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EXECUTIVE SUMMARY

Child Fatality Review Board • Montgomery County, Ohio

Dear Community Member:
This Executive Summary highlights findings from the Montgomery County Child Fatality Review Board’s
sixth Report to the Community. Montgomery County began reviewing the deaths of its children in 1997.
The report is an evaluation of child deaths occurring in the years 2009 through 2016 and provides
cumulative data from 1997 through 2016.
A comprehensive, multidisciplinary review is completed for every death of a child residing in
Montgomery County. The results of these reviews are shared annually with the State of Ohio and are
contained in the final report. What cannot be captured in this summary is the great loss and sorrow
to family, friends and community when a child death occurs. We continue to examine the factors
contributing to these children’s deaths, so that we may improve our understanding of how to
prevent them.
I wish to express my sincere appreciation to those individuals who volunteer time from their already
demanding schedules to serve on the committees associated with the Child Fatality Review Board.
These professionals truly make a difference in the lives of the children and families in our community.
We hope the information presented in this summary report motivates you to review the full report
at www.phdmc\final report. Please share this information with others who have a role in improving
the health of children in Montgomery County. No one organization, department, or policy can solve
the complex social problems we face as a society. We encourage our community to work collectively
to solve the issues we face. By doing so, we will give our children the best opportunity at a safer and
healthier future.
Sincerely,

Jeffrey A. Cooper, MS, Chair
Montgomery County Child Fatality Review Board
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Introduction
The Report to the Community examines data concerning child deaths within Montgomery County in a variety
of ways. Analyses were conducted by sex, race, age group, manner, cause, and preventability. Additionally,
more in-depth analyses on infant mortality were conducted. The full report which is available online at
www.phdmc.org:
•
•
		
•

Reviews 2009-2016 child death data;
Reviews 1997-2016 cumulative data (over 1,600 Montgomery County child deaths have been
reviewed); and
Provides observations in comparison to Ohio and urban Ohio counties.

In 1997, a voluntary initiative was established in Montgomery County to review the deaths of all children
under the age of 18. This effort established a multi-disciplinary team of experts to conduct these reviews. In
2000, Ohio enacted House Bill 448 mandating that counties conduct child fatality reviews. The Montgomery
County Board of County Commissioners named the original volunteer team as the official members of the
Child Fatality Review Board (CFRB). The mission of the group is to prevent future child deaths by identifying
and documenting risk factors for child deaths and by supporting the development of interventions and services
designed to reduce those risk factors.
The CFRB encompasses multiple child-serving organizations. These leaders promote the cooperation,
collaboration, and communication within their agencies that allow the child death review process to work
in Montgomery County. The CFRB approves the work and recommendations of the Child Death Prevention
Committee and the Child Death Review Committee.
Representatives from several of these organizations meet monthly as the Child Death Review Committee to
review the death of every child who resided in Montgomery County. During these case review discussions,
the known facts of each death are shared by all participating agencies with specific information in relation
to the child’s death. Confidentiality of each agency’s information is respected. Specific data are collected in a
local, confidential database to develop an understanding of the causes and incidence of child deaths and to
help identify trends and patterns. Appropriate data are shared with the Child Death Prevention Committee for
further evaluation. The data are also reported to the state of Ohio in aggregate and were used by the Report
Writing Group in writing the report.

Overall Child Deaths and Mortality Rates
Average Annual Child Death
(0-17 years) Rates by Zip Code

Total child deaths
from 2009-2016

Montgomery County,
2009-2016

This map shows child
death rates (per 100,000
0-17 years) by zip code of
residence. The darker the
zip code, the higher the rate.

593
Overall Child
Death Rate
from 2009-2016

Zip code 45405 accounted
for only 4% of the child
population, but had the
highest child death rate
(136.8 per 100,000); twice
as high as Montgomery
County’s (61.4).

61.4

deaths per 100,000
children 0-17 years

Note: Rates are not calculated
for zip codes with less than five
deaths due to unreliable data.
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REVIEWS BY DEMOGRAPHIC CHARACTERISTICS
Background

Child Deaths by Demographic Characteristics: Age, Race, and Sex

The Montgomery County CFRB reviewed the deaths of 593 children who died between 2009-2016. Child deaths are
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• In Montgomery County, most (69%) child deaths were infants (<1 year of age), which is similar to the
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Child Deaths by Race and Sex
• The number of Black and White child deaths was
nearly the same (270 vs. 275).

