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Are you having suicidal thoughts?
If you are in crisis or considering suicide, know there are
options and support available to help you cope.
Call 911 or the National Suicide Prevention Lifeline, which is
available 24 hours a day, seven days a week, at
800-273-8255 (or 800-273-TALK).
Press 1 for the Veterans Helpline. If you are under 21, you
can ask to talk to a peer at Teen Link.
Do not feel like talking on the phone? Try Lifeline Crisis
Chat, www.suicidepreventionlifeline.org/gethelp/lifelinechat.aspx or the Crisis Text Line
by texting “Kansas” to 741741.
Consider downloading the My3 App from the National Suicide Prevention Lifeline at
https://suicidepreventionlifeline.org/talk-to-someone-now/. You can use the app to list your
crisis contacts, make a safety plan and use emergency resources.
Seek additional resources from the Kansas Suicide Prevention Resource Center at
www.kansassuicideprevention.org/.

Are you concerned someone else might be at risk of suicide?
This person is fortunate you are paying attention. Here are five steps you can take to
help:
1. Look for warning signs.
2. Show you care. This looks different depending on who you are and your
relationship, but let the person know you have noticed something has changed and it
matters to you. If appropriate, let them tell you how they are feeling and why.
3. Ask the question. Make sure you both understand whether this problem is about
suicide. “Are you thinking about suicide?”
4. Restrict access to lethal means. Help the person remove dangerous objects and
substances from the places they live and spend time.
5. Get help. This person may know who they want to talk to (a therapist, their
guardian, their partner). You can also call the National Suicide Prevention Lifeline 24
hours a day, seven days a week, at 800-273-8255.Do not feel like talking on the
phone? Try the Crisis Text Line by texting “Kansas” to 741741 or the Lifeline Crisis
Chat (www.suicidepreventionlifeline.org/gethelp/lifelinechat.aspx).
To protect and improve the health and environment of all Kansans

Executive Summary
Suicide is a serious personal and public health problem that has far reaching medical,
economical and psychosocial implications for Kansans. This document includes a
summary of mortality and morbidity of suicide, suicide attempt, suicide ideation (no
suicide attempt), and non-fatal intentional self-harm (no suicide attempt) related injuries
among Kansas residents ≥ 10 years old. The three datasets used are Kansas Violent
Death Reporting System (KSVDRS), Kansas Hospital Discharge (HD) Database, and
Kansas Hospital Emergency Department (ED) Database.
This burden document gives an overview of suicide-related deaths and injuries among
Kansas residents. Data of suicide deaths are from the 2015-2017 KSVDRS. The types
of injuries that include suicide attempt, intentional self-harm (excluding suicide attempt),
and suicide ideation (thoughts of suicide but excluding suicide attempt), and suicide
attempt are analyzed using 2016-2018 ED and HD data.
From 2015 to 2017, Kansas resident suicides cost an estimated $2.24 billion (2017 US
dollars) 1 in medical expenses and work loss, and 46,837 years of potential life lost
(YPLL) if people die before age 75. In 2017, there were 528 suicide deaths among
Kansas residents collected by KSVDRS. Suicide was the 2nd leading cause of death of
people 15-34 years old. Between 1999 and 2018, the rate of suicide in Kansas
increased 69.9% from 11.3 to 19.2 per 100,000 persons based on data collected from
Kansas Vital Statistics. 2 From 2016 to 2018, emergency department visit (EDV) and
hospitalization rates increased for suicide ideation related injuries.
Demographics:
• The age-adjusted mortality rate for suicide from 2015 to 2017 in Kansas was
20.3 (95% CI:19.3, 21.3) per 100,000 population.
• From 2015-2017, About 78% of Kansas residents who died by suicide were
males. The age-adjusted mortality rate of males (32.0 per 100,000) was more
than 3 times higher than females (9.0 per 100,000).
• Whites had the highest suicide rate of 21.5 per 100,000 among all races and
ethnicities.
• More than half (54%) of those who died by suicide had not received any college
education.
1
Centers for Disease Control and Prevention, National Centers for Injury Prevention and Control. Webbased Injury Statistics Query and Reporting System (WISQARS): Cost of Injury Reports [online]. (2005)
KSVDRS for numbers of deaths, and Pacific Institute for Research and Evaluation (PIRE), Calverton, MD
for unit cost estimates {cited 2019 Nov 4}. Available from: www.cdc.gov/injury/wisqars
2
Kansas Information for Communities (2020). 1999 and 2018 Vital Statistics Data, Bureau of
Epidemiology and Public Health Informatics, KDHE. Retrieved from http://kic.kdheks.gov/death_new.php
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About 67 per 100,000 Veterans died of suicide, which was 3.4 times the suicide
rate of non-veterans (19.9 per 100,000).
About 3 out of 10 females who died by suicide did not have a paid job.
The most common occupation among female suicides was the unpaid group
(30%), and among male suicides was the construction and extraction group
(14%).
Male workers in the farm, forestry or fishing occupation group had the highest
suicide rate (158.4 per 100,000, 95%CI: 114.5, 202.3).
Female workers in the Healthcare support group had higher suicide rate (20.0
per 100,000. 95%CI: 11.8, 30.2).
Females had higher overall EDV and hospitalization rates related to suicide
attempt, intentional self-harm, and suicide ideation than males.
Younger generations had higher EDV rates than older generations.
Children (10-18yrs) had highest EDV rates related to suicide attempt, 34.9 per
100,000, intentional self-harm, 292.2 per 100,000, and suicide ideation, 487.3
per 100,000.
Children (10-18yrs) had highest hospitalization rate related to suicide ideation,
516.5 per 100,000.
Children (10-18yrs) and young adults (19-34yrs) had similar intentional self-harm
hospitalization rates, which were higher than older adults.
Kansans in the 4 age groups from 10 to 44 years-old had similar suicide attempt
hospitalization rates, which were higher than older adults.
Both Black and White Non-Hispanics had higher EDV and hospitalization rates
for suicide ideation, suicide attempt, and intentional self-harm than other
race/ethnicities, but the difference of suicide ideation EDV rate between White
Non-Hispanics and American Indians or Alaska Natives was not statistically
significant.

Five Peer-Group Counties: 3
• No statistically significant difference in suicide rates by population density.
• Population dense regions (Urban and semi-urban counties) had the highest EDV
rate for suicide ideation.
• Densely-settled rural counties had highest EDV rate for intentional self-harm, but
which was not statistically significantly different from the rate in frontier counties.
• Frontier counties had the highest EDV rate, 40.7 per 100,000 persons (95%CI:
32.1, 49.2) for suicide attempt.

Peer counties grouped by population density in persons per square mile (ppsm); frontier < 6.0, rural 6.019.9, densely-settled rural 20.0-39.9, semi-urban 40.0-149.9, and urban ≥ 150.0.
3
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•

Urban counties had the highest overall hospitalization rates for suicide attempt,
suicide ideation, and self-harm.

Suicide (Mortality)
• The most common mechanisms of suicide included firearms, suffocation or
hanging, and poisoning or drug overdose.
• Among people who died by suicide with known circumstances, about 2 in 5 had
current depressed mood or mental health problems, 29% had intimate partner
problems, and 30% had a physical health problem(s).
• More than 1 in 4 (28%) suicide poisoning deaths were caused by an opiate,
followed by antidepressants (22%) and benzodiazepines (17%).
Complete suicide data figures and interpretations are available in the Appendix.
Suicide knows no boundaries when it comes to age, gender, race, income, occupation,
residence location, or stage in life. There are populations that are more adversely
affected. Suicide does not have just one cause. Suicide is complex and multi-faceted.
While multiple factors are known to contribute to the risk of suicide, they do not
necessarily equate to direct causation. Suicide prevention is most effective when
focused on a comprehensive, upstream approach aimed at risk and protective factors at
the individual, relationship, community and societal levels.
The Role of Public Health in Addressing Suicide Prevention is designed to highlight the
work of the Kansas Department of Health and Environment (KDHE) around preventing
suicide, supported by various public health concepts outline efforts already in progress.
These efforts are organized into five topic areas:
Data Collection
• KDHE manages multiple data sources related to suicide and suicide prevention.
• In addition, KDHE partners with other local, state and federal organizations to
analyze data.
Collaboration
• Leads a diverse interagency group of statewide partners.
• Has representation on other multiple statewide stakeholder groups.
• Promotes and supports local and regional suicide prevention coalitions.
Communication
• Promotes data and raises awareness on issues surrounding death by suicide
• Creates a climate of receptivity for innovative approaches and services.
• Influences beliefs, attitudes and behaviors to change social norms.

