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DEDICATION

Each child’s death represents a tragic loss for the family, as well as the community. The child fatality review process 
depends on committed professionals in every community throughout Ohio. With a desire to protect and improve the 
lives of young Ohioans, they have committed themselves to gaining a better understanding of how and why children die. 
With deepest sympathy, we respectfully dedicate this report to the memory of these children and to their families.

ACKNOWLEDGMENTS

Through the process of local reviews, communities and the state acknowledge that the circumstances involved in most 
child deaths are too complex and multidimensional for responsibility to rest with a single individual or agency. This report 
is made possible by the support and dedication of more than 500 community leaders who serve on Child Fatality Review 
(CFR) boards throughout Ohio. Acknowledging that the death of a child is a community problem, members of the CFR 
boards step outside their personal comfort zones to examine all the circumstances that lead to child deaths. We thank 
them for having the courage to use their professional expertise to work toward preventing future child deaths.

We acknowledge the contributions of other agencies in facilitating the CFR program, including the Ohio Children’s Trust 
Fund, state and local vital statistics registrars, and the National Center for Fatality Review and Prevention.

The collaborative efforts of all these individuals and their organizations ensure Ohio children can look forward to a safer, 
healthier future.
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Dear Friends of Ohio Children:

We respectfully present the Ohio Child Fatality Review (CFR) 20th Annual Report. Established by the Ohio General 
Assembly in July 2000, the CFR program examines the factors contributing to children’s deaths in Ohio. Through using 
this data to inform interventions, it is our hope that this report will lead to a reduction in the incidence of untimely and 
preventable deaths of Ohio children.

This report contains comprehensive summary data pertaining to child deaths during the five-year period of 2015 to 2019. 
In addition, it outlines the work undertaken by local CFR boards and state agencies to decrease preventable child deaths.

The CFR process begins at the local level, where local boards consisting of professionals from public health, recovery 
services, children’s services, law enforcement, and healthcare review the circumstances surrounding every child death in 
their county. It is through their collective expertise and collaborative assessment that preventive solutions and initiatives 
are developed for use throughout the state.

It is incumbent upon Ohioans to work together to prevent untimely child deaths by:

• Assisting and supporting families to achieve healthy parenting practices through education and resources.

• Educating families, children, neighbors, organizations, and communities about preventable child deaths.

• Empowering individuals to intervene in situations where violence and neglect harm children.

• Encouraging community and individual involvement in recognizing and preventing risk factors that contribute 
to child deaths.

• Improving systems of care so all children receive optimal health care before and after birth and throughout their 
lives.

We encourage you to use the information presented in this report and to share it with others who can influence changes 
to benefit children and eliminate preventable child deaths. We hope that you will collaborate with local child fatality 
review boards and make a commitment to create a safer and healthier Ohio for our children.

Sincerely,

Stephanie B. McCloud  Lindsay Williams, MSW, LSW 
Interim Director  Executive Director 
Ohio Department of Health Ohio Children’s Trust Fund

INTRODUCTION
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CFR AND PREVENTABILITY

The mission of CFR is to reduce the incidence of preventable child deaths in Ohio. The Ohio Child Fatality Review (CFR) 
20th Annual Report presents information from the reviews of deaths that occurred from 2015 through 2019. The Ohio 
CFR program was established in 2000 by the Ohio General Assembly in response to the need to better understand why 
children die. The law mandates CFR boards in each of Ohio’s counties (or regions) to review the deaths of all children 
younger than 18 years of age. Ohio’s CFR boards are composed of multidisciplinary groups of community leaders whose 
careful review process results in a thorough description of the factors related to child deaths.

Every child’s death is a tragic loss for the family and community. It is especially tragic when the death could have been 
prevented. The most important reason to review child deaths is to improve the health and safety of children and to 
reduce the incidence of preventable child deaths in Ohio. A child’s death is considered preventable if the community 
or an individual could reasonably have changed the circumstances that led to the death. The review process helps CFR 
boards focus on a wide spectrum of factors that may have caused or contributed to the death or made the child more 
susceptible to harm. After these factors are identified, the board must decide which, if any, of the factors could reasonably 
have been changed. Cases are then deemed “probably preventable” or “probably not preventable.”

Even if a particular case is deemed “probably not preventable,” the CFR process is valuable in identifying gaps in care, 
systemic service delivery issues or community environmental factors that contribute to less than optimal quality of life 
for vulnerable individuals. For this reason, many local boards make recommendations and initiate changes even when a 
particular death is not deemed preventable.

Findings are used to generate recommendations for improved investigations, service delivery, changes in systems, local 
ordinances or state legislation, or community or state prevention initiatives. These systems improvements and prevention 
programming are the ultimate goal of a CFR process that is based on the public health model, to keep children safe, 
healthy, and protected.

CFR does make a difference. In addition to the prevention initiatives, local and state initiatives impacted by the CFR 
process are highlighted throughout the report. These collaborations, partnerships, and activities are proof that 
communities are aware that knowledge of the facts about a child death is not enough to prevent future deaths.

Many deaths seem to happen “out of the blue,” but as the facts about the circumstances of all the deaths are compiled 
and analyzed, certain risks to children become clear, including:

• Prematurity, which accounts for nearly half of all infant deaths.

• Unsafe sleep environments, which place healthy infants at risk of sudden death.

• Riding unrestrained in vehicles, which puts children at greater risk of death in the event of a crash.

• Racial disparity that results in Black children dying from homicide at more than three times the expected rate.

The knowledge gained from the reviews must inform actions and reactions to recognize, intercept, and intercede on 
behalf of Ohio’s children. The CFR process has raised the collective awareness of all participants and has led to a clearer 
understanding of agency responsibilities and opportunities for collaboration on all efforts addressing child health and 
safety. It is only through continued collaborative work that we can hope to protect the health and lives of Ohio’s children.
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LIMITATIONS

Calculation of rates is not appropriate with Ohio’s CFR data because circumstances do not always permit review of all child 
deaths within the calendar year the death occurs. Deaths that were not reviewed include cases still under investigation or 
involved in prosecution, and out of state deaths reported too late for thorough review. Instead of rates, CFR statistics have 
been reported as a proportion of the total reviews. This makes analysis of trends over time difficult, as an increase in the 
proportion of one factor will result in a mathematical decrease in the proportion of other factors.

For this report, cases with multiple races indicated were assigned to the race that represents the least proportion of the 
general child population of Ohio. For example, if a case indicated both Black and Asian, the case was assigned to Asian, 
because the proportion of Asian children is less than the proportion of Black children in Ohio.16 The CFR case report tool 
and data system record Hispanic ethnicity as a variable separate from race. A child of any race may be of Hispanic ethnicity.

Effective with version 5 of the National Fatality Review Case Reporting System, all suicide deaths by asphyxia are classified 
as cause of death, “weapon, including body part.” Prior to version 5, many of these suicides were marked as cause of death, 
“asphyxia.” Historical data was migrated from asphyxia to weapon, including body part.

The ICD-10 codes used for classification of vital statistics data in this report were selected to most closely correspond with 
the causes of death indicated on the CFR Case Report Tool and may not match the codes used for some causes of death in 
other reports or data systems.

Since the inception of statewide data collection in 2001, Ohio CFR has used two different data systems, and the latest 
system has undergone improvements and revisions. Because of the differences in data elements and classifications, data 
in this annual report may not be comparable to data in previous reports. In-depth evaluation of contributing factors 
associated with child deaths is limited in some cases by small numbers insufficient to draw valid conclusions and lack of 
access to relevant data.

Each year several child deaths occur out of state. The first step of the review process, identification of a child death, is 
difficult when the death occurs out of state. Death certificates are recorded in the state where the death occurs, and a 
process is not in place to routinely notify the county of residence for a timely review. This is a problem in rural Appalachian 
counties along Ohio’s border, where the nearest hospital is sometimes in a neighboring state. By contrast, fewer than 2% of 
deaths to children from Ohio’s 12 metropolitan counties occurred out of state. The state CFR coordinator continues to work 
with the Ohio Bureau of Vital Statistics to improve the timely notification of out-of-state deaths.
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The unique circumstances presented by COVID-19 required adjustments for this report. Annual Child Fatality Review 
reports typically include a data summary of the previous year, as well as five-year aggregate data analyses. County CFR 
boards complete their reviews for the previous calendar year and submit to ODH by April 1 each year. Those data are 
downloaded to conduct the annual and five-year analyses. Due to the many demands on local health departments and 
other community organizations as a result of COVID-19, many county CFR boards were not able to complete reviews. 
Therefore, there was not sufficient data to produce a full report of 2019 data. As a result, we made the decision to report 
the five -year aggregate data only. Our goal is to have 2019 cases from counties by Dec. 31, 2020, and return to the regular 
reporting schedule in 2021. To put this deficiency of 2019 data in perspective, in previous years, 88 county CFR boards were 
able to review approximately 90% of child deaths reported to the Bureau of Vital Statistics. For deaths occurring in 2019: 

• Only 64% of deaths reported to Vital Statistics were reviewed. 

• Only 60 counties reported 2019 reviews. 

• Twenty-six counties did not enter any 2019 case reviews, but child deaths were reported by Vital Statistics. 

• Two counties did not enter any 2019 case reviews, and had zero child deaths reported by Vital Statistics. 



Key Findings and Recommendations  5
 

KEY FINDINGS AND RECOMMENDATIONS

Ohio CFR teams have determined that fatalities and injuries among children can be reduced in the areas mentioned below 
if the following recommendations to policymakers are adopted and implemented. These include recommendations for 
individuals, communities, and the public with the goal of preventing deaths in children. Recommendations and examples of 
current local initiatives regarding safe sleep, suicide, motor vehicle safety, firearm safety, and drowning are listed below.

Safe Sleep
•  Educate parents, grandparents, babysitters, caregivers, and others about infant sleep-related 

dangers and how to minimize risk.

•  The Cribs for Kids program provides a Cribette to Lucas County families that do not have a safe 
crib for their infant. Parents must be referred by a care coordinator from one of various community 
agencies. Parents then attend a class that presents educational information about safe sleep and 
how to reduce risk of sudden infant death syndrome (SIDS). Their care coordinator provides a home 
visit to the family after the baby’s arrival to reinforce the safe sleep message. The class is offered four 
times per month. Through this program, 284 Cribettes were distributed in 2019. Education about 
safe sleep was provided to 431 parents, grandparents, and home visitors.

