
VEHICULAR DEAT H S

B a c k g ro u n d

Vehicular deaths include deaths of children involving all types of vehicles including
cars, trucks, campers, boats, all-terrain vehicles, farm vehicles, motorcycles and bicy-
cles as well as pedestrians.  Motor vehicle crashes are the leading cause of uninten-

tional injury-related death among children ages 14 years and younger in the United States.
Several factors known to contribute to the risk of motor vehicle fatalities include alcohol,
speeding and failure to use a restraint device, notably seat belts and child restraints.
Nationally in 2000, 56 percent of children under age 14 killed in motor vehicle crashes
were completely unrestrained. When child restraint devices are properly used for infants
and toddlers, the risk of vehicular deaths can be reduced by 71 percent.  For teenage driv-
ers, inexperience and errors of judgment lead to a higher rate of single-vehicle accidents
for this age group.  Young drivers constitute nearly 7 percent of the driving population, yet
they account for 14 percent of all fatal crashes in the United States. 

In 2003, the Child Fatality Review Advisory Committee recommended that a state-level
workgroup be formed to look more closely at vehicular deaths.  The report of that work-
group was included in the 2004 CFR Annual Report.  An expanded analysis of the data
related to vehicular deaths continued this year.

Vital Statistics
Ohio Vital Statistics preliminary data reported 148 vehicular deaths to children in 2003.
Fifty-one percent (76) of the deaths were to children in the 15-17 year age group.

CFR Findings
Local CFR boards reviewed 128 deaths to children from vehicular crashes in 2003.
This represents 9 percent of the total 1,483 deaths reviewed.  Fifty-three percent of the
deaths occurred to 15–17–year-olds.  There were greater percentages of vehicular deaths
among boys (63 percent) relative to their representation in the general population (51 per-
cent).
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Driver error was cited in 44 percent of the deaths; recklessness was cited in 24 percent;
speeding was cited in 27 percent.  In 47 percent of the deaths, the driver at fault was
between 16-18 years of age; 5 percent of the drivers at fault were less than 16 years of
age.

Sixty-six percent of the vehicles causing the fatal crashes were cars/vans and 13 percent
were trucks/campers.  Eighteen percent (23) of the children killed were pedestrians; two
percent (2) were on bicycles.  All-terrain vehicles (ATVs) were involved in 4 percent (5) of
the deaths reviewed.

More than 39 percent of the children killed while in motor vehicles (car/van, truck/camper,
sport utility vehicle) were not restrained.
Sixty-two percent (79) of the deaths occurred to children in motor vehicles (car/van,
truck/camper, sport utility vehicle), as drivers or as passengers.  Forty-three percent (34) of
the children killed were driving the vehicle.  Of the 79 children killed in motor vehicles, 39
percent (31) were not using proper restraints.  Of the 48 15-17-year-olds killed while in
motor vehicles, 42 percent (20) were not using proper restraints.

Examples of Local Recommendations
Local CFR boards made more than 35 recommendations for the prevention of vehicular
deaths based on the review of local deaths.  Recommendations become initiatives only
when resources, priorities and authority converge to make changes happen.  The recom-
mendations ranged from short-term local initiatives to legislative changes and included:
• Identify the safety of young children as pedestrians and bike riders as a priority by contin-

uing or enhancing programs such as Safety Town;

• Heighten awareness of the dangers of excessive speed, drinking and driving, and of the
importance of seatbelt, car seat and helmet use through public education and media
campaigns;

• Support continuation and enhancement of current programs such as Students Against
Drunk Driving and Prom Promise aimed at teen drivers that promote seatbelt use, safe
driving techniques and discourage risk-taking behaviors;

• Educate parents of new drivers of their responsibilities with the graduated driver’s licens-
ing and empower parents to set limits for new drivers regarding the number of passen-
gers, driving in inclement weather, time of day for driving, etc;

• Improve road design safety by working with law enforcement and county engineers;

• Urge legislators, dealers and parents to confront the dangers of all-terrain vehicles when
operated by children.
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Examples of Local Initiatives
• Several county CFR boards partnered with other local safety and school organizations to

monitor the use of seatbelts by teen drivers as they left school parking lots at the end of
the school day.  Both negative and positive reinforcements were used to demonstrate the
message that seatbelt use is the expected norm, and that adults are concerned about
teen driving safety. For example, a football homecoming-themed program involved a
coordinated effort of seatbelt checkpoints, buckle-up cheers, public service announce-
ments and football-themed incentives.

