MATERNAL PERINATAL DEATH REVIEW 
Training Handouts.

Hand out 1: Definition of terms
Maternal Deaths/Mortality:  

Maternal mortality is defined as the death of a woman while pregnant or within 42 days of termination of the pregnancy, irrespective of the duration and site of pregnancy, from any cause related to or aggravated by the pregnancy or its management, but excluding accidental or incidental causes.

Maternal Morbidity

Maternal morbidity is the loss of normal physical or socio-economic function of a mother due to a pregnancy related conditions. This may be temporary or permanent.

Maternal Mortality Rate

Is the number of maternal deaths per 100,000 live births

Maternal Mortality ratio 

Is the number of maternal deaths to the number of live births in a given year

Direct obstetric deaths

Deaths resulting from obstetric complications of the pregnant state (pregnancy, labour and puerperium), from interventions, omissions, incorrect treatment, or from a chain of events resulting from any of the above.

Indirect Obstetric deaths

Deaths resulting from previous existing disease, or disease that developed during pregnancy and which was not due to direct obstetric causes, but which were aggravated by the physiologic effects of pregnancy.

Live birth

 Is the complete expulsion or extraction from its mother of a fetus/baby of 1000 grams or 28 weeks gestation, which after such separation, shows any evidence of life or breathes, beating of the heart, pulsation of the umbilical cord, or definite movement of voluntary muscles, whether or not the umbilical cord has been cut or the placenta is attached; each fetus/ baby of such a birth is considered live born. The legal requirements for notification perinatal deaths vary between and even within countries. 

Perinatal Period 

This commences at 28 completed weeks of gestation and ends at seven completed days after birth.

Perinatal Deaths:
Perinatal deaths are the deaths that occur around the time of Birth. It includes both still births and early neonatal death up to 7 completed days after birth

Perinatal mortality rates

Is the number of still births and deaths within one week of birth per 1000 total live and still births, calculated as,

PMR = Number of stillbirths and deaths within one week of birth x 1,000





Total births (live and still births)
Early neonatal deaths: These are deaths occurring during the first seven days of life 

Stillbirth: This is death prior to the complete expulsion or extraction from its mother of a fetus/baby of 1000 grams or 28 weeks gestation; the death is indicated by the fact that after such separation the fetus does not breathe or show any other evidence of life, such as beating of the heart, pulsation of the umbilical cord or definite movement of voluntary muscles

Near Miss

Refers to mothers and/ or babies who have had complications but narrowly escape death

Confidential Inquiry

In Confidential inquiry, the review is carried out by a group of appointed Independent assessors who will use the same audit guidelines to review selected maternal and perinatal deaths (even if these have already been reviewed by the Facility audit team. 

Case fatality rate

Is the percentage of persons diagnosed as having a specified disease/condition who die as a result of that illness within a given period. 
Formula

Institutional deliveries:

These are deliveries that occur within the environment of the Health facility. It includes all facility deliveries with or without Skilled/Professional supervision.

Supervised/Skilled attended deliveries: 

These are deliveries that occur under supervision and guidance of a qualified professional medical worker.
Hand Out 2:  Causes of Maternal Deaths

Direct causes

1. Haemorhage

2. Unsafe abortion

3. Infection

4. Eclampsia

5. Obstructed labour

6. Indirect obstetric cause e.g. ectopic pregnancy

7. Other causes such as malaria, HIV-related causes, Anaemia
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Contributing factors to maternal deaths

	Community-based factors
	Health service factors

	Lack of awareness of danger signs of pregnancy
	Unavailability of health services within easy reach

	Delay in seeking care due to personal or family issues
	No staff available when care is sought

	Distances between households and health facilities
	Medicine not available at the hospital; dependence on family to provide it

	Lack of transportation or money to pay for it
	Lack of clinical care guidelines

	Work-related issues, family and/or household responsibilities
	Woman not treated immediately after arriving at the facility

	Cultural barriers, such as prohibitions on mother leaving the house
	Lack of necessary supplies or equipment at the facility

	Lack of money to pay for care (poverty)
	Lack of staff knowledge/skills to diagnose and treat the mother

	Belief in use of traditional remedies and value of delivering within the traditional system
	Long waiting time before qualified staff could see the mother

	Belief in fate controlling outcomes (God determines pregnancy results)
	No transport available to reach referral hospital

	Dislike of or bad experiences with health-care system
	Poor staff attitude and poor work ethics

	Social imbalances including Injustices and other forms of Gender and Social inequality (decisions at home are by men
	Poor health facility management issues

	Poor involvement of men in RH (Men not supporting their partners to access health services)
	No standard operating procedures or lack of enforcement.


Hand out 3: MPDR policy

The Ministry of Health declared maternal deaths a notifiable condition. The notification must be done within 24 hours of death. The notification information should be taken to/directed to the Reproductive Health Division. It is mandatory that a maternal death review is conducted within 7 days of notification of the death. 
A National Committee on Maternal and Perinatal Death Reviews exists to study maternal and perinatal deaths in the country basing on the Notifications and quarterly reports from the Hospitals and District. It is recommended that all districts, Hospitals at all levels, health centre IVs and Health centre IIIs should have MPDR committees to conduct reviews for some perinatal deaths and all maternal deaths that occur. These committees are tasked with making recommendations to improve maternal and child health care, based on the reports of maternal & perinatal death reviews and/or confidential inquiries at district, regional and national level.

 The implementation of the recommendations from the reviews should result in a decrease in maternal and newborn deaths.

Hand out 4: Why maternal perinatal death reviews?
The aim of reviewing is to collect information on a maternal or perinatal death.  It is designed so that the story of what happened can be accurately recorded and analysed.  It should be seen as a process that will take you systematically through the death of a woman or newborn so as to reach an understanding of what happened and learn from the incident with the objective of improving the quality of health care.  Maternal and Perinatal Death Auditing will help health workers, administrators and other stakeholders at all levels (health facility, district and national) to define:  
1. The magnitude of the problem.

2. The geographical areas where the major problems occur.

3. The pattern of disease that results in deaths of mothers.

4. Where the health system can be improved.  
By defining the problem using the above four features, the health facility , HSD , Districts Health teams, Regional hospitals  and Ministry of Health, will be able to act on the problem.    Where problems in the health system are identified, they will be rectified, through a process to;

· Raise awareness among health professionals, administrators, programme managers, policy makers and community members about those factors in the facilities and the community, which, if they had been avoided, the death may not have occurred; these are called the avoidable factors.

· Stimulate actions to address these avoidable factors and so prevent further maternal and perinatal deaths.

Hand out 4

 Quality of care 
Definitions of Quality, Quality of care and Quality improvement.

· Principles of quality of care

· Protocols

Quality” has many definitions – according to context of use
· Performance according to standards
· Conformance to requirements/specifications
· Doing the right thing, the right way and at the right time 
Quality of care
All actions taken to ensure that standards and procedures are adhered to and that delivered products or services meet performance requirements
The system of quality assurance in a hospital is based on three parameters: 

1. quality of structure, 

2. quality of process,

3. quality of outcome. 

All three parameters are interdependent and closely connected. Quality of structure comprises the condition of the hospital building: water supply, power supply, hygienic conditions, number of staff and the equipment available. The quality of process is predominantly dependent on a sufficient structure, but also on trained and well functioning experienced health personnel and on professional performance. This can be achieved by a continuing evaluation of the results and by benchmarking. The necessary interventions will lead to a spiral of reduction in maternal and fetal morbidity and mortality and consequently to an improvement of the quality of outcome.

Quality Improvement – 

Applying appropriate methods to close the gap between current and expected level of quality/performance as defined by standards
Principles of quality of care/improvement

· Focus on the client
· Clients are a focus of any quality activity
· Services that do not meet client needs fail
· Satisfied clients comply better with advice / treatment given.  And, they will often return to the facility and / or recommend it to others
· Satisfied internal clients will work with the system better
· Focus on systems and processes
· Analysis of service delivery system prevents problems before they occur. A system is made up of inputs, processes, outputs and outcomes 
· Use of data 
· Quality is a measure of how good something is. Measurement is important in improving quality
· Collect data about the activities that one want to improve – collect only the data one needs
· Compare analysed data with standard set – reveals gap
· Analysed data is information and must be used to improve quality e.g. planning, monitoring (correcting gaps), evaluating etc. It must be used at point of collection 
· Data may be presented as bar graphs, pie charts etc.
· A teamwork/collaboration
· Team work is at the heart of methods to improve quality
· All team members are important- including the smallest member.  One big tree does not make a forest!
· In an effective team, the humble contribution of each team member should be appreciated
· When discussed in a team, problems become opportunities
· Team members should support each other’s efforts.
Steps of quality improvement
· Step one: Identify the problem 
· Quality Improvement starts by asking questions:

· What is the problem? 

· How do you know that it is a problem? 

· How frequently does it occur, or how long has it existed? 

· What are the effects of this problem?

· Identify the gap - Difference between actual and desired performance 

· Ways of identifying the problem - Use data from surveys, review records, observation, feedback from clients

· Step two: Analyze the problem 
· The purpose is to measure performance of the process or system that produces the effect.

· Techniques include flow charts, cause-effect (fish bone) diagrams, review of existing data etc.

· Analysis involves answering the following questions; Who is involved or affected? Why, when, where does the problem occur, What happens when the problem occurs?