Suicide
•  Support and implement community suicide prevention and awareness programs.

•  Clark County implemented an additional in-school, evidence-based suicide prevention curriculum 
and increased campaign efforts for suicide intervention programs like TEXT4HOPE.

 
Motor Vehicle Safety

•  Educate the community on safety issues that include child passenger seats/restraints, teen drivers, 
and pedestrian, bus, and bicycle safety. 

•  Trumbull County issued many public health messages regarding all-terrain vehicle (ATV) accident 
prevention and accidents that occurred while children rode on tractors with adults.
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Firearm Safety
•  Explore efforts to support city programs to decrease gun violence across Ohio. 

•  The Columbus Public Health Child Injury Prevention Program has developed a plan including 
messaging and obtaining media coverage for safe storage of medications, firearms, and other 
household products to protect children from easy access to these lethal means.   

•  Perry County is working with local law enforcement to encourage and coordinate Hunter Safety 
Courses.

 
Drowning

• Promote community and family awareness about drowning risks through public awareness 
campaigns that address the need for age-appropriate supervision of infants and children near 
water and barriers to young children’s access to pools.

KEY FINDINGS AND RECOMMENDATIONS (cont.)
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SUMMARY OF REVIEWS

Beginning in 2013, in response to a growing demand for more current data regarding child deaths, all local Child Fatality 
Review (CFR) boards began reviewing deaths in the year in which the deaths occurred.

For the five-year period 2015-2019, local CFR boards reviewed 6,496 child deaths, which represents 86% of the 
child deaths reported by the Ohio Bureau of Vital Statistics. Deaths that were not reviewed include cases still under 
investigation or involved in prosecution, and out-of-state deaths reported too late for thorough review. Late-year deaths 
for which death certificates were not yet available to local review boards were also not reviewed. In addition, some 
cases were not reviewed due to the impacts of COVID-19. Local CFR boards found that 27% (1,762) of the 6,496 deaths 
reviewed from 2015-2019 were preventable.

The following chart shows preventability findings for child death reviews for 2015-2019.

Reviews by Preventability, 2015-2019 (n=6,496)

No, Probably Not 57%

Yes, Probably 27%

Could Not 
Determine 14%

Missing 2%
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REVIEWS BY DEMOGRAPHIC CHARACTERISTICS

For the five-year period, the proportional distribution of reviews across many factors, including manner of death, age, 
race, and sex, has changed very little. ODH categorizes Ohio’s 88 counties into four county type designations (suburban, 
rural non-Appalachian, Appalachian, and metropolitan) based on similarities in terms of population and geography. 
The current county type designations originated with the Ohio Family Health Survey in 1998 and are based on the U.S. 
Code and U.S. Census information. See Appendix III for a map of Ohio counties by county type. To analyze the CFR data 
by county type, the computer-assigned case number was used to determine the county of review. In nearly all cases, the 
county of review is the child’s county of residence.

• Sixty-five percent (4,239) of the reviews were for children less than 1 year of age.

• Black children are overrepresented in child death reviews (36%) compared with their representation in the 
general Ohio child population (13%).

• Males are also overrepresented in child death reviews, comprising 58% of reviews.

The following chart shows reviews of death by age, race, ethnicity, sex, and county type.
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REVIEWS BY MANNER OF DEATH

For deaths being reviewed, CFR boards report the manner of death as indicated on the death certificate. Manner of death 
is a classification of deaths based on the circumstances surrounding a cause of death and how the cause came about. 
The manner of death categories on the Ohio death certificate are natural, accident, homicide, suicide, undetermined, 
pending, and unknown.

Manner of Death of Children Reviewed From 2015-2019 (n=6,496)

Manner # % CFR Annual Report Definition

Natural 4,450 69%
Deaths caused by the natural disease process, including prematurity, and not 
an accident or violence.

Accident 994 15%
Deaths caused by unintentional rather than by natural causes, suicide, or 
murder.

Suicide 291 4% Deaths caused by self-inflicted behavior with the intent to die as a result. 

Homicide 266 4% The deliberate and unlawful killing of a person by another person.

Undetermined 448 7%
Following a thorough medical and legal investigation, a conclusive manner of 
death is not determined.

Unknown/Pending 47 1%
Additional investigation or information is required (these are generally 
amended as additional information becomes available) or manner is unknown.

REVIEWS BY CAUSE OF DEATH

CFR boards select the cause of death category that provides the most information about the circumstances of the death 
to be recorded in the data system, with a focus on prevention. Within cause of death, external and medical causes are 
further specified by nature of the injury and the disease entities, respectively. 

Cause of Death of Children Reviewed From 2015-2019 (n=6,496) 

Cause # % CFR Annual Report Definition

Medical 4,340 67%
Deaths caused from a natural process such as disease, prematurity, or congenital 
defect.

External
1,631 25%

Deaths caused by injuries, either intentional or resulting from acute exposure to 
forces that exceed a threshold of the body’s tolerance, or from the absence of such 
essentials as heat or oxygen.

Undetermined 337 5% Cause of death cannot be determined as medical or external.

Unknown 188 3% Cause of death is unknown.
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REVIEWS BY MEDICAL CAUSES

Sixty-seven percent (4,340) of the deaths reviewed were due to medical causes. The CFR data system provides a list of 
15 medical conditions in addition to an “Other” category for classifying deaths from medical causes more specifically. 
Prematurity/low birth weight, congenital anomalies, and “other medical condition” were the three leading medical causes 
of death from 2015-2019. 

• Most deaths due to medical causes were infants younger than 1 year of age (77%).

• The most frequent medical cause of death was prematurity (45%).

• Congenital anomalies accounted for 19% of all deaths reviewed due to medical causes.

• Local CFR boards found that 4% of these deaths were preventable.

The following chart shows reviews of deaths by medical causes for 2015-2019. 

Reviews of Deaths by Medical Causes, 2015-2019 (n=4,340)

Cardiovascular 5%

Other Perinatal Condition 3%

Neurological/Seizure 
Disorder 2%

All Other 4%

Prematurity 
45%

Congenital Anomaly 19%

Other Medical 
Condition 12%

Pneumonia or Other 
Infection 6%

Cancer 5%
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REVIEWS BY EXTERNAL CAUSES

Twenty-five percent (1,631) of deaths reviewed were due to external causes. 

• The most frequent external cause of death was due to assault by weapon, including the use of body parts (28%).

• Twenty-three percent of the external deaths reviewed were caused by vehicular injuries.

• Unintentional asphyxia accounted for 19% of external cause reviews.

• Local CFR boards found that 86% of these deaths were preventable.

The following chart shows reviews of deaths by external causes for 2015-2019. 

Reviews of Deaths by External Causes, 2015-2019 (n=1,631)

Other 7%

Fire, Burn, Electrocution 5%

Poisoning, Overdose, or Acute Intoxication 4%

Undetermined 4%
Fall or Crush 2% Unknown 1%

Assault, Weapon or 
Body Part 28%

Vehicular 
23%

Unintentional 
Asphyxia 19%

Drowning 8%
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Reviews by Special Categories of Death 
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CHILD ABUSE AND NEGLECT 

According to the Child Abuse Prevention and Treatment Act (CAPTA), child abuse and neglect is, “any act or failure to act 
on the part of a parent or caretaker that results in death, serious physical or emotional harm, sexual abuse or exploitation, 
or that presents an imminent risk of serious harm.”2 Physical abuse includes punching, hitting, shaking, kicking, biting, 
burning, or otherwise harming a child and often is the result of excessive discipline or physical punishment that is 
inappropriate for the child’s age. Head injuries and internal abdominal injuries are the most frequent causes of abuse 
fatalities. Neglect is the “failure of parents or caregivers to provide for the basic needs of their children, including food, 
clothing, shelter, supervision, and medical care.”2 Deaths from neglect are attributed to malnutrition, inadequate weight 
gain, infections, and accidents resulting from unsafe environments and lack of supervision. 

Some deaths from child abuse and neglect are the result of long-term patterns of maltreatment, while many other deaths 
result from a single incident. According to Prevent Child Abuse America, there are several factors that put parents at 
greater risk of abusing a child, including age of child, domestic violence, parent’s history of neglect or abuse as a child, 
difficulty dealing with anger and stress, financial hardship, alcohol or drug abuse, mental health issues, and apparent 
disinterest in caring for the health and safety of the child.3 

Any single source of child abuse fatality data, such as death certificates, exposes just the tip of the iceberg related to 
child abuse and neglect deaths. The interagency, multidisciplinary approach of the CFR process may be the best way to 
recognize and assess the number and the circumstances of child maltreatment fatalities. Even the CFR process is likely to 
undercount child abuse fatalities due to delays in reviews caused by lengthy investigation and prosecution procedures. 
The review process allows committees to use a public health approach to assess whether prevention of the death was 
possible and determine areas of improvement for services and programs available to the family.

CFR Findings
• For the five-year period from 2015 through 2019, local CFR boards reviewed 167 deaths from child abuse and 

neglect. These represent 2% of the 6,496 deaths reviewed. 

• Sixty percent (101) of the reviews indicated that abuse caused or contributed to the death, while 40% (66) 
indicated that neglect caused or contributed to the death. 

• Seventy-eight percent (131) of child abuse and neglect deaths occurred among children younger than 5 years 
old. 

• Forty percent (66) of the child abuse and neglect deaths reviewed indicated the child had a prior history of 
maltreatment. 

• Thirty-two percent (54) of the reviews indicated the child’s primary caregiver had a prior history of child 
maltreatment.
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The following chart shows reviews of child abuse and neglect deaths by age, race, ethnicity, sex, and county type. 
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Local CFR teams found 92% of the 101 deaths in which child abuse caused or contributed to the death were preventable. 

Reviews of Child Abuse Deaths by Preventability, 2015-2019 (n=101)

Local CFR teams found 92% of the 66 deaths in which neglect caused or contributed to the death were preventable.