To protect and improve the health and environment of all Kansans
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Programming
• The Maternal Child Health program offers multiple layers of support to
individuals.
• The Local Public Health program offers resources and tools for local health
departments.
• The Kansas Trauma program collaborates with health systems and offers
support including employee assistance programs and peer networks.
• Beginning in Fall 2020, the Injury & Violence Prevention Section will lead
Implementation of Zero Suicide in Health Systems funded by the Substance
Abuse and Mental Health Services Administration (5 years).
Integration
• Risk and protective factors help show where prevention efforts need to be
focused.
• Widespread adoption includes training, networking, technical assistance and
evaluation into all levels of society.
Suicide is emotionally and financially costly. Everyone is affected when someone dies
by suicide. Kansas Department of Health and Environment is committed to addressing
suicide prevention using the public health approach and calls on Kansans from all parts
of society to join us in suicide prevention, because collective action by everyone can
help in addressing problems like suicide.

To protect and improve the health and environment of all Kansans
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Data Collection
Data is critical to informing public health priorities and needs. It can be used to prove
how often suicide occurs, where it occurs, trends, and who is affected. The data are
obtained from police reports, medical examiner files, vital records, hospital charts,
registries, population-based surveys and other sources.
KDHE manages the following data sources related to suicide and suicide prevention:
Vital Statistics Data Analysis Section
has a goal of supplying actionable
information for community health decision
making. It collects, analyzes and reports on
a variety of health and vital statistics data,
including suicides. In addition, it also
supports the data query portal, Kansas
Information for Communities (KIC).

The Kansas Violent Death Reporting
System (KSVDRS) is a state-based
surveillance system that compiles
information on violent deaths, including
suicides, from multiple sources – death
certificates, coroner and medical examiner
reports including toxicology, and law
enforcement reports - into a usable,
anonymous database.

ESSENCE is an acronym for Electronic
Surveillance System for the Early
Notification of Community-based
Epidemics, a software system that enables
local and state public health agencies to
analyze and report on emergency
department data submitted by Kansas
hospitals. ESSENCE queries can track and
monitor suicide attempts and ideation.

Kansas Maternal Mortality Review
Committee reviews deaths occurring
during pregnancy and up to one year after
pregnancy to determine factors
contributing to maternal mortality in
Kansas and identify public health and
clinical intervention to improve systems of
care.

The Kansas Trauma Program is a
partnership between public and private
organizations to address the treatment and
survival of critical injuries throughout the
state. It is a network of relationships
designed to direct the trauma patient to the
resources most right for their care, based
on the nature of the injury, which could
include a suicide attempt.

The Kansas Behavioral Risk Factor
Surveillance System (BRFSS) collects
data on major health topics and is the only
source of population-based data for
several public health indicators in Kansas.
BRFSS collects data on health-related
behaviors, chronic conditions, general
health and quality of life, and
emerging/high priority health issues such
as opioid use disorder, mental illness, and
adverse childhood experiences.

KDHE calls on law enforcement, coroners, medical examiners, hospitals and emergency
departments to assure reports are correct and complete to best inform prevention efforts. It is
also essential that citizens of Kansas take part in health surveys.

To protect and improve the health and environment of all Kansans
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KDHE also seeks out data from more sources to assure a complete picture of suicide.
Other sources of data include, CDC Web-based Injury Statistics Query and Reporting
System (WISQARS), Hospital Discharge and Emergency Department Data as well as
the Kansas Communities That Care Survey and Youth Risk Behavioral Health Survey.
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Collaboration

Public Health Concept

Input from diverse sectors including health,
education, social services, justice, policy and the
private sector can help in addressing problems like
suicide.
With suicide reaching widespread proportions,
building partnerships and effective collaborations
that affect each level of society and are important
to prevention.
The Kansas Department of Health and Environment
facilitates an Interagency Group of statewide
partners to assure effective use of resources,
consistent and comprehensive messaging, and a
shared vision and initiatives. Other entities involved
include:
Kansas Department of Aging
and Disability Services leads State Suicide
Prevention efforts and houses the State Suicide
Prevention Coordinator. The Kansas Youth Suicide
Prevention Coordinator is at the Kansas
Attorney General’s Office. The Kansas State
Department of Education recommends and
supports training, planning and policy for suicide
prevention in schools. Headquarters, Inc. hosts
the Suicide Prevention Lifeline and State Suicide
Prevention Resource Center. The Kansas
Department of Children and Families works with
and supplies resources for some of our most
vulnerable population.
Suicide Prevention Tip Sheets for a variety of
audiences were created through this collaboration
and are available at:

http://kdheks.gov/media/download/Suicide_Prevention_Tip_Sheet_2.0.pdf

The Social-Ecological Model is used to better
understand violence and the effect of potential
prevention strategies. This model considers the
complex interplay between individual, relationship,
community, and societal factors. It allows us to
understand the range of factors that put people at
risk.
The Individual level shows biological and personal
history factors. Some of these factors are age,
education, income, substance use, or history of
abuse. Prevention strategies at this level promote
attitudes, beliefs, and behaviors that prevent violence.
Specific approaches may include education and life
skills training.
The Relationship level examines close relationships.
A person’s closest social circle-peers, partners and
family members-influences their behavior and
contributes to their experience. Prevention strategies
at this level may include parenting or family-focused
prevention programs, and mentoring and peer
programs designed to reduce conflict, foster critical
thinking skills, and promote healthy relationships.
The Community level explores the settings, such as
schools, workplaces, and neighborhoods, in which
social relationships occur and looks to name the
characteristics of these settings. Prevention strategies
at this level impact the social and physical
environment – for example, by reducing social
isolation, improving economic and housing
opportunities in neighborhoods, as well as the
climate, processes, and policies within school and
workplace settings.
The Societal level looks at the broad societal factors
that help create a climate in which violence is
encouraged or inhibited. These factors include social
and cultural norms that support violence as an
acceptable way to resolve conflicts. Other large
societal factors include the health, economic,
educational and social policies that help to support
economic or social inequalities between groups in
society.

To protect and improve the health and environment of all Kansans
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KDHE supports other statewide
stakeholder efforts for suicide
prevention. KDHE staff are members
of the following:
•

•

•

Governor’s Challenge of Service
Members, Veterans, and Families
on Suicide Prevention
Governor’s Behavioral Health
Services Planning Council’s
Children’s Subcommittee
Kansas School Mental Health
Advisory Council

In addition, KDHE looks to inform, understand and connect with local suicide prevention
efforts by attending local suicide prevention coalition meetings and encouraging support
and understanding of the social determinants of health.
KDHE recognizes everyone has a role in suicide prevention and thus calls on individuals,
businesses, faith-based organizations, non-profits, state agencies, and local coalitions to help
reduce the stigma of suicide, increase help seeking behaviors, reduce risk factors and
increase protective factors.

To protect and improve the health and environment of all Kansans
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Public Health Concept
Social Determinants of Health, are the conditions in the environments in which people are born, live,
learn, work, play, worship and age that affect a wide range of health, functioning, and quality-of-life
outcomes and risks. Social determinates influence health and health equity. Health inequities impact
health outcomes and thus the risk of suicide. Examples of social determinates of health include, but are
not limited to:
Socioeconomic
status and income

Income determines a family’s ability to have safe housing, proper nutrition
and educational resources.

Family structure and
support

Positive relationships in a safe, stable, nurturing environment influence
health and happiness.

Social support

Networks promote resiliency. Having meaningful involvement in the
community is vital for healthy development.

Access to and use of
health services
Healthy child
development

Access to a broad range of health care services to stay healthy, including
hospitals, physicians, psychologists, social workers, dentists and
rehabilitation services.
Early life experiences can lead to lifelong negative consequences. Secure
attachment between child and caregiver has lasting positive effects.

Education and
employment

Early readiness to learn in preschool years, completion of high school and
participation in the labor force are all predictors of long-term health.

Gender
Physical
environment

Females report more body-image issues, internalizing disorders and suicidal
ideation and behavior. Males report higher rates of alcohol and tobacco
consumption, more externalizing disorders and more deaths by suicide.
The natural and built environments can influence patterns of engagement as
well as sense of security and well-being.

