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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’s acknowledgement 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 also extend our thanks to the Ohio Child Fatality Review Advisory Committee members. Their input and 
support in directing the development of CFR in Ohio has led to continued program improvements.

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.



Letter from the Directors  3
   

Dear Friends of Ohio Children:

We respectfully present the Ohio Child Fatality Review (CFR) Nineteenth 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 2014 to 
2018. 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 health care 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 everyone to work together to prevent untimely child deaths in Ohio 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; and

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

We encourage you to utilize 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,

 Amy Acton, MD, MPH   Lindsay Williams, MSW, LSW
Director  Executive Director

Ohio Department of Health  Ohio Children’s Trust Fund

    



4  CFR and Preventability

CHILD FATALITY REVIEW AND PREVENTABILITY

The mission of Child Fatality Review (CFR) is to reduce the incidence of preventable child deaths in Ohio. The Ohio 
Child Fatality Review Nineteenth Annual Report presents information from the reviews of deaths that occurred in 2018, 
as well as a summary of the data for deaths that occurred from 2014 through 2018. Child death reviews from 2018 
show the most recent manners and causes of deaths while the deaths from 2014–2018 show trends over a five-year 
period. 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 if the child’s 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 ordinance 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 that are 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.

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 because of small numbers making it 
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, less than 2% of deaths to children of the twelve 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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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, etc. about infant sleep-related dangers 

and how to minimize risk.

• The Crawford County Public Health Help Me Grow Division obtained the Cribs for Kids grant for 
the first time in the fall of 2018 which includes education and awareness on safe sleep.

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

• Mahoning County provided QPR (Question, Persuade, and Refer) Instructor training in 
collaboration with the Mahoning County Mental Health & Recovery Board. Twenty Mahoning 
County-based practitioners and community members will be trained this year as QPR 
Instructors, who will provide gatekeeper trainings in the county.

 
Motor Vehicle Safety

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

• Tuscarawas County is promoting safe motor vehicle practices through partnering with Safe 
Communities to promote messages to local high schools about drinking and driving, distracted 
driving, and seat belt use.

 
Firearm Safety

• Explore efforts to support city programs to decrease gun violence across Ohio. 

• Portage County Health District created a gun safety/awareness brochure and provided gun locks 
that had been donated by the Ravenna Police Department.

 
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. 

• The Brown County Sheriffs Office had a policy change regarding body recovery based on a 
drowning death.
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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 death occurred. Local CFR boards 
reviewed the deaths of 1,217 children who died in 2018. These deaths represent 82% of all child deaths (1,490) 
reported to 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.

The following chart shows preventability findings for child death reviews for 2018.

Reviews by Preventability, 2018 (n=1,217)

No, Probably not 53%

Yes, Probably 27%

Could Not 
Determine 16%

Missing 5%
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REVIEWS BY DEMOGRAPHIC CHARACTERISTICS

• Sixty-three percent (771) of the reviews were for children less than one year of age.

• Black children are overrepresented in child death reviews (33%) compared to their representation in the 
general Ohio child population (14%).

• Males are also overrepresented in child death reviews, comprising 60% of reviews.

• Local CFR boards found that twenty-seven percent (329) of the 1,217 deaths reviewed from 2018 were 
preventable.

The following chart shows reviews of death by age, race, ethnicity, gender, 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 five manner of death categories on the Ohio death certificate are natural, accident, homicide, 
suicide, or undetermined/pending/unknown.

Manner of Death of Children Reviewed from 2018 (n=1,217)

CFR 2018 Manners of Death CFR Annual Report Definition

Natural
815 Cases Reviewed (67%)

Deaths caused by the natural disease process, including 
prematurity, and not an accident or violence.

Homicide
37 Cases Reviewed (3%)

The deliberate and unlawful killing of a person by another 
person.

Accident
195 Cases Reviewed (16%)

Deaths caused by unintentional rather than by natural 
causes, suicide, or murder.

Suicide
73 Cases Reviewed (6%)

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

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 2018 (n=1,217)

CFR 2018 Causes of Death CFR Annual Report Definition

Medical
803 Cases Reviewed (66%)

Deaths caused from a natural process such as disease, 
prematurity, or congenital defect.

External
314 Cases Reviewed (26%)

Deaths caused by injuries, either intentional or unintentional, 
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.1

Undetermined 
70 Cases Reviewed (6%)

Cause of death cannot be determined as medical or external.

Unknown
30 Cases Reviewed (2%)

Cause of death is unknown.
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REVIEWS BY MEDICAL CAUSES

Sixty-six percent (803) of the 1,217 reviews for 2018 deaths were from 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 conditions were the three 
leading medical causes of death.

 • Forty-three percent (345) of the deaths from medical causes were due to prematurity/low birth weight.

 • Nineteen percent (156) were due to congenital anomalies.

 • Eleven percent (88) were due to other medical conditions.

 • Four percent (35) were due to cardiovascular causes.

