SOUTH DAKOTA DEPARTMENT OF HEALTH

Child Death Review

East and West River Teams

Standardize the process

Support/Training for the review teams.
Abstracting of child deaths in 2021

— Review statewide deaths 0-12 years of age

— This includes infants post hospitalization
— Each team will meet three times a year



South Dakota
Infant Death Review

{  South Dakota State University
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South Dakota Infant Death Review

* FORMATION:

— History | NATIONAL
— IDR officially formed in 2012 X\
— Began utilization of Child Death Review (CDR) —
Case Reporting System data collection tool Center for Fatality Review & Prevention
« GOALS:

— To understand why infants die and to act to prevent other deaths

— To utilize the CDR data reporting tool so that data can be
reviewed by a state-level advisory group for prevention efforts
and to annually review data to make recommendations to help
turn tragedies into lessons that can prevent other deaths.

~ South Dakota State University’
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1l
ant Death Review PROCESS

Case Type O Death Death C ate Number

O Near death/serious injury Birth Certificate Number:

= i o
State / County of Team N er | Year of Review ! Sequence of Review B { porn alve \ otal/stillborn) ME/Coroner Number

eft hospital following birth

. Race, check all that apply O uK |6 Hispanic of
[ Wwhite [ Native Hawaiian Latino origin’?
[ Black acific \slander QO Yes O Mmale
Hours [ Asian, SPe Y. spec ONo O Female
Minutes [0 American \ndian, Tribe: QUK QUK
[ Alaskan Native, Tribe
g. Residence address 9. Child's weight at death
Street & slounces P e
O Gmmsf‘m‘-ograms
City 10. Child's height at death
State: County @) Feet/inches
Ocm e
43. Child had disability chronic iliness? QO Yes O UK 15. Child's health insurance check all that apF
If yes, check all that apply [ None [ \ndian Health Service
() Physma\/or\hnmed\c_ specify 3 hild receiving Childrens [ private [ Other, specify:
O Mental healtn/substance abuse, specify _ocial Health Care Needs serVvic [ Medicaid O UK
El Cognmvu:‘m\c\\ecma‘\ specify D Yes O No / [ state plan
[ sensory, gpecify

O uK 16. Was the child up 10 date with Academy of Pediatrics

p—




Principal Data Sources

* Death certificate
« SUID Investigation Reporting Form
« Coroner and medical examiner records
« Autopsy results
« Chart review
« Lab work (toxicology, metabolic, X-rays, etc.)
« Law enforcement reports
* Birth Certificate
* Child Death Review
* Medical record
« EMS/ED records
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Infant Death Review Demographics
2015 - 2019

CDR Reviewed Infant Deaths by Year

2015 2016 2017 PAONRS) 2019
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Demographics - Race
2015 - 2019

® \White

® American
Indian

» Other . ant deaths

= Unknown , it
qcial dispar’”
rer e — (b?

® American Indian

m Other
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Demographics

2015 - 2019
Deaths by Race Deaths by Race by Year
100%
6 ¢ 7
80%
7
5
60% 6l
40%
17 17
20% 10
= White = Amer Indian = Other 0%
2015 2016 2017 2018 2019

® \White = American Indian = Other*

X South Dakota State University’

* Includes 17 multiracial
ATkt LEAITH




Demographics
2015 - 2019

Deaths by Race Deaths by Race by Year

100%

80%

60%

40%

20%

m White = Amer Indian = Other 0%
2015 2016 2017 2018 2019

® \White = American Indian = Other*
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Demographics - Sex

2015 - 2019
Births
IDR Deaths
m Male
= Female
m Male
m Female

{  South Dakota State University
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Demographics

2015 - 2019
Sex of Deceased Deaths by Sex by Year
100%
5
80% 11 11
60%
40% 22
23 17 18
20%
0%
m Male =Female 2015 2016 2017 2018 2019

® Male ®Female

South Dakota State University’
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Demographics

2015 - 2019
35 -
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Demographics

2015 - 2019
35 - Gestational Age
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Manner & Cause of Death

