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Foreword 
Reduction in maternal and perinatal mortality is in line with the goal of the  
2015/16 - 2019/2020 HSDP aimed at achieving Uganda Vision 2040 of a 
healthy and productive population that contributes to socioeconomic growth 
and national development.  

In Uganda, slow progress has been made in reduction of maternal and perinatal 
mortality despite the increase in skilled birth attendance to 73% (UDHS, 2016) 
from 59% (UDHS, 2011). Information on how many women or/and babies died, 
where they died and why they died is important in improving the quality of care 
offered to pregnant mothers and their unborn babies.

Uganda	first	developed	maternal	death	 review	guidelines	 in	2004	based	on	a	
WHO guidance “Beyond the numbers”. All hospitals are required to conduct 
maternal death reviews, derive lessons from the reviews and suggest appropriate 
strategies	 to	 reduce	 avoidable	 maternal	 death	 from	 the	 identified	 causes.	 In	
2008, the Ministry of Health made major recommendation on maternal death 
reporting.	Since	then,	a	maternal	death	was	considered	a	notifiable	event,	and	
perinatal death reviews were included.

In 2013, WHO provided guidance on Maternal Death Surveillance and Response 
(MDSR) that would strengthen the collection and utilization of maternal death 
information and guide an appropriate response. MDSR builds on the principles 
of	 public	 health	 surveillance	 and	 promotes	 routine	 identification	 and	 timely	
notification	of	maternal	deaths.	MDSR	is	a	form	of	continuous	surveillance	that	
contributes to strengthening of vital registration, better counting of maternal 
deaths and provides better information for action to improve maternal health. 

Uganda has adapted the WHO MDSR to the Maternal and Perinatal Death 
Surveillance and Response (MPDSR) guidelines. This document is also based 
on lessons learnt over years as part of the Quality improvement processes for 
maternal and newborn health. It provides practical guidance to health care 
professionals, policy makers, and health managers in implementing Maternal 
and Perinatal Death Surveillance and Response.

The Ministry of Health acknowledges all partners and stakeholders that have 
contributed to adaptation of these guidelines

Prof. Anthony K. Mbonye
AG. DIRECTOR GENERAL HEALTH SERVICES 
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Glossary of terms 
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. 

Calculated as: Number of deaths/Number of cases × 100

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. 

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.

Early neonatal deaths:
These	are	deaths	occurring	during	the	first	seven	days	of	life	

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.

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.

Live birth:
Is the complete expulsion or extraction from its mother of a foetus/baby of 1,000 
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 foetus/baby of such a birth is considered a live 
born.	The	 legal	requirements	 for	notification	of	perinatal	deaths	vary	between	
and even within countries.

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.
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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 Ratio:
Is the number of maternal deaths per 100,000 live births. It is a ratio because 
the numerator and denominator different.

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

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;

         1000Number of stillbirths andd eathsw ithino ne weekofbirthPMR
Total births (liveandstillbirths)

= x

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

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

Macerated still birth: 
The degenerative changes with discoloration and softening of tissues, and 
eventual disintegration, of a fetus retained in the uterus after its death.

Supervised/Skilled attended deliveries:
These	are	deliveries	that	occur	under	supervision	and	guidance	of	a	qualified	
professional medical worker.
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Executive Summary 

Globally, reduction of maternal and new born mortality remains a high priority in 
the	Sustainable	Development	targets	as	unfinished	MDG	agenda.	In	2013,	about	
0.3 million women died as result of pregnancy related causes. Sub-Saharan 
Africa alone contributed more than half of these deaths. Uganda is among those 
countries struggling with high maternal mortality rates at 336/100,000 live 
births. Globally 2.7 million neonatal deaths and a similar number of still births 
occur.  Neonatal mortality in Uganda is estimated to be 27 deaths per 1000 live 
births	and	accounts	for	45%	of	the	under-five	mortality.		Maternal	and	perinatal	
death reviews (MPDR) help to understand the circumstances around the death of 
a mother or newborn in order to identify factors contributing to death and then 
develop strategies to address them. Under the Sustainable Development Goals 
(SDG) agenda, each country has been given a maternal and newborn mortality 
ratio reduction goal to contribute to the global target of reducing maternal 
mortality ratio to 70/100.000 live births.  The Maternal and Perinatal Death 
Surveillance and Response (MPDSR) system aims at identifying ALL maternal 
and perinatal deaths, determine causes of death as well as avoidable factors that 
lead to maternal and newborn deaths and respond with actions to prevent future 
similar deaths. 

The	 MPDSR	 system	 emphasizes	 identification	 of	 all	 deaths	 of	 women	 of	
reproductive age occurring in the community and health facilities, establishing 
which deaths were caused by pregnancy or child birth or its complications or 
management, and reviewing those maternal deaths. The data generated must 
be turned into useful information that helps understand the pathways that lead 
to maternal and perinatal deaths and then develop interventions to prevent 
future deaths. The system will ensure continuous surveillance which will link 
the health information system and quality improvement processes from local to 
national level. The ‘R’ focuses on the response and this is the action portion of 
surveillance.

The	 guidelines	 reflect	 the	 national	 priorities,	 set	 policies	 and	 standards	 for	
maternal and perinatal death surveillance and response. Development of the 
guidelines has been largely informed by lessons learnt from implementing the 
national maternal and perinatal death review (MPDR) policy (MoH 2009) and the 
World Health Organization 2013 guidance on Maternal Death Surveillance and 
Response. Uganda has integrated perinatal surveillance and response based on 
similar principles and guideline as MDSR.
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The MPDSR guidelines will clarify on the different roles of actors such as; who 
is responsible for identifying, recording, reporting and reviewing maternal 
and perinatal deaths at the facility and community level and how to use the 
information so as to improve the quality of maternal and newborn care. The 
structure for implementation of MPDSR in Uganda builds on existing platforms 
namely: Infectious Disease Surveillance and Response (IDSR), MPDR, MoH 
Quality Improvement Framework (QIF), Monitoring and Evaluation framework, 
and the Village Health Team (VHTs) Strategy. The document also takes into 
consideration other existing policies and standards of maternal and newborn care 
laid out by the MoH. MPDSR will contribute to building and strengthening vital 
registration in Uganda and provide better information for action and monitoring 
improvements in maternal health As well as providing  the metrics to  the SDG 
agenda.
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CHAPTER 1: OVERVIEW OF MATERNAL AND PERINATAL 
DEATH SURVEILLANCE AND RESPONSE

1.1 Introduction
Ending preventable maternal mortality (EPMM) is a priority under the Sustainable 
Development Goals (SDG) agenda and aims to reduce the average global Maternal 
Mortality Ratio (MMR) to less than 70 maternal deaths per 100,000 live births 
by 2030. The national targets from the World Health Organization (WHO) specify 
that every country should reduce its national MMR by at least two-thirds from 
2010 baseline levels, and no country should have an MMR greater than 140 
maternal deaths per 100,000 live births (EPMM strategies report  2015). 

The UDHS (2016) indicated a decline of infant mortality rate to 43 deaths per 
1,000 live births, child mortality rate was 22 deaths per 1,000 live births while 
the overall under-5 mortality rate was 64 deaths per 1,000 live births. The 
neonatal mortality rate was 27 deaths per 1,000 live births. The post-neonatal 
mortality rate of 16 deaths per 1,000 live births and that under-5 mortality rates 
have declined over time, from 116 deaths per 1,000 live births to 64 deaths per 
1,000 live births over.  The maternal mortality ratio declined from 438 to 336 per 
100,000	Live	births	during	the	five	year	UDHS	period.

Understanding the circumstances around the death of a mother or newborn 
is critical in planning to prevent maternal and perinatal mortality. Maternal 
and perinatal death reviews (MPDR) provide a platform to identify potentially 
modifiable	 factors	 and	 developing	 strategies	 to	 address	 them	 (WHO,	 2013).	
Figure 1.1 shows how MPDR are used as a tool for improving the quality of care 
for maternal and new born health.

Figure 1.1: Maternal death audit cycle
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1.2 Evolution of MPDR in Uganda
Uganda is committed to end preventable maternal and perinatal mortality, 
through various interventions including MPDRs. Maternal deaths reviews were 
first	initiated	by	a	few	institutions	/	hospitals	in	1998.	In	2002,	the	Ministry	of	
Health introduced a safe motherhood campaign which led to adaptation of the 
World Health Organization (WHO) guidelines on Maternal Death Reviews (MDR). 
In 2008, due to the high maternal mortality ratio and slow progress towards MDG 
targets; maternal deaths were declared a national emergency by the President of 
the Republic of Uganda. By that, all hospitals were required to routinely report 
and review all maternal and perinatal deaths that occur at their facilities to the 
national level. MPDR committees were established at both national and regional 
referral hospitals and were later cascaded to the General hospitals and Health 
Centre IVs. 

Standard reporting tools were developed and health workers in some districts 
and facilities were trained to conduct MPDR. Maternal and perinatal death 
review forms were revised based on feedback from the hospitals. The MOH and 
its	partners	in	addition	supported	confidential	enquiry	into	maternal	death.	

Figure 1.2 presents the milestones achieved in institutionalizing MPDR. MPDR 
has	 had	 significant	 implementation	 challenges	 that	 included,	 misconception	
about the role of MPDR by politicians and health workers, lack of tools, 
inadequate sensitization and training of health workers, and limited funding. 
Several partners namely: UNFPA, WHO, UNICEF, USAID, URC-ASSIST, CDC 
World Bank, Save the Children in Uganda and, UNHCO have supported the MoH 
in implementing the MPDR process. 

Figure 1.2:  Milestones in institutionalizing MPDR in Uganda
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1.3 MPDSR in Uganda and implementation experiences
The Ministry of Health has been actively implementing MPDR over the last 
decade, in her efforts to improve quality of care and reduce maternal and perinatal 
mortality. However, implementation progress varies from facility to facility and by 
district. Overall, perinatal death reviews still lag behind maternal death reviews 
despite a strong commitment to strengthen MPDR at national level. The National 
MPDR committee is in place and meets regularly.

1.4 Integration of MPDR into the IDSR
In the year 2012 the Ministry of Health recommended that maternal and 
perinatal	deaths	be	included	as	a	notifiable	condition	for	surveillance	purposes.	
Notification	would	be	done	using	 the	weekly	 reporting	 through	 the	 Integrated	
Disease Surveillance and Response (IDSR) platform. The intention of that was to 
provide real time data for response - action. The IDSR platform is linked to the 
DHIS2 which is a web data base that is used to capture and store national Health 
Management Information (HMIS). Through another portal (mTRAC), weekly 
summary reports are sent by SMS using mobile phones to the MoH Resource 
Centre.	This	reporting	is	largely	done	by	surveillance	officers	stationed	at	health	
facilities and the districts. 

1.5 Policy environment for MDSR
The progress of MPDSR implementation in Uganda has been facilitated by the 
committed leadership of Government with a strong support from both the Top and 
senior management committees of the ministry of Health. The Maternal and child 
health technical working group (MCH TWG) that exists,  provides a good forum 
for discussion and follow up on maternal and perinatal/child mortality issues. His 
Excellency the president of Uganda and the parliament are championing issues 
of maternal and newborn health and are supportive of emerging policies and 
accountability areas for redress in enabling improvement of maternal and perinatal 
indicators. Supporting policy documents notably the Sharpened plan (Investment 
case)  for RMNCAH, the Costed Implementation plan (CIP) for family planning, the 
Health Sector Development Plan (HSDP- 2016/20), Ministerial policy statement 
(MPS)	and	the	IDSR	strategic	plan	2010/2015	have	provided	a	sufficient	ground	to	
the adoption of the MPDSR guidelines. While the HMIS and IDSR systems are well 
established and functional in all Health facilities and are facilitating the process 
of	identification	and	notification	on	maternal	deaths.	The	strong	partnership	with	
civil organizations, professional associations, academia, Development Partners has 
facilitated the process of implementing MPDSR in the country. 
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1.6  Overview of Maternal and Perinatal Death Surveillance 
and Response 

Following the World Health Organisation Technical guidance on MPDSR, The 
National MPDR committee recommended to government to adapt this policy 
for implementation in Uganda. The MPDSR system emphasizes continuous 
identification	 and	 reporting	 of	 maternal	 deaths	 and	 linking	 that	 information	
to quality improvement processes. In Uganda, the Ministry recommended that 
both maternal and perinatal death surveillance be handled together in the 
development/adaptation process. The Maternal Perinatal Death Surveillance and 
Response (MPDSR) process aims to identify all maternal and perinatal deaths, 
determine causes of death and the avoidable factors for action or response. The 
“R” is for response– the action part of surveillance that has been the weakest 
part of the MPDR and should be strengthened. 
Each event of death, both maternal and perinatal has a story to tell and can 
provide information that would be used to prevent similar deaths in the future. 
The goal of MPDSR is to eliminate preventable mortality. Its main objectives 
include:

i) To provide information that would effectively guide actions to eliminate 
preventable maternal and newborn mortality at health facilities and in 
the community.

ii) To count every maternal and perinatal death so as to assess the true 
magnitude of mortality and recommend the impact of actions to reduce 
it (counting of newborn deaths however has a number of implementation 
challenges).

iii) To establish a framework to assess the burden of stillbirths and neonatal 
deaths, including establishing trends in numbers and causes of death. 

iv) To generate information on avoidable factors contributing to stillbirths 
and neonatal deaths and to use that information to guide actions directed 
towards preventing similar deaths. 

v) To provide accountability for results and compel decision-makers to 
give the problem of stillbirths and neonatal deaths its due attention and 
response. 

The proposed recommendations and Actions would therefore need to be taken at 
the different service levels:  community, health facilities or at inter-sectoral (i.e. in 
other governmental and social sectors) to prevent occurrence of deaths in similar 
circumstances in the future. In summary therefore, MPDSR establishes the 
framework for an accurate assessment of the magnitude of maternal mortality. 
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Figure 1.3: MDSR Implementation Framework 
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MPDSR has the following advantages:
●	 It promotes country ownership of data in real time compared to survey data

●	 It makes issues of maternal death visible at local and national level

●	 It provides information for action to prevent deaths at local, health facility 
and district levels

●	 It facilitates sensitization of  communities and facility health workers

●	 It connects actions to results and permits measurement of impact

●	 It addresses the need for accountability 

●	 It will contribute to the strengthening of the national civil registration and 
vital statistics (CRVS), quality improvement and other health information 
systems.

These attributes also hold true for perinatal death. While perinatal deaths may 
occurs more commonly than maternal death, the story behind a perinatal death 
also guides actions at individual, community, and health system levels.  

1.7   Rationale for MPDSR
The MPDSR system integrates and builds on existing systems in Uganda that 
include: MPDR, IDSR, HMIS, and Village Health Teams (VHTs) approach. The 
system	involves	the	identification	of	all	maternal/perinatal	deaths,	timely	reporting/
notification,	 conducting	 a	 review	 to	 understand	 why	 the	 woman/newborn	 died	
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through consideration of both medical as well as social and economic contributing 
factors .More so to that, the MPDSR process is a response arm for taking actions to 
prevent	similar	deaths	in	the	future,	figure	1.4	summarizes	the	five	steps	involved	
in the MDSR cycle. 

Figure 1.4: Steps involved in the MPDSR cycle

Monitor 
response
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Source: WHO 2013 Maternal Death Surveillance and Response. Technical Guidance. 
Information for Action to prevent maternal death

1.8 Intended users of these guidelines
These	guidelines	are	an	adaptation	of	the	WHO	2013	guidance	on	MDSR	and	reflect	
national priorities, set policies and standards for maternal and perinatal death 
surveillance and response. They are intended to be used by health workers at all 
levels, MPDSR committees, District Health Management Teams, policy makers, 
professional associations, program managers, training institutions, Implementing 
partners, Civil society Organizations and other stakeholders.