The following chart shows the three leading medical causes of death by age, race, and gender.
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REVIEWS BY EXTERNAL CAUSES

Twenty-six percent (314) of the 1,217 reviews for 2018 deaths were due to external causes. Asphyxia, vehicular 
injuries, and weapons injuries were the three leading external causes for the 314 reviews.

 • Twenty-five percent (80) were injuries due to weapons injuries, including the use of body parts as weapons.

 • Twenty-three percent (72) were due to vehicular injuries.

 • Nineteen percent (60) were due to asphyxia.

The following chart shows the three leading external causes of death by age, race, and gender.
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REVIEWS FOR 2014-2018 DEATHS
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SUMMARY OF REVIEWS

For the five-year period 2014-2018, reviews were completed for 6,785 child deaths, which represents 90%  
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. 
Local CFR boards found that 27% (1,832) of the 6,785 deaths reviewed from 2014-2018 were preventable.

The following chart shows preventability findings for child deaths reviews from 2014-2018.

Reviews by Preventability, 2014-2018 (n=6,785)

No, Probably Not 58%

Yes, Probably 27%

Could Not 
Determine

13%

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 gender, 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 county of the child’s residence.

The following chart shows reviews of deaths by age, race, ethnicity, gender, and county type.
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REVIEWS BY 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.

Manner of Death of Children Reviewed from 2014-2018 (n=6,785)

CFR 2014-2018 Manners of Death CFR Annual Report Definition

Natural
4,682 Cases Reviewed (69%)

Deaths caused by the natural disease process, including 
prematurity, and not an accident or violence.

Homicide
271 Cases Reviewed (4%)

The deliberate and unlawful killing of a person by another person.

Accident
1,018 Cases Reviewed (15%)

Deaths caused by unintentional rather than by natural causes, 
suicide, or murder.

Suicide
271 Cases Reviewed (4%)

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

Undetermined 
475 Cases Reviewed (7%) 

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

Pending/Unknown
68 Cases (1%) 

Pending criminal investigation or prosecution.

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. 

Cause of Death of Children Reviewed from 2014-2018 (n=6,785)

CFR 2014-2018 Manners of Death CFR Annual Report Definition

Medical
4,614 Cases Reviewed (68%)

Deaths caused from a natural process such as disease, 
prematurity, or congenital defect.

External
1,628 Cases Reviewed (24%)

Deaths caused by injuries, either intentional or unintentional, 
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.2

Undetermined 
339 Cases Reviewed (5%)

Cause of death cannot be determined as medical or external.

Unknown
136 Cases Reviewed (2%)

Cause of death is unknown.
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REVIEWS BY MEDICAL CAUSES

Sixty-eight percent (4,608) of the deaths reviewed were due to medical causes.

• Most deaths due to medical causes were infants less than one year of age.

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

• Congenital anomalies accounted for 18% 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 2014-2018.

Reviews of Deaths by Medical Causes, 2014-2018 (n=4,608)
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REVIEWS BY EXTERNAL CAUSES

Twenty-four percent (1,654) of deaths reviewed were due to external causes.
 • The most frequent external causes of death were weapons injuries, including the use of body parts   

 as weapons (30%).

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

 • Unintentional asphyxia accounted for an additional 18% 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 2014-2018.

Reviews of Deaths by External Causes, 2014-2018 (n=1,654)
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REVIEWS BY SPECIAL CATEGORIES OF DEATH
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CHILD ABUSE AND NEGLECT, ALL AGES

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 their 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 2014 through 2018, local CFR boards reviewed 161 deaths from child   

 abuse and neglect. These represent 2% of the 6,785 deaths reviewed. 

 • Sixty-three percent (101) of the reviews indicated that abuse caused or contributed to the death, while  
 37% (60) indicated that neglect caused or contributed to the death. 

 • Seventy-eight percent (126) of child abuse and neglect deaths occurred among children younger than  
 five years old. 

 • Thirty-seven percent (59) of the child abuse and neglect deaths reviewed indicated the child had a  
 prior history of maltreatment. 

 • Thirty-two percent (51) 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, gender, 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,  
2014-2018 (n=101)

Local CFR teams found 90% of the 60 deaths in which neglect caused or contributed to the death were 
preventable.

Reviews of Child Neglect Deaths by Preventability,  
2014-2018 (n= 60)

No, Probably Not 3%
Could Not Determine 4%

Missing 1%

Yes,Probably 90%

Yes, Probably  92%

Could Not 
Determine 10%
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There was information available about the primary person that caused or contributed to the death for 148 of the 
161 (92%) reviews. The following table breaks down the primary person that caused or contributed to the death by 
relationship to the child.

Reviews of Child Abuse and Neglect Deaths by Primary Person Responsible,  
2014-2018 (n=148)

Person # %

Biological Parent 99 67%

Mother’s or Father’s Partner 22 15%

Adoptive/Foster/Step Parent 6 4%

Babysitter 5 3%

Other Relative 3 2%

Friend/Acquaintance 2 1%

Grandparent 2 1%

All Others 9 6%
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For external causes of death, assault, weapon, or body part injuries were the leading cause of the 132 child abuse 
and neglect death reviews.

