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	Unknown
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Please “x” applicable Boxes

	9.  Mental Health/Stress 
	13. Provision/Design of Services
	15. Family Planning (FP)

	
	Maternal history-mental illness
	
	Inadequate patient/client education/information
	
	Lacks  knowledge of FP methods/resources

	
	Depression/mental illness during pregnancy/postpartum
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	No B/C: intended pregnancy
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	No B/C: unintended pregnancy

	
	Other:
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	Dissatisfaction/Fear of services
	
	Other:

	
	Not a factor
	
	Other:
	
	Unknown

	
	
	
	Unknown
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	Abuse/harassment of mother
	
	
	16. Injuries

	
	Child abuse
	14. Environment
	
	MV Occupant

	
	Child neglect
	
	Substandard housing
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	Language/cultural differences, inability to communicate with provider
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	Cultural Beliefs- pregnancy/health
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	Other:
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	Not a factor

	
	Unknown
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	Not a Factor
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	17. Other

	
	
	
	Other:
	
	Infant in Foster Care

	12. Transportation
	
	Unknown
	
	

	
	No public transportation
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	Inadequate/unreliable transportation
	
	
	
	

	
	Other:
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	Not a factor
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SUMMARY OF 

CASE REVIEW TEAM

DELIBERATIONS


National Fetal-Infant Mortality Review Program

The American College of Obstetricians and Gynecologists

Women’s Health Care Physicians

Goal:
The overall goal of reviewing individual cases is to enhance the health and well-being of childbearing families in your community by improving the systems that provide health and related services to them.
1. In retrospect, would the case review team recommend improved linkages, alterations, or enhancement of the health and human services provided to this particular family?

	
	PRECONCEPTION
	PRENATAL
	LABOR AND DELIVERY
	NEWBORN
	INFANT
	GRIEF

	No, this family received a full array of health and human services appropriate to their needs.
	
	
	
	
	
	

	Yes, minor additions to the services provided would have been useful to this family.
	
	
	
	
	
	

	Yes, major additions to the services provided would have been useful to this family.
	
	
	
	
	
	

	Yes, but this family-needed services not currently available in our community.
	
	
	
	
	
	


	Comments:
	

	

	


2. Can you identify any personal strengths or service delivery system structures that supported the success this family had in accessing services?
	Comments:
	

	

	

	


3. What are the service delivery or community resource issues that review of this case highlights?
	

	

	


4. Are gaps across the service delivery or community resource system evident?


“X” your response

	
	Yes
	
	No

	If yes, specify:

	

	

	


5. As we work towards developing a service delivery and community resource system more responsive to individual and family needs, what changes does this case suggest?
	


	

	

	

	


6. Estimate the percentage of relevant information that was available for review of case:


“X” your response

	
	0 - 25%
	Minimal information available.

	
	26 - 50%
	Major gaps in information available.

	
	51 - 75%
	Minor gaps in information available.

	
	76 - 100%
	Substantially complete information available.


	Significant Issues
	Proposed CRT Action
	Suggested 

Community Action

	Preconception
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Prenatal
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Labor & Delivery
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Postpartum
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Newborn
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Infant
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Grief
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Issues Related to Fetal Infant Mortality

P = Factors Present in this Fetal/Infant Death


C = Selected Community issues that warrant a recommendation or intervention


“X” all that applies

	P
	C
	1.  Medical: Mother
	P
	C
	6. Substance Use
	P
	C
	13. Family Violence/Neglect

	
	
	Cord problem/abruption
	
	
	Tobacco
	
	
	Partner abuse

	
	
	Diabetes
	
	
	Alcohol
	
	
	Child abuse

	
	
	Incompetent cervix
	
	
	Illicit drugs
	
	
	Child neglect

	
	
	Infection
	
	
	Prescription drugs
	
	
	Other:

	
	
	Insufficient weight gain
	
	
	Other:
	
	
	
