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FIMR and Other Mortality Reviews as Public Health Tools
for Strengthening Maternal and Child Health Systems
in Communities: Where Do We Need To Go Next?

Ellen Hutchins, ScD, MSW,1 Holly Grason, MA,2 and Arden Handler, DrPH3

This article examines FIMR in relationship to two other maternal and child health mortality
reviews—child fatality review (CFR) and maternal mortality review (MMR), and explores how
their approaches to reviewing deaths can complement one another. Identifying opportunities
for collaboration among these case review methodologies may lead to greater efficiencies at
the local and state levels and strengthen the case review approach as a public health tool for
improving maternal and child health outcomes. To enable comparative analysis, a table was
constructed that identifies the purpose, structure, and process features of each case review
approach. This was followed by an examination of two possible ways to improve maternal
and child mortality review processes in states: 1) better coordination; and 2) improving each
individual process through adapting and adopting promising practices from the others. A
discussion is also provided of the state Title V role in facilitating both the coordination of
reviews and the process of sharing best practices. Given the similarities that exist among the
three MCH mortality reviews, it is important to view each review as one component of a larger
system of maternal and child health death reviews. Implementing widely the recommendations
generated by these reviews may increase the likelihood of improvements in services and
systems on behalf of women and children.
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INTRODUCTION

In the 1980s, faced with the limitations of exist-
ing data systems and capacity, a national Low Birth
Weight Work Group convened by the U.S. Public
Health Service recommended that new methods be
developed to capture more relevant and timely data
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in order to improve the understanding of personal,
social, and community as well as medical factors as-
sociated with adverse reproductive and infant health
outcomes at the local level (1). Responding to this
challenge, the federal Maternal and Child Health pro-
gram designed a new community-level case review
process leading from analysis to action; the process
came to be known as Fetal and Infant Mortality Re-
view (FIMR) (2). Many of the key elements of this
original FIMR model were later refined by the Na-
tional Fetal and Infant Mortality Review Program
(NFIMR), a partnership between the Maternal and
Child Health Bureau and the American College of
Obstetricians and Gynecologists, and endure in to-
day’s fetal and infant mortality review programs. The
recent Johns Hopkins University evaluation of FIMR
programs nationwide (3) confirms that current FIMR
methodology accomplishes the goals originally put
forward by these national experts (4, 5).
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In 1996 when the national FIMR evaluation be-
gan, there were approximately 100 FIMR programs
in existence across the country (6). Today there are
over 200 FIMRs (7). During this same time period,
there also was a noticeable increase in the number
of states adopting other types of mortality reviews
in addition to FIMRs. For instance, 48 states and the
District of Columbia reported having active child fa-
tality review committees in the first part of 2001 (8).
Findings from the national evaluation of FIMR illus-
trate the important role of FIMR as it coexists with
other state and community perinatal programs and
review processes. Nearly half of the FIMR programs
in the national evaluation study sample (45%) partic-
ipated in child fatality reviews, 15% participated in
maternal mortality reviews, and 30% participated in
any combined review. Given the coexistence of these
various mortality review processes, it is important to
examine the relationships among them and to iden-
tify opportunities for cross-program coordination and
learning.

With this objective in mind, this article examines
FIMR in relation to two other maternal and child mor-
tality reviews, Child Fatality Review (CFR) and Ma-
ternal Mortality Review (MMR), and explores how
their varying approaches to reviewing the sentinel
events of infant/fetal, child, or maternal death can
complement one another. Identifying opportunities
for collaboration among these case review method-
ologies may lead to greater efficiencies at the local
and state levels and strengthen the case review ap-
proach as a public health tool for improving maternal
and child health (MCH) outcomes.

To enable comparative analysis, we constructed
a table that identifies the purpose, structure, and pro-
cess features of each case review approach (Table I).
A discussion of table results is followed by an exami-
nation of two possible ways to improve maternal and
child mortality review processes in the states: 1) better
coordination; and, 2) improving each individual pro-
cess through adapting and adopting promising prac-
tices from the others. We then discuss the role of the
state Title V program in facilitating both the coor-
dination of reviews and the process of sharing best
practices.

Finally, we explore the future role of the mor-
tality case review process in a period in which timely
data about maternal and infant events are more read-
ily available to analysts. We conclude with recom-
mendations about the role of mortality case review
in the entire scope of maternal and child health
surveillance.