Reviews of Child Abuse and Neglect Deaths by External Causes, 2014-2018 (n=132)

For medical causes of death, asthma/respiratory and other medical conditions were the leading causes of the 20 
child abuse and neglect death reviews.

Reviews of Child Abuse and Neglect Deaths by Medical Causes, 2014-2018 (n=20) 
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FOCUS ON PREVENTION: CHILD ABUSE AND NEGLECT

Potential Prevention Opportunities Include: 
• Approaching child abuse and neglect prevention from a public health perspective. This includes an 

emphasis on universal awareness, primary prevention services, and community partnerships. 

• Identifying families with risk factors for child abuse and neglect “upstream” and connecting them with 
services and supports before a crisis occurs. 

• Cultivating community-based prevention programs where families can access services such as information 
and referral, parent education, financial literacy training, and legal services. 

• Utilizing a strengths-based approach to enhance parental protective factors such as resilience, social 
connections, knowledge of parenting and child development, and access to concrete supports in times  
of need. 

• Increasing the use of data and research surrounding the implementation and evaluation of evidence-
based programs for child abuse and neglect prevention.

Current Prevention Efforts Include:
• Hancock County Child Protective Services (CPS) is increasing efforts by local agencies to better coordinate the 

identification and reporting of child neglect cases, organizing caseworkers training, and participating in periodic 
interagency review meetings. Hancock County CPS will work with regional, state, and national partners to 
identify communication and information-sharing gaps on multi-jurisdictional and inter-state cases.

• Lucas County provides infant caretakers with the resources of Mercy Health’s Crying Baby Hotline 24 
hours a day, seven days a week. Caretakers can speak to a registered nurse whenever they are frustrated 
or concerned about a baby who won’t stop crying. An assessment is done over the phone to uncover 
any possible health issues for the crying. When no issues are found, callers are educated on comforting 
techniques to help soothe the baby. Support and encouragement are also provided to the callers.

• 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.

• From a statewide perspective, Ohio is working with several counties to implement a program called 
Accelerated Safety Analysis Protocol (ASAP), which provides additional oversight and support to caseworkers 
and supervisors for cases that are identified as having multiple risk factors for child fatalities and near fatalities.
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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 in 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, 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 regional child abuse and neglect prevention councils representing all of Ohio’s 
88 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 able to be 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 one 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 now are required to complete a death scene investigation using the CDC protocol 
and the 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 2018, ODH funded partners implemented safe sleep programs in over half of Ohio’s 88 counties. 
This includes Cribs for Kids & Safe Sleep grantees and 15 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 2014 through 2018, local boards reviewed 693 sleep-related deaths.  

 These represent 16% of the 4,440 infant death reviews. 

 • Seventy-two percent of the 693 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, 37% of sleep-related 
 infant deaths were determined to be of an undetermined cause. 

 • Forty-seven percent of infant sleep-related deaths reviewed by CFR teams were determined to be due to 
  an undetermined manner, followed by accidents (36%), and natural deaths (15%). 

 • Of the 327 infant sleep-related deaths found to be due to external causes, 73% (239) were due to 
  unintentional asphyxia. 
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 • Of the 79 infant sleep-related deaths found to be due to medical causes, the top three causes of death  
 were SIDS (51%), pneumonia (23%), and other infections (14%). 

 • Infants were put to sleep on their back in 53% of reviewed deaths, and found on their back in 33% of 
reviewed deaths.  

 • Of the 175 sleep-related deaths where the infant was placed to sleep on the side or stomach, 78 were  
 white children, 93 were black children and four deaths were races categorized as other.

  o Males accounted for 93 of the deaths, and 82 of the deaths were females.

  o Secondhand smoke exposure was reported for 240 (35%) of these infant sleep- related deaths.

The following chart shows reviews of infant sleep-related deaths by age, race, ethnicity, gender, and county type.
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Fifty-three percent (370) of the 693 sleep-related deaths involved infants between one month and three months 
old. Sleep-related deaths become less common as infants age but still occur up to eleven months of age.

Reviews of Infant Sleep-Related Deaths by Age in Months, 2014-2018 (n=693)
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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, 2014-2018

Of the 154 infant sleep-related deaths in which a crib or bassinet was indicated as the incident location, 90% 
(139) reported unsafe object(s) found in the sleep space. Among the 139 reviews indicating objects in the crib or 
bassinet, the most commonly found objects were thin blankets (73%), comforters or quilts (27%), and pillows (22%).
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167

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

Reviews of Infant Sleep-Related Deaths by Unsafe Sleep Behavior  
and County Type, 2014-2018

Reviews of Infant Sleep-Related
Deaths by Unsafe Sleep Behavior and Race, 2014-2018
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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 54% (371) of reviews. Among reviews indicating bed-

sharing, infants most often shared a sleep surface with an adult only (68%), an adult and another child (15%), 
another child only (6%), or a pet (1%).