· Step three: Develop possible solutions to the problem (improvement changes) 
· Changes are possible solutions to problems identified during process of quality improvement.

· Developed on basis of knowledge and beliefs about likely causes and solutions to the problem

· QI teams should ask themselves the question: What changes can we make that will lead to improvement?

· Possible solutions (proposed changes) are then developed based on the hypothesis 
· Determine possible changes (interventions) we believe may yield improvement

· Organize changes according to importance and practicality

· Test changes (if possible, one change at a time )

· Improvement usually requires change but not all change is an Improvement! 
· Step four: Test /implement the possible solutions 

· Not every proposed solution (change) leads to improvement.

· Test changes that are feasible, realistic and likely to lead to improvement. 

· Test proposed solutions on a small scale to see if they lead to expected improvement.

· Changes tested need to be observed over some time period to see if they are effective or not.
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MPDR cycle

The Audit cycle 
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Handout 6: The Seven steps of conducting MPDR
Handout 7: The composition of MPDR committees and their roles and responsibilities

National Level:

At the National level, the MPDR committee will consist of members from relevant MOH departments (Planning , Quality Assurance, Clinical Services, Reproductive health , Child Health, Pharmacy division, Resource centre, Surveillance) Association of obstetricians, Association of pediatricians, Blood Bank, Nursing and Midwifery council, Private midwives, and Regional Representatives. The committee will be chaired by a senior ministry of health official.

MPDR committee at District, Hospital, Health centre IV and Health centre III
District level:
At the district level, the following people shall form the MPDR Committee: RDC, CAO, LC V Chairman, Secretary for Health,  DHO, MCH/RH focal person, Hospital director/Medical Superintendent, Medical Officer in charge of maternity, Principal Nursing Officer of hospital, hospital administrator, Pharmacist/ dispenser, Biostatician, store keeper and in charges of the Health Sub-districts.

***Where districts have more than 1 hospital a fair representation of all hospitals including private should be considered***

Hospital level:
At the hospital level, the following people shall form the MPDR Committee: DHO, Medical Superintendent/ Director, Medical Officer in charge of maternity, Principal Nursing Officer of hospital, hospital administrators, Pharmacist/ dispenser, store keeper, Laboratory technician, Anaesthetic officer, Biostatician/records clerk,  In-charge  community health department.
Health Centre IV:

At Health centre IV, members of MPDR committee may be drawn from the following: District or HSD representative,  In charge of Health Facility, RH trainer, Midwife, Facility administrator, Trainee doctor, Public health nurse, Health Promotion officer, Pharmacist/ dispenser, Anaesthetic officer, laboratory technician, Store Keeper, Local Women’s group member, representative from the health unit management committee.
***All health facilities shall conduct maternal and perinatal death reviews and keep their reports safely but accessible to the appointed Independent assessors when required.***
Roles and responsibilities of MPDR committees:

All committees should be sensitized on the aims of MPDR process as well as their roles and responsibilities. 
The main roles and responsibilities of the MPDR committees are to:

· Ensure that maternal deaths are notified and maternal and perinatal death reviews are conducted regularly by relevant institutions.
· Synthesise the findings and feed these back to the health facility teams, community and the DHO.
· Recommend actions that are indicated on the basis of the MPDR findings.

· Mobilize resources to implement recommended actions

· Follow up to ensure that recommended actions are implemented

The national level will have the added responsibilities of standardizing  the review process across districts and facilities, establishing and facilitating  Confidential inquiry teams, disseminating the MPDR outcomes and progress. In addition the national level is responsible for developing the Standards of care and ensuring that MPDR is included into the basic training of health professionals. The national will also be responsible for producing an annual national MPDR report.
The MPDR committees should be oriented on the process of MPDR using the guide.

During the orientation the following should be emphasized

· Establishing how deaths can be identified (for example, discharge register, ward registers, routine returns)

· Assessing whether written medical records exist and if so, can they be located?
· Inspecting the records for, say, two recent deaths – are they legible and reasonably complete for key items (such as the woman’s address, age, date of admission, gestation, and diagnosis on admission or death?)
· Tracing the home addresses of two recent deaths – can they be found and are possible respondents, such as relatives, still living there? (Verbal autopsy)
· Securing appropriate permissions and co-operation from facility personnel.
*** The process of sensitization is likely to involve a bigger number of people than training.***
Handout 8:  The Audit Cycle (surveillance cycle)
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The process of the maternal and perinatal death reviews and Confidential Inquiry is dynamic as shown above in the Audit cycle. A system for regular feedback should be put in place. This feedback will occur at every level; national, regional, district, hospitals and health centres.  
The audit cycle requires that when recommendations are made out of the review exercise actions must be taken to address the identified needs and/or gaps. Continuous evaluation and refinement of actions should be encouraged in order to improve the quality of health care. Failure to take action renders the review process useless and of no benefit to the stakeholders.

The chairperson for the committee must ensure that a proper record of all recommendations and actions taken is kept and periodically reviewed.

Handout 9: 
FILLING IN THE MATERNAL DEATH NOTIFICATION AND REVIEW FORMS

The maternal death notification is a single page form filled in quadruplets. The form should be filled by the health worker who participated in the care of the deceased. It takes about 10 minutes to fill the form as shown below.
Maternal Death Notification Form
	For Official use only: Ministry of Health National Case Number
	
	
	
	
	
	
	
	
	


Instructions:
1. This form is filled by the health worker on duty at the time of death

2. Complete the Maternal Death Notification form in quadruplicate within 24 hours (One for the unit, one for the health sub-district, one for the DHO and one for MoH).

3. Handover the form to the In-charge of the unit
4. Perform the audit within 7 days. 
5. Send an e-mail to the MOH Resource Centre hmisdatabank@yahoo.com to notify the death within 24 hours and copy to reproductivehealthmoh@gmail.com 
Name of reporting facility  ………………………………… Level………. District 


Names of deceased………………………………………………………….…..…………Inpatient Number………………………

Village of residence ( LC 1)  …………….Sub-county (LC 111) ………………………..District  


Age of deceased…………yrs   Next of kin 
......................................................................................

Gestational Age (wks) …………… Date of Death: ……….dd…………mm ……………….yr. 
Duration of stay at facility before death:     days…….hr.........mins...........
Died  (tick)       undelivered   (    in labour   (     after delivery       (    in theatre   (
Possible cause(s) of death:    
.......................................................

....................................................................................................................................................................

...................................................................................................................................................................

....................................................................................................................................................................
Form filled by ……………………………………………………….................. ......   Date of filling form..........................
Form Delivered by ( Name) ………………………………………………………………………….   Date ……………………
…......
Form received by ( Name) …………………………………….…………………………………..      Date 
........
MATERNAL DEATH REVIEW FORM

OUTLINE AND PHILOSOPHY OF THE DESIGN OF THE FORM

The form has 12 sections as shown below:

Section 1:  Locality where death occurred

Section 2:  Details of deceased

Section 3:  Admission at health facility where death occurred or from where it was reported

Section 4:  Antenatal care

Section 5:  Delivery and puerperium information

Section 6:  Interventions

Section 7:  HIV Status

Section 8:  Cause of Death

Section 9:  Avoidable factors 

Section 10:  Autopsy/ Post mortem

Section 11:  Case Summary

Section 12:  Recommendations

Section 13: This form was completed by

Sections 1-3 give us the demographic details of the patient, 4-7 the medical conditions that resulted in the death, 8 gives the cause of death, 9 shows whether there were other circumstances surrounding the death not related directly to the medical condition e.g. transport problems, and 11 an own word summary of the story of what happened in the case.

Information that a pregnant woman died, where she died, her age, parity  and so on is important in obtaining maternal mortality figures, in identifying geographical problem areas and determining some general risk factors.  This information is grouped together to form the demographic information.  From this information the size of the problem will be determined and over time any decrease in the number of deaths may be seen.

The second section on the medical condition which led to the death of the woman, will enable us to determine the most common problems, and determine whether the common causes of death vary from one area to another.  This information will also enable one to concentrate teaching, research and if necessary resources to combat the problem.  

Maternal deaths are uncommon events.  Most women survive severe illnesses that occur in pregnancy, however some pregnant women unfortunately do die.  The objective is to determine why the woman died in a particular case.  Commonly there has been a breakdown in various levels in the health system.  If these breakdowns are identified, and occur repeatedly, action can be taken so that the deaths can be prevented.  This bit of detective work is captured in the third section.  Perhaps this is one of the most important parts of the form as it can lead to rapid intervention and subsequent prevention of loss of life.

The form has been designed in this way so that information about the case can be obtained in a usable format.  If the form is filled in systematically, the important facts will be obtained. At the same time you will be able to analyse the death for yourself.  The case summary at the end serves to focus your mind.  After going through the facts of the death, the story of what happened should be clear.   If opportunities for preventing the death occurred they will be identified and can be reported.  Solutions can be looked for locally.

The information gathered should be utilised by the health facility administration/managers to address factors leading to death that have been identified in order to reduce future maternal deaths.  Where applicable they should identify system issues that require to be addressed by higher levels and include them in the report.  This report should be compiled and submitted to the next level which will aggregate and report to the national MPDR committee. 