• The Henry County CFR Board presented the “Saved by the Belt Award” to a local teen
who survived a serious car crash because she was wearing her seatbelt.  The presentation
was made at a public assembly where the teen gave her personal testimony about the
importance and ease of buckling up.

• The Allen County CFR Board undertook an education and advocacy program to encour-
age the local taxis to provide seatbelts for securing infant safety seats and to empower
young mothers to be assertive in demanding this necessary safety equipment.

• After a second fatality at a railroad crossing, the Ashtabula County CFR Board supported
the township’s application for grant funds to install railroad warning lights at the site.
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Sudden Infant 
Death Syndro m e

B a c k g ro u n d

Nationally, sudden infant death syndrome (SIDS) is the leading cause of death in
infants between 1 month and 1 year of age.  SIDS is the diagnosis given the sudden
death of an infant under 1 year of age that remains unexplained after the perform-

ance of a complete postmortem investigation, including an autopsy; an examination of the
scene of death; and review of the infant’s health history.  While the cause and mechanism
of SIDS eludes researchers, several factors appear to put an infant at higher risk for SIDS.
Infants who sleep on their stomachs are more likely to die of SIDS than those who sleep on
their backs, as are infants whose mothers smoked during pregnancy and who are exposed
to passive smoking after birth.  There is a large racial disparity, with the SIDS rate for black
infants more than twice the rate for white infants.

Because SIDS is a diagnosis of exclusion, all other probable causes of death must be elimi-
nated through autopsy, death scene investigation and health history.  It is difficult to con-
clude that a death is due to SIDS in the absence of a thorough investigation.  The difficulty
is compounded with the presence of known risk factors for other causes of infant death
such as suffocation.

In 2003, the Child Fatality Review (CFR) Advisory Committee recommended that a state-
level workgroup be formed to look more closely at deaths from SIDS and other sleep-relat-
ed deaths.  The report of that workgroup was included in the 2004 CFR Annual Report.
An expanded analysis of the data related to these types of deaths continued this year.

Vital Statistics
Ohio Vital Statistics preliminary data reported 72 SIDS deaths to infants in 2003. 
According to Ohio Vital Statistics, the Ohio SIDS rate has decreased by 50 percent in the
past decade, from 1.4 deaths per 1,000 live births in 1993 to 0.5 in 2003.  The disparity
between black and white deaths from SIDS continues to be large, with the black SIDS rate
2.5 times higher than the white SIDS rate for 2003. 
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CFR Findings
Local CFR boards reviewed 107 deaths to children from SIDS in 2003. These deaths repre-
sent 7 percent of all 1,483 reviews conducted.  There were greater percentages of SIDS
deaths among boys (58 percent) and among blacks (39 percent) relative to their representa-
tion in the general population (51 percent for boys and 16 percent for black children).
Ninety-one percent of the SIDS deaths occurred before six months of age.
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The CFR data reporting tool includes items surrounding the death that can lead to better
understanding of the circumstances of SIDS deaths, so that policy and interventions can be
developed to prevent future deaths.  In spite of diligent efforts, CFR boards were not able
to consistently supply information regarding normal infant sleeping position; breastfeeding
status; overheating; heavy bedding; or sleep surface firmness.

Information about the location of the infant when found and bedsharing status was report-
ed with sufficient frequency for
analysis.  Only 27 percent of SIDS
deaths occurred in cribs, while 35
percent of SIDS deaths occurred
in locations considered unsafe: in
other types of beds and on
couches.  Twenty-seven percent
of infants who died of SIDS were
known to be sleeping with some-
one else at the time of death.
Forty-three percent of infants
who died of SIDS before age
three months were sleeping with
someone else at the time of
death.

At least 47 percent (50) of the
children who died of SIDS were
exposed to cigarette smoke in
utero or after birth.
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Examples of Local Recommendations
Local CFR boards made more than 20 recommendations to reduce the risk of SIDS.
Recommendations become initiatives only when resources, priorities and authority converge
to make changes happen.  Many recommendations were for the continued repetition of
the Back to Sleep message, especially targeting minority families, grandparents and care-
givers.  Many boards recommended a broader message to include back to sleep in a safe
sleep environment.  More consistent diagnosis and death scene investigation were recom-
mended to increase understanding of SIDS and other infant deaths.