Personal health
practices and coping
skills

Lifestyle choices and actions can prevent disease, promote self-care and
help cope with challenges, develop independence, solve problems and
make choses to enhance health and well-being.

Biology and genetic
endowment

Basic biology or genetic make-up can determine health and well-being.
Predisposition to diseases or health problem impact overall health and
mental health status.
An environment that is determined by dominant cultural values, which
continues to create conditions such as marginalization, stigmatization, loss
or devaluation of language and culture/cultural identity and lack of access to
culturally appropriate care and services.

Culture

Adapted from Together to Live: A Toolkit for Addressing Youth Suicide in Your Community

KDHE calls on communication professionals to abide by the Recommendations for Reporting on
Suicide available at www.ReportingOnSuicide.org. Additionally, KDHE calls on everyone to share
accurate information, as negative communications and false information could prevent someone
from seeking life-saving support services.

To protect and improve the health and environment of all Kansans
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Communication
Communication is integral to increasing knowledge
and changing behaviors related to suicide
prevention. Using a variety of communication
channels can allow health messages to shape mass
media or interpersonal, small group or community
level attitudes.
Through social media and other channels,
KDHE strives to communicate correct data about
suicide reduce the stigma about seeking help,
increase knowledge of warning signs for suicide,
and promote the Suicide Prevention Lifeline
to connect individuals in crisis with help
and care.
KDHE also endeavors to create high quality
products to inform and guide suicide prevention
efforts, including:
An Awareness Event Tips and Guidelines Packet to
encourage local health organizations to participate
in Mental Health Awareness Day activities.
An infographic to show prevalence of anxiety and
depression among adolescents in Kansas as well as
increase awareness of mental health conditions and
the importance of early identification and treatment.

Public Health Concept
Health Communication is the scientific
development, strategic dissemination and
critical evaluation of relevant, accurate,
accessible and understandable health
information communicated to and from groups
to improve and advance the health of the public.
It draws upon academic disciplines including
mass and speech communication, health
education, marketing, public relations,
journalism and informatics. Despite its
transdisciplinary nature the core principles of
health communication are anchored in each of
the key public health concepts.
Health communicators have the challenge to
deal with complex issues that the public may not
easily understand. To be a competent health
communicator involves the application of good
judgement and the availability of relevant
knowledge. Good judgement needs more and
varied experiences, and relevant knowledge
arises from sound research and application.
Effective health communication and social
marketing strategies include the following
components:

•

Use of research-based strategies to
shape materials and products and to
select the channels that deliver them to
the intended audience.

•

Understanding of conventional wisdom,
concepts, language, and priorities for
diverse cultures and settings.

•

Consideration of health literacy, internet
access, media exposure, and cultural
competency of target populations.

Health communication is able to: raise
awareness of health issues, change people's
knowledge, attitudes, reinforce positive
behaviors secure support of stakeholders,
promote data and emerging issues, increase
demand for health services, demonstrate
healthy skills, guide public discussion, support
the need for funds, improve patient-provider
relationships and ultimately compliance and
outcomes.
Health communication falls short and is unable
to work independent of health organizations and
groups, replace infrastructure and local
capability, compensate for the lack of adequate
treatment, diagnostic or preventive options.
Optimism is high for the benefits that health
communication can offer in addressing public
health problems, such as suicide.

To protect and improve the health and environment of all Kansans
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Prevention and Programming
No single strategy or support alone will prevent suicides,
therefore, incorporating screening and assessment
tools, education and training, and resource support
into a multitude of settings is important.
It is also imperative that a solid foundation exist to
name, respond, connect and assist with the social
determinants of health (see page 10). This basis helps to
reduce risk factors, increase protective factors to
assure public health work is inclusive of the following
concepts:
•

Mental health and wellness are essential to
overall health and affects all aspects of one’s
life. Assessment and treatment of mental health
is fundamental at every stage of life.

•

There are critical periods across the lifespan –
infancy, childhood, adolescence – that build on
one another. Early intervention is key.

•

Trauma and toxic stress impact life-long health
and success. Failure to address trauma and
stress results in an increased incidence of
chronic disease.

•

Strong foundations and healthy starts early in life
lead to healthier outcomes.

The Maternal Child Health Program, in partnership
with local agencies and communities, supports suicide
prevention in multiple ways including:
•

Facilitating training opportunities focused on
child and adolescent development, trauma
informed care, building resiliency, adverse
childhood experiences and Mental Health First
Aid. Sessions about trauma informed care and
adverse childhood experiences have been
included in the Annual Governor’s Public Health
Conference since 2014.

Public Health Concept
A combination of individual, relationship,
community, and societal factors contribute to
the risk of suicide. Risk factors are those
characteristics associated with suicide—they
might not be direct causes.
Risk Factors
• Family history of suicide
• Family history of child maltreatment
• Previous suicide attempt(s)
• History of mental disorders, particularly
clinical depression
• History of alcohol and substance abuse
• Feelings of hopelessness
• Impulsive or aggressive tendencies
• Cultural and religious beliefs (e.g., belief
that suicide is noble resolution of a
personal dilemma)
• Local epidemics of suicide
• Isolation, a feeling of being cut off from
other people
• Barriers to accessing mental health
treatment
• Loss (relational, social, work, or financial)
• Physical illness
• Easy access to lethal methods
• Unwillingness to seek help because of the
stigma attached to mental health and
substance abuse disorders or to suicidal
thoughts
Protective factors buffer individuals from
suicidal thoughts and behavior. To date,
protective factors have not been studied as
extensively or rigorously as risk factors.
Identifying and understanding protective
factors are, however, equally as important as
researching risk factors.
Protective Factors
• Effective clinical care for mental, physical
and substance abuse disorders
• Easy access to a variety of clinical
interventions and support for help seeking
• Family
and
community
support
(connectedness)
• Support from ongoing medical and mental
health care relationships
• Skills in problem solving, conflict
resolution and nonviolent ways of
handling disputes
• Cultural and religious beliefs that
discourage suicide and support instincts
for self-preservation

To protect and improve the health and environment of all Kansans

7|Page

•

Supplying resources to Family and Consumer
Science Educators to update classroom curriculum
that includes topics such as bullying, suicide
prevention and healthy relationships. Supporting
Family and Consumer Science students in
developing presentations for community and school
events.

•

Promoting use of the American Academy of
Pediatrics Bright Futures Guidelines, which includes
behavioral health screenings and assessments for
infants, children and adolescents. The Guidelines
offer anticipatory guidance for parents and primary
care providers.

•

Increasing awareness of perinatal mood and anxiety
disorders and recommending universal maternal
depression screenings. Developing a Mental Health
Integration Toolkit,

http://www.kdhe.ks.gov/c-f/mental_health_integration.htm,

for local organizations when implementing perinatal
mood and anxiety disorder screening into the clinical
practice. Implementing data collection mechanisms
and real-time guidance for use of the Edinburgh
Postnatal Depression Scale (EPDS) screening tool.
•

•

Through Kansas Connecting Communities, supplying
technical assistance and case consultations (Project
ECHO sessions) to expand healthcare providers’
ability to screen assess, treat and refer pregnant
and postpartum women for behavioral health
disorders. Developing a Perinatal Provider
Consultation Line to further support this effort.
Increasing awareness of perinatal substance use
and recommending universal substance use
screenings and the use of the Screening, Brief
Intervention, and Referral to Treatment (SBIRT)
Process. Developing a SBIRT Toolkit,
http://www.kdhe.ks.gov/c-f/SBIRT_Toolkit.htm,
as a resource for local organizations when
implementing perinatal substance use screenings
into clinical practice. Implementing data collection
mechanisms and real-time guidance for use of
the Alcohol, Smoking, and Substance
Involvement Screening Test (ASSIST), a
validated substance use screening tool.

Public Health Concept
A man and a woman were fishing on the
river bank when they saw a woman
struggling in the current. They rescued
her. Soon, they saw a man struggling.
They rescued him, too. This continued
all afternoon.
Finally, the exhausted pair decided to
go upstream to find out where and why
so many people were falling in. They
discovered a beautiful overlook along
the river’s edge without any warning
signs or protective barriers. The couple
went to community leaders to report the
number of victims they had rescued and
explain the connection to the
unprotected overlook.
Community leaders agreed to install a
protective guard and post warning
signs. Preventing the problem saves
resources, energy and lives.
The parable highlights three
approaches: upstream, midstream and
downstream. Upstream Approach
includes population-level interventions
(i.e. social determinants of health). Midstream Approach includes initiatives to
change individual behavior.
Downstream Approach affects treatment
and services after an event has already
happened.
Suicide prevention needs a multifaceted approach thus all three levels
are important. Public health tends to
focus on the Upstream Approach
having opportunity to be proactive in
systems change and prevention
including supporting healthy
environments, changing social norms
about help-seeking, building resilience
and developing healthy coping
strategies.

