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Focus of Reviews
At the left end of the slide is a list titled Investigation, which includes Coordinated and Comprehensive, Determination of Manner Slash Cause, and Criminal Prosecution. A rightward arrow points from Investigation to a list titled Services, which includes Bereavement, Crisis Management, Protection of Others, and Basic Needs. Finally, a rightward arrow points from Services to a list titled Prevention, which includes Risk Factor Analysis, Effective Recommendations, and Taking Actions.
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Keeping Kids Alive: The Center for Child Death Review
Assistance in the planning and management of review teams
Training for State and local teams in translating reviews to action
Networking State CDR coordinators
Linking with national organizations
Coordinating with other review processes
Standardized reporting
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Resources Available on the Web Site and in Print
The National Child Death Review Program Manual
Guides to Effective Reviews, by cause of death
CDR training curricula
Descriptions of State CDR programs
Mortality data for all 50 States and the Nation
State child death review reports
Prevention resources
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Key Attributes of a Prevention Model for Child Death Review
Multidisciplinary, culturally competent team membership
Community-based reviews, with strong State support
Review all deaths to age 18
Uncover all of the layers to understand all of the circumstances involved in the death
Identify modifiable risk factors
Link review findings to morbidity data
Enlist partners to take action to report on and modify the risk factors at the local, State, and national levels
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CDR is now mandated or enabled by law in 39 States
22 are housed out of their State Health Department, a change from 17 three years ago
34 States now have local review teams
48 States review deaths through age 17
Half review deaths to all causes 
The slide shows a color-coded map of the United States, including Alaska and Hawaii. Arkansas, Colorado, Connecticut, Florida, Illinois, Indiana, Maine, and Mississippi review mostly child abuse deaths. California, Minnesota, and Wisconsin are transitioning to prevention. Idaho has no team reviews. The other States review preventable deaths.

Slide 7

39 States publish an annual report with findings and recommendations
33 States report that their reviews had direct impact on State legislation and policy changes
32 States report that their reviews led to child death prevention programs
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Healthy People 2010
Objective 15.6, Developmental:
Extend the number of States to 50 and the District of Columbia, where 100 percent of deaths to children aged 17 years and younger that are due to external causes and 100 percent of all sudden and unexpected infant deaths are reviewed by a child fatality review team.
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Baseline Data for 2010 Objective
A table gives ranges of percentages of deaths from external causes reviewed in 2001 and the number of States, out of 36 surveyed, that fall into each range. Twelve States had 100 percent of their deaths come from external causes, while 10 States had 75 to 99 percent, 5 had 50 to 74 percent, 3 had 25 to 49 percent, and 6 had 1 to 24 percent.
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www.childdeathreview.org
The slide shows a window of www.childdeathreview.org/state.htm.
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The slide shows a window of www.childdeathreview.org/spotlightMA.htm.