Reviews of Child Neglect Deaths by Preventability, 2015-2019 (n=66)

No, Probably Not 3%

Could Not Determine 4%
Missing 1%

Yes,Probably 92%

Yes, Probably 92%

Could Not 
Determine  

8%
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There was information available about the primary person who caused or contributed to the death for 152 of the 
167 (91%) reviews. The following table breaks down the primary person, by relationship to the child, who caused or 
contributed to the death.

Reviews of Child Abuse and Neglect Deaths by Primary Person Responsible,  
2015-2019 (n=152) 

Person # %

Biological Parent 99 65%

Mother’s or Father’s Partner 24 16%

Adoptive/Foster/Stepparent 7 5%

Babysitter 7 5%

Other Relative 4 3%

Grandparent 2 1%

Friend/Acquaintance 2 1%

All Others 7 5%
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For external causes of death, assault by weapon or body part injuries were the leading cause of the 135 child abuse and 
neglect death reviews.

Reviews of Child Abuse and Neglect Deaths by External Causes, 2015-2019 (n=135)

For medical causes of death, asthma/respiratory and pneumonia and neurological/seizure disorder were the leading 
causes of the 22 child abuse and neglect death reviews.

Reviews of Child Abuse and Neglect Deaths by Medical Causes, 2015-2019 (n=22) 

Assault, Weapon,  
or Body Part 58%

Unknown 5%

Drowning 2%

Poisoning, 
Overdose, or Acute 

Intoxication 8%

Undetermined 2% Fall or Crush 1%

Unintentional 
Asphyxia 8%

Vehicular 1%

Other 12%

Asthma/
Respiratory 32%

Other Infection 5%

Neurological/
Seizure 

Disorder 14%

Other Perinatal 
Condition 9%

Pneumonia 14%

Other Medical 
Condition 9%

Prematurity 5%

Diabetes 5%

Malnutrition/
Dehydration 9%

Note: Ten child abuse and neglect deaths did not fall into the medical or external cause of death categories, and were categorized as undetermined or 
unknown.

Fire, Burn, Electrocution 2%
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FOCUS ON PREVENTION: CHILD ABUSE AND NEGLECT

Potential Prevention Opportunities Include: 
• Promoting the use of 24-hour parenting hotlines as a safe and confidential resource for parents in crisis. 

• Supporting educational programs that assist parents and guardians in understanding age appropriate 
behaviors, using alternative methods of discipline, and choosing suitable caregivers. 

• Implementing public service announcements (PSAs) targeting lay people on signs of child abuse and neglect 
and how to report it. 

•  Changing the child protective services (CPS) policy of closing a case after it has been referred to another agency. 
Instead, ensure the agency to which the case has been referred has received and acted on it.

Current Prevention Efforts Include:
• The Cuyahoga County Special Investigation Unit at the Division of Children & Family Services (DCFS), in conjunction 

with the Practice Evaluation Unit, continues to perform a comprehensive record review for all fatalities in which 
the deceased child was involved with the agency at the time of the fatality, and/or during the previous 12 months. 
Lessons learned from investigations result in changes to procedure and service delivery and contribute to ongoing 
staff development throughout the agency, particularly in the areas of safety planning and prevention. 

•  Hocking County Child Protective Services is creating and implementing agency policies and processes for case 
workers regarding sending a child home with a parent from the hospital against hospital recommendation. They are 
also creating and implementing a policy regarding home visiting requirements for open CPS cases. 

•  The Ohio Children’s Trust Fund coordinates primary and secondary child abuse and neglect prevention services for 
all of Ohio’s 88 counties through a regional service-delivery model that focuses on the implementation of evidence-
based child abuse and neglect prevention programs.
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Ohio Children’s Trust Fund
 
As Ohio’s sole public funding source dedicated to child abuse and child neglect prevention, the Ohio Children’s 
Trust Fund (OCTF) is at the forefront of prevention activities throughout the state. From establishing guidelines 
for evidence-based program development to accessing innovative prevention curricula, producing educational 
and public awareness materials, and impacting social service policy legislation, the OCTF provides expertise and 
resources for legislators, the media, state agencies, and the public. The mission of the OCTF is to prevent child 
abuse and child neglect through investing in strong communities, healthy families, and safe children.
 
The OCTF was created in 1984 and is governed by a board of 15 members representing a broad public-private 
partnership. Current OCTF board members reflect a diversity of expertise, as well as geographic interest. The 
board consists of representatives from the following fields: social work, child abuse and neglect services, 
government relations and advocacy, the healthcare industry and the private sector, higher education, the legal 
community, the medical community, and mental health and nonprofit executive leadership. Eight members are 
appointed by the governor to represent the residents of Ohio, four members are legislative appointees, and three 
members are the directors of the Ohio departments of Health, Job and Family Services, and Mental Health and 
Addiction Services. The board supervises the policies and programs of the Trust Fund, and the Ohio Department 
of Job and Family Services serves as the administrative agent for procurement and budgeting purposes. 

The OCTF receives revenue from three sources: public dedicated funds received through vital statistic fees 
collected at the local level on certified copies of birth certificates, death certificates, and divorce and dissolution 
decrees; federal funding as Ohio’s designated lead agency for the federal Community Based Child Abuse 
Prevention (CBCAP) grant; and private funding as a result of the Trust Fund’s ability to solicit and accept donations 
from private funding sources as well as engage in public-private partnerships. Trust Fund revenues are invested in 
primary and secondary prevention programs at the local level through a regional model led by eight child abuse 
and neglect prevention councils representing all 88 Ohio counties, statewide grant projects funding Ohio entities 
implementing child abuse and child neglect prevention programs, and other statewide discretionary projects 
identified by the board. 

In addition to being Ohio’s designated lead agency for the federal CBCAP grant, OCTF is also Ohio’s Prevent 
Child Abuse America (PCAA) chapter. The OCTF and Prevent Child Abuse America share a common mission and, 
through this collaboration, Ohio’s statewide prevention efforts are aligned under one entity to further these 
mutual goals. As outlined in the OCTF 2016-2021 strategic plan, the Trust Fund is Ohio’s leading authority on 
child maltreatment prevention. Five strategic focus areas are outlined in the strategic plan: increase awareness of 
the OCTF; increase family support; develop a unified systemic response to child abuse and neglect prevention; 
increase the promotion of child safety and health; and establish an efficient and effective organizational structure. 
These strategic focus areas were designed to assist the OCTF in achieving its future vision: The Ohio Children’s 
Trust Fund is a well-known innovative hub (center of excellence) for best practices, research, and resources 
promoting children’s health and safety. In addition, the OCTF activities support families and communities. The 
OCTF works collaboratively with state and local systems to facilitate efficient and effective work at the local level. 
More information on OCTF is available at: http://octf.ohio.gov.

http://octf.ohio.gov
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INFANT SLEEP-RELATED DEATHS

Since the beginning of the Ohio CFR program, local boards have been faced with a significant number of deaths of 
infants while sleeping. Some of these sudden unexpected infant deaths (SUIDs) are diagnosed as sudden infant death 
syndrome (SIDS), while others are diagnosed as accidental suffocation, positional asphyxia, overlay (the obstruction of 
breathing caused by the weight of a person or animal lying on the infant), or undetermined. SIDS is a subset of SUID and 
is a medical cause of death. It is the diagnosis given to the sudden death of an infant under 1 year of age that remains 
unexplained after the performance of a complete postmortem investigation, including an autopsy, an examination of the 
scene of death, and review of the infant’s health history.4 

The distinction between SIDS and other SUIDs is challenging. Many of the risk factors for SIDS and asphyxia are similar. 
Incomplete investigations, ambiguous findings, and the presence of known risk factors for other causes of death 
result in many SUIDs being diagnosed as “undetermined cause” rather than SIDS. The difficulty of obtaining consistent 
investigations and diagnoses of infant deaths led the Centers for Disease Control and Prevention (CDC) to launch an 
initiative to improve investigations and reporting.4 An infant death investigation training was hosted by the Franklin 
County CFR board in June 2011, and ODH hosted three similar trainings in 2014 and 2016. As of September 2014, Ohio 
coroners are required to complete a death scene investigation using the CDC protocol and a standard investigation 
reporting form. The investigation form is to be shared with the local CFR board reviewing the death. 

ODH funds a network of partners to provide safe sleep environments and infant safe sleep education to eligible families. 
During 2019, ODH-funded partners implemented safe sleep programs in more than half of Ohio’s 88 counties. This 
includes Cribs for Kids® & Safe Sleep grantees and infant vitality partners implementing programs in infant mortality hot 
spots. Funded agencies distribute portable cribs and provide education to families based on the recommendations for 
infant safe sleep from the American Academy of Pediatrics (AAP). 

CFR Findings
• For the five-year period from 2015 through 2019, local boards reviewed 688 sleep-related deaths. These 

represent 16% of the 4,239 infant death reviews. 

• Seventy-two percent of the 688 sleep-related deaths were found to be preventable. Preventability could not be 
determined in 20% of the reviews. Seven percent of the reviews were found to be probably not preventable. 

• Due to the difficulty in determining cause of death for infants in sleep situations, causes for 34% of infant sleep-
related deaths could not be determined (undetermined cause). 

• Manner of death was also difficult to determine, 44% of sleep-related infant deaths reviewed by CFR teams were 
determined to be due to an undetermined manner, followed by accidents (41%), and natural deaths (13%). 

• Of the 341 sleep-related infant deaths found to be due to external causes, 77% (263) were due to unintentional 
asphyxia. 

• Of the 72 infant sleep-related deaths found to be due to medical causes, the top three causes of death were SIDS 
(40%), pneumonia (22%), and other infections (18%). 

• Infants were put to sleep on their back (as is recommended) in 53% of reviewed deaths, and found on their back 
in 33% of reviewed deaths.
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• Of the 168 sleep-related deaths in which the infant was placed to sleep on the side or stomach, 67 were white 
children, 96 were Black children, and the races of five children were categorized as other.

• Secondhand smoke exposure was reported for 234 (34%) of the infant sleep-related deaths.

