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Introduction
The purpose of Snohomish County Child Death Review (CDR) is to review the
unexpected but preventable deaths of children ages 0-17 (some exceptions for
suicides) in Snohomish County. The goal is to make recommendations to
improve programs, systems, environments, and policies that impact risk factors
for child death, with the aim of ultimately preventing future child deaths. This
review is conducted by a CDR core team of violence and injury experts, along
with individual case consultants and is convened by the Snohomish Health
District. CDR’s framework allows for the consideration of the interplay of factors
at the policy, community, organizational, interpersonal, and individual levels
which put children at risk for violence and injury-related deaths. Through case
studies, CDR participants make recommendations for prevention of future
deaths by focusing on modifiable risk factors and population-level trends.
Modifiable risk factors are those that can be changed, unlike genetic or fixed
environmental conditions. Recommendations are targeted to specific systems
(e.g., healthcare, public health, school districts, law enforcement, etc.) or policy
bodies, including both those participating in CDR and other entities that can
reduce risk factors to protect children. Some recommendations are
programmatic and simple, some are multi-system and complex. Since no one
entity can successfully mitigate all risk factors, a community effort is needed to
generate, monitor and implement these recommendations in order to make the
community safer for all children.
Due to the comprehensive nature of these reviews, approximately 6-8 cases
can be reviewed at one time. In addition, reviews do not include natural deaths
or deaths where the Snohomish County Medical Examiner’s Office does not
take jurisdiction. There are some exceptions where a neighboring CDR team
will partner with Snohomish County CDR to review a death that had an impact
on dual communities.
The 88 deaths, which are highlighted in this report, include:



Sleep-related infant deaths [Sudden Unexpected Infant Death (SUID)/
Sudden Infant Death Syndrome (SIDS)].



Unintentional injury deaths, including 11 traffic-related fatalities and 13 other
unintentional injury deaths (such as unintentional drownings, suffocations/
strangulations, falls, and poisonings).



Intentional injury deaths, including nine homicides and 24 suicides.

For each death, the reviews examined racial and socio-economic disparities,
family history of abuse, and behavioral health concerns.

Page 2

Overview
Purpose and Principals of Child Death Review
The purpose of CDR is to conduct a comprehensive, multidisciplinary review of
child deaths to better understand how and why children die, and use the
findings to take action that may prevent other deaths and improve the health
and safety of children. In addition, the Washington State legislature supports,
protects, and helps to define the CDR process via the RCW 70.05.170.
Guiding Principals of CDR




The death of a child is a community responsibility.






A death review requires multidisciplinary participation from the community.

A child’s death is a sentinel event that should urge communities to identify
other children at risk for illness or injury.
A review of case information should be comprehensive and broad.
A review should lead to an understanding of risk factors.
A review should focus on prevention and should lead to effective
recommendations and actions to prevent deaths and to keep children
healthy, safe and protected.

Child Death Review Objectives
The objectives of the CDR process listed below are multifaceted and will meet
the needs of many different agencies, ranging from the investigation of deaths to
their prevention.
1. Ensure the accurate identification and uniform, consistent reporting of the
cause and manner of every child death.
2. Improve communication and linkages among local and state agencies and
enhance coordination efforts.
3. Improve agency responses in the investigation of child deaths.
4. Improve agency response to protect siblings and other children in the homes
of deceased children.
5. Improve criminal investigations and the prosecution of child homicides.
6. Improve delivery of services to children, families, providers, and community
members.
7. Identify specific barriers and system issues involved in the deaths of children.
8. Identify significant risk factors and trends in child deaths.
9. Identify and advocate for needed changes in legislation, policy, and practices
and expanded efforts in child health and safety to prevent child deaths.
10. Increase public awareness and advocacy for the issues that affect the health
and safety of children.
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Child Death Review Structure
In Snohomish County, the model of review is locally focused. This means the
CDR team functions independent of Washington State, and the reviews are
conducted in Snohomish County. In some cases, however, a state-level
representative may be invited to participate to provide training and/or technical
assistance.
The meetings are led by the Snohomish Health District, and representatives
from child-serving agencies throughout Snohomish County are in attendance,
including but not limited to:
 Snohomish County Medical Examiner’s Office
 Law enforcement agencies
 Public health
 Health care providers
 School representatives
 Department of Social and Health Services Children’s Administration
 Snohomish County Courts
 Tribal representatives
 Naval Station Everett