It is the task of the National MPDR Committee to bring information about all the deaths together and to analyse the data.  With this information, the National MPDR committee will be able to plan for improving the health services. Implementation of the recommendations from MPDR should lead to a decrease in the number of maternal deaths and also improve the quality of care of pregnant women.

FILLING IN THE MATERNAL DEATH AUDIT FORM 

Please read these guidelines with the Maternal Death Audit Form next to you.  The blocked areas below correspond to the same area on the form).


Note:  form 
A.  DEMOGRAPHIC INFORMATION

1. Locality where death occurred

This information is important.   Geographical patterns of maternal deaths can be determined with it.  A picture of the pattern of maternal deaths throughout the whole country can then be obtained.  We would like to include all maternal deaths, even those occurring at home but this is not feasible at present and we will concentrate on collecting all deaths that occur in the health services, including those women that die in ambulances.


Classification of institutions.  

1. National referral hospital –Specialist services and also has intensive care unit

2. Regional Hospitals - the hospitals with obstetricians and gynaecologists but no intensive care facilities

3. General Hospitals staffed by general doctors (non specialists) generally with or without visiting obstetric and gynaecology specialists 

4. HC IV – Health center with theatre facilities 

The facility may be Govt, Private  or Private Not For Profit (PNFP)
2. Details of Deceased

This information is necessary so that tracking  the patient in the health service is possible.  The names will be removed once the form has been certified by the committee as being complete.

	SECTION 2: DETAILS OF THE DECEASED: 

2.1 Initials ......... 

2.2 Inpatient number …………………………… 

2.3 Usual Residence address: a. Village (LCI): .............................................................................. 


b. Sub-county (LCIII): 


c. District ........................................................................................ 

2.4 Age in completed (years): yrs ……………. 

2.5 . Marital status 1 Married ; 2. Single never married ; 3. Separated ; 


4. Widowed ; 5. Not known  

2.6 Religion ......................................



3. Admission at health facility where death occurred or from where it was reported

Information regarding the condition of the woman on admission will help in indicating at what stage of the pregnancy she was, antepartum, intrapartum or postpartum.

The reason for admission asks why the woman was admitted to the hospital/clinic where she died.

It is important to trace the route the woman took through the health services as well as the time it took from each place.  Therefore, we need all available records from all the health services that the woman entered.

	SECTION 3: ADMISSION AT HEALTH FACILITY WHERE DEATH OCCURRED / WAS REPORTED 
3.1 At time of admission: 

i) Gravida  Para  ii) Gestation (weeks) 

Date of admission: dd mm yyyy 

3.3 Time of admission (24hrs clock): hrs mins 
3.4 Date of death:dd mm yyyy 
3.5 Time of death (24 hrs clock) hrsmins 

3.6 Duration of stay in facility before death: days hrsmins 

3.7 Referred:1. Yes 2. No 

3.8. 1) If Yes from: 

1. Hospital 3. Health Centre III 5. Health centre 11 

2. Health centre 1V 4.Private Maternity/ClinicOthers 

3.8.2 Specify name .................................................................................................................... 

3.9 Condition on admission (Tick appropriate response): Category 

Stable 

Abnormal vital signs 

Unconscious 

Dead on arrival 

1 

Abortion 

2 

Ectopic Pregnancy 

3 

Antepartum 

4 

Intrapartum 

5 

Postpartum 

3.10 Vital Signs recorded on admission 
3.10.1 Blood Pressure 1 Yes Reading 2. Not recorded 

3.10.2 Temperature.1. Yes Reading .............centigrade. 2. Not recorded 

3.10.3 Respiration 1.Yes .............per a minute 2. Not recorded 

3.10.4 Level of consciousness............................................................................................................... 

2. 3.11 Reason for admission/ complaints on admission: 

3.12 Diagnosis on admission:


FILLING IN THE MATERNAL DEATH AUDIT FORM 

Please read these guidelines with the Maternal Death Audit Form next to you.  The blocked areas below correspond to the same area on the form).


Note:  form 
A.  DEMOGRAPHIC INFORMATION

4. Locality where death occurred

This information is important.   Geographical patterns of maternal deaths can be determined with it.  A picture of the pattern of maternal deaths throughout the whole country can then be obtained.  We would like to include all maternal deaths, even those occurring at home but this is not feasible at present and we will concentrate on collecting all deaths that occur  in the health services, including those women that die in ambulances.


Classification of institutions.  

5. National referral hospital –Specialist services and also has intensive care unit

6. Regional Hospitals - the hospitals with obstetricians and gynaecologists but no intensive care facilities

7. General Hospitals staffed by general doctors (non specialists) generally with or without visiting obstetric and gynaecology specialists 

8. HC IV – Health center with theatre facilities 

The facility may be Govt, Private  or Private Not For Profit (PNFP)
5. Details of Deceased

This information is necessary so that tracing the route of the patient in the health service is possible.  The names will be removed once the form  has been certified by the committee as being complete.


Definitions

Gravida:  Refers to The number of times the woman was pregnant

Parity: Number of times the woman delivered a baby of 28 weeks or more, whether alive or dead
After the plus (+) fill in the total number of pregnancies that ended before the 28th week of gestation (abortions)

Gestation refers to completed weeks of amenorrhoea since the last normal menstrual period
6. Admission at health facility where death occurred or from where it was reported

Information regarding the condition of the woman on admission will help in indicating at what stage of the pregnancy she was, antenatal, intrapartum or postpartum.

The reason for admission asks why the woman was admitted to the hospital/clinic where she died.

It is important to trace the route the woman took through the health services as well as the time it took from each place.  Therefore, we need all available records from all the health services that the woman entered.


4.  Antenatal Care
Effective antenatal care is associated with a decreased maternal mortality.  The information gathered here will help in establishing whether/where there are problems in access to antenatal care.
Record where the antenatal care was performed, that is was it at a clinic alone, or in combination with a clinic and hospital. And by who
A list of antenatal risk factors has been included in the form to help in assessing the quality of the antenatal care given.  Only the risk factors that are known to have a direct bearing on maternal deaths have been included.  Those related to perinatal deaths (deaths of the babies) are handled under the section on perinatal death audit.  By going through the risk factors one can determine whether there was a risk factor and whether appropriate action was taken.

The importance of the antenatal risk factors given are explained below:

1. History - history of heart disease.  Was history of any medical condition recorded.  For example, rheumatic heart disease is an important cause of death in pregnancy.

2. BP (Blood Pressure).  Was the blood pressure recorded? Hypertension in pregnancy is common cause of death
3. Proteinuria - This indicates the possibility of kidney disease or if in combination with hypertension it indicates that pre-eclampsia/ eclampsia might have been present.  In Uganda, pre-eclampsia/eclampsia is one of the most common causes of maternal deaths.

4. Glycosuria ( sugar in Urine)- This could indicate the presence of diabetes mellitus.  Diabetes mellitus predisposes a woman to infection and if the diabetes gets out of control can lead to death on its own.

5. Anaemia - Screening for anaemia at antenatal clinics is very important because if the woman has a low haemoglobin, she will have very little reserve if bleeding occurs.  It is a risk factor that can be easily detected and treated.

6. Abnormal Lie - A transverse or oblique lie can lead to ruptured uteri if unattended.

7. Previous caesarean section - This is a risk factor for rupture of the uterus.

4.6.Add any comment on the antenatal care in the box provided.  Especially record any medication the woman was on and e.g. IPT, TT, HAART, NIVERAPINE, ANTICOAGULANTS, HYPERTENSIVE, DIABETIC THERAPY)


5. Labour, delivery and puerperium.  

In this section the information filled is on progress of labour, outcome of delivery and puerperium.  Also noted are; mode and place of delivery and core staff that conducted the delivery.  Complications encountered that could have contributed to the death are also highlighted. The information gathered will be used to assess quality of care provided during these stages. 

Information regarding the labour is important as it can explain why some complications occurred.  For example, if the labour was very prolonged, this can lead to postpartum haemorrhage, or to puerperal infection.  Both these can result in a death.  Prolonged labour in itself can lead to a ruptured uterus.

The information regarding the baby combined with information in section 1-3 helps in recording the size of the social problem that a maternal death leaves behind.

Fill in the 5.10 with any other information, especially what happened to the mother once the baby was born.
5.  Delivery and puerperium information

5.10 Outcome of pregnancy:                                Not delivered   Live birth  

                                Fresh Stillbirth (28+ weeks’)  Macerated Stillbirth (28+ weeks’)   Miscarriage (<28 weeks’)        Termination of pregnancy Ectopic pregnancy Mole 

5.10.1 If delivered baby’s weight in grams_...................

5.11 Obstetrical complications (tick all applicable):

1. APH                                                                                                             (  

2. PPH 
(
3. Sepsis 
(
4. Eclampsia 
(
5. Ruptured uterus 
(
6. Shock/sudden collapse 
(
7. Other, specify: .....................................................................................................................................................

.................................................................................................................................................................................
6.  Interventions
Many women who die in pregnancy have had multiple procedures.  Some are as a result of the medical condition causing the problem, but in some the intervention directly results in the death of the woman, e.g. anaesthesia.  It is useful to list all the interventions from early pregnancy through ANC, intra-partum  and  post partum. In the comments section state whether the intervention was due to the complication or resulted in the complication.  The interventions have been grouped in the stages of pregnancy to help with the analysis later.