The following chart shows reviews of infant sleep-related deaths by age, race, ethnicity, sex, and county type.
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Fifty-four percent (371) of the 688 sleep-related deaths involved infants between 1 month and 3 months old. Sleep-
related deaths become less common as infants age but still occur up to 11 months of age.

Reviews of Infant Sleep-Related Deaths by Age in Months, 2015-2019 (n=688)
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The following unsafe sleep practices were identified by local CFR boards. It should be noted that the same child death 
could be represented in multiple unsafe sleep behavior categories. For example, the same child may have bed-shared and 
also been put to sleep on his or her side. Bed-sharing refers to sharing the same sleep surface with a person or animal. 
Unsafe sleep locations included couches, adult beds, and futons. 

Reviews of Infant Sleep-Related Deaths by Unsafe
Sleep Behavior and Age, 2015-2019
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Of the 151 infant sleep-related deaths in which a crib or bassinet was indicated as the incident location, 84% (127) 
reported unsafe object(s) found in the sleep space. Among the 127 reviews indicating objects in the crib or bassinet, the 
most commonly found objects were blankets (72%), comforters (25%), and pillows (23%). 

The following chart shows the unsafe sleep behavior involved by county type. 

251

Reviews of Infant Sleep-Related 
Deaths by Unsafe Sleep Behavior and County Type, 2015-2019
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The following chart shows the unsafe sleep behavior involved by race of the child.
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Special Focus: Bed-Sharing 
• Bed-sharing was reported at the time of the death in 55% (378) of reviews. Among reviews indicating bed-

sharing, infants most often shared a sleep surface with an adult only (71%), an adult and another child (12%), 
another child only (6%), or a pet (1%). In 2% of reviews that indicated bed-sharing, the person and/or pet sharing 
the sleep surface was not specified.

• Of the 314 reviews that indicated bed-sharing with an adult or adult and another child, 13% (42) indicated the 
supervisor was impaired at the time of the incident, with 83% impaired by alcohol, drugs, or a combination. 
Note: The reporting of supervisor impairment changed in version 5 of the CFR case reporting system; 
impairment by sleep was removed from the system. If sleep impairment was the only impairment type noted by 
the case review team, then supervisor impairment was changed from “yes” to “no.”

• Forty-one reviews indicated an adult fell asleep while feeding the infant, with 19 bottle-feeding, 18 
breastfeeding, and four unknown.

Bassinet 8%

Floor 2% Car seat 2%

Couch or Futon 
12%

Playpen/Other Structure  
(but not portable crib) 2%

Crib 14%

Other* 12%

Unknown 2%

Reviews of Infant Sleep-Related Deaths by Incident
Location, 2015-2019 (n=688)

Adult Bed 46%

The following chart shows the unsafe sleep by incident location.
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FOCUS ON PREVENTION: INFANT SLEEP-RELATED DEATHS

Potential Prevention Opportunities Include:
• Providing additional information on safe sleep at the birthing center prior to discharge and providing education 

about safe sleep to the community as a whole, especially about safe cribs and the danger of co-sleeping. 

• Restoring Welcome Home visits to ensure that new parents are connected to any available resources and asking 
ODH to compare sleep-related deaths during the program to those that occurred after it ended. 

• Implementing the Cribs for Kids program more widely. 

• Ensuring that all nursing pillows have tags with appropriate and accurate information about safe sleep. 

• Working with local coroners to determine if any infant deaths first attributed to SIDS were related to potential 
unsafe sleeping conditions. 

• Distributing fire alarms and carbon monoxide detectors.

Current Prevention Efforts Include:
• Adams County has continued to produce social media messaging regarding safe sleep habits. 

• Clark County has implemented birthing center and home visiting programs to address safe sleep. 

• Crawford County has continued to administer the Safe Sleep and Cribs for Kids Programs. 

• Gallia County is disseminating safe sleep messaging. 

• Jefferson County is educating new families on safe sleep and distributing appropriate safe sleep paraphernalia to 
families in need. 

• Lorain County continues to promote safe sleep initiatives by partnering with multiple county partners, and has 
plans to improve collaboration to share records more efficiently and effectively. 

• The Mahoning County branch of Akron Children’s Hospital is developing an education campaign to address 
asphyxia deaths due to unsafe sleep environments. 

• Perry County Health Department is encouraging its health educators to reach out to the public regarding safe 
sleep practices and other ways to prevent infant deaths. 

• Wood County is promoting safe sleep through social media and educational messaging. 

• From a statewide perspective, birthing centers and hospitals in Ohio are required, under the Ohio Infant Safe 
Sleep Law, to screen new parents and caregivers prior to discharge to determine if the infant has a safe sleep 
environment at home. If the infant is determined not to have a safe sleep environment per this screening, the 
facility (excluding critical access hospitals) must assist the family in obtaining a safe crib at no charge. The state’s 
Integrated Perinatal Health Information System (IPHIS) captures infant safe sleep environment screening data, 
and facilities are expected to report safe sleep environment screening data to ODH in IPHIS. Facilities without 
access to IPHIS, such as children’s hospitals, must submit annual reports to ODH that indicate aggregate safe 
sleep environment screening and accompanying demographic data.
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• ODH provides a free annual safe sleep training that is available online and offers free safe sleep educational materials 
to organizations working with families statewide. Resources and materials are available on the ODH website at www.
odh.ohio.gov/safesleep, including a form to request free print materials. ODH also funds an annual safe sleep media 
campaign that targets mothers, fathers, and grandparents in high-risk counties across Ohio. During state fiscal year 
2019, the campaign had more than 29 million delivered impressions via various media ads, including TV, radio, digital 
radio, digital display, Hulu, Native Ad, Facebook, and Instagram.

FOCUS ON PREVENTION: SUBSTANCE ABUSE 

Supervisor impairment by alcohol, drugs, or a combination was a factor in 35 of the 314 infant sleep-related death 
reviews that indicated bed-sharing with an adult or adult and another child at the time of the incident. 

Potential Prevention Opportunities Include:
• Continuing to expand substance abuse prevention programs to prevent child abuse and neglect. 

• Using community health workers to work with expectant mothers struggling with substance use disorder.

• Providing more resources for behavioral and mental health in recovery and rehab centers, especially in Southeast 
Ohio. This includes, but is not limited to, working to reduce the stigmas associated with behavioral and mental 
issues, as well as drug addiction. 

• Using Child Fatality Review coordinators to report to children’s protective services (CPS) whenever substance use 
is suspected within a particular home. 

Current Prevention Efforts Include:
• Erie County is establishing a drug court to keep recovering addicts from relapsing. In addition, an Erie County 

OB/GYN practice has instituted drug screenings for every prenatal parent visit. 

• Lawrence County is partnering with other organizations and focusing on opioid addiction and recovery.

www.odh.ohio.gov/safesleep
www.odh.ohio.gov/safesleep
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SUICIDE

Suicide is death caused by self-directed injurious behavior with intent to die.5 The CFR case report tool and data system 
capture information about suicide as a manner of death and as an act of commission, regardless of the cause of death. As 
suicide has unique risk factors and prevention strategies, suicide deaths from all causes have been combined for further 
analysis.
 
According to the National Center for Injury Prevention and Control, 1,825 suicides occurred nationally in 2018 among 
young people ages 10 to 17 years.5 This is approximately 26.7% of all deaths for children ages 10 to 17. Suicides in males 
occurred almost three times as often (1,305) as they did in females (520).5 Suicide is the second leading cause of death for 
youth ages 10-18. Annually in the United States, more teens and young adults die from suicide than cancer, heart disease, 
AIDS, birth defects, pneumonia, influenza, and chronic lung disease combined, making it a critical issue of focus for public 
health efforts in Ohio and beyond.7 

With version 5 of the National Fatality Review Case Reporting System, all suicide deaths by asphyxia are classified as 
cause of death, “weapon, including body part.” Prior to version 5, many of these suicides were marked as cause of death, 
“asphyxia.” Historical data was migrated from asphyxia to weapon, including body part. 

CFR Findings
• For the five-year period from 2015 through 2019, local boards reviewed 291 suicide deaths. These represent 4% 

of the 6,496 deaths reviewed. 

• Sixty-eight percent of the 291 suicide deaths were found to be preventable. Preventability could not be 
determined in 18% of the reviews. Twelve percent of the reviews were found to be probably not preventable. 

• Of the 291 reviews of suicides, 288 were determined to have an external cause of death, two were unknown 
cause, and one was undetermined. 

• For external causes of death, weapons injuries were the leading cause in the death reviews.
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Reviews of Suicides by External Causes of 
Death, 2015-2019 (n=288)
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The following chart shows reviews of suicide deaths by age, race, ethnicity, sex, and county type.

Reviews of Suicides by Age, Race, Ethnicity, Sex, County Type, 2015-2019 (n=291)
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Of the 291 2015-2019 reviewed suicide deaths, the following circumstances were identified:

Suicide Circumstances #

Child Communicated Suicidal Thoughts or Intentions 138

Child Had Argument(s) with Parents 48

Child Experienced Bullying as a Victim 39

Child Had a History of Self Harm 39

Child Had a History of Use or Substance Abuse 36

Suicide Was Part of a Cluster 11

Child Was Raped or Sexually Assaulted 10
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FOCUS ON PREVENTION: SUICIDE

Potential Prevention Opportunities Include:
• Continuing to fund suicide prevention and anti-bullying messaging for schools and expanding related activities 

to schools that are not currently participating and homeschooled children. 

• Continuing to enact local health initiatives and suicide awareness activities. 

• Informing parents about the warning signs of suicide and drug abuse by using services such as the Hope Squad 
Peer Program. 

• Increasing mental health services and promoting openness about mental health, especially in families.

Current Prevention Efforts Include:
• Clark County is implementing additional in-school evidence-based suicide prevention curriculum and increasing 

campaign efforts for intervention programs, such as TEXT4HOPE. 

• Erie County is providing coping mechanisms training to prevent suicides in school-age children. Additionally, 
Erie County is in discussions to implement telepsychiatry for jails through primary care offices. 

• Logan County is increasing education on mental health and suicide prevention. 

• Mahoning County is providing Question, Persuade, and Refer training for suicide prevention throughout the 
county. 