Criteria for Review & Limitations
Beginning in 2003, only children younger than 18 years of age who are
residents of Snohomish County and who died in Snohomish County (many
Snohomish County residents die in other counties where trauma centers and
major hospitals are located) are reviewed. There are exceptions relating to
suicide if the youth was 18 and still enrolled in school or a recent graduate.
Causes of death include: unintentional injury/accident, suicide, homicide, or
undetermined. Medical, legal, educational, and Child Protective Services
records are not collected prior to the case review. Instead, team members are
asked to bring any information pertinent to the case to the meeting.
Limitations
Between 2003-2006, few cases were reviewed because of concerns over the
lack of resources supporting CDR. The analysis for the purpose of this report
began in 2016, therefor complete data was only collected through 2015.
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Types of Child Deaths Reviewed
Unintentional injury deaths. Unintentional injury deaths are deaths that
occur without the intent of harm. Such injuries are often referred to as accidents
or accidental deaths. The word accident implies a lack of control or
unpredictability of the event or the circumstances surrounding an event.
Unintentional injury deaths include those that are traffic-related (i.e., pedestrian,
bicycle, vehicle), suffocation/strangulation, drowning, poisoning, fall, and fire/
burns.

Intentional injury deaths. Intentional injury deaths are injury deaths that
occur with the intent to harm. Examples of intentional injury deaths are suicide
and homicide.

The National CDR Case Reporting System
The National Center for Fatality Review and Prevention is a resource and data
center for state and local CDR programs and fetal and infant mortality review
(FIMR) programs across the country. It is funded in part by Cooperative
Agreement Number UG7MC28482 from the U.S. Department of Health and
Human Services (HHS), Health Resources Services Administration (HRSA),
and the Maternal and Child Health Bureau (MCHB).
It promotes, supports and enhances death review methodology and activities at
the state, community and national levels. Three key focus areas are:





Technical Assistance, training and resources;
Reporting systems, data analysis, data quality and dissemination; and
National partnerships to move data to action.
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Leading Causes of Death
Injury is a leading cause of death (highlighted cells) for young people in the United
States, Washington, and Snohomish County and it represents a significant public health
problem. The following tables display the leading causes of childhood death by age
group in the United States and Washington in 2015.
Rank

< 1 year

1 – 4 years

5 – 9 years

10 – 14 years

15 - 24 years

1

Congenital
anomalies
(4,825)

Accidents/
unintentional
injury (1,235)

Accidents/
unintentional
injury (755)

Accidents/
unintentional
injury (763)

Accidents/
unintentional
injury
(12,514)

Short gestation
(4,173)

Congenital
anomalies
(435)

Malignant neoplasm (437)

Malignant neoplasm (428)

Suicide
(5,491)

Homicide (369)

Congenital
anomalies
(181)

Suicide
(409)

Homicide
(4,733)

2

3

SIDS
(1,568)

Leading
Causes of
Death by
Age Group,
United
States, 2015

4

Maternal
pregnancy
complications
(1,522)

Malignant
neoplasm (354)

Homicide
(140)

Homicide (158)

Malignant neoplasm (1,469)

5

Accidents/
unintentional
injury (1,291)

Heart disease
(147)

Heart disease
(85)

Congenital
anomalies
(156)

Heart
disease (997)

6

Placenta and
cord
membranes
(910)

Influenza and
pneumonia (88)

Chronic lower
respiratory
disease (80)

Heart disease
(125)

Congenital
anomalies
(386)

7

Bacterial
sepsis
(599)

Septicemia (54)

Influenza and
pneumonia
(44)

Chronic lower
respiratory
disease (93)

Chronic lower
respiratory
disease (202)

8

Respiratory
distress
(462)

Perinatal period
(50)

Cerebrovascular (42)

Cerebrovascular (42)

Diabetes
mellitus (196)

9

Circulatory
system disease
(428)

Cerebrovascular (42)

Benign
neoplasm (39)

Influenza and
pneumonia (39)

Influenza and
pneumonia
(184)

10

Neonatal
hemorrhage
(406)

Chronic lower
respiratory
disease (40)

Septicemia
(31)

Benign
neoplasm &
Septicemia (33)

Cerebrovascular (166)

Source: National Vital Statistics System, National Center for Health Statistics, CDC.

