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This study has been prepared pursuant
to Contract No. HSA 240-76-0021 between
Sheehan, Phinney, Bass & Green Prof.
Ass'n and the Bureau of Community Health
Services (BCHS), Health Services Admin-
istration, U.S. Department of Health,
Education and Welfare (DHEW).

The Project Director for the study is
Attorney Alan P. Cleveland. The legal
research and analysis of all relevant
statutory law has been done by Attorneys
Ronald E. Coock and Raymond W. Taylor,
assisted by Mr. Daniel J. Scanlon and
Ms. Paula R. MacDonald, and under the
supervision of Mr. Cleveland and the law
firm of Sheehan, Phinney, Bass & Green.

The study is designed to assemble and
analyze existing State and Territorial
law, policies and regulations governing
medico-legal death investigation. Its
purpose is to assist the BCHS Office of
Maternal and Child Health in developing
a systematic surveillance of national
medico-legal investigation of death in
relationship to the sudden and unexplained
death of infants.

In addition to the 50 States, this
study covers the District of Columbia,
American Samoa, Guam, Puerto Rico, Panama
Canal Zone, and the U.S. Virgin Islands.
Local ordinances or regulations and poli=-
cies adopted by governmental bodies below
the State level are not included except
in occasional instances where cited to
clarify State law. The study speaks as
of January 31, 1977, although in a few
instances later developments are includ-
ed.



Introduction

On April 22, 1974, the SIDS Act of
1974 (P.L. 93-270) was signed into law
and codified as an amendment to the Pub-
lic Health Services Act (42 U.S.C.
300c-11). In pertinent part, the Act
authorizes start-up federal funding of:

programs providing information and
counselling services to families and
other persons affected by infant
death;

programs designed to develop public
information and professional educa-
tional materials relating to infant
death, and to disseminate such in-
formation and materials to persons
providing health care, to public
safety officials, and to the gen-
eral public.

Although the Act, by its terms and
funding, seeks to foster programs which
would alleviate the family dislocation
and remorse resulting from infant death,
Federal law itself cannot be expected to
fully resolve all issues attendant to
this special public health problem.
fact of the case is that the ultimate
providers of professional counselling
services to those affected by infant
death must be found at the State level.
It is State law which expressly requires
medico-legal investigative agencies to
take initial and exclusive investigation
over any sudden, unexplained or un-
attended death. It is State law which
legally mandates investigative proce-
dures that operate to either support or
erode family unity in facing an infant
death.

The

Whether or not a given State agency
may effectively participate in a family
counselling program at all remains a
function of those State laws prescribing
local death investigative procedure--
since nothing in the Act compels State,
county or municipal authority to modify
administrative norms to accommodate a
trained and sensitive handling of infant
deaths.

Recognizing the dispositive effect
certain State and Territorial law exer-
cises on programs relating to public
health deaths, this study offers a con-
cise and uniform overview of the legal
framework underpinning a national
medico~-legal system of death investiga-
tion.

Any endeavor to create the proper con-
text within which this study might be
utilized should include a statement
characterizing the present status of
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death investigation and its evolving
national purpose. Historically, the
medico-legal system adopted an accusa-
tory approach to the investigation of
sudden and unattended death: The pur-
pose of a death investigation was merely
to collect evidence, first, to determine
whether the subject death resulted from
a criminal act, and, if so, to aid in
the conviction of the alleged perpetra-
tor. Today, there is an increasing
awareness of the importance of medico-
legal death investigation for programs
of disease and accident prevention,
medical research, and other public
health programs.

The growth of highly sophisticated
medical technology and the introduction
of public health issues as a matter of
social priority have resulted in a
wholesale reevaluation of the tradi-
tional function of death investigation.
This progress has fostered a redefini-
tion and extension of the medico-legal
role beyond the criminal justice system
to meet the greater public health ex-
pectations of the general populace.

Recent activities of leading medico-
legal professional associations [such as
the National Association of Medical Ex-
aminers, the International Association
of Coroners and Medical Examiners, and
the American Academy of Forensic Science
among others] indicate a commitment of
those organizations setting professional
medico-legal standards to design poli-
cies and protocols geared to existing
public health demands. Among the most
encouraging aspects of this trend in-
clude the regionalization and moderniza-
tion of medico-legal facilities and
services, the widespread dissemination
of new techniques and technologies
through programs of continuing profes-
sional education, and a movement away
from the confines of strictly forensic
investigation toward a more comprehen-
sive public health approach.

Perhaps the foremost example of an
increasing involvement of the medico-
legal community with extra-forensic
public health death is that of the sud-
den and unexpected infant death. It is
from the standpoint of the public health
death, and, in particular, infant death,
that this study views the national
medico-legal system of death investiga-
tion.

Although the purpose of this report is
to objectively characterize those indiv-
idual medico-legal systems at the State
and Territorial level relevant to the
investigation of infant death, it is
perhaps helpful for a general under-
standing of the subject to typify death



investigation procedure as it exists in
the United States today. The following
is a descriptive summarization of, not
necessarily an ideal standard for, those
standard procedures commonly adopted by
most systems in the conduct of post-
mortem investigations:

When a death is discovered to have
occurred unattended by a physician,
it must be reported to a law enforce-
ment officer, who in turn notifies
the medico-legal system exercising
jurisdiction in the locale where the
body is found.