Examples of Local Initiatives
• Many CFR boards report using existing programs such as WIC, Welcome Home, Ohio

Infant Mortality Reduction Initiative projects and Help Me Grow to distribute a coordinat-
ed, repeated message regarding SIDS risk reduction and to target hard-to-reach, at-risk
populations.

• The Butler County CFR Board has encouraged hospitals and health care providers to
specifically educate new parents about the risks of bedsharing.

• The Trumbull County CFR Board organized a presentation by the coroner’s investigator to
the Help Me Grow staff to increase understanding of the risk factors related to SIDS.
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Other Sleep-
related Deaths

B a c k g ro u n d

Since the beginning of the Ohio Child Fatality Review (CFR) program in 2001, local boards
have been faced with a significant number of deaths of infants while sleeping.  Some of
these deaths are diagnosed as SIDS, while others are diagnosed as accidental suffocation,
positional asphyxia, overlay or undetermined.  In order to better understand the contribut-
ing factors for these deaths and then to develop prevention strategies, these infant sleep-
related deaths are analyzed separately.

For this analysis, sleep-related infant deaths were defined using the CFR Case Report Tool.
Cases were identified by those infant cases of Suffocation where the circumstances were
marked, “Other Person Lying on or Rolling on Child;” “Child on or Covered by Object;” or
“Wedging.”  Wedging refers to the child’s face or body being trapped in a confined space
such as between the mattress and the wall.  Cases marked “SIDS” were excluded from the
sleep-related category and were analyzed separately.

CFR Findings
Thirty-six cases of sleep-related infant deaths were identified from the reviews of 2003
deaths. (These cases are in addition to the 107 reviews for deaths from SIDS.)   Sixty-four
percent of the deaths were to boy children and 19 percent were to black infants.  Eighty-
nine percent of the deaths occurred before six months of age.



The CFR data reporting tool includes items surrounding the death that can lead to better
understanding of the circumstances of sleep-related deaths so that policy and interventions
can be developed to prevent future deaths.

Information about the location of the infant when found; bedsharing status; and circum-
stances of event was reported with sufficient frequency for analysis.  Only 17 percent of
sleep-related deaths occurred in cribs, while 61 percent of sleep-related deaths occurred in
locations considered unsafe: in other types of beds and on couches.  Sixty-one percent of
the sleep-related deaths occurred when the child was sleeping on a soft surface.  Forty-two
percent (15) of the sleep-related deaths occurred when another person laid or rolled onto
the child.
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Bedsharing was the most frequently reported factor for sleep-related deaths.  Twenty-two
(72 percent) of sleep-related deaths occurred to infants who were sleeping with someone
else at the time of death.  Seventy-nine percent of infants who died of sleep-related deaths
before age 4 months were sleeping with someone else at the time of death.

Looking at SIDS and Sleep-related Deaths Together
Common data items from the CFR data reporting tool were combined for cases of SIDS
and sleep-related deaths.  Of the combined 143 deaths, 38 percent occurred when the
infant was sharing a bed with someone else.  Only 24 percent of the combined deaths
occurred in a crib.
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Examples of Local Recommendations
Local CFR boards made more than 20 recommendations for the prevention of sleep-related
deaths, particularly those attributed to suffocation.  Recommendations become initiatives
only when resources, priorities and authority converge to make changes happen.  As with
SIDS, many recommendations were for the continued repetition of the Back to Sleep mes-
sage, especially targeting minority families, grandparents and caregivers.  Many boards rec-
ommended a broader message to include back to sleep in a safe sleep environment and
advocated a strong warning against bedsharing.  More consistent diagnosis and death
scene investigation were recommended to increase understanding of sleep-related deaths.

Examples of Local Initiatives
• In addition to the local activities listed in the sections for SIDS and suffocation deaths,

many CFR boards such as Allen, Montgomery, Cuyahoga, Hamilton and Franklin counties
have created subcommittees to examine sleep-related deaths in more depth.  Information
learned is shared through communitywide collaborations.