2015 - 2019
* Natural (47) * Accidental (48)
« SIDS (13) « Asphyxia (42)
« Congenital anomalies (8) * Motor vehicle (3)
* Other medical (6) * Drowning (1)
» Other infection (5) « SIDS (1)
* Pneumonia (4) « UNK (1)
« Cardiovascular (4) « Homicide (7)
* Other perinatal (1) . Weapon (3)
» Cancer (1) « External - Other (3)

* Influenza (1)
* Null or Unknown (4)

« External - Unknown (1)
« Undetermined (43)

» Undetermined (35)

» SIDS (6)

* Unknown (2)
.



Manner & Cause
2015 — 2019

Deaths by Manner Deaths by Manner & Major Cause

100%

0%

m SIDS Other Natural
m Natural m Accidental = Undetermined B Asphyxia m Other Accidental
Undeter. SIDS m Undeter. NO SIDS



Manner of Death by Race, 2015-2019

m Amer Indian

Natural
m \White
_ 2.31
Accidental
Undetermined
0.0 1.0 2.0 3.0

Mortality Rate per 1,000 Births

Numbers of deaths are given within the bar.
Includes only deaths among American Indian & White infants; homicides and
unknown manner of death are not shown.

_ South Dakota State University’
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Deaths Related to Sleep Surface
2015 - 2019

Total IDR Deaths:

“Was the death
related to sleeping or
the sleep
environment?”

Incident Sleep Place: 50 12 19 p)

Adult Bed Couch Other * B'Z"nkk((ll))m

* Other includes floor (6), car seat (4), bassinet (4), Rock ‘N Play (2),
Changing mat wedge (1), Rocker chair (1), Bouncy chair (1)



Crib Availability for Sleep-related Deaths
2015 - 2019

Was there a crib (includes Pack ‘n Play),
bassinet, bed side sleeper or baby box
In the home?

Yes

No
m Missing
® Unknown

_ South Dakota State University’
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Crib Availability
2015 - 2019

Of the 99 sleep-related deaths, 52% occurred in an adult bed (N=50):

Was there a Crib / Bassinet / Port-a-Crib in the home?

35 -
30
25 A
20 -
15 -

10 ~ 4
5

0 - _—

Yes No Unk/Blank

AS

Number of Deaths

Of 99* sleep-related deaths, 55 occurred when infant

was bed-sharing (39 with an adult, 6 with a child, 10 with an adult
AND another child).

*21 of the 99 did not have these questions answered, so bed-sharing could be even higher.




Sleep Environment Breakdown

INFANT DEATHS
2015 - 2019

"Was the death related 4
to sleeping or the sleep
environment?” UNK/BL

Was the sleep location a
FIRM SURFACE*?

Was the infant
SLEEPING ALONE?

Was the sleep location
free from
SOFT ITEMS**?

* “Firm Surface” includes crib (including pack ‘n play), bassinet, or floor.

** “Soft Items” includes comforter, blanket/flat sheet, pillow, cushion, boppy, positioner, bumper pads, or toy.




Summary

« Disproportionate number of deaths among American
Indian population than among whites.

« Disproportionate number of deaths among males
than among females.

« Younger infants have a higher number of deaths
than older infants.

« 73% of deaths were related to sleeping or the sleep
environment. Of these, 52% occurred in an adult
bed and of the records with bed-sharing questions
answered, 71% reported bed-sharing (s/7s).

{  South Dakota State University
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e ISDUTH DAKOTA DEPARTMENT OF HEALTH

To reflect on the information and data that was just presented;

What positives did you identify?

What was concerning to you?

Did you identify any gaps in the data?

Based on that reflection;

What are some areas of improvement? (either to the data collection process,
data analysis, ideas for prevention strategies)



SOUTH DAKOTA DEPARTMENT OF HEALTH

South Dakota Maternal
Mortality and Morbidity

Katelyn Strasser, MPH, RN
Maternal Child Health Epidemiologist, SDDOH

Dr. Mary Carpenter
Medical Director-Department of Health and Medicaid



Huge Racial Disparities Found
in Deaths Linked to Pregnancy

Shortcuts / Serena Williams
and the realities of the
'maternal mortality crisis’ ‘

Major maternal health legislation’ .
signed into law

Courtesy of the Bioomstein Family

The Last Person You'd Expect To Die In Childbirth

The briefing / Why do women
still die giving birth?

