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SECTION 1: CONTACT INFORMATION 
 
Name and Title: Shelli Stephens-Stidham, M.P.A., Director 
Organization: Injury Prevention Center of Greater Dallas/Parkland Health & Hospital System 
Mailing Address: 6300 Harry Hines Blvd., Suite 240, Dallas, TX 75235 
E-mail: Shelli.Stephens-Stidham@phhs.org 
Phone: 214.590.4461 
Website: www.injurypreventioncenter.org 
 
Name and Title: Jorie Klein, B.S.N., Director 
Organization: Trauma Program, Rees-Jones Trauma Center at Parkland 
Mailing Address: 5200 Harry Hines Blvd., Dallas, TX 75235 
E-mail: Jorie.Klein@phhs.org 
Phone: 469.419.0446/7249 
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SECTION 2: COMMUNITY DESCRIPTION 
 

History 
 
Founded in 1841 by Tennessee lawyer and trader, John Neely Bryan, Dallas has become one of the most 
vibrant economic and cultural centers in the United States.  “The Big D” is the nation’s ninth largest city with a 
population of nearly 1.3 million.  And, the rapidly growing Dallas-Ft. Worth Metroplex is America’s 4th largest 
metropolitan area with a population of more than 6.4 million.  One quarter of all Texans live in the DFW area. 
The Metroplex as a whole is the 5th largest media market in the U.S. 
 

 
Dallas has a rich history. In 1907, the city became known as a 
fashion and shopping mecca when Neiman Marcus opened its first 
store in downtown Dallas, where the company is still headquartered 
today. The DFW area is home to 20 Fortune 500 companies. 
 

The low point in Dallas history came on November 22, 1963, when 
President John F. Kennedy was assassinated while traveling in a 
motorcade through Dealey Plaza. The event is recognized with a 
nearby memorial, and by the Sixth Floor Museum in the former 
Texas School Book Depository. 

 

 

Why is your community seeking a Safe Communities accreditation? Who in your community 
(person/agency) is taking the lead in organizing this effort? Why? 
 
The Injury Prevention Center of Greater Dallas (IPC), which is 
housed at Parkland Hospital, has led the Dallas Safe 
Communities initiative. Dallas was first designated as a World 
Health Organization Safe Community in 1997, becoming the 
first U.S. city to receive the designation and the first urban city 
worldwide to be designated. Dallas was re-designated in 2007 
and 2011. Since Dallas was first designated as a Safe 
Community, the IPC has ensured that the Dallas Safe 
Communities effort focus on: a) using data to identify 
populations at risk, determine risk factors, detect emerging 
issues, and design and evaluate community-based prevention 
programs; b) implementing proven effective injury prevention 
approaches that are evidence-informed; c) conducting formative, process and impact evaluation for all 
prevention programs to assess if programs are appropriate for the intended audience and determine if the 
programs are creating the preferred effect; and d) working with community groups, agencies and organizations 
to integrate evidence-based prevention into their existing organizational structure, which allows for us to 
expand the reach of proven strategies.  
 
Ms. Stephens-Stidham will be responsible for coordination of implementation of primary prevention strategies 
for Dallas Safe Communities. Ms. Stephens-Stidham is the past-president of the Safe States Alliance and past 
chair of the Injury Control and Emergency Health Services Section of the American Public Health Association.  
She served as co-chair of the National Training Initiative for Injury and Violence Prevention (NTI), and served 
on the committee that developed core competencies for injury and violence prevention professionals. She is a 
member of the Safe States Alliance, American Public Health Association, and Society for the Advancement of 
Violence and Injury Research. She chairs the Texas Governor’s EMS & Trauma Advisory Council (GETAC) 
Injury Prevention Committee. She is also a member of the External Advisory Committee for the University of 
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North Carolina Injury Prevention Research Center, Lifesavers Traffic Safety Conference Planning Committee, 
and the National Coordinated Child Safety Initiative Steering Committee. 
In the future, the Dallas Safe Communities effort will be co-led by the Rees-Jones Trauma Center at Parkland 
Hospital and the Injury Prevention Center. Jorie Klein, BSN, Director, Trauma Program at Rees-Jones Trauma 
Center, and Shelli Stephens-Stidham, MPA, Director of the Injury Prevention Center will lead Dallas Safe 
Communities.  

 
Ms. Klein will be responsible for coordination of 
implementation and training of disaster preparedness 
initiatives for Dallas Safe Communities. Ms. Klein is a 
nationally-known expert in trauma program and disaster 
management, and has a long history of exemplary trauma 
leadership at the state, regional, and national level, 
including: President of the Texas EMS, Trauma, and 
Acute Care Foundation; Vice-Chair of the Governor’s 
Emergency/Trauma Advisory Council’s Trauma System 
(Texas); Chair of the Texas Hospital Association’s Policy 
Committee on Trauma and Emergency Services, and 
Chair of the Texas Hospital Association’s Trauma 
Technical Advisory Group. She is a past president of STN, 
and has also served on numerous STN committees, from 
the Annual STN Conference Committee (which she 

chaired from 1998 – 2004), to ATCN Regional Chair, and State Chair for Texas. She has received many 
awards for her service to the trauma community, most recently Governor’s EMS / Trauma Council’s Journey of 
Excellence Award (2009).  
 
She has authored papers, book chapters, and courses on emergency preparedness, disaster management, 
mechanism of injury, decision-making in trauma care, and preparing for a trauma site visit, among others. She 
has been frequent invited speaker on a vast array of trauma topics for both national and international 
audiences. 
 
 
SECTION 3: CRITERIA TO BE A SAFE COMMUNITY 
 
I. Sustained collaboration 
 

1. Describe your Safe Communities Coalition  
 

a. Name of the coalition: Dallas Safe Communities Advisory Council 
 

b. Members, their organizational affiliations and email address: 
 

Since Dallas was first designated as a Safe Community in 1997, a steering committee/Advisory 
Council served as the advisory body for Safe Communities activities. Until 2012, Ron J. 
Anderson, M.D., former President and Chief Executive Officer of Parkland Health & Hospital 
System served as the chairperson for the Dallas Safe Communities Advisory Council. Shortly 
after Dallas was re-designated as a Safe Community in 2011, Dr. Anderson stepped down as 
President and CEO of Parkland. Dr. Anderson died in September 2014. Dr. Anderson had long 
championed causes that improve health care for the medically underserved and, as a result, 
was one of the nation’s leading advocates of health care for the poor. In 2005, he was chosen 
by his peers as number one on Modern Physician magazine’s list of the 50 most powerful 
physician executives. That same year, he was also voted number one by his peers for Modern 
Healthcare magazine’s list of 100 most powerful people in healthcare. From 2012-2014, 
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Parkland was under the direction of an interim CEO, and the Dallas Safe Communities Advisory 
Council did not meet.  

 
The Dallas Safe Communities Executive Advisory Council is currently being reorganized and 
will include a small core group of decision makers who can contribute data and influence policy 
and environmental changes to improve community safety. A list of Advisory Council members is 
available in Appendix A. An organizational chart is available in Appendix B.     
 
Alexander Eastman, M.D., MPH, 
Medical Director and Chief of the 
Rees-Jones Trauma Center at 
Parkland and Assistant Professor 
of Surgery at The University of 
Texas Southwestern Medical 
Center, will chair the Dallas Safe 
Communities Advisory Council. Dr. 
Eastman is also a Lieutenant on 
the Dallas Police Department’s 
Special Weapons and Tactics 
(SWAT) squad. Additionally, Dr. 
Eastman is a nationally-recognized 
expert on policies regarding mass 
casualty events, having written 
policy for the U.S. Department of 
Justice and the Hartford 
Consensus on survivability during a 
mass casualty shooting event.  

 
Although the Dallas Safe Communities Advisory Council has not met since 2011, Dallas Safe 
Communities programs and initiatives continued under the direction of the Injury Prevention 
Center. The IPC continued to facilitate several coalitions and work groups, aimed at reducing 
injuries and associated deaths. These coalitions include: a) Citizens for Traffic Safety Coalition 
(CTS), which was established in 1999; b) Family Violence Prevention Council (FVPC), 
established in 2006 to bring together multiple agencies and institutions to comprehensively 
address family violence issues; c) Child Abuse Prevention Coalition (CAPCO), which works to 
mobilize the community to prevent child abuse through education, increased public awareness, 
advocacy, program development, and collaboration; and d) Parkland Health & Hospital System 
Child Passenger Safety Work Group, which was established in 2008 to review policies and 
procedures related to child passenger safety, identify gaps, and coordinate activities to alleviate 
duplication among PHHS departments.  

 
While in the past, all of the Dallas Safe Communities coalitions/work groups were chaired by 
IPC staff, other community organizations are now currently chairing many of the coalitions, 
many of which have national and international expertise.  

 
Anne C. Crews, Vice President of Government Relations for Mary Kay, Inc., chairs the Family 
Violence Prevention Coalition. She represents Mary Kay Inc. as President, Board of Directors, 
Corporate Alliance to End Partner Violence, and is Mary Kay Inc. liaison, American Bar 
Association Commission on Domestic Violence. She was appointed and served two terms on 
the National Advisory Committee, Office on Violence Against Women, U.S. Department of 
Justice. In 2006, Anne was named one of “21 Leaders for the 21st Century” by Women’s 
eNews, for advocacy against domestic violence.  

 



5 

 

Jan Edgar Langbein is the Executive Director of Genesis Women’s Shelter & Support in Dallas 
and chairs the Dallas County Intimate Partner Violence Fatality Review Team. For more than 20 
years, Ms. Langbein has been an activist in efforts to end violence against women. In 
partnership with the Dallas Police Department and the Federal Bureau of Investigation, Ms. 
Langbein co-founded the annual International Conference on Crimes Against Women with 
advanced practices of investigation and prosecution bringing together law enforcement, 
advocates, prosecutors, and forensic health professionals. In 2009, Ms. Langbein concluded a 
Presidential Appointment as Senior Policy Advisor to the Director of the United States 
Department of Justice Office on Violence Against Women (OVW). As Senior Policy Advisor, Ms. 
Langbein served as chief strategist of OVW. On behalf of the Director, she guided and 
evaluated program and administrative processes and worked to implement standards and 
protocols for internal and external operations. She supported the ongoing efforts within OVW for 
policy issues regarding the implementation of the Violence Against Women Act. 

 
c. Organizational support:  

 

Parkland Health & Hospital System, Injury Prevention Center of Greater Dallas, and Rees-
Johns Trauma Center at Parkland will continue to provide organizational support for Dallas Safe 
Communities. Letters of support are included in Appendix C. 

 

d. Date the group formed: See above  
 

e. Meeting notes: A sample of meeting notes and agendas from various Dallas Safe 
Communities coalitions and work groups are available in Appendix D.   

 

2. Mission Statement:   
 

Our mission is to create a safe community to live, work, learn and play, where all of our citizens have 
the freedom to live to their full potential. 
 

3. Communications Strategy 
 

Communication about Dallas Safe Communities activities is shared through a variety of platforms, 
including E-blasts, websites, social media (e.g., Facebook, Twitter, and Instagram), publications in 
peer-reviewed journals, project reports, and presentations to local, state, national and international 
audiences. Sample E-blasts are provided in Appendix E. A list of peer-reviewed articles and 
presentations from 2011 – 2016 is available in Appendix F.  Facebook, Twitter and Instagram posts are 
available at: 
 

https://www.facebook.com/IPCDallas 
https://twitter.com/ipcdallas 
https://instagram/ipcdallas 
 
 

II. DATA COLLECTION AND APPLICATION 
 

1. Community demographics 
 
Population 

 

The population of Dallas County is 2.5 million, which represents a 7.8% increase from 2010 to 2015 (US 
Census Bureau, 2016). The median age of Dallas County residents is 33.3 years, which is similar to the 
median age for a Texas resident (33.6 years) (Texas Association of Counties, 2016). 

 

From 2010-2014, 13.1% of the Dallas County population was foreign-born. In 2015, 77% were white alone, 
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13.3% were black or African American alone, 1.2% were American Indian and Alaskan Native alone, and 5.6% 
were Asian alone. Hispanics or Latinos of any race make up 17.6% of the total population (United States 
Census Bureau, 2015). 

 

Economy 

 

Compared to the rest of the nation, the cost of living in Dallas County today is 5.3% lower than the U.S. 
average. The unemployment rate in Dallas County is 8.3% compared to 9.4% for the U.S. (US Bureau of Labor 
Statistics, 2011). 

 

In 2009, the median family income in Dallas County was $49,925 ($51,025 in 2011), compared to $52,576 
($56,607 in 2011) and $53,482 ($61,082 in 2011) for the state of Texas and United States, respectively. The 
percentage of persons living in poverty in Dallas County in 2016 was 14.8% compared to 19% in 2011. (US 
Census Bureau, 2015). 
 
Education 

 

The Dallas Independent School District (DISD), which operates schools in much of Dallas County, is the 
second largest school district in Texas and the 14th largest in the United States. While 77.7% (75% in 2011) of 
the Dallas County population 25 years and older had a high school diploma and 28.7% (27% in 2011) had a 
bachelor’s degree or higher (US Census Bureau, 2015).  

 

Transportation 
 

Dallas holds a prime location as a hub for business and travel. The city is geographically centered in the 
middle of the country, with more than 25 major cities reachable in less than 12 hours driving time. That 
includes cities in Alabama, Arkansas, Kansas, Louisiana, Mississippi, Missouri, New Mexico, Oklahoma and 
Tennessee. Dallas covers an area of 385 square miles (997.1 km2),  

 

The DFW area has two commercial airports, Dallas/Fort Worth International Airport (DFW) and Dallas Love 
Field.  DFW International is larger than the island of Manhattan, and is the second largest in acreage 
(18,076.297 (7,318 hectares or 29.8 square miles) among US airports. (Denver is first.)  Located halfway 
between the cities of Dallas and Fort Worth, Texas, DFW International Airport is the world's fourth busiest, 
offering nearly 1,750 flights per day and serving 57 million passengers a year. DFW provides non-stop service 
to 148 domestic and 50 international destinations worldwide (DFW Airport, 2012).  
 