An agent of that office is immediate-
ly delegated the responsibility for
conducting an on-site preliminary in-
vestigation to determine whether the
manner of death is actually subject
to the jurisdiction of the system.
[The definition of a "subject death"
is set forth in each jurisdiction by
statute, varying in detail from a
multitude of particularized situa-
tions to merely any suspicious, un-
natural or unattended demise.] This
preliminary investigation includes:
verification of the reported death;
collection of personal and medical
data on the deceased; review of all
observeable circumstances surround-
ing death, such as place, time, wit-
nesses, and causal agents; and, of
course, a view, which consists of a
visual examination of the body. It
is standard procedure that in any
subject death the body may not be
moved without the permission of the
responsible investigating medico-
legal officer.

After completion of the view, the
case officer is obligated to make a
recommendation to his superiors
within the medico-legal system.
This recommendation takes the form
of either a call for additional in-
vestigation or for certification of
death. The latter results in of-
ficial identification of the cause
of death and, normally, closes the
file on the case as a matter war-
ranting no further investigation by
the medico-legal office.

However, if a recommendation for ad-
ditional investigation is acted
upon, the case officer initiates
such investigation on two levels:
First, the responsible law enforce-
ment agency is notified, which then
conducts an independent circumstan-
tial inquiry into the death. Sec-
ond, either an inquest or a forensic
investigation is ordered, which may
entail further external examination,
chemical and toxicological testing.

(ii)

Should the investigation yield no
persuasive grounds for certifying
the cause of death, further recom-
mendation for gross or partial au-
topsy will be made and decided upon
within the medico-legal system. All
avenues of forensic investigation
would be utilized by the medico-
legal system for the ultimate pur-
pose of determining cause of death.
Only certification of death properly
concludes a post-mortem investiga-
tion.

Throughout the investigation records
are maintained regarding its con-
duct and conclusions, including the
results of all tests, examinations,
and circumstantial investigation.
Upon certification, the complete
report is issued by the case officer
to certain designated authorities
within the criminal justice system
and, in an increasing number of jur-
isdictions, to certain State agen-
cies involved with Public Health.

Within this broadly described medico-
legal procedure a great deal of dis-
cretion, judgment and experience is ex-
ercised by each system in carrying out
the jurisdiction's statutory mandate
to investigate death. This same dis-
cretion is implicit in the preparation
of investigative reports and the cer-
tification of death. It is the ele-
ment of investigatory discretion, as
channelled by the overall character
of the system, which lends itself to
an adjustment of the medico-legal
function to accommodate contemporary
considerations in the medico-legal
investigation of infant death.

Leaving aside the substance of the
report, the development of the present
study can be characterized as in two
main parts - research and production.

The initial, or research, aspect of
the project's methodology can be fur-
ther divided into five steps: (1)
Collection of all pertinent statutory
material relative to death investiga-
tion and registration in each of the
fifty-six jurisdictions examined; (2)
Verification of such material for ac-
curacy and currency by independent
staff research and review; (3) Iden-
tification of collected material by
reference to topical sub-categories;
(4) Summarization and digesting of
all relevant statutory material; and
(5) Development of a list of offi-
cial field contacts in each jurisdic-.
tion for competent and authoritative
outside review of statutory research
and analysis.



The second, or production, phase of
methodology involved: (1) Staff evalu-
ation of each jurisdiction's death in-
vestigation system by reference to stan-
dard functional and statutory character-
istics; (2) Preparation of narrative
and abstract summarizations for each
system; (3) Categorization of systems
into families on the basis of common
operational traits; (4) Organization
of support data in statistical form;
and (5) Preparation of the final writ-
ten report.

It should be noted at the outset that
the primary purpose of this study is to
present a view of the individual charac-
ter of those systems mandated with re-
sponsibility for death investigation at
the State and Territorial level. Toward
this end, certain functional traits were
identified as defining a given system.
The absence (or presence) of certain of
these functional traits in a particular
jurisdiction, however, does not of it-
self provide a basis for critical evalu-
ation of the system in terms of its ef-
fectiveness or efficiency in death in-
vestigation. The report does not con-
form to such use.

As it is largely through operations
procedure that each death investigation
system performs its official mandate,
those functional traits identified as
common to most systems were selected as
criteria for the analyses delineated in
Section II of the report. These compar-
ative characteristics include: system
structure; method of staff selection and
accession; staff gqualifications; and
authority to order autopsies.

Examination of the statutory founda-
tion for the medico-legal function with-
in these jurisdictions was conducted to
determine variables among systems in
terms of each of the above major charac-
teristics. Shared traits among systems
resulted in the family groupings found
appended to the study.

The major principle of the project's
surveillance of medico-legal death in-
vestigation systems is that the report
is premised almost entirely upon legal
analysis of each jurisdiction's re-
spective statutes, regulations, and,
where applicable, constitutional and de-
cision law. The existence of clear
discrepancies between law and practice
in the operation of a number of the sys-
tems must be a keen and early realiza-
tion in evaluating the report. With the
exception of those items brought to the
fore by verification through field
representatives, functional deviations
from legal mandate have not been gener-
ally incorporated in the study. And

(1ii)

where they are referenced, it is by
footnote and not by amendment or altera-
tion of what otherwise is the required
reading of the statute. In the interest
of maintaining an objective and con-
stant approach to the study, a strict
interpretation of the letter of the law
of each jurisdiction relative to death
investigation constitutes the mainstay
of the report.

A second principle of the project's
survey 1is that the data and analyses
presented are not intended to constitute
an exhaustive census of each medico-
legal death investigation system at
every administrative level. For example,
several "State" systems prove in fact
to be multi-tier systems subordinate to
municipalities, counties, classes of
counties or specific State agencies.
These sub-structures are not individually
analyzed by the report.