1.9 Goal of these guidelines
The overall goal is to provide guidance on the effective implementation of MPDSR.

1.8.1 Objectives
1. To strengthen the country capacity to conduct effective maternal and 

perinatal death surveillance.

2. To integrate multiple surveillance systems for maternal and perinatal 
death. 

3.	 To	improve	the	flow	of	maternal	and	perinatal	death	surveillance	
information within and between the levels of the health system.
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4. To strengthen the capacity and involvement of MPDSR committees to 
conduct maternal and perinatal death reviews

5. To improve capacity for utilization of information to enable generation of 
local solutions to address causes of maternal and perinatal deaths.

6. To empower community through participation in identifying and 
reporting maternal and perinatal deaths.

1.10   Current activities on MPDSR
Weekly surveillance reporting is ongoing since 2012 and has improved reporting 
rates of Districts and Health facilities from 3.5% (2012) to 46% (2014) while 
completeness and timelines of monthly reporting has improved to levels between 
94% and 75%. By 2014, the national target was to establish MPDSR structures 
in 50% of districts, all hospitals and 50% of HCIVs as IDSR would be rolled 
out to all districts. Functionality of MPDSR committees is still low varying from 
place to place. The Save mother give life (SMGL) implementation districts in 
the South –western part of the country have well - established maternal death 
surveillance systems under support of implementing  Partners, such districts 
include:  Kibaale, Kyenjojo, Kabarole and Kamwenge. It is anticipated that the 
lessons learnt will be replicated in other districts by the Ministry.

1.11 Civil Registration and Vital Statistics
Civil	registration	is	defined	by	the	UN	as	the;	“Universal Continuous, permanent 
and compulsory recording of vital events provided through decree or regulation in 
accordance with the legal requirements of each country”. 

This includes recording and/or documenting vital events in a person’s life 
(including; births, marriages, divorces, adoptions and deaths).  Civil registration 
provides documentary evidence required to secure recognition of legal identity, 
family relationships, nationality, ensuring rights and social protection and 
inheritance as well as facilitate access to essential services in health, education, 
and social welfare, transferring property and opening bank accounts. There is 
a push by the UN to ensure all countries scale up CRVS, however few countries 
have so far managed to do so1.  

Uganda on the other hand has enacted applicable laws to ensure scale up of CRVS 
which include; The 1995 constitution of Uganda (as amended), The Registration 
of Persons Act 2015, The Children's Act, The Registration of Persons (Births and 
Deaths) regulations Act 2015. 
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Uganda	has	established	the	national	identification	registration	authority	(NIRA)	
with a functioning board and embarked on various CRVS activities. 

The purpose of the 2015 registration of births and deaths act is to;
•	 Remove duplication from the processes and laws relating to registration 

of persons,

•	 To harmonize and consolidate the law on registration of persons,

•	 To establish a central registration body for the registration of all persons 
in Uganda,

•	 To	establish	a	national	identification	register	of	all	persons	in	Uganda

•	 To provide for access and use of the information contained in the national 
identification	register	

1.11.1 Compulsory Registration of births
Registration	of	births	is	free	and	compulsory	in	Uganda.		A	registration	officer	
in	an	area	enters	the	data	in	the	registers	and	issues	a	national	identification	
number	 to	 a	 child	 identified	 as	 a	 citizen	 of	Uganda	 or	 an	 alien	 identification	
number if the child is alien.  Registration of the birth has to be done immediately 
and is the duty of the parents to notify the birth to the birth registrar. In the 
absence of the parents, a guardian or next of kin is duty bound to notify and 
have	 the	 birth	 registered.	 	 Following	 full	 registration,	 a	 certificate	 of	 birth	 is	
issued	upon	payment	of	applicable	fees.	Certificate	of	birth	may	be	required	by	
various government ministries and agencies to access applicable services.

1.11.2 Compulsory Registration of Deaths
Registration	of	deaths	is	free	and	compulsory	within	Uganda.	A	registration	officer	
in	a	specific	area	 is	mandated	 to	enter	 the	death	and	details	of	 the	deceased	
once	the	notification	has	been	made.		Notification	of	the	death	is	done	by	the	
next of kin or other relative of the deceased present at the time of death.  The 
notification	must	include	the	details	surrounding	the	death.	Notification	should	
be done immediately or not later than 3 months from date of death. Death 
outside	Uganda	should	be	notified	to	the	nearest	Ugandan	mission	abroad	and	
registration done there.

Certificate	of	cause	of	death,	for	all	deaths	who	were	attended	to	by	a	medical	
officer	should	be	signed	stating	to	the	best	of	his/her	knowledge	the	cause	and	
circumstances surrounding the death.  The authority (NIRA) would then issue a 
certificate	of	death	on	the	prescribed	form.				
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1.12 Existing gaps within MPDSR process in Uganda
The road-map to MPDSR is faced with a number of challenges that must be 
overcome:

•	 General	lack	of	data	analysis	and	utilization;

•	 There	is	emphasis	on	MDRs	but	recommendations	and	the	response	arm	
are	heavily	deficient	at	all	levels

•	 Most	district	committees	are	either	not	yet	in	place	or	not	functional.	

•	 There	is	low	reporting	level	due	to	poor	reporting	linkages	within	and	to	
the health system, fear of litigation, short supply of tools, poor record 
management are among the underlying causal factors.

•	 Lack	 of	 clear	 guidance	 on	 identifying	 and	 reporting	 maternal	 deaths,	
especially at the community level.

1.13 Roles of stakeholders in MPDSR
•	 To	support	development	and	implementation	of	policies,	guidelines,	bye	

– laws that will give a conducive working environment for RMNCAH and 
MPDSR	in	specific.

•	 To	establish	maternal	perinatal	committees	(per	level).

•	 To	facilitate	functioning	of	the	committees	–	in	conducting	Maternal	and	
Perinatal death Reviews.

•	 To	mobilise	resources	for	MPDSR	activities.

•	 To	follow	on	recommendations	for	Action.

•	 To	advocate	for	MPDSR.
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CHAPTER 2:  LEGAL AND ETHICAL ISSUES REGARDING 
MPDSR

2.1 Legal and ethical considerations:
A legal framework for MPDSR plays an important role in entenching the MPDSR 
practice for quality improvement in the entire health system in Uganda. It also 
provides protection to all stakeholders who participate in the MPDSR process 
and guides on the use of the results. It stipulates how and who should access 
information and how to safeguard it from unlawful access.  This framework will 
allay the anxiety and bring on board the health care providers who previously 
lacked guidance on how to handle sensitive legal matters related to the MPDSR 
process. It is hoped that this guidance will support the rights of both the clients 
and health workers. The presence of a legal framework is a driving force behind 
MDPSR systems and is critical to mitigating legal challenges at numerous levels 
including for the patient, family, health professionals and facility. It should also 
serve as guidance to the law enforcement units and the legal fraternity. 

2.2 Ethical values in MPDSR:
Knowing that the purpose of the MPDSR process is to reduce preventable maternal 
and perinatal deaths through improving quality of care, the medical ethics come 
into play for the service provider.  In order to understand ethical issues in the 
MPDSR	system	it	is	necessary	to	define	the	following	ethical	values	(Autonomy,	
Privacy,	Confidentiality,	Anonymity	and	Beneficence).

Autonomy or Self-Determination: This refers to independence of individuals 
and their ability to make rational decisions for themselves. 

Privacy: Applies to the person. Privacy refers to the individual desire to control 
who has access to him/herself. 

Confidentiality Applies	to	data.	It	is	the	obligation	to	keep	identifiable	personal	
information private.

Anonymity: This	refers	to	the	removal	of	personal	identifiers	from	documents.	
It	is	important	to	ensure	confidentiality	during	MPDSR.

Beneficence: Refers to collection of data in a way that maximizes analysis and 
response at the different levels. Not using collected data is an ethical issue. Data 
should be used for the purpose for which it was collected, otherwise the MPDSR 
system can be damaged
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Privacy: Privacy applies to the person as	 opposed	 to	 confidentiality	 which	
applies to data. Privacy refers to the individual desire to control who has access 
to him/herself. Individuals have the right to limit access by others to aspects of 
their person _ that can include physically, behaviourally, thoughts & personal 
information. Therefore permission (Informed consent) is required to speak to 
healthcare providers and family members before conducting interviews. The 
family must be informed of the purpose of the investigation and how data will 
be used. Then consent may be obtained either by:- Filling an interview form or 
Verbally consent. Unfortunately, the verbal consent leaves no proof of consent 
and may need reinforcement by ‘tape recording’’ the consent.

2.2.1 Confidentiality:
This applies to data. It is the obligation to keep personal information private. 
Data should NOT be divulged to others without permission. All Identities of the 
deceased, relatives and providers should be kept confidential and known only 
to those involved in collecting original raw data for the MPDSR at the facility. 
Confidentiality	is	particularly	important	in	the	accurate	certification	of	causes	of	
death	and	avoidance	of	falsification	of	information	provided	on	the	MPDR	form.	
Data collection forms, case summaries, review meetings and all reports should 
not contain personal identifiers.	 All	 personal	 identifiers	 must	 be	 masked.	
Documents containing personal identity should: 

•	 Not be shared by email, 

•	 Should be kept in locked office/cabinets (hard copy) 

•	 Password protected files	(electronic	data).

Where	there	is	a	perception	that	data	confidentiality	measures	are	inadequate	
and personal data are not kept strictly private, then trust in the MPDSR system 
will be lost and people may be reluctant to participate. 

2.2.1.1 Confidentiality agreement:- 

To safe guard against disclosure of MPDSR proceedings, the MPDSR committee 
members	are	obliged	to	take	an	oath	or	sign	a	confidentiality	agreement	binding	
them not to divulge meeting proceedings. If a member of the committee acts 
contrary or breaches the oath, he/she is reliable to punishment. (See annex 8) 

2.2.2 Anonymity:
Anonymity is aimed to ensure that personal identity is completely unknown. 
The names of the deceased should NOT appear in MPDSR forms and data base. 
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Patient	 and	 staff	 identifiers	 in	patient’s	 folders,	 records,	 case	 summaries	 etc.	
should be masked. The masking should be done on the photocopies of the 
deceased’s	case	notes/file	and	not	the	original	case	notes/file.

The discussions should be anonymous: ‘no name, no blame’. The sole purpose 
of the review is to identify what factors could have been avoided and to make 
recommendations that will prevent a similar re-occurrence. Therefore, No name 
calling, and No apportioning of blame! Complete anonymity is: 

•	 Easier	for	confidential	enquiry	into	Maternal	Deaths.	

•	 Difficult	to	achieve	especially	in	facility-based	MPDSR	and	verbal	autopsy.	

In the absence of complete anonymity, consider the signing of confidentiality 
agreement by	those	who	have	access	to	identifiable	information.	

2.2.3 Beneficence:
Data should be collected in a way that maximizes analysis and response at 
different levels. Therefore emphasis is made for the proper documentation the 
history	 take,	findings	of	 the	physical	examination,	all	procedures	carried	out,	
medications administered and challenges encountered in the management of the 
patient from the time of antenatal care attendance. 

The data obtained must be maximally utilized for the purpose it was collected. Not 
using the data collected is an abuse (unethical) of the MPDSR process. Using the 
data for purposes that damage the MPDSR system like ligation and disciplinary 
action is unethical issue.

2.3 Principles of MPDSR 
In MPDSR, some ethical values are also principles. Values are the things people 
determine to be the most important in their lives. Our values tell us what we 
want to achieve/do. On the other hand, our principles, evaluate the right or 
wrongness of our options. There are three fundamental principles that must 
be observed at all times in the MPDSR process. These include:-

1.	 Confidentiality	

2. Anonymity 

3. ‘No name, no ‘blame’’ 

Confidentiality refers to non-disclosure of information except to another 
authorized person. The information that, a patient reveals to a health care 
provider has limits on how and when it can be disclosed to a third party. It 
requires a health care provider to keep the patient’s/deceased’s information 
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private unless consent has been provided. Similarly all information discussed in 
an MPDSR meeting should be kept private. 

Anonymity refers to concealing identifying information of the deceased and the 
individuals involved in the care of the deceased.

‘No name, no blame’ culture refers to refraining from assigning blame by 
naming individuals in regard to client management preceding the death, due to 
identified	gaps	of	omission	or	commission.	In	order	to	sustain	a	culture	of	no	
name no blame, health workers should be aware that MPDSR is for learning and 
improving quality of care rather than punitive action.

2.4 The MPDSR legal framework:
A legal framework for MPDSR details guidance on the following;-

1. Access to hospital information or records.

2. Protection of the people involved in the MPDSR process (Health providers, 
investigators, family members and community).

3.	 Use	of	the	MPDSR	review	findings.

2.4.1 Access to MPDSR information.
MPDSR	 information	 should	be	 confidential.	 It	 should	be	kept	 securely	under	
lock and key by the head of the facility. This information can be accessed by the 
Regional	and	National	MPDSR	committee	members	for	purposes	of	confidential	
inquiries. Accessing such information for any other purpose will require written 
permission from the Director General of Health Services. Any person who 
requires information from the Health Workers about a deceased should get 
written	permission	from	the	District	Health	Officer.

Measures that can be used to minimize access to medical records, maternal and 
perinatal	review	findings	include;	

1. Technical encryption (encode data so that only authorized parties can 
access it), using passwords, 

2.	 Administrative	by	masking	patient	identifiers,	

3. Physical by keeping all review records behind locked doors and cabinets 
or	destroying	the	file	once	a	report	is	made.

4. Periodic data security audits to ensure that security data protocol is 
strictly observed. Security data protocol is a document that will outline 
processes that should be followed to ensure limited access, movement 
and storage of the information.
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2.4.2. Protection of people involved
All	MPDSR	committee	members	shall	sign	a	confidentiality	form.	The	identifiers	
of patients and providers should be kept hidden as much as possible. Written 
permission from the DHO shall be required in case of a non committee member 
who wishes to obtain information regarding the MPDSR report. Legal backing 
should be used to prevent the use of information for litigation. Regulation should 
exempt members of MPDSR committee or provide them immunity to decline from 
giving testimony in court if they were part of the review.

2.4.3 Use of results
The aim of MDPSR is to understand why women die so that preventive strategies 
can	 be	 developed	 to	 avoid	 future	 occurrence.	 The	 MPDSR	 findings	 shall	 be	
used for quality improvement processes only and not for apportioning blame 
or lawsuits. The results should not be used to discipline providers or family 
members of the deceased or community.

Regulation should bar persons who participate in maternal death reviews to take 
administrative or legal action against persons involved in clinical care or MPDSR 
process. The two processes should be separate and parallel. 