Health 

  

State of the art medical facilities abound in Dallas.  Parkland Memorial Hospital is the principle health care facility for 
the Dallas County Hospital District, and is also the principal teaching hospital for the University of Texas 
Southwestern Medical Center (UTSW). Parkland Hospital has the 2nd largest civilian Burn Center in the U.S. 
Parkland has more than 159,000 emergency department encounters annually, and more than 1 million outpatient 
encounters annually. As of August 20, 2015, Parkland Hospital is the largest hospital in the U.S. with 2.1 million 
square feet. Parkland Health & Hospital System also includes 20 Community-Oriented Primary Care clinics. 

 

Parkland serves as a regional Lead Facility in responding to the disaster health care needs of the community 
and citizens served. The Rees-Jones Trauma Center at Parkland is a Level 1 Trauma Center serving Trauma 
Service Area E (TSA-E), known as the North Central Texas Trauma Regional Advisory Council (NCTTRAC). 
This incorporates 19 north central Texas rural, suburban and urban counties. 

  

Nearly half of the unfunded patient population in Dallas County is treated at Parkland each year. Parkland’s 
place in history may have been solidified on November 22, 1963, when President Kennedy was brought to the 
hospital after being shot (http://www.parklandhospital.com/whoweare/kennedy.html). 
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2. Injury Data 
 

 
From 1997 to 2015, 24,182 people died in Dallas County due to injuries, an average of 1272 deaths per year, 

24 deaths per week, or 3 
deaths per day.  
From 1997 to 2015, trauma-
related deaths in Dallas 
County increased by 42% and 
the age-adjusted rate 
increased by 16%. These 
numbers include deaths from 
all manners (Unintentional, 
Homicide, Suicide and 
Undetermined). 
 
 
 
 

 

Deaths by Age Group 

 
 

Fifty-three percent of the injury deaths occurred between ages 20-49. The average age of fatal injury victim in 
Dallas County was 44 years.  The age ranged from less than one year to 108 years.  The highest death rates 
were among the very young and the elderly. 
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Whites had the lowest injury rate in 1997, but that population had the highest death rate in 2015.  African 
Americans previously had the highest injury death rate, but is now below that of whites.  The Hispanic injury 
death rate has fallen dramatically over time. Note that in 1997 – 1999, the higher rates in the Hispanics may 
have been due to inaccurate denominator data, but is probably more accurate since 2000.  

 
 
Firearms, poisoning, falls and motor vehicle crashes were the leading causes of injury death in Dallas County. 
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In Dallas County, 59% of the deaths were classified as Unintentional, 19% as homicide, 17% as suicide and 
5% were undetermined.  
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3. Data summary table  
 
The Injury Prevention Center routinely provides reports regarding injury-related deaths. These reports are 
provided in Appendix F and include additional detail to the information in the table below. 
 

Type of Injury Trends 
Unintentional injury deaths  Unintentional injury deaths have increased from 1997 to 2015, mostly due to 

increases in unintentional poisoning deaths (see below). 
Unintentional poisoning deaths  The number of deaths and death rate due to unintentional drug poisonings 

increased 3-fold from 1997 to 2013. For females, the death rate increased 
over 5-fold during the same time period. There was a different age profile of 
unintentional poisoning death rates by race and ethnicity. For the white 
population, there were two peaks – 20-24 and 45-49 age groups. Among the 
African American population, the highest death rate was in the 50-54 age 
group. Among the Hispanic population, the death rate peaked at ages 20-24. 
In Dallas County, “illegal drugs” was the leading category listed under cause of 
death. This is in contrast with data from the U.S. as a whole, where in 2013, 
“prescription drugs” were the leading cause of unintentional drug poisoning 
deaths. In Dallas County, Cocaine was the leading drug mentioned, followed 
by Heroin. Cocaine-related death rates were highest among African 
Americans, while Heroin and methamphetamine-related death rates were 
highest among the white population. 

Pedestrian injury deaths Pedestrians accounted for one out of 12 deaths of unintentional injury deaths 
in Dallas County, and 23% of all motor vehicle deaths. The number of deaths 
and death rate has generally declined over time, with a small increase in 2014. 
The site of injury deaths varied by age group. For children <15 years of age, 
the majority of deaths occurred on surface streets. For persons 15-59 years of 
age, the majority of deaths occurred on expressways. Since 1997, there have 
been 162 “unintended pedestrian deaths” on expressways in Dallas. Seventy 
percent of the crashes occurred during the evening hours between 8 p.m. and 
5:59 a.m. The highest death rate was for the 20-24 population. Fifty-one 
percent of the “unintended pedestrians” had stopped because of a disabled 
vehicle such as a flat tire, ran out of gas, engine trouble, etc.  

Intimate partner violence deaths  From 2009-2011, the Dallas County Intimate Partner Violence Fatality Review 
Team reviewed 34 adjudicated intimate partner violence fatality cases. African 
American women and women between the ages of 20-24 years had the 
highest rate of fatality. African American females were approximately 2.5 times 
more likely to die by intimate partner violence than white or Hispanic females. 
Forty-four percent of cases directly impacted at least one child. More than half 
(64.7%) of persons who died from intimate partner violence were living with 
the perpetrator at the time of the incident. More than half (52.9%) of 
perpetrators had previous violent arrests, including assaults and domestic 
violence offenses before the homicide. None of the persons who died sought 
shelter while in a relationship with the perpetrator.  

Infant sleep-related deaths  From 2007-2011, there were 215 sleep-related infant deaths in Dallas County. 
The overall rate of sleep-related death has remained relatively unchanged 
between 2007 and 2011, averaging about 1.0 per 1,000 live births. Nearly one 
in five (18%) sleep-related deaths was due to overlay by another person or 
animal, suffocation or asphyxia, all of which were potentially preventable. Just 
over half (52%) of the infants that died in sleep-related incidents were sharing 
a sleep surface with another person or pet. Infants were nearly 2.5 times more 
likely to have shared a sleep surface if no crib was available. More than half of 
the homes (54%) had a crib. However, more than three quarters (78%) of 
infant sleep-related deaths occurred in a sleeping place other than a crib. The 
most common surface for an infant to be found on was an adult bed. Even with 
recommendations to place healthy babies on their backs for sleep, less than 
half (43%)  of infants who died in sleep-related incidents in Dallas County were 
placed on their backs. The peak age for infants that die in sleep-related 
environments was 3 months of age. African American infants in Dallas County 
were 2.5 times more likely to die in sleep-related incidents than white infants 
and 5 times more likely than Hispanic infants. 

Falls According to the DFW Hospital Council, 69% of persons hospitalized for falls 
in 2015 were 65+ years of age. The total charges for hospitalizations for 
persons 65+ years was $130,476,700.67 in 2015; the average charge was 
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$64,624.42. The primary payment source was Medicare/Medicaid (47%), 
followed by private insurance (31%). Twenty-two percent of fall-related 
hospitalizations for persons 65+ years was uninsured. In 2013, the fall-related 
death rate for persons 65+ years in Dallas County was higher than the rate for 
Texas (52.9 vs. 45.9, per 100,000 population, respectively), but lower than the 
US rate (56.9).  

Workplace Injuries and Emergency Preparedness Not applicable 

 
 

4. Data Sources  
 
Dallas Safe Communities utilizes several data sources to identify injury and violence issues in Dallas. 
  
Medical Examiner Data 
 
Dallas Safe Communities and the IPC have established a good working relationship with the Southwestern 
Institute of Forensic Sciences, which is the Medical Examiner’s Office (ME) for Dallas County. Since 1997, the 
ME’s Office has allowed IPC staff to access and collect non-identified data on deaths due to unintentional 
injuries, homicides and suicides. The IPC collects information on age, sex, race, manner of death, method of 
death, cause of death, and limited narrative information. The IPC now has an ME database of injury deaths in 
Dallas County from 1997-2015. The IPC analyzes the data for trends in injury deaths. If a trend is identified, 
the IPC seeks agreements with other data sources to obtain and link additional data to determine 
epidemiologic patterns. The IPC develops reports that are utilized to identify Dallas Safe Communities 
priorities. These reports are included in Appendix G and are available online at 
http://www.injurypreventioncenter.org/reports_publications.php?resource_catid=16&parent_id=5 
 
Dallas County Child Death Review Team  
 
Founded in 1992, the Dallas County Child Death Review Team (CDRT) was the first local team to review child 
and adolescent fatalities in the state of Texas. The Dallas County CDRT was facilitated by the Dallas 
Children’s Advocacy Center from 1992-2005. In keeping with its mission to create a safe community in which 
to live, work and play, the IPC began facilitating the CDRT in 2006. The purpose of a child death review team 
is to conduct a comprehensive, multidisciplinary review of child deaths 0-17 years of age. The goal is to: 1) 
provide accurate information on how and why Dallas County children are dying; 2) improve the response to 
child fatalities; and 3) reduce the number of preventable deaths. The multidisciplinary team consists of 30 
members representing the Dallas Police Department, Child Protective Services, Southwestern Institute of 
Forensic Sciences, as well as local law enforcement agencies, schools, juvenile departments, courts, 
hospitals, epidemiologists, social service and public health agencies, and injury prevention programs. Each 
year, the team reviews over 400 deaths to children in Dallas County. The team provides data to the Texas 
Child Fatality Review Team and makes recommendations on ways to prevent deaths and improve the CDRT 
process. Dallas County CDRT reports are included in Appendix G and are available online at 
http://www.injurypreventioncenter.org/reports_publications.php?resource_catid=16&parent_id=5 
 
Dallas County Intimate Partner Violence Fatality Review Team 

 
The Dallas County Intimate Partner Violence Fatality Review Team (IPVFRT) was established on June 1, 2010 
by a unanimous resolution from the Commissioners Court of Dallas County. It is in accordance with Chapter 
672 of the Texas Health and Safety Code to conduct a system-wide review of adult intimate partner violence 
fatalities in Dallas County.  

 

The IPVFRT consists of designated individuals and organizations that conduct reviews based upon the facts 
and circumstances of each case. Using a multi-disciplinary approach, the Review Team serves to promote 
cooperation, communication and coordination among agencies involved in responding to these deaths. In 
addition, it is the objective of the IPVFRT to collect data and disseminate information on findings in hopes that 
Dallas County can collectively work towards reducing future incidences of intimate partner violence deaths.  
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During the fall of 2015, the team released their first interim report on their findings from cases that occurred 
from 2009-2011. The interim report is included in Appendix G.  
 

5. Project goals for 2011 – 2016 
 

1. Decrease deaths due to residential fires in high-risk neighborhoods in Dallas County 
2. Screen all older patients for fall risks in the Rees-Jones Trauma Center at Parkland 
3. Identify modifiable fall risk factors among older adults 
4. Increase booster seat use among children 5-8 years of age in selected elementary schools in Dallas 

County 
5. Identify Parkland Hospital patients at risk for suicide  
6. Improve pedestrian safety conditions in areas of Dallas County with high pedestrian injuries or deaths 

 
6. How will the data be used in the development of new strategies?  

 
The use of valid injury data is essential in understanding the extent of injuries and violence and is essential in 
making informed decisions regarding prevention priorities in a healthcare environment that imposes competing 
demands on resources. While Dallas Safe Communities uses data as a foundation for highlighting problems, 
determining priorities, and identifying solutions and prevention strategies, it is mostly collected and used for 
evaluating results.  Dallas Safe Communities collects and uses data to conduct the following types of 
evaluation.  
  

1. Formative evaluation, such as focus groups is used in gather information about the target population, 
so that interventions selected are appropriate.  

2. Process evaluation helps to document the degree to which the intervention (program) was implemented 
as intended by assessing how much of the intervention was provided, to whom, when, and by whom.  

3. Impact evaluation, such prevalence surveys and observational surveys, is utilized to assess short-term 
intervention efficacy or effectiveness in producing behavioral impact (e.g., car seat use) for a defined 
at-risk population.  

4. Outcome evaluation is used to assess intervention efficacy or effectiveness in producing long-term 
changes in the incidence or prevalence of morbidity rates, mortality rates, or other health status 
indicators such as injuries among a defined at-risk population.  
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III. EFFECTIVE STRATEGIES 
 
Existing Programs 
 
Prevention of Residential Fire Deaths 

 

Project 
Name 

Project 
Goal 

Project 
Description 

Promising 
or 

Evidence-
based? 
Sources 

Target group 
(age, gender, 
ethnicity, 
vulnerable 
population) 

Length of 
Project 

Partners 

Operation 
Installation 

To decrease 
deaths due to 
residential fires 
in Dallas 
County 

Based on local 
data, census tracts 
with the highest 
per capita rates of 
house fire-related 
deaths and injuries 
were targeted for 
smoke alarm 
installations 
through a program 
called Operation 
Installation. It 
involves door-to-
door smoke alarm 
installation, with 
teams of fire 
fighters, fire 
prevention 
personnel with 
DFRD, and 
volunteers from the 
Dallas area. Each 
team is 
accompanied by a 
fire engine or fire 
truck, going down 
each block of the 
census tract. 
Operation 
Installation has 
installed more than 
35,000 smoke 
alarms, providing 
protection to more 
than 42,000 people 
since its inception. 
 

