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I
EXECUTIVE SUMMARY

The data in this report represent the review of deaths among children
aged 17 YEARS OLD AND YOUNGER during the calendar year of 2022.

952 855 100%
0 (855) of
2022 | cHILD MET REVIEW all eligible deaths were
DEATHS REQUIREMENT INCLUDED in this report.

Deaths that did not meet the standard of viability* were excluded from review. The State Child Fatality
Review Team developed the following report and recommendations based on the cases that were reviewed.

*1.e., infant was equal to or greater than 23 weeks of gestation or greater than 500 grams at birth.

2022 CHILD DEATHS | AGES 0-17 YEARS

Tennessee’s 2022 child mortality rate (62.4 deaths per 100,000 child population) was
22.6% higher than the national rate (50.9 deaths per 100,000 child population).

* The local review teams deemed more than 2 in 5 child deaths (42.5%) as probably preventable.

+ Firearms were the top non-medical cause of death among Tennessee children.
The rate of firearm deaths was 4.8 deaths per 100,000.

* Between 2018 and 2022, the rate of homicide among Tennessee children increased by 16.2%.
+ All homicide deaths were deemed preventable by review teams.

* Unintentional poisoning deaths more than doubled from 2018 to 2022.

¢ 7in 10 poisoning deaths were caused by fentanyl in 2022.

* Motor vehicle crashes (MVC) and transportation-related deaths were
the third leading non-medical cause of death among Tennessee children.

2022 INFANT DEATHS | AGE <1 YEAR

Infant mortality is the largest single contributor to child fatality.

* Tennessee’s infant mortality rate (IMR) was 6.6 per 1,000 live births, which is
17.9% higher than the national rate. This is a 4.3% decrease from 2018's rate of 6.9
deaths per 1,000 live births.

* Among reviewed infant deaths, prematurity (46%) and low birthweight (50%) were
leading risk factors for infant deaths.

¢ In the past five years, sleep-related deaths accounted for almost 1 in 4 (24%) of all infant deaths.

* Racial disparity persists in sleep-related deaths. Over the past five years,
Black infants were 2-4 times as likely to suffer a sleep-related death than White infants.
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EXECUTIVE SUMMARY

MET TO ANALYZE CONSIDERED RECENT DEVELOPED A PLAN
IN 2024' THE aggregate child fatality TRENDS in the causes of focusing on key
STATE CHILD data from 2022 death child deaths and strategies for

reviews and to consider evaluated evidence-based reducing child
FATALITY recommendations from strategies for reducing fatalities in
REVIEW TEAM: localteams. future child fatalities. Tennessee.

SUMMARY OF RECOMMENDATIONS

I INFANT MORTALITY

« Provide resources and education to promote safe sleep practices.

« Implement programs to reduce barriers to prenatal care. @ Detailed

- . . . ) recommendations
« Increase utilization of family planning services,

can be found on
with a focus on promoting telehealth options. pages 34-35.

+ Promote smoking cessation services.

« Monitor infant mortality to best understand regionalization and
disparities to promote targeted prevention strategies.

INTENTIONAL VIOLENCE

+ Continue to emphasize suicide prevention initiatives such as Gatekeeper
training, the Zero Suicide Initiative Task Force, Sources of Strength Detailed
curriculum, the 988 Lifeline, and Centerstone which provides telehealth @ recommendations

training services for mental health professionals. can be found on
pages 36-37.

+ Actively encourage participation in firearm safety resources such as Be
SMART, partnerships with the Tennessee Bureau of Investigation and
Tennessee Suicide Prevention Network.

MOTOR VEHICLE CRASHES
* Continue implementation of Checkpoints™ Tennessee. @ Detailed

recommendations

* Promote infant and child car seat distribution and correct car seat use. can be found on

ages 38.

+ Leverage partnerships for education initiatives and prevention Pee

strategies, particularly in high-risk counties.
POISONING

+ Partner with DOE and TDMHSAS for naloxone access and education. Detailed
recommendations

* Promote prescription drug take-back programs across Tennessee. can be3f9°und on
pages 39.

* Deliver evidence-based education on substance use, misuse, and
overdose deaths among youth to parents and children.
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INTRODUCTION

1 99 5 The Child Fatality Review and Prevention Act of 1995 established the
Tennessee Department of Health's Child Fatality Review (CFR) program.

MISSION of CFR TEAM

Analyze child deaths to identify underlying causes

and develop and implement recommendations to
prevent future occurrences.

A local CFR team exists for each of Tennessee's 31 judicial districts resulting in 34 teams covering all 95
counties. The composition of the local CFR teams is outlined in T.C.A. 68-142-106. These teams conduct
thorough reviews to identify factors related to child deaths. Aggregate data from local CFR teams are then
reviewed by the State CFR Team, whose composition is defined in T.C.A. 68-142-103. The State Team
analyzes data on child deaths and makes recommendations to the Governor and General Assembly,
guiding the development of laws, policies, and practices to prevent future child deaths in Tennessee. For
a complete list of local CFR team members, visit: https://www.tn.gov/health/FatalityReviewTeam.

5. °
B
N

fo®

Figure 1. Child Fatality Review Teams by Judicial District

DEATHS ARE REVIEWED BY
34 TEAMS COVER THE LOCAL TEAM COVERING
ALL 95 COUNTIES DECEDENT'S COUNTY OF RESIDENCE

Judicial districts 19, 21, and 22 are covered by two teams. This is *

Due to population size and caseload, some districts are covered by
more than one team, resulting in 34 teams covering all 95 counties. O "

illustrated in the map above with the branching as shown on the right.



https://www.tn.gov/health/FatalityReviewTeam
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INTRODUCTION

CHILD DEATH REVIEW CRITERIA

AGE =< 17
YEARS
DECEDENT IS A DECEDENT IS 17 INFANT DEATH
RESIDENT OF YEARS OF AGE OR MEETS TENNESSEE’'S
TENNESSEE YOUNGER STANDARD OF VIABILITY*

*I.e., infant was equal to or greater than 23 weeks of gestation or greater than 500 grams at birth.

LOCAL CFR TEAM MEMBERSHIP

+ Regional Health Officer + Pediatrician or Family Practice Physician
* Medical Examiner + Emergency Medical Service Provider

* Prosecuting Attorney + Supervisor of Children’s Services

* Local Education Agency » Juvenile Court Representative

+ Mental Health Professional + Other representatives of agencies

+ Firefighter that work with children and their families

« Law Enforcement

‘ RECORDS

Collected from sources with relevant information for each review, these sources include:

* Birth Transcripts » Department of Children’s Services Records
» Death Certificates » Police/Motor Vehicle Crash Reports
» Autopsy Reports + Sudden Unexpected Infant Death Forms
* Hospital Records * Newborn Screening Results
* EMS Run Reports + Mental Health Records
* Medical Records + School Records
‘ DEATH REVIEW
g@@ Data on all reviewed cases were collected and entered into a database
through the National Center for Fatality Review and Prevention (NCFRP).
J For more information about the NCFRP, including training videos and details
about child fatality review processes in each state, visit:_https://ncfrp.org/.

>



https://ncfrp.org/

OVERVIEW OF
CHILD DEATHS

2022 DETAILED REVIEW FOR
CHILDREN AGES 0 -17 YEARS
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OVERALL CHILD FATALITY TRENDS

REVIEW COHORT

The information presented in this report is
based on vital statistics for the 952 child
deaths that occurred in Tennessee in 2022.
It also includes a thorough overview of data
based on the 855 child deaths that were
reviewed. Vital statistics data for all 952
child deaths are shown on pages 6 and 7.
Deaths that were not reviewed are not
included in the subsequent pages.

In 2022, there were

952 CHILD DEATHS
(17 YEARS and YOUNGER)

Of which,
855 were REVIEWED
through the CFR PROCESS.

5-YEAR RATE COMPARISON

Deaths per
. . . . . 100,000 Child
EfuI?el::I:s Il TN Child Deaths @ TN Child Fatality Rate @ U.S. Child Fatality Rate Population
In 2022, the 2100 61.8 e o o 62.4 70
TENNESSEE 1800 o —C— ’ _— — 60
+
CHILD FATALITY
RATE was 1500 s 50
48.3 48.5 :
22.60/0 1200 47.4 46.8 40
HIGHER 900 30
THAN THE 600 012 20
1
NATIONAL 200 0
RATE.
0 0
2018 2019 2020 2021 2022

Figure 2. Number and Rate of Child Deaths (Ages 0-17 Years) Tennessee, 2018-2022

Data sources: TN Death: Tennessee Department of Health, Division of Vital Records and Health Statistics, Death Statistical File, 2018-2022
Population estimates based on interpolated data from the U.S. Census’s Annual Estimates of the Resident Population; National Rates: CDC Wonder.

ho"

From 2021 to 2022,
the difference

) i

Since 2020, both

Tennessee and the
nation have
experienced an
increase in child
fatalities.

In 2022, the child
fatality rate in
Tennessee and the
nation were the
highest they've been in
the past five years.

Although the child
fatality rate for
Tennessee remains
higher than the
national rate, the gap
between the two is
narrower since 2022.

between Tennessee's
child fatality rate and
the national rate
decreased by 7.9%.
However, this change
is not statistically
significant.
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CHILD FATALITY RATES

‘ 2022 CHILD FATALITY RATES ACROSS TENNESSEE'S HEALTH REGIONS

MID CUMBERLAND

UPPER ‘ NORTHEAST
CUMBERLAND

Deaths per 100,000
Child Population
SOUTH CENTRAL 40.7
SOUTHEAST
\
\
HAMILTON l
87.3

Figure 3. 2022 Child Fatality Rate, Tennessee: 62.4 deaths per 100,000 Child Population
Data source: Tennessee Department of Health, Office of Vital Records and Health Statistics, Death Statistical File, 2022.