FIMR, MATERNAL MORTALITY REVIEW
(MMR), CHILD FATALITY REVIEW
(CFR) COMPARISON

Mortality review is a common clinical, as well
as public health, improvement tool. The three most
common maternal and child mortality case review
methodologies—FIMR, CFR, and MMR—all repre-
sent efforts to organize community-level or statewide
quality assurance or continuous quality improvement
activities to improve the health and well-being of
women, children, and families. While these review
processes have much in common, it is also important
to understand the differences among them.

This section presents information on each mor-
tality review methodology across several dimensions,
as a backdrop to discussion of current and potential
intersections. The information in these tables was de-
rived from Fetal and Infant Mortality Review Man-
ual: A guide for communities (9) and related NFIMR
publications (11–13), the Centers for Disease Control
and Prevention (CDC) document, Strategies to reduce
pregnancy-related deaths: From identification and re-
view to action (10), and from a recent study of child
fatality review published by Webster (8). Because na-
tionally there is a wide variability in case review pro-
gram implementation within each type, and because
program strategies continually are being refined in
each arena, information in Table I reflects the general
schema for each type of review and is not intended to
represent any one individual case review program.

Scope

While focused on differing target populations, as
seen in Table I, the three mortality reviews are quite
similar in terms of their intent to reduce the inci-
dence of mortality in the population. All three focus
on causes and factors that extend beyond the event
of death, including both family and community con-
cerns. They all involve data collection (i.e., case data,
and/or population statistics) and the extrapolation of
individual circumstances to the larger practice and
policy context, including recommendations for spe-
cific medical, social, or service system changes. While
there is a commonality of purpose, differences are ob-
served in the use of the data and recommendations
generated. CFR, for example, may use case review
information for prosecution related to the individual
case of death (e.g., especially with child maltreatment
fatalities). Neither FIMR nor MMR are intended to
generate action with respect to specific individuals;
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Table I. Comparison of Three Types of Mortality Case Review Methodologies: FIMR (9), MMR (10), and CFR/CDR (8)

Scope FIMR MMR CFR/CDR

Intent To improve services and resources for
women, infants, and families with
the long-term goal of contributing
to infant mortality reduction.

To prevent maternal mortality and
morbidity.

To prevent child deaths/to
identify obstacles that
prevent the child welfare
system from protecting
children.

Objectives 1. Examine the significant social,
economic, cultural, safety, and
health factors associated with fetal
and infant mortality through
review of individual cases.

2. Plan a series of interventions and
policies that address these factors
to improve service systems and
resources.

3. Participate in implementation of
community-based interventions
and policies.

4. Assess the progress of the
intervention.

1. Identify pregnancy-associated
deaths.

2. Review the medical and
nonmedical causes of death.

3. Analyze and interpret findings.
4. Act on the findings.

1. Identify circumstances
leading to cause of death.

2. Review agency involvement
and actions surrounding
death.

3. Collect data about child
deaths for later analysis.

4. Provide suggestions for
prevention of future child
deaths.

5. Assist in prosecution of child
maltreatment fatalities.

Target population Fetal and infant deaths. The death of any woman during
pregnancy or within one year of
termination of pregnancy,
irrespective of cause.

Varies (e.g. the death of any
child 0–18, medical
examiner child deaths,
sudden unexpected child
deaths, child abuse, and
neglect cases).

Structural and
Organizational
Characteristics FIMR MMR CFR/CDR

Administrative
sponsorship

Local health departments (60%) or
regional perinatal networks,
hospitals, universities, community
advocacy groups (40%).

State health departments, large
city health departments, or
perinatal regional consortiums.

Child welfare services, state or
local health departments.

Legislative
authority

Varies; usually general state public
health law; may also be specific
state FIMR law.

Varies; usually general state public
health law.

Varies; 67% of states have
specific state CFR/CDR law,
may also be state mandate.

Funding source State Title V programs, Federal
Healthy Start, local/county health
departments.

State Title V programs. May be unfunded or funded
mandate, or frequently
funded by state child welfare
or state health department,
or federal grants.

Participants Varies widely. Public health, obstetric
and pediatric providers, SIDS
representatives, social services/
Medicaid, medical examiner,
consumers, advocacy groups such
as HM/HB and MOD,
policymakers politicians, business
executives, etc. (25–60 team
members).