2.5 The MPDSR Charter:- 
The health facilities must develop a charter that details their mode of operation 
that is signed by every member of MPDSR committee. The charter would be read 
at the beginning of every review meeting. The charter would outline:-

1. The code of conduct for the participants

2. Purpose of MPDR

3. The arrival time

4. Respect for each other’s ideas and opinions

5.	 The	MPDSR	principles	;	confidentiality,	anonymity,	no	name,	no	blame

6. Active participation without confrontation or violence

7. Commitment to maintaining accurate records (no attempts to falsify 
records)

8. Accepting criticisms to improve clinical care

9. Commitment to implement recommendations from MPDR
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CHAPTER 3:  IDENTIFICATION AND NOTIFICATION OF 
MATERNAL AND PERINATAL DEATHS

The	MPDSR	process	begins	with	identification	of	deaths	in	the	places	where	they	
are likely to occur, for instance on the way to the facility, within the facility or in 
the	community.	The	identification	process	should	be	accurate	so	as	to	be	able	to	
correctly identify, capture and report all deaths of women related to pregnancy 
and	child	birth	for	a	timely	action.	Identification	and	notification	of	all	still	births	
and neonatal deaths will initially start in the health facilities and thereafter be 
scaled up to the community

3.1 Identification and notification of facility maternal deaths
All	maternal	deaths	 that	occur	at	 the	health	 facility	 should	be	 identified	and	
reported	by	a	designated	health	worker	using	 the	pregnancy	verification	 form	
in	 annex	 1.	 Identification	 shall	 be	 done	 in	 all	 sections/departments	 of	 the	
facility where women are admitted. Once a death of a woman has occurred, 
it will be assessed to determine if it occurred during or within 42 days of the 
end	of	pregnancy.	That	“suspected	maternal	death”	will	then	be	notified	to	the	
next level within a period of 24-48 hours to trigger a response action using the 
maternal	notification	form	(annex	2)	or	the	perinatal	notification	form	(Annex	3).	
Notification	will	be	done	at	all	levels:	to	the	Health	unit	In-charge,	District	Health	
Office	and	at	the	National	(Ministry	of	health)	level	within	48	hours,	after	which	a	
more detailed report of medical causes and contributing factors will be compiled 
within the subsequent one  week (7 days).

Figure	3.1	below	illustrates	the	steps	that	should	be	taken	in	the	identification	
of maternal and perinatal deaths in a facility.

i)	 Identification	starts	with	line	listing	of	all	deaths	of	Women	of	reproductive	
age (WRA) see Line listing form for the deaths of women of reproductive 
age in annex 4. 

ii)	 Determining if the death occurred during pregnancy, childbirth, or within 
42 days of the end of a pregnancy. 

iii)	 Notifying suspected maternal deaths to the Health facility In-charge 
within 24 hours and the DHO/National level within 48 hours from the 
time of death. The Health Facility In-charge may be the Director, Medical 
Superintendent, etc. depending on the type of facility see community 
identification	and	notification	form	in	annex	5)

iv) Conduct Review, Analysis and Response (see chapter 4).
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Figure 3.1: The national maternal and perinatal death notification flow chart

Nurse	midwife	on	duty	identifies	and	lists	ALL	deaths	of
women aged 15-49*** yeras in the maternity ward and

other sources (female ward, OT, OPD) in the health facility

Maternal death Perinatal death

Nurse midwife on duty/designated person completes the
maternal	and	or	perinatal	death	notification	and	handsover

tothe ward in-charge within 24 hours

Ward in-charge/designated person forwards complted
maternal	and	or	perinatal	death	notification	form	to	HF	

in-charge** who is responsible for notifying the district and 
national level within 48 hours

Provide a copy of completed maternal and or perinatal
deaths	notification	form	to	the	HF	Surveillance	FP	for	use
in weekly reporting and send copy to district and national

level (within 48 hours)

Notification	reports	must	trigger	Response	by	the	HF	death
review committee within 7 days and by the district.

** Health Facility In-charge may be the Director, Medical Superintendent, etc. depending on the type of facility.

Nurse	midwife	on	duty/designated	person	identifies	and	
lists	ALL	pregnancy	outcomes	(NNDs,	MSBs	ans	F	SBs)

of gestational age above 28 weeks and below 7 days
recorded at the health facility (nursery/neonatal care unit’ 

labour ward. operating theatre. paediatric ward. OPD)
Nurse midwife/designated person conducts pregnancy

screening to determine pregnancy relationship

3.2. Identification and notification of perinatal deaths
The MPDSR guidelines stipulate that perinatal deaths should be handled in the 
same manner as maternal deaths. All pregnancy outcomes above the gestational 
age	of	28	weeks	(seven	months)	and	within	the	first	28	days	of	 life	should	be	
recorded at the health facilities. Any baby whose gestational age is above 28 
weeks	born	dead	or	who	dies	within	 the	first	28	days	must	be	 identified	and	
notified	to	the	facility	in-charge	within	24	hours	and	to	the	District	Health	Office	
and Ministry of Health within 48 hours. 

Subsequently, a review should be conducted at the health facility within seven (7) 
days following the death with the aim of identifying cause of death and determining 
the avoidable factors for that death as well as giving recommendations on what 
should be done to prevent similar deaths in future.
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3.3 Levels where Identification and notification of Maternal 
and Perinatal Deaths occur 

Maternal	and	perinatal	death	identification	and	notification	is	done	at	three	
levels 

1)	 Health facility level

2)	 Integrated Disease Surveillance and Response (IDSR) Platform

3)	 Community level 

3.3.1 Health facility level
The National HMIS provides for routine monthly reporting of maternal deaths 
that	captures	the	number	of	maternal	deaths	that	were	identified	and	reviewed	
at the facility. Maternal deaths may occur in any part of the health facility such 
as in: maternity, labour and delivery wards, female ward, theatre and even at 
arrival.	Any	WRA	death	must	be	identified	and	screened	for	suspected	maternal	
death by the nurse midwife or designated health worker.

The sources of information for Maternal Death surveillance include the: Maternity 
register, Gynaecology register, Operating theatre register, OPD register, Admission 
register, Discharge register, ICU register, postnatal register,  Birth and Death 
registers and the mortuary register. Sources for perinatal death data include 
registers in maternity, OPD, postnatal, newborn, special care unit and or in the 
Paediatric ward. 

A facility list of suspected maternal deaths should be compiled with the following 
data elements: the woman’s name, facility/unit number, date of death and ward 
where death occurred. As a good practice, it is advisable for facilities to maintain 
a book that entails the maternal and perinatal deaths

Death	notification	is	completed	in	quadruplicate	on	form	HMIS	120a	within	24	
hours following the death of a woman. The nurse midwife on duty shall complete 
the form and hand it over to the in charge unit/ward, who will notify the facility 
head	(In	charge/Director/MS)	and	the	surveillance	officer.	A	suspected	maternal	
death	must	be	notified	to;	HSD,	DHO	and	MoH	within	24	hours	who	will	then	
use	the	information	for	monitoring	and	response,	see	figure	3.1.	

The National and Regional Referral Hospitals will notify directly to MoH. However, 
a copy should be sent to the host district from the regional referral hospitals. 
(For details of how to avoid double reporting refer to chapter 5).

As a means of ensuring  timely reporting for Maternal deaths, the Ministry has 
provided	two	email	addresses	to	which	scanned	copies	of	the	death	notification	
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form shall be  sent directly to the Department of Health Information and copy to  
the Reproductive Health division (RHD) of the Ministry of Health for information 
and action. Various methods shall be used to notify deaths. These will include 
email addresses; hmisdatabank@yahoo.com, reproductivehealthmoh@gmail.com 
and other communication channels. 

3.3.2 Integrated Disease Surveillance and response (IDSR) for 
maternal death

In	2008,	the	Ministry	of	Health	included	maternal	death	as	a	notifiable	condition	
for immediate reporting (within 24 hours). Health facility surveillance focal 
persons are required to report all maternal and perinatal deaths that occurred in 
the facility in the previous week (MoH 2011). A maternal death is a public health 
emergency	 that	warrants	 immediate	notification	and	 response	 to	avert	 future	
deaths. Thus a maternal death review should be conducted at the facility or by 
a supervising higher-level facility that has a MPDSR committee in case a death 
occurs at a facility without an MPDSR committee. 

It	 is	 important	 to	 note	 that	 the	Maternal	 death	notification	 form	 (HMIS120a)	
will be adopted as the IDSR event - reporting form for maternal deaths and will 
jointly	be	 completed	by	 the	Surveillance	 officer	 and	 the	Nurse	who	 took	part	
in caring for the deceased or the In charge of the unit where death happened. 
Likewise,	 the	 perinatal	 death	notification	 form	 shall	 be	 filled	 for	 all	 perinatal	
deaths	that	will	occur	at	the	facility.	It	is	important	to	note	that	all	notifications	
of maternal and perinatal deaths shall be done within 48 hours to the district 
and national levels and facility level maternal and perinatal death reviews should 
be done within 7 days of death.

In order to facilitate weekly reporting, the mTRAC an electronic surveillance 
platform	 which	 feeds	 into	 the	 DHIS2,	 is	 used	 by	 the	 surveillance	 officers	 to	
report	all	notifiable	diseases.	The	MPDSR	guidelines	recommend	that	all	deaths	
including zero deaths or No deaths shall be recorded and reported on. 

3.3.4 Identification and reporting of maternal deaths at Community 
level

All deaths that occur among women of reproductive age in the community should 
be	identified	and	reported	by	a	responsible	community	person.	The	Ministry	of	
Health Village Health Team Strategy recommends that an assigned VHT member 
should record and report all deaths that have occurred in the communities (within 
his/her  area of coverage) to the VHT supervisor/coordinator who will then report 
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to the Health facility through the supervising Health Assistant. The VHT may 
also be required to report according to NIRA guidelines. The following are the 
steps that will be involved in identifying and reporting community maternal and 
perinatal deaths

3.3.5 Steps in Community identification and reporting of maternal 
deaths

Step 1.  When death of a WRA occurs, the VHT records the death in the HMIS 
form 097 (VHT register).

Step 2. The VHT shall notify the death of WRA to the Health Assistant within 48 
hours	of	occurrence	of	death	by	filling	and	submitting	in	the	community	
identification	and	notification	form	for	deaths	of	WRA.	The	form	provides	
identifier	 information	 that	 includes:	 names,	 age	 of	 deceased	woman,	
Head of HH name, the next of kin, contact telephone, place of usual 
residence and contact telephone of the reporting person.

Step 3. The VHT will make a monthly compilation of all deaths of WRA at 
the	 time	when	 filling	 other	 health	 promotion/prevention	 information	
registers that is submitted by 28th day of the month.

Step 4. The VHT will forward the list of WRA deaths to the Health Assistant who 
will compile the death list at the sub-county and map of the area where 
notified	death	occurred,	and	will	conduct	data	validation	within	seven	
(7) days from receiving the forms.

Step 5. The Health Assistant will submit the compiled list of WRA deaths to the 
Health Facility In-charge who will assign a team to conduct the verbal 
autopsy within 4 to 6 weeks. 

Step 6. The	VA	team	will	submit	their	findings	to	the	facility	In-charge	who	will	
then	submit	the	VA	findings	to	the	facility	MPDSR	committee	who	will	
assign cause of death, and make recommendations for the community 
to act upon (see following chapters).

Step 7. The facility In-charge will submit the VA report to the HSD or district for 
action and organize a feedback meeting to the community. 

Step 8. The DHO will compile the VA reports and incorporate them  into the 
district MPDSR reports for discussion in the District MPDSR committee, 
District council meeting and reporting to the national level. 
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CHAPTER 4: REVIEWING MATERNAL AND PERINATAL 
DEATHS

This chapter covers review of maternal and perinatal deaths in health facilities 
and community death reviews through verbal autopsy.  It is important to note 
that once all deaths have been reviewed, they have to be assigned an international 
classification	of	diseases	coding	version	10	(ICD	10).		Figure	4.1	below	summarises	
the framework for the two processes and how they relate. 

Review	of	the	maternal	and	perinatal	deaths	entails	identification,	notification	
of suspected cases, collecting the relevant data and analysis at the facility.  
Feedback and action planning are important for improving and ensuring that 
similar deaths do not re-occur.  Aggregated analysis and multidisciplinary 
response should be enforced at the facility, district, regional and national level. 

4.1 What Policy guidance do we have on reviews?
The MoH policy on quality of care improvement links MPDSR committees to the 
existing quality improvement (QI) teams under the MOH QI strategy. Most of the 
districts and health facilities in Uganda are implementing Quality Improvement 
(QI) initiatives using Continuous Quality Improvement (CQI) methodologies and 
the 5S strategy. The MPDSR process will thereby feed into the overall QI efforts 
at all levels of Care. The MPDSR output (Recommendations) is a key performance 
measurement in the Health Facility Quality assessment program (HFQAP) 

4.2 Who should be reviewed?
When	death	of	a	WRA	(15-49yrs)	is	identified	and	found	to	be	related	to	pregnancy,	a	
maternal death review is conducted. Similarly, perinatal death reviews should be 
conducted for Macerated Stillbirths (MSB) which is death of a fetus of 28 weeks 
gestation or more during pregnancy; Fresh Stillbirths (FSBs) which is death 
of a fetus of 28 weeks or more of gestation during labour; and Early neonatal 
deaths (ENND)	which	is	death	of	a	baby	occurring	during	the	first	seven	days	of	
life. Ideally, all facility based ENND, FSB and MSB shall be reviewed within the 
stipulated time of one week. However, in large volume facilities, emphasis for 
reviews should be on all ENND and FSB and a sample of MSB.



21Maternal and Perinatal Death Surveillance and Response Guidelines 2017

Figure 4.1: Flow chart for identification and review process for maternal and perinatal deaths

4.3 What should be reviewed?
Maternal and perinatal death review processes are undertaken by the MPDSR 
committee at the Health Facility. Members of the MPDSR committee make 
quantitative and in depth investigation/review of each death to; 

a)	 Understand the chain of events that led to the death of a woman or 
newborn
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b)	 Identify the causes and circumstances surrounding the death, 

c)	 Generate key recommendations and remedial actions that can be put in 
place/implemented to avert a similar recurrence

Note: MPDSR committees are key in completing the MPDSR cycle. 

4.4 Where will MPDSR be implemented?
Maternal and perinatal death reviews will be conducted at the Health facility, 
district, regional, and national level. Individual, case by case, death reviews will be 
done by the MPDSR committee at the health facility. District, regional and national 
committees	should	conduct	confidential	inquiries	into	selected	deaths,	and	be	able	
to provide remedial actions. The National MPDSR committee will aggregate and 
analyse	all	notifications/data	in	a	period	and	give	recommendations	that	should	
be	 implemented	 nationally	 to	 inform	 or	 influence	 policy	 and	 programmatic	
approaches to reduction of maternal and neonatal mortality. 

4.5 Requirements for reviewing Maternal and Perinatal deaths
The following conditions must be considered for a successful review of maternal 
and perinatal deaths:

•	 Presence of a functional MPDSR committee 

•	 Updating/ Training /orientation and sensitization of MPDSR committee 
members on their terms of reference, roles and responsibilities.

•	 Identification	of	MPDSR	focal	person	and	champions

•	 Proper documentation in the relevant data sources

•	 Accurate data collection using MPDSR tools

•	 Regular formal meetings to review cases of maternal and perinatal deaths.

•	 Review of implementation status of the recommendations geared to 
improve Maternal and Newborn Health. 

•	 MPDSR	 committee	 members,	 particularly	 medical	 officers,	 midwives,	
should have a clear understanding of the MoH standards, guidelines and 
protocols for clinical management, quality of care and handling of the 
complications of pregnancy child birth and the post-partum period.

•	 Once committees are formed, members should be sensitized, oriented 
and or trained on the MPDSR Package and given clear terms of reference 
to guide their work. 
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4.6 Identifying and selecting members of MPDSR committee
It is desirable that the MPDSR committee should have a multi-disciplinary 
membership that should include health professionals, administrators, managers, 
representatives of referring facilities, local community leaders and policy makers. 
Table 4.1 shows the composition of the MPDSR committee members at different 
levels. The terms of reference at the different levels are included in annex 9

Table 4.1: Composition of MPDSR committees at different levels

National MOH departments: (Planning, Quality Assurance, Clinical Services, Re-
productive health, Child Health, Pharmacy division, Resource centre, 
Surveillance) Health care Professional associations (Association of obste-
tricians, Association of paediatricians, Association of Anaesthesiologists, 
Private midwives Association), Blood Bank,  Professional Council (UMD-
PC, Nursing and Midwifery council), and Regional representatives includ-
ing the RPMT RH FP and the RRH. Representatives of the national health 
insurance, NMS, Mulago Hospital, Chairman of the DHOs, KCCA, the 
Uganda Health Federation (composition of private health care providers), 
CSOs working on maternal and child health and Development Partners. 

