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     Now it is my pleasure to introduce our first presenters, Dr. David Heppel, who is Director of MCHB’s Division of Child, Adolescent and Family Health and Stephanie Bryn who directs the Division’s Injury and Emergency Services Branch. Thank you for being here David and Stephanie. 

David, some of our listeners may not be familiar with the Child Death   Review process.  Can you provide us with an overview of the process?

A.  The review process is actually an elegantly simple concept.  It involves a multidisciplinary team of professionals coming together to share case specific information on the circumstances involved with the death of a child.  Each team member shares information from their agency on the child, the family, the community, precipitating events and the death event.  The team uses this information to understand the risk factors involved in the death and then identifies strategies to minimize these risks, thereby preventing other deaths.  Team membership is broadly representative of persons responsible for investigating deaths as well as protecting the health and safety of children.  Today, the most common model of review in a state includes community-based reviews, usually at the county level.  These teams act on their findings for local improvements in child health and safety.  They also submit their findings to a state review panel, which works for improvements in policy and practice at a state level.  



What is Child Death Review?
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Type of 
Review

Accidental 
Suffocation

Homicide

No CDR 7.1% 7.1%

State only 9.2% 7.5%

Local only 12.4% 8.0%

State and 
Local

15.3% 9.0%

Scripps Howard News Service 

Analysis of SUIDI Deaths, 2000-2004      
n=21,990

www.savingbabies.com



• 49 of 50 states have well established CDR programs.
• State laws mandate/support CDR in 41 states.
• 23 based in State Health Departments.
• 37 states have community teams & state boards.
• Teams strive for multidisciplinary, culturally 

competent members.
• Half review all causes; all review to age 18.
• 12 states review primarily child abuse.
• Vast majority focus on prevention.
• Most are funded with federal maternal and child 

health or child protection dollars.
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Primary Agency Support for CDR

Social Services/Attorney General

Injury Prevention Public Health

Other

Maternal/Child Public Health





The CDR Case Reporting System

ConsideringParticipating

May 2009

n=50,241

cases
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27 states have signed DUA

MD coming on board this summer
NY is close to making a decision to using the System.

Over 50,000 cases.  A lot of power and magnitude in numbers that tell the story of their children and captures risk factors.  Not like any other data system.  





0 and Beyond



• Translating good rev  
into action and 
documenting our 
successes.

• Addressing Disparitie
• Funding for Sustaina
• Expanding Partnersh
• Disseminating Data
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