• Of the 308 reviews that indicated bed-sharing with an adult or adult and another child, 11% indicated the 
supervisor was impaired at the time of the incident, of which 94% were 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 reviews (11% of those indicating bed-sharing) indicated an adult fell asleep while feeding the infant, 
with 22 bottle-feeding, 16 breastfeeding, and two unknown.

Bassinet 8%

Floor 2% Car seat 2%

Couch or Futon 
12%

Playpen/other structure but not 
portable crib 2%

Crib 14%

Other* 13%

Unknown 2%

Reviews of Infant Sleep-Related Deaths by Incident
Location, 2014-2018 (n=693)

Adult Bed 44%
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FOCUS ON PREVENTION: INFANT SLEEP-RELATED DEATHS

Potential Prevention Opportunities Include:
 • Placing infants for sleep wholly on the back for every sleep, nap time, and bedtime. 

 • Using a firm sleep surface. A firm mattress in a safety-approved crib, bassinet or play yard is the    
 recommended sleep surface. 

 • Room-sharing without bed-sharing is recommended. The infant’s crib should be in the parents’ bedroom,   
 close to the parents’ bed. 

 • Keeping soft objects and loose bedding away from the infant’s sleep area. The crib mattress should be   
 covered by only a well-fitted sheet. 

 • Avoiding smoke exposure during pregnancy and after birth.
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Current Prevention Efforts Include:
• The Crawford County General Health District Help Me Grow Division obtained the Cribs for Kids grant for 

the first time in the fall of 2018 to deliver education and awareness on safe sleep. They provide safe sleep 
education through three divisions of the local health department (Help Me Grow, WIC & Nursing) and are 
now frequently posting social media content. The Help Me Grow Division partners with the local hospital 
OB wing, and the hospital staff frequently refer clients in need of a safe place for their baby to sleep to the 
Help Me Grow social workers.

• The Richland County Youth and Family Council appropriated $25,000 for the purchase of approximately 
300 Cribettes for distribution to low income moms due to the number of sleep related deaths in Richland 
County. This program is specifically trying to reduce infant deaths by providing a safe place for baby to 
sleep. Since its inception in December 2018, 73 free Cribettes have been distributed.

• From a statewide perspective, birthing centers and hospitals in Ohio, excluding critical access hospitals, are 
required to screen new parents and caregivers prior to discharge to determine if the infant has a safe sleep 
environment at their residence under the Ohio Infant Safe Sleep Law. If the infant is determined not to 
have a safe sleep environment per this screening, the facility 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.

• ODH provides a free annual safe sleep training that is available online, offers free safe sleep educational 
materials, and funds an annual safe sleep media campaign. The safe sleep media campaign targets 
mothers, fathers, and grandparents in high-risk counties across Ohio. During 2018, the campaign had over 
40 million delivered impressions via various media ads including TV, radio, digital radio, digital display, Hulu, 
Native Ad, movie theaters, Facebook, and Instagram.

• Each October, the Ohio Children’s Trust Fund partners with the Ohio Chapter of the American Academy of 
Pediatrics to spread awareness about safe sleep practices through social media. Safe Sleep tips for parents 
can also be found on OCTF’s website at: https://octf.ohio.gov/wps/portal/gov/octf/resources-for-parents/
articles/sleep-with-your- baby.

https://octf.ohio.gov/wps/portal/gov/octf/resources-for-parents/articles/sleep-with-your- baby
https://octf.ohio.gov/wps/portal/gov/octf/resources-for-parents/articles/sleep-with-your- baby
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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, 1,773 suicides occurred for young people ages 
10 to 17 years nationally in 2017.6 This is approximately 19.4% of all deaths for children ages 10 to 17. Suicides in 
males occurred almost three times as often (1,275) as they did in females (498).6 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.

Reviews of Suicides by External Causes of 
Death, 2014-2018 (n=296)

CFR Findings

• For the five-year period from 2014 
through 2018, local boards reviewed 
301 suicide deaths. These represent 4% 
of the 6,785 deaths reviewed. 

• Sixty-eight percent of the 301 suicide 
deaths were found to be preventable. 
Preventability could not be determined 
in 20% of the reviews. Nine percent of 
the reviews were found to be probably 
not preventable. 

• Of the 301 reviews of suicides, 296 were 
determined to have an external cause 
of death. 

• For external causes of death, weapons 
injuries were the leading cause of the 
death reviews.
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The following chart shows reviews of suicide deaths by age, race, ethnicity, gender, and county type.

Reviews of Suicides by Age, Race, Ethnicity, Gender, County
Type, 2014-2018 (n=301)
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The child talked about suicide in 27% of suicides reviewed, and prior suicide attempts were made in 16% of 
suicides reviewed. Thirty-one percent of reviews indicated the suicide was completely unexpected. Note: for the 
fields of discussing suicide, prior suicide attempts, and leaving a suicide notes, there is a large amount of data that 
is missing or unknown.

