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THE REPUBLIC OF UGANDA

MINISTRY OF HEALTH

CONFIDENTIAL STILLBIRTH AND NEONATAL DEATH AUDIT FORM 
Date of audit………………………
1. SECTION ONE: Identification 

1.1a IPNo. (Mother): …………………………………..….......1.1b IPNo. (Newborn)….………………….......................
1.2 Name of the health facility: ………………………………….............................................................................................
1.3 Type of health facility (circle one): National Referral Hospital / Regional Referral Hospital / 

General Hospital / HC IV / HC III / Other (specify)……………………………………………………………….................
1.4 District………………………………………………………………………………………………………….................. 

1.5 Age of mother: …………………

1.6 Referred:
1. Yes (  2. No ( 

2. SECTION TWO: Pregnancy Progress and Care
2.1 Mother’s Parity: ((                   
2.2 Type of pregnancy 1. Singleton ( 2. Twin ( 3. Multiple ( 4. Unknown (
2.3 Attendance at antenatal care: 1. Yes ( 2. No ( 3. Unknown (    
2.4 If yes, how many times: ..............................................................
2.5 Malaria prophylaxis: 1. IPT1 (  2. IPT2 (  3. IPT3 (  4. Unknown (
2.6 Tetanus toxoid vaccination:  1. TT1 ( 2. TT2 ( 3. TT3 ( 4. Unknown (           
2.7 HIV test done:  1. Yes ( 2. No ( 3. Unknown (


2.8 If HIV+, action taken: 1. None ( 2. (NVP) Combivir (  3. HAART ( 4. Other (specify): ………..............
2.9 Syphilis test: 1. Yes ( 2. No ( 3. Unknown (    




2.10 Medical conditions in current pregnancy (tick all applicable): 
1. Antepartum hemorrhage ( 2. Injury or accident ( 3. Hypertension (  4. Diabetes (  5. UTI (  6. Malaria (  
7. PROM (  8. Anaemia ( 9. Other (specify): ……………………….
3. SECTION THREE: Labour and Birth 
3.1 Last menstrual period: ((/((/((  
3.2 Date of delivery: ((/((/((  
3.3 Place of delivery: 1. Home ( 2. TBA ( 3. Health facility (specify name)………………..............................................
3.4 Fetal sounds present on admission: 1. Yes ( 2. No ( 3. Not assessed (

3.5 Use of partograph: 1. Yes ( 2. No ( 3. Unknown (

3.6 If Yes, was partograph used correctly: 1. Yes ( 2. No ( 3. Unknown (


3.7 Mode: 1. Normal ( 2. Caesarean Section ( 3. Vacuum or Forceps ( 4. Breech ( 5. Other (specify): ......................
3.8 Time between CS/instrumental decision and delivery of the baby: 1. <30 min ( 2. 30-60 min ( 3. >1hr (
3.9 Apgar score: 1. 1 minute ........... 2. 5 minutes ................... 3. Unknown (       
3.10 Resuscitation done: 1. Yes (  2. No (  3. Unknown (
3.11 Sex: 1. Male ( 2. Female (
3.12 Weight at delivery: ..................... grams 
4. SECTION FOUR: Details of Death

4.1 Type of death: 1. Fresh stillbirth (  2. Macerated stillbirth (  3. Neonatal death (  
4.2 Probable cause of stillbirth: 
1. Congenital ( 

2. Abruption / Antepartum hemorrhage ( 

3.  Intrapartum stillbirth: 1. Fresh ( 2. Obstructed ( 3. Breech ( 4. Other (
4. Maternal conditions: 1. Pregnancy Induced Hypertension ( 2. Diabetes ( 3. Other (
5. Infection (e.g. syphilis, other specific maternal) (
6. Unexplained antepartum (
7. Other (specify): ...........................................................................................................................................................
8. Unclassifiable (
4.3 Probable cause of neonatal death:
1. Congenital (
2. Tetanus (
3. Extreme preterm (e.g. <34 weeks, multi-organ immaturity, RDS, NE, pulmonary haemorrhage) (
4. Birth asphyxia (exclude preterm) (
5. Infection: 1. Septicaemia ( 2. Pneumonia ( 3. Meningitis (  4. Syphilis ( 5. Diarrhoea (  

6. Jaundice (
7. Haemorrhagic or haematological disease (
8. Other (specify): ..........................................................................................................................................................
9. Unclassifiable (
4.4 Critical delays - were any of these factors present: 1. Delay in seeking health care (  2. Delay in reaching care (  
3. Delay in providing appropriate intervention at the health facility (
4.5 Avoidable factors - were any of these factors present? 1. Lack of personnel ( 2. Lack of resuscitation equipment ( 
3. Lack of supplies and drugs, including blood ( 4. Communication breakdown ( 5. Poor documentation ( 
6. Misdiagnosis ( 7. Other (specify): ………………………..............................................
Comments on critical delays and avoidable factors: ...........................................................................................................
........................................................................................................................................................................................................................................................................................................................................................................................................
....................................................................................................................................................................................................
....................................................................................................................................................................................................
This form was completed by: 
Name: ............................................. Tel: ............................................... Email: .......................................................................

Signature: ..................................................................................................................................................................................
