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DEDICATION  

 

We recognize that each case within this report represents the death of a person; whose absence is 

grieved by beloved family, friends, and our community. To those individuals, their loved ones, and to all 

the citizens of Douglas County who share the loss, this report is dedicated.   
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A Personal Message from Coroner Romann                       

 

 

On behalf of the Douglas County Coronerôs Office, I welcome you to the 

2015 Annual Coronerôs Report. The last annual report published by this 

office was for 2010, and after taking office in January of 2015, I felt 

strongly about returning this most important reporting process to the citizens 

and taxpayers of Douglas County. This report reflects the kind of 

accountability and transparency that the public should expect from their 

elected officials.  

 

In addition, as your elected Coroner, I advocate for public health. This report offers valuable statistical 

information that reflects patterns of disease and trauma within our community that result in premature 

death. This information is immensely valuable to medical professionals, including our hospitalôs 

morbidity and mortality conferences, toxicology and pharmacy professionals, the National Center for 

Disease Control and our TriCounty Health Department.   Our community professionals including Douglas 

County schools, child fatality review board, law enforcement agents, and of course, our faith based 

organizations.   Simply put, it demonstrates how the Coronerôs role is not just reactive, but also plays a 

vital role in a communityôs health, strengthening overall public awareness, identifying medical trends, and 

thus making our community better informed.     

 

Standing by my election commitments, Iôm thrilled to announce we made significant strides at 

accomplishing our goals. In 2015 we: 

 

¶ Elevated delivery of truly professional medicolegal death investigation. 

¶ Rebuilt professional relationships with law enforcement and other outside agencies. 

¶ Achieved the highest level of conservative fiscal responsibility and efficiency by delivering to the 

taxpayer the lowest cost-per-case in history of the department.   

¶ Increased organ donation referrals by 100% and increased tissue donation by 95%, honoring 

the rights of Douglas County citizens.  

 

The citizens of Douglas County have a Coronerôs Office of which they can be justly proud! 

 

With that said, there is much more work to be done. My professional staff and I remain committed to 

delivering to the citizens the highest degree of service achievable, while conservatively watching the 

bottom line of the taxpayer. Itôs a privilege to serve the citizens of Douglas County. If you have any 

questions or need any additional information, please feel free to contact me at (303) 814-7150.   

 

 

Sincerely,  

 

 

Jill E. Romann, Douglas County Coroner 
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Duties of the Coroner  

 

The Coronerôs Office is a statutory office, mandated by the Colorado Constitution and 

Colorado Revised Statutes (C.R.S.) 30-10-601 through 621. Under these statutes, the 

Coronerôs primary role is to make proper inquiry regarding the cause and manner of 

death of any person who dies under the jurisdiction of the office. 

 

Types of deaths that are reported to the Coroner: 

¶ No physician in attendance. 

¶ The attending physician is unable or unwilling to certify the cause of death.  

¶ The attending physician has not been in actual attendance within the past 30 days prior to death.  

¶ All cases in which trauma may be associated with the death, such as traffic accidents, gunshots, falls, 

etc. This includes inpatients who have sustained fractures any time in the past.  

¶ Deaths by poisoning, suspected poisoning, chemical or bacteria, industrial hazardous material or 

radiation.  

¶ All industrial accidents. 

¶ Known or suspected suicides. 

¶ Deaths due to self-induced or unexplained abortion.  

¶ Operating room deaths and deaths that occur during a medical procedure.  

¶ All unexplained deaths (deaths that occur in healthy individuals). 

¶ Deaths that occur within 24 hours of admission to a hospital or nursing care facility. 

¶ Deaths in the custody of law enforcement. 

¶ Deaths of persons in the care of a public institution. 

 

Deaths meeting the above criteria are investigated by the Coroner, with jurisdiction that may or may not 

be assumed in individual cases with autopsies performed as determined necessary by the Coroner. Per 

statute, autopsies must be performed by a Forensic Pathologist (CRS 30-10-606.5). The result of the 

investigation determines final cause and manner of death. 

 

The cause of death is defined as the disease or injury that resulted in the death of an individual.  The 

manner of death is ruled as Natural, Accident, Homicide, Suicide, or Undetermined. Undetermined 

Manner of Death includes deaths in which the manner could not clearly be determined, as in some drug 

overdoses where there is no clear evidence as to whether the event occurred with intent or accidently. 

Undetermined is also used for Sudden Unexpected Infant Death Syndrome (SUIDS), and in other cases, 

such as found skeletal remains, where no other clear manner of death can be determined.   

 

In addition, associated responsibilities of the Coronerôs Office include but are not limited to: 

¶ Legal pronouncement of death 

¶ Legal identification of the deceased 

¶ Take custody of the body and personal belongings 

¶ Legal identification and notification of Next of Kin 

¶ Issuance of  death certificates  

¶ Helping families understand the actions of the Coronerôs Office, and through the grieving process   

 

The Douglas County Coronerôs Office operates 24/7/365. 
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Mission Statement  

 

MISSION STATEMENT  

 As an impartial, independent agency, our mission is to serve the public by providing the citizens of 

Douglas County, medical professionals, and members of the justice system with accurate, scientific, and 

unbiased medical based determination of cause and manner of death, as well as associated 

responsibilities. To this end, we strive for nothing less than excellence in practice, integrity, compassion, 

and continuous advancement in the field. 

