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FETAL & INFANT MORTALITY
REVIEW: AN INTRODUCTION
In 2020, 52 Montgomery County babies died before their first birthday.
Though this was a slight decrease from the 58 infant losses occurring in 2019,
the issue of infant mortality and the racial disparities between Black and White
babies remain a challenge to address. While the overall infant mortality rate
(IMR) was 8.4 per 1,000 live births in 2020, Black Montgomery County babies
died at a rate nearly 2 times higher than White babies.*
The Fetal & Infant Mortality Review (FIMR) is a multidisciplinary, evidencebased process that examines fetal and infant deaths to better understand root
causes of infant mortality in a community. This comprehensive understanding of
cases of infant mortality informs recommendations aimed at systems-level
changes to make the broadest impact for local families.
The Montgomery County FIMR Case Review Team (CRT) meets monthly to
examine de-identified cases of fetal and infant loss. Yearly, the team compiles a
set of recommendations based on these reviews. It's the responsibility of the
Community Action Team (CAT) to prioritize these recommendations, establish a
plan of action, and implement the plan utilizing the connections and resources
at its disposal.
FIMR relies on a continuous quality improvement process, in which
recommendations based on real families and circumstances fuel interventions.
While these interventions are implemented by the CAT, the CRT continues
to evaluate and find evidence for what works and what doesn't in ongoing
reviews. This will then result in more recommendations to bolster, alter,
or redirect actions in process by the CAT.
After a hiatus, the Montgomery County FIMR CRT reconvened in the summer
of 2020, despite the challenges that the Covid-19 pandemic presented.
The CRT has met monthly via virtual platform to continue reviewing cases,
and interviews have continued via phone in consideration of families' safety and
well-being. This report presents data from cases reviewed between July 2020 and
December 2021, in addition to the recommendations stemming from that data.

*Preliminary 2020 data obtained from the Ohio Department of Health Bureau of Vital Statistics. Subject to change.
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THE FIMR PROCESS*
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Generate findings &
recommendations to
improve systems of
care & community
resources

Improved systems of care
and resources for parents,
infants, and families

*Adapted from NCFRP Parental Interview Guidance, 2020

SUMMARY STATISTICS
Between July 2020 and December 2021, the FIMR CRT reviewed 21 cases*, of which 12
losses occurred in 2019, 5 losses occurred in 2020, and 4 losses occurred in 2021.
Most of these reviews occurred within 12 months of the loss. Cases that are included for
review include infant losses before 12 months of age and fetal losses, which are defined
by the Ohio Department of Health as stillbirths (babies not born alive) at 20 weeks or
more gestation. The demographics of these 21 cases are described in the graphs below.

Case Type

Maternal Completed Education

Insurance Coverage During Pregnancy**

Maternal Race

Maternal Age at Time of Loss

Infant Race

*Of the 21 cases reviewed, one set of twins was included and reviewed as 2 separate cases.
However, in maternal demographic data, the twins' mother was only counted once, resulting
in one less data point for maternal data.
**Not mutually exclusive.
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PRESENT & CONTRIBUTING FACTORS
For each case, the Case Review Team identifies key details that are present within the case, of which
they distinguish which can be labeled as contributing factors to the loss. These lists represent the
factors identified as present in a minimum of one-third (7) of reviewed cases. In addition, a small
group of factors are noted that, while not present in at least one-third of cases, sparked significant
discussion and were seen to significantly impact the cases during review.

In addition to the factors listed within the charts, the team
identified cases that were significantly affected by:
History of trauma (5 cases)
Late entry to prenatal care (6 cases)
Missed prenatal care appointments (6 cases)
Housing instability* (4 cases)
History of abuse to mother (6 cases)
Current abuse to mother (3 cases)
Inadequate assessment of non-medical needs (5 cases)
No post-partum birth control (6 cases)
*Housing instability defined as frequent, recent moves and/or living in a shelter or experiencing homelessness.
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FAMILY INTERVIEWS
The FIMR process contains a unique aspect that separates it from many other fatality review
structures: the family interview. The purpose of these interviews is to give families a voice,
provide support, and use their stories to inform interventions to reduce the impact of infant
mortality in the community. These interviews are the most important piece of the FIMR process,
and it’s critical that families’ experiences are considered when implementing new programs.
Every quote in this report was spoken by a mother who lives in Montgomery County as she
described her challenges and experiences with pregnancy, delivery, and loss. It is the FIMR
program’s goal, as well as the goal of these mothers, for the community to hear their stories
and learn how to better serve families in Montgomery County.
Though Covid-19 has posed several challenges in this FIMR program, interviews continued
despite them, taking place over the phone or virtual platform to continue to offer families a
safe space to share their stories.

