
El Paso County 
Child Fatality Review Team

Leon Kelly, MD
Kelsey Leva
Meghan Haynes, MPH
Helen Harris, MBA

January 28th, 2019
Not One More Child Coalition



CHILD FATALITY REVIEW TEAM 
OVERVIEW



El Paso County Child Fatality 
Review Team (CFRT)

“Multidisciplinary reviews of child 
abuse, neglect, and fatalities can lead 
to a greater understanding of the 
causes of, and methods of preventing, 
child abuse, neglect, and fatalities.”

Colorado Revised Statute 25-20.5-401-409 Child Fatality Prevention Act 

https://docs.google.com/document/d/1tpPd_AeRRj_x4L0ps62SWmWuC5BeyGRiowxLONepPN4/edit


Child Fatality Review: Senate Bill 13-255

• Mandated and funded local/regional Child Death Review 
Teams (1/1/15)
– Improve the quality and scope of data obtained through 

investigations and reviews of child fatalities

– Utilize a web-based child fatalities data collection system, using 
nationally developed public health guidelines

– Understand the incidence and causes of child fatalities and 
therefore encourage public action to prevent further child 
fatalities

– Identify system issues/challenges through the review process 
and make recommendations to the state review team or 
appropriate agencies for system improvements and needed 
resources, training, and information dissemination where gaps 
and deficiencies may exist

– www.cochildfatalityprevention.com

http://www.cochildfatalityprevention.com/


El Paso County CFRT
Convened in the fall of 2014

• Co-founded by El Paso 
County Public Health and 
Coroner’s office

• Meets second Monday of 
each month, 7:30-10:30 am

• Reviews 3-4 cases from 
prior year (under 18)

• All data and 
recommendations recorded 
in web-based program and 
sent for review and 
aggregation to CDPHE

Included agencies

• Law enforcement

• DA’s Office

• County Attorney

• Hospitals

• School counselors

• Fort Carson

• Behavioral health agencies

• Youth-serving organizations

• Elected officials



Colorado Child Fatality Prevention System

• Reviewable child deaths:

– Undetermined causes

– Unintentional injury

– Violence

– Motor vehicle/transportation related

– Child maltreatment

– Sudden Unexpected Infant Death (SUID)

– Suicide



Prevention

Socio-Ecological Model: A Framework for Prevention 
Centers for Disease Control and Prevention 



Colorado 
CFPS Data Dashboard 



CFRT Reviewed Cases



DETERMINING THE CAUSE OF 
DEATH: SUID/SIDS AND SUICIDE 



Sudden Unexplained Infant Deaths (SUID)

• 3,600 infants (less than age 1) in U.S. died in 2016 
suddenly and unexpectedly of no obvious cause



Sudden Infant Death Syndrome (SIDS)

• Sudden unexplained death between 1 month and 1 year 
of age*
• Historically the most common cause of death of infants after 1 

month

• Predominately within the first 6 months (90%)

• 2-4 months most common

• Cause is unknown, is not inherited, and cannot be prevented

• * With a completely negative scene investigation, 
autopsy, laboratory work-up, and medical records review
• Ultimate “diagnosis of exclusion”

• In reality, not a ‘diagnosis’ but rather the complete absence of a 
diagnosis



The Evolution of SIDS/SUID

• Historically there was no standardized means of investigating 
or reporting sudden and unexplained infant deaths

• In the mid 90’s, the CDC in collaboration with National 
Association of Medical Examiners (NAME), American Board of 
Medical Death Investigators (ABMDI) and the National 
Sheriffs’ Association:

– Created a national steering committee on sudden, 
unexplained infant death

– Culminated in the Sudden Unexplained Infant Death 
Investigation (SUIDI) guidelines, form, and training 
program



SUIDI Guidelines

• Standardized the proper data to be collected in the investigation of a SUID 
case (SUIDI Form)
– http://www.ndhealth.gov/NDME/Resources/SUIDI-Form.pdf

• Standardized the translation of these findings into CAUSE and MANNER of 
death classifications 

• Results in accurate and reliable data in cause and manner determinations 
and to support research and prevention efforts
– Creation of state and local Child Death Review Committees

– Monitor trends in SUID

– Conduct research to determine risk factors

– Design intervention strategies

– Evaluate programs aimed at prevention

http://www.ndhealth.gov/NDME/Resources/SUIDI-Form.pdf


SUID/SIDS Modifiable Risk Factors

• Stomach and side sleeping positions

• Overheating

• Soft sleep surfaces

• Loose bedding

• Inappropriate sleep surfaces (sofa, chair, 
waterbed, etc.)