Varies widely. Public health,
medical specialties, (e.g.,
Ob-Gyns, FPs, pediatricians,
internists, pathologists), nurses,
state medical societies, state
Title V and Title X, social
service programs, nutrition,
medical examiners, coroners,
HMOs, education boards, etc.

Varies widely. Most teams
include representatives from
public health, law
enforcement, social services,
and clinical medicine
(usually a medical examiner,
pediatrician, or general
practitioner).
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Table II. Continued.

Review Process
Features FIMR MMR CFR/CDR

Source of data for
case review,
and sample size

Birth and death certificates, maternal
interview, medical records, autopsy
report. Varies by size of community
and number of fetal and infant
deaths/year. A FIMR team usually
reviews about 3–5 cases/month.

Death certificates, autopsy report,
medical records. Varies by size
of state and number of
maternal deaths/ year. Usually
all deaths are reviewed.

Death certificates, coroner or
medical examiner report,
case records. Varies by size
of local community, number
of child deaths/year, and the
ages and types of cases
reviewed.

Timing of review 6–8 months after the death. 6–12 months after the death. Less than 3 months (45%).
Greater than 3 months (51%).

Level of analysis Local. Usually state or perinatal region. Local, state or both.

Anonymous Yes; the names of providers,
institutions, and families are not
included in the case summary.

Yes; the names of providers,
institutions and families are not
included in the case summary.

No; medical, social service, and
child welfare records of the
deceased child are brought
to the review.

Confidentiality FIMR case review information is
confidential.

MMR case review information is
confidential.

CFR case reviews are
confidential.

Home interview Yes. An interview with the mother or
other family member, if they agree,
is included in each case review.

Not in the United States. WHO
recommends a survivor
interview.

No.

Relationship to
Title V

Varies; FIMR programs frequently
linked to Title V.

Usually linked to Title V. Varies; some links in states.

their focus instead is on population health. FIMR goes
the furthest in terms of expectations related to devel-
oping, implementing, and monitoring plans for action,
based on recommendations evolving from review of
individual cases; MMR’s and CFR’s intents are more
circumscribed in these regards.

These differences in scope can be understood,
in part, from recognition of the genesis of each spe-
cific review process. FIMR and MMR evolved ini-
tially from the medical and health care professions,
with their traditions of peer-based hospital reviews as
the backbone of quality assurance processes and their
desire to uncover the series of events leading to spe-
cific outcomes in order to improve medical practice.
CFR’s genesis is in the child protection and criminal
justice professions with their tradition of investiga-
tion and prosecution of crimes. Increasingly however,
more emphasis in CFRs is focused on prevention of
future deaths on a population basis, as opposed to
individual investigation and interventions (14).

Structural and Organizational Characteristics

The structure of each case review approach re-
flects the differences in their intent. In Table I, we look
specifically at administrative sponsorship (state vs. lo-
cal, as well as governmental vs. non-governmental

agency sponsorship), legislative authority, funding,
and participants in the process.

From its inception, FIMR was conceived as a lo-
cal, community-based strategy, involving both gov-
ernmental and nongovernmental health and non-
health organizations and community leaders (2).
While FIMR is typically administered by local health
departments, community-based organizations, coali-
tions, and collaboratives also can provide an adminis-
trative home for FIMR (4). Since pregnancy-related
deaths are relatively uncommon, MMR case reviews
are predominantly conducted in the state-wide con-
text so that numbers are large enough to detect trends.
MMR committees usually operate within state health
departments and frequently work in particularly close
collaboration with the state medical society or the
state section of the American College of Obstetricians
and Gynecologists (10). Maternal mortality review
programs, however, are moving away from their orig-
inal hospital-based model toward implementation as
a state Title V-sponsored, interdisciplinary activity.
Child fatality review can be either local or state based.
In some states, both local and state CFRs are oper-
ative; typically, in these cases, state teams facilitate
the work of the local teams. CFRs are usually ad-
ministered by social service agencies or public health
departments.
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Funding sources also may vary by type of re-
view. For example, both FIMR and MMR tend to
be at least partially funded by state Title V MCH
programs. Federal and state-level public health grant
programs also play a role in supporting these two
types of reviews. CFR commonly has a statutory man-
date and may be funded through state health depart-
ments, state child welfare agencies, or national child
welfare/child abuse prevention program resources.
Conversely, some CFR programs may not receive any
public funding, and the legislative mandate assumes
ongoing implementation regardless of funding avail-
ability or source.

