death rate was between congenital anomalies and asphyxia, each making up about
16% of deaths in 2019 to 2020. Identifying these trends in causes of death will help aid in the
development of strategies to reduce infant and child deaths.

Figure 5: Cause of Death, Mahoning County, 2019 and 2020
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Aggregate Findings from 2011 to 2020 Child and Infant Deaths (CFR)

Table 2 below shows an inclusive look at the 10-year span from 2011 to 2020, showing

age groups that are broken down by years. Deaths are further broken down to demonstrate race
breakdown in deaths in Figure 6.

Table 2: Fetal, Infant, and Child Deaths, Mahoning County, 2011-2020

| Age of Death 2011 | 2012 | 2013 2014 2015 | 2016 | 2017 2018 2019 2020
Fetal 15 16 n/a n/a 11 15 6 16 19 12
Neonatal 11 19 13 10 17 9 14 9 14 12
Birth-28 days)

Post Neonatal 5 8 9 5 9 6 2 7 6 7
Child 10 13 10 8 5 7 6 14 5 6
(1-17 years)

Total 26 40 32 23 31 22 22 30 25 25
Live births

resulting in

death

Figure 6: Trend of Infant and Child Mortality Rates, by Race, Mahoning County, Ohio, 2011-2020
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Table 3 lists cumulative Mahoning County death data from 2011 to 2020 by manner and
cause of death by age group. Between 2011-2020, prematurity alone accounted for over half
(55.5%) of the child deaths due to natural causes and 35% of all deaths. Prematurity combined
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with congenital anomalies accounted for 80.3% of the natural deaths and half of all deaths

(50.5%). Many of our children who died due to natural causes did not live to celebrate their first

birthday (83.8%).

Asphyxia or positional asphyxia stands for suffocation (most often in an unsafe sleep
environment) which accounts for more than half (57.6%) of accidental manners of death and

5




35.4% of overall external causes of death from 2011 to 2020. Death by gunshot regardless of
the manner of death (accident, homicide, or suicide) consistently remained the second most
common external cause of child death in Mahoning County at 17.7% for the period between
2011 to 2020.

Overall, looking at the child death data from 2011-2020, 69% of the deaths were infants

that were less than 1 year of age. The top five causes of death to infants and children under the
age of 18 are:

Prematurity (34.9%)

Congenital anomalies/birth defects (15.6%)
Asphyxia or positional asphyxia (12.4%)
Homicide by gunshot (5.8%)

Pneumonia and other infections (5.1%)

For external causes of death only, the following list the most common cause of death for each
age group:

Neonatal - Accidental Asphyxia / Positional Asphyxia

Post Neonatal — Accidental Asphyxia / Positional Asphyxia
1-4 years — Fire or Burns

5-9 years — Motor Vehicle Crash

10-14 years — Motor Vehicle Crash and Suicide

15-17 — Homicide by Gunshot

Table 3: Manner and Cause of Deaths by Age Group, Mahoning County, 2011 — 2020

Manner Cause Neo- | Post 1-4 59 10-14 | 15-17 | Total
natal | Neo- | Years | Years | Years | Years
natal
Natural
Neurological 1 1 4
Cancer 1 4 1 1 7
Pneumonia/ and 3 5 5 1 14
other infections
Congenital 21 11 6 3 2 43
Anomalies
Prematurity 92 3 1 96
Other 4 4 1 9
Medical/perinatal
Accidental
Poisoning/Overdose 1 1 2
Drowning 3 1 1 2 7
Fire or burn 1 5 1 7
Motor Vehicle Crash 1 2 3 2 8
Asphyxia or 6 27 1 34
positional asphyxia
Gunshot/Stabbing 1 1




Homicide
Gunshot/Stabbing 1 2 1 1 11 16
Assault 2 1 10
Fire 1 1
Poisoning 1 1
Suicide
3 6 9
Unknown
Undetermined 1 3 1 1 6
Total 127 64 34 12 13 25 275

Figure 7 demonstrates the cause of death between medical and external causes
amongst ages of children in the Mahoning County population. This chart depicts the shift from a
medical cause of death (indicated by blue) during the first year of life, compared to external
causes of death (indicated by red) as a child gets older. External causes include, but are not
limited to, unsafe sleep environments, drowning, motor vehicle crashes, homicide, etc. Data
show that between 2011 through 2020 the majority of neonatal deaths are due to a medical
cause, and the majority of 15-17 year old deaths are due to an external cause. Identifying these
shifts helps to focus prevention strategies and education programs to help with the reduction of
child deaths for Mahoning County.

