


Background

Infant mortality is an important 
gauge of the health of a commu-
nity because infants are uniquely 
vulnerable to the many factors that 
impact health, including socioeco-
nomic disparities. The U.S. infant 
mortality rate for 2007 was 6.8 
infant deaths per 1,000 live births, 
and has changed little over the past 
decade. This rate is approximately 
50 percent higher than the Healthy 
People 2010 target goal of 4.5.21 

Ohio’s infant mortality rate of 7.7 
ranks thirteenth-worst among the 
50 states. Of particular concern is 
the black infant mortality rate of 
16.2, which is more than double 
the white infant mortality rate of 
6.0. These rates and proportions 
have changed little over the past 
decade.

Vital Statistics

Ohio Vital Statistics data report 
755 neonatal deaths (from birth 

to 28 days old) and 389 post-neo-
natal deaths (from 29 days to 1 
year old) for a total of 1,144 infant 
deaths in 2008. 

CFR Findings

Local child fatality review boards 
reviewed 1,104 infant deaths for 
2008. These represent 67 percent 
of all reviews for all ages. 

• Sixty-seven percent (737) were 
infants from birth to 28 days 
old.

• Thirty-three percent (367) were 
infants from 29 days to 1 year 
old.

• Reviews for infant deaths were 
disproportionately higher 
among boys (57 percent) and 
among black children (39 per-
cent) relative to their represen-
tation in the general population 
(51 percent for boys and 16 
percent for black children). 

Reviews of infant deaths are 
grouped by cause of death:
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• 942 (85 percent) of all infant 
deaths were due to medical 
causes. 

• 118 (11 percent) were due to 
external injury causes.

• 44 (4 percent) were unknown if 
caused by medical or external 
causes. 

Prematurity and congenital 
anomalies account for 68 percent 
(642) of all infant deaths from 
medical causes and 58 percent 
of infant deaths from all causes. 
Prematurity and congenital 
anomalies account for 75 percent 
(556) of the deaths to infants 0-28 
days old. 

Asphyxia is the leading cause of 
infant death due to external injury 
(58 percent of the infant deaths 
due to external injury). The next 
leading external cause of death is 
“undetermined” (21 percent of 
the infant deaths due to external 
injury).

Sleep-related deaths accounted 
for 15 percent (166) of all infant 
deaths and 40 percent (145) of 
the deaths to infants 29 days to 1 
year old. 

Other factors related to infant 
deaths: 

• Fifteen percent (153) of the 
infants were from multiple 
births, including 12 from triplet 
or higher order births.

• Forty-one percent (428) of the 
infants were very low birth-
weight (<1,500 grams) and an 
additional 10 percent (100) 
were low birthweight (1,500-
2,499 grams). Twenty-two 
percent (231) were of normal 
birthweight (2,500-3,999 
grams) or heavier. Twenty-eight 
percent (299) of the infants 
were of unknown birthweight. 
For all births in Ohio in 2008, 
two percent were very low birth-
weight and an additional nine 
percent were low birthweight.

• Fifty-three percent (561) of the 
infants were born preterm (<37 
weeks gestation), 22 percent 
(233) were born full term 
(37-42 weeks gestation) and 25 
percent (262) were of unknown 
gestation. For all births in Ohio 
in 2008, 14 percent were born 
less than 37 weeks gestation.

Gender

Age

Reviews of Infant Deaths by Age, Race and Gender 
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Twenty percent (215) of the infant 
deaths reviewed were infants born 
to mothers who smoked during 
the pregnancy. For all births in 

Ohio in 2006, 19 percent were 
born to mothers who smoked dur-
ing the pregnancy.

Ohio’s Infant Mortality Consortium

In early 2009, Gov. Ted Strickland requested 
the Ohio Department of Health establish 
an Infant Mortality Task Force to take a 
fresh look at the reasons behind Ohio’s 
infant mortality rate and disparities among 
different populations. The task force was 
charged with developing both immediate 
and long-term recommendations to reduce 
infant mortality and disparities. The follow-
ing recommendations were shared with the 
governor in September 2009: 

1. Provide comprehensive reproductive 
health services and service coordination 
for all women and children before, during 
and after pregnancy.

2. Eliminate health disparities and promote 
health equity to reduce infant mortality.

3. Prioritize and align program investments 
based on documented outcome and cost 
effectiveness.

4. Implement health promotion and educa-
tion to reduce preterm birth.

5. Improve data collection and analysis to 
inform program and policy decisions.

6. Expand quality improvement initiatives 
to make measureable improvements in 
maternal and child health outcomes.

7. Address the effects of racism and the 
impact of racism on infant mortality

8. Increase public awareness of the effect 
of preconception health on birth out-
comes.

9. Develop, recruit and train a diverse 
network of culturally competent health 
professionals statewide.

10. Establish a consortium to implement and 
monitor the recommendations of the 
Ohio Infant Mortality Task Force.

In the spring of 2010, the recommended 
consortium was organized and held its fi rst 
meeting. The complete task force report 
can be accessed at http://www.odh.ohio.
gov/odhPrograms/cfhs/imtf/imtf.aspx.

# %

Multiple Birth 153 15

Singleton Birth 831 79

Unknown 69 7

Missing 51

Very Low Birthweight (<1,500 g) 428 41

Low Birthweight (1,500-2,499 g) 100 10

Normal Birthweight (2,500-3,999 g) 220 21

Above Normal Birthweight (>3,999 g) 11 1

Unknown 299 28

Missing 46

< 37 Weeks Gestation 561 53

37-42 Weeks Gestation 233 22

Unknown 262 25

Missing 48

Birth History Factors for Infant Deaths (N=1,104)

Missing data have been excluded from the percentages. | Percentages may not 
total 100 due to rounding.
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Background

Sudden infant death syndrome 
(SIDS) is a medical cause of 
death. It is the diagnosis given the 
sudden death of an infant under 
1 year of age that remains unex-
plained after the performance of 
a complete postmortem inves-
tigation including an autopsy, 
an examination of the scene of 
death and review of the infant’s 
health history.22 According to the 
National Institute of Child Health 
and Human Development, SIDS 
is the leading cause of death in 
infants between 1 month and 1 
year of age.23 There is a large racial 
disparity, with the SIDS rate for 

black infants more than twice 
the rate for white infants. While 
the national SIDS death rate 
has decreased, the post-neonatal 
mortality rate for all causes has not 
decreased and the rate of deaths 
due to “undetermined causes” has 
increased, suggesting that some 
deaths previously classifi ed as 
SIDS are now being classifi ed as 
other causes.24

In an October 2005 policy state-
ment, the American Academy 
of Pediatrics (AAP) recognized 
nationwide inconsistencies in 
the diagnosis of sudden, unex-
pected infant deaths. Deaths with 
similar circumstances have been 

diagnosed as SIDS, accidental 
suffocation, positional asphyxia or 
undetermined.25 Because SIDS is 
a diagnosis of exclusion, all other 
probable causes of death must be 
ruled out through autopsy, death 
scene investigation and health 
history. Incomplete investiga-
tions, ambiguous fi ndings and 
the presence of known risk factors 
for other causes of death result in 
many sudden infant deaths being 
diagnosed as “undetermined 
cause” rather than SIDS. The 
diffi culty 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 report-
ing.26 Many Ohio counties have 
adopted the CDC’s Sudden Unex-
pected Infant Death Investigation 
tool and procedures.

Although the cause and mecha-
nism of SIDS eludes researchers, 
several factors appear to put an 
infant at higher risk for SIDS. In-
fants who sleep on their stomachs 
are more likely to die of SIDS 
than those who sleep on their 
backs, as are infants whose moth-
ers smoked during pregnancy and 
infants who are exposed to passive 
smoking after birth. Soft sleep 
surfaces, excessive loose bedding 
and bedsharing increase the risk 
of sleep-related deaths.27 

Sudden Infant Death Syndrome

SIDS Rate per 1,000 Live Births by Race in Ohio, 1995–2007
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Vital Statistics

Ohio Vital Statistics reported 79 
SIDS deaths in 2008. Accord-
ing to Ohio Vital Statistics, the 
Ohio SIDS rate has decreased 50 
percent in the past decade, from 
1.0 deaths per 1,000 live births in 
1998 to 0.5 in 2008. For further 
information on the ICD-10 codes 
used to produce Vital Statistics 
data, please see Appendix IV. 

CFR Findings

Local CFR boards reviewed 43 
deaths to children from SIDS in 
2008. These deaths represent 3 
percent of all 1,655 reviews con-

ducted and 4 percent of all infant 
deaths reviewed. 

• There were greater percentages 
of SIDS deaths among boys 
(67 percent) and among black 
infants (33 percent) relative to 
their representation in the gen-
eral population (51 percent for 
boys and 16 percent for black 
infants). 