2022
TN STATE 62.4 Deaths per

AVERAGE 100,000 Child Population

2021-2022 CHILD FATALITY RATE CHANGES

2021 2022 Rate Change Explained | 2021-2022
Shelby The child fatality rate in Tennessee increased from
Madison 60.4 deaths per 100,000 population in 2021 to 62.4
deaths per 100,000 population in 2022, which was not
West statistically significant.
: Although Shelby County experienced the highest rate
Davidson of child death in 2022, the rate did decrease by 7%
Upper Cumberland from 93.4 in 2021 to 87.3 in 2022. Meanwhile, rates in
Madison County and West Tennessee increased from
Northeast 2021 to 2022 from 66.3 to 85.5 and 75.8 to 80.9,
respectively. Other regions also experienced
Knox increases in child fatality rates from 2021 - 2022. Most
South Central notably the Northeast region, with a 66% increase
from 38.7 to 64.3, and Knox County, with a 37%
56.9 50.0 East increase from 45.0 to 61.5.
. Additionally, several regions experienced decreases in
43.5 47.0 Sullivan child fatality rates during the same period,
48.1 46.5 Hamilton particularly the Southeast and South Central regions,
. with a decrease of 27% (55.8 to 40.7) and 13% (64.6 to
39.9 46.5 Mld Cumberland 56’])’ respectively.
35.8 40.7 Southeast Table 1. 2022 Child Fatality Rates by Tennessee Health Region;

62.4 deaths per 100,000 population
TN STATE AVERAGE Data source: Tennessee Department of Health, Office of Vital Records and
Health Statistics, Death Statistical File, 2022.
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CHILD DEATHS

TN

2022

The data on this page and the next is based on
the 855 CHILD DEATHS IN TENNESSEE
that were eligible for review by the CFR teams.

MANNER of DEATH

AGE
|
0-12 5-9
MONTHS YEARS
53.9% 11.7% 6.7%
n=461 n=100 n=57
RACE 6.5%

Il 62.7% wHiTE
30.8% BLACK

| 6.5% OTHER" or
UNKNOWN
RACE

50.5% Natural
m 19.8% Accident
SN 9.8% Pending
0 c
10 14 15- 17 7.8% Undgtfermlned
YEARS YEARS 7.6% Homicide
10.2% 17.5% 4.4% Suicide
n=87 n=150 Due to rounding, percentages

may not equal exactly 100%.

Table 2. Manner of Death in Child Deaths
Reviewed (Ages 0-17 Years), Tennessee, 2022

FEMALE

Figure 4. Child Deaths by Race (Ages 0-17 Years) Tennessee, 2022
*Other includes children of Native Hawaiian, Pacific Islander, Asian, American Indian, and Multi-racial background.

CAUSE of DEATH

i

51.9%

Medical
Condition

7.4%

Undetermined if
Injury or Medical
Cause*

™
L
S

37.4%

External Cause
of Injury

(?)

3.3%

Unknown**

PREVENTABILITY

In 2022, 42.5%, or more
than two in five, child
deaths were considered
probably preventable. Of
the deaths attributed to
medical conditions, 5.2%
were considered preventable. In contrast,
deaths from external causes or injuries had
a much higher preventability rate, with
91.9% deemed probably preventable.

Data source: Tennessee Department of Health Child Fatality Review Database System, 2022.
*Undetermined Cause of death refers to a death where, despite a thorough review, the exact cause remains uncertain or inconclusive.
**Unknown deaths refer to a death where the information needed to determine the exact cause of death is unattainable or unavailable to the team.
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MEDICAL CAUSES OF DEATH

444 reviewed CHILD DEATHS

were from MEDICAL CAUSES.

AGE
[ | : Qg l: i ; él \>
0-12 1-4 5-9 10-14 15-17
MONTHS YEARS YEARS YEARS YEARS
66.7% 9.2% 6.8% 9.5% 7.9%
n=296 n=41 n=30 n=42 n=35
MEDICAL CONDITIONS REMAIN THE TOP CONTRIBUTOR OF CHILD DEATHS
‘ SEX ‘ RACE
[ Medicalt cgr;ditions -0 @ Among the 52 children of Other’/Unknown
0 accountedtor 4 race that died, 32 deaths (57%) were
57% higher proportion of db dical diti
FEMALE deaths in females caused by a medical condition.
compared to males.
In copntrast, males % Medical conditions accounted for.298 of the
‘ represented the 536 tOta| deathS (56%) among Whlte Chl|dl‘en.
48% majority of overall
MALE w deathz ‘:‘)“d deathsl “2 2 Of the 263 deaths among Black children,
::;Zis CLLliE M 114 (43%) were caused by a medical condition.

*Qther includes children of Native Hawaiian, Pacific Islander, Asian, American Indian, and Multi-racial background.

PREVENTABILITY ‘ LEADING MEDICAL CAUSES of DEATH
ONLY 5.2% of AGES 0-12 MONTHS AGES 1-17 YEARS
CHILD, DEATHS 1. Prematurity 1. Other medical conditions*
resulting from . .
MEDICAL CAUSES 2. Congenital anomalies 2. Asthma
were considered 3. Other medical conditions* 3. Cancer
PROBABLY 4. Cardiovascular conditions 4. Neurological /
PREVENTABLE. seizure disorders

Table 3. Leading Medical Conditions Contributing to a Medical Cause

of Death in Child Deaths Reviewed (Ages 0-17 Years), Tennessee, 2022
Read more about preventability for *Other medical conditions represent a category in the CFR review database to
overall deaths on the previous page. encompass all other medical conditions outside of the major categories.
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INFANT DEATHS

TN The data on this page and the next are based

on all 541 INFANT DEATHS, including
2022 those eligible (461) and ineligible for review.

DEATHS by REGION

MID W

CUMBERLAND UPPER

32 DAVIDSON CUMB: ';"AND . *  NORTHEAST

6.0 7.4

Rates per
1,000 Live Births

SOUTHEAST [ | Suppressed

4.3

4.3
HAMILTON
5.7
Figure 5. 2022 Infant Mortality Rate, Tennessee: 6.6 deaths per 1,000 Live Births
Data source: Tennessee Department of Health, Office of Vital Records and Health Statistics, Death Statistical File, 2022. 10.8

2021-2022 INFANT MORTALITY RATE CHANGES

2021 2022
. 6.5 West
Rate Change Explained . Madison
The infant mortality rate in Tennessee :
increased from 6.2 deaths per 1,000 live = . Upper Cumberland
births in 2021 to 6.6 deaths per 1,000 live
births in 2022. This increase was not 8.8 c Shelby
statistically significant. 4.4 . Northeast
Many regions experienced significant
changes in infant mortality rates between : c Knox
2021 and 2022. Davidson and Shelby East
counties saw notable decreases, with ' : _
infant mortality rates dropping by 21% . . Davidson
(from 7.6 to 6.0) and 15% (from 8.8 to
7.4), respectively. However, other regions 4.6 5.7 Hamilton
reported increases, including Northeast
Tennessee with a 68% increase (from 4.4 6.2 5.5 South Central
Fo 5.2) and Knox County with a 60% 4.4 52 Mid Cumberland
increase (from 4.5 to 7.2).
4.8 4.3 Southeast

Table 4.2021-2022 Infant Mortality Rates by Tennessee .
Health Region; 6.2 & 6.6 deaths per 1,000 live births. * * Sullivan

Data source: Tennessee Department of Health, Office of Vital Records and
Health Statistics, Death Statistical File, 2021-2022. TN STATE AVERAGE

*Suppressed




INFANT DEATHS

‘ CAUSES of DEATH

In Tennessee and across the United States,

BIRTH DEFECTS were the TOP CAUSE OF INFANT DEATH in 2022.

There are many similarities in leading causes of infant death between Tennessee and the nation,
but one notable difference was in the second leading cause. Nationally, the second leading cause

of infant death in 2022 was prematurity, but, in Tennessee it was accidents (or unintentional
injury). This provides a unique opportunity for prevention efforts for a high-ranking cause of

infant death in Tennessee. For a comparison between the top 10 leading causes of death in the

U.S. and in Tennessee (based on vital records), please see Appendix D.

@ To learn more, visit the Tennessee Birth Defects Data Report online.

e https://www.tn.gov/content/dam/tn/health/program-areas/TN%20BDSS%20Data%20Report%202024.pdf

RACE
Although . @ B?.%gK N
BLACK INFANTS Black infant INFANT
account for only 19% mortality rate is €2 peaTHS

OVER 2x the
White infant
mortality rate.

of LIVE BIRTHS, they
represent 35% of

® 5.6
all INFANT DEATHS.

WHITE
INFANT

PER 1,000 LIVE BIRTHS

€2 DEATHS W

Data source: Tennessee Department of Health, Office of Vital Records and Health Statistics, Death Statistical File, 2022.

NEONATAL and POSTNATAL
MORTALITY RATE

occurred during the

first 7 days of life.

2018 2019 2020 2021

Figure 6. Neonatal, Post-neonatal, and Infant Mortality Rates, Tennessee 2018-2022
Data source: Tennessee Department of Health, Office of Vital Records and Health Statistics, Death Statistical File, 2022.

Postnatal . Neonatal . Infant

B Postnatal N

Postnatal deaths occur & 7.0

between 28 and 365 days of life. e 6.3 6.2 6.6

6

B Neonatal a5 s

Neonatal deaths occur 4 3.9

during the first 28 days of life. 3.2 )
37% of I death 2 0 !

b of neonatal deaths 25 25 24

2022


https://www.tn.gov/content/dam/tn/health/program-areas/TN%20BDSS%20Data%20Report%202024.pdf
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INFANT DEATHS

In 2022, of the 541 infant deaths, 461 (74%) were eligible
for review through the CFR process. The information
presented is based on those eligible for review.