For Every Woman Who Dies In Childbirth
In The U.S., 70 More Come Close
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MATERNAL MORTALITY DEFINITIONS:

Source: Review to Action

Pregnancy-associated death: The de=ath
of a worman while pregnant or within ons
vear of the termination of pregnancy,
regardless of the canse. This makes up the
universe of maternal mortality. Withun that
universe are pregnancy-related deaths
and pregnancy-associated, but not related
deaths.

Pregnancy-associated, but not related
death: The death of a wornan during
pregnancy or within one vear of the end of
pregnancy, from a canse that is not related

o pregnancy.

Pregnancy-related death: The death of
a wornarn during pregnancy of within
one year of the end of pregnancy, from

a preqnancy cormplication, a chain of
events initiated by pregnancy, or the
aggravation of an unrelated condition by
the physziologic effects of pregnancy.

PREGNANCY-
%, ASSOCIATED

DEATH &
o4 é;
iY g 2 a-.l.‘

.,l'
'-.L.

i L 4

Y

Pragnancy-related
death

Pregnancy-associated,
but not related death

W, | 'f*v

=



SOUTH DAKOTA DEPARTMENT OF HEALTH

Data Sources
Pregnancy Mortality Surveillance System (PMSS)

Source:
CDC PMSS

Use death certificates linked to fetal death and birth
certificates

Reviewed by medical epidemiologists

Classify as pregnancy-associated, pregnancy-related,
cause of death, and identify injury relatedness

Most recent data is from 2017

Does not count SD resident deaths that occurred in
other states



SOUTH DAKOTA DEPARTMENT OF HEALTH

Trends Iin pregnancy-related mortality in the
United States: 1987-2016

PRMR*

Sources:
CDC PMSS *Number of pregnancy-related deaths per 100,000 live births per year

Catalano, AJOG



SOUTH DAKOTA DEPARTMENT OF HEALTH

Racial/Ethnic Disparities in Pregnancy-Related Mortality Exist

Source: CDC
PMSS

PMSS data 2011-2016

Pregnancy-related mortality ratios:

42.4 deaths per 100,000 live births for Black non-Hispanic women
30.4 deaths per 100,000 live births for American Indian/Alaskan Native
non-Hispanic women

14.1 deaths per 100,000 live births for Asian/Pacific Islander non-
Hispanic women

13.0 deaths per 100,000 live births for white non-Hispanic women
11.3 deaths per 100,000 live births for Hispanic women



0 ISDUTH DAKOTA DEPARTMENT OF HEALTH

Factors in disproportionate pregnancy-related mortality ratios

Access to care Quality of care Prevalence of
chronic diseases

Source: Petersen,
MMWR, 2019
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Number of Pregnancy-Associated but Not Related vs.
Pregnancy-Related Deaths, 2010-2017
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Source: CDC
PMSS



SOUTH DAKOTA DEPARTMENT OF HEALTH

1in 4 maternal
deaths in South
Dakota is
pregnancy-related

Source: CDC
PMSS



c I SOUTH DAEKOTA DEPARTMENT OF HEALTH

Source: CDC
PMSS

Causes of Pregnancy-Associated Deaths, 2010-2017

Other non-cardiovascular conditions
Cardiovascular conditions

Infection

Hypertensive disorders of pregnancy
Hemorrhage

Amniotic fluid embolism
Cardiomyopathy

Cerebrovascular accident

T 69.2%

I 0.6%
B 0.6%
M 3.9%

B 19%
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Percent of Pregnancy-Associated Deaths Due to an Injury, 2010-2017
Noinjury |, 42.3%
Motor vehicle accident || NN 21.2%
Suicide |GGG 13.5%
Drug overdose(unintentional, accidental) || GG 11.5%
Homicide |G 7.7%
Other [l 1.9%