Another basic premise carried through-
out the research phase of the project was
that all studied legal authority was
considered perishable as subject to
material amendment at any time. Conse-
quently, one of the most time-consuming
and persistent aspects of the study was
the continual review and up-dating of
statutory material. As the project
neared completion, January 31, 1977 was
chosen as the effective date beyond
which no new material could be success-
fully incorporated into the report, and
as such represents the terminus of pri-
mary material studied.



INTRODUCTION . . . « « o o « o « o« =

SECTION I.

TABLE OF CONTENTS

Narrative Description of Operations of
for Each State and Territory . . . . .

Alabama . . .
Alaska

- - . . = - - - - . e s . - . .

Arizona . . . . . . . .

Arkansas . . . i o« s o o » a s 5 & & @
California ., . . . . . . . ¢ « v « « .
COloxad , 4, 5 s« v £ » w8 x 2 oW W w
Connecticut ., . . . . . . . . . . . .
Delaware . . . . . v ¢« & o o o« « o « =
Florida R EE R EEEEE e
GEOXGLE . o & 5 & o & o 3 & & @ & » &
Hawaidi . o s = & 5 & @ ¢ 5 & & & & 9 =
TAahe . < 5 v o 6 = 5 5 & & & o & & @
I1linois . . . . & v v v ¢ @ o o o o .
Indiana . . . . . v v « 4 o 4 o o o
Towa |, . . . ¢ v ¢ v 4 4 e e e e e e .
KansSas . o« « o s« o s & &« ® @& - ./. . .
Kentucky . . . . . . . v v o v v o« o
Louisiana, . . . . . . . ¢ ¢« & « « « .
Maine, . . . . . . . ... ... ...
Maryland . . . . . . ¢ ¢ ¢ o o o o «
Massachusetts _ | | ., . . . . . . . . .
Michigan e e e e e e e e e e e e
Minnesota s mow s om N oW m e s om
Mississippi ., . . . . . . . . . « « . .
Missouri N I I I
Montana d b W R & W R W Oe o B @ W
Nebraska T N
Nevada P E e WM % 8 @ W R W & e B
New Hampshire , |, ., . . . . . . . . . .
New Jersey ., ., . ., v v v o o o o o o «
New Mexico e e e e e e e e e e e e

. e =
« = .
. e =
« o
« e =
e e =
s = s
. s e
« s e
. e
. e e
. = .
« o e
« & e
- e e
e = =
e e =
. s e
e =
e = e
s s s
e e e
e o e
e e e
s = e
e = e
« e =
« e e
« = e
e« o =
« e e
« s

s e 4 s s e =
s = s s e e =
e s s = e w =
e s s e e e
e o o e e = =
e o e+ o ® s e
s s s & s s @«
e« s o e s e =
e e e e+ e = @
e & & e = & e
e e« s s = e =
s e e = @ & =
e @« e e w = e
s ® © ® = e =
e e = e = -
e e o s s s @
e e e s = e =
e ® ® s e s =
« e & s = = =
e = & = e = =
s s & & 8 s =
e & = © e s =
e e s e = s =
e ® s e s e =
« e o s s e =
e s e s 2 e =
e e e e * e =
s e © & e e @
e o s+ s s e e
e e s = = = =
e e o = 8 e =
e e o s e e =

s o s =
o & e =
« e e e
e e ® e
e o ® =
e o e e
s s ° s
s e e
« e e
. e e e
s e e =
= s e e
° e e =
s e e
e e = e
e e« = =
e o e =
e« » = e
e s = =
e e = e
s s s =
e o e e
e s e e
e e e
e s & e
e o e e
. . . e
s . e e
« & s e
s e & e
e e s e
s s e e

- W W N

® N O

10
.
12
13
13
14
15
16
17
18
19
20
21
22
23
24
27
29
31
32
32
33
34
35



SECTION II.

New York . . .
North Carolina
North Dakota .
Ohio . . . . .
Oklahoma . . .
Oregon . « «
Pennsylvania .
Rhode Island .
South Carolina
South Dakota .
Tennessee . .
Texas .« « «
Utah « « & « &
Vermont . . .
Virginia . . .
Washington . .
West Virginia
Wisconsin . .
Wyoming . . .
American Samoa

Canal Zone . .

District of Columbia

Guam « + « o«
Puerto Rico .
Virgin Islands
Abstracts
Alabama . . .
Alaska . . . .
Arizona ... .
Arkansas . . .
California . .
Colorado . . .

Connecticut .

of Statutory Law for Each

. e e
s s
« e .
s s e
s s .
s e s
a e e
« s e
s s
s s e
« o e
s s e
e 8w
. s e
s s e
« e w
s s e
s . »
. e .
« e e
. e e
s e .
o o »
. s e
e e+

and

- - - . .
. ° . . .
. - - - .
. . . . .
. . . . .
. - . . .
. e . . .
. - - . .
. . . ) .
- - - . .
. . - ° .
. . . . .
. - . . -
. . . . .
. . - . .
. . » . .
. . . - -
. - - . .
. . - . .
. . - - .
. - - . .
. . . - .
. . . . .
. . - - .
. . - ° .

. - - . °
. . - . .
. . - - .
. . . . .
. . - . .
- . - . .
. - . . .

39
41
42
43
45
45
46
48
49
50
52
53
54
55
56
58
59
59
60
60
61
62
63
65
66
66
67
68
69
70

70



Delaware . . .
Florida . . . .
Georgia . . . .
Hawaii . . . .