To protect and improve the health and environment of all Kansans
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•

•

Through KSKidsMAP to Mental Wellness, a
provider consultation line, trainings, technical
assistance, case consultations and didactive
learning (ECHO clinic), and care coordination to
expand pediatric providers’ ability to diagnose,
treat and refer children and adolescents with
behavioral health conditions.
Dedicating Kansas Maternal and Child Health
Council resources in the development of an
adolescent suicide prevention call to action.

•

Establishing a Maternal Mortality Review
Committee to determine the factors contributing
to maternal mortality in Kansas and show
public health and clinical interventions to
improve systems of care.

•

Collaborating with Iowa, Missouri and Nebraska
to sponsor a regional empowering youth
conference for youth-serving organizations.
Session topics include awareness of potential
trauma induced behaviors, suicide awareness
and prevention campaigns, reasons to
hope/mope, and understanding self-injury
and how to help.

The Local Public Health Program supplies technical
assistance to local health departments and other
public health system partners, along with promotion
of comprehensive public health education and
training for the public health workforce. One of the
major goals are increasing the ability of the public
health workforce to perform community health
assessments. Through community health
assessments, local health departments have
found suicide prevention as a goal or priority.

Public Health Concept
Researchers have proven a link between
Adverse Childhood Experiences (ACEs) of
abuse, neglect and family dysfunction and
health status later in life. This may be explained
in part by a toxic physiological stress response,
such as elevated stress hormone levels, to
multiple stressors, which may have damaging
effects on a child’s developing brain.
The Behavioral Risk Factor Surveillance
System (BRFSS) introduced an optional
module to assess the relationship between
ACEs and health status at the population-level.
The ACEs module is made up of 11 questions
that assess childhood abuse, neglect and
household dysfunction. Self-reported exposure
to any single ACE is counted as one point
toward the final ACE score.
ACE are prevalent: most Kansas adults have
experienced at least one ACE. In Kansas, high
ACE scores (3+) are more common among
women, non-heterosexual adults, those
younger than 65 years of age, adults with lower
levels of education and those with lower annual
household incomes.
•

•

•
•

Men who had experienced four or more
ACEs and women who had experienced
two or more ACEs had significantly
increased risk of attempting suicide at least
once, compared to members of each sex
with no ACEs.
Men and women who reported having a
parent or relative with mental illness were
more likely to have attempted suicide than
those who did not.
Men who had experienced childhood
emotional neglect were more likely to have
attempted suicide than those who had not.
Men and women who had experienced
childhood sexual assault were more likely
to have attempted suicide multiple times
compared to those who had not.

The Kansas Trauma Program collaborates with
hospitals, health departments, emergency medical
Preventing ACE may have beneficial effects on
services to address the treatment and survival of
the short- and long-term health of Kansas
critical injuries throughout the state. Through this
adults. This is true for suicide attempts as well.
work, there has been recognition of provider stress
that goes with critical calls and its impact on
suicide thoughts/ideation, attempts, and completion.
The Kansas Trauma Program has highlighted this information through presentations
and acknowledgement of supports including employee assistance programs and peer
networks.
To protect and improve the health and environment of all Kansans
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The Injury & Violence Prevention Section will lead efforts for the Implementation of Zero
Suicide in Health Systems. This grant, from the Substance Abuse and Mental Health
Services Administration, a branch of the U.S. Department of Health and Human
Services, will support safer suicide care in behavioral health and healthcare systems.
Zero Suicide is a model and framework that believes suicide deaths for individuals
under the care of health and behavioral health systems are preventable. For systems
dedicated to improving patient safety, Zero Suicide presents a framework for systemwide transformation toward safer suicide care. This work will involve key partners across
the state, including Veterans Affairs and the 26 licensed Community Mental Health Care
Systems that have more than 4,500 staff supplying mental health services in every
county (120+ locations) to more than 140,000 Kansans annually. Besides the policies,
protocols and practices the Zero Suicide model supports, objectives include supplying
evidence-based trainings and practices to support a prepared, competent and confident
mental health workforce and coordinated suicide prevention efforts across the state.

KDHE calls on partners to find opportunities to incorporate, replicate and/or support
evidence-based and evidence-informed programming and universal screening activities.
Early intervention is key in preventing suicide.

To protect and improve the health and environment of all Kansans
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Integration
Risk and protective factors for suicide connect to other forms of violence suggesting that
efforts to prevent interpersonal violence may also prove beneficial in suicide prevention.
The Sexual Violence Prevention and Education (SVPE) Program sponsors the
Committee for Children’s Second Step, Social and Emotional Learning program in 18
schools across the state. The curriculum is used to teach coping, and problem-solving
skills. The 11 elementary schools who are part of the current cohort of schools also
present the Committee for Children’s Bullying Prevention Unit. Bullying prevention is
embedded within the middle school curriculum rather than as a stand-alone add
on. Though the program is not suicide prevention specific, the risk and protective
factors for bullying, sexual violence, and suicide are shared. The program reduces
shared risk factors while building protective factors that will reduce the rates of all forms
of youth violence, including suicide. A rising suicide rate was one of the indicators used
to select new schools to take part in the program.
SVPE also funds and supplies technical assistance to four communities working on
primary prevention of sexual violence. Community Connectedness is a leading strategy
in the communities’ endeavors, which is also a protective factor for suicide prevention.
The Essentials for Childhood Initiative focuses on safe, stable, nurturing relationships
and environments to prevent child abuse and neglect. One of the strategies is to
strengthen economic supports through family friendly workplace polices. Strengthening
economic supports and prevention of adverse childhood experiences are both indicative
of reduced risk and increased protective factors for suicide prevention.
KDHE calls for expansion of the number of communities with the support to integrate prevention
efforts into broader public health work.

To protect and improve the health and environment of all Kansans
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Appendix: Suicide Data
According to the Kansas Information for Communities (KIC) by KDHE Bureau of
Epidemiology and Public Health Informatics, the rate of suicide in Kansas increased by
70% between 1999 (11.3 per 100,000 persons) and 2018 (19.2 per 100,000 persons).
The 2018 suicide rate was the highest in the last 20 years.
In 2018, suicide was the 9th leading cause of death among all ages and the 2nd leading
cause of death following the unintentional injuries for those aged 15-34 years.

Suicide (KSVDRS) among Kansas Residents, 2015-2017

There were 2,055 violent deaths among Kansas residents from 2015 to 2017, and about
three quarters (73.9%) of those were suicide deaths (n=1,518).
The overall age-adjusted mortality rate for suicide over the 3 years from 2015 to 2017
was 20.3 (95% CI:19.3, 21.3) per 100,000 population, which indicates approximately 20
suicide deaths happened among every 100,000 Kansas residents.
I.

Socio-demographics

Table 1: Demographics of Suicide Among Kansas Residents, 2015-2017
N
Sex (N=1,518)
Male
Female
Race/Ethnicity (N=1,511)
White, non-Hispanic
Black or African American, non-Hispanic
American Indian/Alaska Native, non-Hispanic
Asian/Pacific Islander, non-Hispanic
Hispanic
Two or more races, non-Hispanic
Other race, non-Hispanic

%

Age-Adjusted Rate1,2(95% CI)

1,187 78 32.0 (30.2, 33.9)
331
22 9.0 (8.0, 9.9)
1,267
58
19
28
96
38
12

84
4
1
2
6
3
<1

21.5 (20.3, 22.7)
11.4 (8.4, 14.5)
*
11.1 (6.7, 15.4)
10.8 (8.5, 13.1)
-

Age-adjusted rates calculated using the 2000 U.S. Standard Population
Per 100,000 persons
*Rates suppressed when count is less than 20
Data source: 2015-2017 Kansas Violent Death Reporting System (KSVDRS), Bureau of Health
Promotion, KDHE
1
2
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Adults ages 20 years or older had higher suicide rate than younger population 10-19
years old (Figure 1). Young adults (20-34yrs old) and older adults (35-64yrs old) had
comparable suicide rates.
About three quarters (78%) of suicide deaths were males, who had 3.6 times the suicide
rate of females (32.0 versus 9.0) (Table 1). Out of every 100,000 Kansas residents,
about 32 males and 9 females died of suicide (Table 1). Whites had the highest suicide
rate of 21.5 per 100,000 among all races and ethnicities but not statistically different
from American Indians or Alaska Natives. Blacks, Asians or Pacific Islanders, and
Hispanic had similar suicide rates.