• Seventy-seven percent (33) of 
the SIDS deaths reviewed oc-
curred between 1 and 4 months 
of age. 

The CFR data reporting tool 
enables the collection of many 
variables surrounding the death, 

including the location of the infant 
when found, bedsharing and some 
birth health history, which can 
lead to better understanding of the 
circumstances of SIDS deaths. 
Many of these items are referred 
to as risk factors, because their 
presence seems to increase the risk 
of an infant dying of SIDS, but 
they are not the cause of SIDS. It 
is important to analyze these items 
so policies and interventions can 
be developed to prevent future 
deaths. 

• Forty-six percent (17) of SIDS 
deaths occurred in cribs or 
bassinets, while 32 percent (12) 
of SIDS deaths occurred in 

locations considered especially 
unsafe: in adult beds and on 
couches and chairs. The loca-
tion of the infant was unknown 
for 8 percent (3) of reviews 
and missing in six reviews (not 
included in percentages). 

• Thirty percent (13) of infants 
who died of SIDS were known 
to be sharing a sleep surface 
with another at the time of 
death, including three who were 
sharing with both an adult and 
another child.

• Seventeen percent (seven) of the 
infants who died of SIDS were 
born with low (less than 2,500 
grams) or very low (<1,500 
grams) birthweight. Four of 

Reviews of SIDS Deaths by Age (N=43)
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those low or very low birth-
weight infants were born before 
37 weeks gestation. 

• Forty-two percent (18) of 
children who died of SIDS were 

exposed to cigarette smoke in 
utero. For all live births in Ohio 
in 2006, 19 percent were born 
to mothers who smoked during 
the pregnancy.

# %

Multiple Birth 2 5

Singleton Birth 37 88

Unknown 3 7

Missing 1 -

Very Low Birthweight (<1,500 g) 4 10

Low Birthweight (1,500-2,499 g) 3 7

Normal Birthweight (2,500-3,999 g) 27 64

Above Normal Birthweight (>3,999 g) 2 5

Unknown 6 14

Missing 1 -

< 37 Weeks Gestation 7 17

37-42 Weeks Gestation 28 68

Unknown 6 15

Missing 2 -

Mother Smoked during Pregnancy 18 42

Autopsy Completed 41 95

Birth History Factors for SIDS Deaths (N=43)

Missing data have been excluded from the percentages.

SIDS Deaths by Location of Infant when Found

0 5 10 15

Unknown 3

Other 4

Car Seat/Stroller 1

Couch/Chair 3

Adult Bed 9

Crib/Bassinet 17

Number of Reviews

(N=37)

The number of reviews for SIDS deaths has decreased signifi -
cantly over the fi ve-year period 2004-2008, from 116 in 2004, to 
59 in 2005, to 74 in 2006, to 55 in 2007, and 43 in 2008. Local 
boards report they are less likely to consider a death SIDS if all 
the criteria of the defi nition are not met. Boards are more likely 
to classify the cause of death as undetermined if the presence of 
multiple risk factors prevents other causes from being eliminated.
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Reviews of Sleep-related Deaths by Age
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Background

Since the beginning of the Ohio 
Child Fatality Review (CFR) 
program, local boards have been 
faced with a signifi cant number 
of deaths of infants while sleep-
ing. Some of these deaths are 
diagnosed as sudden infant death 
syndrome (SIDS), while others 
are diagnosed as accidental suffo-
cation, positional asphyxia, overlay 
(the obstruction of breathing 
caused by the weight of a person 
or animal lying on the infant) or 
undetermined. The reviews of 
these deaths are included in the 
discussions of these causes of 
death. The CFR Case Report Tool 
and data system captures informa-
tion about deaths while sleeping as 
special circumstances, regardless 
of the cause of death. In order to 
better understand the contributing 
factors for these deaths and to de-
velop prevention strategies, these 
sleep-related deaths are analyzed 
and discussed as a group.

CFR Findings

From the reviews of 2008 deaths, 

181 cases of infants who died 
while in a sleep environment 
were identifi ed. For the analysis 
of sleep-related deaths, cases of 
death from specifi c medical causes 
except SIDS were excluded, as 
were deaths from specifi c unre-
lated injuries such as fi re, resulting 
in 166 infant sleep-related deaths. 
These cases include 37 SIDS 
reviews that included information 
about the circumstances. 

• The 166 infant sleep-related 
deaths account for 15 percent of 
the 1,104 total reviews for infant 
deaths in 2008, more than any 
single cause of death except 
prematurity. 

• More than three Ohio infant 
deaths each week are sleep-re-
lated. If the non-SIDS sleep-re-
lated deaths were prevented, the 
Ohio infant mortality rate for 
2008 would have been reduced 
from 7.7 to 6.1 deaths per 1,000 
live births.

• Of the 367 reviews of infant 
deaths from 29 days to 1 year of 
age, 40 percent (145) were sleep 
related. 

• Forty-six percent (76) of deaths 

Infant Death in Sleep Environments

Bar graph “Reviews of Sleep-re-
lated Deaths by Race and Gender”

Gender
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Reviews of Sleep-related Deaths by Race and Gender 
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in a sleep environment were to 
black infants. This is dispro-
portionally higher than their 
representation in the general 
population (16 percent). 

• Ninety percent (150) of the 
deaths occurred before 6 
months of age. 

As discussed in the section on 
SIDS deaths, determining the 
cause of death for infants in sleep 

situations is diffi cult, even when 
a complete investigation has 
occurred. Thirty-nine percent 
(64) of the sleep-related deaths 
were diagnosed as unknown or 
undetermined cause, even though 
autopsies had been completed for 
99 percent of the cases. 

Only 19 percent (32) of sleep-re-
lated deaths occurred in cribs or 
bassinets. Sixty-six percent (109) 

Sleep-related Deaths 
by Manner of Death 
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(N=166)

Sleep-related Deaths 
by Cause of Death 
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Infant Safe Sleep Recommendations

In October 2005, the American Academy of 
Pediatrics issued a policy statement outlin-
ing recommendations for reducing the risk of 
SIDS and other sleep-related infant deaths. 
The Ohio Department of Health continues to 
urge parents and caregivers to follow these 
recommendations as the most effective way 
to reduce the risk of infant death.

• Place infants for sleep wholly on the back 
for every sleep, nap time and night time.

• Use a fi rm sleep surface. A fi rm crib mat-
tress is the recommended surface.

• Keep soft objects and loose bedding out 
of the crib.

• Do not smoke during pregnancy. Avoid 
exposure to secondhand smoke.

• Maintain a separate but proximate sleep-
ing environment. The infant’s crib should 
be in the parents’ bedroom, close to the 
parents’ bed.

• Offer a pacifi er at sleep time.

• Avoid overheating.

• Avoid commercial devices marketed to 
reduce the risk of SIDS. None have been 
proven safe or effective.

• Encourage “tummy time” when infant is 
awake to avoid fl at spots on the back of 
the infant’s head and to strengthen the 
upper torso and neck.

• Continue the Back to Sleep campaign for 
parents, grandparents and all other care-
givers.

The National Center for CDR data system 
was modifi ed in early 2010 to begin collec-
tion of data regarding pacifi er use, sleeping 
in same room as caregiver and use of a fan 
to circulate air.
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Sleep-related Deaths by Location of Infant when Found
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(N=166)
of sleep-related deaths occurred 
in adult beds, on couches or on 
chairs.

Bedsharing was a commonly 
reported circumstance for sleep-
related deaths. Sixty percent (99) 
of sleep-related deaths occurred to 
infants who were sharing a sleep 
surface with another person at the 
time of death.

• Ninety of the infants were 
sharing a sleep surface with an 
adult, including 12 infants who 
were sharing with an adult and 
another child.

• An additional nine infants were 
sharing with another child only.

Exposure to smoking was another 
commonly reported circumstance 
for sleep-related deaths.

• Thirty-six percent (59) of the 
infants were exposed to smoke 
either in utero or after birth.

For the fi ve-year period 2004–2008, 16 percent of all infant 
deaths were sleep-related. The percentage of infant deaths that 
were sleep-related has not changed over the fi ve-year period. 
Sleep-related deaths accounted for 43 percent of the post-neonatal 
infant deaths.
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Background

The Child Fatality Review (CFR) 
Case Report Tool and data system 
capture information about homi-
cide as a manner of death and as 
an act of commission, regardless 
of the cause of death. Because ho-
micide has unique risk factors and 
prevention strategies, homicide 
reviews from all causes of death 
have been combined for further 
analysis as a group.