Idaho . . . . .

Illinois . . .
Indiana . . . .
Iowa . . « .+
Kansas . . . .
Kentucky . . .
Louisiana . . .
Maine . . . . .

Maryland . . .
Massachusetts .
Michigan . . .
Minnesota . . .
Mississippi . .
Missouri . . .
Montana . . . .
Nebraska . . .
Nevada . . .

New Hampshire .
New Jersey . .
New Mexico . .
New York . . .
North Carolina
North Dakota .
Ohio . . . . .
Oklahoma . . .
Oregon . . . .
Pennsylvania .
Rhode Island .
South Carolina

South Dakota

73
74
74
75
75
76
76
77
78
79
80
81
82
84
85
88
88
89
89
90
91
92
93
94
95
95
96
97
98
99
100



APPENDIX:

Texas

Utah .

. Tennessee

Vermont

Virginia

Washington

West Virginia . . o ¢ o & ¢ ¢ & o o o o o o « s =« o« «

Wisconsin

Wyoming

. s e . e = = . . - . - s s = . * = s = s e . .

e e e e ° e . e . . e - s s = . - « e - . - s e

American Samoa s« « o s & & & & 8 5 6 6 e 8 & & & & @ ®

Canal Zone

District of Columbia <« 5 o i o & @ o & & ® ® % & = @ @ e ‘e

Guam .

Puerto Rico

Virgin ISlands « « # # 6 & & @ o o & © w @ o & & @ '@ @ @ &
Supplemental Data . « « ¢ s« s o o s s s« s s & s s s s o &
TABLE 1. Family Categories Identified by Functional
Characteristic Only . « « « « « o o o o o o s &
TABLE 2. Families Of Medico-Legal Systems by Functional
Characteristic and Jurisdiction . . . . . . . .
TABLE 3. Numerical Summary of Categories . . . « . « . o
TABLE 4A. Jurisdictions Presently Maintaining Statutory
Provisions Referencing Infant Death . . . . . .
TABLE 4B. Jurisdictions Having Received Legislative Bills,
Not Becoming Law, Which Referenced Infant Death
TABLE 5. State and Territorial Abbreviations . . . . . .
TABLE 6A. Distribution by Structure . . . . . . . . . . .
TABLE 6B. Nature of Structure Per Jurisdiction . . . . .
TABLE 7. Distribution by Qualifications . . « « « « « &
TABLE 8. Distribution by Method of Accession . . . . . .
TABLE 9. Distribution by Authority to Order . . . . . .
TABLE 10. Summary of Categories . . . . . « « « « « « =+ .

104
105
106
107
107
108
108
109
109
110
111

113

114

114

117

117

117
118
119
119
120
120
120
121



SECTION I:

NARRATIVE DESCRIPTION OF
OPERATIONS OF DEATH INVESTIGATION

SYSTEMS FOR EACH STATE AND TERRITORY

The following is a compendium of
the operations of death investigation
systems found among the fifty-six
studied jurisdictions. The material
sets forth in summary fashion the
statutory bases for each system written
in a manner calculated to be understood
by the reader without medico-legal
background or training. A more tech-
nical approach to the material can be
found in SECTION II of this study.



Alabama's death investigation system
consists of county coroners and county
health officers. All deaths which occur
without medical attendance in a county
are regquired to be investigated by the
county coroner or the county health of-
ficer.

Each county coroner is elected for a
term of four years. When the coroner is
informed that a person is dead in the
county and that he died without being
attended or examined by a legally quali-
fied physician, the coroner is required
to immediately proceed to the place
where the dead body is lying, examine
the dead body to ascertain the cause of
death, and make a report. If the coro-
ner is unable to determine the cause of
death, he may summon any physician or
surgeon to make an external post mortem
examination of the dead body and report
his opinion of the cause of death to the
coroner is writing. If the surgeon or
physician is unable to determine the
cause of death from an external post mor-
tem examination, and the coroner has
reasonable cause to believe that the de-
ceased came to his or her death by un-
lawful means, the coroner may in such
cases order any physician or surgeon to
perform an autopsy or internal examina-
tion on the dead body and report the
findings of the autopsy to the coroner
in writing.

A county health officer is required to
be elected by the county board of health
in each county, subject to the approval
of the State committee of public health,
for a term of not less than three years.
When the county health officer investi-
gates any death which occurs without
medical attendance and he suspects sui-
cide or is unable to ascertain the cause
of death, or finds circumstances which
causes suspicion that the death was
caused by the criminal act of another,
he is required to refer the case to the
coroner or other proper officer for his
investigation and certification.

When a coroner is informed that a per-
son has been killed, or suddenly dies
under such circumstances as to afford a
reasonable ground for belief that such
death was occasioned by the act of an-
other by unlawful means, he is required
to inguire into the facts and circum-
stances of the death by taking the sworn
statement in writing of the witnesses
having personal knowledge of the death
and to submit such statements to a judge
of a court of record or a solicitor.

If, upon the preliminary inquiry, the
judge or solicitor is satisfied from the
evidence submitted that there is a rea-
sonable ground for believing that the

" without extraneous information.

death was occasioned by the act of an-
other by unlawful means, he is required
to direct the coroner to summon a jury
of inquest to inquire into the cause of
death. After inspecting the body and
hearing the evidence, the jury is re-
quired to render their verdict and cer-
tify it by an inquisition in writing
signed by them. Each inquisition so ta-
ken is required to be returned by the
coroner immediately, together with the
written statement under oath taken by
him on the preliminary investigation, to
the clerk of the circuit court of the
county.