10 LEADING CAUSES of DEATH

78 76

70 52 28

Unintentional Other Cardiovascular
Asphyxia Medical
Condition

Prematurity Congenital
Anomaly/
Birth Defects

12 8 7 7 5

Other Neurological/ Other Pneumonia Asthma/
Infection Seizure Perinatal Respiratory
Disorder Condition

Figure 7. 2022 Leading Causes of Infant Mortality: Tennessee

Data source: Tennessee Department of Health Child Fatality Review Database System, 2022.
TN reports low birthweight and preterm birth in the same category: most infants who are born preterm are also of low birth weight.

CAUSE of DEATH

While death certificate
data provides valuable

information, it doesn't always E|
capture the full context of each @
case. A thorough review, \ E':

including a complete case

evaluation, often leads to a more 64% 19% 13% 5%
accurate and nuanced cause of Medical External Cause Undetermined Unknown**
death. In some cases, the cause Condition of Injury if Injury or

of death determined through Medical Cause*

review may differ from what is

listed on the death certificate. Due to rounding, percentages may not equal exactly 100%.

Data source: Tennessee Department of Health Child Fatality Review Database System.
*Undetermined Cause of death refers to a death where, despite a thorough review, the exact cause remains uncertain or inconclusive.
**Unknown deaths refer to a death where the information needed to determine the exact cause of death is unattainable or unavailable to the team.
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SLEEP-RELATED

142 SLEEP-RELATED

INFANT DEATHS.

5-YEAR DEATH RATE by REGION

r el UPPER W

CUMBERLAND | \
.0 . BN CUMBERLAND X NORTHEAST
. 1.8 2.0
; t/\" \

Rates per
1,000 Live Births

SOUTHEAST

1.4 [ ] Suppressed
0.6
HAMILTON
1.0
2.2

Figure 8. 2018-2022 Sleep-Related Infant Death Rate by Health Region, Tennessee: 1.6 deaths per 1,000 Live Births
Data Source: Tennessee Department of Health, Child Fatality Review Database System, 2022.

5-YEAR REVIEW

. Infant Deaths
Sleep-Related Deaths
495
Percentage of Deaths
that are Sleep-Related

Figure 9. Sleep-Related Infant Deaths, Tennessee, 2018-2022

Data sources: Sleep-related infant death counts from Tennessee Department of Health, Child Fatality Review Database System. Total infant deaths
from Tennessee Department of Health, Office of Vital Records and Health Statistics, Death Statistical File, 2018-2022.
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SLEEP-RELATED

‘ TOP CONTRIBUTING FACTORS

Contributing Factors* 2021 2022
Infant found not sleeping in a crib/bassinet 926 100
Unsafe bedding or toys in sleeping area’ 112 98
Infant found sleeping with other people 79 73
Infant found not sleeping on back 64 61
Infant found sleeping with obese adult 29 14
Drug-impaired adult sleeping with infant 6 3
Alcohol-impaired adult sleeping with infant 5 3
Adult fell asleep while bottle feeding infant 4 3

Table 5. Top Contributing Factors to Tennessee Sleep-Related Infant Deaths for 2021 and 2022

*Since more than one factor may contribute to a single death, the total number of contributing factors exceed the actual
number of sleep-related infant deaths reported for a given year.

Alncludes comforter, blanket, pillow, bumper pads, toys, plastic bags, and other items. Data source: Tennessee Department of
Health, Child Fatality Review Database System.

In 2022, 73% (103) of SLEEP-RELATED DEATHS were PREVENTABLE.

‘ RACE

Black LEADING

AAA CONTRIBUTING FACTOR
Infant
‘ ’ ‘ ’ ‘ ’ Deaths Infant not found

sleeping in a crib

2.9 deaths per 1,000 live births or bassinet.
THE RATE OF BLACK INFANT DEATH WAS
NEARLY 2X THAT OF WHITE INFANTS
® ( White LEADING
A‘ Infant CONTRIBUTING FACTOR
‘ ’ ‘ Deaths Unsafe bedding
or toys in the
1.5 deaths per 1,000 live births sleeping area.

Data source: Tennessee Department of Health, Child Fatality Review Database System, 2022.



ASPHYXIA
93 CHILD DEATHS from
TN | UNINTENTIONAL ASPHYXIA.
2022 Causes of death include sleep-related,
choking, strangulation, and other.
AGE

¢

[

0-12 1-4 5-9 10-14 15-17
MONTHS YEARS YEARS YEARS YEARS
75.3% 3.2% 3.2% 7.5% 10.8%
n=70 n=3 n=3 n=7 n=10%*
70 2 2 7 8
Sleep-Related Choking Strangulation Strangulation Strangulation
1 1 1
Strangulation Other Other
*The totals for type of asphyxia represent 9 out of 10 deaths, as one was
excluded due to missing or unknown information regarding the type of asphyxia.
5-YEAR RATE COMPARISON
Deaths per
bty mmm TN Child Deaths ~ —e=TN Rate USRate  100.000 Child
of Deaths Population
180 7
6.1
150 e
The 2022
TENNESSEE 5
state average was 120
3 ° 2 x the 4
U.S. RATE. 20 3
60
U m 2
30 78 1
0 0

2018 2019 2020 2021

2022

Figure 10. Asphyxia Deaths and Rate per 100,000 Child Population (Ages 0-17 Years), Tennessee and US, 2018-2022

Data Source: Tennessee Department of Health, Child Fatality Review Database System and population estimates based on
interpolated data from the U.S. Census’s Annual Estimates of the Resident Population.
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ASPHYXIA

DEATHS by RACE

62% 29%
WHITE BLACK
CHILDREN CHILDREN

STRANGULATION

Q{\} 100% R 87.5%

=\ (7)dueto ) (7)dueto
10-14 SUICIDE 15-17 SUICIDE
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Prevention Opportunities Include:

~

* Provide information and EDUCATION ON THE ABCs OF SAFE SLEEP (Alone, on their Back, and in
a Crib; see Appendix A).

* PROMOTE the Tennessee Department of Health SAFE SLEEP PUBLIC AWARENESS CAMPAIGN
ads.

+ CONNECT FAMILIES TO COMMUNITY sites in Tennessee that offer SAFE SLEEP RESOURCES
such as cribs, sleep sacks, and educational materials.

* IMPLEMENT POLICIES IN BIRTHING HOSPITALS to promote safe sleep environments and
educate new parents before discharge.

- ENSURE all doctors, nurses, and other healthcare PROFESSIONALS are equipped to EDUCATE
PARENTS about safe sleep practices.

+ Partner with community organizations to REACH DIVERSE POPULATIONS and address specific
cultural practices related to infant sleep.

« ENSURE EDUCATIONAL MATERIALS HIGHLIGHT AND EMPOWER all family members and care
providers in safe sleep practices.

« EMPHASIZE SUICIDE PREVENTION OPPORTUNITIES BY PROVIDING EDUCATION on identifying
risk factors, promoting evidence-based prevention programs, and ensuring access to mental

K health resources (see page 21, Suicide Prevention Opportunities). /
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65 CHILD DEATHS from
TN HOMICIDE, a 16.2%
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Figure 11. Homicide Deaths and Rates per 100,000 Child Population (Ages 0-17 Years), Tennessee and US, 2018-2022

Data Source: Tennessee Department of Health, Child Fatality Review Database System and population
estimates based on interpolated data from the U.S. Census’s Annual Estimates of the Resident Population.
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Due to rounding, percentages may not equal exactly 100%.

‘ METHOD of LETHALITY ‘ PREVENTABILITY
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involved in
78% of DEATHS as probably
HOMICIDES. PREVENTABLE.



HOMICIDE
‘ RACE ‘ SEX
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58% BLACK 34% WHITE 68% MALE 32% FEMALE
CHILDREN CHILDREN CHILDREN CHILDREN
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There was a HIGHER BURDEN of homicide among
BLACK CHILDREN, MALES and CHILDREN 15 - 17 years of age.

AGE
g g
I 1 i : W «
0-12 14 5-9 10-14 15-17
MONTHS YEARS YEARS YEARS YEARS
6.2% 10.8% 6.2% 20.0% 56.9%

Prevention Opportunities Include:

~

+ STRENGTHEN GUN SAFETY STANDARDS IN SCHOOLS.

« DEVELOP AND SUPPORT COMMUNITY INITIATIVES that provide mentorship, after-school
programs, and safe recreational activities for children.

* IMPLEMENT THE Be SMART PROGRAM (see Appendix A) in communities to promote
gun safety and secure firearm storage to reduce the risk of fatalities among children.

« IMPLEMENT CONFLICT RESOLUTION TRAINING PROGRAMS for at-risk youth and
their families to reduce violence and promote safer communities.

+ RAISE PUBLIC AWARENESS around Adverse Childhood Experiences (ACEs; see
\ Appendix A) and the impact upon the risk of intentional injury. /
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SUICIDE

38 CHILD DEATHS from
SUICIDE; 3.8% DECREASE

in rate from 2018.

2022 RATE COMPARISON
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Figure 12. Suicide Deaths and Rates per 100,000 Child Population (Ages 0-17 Years), Tennessee and US, 2018-2022

Data source: Tennessee Department of Health, Child Fatality Review Database System and population estimates
based on interpolated data from the U.S. Census’s Annual Estimates of the Resident Population.

The rate of suicide among children in Tennessee has fluctuated over the years. However, in 2022, there
was a slight increase, with the suicide rate reaching 2.5 deaths per 100,000 children, 13.6% higher than
the national average (2.2 deaths per 100,000 children). This increase was not statistically significant.

‘ 2022 STATE & NATIONAL DEATHS by AGE

Nationally, suicide is the leading cause of death among 10-14 year olds

and the third leading cause of death among children 15-17 years old.’

Q@ SUICIDE is the W SUICIDE is the
XS LEADING CAUSE ) FOURTH LEADING

10-14 of DEATH among 15.17  CAUSE of DEATH

YEARS 10-14 year olds YEARS among 15-17 year

37:’{0 in Tennessee 63% olds in in TENNESSEE
n= n=24

1 Source for child health statistics: https://www.cdc.gov/nchs/fastats/child-health.htm.



SUICIDE
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66% 34% HOME HOME OF OTHER  UNKNOWN
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(n=25) (n=13) OR RELATIVE

Due to rounding, percentages may not equal exactly 100%.