To protect and improve the health and environment of all Kansans
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Table 2: Socio-Demographics of Suicide Among
Kansas Residents, 2015-2017
Marital Status (N=1,513)
Never Married
Married/Civil Union/Domestic Partnership
Divorced
Others1
Veteran2 (N=1,449)
Served in military
Never served in military
Education (N=1,487)
12th grade or less
High school graduate or GED
Some college credit, but no degree
Associate/Bachelor's Degree
Master or higher degree

N

%

571
469
356
107

38
31
24
7

267
1,182

18
82

237
569
317
295
69

16
38
21
20
5

Include widowed, separated, and single status
People 18 years or older
Data source: 2015-2017 Kansas Violent Death Reporting
System (KSVDRS), Bureau of Health Promotion, KDHE
1
2

Among the Kansas population 18
years or older, the age-adjusted
suicide rate among veterans was
67.3 per 100,000 persons, which
was 3.4 times the suicide rate of
non-veterans (19.9 per 100,000).
More than half (54%) of Kansas
residents who died by suicide had
not receive any college education,
and 1 out of 4 of those who died by
suicide had college or professional
degrees (Table 2).
About 38% of people who died by
suicide were never married, followed
by people who were married or in a
civil union or domestic partnership
(31%), and those were divorced
(24%).

Among 1,425 Kansas residents who died by suicide 16 years or older from 2015 to
2017 with known occupations, the most common occupation groups were:
1) unpaid (housewife, homemaker, student, disabled, volunteer, patient, inmate,
those who did no work), n=186, 13%
2) construction and extraction (e.g. earth drillers, oil, gas, and mining, explosive
workers, rock splitters, and others), n=161, 11%
3) transportation and material moving, n=147, 10%
4) production, n=118, 8%
5) management, n=105, 7%
6) sales, n=97, 7%
Occupation groups varied differently between males and females (Figure 2). About 30%
of females who died by suicide did not have paid job compared to 9% of males.

To protect and improve the health and environment of all Kansans
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Unpaid and military groups were excluded for rate calculation due to the lack of
denominators. Among the Kansas male residents 16 years and older, the farm, forest or
fishing group had the highest suicide rate (158.4 per 100,000) (Figure 3).
For females, the suicide rate was the highest in healthcare support, 21.0 per 100,000,
but not a statistically significantly difference from others, except for the office and
administrative support group, 6.3 per 100,000 (Figure 4).
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II.
Cause of Death
The common mechanisms of suicide were firearms, suffocation or hanging, and
poisoning or drug overdose. Firearms were more predominately used by males (58%
versus 29%, p<0.0001), while poisoning or overdose were more common among
females (35% versus 8%, p<0.0001).

Figure 5. Mechanism of Suicide by Sex Among Kansas Residents, 2015-2017

Data source: 2015-2017 Kansas Violent Death Reporting System (KSVDRS), Bureau of Health Promotion, KDHE

Among youth suicide deaths (10-18 years old) (Table 3):
•
•

60% of young males died by firearm
Most young females died by hanging or suffocation

Table 3. Number of Youth Suicide (10-18 years old) by Sex and Cause of Death
Cause of Death

Male

Female

Firearm

34

*

Suffocation

18

13

Motor Vehicle and Poisoning

5

5

*Death count < 5 suppressed
Data source: 2015-2017 Kansas Violent Death Reporting System
(KSVDRS), Bureau of Health Promotion, KDHE
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III.
Circumstances
Circumstances were known for 92.0% of suicide deaths (n=1,397) among Kansas
residents from 2015 to 2017. The suicide circumstances are shown below by mental
health and substance abuse, interpersonal, life stressor, and suicide-specific (Figure 69).
Figure 6. Percent of Suicide Deaths by Mental Health (MH) and Substance Abuse
Circumstance Among Kansas Residents, 2015-2017

About 2 in 5 had current depressed mood or mental health problems. About 1 in 5 of
those who died by suicide had substance abuse, alcohol problems, or ever received
mental health treatment. Among people diagnosed with mental health problems, most
(75%) had depression or dysthymia, and 12% had bipolar or anxiety disorder.
Figure 7. Percent of Suicide Deaths by Interpersonal Circumstances Among
Kansas Residents, 2015-2017

Among those who died by suicide, about 29% had intimate partner problems.
Approximately 15% of suicide deaths were preceded by argument or conflict. Almost
one in ten (9%) of suicide deaths had known family relationship problems. Among those
preceded by argument or conflict, most (73%) were injured within 24 hours of but not
during the argument.
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Figure 8. Percent of Suicide Deaths by Life Stressor Circumstances Among
Kansas Residents, 2015-2017

Physical health problems appeared to contribute to 30% of suicide deaths. About 1 in
10 suicide deaths was perpetrated by recent criminal legal, financial, or job problems.
Among those precipitated by other crimes, 39% were related to assault or homicide,
and 14% were related to rape or sexual assault.
Figure 9. Percent of Suicide Deaths by Suicide-Specific Circumstances Among
Kansas Residents, 2015-2017

About 1 out of 3 Kansas residents who committed suicide had thought about suicide in
the past or left a suicide note, 25% had disclosed suicide intent recently, and 18% had
previously attempted suicide.
Among those who disclosed suicide intent, 37% disclosed to a previous or current
intimate partner, 32% told other family members, 17% told friends or colleagues, 3%
disclosed to their healthcare worker, neighbors, or healthcare worker/other person, and
10% informed others.
To protect and improve the health and environment of all Kansans
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IV.
Toxicology
Toxicology reports were available for 77.9% of Kansas residents died by suicide.
Among those with toxicology screens, different substances were tested based on each
situation. Because multiple substances usually contributed to suicide poisoning deaths,
results from table 5 are not mutually exclusive.
More than 60% of those who died by suicide with toxicology reports were tested for
alcohol, marijuana, opiate, benzodiazepine, amphetamine, cocaine, and barbiturates.
Among this population (Figure 10):
Alcohol was present in 35% of those tested for alcohol.
Among those tested for marijuana, opiate, or benzodiazepine, about 1 in 5 (20%)
tested positive.
• Amphetamine was present in 14% of those tested for amphetamine.
• Cocaine was present in 4% of those tested for cocaine.
• Barbiturates was present in 2% of those tested for barbiturates.
Among suicide deaths tested for anticonvulsant or antipsychotic, about 45% tested
positive, and as for antidepressants, more than half (56%) tested positive. Muscle
relaxant was present in 36% of those tested for muscle relaxant (Table 3).
•
•

Figure 10. Positive Toxicology Results for Suicide Deaths Among Kansas
Residents, 2015-2017
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Table 4. Toxicology Results for Suicide Deaths Among Kansas Residents, 2015-2017
Substance
Carbon Monoxide
Other Drugs
Anticonvulsant
Antipsychotic
Antidepressant
Muscle Relaxant
Alcohol
Marijuana
Opiate
Benzodiazepines
Amphetamine
Cocaine
Barbiturates

Number

%

tested with results
substance present among the tested

45
41

4
91

tested with results
substance present among the tested

204
180

17
88

tested with results
substance present among the tested

58
26

5
45

tested with results
substance present among the tested

64
29

5
45

tested with results
substance present among the tested

201
113

17
56

tested with results
substance present among the tested

55
20

5
36

tested with results
substance present among the tested

781
276

66
35

tested with results
substance present among the tested

727
145

61
20

tested with results
substance present among the tested

743
148

63
20

tested with results
substance present among the tested

779
154

66
20

tested with results
substance present among the tested

769
105

65
14

tested with results
substance present among the tested

704
26

60
4

tested with results
745
63
substance present among the tested
16
2
Data source: 2015-2017 Kansas Violent Death Reporting System (KSVDRS), Bureau of Health Promotion,
KDHE
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Table 5. Fatal Substances in Suicide Poisoning Deaths
N (N = 216)

% of Suicide Poisoning Deaths

Opiate
61
28
Antidepressant
48
22
Benzodiazepines
36
17
Carbon Monoxide
25
12
Alcohol
18
8
Antipsychotic
15
7
Muscle Relaxant
11
5
Anticonvulsant
8
4
Amphetamine
7
3
Others*
64
42
*include Barbiturates, Cocaine, and other drugs
Data source: 2015-2017 Kansas Violent Death Reporting System (KSVDRS), Bureau of Health
Promotion, KDHE
About 1 out of 4 (28%) suicide poisoning deaths involved an opiate, followed by
antidepressants (22%) and Benzodiazepines (17%).
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V.