All county health officers and county
coroners are required to correctly make
and accurately keep all books, or sets
of books, documents, files, papers, let-

-ters and copies of letters, as at all

times to afford full and detailed infor-
mation in reference to their duties, and
from which the actual status and condi-
tion of such duties can be ascertained
County
health officers and county coroners are
required, in each death investigated,

to make and file a certificate of death
stating the name of the deceased, if
known, the cause of death, or if an ex-
ternal cause, the means of death and
whether accidental, suicidal, or homici-
dal.

Every citizen has a right to inspect
and take a copy of any public writing
kept by a county health offiecer or
county coroner.

Each record of death is required to be
made available by the State Registrar of
vital statistics when such recorded in-
formation is required for the determin-
ation of personal and property rights of
the individual, for establishing the
age, birth place, parentage, identifica-
tion, cause of death and similar needs
and legitimate uses of such records and
then only for such proper purposes. The
State Registrar and his authorized re-
presentatives are required to furnish
any record of death in their custody, or
any information relative to such record,
unless they are satisfied that the ap-
plicant has a valid and tangible inter-
est in the matter recorded.

Alabama has no statutory provision re-
lating specifically to the investigation
of sudden and unexplained infant deaths.

Citations: Ala. Code Tit. 12,
Tit. 12, & 57; Tit. 22,
§ 76, Tit. 15,
15, § 83;
Tite« 22,

§ 54,

§ 8; Tit. 15,

§ 78, Tit. 15, § 82, Tit.
Tit. 22, § 26; Tit. 41, § 145;

§ 42; Tit. 41, § 139.



ALASKA

Alaska's death investigation system
consists of coroners and medical examin-
ers. District judges and magistrates
are required to serve as ex officio
coroners and perform the duties and ex-
ercise the authority of that office.
When authorized by the supreme court,
the judge in each judicial district is
required to appoint a person to act as
public administrator of the estates of
deceased persons and as coroner.

The commissioner of health and social
services is authorized to appoint for a
term of one year or less as many medical
examiners in each of the judicial dis-
tricts as, in his opinion, the adminis-
tration of justice requires. Each medi-
cal examiner is required to be a physi-
cian licensed to practice in Alaska or
a physician employed by the State, or an
agency of the United States Government
within the State if licensed in a State
other than Alaska.

When a person dies unattended by a
physician or when no physician is pre-
pared to execute a certificate of death,
the district judge or magistrate as-
signed to serve the place where the
death occurs may by written order direct
a medical examiner to view the dead body
and to perform an examination, including
an autopsy, as is, in the opinion of the
medical examiner, necessary to make a
proper determination of the cause of
death and to execute the prescribed
death certificate. Upon completing his
examination, the medical examiner is re-
gquired without delay to submit a report
of his findings and conclusions to the
district judge or magistrate. The judge
or magistrate is required to order an
inquest if the findings and conclusions
of the medical examiner, together with
the other information available to the
judge or magistrate, so warrant. In
holding an inquest, the district judge
or magistrate may subpoena and examine
an appointed medical examiner when avail-
able, or otherwise a physician, who is
required to examine the body and give a
professional opinion as to the cause of
death. If the findings and conclusions
of the medical examiner together with
other information available to the judge
or magistrate do not warrant an inquest,
the district judge or magistrate is re-
quired to enter an order dispensing with
the inquest and to record the certificate
of death as prescribed by law.

When a coroner is informed that a per-
son has been killed by another or has
suddenly died under such circumstances
as to afford a reasonable ground to sus-
pect that his death has been occasioned
by criminal means or he has committed

suicide, the coroner is required to go
to the place where the dead person is,
or, in the alternative, arrange for a
peace officer to do so and report his
findings to the coroner, on the basis of
which the coroner may proceed with an
inquest if an inquest is warranted.

The inspection, disclosure, and copy-
ing of vital statistics records may oc-
cur only when the custodian is satisfied
that the applicant has a direct interest
in the matter and that the information
is necessary for the determination of
personal and property rights.

Reports of findings and conclusions
are submitted to the district judge or
magistrate having jurisdiction. No fur-
ther statutory indication exists rela-
tive to the accessibility of such re-
ports to next of kin.

Alaska has no statutory provision re-
lating specifically to the investigation
of sudden and unexplained infant deaths.

Citations: Alaska Stat. §§ 12.65.010,
12.65.020, 12.65.030, 12.65.040,
12.65.070; §§ 22.15.110, 22.15.310,
22.15.350; §§ 18.50.310, 18.50.320;

§§ 09.25.110, 09.25.120; Alaska Admin.
Code § 05.925.

ARIZONA

Arizona has a county medical examiner
death investigation system, with the
power of appointment in the board of
supervisors of each county. Each county
medical examiner is required to be a li-
censed physician in good standing cer-
tified in pathology and skilled in for-
ensic pathology. If the board of super-
visors of any county determines that the
appointment of a medical examiner is not
practical, the board of supervisors is
required to establish a list of licensed
physicians who have agreed to perform
the duties required of a county medical
examiner on a contract basis. Licensed
physicians on such list are not required
to be either residents of the county,
certified in pathology or skilled in
forensic pathology. The county medical
examiners are responsbile for the medical
examination or autopsy of a human body
when death occurs and the deceased is
not under the current care of a physici-
an for a potentially fatal illness or
when an attending physician is unavail-
able to sign the death certificate; or
when death results from violence; or
when death occurs suddenly when in ap-
parent good health, or in prison, or in
a suspicious, unusual, or unnatural man-
ner, or during anesthetic or surgical
procedures; or when death from disease



or accident is believed to be related to
the deceased's occupation or employment;
or when death is believed to present a
public health hazard; or when death oc-
curs and the deceased is a prisoner.