Unknown [} 1.9%

0 5 10 15 20 25 30 35 40 45

Percent

Source: CDC
PMSS



SOUTH DAKOTA DEPARTMENT OF HEALTH

Data Sources

South Dakota Vital Statistics

 Death certificates linked to fetal death and birth
certificates

* Reviewed by SDDOH staff
* More current data (2019)
* Considers SD residents that died in other states

Source:
South Dakota Vital Statistics
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Number of Pregnancy-Associated Deaths, 2010-2019
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Source:
South Dakota Vital Statistics
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Timing of Pregnancy-Associated Deaths, 2010-2019

m pregnant at time of
death

® pregnant within 42
days of death

m pregnant 43 daysto 1

year before death

Source:
South Dakota Vital Statistics



SOUTH DAKOTA DEPARTMENT OF HEALTH

Demographic Characteristics of all Pregnancy-Associated Deaths, 2010-2019 (N=71)

Frequency Percent Frequency Percent
Maternal Age Frequency Percent Education
<20 8 11.3 Marital Status Less than high school 16 225
20-24 9 12.7 Married 29 40.8 High school graduate or
25-29 22 31 Never married 34 47.9 GED 29 408

) Some college 9 127
30-34 18 25.4 Divorced 6 8.5
College graduate or
>=40 4 5.6 Unknown 1 1.4 Not stated 1 1.4
Source:

South Dakota Vital Statistics
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Source:
South Dakota Vital Statistics

Percent of Pregnancy-Associated Deaths by Race, 2010-

2019
60
52.1%
50
20 38.0%
<
3 30
&
20
10
>-6% 4.2%
0 ] _—
White American Indian Asian Black

Percent of live births by mother’s race from 2010-2019 was 72.3% for white women
and 15.0% for American Indian women
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Source: CDC
PMSS

Data Sources
Maternal Mortality Review Committee (MMRC)

Multidisciplinary committee that reviews
deaths that occur during or within 1 year of
pregnancy

Data gathered by nurse abstractor, put into
MMRIA system, and turned into de-
identified case narratives

Determines pregnancy-relatedness and
makes specific recommendations for
prevention



SOUTH DAKOTA DEPARTMENT OF HEALTH

MMRIA

RENIEW DATE RECORD ID &

PREGMAMCY-RELATEDMNESS: SELECT ONE

[] PREGMANCY-RELATELD
& death during pregnancy or within one year of the end of
pregnancy from a pregnancy complication, a chain of events
initiated by pregnancy, or the aggravation of an unrelated
condition by the physiologic effects of pregnancy

D FREGHANCY-ASSOCIATED, BUT NOT-RELATED

A death during pregnancy or within cne year of the end of
pregnancy fnl;lgm a rg'anusc Rt = nat ml:.t:‘r.:l to pregnancy

L] PREGMANCY-ASSOCIATED BUT UNAELE TO DETERMINE
FREGNANCY-RELATEDMESS

D HOT PREGHANCY-RELATED OR-ASSOCIATED
({i.e. false positive, was not pregnant within one year of death)

ESTIMATE THE DEGREE OF RELEVANT INFORMATION
[RECORDS) AWAILABLE FOR THIS CASE:

D'EDIIF'I.ETE :_]EDMEWHAT COMPLETE
&ll records necessary for Major gaps {i.e. information
adequate review of the that would have been crucial
case were available to the review of the case)

DMDETL'I" COMFLETE :lHE'T COMFPLETE
Minor gaps (i.e. information Minimal records available for
that would have been review (i.e. death certificate
beneficial but was not and no additional records)
essential to the review of
the case) O mya

OOES THE COMMITTEE AGREE WiITH THE
UMDERLYING® CAUSE OF DEATH [ ves (.
LISTED OM DEATH CERTIFICATE?