The proportion of suicide deaths among children 10-17 years old was consistent with the racial makeup
of the population. This suggests that no racial group was disproportionately burdened, and the data
were not statistically significant. Therefore, no data on suicide by race are presented in this report.

‘ METHOD OF SUICIDE PREVENTABILITY
m 2 Local review teams
r m described 82% of
o™0 SUICIDE DEATHS
51% 41% 8% as probably
FIREARM HANGING POISONING PREVENTABLE.

Utilize the ESSENCE (see Appendix A) to MONITOR YOUTH SUICIDAL BEHAVIOR
TRENDS, enabling early intervention and targeted prevention.

* IMPLEMENT THE SOURCES OF STRENGTH PROGRAM (see Appendix A) by recruiting youth and
trusted adults in high-risk areas of the state.

» Collaborate with K-12 schools and higher education institutions TO IMPLEMENT AND PROMOTE
TDH’s COMPREHENSIVE SUICIDE PREVENTION (CSP) strategies and programming.
To learn more, visit https://tn.gov/health/health-program-areas/fhw/suicide-prevention.html.

+ PROMOTE TENNESSEE CHILD AND ADOLESCENT EDUCATION AND SUPPORT (TCAPES; see
Appendix A) which offers FREE SAME-DAY PHONE CONSULTATIONS with mental health providers,
provides behavioral health training for primary care providers, and assists with locating community
behavioral health resources.

+ INCREASE IMPLEMENTATION of the Sources of Strengths program, expand Gatekeeper trainings,
and encourage healthcare providers to complete the Counseling on Access to Lethal Means (CALM;
see Appendix A) training to enhance community and provider readiness in preventing suicides.

Data source: Tennessee Department of Health, Child Fatality Review Database System.


https://www.tn.gov/health/health-program-areas/fhw/suicide-prevention.html
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Figure 13. Firearm-Related Deaths and Rates per 100,000 Child Population (Ages 0-17 Years), Tennessee and US, 2018-2022

Data source: Tennessee Department of Health, Child Fatality Review Database System and population estimates based on interpolated data from the
U.S. Census’s Annual Estimates of the Resident Population.
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74 CHILD DEATHS

by FIREARMS.
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HOMICIDE SUICIDE UNDETERMINED ACCIDENTS
OR PENDING

Prevention Opportunities Include:

Increase awareness and PROMOTION OF SAFE FIREARM HANDLING AND FREE CABLE
GUN LOCKS provided by the Tennessee Department of Safety and Homeland Security to
enhance firearm safety and PREVENT ACCIDENTAL INJURIES AND FATALITIES.

PROMOTE SAFETY PROGRAMS, such as Be SMART (see Appendix A), which encourage
parental supervision and prevent unsafe child weapon interactions. /

Data source: Tennessee Department of Health, Child Fatality Review Database System.
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National data highlights the
importance of driver education, the
use of car restraints, and compliance
with traffic rules as key interventions
to reduce MVC deaths.

Local review teams described

91% OF TRANSPORT-
RELATED DEATHS
as PREVENTABLE.

5-YEAR RATE COMPARISON
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Figure 14. Motor Vehicle and Other Transport-Related Deaths and Rates per 100,000 Child Population

(Ages 0-17 Years), Tennessee and US, 2018-2022

Data sources: Tennessee Department of Health, Child Fatality Review Database System and population estimates based on interpolated data
from the U.S. Census’s Annual Estimates of the Resident Population.

1 Source for transportation statistics: https://crashstats.nhtsa.dot.gov/Api/Public/ViewPublication/813575.
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*This is disproportional to the population makeup by race.

~

Prevention Opportunities Include:

NIGHTTIME DRIVING RESTRICTIONS FOR TEEN DRIVERS.

PROMOTE the importance and CORRECT USE OF INFANT AND CHILD CAR SEATS
and booster seats.

ENFORCE LAWS WHICH PROHIBIT TEXTING AND DRIVING.

MAKE REOCCURING FUNDING AVAILABLE for the purchase and distribution of
infant and child car seats and booster seats.

+ ENCOURAGE SCHOOL PARTICIPATION in teen driver safety programs such as
\ Checkpoints™ (see Appendix A). J

Data sources: Tennessee Department of Health, Child Fatality Review Database System and population estimates based on interpolated data
from the U.S. Census’s Annual Estimates of the Resident Population. CDC https://www.cdc.gov/child-passenger-safety/risk-factors.
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Figure 15. Drowning Deaths and Rates per 100,000 Child Population (Ages 0-17 Years), Tennessee and US, 2018-2022

Data source: Tennessee Department of Health, Child Fatality Review Database System and population estimates based on interpolated
data from the U.S. Census’s Annual Estimates of the Resident Population.
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Data sources: (1) Tennessee Department of Health, Child Fatality Review Database System
(2) CDC https://www.cdc.gov/drowning/about/index.html, https://www.cdc.gov/drowning/prevention/summer-swim-safety.html

LOCATION OF DEATH PREVENTABILITY

Local review teams

Most (52%) of g\ % described 100%
drowning deaths g of DROWNING

occurred during DEATHS as
summertime 57% 24% 14% probably
(June-August). POOL, SPA OPEN BATHTUB PREVENTABLE.

HOT TUB WATER


https://www.cdc.gov/drowning/about/index.html
https://www.cdc.gov/drowning/prevention/summer-swim-safety.html

DROWNING
21 CHILD DEATHS
by DROWNING.
AGE
S0 R 5]
11 : : \ (I
0-12 1-4 5-9 10-14 15-17
MONTHS YEARS YEARS YEARS YEARS
4.8% 57.1% 19.0% 14.3% 4.8%
n=1 n=12 n=4 n=3 n=1

XA arm bands, or water wings do not prevent children from drowning
and can easily slip off, especially when they jump into the water. These
devices can (LU FN TV FI N Feol FF:\J3hgfor parents and children.

A U.S. Coast Guard-approved life jacket is a more reliable option for safety.

Data source: https://www.cdc.gov/drowning/prevention/summer-swim-safety.html.

PY The proportion of drowning deaths among

J children 0-17 years of age was consistent with
m the racial makeup of the population. This
“ suggests that no racial group was

disproportionately burdened, and the data

17 MALE 4 FEMALE were not statistically significant. Therefore,
no data on drowning deaths by race are
CHILDREN CHILDREN presented in this report.

~

RAISE AWARENESS OF EMERGENCY PREPAREDNESS AND RESPONSE DURING FLOODS.
* MONITOR CHILDREN IN AND/OR AROUND WATER.

* INSTALL MULTIPLE LAYERS OF PROTECTION, including fitted pool covers, alarms on doors
leading to pools, and fences with self-closing/self-latching gates around pools.

\ * PROMOTE FORMAL SWIMMING LESSONS FOR ALL CHILDREN. J

Data source: Tennessee Department of Health, Child Fatality Review Database System and population estimates based on interpolated data from the
U.S. Census’s Annual Estimates of the Resident Population.
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7 CHILD DEATHS from
FIRE/BURN-RELATED CAUSES.

AGE
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e BY (RS YEARS YEARS YEARS
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‘ 5-YEAR MORTALITY RATE

eaths per Year TENNESSEE

2018 | 15 0.6 DEATHS PER 100,00 TENNESSEE

2019 | 7 CHILD POPULATION

2020 | 6 50% HIGHER

ol 0 4UDI\E|1I\IE? PSEIA1.(I)-(E zoo RATE THAN THE 2018-
202 | 7 CHILD POPULATION 2022 NATIONAL AVERAGE.

Table 6. Fire/Burn-Related Deaths in Children (Ages 0-17 Years), Tennessee, 2018-2022

Data source: Tennessee Department of Health, Child Fatality Review Database System. Due to low counts of fire/burn deaths in Tennessee,
calculating statistically reliable death rates for individual years is not feasible. Therefore, only the counts and a five-year combined fire/burn
death rate are provided.

The proportion of fire/burn-related deaths among children Local review teams
0-17 years of age was consistent with sex and racial makeup described 86% of
of the population. This suggests that no sex or racial group FIRE/BURN

was disproportionately burdened, and the data were not DEATHS as
statistically significant. Therefore, no data on fire/burn- probably

related deaths by race or sex are presented in this report. PREVENTABLE.

Prevention Opportunities Include:

ENSURE EVERY HOUSE HAS working smoke alarms installed and an emergency
evacuation plan in place.

PROMOTE programs that provide free smoke alarms to those living in houses
older than 10 years or without working smoke alarms (see Appendix A).




FALL/CRUSH
7 CHILD DEATHS from a
FALL or CRUSH INJURY.
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‘ 2018-2022 NUMBERS & RATES PREVENTABILITY
Number of
Deaths per Year ' v
Local review teams
e | 2018 - 2022 2018 - 2022 described 109%
2019 3 - -
2020 | 5 TENNESSEE UNITED STATES Qilis ?EATHS
| 0.3 DEATHS PER 0.2 DEATHS PER CHC

2021 | 2 100,00 CHILD 100,000 CHILD PREVENTABLE.

\_ 2022 | 7 ) POPULATION POPULATION

Table 7. Fall/Crush-Related Deaths in Children (Ages 0-17 Years), Tennessee, 2018-2022

Data source: Tennessee Department of Health, Child Fatality Review Database System. Due to low counts of fall/crush deaths in Tennessee, calculating
statistically reliable death rates for individual years is not feasible. Therefore, only the counts and a five-year combined death rate from falls are provided.

~

Prevention Opportunities Include:

 PROMOTE and ENCOURAGE CHILD SAFETY MECHANISMS and FEATURES against fall-related
injury and death, such as installing railings, securing dressers to walls, applying window guards,
and utilizing stair gates to prevent accidental falls in homes.

