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Sleep-Related, SUID Deaths 
Prior to 2019, sleep-related deaths of infants (less than 1 year of age) were classified in one of three 

manners of death depending on the circumstances and the cause of death.  

1.) Natural-Sudden Infant Death Syndrome (SIDS) 

2.) Unintentional Injury-Asphyxia  

3.) Undetermined 

To standardize the categorization of Sudden Unexpected Infant Deaths (SUID) consistent with 

practices in other states, beginning with the review of the 2019 infant sleep-related fatalities, the 

SCDRB is using the SUID Case Registry Decision-Making Algorithm. These categories of SUID 

cases, as listed in Figure 19, have replaced the previous categories of Sudden Infant Death Syndrome 

used in the review of cases prior to 2019. More information regarding the SUID case registry and its 

application can be found at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4311566/. 

In 2020, there were 52 sleep-related infant deaths. The classifications of these deaths are described 

below in Figure 19. The three deaths in the Unexplained/No Autopsy or Death Scene Investigation 

category were due to lack of a death scene investigation. Both of the unexplained categories with 

unsafe sleep factors may also include cases in which there are other potentially fatal findings, 

concerning conditions, or competing causes of death; however, how these factors contributed to the 

death is uncertain.  

Figure 19 

Sleep-Related Death Classifications for Infants 2019-2020  

Undetermined-SUID Further Explanation 
2019 

Deaths 

2020 

Deaths 

 
Unexplained: No autopsy or 

death scene investigation 
Autopsy or death scene investigation not completed. 0 3 

 
Unexplained: Incomplete case 

information 
Incomplete case information pertinent to case review. 8 15 

 
Unexplained: No unsafe sleep 

factors 

Cases in which infant was placed alone on their back on a sleep 

surface recommended for an infant without any soft or loose objects 

in the sleep area. 

1 1 

 
Unexplained: Unsafe sleep 

factors 

Cases in which the infant’s sleep environment had one or more 

unsafe sleep factors (e.g., not in a crib, on a shared sleep surface, not 

supine) but evidence of airway obstruction was not present. 

13 18 

 

Unexplained: Possible 

Suffocation with unsafe sleep 

factors 

Cases in which unsafe sleep factors were present and evidence of 

what caused at least partial obstruction of the airway is known but 

does not meet the criteria of the explained suffocation below. 

6 5 

Unintentional Injury-Asphyxia Further Explanation 
2019 

Deaths 

2020 

Deaths 

 
Explained: Suffocation with 

unsafe sleep factors 

Cases with a non-conflicting account of placed and found position, 

no other potentially fatal findings or conditions from autopsy, age 

and developmental stage that made a suffocation event possible, 

evidence to visualize how the airway obstruction occurred and strong 

evidence of external obstruction of the airway. 

9 10 

  Total Sleep Related Deaths 37 52 
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COVID-19 

COVID-19 is caused by SARS-CoV-2, a coronavirus that emerged in December 2019. The first case in 

Kansas was identified March 7, 2020, with the first death reported March 11, 2020, both in adults. 

Older adults and individuals who have severe underlying medical conditions are at higher risk for 

developing more serious complications from COVID-19 illness. Children represent about 19% of all 

reported COVID-19 cases in the U.S. since the pandemic began. Research suggests disproportionately 

higher rates of COVID-19 infection in all Hispanic/Latino and non-Hispanic Black children than in 

non-Hispanic White children. 

While children may be as likely to get COVID-19 as adults, they are less likely to become severely ill. 

Up to 50% of children and adolescents might have COVID-19 with no symptoms. However, some 

children with COVID-19 need to be hospitalized, treated in the intensive care unit, and/or placed on a 

ventilator to help them breathe. 

Of greater concern is multisystem inflammatory syndrome in children (MIS-C), a serious condition in 

which some parts of the body — such as the heart, lungs, blood vessels, kidneys, digestive system, 

brain, skin or eyes — become severely inflamed.12 

In 2020, there were two children who tested positive for COVID-19 at time of death. One child had no 

symptoms of COVID-19 and had other contributing factors including an unsafe sleep environment, 

which resulted in the Board classifying that case as an Undetermined- Sudden Unexpected Infant 

Death. The other death was classified as a natural death due to complications of COVID-19.  