According to the National Center 
for Injury Prevention and Control, 
in 2007 homicide was the second-
leading cause of death for young 
people ages 10-17 and accounted 
for 12 percent of the deaths in this 
age group. Homicide was the lead-
ing manner of death for African 
American young people ages 10-
17, accounting for 31 percent.28

Vital Statistics

Ohio Vital Statistics data report 74 
deaths to children from homicide 
in 2008. For further information 
on the ICD-10 codes used to pro-
duce Vital Statistics data, please 
see Appendix IV. 

CFR Findings

Local CFR boards reviewed 67 
deaths to children resulting from 
homicide in 2008. Homicides 
represent four percent of the total 
reviews and nine percent of all re-
views for children ages 10-17. The 
number of reviews of homicide 
deaths decreased from 76 in 2007.

• Homicide deaths to boys (64 
percent) were disproportion-
ately higher than their represen-
tation in the general population 
(51 percent). 

• The proportion of homicide 

Homicide

Race

Age

43Male

Female 24

Reviews of Homicide Deaths by Age, Race and Gender 

28White

Black 39

5-9 Years 8

151-4 Years

10-14 Years 2

17<1 Year

15-17 Years 25

Number of Reviews

0 10 20 30 40 50

(N=67)

Gender
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deaths to black children (58 
percent) was more than 3.5 
times their representation in the 
general population (16 percent).

For a better understanding of the 
factors related to homicides, the 
67 reviews were divided by age: 40 
reviews for children 0-9 years old, 
and 27 reviews for children 10-17 
years old.

• Seventy percent (47) of homi-
cide deaths were caused by a 
weapon, including body parts. 
 Ninety-three percent (25) of 

the homicides to children 10-
17 years old involved fi rearms 
as the weapon. Only two of 
the homicides to children 0-9 
years old involved fi rearms.

 Fifty percent (20) of the ho-
micides to children 0-9 years 

3%

Vehicular

Fire

Weapons

Asphyxia

Poison

Medical 
Cause

Homicide Deaths by Cause 
of Death

5%

3%

14%

71%4%

(N=67)

Reviews of Homicides by Perpetrator (N=67)

Person Causing Death # %

Biological Parent 18 28

Stepparent 1 2

Parent’s Partner 5 8

Other Relative 5 8

Acquaintance 10 16

Friend/Boyfriend/Girlfriend 9 14

Gang Member 4 6

Stranger 2 3

Unknown 7 11

Other 3 5

Missing 3

Total 67 100

Percents may not total 100 due to rounding.Body PartFirearm

Homicide Deaths by 
Weapon Type 

57%43%

(N=47)

old involved the use of body 
parts as weapons.

• The perpetrator was more often 
a family member for children 
less than 10 years old. 
 For children less than 10 

years old, the perpetrator was 
a parent, stepparent, parent’s 
partner or other relative in 68 
percent of reviews. 

 For children ages 10-17, the 

most frequently reported per-
petrator was an acquaintance 
or friend (48 percent). There 
were four children ages 10-17 
killed by a gang member (15 
percent).

• In 49 percent (33) of the 
homicide reviews, the place of 
incident was the child’s home. 
 For children less than 10 

years old, the place of inci-
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Place of Incident # %

Home 33 49

Road 7 10

Friend’s Home 6 9

Relative’s Home 4 6

Sidewalk/Driveway/Parking Lot 4 6

Other 8 12

Unknown 5 7

Missing 0

Total 67 100

Reviews of Homicides by Place of Incident (N=67)

Percents may not total 100 due to rounding. 

dent was the child’s home in 
73 percent of reviews.

 For children ages 10-17, the 
most commonly reported 

place of incident was a side-
walk, driveway or parking lot 
(37 percent) followed by a 
friend’s home (15 percent).

For the fi ve-year period 2004-2008, 4 percent (377) of the 
8,447 deaths reviewed were homicides. Fifty-eight percent (217) 
were to black children, more than 3.5 times their representation 
in the population. 
• Homicides accounted for eight percent of 2,754 reviews for 

black children and three percent (156) of the 5,507 reviews for 
white children. 

• Of the 191 deaths from all causes to black boys ages 15-17 
years, 50 percent (96) were homicides.
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Background

The Child Fatality Review (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. Because 
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, 
suicide accounted for nine percent 
of the deaths for young people 
ages 10-17 nationally in 2007.29

Vital Statistics

Ohio Vital Statistics data report 61 
deaths to children from suicide in 
2008. For further information on 
the ICD-10 codes used to produce 
Vital Statistics data, please see 
Appendix IV. 

CFR Findings

Local CFR boards reviewed 56 
deaths to children from suicide in 
2008. These represent three per-
cent of the total 1,655 reviews and 
18 percent of all reviews for chil-
dren ages 10-17. For the fi ve-year 
period 2004-2008, there were 235 
reviews for suicide deaths, with 
2008 being the highest.

• Suicide deaths were dispropor-
tionately higher among boys 
(63 percent) and among black 
children (21 percent) than their 
representation in the general 
population (51 percent for boys, 
16 percent for black children). 

Seventy-three percent (41) of the 
suicide deaths reviewed were to 
children ages 15-17.

• Sixty-three percent (35) of the 
suicide deaths were caused by 
asphyxiation and 30 percent 
(17) were caused by a weapon.

Suicide
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Gender

Race

Age

Reviews of Suicide Deaths by Age, Race and Gender

1510-14 Years

15-17 Years 41

42White

Black 12

Other 2

35Male

Female 21
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• The most frequently indicated 
factors that might have con-
tributed to the child’s despon-
dency included arguments and 
break-ups with friends; family 
problems including divorce and 
arguments with parents; school 
issues including failure; drug and 
alcohol use; victimization by bul-
lying; and other personal crises. 

• Twenty percent (11) of reviews 
for suicide deaths indicated 
the child had a history of child 
abuse or neglect. Five had an 
open child protective services 
case at the time of the incident.

• Thirty percent (17) of the 
suicide victims were receiving 
mental health services at the 
time of the incident. Thirteen 
had been prescribed medications 
for mental health conditions.

For the fi ve-year period 2004-2008, local boards reviewed 235 deaths from suicide. Fifty-nine percent 
(138) of the suicide deaths were due to asphyxia, while 30 percent (71) were due to a weapon. Twen-
ty-two percent (52) of the reviews for suicide deaths indicated the child had a history of maltreatment.

Weapons

Asphyxia

Other

Poisoning

30%

62%
4%

4%

Suicide Deaths by Cause 
of Death (N=56)
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Background

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. 
Physical abuse includes punching, 
beating, 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. Deaths from neglect are 
attributed to malnutrition, failure 
to thrive, infections and accidents 

resulting from unsafe environ-
ments 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 Pre-
vent Child Abuse America, there 
are several factors that put parents 
at greater risk of abusing a child: 
social isolation, diffi culty dealing 
with anger and stress, fi nancial 
hardship, mental health issues, 
apparent disinterest in caring for 
the health and safety of their child 
and alcohol or drug abuse.30

Many child abuse and neglect 
deaths are coded on the offi cial 
death certifi cate as other causes 
of death, particularly uninten-
tional injuries or natural deaths. 
In a study of 51 deaths identifi ed 
as child abuse and neglect by 
local Ohio Child Fatality Review 

(CFR) boards in 2003 and 2004, 
31 different causes of death were 
recorded on the death certifi cates. 
The causes included both medical 
and external injuries, both inten-
tional and unintentional.31 

Best estimates are that any single 
source of child abuse fatality data 
such as death certifi cates exposes 
just the tip of the iceberg. The 
interagency, multidisciplinary 
approach of the CFR process 
may be the best way to recognize 
and assess the number and the 
circumstances of child maltreat-
ment fatalities.

The CFR Case Report Tool and 
data system capture information 
about child abuse and neglect 
deaths as acts of omission or com-
mission, regardless of the cause 
of death. The tool collects details 
about the circumstances and per-
sons responsible for the death. 

Vital Statistics

Ohio Vital Statistics data report 
nine child abuse and neglect 
deaths in 2008. For further infor-
mation on the ICD-10 codes used 
to produce Vital Statistics data, 
please see Appendix IV. 

CFR Findings

Local CFR boards reviewed 
34 deaths from child abuse and 
neglect in 2008. These represent 
two percent of all 1,655 deaths 
reviewed.

• Twenty-seven of the 34 reviews 
indicated that physical abuse 
caused or contributed to the 
death, while eight reviews 
indicated that neglect caused or 
contributed to the death. One 
review indicated both abuse and 
neglect caused or contributed to 
the death.