• Some CFR boards have issued letters to service providers, urging that the message of safe
sleeping environment be included in all programs for young families. Clermont County
used a monthly newspaper article to publicize issues related to child deaths including
bedsharing.

• The Lawrence County CFR Board works in collaboration with Help Me Grow to assist par-
ents in obtaining cribs or bassinets.
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S U F F O C ATION AND 
S T R A N G U L ATION 

B a c k g ro u n d

Deaths in this category include deaths from suffocation, strangulation and choking, as
well as confinement in airtight places.  The majority of suffocations occur to infants
and toddlers while sleeping in unsafe environments. Without complete autopsies and

death scene investigations, it is difficult if not impossible to distinguish an unintentional
suffocation from SIDS or homicide.

Vital Statistics
Ohio Vital Statistics preliminary data reported 48 deaths from suffocation and strangulation
to children in 2003.

CFR Findings
Local child fatality review (CFR) boards reviewed 68 deaths to children from suffocation and
strangulation in 2003.  These deaths represent 5 percent of all 1,483 deaths reviewed.
While 62 percent occurred to children less than 1 year of age, 25 percent are to children
10–17 years old.  Thirty-eight percent of the reviews for suicide deaths in 2003 were due
to suffocation and strangulation.  A greater percentage of suffocation and strangulation
deaths occurred among black children (19 percent) relative to their representation in the
general population (16 percent). In 28 percent of the deaths reviewed, the child was stran-
gled by an object.   In 26 percent of the deaths reviewed, another person laid or rolled on
the child.
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Examples of Local
Recommendations
Local CFR boards made more
than 15 recommendations for
the prevention of suffocation
and strangulation deaths, all of
them addressing the sleeping
environment.  Recommendations
for collaboration with health
care and other services providers
to educate parents and child
care providers about safe sleep
environments were common.
Other recommendations
involved increasing the availabili-
ty of safe cribs to low-income
families. Recommendations
become initiatives only when
resources, priorities and authori-
ty converge to make changes
happen.

Example of Local
Initiatives
• The Gallia County CFR Board has initiated a coordinated effort by the home visiting pub-

lic health nurses, the perinatal nurses and the pediatricians to give repeated instructions
to new parents about creating a safe sleep environment and the dangers of bedsharing.

• The Madison County CFR Board sponsored a display booth at the Madison County Fair to
educate the public about suffocation hazards for infants.  The staff used a crib, lifelike
baby doll and popular styles of crib bedding and toys to demonstrate common risks for
suffocation and to model safe sleep practices.



FIRE AND BURN 

B a c k g ro u n d

Fires and burns are the third-leading cause of death among children 1-14 years of age in
the United States.   Most of these deaths occur in house fires, and the majority are due
to smoke inhalation rather than burns.  Nationally, the factor most frequently re s p o n s i-

ble for fatal house fires is cigarette smoking.  Young children and elderly adults are especially
at risk of fire and burn deaths because of their slower response and decreased mobility. 

Vital Statistics
Ohio Vital Statistics preliminary data reported 36 deaths from fire and burns to children in 2003.

CFR Findings
Local child fatality review (CFR) boards reviewed 42 deaths from fire and burn to children in
2003.    This represents 3 percent of all 1,483 deaths reviewed.  Fifty-five percent of the
deaths occurred among children less than 5 years of age.  A greater percentage of fire and
burn deaths occurred among black children (33 percent) relative to their representation in
the general population (16 percent).  A properly functioning smoke alarm was known to be
present in only 7 percent of the deaths reviewed.
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Factors Associated with Fire and Burn Death Reviews
Factor # of Reports % of Total Fire and Burn Deaths
Inadequate Supervision 15 36%
Alcohol and /or Drugs 15 36%
Smoke Alarm Present 14 33%
Smoke Alarm with Good Battery 3 7%
Smoke Alarm Functioned Properly 3 7%

Note:  More than one factor could be identified with each death

Examples of Local Recommendations
Noting that smoke alarms were present and functioning properly in only three of the 42
cases of fire and burn deaths, local CFR boards made more than a dozen recommendations
to increase community awareness of the importance of smoke alarms and to increase avail-
ability of free smoke alarms.  Other recommendations were made to increase community
education about home emergency exit plans and more stringent enforcement of fire codes.
Recommendations become initiatives only when resources, priorities and authority converge
to make changes happen.

