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. Fentanyl, a synthetic opioid, comes in two forms: pharmaceutical and
Key Points illicitly made. It is extremely potent and is up to 50 times stronger than heroin
and 100 times stronger than morphine, making even small amounts deadly.

Fifteen California residents

aged five and under died Across all age groups in California, non-fatal and fatal fentanyl-related
from fentanyl-related causes overdose (OD) rates increased rapidly between 2019 and 2023. Preliminary
in 2023. data show that the fatal OD trend slowed beginning in 2024.

Most cases: This report, prepared in accordance with Senate Bill 208 (Chapter 867,

o W dert q Statutes of 2024), aims to monitor and identify current trends in fentanyl-
@ ere uhaeriwo years oid. related deaths among children five and under, develop guidance, and
raise awareness to protect against and prevent such deaths.
ﬁ Occurred in a home. P o P

Fentanyl-Related Deaths among California Residents Five and Under, 2023
* Rate: 0.57 deaths per 100,000
California residents five and

ﬂ Had a bystander present.

. Count 15 under were fentanyl-related.
Recommendations: « OD Deaths: Fentanyl-related
Keep medication and drugs Age-Specific Rate 0.57 deaths among California
a locked and safely stored (per 100,000 residents)’ residents five and under made up
i about one-tenth of a percent of
Know how to respond & use % of Drug OD Deaths 0.13% all drug OD deaths and two-
* naloxone in the event of an % of Opioid OD Deaths 0.19% Le”n(’;gsec;f opioid OD deaths across
overdose. % of Child Deaths 0.73% + Child Deaths: Less than 1% of all
i“\CDPH (Five and Under) deaths among California
\c..,pa residents five and under were

fentanyl-related. |



Demographics & Circumstances

Final 2023 Death Certificate Data
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A More Detailed Look

Regional Views & Available Case Information
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Of all. the regions, the Bay Area had
the highest number of fentanyl-
related deaths among residents
aged five and under.
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CA State Unintentional Drug Overdose Reporting System (SUDORS)

The CA SUDORS project collects additional data that is not available on
the death certificate to better understand the circumstances of overdose
deaths and to help prevent such deaths in the future. The project collects
data from counties that voluntarily participate; therefore, the following
data frends may not be representative of broader statewide frends in
California. Participation varies by year, so year over year comparisons are
not possible.> Also, report standards are county-specific, so not all
variables are available for every county.

2022 2023 Of all known statewide
% (n) % (n) cases, detailed SUDORS
data exists for six total
SUDORS 36.36% (4) | 13.33% (2) cases between 2022 and
Non-SUDORS 63.64% (7) | 86.67% (13) 2023.

children aged five and under involved suspected illicit fentanyl
and none involved suspected prescription fentanyl.

' In 4 out of the 6 SUDORS cases, there was evidence that naloxone

® In 2022 and 2023, all 6 SUDORS fentanyl-related deaths among

was administered.

) In 5 out of the 6 SUDORS cases, a bystanderé was present (i.e.,
v family members, friend). In half of the cases, the bystander
®&Y odministered CPR.

In 4 out of the 6 SUDORS cases, drugs or paraphernalia evidence
were found at the scene accessible to the child and were not
securely stored.
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Awareness and Medication Safety

Medication Safety and Understanding Fentany!

Medication and Drug Safety?

» Educate children about medicine and explain why only a trusted adult should give it to them.

= Avoid telling children that medicine is candy to encourage them to take it.

» Inform visitors about the medicine safety rules in your home. Ask them to keep belongings that contain
medicine out of sight and reach.

» Remind caregivers about storing medicine safely when your child is staying with them.

lllicit fentanyl®?

lllicit fentanyl is distributed through illegal drug markets and mixed with other substances in pill,
powder, or liquid form, often disguised to mimic other illegal or prescription medications. Many
people may not realize their drugs contain fentanyl because it is undetectable by sight, smell, or
taste. This poses extreme danger since a tiny bit of fentanyl, only the size of a few grains of salt, can
be deadly.

Pharmaceutical fentany|*®

Pharmaceutical fentanyl is prescribed by doctors to tfreat severe pain. Fentanyl patches, an
] example of pharmaceutical fentanyl, have caused death or serious iliness in young children due to
(@ ) accidental exposure. Children can overdose on both new and used fentanyl patches by putting
them in their mouth or on their skin.
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Storage, Disposal, and Exposure Awareness

Protecting Children with Prevention and Rapid Overdose
Recognition

Children are at risk of accidental overdose if prescribed medications or drugs are not stored securely. You can
prevent children’s access to prescribed medication or drugs by faking precautions.!!