This program 
was modeled 
after a 
successful 
program that 
was started in 
Oklahoma City in 
1990. Mallonee, 
1996 
 

Census tracts 
with the highest 
per capita rates 
of house fire-
related deaths 
and injuries in 
Dallas County 

1999-present Dallas Fire-
Rescue, 
volunteers 
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Older Adult Fall Prevention  

 
Project 
Name 

Project 
Goal 

Project 
Description 

Promising or 
Evidence-
based? 
Sources 

Target 
group (age, 
gender, 
ethnicity, 
vulnerable 
population) 

Length of 
Project 

Partners 

STEADI 1) To screen 
all older 
patients for 
falls in the 
Rees-Jones 
Trauma 
Center at 
Parkland, and 
2) Identify 
modifiable fall 
risk factors 
 

See below 
 

Stopping Elderly 
Accidents, 
Deaths, & Injuries 
(STEADI), is an 
evidence-based 
toolkit developed 
by the Centers for 
Disease Control 
to assist 
healthcare 
providers who 
treat older adults 
at risk of falling or 
who may have 
fallen in the past. 
Information and 
recommendations 
within the toolkit 
are based on an 
algorithm 
adapted from the 
American and 
British Geriatric 
Societies’ Clinical 
Practice 
Guidelines. 
STEADI identifies 
eleven 
interventions to 
integrate fall 
prevention into 
healthcare 
providers’ clinical 
practice.    

Patients 
presenting at the 
Rees –Jones 
Trauma Center 
at Parkland who 
are 65 years of 
age or greater 

2014- 
present 

Trauma surgeons, 
trauma advance 
practice providers,  
trauma nurse 
clinicians, 
geriatricians, 
physical/ 
occupational/speech 
therapists, 
pharmacists, and 
community health 
paramedics 

 
 
Project Description 
 
A multidisciplinary team was established to implement STEADI within the Rees-Johns Trauma Center at 
Parkland. Each element of “Integrating Fall Prevention into Practice” checklist was evaluated for 
implementation in care plans of older adults who sustained a fall injury. The STEADI initiative was modified for 
an acute care setting by creating a detailed mechanism of injury flowsheet within the patient’s electronic 
medical record to guide the healthcare providers through critical descriptors of the fall event and aid in 
identification of modifiable risk factors. Focus areas include the approximate fall height, fall location, description 
of the fall, surface type, and safety devices utilized at the time of the fall event. The patient’s gait, lower body 
strength and balance are evaluated. This was implemented with the assistance of the Physical Medicine & 
Rehabilitation services. A consult order is placed as a component of the initial admission orders. Evaluation by 
Physician Medicine is completed and recommendations are received and acted upon prior to the patient’s 
discharge from the hospital. A detailed physical exam is the cornerstone to the assessment and management 
of a patient by the Trauma Service. The primary and secondary physical assessments initiated upon the 
patient’s arrival are supplemented with a tertiary physical exam after admission to the hospital. These 
assessments are supplemented by that of Physical Medicine & Rehabilitation. In addition, each patient 
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receives evaluation by a mental health specialist for a mental health screen and screening brief intervention 
and referral to treatment (SBIRT) for alcohol/drugs.  Should the patient suffer from postural hypotension, the 
cause is evaluated and addressed by the medical team. The Trauma Advance Practice Providers utilize the 
American Geriatrics Society Beers assessment to assist in medication review for the older adults. This 
guideline emphasizes de-prescribing and avoidance of specific medications for the older adult. Hospital 
pharmacists and geriatricians serve as an easy-access resource for complex situations or for a second option. 
The recommendation for at least 800 IU vitamin D supplementation was distributed to all providers to increase 
familiarity and understanding with practice management. Trauma Nurse Clinicians review the patients’ medical 
record during case management for compliance. The services of an ophthalmologist are readily available to 
the Trauma Service staff. Should a patient have a deficit identified through their mechanism of injury review or 
through the primary/secondary/tertiary physical exams, a consult order is placed for evaluation prior to 
discharge from the hospital. When addressing the needs of an older adult who sustained injuries, the 
mechanism of injury documentation completed upon the patient’s arrival is reviewed for potential areas of 
education. Trauma surgeons, advance practice providers, and trauma nurse clinicians round on these patients 
daily to address their medical needs, but also to offer education regarding modifiable risk factors and provide 
solutions to prevent recidivism. Brochure type information is available for patients and family members. Should 
the patient be discharged home from the hospital, the patient is referred to a community paramedic program 
for follow up regarding compliance with medical therapies, medication review, and a home assessment 
checklist. Necessary community referrals are given for modifications as identified by the community paramedic. 
This information is returned to the Trauma Service and the patient’s medical record. A community resources 
list is available to be distributed to patients and families by medical staff. Outpatient therapies can be 
prescribed once the patient is discharged from the hospital. 
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Child Passenger Safety/Booster Seat 

 

Project 
Name 

Project 
Goal 

Project 
Description 

Promising or 
Evidence-

based? Sources 

Target group 
(age, gender, 
ethnicity, 
vulnerable 
population) 

Length 
of 

Project 

Partners 

Give Kids a 
Boost 

To increase 
booster seat 
use among 
children 5-8 
years of age 
in selected 
elementary 
schools in 
Dallas 
County 

The Give Kids a 
Boost project 
intervention phase of 
the project includes: 
1) train-the-trainer 
sessions with 
teachers and parent 
leaders; 2) parent 
presentations 3) 
tailored 
communication to 
parents; 4) 
distribution of child 
passenger safety 
fact sheets; 5) 
information about 
car seat inspection 
stations, and 6) 
enforcement of the 
Texas child 
passenger safety 
law. 
 

The Give Kids a Boost 
project was developed 
and implemented 
utilizing the results 
from focus groups and 
recommendations from 
the National Highway 
Traffic Safety 
Administration (NHTSA) 
on effective strategies to 
improve child occupant 
restraint use. To ensure 
the project is culturally-
competent, community-
integrated, and 
sustainable, the project 
includes training 
teachers, parents, safety 
advocates and 
community leaders as 
booster seat educators, 
using the train-the-
trainer model. 
 

Elementary school 
personnel,  

2011-
present 

Elementary 
schools, 
AVANCE, El 
Concilio, PTA, 
police 
departments 

 
 
  



17 

 

Child Passenger Safety Policy 
 

Project 
Name 

Project 
Goal 

Project 
Description 

Promising or 
Evidence-
based? 
Sources 

Target group 
(age, gender, 
ethnicity, 
vulnerable 
population) 

Length of 
Project 

Partners 

Hospital Child 
Passenger 
Safety Policy 

To develop 
standardized 
child passenger 
safety policies 
for hospital 
discharge 

Children’s Health 
Dallas organized a 
policy work group 
of 9 Dallas/Fort 
Worth area 
hospitals to review 
the American 
Academy of 
Pediatrics hospital 
discharge 
recommendations 
for child passenger 
safety. All child 
passenger safety 
discharge policies 
of the work group 
were reviewed, as 
well as policies 
from hospitals in 
Arizona and 
Indiana.  Hospital 
policies were 
reviewed for a) 
general discharge; 
b) angle tolerance; 
and c) special 
needs. 

American 
Academy of 
Pediatrics hospital 
discharge 
recommendations; 
North Texas data 
from fitting 
stations was used 
to better 
understand the 
needs of the 
communities 
served; outcome 
data is collected 
across member 
hospitals. 

Hospital staff at 
participating 
work group 
hospitals, 
caregivers of 
children under 
the age of 9 who 
are within the 
hospital systems 
 

2014-present Children’s 
Health, 
Children’s 
Medical 
Center- Dallas; 
Parkland 
Health & 
Hospital 
System; Cook 
Children’s – Ft. 
Worth; Medical 
City; Methodist 
– Dallas; Baylor 
Scott & White – 
Dallas; John 
Peter Smith 
(JPS)- Fort 
Worth; 
Centennial 
Medical Center; 
Scottish Rite 
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Suicide Prevention 
 

Project 
Name 

Project 
Goal 

Project 
Description 

Promising 
or 

Evidence-
based? 
Sources 

Target 
group (age, 
gender, 
ethnicity, 
vulnerable 
population) 

Length of 
Project 

Partners 

Suicide 
prevention 
screening 

To identify 
Parkland 
patients at risk 
for suicide  

All Parkland ER and 
inpatients, correctional 
facilities, community-
oriented clinics and 
outpatient clinics are 
screened for suicide risk 
using validated 
screening tools. The 
screening is integrated 
into the Electronic 
Health Record (EHR): a 
front-end user friendly 
screening process that 
results in 
accurate/thorough 
documentation and 
appropriate clinical 
responses. If “No risk is 
identified,” the screening 
is completed and 
documented in the chart. 
If “Moderate Risk is 
identified,” a focused 
psychosocial evaluation 
is completed and a 
safety plan developed. 
An after visit summary is 
completed with 
resources. If the patient 
is identified as “High 
Risk,” a 1:1 sitter is 
initiated with suicide 
precautions, 
Psychiatry/Psychology is 
consulted, and 
resources are provided.  

Screening 
instruments: 
Columbia-
Suicide Severity 
Rating Scale, 
Screen Version 
– Recent 
(patients >18 
years old) & 
Ask Suicide-
Screening 
Questions 
(patients 12-17 
years old) 
 

Parkland ER 
patients, 
inpatients, 
clients at 
COPCs, 
outpatient clinics 
and correctional 
health 

2015-present UT 
Southwestern 
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Pedestrian Safety 
 

Project 
Name 

Project 
Goal 

Project 
Description 

Promising 
or 

Evidence-
based? 
Sources 

Target group 
(age, gender, 
ethnicity, 
vulnerable 
population) 

Length of 
Project 

Partners 

PHOTOVOICE To improve 
pedestrian 
safety 
conditions in 
areas of Dallas 
County with 
high pedestrian 
injuries or 
deaths  

The IPC has used 
PHOTOVOICE 
methodology to 
conduct a 
pedestrian safety 
project in the 
Vickery Meadow 
area of Dallas. 
The 
PHOTOVOICE 
project teaches 
individuals how to 
tell a story through 
photographs and 
use those 
photographs to 
facilitate 
pedestrian safety 
improvements in 
the community. 
After being trained 
in issues affecting 
pedestrian safety, 
the PHOTOVOICE 
participants work 
with Dallas area 
photographers to 
learn basic 
photography skills. 
Then the 
participants put 
their newly-
acquired skills to 
use by taking 
photographs 
during field trips 
around the Vickery 
Meadow area that 
depict potentially 
hazardous 
conditions. The 
students present 
their photos at a 
final reception for 
city/county 
officials. In 2016, 
the project was 
expanded to 
include students in 
the Community 
Health Worker 
program at El 
Centro Community 
College in Dallas. 

The 
PHOTOVOICE 
methodology 
was developed 
by Caroline C. 
Wang at the 
University of 
Michigan and 
Mary Ann Burris 
with the Ford 
Foundation in 
1992 as a way to 
empower 
marginalized 
individuals to be 
potential 
catalysts of 
change and to 
influence policies 
and programs 
affecting their 
community. 

City officials, 
students in local 
secondary 
schools and 
community 
colleges 

2011-present Vickery Meadow 
Youth 
Development 
Foundation, 
Eagle Scholars 
program, local 
photographers, 
SMU, Parkland 
Community 
Relations, El 
Centro 
Community 
College 
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Planned Programs for 2016 – 2021 
 
Disaster Preparedness 
 

Project 
Name 

Project Goal Project 
Description 

Promising 
or 

Evidence-
based? 
Sources 

Target 
group (age, 
gender, 
ethnicity, 
vulnerable 
population) 

Length 
of 

Project 

Partners 

Stop the 
Bleed 

To increase the 
number of 
persons/bystanders 
trained in stopping 
blood loss during 
disasters 

In 2015, the 
Obama 
Administration 
launched the 
“Stop the Bleed” 
campaign during 
an event at the 
White House, to 
provide 
bystanders of 
emergency 
situations with the 
tools and 
knowledge to 
stop life 
threatening 
bleeding. Working 
with the private 
sector and 
nonprofit 
organizations, the 
“Stop the Bleed” 
campaign will put 
knowledge 
gained by first 
responders and 
our military, into 
the hands of the 
public to help 
save lives. 
Uncontrolled 
bleeding injuries 
can result from 
natural and 
manmade 
disasters and 
from everyday 
accidents. If this 
bleeding is 
severe, it can kill 
within minutes, 
potentially before 
trained 
responders can 
arrive. Providing 
bystanders with 
basic tools and 
information on the 
simple steps they 
can take in an 
emergency 
situation to stop 
life threatening 
bleeding can 

U.S. 
Department of 
Homeland 
Security 

Bystanders, 
immediate 
responders 

2016- North Central 
Texas 
Trauma 
Regional 
Advisory 
Council 
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save lives. 
Research has 
shown that 
bystanders, with 
little or no 
medical training, 
can become 
heroic 
lifesavers. Similar 
to the use of CPR 
or automatic 
defibrillators, 
improving public 
awareness about 
how to stop 
severe bleeding 
and expanding 
personal and 
public access to 
Bleeding Control 
Kits can be the 
difference 
between life and 
death for an 
injured person. 

 
 
 
 
Older Adult Fall Prevention 
 

Project 
Name 

Project Goal Project 
Description 

Promising 
or 

Evidence-
based? 
Sources 

Target group 
(age, gender, 
ethnicity, 
vulnerable 
population) 

Length 
of 

Project 

Partners 

Tai Chi To improve 
coordination/balance 
among persons 65+ 
years of age 

Parkland Hospital 
and the Diabetes 
Health & Wellness 
Institute (DHWI) at 
Baylor Scott & 
White are 
developing a 
Memorandum of 
Understanding to 
offer tai chi classes 
at DHWI facilities 
for Parkland 
clients. The Injury 
Prevention Center 
provided funds to 
train 2 DHWI staff 
to become tai chi 
instructors.  DHWI 
will offer at least 
one 1 hour tai chi 
class per week.    