Example of Local Initiatives
• Guernsey County CFR Board worked with the fire departments and realtors to distribute

free smoke alarms.

• In Cuyahoga County, two specific neighborhoods were targeted for intensive fire safety
education and smoke alarm distributions in collaboration with the Greater Cleveland
Chapter of the American Red Cross and the Cleveland Fire Department.
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FIREARMS AND
WEAPONS 

B a c k g ro u n d

Firearm deaths can be either intentional or unintentional.  Unintentional deaths may
occur when children play with guns or when guns fire while being cleaned, for exam-
ple. Intentional deaths include homicides and suicides. Nationally, more than half of

deaths for all ages attributable to homicide and suicide are caused by firearms.  There are
more than 200 million privately owned guns in the United States.  Approximately 40 per-
cent of U.S. households have some type of firearm and 25 percent have handguns.   Nearly
3.3 million children in the United States live in homes where guns are available, loaded and
unlocked.

Vital Statistics
Ohio Vital Statistics preliminary data reported 22 deaths from firearms and weapons to chil-
dren in 2003.

CFR Findings
Local child fatality review (CFR) boards reviewed 37 deaths to children from firearms and
weapons in 2003.  This represents 3 percent of all 1,483 deaths reviewed.  Seventy-six per-
cent were children 15-17 years of age.  Twenty-seven percent of the firearms and weapons
deaths were suicides.  Firearms and weapons deaths were disproportionately higher among
boys (92 percent) and among black children (51 percent) relative to their representation in
the general population (51 percent for boys and 16 percent for black children). Handguns
were involved in 65 percent of the deaths reviewed.  In 62 percent of the deaths reviewed,
intent to harm was the use of the weapon at the time.
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Examples of Local Recommendations
Local CFR boards made more than 10 recommendations for the prevention of deaths due
to firearms and weapons.  Recommendations become initiatives only when resources, pri-
orities and authority converge to make changes happen.  Recommendations included:
• Improve education of adults to prevent the access of children to guns and ammunition

and to promote the use of gun locks;

• Gun safety education for families;

• Institute peer mediation and anger management programs for youth;

• Promote and support programs such as Block Watch to encourage the public to report
suspicious activities.

Example of Local Initiatives
The Mahoning County CFR Board wrote to the Youngstown City Council to encourage
the council to regulate the sale and possession of weapons.  The board also urged law
enforcement authorities to continue the Gun Reduction Interdiction Plan (GRIP) to reduce
unlawful firearms possession.



DROWNING AND 
SUBMERSION 

B a c k g ro u n d

Drowning represents the second-leading cause of injury-related death among children
aged 1 through 14 years in the United States.  It is also the leading cause of uninten-
tional injury death to children between the ages of 1 and 4.  Regardless of the age

of the child, most drowning deaths happen when there is a lapse in adult supervision. 

Vital Statistics
Ohio Vital Statistics preliminary data reported 35 deaths from drowning and submersion to
children in 2003.

CFR Findings
Local child fatality review (CFR) boards reviewed 35 deaths to children from drowning and
submersion in 2003.  The deaths represent 2 percent of all 1,483 deaths reviewed.  Sixty
percent of the children were less than 5 years old.  Twenty-nine percent of all drowning
and submersion deaths occurred in bathtubs.  A greater percentage of drowning and sub-
mersion deaths occurred among boys (69 percent) and among black children (29 percent)
relative to their representation in the general population (51 percent for boys and 16 per-
cent for black children).
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Examples of Local Recommendations
Local CFR boards made 12 recommendations for the prevention of drowning deaths.  All of
the recommendations involved increasing public awareness of swimming safety and
improving the supervision of young children around water. Recommendations become ini-
tiatives only when resources, priorities and authority converge to make changes happen.

Examples of Local Initiatives
Several local CFR boards have collaborated with service providers such as birth hospitals,
home visiting nurses, licensed child care providers and schools to reinforce the important
messages of swimming safety and close supervision of young children at all times.



Other Causes of Death

Falls, Poisoning, Electrocution 

Local child fatality review (CFR) boards reviewed 19 deaths from other causes to children
in 2003:  poisoning (12 deaths); falls (three deaths); and electrocution (four deaths).
This represents 1 percent of all 1,483 deaths reviewed.