When examining the types of participants in
the three mortality review processes, we again see
both similarities and subtle, but important, differ-
ences. Of the three, FIMR committees are perhaps the
most multidisciplinary and “mixed” (public–private
sector, medical and nonmedical, clinical and profes-
sional), due to their broad focus on factors leading
to fetal/infant death and their intent to effect prac-
tice and policy changes based on case review recom-
mendations. Further, given their emphasis on “com-
munity ownership” of the problem of fetal/infant
mortality and their charge to address it, FIMRs are
typically organized into two teams with two specific
functions—case review teams (CRT) and community
action teams (CAT). CRTs usually are predominantly
made up of health care and human service profes-
sionals; these teams examine the circumstances sur-
rounding deaths as a springboard to identify needed
improvements in health and human services and sys-
tems for women, children, and families. Recommen-
dations from the FIMR review team are then prior-
itized and implemented, often, but not always, by a
separate CAT composed of health, social services, and
other professionals, as well as consumers. Community
action teams are intended to include consumers and
well-connected or influential members of the com-
munity, such as politicians, who can facilitate the im-
plementation of recommendations to achieve systems
changes (9).

State level MMR teams are also multidisci-
plinary, but they often primarily involve health and
human service professionals, and not community
leaders and/or consumer participants. This differ-
ence in committee make-up reflects MMR’s gen-
esis in hospital/medical-only reviews. Expectations
for action rest at the state level, and community-
level constituents usually are not involved. Because
CFRs are not anonymous—they use identified chart
information—participants are typically social service,

criminal justice, and health/medical professionals who
were involved in the case. These committees are very
rarely able to involve community advocates or con-
sumers because of the sensitive nature of the infor-
mation being reviewed.

Review Process Features

As noted earlier, all three mortality review pro-
cesses involve data collection and analysis activities.
Differences exist, however, in their case selection
methods. In both FIMR and MMR, cases are iden-
tified from vital statistics databases. FIMR teams usu-
ally review a sample of fetal and infant deaths or,
where numbers of deaths and FIMR program capacity
allow, all fetal/infant deaths in a community. Maternal
mortality review committees generally follow CDC
guidelines, reviewing all deaths that occur in a state up
to one year after the termination of pregnancy. Child
fatality teams may review only the coroner or medical
examiner case records, a subset of the population, or
all child deaths (0–18 years) in a population.

All three types of mortality reviews use death
certificate information, medical/case records, and au-
topsy results where available. Additionally, FIMRs
frequently include birth certificate data as well as in-
formation from the maternal interview.

The choice of anonymity or case identification is
appropriate to each of these processes, as they relate
to the specific purpose of each type of review. FIMR
and MMR are anonymous reviews; as the purpose of
CFR is, in part, to resolve issues related to individ-
ual deaths, CFR is not. With FIMR’s public health
focus on population, its community orientation, and
its focus on facilitating broad participation of medical
practitioners and provider institutions, anonymity is
fundamental. Conversely, as the purpose of CFR is,
in part, to resolve issues related to individual deaths,
CFR is not an anonymous process. For MMR pro-
grams, anonymity is also important in order to facil-
itate maximum participation by the medical commu-
nity. Confidentiality, however, is fundamental in all
three types of mortality reviews.

Among the three types of mortality reviews,
FIMR is unique in its inclusion of a home interview in
the case review process. This type of qualitative data,
usually obtained from the mother of the deceased in-
fant, frequently provide the most valuable informa-
tion about gaps in the service delivery system.

While the intent in all three reviews is to use
the findings to improve maternal and child health
outcomes, the approach to doing so differs. While
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FIMR is an action-oriented, team-intensive method-
ology structured to move from case review to com-
munity action, CFRs and MMRs are, to date, less so.
There is interest, however, on the part of many in-
volved in these other mortality review programs in
establishing a more formal mechanism for moving
recommended systems changes to implementation.

Next we discuss ways to improve coordina-
tion and sharing of best practices among the vary-
ing maternal and child mortality review processes,
with the intent of strengthening the case review ap-
proach as a public health tool for improving MCH
outcomes.