Suicide Circumstances
Yes No Unknown Missing

# % # % # % # %

Child Talked About Suicide 80 27% 81 27% 68 23% 72 24%

Prior Suicide Attempts Were Made 47 16% 103 34% 76 25% 75 25%

Suicide Was Completely Unexpected 94 31% 48 16% 85 28% 74 25%

Child Had a History of Substance Abuse 42 14% 131 44% 105 35% 23 8%

Child Left a Suicide Note 75 25% 132 44% 21 7% 73 24%
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FOCUS ON PREVENTION: SUICIDE

Potential Prevention Opportunities Include:
• Increasing targeted education for youth in elementary, middle, and high school to help them understand 

the risk factors and warning signs of suicide as well as educating families on how to talk to their children 
about mental health and suicide.

• Continuing to train school staff on identification of at-risk students and how to effectively respond to crisis 
at school.

• Restricting access to lethal means of suicide, including firearms and lethal medications, in the household.
    
Current Prevention Efforts Include:

• The Preble County Mental Health and Recovery Board is working with local school districts to implement 
the Hope Squads Peer to Peer Program for Suicide Prevention. This program connects and helps identify 
at risk students through the Q (question) P (persuade) R (refer) process and refers students to an adult that 
can help link them to a therapist. In addition, the Mental Health Board is sponsoring a Hope Fair for suicide 
prevention that is led by local students. 

• Due to an increase in youth suicides, Hamilton County Public Health’s Workforce Development committee 
proposed that all new staff hired starting in 2015 be required to complete QPR training, with a strong 
recommendation that staff hired before 2015 complete the training. Hamilton County Public Health’s 
Performance Management Council approved the proposal and all new staff hired are required to 
complete QPR Training. Nearly 100 staff who work with communities, children and families were trained in 
QPR, and 68% of Hamilton County Public Health staff have been trained in QPR.
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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 one to 14, and kills more children ages 
one to four 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 population’s most vulnerable groups.

CFR Findings:
• For the five-year period from 2014 through 2018, local boards reviewed 134 drowning deaths. These 

represent 2% of the 6,785 deaths reviewed.

• Eighty-six percent of the 134 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, 80% were in privately owned locations.
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The following chart shows reviews of drowning deaths by age, race, ethnicity, gender, and county type.
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FOCUS ON PREVENTION: DROWNING

Potential Prevention Opportunities Include:
• Promoting pool barrier safety measures and addressing legislation and housing codes regarding pool 

safety practices. 

• Increasing use of life jacket loaner programs across the state. 

• Educating the public on the basics of swimming (floating, moving through water) and CPR.
    

Current Prevention Efforts Include:
• Preble County Public Health will be sending social media messaging on local pool permit/zoning 

requirements as well as in-ground and above ground pool safety measures to increase residents’ 
awareness of accidental pool drowning. 

• A 2017 death prompted Defiance County to produce a short video on drowning safety to be shared with 
the community. 

• 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.
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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 zero to 17 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 can also include deaths ruled to 
be 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 2014 through 2018, local CFR boards reviewed 381 deaths to children caused 

by vehicular injuries. 

• Eighty-seven percent of the 381 vehicular deaths were found to be preventable. Preventability could 
not be determined in 7% of the reviews. Five percent of the reviews were found to be probably not 
preventable. 

• For vehicle deaths involving an ATV, bicycle, or motorcycle, 62% of cases needed a helmet but none were 
present, 17% of cases had helmets missing, and 10% of cases had a helmet present and correctly used.
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The following chart shows reviews of vehicular deaths by age, race, ethnicity, gender, and county type.
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From 2014 to 2018 the majority of vehicular deaths occurred in an automobile.

Reviews of Vehicular Deaths by Child’s Vehicle Involved in Incident, 2014-2018 (n=381)

The position of the child was most often in the passenger seat (45%), followed by the driver seat (24%), or 
pedestrian (22%).

Reviews of Vehicular Deaths by Position of Child, 2014-2018 (n=381)

Automobile (Car/SUV/
Truck/Van) 59%

Missing/
Unknown 9%

Motorcycle 2%
Tractor or Other Farm Vehicle 1%

Pedestrian 22%

Driver 24%

Passenger 45%

On Bicycle 
6%

Missing/Unknown 3%

Other 2%

ATV 
4%Bicycle 

5%

None 17%
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Of the 134 vehicular deaths where a child was a passenger of a car, van or SUV, correct usage of protective 
measures such as lap belts, shoulder belts, child seats, and booster seats varied from 4% to 27%.

Protective Measure
Present,  
not used

Present, 
used 

incorrectly

Needed, 
but none 
present

Present, 
used 

correctly
Not needed

Missing/ 
Unknown

# % # % # % # % # % # %

Lap Belt 49 37% 2 1% 2 1% 36 27% 9 7% 36 27%

Shoulder Belt 48 36% 4 3% 2 1% 30 22% 7 5% 43 32%

Child Seat 0 0% 8 6% 4 3% 10 7% 90 67% 22 16%

Belt Positioning Booster 
Seat

2 1% 4 3% 7 5% 6 4% 86 64% 29 22%

Of the 69 vehicular deaths where a child was a driver of a car, van, or SUV, correct usage of protective measures 
such as lap and shoulder belts were present and used correctly in the majority of death reviews.