Information regarding natural causes of death due to COVID-19 involve reporting on death 

certificates, preferably after a positive test result. Guidance for physicians for reporting these cases is 

found at Guidance for Certifying Deaths Due to Coronavirus Disease 2019 (COVID–19) 

https://www.cdc.gov/nchs/data/nvss/vsrg/vsrg03-508.pdf . 

 

  

https://www.cdc.gov/nchs/data/nvss/vsrg/vsrg03-508.pdf
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Unintentional Injury – Asphyxia Deaths 
Ten children between the ages of 0-17 died in 2020 due to unintentional asphyxia such as suffocation, 

strangulation or choking. Of the 10 child deaths due to unintentional asphyxia, all were under the age 

of one year and the result of unsafe sleeping conditions. As shown in Figure 41, the rate of death by 

unintentional asphyxia in children less than one year of age continues to trend upwards, although in 

comparison to historical data, the more recent annual rates appear to be stabilizing. 

Figure 41 

 

Unintentional asphyxia deaths most often affect very young children who have not yet developed the 

strength or motor skills to remove themselves from dangerous situations. Reviews from Kansas and 

across the nation show there are several common practices that increase the risk for these deaths. These 

include sleeping somewhere other than a crib or bassinet, sleeping in a cluttered area, being placed on 

a soft surface such as an air mattress, pillow or quilt, and bed-sharing* with parents or siblings. Of the 

10 unintentional asphyxia deaths, all were sleep-related and included one or more of the above-

described factors as a cause of the suffocation/asphyxia.  

Some cribs, bassinets, playpens, and child beds have been recalled because of known or suspected risk 

of strangulation. Before caregivers purchase furniture for children, they should ensure no recalls have 

been issued. The U.S. Consumer Product Safety Commission (http://www.cpsc.gov/) is a resource for 

recall information. 

                                                 

* Bed Sharing- A type of sleeping practice in which the sleeping surface (e.g., bed, couch or armchair, or some other 

sleeping surface) is shared between the infant and another person. 
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Suicide 
In 2020, 26 children in Kansas between the ages of 10-17 died by suicide; 22 were male and four were 

female. According to the Centers for Disease Control and Prevention, in 2020, suicide was one of the 

top nine causes of death for people ages 10-64 years, and was the second-leading cause of death among 

U.S. children 10-14.31 In Kansas, consistent with national studies, adolescent females are more likely 

to attempt suicide, but adolescent males are more likely to complete it. Figures 81 and 82 show suicide 

rates per 100,000 population for children ages 0-17, and by age group for the last 15 years in Kansas. 

Figure 82 shows that the rate of suicide deaths in the 15-17 age category more than doubled between 

2016 and 2017 and has remained high the past three reported years (2018-2020). 

Figure 81 
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Historically, investigations in the undetermined cases have varied significantly. In some instances, 

although every effort was made to determine why a death occurred, the cause of death could not be 

ascertained. Other cases had incomplete investigations or law enforcement agencies were not informed 

of the death. In some, autopsies were not ordered or were incomplete, or toxicology testing on the 

victim was not performed even though the circumstances warranted testing. 

The sharp increase in cases classified as undetermined since 2019 (Figure 92) is mainly due to 

reclassifications in sleep-related deaths, which are now being classified Undetermined–SUID instead 

of natural-SIDS.  

In 2020, there were 57 undetermined deaths. Of those 57 deaths, 45 were Sudden Unexpected Infant 

Death (SUID). Of those 45 SUID deaths, 42 were sleep-related and are included in the sleep-related 

death section.  

In past years, some of the cases were classified as undetermined because of incomplete autopsies. This 

year all but one autopsy performed on cases within the undetermined category met basic standards. All 

non-natural child deaths should be exhaustively investigated. The circumstances and family situation 

should not affect the detail of the inquiry. Hospitals must have protocols in place to ensure law 

enforcement is notified when a child dies from other than expected natural causes and when a child is 

admitted with what appears to be a life-threatening event of unknown etiology that is likely to be fatal. 