Protect children'0.11.12

Use childproof containers: Lock up prescribed medications and drugs. Keep them out of reach and sight of

children.

Secure storage: Free lockboxes are available in some areas to help with secure storage.'3

Original packaging: Keep medications in their original packaging and reseal after use.

Safe disposal: Dispose of medication safely by dropping off at a safe disposal location or using a prepaid mail-
back envelope (visit the Med Take Back California welbsite for locations or to request supplies). If these options are
unavailable, flush the medication if it is on the U.S. Food and Drug Administration's Flush List or dispose of it in the

trash after making it unappealing to children and pets.

An opioid overdose (OD) often presents with severe
difficulty breathing or not breathing,
unresponsiveness or unconsciousness. '

Opioid OD signs and symptoms'4

Very small, constricted pupils
Falling asleep or becoming unconscious

Slow, weak, or absent breathing

Choking or gurgling noises @
A limp body

Cold and clammy skin

Discoloration of skin, particularly around lips and
nails

Detecting early signs of fentanyl exposure in young
children can be hard. Drowsiness, a commonly
reported symptom, might be mistaken for
sleepiness. 0

Other signs and symptoms in children'®

= Difficulty breathing

Shortness of breath

Swelling of the face, tongue, or throat
Agitation

Changes in body temperature

Stiff muscles

7
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Opioid Overdose Response

What to Do & How to Use Naloxone

Recognizing an opioid overdose can be challenging. If in doubt, treat it as an overdose—it could save a life. For
fentanyl overdoses, multiple doses of naloxone may be needed. Start with one dose and wait 2-3 minutes before
giving another if necessary. Sometimes, one dose is sufficient.!4

Overdose Response'4
= Administer naloxone and call 911.
» Keep the person awake and ensure they are breathing.
= |f the person is not breathing and you have the necessary training, perform rescue breathing or CPR.
» Position the person on their side to prevent choking.

@ = Stay with the person until emergency responders arrive.

) = Forinstructions on how to reverse an opioid overdose using naloxone, you can watch this video: How to
respond o an overdose.

Naloxone!5:16.17

= Naloxone, a medication used to reverse opioid overdoses, is commonly given as an easy-to-use nasal
spray.

= Carrying and using naloxone during an overdose can save lives.

* Naloxone is safe for people of all ages and will not harm someone if they are not overdosing on an
opioid.

= Naloxone is available over the counter at pharmacies and online. Learn more at the Over the Counter
(OTC) Naloxone webpage.

= Cuadlifornia residents can purchase naloxone at a low cost from the CalRx website. It is also distributed for
free or at low cost by local organizations that have a naloxone distribution program.

» The Naloxone Finder from the National Harm Reduction Coalition helps locate naloxone in the
community.

» |f you use drugs and lack local resources, you might be able to obtain naloxone by mail through NEXT

L Distro.
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Opioid Use During Pregnancy

Health Risks and Treatment

Pregnant individuals using prescribed or nonprescribed opioids should consult with their health care provider to
ensure proper arrangements for prenatal, delivery, and neonatal care.

Risks during pregnancy’®

Opioid use during pregnancy can pose significant risks to both the pregnant individual and the fetus. Studies
have indicated that opioid use during pregnancy is associated with several adverse outcomes, including:

= Stilloirth
» Poor fetal growth
= Preterm delivery

Additionally, opioid use during pregnancy can sometimes result in neonatal opioid withdrawal syndrome (NOWS).

Opioid exposed infants'?

Infants exposed to opioids who were diagnosed with NOWS had a lower mortality rate compared to those
exposed and not diagnosed with NOWS. This suggests that screening and treatment for NOWS may be protective.
Discuss NOWS screening with your health care provider if you are concerned.

Consult with your health care provider about treatment'®

Early universal screening, brief interactions (e.g., a short discussion with feedback and guidance), and
appropriate opioid use disorder treatment enhance both maternal and infant outcomes. This information should
be discussed with your health care provider.
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Recommendations for Partners

Strategies to Prevent Fentanyl Exposure among Children Five and
Under

To protect children from fentanyl, its important to educate the public on preventing exposure in everyday
environments. This includes raising awareness of risks, emphasizing medication and drug safety, proper storage
and disposal, recognizing the signs of fentanyl exposure and overdose, improving access to naloxone, and
knowing how to respond if a child is affected.

Expand public awareness campaigns about child overdose risks and prevention, including information on
overdose signs, response, and naloxone use.

Leverage partnerships to share education regarding safe storage and disposal, child overdose signs,
response, and naloxone use.

Expand access to naloxone and provide training on its use.

Expand distribution of lockboxes and disposal tools.

Expand education for parents and caregivers about the risks of emerging illicit and pharmaceutical fentanyl
exposure.