Any Other or Unknown Cause of Death

Local CFR boards reviewed 33 deaths to children in 2003 from any other or unknown
causes.  This represents 2 percent of all 1,483 deaths reviewed.  Forty-eight percent of
these deaths occurred among children younger than 1 year.
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Examples of Local Recommendations
Local CFR board recommendations regarding the prevention of deaths from falls, poisoning and electrocu-
tions focused on repeating the message of adult supervision for young children and responsibility of par-
ents for home safety. Recommendations become initiatives only when resources, priorities and authority
converge to make changes happen.

Example of Local Initiatives
In response to deaths reviewed by the Hardin County CFR Board, the health commissioner contacted Future
Farmers of America advisers to encourage more education re g a rding farm safety.

Local Recommendations and Initiatives for
General Pre v e n t i o n

As in past years, the most frustrating cases for child fatality review (CFR) boards to review are the
child deaths that could have been prevented with increased adult supervision, increased parental 
responsibility and the exercise of common sense.  The review of the circumstances of many of the

child deaths supports the National SAFE KIDS Campaign study, which found that while 98 percent of par-
ents agree it is important for them to be role models for safe behavior for their children, the percentage of
parents who report actually practicing safe behaviors is significantly lower.  Through the sharing of per-
spectives during the CFR discussions, members have learned that the often-repeated health and safety
messages need to be presented in new ways to reach new generations of parents and children.
Recommendations become initiatives only when resources, priorities and authority converge to make
changes happen.

Examples of Local Initiatives
• A group of Guernsey County service agencies sponsors an annual baby safety shower.  Topics were

selected based on the recommendations of the Guernsey County CFR Board, and included fire safety,
poisoning, smoking, summer safety, shaken baby syndrome and food safety.

• Medina County uses an interactive Web page to distribute important safety and prevention messages.

• Many local CFR boards share their findings with other health care providers, child advocates, prevention
programs and social service agencies to enlist community-wide help in spreading information to families
and caregivers.
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(440) 285-2222
bweisdack@geaugacountyhealth.org

Greene
Mr. Mark McDonnell
Combined Health District
(937) 374-5600
mmcdonnell@gcchd.org

Guernsey
Dr. Janice Bremen
Cambridge-Guernsey County Health
Department
(740) 439-3577
guercohd@odh.ohio.gov

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

Hancock
Dr. Greg Arnette
Hancock County Health Department
(419) 424-7869
gaarnette@co.hancock.oh.us

Hardin
Dr. Jay E. Pfeiffer
Kenton-Hardin Health Department
(419) 673-6230
healthdept@dbscorp.net

Harrison
Mr. Jamie Howell
Harrison County Health Department
(740) 942-2616
harrcohd@odh.ohio.gov

Henry
Mr. Hans Schmalzried
Henry County Health Department
(419) 599-5545
hschmalz@odh.ohio.gov
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Highland
Dr. James Vanzant
Highland Health Department
(937) 393-1941
jimvanzant@yahoo.com

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

Holmes
Dr. Maurice Mullet
Holmes County Health Department
(330) 674-5035
mmullet@holmeshealth.org

Huron
Dr. Earl McLoney
Huron County General Health District
(419) 668-1652
healthcommissioner@huroncohealth.com

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

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

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

Lake
Ms. Kay M. Duffy
Lake County General Health District
(440) 350-2554
kduffy@lcghd.org

Lawrence
Dr. Kurt Hofmann
Lawrence County Health Department
(740) 532-3962
khofmann@odh.ohio.gov

Licking
Dr. Robert P. Raker
Licking County Coroner’s Office
(740) 349-3633
lccoroner@alink.com

Logan
Dr. Boyd C. Hoddinott
Logan County Health District
(937) 592-3808
bhoddinott@earthlink.net

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

Lucas
Dr. David Grossman
Toledo-Lucas County Health Department
(419) 213-4018
grossmad@co.lucas.oh.us

Madison
Dr. James Herman
Madison County-London City Health
District
(740) 852-3800
jherman@co.madison.oh.us

Mahoning
Mr. Matthew Stefanak
District Board of Health, Mahoning County
(330) 270-2855
mstefanak@mahoning-health.org

Marion
Dr. Kathy Dixon
Marion County Health Department
(740) 387-6520
administration@marionhealthdept.com