Some definitions:

1. Evacuation - The uterus is emptied by using a curette or MVA (manual vacuum aspirator).

2. Laparotomy - This is where the abdomen is opened surgically.

3. Hysterectomy - This is where the uterus is removed.

4. Transfusion - used to mean whether blood or blood products were given to the woman

5. Version - means the baby was turned in the uterus either by manipulating the fetus abdominally or from inside the uterus.

6. Instrumental del. - Was a forceps or vacuum used to assist in delivering the baby

7. Symphysiotomy - This is where the ligament holding the symphysis together are cut so that the size of the pelvis is enlarged.

8. Caesarean section - The baby is born abdominally through a cut in the abdomen and uterus and not vaginally

9. Manual removal - This is where the placenta is removed using a hand or curette after a baby has been born.

10. Anaesthesia –

· General anaesthesia is where the woman is put to sleep while a procedure is carried out.  

· Epidural anaesthesia - Where a local anaesthetic agent is injected into the epidural space to provide pain relief during a procedure.  

· Spinal anaesthesia - Where the local anaesthetic is injected into the cerebrospinal fluid (CSF).

· Local anaesthesia – Where local infiltration of each tissue layer was performed 

11. Invasive monitoring - Was a central venous pressure (CVP), Swan-Ganz catheter or invasive blood pressure monitoring used?

12. Prolonged ventilation - Did the woman require ventilation other than during an operation?  This is usually in an intensive care situation. 

13. Others:e.g C/S before 28 weeks

14. Comments: Summary of appropriateness of interventions


SECTION  7: 
CAUSE OF DEATH  
This is one of the most important sections of the form.   Analysis of this information will tell us what are the common causes of death in Uganda or in specific localities in the country. Once this has been clearly established, interventions around these causes can be planned and implemented.  The causes of death may not be the same for each district or locality and thus interventions may have to be tailored to specific areas.  Fortunately, this information will be available because the place where the woman died has already been recorded.  See Appendix 1 & 2
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Tick	
  all	
  applicable.	
  If	
  cause	
  of	
  death/	
  associated	
  factor	
  is	
  not	
  listed,	
  write	
  it	
  clearly	
  at	
  bottom	
  of	
  page



Code Cause	
  of	
  death/	
  associated	
  factor



1 Ectopic	
  pregnancy



2 Abortion



Spontaneous	
  abortion Induced	
  abortion



2.1.1 Spontaneous 	
  abortion-­‐	
  seps is 2.2.1 Induced	
  abortion-­‐	
  seps is 2.3 Trophoblasticdisease



2.1.2 Spontaneous 	
  abortion-­‐haemorrhage 2.2.2 Induced	
  abortion-­‐	
  trauma



2.1.3 other	
  -­‐	
  speci fy 2.2.3 other	
  -­‐	
  speci fy



3 Haemorrhage



Antepartum	
  haemorrhage Post	
  partum	
  haemorhage



3.1.1 Placenta	
  praevia 3.2.1 Uterine	
  atony 3.2.5 PPH	
  after	
  C-­‐sectio



3.2.2 Ruptured	
  uterus 	
  -­‐	
  obstructed	
  labor 3.2.6 PPH	
  from	
  tears



3.1.2 Abruptio placenta 3.2.3 Ruptured	
  uterus 	
  with	
  previous 	
  scar 3.2.7 other	
  -­‐	
  speci fy



3.1.3 Abruptio	
  placenta	
  with	
  hypertens ion 3.2.4 Retained	
  placenta



3.1.4 Other	
  	
  -­‐speci fy



4 Pregnancy	
  related	
  sepsis



4.1 Puerperal sepsis following vaginal delivery after obstructed labour



4.2 Puerperal sepsis following normal delivery



4.3 Puerperal sepsis following caesarean section



4.4 Puerperal sepsis following caesarean section after obstructed labour



Other – specify



5 Hypertensive	
  Disorders	
  of	
  pregnancy 6 Infections/	
  conditions	
  not	
  related	
  to	
  pregnancy



5.1 Pre-­‐eclamps is -­‐	
  Eclamps ia 6.1 Malaria



5.2 HELLP	
  syndrome 6.2 HIV/AIDS



5.3 Other 6.3 Severe	
  Anaemia



6.4 Other	
  -­‐speci fy



Write	
  here	
  cause	
  if	
  not	
  indicated	
  above:  



	
   	
   	
   	
   	
   	
   	
   










 

Tick	all	applicable.	If	cause	of	death/	associated	factor	is	not	listed,	write	it	clearly	at	bottom	of	page

Code Cause	of	death/	associated	factor

1 Ectopic	pregnancy

2 Abortion

Spontaneous	abortion Induced	abortion

2.1.1 Spontaneous	abortion-	sepsis 2.2.1 Induced	abortion-	sepsis 2.3 Trophoblasticdisease

2.1.2 Spontaneous	abortion-haemorrhage 2.2.2 Induced	abortion-	trauma

2.1.3 other	-	specify 2.2.3 other	-	specify

3 Haemorrhage

Antepartum	haemorrhage Post	partum	haemorhage

3.1.1 Placenta	praevia 3.2.1 Uterine	atony 3.2.5PPH	after	C-sectio

3.2.2 Ruptured	uterus	-	obstructed	labor 3.2.6PPH	from	tears

3.1.2 Abruptio placenta  3.2.3 Ruptured	uterus	with	previous	scar 3.2.7other	-	specify

3.1.3 Abruptio	placenta	with	hypertension 3.2.4 Retained	placenta

3.1.4 Other		-specify

4 Pregnancy	related	sepsis

4.1 Puerperal sepsis following vaginal delivery after obstructed labour

4.2 Puerperal sepsis following normal delivery

4.3 Puerperal sepsis following caesarean section

4.4

Puerperal sepsis following caesarean section after obstructed labour

Other – specify

5 Hypertensive	Disorders	of	pregnancy 6 Infections/	conditions	not	related	to	pregnancy

5.1 Pre-eclampsis-	Eclampsia 6.1 Malaria

5.2 HELLP	syndrome 6.2 HIV/AIDS

5.3 Other 6.3 Severe	Anaemia

6.4 Other	-specify

Write	here	cause	if	not	indicated	above:

 

							

 


SECTION 8:
AVOIDABLE FACTORS: 
HEALTH SYSTEM PROBLEMS

Use the list below to guide the discussion or thinking about the death.  After discussing the case with the health personnel, try and answer the following questions.  What, if any, were the “missed opportunities”, “avoidable factors” or “substandard care” and where, if anywhere, did the health system breakdown.  If any block is ticked, please specify what you mean.

A “missed opportunity” is an event where an act that might have helped prevent the death was omitted or where an act resulted, directly or indirectly, in the death.  For example, the death of a woman who was detected as having severe hypertension at a health centre, and was not appropriately managed or referred to the appropriate institution and subsequently developed eclampsia  and died, could be considered as a preventable death.  The “missed opportunity” lay in not referring the woman.  Another example would be a woman who delivered at a health centre, and developed a massive postpartum haemorrhage.  The health personnel tried to resuscitate her and transfer her to a hospital, but no transport was available and because of delays in getting an ambulance, the woman died.  Here the health system broke down due to lack of provision of transport.   This is a health system problem, which has to be solved by management.

The United Kingdom has had a well-established confidential enquiry into maternal deaths for many years.  They had a system of analysing their maternal deaths and looking for “avoidable factors” and “missed opportunities” but have recently clarified their definitions and now talk about “substandard care”.  To quote from the Report on Confidential Enquiries into Maternal Deaths in the United Kingdom 1985-87, page xiv:
“Substandard care”

The term substandard care has been used in this report to take into account not only failure in clinical care, but also some of the underlying factors which may have produced a low standard of care for the patient.  This includes situations produced by the action of the woman herself, or her  relatives, which may be outside the control of the clinicians.  It also takes into account shortage of resources for staffing facilities; and administrative failure in the maternity services and the back-up facilities such as anaesthetic, radiological and pathology services.  It is used in preference to the term “avoidable factors” which was used previously in the England and Wales Reports until 1979 and has also been used in the Scottish and Northern Ireland reports.  This was sometimes misinterpreted in the past, and taken to mean that avoiding these factors would necessarily have prevented the death.   “Substandard” in our context  is  lumped together with avoidable factors and  missed  opportunities and  refers to the fact that  the care that the patient  received, or care that was made available to her, fell below the Ugandan standard as prescribed in MOH policy, guidelines and standard  protocols..” 

The information obtained by looking for substandard care is vital in pinpointing where the health system can be improved, and indicates immediately where one’s efforts must be concentrated.

For ease of analysing a maternal death the possible areas of  avoidable factors / missed opportunities /substandard care have been grouped into four areas; personal/family problems, logistical systems problems, facilities problems and health personnel problems.  Personal/Family orientated problems are those related to the woman or her family in utilising the health services, of poor communication between the health service and woman or her family.  Logistical systems problems relate to things like transport, the mechanics of the communications for example are there telephones available and so on.  Facilities problems relate to lack of facilities like intensive care beds, equipment like ventilators and consumables like drugs.  Health personnel problems relate to the staffing at health facilities (lack of human resources) and the management of patients.  
, Ministry of health guidelines, Life saving Skills manuals, IMPAC (Managing Complications in Pregnancy and Childbirth-A guide for midwives & doctors, “Obstetrics & Gynaecology Internship Package” and “ALARM International “ should be used to assess the standard of care expected of midwives, doctors, specialists  in managing  maternal complications. For other health care providers such as Laboratory assistants/technicians and anaesthetists, relevant MOH guidelines or professional associations guidelines should be used.