Accidents/Unintentional injuries include: Motor Vehicle Crashes, Poisoning, Drowning, Suffocation, Fall, Fire/Burn, Natural Environment, Other
Pedestrian/Transport.
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Leading

Rank

< 1 year

1 – 4 years

5 – 9 years

10 – 14 years

15 - 24 years

1

Certain conditions originating
in the perinatal
period (197)

Accidents/
unintentional
injury (23)

Accidents/
unintentional
injury (14)

Suicide (17)

Accidents/
unintentional
injury (219)

2

Congenital and
chromosomal
abnormalities
(121)

Malignant
neoplasms (14)

Malignant
neoplasms
(12)

Accidents/
unintentional
injury (11)

Suicide (144)

3

Accidents/
unintentional
injury (19)

Homicide (9)

Major
cardiovascular
diseases (2)

Malignant
neoplasms (9)

Homicide (61)

4

Major
cardiovascular
diseases (7)

Major
cardiovascular
diseases (4)

Congenital and
chromosomal
abnormalities
(2)

Major
cardiovascular
diseases (4)

Malignant
neoplasms
(32)

5

Homicide (4)

Congenital and
chromosomal
abnormalities
(4)

Diabetes
mellitus (1)

Congenital and
chromosomal
abnormalities
(3)

Major
cardiovascular
diseases (20)

6

Other acute
lower respiratory infections (3)

Influenza and
pneumonia (2)

Influenza and
pneumonia (1)

Homicide (3)

Congenital and
chromosomal
abnormalities
(6)

7

Meningitis (2)

In situ neoplasms benign
neoplasms and
neoplasms of
uncertain or
unknown behavior (1)

Chronic lower
respiratory
diseases (1)

In situ neoplasms benign
neoplasms and
neoplasms of
uncertain or
unknown behavior (2)

Diabetes
mellitus (5)

8

Influenza and
pneumonia (2)

Chronic lower
respiratory diseases (1)

Homicide (1)

Diabetes mellitus (1)

Influenza and
pneumonia (4)

9

Malignant
neoplasms (1)

Hernia (1)

Pregnancy
childbirth and
the puerperium
(3)

10

Chronic liver
disease and
cirrhosis (1)

Complications
of medical and
surgical care (1)

Chronic lower
respiratory
diseases (2)

Causes of
Death by
Age Group,
Washington,

2015

Source: Washington State Department of Health, Center for Health Statistics, Death Certificate Data,
1990–2015, August 2016.
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Childhood Deaths in Snohomish County
In Snohomish County, unintentional injury was the leading cause of death for
children ages 1- 4 years. Suicide was the leading cause of death for early
adolescents, ages 10 - 14 years.

Manner of Death by Age Group, Snohomish County, 2010-2015
Manner

< 1 year

1 – 4 years

5 – 9 years

10 – 14 years

15 - 17 years

18-19 years

Total

Natural

3

1

0

0

0

0

4

Accident

1

2

6

5

9

0

23

Suicide

0

0

0

7

14

2

23

Homicide

0

1

0

3

5

0

9

Undetermined

24

2

1

0

1

1

29

Total

28

6

7

15

29

3

88

Source: National Center for Fatality Review & Prevention; Cases with data entry complete in Snohomish County; 2010-2015

Demographics of Reviewed Cases, Snohomish County, 2010-2015
Number of Cases
Sex
Male

53

Female

34

Unknown

1

White

59

Black/African American

6

Asian

7

American Indian/Alaskan Native

12

Multi-Racial

2

Unknown

2

Race
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Manner

Cause of Death

Number of Cases

SIDS

1

Other Medical Condition

1

Child Death,

Motor Vehicle

11

Snohomish

Drowning

4

Asphyxia

6

Fall or Crush

1

Poisoning or Overdose

2

Weapon/Firearm

12

Asphyxia

11

Fall or Crush

1

Weapon

5

Unknown

3

Medical Cause

1

Fall or Crush

1

Poisoning or Overdose

2

Undetermined (SUID)

1

Unknown (SUID)

25

Cause and

Natural

Manner of

County,

2010- 2015

Accident

Suicide

Homicide

Undetermined

Total

88

Source: National Center for Fatality Review & Prevention; Cases with data entry complete in
Snohomish County; 2010-2015
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Infant Deaths
Infant deaths reviewed by CDR include sudden unexpected infant deaths
(SUID) and sudden infant death syndrome (SIDS).
Sudden Unexpected Infant
Death (SUID)
The death of an infant, less than 1
year of age that occurs suddenly
and unexpectedly. After a case
investigation, these deaths may
be diagnosed as suffocation,
asphyxia, entrapment, infection,
ingestions, metabolic diseases,
cardiac arrhythmias, trauma
(accidental or non-accidental), or
SIDS. In some cases where the
evidence is not clear, or not
enough information is available,
the death is considered to be from
an undetermined cause.