The national committee may co-opt other stakeholders to the committee as 
and where necessary. The Chairperson of the National MPDSR Committee 
is the - Director General of Health Services or a designate.

Regional DHO, Directors of the hospitals, Obstetricians and Paediatricians, Regional 
RH focal person on the RPMT, Resident District Commissioner (RDC), Chief 
Administrative	Officer	(CAO),	District	Local	Council	Chairman	(DLC-V)),		
Training Institution Representatives, Area Members of Parliament and 
Representatives of private hospitals.

District/
Division   

Resident	 District	 Commissioner	 (RDC),	 Chief	 Administrative	 Officer	
(CAO), District Local Council Chairman (DLC- V), Secretary for Health, 
District	Health	Officer,	MCH/RH	focal	person,	Hospital	Directors/Medical	
Superintendent, Pharmacist/dispenser, Biostatistician, store keeper and 
In - charges of the Health Sub-districts, and the CSOs implementing 
RMNCAH interventions. At the commencement of business for the new 
MPDSR committee the Chairperson and Vice-chair will be nominated.
NB: Where a district has more than 1 hospital a fair representation of all 
hospitals including private should be considered***
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Hospital DHO,	 Medical	 Superintendent/	 Director,	 Medical	 Officer	 in	 charge	 of	
Maternity,	and	paediatric	ward,	new	born	unit,		Principal	Nursing	Officer	
of hospital, hospital administrators, Pharmacist/ dispenser, store keeper, 
Laboratory	technician,	Anaesthetic	officer,	Biostatistician/records	clerk,		
In-charge  community health department, Midwife/ Nurse in-charge of 
maternity and paediatric and newborn unit , Community Representative, 
representative from the health unit management committee,
NB; it is recommended that the medical officer chairs the MPDSR 
meeting 

HC IV/ 
HC III

District or HSD representative, In charge of Health Facility, Midwife, 
Facility	 administrator,	 Public	 health	 nurse,	 Health	 Promotion	 officer/
Health Educator, Health inspectors/Assistant, Dispenser, Anaesthetic 
officer,	laboratory	technician,	Store	Keeper,	Local	Women’s	group	member,	
representative from the health unit management committee, Referring 
midwife / health worker. 

Collectively members of the review committee should have the expertise to identify 
both non-medical and medical problems that contributed to the maternal/
perinatal deaths. Having the right mix of expertise in the MPDSR committee is 
critical	more	so	at	the	time	to	act	on	the	review	findings	and	in	the	developing	
and implementation of the recommendations/actions.

4.7 Gathering data & compilation of the Maternal/perinatal 
death file:

The process of reviewing maternal and/or perinatal deaths involves understanding 
the chain of events that led up to the death. Therefore, a record of the time and the 
chain of events that happened/occurred is crucial. Data sources must be legible 
and as accurate as possible. Data sources to consider include: the Registers such 
as; Admission and Discharge, Maternity, gynaecology, OPD, Operation Theatre, 
ICU, inpatient death and the mortuary registers. In addition, the data collector 
may solicit information from health workers, relatives of the deceased or health 
workers that took part in the care of the mother and or baby. Special attention 
should be given to the non-obvious cases e.g. deaths in early pregnancy, indirect 
cases,	misclassified	or	deaths	whose	cause	was	not	recorded.

A designated health worker will assemble data on the events surrounding death 
from	all	sources	to	fill	the	Maternal	or	perinatal	death	review	form	(see	annex	6	
and 7 respectively). Filling out the review form should be done up to the end of 
section 7 in preparation for the review meeting. In addition, any other relevant 
information that relates to the circumstances preceding the death should be 
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summarised. The sections “cause of death” and “Case summary” on the MPDSR 
forms	should	be	filled	in	after	discussions	by	the	whole	committee	rather	than	
by the data collector alone

The	case	summary	should	include	the	most	significant	events	that	took	place	
from before admission into the facility until the woman or baby’s death. 

Sequential activities/events prior to the death of the person should be recorded. 
The management steps that were followed, avoidable factors/delays in seeking 
and	receiving	care,	significant	quotations	from	interviews	of	health	workers	and	
relatives and inconsistencies between the various data sources must be captured 
and documented. 

The Death review form and available records on the case will be put in a death 
review	file	to	be	used	during	the	meeting.	All	records	in	the	maternal	or	perinatal	
death	review	file	will	be	anonymized	(not	named)	except	for	a	few	identifiers	of	
the deceased. For example, Doctors and Midwives may be coded as A, B, X, Y…… 

A	death	review	file	will	contain	some	or	all	of	the	following	records:

•	 Medical records of deceased mother or baby, ANC records or Mothers 
passport admission and discharge data from various wards, case notes, 
details on treatment administered, procedures performed, autopsy results 
and,	when	available,	copies	of	the	medical	death	certificates	retained	in	
the facility, etc.

•	 Maternal	Death	Notification	Form	

•	 Maternal Death Review Form 

•	 Perinatal	Death	Notification	Form	

•	 Perinatal Death Review Form 

•	 Facility Staff Interview Record 

•	 Community Interview Record 

All	persons	that	have	access	to	identifiable	information	will	sign	a	confidentiality	
agreement	barring	 them	 from	disclosing	any	 identifiable	 information	 (through	
the	confidentiality	declaration	form	–	Annex	8).	The	terms	of	reference	for	the	
MPDSR committees at facility, District, Regional and National level are attached 
in Annex 9 and ground rules organizing a successful MPDSR meeting and a 
proposed agenda are attached in annex 10 and 11. Detailed instructions on how 
to	fill	a	maternal	death	review	form	are	included	in	annex	12.
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Box 1: Guiding Principles for the reviewers

Guiding Principles for the reviewers
In performing the review, the following general principles can help 
make	the	process	more	effective	and	efficient:	

 Holistic thinking – the problems leading to maternal death are 
frequently not all medical

 Focused review – only on those events that may have directly 
contributed to the maternal death 

 Normative review – care received by the mother is compared 
with explicit standards based on accepted local practice and 
best medical evidence

 Synthetic review – grouping problems into general categories 
(e.g. lack of transportation to health-care facility) while keeping 
enough	information	so	that	a	specific	preventive	strategy	can	
be developed (WHO, 2013).

4.8 Organizing and conducting a death review session
Dedicated and regular time should be put aside for the committee to meet. 
Members need to be reminded earlier, even with regular meetings in place. Where 
feasible, the agenda, chair and duration of the review session should be decided 
in advance. 

During the meeting members will:
•	 Be	presented	with	a	summary	of	the	case(s)	

•	 Synthesize	the	information	and	discuss	each	case	including	events	that	
may have led to the death. 

•	 Compare	care	received	by	the	mother	and	or	baby	with	explicit	standards	
based on accepted level of practice and best medical evidence

•	 Determine	cause	of	death	and	avoidable	factors	(medical	and	non-	medical)

•	 Determine	 corrective	 measures	 and	 generate	 recommendations	 and	
actions (Annex 12 and 13)

•	 Record	main	 points	 from	 the	 Review	meeting	 including	 response	 plan	
with persons responsible and time frames

4.9 The three delays model for maternal and perinatal deaths
This is used for examining care-seeking, decision-making and quality of care 
before or during and after childbirth. The framework can help identify common 
delays that are associated with recognizing danger signs, health–care seeking, 
reaching/linking to care, and receiving care at the facility.
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Delay in deciding to seek for care and delay in reaching/linking to appropriate 
care relate directly to the issue of access, encompassing factors in the family and 
the community, including transportation. The delay in receiving care relates to 
factors in the health-care facility, which is very critical for facility QI committees 
to address.

Figure 4.1: The three delays model

MPDSR Committees should also provide feedback on how to improve the review 
process itself. The members of the committee will ensure that the recommendations 
are implemented. 

Once the MPDSR committee has completed the review at health facility level the 
death	should	undergo	ICD	10	coding	to	assign	the	cause	of	death	and	also	fill	in	
the	medical	certificate	of	cause	of	death	(Form	100).		

4.10 Key considerations for death reviews and Confidential 
Enquiry

Health workers must be assured that the sole purpose of the review process is to 
save lives and not to apportion blame. “No name, no blame” is a key principle 

•	 Health workers must believe that MPDSR provides a safe environment 
for discussing sensitive details about their professional practices without 
fear of provoking management sanctions or litigation. 

•	 Confidentiality-of	the	health	workers	involved	shall	be	observed.
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•	 Holistic thinking – the underlying factors leading to death are frequently 
not all medical. Therefore, a holistic approach ought be used during the 
discussions. 

•	 Focus mainly on those events that may have directly contributed to the 
maternal/perinatal death.

•	 The ground rules for conducting the MPDSR meeting are embedded in the 
MPDSR charter. See under MPDSR charter

Box 2: Key points for organizing a successful MPDSR meeting

Key points for organizing a successful MPDSR meeting

 Scheduling: - Specify time, place and duration of MPDR meeting

 Have an agenda for MPDR session

 Review previous Action plan

 All members concerned should be in attendance (quorum rules)

 Allow full participation of the committee members

 Avoid blaming and naming

 Identify what was done according to standards

 What was not done according to standards viz a viz resources 
available and can be improved

 Focus on system issues that they can do something about it

 Keep records of attendance and recommendation

 Develop an action plan

4.11 Community based maternal/perinatal death review 
process 

Maternal and perinatal deaths that occur in the community must be reviewed 
using the verbal autopsy process. In most cases, information on deaths of 
Women/Baby outside the hospital may not be captured by the hospital records. 
When a woman/baby dies outside a medical facility, the probable cause of death 
is determined through administration of a verbal autopsy (VA) questionnaire to a 
close caregiver about the signs and symptoms of the deceased’s terminal illness. 
Any medical information that can be located (e.g. antenatal care book, records 
of hospitalization prior to her death) may complement information collection 
through verbal autopsies using a verbal autopsy questionnaire.
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The questionnaire has 15 sections;

•	 Section 1-3 (Basic information):
– Who provided information
– Age, Date of death, Marital status,
– Place of death, health services used by the deceased before death

•	 Section 4: Injury, accidents that led to death
– Intentional, unintentional, perpetrated by other or self-induced

•	 Section 5: Narrative history of the illness

•	 Section 6: Past medical history, medically diagnosed illness

•	 Section 7: Gynecologic signs and symptoms 

•	 Section 8: Obstetric history; details on current/recent pg. (2 month)

– ANC, Labor and Delivery, Postpartum, Abortion
– Bleeding, sepsis, convulsion associated with birth or abortion
– All symptoms in the last 3 months prior to death

•	 Section 9: All recent Signs and Symptoms

•	 Section 10-11: Treatment, surgeries, access to care (3 delays)

•	 Section 12: Risk factors, malaria prevention  

•	 Section 13-15: Death	certificate,	medical	documents,	narrative

The Probable cause of death is determined by independent reviews or group 
reviews in this case, the MPDSR committee or assigned Medical personnel. Like 
in clinical practice where history, signs, and symptoms are used to construct 
a differential diagnosis, the verbal autopsy process follows the same principle.  
International	 classification	 of	 diseases	 (ICD	 10)	 is	 the	 used	 by	 the	 Medical	
personnel to assign cause of death. 

4.11.1 Deaths’ Listing among WRA by VHTs:
Identification	and	listing	of	deaths	is	done	by	VHTs	and	lists	are	submitted	to	
the health assistants (HA) and according to NIRA guidelines.  (See section 3.1 in 
chapter 3)

4.11.2. Verbal Autopsy, Death Certification and Coding:
A team from the HSD constituting of a Health Assistant and a Community 
Development	Officer	will	visit	 the	community	 (mapped	households)	 to	verify	a	
likely maternal/perinatal death. This should be done within 4-6 weeks. 

After consent, the next of kin of the deceased at the time of death is interviewed 
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(preferably the main caregiver) using the VA Questionnaire. In some instances, 
more than one respondent may have to be interviewed to obtain the required 
information and therefore the process may necessitate conducting more than one 
visit. In section 5 of the V.A questionnaire an in-depth interview where narration 
of events is recorded by the coders as stated by the respondents.

Existing	medical	records	(discharge	forms,	laboratory	tests	and	death	certificates),	
where available are reviewed to supplement the interview. The completed forms 
MPDSR (VA) forms will be submitted to the facility In-charge who will then 
submit	the	VA	findings	to	the	facility	MPDSR	committee	who	will	assign	cause	of	
death, and make recommendations for the community to act upon. The facility 
In-charge will then submit the VA report to the HSD or district for action and 
organize a feedback meeting to the community. The DHO will compile the VA 
reports and incorporate them into the district MPDSR reports for discussion in 
the District MPDSR committee, District council meeting and reporting to the 
national level. 

Once the coding is complete and the underlying cause of death assigned, a 
medical	cause	of	death	certificate	(HMIS	form	100)	is	issued	and	the	process	of	
review is complete.

Box 3: Key messages 

Goal:	To	ensure	timely	identification	and	notification	of	maternal	
and perinatal deaths to the appropriate levels to trigger response.

 All deaths of WRA and perinatal deaths in the facilities and 
communities	should	be	identified	and	notified	through	existing	
systems.

	 Notification	 of	 health	 facility	 deaths	 should	 occur	within	 24	
hours and within 48 hours for community deaths.   

 For the facility death, the staff who was in attendance of the 
deceased	at	the	time	of	death	completes	the	notification	form	
immediately death occurs and submits to the health facility in 
charge

	 For	the	community	death,	the	notification	is	done	by	the	VHT	
to the supervising Health Assistant and Facility 

At the end of the review process, the maternal or perinatal cases that would have 
been discussed shall be summarised in using annex 14 to provide  snap shot 
information about the reviewed cases.
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CHAPTER 5:  MATERNAL AND PERINATAL DEATH 
REVIEWS DATA MANAGEMENT  

To effectively manage data for MPDSR, a data management plan needs to be in 
place. A data management plan describes the following: data collection procedures 
at facility and community levels, the data collection tools; data reporting, data 
storage and data aggregation and analysis as well data utilization. This chapter 
gives guidance on the data management for MPDSR

5.1 MPDR Data collection 
5.1.1 Overview of Data collection for MPDSR 
Data	 collection	 for	MPDSR	 is	 a	 process	 that	 begins	 with	 identification	 of	 all	
deaths of WRA and perinatal deaths.  After determining that the deaths were 
maternal	deaths,	a	maternal	or	a	perinatal	death	notification	form	is	filled	by	the	
attending health worker and submitted to the facility head if the death occurred 
at	the	health	facility.	When	the	death	occurs	in	the	community,	the	VHT	fill	in	the	
community	death	identification	and	notification	form	for	WRA	or	the	perinatal	
notification	 form	 and	 this	 is	 submitted	 to	 the	 supervising	 health	 Assistant.		
Community deaths include deaths before arrival to the facility. When a maternal 
or	perinatal	death	has	been	identified	and	notified,	checking	the	medical	records	
or arranging a verbal autopsy should be done as soon as feasible to prevent 
the loss of information. In the case of health facility death, collecting data from 
the medical records to the maternal or perinatal death review forms should be 
done within seven days of the death.  Keeping good medical records will be very 
important for MPDR data collection process at the health facilities.  

In the event that data is to be collected using a verbal autopsy, allowance of four 
to six weeks needs to be made for the mourning period before data collection 
using the verbal autopsy form can be done.