+ INCREASE AWARENESS regarding the importance of supervision of children in home and
outdoor settings. J
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5-9
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21.7% 4.3%

23 CHILD DEATHS
from POISONING.

10-14 15-17
YEARS YEARS
26.1% 47.8%
n=6 n=11

The proportion of poisoning deaths among children 0-17 years of age was consistent
with the sex and race makeup of the population. This suggests that no sex or racial
group was disproportionately burdened, and the data were not statistically significant.
Therefore, no data on poisoning deaths by race or sex are presented in this report.

70% of (%)\o

POISONING

DEATHS WERE

CAUSED BY

FENTANYL"

OVER HALF (52%)

of POISONING DEATHS
RESULTED FROM

PRESCRIPTION )

MEDICATIONS.

*This data includes both prescribed and illicit fentanyl.
**Prescription medication overdoses were attributed to a variety of medications, including fentanyl.

DEATHS 2018 - 2022

Number of
Deaths per Year

2018 | 9
2019 | 11
2020 | 13
2021 | 18
\_ 2022 | 23

J

FROM 2018 TO 2022,
CHILD DEATHS FROM

UNINTENTIONAL

POISONING
MORE THAN

DOUBLED
S5 N TENNESSEE.

MANNER of DEATH

69.9% & 13.0%
Accidental Suicide

(n=16) (n=3)

0,

L
Undetermined Aut g
(n=3) u(n<=)1|c;sy

Table 8: Poisoning-Related Deaths in Children
(Ages 0-17 Years), Tennessee, 2018-2021

Data source: Tennessee Department of Health, Child Fatality Review Database System.

Due to rounding, percentages may not equal exactly 100%.
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POISONING

‘ VICTIMS’ SHARED RISK FACTORS

&

0

PREVENTABILITY

Local review teams

described 91% of
——— POISONING
Mental History of drug-use/ Living in DEATHS as probably
health misuse of prescribed an unsafe PREVENTABLE.
history? medications environment*

t Any mental health history includes at least one of the following: depression diagnosis; anxiety diagnosis; other
mental health diagnosis; suicide attempt, ideation, or self-harm; or mental health or SUD treatment.

*An unsafe environment may include lack of supervision by adults, exposure to unsafe chemicals or substances, or
a living situation that is deemed to be harmful or detrimental to a child's physical, emotional, or mental well-being.

Data source: Tennessee Department of Health, Child Fatality Review Database System, 2022.

BACKGROUND and CONTEXT

Most ADULTS who meet the criteria
for having a substance use disorder
STARTED USING substances

AS TEENS AND YOUNG ADULTS.

YOUTH with substance use disorders
also EXPERIENCE HIGHER RATES OF
PHYSICAL AND MENTAL ILLNESSES,
diminished overall health and well-
being, and potential progression to
addiction.

Data Source: https://www.cdc.gov/healthyyouth/substance-use/index.htm.

PROTECTIVE FACTORS
for high-risk substance use include:

9B B o=

Parent/Family Family Parental
Engagement Support Monitoring
Parental School

Disapproval of Connectedness

Substance Use

Prevention Opportunities Include:

+ EDUCATE PARENTS AND CAREGIVERS ON SAFE STORAGE and handling of household chemicals
and medications to prevent accidental poisoning in children.

+ CONNECT PARENTS AND CAREGIVERS TO THEIR REGIONAL OVERDOSE SPECIALIST (ROPS)
FOR NALOXONE TRAINING (see Appendix A) to ensure they are equipped with the knowledge
and resources to respond effectively in emergencies.

+ PROMOTE PRESCRIPTION DRUG TAKEBACK PROGRAMS ACROSS THE STATE through initiatives
like Count it! Lock it! Drop it! to encourage proper medication tracking, storage, and disposal to

prevent misuse and accidental exposure.

+ PROMOTE THE POISON CONTROL NUMBER (see Appendix A) to ensure parents and caregivers\
can quickly access expert advice in case of accidental poisoning.

J



https://www.cdc.gov/healthyyouth/substance-use/index.htm
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CONCLUSION

C} THE GOAL of child fatality review is to BETTER UNDERSTAND
(/ the CAUSES OF DEATH of children in Tennessee AND to
IDENTIFY STRATEGIES for PREVENTING FUTURE DEATHS.

In 2022, the
TENNESSEE CHILD

MORTALITY RATE
was 22 o 60/0

GREATER v UNITED STATES

TENNESSEE
62.4 deaths per
100,000 children

THAN THE 50.9 deaths per
NATIONAL RATE. 100,000 children

S The team recommends continued
increased suicide prevention and
mental health services.

In 2022, the rate of suicide increased by 4.2%. Over half
(51%) of deaths by suicide resulted from firearms, 68% of
deaths by suicide occurred in the home of the child, and
63% of those affected by suicide were between the ages
of 15 and 17.

STAYED THE
Unintentional asphyxia and

SAME N 2022
« SLEEP-RELATED @a sleep-related deaths remain a
CAUSES top priority for prevention efforts.

DECREASED in 2022 , , o
In 2022, the rate of unintentional asphyxia increased by
* HOMICIDE 19.6%. Three-quarters of those affected were children
* FIREARMS under the age of 1 and 76% were sleep-related.

* DROWNINGS

* FIRE/BURN Both poisoning and fall/crush
* MVC deaths increased by 5 cases in 2022.

Numerous key areas identified in this report warrant further attention, as recommended by the State
Team. Several strategies are recommended to reduce firearm deaths, drownings, sleep-related deaths,
and MVC-related deaths, including secure firearm storage, enhanced monitoring of children while around
water, safe sleep practices, and implementation of Checkpoints™ (see Appendix A). Enrollment in
programs such as evidence-based home visiting, and CHANT care coordination is also recommended to
prevent child deaths. The team also recommends continued increased suicide prevention and mental
health services. In depth recommendations start on page 34.
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SUMMARY OF 2024 RECOMMENDATIONS

SAFE SLEEP | PREMATURITY

PREMATURITY AND UNSAFE SLEEP The following strategies are recommended to
CONTINUE TO BE LEADING CAUSES  address the risk factors and disparities
OF PREVENTABLE INFANT DEATHS related to infant safe sleep and prematurity.

CONVENE a Safe Sleep Collaborative consisting of members from Department of Children's Services (DCS),
Department of Human Services (DHS), Safe Kids Coalitions, hospitals, and other community partners to gain a
thorough understanding of current safe sleep (see Appendix A) education practices, inform the development
of new prevention opportunities, and establish concerted efforts to address Sudden Unexpected Infant Deaths
(SUID) in the most impacted communities. Efforts should be made to increase membership representation
from the West, Upper Cumberland, East, and Northeast health regions of the state given the increased burden
of sleep-related mortality in these areas.

EXPLORE infant mortality SCREEN all pregnant women enrolled DETERMINE areas with the
data by region to determine in CHANT, EBHYV, and WIC for tobacco largest disparities of sleep-
areas that have seen sustained use and refer to smoking cessation related deaths to tailor outreach
reductions and successful services, as needed. Follow-up should initiatives to populations most
strategies utilized that could be occur to understand whether smoking at risk of experiencing a sleep-
replicated across the state. cessation enrollment occurred. related death.

PARTNER with a state university to conduct a safe sleep needs assessment and develop a safe sleep strategic
plan to guide the state’s safe sleep efforts. The needs assessment should consist of community listening sessions
and focus groups related to safe sleep, development, distribution, and analysis of a survey of home birth workers,
local health departments, regional health departments, metro health departments, and birthing hospitals to
identify strengths and areas of improvement for TDH's safe sleep initiatives. The development of the safe sleep
strategic plan will be informed by the needs assessment.

. For acomplete list of acronyms,
Z@: abbreviations, and their meanings

click here or visit Appendix B on page 52.



SUMMARY OF 2024 RECOMMENDATIONS

SAFE SLEEP | PREMATURITY continued...

INCREASE utilization of family planning INCREASE awareness of the importance
services, including promoting family of preconception and prenatal care,
planning telehealth to optimize particularly the management of obesity
preconception health, reduce the (and underweight), chronic conditions,
percentage of unintended pregnancies, and smoking.

and improve birth outcomes.

PROMOTE and support the safe sleep diaper bag project (see Appendix A) through
the EBHV and CHANT programs.

REDUCE BARRIERS to prenatal care by increasing the number of sites that enroll pregnant
women in the Presumptive Eligibility Program (see Appendix A) and increase the enrollment of
pregnant women in the program.

CONTINUE to collaborate with local birthing hospitals to ensure each facility receives a copy
of Sleep Baby, Safe, and Snug book prior discharge. Collaboration should be expanded to
include book distribution through caregivers who perform home births.

CONTINUE to purchase portable cribs, sleep sacks and educational materials for hospitals,
local health departments, and community agencies for distribution to families in need of a
safe sleep environment. TDH, DCS, Tennessee Commission on Children and Youth (TCCY), and
Nurture the Next (www.nurturethenext.org) should continue to provide safe sleep education
and materials to caregivers of infants. TDH should broadcast the safe sleep PSA, focused on
new parents and developed in December 2023, in communities most impacted by SUID. TDH
should also utilize social media to share safe sleep messaging.

L. For a complete list of acronyms,
Z@: abbreviations, and their meanings

click here or visit Appendix B on page 52.
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HOMICIDE | SUICIDE | FIREARM-RELATED

FIREARM-RELATED DEATHS, HOMICIDES, AND SUICIDES CONTINUE
TO BE THE LEADING CAUSES OF DEATH AMONG OLDER CHILDREN.

The following strategies are recommended to address child deaths due to intentional violence.

TDH, DOE, TCCY, TDMHSAS, DCS, and Nurture the Next should
CONTINUE to provide Gatekeeper training—on warning
signs of suicide and how to respond—to their staff and
promote suicide prevention PSAs on social media and program
websites to increase community members’ and professionals’
knowledge of suicide prevention.