Sudden Infant Death Syndrome
(SIDS)
The sudden death of an infant less
than 1 year of age that cannot be
explained after a thorough
investigation is conducted,
including a complete autopsy,
examination of the death scene,
and a review of the clinical history.
SIDS is a type of SUID. It is
classified as a natural cause.
Snohomish County CDR does not
review deaths of children who died
from natural causes, unless it was a
SIDS death, or an unknown cause.

Demographics of Infant Deaths, Snohomish County, 2010-2015
Number of Cases
Sex
Male

19

Female

14

Unknown

0

White

24

Black/African American

3

Asian

0

American Indian/Alaskan Native

4

Multi-Racial

1

Unknown

1

Race

Source: National Center for Fatality Review & Prevention;
Cases with data entry complete in Snohomish County;
2010-2015
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Between the years 2010 and 2015, there were 33 deaths of infants younger than
12 months old reviewed. Of those, 29 were classified as undetermined manner
of death and one was classified as an accident. An undetermined manner of
death is the category assigned to SUID deaths. Three infant deaths during this
time period were classified as natural deaths, which were determined to be
SIDS. The diagram (right) explains the
causes of death associated with SUID.
There were 31 (93.9%) infant deaths that
were related to sleep or the sleeping
environment. At the time of the incident 26
(78.8%) infants were not sleeping in a bed
made for an infant (crib or bassinet), 21 were
co-sleeping (63.6%), and 16 (48.5%) infants
were not put to sleep on his or her back. All
of these are risk factors for SUIDs. An
additional risk factor, not captured on the
table is exposure to secondhand smoke (tobacco and marijuana).

Identified Risk Factors in Infant Deaths, Snohomish County, 2010- 2015
Risk Factors Present at
Time of Incident

0-1
Months

2-3
Months

4-5
Months

6-7
Months

8-11
Months

1-4 Years

Total

Not in a crib or bassinet

8

10

6

1

0

1

26

Not sleeping on back

5

8

2

1

0

0

16

Unsafe bedding or toys

2

2

0

0

0

0

4

Sleeping with other people

6

9

4

1

0

1

21

Adult was alcohol
impaired

0

3

3

0

0

0

6

Adult was drug impaired

1

2

2

0

0

0

5

Mother fell asleep while
breast feeding

2

0

1

0

0

0

3

Obese adult sleeping with
child

0

3

0

0

0

0

3

Caregiver/supervisor fell
asleep while bottle feeding

0

0

1

0

0

0

1

Note: Columns do not add up to total deaths because the factors are not mutually exclusive. If factor is unknown, it is not included in these counts.
Portable cribs may inadvertently be counted as not in a crib or bassinette since they are typically coded as "other.” Unsafe bedding or toys include
adult mattress, pillow, comforter, or stuffed toy.
Source: National Center for Fatality Review & Prevention; Cases with data entry complete in Snohomish County; 2010-2015
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Unintentional Injury Deaths
Traffic-Related Deaths
Between 2010 and 2015, there were 11 traffic or other vehicle transport-related
deaths reviewed in Snohomish County. These include children who were either
a driver, a passenger, a pedestrian or on a bicycle.

Demographics of Reviewed Traffic-Related Deaths, Snohomish County, 2010-2015
Age Group

Driver

Passenger

On Bicycle

Pedestrian

Total

< 1 year

0

0

0

0

0

1-4 years

0

0

0

2

2

5-9 years

0

2

0

0

2

10-14 years

0

1

0

1

2

15-17 years

2

2

0

1

5

Total

2

5

0

4

11

Driver

Passenger

On Bicycle

Pedestrian

Total

Male

2

4

0

0

6

Female

0

1

0

4

5

White

1

5

0

3

9

Black/AfricanAmerican

0

0

0

0

0

Pacific Islander

0

0

0

0

0

Asian

1

0

0

1

2

Hispanic

1

2

0

1

4

Non-Hispanic

1

3

0

3

7

Sex

Race

Ethnicity
Source: National Center for
Fatality Review & Prevention;
Cases with data entry complete in
Snohomish County; 2010-2015
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Identified Risk Factors of Reviewed Traffic-Related Cases, 2010-2105
Number of Cases*
Speeding

5

Riding in front seat (child younger than 16)