Evidence-based 
Fuzhong et. al, 
2005; Wolf et. al, 
1996; Suzuki et. 
al, 2004; 
Voukelatos et. al, 
2006 
CDC 

Persons 65+ 
years of age 

2016- Baylor Scott & 
White, 
Diabetes 
Health & 
Wellness 
Institute, 
Parkland 
Geriatrics, 
Dallas Parks 
and 
Recreation 
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Child Maltreatment Prevention 
 

Project 
Name 

Project 
Goal 

Project 
Description 

Promising 
or 

Evidence-
based? 
Sources 

Target group 
(age, gender, 
ethnicity, 
vulnerable 
population) 

Length 
of 

Project 

Partners 

Period of 
Purple Crying  

To help 
parents of 
newborns 
understand 
about an 
infant  
developmental 
stage from 2 
weeks to 3-4 
months when 
infants cry. 

The Injury 
Prevention Center 
of Greater Dallas 
(IPC) will work 
with the Women’s 
and Infants 
Specialty Health 
(WISH) 
department at 
Parkland 
Memorial Hospital 
to implement the 
Period of Purple 
Crying program as 
part of the Dallas 
County HOPES 
wide-spread 
community 
awareness 
campaign. The 
PURPLE program 
will be provided to 
each 
mother/caregiver 
of a newborn born 
at the hospital that 
is discharged 
within 72 hours of 
birth. The 
PURPLE program 
is designed to 
help parents of 
new babies 
understand a 
developmental 
stage that is 
associated with a 
normal crying 
curve. It provides 
education on the 
normal crying 
curve and the 
dangers of 
shaking a baby.  
 
Infant crying has 
been determined 
to be a risk factor 
for abusive head 
trauma (shaken 
baby syndrome). 
Research has 
shown that use of 
the PURPLE 
education 

Barr (2006); 
Barr (2012); 
Lee, Barr,  
Catherine, & 
Wicks, (2007); 
California 
Evidence-
Based 
Clearinghouse 
for Child 
Welfare  

 

Mothers/caregivers 
of a newborn born 
at Parkland 
Hospital 

2016- Parkland 
Women and 
Infants 
Specialty 
Health, 
United Way, 
Episcopal 
Church of St. 
Thomas the 
Apostle, 
Parkland 
Community-
Oriented 
Primary Care 
Clinics 
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materials lead to 
higher scores in 
knowledge about 
early infant crying 
and the dangers 
of shaking, and in 
sharing of 
information 
behaviors 
considered to be 
important for the 
prevention of 
shaking. 
 
The IPC will 
facilitate the 
implementation of 
the PURPLE 
program using a 
very specific 
protocol. Each 
family of a 
newborn will be 
required to 
receive the 
program 
materials, which 
include a 10 
minute DVD and 
an 11 page 
booklet. The 
PURPLE program 
will be delivered to 
parents and 
caregivers by 
health 
professionals who 
are trained to 
deliver the 
program and 
answer the 
parents’ 
questions.  

 
The program will 
be delivered in a 
“two dose” 
exposure. Dose 
One, which 
includes 
dissemination of 
the DVD and 
booklet, will be 
delivered by a 
trained WISH 
nurse or educator 
to 
parents/caregivers 
of newly born 
infants at 
Parkland 
Memorial 
Hospital, prior to 
discharge. This 
will occur within 
72 hours of the 
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birth of the 
newborn. 
Parkland 
Memorial Hospital 
delivers 
approximately 
10,000 newborns 
annually.  
 
Dose Two 
reinforces 
important 
messages of the 
program, such as, 
“babies can still 
be healthy and 
normal even if 
they cry five hours 
per day” and “the 
crying will come to 
an end.” Dose 
Two will be 
delivered to 
parents/caregivers 
during well-baby 
visits through 
Parkland’s 
Community 
Oriented Primary 
Care (COPC) 
clinics, generally 
occurring within 
the first three 
months following 
the baby’s birth. 
Dose Two will be 
used to reinforce 
the messages the 
family received 
during Dose One.  
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Distracted Driving Prevention 
 

Project 
Name 

Project 
Goal 

Project 
Description 

Promising or 
Evidence-
based? 
Sources 

Target group 
(age, gender, 
ethnicity, 
vulnerable 
population) 

Length of 
Project 

Partners 

#ArriveAlive To implement 
a culturally-
competent, 
community-
based project 
aimed at 
decreasing 
distracted 
driving 
behaviors, with 
an emphasis 
on reducing 
cell phone use 
(texting, 
emails, phone 
calls, etc.) 
while driving. 

This goal will be 
accomplished by 
training 500 
teenage drivers, 
parents of teenage 
drivers, and young 
adult drivers in 
safe driving 
behaviors and the 
dangers of 
distracted driving.  
 

Promising 

Materials from the 
Governors Highway 
Safety Association, 
the CDC, and the 
Children’s Hospital 
of Philadelphia 
(CHOP), as well as 
NHTSA’s 
Countermeasures 
that Work, were 
reviewed. 

The project is 
aimed at 
teens/young 
adults due to 
their elevated 
risk of driving 
while distracted. 
The project also 
targets parents 
because 
research shows 
that they 
significantly 
influence their 
teen’s driving 
behaviors. 
 

2016- Rees-Jones 
Trauma Center 
at Parkland, 
Dallas area 
churches and 
high schools 
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IV. EVALUATION METHODS  
 
Following are the evaluation descriptions and results for Dallas Safe Communities existing programs.  
 

Activities Outcomes Length Indicators Methods Results 
Operation 
Installation 

Reduce residential 
fire death rates in 
project homes 

Long-term  Reduction in 
residential fire 
death rates 

IPC/DFR linked 
database for 
residential fires in 
Dallas County  

Outcome – 74% reduction in 
the rate of deaths and injuries 
in program houses overall 
RE-AIM -- Reach: 26.5% 
Efficacy: 68% overall; 90% 
for the first 6 years 
Adoption/Implementation: 
DFRD continued to 
implement the program with 
good fidelity throughout the 
10-year period, increasing the 
average number of smoke 
alarms installed per house 
from 1.4 in 2000 to 3.0 in 
2011 Maintenance: At the 
setting level, the number of 
canvassing sessions 
conducted per year doubled 
from 5 in 2000 to 10 sessions 
in 2011, while the number of 
census tracts canvassed 
varied by year. At the 
individual level, 91.8% of 
smoke alarms installed during 
the program were still 
installed and working 2 years 
following the original 
installation, but only 20% 
were still installed and 
working after 10 years. 

STEADI Reduce fall rate 
and length of stay 
for older adults  
 

Short-term Decrease in length 
of stay; increase in 
patients being 
discharged home; 
decrease in 
readmissions for 
fall injuries 

Parkland trauma 
registry data 

Data was collected 
prospectively evaluating 
implementation of STEADI in 
the trauma department.  
Patients hospitalized prior to 
implementation of the 
STEADI program served as 
comparison group. During the 
study period, 2784 patients 
were admitted to Parkland 
Trauma Center.  10% 
(n=266) were 65 years of age 
or greater. Among this group, 
62% (n=165) sustained 
injuries after a fall. Pre- and 
post-STEADI implementation 
groups were similar with 
respect to age and injury 
severity score. Prior to 
STEADI implementation, 
median length of stay was 7.9 
days with 46.8% of the 
patients discharged home. 
After STEADI 
implementation, median 
length of stay decreased to 
6.5 days (p<.01) 
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Suicide 
prevention 
screening 

1) Increase 
number of 
patients 
screened for 
suicide 
ideation; 

2) Increase 
follow-up 
services for 
patients at 
risk for 
suicide 
ideation; 

3) Decrease 
suicide 
deaths  

Short-term 
Long-term 

Number of 
patients screened 
for suicide 
ideation; number 
of high risk 
patients receiving 
follow-up services; 
suicide death rate 

Parkland 
Electronic 
Medical Records 
data; Medical 
Examiner data 

During the first year of the 
project, 219,000 patients 
screened in the ED and 
Inpatient units 
(~18,000/month) 
230,000 patients screened in 
the COPCs (~27,000/month) 
and Correctional Health 
(~5,500/month) 
ED/Inpatient: No risk = 
93.8%, Moderate risk = 4%, 
High risk = 2% 
COPCs: No risk = 97.7%, 
Moderate risk = 0.16%, High 
risk = 0.18% 

 
 
 
Activities Outcomes Length Indicators Methods Results 

PHOTOVOICE Increase in 
evidence-informed 
strategies to 
improve pedestrian 
safety 

Short-term, 
long-term 

Changes in 
environmental 
conditions, policies  

Observational 
surveys, audits 

The PHOTOVOICE 
evaluation is in process. A 
description of the evaluation 
plan is provided in Appendix 
H. As a result of the 
PHOTOVOICE project, City 
Council member, Jennifer 
Gates requested an audit of 
the Vickery Meadow area by 
the Federal Highway 
Administration (FHWA), 
which was conducted in 2015 
(Appendix I). 
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Activities Outcomes Length Indicators Methods Results 
Give Kids a Boost Increase booster 

seat use among 
children 4-8 years 
of age 

Short-term Increase in booster 
seat use 

Observational 
surveys 

In the target schools, booster 
seat use for children 4-7 
years of age increased an 
average of 20.9 percentage 
points between P0 and P1 
(P0=4.8%, P1=25.7%; 
O.R.=6.9, 95% Cl 5.5 to 8.7; 
P<.001). In three of the four 
years, booster seat use 
remained at a high level at 
the P2 time period 
(P2=31.5%). Comparison 
schools (n=14) experienced 
no significant change in 
booster seat use (P0=4.7%, 
P1=4.9%; O.R.=1.0, 95% Cl 
0.8 to 1.3; P=0.4) (P2=5.9%). 
Multivariable modeling 
adjusted for age, 
race/ethnicity, gender, vehicle 
type, and clustering by site, 
number of children in the 
vehicle, and date of 
observation. It showed that 
children at the target schools 
were significantly more likely 
to be properly restrained in a 
booster seat after the 
intervention (O.R.=2.7; 95% 
Cl 2.2 to 3.3) compared to P0 
and compared to the 
comparison schools. 
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Activities Outcomes Length Indicators Methods Results 
Hospital child 
passenger safety 
policy 

Development of 
policies on hospital 
discharge for 
children and/or an 
increase of 
activities, trainings, 
staff, car seat 
distribution. 

 
 

Short-term, long-
term 

Changes or 
adoption of hospital 
policies among 
participating 
hospitals 

Key informant 
interviews;  
EMR data 

Evaluation data 
collection is in 
process. Results 
below are 
preliminary.  
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SECTION 4: COMMUNITY INVENTORY OF SAFETY AND INJURY INITIATIVES 
 

Name of Initiative Target group 
Stop the Bleed (Emergency Preparedness) Immediate responders in Collin, Cooke, Dallas, Denton, Ellis, 

Erath, Fannin, Grayson, Hood, Hunt, Johnson, Kaufman, Navarro, 
Palo Pinto, Parker, Rockwall, Somervell, Tarrant, and Wise 
counties 

Dallas Police Department Lethality Assessment (Domestic 
Violence) 

Domestic violence callers to Dallas Police Department  

Dallas County Gun Confiscation Policy (Domestic Violence) Dallas County domestic violence perpetrators 
Health & Wellness Alliance for Children (Child Health) Children in Dallas and Collin Counties 
Child Passenger Safety Technician Certification Training (Child 
Passenger Safety) 

Individuals from hospitals, police departments, fire departments, 
Texas Department of Transportation 

A Matter of Balance (Older Adult Fall Prevention) Person 65+ years of age in the North Central Texas Area Agency 
on Aging service area 

University of Texas at Dallas Occupational Safety & Industrial 
Hygiene Department (Workplace safety) 

Employers 

 

Additional information on programs/initiatives is provided below.  
 

Stop the Bleed 
 
At a meeting in Hartford, CT, the Joint Committee to Create a National Policy to Enhance Survivability from 
Intentional Mass-Casualty and Active Shooter Events developed the Hartford Consensus III, which outlines 
implementation of strategies for effective hemorrhage control. This report was presented at a White House 
roundtable forum, which included representatives from 35 medical and surgical, nursing, law enforcement, fire, 
emergency medical services (EMS), and other stakeholder organizations.  
 
Alexander L. Eastman, MD, MPH, Medical Director and Chief of the Rees-Jones Trauma Center at Parkland 
and Assistant Professor of Surgery at The University of Texas Southwestern Medical Center, is a nationally-
recognized expert on this topic having written policy for the U.S. Department of Justice and the Hartford 
Consensus on survivability during a mass casualty shooting event. Dr. Eastman is also a Lieutenant on the 
Dallas Police Department’s Special Weapons and Tactics (SWAT) squad and chairs the Dallas Safe 
Communities Advisory Council.   
 
Enhancing public resilience to intentional mass-casualty events has been identified as a priority for domestic 
preparedness. Opportunities exist to improve the control of external hemorrhage in the civilian sector. These 
opportunities exist in the form of interventions that should be performed by bystanders known as immediate 
responders and professional first responders, such as law enforcement officers, emergency medical 
technicians (EMTs), paramedics, and firefighters (EMS/fire/rescue), at the scene of the incident.  
 

The overarching principle of the Hartford Consensus is that in intentional mass-casualty and active shooter 
events, no one should die from uncontrolled bleeding. The Hartford Consensus calls for a seamless, integrated 
response system that includes the public, law enforcement, EMS/fire/rescue, and definitive care to employ the 
THREAT response in a comprehensive and expeditious manner.  
 

One goal of the Hartford Consensus III is to empower the public to provide emergency care. During intentional 
mass-casualty events, those present at the point of wounding have often proven invaluable in responding to 
the initial hemorrhage control needs of the wounded. Traditionally thought of as “bystanders,” these immediate 
responders should not be considered passive observers and can provide effective lifesaving first-line 
treatment.  
 