Adopt non-punitive, harm reduction, and prevention strategies for those using opioids or illegal drugs.

@ ©®»OEE
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Appendix

Final Death Certificate Data, 2022-2023

Table A. Counts, Rates, and Percents

Table B. Demographics

202220 2023 202220 2023
Count 11 15 % (n) % (n)
Age-Specific Rate 0.40 0.57 Sex & Gender Identity
(per 100,000 residents)’ Female 36.36% (4) | 46.67% (7)
% of Drug OD Deaths 0.10% 0.13% Male 63.64% (7) | 53.33% (8)
% of Opioid OD Deaths 0.15% 0.19% Non-Binary 0.00% (0) | 0.00% (0)
% of Child Deaths 0.53% 0.73% Unknown 0.00% (0) | 0.00% (0)
(Five and Under) Age (years)
<] 18.18% (2) | 26.67% (4)
1 63.64% (7) | 46.67% (7)
2 9.09% (1) | 13.33% (2)
3 9.09% (1) | 13.33% (2)
4 0.00% (0) |  0.00% (0)
The most recent year of finalized death 5 0.00% (0) | 0.00% (0)
certificate data is 2023. Data from 2022 are Race/Ethnicity?
provided for reference and context only. American Indian/Alaska Native 0.00% (0) | 0.00% (0)
Counts are small and subject to fluctuations Asian 0.00% (0) |  0.00% (Q)
by chance. Chqnges from year to year may Black/African-American 0.00% (O) 13.33% (2)
not represent a trend and should be Hispanic/Lafinx 27.27% (3) | 60.00% (9)
interpreted with caution. Native Hawaiian/Other Pacific 0.00% (0) | 0.00% (0)
Islander
Multi-Race 18.18% (2) | 13.33% (2)
Other 0.00% (0) | 0.00% (0)
Unknown 0.00% (0) | 0.00% (0)
White 54.55% (6) | 13.33% (2)
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Appendix

Final Death Certificate & SUDORS Data, 2022-2023

Table C. Circumstances

Table D. Regions4

Table E. CA SUDORS

202220 2023 202220 2023
% (n) % (n) % (n) % (n)
Location? Rural North 0.00% (0) 6.67% (1)
Home 54.55% (6) | 80.00% (12) Greater Sierra 0.00% (0) 6.67% (1)
Trade/Service 0.00% (O) 6.67% (1) Sacramento
(Motel) Bay Area 45.45% (5) 33.33% (9)
Other Specified 9.09% (1) 0.00% (0) Central California 27.27% (3) 20.00% (3)
(Vehicle) Southern California 27.27% (3) 26.67% (4)
Unspecified 36.36% (4) 13.33% (2) Los Angeles 0.00% (0) 6.67% (1)
Drug Co-Occurrence Counts are small and subject to fluctuations by
Fentanyl ONLY 81.82% (9) = 80.00% (12) chance. Changes from year to year may not
Fentanyl & Meth 18.18% (2) 20.00% (3) Leq%ﬁgﬁ.nt a trend and should be interpreted with

Since CA SUDORS participation varies by year, year over year comparisons are not possible.> Additionally, report
standards are county-specific, therefore ‘no evidence'’ reflects a lack of information present in the written reports

shared.
2022 2023 2022 2023
% (n) % (n) % (n) % (n)
Fentanyl Type Bystanderé
Suspected Prescription 0.00% (0) 0.00% (0) Yes 75.00% (3) 100.00% (2)
Suspected lllicit 100.00% (4) 100.00% (2) No Evidence 25.00% (1) 0.00% (0)
Naloxone Unsecured Drug Material
Yes, Administered 75.00% (3) 50.00% (1) Yes 50.00% (2) 100.00% (2)
No Evidence 25.00% (1) 50.00% (1) No Evidence 50.00% (2) 0.00% (0)
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Footnotes

—_

. Age-specific rate = (Case count/Population Estimate of California Residents Aged Five and Under)*100,000.

2. Multi-race: more than one reported race category including any Hispanic status. Hispanic: any single race
category and Hispanic origin endorsed. Al/AN: American Indian/Alaska Native. NH/OPI: Native Hawaiian/Other
Pacific Islander. Unk: Unknown.

3. Place categories with no cases: Residential Institution, School/Other Institutions, Sports and Recreation Area,
Street/Highway, Industrial/Construction Area, Farm, and Other Specified.

4. California regions are defined by the CDPH Regional Public Health Office. For a list of all counties in each region,
refer to: https://www.cdph.ca.gov/Programs/RPHO.