3

Exceeding safe speeds for driving conditions

3

Driver inexperience

2

Not using seatbelt when available

2

Young driver with two or more teen passengers

1

Street racing involved

1

Alcohol or drug impaired driver

1

Improper use of infant or booster seat nor no use at age
when recommended

1

Driver distraction

0

Source: National Center for Fatality Review & Prevention; Cases with data entry complete in Snohomish
County; 2010-2015
*Note: Factors are not mutually exclusive

What Youth
are Telling Us

About Their
Driving
Behavior

Snohomish County Healthy Youth Survey, 2016
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Accidental Deaths (including drowning, accidental
overdose, and asphyxia)

Between 2010 and 2015 there were 13 non-motor vehicle related accident deaths
of children in Snohomish County. These deaths include drowning, mechanical
asphyxia, suffocation, and accidental overdose. Six youth died as a result of
asphyxia or suffocation, four died by drowning, two died by accidental overdose,
and one died by a fall or crush.
Since there are small numbers of deaths over a five-year period of time,
demographics of the decedents will not be published due to potentially
identifiable information.

What Youth
are Telling Us
About Their
Water Safety
Behavior

Snohomish County Healthy Youth Survey, 2016
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Intentional Injury Deaths
Intentional injury deaths include suicide and homicide. Between 2010 and 2015,
nine youth died by homicide and 24 died by suicide

Demographics of Reviewed Homicides, Snohomish County, 2010-2015
Number of Cases
Sex
Male

3

Female

6

White

5

Black/African American

0

Asian

1

American Indian/Alaskan Native

3

Multi-Racial

0

Hispanic

2

Not Hispanic

7

Race

Ethnicity

What Youth
are Telling Us
About
Violence

Snohomish County Healthy Youth Survey, 2016
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Identified Risk Factors of Reviewed Homicides,
Snohomish County, 2010-2015
Risk Factor

Number of Cases*

Availability/access to firearms

8

History of substance use

2

History of problems in school

1

History of family violence as a victim

1

Caregiver history of substance abuse

1

Caregiver history of child maltreatment as a perpetrator

1

History of homelessness

1

Source: National Center for Fatality Review & Prevention; Cases with data entry complete in Snohomish
County; 2010-2015
*Note: Factors are not mutually exclusive

Number of Cases
Sex
Male

19

Female

5

Race

Demographics
of Reviewed
Suicides,
Snohomish

White

19

County,

Black/African American

1

2010- 2015

Asian

1

American Indian/Alaskan Native

4

Multi-Racial

1

Hispanic

2

Not Hispanic

22

Ethnicity
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Identified Risk Factors of Reviewed Suicides,
Snohomish County, 2010-2015
Risk Factor
Prior mental health treatment

What Youth

Number of
Cases*

10

Talked of suicide

8

About

Prior suicide attempts

6

Mental

Recent family discord

5

Health

Family history of suicide

4

History of self-harm

3

Recent breakup with boyfriend/girlfriend

3

History of running away

2

Experienced domestic violence (as witness or victim)

2

Past rape victim or sexual abuse

2

Recent suicide of a friend or relative

2

Recent problems with the law

2

Recent struggle with sexual orientation

2

Caregiver history of substance abuse

2

Caregiver history of child maltreatment

2

Recent victim of bullying

1

Recent failures in school

1

are Telling Us

Source: National Center for Fatality Review & Prevention; Cases with data entry complete in Snohomish
County; 2010-2015
*Note: Factors are not mutually exclusive

Snohomish County Healthy Youth Survey, 2016

Page 18

Prevention & Policy Recommendations
At the end of each CDR session, team members review risk factors in each
child death and discuss appropriate prevention and policy recommendations for
key groups and stakeholders. The following are recommendations discussed
after all reviewed cases from 2010-2015.

Infant Deaths
Law Enforcement/EMS/Medical Examiner
 Scene investigators from the Medical Examiner’s office and CPS discussed
initiating a system to alert one another when there’s a child death so that CPS has
an accurate record of all child deaths that may warrant further investigation.
Families
 Consistent safe sleep message
 Close monitoring of tummy time
 Educate about the risk of secondhand smoke around infants
Community
 Awareness about the risk of secondhand smoke around infants
 Safe sleep messaging
Potential Activities
 Community education regarding safe sleep