5.1.2 HMIS Data collections forms
The HMIS data collection forms for collecting maternal and perinatal death data 
include; 

1. HMIS form 072: Integrated Maternity Register

2. HMIS form 072A: Maternity Tally Sheet

3. HMIS form 073: Child Register

4. HMIS form 073A: Child Tally Sheet

5. HMIS form 078: Integrated Postnatal Register
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6. HMIS form 078A: Postnatal Tally Sheet

7.	 HMIS	100	-Death	certificate	

8. HMIS form 105 - Monthly reports 

9. HMIS form 120 - Maternal Death Audit Form 

10.	HMIS	form	120A	-	Maternal	Death	Notification	Form

11. HMIS form 121 – New-born / Perinatal Death Audit / Review Form

12.	HMIS	form	121A	–	Perinatal	Death	Notification	form

13. ANC card, 

14. Partograph  

15. Clinical notes

16.	Community	death	identification	and	notification	form	for	WRA

5.1.3 Who does the data collection for MPDSR
Readily available quality data for review during the MPDSR committee meeting is 
critical for quickening the MPDR process. Therefore, there is need to designate the 
role	of	data	collection	and	abstraction	to	specific	cadres	among	health	workers	
so as to avoid delays in conducting MPDRs for all eligible deaths due to lack of 
summarized case reports. Table 5.1 shows the proposed health workers that will 
be responsible for collecting data that will be used at different levels of the MPDR 
process. 

Table 5.1 Persons responsible for data collection at various levels

Data 
collection 
Process

HMIS form to 
be used

Who fills the 
form

Data source Data 
collection 
timeline

Maternal 
death 
notification	
at health 
facility

Maternal death 
notification	
form

(HMIS 120a)

Health worker 
who attended 
to the 
deceased

Registers 
including; 
Maternity, ANC 

Operating theatre, 
OPD, admission, 
discharge registers

24 hours

Perinatal 
death 
notification	
at health 
facility

Perinatal death 
notification	
form

Health worker 
who attended 
to the 
deceased

Maternity, 
Operating theatre, 
Neonatal /
Peadiatric ward 
registers

24 hours
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Maternal 
death 
notification	
at 
community 
level

Community 
death 
identification	
and  
notification	
form for WRA

VHT Family and 
community 
members

48 hours

Perinatal 
death 
notification	
at 
community 
level

Perinatal death 
notification	
form

VHT Family and 
community 
members

48 hours

Data 
collection 
for maternal 
death review 
at health 
facility

Maternal 
death review  
form  (HMIS 
120)

Designated 
HW	fills	in	
HMIS 120 to 
end of section 
7 and sections 
8 to 12 are 
filled	in	during		
the MPDSR 
meeting 

Patient medical 
records and 
relevant registers

Within 7 
days

Data 
collection 
for perinatal 
death review 
at health 
facility

Perinatal death 
review form 
(HMIS121)

Designated 
HW	fills	in	
perinatal 
review form 
up to end of 
section 3.8 
and sections 
3.9 to the end 
are	filled	in	by	
the MPDSR 
committee

Mothers records, 
New-born’s records 
and relevant 
registers

Within 7 
days

Data 
collection 
for maternal 
and 
perinatal 
death review 
in the 
community

Verbal autopsy 
form

Health 
assistant/
inspector/ 
CDO where 
a Health 
Assistant is 
not available 

Family and 
community 
members 

4 to 6 
weeks
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5.2 MPDSR data reporting  
5.2.1 Overview of national data flow process
Maternal	death	and	perinatal	death	notification	are	 completed	on	 form	HMIS	
120a and 121a respectively. The form should be completed in quadruplicate 
within 24 hours following the death of a woman or a neonate. The nurse midwife 
on duty shall complete the form and hand it over to the in charge unit/ward, 
who will notify the facility head (In charge/Director/MS) and the surveillance 
officer.	The	report	will	then	be	sent	to	the	DHO	with	copies	to	the	HSD,	head	
and to the national level within 48 hours of the death through the mTRAC 
reporting platform. As a means of ensuring  timely reporting for Maternal 
deaths, the Ministry has provided two email addresses hmisdatabank@yahoo.
com, reproductivehealthmoh@gmail.com) to which scanned copies of the death 
notification	form	shall	be		sent	directly	to	the	Resource	Centre	and	copied	to		the	
Reproductive Health division(RHD) for information and action/Response. At the 
Ministry the scanned copies are entered into the DHIS2 system. 

At the facility, a designated person(s) shall collate and extract all the data required 
for the discussion on the Maternal/perinatal death review form (HMIS 120/121). 
This will speed up the process of the discussion, evaluation and interpretation 
of the cause and circumstances during the MPDSR committee meeting. In low 
volume facilities the completed MPDSR form is sent to the district for entry 
into the DHIS2 while for the high volume facilities the completed MPDSR form 
is entered into DHIS2 at the facility level. Once entered into the system the 
hard copies are sent to MoH resource centre and a scanned copy is sent to 
reproductivehealthmoh@gmail.com 

After completion of either HMIS 120 or HMIS 121, then the cause of death 
certificate	 (HMIS	100)	shall	be	completed	 in	 triplicate.	One	copy	shall	 remain	
at the health facility for entry into the DHIS2 system, the original goes to the 
relatives of the deceased while the third copy goes to NIRA. From the district 
level the completed MPDSR forms from the district health facilities are entered 
into the DHIS2 and the data is then submitted to the national level. Similarly 
data from the regional referral hospitals is entered into DHIS2 and submitted to 
national level  

NB; At the district/regional level, the designated person responsible for data 
management	should	fulfil	the	following	roles:	

•	 collect data, 
•	 enter and edit data, 
•	 assess and evaluate quality of data, 
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•	 support the analysis and interpretation of data by the MPDSR 
committees,

•	 support preparation of the data reports and
•	 Share	findings	with	key	stakeholders

At national level, the above responsibilities will be undertaken by a designated 
team at the resource center in collaboration with relevant departments or 
divisions

Figure 5.2: MPDSR National Data Flow 
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5.2.2 Zero reporting 
A	greater	 risk	 is	 that	 the	MPDSR	process	 is	not	 efficiently	 implemented,	 and	
facilities or higher level committees start to neglect weekly and monthly reporting. 
Like with the surveillance of other health conditions, an MPDSR report must 
be	filled	 out	 every	week	and	month,	 even	 if	 there	have	been	no	deaths.	 This	
demonstrates that there is regular process of checking for deaths. ZERO reporting 
refers	to	ensuring	all	data	abstraction	and	aggregation	tools	are	filled	out	and	
sent on time, EVEN when no maternal deaths have occurred 

Reporting ZERO shows attention to the issue and proactive tracking of maternal 
mortality. Submitting no reports suggest that the MPDSR is not functioning or 
the issue is neglected. Reporting should be an active process, even when there 
have been no deaths. 

Silent areas are geographical locations (villages, zones) or facilities at any level 
that do not report or consistently report no maternal deaths. Silent areas could 
mean no deaths occurred, but they could also be a potential warning sign of 
poor compliance with MPDSR. Health facility or District review committees are 
responsible for further investigation. Additional support or training may be 
required for health workers in such areas
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5.2.3 MDPSR data storage and integration at national level
One of the aims of submitting MPDSR data to the national level is to integrate the 
MPDSR into Integrated Disease Surveillance Response (IDSR) module which is 
aligned with the existing healthcare data management system (DHIS2) to provide 
real time data for response. The integration of this MPDSR data into the existing 
DHIS2 platform aims at achieving the following;

1. To aggregate district data which generates the national indicators

2. To generate information and guide interventions (Clinical)

3. To utilize data for quality & process improvement 

4. To identify gaps that need critical interventions

5. To monitor progress

6. To inform planning 

7. To establish trends over time & measure progress 

5.2.4 Challenges of data integration process:
•	 Internet	connectivity

•	 Training	&	capacity	building

•	 Failure	to	utilize	data	is	a	challenge	to	continous	data	collection

•	 Attitude	of	staff	at	all	levels

•	 Computing	equipment	and	tools

•	 Buy	in	from	stakeholders	

•	 Inadequate	Staffing

•	 Parallel	reporting	mechanisms

5.3 Data aggregation and analysis 
Data aggregation is a process in which information is gathered and expressed 
in a summary form whereas data analysis is the process of examining raw data 
to establish common trends to guide future prevalence and appropriate actions

Data aggregation and analysis for the MPDR data can be done at different levels 
including at the community level, health facility, district, regional and national 
levels of healthcare service delivery. 

5.3.1 Who is responsible for data aggregation and analysis at 
different levels

At the community level, the VHT will be responsible for aggregating deaths of 
WRA and perinatal deaths. 
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At	the	health	facility	the	HMIS/records	officer	shall	aggregate	and	analyze	data	
in order to inform health facility interventions. 

At	 the	 district/regional	 level,	 the	 biostatisticians	 and	 HMIS	 officers	 are	 the	
designated persons responsible for data management.

5.3.2 How should analysis be done 
Data aggregation and analysis for maternal and perinatal death reviews should 
be guided by the data analysis plan to identify problems in the system that may 
contribute to deaths. The data analysis plan includes all the following;

•	 Establishing	medical	and	obstetric	causes	of	death.	

•	 Establishing	the	non-medical	factors	that	are	related	to	the	death

•	 Assessing	the	quality	of	care	provided	to	the	mother	and	the	newborn	

•	 Determining	if	the	death	was	avoidable

•	 Making	recommendations	for	action

Interpretation of MPDSR data should be both qualitative and quantitative at all 
levels to inform appropriate actions.

5.3.3 What should be aggregated and analyzed at different levels 

5.3.3.1 Facility level analysis

All facilities should know their number of maternal and perinatal deaths during a 
specified	period	and	each	should	be	able	to	report	on	the	causes	of	deaths.	Trends	
in maternal and perinatal deaths that occur in the facility can be determined 
over time. Any facility maternal and perinatal deaths should trigger a response. 
Facility level, analysis will initially focus on individual cases to identify cause 
and the contributing factors to the death. Maternal and perinatal death review 
forms have been designed to collect the minimum information that would be 
used by the facility MPSR committee to 

1. Ascertain the medical and obstetric causes of death 

2. Establish medical factors that may contribute to the death

3. Establish the non-medical factors that are related to the death

4. Assess the quality of care provided to the mother and the newborn 

5. Determine if the death was avoidable

6. Make recommendations for action

While this is largely qualitative, the MPDR committees should have an analytic 
plan that would help in making decisions. 
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Ascertaining the medical cause of death

The	WHO	ICD	10	classification	provides	a	standard	platform	for	coding	causes	
of death. This helps to compare cause of death (COD) information for aggregated 
data from different localities. Currently, the Ministry of Health has adapted a 
simplified	form	based	on	the	ICD	10	for	use	in	coding	and	appended	it	on	the	
maternal death review (MDR) form. This can be reviewed or expanded once the 
country has adopted ICD10 coding for all diseases. It is preferable that the ICD10 
coding can be completed by a medical practitioner that is trained or aware of the 
ICD 10 coding for Maternal Mortality (WHO, 2012)

Establishing medical factors that may contribute to the death
Medical factors that may have contributed to death may include quality of care 
issues, Health worker and health system failures. This kind of analysis allows 
one to consider remedial clinical action- such as training of health workers, 
skills building, provision of protocols and guidelines. Health system failures may 
include blood shortages, Health worker shortages or lack of facilities

Non-medical factors that are related to the death
Understanding that maternal deaths may be a result of non-medical reasons is 
important in addressing causes of maternal death. For example geographical 
access, affordability and attitude may all have a role in delay of mothers to get to 
the health facility in time. Non-medical factors can be considered using the three 
delays model. Tables 5.4 and 5.5 show the examples of contributory factors that 
may constitute any of the delays.  

Table 5.2: Contributing factors to maternal deaths in Uganda

Delay Factors contributing to maternal deaths

Delay 1
Delay in seeking care

Delay in Woman Seeking Help 
Lack of partner support
Refusal transfer to higher facility
Refusal of treatment or admission

Delay 2
Delay in reaching Health 
facility

Lack of Transport from home to HF
Lack of transport between facilities

Delay 3
Health  System  Related

Lack of Blood, Supplies & commodities
Inadequate health staff
Absence of critical human resource
Herbal Medication
Staff lack expertise
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Table 5.3: Contributing factors for perinatal deaths

Category Underlying  Factors

Health  Personnel  
Related 

Absence of Critical Human resource 
Inadequate number of staff
Lack of expertise 
Staff misguided  Action
Staff non action 
Staff oversight 
Others 

Personal / Family/
Woman factors 

Delay in seeking Help
Herbal medication
Lack of Partner support
Refusal of treatment 

Health Service Health communication break down
Lack of  blood products, supplies  and 
consumables 
Lack of resuscitation equipment 

Logistical  System Lack of transport  from home to health facility 
Lack of  transport from health facility to facility
Poor Documentation

Determine if the death was avoidable
A	 maternal	 death	 can	 be	 classified	 as	 avoidable	 where	 it	 might	 have	 been	
avoided by a change in patient behaviour, provider/institutional practices, 
or health-care system policies (WHO, 2013).  Assessment should be based on 
consideration of the current obstetric care norms and available resources at 
each level of care in addition to assessing family or community factors. The 
MPDSR committees members and health workers should be aware of the current 
Standard Operating Procedures (SOPs), clinical management guidelines (UCG, 
2012), the Reproductive health standards and guidelines. On the overall, the 
HFQAP has a number of maternal and newborn care standards that need to be 
achieved and maintained.

Estimating the number of maternal and perinatal deaths at the facility
The number of deaths at a facility will relate to the number of deliveries that 
occurred at that institution. Table 5.2 and 5.3 gives a rough guide on how to 
estimate the expected number of deaths per facility in a given period of time. 
These estimates can be used for comparison to determine if the observed death 
rate a facility is within expected range. 
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Table 5.2: How to estimate number of maternal deaths at a health facility

Deliveries Expected number of deaths at given maternal mortality ratio 
(per 100,000 live births)

(a)
Per 
week

(b)
Per year
(a x 52)

(c)
200
(b*200/100,000)

(d)
400
(b*400/100,000)

(e)
600
(b*600/100,000)

(f)
800
(b*800/100,000)

3 156 0.31 0.62 0.94 1.25

5 260 0.52 1.04 1.56 2.08

7 364 0.73 1.46 2.18 2.91

10 520 1.04 2.08 3.12 4.16

15 780 1.56 3.12 4.68 6.24

*Calculated as Expected number facility MDs = (maternal mortality ratio) × (no. of deliveries per year)

N.B Currently the MMR for Uganda id 336/100,000 live births (UDHS 2016)

Table 5.3: Expected number of facility-based perinatal deaths (stillbirths and deaths in the  
first week of life) at various levels of mortality

Births Expected number of deaths for a range of in-facility 
perinatal mortality rates

Per week Per year 20 30 40 50

3 156 3 5 6 8

5 260 5 8 10 13

7 364 7 11 15 18

10 520 10 16 21 26

15 780 16 23 31 39

20 1040 21 31 42 52

25 1300 26 39 52 65

30 1560 31 47 62 78

40 2080 42 62 83 104

50 2600 52 78 104 130

75 3900 78 117 156 195

100 5200 104 156 208 260

*Calculated as: Expected number = (perinatal mortality rate) x (no. of deliveries per year)/1000. 
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5.3.3.2 District/ Regional /National level Analysis

At the district, regional  and national levels, aggregated data will be used to 
provide information on the causes of death and identify the subgroups that are 
at highest risk. Studying of the emerging data patterns will help in prioritisation 
of interventions /response. Annex 15 and 16 provide guide that could be used 
for analyzing and summarising MPDSR data and annex 17 provides a reporting 
template for MPDSR reports from district or region to the national level.