UNDERLYING™

COMTRIBUTING

IMMIEDIATE

OTHER SIGHIFICANT

COMMITTEE DETERMINATIONS ON CIRCUMSTANCES SURROUNDING DEATH

DIk OBESITY CONTRIBUTE T THE DEATH? j'E'S D?HDBAEL'
DIl FISCRIMINATION CONTRIBUTE TO THE DEATH? LlvEs u PROBABLY

DiD MENTAL HEALTH COMDITIONE OTHER THAN

SUBSTANCE USE DISORDER CONTRIBUTE TO [Jves []rroEaeLs
THE DEATH?
DIk SUBSTANCE USE DISORDER CONTRIBUTE [lves [erosasey

TO THE DEATHF

MANMER OF DEATH

WAS THIS DEATH & SUICIDEY? J¥e=s [JrroBapLs
WAS THIS DEATH A HOMICIDE? [Jves []rroeapLs
IF ACCIDEMTAL DNEATH FIREARM EALL
HOMICIDE, OR SUNCIDE, SHARP INSTRUMENT PUMCHING
LIST THE MEAKS OF BLUNT INSTRUMENT KICKING /BEATING
FATAL INJURY POFSONIMGS EXPLOSIVE
CWERDISE CROWHING
O ranGinG) FIRE DR BURNE
STRAMGLLATICNS MOTOR VEHICLE

SUFFOCATION

IF HOMICIDE, 'WHAT WAS MO RELATIONESHIP DMQ UAIMTANCE
THE RELATINNSHIPF OF PARTMER DDT HER, SPECIFY:
THE PERPETRATOR TO EX-PARTMER

THE HECEDENT? OTHER RELATIVE

e
Cnc

[ELT

[Juo

uo
W LT

Cusknown

Llusknown

[usknown

Muskncwn

CJusknown

[Qusknown

CliMTEMTIONAL
MEGLECT
[JoTHER, SFECIFY:

Hummuwr-l
NOT APFLICABLE

CJurikmown
[IwoT APFLICAELE

*Unelarlying cauie ralers 1o the dissase or injury that iniGated the chain of evis leading to death oF the sircumstancas of te eecidant or violenos whach proeduced the fatal injury.



SOUTH DAKOTA DEPARTMENT OF HEALTH

MMRLA MATERMAL MORTALITY REVIEW COMMITTEE DECISIONS FORM w20
HErL
COMMITTEE DETERMINATION OF PREVEMTABILITY WS THIS DEATH PREVENTABLE? Clves Cno
& death is considered preventable if the committee determines that there was ~ R E— e
at least some chance of the death being averted by one or more reasonable CHAMCE TO ALTER OUTCOME J G000 CHANCE h"“r‘wk CHAMNCE
changes to patient, family, praovider, facility, system andfor community factars. N - [ mo cHance L |UNABLE TO DETERMINE
CONTRIBUTING FACTORS AND RECOMMEMDATIONS FOR ACTION (Entries may continue to grid on page 5)
CONTRIBUTING FACTORS WORKSHEET RECOMMEMDATIONS OF THE COMMITTEE
‘What were the factors that contributed to this death? f there was at least some chanoe that the death cowld have been averted, what were the specific and
Multiple contributing factors may be present at each level. feasible actions that, if implemented or altered, might have changed the course of events?

FESCRIPTHN OF ISSUE CONTRIBUTING COMMITTEE RECOMMENDATIONS LEVEL FREVENTION TYPE EXPECTED IMPARCT
calld [do vwha han?]
amrmaendationm & ribsuting facficra.

[eho=one balow)

CONTRIBUTING FACTOR KEY DEFINITION OF LEVELS PREVENTION TYPE EXFECTED IMPALCT
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SOUTH DAKOTA DEPARTMENT OF HEALTH

Maternal Mortality Review in
South Dakota

* South Dakota Preventable Death Committee

* Provide recommendations for death review processes
* Ad hoc maternal mortality committee

* Formed multidisciplinary group

* Received technical assistance from CDC MMRIA

* Signed onto MMRIA platform and attended 2019

MMRIA training
* New abstractor joining our team in April

* Have data sharing agreements out to health facilities for
signature
 Maternal Mortality Review Committee- TBD 2021



e ISDUTH DAKOTA DEPARTMENT OF HEALTH

To reflect on the information and data that was just presented;

What positives did you identify?