CONTINUE to monitor weekly suicide attempts in
ESSENCE (see Appendix A) and notify community partners
when there are alerts, https://tspn.org/essence. TDH, TSPN,
and TDMHSAS should continue to collaborate with these
partners to increase the number of actions taken, such as
offering Gatekeeper training, based on these alerts.

ACTIVELY ENCOURAGE community
partners to implement Be SMART (see
Appendix A), which is locally and nationally
recognized as an effective intervention to
promote secure firearm storage.

CONTINUE to work with East Tennessee
State University to implement a trauma
informed workplace (TIW) designation and
recruit agencies that work with children to
meet the criteria for designation,
https://www.betterworkplacestn.org/

CONTINUE & ENHANCE support of The Zero Suicide Initiative Task Force, (https://zerosuicide.edc.org/).
The Zero Suicide Initiative (see Appendix A) aims to improve care and outcomes for individuals at risk for suicide
in health and behavioral health care systems. The Zero Suicide Initiative Task Force, in concert with the
Tennessee Department of Mental Health and Substance Abuse Services (TDMHSAS), the Tennessee Suicide
Prevention Network (TSPN), and the Suicide Prevention Resource Center (SPRC), is working to help these
agencies eliminate suicides and suicide attempts within their client base by incorporating best practice

prevention and intervention strategies.

EXPAND the Tennessee Child and Adolescent Psychiatry Education and Support (TCAPES) program to support

the behavioral health needs of children and adolescents.

. For acomplete list of acronyms,
Z@: abbreviations, and their meanings

click here or visit Appendix B on page 52.
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HOMICIDE | SUICIDE | FIREARM-RELATED continued...

CONTINUE to promote CALM (see Appendix A), https://zerosuicide.edc.org/resources/trainings-
courses/CALM-course, across the state. CALM is a free online training to equip professionals with
strategies to help those at risk for suicide and put time and distance between themselves and any lethal
means. CALM encourages safe storage of lethal means, such as firearms and medications, during a
suicidal crisis.

ENSURE that partners providing firearm EMPLOY 2 data-to-action approach to develop a
storage education are aware of the availability multi-media campaign which addresses mental

of free gun cable locks through the health and suicidality (and associated stigma)
Department of Safety and Homeland among youth by increasing awareness, promoting
Security's Safe Store Tennessee program (see open discussions, and empowering students,
Appendix A). To locate a pick-up location in parents, and teachers to strengthen protective
your area, visit: SafeStoreTN.com. factors and safety planning practices.

COLLABORATE with TSPN and DOE to provide training for school personnel along with other
community agencies to implement Sources of Strength curriculum (SOS; see Appendix A)
https://sourcesofstrength.org, a best practice youth suicide prevention project designed to change
unhealthy norms and culture, ultimately preventing suicide, bullying, and substance misuse. DOE is
encouraged to explore options for integrating Sources of Strength training into before, during, and
after school programs. Tennessee Bureau of Investigation is encouraged to partner with law
enforcement to recruit school resource officers to participate in Sources of Strength, particularly in
high-risk areas of the state.

PARTNER with Centerstone (see PROMOTE the 988 Lifeline (see Appendix
Appendix A) to promote their online A) which provides free and confidential
telehealth training services for mental emotional support to people in suicidal crisis
health professionals. Led by expert or emotional distress 24 hours a day, 7 days a
clinicians and educators, this free online week.

training shares best practices in telehealth
for behavioral health and suicide
prevention.
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MVC CONTINUES TO BE

THE TOP CAUSE OF DEATH
AMONG TEENAGERS.

CONTINUE to recruit schools and

provide training to implement evidence-
based programs such as Checkpoints™
Tennessee in high fatality and crash
counties. TDH should provide training to
other caregiver groups to implement the

virtual version of Checkpoints™ Tennessee

in areas of the state in which schools are

not currently participating in the program.

Additionally, improper car seat use is a contributing
factor to MVC deaths among younger children.
Therefore, the following strategies to address MVC
deaths are recommended.

WORK with schools that have participated in
Checkpoints™|(see Appendix A), https://youngdriver
parenting.org/home-2/welcome-to-checkpoints-
tennessee, to develop success stories to distribute to
other schools. The success stories should discuss
implementation of Checkpoints™ Tennessee and/or
other evidence-based MVC prevention efforts. Success
stories should be disseminated throughout the state,
with a particular focus on high-risk counties, to assist
them with participation in MVC prevention.

INCREASE AWARENESS of motor vehicle/transportation safety messaging among high-risk
counties by developing and disseminating fact sheets with injury prevention strategies to these counties.
TDH should partner with DOE to disseminate the fact sheets to statewide agencies and schools.

PARTNER with the Pedestrian Task Force to explore strategies and partnerships that can reduce
deaths from MVC. TDH is encouraged to identify current efforts to reduce distracted driving and
strategies to expand those efforts throughout the state utilizing partners interested in MVC
prevention.

INCREASE funding for the Child Safety Fund
for the distribution of child safety seats through
community non-profit agencies. TDH should
disseminate fact sheets about the importance

of using care seats correctly.

(LY
N

EXPLORE opportunities to partner with
health regions to ensure each local health
department has a minimum of one individual
on staff that is a certified car seat technician.

TDH, DCS and DHS should CONTINUE TO PROMOTE correct car seat use.

. For a complete list of acronyms,
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IN RECENT YEARS,

THE NUMBER OF CHILD Therefore, the following strategies to address
substance use, misuse, and unintentional

DEATHS DUE TO POISONING overdose deaths are recommended.
CONTINUED TO INCREASE.

PARTNER with DOE and TDMHSAS to increase naloxone available in all Tennessee schools for
teachers and staff. Additionally, schools are encouraged to host training sessions led by Regional
Overdose Prevention Specialists (ROPS; see Appendix A) to teach middle and high school students on
the dangers of drugs and how to administer and obtain naloxone.

PARTNER with TDMHSAS to promote prescription drug take-back programs (see Appendix A)
across Tennessee. Prescription drug take-back boxes provide a safe and secure place for the
disposal of unused prescriptions and over-the-counter medications, preventing them from
getting into the hands of children.

PARTNER with TDMHSAS and ROPS to target COLLABORATE with TDMHSAS and
parents with education on substance use, ROPS to deliver evidence-based educational
misuse, and overdose deaths among youth. programs on substance use and misuse

directly to youth.

. For a complete list of acronyms,
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The information gathered through the
CFR review process is critical to
informing targeted prevention efforts.
This data to action piece is central to
the mission of CFR.
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ENHANCING FIREARM SAFETY
AWARENESS & EDUCATION

Initiative to Educate Families & Save Lives
Through Inpatient Pediatric Screenings

THE UNIVERSITY OF
L0 TENNESSEE

HEALTH SCIENCE CENTER

Recognizing firearms as the leading cause of death among children in the U.S., the
University of Tennessee Health Science Center (UTHSC) launched an inpatient initiative
to promote firearm safety. This program targeted families with limited access to primary
care, using hospital stays as a critical opportunity for education and prevention.

KEY INTERVENTIONS

RESIDENT EDUCATION
UPDATED SCREENING PROCESS
Firearm safety education was integrated into the

resident curriculum through the Be SMART model,
with key concepts reinforced during morning reports.

Pediatric residents added two firearm-
related questions to their history tool:

» Do you have firearms in

the home/vehicle? FAMILY ENGAGEMENT

Residents provided families with educational materials
and distributed gun locks from the Be SMART campaign
to promote secure firearm storage practices.

Are they stored and locked
separately from ammunition?

RESULTS THE Be SMART MODEL

A baseline review of 20 monthly patient
\/ charts in 2021 showed screening rates
for firearm safety were <1%. Following
these interventions, screening rates increased to
25.8% within three months and maintained higher
levels for six months, setting a new standard of care.

Secure firearms: locked and unloaded,
with ammunition stored separately.

Model responsible behavior.

Ask about unsecured

IMPACT guns in the home.

By expanding firearm safety screenings to

inpatient settings, this initiative reached

vulnerable populations and addressed a
critical public health need. The success underscores
the importance of proactive education and the
dedication of healthcare professionals in protecting
children and their families.

Recognize the role of firearms
in suicide prevention.

Tell peers about responsible
storage practices.

P> W0

Ramelle Glick, MD MPH; Amanda Walker, MD; Jeffrey Winer, MD; Kristen Bettin, MD, MEd
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ENHANCING FIREARM SAFETY EDUCATION

THROUGH HOME VISITS IN TENNESSEE

Implementing Be SMART Training
to Empower Home Visitors

A national survey revealed that while
74.6% of U.S. home visiting providers

assess firearms availability, 66.7% feel
inadequately trained to discuss
firearm safety with families.!

Recognizing the gap, the Tennessee SECURE  MODEL ASK  RECOGNIZE TELL

, ; all gunsin responsible  about the the role Your
Department of Health's (TDH) InJury ym:gr home bghavior presence of of guns peers to
Prevention Section partners with the BE and vehicles around guns unsecured in suicide  Be SMART
SMART Gun Safety program to empower othgeur"hso':qes
Evidence-Based Home Visiting (EBHV) .
program staff through training and BeSmartForKids.org

resources.?
PROGRAM IMPLEMENTATION

1. Collaboration: The TDH Injury Prevention team connected Dr. Alanna Truss, Be SMART lead
for Tennessee, with EBHV leaders. After discussing the initiative, they arranged training for
all EBHV home visitors.
2. Training Delivery: In August 2023, Be SMART staff conducted three tailored training sessions
for 216 home visitors. Pre-training surveys guided the content to address staff discomfort
and barriers in discussing firearm safety.
3. Materials provided to home visitors included:
. Be SMART brochures for distribution.
. Cable gun locks supplied by the Tennessee Department of Safety and Homeland Security.

KEY FINDINGS

. Pre-training, 27.8% of home visitors felt somewhat or very uncomfortable, and only 17.9%
felt very comfortable discussing secure firearm storage.