Descriptive analysis in death review data
Analysis of maternal and perinatal death review data should focus on prioritizing 
potential areas for action for example;

•	 Cause	of	death

•	 Patterns	of	cause	of	death

•	 Sub	group	analysis	for	high	risk	populations	e.g.	adolescents

•	 Place	of	death

•	 Identifying	gaps	in	healthcare	provision

•	 Geographical	areas	or	facilities	where	most	deaths	are	occurring

Further analysis of causality of death or underlying factors to death will be 
important in informing  what nature of the response is required. 

5.4 Who can use mpdsr data?
All MPDSR data must be used at the source (points of data collection) to improve 
the quality of healthcare delivery to save mothers and babies and should be timely 
submitted	to	the	higher	levels	for	immediate	response.	Timely	identification	of	
underlying causes of perinatal and maternal deaths should be a priority for all 
stakeholders. 

Every person interested in strengthening maternal and child health interventions 
(Health workers, decision makers, opinion leaders, champions, funders, …) can use 
the MPDSR data. These will include decision makers and maternal and child health 
advocates. Examples of categories of people likely to use MPDSR data include;

•	 Community	leaders,	
•	 District	leaders
•	 National	leaders
•	 Development	partners
•	 Public	sector
•	 Civil	society
•	 Inter	religious	councils	and	cultural	leaders	
•	 Other	line	ministries
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CHAPTER 6: RESPONSE AND DISSEMINATION 

6.1. Response
Taking action to prevent maternal and perinatal deaths is the primary objective 
of MPDSR. Response has been the weakest part of the MPDSR cycle. Figure 6.1 
summarizes	the	key	process	in	responding	to	the	identified	gap.	

Figure 6.1: MPDSR response process

In	most	reviews,	multiple	problems	will	be	identified	and	a	number	of	potential	
actions may be recommended. The type of action will depend both on the level 
where	decisions	are	being	made	and	the	timing	of	the	response	(figure	6.2).	Some	
responses may be:

a)	 Immediate:	The	MPDSR	team	identifies	gaps	that	need	to	be	addressed	
quickly in both health facilities and communities.   Health facility 
improvements are largely improvement in the quality of care that is being 
provided at the facility, ensuring availability of emergency services by 
skilled providers and in the health systems.

b)	 Periodic response: Periodic responses are usually provided after monthly, 
quarterly or annual reviews and will be based on the aggregated data 
analysis from Health facility, district and national levels. 
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c)	 Annual response; Uganda is implementing the safe motherhood week 
annually, slated for 17th October every year. Government expects every 
district to conduct safe motherhood related activities within that week. 
To address underlying obstetric causes of maternal and perinatal deaths 
(Check ICD 10 coding) ***and undertake related activities to ensure 
women have access to comprehensive reproductive health services and 
their rights upheld. Advocacy events call on various stakeholders to 
include politicians, civil society, private sector, religious, cultural leaders 
and the community especially men to commit to addressing health care 
systems challenges to improve emergency obstetric and neonatal care, 
increase funding and long-term commitment to improving reproductive, 
maternal and neonatal health.

Figure 6.2: Main dimensions for a phased introduction of MDSR system
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6.2 Response/Action Levels:

6.2.1 Community level
•	 Creating	awareness	on	the	need	for	skilled	care	for	all	pregnancies	and	

on danger signs in pregnancy, Labour and delivery. Addressing traditions 
and beliefs that are inhibiting health seeking behaviors

•	 Devise	mechanisms	for	having	a	pooled	fund	that	can	be	borrowed	from	
by community members at occurrence of a maternal related emergency.

•	 Establish	a	mechanism	to	transport	mothers	to	the	health	facility	without	
delay
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•	 Avoid	or	prevent	traditional	practices	such	as	early	marriage,	FGM,	among	
others.

•	 Strengthen	a	working	relationship	between	the	VHT	&	HF	to	ensure	births	
are conducted at the HF level; the community is always encouraged to 
always refer to the nearby HF. The communities should be encouraged to 
identify and address the factors that are associated with delays (1 and 2) 
and implement community led solutions.

6.2.2 Health facility level
•	 Equip	providers	with	the	needed/appropriate:	knowledge	and	skills	to	

prevent manage, refer mothers with complications when necessary.

•	 Avail all essential equipment and supplies that are needed for maternal 
and newborn health.

•	 Establish a “no blame principle” with all health care workers, this is a 
collective responsibility for all.

•	 Improve on the existing referral system and communication within the 
community for RMNH, using community led initiatives.

6.2.3 District level/HSD
•	 Devise strategies to address barriers to health seeking behaviours such 

as through using community dialogues. 

•	 Avail transport means such as tricycle or a reliable and affordable 
ambulatory system for referral of maternal emergencies.

•	 Establish	linkages	with	other	inter	-sectoral	offices	to	address	maternal	
and newborn health issues

•	 Ensure	adequate	staffing	of	health	facilities	with	appropriately	skilled	
health workers

•	 Support community initiatives for saving mothers giving life led by the 
community.

•	 Equip facilities with all essential supplies and equipment and core staff 
with the required skill mix.

•	 Establish a platform to organize development partners for resource 
mobilization

•	 District leadership should ensure functionality of health facilities 

•	 Ensure functional MPDSR committees among all local governments led 
by the DHO.
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•	 Mobilize resources for the MPDSR interventions.

•	 Provide regular reporting and feedback mechanism.

6.2.4 National level
•	 Produce guidelines, and implementation frame work for RMNCAH 

•	 Ensure availability of adequate essential RH commodities

•	 Provide guidance on standards and protocols. 

•	 Strengthen ambulatory services.

•	 Strengthen inter-sectoral collaboration to address maternal and newborn 
health problems

•	 Ensure adequate funding for maternal and newborn health

•	 Coordinate and organize with development partners for resource 
mobilization

•	 Adopt new funding innovations to address funding inadequacies for RH.

•	 Strengthen national MPDSR committee to provide leadership and support 
lower level committees to function optimally. 

•	 Conduct research for appropriate RH technologies for HF

•	 Ensure availability of appropriate human resources for RH.

6.2.5 Other stakeholders
•	 All	 stake	 holders	 including	 Interreligious	 councils,	 Schools,	 development	

partners, health councils, cultural leaders and other collaborating partners; 
to advocate, support and mobilize resources for RMNCAH.

6.3 Implementing the response 
The plan for responding the will be based on the PDSA cycle for quality 
improvement especially at the health facility level. The process of improving the 
quality	of	care	is	based	on	the	gaps	identified	and	the	recommendations	made	
should utilize the Plan-Do-Study-Act (PDSA) cycle. The PDSA cycle describes a 
step by step process of introducing a change to address a gap. 

The MPDSR process is a continuous-action cycle that is designed to provide 
real-time, actionable data on the following attributes of maternal and perinatal 
mortality; causes of death and attributable/contributing factors. The resultant 
analysis/findings	 and	 recommendations	 should	 be	 used	 to	 plan	 appropriate	
and effective preventive actions. The recommendations so derived will form the 
basis for the development of effective data-driven intervention aimed at reducing 
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maternal/perinatal morbidity and mortality with well laid out output/outcome 
indicators.

Figure 6.3 Approach of implementing an MPDSR Response- PDSA Cycle
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The committee will then prioritize recommendations for action. The avoidable 
factors that contributed to deaths and their medical causes will fall in different 
building blocks of the health systems*. Recommendations will be addressing 
accessibility, availability, skills, resources, attitude or infrastructural needs 
among	 others.	 Target	 actions	 will	 be	 prioritized	 according	 to	 the	 identified	
problem and must have: a timeline, responsible person, and how it will be done. 
The action plan is provided in the template in annex 13.  The actions developed, 
should	be	SMART	(specific,	measurable,	achievable,	realistic	and	time	bound).	It	
is important to ensure regular check on progress through the scheduled MPDSR 
committee meetings and in QI improvement teams. It is important to check on 
progress of the planned intervention by collecting, analysing data for decision 
making. 

6.4  BABIES Matrix for determining responses for perinatal 
deaths

Perinatal deaths occur and usually do not undergo clinical or and perinatal 
death review.  The BABIES Matrix is a tool that provides on-going data on the 
magnitude of perinatal death on a daily basis and can be used by the midwives. 
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The BABIES Matrix; “Birth Weight and Age at death Boxes for an Intervention 
and Evaluation System (BABIES)”, is a table designed to provide information on 
deaths of babies in the perinatal period using birth weights and the period when 
the	deaths	occur	either	Antenatal,	Intrapartum	and	Postpartum	–	within	the	first	
week of life.

This	tool	 is	a	simplified	method	 for	collecting	and	displaying	data	using	birth	
weight and time of death (stillbirth, newborn deaths).  The data is used to triage 
deaths that need Perinatal Death Review and also provide information on what 
interventions to address MSBs, FSBs and ENNDs and Data quality issues.

This matrix works on the basis that every pregnancy and birth/baby matters and 
should be counted and protected. In the BABIES Matrix, after a training, health 
workers use of Tally sheets in the facility to collect data from maternity registers 
through individual counting of deaths and entering them on the monitoring 
board on a daily basis. The data is entered and analyzed on a monthly basis and 
reports are written highlighting progress

A further investigation of deaths is done including interpreting data and linking 
it to intervention packages in 

i) Pre pregnancy

ii) During pregnancy (before labour)

iii) During delivery

iv) Postpartum

v) Infancy

Specific	recommendations	are	then	made.

Table 6.1: BABIES matrix
 

Birthweight 
Group 
(Grams) 

Time Period / Age at Death  

 
Missing 
Outcomes 

Total 
 
Macerated 
= During 
Pregnancy 
 

Fresh  
= During 
Delivery 

 
Pre-
Discharge 

Alive at 
Discharge 

 
<1499       

 
1500-2499       

 
>2500       

 
Missing 
Weights 

      

 
Total       
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Box 4: Guiding principles for response 

	 Start	 with	 the	 avoidable	 factors	 identified	 during	 the	 review	
process 

 Use evidence-based approaches 

 Prioritize (based on prevalence, feasibility, costs, resources, 
health-system readiness, health impact) 

 Establish a timeline (immediate or short, medium, or long-term) 

 Decide how to monitor progress, effectiveness, impact 

 Integrate recommendations within annual health plans and 
health-system packages 

 Monitor to ensure that recommendations are being implemented

Table 6.2:  Prevention and management of common causes of maternal death: evidence-based 
medical interventions at different levels

Cause/
Condition

Referral/first level facility 
Interventions

Community Interventions

Postpartum 
haemorrhage 

a) Prophylactic uterotonics 
to prevent postpartum 
haemorrhage

b) Active management of third 
stage of labour to prevent 
postpartum haemorrhage

c) Uterine Massage 

d) Uterotonics

e) Manual removal of placenta

f) Non-pneumatic anti-shock 
garment as a temporizing 
measure until substantive 
care is available 

a)  Prophylactic uterotonics 
to prevent postpartum 
haemorrhage 

b)  Uterine Massage 

c)  Uterotonics 

d)  screen for history previous 
PPH

e)   counselling on limiting 
parity/provide opportunity 
for family planning

Hypertension in 
pregnancy 

a)  Calcium supplementation 
in pregnancy 

b)  Low dose aspirin for the 
prevention of pre-eclampsia 
in high risk women 

c)  Use of antihypertensive 
drugs for treating severe 
hypertension in pregnancy 

d)  Prevention and treatment 
of eclampsia e.g. use of 
magnesium sulphate

a)  Calcium supplementation 
in pregnancy 
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Unintended 
pregnancy 

a)  Counseling and provision 
of family planning: 
barrier methods, oral 
contraceptives, emergency 
contraceptives, hormonal 
methods, implants, 
intrauterine devices, and 
surgical contraception. 

b)  Availability and provision of 
safe abortion 

c)  Provision of post abortion 
care 

Counseling and provision 
of family planning: barrier 
methods, oral contraceptives, 
emergency contraceptives, 
hormonal methods. 

Sepsis a)	 Antibiotics for management 
of preterm pre-labour 
rupture of membranes 

b)	 Induction of labour for 
management of pre-labour 
rupture of membranes at 
term 

c)	 Prophylactic antibiotic for 
caesarean section 

d)	 Detection and management 
of postpartum sepsis 

e) Ensure enough supplies 
and mama kits

f) Encourage use of antiseptic 
wash for cleansing

a)	 Discourage use of herbal 
medicines introduced in 
the birth canal during 
labour

b)	 Discourage interventions 
by TBAs during labour

Obstructed 
labour (and 
associated 
complications, 
e.g., sepsis, 
haemorrhage) 

a)	 Caesarean section

b)	 Antibiotic therapy 

c)	 Blood transfusion 

a)	 Immediately labour begins 
mothers should be referred 
to the health.

b)	  Communities be informed 
that every pregnancy 
carries a risk, therefore 
mothers must be taken 
to a HF as soon as labour 
begins

c)	 Families need to save 
money for transportation at 
time of birth

d)	 Husbands should be 
available to support the 
mothers in labour



50 Maternal and Perinatal Death Surveillance and Response Guidelines 2017 Maternal and Perinatal Death Surveillance and Response Guidelines 2017

Indirect causes 
of maternal 
mortality 

a)  Provide essential package 
antenatal care (Focused  
ANC) 

b)  Prevention and 
management of sexually 
transmitted infections HIV 
for elimination of Mother-
to-Child Transmission 
(eMTCT) of HIV 

c)  Prevention and 
management of malaria in 
pregnancy; intermittent 
preventive treatment (IPT) 
prophylactic antimalarial 
and provision and 
promotion of Insecticide 
Treated Nets (ITN)

d)  Treatment of simple 
malaria cases 

e)  Treatment of complicated 
malaria cases 

e)  Social support during 
childbirth 

f)   Screening for and 
management of signs/
symptoms of domestic 
violence and sexual assault 

g)  Prevent, measure, and treat 
maternal anaemia 

h)  Treatment of severe HIV 
infection (ART). 

a)	 Encourage individuals 
and couples in the 
communities to report 
early for treatment of STIs 
and prevention of Mother-
to-Child Transmission 
(PMTCT) of HIV 

b)	 Prevention and 
management of malaria 
in pregnancy including 
prophylactic antimalarial 
and provision and 
promotion of Insecticide 
treated Nets

c)	 Encourage pregnant 
women to carry drinking 
water for taking medicines 
given in ANC

d)	 Encourage families to have 
a healthy diet (complete, 
adequate	and	sufficient)	

6.3 Response at District Level
The	DHO’s	office	must	be	notified	that	a	maternal/perinatal	death	has	occurred.	
The	DHO	should	 follow	up	on	all	 the	notified	deaths	 that	occurred	 to	ensure	
that a review is done within 7 days. After receiving the review reports from the 
health facilities, the DHO shall compile a summary report and disseminate it to 
the District Maternal Perinatal Death Surveillance Committee, DHMT, District 
Council, and other stakeholders on a quarterly basis. The district stakeholders 
will identify the necessary interventions based on the recommendations and 
appoint responsible persons for the interventions. 
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In order for the national level to compile an annual MPDSR report, copies of the 
summary report will be submitted to the national level. Copies of the MPDSR 
forms will be entered at the district level by the biostatistician and a hard copy 
will be submitted to the national level.