Child Abuse and Neglect
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Gender

Race

Age

Reviews of Child Abuse and Neglect Deaths by Age, Race 
and Gender

<1 Year 16

1-4 Years 10

5-9 Years 5

10-14 Years 1

15-17 Years 2

White 26

Black 8

Male 16

Female 18

0 5 10 15 20 25 30

Number of Reviews

(N=34)

• Seventy-six percent (26) of 
child abuse and neglect deaths 
occurred among children 
younger than 5 years old. 

• A greater percentage of child 
abuse and neglect deaths oc-
curred to black children (24 
percent) relative to their repre-
sentation in the general popula-
tion (16 percent). 

• The 34 deaths identifi ed as child 
abuse and neglect were the re-
sult of several kinds of injuries. 
 Forty-seven percent (16) were 

the result of weapons includ-
ing use of a body part as a 
weapon. 

 Other causes of death in-
cluded asphyxiation, poison, 
drowning, fi re/burn and 
medical causes.

• The majority of the 34 child 
abuse and neglect deaths 
reviewed were violent deaths, 
with 27 resulting from physical 
abuse, including fi ve indicating 
the child had been shaken. 

• Of the 21 reviews where the 
information was available, 
12 indicated the child had a 
prior history of child abuse and 

neglect, and eight had an open 
child protective services case at 
the time of the incident. 

Child Abuse and Neglect 
Deaths by Cause of Death

12%

18%
47%

24%

Medical 
Causes

Asphyxia

Other Injury

Weapons 
(Including 
Body Parts)

(N=34)
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For the fi ve-year period 2004-2008, 150 child abuse and neglect 
deaths were reviewed. The percentage of reviews of child abuse 
and neglect deaths has not changed over the fi ve-year period. 
For the 129 reviews where the type of residence was known, 90 
percent (116) of the children were living in a parental home. 
Only six were in offi cial placement in foster homes, relative foster 
homes or licensed group homes.

Person # %

Biological Parent 22 65

Stepparent 1 3

Parent’s Partner 3 9

Other Relative 3 9

Friend/Acquaintance 1 3

Unknown/Missing 4 12

Total 67 100

Percents may not total 100 due to rounding.

Reviews of Child Abuse and Neglect Deaths by Person 
Causing Death (N=34)
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• Sixty-fi ve percent (22) of the 
reviews indicated the person 
causing the death was a biologi-
cal parent. The parent’s partner 
was cited in 9 percent of the 
reviews.

• For all 1,655 deaths reviewed 
from all causes for 2008, 84 
indicated a prior history of child 
abuse or neglect, and 74 had an 
open case with child protective 
services at the time of the death. 





Background

The Ohio Department of Health 
categorizes Ohio’s 88 counties 
into four county type designa-
tions (Rural Appalachian, Rural 
Non-Appalachian, Suburban and 
Metropolitan) based on simi-
larities in terms of population and 
geography. The current county 
type designations originated with 
the Ohio Family Health Survey 
in 1988 and are based on the U.S. 
Code and U.S. Census informa-
tion. See Appendix V for a map of 
Ohio counties by county type.

To analyze the CFR data by 
county type, the computer-as-
signed 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.

In 2008, Ohio’s child popula-
tion was distributed as follows: 

15 percent rural Appalachian; 14 
percent rural non-Appalachian; 16 
percent suburban; and 55 percent 
metropolitan.32

It is known that many factors re-
lated to child deaths are not evenly 
distributed across the county 
types. Complex analysis is needed 
to determine the signifi cance of 
the CFR county-type fi ndings.

CFR Findings

The 1,655 reviews of deaths that 
occurred in 2008 were distributed 
as follows:

• Ten percent of reviews (163) 
were from rural Appalachian 
counties.

• Fourteen percent of reviews 
(225) were from rural non-Ap-
palachian counties.

• Thirteen percent of reviews 
(221) were from suburban 
counties.

• Sixty-three percent of reviews 
(1,046) were from metropoli-
tan counties, which is dispro-
portionately higher than the 
proportion of children living 
in metropolitan counties (55 
percent).

Manner of Death by 
County Type

• Sixty-fi ve percent (758) of nat-
ural deaths reviewed were from 
metropolitan counties, which is 
disproportionately higher than 
the proportion of children living 
in metropolitan counties (55 
percent).

• Twenty percent (53) of acciden-
tal deaths reviewed were from 
rural non-Appalachian coun-
ties, which is disproportionately 
higher than the proportion of 
children living in rural non-Ap-
palachian counties (14 percent).

• Twenty-three percent (13) of 

suicide deaths reviewed were 
from suburban counties, which 
is disproportionately higher 
than the proportion of children 
living in suburban counties (16 
percent).

• Seventy-eight percent (52) of 
homicide deaths reviewed were 
from metropolitan counties, 
which is disproportionately 
higher than the proportion of 
children living in metropolitan 
counties (55 percent).

County Type
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Medical Causes of Death by 
County Type

• Sixty-four percent (770) of the 
reviews of deaths from medical 
causes were from metropolitan 
counties, which is dispro-
portionately higher than the 
proportion of children living 
in metropolitan counties (55 
percent). Reviews of deaths due 
to prematurity were particularly 
over-represented in metro-
politan counties. Seventy-fi ve 
percent (385) of deaths due to 
prematurity were from metro-
politan counties.

 
Rural 

Appalachian
Rural Non-

Appalachian Suburban Metropolitan Total

# % # % # % # % # %

Natural 114 70 145 64 157 71 758 73 1,174 71

Accident 30 18 53 24 39 18 144 14 266 16

Suicide 6 4 10 4 13 6 27 3 56 3

Homicide 4 3 7 3 4 2 52 5 67 4

Undetermined/
Pending/
Unknown

9 6 10 4 8 4 65 6 92 6

Total 163 100 225 100 221 100 1,046 100 1,655

Percents may not total 100 due to rounding.

Manner of Death by County Type

 Rural 
Appalachian

Rural 
Non-Appalachian Suburban Metropolitan Total

# % # % # % # % # %

Prematurity 33 6 35 7 58 11 385 75 511 100

Congenital Anomaly 17 10 17 10 32 18 107 62 173 100

Pneumonia/ Other 
Infection

12 14 16 18 4 5 56 64 88 100

All Medical Causes* 118 10 150 13 157 13 770 64 1,195 100

*Includes 3 leading causes plus all other causes. Percents may not total 100 due to rounding. 

Three Leading Medical Causes of Death by County Type
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External Causes of Death by 
County Type

• Twenty-two percent (25) of 
vehicular deaths were from 
rural non-Appalachian coun-
ties, which is disproportionately 
higher than the proportion of 
children living in rural non-Ap-
palachian counties (14 percent). 

• Seventy-three percent (49) of 
weapons deaths reviewed were 
from metropolitan counties, 
which is disproportionately 
higher than the proportion of 
children living in metropolitan 
counties (55 percent).

Reviews of Special Interest

The distribution of the 175 
reviews for sleep-related deaths 
varies from the population distri-
bution by county type.

• Seven percent of reviews (11) 
were from rural Appalachian 
counties.

• Eleven percent of reviews (18) 
were from rural non-Appala-
chian counties.

• Eleven percent of reviews (18) 
were from suburban counties.

• Seventy-two percent of reviews 
(119) were from metropolitan 
counties.

The distribution of the 34 reviews 
for child abuse and neglect deaths 
also varies from the population 
distribution by county type.

•   Fifteen percent of the reviews 
(5) were from rural Appalachian 
counties.

•  Three percent of the reviews (1) 
were from rural non-Appala-
chian counties.

•  Twelve percent of the reviews (4) 
were from suburban counties.

•  Seventy-one percent of the 
reviews (24) were from metro-
politan counties.

 
Rural 

Appalachian
Rural 

Non-Appalachian Suburban Metropolitan Total

# % # % # % # % # %

Vehicular 17 15 25 22 18 16 53 47 113 100

Asphyxia 10 9 11 10 22 19 72 63 115 100

Weapons 6 9 6 9 6 9 49 73 67 100

All External Causes* 43 11 70 17 55 14 239 59 407 100

External Causes of Death by County Type (N=407)

*Includes 3 leading causes plus all other causes. | Percents may not total 100 due to rounding. 
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The mission of the Ohio Child 
Fatality Review (CFR) program 
is 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.33 The review 
process helps CFR boards focus 
on a wide spectrum of factors 
that may have caused the death or 
made the child more susceptible 
to harm. After these factors are 
identifi ed 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.” 

CFR Findings

Local boards indicated 23 percent 
(383) of the 1,655 deaths reviewed 
probably could have been pre-

vented. Preventability differed 
by manner of death and by age 
group. 

• Eighty-four percent (223) of the 
266 deaths of accidental man-
ner were considered probably 
preventable. 

• Fifty-seven percent (111) of the 
deaths to 15-17-year-olds were 
considered probably preventable. 