• Muskingum County will task a member of the Mental Health Recovery Service Board to reach out to school 
personnel to discuss the implementation of suicide prevention programs. 

• Seneca County’s health department is adding links to its website that will educate families on how to deal with 
mental health issues and promote mental health recovery services. 

• Pike County is strengthening the Pike County Suicide Prevention Coalition (PCSPC), which was created in 2019 to 
address youth suicide, by mobilizing the community through education and awareness. 

• Union County’s Mental Health and Recovery Board is coordinating with other community agencies and creating 
suicide prevention work groups. The focus is on evidence-based strategies combined with creative thinking for 
new solutions. 

• Wood County is promoting youth mental health first aid for schools with a focus on risks and interventions. 

• Gallia and Logan Counties are promoting suicide prevention in schools.
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DROWNING

Drowning is the process of experiencing respiratory impairment from submersion/immersion in liquid. According to the 
CDC, drowning is a leading cause of injury death for children ages 1 to 14 years, and kills more children ages 1 to 4 years 
than anything except birth defects.8 Many drowning injuries occur in recreational water settings, including pools and 
spas/hot tubs, and natural water settings (e.g., lakes, rivers, or oceans).8

Several factors influence drowning risk, such as lack of swimming ability, lack of barriers that prevent unsupervised water 
access, lack of close supervision while swimming, location, failure to wear life jackets, alcohol use, and seizure disorders. 
Drowning is a leading cause of injury-related death in children, and it continues to be a public health problem affecting 
some of our most vulnerable population groups.

CFR Findings:
• For the five-year period from 2015 through 2019, local boards reviewed 126 drowning deaths. These represent 

2% of the 6,496 deaths reviewed. 

• Eighty-six percent of the 126 drowning deaths were found to be preventable. Preventability could not be 
determined in 6% of the reviews. Seven percent of the reviews were found to be probably not preventable. 

• Among drowning deaths occurring in pools, hot tubs, and spas, 76% were in privately owned locations. 
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The following chart shows reviews of drowning deaths by age, race, ethnicity, sex, and county type.
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FOCUS ON PREVENTION: DROWNING

Potential Prevention Opportunities Include:
• Posting pool safety educational materials for personal pools on local health department Facebook pages and 

in news releases starting in May, encouraging the use of gates, locks, and pool covers to help prevent pool 
drownings. 

•  Educating the public on the importance of adult supervision near open water and the use of life jackets. 

•  Educating parents on the importance of constant adult supervision of children in bath tubs.
    

Current Prevention Efforts Include:

• Lorain County took the lead on a pool and swim safety campaign for the summer season. Brochures were 
created and distributed to businesses where pool chemicals are purchased. Information was posted on the 
county website and social media regarding these activities.

VEHICULAR INJURIES

In the United States, motor-vehicle related fatalities are among the top five causes of death in children. According to the 
National Center for Injury Prevention and Control, 2,644 transportation-related deaths occurred in children ages 17 and 
younger nationally in 2017.5 Included in this category are all deaths occurring to children who are drivers, passengers, 
pedestrians, or occupants of automobiles and other forms of vehicles, such as bicycles, snowmobiles, motorcycles, ATVs, 
sleds, and trains. The manner of death is usually accidental, but such deaths also can be ruled suicides or homicides. The 
deaths resulting from motor vehicle collisions can be attributed to not wearing seat belts, careless driving (contributing 
factors include inexperience, speeding, and distracted driving), and impairment. Motor vehicles include any motorized 
vehicle used for land transportation.

CFR Findings: 

• For the five-year period from 2015 through 2019, local CFR boards reviewed 368 deaths to children caused by 
vehicular injuries. 

• Eighty-six percent of the 368 vehicular deaths were found to be preventable. Preventability could not be 
determined in 6% of the reviews. Five percent of the reviews were found to be probably not preventable. 

•  For vehicle deaths in which the child was using an ATV, bicycle, or motorcycle, 63% of cases needed a helmet, 
but none was present, 13% used a helmet correctly, and 23% of cases had missing or unknown helmet use.
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The following chart shows reviews of vehicular deaths by age, race, ethnicity, sex, and county type.
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From 2015 to 2019, the majority of vehicular deaths occurred in an automobile.

Reviews of Vehicular Deaths by Child’s Vehicle Involved in Incident, 2015-2019 (n=368)

The position of the child was most often in the passenger seat (44%), followed by the driver seat (24%), or pedestrian 
(23%).

Reviews of Vehicular Deaths by Position of Child, 2015-2019 (n=368)
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Present,  
not used

Present, used 
incorrectly

Present, used 
correctly

Needed, but 
none present

Not needed
Missing/ 

Unknown

Protective Measure # % # % # % # % # % # %

Lap Belt 46 34% 1 1% 37 27% 1 1% 9 7% 43 31%

Shoulder Belt 47 34% 3 2% 32 23% 1 1% 7 5% 47 34%

Child Seat 0 0% 8 6% 11 8% 1 1% 94 69% 23 17%

Belt Positioning 
Booster Seat 2 1% 2 1% 5 4% 5 4% 88 64% 35 26%

Of the 73 vehicular deaths involving a child driver of a car, van, SUV, or truck, lap belts were present and used correctly in 
52% of death reviews, and shoulder belts were present and used correctly in 59% of death reviews.

Present,  
not used

Present, used 
incorrectly

Present, used 
correctly

Needed, but 
none present

Not needed
Missing/ 

Unknown

Protective Measure # % # % # % # % # % # %

Lap Belt 17 23% 3 4% 38 52% 0 0% 0 0% 15 21%

Shoulder Belt 19 26% 1 1% 43 59% 0 0% 0 0% 10 14%

Of the 137 vehicular deaths involving a child passenger of a car, van, SUV, or truck, correct usage of protective measures 
such as lap belts, shoulder belts, child seats, and booster seats varied from 4% to 27%.
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FOCUS ON PREVENTION: VEHICULAR INJURIES

Potential Prevention Opportunities Include:
• Recommending pregnant women be seen by an obstetrician immediately after being involved in a motor 

vehicle accident, even when minor. 

•  Considering development of ordinances against cellphone use while driving. 

•  Developing culturally competent pedestrian safety education. 

•  Developing potential requirements to improve lights on Amish buggies.  Increasing education on Amish buggy 
awareness in the community. 

• Improve the delivery of driver education to ensure young drivers learn necessary safety skills.

    
Current Prevention Efforts Include:

• Columbus Public Health’s Franklin County Safe Communities reached 2,375 teens by holding 12 IMPACT Teen 
Driving Presentations at 10 Franklin County high schools. 

•  The Perry County Health Department will partner with law enforcement to provide car seat education to 
deputies so they can help identify unsafe or improperly installed car seats and make referrals to the health 
department. The Perry County Health Department will continue community education/prevention campaigns 
and providing car seat training to parents.
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REVIEWS BY AGE GROUP
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INFANT DEATHS

Infant mortality is an important gauge of the health of a community because infants are uniquely vulnerable to the many 
factors that impact health, including socioeconomic disparities. The U.S. infant mortality rate for 2018 was 5.7 infant 
deaths per 1,000 live births.9 Ohio’s 2019 overall infant mortality rate was 6.9; the Black infant mortality rate was 14.3; and 
the white infant mortality rate was 5.1 deaths per 1,000 live births.10 Though the infant mortality rate in Ohio declined 
from 7.8 in 2006 to 6.9 in 2019, Ohio’s 2019 overall infant mortality rate remains higher than the national average. 

In addition, the racial disparity continues to be substantial, with Black infants dying at nearly three times the rate of white 
infants. For these reasons, The Ohio Department of Health has identified decreasing infant mortality as a top priority in its 
State Health Improvement Plan.17

CFR Findings
• For the five-year period from 2015 through 2019, local CFR boards reviewed 4,239 infant deaths. 

• Sixty-six percent of the 4,239 infant deaths were found to be probably not preventable. Preventability could not 
be determined in 16% of the reviews. Sixteen percent of the reviews were found to be preventable. 

• Seventy-nine percent (3,342) of infant deaths were due to a medical cause. Eighty-one percent (3,446) of infant 
deaths were by a natural manner. 
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The following chart shows reviews of infant deaths by age, race, ethnicity, sex, and county type.

Reviews of Infant Deaths by Age, Race, Ethnicity, Sex, County
Type, 2015-2019 (n=4,239)

Number of Reviews
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For medical causes of death, prematurity was the leading cause of death of the 3,342 infant death reviews. Other 
medical causes of death include diabetes, cancer, flu, neurological/seizure disorder, and asthma.

Reviews of Infant Deaths by Medical Causes, 2015-2019 (n=3,342)

Prematurity 58%

Other Perinatal Condition 3%

Cardiovascular 3%

Congenital 
Anomaly 19%

Other Medical
Condition 11%

Other Infection 3%

SIDS 1%
Pneumonia 1%

For external causes of death, unintentional asphyxia was the leading cause of the 441 infant death reviews. Other external 
causes of death include fall or crush, drowning, fire, burn, or electrocution, and poisoning.

Reviews of Infant Deaths by External Causes, 2015-2019 (n=441)

Unintentional Asphyxia 
62%

Other 12%

Undetermined 
12%

Vehicle 4%

Assault, 
Weapon,  

or Body Part 
9%

Poisoning, Overdose, or 
Acute Intoxication 2%

Note: “Other” includes other, drowning, fire, burn, electrocution, unknown, and fall or crush.
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Birth weight, maternal age, and birth history affect birth outcomes. The following tables show reviews of infant deaths 
deemed preventable based on birth weight and maternal age for 2015-2019.

Reviews of Preventable Premature Infant Deaths by Birth Weight, 2015-2019 (n=688)

Birth Weight # %

<500 Grams 27 4%

500-999 Grams 26 4%

1,000-1,499 Grams 19 3%

1,500-2,499 Grams 90 13%

2,500-3,999 Grams 439 64%

≥4,000 Grams 24 3%

Missing 8 1%

Unknown 55 8%

 Total 688 100%

Reviews of Preventable Premature Infant Deaths by Maternal Age, 2015-2019 (n=608)

Maternal Age* # %

≤19 Years 63 10%

20-24 Years 209 34%

25-29 Years 198 33%

30-34 Years 82 13%

35-39 Years 46 8%

≥40 Years 10 2%

Total 608 100%

*Where primary caregiver identified as biological mother and age recorded.