6.4 Response at the Regional Level
The regional referral hospital MPDSR committee shall be responsible for conducting 
confidential	inquiries	on	selected	maternal	deaths.	The	recommendations	arising	
from	the	Confidential	 Inquiries	will	be	used	to	guide	specific	response	 that	 is	
required	within	the	specific	area.	Depending	on	a	case	by	case,	representation	of	
members in the meeting will vary according to where the death occurred.  
At the regional level there should be a bi-annual MPDSR meeting to discuss and 
follow up on selected cases of MPDSR reports accruing in the region so that a 
regional response can be generated. The role of the regional committee shall be 
to identify capacity gaps and address them. They should ensure that proposed 
actions are implemented in a timely manner (M&E function)

6.5 Response at National level
Using evidence from the districts, the National MPDSR committee shall convene 
quarterly	 meetings	 to	 review	 status	 and	 specific	 actions	 that	 need	 to	 be	
implemented based on the recommendations within the various reports. The 
national	MPDSR	committee	will	constitute	confidential	inquiry	teams	to	review	
selected	maternal	and	perinatal	deaths	based	on	the	specific	report.	The	National	
MPDSR committee shall ensure that the annual MPDSR report is published, 
disseminated and relevant action taken. Therefore it will also be responsible for 
mobilising	resources	for	addressing	some	of	the	gaps	identified	at	lower	levels.	
The National MPDSR committee is responsible to ensure that the necessary 
MPDSR tools are available at different levels. The National MPDSR committee 
shall conduct periodical mentorship and supervision to the regional and district 
levels to ensure functionality of the committees. The MoH through the National 
MPDSR committee and other departments of the ministry will work with NIRA to 
operationalize the CVRS. 

6.6 Resources required for implementing MPDSR
•	 Funds	to	support	training	and	continuous	mentoring	of	health	care	

workers.

•	 Funds	to	convene	quarterly	review	meetings,	technical	assistance	will	be	
called upon to support on-going processes as found necessary. 
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•	 Dissemination	of	MPDSR	guidelines

•	 Provision	of	data	collection	and	reporting	tools,

6.7  Roles and responsibilities of the national MPDSR 
committees

•	 sensitization	 of	 different	 stakeholders	 to	 create	 a	 more	 conducive	
environment for maternal and perinatal death reviews and response;

•	 Advocacy	and	resource	mobilization	

•	 Scaling	up	lessons	learnt	from	local	and	international	initiatives.

•	 Ensure	that	response	actions	generated	from	MPDSR	data	are	implemented	
and reviewed to assess improvement in maternal and newborn health.

•	 Provision	and	maintenance	of	functional	blood	banks	in	all	health	
facilities 

•	 integrate	demand	creation	activities	to	improve	uptake	of	ANC	and	
maternal survival.

•	 Involving	different	stakeholders	like	AOGU,	WHO,	UNFPA,	UNICEF,	NGO,	
CSOS, FBOS, medical and councils, parliamentarians, political leaders, 
cultural leaders in legislation

•	 Develop	an	integrated	action	plan	to	address	the	recommendations	from	
the districts

6.8 Dissemination of MPDSR results
Maternal perinatal death surveillance and response is a quality improvement 
process that is aimed at addressing common avoidable factors leading to 
maternal and perinatal deaths. Recommendations arising from the process need 
to be packaged into key messages and actions to be disseminated for action at 
different service levels. Findings and recommendations should always be fed 
back to the various levels communities from where the death occurred for their 
specific	actions	

Periodic reporting on both facility and community deaths informs planning for 
maternal and neonatal health services and contributes to bringing on board new 
evidence based interventions. 

The annual report will provide information on causes and underlying factors 
of maternal and perinatal deaths, proposed recommendations and responses 
which feed into the annual health sector performance report. At dissemination, a 
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wide scope of stakeholders should be involved and constructive feedback should 
be done aiming at emphasizing ways of improving services.

At dissemination health workers/staff should be given an opportunity to comment 
on	the	findings	and	give	suggestions	on	how	future	reviews	could	be	improved.	

At the dissemination meeting the following should be considered. 

•	 A written MPDSR report

•	 Invite all relevant stakeholders including funding agencies, decision 
makers, technocrats and champions.

•	 Consider the recommendations critically for ultimate, actionable and 
timed intervention. 

•	 Cause consensus over the next steps.

•	 Establish modalities for further dissemination at lower level

Dissemination	of	MPDSR	findings	should	be	conducted	at	different	levels.	

Special considerations should be made to engage media fraternity and civil 
society advocacy groups during dissemination. For instance special training will 
have to be undertaken for these groups to report appropriately.

Table 6.3 shows the different levels at which dissemination of MPDSR information 
including response can be done as well as the different approaches that can be 
used for dissemination.

Table 6.3: Showing different levels for dissemination of MPDSR information

LEVEL TARGET/ACTION(S)

Community Community meetings, thematic seminars/workshops, training 
programs, printed reports, posters, text messages, video clips, 
religious fora

Health facility Health unit management meeting, continuous medical 
Education sessions, seminars, reports

District Reports,	statistical	publications,	scientific	articles,	professional	
conferences, training programs, constituency meetings

Regional Regional RMNCAH meetings/assemblies, MPDSR/QoC 
meetings

National Statistical	 publications,	 Scientific	 articles,	 Professional	
conferences, Press releases, Media, Websites, Newsletters 
and bulletins, Fact sheets, Posters, Video clips, Parliamentary 
forum for MPDSR, RMNCAH assembly, Joint review meetings, 
Regional MPDSR progress reports to WHO based on reporting 
status of indicators.
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CHAPTER 7: MONITORING AND EVALUATION OF 
MPDSR SYSTEM

Monitoring and evaluation of MPDSR is about ensuring that major steps in the 
system are functioning adequately and that the process of conducting maternal/
perinatal death reviews is improving with time. A monitoring framework with 
indicators is provided in Table 7.1 below and will be assessed annually. 

Areas to be monitored should include functionality of the system itself, the 
timeliness of information and coverage of the system. Monitoring of MPDSR 
system should be carried out at all levels i.e. national, regional and district. The 
ultimate goal is that every health facility will be conducting MPDSR whenever a 
maternal/perinatal death occurs.

Periodic evaluations are important especially if the indicators demonstrate that 
some of the steps in the MPDSR process are not reaching expected targets and 
also when maternal and perinatal mortality is not decreasing

7.1 Monitoring and Evaluation at Health facility level
Monitoring and evaluation for MPDSR aims at improving the health system 
through ensuring that MPDSR recommendations are implemented and are on 
track. Therefore, correctly responding to some of the recommendations will 
involve enhancing health worker skills and improvement of the quality of care in 
MCH so as to have an impact on health outcomes. Health facilities should be able 
to collect MPDSR data and use it at source for implementing MPDSR response. 

7.2 Monitoring and Evaluation at District
The	DHO’s	office	needs	to	be	notified	together	with	the	MOH	with	24	hours	of	
every	death	that	occurred.	On	Notification,	the	DHO	should	follow	up	on	all	the	
deaths that have occurred to ensure that a review is done within 7 days. DHO 
will compile summary MPDSR reports from the health facilities to be submitted 
to various action centres

Monitoring	and	Evaluation	for	MPDSR	will	be	reflected	in	the	RMNCAH	scorecard	
which	captures	and	analyses	RMNCAH	data	 in	the	DHIS2.	 Indicators	specific	
to	MPDSR	 in	 the	 scorecard	 include;	notification	 rate,	 functionality	of	MPDSR	
committee, common cause of maternal and perinatal deaths, health facility 
maternal and perinatal deaths and the number of maternal or perinatal deaths 
reviewed. These indicators are directly related to the quality of care for RMNCAH. 
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Using the scorecard the DHMT will be able to rank and prioritize MPDSR needs 
in consideration of the available resources. 

7.3 Monitoring and evaluation at regional 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 new-born health care. The regional MPDSR committee 
will be based at the RRH and it will be the Technical-lead on the MPDSR process 
in the region.

The Regional Referral hospitals are responsible for conducting periodic 
confidential	 inquiries.	 The	aim	of	 the	 independent	 confidential	 inquiries	 is	 to	
ensure that the health facilities are correctly carrying out the MPDSR process 
through mentorship. 

At the regional level;

•	 There should be a bi-annual MPDSR meeting to discuss and follow up on 
all the MPDSR reports occurring in the region so that a regional response 
can be generated.

•	 Health workers should aim at reviewing all perinatal deaths, make 
recommendations	 and	 actions	 and	 report	 to	 the	 DHO’s	 office.	 Where	
perinatal/neonatal deaths are many, selection of perinatal deaths may 
take into consideration early neonatal deaths and FSB. For the MSBs, 
facilities can actually review a sample. 

•	 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 has been synthesized 
and the report disseminated.

7.4 National level
The national MPDSR shall orient the region and the districts on the monitoring 
indicators and targets for MPDSR and distribute the scorecard (template) annually 
for capturing the indicators that each level is responsible for. It is important 
that each level is aware of the indicators upon which their performance shall be 
assessed annually.  
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7.5 Areas to be monitored at national level
The national level will ensure that:

•	 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	MPDSR

•	 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	

7.6 Framework for monitoring and evaluation 
Monitoring and evaluation (M&E) of the MPDSR system itself is necessary 
to ensure that the major steps in the system are functioning adequately and 
improving with time. Assessing the timeliness of the information and the coverage 
of the system is also important. Monitoring of the MDSR system is carried out 
primarily at the national level. However, some of the indicators are also pertinent 
to the district level and permit assessments of whether the system is improving.

Table 7.1: Showing the framework with indicators for monitoring MPDSR

Indicator Target Means of verification

•	 Overall system indicators
  Maternal	death	is	a	notifiable	event

Yes IDSR reports

Perinatal	death	is	a	notifiable	event Yes IDSR reports

•	 National maternal and perinatal death 
surveillance and response committee exists 
that meets regularly

Yes
At least quarterly

Minutes 

•	 National maternal and perinatal mortality 
report published annually

Yes Annual MPDSR report
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•	 % of districts with functional maternal 
perinatal death surveillance and response 
committees

100%

•	 % of districts with someone responsible for 
MPDSR

100%

Identification and notification
Health facility:

•	 All maternal and perinatal deaths are 
reported

•	 % within 24 hours

Yes
>90%

Survey

Community:
•	 % of communities with ‘zero reporting’ 

monthly
100% District MPDSR 

reports
•	 %	of	community	maternal	deaths	notified	

within 48 hours
100% District MPDSR 

reports

•	 %	of	community	perinatal	deaths	notified	
within 48 hours

100%

•	 % of community maternal deaths reported 
within 1 week

>80% Survey

•	 % of community perinatal deaths reported 
within 1 week

>80% Survey

•	 % of community maternal deaths reviewed 
within 1month

>90% Survey

•	 % of community perinatal deaths reviewed 
within 1month

>90% Survey

• District
 % of expected maternal deaths that are 

notified
>90% HMIS report

•	 % of expected perinatal deaths that are 
reviewed

90% Surveillance report

Review
Health facility
• % of facilities with MPDSR committee 100% Program reports

•	 % of health facility maternal deaths 
reviewed

100% MPDSR report

•	 % of health facility perinatal deaths 
reviewed   (early neonatal and still births)

50% MPDSR report

•	 % of Verbal autopsies conducted for 
pregnancy   related deaths

100% Survey

•	 % of reviews that include recommendations >90% survey
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Community

• % of verbal autopsies conducted for 
pregnancy related deaths     

>90% Survey

- District MPDSR committee exists Yes Reports

- and meets regularly to review facility 
and community deaths

At least quarterly Minutes

•	 % of reviews that included community 
participation and feedback

10% Reports

• Data Quality Indicators
	 Cross-check data from facility and 

community on same maternal death
5% of deaths 
cross-checked

Survey

•	 Sample of WRA deaths checked to ensure 
they	are	correctly	identified	as	not	maternal

15% of WRA 
rechecked

Survey

Response
Facility
% of committee recommendations that are 
implemented

>80% Survey

quality of care recommendations >80% Survey

other recommendations >80% Survey

District
% of committee recommendations that are 
implemented

>80% Survey

Reports
National committee produces annual MPDSR 
report

Yes Reports (AHSPR, 
MPDSR, HSDP, etc)

Reports 
District committee produces annual MPDSR 
report
and discusses with key stakeholders including 
communities

Yes

Impact
Quality of care
District Maternal mortality ratio(MMR) 50% reduction by 

2020
MPDSR reports

Hospital Maternal mortality ratio 50% reduction by 
2020

Proportion of deaths to WRA that are maternal 50% reduction by 
2020

QI reports

Proportion of maternal deaths by medical cause 
of death 

50% reduction by 
2020

QI Reports

Proportion of maternal deaths with avoidable 
factors

50% reduction by 
2020

QI reports
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7.5 Evaluate to improve the MPDSR system and Quality of care. 
In addition to the monitoring indicators that provide a quick snapshot of whether 
the system is improving, a more detailed periodic evaluation is useful particularly if: 

1) The indicators demonstrate that one or more of the steps in the MPDSR 
process is not reaching expected targets, or 

2)  If maternal or perinatal mortality is not decreasing.  (NB. The main purpose 
of MPDSR is to lead to a reduction of maternal and perinatal deaths, the 
system would be failing if this is not happening)

A more detailed evaluation can also be used to assess whether the system can 
function	more	efficiently.	Ideally,	there	should	also	be	a	periodic	evaluation	of	
the quality of information provided. 

Efficiency

A	periodic	evaluation	should	examine	how	efficient	the	MPDSR	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. 

Effectiveness

Evaluation of effectiveness determines whether; 

•	 The	correct	recommendations	for	action	have	been	implemented,	

•	 If	 they	 are	 achieving	 the	 desired	 results	 and	 if	 not	 and	 the	 challenges	
involved. 

The method to be used for the evaluation will depend on the particular 
circumstances in each community, facility, or health-care system. It starts 
with	determining	whether	 the	specific	MPDSR	findings	and	recommendations	
have been implemented and if they are having the expected impact on maternal 
mortality.

In	addition	to	the	efficiency	and	effectiveness,	there	is	need	to	evaluate	surveillance	
system attributes such as acceptability, timeliness, data quality and suitability.



60 Maternal and Perinatal Death Surveillance and Response Guidelines 2017 Maternal and Perinatal Death Surveillance and Response Guidelines 2017

References 

MOH 2010. Village Health Team. Strategy and Operational Guidelines.

MOH 2011. National Technical Guidelines for Integrated Disease Surveillance 
and Response.

MOH 2015. Maternal and Perinatal Death Review - Uganda.

UBOS 2012. Uganda Demographic and Health Survey 2011. Kampala Uganda:.

UCG 2012. Uganda Clinical Guidelines. National Guidelines for Management of 
Common Conditions.

UGANDA 2013. A Promise Renewed. Reproductive Maternal Newborn and Child 
Health Sharpened Plan for Uganda.

UNFPA	2011.	Uganda	Country	Profile	RMNH.	The	state	of	the	World's	midwifery.

UNITED NATIONS. 2015. Transforming our world: The 2030 Agenda for Sustain-
able Development [Online]. Available: https://sustainabledevelopment.un.org/
content/documents/7891Transforming Our World.pdf [Accessed August 2015].

WHO 2012. The WHO Application of ICD 10 to deaths during pregnancy childbirth 
and the puerperium: ICD-MM.

WHO 2013. Maternal Death Surveillance and Response. Technical Guidance. 
Information for Action to prevent maternal death.

WHO 2014. Trends in maternal mortality: 1990 to 2013. Estimates by WHO, 
UNICEF. UNFPA, The World Bank and the United Nations Population Division.

 



61
M

at
er

na
l 

an
d 

Pe
ri

na
ta

l 
D

ea
th

 S
ur

ve
il

la
nc

e 
an

d 
R

es
po

ns
e 

G
ui

de
li

ne
s 

20
17

Maternal and Perinatal Death Surveillance and Response Guidelines 2017

A
nn

ex
 1

: P
re

gn
an

cy
 v

er
ifi

ca
ti

on
 f

or
m

 (S
cr

ee
ne

r)
Fo

r 
U

se
 w

ith
 A

ll 
D

ea
th

s 
of

 W
om

en
 o

f R
ep

ro
du

cti
ve

 A
ge

 (W
RA

) 1
5-

49
 Y

ea
rs

N
A

M
E 

A
N

D
 P

H
O

N
E 

N
U

M
BE

R 
O

F 
IN

TE
RV

IE
W

ER
: 

D
ES

IG
N

AT
IO

N
:

N
A

M
E 

O
F 

H
EA

LT
H

 F
AC

IL
IT

Y:

D
IS

TR
IC

T:
SU

B-
CO

U
N

TY
:

# 
O

F 
TO

TA
L 

D
EA

TH
S 

TO
 W

RA

(A
)

( B
 )

C 
)

( D
 )

( E
 )

N
o.