CASE VIGNETTE 
INFANT DEATH DUE TO UNDETERMINED MANNER  

Every case needs a thorough and coordinated investigation – An infant was placed to sleep on an 

unsafe sleep surface. When the caregiver awoke, the infant was found to be unresponsive and later 

pronounced deceased. The investigation completed by law enforcement was minimal and lacked 

information regarding the circumstances of the death including the sleep position and interviews with 

caregivers. Due to the lack of information available for the Board to review, this case was finalized as 

a Sudden Unexpected Infant Death-Incomplete Case information. 

Board Reflection – Law enforcement should utilize the Sudden Unexpected Infant Death 

Investigation Reporting Form (SUIDIRF) in each investigation of infant deaths. Completion of this 

form assists the board in determining accurate causes and circumstances around the death and guides 

investigators through their investigation to ensure that comprehensive and standardized information is 

collected regarding the incident. 

Information regarding the SUIDIRF as well as a link to the fillable form can be found at: 

https://www.cdc.gov/sids/SUIDRF.htm  

  

https://www.cdc.gov/sids/SUIDRF.htm
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Autopsy Examinations – All Manners of Death 
In total, for all manners of death, there were seven child deaths in 2020 for which the Kansas coroner 

or pathologist either did not order or complete an autopsy when the Board felt one was warranted by 

the circumstances, or did not meet the minimum expectations for the autopsy components. All natural 

child deaths should proceed to autopsy, unless the child has a known terminal condition or the death 

was not unexpected due to a known chronic debilitating condition. 

Child Autopsy Guidelines established by the SCDRB indicate that in addition to a thorough 

investigation, the standards for an autopsy as it relates to an unexplained child death should include at 

a minimum, the following as appropriate for the age and circumstances of the child at death: 

 Photographs of the child and of all external and pertinent internal injuries or findings.  

 Examination of all clothing and items accompanying the body, preserving all materials for later 

examination by a crime lab.  

 Documentation of evidence of therapy and resuscitation.  

 Radiographs for a complete survey of the skeletal structures, especially in children less than 

two years of age; films should be reviewed by a radiologist or physician experienced in child 

trauma whenever possible.  

 Blood, urine and vitreous should be collected for use as an adjunct to toxicology or if metabolic 

or hydration status could be a concern.  

 Toxicological studies should include ethanol and common drugs of abuse, including cold 

medications, if being used; prescription drugs should be tested for based on history and scene 

investigation.  

 The external examination should give consideration to and document the general appearance, 

cleanliness, nutrition (heights and weights compared to standard growth charts), dehydration, 

failure to thrive, congenital anomalies, evidence of abuse or neglect, evidence of sexual abuse; 

if not found, these should be recorded as essential negative findings.  

 An autopsy should be performed on an unembalmed body and include in-situ examination of 

the brain, neck structures, thoraco-abdominal and pelvic organs with removal and dissection. 

Weights of organs should be documented. In suspected injury cases, lengthwise incisions 

through skin and subcutaneous tissues should document the depth of the hemorrhage. If there is 

no gross cause of death, or if otherwise indicated by gross findings, microscopic examination 

should be conducted on the brain, heart, lungs, liver, kidneys and other organs as indicated. 

Stock tissue and paraffin blocks should be retained.  

 DNA should be archived for genetic testing, if indicated.  

 Metabolic screening results should be determined from the medical birth record. In cases where 

a metabolic condition is considered (e.g. preceding viral illness, period of starvation, nocturnal 

death, positive findings such as fatty liver), particularly in children less than two years of age, 

further tissues should be preserved. A blood spot card should be prepared and retained in case 

autopsy findings suggest a metabolic disorder.  