Reviews of Preventable Infant Deaths by Other Birth History Factors, 2015-2019 (n=688)

Yes No Unknown Missing

Other Birth History Circumstances # % # % # % # %

Multiple Gestation 37 5% 624 91% 19 3% 8 1%

No Prenatal Care 47 7% 569 83% 66 10% 6 1%

Mother Had Medical Complications During Pregnancy 289 42% 200 29% 178 26% 21 3%

Mother Smoked During Pregnancy 292 42% 301 44% 88 13% 7 1%

Mother Used Illicit Drugs or Misused OTC or  

Rx Drugs During Pregnancy
97 14% x x  x x x x

Infant Born Drug Exposed 81 12% 141 20% 68 10% 398 58%

Note: The variable for mother used illicit drugs or misused OTC or Rx drugs during pregnancy was recoded to default to “no,” with no 
opportunity to respond missing or unknown.
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OHIO EQUITY INSTITUTE

In 2012, the Ohio Department of Health began partnering with nine Ohio communities to improve overall birth 
outcomes and reduce the racial disparities in infant mortality. The Ohio Equity Institute, also known as OEI, is a 
data-driven, community-led, high-visibility movement by nine urban Ohio counties. In 2018, participating counties 
accounted for 55% of all infant deaths in Ohio and 88% of the state’s Black infant deaths.

 • Butler County

 • Canton, Stark County

 • Cincinnati, Hamilton County

 • Cleveland, Cuyahoga County

 • Columbus, Franklin County

 • Dayton, Montgomery County

 • Summit County

 • Toledo, Lucas County

 • Youngstown, Mahoning County

The structure of OEI is based on 1) race, racism, and inequities in birth outcomes, 2) epidemiology of birth 
outcomes, 3) evidence-based interventions for vulnerable populations, 4) leadership, and 5) evaluation.

Through data-driven decisions specific to target populations in participating communities, OEI counties have 
coordinated the availability and awareness of evidence-based strategies shown to improve birth outcomes. Some 
of these strategies include group facilitated prenatal care, safe sleep practices, smoking cessation, and safe birth 
spacing. In fiscal year 2019, the OEI structure transitioned to consist of teams addressing social determinants of 
health through policy and practice changes and neighborhood navigators connecting women to clinical and social 
services.

The Ohio Department of Health also helped OEI teams build capacity for infant mortality data analysis by funding 
an epidemiologist in each of the nine high-risk metropolitan areas. This data analysis support helps communities in 
planning, implementing, and evaluating infant mortality initiatives at the local level.

For more information about OEI, visit http://www.odh.ohio.gov/OEI.

http://www.odh.ohio.gov/OEI
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INFANT DEATHS DUE TO PREMATURITY

Prematurity is any birth prior to 37 weeks of gestation. Infants born even a few weeks early are at increased risk for 
severe health problems, lifelong disability, and death. Prematurity is the leading cause of infant death nationally. 
According to the CDC, nearly a half million infants (one out of every nine births) are born prematurely each year in 
the United States; Black women are 60% more likely than white women  have a premature birth.11 As the leading 
cause of death for Ohio’s children, prematurity is a major contributor to Ohio’s high infant mortality rate.

The CFR case report tool and data system capture information about prematurity as both a condition of birth and 
a cause of death. Gestational age at birth is noted for reviews of all infant deaths from all causes. Many infants born 
prematurely survive the immediate complications of their early birth, but die from some other cause. A separate 
variable is used to record the deaths directly attributed to prematurity. This chapter includes for analysis only those 
reviews in which the death was attributed directly to the prematurity.

In 2019, ODH initiated an evaluation to explore CFR boards’ processes, including the process for determining 
preventability of premature infant deaths. All CFR coordinators were surveyed, with an 81% completion rate, with 
questions on team composition, determining and defining preventability, review process, barriers, and requested 
resources from ODH. Among the survey findings, 66% of CFR boards consider deaths due to prematurity as 
sometimes preventable. All CFR boards decide on preventability as a group, with 95% reaching a decision by group 
discussion. About half of CFR boards use a standard definition of preventability; of those, 91% use the National 
Center for Fatality Review and Prevention (National Center) definition. The National Center is the technical support 
and data center serving CFR programs throughout the United States. Based on the survey, areas for improvement 
are access to medical records (47% of boards experience issues obtaining medical records), and targeted guidance 
documents for boards, created by ODH. Following the survey, several CFR coordinators were interviewed, providing 
rich qualitative data that ODH will analyze to better assist local CFRs to help improve the review process, including 
determination of preventability.

CFR Findings
• For the five-year period from 2015 through 2019, local CFR boards reviewed 1,929 infant deaths due to 

prematurity. 

• Seventy-nine percent of the 1,929 infant deaths due to prematurity were found to be probably not 
preventable. Preventability could not be determined in 17% of the reviews. Three percent of the reviews 
were found to be preventable. 

• Racial disparities in premature infant deaths are persistent. Despite Black children making up only 18% of 
the Ohio child population, 48% of premature infant deaths were Black infants. 

• Sixty-nine percent (1,334) of the premature infant deaths reviewed were for infants who lived less than 24 
hours. Sixty percent (1,239) of the premature infant deaths reviewed occurred at 20-24 weeks gestation, 
followed by less than or equal to 19 weeks gestation (18%).



46  Reviews by Age Group  

The following chart shows reviews of premature infant deaths by age, race, ethnicity, sex, and county type.
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Birth weight, maternal age, and birth history affect birth outcomes. The following tables show reviews of premature 
infant deaths based on birth weight and maternal age for 2015-2019.

Reviews of Preventable Infant Deaths by Birth Weight, 2015-2019 (n=117)

Birth Weight # %

<500 17 15%

500-999 77 66%

1,000-1,499 10 9%

1,500-2,499 4 3%

2,500-3,250 1 1%

Unknown 8 7%

Reviews of Preventable Infant Deaths by Maternal Age,* 2015-2019 (n=54)

Maternal Age* # %

≤19 2 4%

20-24 13 24%

25-29 17 31%

30-34 12 22%

35-39 9 17%

≥40 1 2%
*Where primary caregiver identified as biological mother and age recorded.

Reviews of Preventable Infant Deaths by Other Birth History Factors, 2015-2019 (n=1,929)

Yes No Unknown Missing

Other Birth History Circumstances # % # % # % # %

Multiple Gestation 418 22% 1,450 75% 38 2% 23 1%

No Prenatal Care 1,502 78% 208 11% 211 11% 8 <1%

Mother Had Medical Complications During 
Pregnancy 1,233 64% 202 10% 441 23% 53 3%

Mother Used Illicit Drugs or Alcohol During 
Pregnancy 107 6% x x x x x x

Infant Born Exposed to Substance(s) 68 4% 321 17% 251 13% 1,289 67%

Note: The variable for mother used illicit drugs or alcohol during pregnancy was recoded to default to “no,” with no opportunity to 
respond missing or unknown.
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DEATHS TO CHILDREN AGES 1 TO 4 YEARS

Toddlers and preschoolers experience increased mobility and more awareness of their surroundings, but lack the 
reasoning skills to protect themselves from many dangers.12 According to the National Center for Health Statistics, the 
leading causes of death for children ages 1 to 4 years are accidents, congenital anomalies, and cancer. Nationally, the 
2017 mortality rate for this age group was 24.3 deaths per 100,000,13 while Ohio’s mortality rate for this age group was 
11.9 deaths per 100,000.5

CFR Findings
• For the five-year period from 2015 through 2019, local CFR boards reviewed 646 deaths to children ages 1 to 4 years. 

• Thirty-nine percent of the 647 deaths to children ages 1 to 4 years were found to be probably not preventable. 
Preventability could not be determined in 13% of the reviews. Forty-six percent of the reviews were found to be 
probably preventable. 

• Forty-eight percent (313) of reviewed deaths were due to a natural manner, followed by 34% (219) due to an 
accidental manner. 

• Forty-seven percent (307) of reviewed deaths were due to medical causes, and 47% (302) were due to external causes.

The following chart shows reviews of deaths to children ages 1 to 4 years by age, race, ethnicity, sex, and county type.

White

Black

Other

Missing/Unknown

Non-Hispanic

Hispanic

Missing/Unknown

Male

Female

Metropolitan

Rural Appalachian

Suburban 

Non-Appalachian

579

28

213209

406

Ra
ce

Et
hn

ic
ity

Se
x

Co
un

ty
 T

yp
e

40

372

75

377

9

270

Reviews of Deaths to Children Ages 1 to 4 Years by Race, Ethnicity, Sex,  
County Type, 2015-2019 (n=647)

Number of Reviews

122

78

19



Reviews by Age Group                49
   

For external causes of death, vehicular injuries, drowning, and assault were the leading causes of death in reviews for 
children ages 1 to 4 years.

Reviews of Deaths to Children Ages 1 to 4 Years by External
Causes, 2015-2019 (n=301)
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For medical causes of death, “other medical conditions,” and congenital anomalies were the leading causes of death in 
reviews for children ages 1 to 4 years. Other medical conditions include flu and diabetes.

Reviews of Deaths to Children Ages 1 to 4 Years by Medical
Causes, 2015 2015-2019 (n=307)
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DEATHS TO CHILDREN AGES 5 TO 9 YEARS

Children ages 5 to 9 years continue to improve motor skills and have more regular contact with people outside of their 
families. They have a growing understanding of consequences and of right and wrong.12 According to the National Center 
for Injury Prevention and Control, the leading causes of death for children ages 5 to 9 years nationally are motor vehicle 
injuries, cancer, and congenital anomalies.5

CFR Findings
• For the five-year period from 2015 through 2019, local CFR boards reviewed 363 deaths to children ages 5 to 9 

years. 

•  Fifty-five percent of the 363 deaths to children ages 5 to 9 years were found to be probably not preventable. 
Preventability could not be determined in 11% of the reviews. Thirty-three percent of the deaths were found to 
be probably preventable. 

