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This is the second installment in a three-part series about 

chart review. The first installment discussed routine chart 

review during a course of care; and at completion of care. 

It can be found by visiting the CABC website here: 

www.birthcenteraccreditation.org/category/newsletter/ 

The first step in implementing robust case review within 

your CQI program is to develop a list of specific events 

that will automatically trigger a review. This should include adverse events such as 

shoulder dystocia, low Apgars, neonatal resuscitation, or hemorrhage; but should 

also include less obvious events and near-misses in which no harm occurred but 

there was potential for harm. Reviewing near-miss events is critical in preventing 

their recurrence with actual harm.  
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A useful definition of events that should be reviewed is anything that doesn’t usually 

happen in the birth center.  This includes clinical management that falls outside of 

the birth center’s P&P’s, and non-clinical issues.  Examples include: 

 All adverse events 

 Abnormal lab result without appropriate follow-up 

 Prolonged 1st, 2nd, or 3rd stage labor without transfer 

 Manual removal of placenta in the birth center 

 Birth enroute or unplanned home birth 

 Injury to client, family member, or staff 

 Threat or incident of violence 

 Equipment malfunction 

 Necessary medication or supply unavailable when 
needed 

Review    
anything 
that doesn’t 
usually happen in 
the birth center 

The goal of case review is not to assign blame, but to objectively look at the event, 

identify why it occurred, and take any actions needed to avoid recurrence. Ask, 

“what could/should we have done differently?” In some cases, root cause analysis 

might be used as a tool for further investigation. 
 

The frequency of case review depends upon your 

volume, but at least quarterly is recommended so 

that the details of the events are not forgotten by 

those involved. This also allows for timely imple-

mentation of any actions that are identified. 
 

All clinical staff should be involved in case re-

views. This can be accomplished by assigning 

cases to specific individuals who were not in-

volved in the care. It is important to involve birth assistant and nurses in these re-

views since their perspective is often different from that of the provider. Reviews 

that include collaborative physicians can also be valuable given their different per-

spective and usual lack of experience with providing care in a birth center. 
 

It is important to recognize that adverse events and some transfers can be emotion-

ally difficult for staff involved. They need to debrief and be supported through the 

anxiety and grieving that often accompanies such events. Those participating in 

case and transfer reviews should be sensitive to these concerns, while assuring that 

an honest and objective review is done. 

Every intrapartum, postpartum, and newborn transfer should be formally reviewed 

and review meetings should occur as frequently as needed to allow complete review 
and discussion without feeling rushed.  If your birth center has a very large volume, 

you may opt to review all emergent transfers and those resulting in an adverse 
event, but only review a random sample of non-emergent transfers. In addition to 
the same goals as case review of unusual events, transfer reviews also should: 

 Determine if P&P’s were followed throughout the care 

 Assess whether risk criteria were applied appropriately 

 Evaluate the timeliness and smoothness of the transfer 

 Assess the level of communication and collaboration with EMS and receiving 
facility and providers 

 Review of documentation for all required data elements 

“The goal of case review is 

not to assign blame, but to 

objectively look at the event, 

identify why it occurred, and 

take any actions needed to 

avoid recurrence.” 
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