Child Autopsy Guidelines created by the Board can be found at https://ag.ks.gov/scdrb. 

https://ag.ks.gov/scdrb
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Combined with thorough law enforcement investigations, complete autopsies often provide a better 

understanding of child deaths.39 However, there are situations in which an autopsy should have been 

performed and was not, or the autopsy did not include all aspects of a standard forensic investigation 

such as full-body x-rays, cultures, metabolic and toxicological studies. Kansas is in need of 

improvements in the coroner system to include standards for medicolegal death investigation, 

procedures, and appropriate filing of causes of deaths.39 Reimbursement opportunities are available for 

child autopsies through the District Coroner’s fund managed by KDHE. More information is available 

at the SCDRB’s website: https://ag.ks.gov/scdrb.  

There were seven Kansas cases in 2020 where the Board determined that an autopsy either should have 

been conducted, or was not properly conducted; those seven cases are noted by the judicial district that 

held jurisdiction of the death in Figure 95. As noted above, the Board has established protocols and 

guidelines for child autopsies.  

Kansas Counties by Judicial District 

  

https://ag.ks.gov/scdrb
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Figure 95 

District Counties in District 

# of child deaths not 

autopsied, despite 

guidelines 

# of child deaths 

incompletely autopsied, 

despite guidelines 

  2015-2019 2020 2015-2019 2020 

District 1 Atchison, Leavenworth 1 0 0 0 

District 8 
Dickinson, Geary, Marion, 

Morris 
0 0 0 1 

District 10 Johnson  1 0 2 0 

District 12 

Cloud, Jewell, Lincoln, 

Mitchell, Republic, 

Washington 

6 0 0 0 

District 13 Butler, Elk, Greenwood 1 1 0 0 

District 15 

Cheyenne, Logan, Rawlins, 

Sheridan, Sherman, Thomas, 

Wallace 

2 0 4 1 

District 16 
Clark, Comanche, Ford, Gray, 

Kiowa, Meade 
7 1 1 0 

District 17 
Decatur, Graham, Norton, 

Osborne, Phillips, Smith 
0 0 1 0 

District 18 Sedgwick 0 1 2 0 

District 19 Cowley 1 1 0 0 

District 20 
Barton, Ellsworth, Rice, 

Russell, Stafford 
2 1 5 0 

District 23 Ellis, Gove, Rooks, Trego 3 0 4 0 

District 24 
Edwards, Hodgeman, Lane, 

Ness, Pawnee, Rush 
0 0 1 0 

District 25 
Finney, Greeley, Hamilton, 

Kearny, Scott, Wichita 
2 0 0 0 

District 27 Reno 1 0 0 0 

District 28 Ottawa, Salina 0 0 1 0 

District 29 Wyandotte 1 0 1 0 

District 30 
Barber, Harper, Kingman, 

Pratt, Sumner 
2 0 0 0 
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SCDRB Public Policy Recommendations 
The Board strongly encourages consideration of each of the following policy recommendations:  

Recommendations to Prevent Child Abuse and Neglect Deaths 

Increase Access to Affordable, High-Quality Child care  

Homicides, particularly of children under the age of three, continue to occur when children are left in 

the care of persons who are unprepared or unable to care for them.  

KDHE and DCF should continue working towards ensuring families have access to high quality and 

affordable child care. Children, and particularly young children, should be cared for by persons who 

are experienced and have reasonable expectations for children and their behaviors. Access to 

affordable, high-quality child care is associated with reduced parental stress and maternal depression, 

both of which are also risk factors for child abuse and neglect.2 

Increase Family Friendly Workplaces in Kansas 

The Kansas Power of the Positive (KPoP) is a statewide coalition working to assure that all Kansas 

children grow up in safe, stable, nurturing relationships and environments. Their efforts to promote 

family friendly workplaces to support Kansas parents is a valuable and critical component of their 

work, and should receive continued support at the state level. Efforts to ensure that more Kansas 

families are employed at places that offer flexible work schedules, paid parental leave, child care, 

breastfeeding support, and livable wages support families in a way that can reduce risk factors for child 

physical abuse and neglect.40 

Enhance Training and Access to Appropriate Information for Child Welfare Professionals  

Kansas DCF should continue to develop and provide enhanced training for both their employees as 

well as employees of all contracted agencies. It is imperative that every employee of each agency 

charged with the investigation of abuse and neglect or assessing the continued risk of children under 

their supervision or custody have current, high quality training regarding child abuse and neglect as 

well as other topics related to safety assessment. 