• Only 5 percent (33) of the 
deaths to infants less than 29 
days old were considered prob-
ably preventable.

Local CFR boards identify many 
deaths that likely could have been 
prevented through changes in laws 
or policies, such as mandating the 
use of booster seats in cars; or the 
implementation of programs, such 
as Cribs for Kids. Many other 
deaths likely could have been 
prevented through increased adult 
supervision, increased parental 
responsibility and the exercise 

Preventable Deaths
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of common sense. Through the 
sharing of perspectives during 
the CFR discussions, members 
have learned that often-repeated 

health and safety messages need 
to be presented in new ways to 
reach new generations of parents, 
caregivers and children.

For the fi ve-year period 2004-2008, local CFR boards deemed 
23 percent of the deaths reviewed were probably preventable. 
The percentage changed little over the period, from a high of 25 
percent in 2004 to a low of 22 percent in 2007.
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2010 marks the tenth year of Ohio 
Child Fatality Review. During 
the fi rst few years after CFR was 
established by state law in 2000, 
administrative rules were written, 
extensive trainings were provided, 
and local boards were convened 
in all 88 counties. Those boards 
created protocols and procedures 
for their work and began conduct-
ing reviews. The fi rst data system 
provided only limited ability to 
analyze and use the data. In 2006, 
Ohio joined with other states in 
using a multi-state case report tool 
and Web-based data system devel-
oped by the National Center for 
Child Death Review (NCCDR). 
Reviews of deaths that occurred in 
2004 were the fi rst to be entered 
into the new system. To gain 
more understanding of the factors 
related to child deaths, data have 
been analyzed for the fi ve-year 
period 2004-2008.

For the fi ve-year year-of-death 
period 2004-2008, Ohio CFR 
boards have completed 8,447 re-
views, which represents 94 percent 
of the 9,001 child deaths reported 
by Ohio Vital Statistics. For the 
fi ve-year period, the proportional 
distribution of reviews across 
many factors such as manner of 
death, age, race, gender and pre-
ventability has changed very little. 

• Seventy-one percent (6,030) of 
the reviews were natural manner 
of death. The percentage was 71 
percent each year, except 2007 
when the percentage was 73.

• Sixty-fi ve percent (5,476) of 
the reviews were for infants less 
than 1 year old. The percentage 
has increased slightly each year, 
from 62 percent in 2004 to 67 
percent in 2008. The increase is 
likely due to improved processes 
to identify and review these 
deaths.

• Fifty-nine percent (4,954) of 
the reviews were for boys. The 
percentage changed little over 
the period, from a high of 60 
percent in 2005 to a low of 58 

percent in 2006 and 2007.
• Thirty-three percent (2,754) 

of the reviews were for black 
children. The percentage has 
increased over the period, from 
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31 percent in 2004 to 35 percent 
in 2008. 

• Twenty-three percent of the 
deaths reviewed were deemed 
probably preventable. The 
percentage changed little over 
the period, from a high of 25 
percent in 2004 to a low of 22 
percent in 2007.

Over the fi ve-year period, changes 
were noted in the percentage of 
reviews for some causes of death.

• Eight percent (635) of all 
reviews were due to vehicular 
crashes. This is 30 percent of 
the 2,136 reviews for deaths 
from external causes. The per-
centage of deaths from external 
causes due to vehicular crashes 
has decreased from 35 percent 
in 2004 to 28 percent in 2008. 
White boys ages 15–17 years 
accounted for 32 percent (202) 
of all vehicular deaths.

• Six percent (531) of all reviews 
were due to asphyxia. This is 
25 percent of the 2,136 reviews 
for deaths from external causes. 
The percentage of deaths from 
external causes due to asphyxia 

has increased from 22 percent 
in 2004 to 28 percent in 2007 
and 2008. Each year, the largest 
numbers of asphyxia deaths are 
suffocation deaths to infants 
less than 1 year old. Fifty-four 
percent (288) of the asphyxia 
deaths were sleep-related infant 
deaths.

•  Four percent (348) of all 
reviews were due to sudden 
infant death syndrome (SIDS). 
The number and percentage 
of deaths due to SIDS has 
decreased from seven percent 
(116) in 2004 to three percent 
(43) in 2008. This decrease 
may be due to changes in the 
diagnosis of sudden, unexpected 
infant deaths as noted in the 
SIDS section of this report. 
Reviews for sleep-related infant 
deaths account for 10 percent 
(869) of all reviews, and the 
percentage has remained un-
changed for the fi ve-year period.

Reviews of Sleep-related Deaths and SIDS Deaths, 2004-2008
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Gender

Race

Age

Reviews of Poisoning Deaths by Age, Race and Gender,
2004-2008

Number of Reviews

<1 Year 5

1-4 Years 9

5-9 Years 3

1110-14 Years

15-17 Years 45

58White

Black 15

42Male

Female 31

0 10 20 30 40 50 60

(N=73)
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Reviews of Drowning Deaths by Location, 2004-2008
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Combining data from fi ve years 
allows more analysis for groups 
of deaths where in-depth analysis 
is limited by small numbers in a 
single year.

• Local CFR boards reviewed 73 
poisoning deaths for 2004-
2008. These deaths represent 
three percent of the 2,136 
deaths from external causes for 
the period. Sixty-eight percent 
(49) of the deaths were acciden-
tal manner. Eighteen percent 
(13) were suicides. 
 Sixty-three percent (45) of 

the deaths occurred to 15-17 
year olds. 

 The poison agents for this 
age group included medica-
tions, street drugs, alcohol, 
carbon monoxide, household 
cleaners and several inhaled 
substances.

 Twenty-four percent (17) of 
the poisoning deaths oc-
curred to children younger 
than 10 years.

 The poison agents for this 
age group included medi-
cations, street drugs and 
carbon monoxide. None were 

poisoned by household clean-
ers or plants.

• Local CFR boards reviewed 
167 drowning deaths for 2004-
2008. These deaths represent 8 
percent of the 2,136 deaths from 
external causes for the period.
 A greater percentage of 

drowning and submersion 
deaths occurred among boys 
(69 percent) and among black 
children (29 percent) relative 
to their representation in the 
general population (51 per-
cent for boys and 16 percent 
for black children).

 Fifty-one percent (85) of the 
deaths occurred to children 
younger than 5 years old.

 Fifty-eight percent (49) of 
the deaths occurred in pools, 
while 28 percent (24) oc-
curred in open water and 18 
percent (15) in bath tubs.

 Forty-nine percent (82) of 
the deaths occurred to chil-
dren 5 years and older.

 Sixty percent (49) of the 
deaths occurred in open wa-
ter, while 27 percent (22) oc-
curred in pools and 7 percent 
(6) in bath tubs.
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The mission of Child Fatality 
Review (CFR) is the prevention 
of child deaths in Ohio. This 
report summarizes the process of 
local reviews by multi-disciplin-
ary boards of community leaders, 
which results in data regarding 
the circumstances related to each 
death. Each child’s death is a 
tragic story. 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 homi-
cide at more than three times 
the expected rate.

This report is intended to be a 
vehicle to share the fi ndings 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 chil-
dren. We encourage you to use the 
information in this report and to 
share it with others who can infl u-
ence changes to benefi t children. 
We invite you to collaborate with 
local CFR boards to prevent child 
deaths in Ohio.

Conclusion
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Child Fatality Review 
Advisory Committee, 
continued 
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Adams

Bruce M. Ashley, MD
Adams County Health Department
937-544-5547
adamcohd@odh.ohio.gov

Allen

Dave Rosebrock
Allen County Health Department
419-228-4457
drosebrock@allenhealthdept.org

Ashland

Dan Daugherty, MD
Ashland County-City Health 
Department
419-289-0000
ddaughe.2@mailcity.com

Ashtabula

Raymond J. Saporito
Ashtabula County Health 
Department
440-576-6010
ray.saporito@odh.ohio.gov

Athens

James R. Gaskell, MD
Athens City-County Health 
Department
740-592-4431
jamesgaskell2000@yahoo.com

Auglaize

Charlotte Parsons
Auglaize County Health 
Department
419-738-3410
cparsons@auglaizehealth.org

Belmont

Linda Mehl
Belmont County Health 
Department
740-695-1202
linda.mehl@odh.ohio.gov

Brown

Harold Vermillion
Brown County General Health 
District
937-378-6892
harold.vermillion@odh.ohio.gov

Butler

Robert J. Lerer, MD
Butler County Health Department
513-863-1770
boh@butlercountyohio.org

Carroll

Melanie Campbell
Carroll County Health Department
330-627-4866
mcampbell@carroll-lhd.org

Champaign

Shelia Hiddleson
Champaign Health District
937-484-1605
shelia.hiddleson@odh.ohio.gov