Immediate responders contribute to a victim’s survival by performing critical external hemorrhage control at the 
point of wounding and prior to the arrival of traditional first responders. Immediate responders contribute to 
what is the critical step in eliminating preventable pre-hospital death: the control of external hemorrhage.  
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The North Central Texas Trauma Regional Advisory Council (NCTTRAC) is sponsoring Stop the Bleed training 
in North Texas. The regional advisory council is an organization designed to facilitate the development, 
implementation, and operation of a comprehensive trauma care system based on accepted standards of care 
to decrease morbidity and mortality. The Trauma Service Area (TSA-E) for the NCTTRAC is comprised of the 
following counties: Collin, Cooke, Dallas, Denton, Ellis, Erath, Fannin, Grayson, Hood, Hunt, Johnson, 
Kaufman, Navarro, Palo Pinto, Parker, Rockwall, Somervell, Tarrant, and Wise. 
 
Additionally, the Rees-Jones Trauma Center at Parkland is conducting Stop the Bleed training sessions to 
educate Parkland staff and the public about the appropriate actions as immediate responders in these 
situations.  
 

Lethality assessment 
 
The Dallas Police Department (DPD) responds to approximately 13,000 domestic violence calls each year. In 
2014, DPD implemented a Lethality Assessment questionnaire, which is administered during those calls. 
Under the “lethality assessment” program, officers responding to domestic violence calls ask abuse victims 11 
yes-or-no questions designed to determine which victims are most at risk. If a victim answers “yes” to crucial 
questions — for example, whether she’s been threatened with a weapon — police call a domestic violence 
hotline to provide immediate help. Six months into the program, police administered nearly 5,000 
questionnaires. Slightly more than 40 percent of victims say they fear that their abuser might kill them or their 
children. A third say their abuser has access to a gun. And two-thirds say their partner is jealous and 
controlling. 
 
Police have added other questions to better analyze abuse cases. Officers now note the sex of both the victim 
and the suspect, whether alcohol or drugs were involved, whether the suspect was taken into custody and 
whether the victim was taken to a hospital. 
 
The lethality assessment originated in Maryland, where it’s used by nearly every law enforcement agency. The 
number of intimate-partner homicides in that state has dropped by more than 40 percent over a five-year 
period. During the first six months of the program, about 40 percent of victims agreed to speak with a 
counselor over the phone while officers were on the scene. 
 
Dallas County Gun Confiscation Policy 
 
In 2015, Dallas County Officials began confiscating guns from certain domestic batterers with the launch of a 
new program that requires them to turn in their weapons at a local gun range. The program is the most 
comprehensive effort in Texas to take guns away from abusers and one of the only firearm-surrender 
strategies in the country to rely on private storage.  
 
Nationally and in Texas, about 60 percent of intimate-partner homicides are committed with a gun. One study 
also found that access to a gun increases by five times a woman’s chance of being killed by an intimate 
partner, even when controlling for severity of abuse. 
 
The DFW Gun Range agreed to lease the county space to store the weapons. The gun range stores the 
firearms until they can be returned to the owner, such as when a protective order expires, which is generally 
after two years in Texas. 
 
The program applies to convicted abusers, subjects of permanent protective orders and those seeking bond or 
probation on a family violence crime. They have two options for surrendering their firearms: Turn them in at the 
gun range or give them to an eligible third party. 
If they fail to give up their guns by a court-ordered deadline, they risk being arrested or being held in contempt 
of court. 
 

Health & Wellness Alliance for Children 
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The Health and Wellness Alliance for Children was established by Children's Health of Dallas and represents a 
coalition of community-based organizations with the single purpose of improving the health and well-being of 
children in Dallas and Collin counties. The Alliance has a plan and a 20-year vision where children arrive at 
healthy and thriving at young adulthood. The Alliance is focusing on specific issues with evidence-based 
strategies to measurably improve the health and well-being of children. 
 
Shelli Stephens-Stidham, Director of the Injury Prevention Centre of Greater Dallas and co-lead for Dallas Safe 
Communities is a member of the Alliance, which is helping to change factors inside and outside of the hospital 
setting that play a role in the poor health of our children. Using the Collective Impact model, the Alliance 
leverages data to identify the most pressing social, emotional and environmental issues negatively affecting 
children. The goal is to create new models of healthcare that similar coalitions throughout the U.S. can apply to 
their community’s children. 
 
The Alliance brings community partners together to address social and economic factors that affect children’s 
health. The Alliance is improving community health by influencing things upstream from the healthcare setting, 
such as: 
 

1. Availability and choices of safe housing 
2. Social networks and support systems 
3. Nutritious food 
4. Quality clinical care 
5. Cultural influences 
6. Physical environments of homes, schools and neighborhoods 

 
 
Child Passenger Safety Technician Certification Training 
 
Since 2009, the IPC has conducted the National CPS Certification Training Program 12 times, trained 168 
technicians, and mentored 8 instructor candidates. Technician candidates who take the certification program 
with the IPC have a 93% passing rate. The IPC partners with 10 other local instructors who help teach the 
certification program, including representatives from Safe Kids Dallas, Safe Kids Tarrant County, Texas 
Department of Public Safety, Irving Police Department, Flower Mound Police Department, Lavon Police 
Department, and Tenet Health, to conduct the National CPS Certification Training Program two times per year. 
The program combines classroom instruction, hands-on work with car seats and vehicles, and a community 
car seat checkup event. Individuals must recertify during the 2-year period. One of the requirements to recertify 
is to obtain 6 hours of CPS Continuing Education Units (CEUs). The IPC and partners conduct at least one 6-
hour CEU class each year. The IPC has implemented a technician retention strategy and regularly sends 
emails and newsletters to current technicians to inform them of CPS opportunities and updates. The IPC has 
also created a database of trained technicians and instructors, which is updated after each certification course. 
 

University of Texas at Dallas Occupational Safety & Industrial Hygiene  

The department of Environmental Health and Safety at the University of Texas at Dallas promotes programs 
and services designed to prevent accidents and injuries on the job and as a general procedure around 
campus. The department works proactively with employees to reduce occupational injuries and illnesses in the 
workplace by providing consultation, training and inspections on improving the safety culture on the campus 
by: 

• Conducting workplace inspections and safety audits for offices and observed work. 
• Consultation of unsafe construction projects and equipment. 
• Response to worker incidents about safe procedures during work hours. 
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• Conducting accident investigations where the need for increased training can benefit all involved. 
• Holding necessary specific training that targets hazards like: fire extinguisher training, fall protection, 

ladder safety, and arc safety awareness. 

The Industrial Hygiene program focuses on anticipating, recognizing, evaluating, and controlling potential 
health and safety hazards; and environmental factors that may affect the health, comfort, or productivity of the 
campus community. Industrial Hygiene also emphasizes identifying general safety hazards, and correcting of 
the factors that contribute to accidents and injuries. 

Matter of Balance 
 
The North Central Texas Area Agency on Aging offers eight-week class series for A Matter of Balance. The 
classes are designed to help participants reduce their risk of falling.  
 

 
 
 

 





 

Dallas Safe Communities 

Executive Advisory Council 

Injury 

Prevention 

Center of 

Greater 

Dallas 

Family Violence 

Prevention Council 

Child Abuse Prevention Coalition 

Ad Hoc Committees/Workgroups 

(Established on an as needed basis) 

Citizens for Traffic Safety Coalition 

Standing Coalitions/Committees 

Residential Fire Prevention (example) 

Drug Overdose Prevention (example) 

Child Drowning Prevention (example) 

Older Adult Fall Prevention (example) 
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Review Team 
2014

Brief Report 
Sleep-related 
Infant Deaths 
2007-2011

INTRODUCTION

The Dallas County Child Death Review Team (CDRT) 

is a long standing multidisciplinary group of experts 

that reviews all child deaths to better understand 

how and why these children are dying.  This report 

focuses on sleep-related infant deaths and uses the 

findings to make recommendations to help prevent 

other deaths and improve the health and safety  

of children.  

A sleep-related infant death is defined as an 

infant less than 1 year of age with no underlying 

potentially fatal medical condition or other non-

sleep related injury that dies unexpectedly during 

sleep. It includes accidental suffocation, positional 

asphyxia (e.g., wedging between a wall and bed), 

SIDS (sudden infant deaths syndrome) that cannot 

be explained after autopsy and investigation  

and SUDI (sudden unexplained death of an  

infant) or other unexplained deaths in a  

sleeping environment.

This brief report is meant to provide some key 

information about the infants, their caregivers and 

the environments surrounding sleep-related deaths 

over a 5-year period in Dallas County.

From 2007-2011, there were 215 sleep-related infant 

deaths in Dallas County. The overall rate of sleep-

related death has remained relatively unchanged 

between 2007 and 2011, averaging about 1.0 per 

1,000 live births.

How to use this data: Many of the factors in 
sleep-related deaths can be changed and 
with this change is the potential to reduce 
additional sleep-related infant deaths. 

More than half of infants were sharing a sleep 
surface. Infants are safer sleeping alone.

More than half of infants were not placed to 
sleep on their back. Infants are safer sleeping 
on their back. 

More than one in three infants was exposed to 
cigarette smoke. Infants are safer in a smoke-
free environment.

Sleep-related infant deaths
Dallas County, 2007-2011

Nearly one in five (18 percent) sleep-related  

deaths was due to overlay by another person  

or animal, suffocation or asphyxia, all of which  

are potentially preventable.

Asphyxia SUDI/UndeterminedSIDS

N = 215

18%

10%

72%

Just over half (52 percent) of the infants that died in sleep-related 

incidents were sharing a sleep surface with another person or pet. Infants 

were nearly 2.5 times more likely to have shared a sleep surface if no crib 

was available.

More than half of the homes (54 percent) had a crib. However, more 

than three quarters (78 percent) of infant sleep-related deaths occurred 

in a sleeping place other than a crib. The most common surface for an 

infant to be found on was an adult bed.

No or unknown if shared sleep surface at time of death

Shared sleep surface at time of death  

Crib Bassinette Adult bed Couch

Carseat Other Unknown

Bed-sharing

Place infant found

Child Death Review Team | 2014
Brief Report Sleep-related Infant Deaths, 2007-2011

52%48%

22%

5%

51%

8%

7%2%
5%

Even with recommendations to 

place healthy babies on their backs 

for sleep, less than half (43 percent) 

of infants who died in sleep-related 

incidents in Dallas County were 

placed on their backs.  

 Position infant was placed in to sleep

50%

40%

30%

20%

10%

0
Back Side Stomach Unknown

Position placed

Characteristics of the environment surrounding sleep-related deaths (continued)
Dallas County, 2007-2011
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Characteristics of the infants in sleep-related deaths

Dallas County, 2007-2011
Characteristics of the caregivers of sleep-related infant deaths

Dallas County, 2007-2011

Characteristics of the environment surrounding sleep-related deaths
Dallas County, 2007-2011

Black infants in Dallas County 

were 2.5 times more likely to die in 

sleep-related incidents than White 

infants and 5 times more likely than 

Hispanic infants.

The primary caregiver of infants 

who died in sleep-related incidents 

was more likely to be between  

20-24 years than any other  

age group.

Over half of the caregivers 

of infants that died in a sleep 

environment had a high  

school diploma.

More than one-third of the infants 

that died in sleep-related events 

were in environments where there 

was evidence of cigarette smoke.

The peak age for infants that die  

in sleep-related environments was 

3 months of age.

*Rates are reported as average annual infant death rates. 

Infants born prematurely  

(< 37 weeks gestation) were more 

than 2.5 times more likely to die 

while sleeping in the first year  

than infants born at term  

(> 37 weeks gestation).

Infant race Age

Education

Evidence of cigarette smoke in infants sleep environment 

Infant age

Infant age in months

Gestational age 

2.5
20-24

High school

No

36.3%

52.0%

26.0%

50

2.5

3
<20

<High school

Yes

15.3%

2.3%

60

3

2
25-29

College

Unknown

23.7%

22.3%

40

2

1.5
30-34

Post grad

10.2%

2.3%

30

1.5

1
35+

Unknown

11.6%

21.4%

20

1

0.5
Unknown 2.8%

10

0.5

0

0

0

Black 0 10 20 30 40

1 74 102 85 113 96 12

Term births

Hispanic

Premature

Other White

39.1%

34.9%

It is important to create a safe sleep environment in order to reduce preventable infant deaths. The American 

Academy of Pediatrics, the National Institute of Child Health and others recommend not only placing a baby on 

their back each time they are put to sleep but to place the infant in a safety-approved crib with a firm mattress 

free from items such as pillows, blankets, bumper pads and toys. Breastfeeding and room-sharing but not bed-

sharing are also recommended. Infants should not be exposed to smoking, alcohol or drugs during pregnancy 

or after birth.
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OVERVIEW

In Dallas County, traffic-related injury death rates 

among children are typically less than or equal to 

traffic-related child injury death rates for the state 

of Texas and the United States. Nevertheless, traffic-

related deaths are still a leading cause of injury 

death for children ages 1-17 in Dallas County.1 

This report from the Dallas County Child Death 

Review Team (CDRT) provides information on traffic-

related deaths of children in Dallas County from 

2006 to 2011. All the deaths described in this report 

are preventable; therefore, recommendations are 

included to guide communities and organizations  

in preventing future traffic-related child injuries  

and deaths.

From 2006-2011, there were 124 traffic-related 

deaths of children 0-17 years of age in Dallas 

County. A traffic-related death was defined as any 

incident resulting in a child death that involved a 

motor vehicle, motorcycle, pedestrian or bicycle 

(this does not include hyperthermia or hypothermia 

deaths in cars). The analysis in this report is limited to 

122 child deaths and excludes two fetal deaths that 

resulted from a motor vehicle crash.