Using information derived from the interviews and review of the case notes, were any of these factors present? Tick all applicable
	
	Avoidable factors
	Yes
	Specify

	Personal/ Family/ community factors
	1. Delay of the woman seeking help
	
	

	
	2. Lack of transport from home to health  facilities 
	
	

	
	3. Refusal of treatment or admission
	
	

	
	4. Woman ingested herbal medication
	
	

	
	5. Refused transfer to higher facility
	
	

	
	6. Lack of partner support
	
	

	
	
	
	

	Health system factors
	7. Lack of transport between health facilities 
	
	

	
	8. Lack of blood products ,supplies &consumables  
	
	

	
	9. Negligence of staff on duty /Staff  professional misconduct /
	
	

	
	10. Inadequate numbers of staff
	
	

	
	11.  Absence of critical human resource
	
	

	
	12. Staff lack of skill/ expertize
	
	

	
	13. Inappropriate intervention / treatment/ doses given 
	
	

	Others: specify
	14. Others: 
	
	


8.2 Comments on potential avoidable factors, missed opportunities and sub-standard care.

8.3  Quality of medical records:

8.3.1 Comment on the key data elements missing from the patient’s file.

8.3.2 Legibility: 1.Good (     2. Poor (

10 Autopsy

This process should involve the regional pathologist and may require partnering with the legal department for pathological reasons.

Indicate whether an autopsy has been performed.  If one was performed give the findings.    Unfortunately, it usually takes much longer than 7 days to get the full autopsy report.  This report should be attached to the Maternal death audit form.  .  An autopsy is very important in confirming the cause of death and should be asked for at every opportunity.  Remember a medico-legal autopsy needs to be performed when the death thought to be due to an unnatural cause (e.g. any anaesthetic related death, any death related to local anaesthesia).  In all other cases an autopsy can only be performed with consent of the next-of-kin.

SECTION 9:     AUTOPSY/ POST MORTEM: 
9.1  Performed:  1. Yes (   2. No (  3.Unknown (
9.2 If performed please report the gross findings


SECTION 10:  CASE SUMMARY (Please supply a short summary of the events surrounding the death)

A short summary should now be written, giving the story of what happened and why.  The main events should be highlighted.  Remember it is a story and the events should be placed in the sequence that they occurred. 

SECTION 11:  
These should also form part of the minutes of the MPDR meeting and the Quarterly MPDR report

SECTION 12:
THIS FORM WAS COMPLETED BY:

	Name (print)
	
	Other Audit TeamMembers:
	

	Telephone
	
	
	

	E-mail
	
	
	


Date: 
((dd  ((mm  ((((yyyy
Signature: 
……………………………………………………..……………………

The officer completing the form must be the health professional in charge of the patient at the time of her death.  The head of the institution where the death occurred must ensure that the form is filled in.  Ideally, the form should be filled in before the  meeting where the death is discussed. However, some of  the data pieces may only be available during the meeting  with all the people involved in managing the case.  Usually in smaller institutions the superintendent or nursing officer in charge will ensure the form is filled in and lead the discussion around the death.  In larger institutions the superintendent can delegate the authority to the head of the Obstetrics and Gynaecology Department.  The head of department will obviously lead the discussion around the death.

Note:  Copies of all the case notes must be kept with this form.

FILLING IN PERINATAL DEATH AUDIT FORM

Introduction
The aim of this form is to collect information on a perinatal death.  It is designed so that the story of what happened can be accurately recorded.  
When should the form be filled?

The form must be completed as early as possible and not later than 7 days after the death of the baby.  This is to ensure the events leading up to the death are still fresh in everyone’s mind.  
Who should complete this form?
The form should be completed by the audit committee of the health facility or the unit in a hospital. Information to fill this form should be obtained from case records of the baby; interviews of the health workers who last attended to the patient; and the mother or care-givers. 

How to complete the form 

1. SECTION ONE: Identification 

Record details of the place of death. Even those who arrive dead at the facility will be recorded as dead on arrival. This information is important as it details the facility where the baby died or the facility where the death was recorded. 

Date of Audit……………………………………….

1. SECTION ONE: Identification 

1.1 IPNO. (Mother): ………………… 1.1.2 IPNo. (Newborn)….…………………..

1.2 Name of the Health Facility: …………………………………..............

1.3 Type of Health Facility (tick)
	National Referral Hospital
	Regional Referral Hospital
	General  Hospital
	HC IV
	HC III
	Others (specify)

	
	
	
	
	
	


1.4 District……………………………………………………………………….. 

1.5 Mother’s initials …………1.5.2 Age: .......... (yrs) 1.5.3 Address:………………………..

1.6 Referred?
     1. Yes 

2. No 

1.7 If Yes; from? 1. Home

2. HC

3. TBA

4. Hospital


5. Others (specify)

1.8 If referred from health facility, give name of the facility …………………………………. 
SECTION TWO: Pregnancy progress and Care:
Under this section provide information on care received during pregnancy including investigations done; treatment done and preventive measures given.  The investigations are the minimum required to identify and put in place  preventive measures against the major causes of perinatal deaths during the pregnancy period. Parity refers here to the number of times the woman delivered a baby of 28 weeks or more, whether alive or dead.

In addition, provide details of medical, and obstetric conditions that were present during the pregnancy under this section. Indicate whether the mother received ARVS/HAART drugs. If the mother had a major infection during pregnancy which is not listed under this section then state the infection in the space provided.  Add any comment on the antenatal care in the space provided.  Record how the antenatal care was performed ; that is was it at a clinic alone, or in combination with a clinic and hospital. Also record any medication the woman was on, (e.g.  ANTICOAGULANTS  HYPERTENSIVE, DIABETIC THERAPY)

SECTION TWO: Pregnancy progress and Care
2.1 Mother’s Parity          +               2.1.2 No. of mother’s living children       

2.2 Type of pregnancy 1. Singleton 


2. Twin  

2.3 Attendance of Antenatal care:  1. Yes     

2. No

2.4 If yes how many times                                                          
2.5 Core ANC Interventions (tick appropriately)

2.5.1 Malaria prophylaxis: 1. IPT          2. IPT1
3. IPT2
4. IPT3

2.5.2 Tetanus Toxoid:        1. TT1
   2. TT2
3. TT3

    ⁮

2.5.2 HIV test; 
       1. Yes 
   2. No



If HIV positive: No ARV prophylaxis taken
       ARVs (NVP) Combivir 
      HAART

Others (specify)………………………………………………………………………………. 

2.5.3 Syphilis test;
1. Yes

 2. No



2.6 Medical conditions or infections in present pregnancy (tick all applicable)

1. Antepartum Haemorrhage 

2. Hypertension


3.   Pre-labour rupture of membranes Hypertension

4. Diabetes



5. Anaemia

6.UTI

7. Malaria



8. Trauma accidental



9. aTrauma Gender based violence

10. Multiple pregnancy
11. Others (specify): …………………………………………………………………………………………

N.B. If multiple pregnancy, indicate birth order of the newborn .  Fill separate form for each perinatal death
3. SECTION THREE: Labour and Birth 

Information regarding the labour is important as it can explain why some complications occurred.  For example, if the labour was prolonged, this can lead to asphyxia of the baby, or to sepsis of the newborn.  Both these can result in a death.  Proper assessment and examination of newborns at birth assists in identifying newborns that may need resuscitation and or extra care in order to reduce perinatal deaths
Try and answer the following questions using information obtained from the interviews and review of the case notes.  What and where in the course of managing the deceased did any of the following occur; “missed opportunities”; “avoidable factors”; and or “substandard care”.   If any block is ticked, please specify what you mean.

Probable cause of death: Direct and Underlying

This is one of the most important sections of the form.   Analysis of this information will tell us what are the common causes of death in Uganda, and once this has been clearly established, interventions around these causes can be planned and implemented.  The causes of death may vary for each district or locality and thus interventions may have to be tailored to specific areas.  
N.B :Complications of pre-maturity and fetal growth retardation includes. multi organ immaturity, respiratory distress syndrome, necrotizing entero-colitis, pulmonary haemorrhage,) 
The classification system used here has two aims:

1.
To identify what event finally resulted in death of the baby.  This is called the final cause of death.  There can be only one final cause of death.  However, in some cases there may be contributory (or antecedent) factors that lead to the final cause of death.  It is important to differentiate between the final cause of death and the mode(immediate cause of death) of dying.  Everyone ultimately dies when the heart stops beating thus a cardiac arrest is the mode of dying.  The event that led to the cardiac arrest is the final cause of death.
Indicating the immediate cause of death helps in identifying the critical supportive interventions that will be required to ensure survival of the critically ill newborn. E.g the need to institute measures to reduce brain oedema in babies with asphyxia. 
The final cause and contributory causes indicate the resources that the health system requires in terms of saving lives.  They also indicate where management protocols and resources may be lacking. The health system would have to indicate where these resources are available and how the critically ill newborn could gain access to them.