. Post-training, discomfort decreased to 20.9%, while comfort levels increased to 29.9%.

. Before training, 70.69% of staff discussed firearm safety during 20% or fewer visits. Post-
training, this dropped to 47.8%. with significant increased in discussions during more
frequent visit categories (21-40%, 41-60%, and 80%).

o Families showed a 10% increase in very positive responses to firearm safety messages.

SIGNIFICANCE

This initiative marked the first an EBHV program in Tennessee utilized Be SMART training,
demonstrating a tangible impact on both staff readiness and family engagement. By equipping
home visitors with the skills and resources to discuss firearm safety, TDH bridged a critical gap
in addressing firearm-related risks among vulnerable families.

References

1. Osborne MC, Guastaferro K, Banks S, Vedantam H and Self-Brown S (2024). Firearm screening and secure storage counseling among

home visiting providers: a cross-sectional study of SafeCare® providers in the U.S. Front. Public Health.
2. Secure gun storage. Be SMART/ https://besmartforkids.org/
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SAFE SLEEP
PUBLIC SERVICE
ANNOUNCEMENTS

Connecting with
New Parents

PSAs Safe sleep (see Appendix A) might seem simple, but the
REACHED Tennessee Department of Health (TDH) realizes there are
challenges to practicing safe sleep for many families. In
6.7 collaboration with the Fetal and Infant Mortality Review
MILLION teams and a professional production team, two PSAs were
VIEWERS developed to emphasize the importance of practicing safe

sleep, even when difficult.

To reach the majority of Tennesseans the PSAs were produced in both English and
Spanish. Data on infant mortality were used to establish prime viewing audiences for the
broadcasting of the finished products in zip codes with the highest counts of sleep-
related deaths based on 2021 child fatality review data. TDH also utilized streaming
platforms for dissemination and social media sites to broaden the reach of the PSAs. It
is estimated that from December 2023 through March 2024 the PSAs reached 4.6 million
viewers through broadcast TV and 2.1 million viewers through streaming TV for a total
reach of 6.7 million viewers. To view these PSAs and past media content click here.

During the development phase of the
PSAs, TDH staff worked with the
professional production team to draft
scripts to produce a PSA geared
towards mothers, and for the first
time, a PSA specifically relatable to
fathers. Once scripts and storyboards
were received, the Fetal Infant
Mortality Review teams in Shelby,
Davidson, Hamilton, and Knox
counties convened to review the
materials and refine the appearance,
script, and overall tone of the spots.
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IMPLEMENTATIO
SOURCES OF STRE

Empowering Tennessee
to Promote Mental H
and Prevent Suicide i
Communities

SOURCES

OF STRENGTH

The 2023 Child Fatality Annual Report recommended that the Tennessee Department of Health
(TDH) partner with the Tennessee Suicide Prevention Network (TSPN) and the Department of
Education (DOE) to implement Sources of Strength (SOS; see Appendix A). SOS is an upstream
approach to mental health promotion that involves both youth and adults in local schools
statewide.

In September 2023, the TSPN Youth Program Director began a focused outreach and
recruitment campaign, connecting with prospective local schools and faith-based organizations
in rural areas interested in the program. This effort aimed to bring the SOS initiative to
communities that could benefit the most from proactive mental health initiatives.

The official launch of SOS implementation in Tennessee took place on February 26 and 27,
2024, with training sessions at two high schools in Loudon County. At the first high school, 21
student peer leaders and eight adult advisors received training, while 18 peer leaders and eight
adult advisors were trained at the second high school. Following this, a high school in Coffee
County also implemented SOS, training ten student peer leaders, four adult leaders, and four
adult advisors on March 12, 2024.

After each training session, the SOS national team gathered feedback from participants. Peer
leaders reported feeling seen, heard, and happy to connect with schoolmates they typically
wouldn't interact with. Adult supervisors expressed confidence in the program and their ability
to create and lead SOS campaigns moving forward. Both schools planned to start implementing
SOS within ten days of their training sessions. Additionally, TSPN and the SOS national team
scheduled periodic check-ins with participating schools to discuss progress, address challenges,
and provide technical assistance.

To date, TSPN has conducted ten informational sessions, engaging 35 individuals from schools
and faith-based organizations in rural Tennessee counties. Through the combined efforts of
TDH and TSPN, an additional six schools have been recruited to participate in SOS. This includes
four schools in the Loudon County school district and two schools in the Van Buren County
school district, bringing the total number of recruited schools to nine. TDH anticipates that
these newly recruited schools will complete training and begin implementing SOS by August 31,
2024.

TDH and TSPN aim to implement the SOS program in 15 schools by August 31, 2025. From
February to October 2024, 7 schools and 2 faith-based organizations launched SOS, training 120
student peer leaders to expand its reach. This initiative empowers Tennessee youth to promote
mental health and prevent suicide, highlighting the impact of collaboration in public health and
education.
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If you would like to know more about these prevention opportunities in Tennessee,
please email the Child Fatality Review Program Director at CFR.Health@tn.gov.
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988 Lifeline

The 988 Lifeline provides free, confidential support 24/7 for individuals in emotional distress or
experiencing a mental health crisis. It offers immediate help and can connect individuals with resources
for ongoing support.

For more information or to reach out for help, call or text 988.

ACEs

Adverse Childhood experiences (ACEs) are potentially traumatic events that occur in childhood, such as
abuse, neglect, and household dysfunction. Understanding and addressing ACEs is crucial because these
experiences can have lasting effects on a child’s physical and mental health. By screening for ACEs and
providing support to children and families, we can mitigate the negative impacts of these experiences,
reduce the risk of violence and self-harm, and promote healthier, safer childhoods.

To learn more, visit https://www.cdc.gov/aces/about/index.ntml.

To learn more about how Tennessee is addressing ACEs, visit
https://www.tn.gov/dcs/program-areas/child-health/aces.html.

Be SMART

The Be SMART program is an initiative focused on promoting responsible firearm storage to prevent
firearm-related injuries among children. By raising awareness and fostering community engagement, Be
SMART aims to create safer environments for children.

To learn more, visit https://besmartforkids.org.

CALM

Counseling on Access to Lethal Means (CALM) is a free online training designed to equip professionals with
strategies to support individuals at risk of suicide and to safely manage lethal means. The training
encourages the safe storage of items such as firearms and medications during a suicidal crisis. This
resource is available to promote statewide, helping to provide time and distance between individuals and
lethal means.

For more information and to access the training, visit https://www.calmamerica.org/.

Car Seat Safety Fund

The Tennessee Department of Health manages a child safety fund, supported by fines for non-use of
child safety seats. Funds are used to purchase and distribute car seats to families in need through
hospitals, health departments, and non-profit organizations. Parents needing a car seat can contact their
local health department for assistance.

To learn more, visit https://www.tn.gov/health/health-program-areas/fhw/injury-and-violence-prevention-
programs/injury-topics/motor-vehicle-crashes.html.

47
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Centerstone Telehealth

Centerstone offers free online telehealth training services for mental health professionals, led by expert clinicians
and educators. These trainings focus on best practices in telehealth for behavioral health and suicide prevention.

For more information or to register, visit https://centerstone.org/telehealth/.

Child Passenger Safety

Proper use of child safety seats and boosters can significantly reduce the risk of injury in the event of an
accident. For more information on choosing and installing child safety seats, visit
https://www.tn.gov/content/dam/tn/health/program-areas/vipp/Keep-Child-Passengers-Safe-Child-Safety-Seat-
Infographic-wPG.pdf.

Checkpoints™

CheckPoints™ is a comprehensive program designed to help parents ensure the safety of their teen drivers. It
provides tools and resources for monitoring driving behaviors, encourages safe driving practices, and supports
parents in having effective conversations about driving safety with their teens. By participating in CheckPoints™,
parents can help reduce risky driving behaviors and improve overall road safety for young drivers.

To learn more, visit https://youngdriverparenting.org/.

ESSENCE Alert System

The Tennessee Department of Health (TDH) uses the Electronic Surveillance System for the Early Notification of
Community-Based Epidemics (ESSENCE) to monitor weekly trends in suicidal behavior among children 17 and
under. Ninety-nine percent of Tennessee hospitals with emergency departments report into the system.

Each week, TDH Suicide Prevention Program staff review reports on children visiting emergency departments for
suicidal ideations, self-harm injuries, or suicide attempts. If a county reports an above-average number of such
visits, an ESSENCE alert bulletin is triggered.

This bulletin notifies community partners about the increase, trends in demographics, and risk factors noted
during visits. This information is utilized to provide prevention support, guidelines, resources, and trainings.

To learn more, visit https://www.tn.gov/health/health-program-areas/fhw/suicide-prevention/data.html.

Family Planning Services

Family planning services are essential for optimizing pre-pregnancy reproductive health, reducing the
percentage of mistimed pregnancies, and improving birth outcomes. The Tennessee Department of Health
(TDH) offers a range of family planning services, including telehealth options, to provide accessible care and
support for individuals making decisions about their reproductive health.

For more details on available services, visit https://www.tn.gov/health/health-program-areas/fhw/fp/fp-
services.html.
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Free Smoke Alarms

A request for a smoke alarm can be made if the home meets the following conditions:
» There are not currently working smoke alarms in the home.
* The current smoke alarms are older than ten years.
+ The person making the request resides at the property.
+ The home is not new construction (new residential construction is ineligible for the
program).

*Smoke alarms are not guaranteed. The local fire department must be a participant in the Get Alarmed
program. This is a smoke alarm installation program only. Alarms will not be shipped. A local fire department
will install the alarms in the residence once the request is processed. All requests will be processed within 6-8
weeks.

Request an alarm: https://www.tn.gov/commerce/fire/prevention-education-and-outreach/request-a-
free-smoke-alarm.html.