Protective 
Measure

Present,  
not used

Present, 
used 

incorrectly

Needed, 
but none 
present

Present, 
used 

correctly
Not needed

Missing/ 
Unknown

# % # % # % # % # % # %

Lap Belt 16 23% 2 3% 1 1% 36 52% 0 0% 14 20%

Shoulder Belt 17 25% 1 1% 1 1% 40 58% 0 0% 10 14%
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FOCUS ON PREVENTION: VEHICULAR INJURIES

Potential Prevention Opportunities Include:
• Keeping your child in a car seat as long as the child fits within the manufacturer’s height and weight 

requirements, and keeping children in the back seat through age 12. 

• Being on the alert for threats when you are driving; driving defensively by always being on the lookout for 
potential problems such as drivers rapidly shifting lanes, swerving, or a pedestrian jaywalking. 

• Educating the public on the importance of helmets for bicycle, motorcycle, and ATV use. 

• Avoiding distracted driving by only using cell phones for emergency situations, limiting the number of 
passengers in the vehicle, and avoiding eating, drinking, or any multi-tasking while driving.

    
Current Prevention Efforts Include:

• 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 can refer to the Perry 
County Health Department. The Perry County Health Department will continue community education/
prevention campaigns and providing car seat training to parents.

• To reduce accidental deaths from injuries, Clermont County Public Health received 76 bike helmets from 
the Ohio Chapter of the American Academy of Pediatrics through their Put a Lid on It Program. Each 
child had their helmet fitted and adjusted by staff. Staff also educated each family on the importance of 
wearing a bike helmet.
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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 2017 was 5.8 
infant deaths per 1,000 live births.9 Ohio’s 2017 overall infant mortality rate was 7.2; the black infant mortality rate 
was 15.6; and the white infant mortality rate was 5.3 deaths per 1,000 live births.10 Though the infant mortality rate 
in Ohio declined from 7.8 in 2006 to 7.2 in 2017, Ohio’s 2017 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.

CFR Findings
• For the five-year period from 2014 through 2018, local CFR boards reviewed 4,440 infant deaths.

• Sixty-eight percent of the 4,440 infant deaths were found to be probably not preventable. Preventability 
could not be determined in 14% of the reviews. Sixteen percent of the reviews were found to be 
preventable.

• Eighty percent (3,552) of infant deaths were due to a medical cause. Eighty-two percent (3,640) of infant 
deaths were by a natural manner.
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The following chart shows reviews of infant deaths by age, race, ethnicity, gender, and county type.
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For external causes of death, unintentional asphyxia was the leading cause of the 434 infant death reviews.

Reviews of Infant Deaths by External Causes, 2014-2018 (n=434)

For medical causes of death, prematurity was the leading cause of death of the 3,552 infant death reviews.

Reviews of Infant Deaths by Medical Causes, 2014-2018 (n=3,552)

Unintentional Asphyxia 57%

Other 13%

Undetermined 16%

Vehicle 4%

Assault, 
Weapon, or 

Body Part 10%

Prematurity 58%

Other Perinatal Condition 3%

Cardiovascular 4%

Congential Anomaly 
19%

Other Medical
Condition 11%

Other Infection 3%
SIDS 1%

Pneumonia 1%

Note: “Other” includes other, drowning, fire, burn, electrocution, poisoning, overdose, acute intoxication, 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 based on birth weight and maternal age for 2014-2018.

Reviews of Preventable Infant Deaths by Birth Weight, 2014-2018 (n=4,440)
Birth Weight # %

<500 Grams 1,171 26%

500-999 Grams 770 17%

1,000-1,499 Grams 251 6%

1,500-2,499 Grams 594 13%

2,500-3,999 Grams 1,134 26%

≥4,000 grams 68 2%

Unknown 406 9%

Missing 46 1%

Reviews of Preventable Infant Deaths by Maternal Age, 2014-2018 (n=3,934)
Maternal Age* # %

≤19 Years 351 9%

20-24 Years 1,054 27%

25-29 Years 1,150 29%

30-34 Years 876 22%

35-39 Years 389 10%

≥40 Years 114 3%

*Where primary caregiver identified as biological mother and age recorded (n=3,934)  

Reviews of Infant Deaths by Other Birth History Factors, 2014-2018 (n=4,440)

Other Birth History Circumstances
Yes No Unknown Missing

# % # % # % # %

Multiple Gestation 591 13% 3,645 82% 153 3% 51 1%

No Prenatal Care 285 6% 3,581 81% 537 12% 37 1%

Mother Had Medical Complications During 
Pregnancy

2,227 50% 847 19% 1,166 26% 200 5%

Mother Smoked During Pregnancy 1,020 23% 2,846 64% 517 12% 57 1%

Mother Used Illicit Drugs or Misused OTC or Rx 
Drugs During Pregnancy

283 6% 4,157 94% 0 0% 0 0%

Infant Born Drug Exposed 185 4% 427 10% 271 6% 3,557 80%

Note: the variable for mother used illicit drugs in 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, most 
commonly known as OEI, is a data-driven, community-led, high-visibility movement by nine urban Ohio 
counties. In 2016, participating counties accounted for 59% of all infant deaths in Ohio and 86% 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, OEIs 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 and black women are 60% more likely to have a premature birth compared to white women.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 where the death was attributed directly to the prematurity.