The Dallas County CDRT was established to 

conduct a comprehensive review of deaths 

of children 0-17 years of age to better 

understand how and why children die and 

to use the findings to take action that can 

prevent other deaths and improve the health 

and safety of children. Established in 1992, the 

Dallas County CDRT was the first multi-agency, 

multidisciplinary team to review child and 

adolescent fatalities in the state of Texas. The 

team meets under the legislative authority of 

the Texas Family Code, Chapter 264.

Traffic-related child deaths
Dallas County, 2006-2011

Nearly two-thirds (63 percent) of traffic-related child 

deaths were motor vehicle occupants including 

three motorcycle deaths. Thirty-five children (29 

percent) died as pedestrians and 10 deaths (8 

percent) were children riding bicycles.

Occupant Pedestrian Bicycle

N = 122

63%

29%

8%



Rate of traffic-related child injury death by year
Dallas County, Texas and United States, 2006-2011

Rates of traffic-related child injury death in Dallas County were generally less than or equal to traffic-related 

child injury death rates for Texas and the United States. 

5

6

7

4

3

2

1

0

2006 2007 2008 2009 2010 2011^

6.13

5.4

3.52

5.09

2.43

3.95
3.92

5.38

4.36 4.42

3.57

4.03

3.28

1.79

3.11

R
a

te
 p

e
r 

10
0,

00
0 

P
o

p
u

la
tio

n
R

a
te

 p
e

r 
10

0,
00

0 
P

o
p

u
la

tio
n

Dallas County*

Texas*

US

*	 Rates from 
WISQARS,  
Centers for Disease 
Control and 
Prevention

^	 2011 data not 
available for  
Texas or the U.S.

Rate of traffic-related child injury death by age group
Dallas County, 2006-2011

Children who died as a result of traffic-related incidents were more likely to be occupants in a motor vehicle 

versus a pedestrian or bicyclist with the exception of children 1-4 years, who were slightly more likely to  

be pedestrians.
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Rates of child death among motor vehicle occupants were highest for males, Hispanic children and 15-17 year 

olds. Drivers were more likely to be Caucasian and male. Passengers tended to be younger and Hispanic.

Drivers Passengers Total Occupants

Gender 	 Number	 Percent	 Rate* 	 Number	 Percent	 Rate* 	 Number	 Percent	 Rate*

Female 	 3	 16%	 0.2 	 24	 41%	 1.7 	 27	 35%	 1.4

Male 	 16	 84%	 0.8 	 34	 59%	 1.7 	 50	 65%	 2.5

Total 	 19	 100% 	 58	 100%	 	 77	 100%	

Age Group 	 Number	 Percent	 Rate* 	 Number	 Percent	 Rate* 	 Number	 Percent	 Rate*

Under 1 year 	 0	 0%	 0.0 	 8	 15%	 3.2 	 8	 10%	 3.2

1-4 years 	 0	 0%	 0.0 	 15	 26%	 1.5 	 15	 20%	 1.5

5-8 years 	 0	 0%	 0.0 	 10	 17%	 1.1 	 10	 13%	 1.1

9-14 years 	 0	 0%	 0.0 	 9	 16%	 0.7 	 9	 12%	 0.7

15-17 years 	 19	 100%	 3.0 	 16	 27%	 2.5 	 35	 46%	 5.5

Total 	 19	 100%	 	 58	 101%^	 	 77	 101%^	

Race/ethnicity 	 Number	 Percent	 Rate* 	 Number	 Percent	 Rate* 	 Number	 Percent	 Rate*

African American 	 2	 11%	 0.2 	 11	 19%	 1.3 	 13	 17%	 1.5

Hispanic 	 9	 47%	 0.4 	 36	 62%	 1.8 	 45	 58%	 2.2

Other 	 1	 5%	 0.5 	 1	 2%	 0.5 	 2	 3%	 1.5

Caucasian 	 7	 37%	 0.8 	 10	 17%	 1.1 	 17	 22%	 1.1

Total 	 19	 100%	 	 58	 100%	 	 77	 102%	

*Rate per 100,000 population
^Percents may not equal 100 percent due to rounding

Demographics of child motor vehicle crash occupant deaths
Dallas County, 2006-2011

MOTOR VEHICLE OCCUPANTS 

Nationally, motor vehicle crashes are the leading cause of death for children age 4 and those ages 11-14.2  

In Dallas County, 77 children died as occupants in motor vehicle crashes between 2006-2011; one-quarter  

(25 percent, 19 deaths) were drivers and three-quarters (75 percent, 58 deaths) were passengers.

Circumstances* 

Based on the information gathered during the child 

death review process, the most common factors 

among motor vehicle crashes included speeding 

or unsafe speed for driving conditions (53 percent); 

drug or alcohol use by a driver (29 percent); 

recklessness (25 percent); driver inexperience  

(10 percent) and cell phone/driver distraction  

(10 percent).

•	Drugs or alcohol were involved in nearly one-third 

of the crashes resulting in child deaths  

(29 percent, 22 deaths).

•	 In crashes that involved drugs or alcohol,  

73 percent (16 deaths) also involved speeding. 

•	Forty-two percent (8 deaths) of teen driver deaths 

were single vehicle crashes.

*The circumstances in crash deaths do not distinguish 
between the car in which the child was an occupant and 
another vehicle involved in the same collision. More than 
one circumstance can apply to each occupant crash; 
therefore, totals may not equal 100 percent.



MOTOR VEHICLE OCCUPANTS cont...

Restraint Use 

Seat belts (shoulder/lap belts), when used properly, 

lower the risk of fatal injuries to front-seat car 

occupants by 45 percent and the risk of moderate 

injury by 50 percent.2 In addition, child safety seats 

reduce the risk of fatal injury for infants and toddlers 

by more than half,2 and booster seats have been 

shown to reduce the risk of severe injury in motor 

vehicle collisions.3,4 Of the 74 motor vehicle child 

occupant deaths (three motorcycle occupants 

were excluded as restraint use did not apply), 

approximately one in five children (22 percent, 16 

deaths) were reported to be properly restrained.* 

Proper restraint use by youth drivers was 37 percent 

and of child passengers was 16 percent.

Definition: Proper restraint use* 
<1-4 years:	 Child restrained in a car seat 
5-8 years:	 Child restrained in a booster seat 
9-17 years:	 Child restrained with a shoulder/ 
		  lap belt

Proper restraint use in child  
occupant deaths

Dallas County, 2006-2011

The proportion of occupant restraint use varied  

by age.

•	None of the child occupants ages 1-8 years who 

died were properly restrained. 

•	Of booster seat age children (4-8 years), more 

than 80 percent were completely unrestrained in 

the vehicle at the time of the incident.

50

40
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20

10

0
15-179-145-81-4<1 year

BICYCLISTS 

A total of 10 children were killed in motor vehicle-

related crashes between 2006 and 2011 while riding 

a bicycle.

Bicycle-related death rates were highest for 

children 9-14 years of age and children of other 

racial backgrounds not listed in the table. All of the 

deaths were among males. 

•	None of the child bicyclists were known to be 

wearing a helmet at the time of the incident. 

•	Two of the bicycle deaths involved environmental 

hazards such as overgrown bushes or a high 

retaining wall along the street, making it difficult 

for drivers to see the bicyclist. In addition, one 

bicycle death involved driver distraction  

(cell phone).

Demographics of child bicycle deaths
Dallas County, 2006-2011

Gender Number Percent Rate*
Female 0 0%

Male 10 100% 0.5

Total 10 100%

Age Group Number Percent^ Rate*
Under 1 year 0 0%

1-4 years 1 10% 0.1

5-8 years 3 30% 0.3

9-14 years 6 60% 0.5

15-17 years 0 0%

Total 10 100%

Race/ethnicity Number Percent^ Rate*
African American 3 30% 0.3

Hispanic 4 40% 0.2

Other 2 20% 1.0

Caucasian 1 10% 0.1

Total 10 100%

*Rate per 100,000 population
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Back over/Front over

Location 

More child pedestrian deaths (57 percent,  

20 deaths) occurred in areas considered to be 

public roadways (roads, streets or highways)  

than in driveways, alleyways and parking lots  

(43 percent, 15 deaths). 

•	Hispanic and African American children 

accounted for nearly all (14 out of 15) pedestrian 

deaths that occurred in driveways, alleyways and 

parking lots.

PEDESTRIANS 

Among traffic-related child deaths in Dallas County, 

more than one-quarter (29 percent, 35 deaths) 

were pedestrians.

Definition: Back overs are incidents in which 

a child is struck by or rolled over by a vehicle 

moving in reverse.5 Front overs are incidents 

in which a child is struck by or rolled over by a 

vehicle slowly moving forward.6 For the most 

part these incidents take place in driveways or 

parking lots.

Demographics of child  
pedestrian deaths
Dallas County, 2006-2011

Gender Number Percent^ Rate*

Female 13 37% 0.7

Male 22 63% 1.1

Total 35 100%

Age Group Number Percent^ Rate*

Under 1 year 0 0%

1-4 years 16 46% 1.6

5-8 years 4 11% 0.4

9-14 years 8 23% 0.7

15-17 years 7 20% 1.1

Total 35 100%

Race/ethnicity Number Percent^ Rate*

African American 10 29% 1.2

Hispanic 17 49% 0.8

Other 1 3% 0.5

Caucasian 7 20% 0.8

Total 35 101%

*Rate per 100,000 population
^Percents may not equal 100 percent due to rounding

Rates of child pedestrian death were highest for 

children ages 1-4, African American children  

and males.

Child pedestrian deaths by location
Dallas County, 2006-2011

Preschool-age children (0-4 year olds) were more 

likely to die as pedestrians in driveways, alleyways 

and parking lots (69 percent), while school-age 

children and adolescents (5-17 year olds) were 

more likely to die as pedestrians on roads, streets 

and highways (79 percent). 

Approximately one-third (34 percent, 12 deaths) of 

child pedestrian deaths were due to a back over or 

a front over. There were slightly more back overs  

(7 deaths) compared to front overs (5 deaths).  

All but one (92 percent, 11 deaths) back over/front 

over deaths were of children between the ages 

of 1-4 years. The majority (83 percent, 10 deaths) 

of back over/front over child deaths occurred in 

driveways or parking lots. 

•	All of the vehicles involved in a back over  

or front over child death were either trucks  

(n= 5), SUVs (n=5) or vans (n=2).

Road/Street/Highway

Driveway/Alleyway/Parking Lot

N = 16 N = 19

79%

21%
31%

69%

0-4 year olds 5-17 year olds



PREVENTING TRAFFIC-RELATED  
CHILD DEATHS 

The information in this report suggests that focusing 

efforts on improving outreach and education 

regarding child passenger safety laws, increasing 

enforcement and modifying the environment may 

have the most impact in preventing traffic-related 

deaths to children. 

Occupant restraint use: Texas has a strong law 

regarding the primary enforcement of seat belt use 

and child safety seats, including booster seats until 

8 years of age.7 However, this report showed that 

nearly eight out of ten child occupants were not 

properly restrained. Furthermore, the large majority 

(83 percent) of children that were booster seat age 

(4-8 years) were completely unrestrained. Specific 

recommendations include: 

•	 Increasing enforcement of primary seat belt use 

and child passenger safety laws

•	Partnering with churches, car dealerships, 

hospitals and schools to conduct car seat 

inspection stations

•	Collaborating with day care centers and 

elementary schools to develop administrative 

policies that require parents and caregivers to 

have appropriate child restraint seats in their  

cars when they drop off and pick up  

school-age children

Speed enforcement: More than half of the motor 

vehicle crash deaths of children involved an 

adult driver or a youth driver that was speeding 

or driving at unsafe speeds for the road and/or 

weather conditions. In addition, one-quarter of 

the child motor vehicle occupant deaths involved 

recklessness. Recommendations for the most 

effective countermeasures include:8

•	Stricter enforcement of speed limit laws

•	Automated enforcement (e.g., traffic cameras) 

•	Public information when combined  

with enforcement

•	Enforcement of Graduated Driver Licensing (GDL) 

laws for young drivers

Alcohol impairment: In Texas, it is illegal for 

persons under the age of 21 to operate a motor 

vehicle or watercraft while having any detectable 

alcohol in their system. Driving while intoxicated 

(DWI) is a Class B misdemeanor. DWI with a 

passenger younger than 15 years of age is a state 

jail felony.9 Despite the current laws, 22 children 

died in motor vehicle crashes in Dallas County 

where at least one driver in the incident was 

impaired with drugs or alcohol. Some examples 

of effective practices to prevent alcohol-related 

traffic injuries include:10

•	Requiring ignition interlocks for all convicted DWI 

offenders, including first-time offenders 

•	 Implementing sobriety checkpoints to deter 

impaired driving by increasing a perceived risk of 

arrest if a person chooses to get behind the wheel 

after drinking

•	 Increasing the enforcement of laws prohibiting 

the sale of alcohol to minors 

Bicycle safety: The majority (60 percent) of 

bicycle crash deaths occurred in the city of Dallas, 

which has an existing bicycle helmet law. Still, none 

of the child bicyclists in this report were known to be 

wearing a helmet at the time of the fatal incident. 