Whenever any person knows of the death
of a human being under any of the above
described circumstances, he is required
to notify the nearest peace officer who
is required to notify the county medical
examiner.

Each county medical examiner is per-
mitted to authorize qualified practicing
physicians in local areas to perform
medical examinations required of the
county medical examiner. If no county
medical examiner has been appointed, the
peace officer is required to notify the
county sheriff who in turn is required
to notify and secure a licensed physi-
cian to perform the medical examination
or autopsy.

The county medical examiner or person
performing the duties of a county medi-
cal examiner is required to take charge
of the dead body of which he is noti-
fied. After making inquiries regarding
the death and the circumstances sur-
rounding it, the county medical examiner
or person performing the duties of a
county medical examiner is required to
conduct such investigation as may be re-
quired and to determine whether or not
the public interest requires an autopsy
or other special investigation. In de-
termining whether an autopsy is needed,
the county medical examiner or person
performing the duties of a county medi-
cal examiner may consider the request
for an autopsy made by private per-
sons or public officials, except that he
is required to perform an autopsy if he
is requested to do so by the county at-
torney or a superior court judge of the
county where the death occurred.

The county medical examiner or the
person performing the duties of a county
medical examiner is required to reduce
his findings to writing and to promptly
make a full report. If an autopsy is
performed, a full record or report of
the facts developed by the autopsy in
the findings of the person making the
autopsy is required to be made and filed
in the office of the county medical ex-
aminer or board of supervisors. The
county attorney may request and receive
from the county medical examiner or per-
son performing the duties of a county
medical examiner a copy of the report on
any autopsy performed. In those cases in
which a medical examination or an autop-
sy is performed, the county medical ex-
aminer or person performing the duties
of a county medical examiner is required
to execute a death certificate

indicating the cause and manner of
death. If death is found to be from
other than natural causes, or if further
investigation appears to be necessary,
the county medical examiner or person
performing the duties of a county medi-
cal examiner is required to notify the
county attorney of the appropriate city,
town, county or State law enforcement
agency.

All death investigation records are
public records and at all times during
office hours are required to be open to
inspection by any person. Any person
may request to examine or be furnished
copies, printouts, or photographs of any
public record during regular office
hours.

A certified copy of a death certifi-
cate may be obtained by any applicant
with a legal or other vital interest in
the record or upon order of a court of
competent jurisdiction.

Arizona has no statutory provision re-
lating specifically to the investigation
of sudden and unexplained infant deaths.

Citations: Ariz. Rev. Stat. Ann.

§§ 11-591, 11-592, 11-593, 11-594,
11-597; 36-340; 39-121, 39-121.01; Regq.
of Bureau of Vital Statistics
R9-19-401, et seq.

ARKANSAS

Arkansas has a state medical examiner
and county coroner death investigation
system.

The State Medical Examiner Commission
which is composed of the Dean of the
University of Arkansas School of Medi-
cine, the Director of the State Board
of Health, the Director of the Arkansas
State Police, a member to be named by
the Arkansas Sheriff's Association, and
a member to be named by the Association
of the Chiefs of Police of Arkansas, is
required to appoint and employ a State
Medical Examiner and may remove him only
for cause. The State Medical Examiner
is required to be a citizen of the
United States and a physician or surgeon
with an M.D. degree who has been li-
censed or is eligible for licensure to
practice medicine in the State of Arkan-
sas and who has had a minimum of three
years post graduate training in human
pathology as recognized by the American
Medical Association plus at least one
year of experience in medico-legal prac-
tice. The State Medical Examiner may
delegate specific duties to competent
and qualified assistants and deputies
who may act for the State Medical Exam-
iner within the scope of the express



authority granted by him subject to any
rules and regulations prescribed by the
State Medical Examiner Commission.

A county coroner is elected by the
qualified electors of each county for a
term of two years and is commissioned by
the Governor. Each coroner may at his
discretion appoint deputy coroners.

The State Medical Examiner is author-
ized to investigate the death of any
person from violence, whether apparently
homicidal, suicidal, accidental, or in-
dustrial, including but not limited to
death due to thermal, chemical, electri-
cal or radiation injury and death due to
criminal abortion, whether apparently
self-induced or not, or suddenly when in
apparent good health, or in a prison,
jail or penal farm, or in any suspicious
or unusual or unnatural manner. When
the State Medical Examiner is informed
that a death has occurred in any such
manner or under any such circumstances,
he is authorized to make such examina-
tions, investigations and autopsies as
he deems necessary or as may be request-
ed by the Prosecuting Attorney, the
Circuit Court, the Sheriff of the County
in which death occurs, the Chief of Po-
lice of a City in which death occurs,
or the Commission of the Arkansas De-
partment of Correction at the time of
death. The State Medical Examiner is
not required to make such examination,
investigation, or autopsy at the request
of any private citizen or any public of-
ficial other than those enumerated above.