On pregnancy and prenatal care
I was excited when I found out that I was pregnant. Their dad was very excited... We found out fairly
quickly that I shouldn’t have become pregnant. I had no idea that while I was doing dialysis, that I
shouldn’t have become pregnant, until I went to the OB and they told me that it could be a death
sentence for me or the baby. They wanted me to get an abortion. My decision on that was, I’ve been
here for 39 years, almost 40 years. I know that it would hurt my family if I woulda died, but also knew
that I wanted to give those babies a chance.
The materials they gave us were all geared towards a normal, healthy pregnancy.
There was very little information about what it meant if you were being referred to maternal fetal
medicine. I didn’t realize that meant I was high risk. The maternal fetal medicine group themselves, I
just… I don’t have enough curses to throw in their direction. They were just not helpful. Not
forthcoming. They didn’t tell us everything they were writing in their reports, and they didn’t explain
the terms they were using. They would just rattle off symptoms and ask if we had any questions and
we were just in shock. We didn’t know enough to even ask a question. We did a lot of googling.”
Teaching doctors how, that I know you do this everyday, but number one, you don’t know
everything. And that you need to have conversations with your patients and get to know your
patients. Cause I’m going to tell you everything truthful about my body and about me. There’s some
things my blood work will tell you, and there’s some things my weight will tell you. And those
statistics will tell you. But the other side of that coin is getting to know me as an individual.
Knowing where I live stastically, knowing me and my environmental factors. Just taking that extra
five to ten minutes to get to know your patients on a monthly better is probably going to help the
care you provide to that patient. To say ‘hey, I didn’t notice this, I’m sorry, let’s fix this.’
It’s very frustrating when you don’t get answers, especially
going into this [new] pregnancy. Because it’s like, ‘What can I
do to prevent this from happening?’ But the bottom line is, you
did everything right, which is what I was told multiple times,
and it still happened.
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On grief, loss, AND being heard
I wish that the doctors saw me as an individual. Sometimes, I felt a lot during my pregnancy that
they saw the stats and the numbers. Me being heavy-set, me having the past surgeries, they didn’t
take into consideration that there’s nothing I wouldn’t do for my baby. That I like knowledge, I like
facts. I like you to consider that as of right now, I’m doing a lot of good things for my baby, for me. I
wish there was more classes available, but I know Covid didn’t help with anything. I wish I had
known that it would be better for me to just see one person every time, and not see multiple
doctors. I wish that the communication between my doctor and the high-risk doctor was better.
Because their communication sucked. Sucked really bad. They need to talk to each other.

They give you that stupid postpartum questionnaire and they’re like ‘oh you have to fill this out:
on a scale of 1-10 how depressed are you right now? On a scale of 1-10, how often are you
crying?’ Which is horrible to give someone after they’ve just lost their baby. Cause obviously,
you’re not going to answer it truthfully… I almost wonder if there should be a separate form for
somebody who’s had a loss.
I knew from the jump that I needed to talk to somebody… I’ve asked my husband who’s told
me that he is stuck, that he’s having a hard time mentally moving on, I told him that this is a
major thing. That you didn’t just lose a job or something like that, you lost a child. You need
to go talk to somebody. Like, even if you feel fine. He is absolutely refusing to… and I hate
him for it. I find myself hating him, because in his stuckness, I’m going to move forward and
it’s going to put the distance in between us. There’s going to be resentment there.

While I was [at the hospital], I had told the nurses repeatedly that I didn't want photos, and at first I
was angry that they had disregarded my wishes and given me a box of things anyway. But when I
opened it a day later, I was immediately glad to have it. It has been a source of so much comfort. I
am so glad to have the photos they took, and am eternally grateful for the care they put into
creating something meaningful that I could take home.

At our first postpartum visit, it happened the same day the doctor had left for
maternity leave. So Dr. X was really busy, and you could tell as soon as he walked
into the room. You could tell he probably hadn’t eaten since that morning. Just
the transition, so, the first question out of his mouth was, ‘so how’s the baby?’
and we’re like, ‘well…’ I think we were just silent. We didn’t really respond, we
just looked at him.

“Losing her... [Baby] was supposed to be the glue that held me and my husband together. And,
because we were at a really bad spot at year 10. I was just kind of done with a lot of things. And
uh, then I got pregnant. And I decided that, well, I’m not going to be by myself pregnant. I’m
not going to raise this little girl alone. [husband] is still a good guy, you know, and he wants…
I’m not going to split up our family. You know, I’ll just, figure it out. It’s not that bad, so, we just
figure it out. But we weren’t happy and we pushed all other things aside to be parents.”
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More from FIMR families
"So like, with all three, I had my first daughter at [hospital], I had my second daughter at [another
hospital] and I had [current baby] at [third hospital]. Every time I go to the hospital, like nobody
believes that I’m in labor. So they have you just sitting there, basically by the time you actually get
back there, yeah, of course you’re going to see the head. So that’s what I mean... Ya know, I just, I
don’t know how the whole hospital thing is. I don’t know like, when they look up in your chart and
stuff, do they see the same thing they see upstairs? Because if they did, they should see that I’m a high
risk pregnancy, so they should just try to get me up there to see somebody, because I am a high risk."