• Bed sharing 

• Maternal and second hand smoking



Triple-Risk Hypothesis



SUID/SIDS Interventions

• Aimed at modifying risk factors

– AAP “safe sleep recommendation”, 1992

– “Back to Sleep” Campaign, 1994

– Defining and promoting “Safe-sleep” environments

– Resulted in SIDS decreases of 50%

• Gains partially offset by increases in asphyxial deaths

• Coincided with the advent of SUIDI protocol

• Less SIDS or better at identifying and preventing asphyxial deaths?

• Current efforts look to more accurately identify true 
causes of death and decrease unsafe sleep accidental 
deaths





American Academy of Pediatrics 
SUID Prevention Recommendation

• Back to sleep for every sleep

• Use a firm sleep surface

• Room-sharing without bed-sharing is recommended

• Keep soft objects and loose bedding out of the crib

• Pregnant women should receive regular prenatal care

• Avoid smoke exposure during pregnancy and after birth

• Avoid alcohol and illicit drug use during pregnancy and after birth

• Breastfeeding is recommended

• Consider offering a pacifier at nap time and bedtime

• Avoid overheating

• Do not use home cardiorespiratory monitors as a strategy for reducing the 
risk of SIDS



None of the 244 infants who died 
between 2010 and 2014, and had 
known sleep environment 
circumstances, met all of the AAP’s 
Level A recommendations.

- Colorado Child Fatality Prevention System 

2015 Legislative Report 



Doll Reenactment

• The most valuable 
investigative tool for cases 
involving potential asphyxia 
or unsafe sleep 
environment deaths

• Step-wise photographs of 
the placed and found 
positioning of the infant

• Most reliable way to detect 
true sleeping position and 
assess asphyxial events

• Closer to the event with 
original environment gives 
most accurate info



After a Complete Death Investigation in the 
Absence of an Anatomical Cause of Death

Cause: Overlay/wedging/smothering, 
etc.

Manner: Accident

Cause: Sudden Unexplained Infant Death 
occurring in an unsafe sleeping 
environment

Manner: Undetermined

Cause: Sudden Unexplained Infant Death 
or Undetermined

Manner: Undetermined

Negative Investigation

Possible Asphyxia

Asphyxia



Role of the Coroner/Medical Examiner



Suicide

• Manner of Death: 
Classification of a death that is 
a medical opinion based on 
the circumstances surrounding 
a particular cause of death and 
how that cause came about

• Suicide: The self-inflicted act 
of taking one’s own life 
voluntarily through one or a 
series of intentional actions 
that greatly increases the 
chance that he or she will die

Autopsy

History Scene

Manner



REFLECTING ON THE DATA
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PREVENTION IN ACTION



Collective Impact: 
Our Collaborative Approach to Youth Suicide 

Prevention 

“The commitment of a 
group of important 
actors from different 
sectors to a common 
agenda for solving a 
specific problem.” 

(Kania & Kramer, 2011)





El Paso County Public Health 
Youth Suicide Prevention Workgroup



Community Action Plan
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BRFSS Mental Health Stigma 
Questions

Increased number of 
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on mental health to 
parents

Increased utilization 
of the crisis text line 
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mental health conditions

Increased number of 
stigma-reduction 
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reduction campaigns

Measure and 
increase youth 

sense of belonging

Expanded youth 
community and 
extracurricular 

activities

Data Dashboard



Safe Sleep

Healthy Babies and Safe Sleep Web Page: 
https://www.elpasocountyhealth.org/healthy-babies-safe-sleep

https://www.elpasocountyhealth.org/healthy-babies-safe-sleep


Contact Details

Leon Kelly, MD
El Paso County Coroner
LeonKelly@elpasoco.com

Kelsey Leva
Youth Health and Development Planner
KelseyLeva@elpasoco.com

Meghan Haynes, MPH
Teen Suicide Prevention Planner
MeghanHaynes@elpasoco.com

Helen Harris, MBA
Population Health Epidemiologist
HelenHarris@elpasoco.com
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