•  Sixty-three percent (227) of reviewed deaths were due to a natural manner, followed by 27% (99) due to an 
accidental manner. 

•  Sixty-two percent (226) of reviewed deaths were due to medical causes and 35% (127) were due to external 
causes.

The following chart shows reviews of deaths to children ages 5 to 9 years by race, ethnicity, sex, and county type.
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For external causes of death, vehicular injuries and fire, burn, or electrocution injuries were the leading causes in reviews 
for children ages 5 to 9 years.

Reviews of Deaths to Children Ages 5 to 9 Years
by External Causes, 2015-2019 (n=127)
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For medical causes of death, cancer and “other medical condition” were the leading causes of death in reviews for children 
ages 5 to 9 years.

Reviews of Deaths to Children Ages 5 to 9 Years by
Medical Causes, 2015-2019 (n=226)
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DEATHS TO CHILDREN AGES 10 TO 14 YEARS

Children in early adolescence experience many physical, cognitive, and social-emotional changes. As children ages 10 to 
14 years experience more independence, they also encounter strong peer pressure.12 According to the National Center 
for Injury Prevention and Control, nationally the leading causes of death for children ages 10 to 14 years are vehicular 
injuries, cancer, and suicide.5

CFR Findings
• For the five-year period from 2015 through 2019, local CFR boards reviewed 497 deaths to children ages 10 to 14 

years. 

• Forty-four percent of the 497 deaths to children ages 10 to 14 years were found to be probably not preventable. 
Preventability could not be determined in 12% of the reviews. Forty-three percent of the reviews were found to 
be probably preventable. 

• Fifty percent (250) of reviewed deaths were due to a natural manner, followed by 21% (102) due to an accidental 
manner, and 21% (102) due to suicide. 

• Fifty-one percent (251) of reviewed deaths were due to medical causes, and 48% (237) were due to external 
causes.

The following chart shows reviews of deaths to children ages 10 to 14 years by age, race, ethnicity, sex, and county type.

Reviews of Deaths to Children Ages 10 to 14 Years by Race,
Ethnicity, Sex, County Type, 2015-2019 (n=497)
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For external causes of death, assault with a weapon or body part, and vehicular injuries were the leading causes of death 
in reviews for children ages 10 to 14 years. Other includes unintentional asphyxia and fall or crush.
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For medical causes of death, “other medical condition” and cancer were the leading causes of death in reviews for children 
ages 10 to 14 years. Other medical conditions include infections, pneumonia, diabetes, and flu.

Reviews of Deaths to Children Ages 10 to 14 Years by
Medical Causes, 2015-2019 (n=251)
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DEATHS TO CHILDREN 15 TO 17 YEARS OLD

Teenagers experience changes in how they think, feel, interact with others, and grow. Adolescents work to express their 
independence as they become of legal age to drive a vehicle and begin working jobs.14 For these reasons, reviews for 
deaths in children ages 15 to 17 years by manner show a more even distribution than previous age groups. According to 
the National Center for Injury Prevention and Control, the leading causes of death for children ages 15 to 17 years nation-
ally are firearm injuries, motor vehicle injuries, and suffocation.15

CFR Findings
• For the five-year period from 2015 through 2019, local CFR boards reviewed 750 deaths to children ages 15 to 17 

years.
• Twenty-nine percent of the deaths to children ages 15 to 17 years were found to be probably not preventable. 

Preventability could not be determined in 10% of the reviews. Sixty percent of the reviews were found to be 
probably preventable.

• Thirty-three percent (254) of reviewed deaths were due to an accidental manner, 29% (214) were due to a natural 
manner, 25% (188) were due to suicide, and 12% (90) were due to homicide.

• Twenty-nine percent (214) of reviewed deaths were due to medical causes, and 70% (524) were due to external 
causes.

The following chart shows reviews of deaths to children ages 15 to 17 years by age, race, ethnicity, sex, and county type.

Reviews of Deaths to Children Ages 15 to 17 Years by Race, Ethnicity, Sex,  
County Type, 2015-2019 (n=750)
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For external causes of death, assault with a weapon or body part and vehicular injuries were the leading causes of death 
in reviews for children ages 15 to 17 years. Other includes fire, burn, or electrocution, unintentional asphyxia, and fall or 
by being crushed.
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For medical causes of death, “other medical conditions,” and cancer were the leading causes of death in reviews for chil-
dren ages 15 to 17 years. Other medical conditions include infections, diabetes, flu, and malnutrition.
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ADDITIONAL POTENTIAL AND CURRENT PREVENTION OPPORTUNITIES  
FOR CHILDREN OF ALL AGES

Local CFR boards conduct case reviews and analyze the data from those reviews to develop recommendations in order 
to prevent future deaths. There are many more potential and current prevention opportunities submitted by local boards 
listed below, in addition to the subject-specific opportunities included throughout the report.

Potential Prevention Opportunities Include: 
• Promoting enrollment in evidence-based home visiting programs.

• Putting together a support team to visit families upon the loss of a child to share resources and support. 

• Encouraging safe breastfeeding techniques. 

• Increasing awareness of gun safety and, specifically, hunter safety courses. 

• Encouraging gun owners to make sure their guns are locked in safes. 

• Increasing communication with Amish and Mennonite populations and focus on medical insurance, primary 
care facilities, home safety, and adoptions. 

• Increasing Amish buggy awareness. 

• Suggesting that child protective services (CPS) workers not close a referred case until the referred agency has 
properly received and acted on the referral. 

• Stressing the importance of proper hydration during childhood illness. 

• Beginning a media campaign on the importance of prenatal care. 

• Reaching out to families who are not receiving adequate prenatal care. 

• Continuing efforts to promote prenatal care and smoking cessation, especially for pregnant women. 

• Providing information to the community about existing programs for smoking cessation (e.g., Baby and Me 
Tobacco Free). 

• Restoring funding for the Newborn Home Visit Program. 

• Promoting home visiting programs, such as Help Me Grow. 

• Promoting Medicaid-funded transportation services for medical visits. 

• Posting pool safety educational materials on social media. 

• Encouraging parents to use gates, locks, and pool covers to prevent access to pools. 

• Engaging the Amish community about proper road safety, including the use of reflectors. 

• Increasing the age at which an adolescent can become a fully licensed driver and, therefore, extending the time 
during which adolescents will hold a temporary license. 

• Increasing penalties for distracted driving charges.
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Additional Current Prevention Efforts
• Auglaize County has started an education initiative for parents as part of hospital discharge and is exploring 

integrating that into a home visiting program. 

• Hocking County is implementing a policy to require home visits on open CPS cases. 

• Logan County received a grant through the Ohio Children’s Trust Fund. They will use the funds to provide child 
safety education through home visits and onsite classes. 

• Logan County will increase education regarding hydration during childhood illness. 

• Lorain County is planning to work collaboratively with partner counties to share records more efficiently. 

• The Muskingum County Child Fatality Review Board will notify CPS when they are made aware of cases involving 
substance abuse and multiple children. 

• Knox County will increase the information disseminated during Amish Safety Day in Martinsburg and 
Bladensburg. 

• Morgan County will gather contact information for leaders in Amish and Mennonite communities in order to 
communicate more effectively. 

• Perry County will work with local law enforcement to encourage and coordinate hunter safety classes. 

• Erie County has instructed school-based health centers, as well as other healthcare locations, to provide primary 
care, dental, and mental health services. 

• Fairfield County is increasing the frequency of meeting with partner agencies to provide information and receive 
records. Additionally, the county is educating providers on protocol regarding death certificates and recording 
causes of death. 

• Hocking County CPS has implemented policies for case workers sending children home from the hospital with 
parents when this occurs against hospital recommendation. 

• Lawrence County’s Rome Township Fire Department has a grant for smoke detectors and will distribute and 
install them in homes with the help of Child and Family Services. 

• Perry County is working with local fire departments to ensure availability of smoke and carbon monoxide 
detectors in homes and is educating the public on the use of space heaters. 

• The Lorain County Child Fatality Review Board is working to decrease preterm births, a priority for the county. 

• Mahoning County held Window Covering Safety Month to educate parents about dangling or exposed cords 
that can be a strangulation hazard for children. 

• Portage County has created the Safe Kids Coalition to look at injury risks and trends for the community. The 
group is planning activities, programming, and educational resources related to these needs. 

• Meigs County is collaborating with a pediatrician to ensure that adequate health education is being provided to 
mothers during prenatal visits. Topics of primary interest are the effects of drugs on the development and health 
of children.
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CONCLUSION

The mission of CFR is the prevention of child deaths in Ohio. CFR treats each child’s death as a tragic story, not a simple 
statistic. Individually, these deaths are often sudden, unexpected and shocking, for both the family and the community. 
Many deaths seem to happen “out of the blue,” but as the facts about the circumstances of all the deaths are compiled 
and analyzed, certain risks to children become clear, including: 

• Prematurity, which accounts for nearly half of all infant deaths. 

• Unsafe sleep environments, which place healthy infants at risk of sudden death. 

• Riding unrestrained in vehicles, which puts children at greater risk of death in the event of a crash. 

• Racial disparity that results in Black children dying from homicide at more than three times the expected rate.

While there is no way to predict most child deaths, we are able to identify some groups of children who are at increased 
risk of death. The analysis of the data leads to difficult questions: What community systems are in position to identify 
children at risk? Are systems available and accessible to all? Were opportunities for interventions missed? Why were 
attempted interventions ineffective? How can these tragic deaths be prevented?

This report summarizes the process of local reviews by multi-disciplinary boards of community leaders, which results in 
data regarding the circumstances related to each death. It is intended to be a vehicle to share the findings with the wider 
community to engage others in concern about these and other risks. Partners are needed to develop recommendations 
and implement policies, programs, and practices that can have a positive impact in reducing the risks and improving 
the lives of Ohio’s children. We encourage you to use the information in this report and to share it with others who can 
influence changes to benefit children. We invite you to collaborate with local CFR boards to prevent child deaths in Ohio.