Traffic-Related Deaths
Law Enforcement/EMS/Medical Examiner
 Need to consistently share scene/accident investigation with the medical examiner
for all cases
 Utilize accident recreation information in reviews
Families
 Families of new drivers need education regarding the GDL rules
 Make sure children are fitted with proper-fitting helmets and use them while riding
bikes, scooters and skateboards
 Provide appropriate supervision to children riding bikes, scooters and skateboards
especially in public areas
Community
 Traffic safety measures: speed bumps, signage, lighting, traffic engineering, bike
lanes, etc.
Potential Activities
Community education regarding:
 Helmet use
 Supervision while playing in public spaces
 Awareness around children playing in neighborhoods and school zones
 Graduated Driver’s Licensing rules
 Driving under the influence

Page 19

Prevention & Policy Recommendations
Accidental Deaths (including drowning, accidental
overdose and asphyxia)

Law Enforcement/EMS/Medical Examiner
 Research follow-up procedure for law enforcement with suspected drug suppliers
after an accidental overdose.
Families
 Parents/caregivers must watch children at all times when near water
 Closely monitor youth who have a history of substance use/abuse problems
Community
 Awareness around children swimming in public areas – signs of drowning
 Emergency phones needed in remote areas and in working order in public places
 Enforce the requirement to have locking gates around all public pools
Potential Activities
Community education regarding:
 CPR and immediate response to suspected drowning
 Drowning risk
 Immigration status won’t be checked if calling 911 for an emergency

What Youth
are Telling Us
About Drug
Use

Snohomish County Healthy Youth Survey, 2016
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Prevention & Policy Recommendations
Intentional Injury Deaths
Homicide
Law enforcement/EMS/Medical Examiner
 Recommend crime surveillance activities in place in high-risk areas
 Verify after incidents that witness or affiliation protection services are in place
Families
 Intensive, early-intervention services for high-risk families
 Firearm access education
Schools
 Gang prevention activities
 Mentoring programs
 Aftercare and/or postvention for school community in response to trauma
Community
 After school and out of school recreation programs needed

Suicide
Law Enforcement/EMS/Medical Examiner
 Request that law enforcement respond differently to a request to find/assist a child
and family in crisis
Firearms
 Public education around safe firearm storage and suicide prevention
 Lock boxes given with gun purchase
 Locks and lock boxes given to current gun owners in conjunction with education
about safe storage and suicide prevention
Healthcare Systems
 Require mental health providers to gather written consents in order to connect with
schools when a youth is receiving treatment, and also share with other providers –
pediatricians, primary care, etc.
Schools
 Require consistent and appropriate prevention protocols, including post-event
protocols
 Offer suicide postvention protocols to feeder schools to prevent additional suicides
and offer support services
 Provide student support during breaks and prior to transitions (half-days, holidays,
summer)
 Provide non-academic, mental health counselors available at all middle and high
schools
 All staff trained in Youth Mental Health First Aid
 Educate all students about the signs of suicide and how to help friends in crisis
Community
 Promote Youth Mental Health First Aid to all
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Resources
The National Center for Child Fatality Review and Prevention https://www.ncfrp.org/
Harborview Injury Prevention and Research Center https://depts.washington.edu/hiprc/
researchpub/sections/violence/
US Department of Justice, Youth Violence Prevention http://ojp.gov/programs/
youthviolenceprevention.htm
Mental Health First Aid www.mentalhealthfirstaid.org
Washington State Department of Health Suicide Prevention Plan http://www.doh.wa.gov/
Portals/1/Documents/Pubs/631-058-SuicidePrevPlan.pdf
CDC Suicide Prevention http://www.cdc.gov/violenceprevention/suicide/
WA State Graduated Driver’s Licensing: http://www.dol.wa.gov/driverslicense/teens.html
Safe to Sleep Campaign www.nichd.nih.gov/sts/Pages/default.aspx
Healthy Youth Survey www.askhys.org

CDR Team Members
Community effort is required to prevent child deaths. Thank you to all of the
organizations that have participated in Snohomish County Child Death Review.


Bothell Police Department




Criminal Justice Training Commission
Everett Police Department



Everett Public Schools



Lynnwood Police Department




Mukilteo School District
Naval Station Everett, Counseling Advocacy and Prevention Services



Providence Hospital Trauma and Prevention Services



Public Health - Seattle & King County



Snohomish County Human Services




Snohomish Health District
Snohomish County Medical Examiner



Snohomish County Prosecutor’s Office



Snohomish County Sheriff’s Office




Tulalip Tribes
Volunteers of America, Crisis Services



Washington State Department of Health



Washington State Department of Social and Health Services, Children’s
Administration