Suicide Map
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Non-Fatal Emergency Department Visits (EDVs)
Among Kansas Residents, 2016-2018

I.

Overview

Table 6. Suicidal Behaviors-Related Emergency Department Visits, Kansas 2016-2018
Year
Suicide ideation*

2016
2017
2018
Self-harm*
2016
2017
2018
Suicide attempt
2016
2017
2018
*Without suicide attempt

N
5,648
7,118
7,657
2,819
2,878
2,991
314
340
370

Age-Adjusted Rate
(Per 100,000)
235.6
295.8
315.3
117.1
119.9
124.9
13.1
14.2
15.6

95%CI
229.4, 241.9
288.8, 302.9
308.1, 322.6
11.6, 14.6
12.7, 15.8
14.0, 17.2
11.6, 14.6
12.7, 15.8
14.0, 17.2

Interpretation:
EDV rates related to suicide attempt or
self-harm did not change over time from
2016 to 2018 (Figure 12).
In 2018, about 125 in 100,000 KS
residents visited the ED due to selfharm, as for suicide attempts the rate
was approximately 16 per 100,000
(Table 6).
The suicide ideation EDV rate had a
statistically significant increase overtime
from 2016 to 2018 (Figure 12). The rate
increased by 26% in 2017 and 7% in
2018 compared to the previous year.
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II.

Suicide Ideation
Table 7. Suicidal Ideation-Related Emergency Department Visits, Kansas 2016-2018
Age-Adjusted
N
%
95%CI
Rate1
Sex (N=20,420)
Male
10,179
49.9
276.4
270.9, 281.9
Female
10,241
50.2
289.5
283.8, 295.2
Race/Ethnicity (N=19,727)
White2
15,567
78.9
290.9
286.2, 295.5
Black2
1,962
10.0
386.1
368.4, 403.8
2
American Indian/Alaska Native 206
1.0
264.2
227.2, 301.2
Asian/Pacific Islander2
127
0.6
45.1
37.0, 53.2
Hispanic
1,280
6.5
130.8
123.0, 138.5
Multiracial2
224
1.1
*
*
2
Other races
361
1.8
*
*
1
Per 100,000 Kansans
2
Non-Hispanic
*Rate suppressed when denominator not available
Interpretation:
Table 7 shows that the suicide ideationrelated EDV rates were 4.8% higher
among females than males from 2016 to
2018.
Suicide ideation EDV rates were the
highest among Blacks and the lowest
among Asians/Pacific Islanders, 20162018 (Table 7).
About 386 out of 100,000 Black Kansas
residents were found with suicide
thoughts while visiting ED from 2016 to
2018 (Table 7).
Younger Kansans were more likely to
visit the ED for suicide ideation than
older Kansans, 2016-2018 (Figure 13).
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Figure 14. Suicidal Ideation-Related Emergency Department Visits by Population Density, Kansas 20162018
•

Urban and semi-urban counties had the highest EDV rates related to suicide ideation, followed by densely-settled rural, rural, and
frontier counties.
Peer County
Age-Adjusted EDV
N
2
1
Group
Rate (95% CI)
Frontier

453

196.1 (177.5, 214.8)

Rural

1,215

235.5 (221.8, 249.0

DenselySettled Rural

2,959

266.0 (256.2, 275.8)

Semi-Urban

3,308

295.2 (284.9, 305.6)

Urban

12,222

296.3 (291.0, 301.6)

1

per 100,000 Kansas residents
Resident counties used for rate
calculations. Peer counties grouped by
persons per square mile; frontier < 6.0,
rural 6.0-19.9, densely-settled rural
20.0-39.9, semi-urban 40.0-149.9, and
urban ≥ 150.0.

2

EDV Rate per 100,000
Frontier: 196.1
Rural: 235.5
Densely-Settled Rural: 266.0
Semi-Urban: 295.2
Urban: 296.3
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III.

Intentional Self-Harm
Table 8. Intentional Self-Harm-Related Emergency Department Visits, Kansas 20162018
Age-Adjusted
N
%
95%CI
Rate1
Sex (N=8,686)
80.5, 86.5
Male
3,089
35.6
83.5
155.5, 164.0
Female
5,597
64.4
159.8
Race/Ethnicity (N=8,318)
122.2, 128.4
White2
6,543
78.7
125.3
106.5, 125.1
Black2
626
7.5
115.8
2
78.4, 122.2
American Indian/Alaska Native 85
1.0
100.3
2
18.6, 30.6
Asian/Pacific Islander
69
0.8
24.6
60.7, 70.9
Hispanic
699
8.4
65.8
2
Multiracial
96
1.2
*
*
Other races2
200
2.4
*
*
1
Per 100,000 Kansans
2
Non-Hispanic
*Rate suppressed when denominator not available
Interpretation:
Females were nearly twice likely to visit
the ED for injuries related to intentional
self-harm than males from 2016 to 2018
(Table 8).
Whites had the highest intentional selfharm related EDV rate, but it was not
statistically different from that of Black or
American Indians/Alaska Natives, 20162018 (Table 8).
About 125 out of 100,000 KS White
residents visited the ED with an
intentional self-harm diagnosis from 2016
to 2018, and about 116 for Black Kansans
(Table 8).
Younger Kansans were more likely to visit
the ED for intentional self-harm injuries.
The rate was the highest among children
10-18 (Figure 15).
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Figure 16. Intentional Self-Harm-Related Emergency Department Visits by Population Density, Kansas 20162018
•

Densely-settled rural counties had higher EDV rates for intentional self-harm than rural, semi-urban, and urban counties.

•

Urban, rural, and frontier counties had comparable EDV rates related to intentional self-harm.
Peer County
2
Group

N

Age-Adjusted EDV
1
Rate (95% CI)

Semi-Urban

1,240

108.5 (102.3, 114.7)

Urban

4,856

118.0 (114.7, 121.4)

Rural

635

124.7 (114.8, 134.6)

Frontier

293

128.5 (113.5, 143.6)

DenselySettled Rural

1,623

143.9 (136.8, 151.0)

1

per 100,000 Kansas residents
Resident counties used for rate
calculations. Peer counties grouped by
persons per square mile; frontier < 6.0,
rural 6.0-19.9, densely-settled rural 20.039.9, semi-urban 40.0-149.9, and urban
≥ 150.0.
2

EDV Rate per 100,000
Semi-Urban: 108.5
Urban: 118.0
Rural: 124.7
Frontier: 128.5
Densely-Settled Rural: 143.9
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IV.

Suicide Attempt
Table 9. Suicide Attempt-Related Emergency Department Visits, Kansas 2016-2018
Age-Adjusted
N
%
95%CI
Rate1
Sex (N=1,024)
Male
449
43.8
12.3
11.2, 13.5
Female
575
56.2
16.4
15.1, 17.8
Race/Ethnicity (N=959)
White2
733
76.4
14.0
13.0, 15.1
Black2
75
7.8
14.0
10.7, 17.3
2
American Indian/Alaska Native 6
0.6
*
*
Asian/Pacific Islander2
11
1.2
*
*
Hispanic
93
9.7
9.3
7.3, 11.3
Multiracial2
9
0.9
*
*
2
Other races
32
3.3
*
*
1
Per 100,000 Kansans
2
Non-Hispanic
*Rate suppressed when count < 20, or denominator not available
Interpretation:
Females were 33.3% more likely to visit
the ED for injuries related to suicide
attempt than males from 2016 to 2018
(Table 9).
White and Black Kansans had
comparable suicide attempt EDV rates.
Whites had a higher rate than Hispanics,
2016-2018 (Table 9).
Younger Kansans were more likely to
visit the ED for suicide attempt injuries.
The rate was the highest among children
10-18 (Figure 17). Children were 77%
more likely to visit ED for injuries related
to suicide attempt than young adults
aged 19-24 years old (Figure 17).
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Figure 18. Suicide Attempt-Related Emergency Department Visits by Population Density, Kansas 2016-2018
•

Frontier counties had the highest EDV rate for suicide attempt.