5. CA SUDORS county participation by year: (a) 2022: Amador, Colusa, Fresno, Glenn, Humboldt, Kings, Lake, Lassen,

Los Angeles, Mono, Orange, Placer, Riverside, Sacramento, San Benito, San Francisco, San Mateo, Santa Cruz,

Shasta, Solano, Sonoma, Tehama, Ventura, and Yolo. (b) 2023: Fresno, Humboldt, Imperial, Lake, Lassen, Los

Angeles, Mono, Orange, Placer, Riverside, Sacramento, San Benito, San Francisco, Shasta, Solano, Sonoma,

Tehama, Ventura, Yolo

A bystander is defined as someone older than 11 years old that was physically close by shortly before or during the

drug overdose event and that had the opportunity to respond or intervene.

Centers for Disease Control and Prevention. About the PROTECT Initiafive. Accessed July 21, 2025.

Centers for Disease Control and Prevention. Fentanyl Facts. Accessed June 16, 2025.

California Department of Public Health. Fentanyl. Accessed June 16, 2025.

O U.S. Food and Drug Administration. Accidental Exposures to Fentanyl Patches Confinue fo Be Deadly to Children.

Accessed June 16, 2025.

11.California Department of Public Health. Resources for People Who Use Drugs. Accessed July 21, 2025.

12. Adapted from: California Department of Public Health. Cannabis Safety Measures. Accessed June 16, 2025.

13.Humboldt County. Keep it Safe. Accessed June 16, 2025

14.California Department of Public Health. Signs of a Drug-related Overdose. Accessed June 16, 2025.

15.California Department of Public Health. Naloxone. Accessed June 16, 2025.

o
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Footnotes (continued)

16.Centers for Disease Control and Prevention. 5 Things to Know About Naloxone. Accessed July 21, 2025.

17.California Department of Public Health. Over the Countfer Naloxone. Accessed June 16, 2025.

18.Dowell D, Ragan KR, et al. CDC Clinical Practice Guideline for Prescribing Opioids for Pain — United States, 2022.
MMWR Recomm Rep 2022;71(No. RR-3):1-95. DOI: http://dx.doi.org/10.15585/mmwr.rr7103all

19.Leyenaar JK, Schaefer AP, et al. Infant Mortality Associated With Prenatal Opioid Exposure. JAMA Pediatr.
2021;175(7):706-714. https://[amanetwork.com/journals/jamapediatrics/fullarticle /2778433

20.0ne individual who passed away in 2022 was excluded due to unknown residence.

Technical Notes

» Drug overdose deaths are identified via underlying cause ICD-10 codes (i.e., X40-X44, X60-X64, X85, Y10-Y14).
Fentanyl-related deaths were identified if the term ‘fentanyl’ (or related terms) were identified in the cause of
death, other significant conditions, or injury description fields. Additionally, perinatal ICD-10 codes relating to
maternal drug use were identified (i.e., ©35.5, P01.6, P04.4, P04.8, P96.1, P?6.2) and any case with a perinatal code
was manually reviewed for inclusion. Cases were included if no other medical conditions were listed as a cause of
death.

+ When accounting for population size using age-specific rates, there are limited meaningful differences by
race/ethnicity and sex.

+ Asrequired by the California Health and Human Services Data De-ldentification Guidelines, small numbers may be
masked to prevent potential identification. Due to small counts, data prior to 2022 are excluded from this report.

« California Assembly Bill 959 (Chapter 565, Statutes of 2015): California death certificates do not collect sexual
orientation data; therefore, sexual orientation is not presented in this report.

+ Cdlifornia Assembly Bill 1726 (Chapter 607, Statutes of 2016): Data on expanded Asian and Pacific Islander groups
are not presented as no individuals in this sample fell into Asian or Native Hawaiian/Other Pacific Islander race
categories.
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Data Sources

« California Comprehensive Master Death File, Years 2022 and 2023
+ Cadlifornia State Unintentional Drug Overdose Reporting System (CA SUDORS), Years 2022 and 2023

Suggested Reference

Martinez L, Fedechko T, Nguyen PT, Pinsker EA, Kranz A, Hwang J. Preventing Fentanyl-Related Deaths among Children
Aged Five and Under in California. Sacramento, CA: California Department of Public Health, December 2025.

About the Overdose Prevention Initiative (OPI)

OPI works to address the complex and changing nature of the drug overdose epidemic through prevention and
research activities. This initiative aims to advance and amplify CDPH's unified response to reduce the harms from
substance misuse and end the evolving drug overdose crisis in California through increased information sharing, policy
development, and implementation of its core strategies (e.g., improve coordination and surveillance, promote
resiliency and treatment, increase public awareness).

Contact

Website: Substance and Addiction Prevention Branch " ran
Tel: 916-449-5211 B
Email: opi@cdph.ca.gov ——
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