IMPROVING COORDINATION OF THE
MULTIPLE MORTALITY REVIEWS THAT
EXIST IN STATES

While coordination among co-existing mortality
reviews is key for maximizing efforts, little informa-
tion exists on suggested approaches. In November
1997, representatives from FIMR, CFR, and Sudden
Infant Death Syndrome (SIDS) programs met to dis-
cuss how the different review processes and programs
can maximize their efforts on behalf of families. Rep-
resentatives of SIDS programs were included in order
to consider how their focus on providing bereavement
services might be of special interest in terms of related
program partnerships. Another purpose of this meet-
ing was to suggest strategies for FIMR–CFR collabo-
ration at the local, state, and federal levels.

Participants strongly concluded that the distinc-
tions between FIMR and CFR programs are crucial
and need to be preserved. However, they also agreed
that there is significant potential for efficiencies and
greater impact through collaboration. For example,
both mortality review programs can share aggregate,
de-identified recommendations. Both also can work
together to improve agency linkages and to create
locally meaningful and culturally appropriate solu-
tions to identified problems. Specific strategies recom-
mended include convening an annual state-level joint
FIMR and CFR meeting to share findings and recom-
mendations and explore opportunities to partner in
moving recommendations into action agendas; iden-
tifying members who participate in both processes in
order to enhance communication on an ongoing basis;
and, issuing joint reports to policymakers (15). In
addition, participants recommended including SIDS
program representatives on both FIMR and CFR
teams and supported developing a process to ensure

that all families who have lost a child have access to
culturally appropriate bereavement services.

As a way to further coordinate and improve
linkages among case review processes, MCHB also
awarded 3-year grants to states (Virginia, Montana,
and Colorado in 1998; Connecticut, District of
Columbia, Illinois, and New Jersey in 2001) to ex-
plore ways to improve coordination between local and
state-based mortality reviews and state maternal and
child health programs. Some of the activities of these
grants include joint training and conferences for mem-
bers of different mortality reviews to identify “com-
mon ground” and promote coordination among par-
ticipants. These funded projects have identified many
additional opportunities for coexisting mortality re-
views to link data in order to avoid duplication of
effort and strengthen recommendations for change.

In Michigan, state and local CFR program staff
worked with experienced FIMR participants to de-
velop a conceptual model for separate FIMR and
CFR review processes with several shared steps (16).
In this model (Fig. 1), official documents are jointly
reviewed by CFR and FIMR staff at the community
level to identify and triage infant deaths to the most
appropriate review process (e.g., if homicide, then
CFR). Cases are then reviewed and discussed by the
assigned team. Recommendations are subsequently
forwarded to groups such as local action teams, state
and/or local public agencies, or intersectorial col-
laboratives that can make the appropriate change.
Implementation of this conceptual model is evolving;
Michigan’s first joint FIMR–CFR report was devel-
oped in 2003 and is awaiting approval by the Michigan
Department of Community Health and the Family In-
dependence agency (Fournier R, personal communi-
cation, February 17, 2004).

Another example of coordination of multiple re-
views is found in Palm Beach, Florida (17). The FIMR
and CFR in Palm Beach annually present a major
report with their combined findings and recommen-
dations. While their findings may be somewhat differ-
ent, the Palm Beach FIMR and CFR share prevention
as the common theme, and have found that there is
power in joint reporting and in joint media work that
benefits all partners.

While the differences in purpose among FIMR,
MMR, and CFR would favor promoting improved co-
ordination among different reviews over completely
combining reviews, certain circumstances might war-
rant joint review of an individual case. Similarly,
the development of state mortality review databases
could identify cases reviewed by more than one review



P1: KEF

Maternal and Child Health Journal (MACI) pp1378-maci-496299 November 1, 2004 12:7 Style file version June 22, 2002

FIMR and Other Mortality Reviews as Public Health Tools 265

Fig. 1. Coordinating fetal infant mortality and child death review in a community.
(Source: Reference 16)

committee. State databases also could provide a bet-
ter understanding of the types of recommendations
generated by different types of reviews in a state.