Through privatization of many components of the state child welfare system, additional issues have 

developed regarding the flow of information to all persons involved with decision-making for the 

children and families being served. In reviewing DCF records in situations where children and their 

families were receiving services, it is apparent that workers who had frequent interaction with the 

families were unaware of additional information DCF had regarding a particular family. Each report 

should be looked at not as an individual incident, but with all available information reviewed in its 

entirety to look for repeated reports of similar behavior prior to developing case plans or making 

recommendations regarding a child. 
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Kansas DCF cannot address allegations and concerns of abuse or neglect without thorough historical 

and investigative information that is comprehensive and easily accessible. Medical histories and law 

enforcement investigative information about the child is critical for DCF assessments regarding the 

safety and well-being of a child. Medical providers who report suspicions of abuse or neglect must 

provide medical information and records appropriate to the case investigation.  

Improve Reporting of Child Abuse and Neglect  

In Kansas, mandated reporters are required to report child abuse or neglect as directed by Kansas law 

(K.S.A. 38-2223). Concerned citizens who suspect child abuse or neglect are also encouraged to report 

concerns to DCF.  

Public policy campaigns should be launched to educate all Kansans on when, how, and why they must 

report concerns of child abuse or neglect. Additionally, mandated reporters need continued trainings 

regarding reporting laws and the process to report concerns accurately, appropriately and in a timely 

manner. There are several instances each year where mandated reporters and concerned citizens had 

information that could have saved the life of a child had the information been reported prior to the 

death.  

Recommendations to Prevent Youth Suicides 

Increase Accessibility to Crisis Services and Mental Health Services for Youth within Kansas 

Communities 

Community Mental Health Centers should continue to increase outreach to raise awareness of 

available mental health services for children and youth, and to ensure parents, caregivers, educators, 

and other community members are aware of the resources in their community and the state.  

The Board is pleased to recognize some steps taken to address the accessibility of crisis and mental 

health services for all Kansans. This past year state agencies and mental health providers worked to 

increase the availability of community crisis responses for those in mental health distress. 

Additionally, the Legislature held hearings on the topic of mental health modernization and passed a 

bill that established certified community behavioral health clinics (CCBHC) as the model for providing 

behavioral health services in Kansas (HB 2208). CCBHCs are specifically designed to address the 

suicide crisis, prevention of overdose deaths, barriers to timely access to addiction and mental health 

treatment, delayed care, inadequate care for veterans, and overburdened jail and emergency 

departments; all of which affect the Kansas mental health system. At the time of this report, six Kansas 

community mental health centers (CMHC) are in the process of implementing the CCBHC model, and 

it is anticipated that all 26 licensed CMHCs will transition to CCBHCs over the next three years.41 

The Board encourages community mental health centers, psychiatric treatment facilities, and other 

agencies providing mental health services to prepare for an increase in demand of their services 

following the youth application implementation.  



SCDRB Public Policy Recommendations 

81 

Increase the Depth of Suicide Investigations 

Law enforcement should increase the depth of suicide investigations to include social, mental health 

and medical histories of the child. Information regarding family stressors, history of suicide attempts, 

involvement in mental health services, and relevant social media information should be included. The 

Board recommends initiating a policy of standardized training for law enforcement and coroner 

investigators that includes the use of a protocol for suicide investigations and a suicide death scene 

investigation form to assist in collecting all pertinent information. By better understanding the 

contributing factors and precipitating events leading to youth suicide, Kansas will be better equipped to 

determine the best approaches to prevention. 