Clark

Charles Patterson
Clark County Combined Health 
District
937-390-5600
cpatterson@ccchd.com

Clermont

Marty Lambert
Clermont County General Health 
District
513-732-7499
mlambert@co.clermont.oh.us

Clinton

Robert E. Derge
Clinton County Health 
Department
937-382-3829
bderge@clincohd.com
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Columbiana

Jacki Dalonzo
Columbiana County Health 
Department
330-424-0272
jackid_99@yahoo.com

Coshocton

Rebecca J. Beiter
Cochocton County General 
Health District
740-295-7307
becky.beiter@odh.ohio.gov

Crawford

W. Scott Kibler
Crawford County General Health 
District
419-562-5871
cchc@crawford-co.org

Cuyahoga

Scott Kennedy
Department of Children and 
Family Services
216-881-4888
kennes02@odjfs.state.oh.us

Darke

Terrence L. Holman, DVM
Darke County Health Department
937-548-4196
terrence.holman@odh.ohio.gov

Defi ance

Kimberly J. Moss
Defi ance County General Health 
District
419-784-3818
healthcommish@defi ance-county.
com

Delaware

Barbara Mullan
Delaware General Health District
740-203-2094
barbara@delawarehealth.org

Erie

Peter T. Schade
Erie County General Health 
District
419-626-5623
pschade@eriecohealthohio.org

Fairfi eld

Frank Hirsch
Fairfi eld Department of Health
740-653-4489
fhirsch@co.fairfi eld.oh.us

Fayette

Robert G. Vanzant, DVM
Fayette County Health Department
740-335-5910
bobgv@sbcglobal.net

Franklin

Andrea Hauser
Columbus Public Health
614-645-1667
alhauser@columbus.gov

Fulton

Michael Oricko
Fulton County Health Department
419-337-0915
mike.oricko@odh.ohio.gov

Gallia

Melissa Conkle
Gallia County Health Department
740-441-2960
melissa.conkle@odh.ohio.gov

Geauga

Robert Weisdack
Geauga County Health District
440-279-1903
rweisdack@geaugacountyhealth.
org

Greene

Mark McDonnell
Greene County Combined Health 
District
937-374-5600
mmcdonnell@gcchd.org

Guernsey

LuAnn Danford
Cambridge-Guernsey County 
Health Department
740-439-3579
luann.danford@odh.ohio.gov

Hamilton

Patricia Eber
Hamilton County Family and 
Children First Council
513-946-4990
Patty.Eber@hamilton-co.org
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Hancock

Greg Arnette, MD
Hancock County Health 
Department
419-424-7869
gaarnette@co.hancock.oh.us

Hardin

Jay E. Pfeiffer, MD
Kenton-Hardin Health 
Department
419-673-6230
healthdept@dbscorp.net

Harrison

Luan Touvall
Harrison County Health 
Department
740-942-2616
luan.touvell@odh.ohio.gov

Henry

Anne Goon
Henry County Health Department
419-599-5545
agoon@henrycohd.org

Highland

James Vanzant, DVM
Highland County Health 
Department
937-393-1941
jimvanzant@yahoo.com

Hocking

Kelly Taulbee
Hocking County Health District
740-385-3030
ktaulbee@hockingchd.com

Holmes

D. J. McFadden, MD
Holmes County Health 
Department
330-674-5035
dmcfadden@holmeshealth.org

Huron

Tim Hollinger
Huron County General Health 
District
419-668-1652
thollinger@huroncohealth.com

Jackson

Gregory A. Ervin
Jackson County Health 
Department
740-286-5094
gervin@jchd.us

Jefferson

Frank J. Petrola, MD
Jefferson County General Health 
District
740-283-8530
jchd@jchealth.com 

Knox

Dennis G. Murray
Knox County Health Department
740-392-2200
dmurray@knoxhealth.com

Lake

Kathy Milo
Lake County General Health 
District
440-350-2879
kmilo@lcghd.org

Lawrence

Kurt Hofmann, DO
Lawrence County Health 
Department
740-532-3962
kurt.hofmann@odh.ohio.gov

Licking

Robert P. Raker, MD
Licking County Coroner’s Offi ce
740-349-3633
lccoroner@alink.com

Logan

Boyd C. Hoddinott, MD
Logan County Health District
937-592-9040
boyd.hoddinott@odh.ohio.gov

Lorain

Terrence J. Tomaszewski
Lorain City Health Department
440-204-2315
ttomaszewski@lorainhealth.com

Lucas

David Grossman, MD
Toledo-Lucas County Health 
Department
419-213-4018
grossmad@co.lucas.oh.us
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Madison

Mary Ann Webb
Madison County-London City 
Health District
740-852-3065
mwebb@co.madison.oh.us

Mahoning

Matthew Stefanak
District Board of Health, Mahon-
ing County
330-270-2855
mstefanak@mahoning-health.org

Marion

Kathy Dixon, MD
Marion County Health 
Department
740-387-6520
maricohd@odh.ohio.gov

Medina

Daniel Raub, DO
Medina County Health 
Department
330-723-9511
draub@medinahealth.org

Meigs

Larry Marshall
Meigs County Health Department
740-992-6626
Larry.marshal@odh.ohio.gov

Mercer

Philip Masser, MD
Mercer County-Celina City 
Health Department
419-586-3251
healthdept@mccchd.org

Miami

James A. Luken
Miami County Health District
937-440-5418
jluken@miamicountyhealth.net

Monroe

Jay Seidler, DO
Monroe County Health Depart-
ment
740-472-1677
monrcohd@odh.ohio.gov

Montgomery

James W. Gross
Public Health-Dayton and Mont-
gomery County
937-225-4395
jgross@phdmc.org

Morgan

Richard D. Clark, MD
Morgan County Health 
Department
740-962-4572
morgcohd@odh.ohio.gov

Morrow

Krista Wasowski
Morrow County Health 
Department
419-947-1545
krista.wasowski@odh.ohio.gov

Muskingum

Corrie Marple
Zanesville Muskingum County 
Health Department
740-454-9741
corriem@zmchd.org

Noble

Shawn E. Ray
Noble County Health Department
740-732-4958
shawn.ray@noblecohd.or

Ottawa

Nancy C. Osborn
Ottawa County Health 
Department
419-734-6800
nosborn@cros.net

Paulding

Larry Fishbaugh, DO
Paulding County Health 
Department
419-399-3921
paulcohd@odh.ohio.gov 

Perry

Stevens Holekamp
Perry County Health Department
740-342-5179
sholekamp@perryhealth.com
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Pickaway

Elaine Miller
Pickaway County General Health 
District
740-477-9667
emiller@pchd.org

Pike

Wally Burden
Pike County General Health 
District
740-947-7721
pcghd@bright.net

Portage

John Ferlito
Kent City Health Department
330-678-8109
ferlito@kent-ohio.org

Preble

Mark Vosler, DO
Preble County Health District
937-472-0087
pcdh@preblecountyhealth.org

Putnam

David Lee Woodruff, MD
Putnam County General Health 
District
419-523-5608
david.woodruff@odh.ohio.gov

Richland

Stan Saalman
Mansfi eld/Richland County 
Health Department
419-774-4510
ssaalman@richlandhealth.org

Ross

Timothy Angel, PhD
Ross County Health District
740-779-9652
tangel@horizonview.net

Sandusky

David G. Pollick
Sandusky County Health 
Department
419-334-6377
dpollick@sanduskycohd.org

Scioto

Aaron Adams, DO
Scioto County Health Department
740-354-3241
aaron.adams@odh.ohio.gov

Seneca

Marjorie S. Broadhead
Seneca County Health Depart-
ment
419-447-3691
marjorie.broadhead@odh.ohio.gov

Shelby

Robert M. Mai
Sidney-Shelby County Health 
Department
937-498-7249
robert.mai@odh.ohio.gov

Stark

William J. Franks
Stark County Health Department
330-493-9904
franksb@starkhealth.org

Summit

R. Daryl Steiner, DO
Children’s Hospital Medical 
Center of Akron
330-543-8124
dsteiner@chmca.org

Trumbull

James Enyeart, MD
Trumbull County Health 
Department
330-675-2590
health@co.trumbull.oh.us

Tuscarawas

Deb Crank
Tuscarawas County Health 
Department
330-343-5555
tchdcpp@tusco.net

Union

Julie Miller
Union County Health Department
937-645-2054
julie.miller@health.co.union.oh.us
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VanWert

Paul A. Kalogerou, MD
Van Wert County Health 
Department
419-238-0808
vwchd@vanwertcountyhealth.org

Vinton

Susan Crapes, MD
Vinton County Health District
740-596-5233
scrapes@vintonohhealth.org

Warren

Duane Stansbury
Warren County Combined Health 
Department
513-695-1566
duane.stansbury@co.warren.oh.us

Washington

Kathleen L. Meckstroth, DrPH
Washington County Health 
Department
740-374-2782
healthadmin@washco-ohhealth.
org

Wayne

Gregory L. Halley, MD
Wayne County Combined 
General Health Department
330-264-9590
GHalley@wayne-Health.org

Williams

James Watkins
Williams County Health 
Department
419-485-3141
willcohd@odh.ohio.gov

Wood

Pam Butler
Wood County Health Department
419-352-8402
pbutler@co.wood.oh.us

Wyandot

Barbara Mewhorter
Wyandot County Health 
Department
419-294-3852
wchealthdept@co.wyandot.oh.us
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For this report, ICD-10 codes 
used for classifi cation of Vital Sta-
tistics data were selected to most 
closely correspond with the causes 
of death indicated on the CFR 
Case Report Tool. Therefore, the 
ICD-10 codes used for this report 
may not match the codes used for 
other reports or data systems. 