Finally, when discussing coordination of reviews
it is also important to consider the relationship of
case-fatality reviews in MCH in the context of other
MCH surveillance techniques being used by locali-
ties or states, such as the Perinatal Periods of Risk
(PPOR) approach or the publication of routine re-
ports based on vital statistics or Pregnancy Risk As-
sessment Monitoring (PRAMS) data. As the results
of a PPOR analysis or routine or special analyses of
vital statistics and/or PRAMS data are also used to
identify risk factors for adverse pregnancy, as well
as perinatal and infant health outcomes, these results
can and sometimes are used to complement case re-

view data and strengthen information generated from
individual-level case reviews. FIMR, CFR, and MMR
committees not already doing so may want to con-
sider a process whereby a review of analyses of MCH
surveillance data is integrated into their case review
activities on a routine basis.

SHARING BEST PRACTICES AMONG
MORTALITY REVIEWS

Collaboration among different mortality reviews
can lead to adoption and/or adaptation of the best
practices observed from one type of mortality re-
view to another. Areas in which best practices can
be shared include the constellation of participants in
the review process, strategies related to implementing
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the process itself, and the use of findings generated by
the review.

Review Process Participants

Of the three types of case review methodolo-
gies, FIMR is the most inclusive in terms of pro-
fessional disciplinary representation, and emphasizes
inclusion of consumers and community advocacy or-
ganizations. Although several states have recently
expanded their maternal mortality review commit-
tee membership beyond physicians and nurses to in-
clude members from areas such as nutrition, mental
health, substance abuse, family planning, and domes-
tic violence, MMRs typically do not include con-
sumers or advocates. Similarly, CFRs have tradition-
ally not included consumer advocacy organizations.
A few CFRs however have expanded membership to
include representatives from the insurance industry,
legislatures, and tribal and armed forces (8).

The benefit of including consumers and commu-
nity activists in the case review is found in the par-
ticipation of individuals who can embrace the “issue”
of fetal and infant mortality and who are best posi-
tioned to translate findings into changes in policy and
secure resources for systems change. Broad inclusive-
ness further has potential to promote sustainability
by expanding the base of individuals and organiza-
tions for advocating for resources to support ongoing
operation of mortality review processes. MMRs and
CFRs might consider broader participation and/or
two-team structures to enhance the likelihood of sys-
tem and policy change.

Review Process Features

Home interviews have been found to be an effec-
tive component of the FIMR process, generating en-
riched information on the extent to which services and
community resources are available, accessible, and
culturally appropriate. The interviews are unique in
that they provide information from the mother’s own
perspective on her infant’s death and on the process of
perinatal care. Home interviews also are an opportu-
nity to provide culturally appropriate health and hu-
man services referrals, as needed, and to support fam-
ilies in the bereavement process. As such, the home
interview also might be viewed as a prime opportunity
to intervene with those families at risk for experienc-
ing future fetal, infant, child, and/or maternal deaths.

It is unclear whether it would be more difficult
to conduct survivor interviews with either CFR or

MMR cases, as litigation is involved in many of these
deaths. However, there are some locales that are in-
tegrating family interviews into their other mortal-
ity reviews. In Palm Beach County, the Healthy Start
coalition expanded their FIMR process to include all
child deaths for the age group of 0–19 years. Their
staff conducts a home visit for each case if the parents
agree (17).

Regarding maternal mortality reviews, the World
Health Organization (18) has long promoted inter-
viewing the surviving spouse or partner, and a stan-
dardized home interview tool is available. Given the
provider liability issues in the United States, it may
be more feasible to advocate for a more general pub-
lic health home assessment visit to at-risk families
rather than a specific interview with all families where
the mother has died. In addition, survivor interviews
could be conducted in those cases where liability is not
at issue (e.g., suicide, or some motor vehicle deaths).
Information about the family’s circumstances gleaned
from the home visit may inform the case review, and,
additionally, follow-up of those children who have lost
their primary caretaker could be assured.

CFR and/or MMR processes might be enhanced
by drawing on FIMR program experience in dissemi-
nation and “taking recommendations to action.” The
FIMR structure, with separate teams for case review
and for action planning, is formally structured to move
beyond analysis. In fact, many CFRs and MMRs are
currently examining how they can disseminate their
findings more widely and engage stakeholders in pro-
moting the implementation of recommendations.

While CFRs or MMRs might pursue the FIMR
two-team approach in order to facilitate moving from
findings to community action, the concept of operat-
ing review program activities at both the state and
local levels, which is most often seen in CFR, is an
approach that FIMRs might consider. A state-level
process may be able to effectively coordinate local
case review committee findings in order to identify
and address issues requiring policy attention at the
state level. Moreover, having a state-level process to
examine local mortality review recommendations can
facilitate development of actions that are consistent
across the state.