2.To identify the initiating condition or disease that led to the death of the baby.  This is called the underlying cause.  There can be only one underlying cause.  This classification is oriented towards prevention.  It is necessary to identify the underlying cause, because this will indicate areas where programmes based on preventing perinatal deaths can be concentrated.  
After discussing the case with all the relevant health personnel, tick the most appropriate cause in the applicable block.  If an autopsy is available, please give the findings.
A “missed opportunity” is an event where an act that might have helped  prevent t he death was omitted or where an act resulted, directly or indirectly, in the death.  For example, the death of a baby from tetanus, whose mother attended ANC at three times but never got immunised with the tetanus toxoid vaccine.  The “missed opportunity” lay in not immunising the mother during her ANC visits.  

Avoidable factors are those events which if were not present the death may not have occurred. For example a mother with obstructed labour delaying to seek care from a health facility; OR lack of available equipment to carry out resuscitation for asphyxiated babies.

Substandard care refers to poor care which may have resulted in the baby’s death. For example failing to follow standard protocols for postpartum care for the newborn

3. SECTION THREE: Labour and Birth 

3.1 Weeks of amenorrhea at delivery  
3.1.2 Date of delivery  
3.2 Place of delivery
1. Home 
2. TBA 
3. Health facility      (specify name of H/F)………………...

3.3 On admission, were there fetal sounds present? 1. Yes 

2. No 

3. Not assessed 
3.4 Was partograph used? 1. Yes 
2. No 

3. Unknown 


If ‘Yes’ was partograph used correctly? 1. Yes

2. No

,If No mention error
3.5 Mode of Delivery: 1. Normal Delivery

 2.  Caesarean Section

3. Vacuum or Forceps

 5. Others specify: ............................................................................................................... 

3.5.2 Indication for Instrumental /or Caesarean section: ….…………………………………...........................

3.6 Time between decisions for Caesarean section /instrumental and actual delivery of the baby:

    1. Less than 30 minutes    

2.  30 minutes to one hour    

3. Greater than one hour
3.6.1 Did vaginal delivery occur in spite of decision to do caesarean section?? 1. Yes     2. No

3.7 Condition of the Baby

3.7.1 Apgar score at    1 min

              At 5min

At 10min                         Do not know

3.7.2 Resuscitation   done: 1. Yes 

2. No
If ‘Yes’ what was done?  1. Stimulation 
         2.Suction
 3. Oxygen given 
 4. Bag and Mask 

5. Endotracheal and Positive pressure ventilation 
6. CPR   
7. Medication  
 8. All 

3.7.3 Resuscitation done by: 1. Doctor  
2. Nurse

3. Trainee (doctor/ nurse) 

4. Others (specify): ………………………………….

3.7.4 Weight of the baby: 
      kgs      Sex:  1. Male     

2. Female 
3.8 Type of Perinatal Death
3.8.1. Fresh Still Birth 
2. Macerated still Birth   
3. Neonatal Death

If neonatal death, Problems after birth up to day 6 (Tick all applicable)

1. Difficult feeding (baby)    
 2.Difficult feeding (mother)

3. Jaundice  
   4. Anaemia 

5. Difficult breathing 

6. Hypoglycaemia 

7. Septicaemia

   8Hypothermia 


9. Bulging fontanelle 

10. Fever 


11. Convulsions 
   12. Bleeding 

Other conditions specify: …………………………………………………………………………………

3.9 Probable cause of death:(Tick al applicable)

	Code
	Cause of death
	

	A 33
	Tetanus 
	

	P 36 
	 Septicaemia
	

	P 15
	Birth trauma
	

	P 22
	Birth Asphyxia
	

	P 07
	*Prematurity complications specify…………………………………………….


	


	Code
	Cause of death
	

	Q 80
	Congenital Anomalies
	

	
	Other- specify………………………………………

………………………………………………………………

………………………………………………………………


	

	
	Unknown
	


*Premature: Born after 28 weeks but before 37 weeks of gestation
3.10 Avoidable factors/missed opportunities/substandard care. Which of the following factors were present (tick all appropriate)

	1. Delay to seek health care
	

	2. Delay to reach the health facility
	

	3. Delay to provide care
	

	4. Absence of critical human resources
	

	5.  Lack of resuscitation equipment
	

	6. Lack of supplies and drugs including blood
	

	7. Misdiagnosis
	

	8. Inappropriate intervention
	

	9. Poor documentation
	

	10. Others specify
	


.

Comments on avoidable factors and missed opportunities:

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Actions taken to address the avoidable problems

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………… 

CONFIRMATION OF DETAILS

The form was completed by: Name: ----------------------------------------------------Tel: ---------------------------------

Email: ---------------------------------- Date: --------------------------------------------Signature: -------------------
Note:  Copies of all the case notes must accompany this form.
Notes: 

· Premature: Born after 28 weeks but before 37 weeks of gestation

· If multiple pregnancy, indicate birth order of the newborn . N.B. Fill separate form for each perinataldeath
………………………………………………………………………………………………

*The officer completing the form must be the health professional in charge of the patient at the time of her death.  The head of the institution where the death occurred must ensure that the form is filled in.  Ideally, the form should be filled before or during a meeting where the death is discussed with all the people involved in managing the case.  Usually in smaller institutions the Officer in charge of the health unit will ensure the form is filled in and lead the discussion around the death.  He or she can delegate this authority to the in-charge of the delivery and postnatal ward if the death occurred there or the in-charge of the paediatric ward if the death occurred on the paediatric ward. In larger institutions the superintendent can delegate the authority to the head of the Labour suite and in hospitals where a neonatal unit is established the head of the neonatal unit will ensure that the form is filled in for all perinatal deaths that occur in perinatal unit.

Hand out: REPORTING
Flow Chart on Reporting linkages
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TYPES OF REPORTS AND CONTENT

· The HMIS health unit monthly summary report (HMIS Form 105) will indicate Number of deaths

· Hospital Maternity report-……………….(No. of deliveries, no. of deaths, causes of death)
· Notification –  gives a bit of details of the deceased mother (name of the person, age, residence, and possible cause of death)

· Audit/review form – is a more detailed structured form capturing the chronological events that led to the death of the mother or baby.  Other details include circumstances that led to the death, avoidable factors and recommended actions to address gaps identified. There is a detailed handout (no…) on the contents of this form. Copies of the maternal death review forms are currently being forwarded to Resource centre of the Ministry of Health. The Ministry of Health proposes that under District Health Information System 2 (DHIS2), web based version can be developed and analysis done at the Regional level 

· MPDR Summary report captures deliveries, lives births, maternal and perinatal deaths that are reviewed and a summary of avoidable factors, recommendations and action points that have been implemented.

Regional referral hospitals serve more than one district. It is important that RRH document and review all deaths that occur within the hospital and give a feedback to a health facility/DHO where the mother originated. What actions and recommendations were made and what needs to be undertaken by the facility and district of origin on the maternal death/s.
Maternal Death Surveillance and Response (MDSR) 

The MDSR system is a continuous-action cycle designed to provide real-time, actionable data on maternal mortality levels, causes of death, and contributing factors, with a focus on using the findings to plan appropriate and effective preventive actions. While building on established approaches such as Integrated Disease Surveillance and Response and Maternal Death Reviews, it aims to identify, notify, and review all maternal deaths in communities and facilities, thus providing information to develop effective, data-driven interventions that will reduce maternal mortality and permit the measurement of their impact. 

District Level

Since we are moving to MDSR all maternal deaths must be reported to the DHO who has the various officers linked to this work e.g. DHE, District MPDR Focal Person, District Health Inspector, District Surveillance Focal Person, Maternal Health Focal Person, DHO, Biostatistician, Records Officer and Village Health Teams. 

At the DHO’s office you need to notify them that a death has occurred. The DHO should follow up on all the deaths that have occurred to ensure that a review is done within 7 days.

Summary reports about MPDR shall be submitted to the district to elicit response from the DHO’s office.  After receiving the reports from the various health facilities, the DHO shall compile a summary report and prepare to disseminate to the District Maternal Death Committee and District Council on a quarterly basis. 
In order for the national level to compile an annual MPDR report, copies of the summary report will be submitted to the national level. For the time being copies  will continue to be submitted to the national level until such a time that DHIS2 is well implemented nationwide.
Regional Level:

At the regional level there should be a bi-annual MPDR meeting to discuss and follow up on all the MPDR reports accruing in the region so that a regional response can be generated.

Health workers should review selected perinatal deaths, make recommendations and actions and report to the DHO’s office

The Health unit should ensure that they keep all their reports in a secured file with the In charge of the Health Facility under lock and key.

Ideally reports should only be released on written request from the Regional and national team, Ministry of Health, independent assessors and or as required by the law. Review forms shall only be destroyed after data have been synthesized and the report disseminated.

National level

Aggregate both reports (summary reports and audit forms) from district health office and regional referral hospitals, analyze and make a national report annually. Publish and disseminate the report to relevant stakeholders.

At all levels, timely feedback should be provided and appropriate action taken

REPORTING FORMAT

Monthly Report

Maternal and Perinatal Death Reviews
Name of Health Facility
……………………………..........................................

                  Report for Period of 




Total no. of deliveries                


Total no. of live births


Total no. of maternal deaths   
……………..

Total No. of perinatal deaths      
…………….

No. of maternal deaths reviewed 
……………

No. of Perinatal deaths reviewed  
…………..