Medina
Dr. Daniel Raub
Medina County Health Department
(330) 723-9511
draub@medinahealth.org

Meigs
Mr. Larry Marshall
Meigs County Health Department
(740) 992-6626
lmarshal@odh.ohio.gov
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Mercer
Dr. Philip Masser
Mercer County - Celina City Health
Department
(419) 586-3251
pmasser@odh.ohio.gov

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

Monroe
Ms. Cynthia J. Dix
Monroe County Health Department
(740) 472-1677
cdix@odh.ohio.gov

Montgomery
Dr. Morton Nelson
Montgomery County Health District
(937) 225-4395
mnelson@chdmc.org

Morgan
Dr. Richard D. Clark
Morgan County Health Department
(740) 962-4572
rclark@odh.ohio.gov

Morrow
Ms. Krista Wasowski
Morrow County Health Department
(419) 947-1545
kwasowsk@odh.ohio.gov

Muskingum
Ms. Corrie Marple
Zanesville Muskingum County Health
Department
(740) 450-3275
corriem@zmchd.org

Noble
Mr. Shawn E. Ray
Noble County Health Department
(740) 732-4958
noblecohd@dunriteisp.com

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

Paulding
Dr. Larry Fishbaugh
Paulding County Health Department
(419) 399-3921
paulcohd@odh.ohio.gov

Perry
Ms. Tina Watkins
Perry County Health Department
(740) 342-5179
pchd@netpluscom.com

Pickaway
Ms. Nancy Downing
Pickaway County General Health District
(740) 477-9667
ndowning@pchd.org

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

Portage
Dr. K. F. Rupp
Portage County Health Department
(330) 296-9919
kfr@neoucom.edu

Preble
Dr. Mark Vosler
Preble County Health District
(937) 456-8187
ellen@preblecountyhealth.org

Putnam
Dr. David Lee Woodruff
Putnam County General Health District
(419) 523-5608
dwoodruf@odh.ohio.gov

Richland
Mr. Stan Saalman
Mansfield/Richland County Health
Department
(419) 774-4510
ssaalman@richlandhealth.org

Ross
Dr. Timothy Angel
Ross County Health District
(740) 779-9652
tangel@horizonview.net
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Sandusky
Mr. David G. Pollick
Sandusky County Health Department
(419) 334-6377
dpollick@sanduskycohd.org

Scioto
Dr. Aaron Adams
Scioto County Health Department
(740) 354-3241
aadams@odh.ohio.gov

Seneca
Ms. Marjorie S. Broadhead
Seneca County Health Department
(419) 447-3691
mbroadhe@odh.ohio.gov

Shelby
Mr. Robert M. Mai
Sidney-Shelby County Health Department
(937) 498-7249
rmai@odh.ohio.gov

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

Summit
Mr. Pat McGrath
Catholic Social Service of Summit County
(330) 762-7481
pmcgrath@csssc.org

Trumbull
Dr. James Enyeart
Trumbull County Health Department
(330) 675-2489
jenyeart@tcbh.org

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

Union
Ms. Diana D. Houdashelt
Union County Health Department
(937) 645-2054
dhoudash@odh.ohio.gov

VanWert
Dr. Tom Lautzenheiser
VanWert County Health Department
(419) 238-0808
vwchd@vanwertcountyhealth.org

Vinton
Dr. Susan Crapes
Vinton County Health District
(740) 596-5233
vchd1@ohiohills.com

Warren
Ms. Deborah Poppe
Warren County Coroner’s Office
(513) 695-1137
coroner@co.warren.oh.us

Washington
Ms. Kathleen L. Meckstroth
Washington County Health Department
(740) 374-2782
healthadmin@washingtongov.org

Wayne
Dr. Gregory L. Halley
Wayne County Combined General Health
Department
(330) 264-9590
ghalley@wayne-health.org

Williams
Ms. Jean Wise
Williams County Health Department
(419) 485-3141
williamshd@bright.net

Wood
Mr. Jeff Cooper
Wood County Health Department
(419) 352-8402
jcooper@co.wood.oh.us

Wyandot
Ms. Barbara Mewhorter
Wyandot County Health Department
(419) 294-3852
wchealthdept@co.wyandot.oh.us
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