Focus and Use of Review Findings

The focus of findings and suggested actions dif-
fers by type of review process. For CFR, tradition-
ally, the first priority is intervention with respect to
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individual cases/deaths. Findings in MMR are di-
rected exclusively at systems issues with relevance
statewide. FIMR pursues findings both for individu-
als (e.g., through the home interview component) and
for community level programs, practices, and policies.

The three processes also may differ somewhat
with respect to the locus of responsibility for initi-
ating changes in services or policy. FIMR, with its
CAT, is structured specifically to bring about change
at the community level. MMR is more likely to target
the state level for initiating recommended change,
while CFR usually focuses on both the community
and the state levels.

It may be useful for all three reviews to con-
sider the relative potential benefits of expanding their
scope in terms of both the focus of their recommen-
dations and the process (responsible entities/levels)
for taking recommendations to action.

THE ROLE OF THE STATE TITLE V
PROGRAM IN COORDINATION OF
MULTIPLE MORTALITY REVIEW
PROCESSES AND SHARING
OF BEST PRACTICES

Grason and colleagues summarize and highlight
the array of approaches evolving in states to pro-
mote and work with FIMR and other case review
programs (19). One particularly pertinent area is
coordination of reviews. Not only is it important
to coordinate among the different types of mater-
nal and child mortality reviews, coordination at the
state level of local reviews of the same type is also
essential to improving maternal and child health
outcomes. Such coordination, as well as data set
linkage capabilities, enhances the potential to exam-
ine trends and take action to address needs of con-
sequence statewide. Title V programs are uniquely
positioned to facilitate/accomplish this kind of coor-
dination, due to their longstanding partnerships with
other child- and family-serving agencies and subsys-
tems, their experience with bringing together data
from different sources to create comprehensive in-
formation about community needs and assets, and
their strong focus on data-driven planning and policy
development.

Further, state Title V programs report efficien-
cies when local mortality review training can be or-
ganized at the state level (19). Some state Title V
programs also provide technical assistance to both
FIMR and CFR efforts; these training and technical

assistance functions provide ideal venues for sharing
promising practices across the different types of re-
view programs.

As noted earlier, analysis of local mortality re-
view team findings at the state level can contribute to
a broader, more complete view of the health system
issues at hand and ensure linkages for policy and
program action. In specific regard to community-level
mortality review methodologies (FIMR and CFR),
state roles may be particularly germane, as certain
issues (e.g., resolving administrative and/or financing
issues related to Medicaid) are not amenable to
intervention at the local level alone. Moreover, state
MCH program awareness of local review findings and
recommendations can be important to development
of the state’s required Title V Block Grant five year
needs assessments, as well as annual grant plans and
reports.

Additionally, while each of the mortality reviews
may operate very independently in a state, they often
experience the same financial challenges that compro-
mise their survival. Issuing a combined report empha-
sizing the issues and preventive strategies common
to both maternal and child deaths in a state could
also be beneficial for devising strategies to ensure
long-term funding for mortality review programs. A
consolidated analysis and set of recommendations for
improving MCH provided to the governor and legisla-
ture likely would garner greater attention and make a
stronger case for efficient resource allocation as well
as the need for sustained support for the mortality
review programs.

CONCLUSION

While there is variability in the evolution and
implementation of the various MCH mortality case
reviews, there are similarities as well. Given these
similarities and the almost serendipitous nature as to
which states and/or localities have instituted which of
the review processes, it seems useful to view each type
of review as one component of a larger system of ma-
ternal and child death reviews that spans the MCH
life course. In this scenario, any death of a mother,
infant, or child can be viewed as a sentinel event that
should sound the alarm for improvement in the MCH
delivery system. Whether a state or locality has an
MMR, CFR, or FIMR process in place, the findings
from such reviews, along with ongoing review of data
generated by routine surveillance of vital statistics,
PRAMS data, or special analyses conducted through
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PPOR, should be the cause for action on behalf of
women and children. The likelihood of real change
and improvement in services and policies will be fa-
cilitated if findings are disseminated widely at both
the local and state levels to consumers, professionals,
and key policymakers. To this end, a strong partner-
ship between local health departments, social service
agencies, MCH consumer advocacy groups, and state
maternal and child health programs in the conduct of
mortality reviews is essential.
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