Each county coroner is required to in-
vestigate the cause of death when death
occurs without medical attendance or
when the dead body of any person is
found and the circumstances of his death
are unknown or indicate that he has been
foully dealt with. Upon receiving any
information that such a death has oc-
curred, the coroner is required to hold
an inquest to inquire into the cause,
manner and circumstances of the death.
The coroner is required to deliver every
inquisition, with all the examinations,
depositions, and recognizances concern-
ing the case to the clerk of the Circuit
Court of his county, who is required to
immediately lay the same before the Pro-
secuting Attorney, prosecuting in and
for the county.

The State Medical Exawminer or his as-
sistants are required to promptly make
and file with the Prosecuting Attorney
of the county in which the death occurs
a full report of his findings and the
facts developed by an autopsy. The
State Medical Examiner or his assistants
or deputy, is required to make a cer-
tificate of death.

All records, files and information
kept, retained or obtained by the State
Medical Examiner in his examinations,
investigations and autopsies are con-
fidential and privileged unless re-
leased by a court of competent juris-
diction, the Prosecuting Attorney hav-
ing criminal jurisdiction over the case,
or by the State Medical Examiner, to
persons with legal or scientific inter-
ests.

The State Registrar is required to
permit the inspection of a death record,
or issue certified copies from a death
record or part of a death record, only
when he is satisfied that the applicant
has a direct and tangible interest in
the content of the death record and that
the information contained in the death
record is necessary for the determin-
ation or protection of a personal or
property right.

Arkansas has no statutory provision
relating specifically to the investiga-
tion of sudden and unexplained infant
deaths.

Citations: Const., Art. VII, §§ 46, 48;
Ark. Stat. Ann. §§ 12-201, 12-901;

§§ 42-611, 42-612, 42-613, 42-615,
42-616, 42-621, 42-622, 42-301, 42-302,
42-325; § 82-520.

CALIFORNIA

California's death investigation sys-
tem consists of county coroners and
medical examiners.

A coroner is required to be elected
by the people of each county. The
board of supervisors in any county may,
by ordinance, abolish the office of
coroner and provide instead for the of-
fice of medical examiner, to be appoint-
ed by the board and to exercise the
powers and perform the duties of the
coroner. Each medical examiner is re-
quired to be a licensed physician and
surgeon duly qualified as a specialist
in pathology.

Coroners and medical examiners are
required to ingquire into and determine
the circumstances, manner, and cause
of all violent, sudden or unusual
deaths; unattended deaths; deaths in
which the deceased has not been at-
tended by a physician in the twenty
days before death; deaths related to
or following known or suspected self-
induced or criminal abortion; known
or suspected homicide, suicide, or ac-
cidental poisoning; deaths known or
suspected as resulting in whole or in
part from or related to accident or
injury either old or recent; deaths



due to drowning, fire, hanging, gun-
shot, stabbing, cutting, exposure,
starvation, acute alcoholism, drug ad-
diction, strangulation, aspiration or
where the suspected cause of death is
sudden infant death syndrome; death in
whole or in part occasioned by criminal
means; deaths associated with a known
or alleged rape or crime against nature;
deaths in prison or while under sen-.
tence; deaths known or suspected as due
to contagious disease and constituting
a public hazard; deaths from occupation-
al disease or occupational hazards;
deaths under such circumstances as to
afford a reasonable ground to suspect
that the death was caused by the crimin-
al act of another, or any deaths repor-
ted by physicians or other persons hav-
ing knowledge of death for inquiry by
coroner.

Upon being informed that a death has
occurred under any of the above de-
scribed circumstances and finding that
it falls into the classification of
deaths requiring inquiry, the coroner or
medical examiner, or his appointed depu-
ty, may immediately proceed to where the
body lies, examine the body, make iden-
tification, make inquiry into the cir-
cumstances, manner, and means of death,
and, as circumstances warrant, order its
removal for further investigation or
disposition. The coroner or medical ex-
aminer has discretion to determine the
extent of inquiry to be made into any
death occurring under any of the above
described circumstances. If in his in-
guiry he determines that the physician
of record has sufficient knowledge to
reasonably state the cause of death oc-
curring under natural circumstances, the
coroner or medical examiner may author-
ize that physician to sign the certifi-
cate of death.

At the scene of any death, when it is
immediately apparent or when it has not
been previously recognized and the coro-
ner's examination reveals that police
investigation or criminal prosecution
may ensue, the coroner or medical exam-
iner may not further willfully disturb
the body or any related evidence until
the law enforcement agency has had
reasonable opportunity to respond to the
scene, if their purposes so require and
they so request. 1In all cases in which
a person has suddenly died under such
circumstances as to afford a reasonable
ground to suspect that his death has
been occasioned by the act of another
by criminal means, the coroner or medi-
cal examiner is required to immediately
upon receiving notification of the death
to report it both by telephone and writ-
ten report to the chief of police, or
other head of the police department of
the city or city and county in which the

death occurred outside the incorporated
limits of a city. When the suspected
cause of death is sudden infant death
syndrome, the coroner or medical examin-
er is required to, within 24 hours or as
soon as is feasible, unless the infant's
physician of record certifies sudden in-
fant death syndrome as the cause of
death and a parent objects to an autop-
sy, and, in all other cases, the coroner
or medical examiner, may, in his discre-
tion, take possession of the body, and
make or cause to be made a post mortem
examination or autopsy on the body.