M

Child Deaths by Race
Figure 3. Reviews of Child Deaths by Race, 2009-2016 (n=593)
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Child Deaths by Preventability
The Ohio Administrative Code defines preventable as, “the degree to which an individual or community could
have reasonably done something that would have changed the circumstances that led to the child’s death.”
• In general, deaths are more often ruled preventable as the child’s age increases.
• Two out of three deaths to children 15 to 17 years of age were preventable.
Preventable Child Deaths by Age
County,
2009-2016
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Key Findings and Recommendations
Demographics

• Most (69%) child deaths for Montgomery County were deaths to infants (<1 year of age). Of the infant
deaths, more than half (57%) were less than seven days of age.
• Across comparison counties and Ohio, infants (<1 year) represented the largest portion of child deaths.
Montgomery County had a higher percentage of child deaths 1 to 9 years of age than comparison
counties and the state.
• Black children die at a disproportionately higher rate than White children.
Manner

• Most child deaths for Montgomery County and Ohio were natural deaths.
Cause of Death

• Most (79%) infant (<1 year) deaths were due to medical causes; prematurity/low birth weight accounted
for half (50%) of all medical causes of death.
• External causes of death were higher among children 1 to 4 years (52%) and 15 to 17 years of age (70%).
• Medical causes of death were higher among children 5 to 9 years (65%) and 10 to 14 years of age (59%).
Preventability

• At least one out of every four child deaths in Montgomery County could have been prevented.
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Summary Data, Key Findings and Recommendations
Review of Comparison Data
• Overall, Montgomery County’s child death rates are consistent with state and comparison counties.
Montgomery County had a higher percentage (18%) of child deaths 1 to 9 years of age than other
comparison counties (Cuyahoga: 11%, Franklin: 14%, Mahoning: 6%) and the state (15%).
• Montgomery County had a lower percentage of White child deaths (42%) compared to the state (60%).
• Montgomery County had the third highest percentage (6%) of child deaths due to homicide compared to
other counties (Mahoning: 9%, Franklin: 7%, Cuyahoga 6%) and the state (3%).

Key Recommendations
The purpose of Child Fatality Review (CFR) is to reduce the incidence of preventable child deaths. Through the
process of local reviews, communities acknowledge that the circumstances involved in most child deaths are
too complex and multidimensional for responsibility to rest within a single agency. This report acknowledges
the collaborative work that has been done to prevent child deaths, and encourages more. It is only through
continued collaborative work that we can hope to improve the health and lives of our children.
Based on the findings from this report, the CFRB identified four areas of focus – prematurity, preventable child
deaths, tobacco use, and health equity. In addition, the CFRB is making the following key recommendations:
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Identify and
implement evidencebased interventions
aimed at improving
the health of a
woman before
becoming pregnant,
ensuring early access
to prenatal care, and
increasing healthy
behaviors to decrease
preterm births.

Identify and
implement
evidence-based
interventions focused
on reducing
child accidents.

Identify and
implement evidencebased education
and resources
on safe sleep
environments
for infants.

Identify and
implement policies
and interventions
that promote a
smoke-free
environment for
families, as well as
smoking cessation
for pregnant women
and families.

As a community,
identify and
implement policies
and interventions
to promote
health equity.
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Dedication and Acknowledgments
The death of a child is a tragic loss for a family, as well as the community. Child Fatality Review reflects the
work of many dedicated professionals in the community who have committed themselves to gaining a
better understanding of how and why children die, with an overall desire to improve the lives of children in
Montgomery County. It is with deepest sympathy and respect that we dedicate this Report to the memory of
those children and families represented within these pages.
This report is made possible by the support and dedication of the community leaders who serve on the Child
Fatality Review Board (CFRB). Acknowledging that the death of a child is a community problem, members of
the Child Fatality Review (CFR) give their time and expertise to examine all circumstances that lead to child
deaths. We thank them for taking on this task with reverence and compassion, working with a commitment to
preventing future fatalities.
We acknowledge the contributions of other agencies in facilitating the CFR program including the Ohio
Department of Health’s Office of Health Improvement and Wellness, the Ohio Children’s Trust Fund, state and
local vital statistics registrars, and the National Center for Fatality Review and Prevention (NCFRP).
The collaborative efforts of all these individuals and their organizations will help ensure a safer and healthier
future for our most precious resource, our children.
This executive summary report was produced by

Public Health - Dayton & Montgomery County, 117 S. Main St., Dayton OH 45422-1280
(937) 225-5700 • www.phdmc.org
To view or download the full Child Fatality Review Board Report, 2009-2016, visit
https://www.phdmc.org/child-fatality-review
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