 

CORE VALUES 

SERVICE    ̧  COMPASSION    ̧   EXCELLENCE  

CARE    ̧     PROFESSIONALISM    ̧   DIGNITY   ̧  INTEGRITY  ̧  RESPECT 

 

 

DCCO Organizational Chart  
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Jurisdictional Boundaries  

 

The jurisdictional boundaries of the Coronerôs Office lie within the boundaries of Douglas County. 

Douglas County lies virtually in the geographic center of Colorado and is approximately 844 square miles 

in size. Itôs located between Coloradoôs two largest cities, Denver and Colorado Springs, and offers a 

wide array of urban and rural regions. Incorporated municipalities include Aurora, Castle Pines, Castle 

Rock (County seat), Larkspur, Littleton, Lone Tree, and Parker. Elevations range from 5,400 feet in the 

northeast to 9,836 feet at Thunder Butte in Pike National Forrest.    

 

                                    

 

Population of Douglas County 

*Source CO State Demography Office 
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Budget 

   

Funding 

Funding for the Coronerôs Office originates from the Douglas County general fund. In 2015, the county 

manager and commissioners approved a projected budget of $1,108,664 for DCCO. This number 

represented less than 1% of the total 2015 General Fund, which was $114.4 million. It represented less 

than 0.3% of the total 2015 Douglas County annual budget of $331.2 million.    

 

Expenditures 

Total expenditures for the year were $954,535, 14% under budget, with a savings of $154,129 

returned to the taxpayers through the general fund.  

 

 

 
 

 

One of the best ways to track fiscal responsibility and efficiency is to calculate the cost-per-case; or 

simply, the total tax dollars spent divided by the number of cases handled. Thanks to the hard work and 

dedication by Coroner Romann and her staff to taxpayer fiscal responsibility, DCCO operated under the 

most efficient budget in its history; and did so with almost tripling the savings of cost-per-case as the year 

before. Although case volume will continue to rise, Coroner Romann has made fiscal responsibility and 

conservative oversight a top priority of her administration.      

71% 

3% 
1% 

25% 

How Did DCCO Spend Its 2015 Budget? 

Personnel Services   $683,529

Operating Supplies   $31,943

Fleet Services   $8883

Purchased Services and Contracts

(Pathology, Toxicology,

Operational, etc.)   $230,179
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 Previous Administration Coroner Romannôs Administration 

 2013 2014 2015 

Population 306,033 311,589 317,253 
    

Total DCCO 

Cases 

1066 1172 
9.9% Increase 

1321* 
12.6% Increase 

    

Actual Dollars 

Spent** 

$875,202 $929,186 
6.1% Increase 

$954,534 
3.2% Increase 

    

Cost-per-Case $821/case $792/case 

3.6% Decrease 

$722/case 

9.5% Decrease 
*Please see Overall Caseload section for case breakdown 

**Source Douglas County Finance Department 

 

 

Revenues 

The office received revenue from two sources in 2015. The first being referral services, where 

neighboring counties and medical professionals are charged for use of conducting autopsies at our 

facility. The second was for associated administrative fees. Total revenue for 2015 was $18,215. This 

money went directly to the general fund. It did not go towards the Coronerôs budget as additional 

funding.    

 

 

2016 Budget Forecasting 

Balancing expected growth in call volume and increased work load, while keeping a conservative eye on 

expenditures, can sometimes prove to be difficult. However, as mentioned, Coroner Romann has made 

fiscal accountability and responsibility a top priority in her administration. As a result, through the 

continued improvement of managing operations, Coroner Romann has asked for a 0% budget increase 

from the County for 2016. Staff members have set specific goals to work more efficiently, and continue 

to decrease the cost-per-case.  
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Overall Case Load   

Douglas County Caseload 

Total caseload for 2015 was 1474, which included all reportable deaths as well as fetal demises, non-

human bone(s), out of county autopsies, and outside agency assistance calls. The statistics contained in 

this report focus on the reportable deaths in which DCCO retained jurisdiction.  

 

The chart below reflects the total cases reported to the Douglas County Coronerôs Office in 2015. 99.3%  

of all deaths occurring in Douglas County that were filed with the Colorado Department of Public Health 

and Environment (CDPHE) were reported to the Douglas County Coronerôs Office. There were only five 

(5) deaths that occurred in Douglas County (per CDPHE) that were not reported to the Douglas County 

Coronerôs Office.   

 

 

 
 

 

Of note: In 2015, the Douglas County Coronerôs Office accepted jurisdiction of deaths that occurred in another 

county on 52 occasions. These death certificates were therefore filed in another county and are not reflected in the 

total Douglas County death numbers from CDPHE.  

 

 

 
*A fetal demise is defined as ñdeath prior to the complete expulsion or extraction from its mother of a product of human 

conception, occurring after the twentieth week of pregnancy, and does not include ñinduced termination of pregnancyò as defined 

by CRS §25-2-102.  
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1.2% 

4.8% 
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2015 Caseload Breakdown  

(Total: 1474) 

DCCO Jursidiction (1209)

Autopsy Referral (153)

Transfer of Jurisdiction (66)

Fetal Demise* (32)

Outside Agency Assistance (8)

Non-Human Bones (6)