"When I got released from Children’s Services at nineteen, I left Children’s Services and ended up at
Dayton Job Corps, so I tried that. And I ended up dropping dirty so I had to leave. Marijuana, that’s it,
that’s all. And I had to learn the streets. I had to go to the shelter. And I was in the shelter since
twenty, to now. So I was in survival mode, I had to learn and take care of myself and being in the
shelter for the first time, so it was just a lot to learn, coming out of Children’s Services you know. It
was a lot, but I’m still blessed, I still have my [mental health services]. I have my medication, my girl in
school. I got housing at twenty-three. So I was blessed, you know. I survived those two and a half
years, so I’m not gonna lie, I’m super blessed. But as soon as I got them keys, everything changed!"

"When I went in there to discuss the blood pressure issue, even though I
did use some choice words, I still maintained a level of respect. Because I
didn’t want to be seen as too combative. You know? Cause I know that
Black women are seen as combative or that we don’t feel this level, or you
don’t need this type of stuff. I didn’t want to be that. So it’s like I still have to
navigate with a level of sense. Because somebody’s going to view me as the
bad guy. Here I am, I’m the one that’s being wronged. I’m the one that’s not
receiving adequate care."

“[Baby's] dad was very inconsistent with the relationship that me and him had, but at the time in
the duration that I was pregnant, [Baby's] dad was supportive for [Baby] like he’s supposed to
be. Sometimes [father of baby] would want to come and play family, and sometimes [father of
baby] wouldn’t. So with that being said, the times that [father of baby] wouldn’t come and be a
family, I felt some type of way, but I wouldn’t let him know that I felt that type of way. [father of
baby] was a very physical, like he really, like, he was very aggressive…when he was upset. So
sometimes, like, when we were not dealing with each other, [father of baby] would come and
place hands on me if I don’t feel some type of way about him not being here or being around me.
He was just a type of way, it’s like, I would have company and he would just pop up at my house.
I would have to make my company leave. And [father of baby], you know like, one time he broke
my door. One time I was hit in the head with a TV.”
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RECOMMENDATIONS
AND INTERVENTIONS
Each year, the Case Review Team has the responsibility of putting forth a set of
recommendations based on the cases reviews. These recommendations focus on
how systems work for or against the families seeking care in Montgomery County.
Because cases are de-identified for reviews, the team members cannot single out any
individual provider, hospital, or program. Rather than placing blame, the Case Review
Team seeks to advise on systems-level changes that can make the most impact for
families in our community.
In addition to sharing recommendations with the community, the next step in the FIMR
process is to utilize the Community Action Team, or CAT, to translate recommendations
to interventions. Formed in late 2021, the CAT is a multi-disciplinary group of community
stakeholders in Montgomery County who have the will and ability to facilitate change. In
addition to receiving recommendations from the FIMR Case Review Team, the CAT also
receives input from the Montgomery County Child Death Review Committee, which is
responsible for reviewing all cases of child loss in our community.

The Big Picture
Care for patients as complex individuals, not as a list of boxes to be checked.
Provide additional support for and focus on mothers postpartum, understanding that vulnerable
mothers often struggle to attend postpartum follow-ups and, for those experiencing early infant
loss or stillbirth, do not attend a pediatrician visit.
Embed trauma-informed care within medical and social services.
Improve Preconception Health
Improve the relationship and trust between patients and medical/social service providers,
especially for at-risk, minority populations.
Increase attendance of routine visits to family physician and OB/GYN for preventative care,
pregnancy planning, and screenings, including for adverse childhood experiences (ACEs).
Identify at-risk individuals prior to pregnancy and intervene early on pre-existing health conditions
and social issues with the potential to impact health.
Safe Sleep
Evaluate effectiveness of safe sleep education within practices and programs.
Provide culturally competent safe sleep education that includes discussion of risk and protective
factors outside of the ABCs of safe sleep. Include a conversation around foreseen barriers to
practicing safe sleep and actively address those barriers.
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Strengthen Perinatal Care
Incorporate assessment of and interventions for mental health at standard well-visits and maternal &
child health programs.
Don't assume experienced parents already have basic pregnancy and child safety education.
Discuss postpartum contraception plans early and often.
Ensure sensitivity to fetal or infant loss at follow-up visits.
Improve Collaboration and Coordination of Services
Improve collaborative care between family practice, obstetrics/gynecology, and specialists.
Increase outpatient office use of case managers, social workers, and CHWs to assist families in
navigation of available services and improve assessment of non-medical needs.
Screen mothers for postpartum depression at pediatric visits and refer appropriately.
Substance Use
Increase data collection regarding trends with drug use during pregnancy and postpartum,
particularly marijuana use.
Increase education and messaging regarding the risks associated with marijuana use during
pregnancy and provide education and support for healthier coping mechanisms.

THANK YOU
The work of the FIMR Program would not be possible without the time, effort, and contributions put
forth by each member of the Case Review Team and Community Action Team. Thank you to all who
are currently members of these teams and to those who have contributed to these teams since this
program's reformation in July 2020. Your ongoing commitment to reducing the impact of infant
mortality on our community is key to making a difference in the lives of Montgomery County
families now and for years to come.
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Dr. Alonzo Patterson III, M.D.
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Shana Thompson, NNP
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Moses Kamanzi, MPH, MPA
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