For more information on this report or the Child Fatality Review Program, please contact:

Ohio Department of Health
Child Fatality Review Program
246 N. High St., 3rd Floor Columbus OH 43215
Phone: (614) 466-3335
Amy.Davis@odh.ohio.gov

mailto:Amy.Davis@odh.ohio.gov
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 APPENDIX I: OVERVIEW OF OHIO CHILD FATALITY REVIEW PROGRAM

Child deaths are often regarded as indicators of the health of a community. While mortality data provide us with an 
overall picture of child deaths by number and cause, it is from a careful study of each and every child’s death that we can 
learn how best to respond to a death and how best to prevent future deaths.

Recognizing the need to better understand why children die, Governor Bob Taft signed a bill in July 2000 mandating 
child fatality review (CFR) boards in each of Ohio’s counties to review the deaths of children younger than 18. For the 
complete law and administrative rules pertaining to CFR, refer to the Ohio Department of Health website at  
www.odh.ohio.gov/odhprograms/cfhs/cfr/cfrrule.aspx.

The mission of these local review boards, as described in the law, is to reduce the incidence of preventable child deaths. 
To accomplish this, it is expected that local review teams will:

• Promote cooperation, collaboration, and communication among all groups that serve families and children.

• Maintain a database of all child deaths to develop an understanding of the causes and incidence of those deaths.

• Recommend and develop plans for implementing local service and program changes and advise ODH of data, 
trends, and patterns found in child deaths.

While membership varies among local boards, the law requires that minimum membership include:

• County coroner or designee.

• Chief of police or sheriff or designee.

• Executive director of a public children service agency or designee.

• Public health official or designee.

• Executive director of a board of alcohol, drug addiction, and mental health services or designee.

• Pediatrician or family practice physician.

Additional members are recommended and may include the county prosecutor, fire/emergency medical service 
representatives, school representatives, representatives from Ohio Family and Children First Councils, other child 
advocates, and other child health and safety specialists. The local health commissioner serves as board chairperson in 
many counties.

CFR boards must meet at least once a year to review all deaths of child residents of that county. The basic review process 
includes:

• The presentation of relevant information.

• The identification of contributing factors.

• The development of data-driven recommendations.

Local CFR board review meetings are not open meetings and all discussion and work products are confidential.
 

www.odh.ohio.gov/odhprograms/cfhs/cfr/cfrrule.aspx
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Each local CFR board provides data to the Ohio Department of Health by recording information on a case report tool 
before entering it into a national web-based data system. The report tool and data system were developed by the 
National Center for Fatality Review and Prevention (NCFRP) with a cooperative agreement from the federal Maternal 
and Child Health Bureau. The tool captures information about the factors related to each death and the often-complex 
conversations that happen during the review process in a format that can be analyzed on the local, state, or national level. 
This report is based on the analysis of data from the NCFRP data system.

The Ohio Department of Health is responsible for providing technical assistance and annual training to the CFR boards. 
Throughout the year, conference calls and NCFRP webinars provide additional training opportunities for Ohio’s local 
boards.

Ohio Department of Health staff coordinate the data collection, assure the maintenance of a web-based data system, 
and analyze the data reported by the local boards. The annual state report is prepared and published jointly with the 
Ohio Children’s Trust Fund. As the value of CFR has been promoted widely, Ohio Department of Health staff receive many 
requests for data reports on specific topics or for specific geographic regions.

By reporting the information by year of death, it is possible to compare CFR data with data from other sources such 
as vital statistics. In making such comparisons, it is important to use caution and acknowledge the unique origins and 
purposes for each source of data. CFR data included in this report are the outcome of thoughtful inquiry and discussion 
by a multi-disciplinary group of community leaders who consider all the circumstances surrounding the death of each 
child. They bring to the review information from a variety of agencies, documents, and areas of expertise. Their careful 
review process results in a thorough description of the factors related to child deaths.

Despite their best efforts, CFR boards are not able to review every child death. Some reviews must be delayed until all 
legal investigations and prosecutions are completed. Some deaths occur outside the county of residence or outside the 
state, resulting in long delays in notification to the CFR board. Due to these variables, it is usually impossible to find an 
exact number-for-number match between CFR data and data from other sources such as vital statistics. The unique role of 
CFR data is to provide a comprehensive depth of understanding to augment other, more one-dimensional data sources.
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APPENDIX II: FETAL INFANT MORTALITY REVIEW 

Health throughout one’s lifetime is influenced by the interplay of risk and protective factors, such as socioeconomic 
status, environmental exposures, health behaviors, stress, and nutrition. Deaths across the lifespan often have 
intertwined risk factors. Using the Life Course Framework and building on the successful model of Child Fatality Review, 
the Ohio Department of Health initiated an additional review program in 2014 to fully understand the issues of fetal and 
infant mortality.

Fetal Infant Mortality Review (FIMR) is a multi-disciplinary, multi-agency, community-based program that identifies local 
infant mortality issues through the review of fetal and infant deaths and develops recommendations and initiatives to 
reduce infant deaths.

The FIMR process includes the following:

• Identification of cases based on the infant mortality issues of the community.

• Collection of appropriate records from medical, social service, and other providers.

• Maternal interview.

• Abstraction of available records to produce a de-identified case summary.

• Presentation of de-identified case summary to review team.

• Development of data-driven recommendations.

• Implementation of recommendations to prevent future deaths.

The classic FIMR includes two components: a case review team (CRT) and a community action team (CAT).
 • CRT — reviews case summaries and develops recommendations. 

 o Diversity and community involvement in the CRT is key. 

 o CRT members should have influence and commitment to improvement of services. 

 o Members should be those who provide services for families as well as community advocates.   
 Recommended professionals include: representatives from local health department, OB/GYN, social  
 services, SIDS agencies, Medicaid, WIC, minority advocacy, child care providers, drug treatment centers, and  
 hospital administrators.

 • CAT — reviews the recommendations presented by the CRT and develops a plan to implement these 
interventions. 

  o It is recommended that an existing community group serve as the CAT, rather than creating a new team. 

  o Examples of possible CAT teams: Healthy Mothers/Healthy Babies program, Prenatal/Perinatal Regional  
 Consortium, Community Advisory Board, mayor’s or county commissioners’ blue ribbon panel on infant  
 mortality.

  o The CAT coordinates its plan with the CRT and shares its interventions.
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Key roles for local FIMR programs include coordinator, abstractor, and interviewer. These positions can be held by one 
person, or three different, coordinated staff members. Most of the FIMR budget is spent on salaries for these positions.

• Coordinator: 
o Oversees the FIMR process including: selection of cases to review; monitoring case preparation; 

coordination of CRT and CAT teams, meetings and activities; and preparation and summarization of data for 
local teams and the Ohio Department of Health.

• Abstractor: 

o Requests medical/social services records, enters appropriate information (including maternal interview) into 
the database system, and prepares case summary.

• Interviewer: 

o Tracks, contacts, and engages the mother/family of the infant who died, conducts interview, and provides 
information to abstractor.

Similarities of FIMR and CFR:

• Both are local systems, with local control and determination.

• Both are public health focused.

• Both are prevention focused.

• Neither is a medical peer review system.

• Neither is investigative or prosecutorial.

• Neither is research.

Differences between FIMR and CFR: 

• CFR is mandated by the Ohio Revised Code, FIMR is not. 

• FIMR has two teams, a CRT and a CAT. 

• Number and type of cases reviewed – FIMRs usually review a relevant sample of cases, which includes fetal deaths 
and infant deaths up to 1 year of age; CFR in Ohio reviews all child deaths from birth through age 17. 

• Anonymity – FIMR is de-identified, whereas CFR is confidential. 

• Family Participation – FIMR includes a maternal/family interview. 

• Community Participation – FIMR includes lay community members on the case review team. 

• Membership – FIMR teams usually include more OB/GYN, maternal-fetal medicine, and neonatology 
representatives than CFR.

Ohio currently has nine FIMR teams:

• Butler County • Franklin County (Columbus) • Cuyahoga County

• Hamilton County • Mahoning County • Montgomery County

• Stark County • Summit County • Toledo-Lucas County
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APPENDIX III: OHIO COUNTY TYPE DESIGNATIONS

Ohio’s 88 counties have been categorized into four county types: Appalachian; rural non-Appalachian; metropolitan; 
and suburban. In 2008, Ashtabula, Trumbull, and Mahoning counties were added to the Appalachian counties and are 
reflected as such in this report.
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APPENDIX IV: GLOSSARY

Cause of Death: The disease or injury that initiated the train of events leading directly to death, or the circumstances 
of the accident or violence that produced the fatal injury.

Congenital Anomaly: Category of cause of death includes deaths caused by congenital malformations, deformations, 
and chromosomal anomalies, and congenital disorders.

County Type: Ohio’s 88 counties have been categorized into four county types. This report divides counties into 
Appalachian, rural non-Appalachian, metropolitan, and suburban.

Ethnicity: Ethnicity determines whether a person is of Hispanic origin or not.

Infant Death: The death of a live-born baby before his or her first birthday.

Infant Mortality Rate: The number of infant deaths in a specific year divided by the number of live births within that 
same year, multiplied by 1,000.

Manner of Death: Manner of death is a classification of deaths based on the circumstances surrounding a cause of 
death and how the cause came about. The five manner of death categories on the Ohio death certificate are natural, 
accident, homicide, suicide, or undetermined/pending/unknown.

Ohio Equity Institute (OEI): The Ohio Equity Institute for Equity in Birth Outcomes, is a partnership between ODH 
and nine urban communities to improve birth outcomes and reduce racial disparities in infant deaths.

Prematurity: Category of infant cause of death comprised of short gestation and low birth weight as well as several 
other causes.

Preventability: The community or an individual could reasonably have changed the circumstances that led to a death.

SIDS: Sudden infant death syndrome, a category for infant cause of death. The sudden death of an infant younger than 
1 that cannot be explained after a thorough case investigation, including a complete autopsy, examination of the death 
scene, and review of the clinical history.

Vital Statistics: The statewide system for the registration of births, deaths, fetal deaths, and other vital events that 
happen within the State of Ohio.

WIC: The Special Supplemental Nutrition Program for Women, Infants, and Children is a federal program administered 
by the state to income eligible women and their children up to age 5. The program improves pregnancy outcomes by 
providing or referring to support services.
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