	Unknown
	
	None

	
	
	Multiple gestation
	
	
	
	Unknown
	
	None
	P
	C
	14. Culture

	
	
	Obesity
	P
	C
	7. Prenatal Risk Assessment
	
	
	Language differences

	
	
	Poor nutrition
	
	
	Not done
	
	
	Cultural beliefs re: pregnancy/health

	
	
	Pre-eclampsia/eclampsia
	
	
	Inadequate
	
	
	Concern re: citizen status

	
	
	Preterm labor
	
	
	Not followed
	
	
	Other:

	
	
	PROM
	
	
	Other:
	
	
	
	Unknown
	
	None

	
	
	Previous fetal loss
	
	
	
	Unknown
	
	None
	P
	C
	15. Transportation

	
	
	Previous infant loss
	P
	C
	8. Infant Risk Assessment
	
	
	Inadequate

	
	
	Previous LBW delivery
	
	
	Not done
	
	
	Other:

	
	
	Previous preterm delivery
	
	
	Inadequate
	
	
	
	Unknown
	
	None

	
	
	STD
	
	
	Not followed
	P
	C
	16. Provision/design of services

	
	
	Other:
	
	
	Other:
	
	
	Unavailable in area

	
	
	
	Unknown
	
	None
	
	
	
	Unknown
	
	None
	
	
	Mother/child non eligible

	P
	C
	2. Medical: Fetal/Infant
	P
	C
	9. Social Support
	
	
	Lack of communication among providers/services

	
	
	Intrauterine growth retardation
	
	
	Lack of supportive friends/family
	
	
	Inadequate patient/client education

	
	
	Congenital anomalies
	
	
	Negative influence of friend/family
	
	
	Fear of/dissatisfaction with system(s)

	
	
	Infection
	
	
	Other:
	
	
	Other:

	
	
	Other:
	
	
	
	Unknown
	
	None
	
	
	
	Unknown
	
	None

	
	
	
	Unknown
	
	None
	P
	C
	10. Homeless/Transient
	P
	C
	17. Environment/ Occupation Hazards

	P
	C
	3. Payment for care/services
	
	
	Frequent moves
	
	
	Second hand smoke

	
	
	No insurance/Not Medicaid Eligible
	
	
	Living in Public Shelter
	
	
	Other environmental hazards

	
	
	Medicaid eligibility unclear
	
	
	Living on the streets/homeless
	
	
	Heavy lifting (> 40lbs.)

	
	
	Other:
	
	
	Other:
	
	
	Other occasional hazard

	
	
	
	Unknown
	
	None
	
	
	
	Unknown
	
	None
	
	
	Other:

	P
	C
	4. Problems with prenatal care
	P
	C
	11. Poverty
	
	
	
	Unknown
	
	None

	
	
	No prenatal care
	
	
	Present
	P
	C
	18. Family Planning

	
	
	Late entry
	
	
	Other:
	
	
	Never used

	
	
	Missed appointments
	
	
	
	Unknown
	
	None
	
	
	Never used, intended pregnancy

	
	
	Multiple providers/sites
	P
	C
	12. Mental Health/Stress
	
	
	Failed contraception

	
	
	Other:
	
	
	Maternal history of mental illness
	
	
	Other:

	
	
	
	Unknown
	
	None
	
	
	Mental Illness during pregnancy
	
	
	
	Unknown
	
	None

	P
	C
	5. Problems with pediatric care
	
	
	Multiple stresses during pregnancy
	
	
	

	
	
	No pediatric care
	
	
	Possible dual diagnosis
	
	
	

	
	
	Missed appointments
	
	
	Other:
	
	
	

	
	
	Multiple providers/sites
	
	
	
	Unknown
	
	None
	
	
	

	
	
	Other:
	
	
	
	
	
	

	
	
	
	Unknown
	
	None
	
	
	
	
	
	

	P
	C
	19. Other Identify
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