Ensure Training of Education Professionals Regarding the Prevention, Assessment, and 

Intervention of Suicide 

All public school personnel must comply with required annual training that provides practical guidance 

and best practices on the proactive development and implementation of programs to assess risk of 

suicide and intervene effectively. Educators and school personnel are in a position to best identify at-

risk children as well as support other children if a peer has committed suicide. This is particularly 

crucial as deaths due to suicide have increased and include more children of younger ages. 

Promote Safe Reporting and Messaging about Youth Suicide 

Through multiple coordination and communication efforts, the YSPC should continue to engage with 

schools, communities and state agencies to promote Kansas - A Friend AsKS, a youth suicide 

prevention app, as well as 988, the national suicide prevention lifeline. The familiarity with and use of 

these two resources among youth, and those that work with them, can effectively ensure that Kansas 

youth have a safe way to report suicidal thoughts or intent for themselves or their peers. 

Recommendations to Prevent Motor Vehicle Deaths of Children and Youth 

Strengthen All-Terrain Vehicle (ATV) Usage Laws 

Citizens and lawmakers should support efforts to impose a minimum age requirement of 16 years of 

age to operate an ATV. Furthermore, requirements that both operators and passengers wear a helmet 

and be properly restrained should be explored. 

ATV use in Kansas continues to increase, as does the risk for serious injury and death when operated 

by young children. According to the 2021 Report of Deaths and Injuries Involving Off-Highway 

Vehicles with More than Two Wheels published by the U.S. Consumer Product Safety Commission, 

there were 298 ATV-related fatalities of children under the age of 16, between January 1, 2016, and 

December 31, 2018. Almost half (48%) of all under-age-16 child fatalities occurred to children 12 and 

under. Kansas experienced three ATV-related child deaths in 2020.17 
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Strengthen Seat Belt Usage 

Citizens and lawmakers should support efforts in Kansas that aim to increase the use of seat belts and 

proper restraints by drivers and child passengers. Two considerations being requested are: 

 Children from birth to two years old must be secured in a rear-facing child passenger restraint 

system, which meets federal standards, in the rear vehicle seat until the child exceeds the 

height or weight limit allowed by the manufacturer of the child restraint being used. 

 Children who are younger than 13 must be transported in the rear seat of the vehicle, when 

available. 

Between 2018 and 2020, 44% of the children who died due to motor vehicle crashes were unrestrained 

or improperly restrained. In another 7% the restraint use of the victim was unknown. According to the 

State of Kansas Highway Safety Plan Federal Fiscal Year (FFY) 2022, “Children are much more likely 

to be buckled up if the driver is also belted. If the driver is belted, about 97% of the children are also 

belted. If the driver is not belted, only about 30% of the observed children were also belted.”20 Efforts 

to increase the number of drivers who are properly restrained will also increase the likelihood that our 

children will be properly restrained. In 2017, legislation passed in Kansas increased the fine for those 

who are unrestrained. The Board is hopeful that additional legislation will help decrease the number of 

Kansas children who are unrestrained.   

Decrease Distracted Driving in Kansas 

Citizens and lawmakers should support efforts in Kansas to promote and encourage individuals to 

reduce the use of hand-held devices while operating a motor vehicle. According to the State of Kansas 

Highway Safety Plan Federal Fiscal Year (FFY) 2022, “Distracted or inattentive driving is listed as a 

contributing circumstance for about 25% of all reported crashes in the state.”20 Ordinances, 

promotional materials, public service announcements and enforcement of current laws can all be 

effective ways to encourage Kansas drivers to avoid distractions while driving.  

Improve Investigations and Strengthen Penalties for Providing Alcohol to Minors 

Eleven decedents were teen drivers under the influence of drugs and/or alcohol at the time of their 

crash (2016-2020). Three of these fatalities occurred in 2020. Thorough investigations of social 

hosting, as well as increased penalties for providing alcohol to children and teens will help deter adults 

from providing alcohol to children and decrease alcohol related motor vehicle crashes and deaths. The 

public should be aware of the dangers of teen drinking.  