Figure 7: Medical versus External Causes of Death, by Age of Child, Mahoning County, 2011-2020
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Preventive Measures

Accidental deaths

To prevent drowning, the CFR board recommends that swimmers should wear
protective lifejackets/life preservers, in addition to parental supervision, while swimming in pools
and open bodies of water. Other recommendations include the installation of fences and self-
closing fence doors around pools to ensure proper safety measures. It is recommended that
adults learn life-saving skills such as CPR. Increased education on the dangers and differences
with open water swimming is also important, along with increased awareness of the availability
of rescue equipment in open water swimming areas and increased visible warning signage in
areas where swimming is not allowed.

To prevent death to infants by motor vehicular crashes, infants and children should be
placed in age-appropriate car seats. Proper placement of car seats is crucial to ensure child
safety. The car seat should be secured properly in the car, and the child should be placed
correctly in the child safety seat, facing the correct position. Older children should always be
properly buckled in the vehicle. Do not text and drive and always sustain from distracted driving.
Car owner should follow manufacture recommended maintenance scheduling to ensure proper
operation of the vehicle, and ATV owners are recommended to participate in education/safety
courses to learn proper operation and maintenance of ATVs

Poison prevention for ages 1-4 includes storing medicines and chemicals in a dry safe
location out of the child’s reach. For drug overdose prevention, providing necessary education
on opioids and their effects is helpful to prevent misuse and abuse, as well as providing proper
education on signs and symptoms associated with drug use. Alcohol use should also be
avoided while caring for an infant or child.

Asphyxiation and Unsafe Sleep Environments

Safe sleep education is recommended for all family members and individuals involved in
the care and support of infants. Conducting continual safe sleep training with Child Services
Board staff on what unsafe sleep hazards to look for when in a home is recommended, as well
as continued community outreach on safe sleep messaging through parenting classes, infant
care classes, and home visiting programs in multiple languages and low literacy. Fatherhood
programs are available in Mahoning County, and increased outreach on the availability of and
the importance of participation in these fatherhood programs is also recommended.

Infants should be placed in a clean, firm sleeping environment and placed on their back
in a crib. Infants do not possess the ability to lift their heads, therefore this ensures the infant will
not suffocate while sleeping. The mattress for the crib should be flat and have fitted sheets with
no loose articles of clothing on the baby. Keep other objects out of the crib, such as stuffed
animals, toys, bedding, and pillows. Parents should not sleep in the same bed as their infants.
This increases the risk of rolling over and suffocating the infant. Proper crib maintenance should
also be followed, as recommended by the manufacturer, to ensure loose or broken part are not
a hazard to an infant.

Homicide

Increase outreach and involvement with fatherhood programs, as well as stress and
anger management programs are recommended. An increased promotion of domestic violence
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programming is recommended as well as empowering and education women on ending violent
relationships. Parents of infants and children should not discipline when anger is out of control
and enroll in anger management or counseling services if control is an issue.

Parents should not leave infants and children unattended in vehicles, or with any person
they do not feel safe around. Teach children to speak up when they feel scared or uneasy in
situations. If parents need help caring for their children, reach out for help and support when
needed.

Mental Health and Suicide

For children with extensive mental health disorders, ensuring that parents have the
adequate education and services to provide proper care, management, and treatment for their
youth is recommended.

Parents and families are encouraged to provide a home environment that their children feel
comfortable enough to discuss situations that could lead to suicide. Education for parents to
improve skills in recognizing signs and symptoms that children are presenting that may seem
dangerous or signify mental instability is recommended.

Ensuring that there is proper funding and staffing for screening, assessment, and treatment for
child with mental health needs is also critical.

Dedication and Acknowledgements

This report is respectfully dedicated to the young lives lost in Mahoning County and to
their families that have had been impacted by such tragic losses. We express our deepest
sympathy and strive to make a positive impact so that fewer young lives are cut short.

Thank you to the participating organizations. Dedicated professionals in the Youngstown
City Health District, local hospitals and police and fire department, and investigators of the
Mahoning County Coroner’s Office have offered their unique expertise and compassion to the
cause. Thank you also to the students in the Master of Public Health students at Youngstown
State University who assisted in preparing this report.

Together we can continue to decrease untimely deaths in infants and children by offering
evidence-based recommendations and unique support to families that need it the most.

Tracy Styka, Mahoning County CFR/FIMR Coordinator, Mahoning County Public Health
February 2021
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