What was concerning to you?

Did you identify any gaps in the data?

Based on that reflection;

What are some areas of improvement? (either to the data collection process,
data analysis, ideas for prevention strategies)
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SDVDRS

South Dakota Violent Death Reporting System

e o,



eISDU'I'I-I DAKOTA DEPARTWIENT OF HEALTH

National Violent Death Reporting System (NVDRS)

* NVDRS is a state-based anonymous surveillance system

 CDC funding out of the National Center for Injury Prevention and Control
* SD, one of the ten remaining states to implement this system in 2018

States added by year:
I 2002: MA, MD, NJ, OR, SC, VA
I 2003: AK, CO, GA, NC, OK, R, WI
2004: KY, NM, UT
I 2009: MI, OH
W 2014:AZ, CT, HI, 1A, IL, IN, KS, ME, MN, NH, NY, PA, VT, WA
I 2016: AL, CA, DE, DC, LA, MO, NE, NV, Puerto Rico, WV
I 2018: AR, FL, ID, MS, MT, ND, SD, TN, TX, WY
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*  Collects information on all violent deaths
* Aviolent death includes:

— Suicides

— Homicides

— Undetermined Intent

— Unintentional firearm
— Legal intervention
— Terrorism

National Violent Death Reporting System

= Qver 600 variables

= Data about victim, suspect, incident, weapon, toxicology l

= Comprehensive depiction of the who, what, where, when, and how to gain
insight as to why the death occurred

Death Coroner/Maedical Law Enforcement
Certificates Examiner Reports Reports
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SDVDRS

South Dakota Violent Death Reporting System

*  South Dakota Department of Health received funding from CDC in 2018
— 4-year project period (9/2018 - 8/2022)
— Data collection started January 15, 2019
— Pilot year (Minnehaha and Pennington County)
— Statewide data collection started January 1%, 2020

*  SD-VDRS aims to provide our state and communities with a clearer understanding of
violent death.

*  This information can be used to guide state and local prevention efforts
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SDVDRS

South Dakota Violent Death Reporting System

Team;

* Kiley Hump- Administrator, Chronic Disease Prevention and Health Promotion
PI/Grant Manager, assist with the Preventable Death Committee

* Matt Tribble- Injury Prevention Coordinator
Program coordinator, assist with the Preventable Death Committee, prevention programming

* Amanda Nelson- Injury Prevention Epidemiologist/East River Data Abstractor
Data collection, abstraction and analysis

» Kaylyn Davis- West River Data Abstractor (Black Hills Special Services Cooperative)
Data collection, abstraction and prevention programming

* Mariah Pokorny- State Registrar, Office of Vital Statistics
Death certificates and coordination with coroners

* Jamie Messerli- Program Evaluator (Sanford Health)
Evaluation design, implementation, and reports




c Isoum DAKOTA DEPARTMENT OF HEALTH Source: SD-VDRS

Preliminary 2019 SD-VDRS Data

68 Violent Deaths in Minnehaha and Pennington County

Violent Deaths by County: Manner of Death
* 49% of cases occurred in Pennington County * 83.8% Suicides
* 51% of cases occurred in Minnehaha County * 14.7% Homicides

¢ 1.5% Undetermined

57 suicide deaths in Minnehaha and Pennington county

Suicide Methods

* 51% Firearm

* 32% Hanging/Suffocation
* 14% Poisoning

* 4% Other

Suicides by Sex and Race Suicides by Age Group

0, 0,
100? 82% 84% 40% 32%
80% 30%
60% 21%
0, 160
40% 20% % 12%
18%

20% .° 7% 9% 10% 7.% I I 7.% 5%

0% [ | [ |

0%
Female Male White American Other

] <20 20-29 30-39 40-49 50-59 60-69 70+
Indian



SOUTH DAKOTA DEPARTMENTOF HEALTH Source: SD-VDRS

Preliminary 2019 SD-VDRS Data

Factors Contributing to Suicide Deaths

Suicide intent disclosed 18%
History of suicidal thoughts/plans 32%
History of suicide attempts e —s———— 309
Argument (before/during injury) m——— 149
Relationship problem ——————ssssssss———— 320/
Substance problem e 140
Alcohol problem m—————————— 239
Mental health problem —  ————————————————— 3700