CFR Findings
• For the five-year period from 2014 through 2018, local CFR boards reviewed 2,071 infant deaths due to 

prematurity. 

• Eighty-one percent of the 2,071 infant deaths due to prematurity were found to be probably not 
preventable. Preventability could not be determined in 14% of the reviews. Three percent of the reviews 
were found to be preventable. 

• Racial disparities in premature infant deaths are persistent. Despite being only 18% of the Ohio child 
population, 48% of premature infant deaths were black infants. 

• Seventy percent (1,443) 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%).
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The following chart shows reviews of premature infant deaths by age, race, ethnicity, gender, 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 2014-2018.

 
Reviews of Preventable Infant Deaths by Birth Weight, 2014-2018 (n=2,071)

Birth Weight # %

<500 Grams 1,093 53%

500-999 Grams 628 30%

1,000-1,499 Grams 88 4%

1,500-2,499 Grams 47 2%

2,500-3,999 Grams 4 <1%

Unknown 189 9%

Missing 22 1%

 
Reviews of Preventable Infant Deaths by Maternal Age, 2014-2018 (n=1,891) 

Maternal Age* # %

≤19 Years 169 9%

20-24 Years 468 25%

25-29 Years 563 30%

30-34 Years 439 23%

35-39 Years 204 11%

≥40 Years 48 3%   
*Where primary caregiver identified as biological mother and age recorded (n=3,934)  

Reviews of Preventable Infant Deaths by Other Birth History Factors, 2014-2018 (n=4,440)

Other Birth History Circumstances
Yes No Unknown Missing

# % # % # % # %

Multiple Gestation 439 21% 1,554 75% 52 3% 26 1%

No Prenatal Care 217 10% 1,588 77% 253 12% 13 1%

Mother Had Medical Complications  
During Pregnancy

1,262 61% 224 11% 509 25% 76 4%

Mother Smoked During Pregnancy 414 20% 1,414 68% 219 11% 24 1%

Mother Used Illicit Drugs or Misused OTC or Rx 
Drugs During Pregnancy

125 6% 1,946 94% 0 0% 0 0%

Infant Born Drug Exposed 65 3% 172 8% 132 6% 1,702 82%

Note: the variable for mother used illicit drugs in pregnancy was recoded to default to ”no”, with no opportunity to respond missing or 
unknown.
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DEATHS TO CHILDREN ONE TO FOUR YEARS OLD

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 one to four year olds 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 2014 through 2018, local CFR boards reviewed 666 deaths to children ages 

one to four years old. 

• Forty-three percent of the 666 deaths to children ages one to four 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-two percent (346) of reviewed deaths were due to a natural manner, followed by 33% (220) due to an 
accidental manner. 

• Fifty percent (333) of reviewed deaths were due to medical causes and 44% (293) were due to external 
causes.

The following chart shows reviews of deaths to children ages one to four by age, race, ethnicity, gender, and county type.
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Reviews of Deaths to One to Four Year Olds by External Causes,  
2014-2018 (n=296)
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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 one to four years old.

Reviews of Deaths to One to Four Year Olds by Medical Causes,
 2014-2018 (n=333)
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For external causes of death,vehicular injuries and drowning were the leading causes of death in reviews for 
children ages one to four years old
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DEATHS TO CHILDREN FIVE TO NINE YEARS OLD

Children ages five to nine years continue to improve motor skills and have more regular contact with people 
outside of their family. 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 five to nine year olds 
nationally are motor vehicle injuries, cancer, and congenital anomalies.5

CFR Findings
• For the five-year period from 2014 through 2018, local CFR boards reviewed 390 deaths to children ages 

five to nine years old. 

• Fifty-five percent of the 390 deaths to children ages five to nine were found to be probably not 
preventable. Preventability could not be determined in 11% of the reviews. Thirty-three percent of the 
reviews were found to be probably preventable. 

• Sixty-three percent (246) of reviewed deaths were due to a natural manner, followed by 27% (105) due to 
an accidental manner. 

• Sixty-two percent (243) of reviewed deaths were due to medical causes and 35% (138) were due to 
external causes.

The following chart shows reviews of deaths to children ages five to nine by age, race, ethnicity, gender, and county type.

Reviews of Deaths to Five to Nine Year Olds by Race, Ethnicity,
Gender, County Type, 2014-2018 (n=390)



58  Reviews by Age Group  

For external causes of death, vehicular injuries and fire, burn, or electrocution injuries were the leading causes of 
death in reviews for children ages five to nine years old.

