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Definitions 

• In Wisconsin, a fetal death is defined as one of the 
following: 

• 350 grams or more 

• 20 completed weeks gestation or more, calculated from 
the date the last normal menstrual period began to the 
date of delivery 
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Definitions 

• Infant death: death occurring before a child’s first 
birthday if the child was born alive, without regard to 
gestational age or weight 

• Infant mortality rate (IMR): number of infant deaths 
per 1,000 live births during the given time period 
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Definitions 

• Child: “A child means every human being below the 
age of 18 years.” (WHO, United Nations’ Convention 
on the Rights of the Child, 2015). 

• Child death: death of a child from birth until 18 
years. 
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Fetal and Infant Mortality Review (FIMR) and 
Child Death Review (CDR) 

FIMR 

• Community led teams 

• Stillborn and Infant (up to 
one year) deaths 

• De-identified data 
presentation 

• Includes maternal health 
factors 

• Local action  

CDR 

• Community led teams 

• Review deaths of all 
children 0-18 years (may 
extended up to 20 or 25) 

• May include Infant Death 
Review 

• Identified cases 

• Leads to local action 
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FIMR and CDR 
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Wisconsin Statistics 

• Population: 5,730,937 (2013) 

• 72 counties 

• 99 local health departments 

• Approximately 350 fetal deaths and 425 infant 
deaths annually 
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Wisconsin FIMR and CDR 

• Wisconsin has: 

• 8 active FIMR teams  

• Covering 2.2 million 
people (38% of the 
population) 

• Represents 48% of infant 
deaths 

• Wisconsin has: 

• 48 CDR teams  

• Covering 51 counties and 
90% of the population 
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Infant and Fetal Death Trends 
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Local Health Department Outreach 

• Children’s Health Alliance of Wisconsin 

• Met with each of the eight local health departments 
to discuss data access for purpose of FIMR 

• Aggregated common data sources and data barriers 
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Data Needs 

• How do FIMR teams get their information? 
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Data Sources for FIMR 

• Vital records: death certificate and birth certificate 
data 

• Autopsy report 

• Family or maternal interview 

• Maternal and pediatric medical records 

• Law enforcement 

• Child Protective Services 

 

14 



Data Barriers 

• Absence of mandated collection and reporting of 
specific data 

• Varied interpretation at hospital level 

• Varied access to electronic medical records 

• Timely access to data 

• Multiple LHD jurisdiction example 

 

15 



Vital Records Data Needs 
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Goals of Project 

• Timely notification 

• Matched birth-death 
information 

• Maternal data access 

• Standardized format 

• Reduce errors in data 
entry 

• Secure format 

• Initiate process for 
FIMR or CDR 

• Reduce data requests 

• Reduce access to 
unnecessary data fields 
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Technical Solutions 

• Provide data file from Vital Records to LHD. 

• Use Child Death Review Case Reporting System to 
securely deliver data. 

• Inform LHD via case notification to initiate download 
and review. 
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Death of infant 

Death certificate filed to DHS Vital 
Records (VR) 

Infant death identified by VR staff; 
triggers data abstraction and matching 
to birth certificate 

Matched infant birth-death certificate 
entered into CDR-CRS by DHS-MCH 

Secure notification to LHD to inform of 
case 

Process of Case Entry 
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LHD searches CDR-CRS using PII and 
“pulls” case into jurisdiction. 

Local FIMR decides whether to 
review or report without review. 

Local FIMR team may continue with 
investigation. 

Local FIMR team can amend CDR-
CRS. 

FIMR team meeting: de-identified 
presentation. 

Process of Case Entry (Continued) 
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Vital Records 
Infant Death File 
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Vital Records 
Infant Birth File 
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Vital Records 
Linked Data File 
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Case Reporting System 

25 



Administrator Case Entry 
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LHD Case Retrieval 
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Data Elements 
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Case Modification 
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Benefit of the CDR-CRS 

• Rapid notification of cases 

• Reduced work and data entry from LHD 

• Consistent format of birth and death data 

• Compliance with reporting 

• Reporting reviewed and non-reviewed cases 

• Improved data access from Vital Records 
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Future Use of the CDR-CRS 

• Phase I: infant death case notification 

• Most difficult; matched death-birth record 

• Phase II: child death case notification 

• Phase III: fetal death case notification 
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Limitations of the CDR 

• LHD needs to register for access to CDR-CRS. 

• Unclaimed cases need jurisdictional assignment. 

• Duplicate case reviews. 

• Out-of-state birth or death restrictions. 
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The Big Picture 
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Strengthening Health Systems through 
Interprofessional Education 

A collaboration between the Association of State and Territorial 
Health Officials, Centers for Disease Control and Prevention, the 
Council of State and Territorial Epidemiologists, the National 
Association of County and City Health Officials, and the Public 
Health Informatics Institute 

 

Vision statement: Illuminate pathways for professionals, 
organizations, and communities to achieve a collective, 
transformative, and sustainable impact on population health. 

 

 



Questions? 

Julie Lenoch, D.V.M., M.P.H. 

Health System Integration Program 

CDC/CSTE Fellowship 

Julianna.lenoch@wisconsin.gov 

 

To learn more about Project SHINE, check out our website: 
http://shinefellows.org.  
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FIMR and CDR team members 

• Local public health 

• Coroner 

• Law enforcement 

• Child Protective 
Services 

• District attorney 

• Pediatrician/OB-Gyn/ 
health care 

• Ems 

• Hospital 

• Tribal council 

• Domestic violence 

• Mental health 

• School district 

• Child care facility 

• Neonatology 

• SIDS SME 
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Criteria for FIMR Review 

Reviewed 

• SIDS 

• Low birth weight 

• Premature 

• Homicide 

• Suicide 

• Unintentional injury 

• Undetermined causes 

Not reviewed 

• Cancer 

• Congenital 
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Partners 

• Local health departments 

• National Center for the Review and Prevention of 
Child Deaths 

• Child Death Review Case Reporting System 
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