ICD-10 Codes Used for Vital Statistics Date Included in CFR Report

Cause of Death ICD-10 Codes

Animal Bite or Attack W53-W59, X20-27, X29

Asphyxia W75-W84, X47, X66, X67, X70, X88, X91, Y17, Y20

Child Abuse and Neglect Y06-Y07

Drowning W65-W74, X71, X92, Y21

Environmental Exposure W92, W93, W99, X30, X31, X32

Fall and Crush W00-W19, W23, X80, Y01, Y02, Y30, Y31

Fire, Burn, Electrocution X00-X09, X33, X76, X77, X97, X98, Y26, Y27, W85, W86, W87

Medical Causes (Excluding SIDS)
A000-B999, C000-D489, D500-D899, E000-E909, F000-F999, G000-G999, 
H000-H599, H600-H959, I000-I999, J000-J999, K000-K939, L000-L999, M000-
M999, N000-N999, O000-O999, P000-P969, Q000-Q999, R000-R949

Other Causes (Residual) All other codes not otherwise listed

Poisoning X40-X49, X60-X65, X68, X69, X85, X87, X89, X90, Y10-Y16, Y18, Y19

Sudden Infant Death Syndrome R95

Suicide X60-X84

Vehicular V01-V99, X81, X82, Y03, Y32

Weapon, Including Body Part
W26, W32-W34, X72-75, X78, X79, X93-96, X99, Y00, Y04, Y05, Y08, Y09, Y22-
25, Y28-Y29, Y35.0 Y35.3
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Ohio’s 88 counties have been 
categorized into four county types: 
Rural Appalachian; Rural Non-
Appalachian; Metropolitan; and 
Suburban. 

• The 29 rural Appalachian coun-
ties were identifi ed from Section 
403 of the U. S. Code, and most 
are geographically situated in 
the Southeast region of Ohio. 

• The 12 Metropolitan counties 
were defi ned as non-Appala-
chian counties containing at 
least one city with 50,000 or 
more inhabitants as of the 1990 
census. 

• The 17 Suburban counties were 
non-metropolitan, non-Ap-
palachian counties that met the 
criteria of an urbanized area as 
defi ned by the U.S. Census Bu-
reau for the 1990 census. Thus, 
Suburban counties are essential-
ly urbanized areas without large 
cities. All Suburban counties 

are also adjacent to at least one 
Metropolitan county. 

• The 30 counties that were not 
Appalachian, Metropolitan, 
or Suburban were classifi ed as 
Rural Non-Appalachian.

In 2008, Ashtabula, Trumbull and 
Mahoning were added to the Ap-
palachian counties. To maintain 
continuity for the fi ve-year period 
2004-2008, for the purpose of this 
report, Ashtabula remains Rural 
Non-Appalachian; Trumbull 
remains Suburban; and Mahoning 
remains Metropolitan.

Ohio County Type Designations

William Fulton Lucas

Ottowa

Sandusky
Henry

Defiance

Paulding

Putnam

Van Wert

Mercer
Auglaize

Allen

Hancock

Hardin

Logan
Shelby
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Champaign

Preble Montgomery

Fayette

ClintonWarrenButler

Hamilton
Clermont

Brown

Highland

Adams

Scioto

Lawrence

Meigs

Franklin

Knox

Morrow
Marion

Wyandot Crawford Richland Ashland

HuronSeneca

Erie

Medina

Cuyahoga

Summit

Wayne

Stark

Mahoning

Ashtabula

Gallia

JacksonPike

Ross

Vinton
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Hocking
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Washington
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Metropolitan
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Appendix VI: Data Tables

Natural Accident Homicide Suicide Undetermined/ Pending/ Unknown Total
Age # # # # # #

1-28 Days 701 21 4 - 11 737

29 – 364 Days 223 64 13 - 67 367

1-4 Years 85 48 15 - 9 157

5-9 Years 55 22 8 - 2 87

10-14 Years 59 36 2 15 1 113

15-17 Years 51 75 25 41 2 194

Unknown - - - - - -

Missing - - - - - -

Race* # # # # # #

White 742 195 28 42 54 1,061

Black 415 70 39 12 37 573

Other 14 1 - 2 1 18

Unknown 3 - - - - 3

Missing - - - - - -

Gender # # # # # #

Male 655 167 43 35 54 954

Female 519 99 24 21 38 701

Unknown - - - - - -

Missing - - - - - -

Total 1174 266 67 56 92 1,655

Reviews of 2008 Deaths by Manner of Death by Age, Race and Gender (N=1,655)

*26 cases with multiple races indicated were assigned to the minority race.
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Birth–364 
Days

1-4 
Years

5-9 
Years

10-14 
Years

15-17 
Years Unknown Missing Total

Asthma - - 2 2 - - - 4

Cancer 1 5 12 15 9 - - 42

Cardiovascular 28 6 5 4 6 - - 49

Congenital Anomalies 135 20 7 7 4 - - 173

Low Birth Weight 1 - - - - - - 1

Malnutrition/Dehydration 2 - - - - - - 2

Neurological Disorders 8 6 1 - 4 - - 19

Pneumonia 18 7 5 2 4 - - 36

Prematurity 507 3 1 - - - - 511

SIDS 43 - - - - - - 43

Other Infection 40 8 1 4 1 - - 54

Other Perinatal Conditions 48 - - - - - - 48

Other Medical Condition 104 29 22 25 24 - - 204

Undetermined 5 - - - 1 - - 6

Unknown 2 - - 1 - - - 3

Medical Causes Total 942 84 56 60 53 - - 1,195

Reviews of 2008 Deaths: All Medical Causes of Death (N=1,195) by Age 
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*26 cases with multiple races indicated were assigned to the minority race.

Reviews of 2008 Deaths: All Medical Causes of Death (N=1,195) by Race 

White Black Other Unknown Missing Total

Asthma 2 2 - - - 4

Cancer 32 8 1 - - 42

Cardiovascular 35 14 - - - 49

Congenital Anomalies 131 40 2 - - 173

Low Birth Weight 1 - - - - 1

Malnutrition/ Dehydration 1 1 - - - 2

Neurological Disorders 14 5 - - - 19

Pneumonia 24 11 1 - - 36

Prematurity 253 251 5 2 - 511

SIDS 29 14 - - - 43

Other Infection 28 25 1 - - 54

Other Perinatal Conditions 37 10 1 - - 48

Other Medical Condition 160 41 3 - - 204

Undetermined 4 2 - - - 6

Unknown 3 - - - - 3

Medical Causes Total 754 424 14 3 - 1,195
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Male Female Unknown Missing Total

Asthma 2 2 - - 4

Cancer 23 19 - - 42

Cardiovascular 23 26 - - 49

Congenital Anomalies 98 75 - - 173

Low Birth Weight - 1 - - 1

Malnutrition/ Dehydration - 2 - - 2

Neurological Disorders 7 12 - - 19

Pneumonia 21 15 - - 36

Prematurity 297 214 - - 511

SIDS 23 20 - - 43

Other Infection 30 25 - - 55

Other Perinatal Conditions 27 21 - - 48

Other Medical Condition 117 86 - - 203

Undetermined 3 3 - - 6

Unknown 1 2 - - 3

Medical Causes Total 672 523 - - 1,195

Reviews of 2008 Deaths: All Medical Causes of Death (N=1,195) by Gender 
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Birth – 
364 Days