Reviews of Deaths to Five to Nine Year Olds by External Causes, 
2014-2018 (n=138)
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For medical causes of death, cancer and other medical conditions were the leading causes of death in reviews for 
children ages five to nine years old.

Reviews of Deaths to Five to Nine Year Olds by Medical Causes,  
2014-2018 (n=243)
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DEATHS TO CHILDREN 10 TO 14 YEARS OLD

Children in early adolescence experience many physical, cognitive and social-emotional changes. As 10 to 14 year 
olds 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 10 to 14 year olds are vehicular injuries, 
cancer, and suicide.5

CFR Findings
• For the five-year period from 2014 through 2018, local CFR boards reviewed 504 deaths to children ages 

10 to 14 years old.

• Forty-four percent of the 504 deaths to children ages 10 to 14 were found to be probably not preventable. 
Preventability could not be determined in 13% of the reviews. Forty-three percent of the reviews were 
found to be probably preventable.

• Fifty percent (252) of reviewed deaths were due to a natural manner, followed by 21% (106) due to an 
accidental manner, and 20% (101) due to suicide.

• Forty-four percent (222) of reviewed deaths were due to medical causes and 48% (242) were due to 
external causes.

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

Reviews of Deaths to 10 to 14 Year Olds by Race, Ethnicity,
Gender, County Type, 2014-2018 (n=504)
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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 old.

Reviews of Deaths to 10 to 14 Year Olds by External Causes, 
2014-2018 (n=242)
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For medical causes of death, other medical conditions and cancer were the leading causes of death in reviews for 
children ages 10 to 14 years old.

Reviews of Deaths to 10 to 14 Year Olds by Medical Causes, 
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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 are of legal age to drive a vehicle and begin working jobs.14 For these reasons, reviews 
for deaths in ages 15 to 17 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 15 to 17 year olds nationally are 
firearm injuries, motor vehicle injuries, and suffocation.15

CFR Findings
• For the five-year period from 2014 through 2018, local CFR boards reviewed 785 deaths to children ages 15 

to 17 years old.

• Twenty-eight percent of the deaths to children ages 15 to 17 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.

• Twenty-nine percent (227) of reviewed deaths were due to a natural manner, followed by 32% (254) due to 
an accidental manner, and 25% (200) due to suicide.

• Twenty-nine percent (228) of reviewed deaths were due to medical causes and 69% (542) were due to 
external causes. 

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

Reviews of Deaths to 15 to 17 Year Olds by Race, Ethnicity,
Gender, County Type, 2014-2018 (n=785)
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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 old.
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For medical causes of death, other medical conditions and cancer were the leading causes of death in reviews for 
children ages 15 to 17 years old.

Reviews of Deaths to 15 to 17 Year Olds by Medical Causes,  
2014-2018 (n=228)
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ACTION ITEMS FROM REVIEWS

From 2014 through 2018 a total of 1,598 prevention initiatives were initiated by local CFR boards as a direct result of 
CFR data. These initiatives are categorized by education, environment, law, and other.

Level Actions Resulting From Reviews # Recommendations # Implemented # Total

Education

Media campaign 138 39 177

School program 89 23 112

Community safety project 12 0 12

Provider education 125 23 148

Parent education 377 52 429

Public forum 27 7 34

Other education 78 15 93

Environment

Environment - Modify a consumer product 3 0 3

Environment - Modify a public space 5 1 6

Environment - Modify a private space 4 2 6

Law

Law - New law/ordinance 10 1 11

Law - Amended law/ordinance 6 1 7

Law - Enforcement of law/ordinance 17 0 17

Other Other 539 4 543

Total Prevention Initiatives 1,430 168 1,598
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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 regarding 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 Fax: (614) 564-2442
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 under 18 
years of age. 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 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 the 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. In 2018, the Ohio Department of Health provided a new board chair/coordinator orientation session. 
Throughout the year, conference calls and NCFRP webinars provided 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 (FIMR)

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 commissioner’s blue ribbon  
 panel on infant mortality. 

  o The CAT coordinates their plan with the CRT and shares their interventions.
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Key roles for local FIMR programs include coordinator, abstractor, and interviewer. These positions can be all 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, 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 a 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 • Columbus-Franklin County • 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 were added to the Appalachian counties 
and are reflected as such in this report.

Butler

Darke

Preble

Hamilton

Champaign

Clermont

SciotoBrown Adams

Montgomery

Miami 

ClintonWarren

Shelby

Clark
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Mercer 

Logan
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Vinton

Hocking 

Fairfield

Franklin

Pickaway
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Jackson
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Union Delaware
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Wood
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Perry
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Washington
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Seneca
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Athens

Meigs

Gallia
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Muskingum
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Monroe
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Erie Lorain
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Richland
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Wayne
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Carroll
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Lake
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Guernsey

Jefferson

Appalachian

Rural, Non-Appalachian

Metropolitan

Suburban
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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 which 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.

OEI: The Ohio 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 under 
one year of age 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 five. The program improves 
pregnancy outcomes by providing or referring to support services.
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