Increase Public Awareness Regarding Pedestrian Deaths in Kansas  

In 2020, Kansas experienced six pedestrian deaths of children, four of which took place in a driveway 

or farmyard. According to KidsAndCars.org, at least 50 children are backed over every week in the 

United States because a driver did not see the child.42 Public campaigns to encourage drivers to “look 

before you leave” should be promoted and drivers should be encouraged to walk completely around 

their vehicle and ensure children are secured prior to backing up their vehicle.  
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Gender Identity and Sexual Orientation 

Also, during the 2022 legislative session, it was requested from members of the Legislature that 

information related to gender identity and sexual orientation be included in future reports where 

appropriate. While the Board has included this information within the Suicide section, it should be 

noted that sexual orientation and gender identity are not consistently reported or provided within the 

records that are reviewed by the Board. Given that this information can often be kept confidential, 

unknown, or assumed incorrectly, the information provided in this annual report should be used with 

caution. As indicated within the suicide section of this report, more information related to gender 

identity and sexual orientation as self-reported through the Kansas Communities that Care (KCTC) can 

be found at: www.kctcdata.org.  

The information and data contained in this report are compiled from multiple reporting sources and 
have been represented to be accurate as of the date of this report. The information and data 

contained herein are subject to later modification by the reporting sources. 

Any questions about this report or about the work of the SCDRB should be directed to Sara 

Hortenstine, Executive Director, at (785) 296-7970 or by e-mail at sara.hortenstine@ag.ks.gov 

http://www.kctcdata.org/
mailto:sara.hortenstine@ag.ks.gov
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Goals and History 
The State Child Death Review Board (SCDRB) is charged with reviewing all deaths of children ages 

birth through 17 years old who die within Kansas and Kansas residents in that age group who die 

outside the state. The Board works to identify patterns, trends and risk factors, and to determine the 

circumstances surrounding child fatalities. The ultimate goal is to reduce the number of child fatalities 

in the state.  

The Board is unique in its duties as it is the only entity in the State of Kansas that conducts a thorough 

review of each child death by analyzing medical records, law enforcement reports, social service 

histories, school records, and other pertinent information including birth certificate, death certificate 

and autopsy findings. The information collected is maintained confidentially and is used to review and 

analyze the circumstances of each child’s death. This review allows the Board to assist other agencies 

in prioritizing education and prevention efforts. The Board members and staff collaborate with other 

agencies on child safety issues, testify on pertinent legislation, conduct trainings, and serve on 

committees and task forces in an effort to support the work of protecting Kansas children.  

The SCDRB has developed the following three goals to direct its work:  

1. To describe trends and patterns of child deaths (birth through 17 years old) in Kansas and to 

identify risk factors in the population;  

2. To improve sources of data and communication among agencies so that recommendations can 

be made regarding recording of the actual cause of death, investigation of suspicious deaths, 

and system responses to child deaths. This interagency communication should occur at the 

individual case level and at the local and state levels; and 

3. To develop prevention strategies including community education and mobilization, 

professional training, and needed changes in legislation, public policy and/or agency practices. 

The SCDRB was created by the 1992 Kansas Legislature and is administered by the Office of the 

Kansas Attorney General. SCDRB membership is appointed according to K.S.A. 22a-241 et. seq. 

Membership includes: one member each from the Office of the Attorney General, the Kansas Bureau 

of Investigation, the Department for Children and Families, the Kansas Department of Health and 

Environment, and the Department of Education; three members appointed by the Board of Healing 

Arts: a district coroner, a pathologist, and a pediatrician; one representative of a child advocacy group 

appointed by the Attorney General; and one county or district attorney appointed by the Kansas 

County and District Attorneys Association.  

This multi-disciplinary volunteer Board meets monthly to examine circumstances surrounding the 

deaths of Kansas children. Members bring a wide variety of experience and perspective on children’s 

health, safety and maltreatment issues, which strengthen the decision-making of this body. With 

assistance from agencies around the state, the SCDRB is given necessary information needed to 

examine the circumstances that led to the deaths of children. By understanding how children are dying, 

the SCDRB is able to propose ways of reducing the number of preventable death.
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