Bike helmets are the most effective way to prevent 

brain injuries upon impact. In addition to working 

with local leaders to ensure a bike helmet law is in 

place for all jurisdictions without bike helmet laws, 

education and enforcement activities should be 

implemented in jurisdictions with an existing bike 

helmet law. Policies and environmental change 

to provide safe and accessible space for bicycle 

riders should be considered as well. Specific 

recommendations are: 

•	Partnering with groups such as schools, 

community clubs and churches to provide  

on-going information on bicycle safety and 

helmet use

•	 Identifying environmental changes (e.g., better 

sidewalks, additional bike lanes, improved 

signage or eliminating sight line barriers) and 

implementing a Safe Routes to School project
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To answer these questions and others, data must be collected 
and analyzed. The Dallas County Child Death Review Team 
(CDRT) was established to conduct a comprehensive, 
multidisciplinary review of child deaths 0-17 years of age to 
better understand how and why children die, and to use 
the findings to take action that can prevent other deaths 
and improve the health and safety of children. Founded 
in 1992, the Dallas County CDRT was the first multi-agency, 
multidisciplinary team to review child and adolescent 
fatalities in the state of Texas. The team meets under the 
legislative authority of the Texas Family Code, Chapter 264.

The team reviews deaths of infants, children and adolescents 
under the age of 18 who are classified by the Dallas County 
Medical Examiner as natural, homicide, suicide, unintentional 
(or accident) and undetermined. Deaths classified as 
natural are reviewed by the Dallas County CDRT if the child’s 
residence was in Dallas County. Information on these types of 
cases is often minimal, and an expedited review is completed 
by a Dallas County CDRT subcommittee. All other child deaths 
are comprehensively reviewed and discussed in detail if the 
injury leading to death occurred in Dallas County. To ensure 
that all child deaths are identified, deaths reviewed and ruled 
by the Dallas County Medical Examiner are cross-checked 
with death certificates received from the Texas Department of 
State Health Services, Texas Vital Statistics. If a birth certificate 
is not issued and a determination of “stillbirth” is made, a 
review is not conducted.

This report provides information on all child deaths that 
occurred in Dallas County from 2007 to 2011. While the report 
provides an overview of all child deaths, including infant 
mortality, it is focused on injury-related incidents because the 
Dallas County CDRT concentrates its efforts on preventable 
deaths, the majority of which are injury-related. In addition to 
the data provided, this report also includes recommendations 
to guide Dallas County stakeholders in preventing additional 
child injuries and deaths. 

Background
To prevent injuries and violence, it is important to first understand and define the problem.  
Who is affected? What are the circumstances under which it occurs?

Information
For more information, 
please contact:
The Injury Prevention 
Center of Greater Dallas
6300 Harry Hines Blvd. 
Suite 240
Dallas, TX 75235
214.590.4455
www.injurypreventioncenter.org

CDRT 1
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Overview
From 2007-2011, 2,153 children ages 0-17 
died in Dallas County. The Dallas County 
CDRT reviewed all of these cases. Fifty-nine 
percent of the child deaths were male and 41 
percent were female. Seventy percent of the 
child deaths were infants less than 1 year of 
age. Among children less than 1 year of age, 
83 percent were natural deaths, 5 percent 
were injury-related and 12 percent had an 
undetermined manner. For children between 
1-17 years of age, 47 percent of deaths were 
due to natural causes, 49 percent were injury-
related and 4 percent were undetermined. Of 
injury-related deaths for children less than 18 
years old, 64 percent were due to unintentional 
injuries, 27 percent were homicides and 9 
percent were suicides.

Child deaths
0-17 years old, Dallas County, 2007-2011

Child death rates by year
0-17 years old, Dallas County, 2007-2011

Infant mortality rates
Dallas County, Texas, United States, 2000-2010

Nearly three-quarters (72 percent) of all 
child deaths were natural deaths. Of the 
undetermined deaths, 80 percent occurred in 
a sleep environment and 47 percent occurred 
while bed sharing. The majority of these deaths 
were classified as sudden unexpected death in 
infancy (SUDI).

Both injury and natural death rates in Dallas County decreased between 2007 and 2011.  
There was an 11 percent decrease in injury death rates and a 9 percent decrease in natural 
death rates.

For the past decade, Dallas County has typically had an equal or higher rate of infant mortality 
when compared to the state of Texas or the United States. 

•	The Dallas County infant mortality rate was 38 percent higher in 2010 than in 2000. 

•	Dallas County had the highest (7.6/1000) infant mortality rate in 2010 among Texas counties  
with more than 5,000 births a year.1

Child deaths by gender,  
age group and race/ethnicity

0-17 years old, Dallas County, 2007-2011

Overall, children who were male, less than 1 
year of age and African American had higher 
death rates. Those with an unknown race 
generally died due to a natural manner of 
death. 

•	African American children were 
approximately twice as likely to die as 
Caucasian or Hispanic children.

*Rate per 100,000 population

Gender Number Percent Rate*

Female 892 41% 54.2

Male 1261 59% 73.5

Total 2153 100%

Age Group Number Percent Rate*

Under 1 year 1510 70% 722.7

1-4 years 226 11% 27.4

5-9 years 114 5% 12.0

10-14 years 124 6% 14.6

15-17 years 179 8% 33.7

Total 2153 100%

Race/ethnicity Number Percent Rate*

African American 698 32% 97.8

Hispanic 898 42% 51.8

Other 49 2% 28.3

Caucasian 323 15% 43.6

Unknown 185 9%

Total 2153 100%

10%
18%

72%

Injury Natural Undetermined

N = 2,153
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Injury-related deaths 
Injuries are defined as those that are caused by unintentional circumstances, as well as those 
caused by intentional circumstances. Intentional injury deaths include homicide and suicide. In 
Dallas County, there were 391 injury-related child deaths accounting for nearly one in five child 
deaths in Dallas County.

5 leading causes of injury death by age group
0-17 years old, Dallas County, 2007-2011

Child injury deaths by ZIP code
0-17 years old, Dallas County 
2007-2011

Overall, the leading cause of injury-related death for 2007-2011 was motor vehicle crashes. 
Among children less than 1 year of age, 39 of the 41 deaths due to unintentional asphyxia 
involved unsafe sleep. 

•	For children 1-9 years old, drowning was the leading cause of injury-related death.  
For 15-17 year olds, firearms were the leading cause of injury-related death.

Twenty-seven children died in 
Southeast Dallas (75217) due to 
injury, accounting for more injury 
deaths than any other ZIP code 
in Dallas County.

Child injury death rates by manner and race
0-17 years old, Dallas County, 2007-2011

African American children are approximately 3 times more likely to die from homicide  
and 1.5 times more likely to die from unintentional injury as Hispanic or Caucasian children.
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Intentional Injury Deaths
Intentional injury death refers to injuries resulting 
from purposeful human action, whether 
directed at oneself or others. Intentional injury 
deaths include both suicide (self-inflicted harm 
resulting in death) and homicide (interpersonal 
acts of violence intended to cause harm that 
result in death). In 2007-2011, there were 106 
children 0-17 years who died by homicide and 
36 children 10-17 years who died by suicide.

Homicide

Child homicides by method
0-17 years old, Dallas County, 2007-2011

Nearly half of child homicides (45 percent) 
resulted from a firearm injury and more than 
one-third (36 percent) of the homicides were 
from blunt force trauma.

Child homicides by gender,  
age group and race/ethnicity

0-17 years old, Dallas County, 2007-2011

Victims of child homicide were more likely  
to be male, less than 1 year old and  
African American.

*Rate per 100,000 population
^Percents may not equal due to rounding

Gender Number Percent Rate*

Female 34 32% 2.1

Male 72 68% 4.2

Total 106 100%

Age Group Number Percent^ Rate*

Under 1 year 16 15% 7.7

1-4 years 32 30% 3.9

5-9 years 10 9% 1.1

10-14 years 10 9% 1.2

15-17 years 38 36% 7.1

Total 106 99%

Race/ethnicity Number Percent Rate*

African American 48 45% 6.7

Hispanic 42 40% 2.4

Other 3 3% 1.7

Caucasian 13 12% 1.8

Total 106 100%

Asphyxia (hanging) Firearm

Fall Drugs

Firearm Blunt force trauma Cut/pierce

Homicidal violence^ Other*

N = 106

45%

36%

6%
6%

7%

^Homicidal violence – A cause of death that is 
determined to be homicidal in nature but may 
include more than one type of injury or an inexact 
mechanism.

*Other – drowning, hypothermia

Rates of child homicide by year
0-17 years old, Dallas County, 2007-2011

The homicide rate in Dallas County in 2011 was 49 percent lower than the homicide rate in 2007, 
while the homicide rates for Texas and the United States slightly decreased. 

•	More than half of the 15-17 year old homicide victims had reported problems in school.

•	Over 40 percent of the 1-9 year olds had a history of child maltreatment. 

•	More than one-third of the 15-17 year olds had a criminal history (34 percent) and/or tested 
positive for marijuana (37 percent) at the time of death.
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Suicide
The American Foundation for Suicide Prevention 
states that depression and alcohol/substance 
abuse are among the risk factors for suicide. The 
risk increases when multiple risk factors are present.5 
There were 36 children ages 10-17 who committed 
suicide in Dallas County between 2007-2011. Twenty-
two percent of child suicide victims in Dallas County 
had a history of alcohol and/or drug abuse or 
dependence and 31 percent were positive for drugs 
or alcohol at the time of death. Eight children had a 
history of maltreatment.

•	Asphyxia (hanging) was the most common 
method of suicide followed by firearms.

Child suicides by method
10-17 years old, Dallas County, 2007-2011

58%36%

3%3%

N = 36
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UNINTENTIONAL DEATHS
Unintentional injuries include motor vehicle crashes, asphyxia, and drowning, among others. In 
Dallas County, there were 249 unintentional injury deaths among children 0-17 years in Dallas 
County between 2007 and 2011.

Unintentional child injury deaths by method
0-17 years old, Dallas County, 2007-2011

Unintentional child injury deaths by age group
0-17 years old, Dallas County, 2007-2011

Motor vehicle-related crashes accounted 
for more than one-third (24 percent motor 
vehicle occupant, 13 percent pedestrian and 
3 percent bicycle) of all unintentional injury 
deaths.

Nearly one-third (78 children) of unintentional child injury deaths in Dallas County were to  
1-4 year olds.

Motor vehicle occupant (driver or passenger)

Asphyxia

Drowning

Pedestrian

Drugs

Bicycle

Blunt force trauma

Fire

Hyperthermia

Other*

N = 249

*Other includes but not limited to: carbon 
monoxide, animal bite, medical-related injuries, 
cut/pierce and other poison.

*Other includes but not limited to: carbon monoxide, animal bite, medical-related injuries, cut/pierce and 
other poison.

24%

21%

18%

13%

9%

3%
2%

2%
2% 6%

Under 1 year 1-4 years 5-9 years 10-14 years 15-17 years Total

Motor vehicle 5 12 8 9 26 60

Asphyxia 41 10 0 1 0 52

Drowning 2 24 12 3 4 45

Pedestrian 0 15 4 6 6 31

Drugs 0 0 0 1 20 21

Bicycle 0 1 3 4 0 8

Blunt force trauma 0 5 0 1 0 6

Fire 0 5 0 0 1 6

Hyperthermia 2 3 0 0 0 5

Other* 8 3 1 1 2 15

Total 58 78 28 26 59 249

Rate of unintentional child death by age group
0-17 years old, Dallas County, 2007-2011

Unintentional injury death rates were highest in the youngest children (less than 1 year of age) and 
oldest children (15-17 years of age).
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Child suicides by gender,  
age group and race/ethnicity

10-17 years old, Dallas County, 2007-2011

Rates of suicide were highest among males, 
15-17 year olds and Caucasians. Of those who 
died from suicide: 

•	28 percent had previously threatened to 
commit suicide. 

•	One in five had previous suicide attempts.

•	One-quarter left a note at the scene. 

•	Nearly one-third (31 percent) had a history of 
talking about suicide.

*Rate per 100,000 (10-17 year old) population

Gender Number Percent Rate*

Female 8 22% 1.2

Male 28 78% 4.0

Total 36 100%

Age Group Number Percent Rate*

Under 1 year

1-4 years

5-9 years

10-14 years 11 31% 1.3

15-17 years 25 69% 4.7

Total 36 100%

Race/ethnicity Number Percent Rate*

African American 7 19% 2.1

Hispanic 17 47% 2.5

Other 1 3% 1.4

Caucasian 11 31% 3.7

Total 36 100%

SUICIDE cont.
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MOTOR-VEHICLE RELATED DEATHS 
In Dallas County, motor vehicle crash-related deaths were a leading cause of injury death.  
From 2007-2011 there were 99 child motor vehicle-related deaths in Dallas County.

DROWNING DEATHS
Drowning was the fourth leading cause of injury death (n=45) for children 0-17 years in Dallas 
County from 2007-2011 and the leading cause of injury death for children 1-9 years old.