	Date of audit
	Summary of case (Primary underlying cause of death)
	Avoidable factors / Missed opportunities
	Key recommendations
	Person to take action & contact information
	Action points that have been implemented

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


B.     Comments
................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................

REGIONAL LEVEL FEEDBACK ON MATERNAL AND PERINATAL DEATH

	Name of Deceased
	Residence
	Health unit referring
	Cause of death 
	Avoidable factors
	Comments to referring unit and DHO

	
	
	
	
	
	

	
	
	
	
	
	


Topic 7: Follow – up, monitoring and evaluation 
Efficiency

A periodic evaluation should examine how efficient the system is. This includes an assessment of its key processes: identification and notification, review, analysis, reporting and response, and whether there are barriers to their operation that should be addressed. IT solutions can help reduce inefficiencies but require trained staff. Ideally the system will be computerized, at a minimum, at the district level. 

Effectiveness

Evaluation of effectiveness determines if the correct recommendations for action have been implemented, if they are achieving the desired results and, if not, where any problems may lie. Exactly how this evaluation should be carried out will depend on the particular circumstances in each community, facility, or health-care system. It starts with a determination of if and how the specific MDSR findings and recommendations have been implemented and whether they are having the expected impact on maternal mortality.
Handout: Monitoring and evaluation

Monitoring and evaluation of MPDR is about ensuring that major steps in the system are functioning adequately and improving with time and that the process of conducting MPDR is improving with time.

The ultimate goal is that every health facility will be conducting MPDR whenever a maternal/perinatal death occurs.

The health system includes health workers as individuals providing care to the mothers and newborns. Therefore correctly responding to some of the recommendations will involve enhancing their own skills. The responsibility of improving individual skills lies with the individual health worker, the health facility in which he/she works and the mentors and supervisors in the region and at the national level.

The responsibility of the regional referral hospital is to mentor, monitor and supervise the lower health facilities so as to improve skills of health workers in regard to maternal and newborn health care. And if possible, discuss logistics management and how to improve it. The regional hospitals are also responsible for conducting confidential inquiries periodically. The aim of the independent confidential inquiries by the independent assessors is to ensure that the health facilities are correctly carrying out the MPDR process. They will also lead discussions in regional meetings on MPDR.

The national level will ensure the following:

· That all deaths are being notified according to policy.

· Maternal Death Review Committees exist at National, District and Health facilities (up to HCIV), function and meet regularly.

· Verbal autopsies are coordinated at hospitals and HCIVs.

· National and District MPDR reports are published and disseminated.

· Ensure that districts have someone responsible for MPDR

· Gaps in health are being addressed by the responsible departments, units and the community

· Recommendations are implemented to complete the audit/review cycle

· Districts are conducting monitoring and evaluation

· A system exists for correctly identifying all maternal deaths

· Districts and regional hospitals are producing relevant reports

· There is a system in place that continuously monitors maternal and perinatal mortality trends

· Quality of care is continuously improving 

Example of MPDSR monitoring indicators and targets

	Indicator
	 Example Target

	Overall system indicators

   Maternal death is a notifiable event

   National maternal and perinatal death review committee exists 

· that meets regularly

   National maternal mortality report published annually

   % of districts with maternal death review committees

   % of districts with someone responsible for MPDSR
	Yes

Yes

At least quarterly

Yes

100%

100%

	Identification and notification

   Health facility:

      All maternal deaths are notified

· % within 24 hours

   Community:

      % of communities with ‘zero reporting’ monthly

      % of community maternal deaths notified within 48 hours

   District

     % of expected maternal deaths that are notified
	Yes

>90%

100%

>80%

>90%

	Review

   Health facility

      % of hospitals with a review committee

      % of health facility maternal deaths reviewed

% of health facility perinatal deaths reviewed (neonatal and fresh still births)
      % of reviews that include recommendations

   Community

      % of verbal autopsies conducted for suspected maternal deaths      

      % of notified maternal deaths that are reviewed by  district

   District

      District maternal mortality review committee exists

· and meets regularly to review facility and community deaths

· % of reviews that included community participation and feedback
	100%

100%

50%
100%
>90%

>90%

Yes

At least quarterly

100%

	Data Quality Indicators

   Cross-check of data from facility and community on same maternal      

     death

   Sample of WRA deaths checked to ensure they are correctly identified as not maternal
	5% of deaths cross-checked 

1% of WRA rechecked

	Response

   Facility

      % of committee recommendations that are implemented

· quality of care recommendations

· other recommendations

   District

       % of committee recommendations that are implemented
	>80%

>80%

>80%

>80%



	Reports

   National committee produces annual report

   District committee produces annual report

· and discusses with key stakeholders including communities
	Yes

Yes

Yes


Efficiency

A periodic evaluation should examine how efficient the system is. This includes an assessment of its key processes: identification and notification, review, analysis, reporting and response, and whether there are barriers to their operation that should be addressed. IT solutions can help reduce inefficiencies but require trained staff. Ideally the system will be computerized, at a minimum, at the district level. 

Effectiveness

Evaluation of effectiveness determines if the correct recommendations for action have been implemented, if they are achieving the desired results and, if not, where any problems may lie. Exactly how this evaluation should be carried out will depend on the particular circumstances in each community, facility, or health-care system. It starts with a determination of if and how the specific MDSR findings and recommendations have been implemented and whether they are having the expected impact on maternal mortality.
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NOTE: 


Before filling this form ensure a Maternal Death Notification form was filled within 24 hours of the death.


The Maternal Death Audit  form must be completed for all maternal deaths


Mark with a tick (() where applicable; 


Where information is not available from the records please interview mother or next-of-kin if available. Add an asterisk (*) where information was obtained by interview. 


Complete the form in duplicate within 7days of a maternal death. The original remains at the institute where the death occurred. The copy will be for regional confidential inquiry purposes. 


The form must be filled in within 7 days of the death.  This is to ensure the events leading up to the death are still fresh in everyone’s mind.  A  copy of the case notes  must be attached to the filled audit























Section 1: LOCALITY WHERE DEATH OCCURRED:


1.1 District	


1.2 Facility name	


1.3 Type of facility:


1. National referral hospital�
2, Regional referral hospital�
3. General hospital


�
4. HCIV�
5. HCIII�
Others (specify)�
�
�
�
�
�
�
�
�



1.5 Ownership: 	a) Gov 	b) Private 	c) PNFP
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NOTE: 1. The Maternal Death Audit  form must be completed for all maternal deaths2. Mark with a tick (() where applicable; 3. Where information is not available from the records please interview mother or next-of-kin if available. Add an   asterisk (*) where information was obtained by interview. Complete the form in duplicate within 7days of a maternal death. The original remains at the institute where the death occurred. 


A copy of the form should be sent to the Ministry of Health











The form must be filled in within 7 days of the death.  This is to ensure the events leading up to the death are still fresh in everyone’s mind.  A  copy of the case notes  must be attached to the filled audit























Section 1: LOCALITY WHERE DEATH OCCURRED:


1.1 District	


1.2 Health sub-District 	


1.3 Facility name	


1.4 Type of facility:


1.4 Type of health facility (tick applicable):


1. National Referral Hospital	(   2. Regional Referral Hospital	(


3. General hospital	(   4. HC IV	(


     5. HC III	(  6. Private Maternity ( 7.  Other, specify:


Ownership: 	a) Govt (	b) Private (	c)  PNFP ( 











�
�
�
�
�
�
�
�
�
�
�
�
�
�



1.5 Ownership: 	a) Gov 	b) Private 	c)  PNFP








Section 2:DETAILS OF THE DECEASED:


2.1 Initials ....


2.2 Inpatient number ((((((((((


2.3 Usual Residence address:   a. Village (LCI):	


   	     b. Sub-county (LCIII):	


	     c. District 	





2.4 Age in completed (years):  yrs  ((


 


2.5 . Marital status     1 Married (; 2. Single never married (; 3. Separated  (;


4. Widowed (; 5. Not known (








2.6   Religion ......................................














SECTION 3:  ADMISSION AT HEALTH FACILITY WHERE DEATH OCCURRED OR FROM WHERE IT WAS REPORTED


          3.1


3.1 At time of admission:


	i) Gravida ((   Para ((+ ((	ii) Gestation (weeks) ((


3.2 Date of admission:  ((dd ((mm ((((yyyy


3.3 Time of admission (12hrs): (((( am ((((pm


3.4 Date of death:	((dd ((mm ((((yyyy			


3.5 Time of death 12hrs: (((( am ((((pm


3.6 Duration of stay in facility before death: ((days ((hrs((mins


3.7 Referred:1.  Yes (    2. No (


3.8. a) If Yes from: 


Home	(	3. Health Centre	(	5. Others (


TBA 	(	4. Hospital 	(


b)  Specify name ....................................................................................................................