Depressed 171N OO C] |1 47%

0% 10% 20% 30% 40% 50%

Life Stressors Contributing to Suicide Deaths
33% of suicides had a life stressor documented in the coroner and/or law enforcement records.

School problem e 204
Eviction or loss of home m— 49,
Suicide of friend or famiy s 204
Non-suicide death of friend or family ——— 40/,
Job Problem m—— 70,
Financial problem m—— 70/
Disaster exposure mmmm 20
Contributing physical health problem - |60

0% 2% 4% 6% 8% 10% 12% 14% 16% 18%

Note: Circumstances surrounding suicide deaths were documented in reports by coroners and/or law enforcement. Persons who died by
suicide may have had multiple circumstances. It is possible that other circumstances could have been present and not diagnosed, known, or
reported.

Thank you to our data providers from Minnehaha and Pennington County!



0 Isoum DAKOTA DEPARTMENT OF HEALTH Source: SD-VDRS

Preliminary 2020 SD-VDRS Data

As of 2/24/21:
* 226 cases abstracted into NVDRS
*  43% (98) cases completed

2020 SD-VDRS Deaths by Manner of Death

90%
80% 78%
70%
60%
50%
40%

30%

0
20% 19%

10%
2% 1%
0% L | —

Suicide Homicide Undetermined Unintentional




Source: SD-VDRS

QISDUTH DAKOTA DEPARTMENT OF HEALTH

Preliminary 2020 SD-VDRS Data

SD-VDRS Cases by County of Injury (189 Cases)




c Isoum DAKOTA DEPARTMENT OF HEALTH Source: SD-VDRS

Preliminary 2020 SD-VDRS Data: Suicides

80 suicide deaths — completed cases

Suicide Methods

* 55% Firearm

* 33% Hanging/Suffocation
* 11% Poisoning

* 1% Other

Factors Contributing to Suicide Deaths

Suicide intent disclosed NG 31%
History of suicidal thoughts/plans [IIIIIIEGEGEGEGEGEEE 34%
History of suicide attempts NN 13%
Intimate partner problem NN 34%
Depressed mood INNINEEGEGEGEGEGEGNENNNNNNNNNNEEGEGEGE 48%
Substance problem NG 4%
Alcohol problem NN 34%

0% 20% 40% 60%

Note: Circumstances surrounding suicide deaths were documented in reports by coroners and/or law enforcement. Persons who died by
suicide may have had multiple circumstances. It is possible that other circumstances could have been present and not diagnosed, known, or
reported.



SDVDRS

SOUTH DAKOTA

NATIONAL VIOLENT DEATH
REPORTING SYSTEM (NVDRS)

VIOLENT DEATH REPORTING SYSTEM
|_00#.s0.Goviso-voes ]

VIOLENT DEATHS BY COUNTY OF INJURY,
SOUTH DAKOTA, 2017

system that covers al types of violent deaths NVDRS

°
callects information abou the who, what where. and g -
how an viclent deaths ard promides insight about why e - =
e son o o

collected in NVDRS web-based system. NYDRS stasted in et 2 B
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Resources

South Dakota Preventable Death Committee
* https://doh.sd.gov/statistics/PreventableDeath.aspx

*  Committee members, meeting minutes, and meeting
presentations

Coroner Training
* OQverview of SD-VDRS, SUDORS, and Coroner Worksheets

South Dakota Violent Death Reporting System (SD-VDRS)
* https://doh.sd.gov/statistics/sd-vdrs/
* Informational one-pager
* Pocket guide
* Reports

For printed resources, contact
Amanda Nelson
Amanda.Nelson@state.sd.us
605-367-7436
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