•

Urban and semi-urban counties had similar EDV rates for to suicide attempts.

Peer County
2
Group

N

Age-Adjusted EDV
1
Rate (95% CI)

Urban

425

10.5 (9.5, 11.5)

Semi-Urban

123

10.7 (8.8, 12.7)

Rural

105

20.9 (16.9, 25.0)

Denselysettled rural

271

24.5 (21.6, 27.5)

Frontier

92

40.7 (32.1, 49.2)

1

per 100,000 Kansas residents
Resident counties used for rate
calculations. Peer counties grouped by
persons per square mile; frontier < 6.0,
rural 6.0-19.9, densely-settled rural
20.0-39.9, semi-urban 40.0-149.9, and
urban ≥ 150.0.
2

EDV Rate per 100,000
Urban: 10.5
Semi-Urban: 10.7
Rural: 20.9
Densely-Settled Rural: 24.5
Frontier: 40.7
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Non-Fatal Hospitalizations Among Kansas Residents, 20162018

I.

Overview

Table 10. Suicidal Behaviors-Related Hospitalizations, Kansas 2016-2018
Year
Suicide ideation*

2016
2017
2018
Self-harm*
2016
2017
2018
Suicide attempt
2016
2017
2018
*Without suicide attempt

N
5,795
8,511
9,992
1,430
1,583
1,614
134
121
126

Age-Adjusted Rate
(Per 100,000)
241.3
350.3
410.6
60.1
66.5
67.3
5.7
5.2
5.2

95%CI
235.0, 247.7
342.7, 357.9
402.4, 418.8
56.9, 63.3
63.2, 69.9
63.9, 70.6
4.7, 6.7
4.2, 6.1
4.3, 6.1

Interpretation:
Table 10 and Figure 19 show that
hospitalization rates related to suicide
attempt or self-harm did not change
over time from 2016 to 2018.
In 2018, about 67 out of 100,000 KS
residents were hospitalized for injuries
related to self-harm, and the rate for
suicide attempt was approximately 5
per 100,000 (Table 10).
The hospitalization rate related to
suicide ideation had a statistically
significant increase overtime from 2016
to 2018 (Table 10). The rate increased by
45% in 2017 and 17.0% in 2018
compared to the previous year.
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II.

Suicide Ideation
Table 11. Suicidal Ideation-Related Hospitalizations, Kansas 2016-2018
Age-Adjusted
N
%
95%CI
Rate1
Sex (N=24,298)
Male
11,360
46.8
307.3
301.5, 313.1
Female
12,938
53.2
363.1
356.7, 369.4
Race/Ethnicity (N=24,001)
White2
19,101
79.6
350.0
344.9, 355.1
Black2
2,320
9.7
472.6
452.7, 492.6
2
American Indian/Alaska Native 197
0.8
262.6
225.0, 300.3
Asian/Pacific Islander2
227
1.0
87.2
75.3, 99.1
Hispanic
1,248
5.2
133.2
125.2, 141.2
Multiracial2
257
1.1
*
*
2
Other races
631
2.7
*
*
1
Per 100,000 Kansans
2
Non-Hispanic
*Rate suppressed when denominator not available
Interpretation:
The suicide ideation hospitalization rates
were 18% higher among females than
males from 2016 to 2018 (Table 11).
The highest suicide ideation-related
hospitalization rate was among Blacks,
followed by Whites, American Indians/
Alaska Natives, Hispanics, and
Asians/Pacific Islanders, 2016-2018 (Table
11).
About 350 out of 100,000 Black KS
residents were hospitalized for suicide
ideation from 2016 to 2018 (Table 11).
Children 10-18 years old had the highest
hospitalization rates for suicide ideation
(Figure 20). Middle-aged adults from 3 age
groups within 25-54yrs had similar
hospitalization rates for suicide ideation
(Figure 20).
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Figure 21. Suicide Ideation-Related Hospitalizations by Population Density, Kansas 2016-2018
•
•

Urban counties had the highest hospitalization rate of suicide ideation, followed by semi-urban, densely-settled rural, rural and
frontier counties.
Urban Counties had 2.8 times the hospitalization rate of suicide ideation, as compared to frontier counties.
Peer County
2
Group

N

Age-Adjusted
Hospitalization
1
Rate (95% CI)

Frontier

339

141.1 (125.4, 156.8)

Rural

1,021

191.6 (179.5, 203.8)

DenselySettled Rural

2,447

216.4 (207.6, 225.1)

Semi-Urban

4,175

367.8 (356.3, 379.3)

Urban

16,068

388.2 (382.1, 394.2)

1

per 100,00 Kansas residents
Resident counties used for rate
calculations. Peer counties grouped by
persons per square mile; frontier < 6.0,
rural 6.0-19.9, densely-settled rural
20.0-39.9, semi-urban 40.0-149.9, and
urban ≥ 150.0.

2

Frontier: 141.1
Rural: 191.6
Densely-Settled Rural: 216.4
Semi-Urban: 367.8
Urban: 388.2
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III.

Intentional Self-harm
Table 12. Intentional Self-Harm-Related Hospitalizations, Kansas 2016-2018
Age-Adjusted
N
%
95%CI
Rate1
Sex (N=4,627)
Male
1,751
37.8
48.2
45.9, 50.5
Female
2,876
62.2
81.8
78.7, 84.8
Race/Ethnicity (N=4,494)
White2
3,605
80.2
67.2
65.0, 69.5
Black2
361
8.0
69.6
62.2, 77.1
2
American Indian/Alaska Native 31
0.7
41.7
26.4, 57.0
Asian/Pacific Islander2
48
1.1
17.2
12.0, 22.4
Hispanic
299
6.7
30.8
27.1, 34.5
Multiracial2
43
1.0
*
*
2
Other races
107
2.4
*
*
1
Per 100,000 Kansans
2
Non-Hispanic
*Rate suppressed when denominator not available
Interpretation:
Females were about 70% more likely to be
hospitalized for injuries for intentional selfharm than males from 2016 to 2018 (Table
12).
Whites and Blacks had higher intentional selfharm related hospitalization rates than the
other race/ethnic groups (Table 12).
American Indians or Alaska Natives and
Hispanic had similar hospitalization rates
(Table 12).
Almost 70 out of 100,000 Black Kansas
residents were hospitalized due to intentional
self-harm injuries from 2016 to 2018, and
about 67 per 100,000 for White Kansans
(Table 12).
Children and young adults (10-19, 19-24, 2534yrs) had similar hospitalization rates due to
intentional self-harm-related injuries, which
were higher than older adults (55yrs or older),
2016-2018.
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Figure 23. Intentional Self-Harm-Related Hospitalizations by Population Density, Kansas 2016-2018
•

Urban counties experienced the highest hospitalization rate for intentional self-harm.

•

Rural counties had the lowest hospitalization rate related to intentional self-harm, but which was not statistically significantly
different compared to frontier counties.
Peer County
2
Group

N

Age-Adjusted
Hospitalization
1
Rate (95% CI)

Rural

203

39.0 (33.5, 44.6)

Frontier

105

46.2 (37.1, 55.3)

DenselySettled Rural

587

53.6 (49.2, 58.0)

Semi-Urban

668

58.7 (54.1, 63.3)

Urban

3,057

74.0 (71.3, 76.6)

1

per 100,000 Kansas residents
Resident counties used for rate
calculations. Peer counties grouped by
persons per square mile; frontier < 6.0,
rural 6.0-19.9, densely-settled rural 20.039.9, semi-urban 40.0-149.9, and urban ≥
150.0.

2

Rural: 39.0
Frontier: 46.2
Densely-Settled Rural: 53.6
Semi-Urban: 58.7
Urban: 74.0
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Suicide Attempt Hospitalization Rates, Kansas 2016-2018
IV.