3.9 Condition on admission (Tick appropriate response):





Category �
Stable �
Abnormal vital signs�
Unconscious�
Dead on arrival�
�
Abortion�
�
�
�
�
�
Ectopic Pregnancy�
�
�
�
�
�
Antenatal �
�
�
�
�
�
Intrapartum�
�
�
�
�
�
Postpartum�
�
�
�
�
�
3.10Were vital Signs recorded on admission


3.10.1  Blood Pressure 1 Yes  ( Reading (((((  2. Not recorded    (	


3.10.2  Temperature.1. Yes   (  Reading .............centigrade.                       2. Not recorded   (





3.10.3 Respiration  1.Yes   (   .............per a minute        2.   Not recorded   (





3.11 Reason for admission/ complaints on admission:














�
�












3.12 Diagnosis on admission:








�
�





















	





�
�
3.10 Status of pregnancy at the time of death:


                       1. Abortion (	 2. Ectopic pregnancy ( 	3. Not in labour  (	4. In labour ( 5. Postpartum





Section 4	ANTENATAL CARE


4.1 Did the mother book for antenatal care?  /receive antenatal care?	   1. Yes ( 2. No ( 3. Records not available  (


If No go to section 5





4.2 If “Yes”, How many times did she attend? ((	


4.3 Type of health facility (tick all applicable):


1. National Referral Hospital	( 	2. Regional Referral Hospital	(


 


3. General hospital	(	4. HC IV	(5. HC III





6.Private Maternity 	(	7. Other, specify:......................





	4.4 Antenatal risk factors (tick all applicable)





Risk history�
1.Yes�
2.No�
3.Unknown�
�
1. Hypertension�
(�
(�
(�
�
2. Bleeding


3. Proteinuria�
(


(�
(


(�
(


(�
�
4. Glycosuria�
(�
(�
(�
�
5. Anaemia�
(�
(�
(�
�
6. Abnormal lie�
(�
(�
(�
�
7. Previous Caesarean section�
(�
(�
(�
�
8. Other, specify ..................................................................................................................�
�
Medication received during ANC


IPT       (           TT   (             Ferrous   (               de- worming     ( 


4.5.1 Other specify ………………………………………………………………………………………


Investigations done during ANC– 


 


         4.6.1. HIV test during present pregnancy:  Yes ( No   ( Unknown


         4.6.2 HIV test results: ( positive  ( Negative ( Unknown       


         4.6.3  If HIV positive; Is she enrolled on care ?     Yes (             No  (


         4.6.4 If HIV Positive, CD4 count	


4.6.5 Syphillis test during pregnancy    1. Yes (   2. No  (         3. Unknown (


4.6.6 Syphillis test results               ( positive  ( Negative ( Unknown 	


4.6.7 Comment on other investigations done 	


 	.................................................................................................................................................................................


	.................................................................................................................................................................................


.................................................................................................................................................


.................................................................................................................................................


.................................................................................................................................................














SECTION 5: DELIVERY AND PUERPERIUM INFORMATION





5.1 Did labour occur?  1. Yes(     2. No  (    3. Unknown ( 


If No go to section 6


5.2 Was a partogram filled?                     1. Yes(     2. No  (    


5.3 If “Yes”, was a partogram correctly used? Yes(     2. No  (    


5.4 Duration of labour. Tick appropriate answers in the table below:





1.Latent stage�
2. Active labour�
3. Second stage �
4. Third stage�
�
�
�
�
�
�
Not known   (          2.   < 5 minutes   (          3. 5 – 30 minutes  (                        4.   31 – 60 minutes    (  


 5.  > 60 mins      (          6. 1- 4 hrs            (         7.   4- 6 hrs   (             8. 7-8 hrs     (         10. Above 8 hrs ( 








�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
Did delivery take place . Yes    (                                         2.   No   ( 


No of Days after  delivery/ abortion (if not applicable enter 99) ((


   Place of delivery 	


1. National referral hospital	(	2. Regional hospital	(	


3. General hospital	(	


4. HC IVs.	(


5. HC III                                                      (


               6. Other, specify:	





5.8 Mode of delivery (tick appropriate box)


 


1. Vaginal (spontaneous vertex)	(


2. Vaginal assisted (breech, shoulder dystocia)	(


3. Instrumental vaginal (vacuum/forceps)	(


4. Caesarean Section	(


5. Destructive operations	(


6.  Laparatomy                                                                                                                (


7.  Not delivered                                                                                                              (5.9 Main Assistant at delivery (tick appropriate box): 


1. Nursing assistant	(


2. Midwife	(


3. TBA	(


                4. Member of the family	(


5. Self	(


6. Doctor	(


7. Other, specify .....................................................................................................................





   











	(


Puerperal conditions (tick all applicable):


1. PPH                                                (                                                        2. Sepsis                   (





3. Eclampsia                                   (                                                        4. Ruptured uterus   (





5. Shock/sudden collapse                   (                                                         6. Other, specify: ...................................................................................................................








5.10 Comments on labour, delivery and pueperium


	








SECTION 6 INTERVENTIONS


6.1 Tick all applicable


Intervention�
Stage of  pregnancy �
�
�
Early Pregnancy�
Antenatal �
Intrapartum�
Postpartum�
�
Evacuation�
�
�
�
�
�
Transfusion�
�
�
�
�
�
Anticonvulsants�
�
�
�
�
�
Uterotonics�
�
�
�
�
�
Manual removal of placenta�
�
�
�
�
�
Anaesthesia�
�
�
�
�
�
Caesarean section�
�
�
�
�
�
Laparatomy�
�
�
�
�
�
Hysterectomy�
�
�
�
�
�
IV fluids�
�
�
�
�
�
Instrumental delivery�
�
�
�
�
�
Repair of uterus�
�
�
�
�
�
Others specify�
�
�
�
�
�
Others specify �



�
�
�
�
�





















�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
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�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�



6.2 Comments on interventions
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Tick all applicable. If cause of death/ associated factor is not listed, write it clearly at bottom of page


Code Cause of death/ associated factor


1 Ectopic pregnancy


2 Abortion


Spontaneous abortion Induced abortion


2.1.1Spontaneous abortion- sepsis 2.2.1 Induced abortion- sepsis 2.3 Trophoblasticdisease


2.1.2Spontaneous abortion-haemorrhage 2.2.2 Induced abortion- trauma


2.1.3other - specify 2.2.3 other - specify


3 Haemorrhage


Antepartum haemorrhage Post partum haemorhage


3.1.1Placenta praevia 3.2.1 Uterine atony 3.2.5PPH after C-sectio


3.2.2 Ruptured uterus - obstructed labor 3.2.6PPH from tears


3.1.2


Abruptio placenta 


3.2.3 Ruptured uterus with previous scar 3.2.7other - specify


3.1.3Abruptio placenta with hypertension 3.2.4 Retained placenta


3.1.4Other  -specify


4 Pregnancy related sepsis


4.1


Puerperal sepsis following vaginal delivery after obstructed labour


4.2


Puerperal sepsis following normal delivery


4.3


Puerperal sepsis following caesarean section


4.4


Puerperal sepsis following caesarean section after obstructed labour


Other – specify


5 Hypertensive Disorders of pregnancy 6 Infections/ conditions not related to pregnancy


5.1 Pre-eclampsis- Eclampsia 6.1 Malaria


5.2 HELLP syndrome 6.2 HIV/AIDS


5.3 Other 6.3 Severe Anaemia


6.4 Other -specify


Write here cause if not indicated above:
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									Tick all applicable. If cause of death/ associated factor is not listed, write it clearly at bottom of page


			Code															Cause of death/ associated factor


			1			Ectopic pregnancy


			2			Abortion


						Spontaneous abortion																		Induced abortion


			2.1.1			Spontaneous abortion- sepsis															2.2.1			Induced abortion- sepsis												2.3			Trophoblasticdisease


			2.1.2			Spontaneous abortion-haemorrhage															2.2.2			Induced abortion- trauma


			2.1.3			other - specify															2.2.3			other - specify


			3			Haemorrhage


						Antepartum haemorrhage																		Post partum haemorhage


			3.1.1			Placenta praevia															3.2.1			Uterine atony												3.2.5			PPH after C-sectio


																					3.2.2			Ruptured uterus - obstructed labor												3.2.6			PPH from tears


			3.1.2			Abruptio placenta															3.2.3			Ruptured uterus with previous scar												3.2.7			other - specify


			3.1.3			Abruptio placenta with hypertension															3.2.4			Retained placenta


			3.1.4			Other  -specify


			4			Pregnancy related sepsis


			4.1			Puerperal sepsis following vaginal delivery after obstructed labour


			4.2			Puerperal sepsis following normal delivery


			4.3			Puerperal sepsis following caesarean section


			4.4			Puerperal sepsis following caesarean section after obstructed labour


						Other – specify


			5			Hypertensive Disorders of pregnancy															6			Infections/ conditions not related to pregnancy


			5.1			Pre-eclampsis- Eclampsia															6.1			Malaria


			5.2			HELLP syndrome															6.2			HIV/AIDS


			5.3			Other															6.3			Severe Anaemia


																					6.4			Other -specify


			Write here cause if not indicated above:


			7			Pre- existing disease															8			Anaesthetic complications


			7.1			cardiac disease																		Complications of General Anesthesia


			7.2			Endocrine																		Complications of Spinal anaethesia


			7.3			Gastro intestinal tract																		Complications of Epidural block


			7.4			Central nervous


			7.5			Respiratory															9			Non obstetric causes


			7.6			haematological																		Motor vehicle /cycle accident


			7.8			genito urinary																		Assault


			7.9			malignancy																		Sex and gender based vilence


			7.1			Other																		Suicide


																								Other - specify


			10			Others - specify															11			Unknown
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