Child deaths from motor vehicle crashes
0-17 years old, Dallas County, 2007-2011

Drowning deaths by location 
0-17 years old, Dallas County, 2007-2011

Child drowning deaths by gender,  
age group and race/ethnicity

0-17 years old, Dallas County, 2007-2011

Child motor vehicle, pedestrian and bicycle deaths by gender, age group and race/ethnicity
0-17 years old, Dallas County, 2007-2011

46%8%

31%

15%

Occupant (driver & passenger) Pedestrian Bicycle

Gender 	N umber	 Percent	 Rate* 	N umber	 Percent	 Rate* 	N umber	 Percent	 Rate*

Female 	 24	 40%	 1.5 	 10	 32%	 0.6 	 0	 0%	 0

Male 	 36	 60%	 2.1 	 21	 68%	 1.2 	 8	 100%	 0.5

Total 	 60	 100% 	 31	 100%	 	 8	 100%	

Age Group 	N umber	 Percent^	 Rate* 	N umber	 Percent^	 Rate* 	N umber	 Percent^	 Rate*

Under 1 year 	 5	 8%	 2.4 	 0	 0%	 0.0 	 0	 0%	 0.0

1-4 years 	 12	 20%	 1.5 	 15	 48%	 1.8 	 1	 13%	 0.5

5-9 years 	 8	 13%	 0.8 	 4	 13%	 0.4 	 3	 38%	 0.1

10-14 years 	 9	 15%	 1.1 	 6	 19%	 0.7 	 4	 50%	 0.2

15-17 years 	 26	 43%	 4.9 	 6	 19%	 1.1 	 0	 0%	 0.2

Total 	 60	 99%	 	 31	 99%	 	 8	 101%	

Race/ethnicity 	N umber	 Percent	 Rate* 	N umber	 Percent	 Rate* 	N umber	 Percent	 Rate*

African American 	 11	 18%	 1.5 	 11	 35%	 1.5 	 1	 13%	 0.1

Hispanic 	 37	 62%	 2.1 	 16	 52%	 0.9 	 4	 50%	 0.2

Other 	 1	 2%	 0.6 	 0	 0%	 0.0 	 1	 13%	 0.6

Caucasian 	 11	 18%	 1.5 	 4	 13%	 0.5 	 1	 13%	 0.1

Unknown 	 0	 0%	 	 0	 0%	 	 1	 13%	

Total 	 60	 100%	 	 31	 100%	 	 8	 102%	

Rates of motor vehicle occupant death 
were highest among males, 15-17 year olds 
and Hispanics while rates of motor vehicle 
pedestrian death were highest among males, 
1-4 year olds and African Americans. 

•	Nearly half of the pedestrian deaths were 
children 1-4 years old.

•	Of the 60 motor vehicle child occupant 
deaths, only 13 children (22 percent) were 
reported as being properly restrained.  

•	Seven of the eight bicycle crash victims were 
not wearing a bicycle helmet at the time of 
injury.

Proper restraint use is defined as:
0-4 years: Child restrained in a car seat

5-8 years: Child restrained in a booster seat

9-17 years: Child restrained with a shoulder belt

*Rate per 100,000 population
^Percents may not equal 100 percent due to rounding

*Rate per 100,000 population

Nearly half of the children who died in a motor 
vehicle crash (46 percent) were passengers. 
Nearly one-third (31 percent) of motor vehicle 
crash deaths involved a child pedestrian.

More than half (57 percent) of the drowning 
deaths in Dallas County were of children less 
than 5 years of age. Rates of drowning were 
highest among males, 1-4 year olds and African 
Americans.  

•	More than three-quarters (78 percent) of child 
drowning incidents involved negligence or 
poor and absent supervision.

•	In more than two-thirds (68 percent) of 
residential pool drownings, the pool was not 
surrounded by a fence. In these incidents, a 
pool fence would have been an appropriate 
barrier to prevent these deaths.

Driver

Passenger

Bicycle

Pedestrian

N = 99

*Other - lake, trash can, bucket

Gender Number Percent Rate*

Female 13 29% 0.8

Male 32 71% 1.9

Total 45 100%

Age Group Number Percent Rate*

Under 1 year 2 4% 1.0

1-4 years 24 53% 2.9

5-9 years 12 27% 1.3

10-14 years 3 7% 0.4

15-17 years 4 9% 0.8

Total 45 100%

Race/ethnicity Number Percent Rate*

African American 16 36% 2.2

Hispanic 16 36% 0.9

Other 1 2% 0.6

Caucasian 11 24% 1.5

Unknown 1 2%

Total 36 100%

In Dallas County, two-thirds 
of all drowning deaths in 
2007-2011 occurred in a 
pool. Pool drowning was 
most common in home 
pools followed by pools at 
apartment complexes.

N = 45

N = 30

Home 
pool
73%

Apartment 
pool
20%

Hotel 
pool
7%

Pool/hot  
tub/spa

67%

Bathtub
13%

Other*
9%

Creek
9%

Unknown
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DRUG AND ALCOHOL-RELATED DEATHS
A total of 21 children in Dallas County died 
from unintentional drug and/or alcohol-related 
causes from 2007-2011.

All child victims of drug and/or alcohol-related 
deaths were between the ages of 10-17 years 
old. Very few children died from an overdose of 
a single substance. More than half of the child 
deaths (57 percent) were due to a combination 
of illicit and prescription/OTC (over-the-counter) 
drugs. 

•	Heroin was the most commonly used illicit 
drug.

•	While no child died from an overdose of 
prescription/OTC drugs alone, these drugs 
were involved in three-quarters (76 percent) of 
unintentional overdose deaths.

SLEEP-RELATED DEATHS
A sleep-related infant death is defined as an infant less than 1 year of age with no underlying 
potentially fatal medical condition or other non-sleep related injury that died unexpectedly during 
sleep. Sleep-related infant deaths include deaths classified by the Medical Examiner’s office as 
unintentional, undetermined or natural manners of death. From 2007-2011, there were 216 sleep-
related infant deaths in Dallas County, which is 14 percent of all infant deaths in Dallas County 
during that time period.
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10-17 years old, Dallas County, 2007-2011

*Rate per 100,000 (10-17 year old) population
^Percents may not equal 100 percent due to rounding

Rates of unintentional drug and/or alcohol-
related child deaths were highest among males, 
15-17 year olds and Hispanics. Of those who 
died due to unintentional drug and/or alcohol-
related causes:

•	Two-thirds (68 percent) had a history of drug 
abuse.	

•	More than half (57 percent) had a criminal 
history.

•	Nearly half (48 percent) had problems in 
school.

•	One in five had a history of child maltreatment.

Gender Number Percent Rate*

Female 7 33% 1.0

Male 14 67% 2.0

Total 21 100%

Age Group Number Percent Rate*

10-14 years 1 5% 0.1

15-17 years 20 95% 3.8

Total 21 100%

Race/ethnicity Number Percent^ Rate*

African American 1 5% 0.3

Hispanic 13 62% 1.9

Other 1 5% 1.4

Caucasian 5 24% 1.7

Unknown 1 5%

Total 21 101% Rate of sleep-related deaths by year
<1 year old, Dallas County, 2007-2011
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Sleep-related deaths by place found
<1 year old, Dallas County, 2007-2011

•	More than half (56 percent) of the sleep-
related deaths involved the child sharing a 
bed or sleep space with another individual.

N = 210
*	Other includes, but not limited to: 

playpen, air mattress and sofa bed

Sleep-related infant deaths (216 deaths)

Other sleep-related infant deaths =  
194 deaths (90 percent)
•	Positional asphyxia/unintentional  

suffocation = 41 cases (21 percent)                                      

•	Undetermined/SUDI = 153 (79 percent)

Sudden Infant Death Syndrome (SIDS) =  
22 cases (10 percent)
•	Death of an infant that cannot be explained 

after death scene investigation, complete 
autopsy, and review of medical history.

Nine out of 10 sleep-related infant deaths were due to positional asphyxia (when the body’s 
position prevents an infant from breathing), accidental suffocation or undetermined causes.
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Unknown

Car Seat 5%

Unintentional drug and/or alcohol-related 
child deaths by substance

10-17 years old, Dallas County, 2007-2011
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CHILD MALTREATMENT DEATHS 
Child maltreatment includes deaths due to 
child abuse and child neglect. According to 
the Centers for Disease Control and Prevention, 
child abuse occurs when a child’s body is 
injured as a result of hitting, kicking, shaking, 
burning or other show of force. Child neglect 
is failure to meet a child’s basic needs such as 
housing, food, clothing, education, and access 
to medical care. From 2007-2011, there were 
109 deaths to children in Dallas County that 
were caused by child maltreatment. While the 
majority of the child maltreatment deaths were 
homicides due to child abuse (67 percent), 33 
percent were due to child neglect.

Child maltreatment by type
0-17 years old, Dallas County, 2007-2011

Child 
abuse
67%

Child 
neglect

33%

N = 109

Gender Number Percent Rate*

Female 50 46% 3.0

Male 59 54% 3.4

Total 109 100%

Age Group Number Percent^ Rate*

Under 1 year 38 35% 18.2

1-4 years 49 45% 5.9

5-9 years 12 11% 1.3

10-14 years 5 5% 0.6

15-17 years 5 5% 0.9

Total 109 101%

Race/ethnicity Number Percent Rate*

African American 47 43% 6.6

Hispanic 39 36% 2.2

Other 3 3% 1.7

Caucasian 20 18% 2.7

Total 109 100%

Child maltreatment deaths by gender,  
age group and race/ethnicity

0-17 years old, Dallas County, 2007-2011

*Rate per 100,000 population
^Percents may not equal 100 percent due to rounding

Rates of child maltreatment were highest 
for males, children under 1 year of age and 
African Americans. 

•	Eight out of 10 child maltreatment deaths 
from 2007-2011 were of children younger than 
5 years old.

Rates of child maltreatment death by year and age group
0-17 years old, Dallas County, 2007-2011

Children less than 1 year of age had higher death rates from child maltreatment than any other 
age group.
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Perpetrators of child abuse and child neglect
0-17 years old, Dallas County, 2007-2011

Abuse Neglect

While the majority of the perpetrators in child abuse and child neglect deaths were the biological 
parent(s), an additional 28 percent of child abuse deaths were perpetrated by the parent’s 
partner. None of the child neglect deaths were perpetrated by the parent’s partner. 

Of Dallas County children who died from maltreatment:

•	One-third (33 percent) had a prior history with Child Protective Services.

•	One in five child deaths due to physical abuse were the result of an argument between parents 
or caregivers; nearly half (48 percent) had no known trigger circumstance.

N = 36N = 73
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Reviewing cases of child maltreatment

The reported numbers of child maltreatment 
from the Dallas County CDRT do not 
necessarily match the reported numbers 
published by the Texas Department of 
Family and Protective Services (TDFPS). 
TDFPS uses different categories to classify 
child abuse and neglect. Dallas County 
CDRT uses guidelines from the National 
Center for Child Death Review to determine 
child maltreatment. These guidelines differ 
slightly from the categories used by TDFPS. 
For example, the Dallas County CDRT has 
a category called poor/absent supervision. 
This category is used when the team believes 
that the incident was solely due to a lack of 
supervision and does not meet the criteria 
of neglect. An additional 29 deaths were 
classified by the Dallas County CDRT as poor/
absent supervision. These were not included 
in the child maltreatment totals. Another 
potential discrepancy in the number of 
reported child maltreatment cases comes 
from the reporting cycle. TDFPS reports data 
by the fiscal year, while the Dallas County 
CDRT reports data by calendar year.

Unknown
6%
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RECOMMENDATIONS
Child Abuse Prevention: Current Texas Family 
Code 261.102 states that professionals must 
report a death to Child Protective Services 
(CPS) if they believe a child had been 
abused or neglected. The Dallas County 
CDRT identified 57 child deaths that occurred 
between 2007-2011 that were not reported 
to CPS but should have been. Child deaths 
resulting from possible abuse and/or neglect 
may have been missed due to the lack 
of notification and investigation by CPS. 
In addition, CPS and other social service 
organizations may miss the opportunity to 
provide services to the families of children who 
have died. Therefore, it is recommended that 
the current Texas Family Code be amended 
to add that any child less than 6 years old that 
dies due to non-natural or unexplained causes, 
excluding motor vehicle occupant deaths 
unless there is suspected substance abuse, 
be reported to CPS to better identify possible 
cases of abuse and/or neglect.   

Child Occupant Safety: Motor vehicle crashes 
were a leading cause of death for all age 
groups. Although Texas has a strong primary 
seat belt law and booster seat law requiring 
children less than 8 years of age to ride in a 
booster seat when traveling in a motor vehicle, 
all of the booster-age children who died in 
Dallas County in motor vehicle crashes in 2007-
2011 were completely unrestrained. Therefore, 
it is recommended that prevention strategies 
seek to improve social norms with regard to 
child occupant safety and encourage non-
traditional community partners such as day 
care centers and elementary schools to 
implement policies that require children arriving 
and leaving school to be properly restrained in 
a car seat or booster seat.
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Pool Safety: Drowning is a leading cause of 
child injury death in Dallas County and the 
leading cause of injury death for children 1 
to 9 years old. Of the 45 deaths of children 
due to drowning in Dallas County from 2007-
2011, 49 percent occurred in a home pool. It is 
well established that four-sided pool isolation 
fencing can prevent up to 50-90 percent of 
drowning deaths of young children.6 Therefore, 
it is recommended that policy (municipal 
ordinance or state legislation) be adopted 
requiring new residential swimming pools to 
have a four-sided isolation fence installed that 
completely separates the house and play area 
of the yard from the pool. The fence should be 
at least four feet high and have a self-latching, 
self-closing gate that opens outward with 
latches that are out of reach of children. 

Safer Infant Sleep: From 2007-2011, there 
were 216 sleep-related infant deaths in Dallas 
County, which is 14.3 percent of the infant 
deaths in Dallas County during this time. More 
than half (56 percent) of the sleep-related 
deaths occurred while sharing a sleep surface 
with an adult, other child, or animal. The sleep 
surfaces included an adult bed, couch or air 
mattress. Therefore the following selection of 
infant safe sleep practices is recommended by 
the American Academy of Pediatrics:7

(a)	Babies should sleep on their backs every 
time they are put to sleep (including naps 
and nighttime).

(b)	Babies should be placed to sleep in a 
safety-approved crib or bassinet with a firm 
mattress, using a well-fitted sheet made for 
the mattress.

(c)	Baby’s sleep environment should be free 
of unsafe sleep items, such as pillows, 
comforters, stuffed toys, bumper pads, 
strings, cords, etc. 

(d)	Babies should never be placed to sleep on 
soft mattresses or on other soft surfaces such 
as cushions, sofas, chairs, or waterbeds.

(e)	Babies should not sleep on beds pushed 
against the wall or with a loose headboard.

(f)	 Avoid exposing babies to smoking, alcohol 
or drugs during pregnancy and after birth.
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