Suicide Attempt
Table 13. Suicide Attempt-Related Hospitalizations, Kansas 2016-2018
Age-Adjusted
N
%
95%CI
Rate1
Sex (N=381)
Male
159
41.7
4.3
3.6, 4.9
Female
222
58.3
6.5
5.6, 7.3
Race/Ethnicity (N=365)
White2
274
75.1
5.1
4.5, 5.7
Black2
30
8.2
6.0
3.8, 8.2
2
American Indian/Alaska Native *
*
*
*
Asian/Pacific Islander2
7
1.9
*
*
Hispanic
41
11.2
4.1
2.8, 5.4
Multiracial2
6
1.6
*
*
2
Other races
*
*
*
*
1
Per 100,000 Kansans
2
Non-Hispanic
*Count and percentage suppressed when count <6. Rate suppressed when count <20, or
denominator not available

Interpretation:
Females had the hospitalization rate
due to suicide attempt 51% higher than
males from 2016 to 2018 (Table 13).
Whites, Blacks, and Hispanics had
comparable hospitalization rates related
to suicide attempt (Table 13).
People ≤44yrs among 4 age groups had
comparable hospitalization rates related
to suicide attempt indicated by
overlapped 95% confidence intervals
(Figure 24).
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•

Urban counties experienced some of the highest hospitalization rates related to
suicide attempt, followed by densely-settled rural, and semi-urban counties.

Table 14. Suicide Attempt-Related Hospitalizations by Population Density, Kansas 20162018
2
1
N
Peer County Group
Age-Adjusted Hospitalization Rate (95% CI)
Frontier

14

*

Rural

18

*

Semi-Urban

30

2.5 (1.6, 3.5)

Densely-settled rural

52

4.8 (3.5, 6.1)

Urban

267

6.5 (5.7, 7.3)

1

per 100,00 Kansas residents
Resident counties used for rate calculations. Peer counties grouped by persons per
square mile; frontier < 6.0, rural within 6.0-19.9, densely-settled rural within 20.0-39.9,
semi-urban within 40.0-149.9, and urban ≥ 150.0.
*Rates suppressed when count < 20.
2
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Technical Notes
Morbidity Database
The Emergency Department (ED) Database is a statewide system that captures the
occurrence of ED visits in Kansas. The Hospital Discharge (HD) Database is a
statewide system that captures the occurrence of hospitalizations in Kansas. Deidentified ED and HD data are provided by the Kansas Hospital Association (KHA) to
the Kansas Department of Health and Environment (KDHE) and kept by the Bureau of
Epidemiology and Public Health Informatics in the Division of Public Health.
Only non-federal hospitals and acute care facilities are included in the KHA data
system, and facilities that are not included are: hospital units of institutions, long-term
care hospitals, psychiatric hospitals, federal hospitals, and alcoholism and chemical
dependency facilities. Not all hospitals submit data to KHA every year therefore these
databases do not include 100% of ED visits or hospitalizations. ED visits and
hospitalizations for non-jurisdiction residents are excluded. Patients who are admitted to
the hospital from the ED are included the HD database and excluded in the ED
database. Re-admissions and transfers are included the HD database.
Morbidity cases are captured in ED/HD database by the procedures and diagnostics
codes using the Clinical Modifications (CM) of the International Classification of
Diseases (ICD) manual published by the US Centers for Medicare and Medicaid
Services. The ninth revision manual, ICD-9-CM, were used to code US medical provider
data from 1979 until the implementation of the 10th revision, ICD-10-CM on October 1,
2015. Data from 2016 cannot be compared to previous years due to the ICD-10-CM
transition.
Fatal injuries (death) are excluded from morbidity analysis.
Mortality Database
Kansas Violent Death Reporting System (KSVDRS) is the state-based surveillance
(reporting) system that gathers information on violent deaths from death certificate,
coroner or medical examiner reports, and law enforcement reports. Kansas has
collected data on violent deaths since 2015.
KSVDRS collects deaths that occur in the state and resident deaths that occur
anywhere. Only resident deaths are included in the analysis.
Suicide
CDC defines a suicide as a death resulting from the intentional use of force against
oneself. A preponderance of evidence should show that the use of force was intentional.
Suicide is only reported for people 10 years or older in KSVDRS.
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Suicide-related non-fatal injuries
Definitions of intentional self-harm and suicide attempts related injuries used for
analysis follow the instructions in the ICD-10-CM Injury Surveillance toolkit developed
by the Council of State and Territorial Epidemiologists (CSTE). It can be found here:
ED: https://resources.cste.org/ICD-10-

CM/Gen%20Injury%20Indicators/Nonfatal%20Intentional%20SelfHarm%20Emergency%20Department%20Visits.pdf
HD: https://resources.cste.org/ICD-10CM/Gen%20Injury%20Indicators/Nonfatal%20Intentional%20Self-Harm%20Hospitalizations.pdf

Codes for Non-fatal Intentional Self-harm Injuries:
X71-X83
Self-harm by drowning/submersion,
firearm, explosive material, fire/flame, hot
vapors/objects, sharp object, blunt object,
jumping from a high place, jumping or
lying in front of a moving object, crashing
of motor vehicle, other specified means
T36-T50 with 6th character=2 Note: Include
Self-harm by poisoning by drugs,
T36.9, T37.9, T39.9, T41.4, T42.7, T43.9,
medications, and biological substances
T45.9, T47.9, and T49.9 with 5th character=2)
(Intent information for these codes is included
in the 5th character and not the 6th)
T51-T65 with 6th character=2 Note: Include
Self-harm by toxic effects of nonmedicinal
T51.9, T52.9, T53.9, T54.9, T56.9, T57.9,
substances
T58.0, T58.1, T58.9, T59.9, T60.9, T61.0,
T61.1, T61.9, T62.9, T63.9, T64.0, T64.8, and
T65.9 with a 5th character = 2 (Intent
information for these codes is included in the
5th character and not the 6th)
T71 with 6th character=2
Self-harm by asphyxiation, suffocation,
hanging
T14.91
Suicide attempt
th
Note: all codes with 7 character of A or missing (initial encounter, active treatment)
Suicide ideation include both injury and non-injury related ED visits and hospitalizations
with the ICD-10-CM code: R45.851
In this analysis, suicide attempt is separated from intentional self-harm and
suicide ideation. Intentional self-harm includes self-inflicted injuries without the attempt
to end one’s own life as indicated by the T14.91 code for suicide attempt.
Analysis for intentional self-harm (without suicide attempt), suicide attempt, and suicide
ideation (without suicide attempt) related ED visits and hospitalizations is restricted to
people 10 years or older.
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Occupation
Industry and occupation coding experts in Vital Statistics, KDHE used CDC’s National
Institute for Occupational Safety and Health Industry and Occupation Computerized
Coding System (NIOCCS 3.0) to assign 2000 U.S. Census civilian industry and
occupation codes and standard occupation classification groups (SOCs).
Analysis is restricted to working populations 16 years or older.
Veteran
Analysis is restricted to populations 18 years or older.
Limitations
The occupation field on death certificates holds allows for one occupation to be listed.
For example, if a person had another job alongside farming that was considered their
primary occupation, farming would not be coded and therefore not be included in these
statistics.
Number is now shown if less than 5. Rate is now shown if the count is less than 20.
Some percentages may not add up to 100% due to rounding.
Unknown values are excluded from analysis.
95% Confidence Interval (CI)
Public health data are subject to different levels of completeness. In the case of births
and deaths more than 99 percent are registered. In the case of these events, numbers
are not subject to sampling errors, but they may be affected by non-sampling errors,
such as mistakes in recording the residence or age. The potential impact of these
variations increases as the number of events decreases. This makes any resulting rates
subject to volatility and requires caution when comparing them to rates from other
populations, geographic areas, and time periods.
CIs are the likely range of the true value. CIs help researchers determine whether the
increase or decrease in the rates or frequency of events is not due to variations in the
data. The width of CIs increases as the variation increases, and it equals to the
difference between the upper confidence limit (UCL) and the lower confidence limit
(LCL). Whether the CIs of two rates overlap, determines statistical significance. Nonoverlapping CIs indicates statistical significance; thus, the difference between 2
estimates is unlikely due to chance.
Statistical significance can also be measured by if the average value of the total study
population falls outside the CIs of subgroups.
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Age-Adjusted Rate
Age-adjusting is a process by which the age composition of a population is defined as
constant so that differences in age composition can be eliminated from the analysis.
Population-based rates, i.e., the number of cases per 100,000 people, are commonly
used to report death statistics so that comparisons can be made across years or among
geographic areas. Crude rates compensate for the differences in population within the
studied groups or time, but not the different age make up of compared populations. For
example, some Kansas counties may have more older residents than other counties. To
address this, statisticians prepare age-adjusted rates because older populations have
higher rates of death. Direct method for calculating age-adjusted death rates is used
with the reference population, the U.S. Year 2000 standard population.
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