In any case involving an infant under
the age of one year where the gross
autopsy results in a provisional diagno-
sis of sudden infant death syndrome, the
coroner or medical examiner is required,
within 24 hours of the gross autopsy, to
notify the county health officer. The
detailed findings resulting from an in-
spection of the body or autopsy by an
examining physician is required to be
either reduced to writing or permanently
preserved on recording discs or other
similar recording media, including all
positive and negative findings pertinent
to establishing the cause of death in
accordance with medico-legal practice.
These findings, along with the written
opinions and conclusions of the examin-
ing physician, are required to be in-
cluded in the coroner's record of the
death.

In those cases in which a coroner or
medical examiner is required to conduct
an inquiry pursuant to law, he is re-
quired to personally sign the certifi-
cate of death. The cause of death ap-
pearing on such certificate must be in
conformity with facts ascertained from
inquiry, autopsy and other scientific
findings. In case of death without medi-
cal attendance and without violence,
casualty, criminal or undue means, the
coroner or medical examiner may, without
holding an inquest or autopsy, make the
certificate of death from statements of
relatives, persons last in attendance,
or persons present at the time of death,
after due medical consultation and opin-
ion has been given by one gqualified and
licensed to practice medicine and so re-
corded in the records of death, providing
such information affords clear grounds to
establish the correct medical cause of
death within accepted medical practice
by the Division of Vital Statistics of
the State Department of Public Health.

Each coroner or medical examiner may,
in his discretion, if the circumstances
warrant, hold an inquest. If requested
to do so by the Attorney General, the
district attorney, sheriff, city prosecu-
tor, city attorney, or a chief of police
of a city in the county in which such




coroner or medical examiner has juris-
diction, the coroner or medical examiner
is required to hold an inquest. Each in-
quest is required to be open to the pub-
lic and may be held with or without a
jury at the coroner's or medical
examiner's discretion.

The coroner or medical examiner may
summon a surgeon or physician to inspect
the body or hold a post mortem examina-
tion and give a professional opinion as
to the cause of the death. After hear-
ing the testimony, the jury is required
to render its verdict and certify it by
an inquisition in writing signed by the
members of the jury, or the coroner or
medical examiner is required to render
his decision if the inquest is held
without a jury, setting forth the name
of the deceased, the time and place of
death, the medical cause of death and
whether the death was by natural causes,
suicide, accident, or the hands of an-
other person other than by accident. 1In
addition to filing his findings with the
county clerk, if the findings are that
the deceased met his death at the hands
of another, the coroner or medical exam-
iner is required to transmit his written
findings to the district attorney, the
appropriate police agency, and any other
police agency requesting copies.

Each coroner or medical examiner is
required to keep an official register or
file which includes: the name and any
aliases of the deceased, when known; a
narrative summary of the circumstances
leading to and surrounding the death,
together with names and addresses of any
witnesses to such events; the cause of
death, when known, with reference or di-
rection to the detailed medical reports
upon which decision as to cause of death
has been based; and persons notified of
the death, together with a notation of
any unsuccessful attempts at notifica-
tion.

Records of coroners and medical exam-
iners are public records and are re-
quired to be open to inspection by any
citizen at all times during office hours.
Death certificates are required to be
open for inspection by the public in ac-
cordance with rules and regulations
adopted by the State department of
health for local registrars.

Coroners and medical examiners are re-
quired to inquire into and determine the
circumstances, manner, and cause of
those deaths where the suspected cause
of death is sudden infant death syn-
drome. The coroner or medical examiner,
within 24 hours or as soon as is feas-
ible, when the suspected cause of death
is sudden infant death syndrcme unless
the infant's physician of record

certifies sudden infant death syndrome
as the cause of death and a parent ob-
jects to an autopsy, is required to take
possession of the body, and to make or
cause to be made a post mortem examina-
tion or autopsy of the body.

The detailed medical findings result-
ing from an inspection of the body or
autopsy by an examining physician is re-
quired to be either reduced to writing
or permanently preserved on recording
discs or other similar recording media,
including all positive and negative fin-
dings pertinent to establishing the
cause of death in accordance with medico
legal practice, and along with written
opinions and conclusions of the examin-
ing physician, are required to be in-
cluded in the coroner's record of death.

In those cases involving an infant un-
der the age of one year where the gross
autopsy results in a provisional diag-
nosis- of sudden infant death syndrome,
the coroner or medical examiner is re-
quired, within 24 hours of the gross
autopsy, to notify the county health of-
ficer. Upon receiving such notifica-
tion, the county health officer or his
designated agent, after consultation
with the infant's physician of record,
is required to immediately contact the
person or persons who had custody and
control of the infant and explain to
such persons the nature and causes of
the syndrome to the extent that current
knowledge permits.

The State Department of Health is re-
quired to keep each county health offi-
cer advised of the most current know-
ledge relating to the nature and causes
of sudden infant death syndrome. Annual-
ly, on or before April 1 of each year,
the State Department of Health is re-
quired to submit a report to the legis-
lature specifying the number of autop-
sies and post mortem examinations per-
formed pursuant to law during the prior
year, where the suspected cause of death
was sudden infant death syndrome.

Citations: Cal. Gov't Code §§ 6250,
6253, 7113; §§ 24300, 24304, 24306;

§§ 24009, 24010; § 24001 (1975 Supp.):;
Art. 4, § 462; Cal. Admin. Code Tit. 17,
§§ 901, 902; Ch. 10, Art. I, §§ 27460 to
27471; Cal. Health & Safety Code § 10250
§ 10253; Cal. Vvital Statistics Code,

§ 10066; Cal. Public Health Admin. Code,
Art, 1, '§ 218,

COLORADO

Colorado has a county coroner death
investigation system. A coroner is
elected in each county for a term of
four years. No person may hold the