Naloxone Training

Through Tennessee's Regional Overdose Prevention Specialists, Tennesseans can receive training in
recognizing and responding to overdoses. Further, individuals, prescribed opioids and deemed at high
risk for overdose, and their families qualify for free naloxone and additional resources. Naloxone
Training Information (tn.gov)

Prescription Drug Take-Back

Prescription drug take-back boxes provide a safe way to dispose of unused prescription medications

and over-the-counter drugs. These boxes prevent medications from falling into the wrong hands and
protect the environment by ensuring proper disposal. Medication collection events and programs are
part of a national effort to reduce the disposal of pharmaceuticals via drains and flush toilets.

To learn more and to find the closest take-back location, visit https://www.tn.gov/behavioral-
health/substance-abuse-services/prevention/take-back-box.html.

Poison Control Center

Poison Control Center's mission is to prevent poisonings, save lives, and limit injury from poisoning by
providing free, expert guidance online or by phone, 24/7. Poison control services optimize poisoning outcomes
and decrease health care costs. Access support two ways:

« Online, using the webPOISONCONTROL"® tool.
* By phone at 1.800.222.1222.
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Presumptive Eligibility

Presumptive Eligibility for pregnant women in Tennessee is a program designed to provide immediate access
to healthcare services for eligible pregnancy individuals, even before a formal eligibility determination is
completed. This program ensures that pregnant women receive timely and necessary prenatal care, which is
vital for the health of both the mother and the baby. Presumptive Eligibility helps to address urgent
healthcare needs and supports better birth outcomes.

For more information, visit https://www.tn.gov/health/health-program-areas/fhw/presumptive-eligibility.html.

Regional Overdose Prevention Specialists (ROPS) are located throughout Tennessee to provide training and
education on opioid overdose prevention and naloxone distribution. From October 2017 - June 2024, ROPS
distributed over 687,000 units of naloxone, saving an estimated 82,000 lives. ROPS, who include peer nurses,
paramedics, and Certified Peer Recovery Specialists focus on first responders, individuals at high risk of
overdose, their families, and treatment agencies. They also conduct trainings on harm reduction, stigma
reduction, and public awareness of the opioid crisis.

To learn more about ROPS, visit
https://www.tn.gov/behavioral-health/substance-abuse-services/prevention/rops.html.

Safe Sleep

Tennessee Department of Health provides portable cribs, sleep sacks, and educational materials to hospitals
and community agencies to support safe sleep for infants.

To request materials, contact Peju Makinde at Peju.Makinde@tn.gov or 615.253.4099.

Safe Store Tennessee

The Safe Store Tennessee program provides free cable gun locks to promote secure firearm storage and reduce
the risk of accidental injuries. These locks are available at Tennessee Highway Patrol district headquarters and
local county sheriff's offices. Requesting these free locks helps ensure that firearms are stored safely away from
children and unauthorized users.

To learn more about the Safe Store Tennessee program and where Tennesseans can request a free cable lock,
visit https://www.tn.gov/safety/tnhp/handgun/safestore.html.

Sources of Strength

Sources of Strength is a comprehensive wellness program that aims to prevent suicide, bullying, and substance
abuse by fostering positive relationships and promoting resilience among youth. The program uses peer leaders
and trusted adults to build protective factors and create a supportive community environment.

To learn more, visit https://sourcesofstrength.org/
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TCAPES

The Tennessee Comprehensive Access to Psychological and Emotional Support (TCAPES) program
provides critical mental health services through free, same-day phone consultations with licensed
mental health providers. TCAPES also offers behavioral health training to primary care providers and
helps individuals find community-based behavioral health resources. The program aims to improve
access to mental health care and support for Tennesseans in need.

To learn more about TCAPES, visit https://www.tn.gov/health/health-program-
areas/fhw/tcapes/about-tcapes.html.

To speak to the Physician Consult Link, call 901.395.2124. Consult hours are
Monday through Friday from 8:30 am - 5 pm (except on public/institutional holidays).

Trauma-Informed

Workplace Designation

The Trauma-Informed Workplace Designation program aims to help organizations create supportive
environments for individuals who have experienced trauma. This program provides guidelines and
criteria for agencies to integrate trauma-informed practices into their workplace policies and
interactions, particularly for those working with children. The designation emphasizes understanding
and addressing the effects of trauma to foster a more resilient and supportive organizational culture.

For more information, visit https://www.betterworkplacestn.org/.

QPR Gatekeeper Suicide

Prevention Training

Question, Persuade, Refer (QPR) Gatekeeper Suicide Prevention Training is designed to equip
individuals with the skills to recognize the warning signs of suicide and respond effectively. This
initiative aims to enhance community and professional understanding of suicide prevention.

For more information about QPR training, visit
https://mhaofcc.org/program/qpr-gatekeeper-suicide-prevention-training.

Zero Suicide

Initiative Task Force

The Zero Suicide Initiative Task Force focuses on improving care and outcomes for individuals at
risk of suicide within health and behavioral health care systems. In partnership with the Tennessee
Department of Mental Health and Substance Abuse Services (TDMHASA), the Tennessee Suicide
Prevention Network (TSPN), and the Suicide Prevention Resource Center (SPRC), the Task Force
works to eliminate suicides and suicide attempts by implementing best practice prevention and
intervention strategies.

For more information, contact Anna Sever, TSPN Executive Director, at asever@tspn.org.



mailto:asever@tspn.org
https://mhaofcc.org/program/qpr-gatekeeper-suicide-prevention-training
https://www.tn.gov/health/health-program-areas/fhw/tcapes/about-tcapes.html
https://www.tn.gov/health/health-program-areas/fhw/tcapes/about-tcapes.html
https://www.betterworkplacestn.org/
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ACRONYM MEANING

ACEs
CALM
CDC

CDC WONDER

CFR
CHANT
CHASCO
CSpP

DCS
DIDD
DOE

DSI
EBHV

ESSENCE

ETSU
MVC
NCFRP
PSA
SAVE
SDY
SOS
SUID
TBI
TCAPES
TCCY
TDH
TDMHSAS
THA
TIW
TSPN

Adverse Childhood Experiences

Counseling on Access to Lethal Means

Centers for Disease Control and Prevention

CDC's Wide-ranging Online Data for Epidemiologic Research
Child Fatality Review

Community Health Access and Navigation in Tennessee
Coalition for Healthy and Safe Campus Communities
Comprehensive Suicide Prevention

Department of Children's Services

Department of Intellectual and Developmental Disabilities
Department of Education

Death Scene Investigation

Evidence-Based Home Visiting

Electronic Surveillance System for the Early
Notification of Community-based Epidemics

East Tennessee State University

Motor Vehicle Crash

National Center for Fatality Review and Prevention
Public Service Announcement

Schools Against Violence in Education

Sudden Death in the Young

Sources of Strength

Sudden Unexpected Infant Death

Tennessee Bureau of Investigation

Tennessee Child and Adolescent Education and Support
The Commission on Children and Youth

Tennessee Department of Health

Tennessee Department of Mental Health and Substance Abuse Services
Tennessee Hospital Association

Trauma Informed Workplace

Tennessee Suicide Prevention Network
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of 2022 INFANT DEATHS: TN vs US

In Tennessee and across the United States,
birth defects, prematurity, low birthweight,

external injuries, and sudden infant death syndrome
continue to be the leading cause of infant deaths.

TENNESSEE

Birth defects

Accidents (unintentional injuries)

Preterm birth and low birthweight

Maternal complications of pregnancy

Bacterial sepsis of newborn

Complications of placenta, cord, and membranes
Sudden infant death syndrome (SIDS)
Necrotizing enterocolitis of newborn

Atelectasis (partial lung collapse)

Diseases of the circulatory system
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UNITED STATES

Birth defects

Preterm birth and low birthweight

Sudden infant death syndrome (SIDS)

Accidents (unintentional injuries)

Maternal complications of pregnancy
Complications of placenta, cord, and membranes
Bacterial sepsis of newborn

Respiratory distress of newborn

Intrauterine hypoxia and birth asphyxia

Diseases of the circulatory system
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Data source: Tennessee Department of Health, Office of Vital Records and Health Statistics, Death Statistical File; National Center for
Health Statistics, National Vital Statistics System, mortality data file.. TN reports low birthweight and preterm birth in the same
category: most infants who are born preterm are also of low birth weight
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STATEMENT OF COMPLIANCE

Statement of Compliance with 2012 Tenn. Pub. Acts, ch. 1061 (the “Eligibility Verification for
Entitlements Act”) as required by Tenn. Code Ann. § 4-57-106(b)

None of the Department’s activities relative to the Child Fatality Review Teams involve the
provision of services to individuals who are subject to the SAVE Act.




TN Department of
.Health

Tennessee Department of Health
Division of Family Health & Wellness

Department of Health Authorization No.
355827. This Electronic publication was
promulgated at zero cost. December 2024.




	Slide Number 1
	Slide Number 2
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Slide Number 14
	Slide Number 15
	Slide Number 16
	Slide Number 17
	Slide Number 18
	Slide Number 19
	Slide Number 20
	Slide Number 21
	Slide Number 22
	Slide Number 23
	Slide Number 24
	Slide Number 25
	Slide Number 26
	Slide Number 27
	Slide Number 28
	Slide Number 29
	Slide Number 30
	Slide Number 31
	Slide Number 32
	Slide Number 33
	Slide Number 34
	Slide Number 35
	Slide Number 36
	Slide Number 37
	Slide Number 38
	Slide Number 39
	Slide Number 40
	Slide Number 41
	Slide Number 42
	Slide Number 43
	Slide Number 44
	Slide Number 45
	Slide Number 46
	Slide Number 47
	Slide Number 48
	Slide Number 49
	Slide Number 50
	Slide Number 51
	Slide Number 52
	Slide Number 53
	Slide Number 54
	Slide Number 55
	Slide Number 56
	Slide Number 57
	Slide Number 58
	Slide Number 59
	Slide Number 60
	Slide Number 61