1-4 
Years

5-9 
Years

10-14 
Years

15-17 
Years Unknown Missing Total

Asphyxia 68 5 2 12 28 - - 115

Motor Vehicle 5 14 12 22 60 - - 113

Weapon (Including Body Part) 11 10 2 6 38 - - 67

Fire, Burn or Electrocution 2 17 10 2 - - - 31

Drowning 2 10 4 8 3 - - 27

Poisoning 2 4 1 2 9 - - 18

Fall or Crush - 4 - 1 3 - - 8

Other 2 - - - - - - 2

Undetermined/Unknown 25 1 - - - - - 26

External Causes Total 117 65 31 53 141 - - 407

Reviews of 2008 Deaths: All External Causes of Death (N=407) by Age

98

Appendix VI: Data Tables



White Black Other Unknown Missing Total

Asphyxia 72 41 2 - - 115

Motor Vehicle 99 13 1 - - 113

Weapon (Including Body Parts) 31 36 - - - 67

Fire, Burn or Electrocution 25 6 - - - 31

Drowning 20 7 - - - 27

Poisoning 12 6 - - - 18

Fall or Crush 6 2 - - - 8

Other 2 - - - - 2

Undetermined/Unknown 11 15 - - - 26

External Causes Total 278 126 3 - - 407

Reviews of 2008 Deaths: All External Causes of Death by Race (N=407) 
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Male Female Unknown Missing Total

Asphyxia 67 48 - - 115

Motor Vehicle 76 37 - - 113

Weapon (Including Body Parts) 51 16 - - 67

Fire, Burn or Electrocution 12 19 - - 31

Drowning 16 11 - - 27

Poisoning 11 7 - - 18

Fall or Crush 6 2 - - 8

Other - 2 - - 2

Undetermined/Unknown 15 11 - - 26

External Causes Total 254 153 - - 407

Reviews of 2008 Deaths: All External Causes of Death (N=407) by Gender
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Natural Accident Homicide Suicide
Undetermined/ 

Pending/ 
Unknown

Total

Age # # # # # #

1-28 Days 3,531 69 9 - 55 3,664

29–364 Days 1,183 284 65 - 280 1,812

1-4 Years 463 242 82 - 27 814

5-9 Years 280 162 44 4 7 497

10-14 Years 293 197 336 61 8 595

15-17 Years 272 465 141 170 7 1,055

Unknown 1 - - - - 1

Missing 7 2 - - - 9

Race* # # # # # #

White 3,852 1,083 156 191 225 5,507

Black 2,022 321 217 42 152 2,754

Other 74 9 - 2 3 88

Unknown 56 3 4 - 4 67

Missing 26 5 - - - 31

Gender # # # # # #

Male 3,407 902 253 169 223 4,954

Female 2,598 517 124 65 160 3,464

Unknown 6 - - 1 - 7

Missing 19 2 - - 1 22

Total 6,030 1,421 377 235 384 8,447

Reviews of 2004-2008 Deaths by Manner of Death by Age, Race and Gender (N=8,447)

 * 152 cases with multiple races indicated were assigned to the minority race.
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2004 2005 2006 2007 2008 Total

Age # # # # # #

1-28 Days 676 764 741 746 737 3,664

29–364 Days 358 368 363 356 367 1,812

1-4 Years 170 154 155 178 157 814

5-9 Years 95 115 115 85 87 497

10-14 Years 121 134 132 95 113 595

15-17 Years 232 216 198 215 194 1,055

Unknown - - - 1 - 1

Missing 3 - 1 5 - 9

Race* # # # # # #

White 1,089 1,150 1,091 1,116 1,061 5,507

Black 517 564 570 530 573 2,754

Other 18 18 13 21 18 88

Unknown 26 11 19 8 3 67

Missing 5 8 12 6 - 31

Gender # # # # # #

Male 964 1,049 1,002 985 954 4,954

Female 681 698 698 686 701 3,464

Unknown 1 2 1 3 - 7

Missing 9 2 4 7 - 22

Total 1,655 1,751 1,705 1,681 1,655 8,447

Reviews of 2004-2008 Deaths by Year by Age, Race and Gender (N=8,447)

* 152 cases with multiple races indicated were assigned to the minority race.
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2004 2005 2006 2007 2008 Total

Medical Causes # # # # # #

Prematurity 497 537 513 531 511 2,589

Congenital Anomaly 193 199 202 182 173 949

SIDS 116 59 74 55 43 347

Cardiovascular 47 62 51 76 49 285

Other Infections 57 57 54 43 54 265

Cancer 51 49 57 51 42 250

Pneumonia 20 42 45 42 36 185

Other Perinatal 28 20 24 36 48 156

Neurological 29 23 20 19 19 110

Asthma 4 2 5 11 4 26

Malnutrition 2 2 1 3 2 11

Other Medical 167 192 161 163 205 888

Undetermined/Unknown 18 35 27 23 9 112

Reviews of 2004-2008 Deaths by Year by Cause, Circumstances and Preventability (N=8,447), Continued on Page 104
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Reviews of 2004-2008 Deaths by Year by Cause, Circumstances and Preventability (N=8,447), Continued from Page 103

2004 2005 2006 2007 2008 Total

External Causes # # # # # #

Vehicular 145 135 128 114 113 635

Asphyxia 90 97 118 111 115 531

Weapons 55 71 72 76 67 341

Drowning 40 46 25 29 27 167

Fire and Burns 27 35 38 21 31 152

Poisoning 18 10 17 10 18 73

Fall or Crush 11 11 13 8 8 51

Exposure 1 2 1 2 1 7

Other Injuries 21 20 9 5 1 57

Undetermined/Unknown 8 41 30 17 26 122

# # # # # #

Child Abuse & Neglect 24 26 31 35 34 150

Sleep-related Infant Deaths 169 178 179 177 166 869

Probably Preventable 408 431 401 368 383 1,973

Year Total 1,655 1,751 1,705 1,681 1,655 8,447
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1National Center for Health Statistics and U.S. Census Bureau data. Processed through Ohio Department of Health, Vital Statistics, April 1, 2010. 
 Note: For the Census data used in this report, persons with multiple races indicated were assigned by a complex algorithm including geographic area and 
proportions of all races in that area and other factors.

2National Center for Injury Prevention and Control. WISQARS Injury Mortality Reports, 1999 – 2007 page. Available at 
http://webappa.cdc.gov/sasweb/ncipc/mortrate10_sy.html.

3Safe Kids USA. Injury Trends Fact Sheet. Available at http://www.safekids.org/our-work/research/fact-sheets/.

4National Center for Injury Prevention and Control. WISQARS Injury Mortality Reports, 1999 – 2007 page. Available at 
http://webappa.cdc.gov/sasweb/ncipc/mortrate10_sy.html.

5National Center for Injury Prevention and Control. WISQARS Injury Mortality Reports, 1999 – 2007 page. Available at 
http://webappa.cdc.gov/sasweb/ncipc/mortrate10_sy.html.

6National Center for Injury Prevention and Control. WISQARS Injury Mortality Reports, 1999 – 2007 page. Available at 
http://webappa.cdc.gov/sasweb/ncipc/leadcaus10.html. 

7Safe Kids USA, Car Seat, Booster and Seat Belt Safety Fact Sheet. Available at 
http://www.safekids.org/our-work/research/fact-sheets/car-seats-booster-and-belt-safety-fact-sheet.html. 

8National Traffi c Highway Safety Administration. Teen Driver Crashes: A Report to Congress July 2008. Available at 
http://www.nhtsa.gov/DOT/NHTSA/Traffi c%20Injury%20Control/Articles/Associated%20Files/811005.pdf. 

9National Highway Traffi c Safety Administration. Beginning Teenage Drivers. Available at 
http://www.nhtsa.gov/DOT/NHTSA/Traffi c%20Injury%20Control/Teen%20Driver/fi les/BegTeenDrivers810651.pdf.

*All Internet sites referenced were last accessed July 30, 2010.
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10National Center for Injury Prevention and Control. WISQARS Injury Mortality Reports, 1999 – 2007 page. Available at 
http://webappa.cdc.gov/sasweb/ncipc/mortrate10_sy.html.

11U.S. Department of Justice. Promising Strategies to Reduce Gun Violence. Available at 
http://ojjdp.ncjrs.org/pubs/gun_violence/sect07.html.

12National Center for Injury Prevention and Control. WISQARS Injury Mortality Reports, 1999 – 2007 page. Available at 
http://webappa.cdc.gov/sasweb/ncipc/leadcaus10.html. 

13Centers for Disease Control and Prevention. Fire Deaths and Injuries: Fact Sheet. Available at 
http://www.cdc.gov/HomeandRecreationalSafety/Fire-Prevention/fi res-factsheet.html. 

14National Center for Injury Prevention and Control. WISQARS Injury Mortality Reports, 1999 – 2007 page. Available at 
http://webappa.cdc.gov/sasweb/ncipc/leadcaus10.html.
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