D
AY

 O
F 

IN
TE

RV
IE

W
       

dd
/m

m
/y

yy
y

PA
RI

SH
VI

LL
AG

E
N

A
M

E 
O

F 
D

EC
EA

SE
D

AG
E 

AT
 

D
EA

TH
 

(Y
rs

)

D
AT

E 
O

F 
D

EA
TH

    
    

   
dd

/m
m

/y
yy

y

PL
AC

E 
O

F 
D

EA
TH

W
as

 (N
A

M
E)

 
pr

eg
na

nt
 

w
he

n 
sh

e 
di

ed
?

D
id

 s
he

 d
ie

 
du

ri
ng

 c
hi

ld
 

bi
rt

h?

D
id

 s
he

 d
ie

 
w

ith
in

 2
 

m
on

th
s 

aft
er

 
ch

ild
 b

ir
th

?

D
id

 s
he

 h
av

e 
a 

m
is

ca
rr

ia
ge

 
or

 a
bo

rti
on

 in
 

th
e 

2 
m

on
th

s 
be

fo
re

 d
yi

ng
?

IF
 A

,B
, C

 O
R 

D
 =

 Y
ES

 
TH

EN
 N

O
TE

 "
YE

S"

IF
 A

LL
 N

O
 =

 N
O

__
/_

/2
01

_
_ 

_ 
/_

 _
 /

20
1_

1.
H

F/
H

os
p.

1.
 Y

ES
 --

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
 (A

, B
, C

 o
r 

D
)

2.
H

om
e

2.
 N

O
2.

 N
O

2.
 N

O
2.

 N
O

2.
 N

O

3.
O

th
er

3.
 D

K
3.

 D
K

3.
 D

K-
->

 E
3.

D
K-

->
 E

3.
 D

K

__
/_

/2
01

_
_ 

_ 
/_

 _
 /

20
1_

1.
H

F/
H

os
p.

1.
 Y

ES
 --

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
 (A

, B
, C

 o
r 

D
)

2.
H

om
e

2.
 N

O
2.

 N
O

2.
 N

O
2.

 N
O

2.
 N

O

3.
O

th
er

3.
 D

K
3.

 D
K

3.
 D

K-
->

 E
3.

D
K-

->
 E

3.
 D

K

__
/_

/2
01

_
_ 

_ 
/_

 _
 /

20
1_

1.
H

F/
H

os
p.

1.
 Y

ES
 --

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
 (A

, B
, C

 o
r 

D
)

2.
H

om
e

2.
 N

O
2.

 N
O

2.
 N

O
2.

 N
O

2.
 N

O

3.
O

th
er

3.
 D

K
3.

 D
K

3.
 D

K-
->

 E
3.

D
K-

->
 E

3.
 D

K

__
/_

/2
01

_
_ 

_ 
/_

 _
 /

20
1_

1.
H

F/
H

os
p.

1.
 Y

ES
 --

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
 (A

, B
, C

 o
r 

D
)

2.
H

om
e

2.
 N

O
2.

 N
O

2.
 N

O
2.

 N
O

2.
 N

O

3.
O

th
er

3.
 D

K
3.

 D
K

3.
 D

K-
->

 E
3.

D
K-

->
 E

3.
 D

K

A
nn

ex
es

 



Maternal and Perinatal Death Surveillance and Response Guidelines 2017

62
M

at
er

na
l 

an
d 

Pe
ri

na
ta

l 
D

ea
th

 S
ur

ve
il

la
nc

e 
an

d 
R

es
po

ns
e 

G
ui

de
li

ne
s 

20
17

N
o.

D
AY

 O
F 

IN
TE

RV
IE

W
       

dd
/m

m
/y

yy
y

PA
RI

SH
VI

LL
AG

E
N

A
M

E 
O

F 
D

EC
EA

SE
D

AG
E 

AT
 

D
EA

TH
 

(Y
rs

)

D
AT

E 
O

F 
D

EA
TH

    
    

   
dd

/m
m

/y
yy

y

PL
AC

E 
O

F 
D

EA
TH

W
as

 (N
A

M
E)

 
pr

eg
na

nt
 

w
he

n 
sh

e 
di

ed
?

D
id

 s
he

 d
ie

 
du

ri
ng

 c
hi

ld
 

bi
rt

h?

D
id

 s
he

 d
ie

 
w

ith
in

 2
 

m
on

th
s 

aft
er

 
ch

ild
 b

ir
th

?

D
id

 s
he

 h
av

e 
a 

m
is

ca
rr

ia
ge

 
or

 a
bo

rti
on

 in
 

th
e 

2 
m

on
th

s 
be

fo
re

 d
yi

ng
?

IF
 A

,B
, C

 O
R 

D
 =

 Y
ES

 
TH

EN
 N

O
TE

 "
YE

S"

IF
 A

LL
 N

O
 =

 N
O

__
/_

/2
01

_
_ 

_ 
/_

 _
 /

20
1_

1.
H

F/
H

os
p.

1.
 Y

ES
 --

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
 (A

, B
, C

 o
r 

D
)

2.
H

om
e

2.
 N

O
2.

 N
O

2.
 N

O
2.

 N
O

2.
 N

O

3.
O

th
er

3.
 D

K
3.

 D
K

3.
 D

K-
->

 E
3.

D
K-

->
 E

3.
 D

K

__
/_

/2
01

_
_ 

_ 
/_

 _
 /

20
1_

1.
H

F/
H

os
p.

1.
 Y

ES
 --

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
 (A

, B
, C

 o
r 

D
)

2.
H

om
e

2.
 N

O
2.

 N
O

2.
 N

O
2.

 N
O

2.
 N

O

3.
O

th
er

3.
 D

K
3.

 D
K

3.
 D

K-
->

 E
3.

D
K-

->
 E

3.
 D

K

__
/_

/2
01

_
_ 

_ 
/_

 _
 /

20
1_

1.
H

F/
H

os
p.

1.
 Y

ES
 --

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
 (A

, B
, C

 o
r 

D
)

2.
H

om
e

2.
 N

O
2.

 N
O

2.
 N

O
2.

 N
O

2.
 N

O

3.
O

th
er

3.
 D

K
3.

 D
K

3.
 D

K-
->

 E
3.

D
K-

->
 E

3.
 D

K

__
/_

/2
01

_
_ 

_ 
/_

 _
 /

20
1_

1.
H

F/
H

os
p.

1.
 Y

ES
 --

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
 (A

, B
, C

 o
r 

D
)

2.
H

om
e

2.
 N

O
2.

 N
O

2.
 N

O
2.

 N
O

2.
 N

O

3.
O

th
er

3.
 D

K
3.

 D
K

3.
 D

K-
->

 E
3.

D
K-

->
 E

3.
 D

K

__
/_

/2
01

_
_ 

_ 
/_

 _
 /

20
1_

1.
H

F/
H

os
p.

1.
 Y

ES
 --

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
--

> 
E

1.
 Y

ES
 (A

, B
, C

 o
r 

D
)

2.
H

om
e

2.
 N

O
2.

 N
O

2.
 N

O
2.

 N
O

2.
 N

O

3.
O

th
er

3.
 D

K
3.

 D
K

3.
 D

K-
->

 E
3.

D
K-

->
 E

3.
 D

K

IF
 ( 

E 
) =

 Y
ES

 (i
.e

. d
ea

th
 o

f w
om

an
 m

ay
 h

av
e 

be
en

 "
pr

eg
na

nc
y-

re
la

te
d"

), 
te

ll 
fa

m
ily

 th
at

 th
e 

M
in

is
tr

y 
of

 H
ea

lth
 is

 w
or

ki
ng

 to
 im

pr
ov

e 
m

at
er

na
l c

ar
e 

an
d 

w
ill

 s
en

d 
an

ot
he

r 
pe

rs
on

 to
 ta

lk
 w

ith
 th

e 
fa

m
ily

 a
bo

ut
 th

e 
de

at
h.

 If
 ( 

E 
) =

 N
O

 (i
.e

. d
ea

th
 w

as
 n

ot
 a

ss
oc

ia
te

d 
w

ith
 p

re
gn

an
cy

), 
pl

ea
se

 e
xp

re
ss

 c
on

do
le

nc
es

 a
nd

 th
an

k 
th

e 
fa

m
ily

 fo
r 

th
ei

r 
tim

e.
D

K 
- D

on
’t

 K
no

w



63Maternal and Perinatal Death Surveillance and Response Guidelines 2017

Annex 2

HMIS Form 120a: Maternal Death Notification Form

THE	REPUBLIC	OF	UGANDA	

MINISTRY OF HEALTH 

CONFIDENTIAL 

Serial No.

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) .… Duration of stay at facility before death: …..days……hrs ..... mins 

Date of Death: ……….dd…………mm ……………….yr. 

Possible cause(s) of death: ..................................................................................................

Date	of	filling	form	……………………………………..Date	of	dispatching	form	 ......................... 

Delivered by (Name) …………………………………......…. Date  ...............................................

Received by (Name) ………………………………………….. Date  ...............................................
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Annex 3:

THE	REPUBLIC	OF	UGANDA	

MINISTRY OF HEALTH 

CONFIDENTIAL 

Perinatal 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 Perinatal 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. 

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 (if available/name of deceased’s mother)  .......................................

Inpatient Number ........................................................................................................

Village of residence (LC 1)  ……………………….......… Sub-county (LC111)  ...................

District  ……………………………. Telephone contact of mother/ NOK ............................

Age of deceased …….......…....… (in Days or hours)          

Next of kin  ..................................................................................................................

Gestational Age (wks) ……………….. (at birth). 

Duration of stay at facility before death: ….......  Days……....... Hrs………. Min………….

Date of Death: ………. dd ………… mm ……. yr.

Possible cause(s) of death:  ..........................................................................................

Date	of	filling	form	…..	dd	……	mm	…..	yr.	Date	of	dispatching	form	….	dd…	mm	….yr.	

Delivered by (Name) …………………………….….  Date …………………… .....................….

Received by (Name) ………………………………..   Date  ..................................................

Death	notified	by:	Name	……………………….…		Tel	Contact	………………………………….
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Annex 4: 

THE	REPUBLIC	OF	UGANDA 
MINISTRY OF HEALTH 

CONFIDENTIAL 

Line listing form for deaths of women of reproductive age (15-49 years)
i) This form should be completed by the VHT for all deaths of WRA
ii) Send the completed form to the Health Facility in charge at the 28th day of the month
iii)	 To	be	filled	in	quadruplicate(One	copy	is	kept	by	VHT,	one	at		the	HF,	District	and			
 National level

Registration of Deaths of Women in Reproductive Age(WRA) 15 - 49 years

District………...…………………Subcounty……………...…………….. Parish…………………..

Reporting date…........../.....…../.....…../…........

Name of Person filling form………………………………………………....….

Cadre: 1. VHT     2. Health Assistant    Phone Contact…………………

Number of Women of Reproductive Age who died reported this month……………………….

HH No. 
from 
VHT 
Regis-
ter

Name 
of de-
ceased 
WRA

Time 
of 
death

Age at 
death

HH No. 
from VHT 
Register

Name 
of de-
ceased 
WRA

Time 
of 
death

Age 
at 
death

HH No. 
from VHT 
Register

Name 
of de-
ceased 
WRA

Day of 
death

Month 
of 
death

Year of 
death

HF Home TBA On 
way 
to HF

If HF, spec-
ify name 
& district 
If Home or 
TBA, spe-
cific	village	
& district

HH No. = Household number, HF= Health Facility, TBA= Traditional Birth 
Attendant

District: _______________  HSD:______________ Sub-County: _______________ Parish: _____________
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Registration of Deaths of Newborns: Babies 0–28 days

Number of Newborns who died and are being reported this month: _______ Newborns

HH No. 
from 
VHT 
Register

Name of 
deceased 
newborn’s 
mother

Date of Death Age at 
Death 
(years)

Sex: 
male or 
female

Place of Death Name & 
Contact 
Information 
of person who 
can provide 
information 
on deceased 
newborn

Day (#) of 
Death

Month 
(#) of 
Death

Year of 
Death

Tick below If died 
in HF,
HF 
Name

If died 
outside 
district, 
list district 
where died

H
F

H
om

e

O
th

er

HH No. = Household Number; HF = Health Facility

Other MCH Indicators Total

Number of WRA registered by VHT (in VHT Register)

Number of deliveries at home

Number of newborns visited twice in 1st week of life by VHT

Number of pregnant women referred to the Health Facility for ANC

Number of pregnant women referred to the Health Facility for Delivery

Number of pregnant women referred to the Health Facility for PNC

Number of weekly SMS messages sent on deaths of women of reproductive age 
& children
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Annex 5:

THE	REPUBLIC	OF	UGANDA

MINISTRY OF HEALTH

CONFIDENTIAL

Community Identification and Notification form for deaths of WRA
i) This form should be completed by the VHT for all deaths of WRA

ii) Send the completed form to the Health Facility in charge within 24 hours of 
occurrence of death

iii) To be filled in quadruplicate(One copy is kept by VHT, one at  the HF, District and  
National level

Notification	information

1. Name of the deceased………………………………………… Age (in years) .......................

2. Name of head of household /Next of kin……………..Telephone number ....................

    HH number .............................................................................................................

3. Household address:  District………........................…. Sub county ............................

    Parish................................................ Village ...........................................................

4. Date of the woman’s death.........……../…...........……/…........…….

5. Place of death:

i) HF (If yes, specify name & district)  ................................................................    

ii) Home ............................................................................................................  

iii) TBA (If yes, specify village & district)  ...........................................................

iv) On way to HF ...............................................................................................  

v) Other (specify) ...............................................................................................

6. Who informed the death of a woman ............ VHT ............... Other (specify)…………..

7.	Date	of	notification……../…………/……………

8. Telephone contact of reporting person ......................................................................

9. Signature .................................................................................................................
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Annex 6:
Serial No. 

THE	REPUBLIC	OF	UGANDA

MINISTRY OF HEALTH

CONFIDENTIAL

HMIS Form 120: Maternal Death Review Form 
For	Official	use	only:	Ministry	of	Health	National	Case	number

NOTE: 
1.  Ensure a Maternal Death Notification form was\ filled within 24 hours. 
2.  The Maternal Death review form must be completed for all maternal deaths 
3.  Mark with a tick () where applicable; 
4.  Where information is not available from the records please interview mother’s next-of-kin if 

available. Add an asterisk (*) where information was obtained by interview. 
5.  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. 

SECTION 1: LOCALITY WHERE DEATH OCCURRED: 
1.1 District ...............................................................................................................................  
1.2 Health sub-District .............................................................................................................  
1.3 Facility name ......................................................................................................................  
1.4 Type of facility (tick where applicable in the space provided)

1. National referral 
hospital 

2.  Regional  
referral hospital 

3.  General 
Hospital

4 HCIV 5 HCIII 6. Others
(specify)

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

SECTION 2: DETAILS OF THE DECEASED: 
2.1 Surname .................................................Other names......................................................... 

2.2 Inpatient number  

2.3 Residence address: 

a) Village (LCI): ..............................................b)  Parish (LCII).................................................... 

c) Sub-county (LCIII): ....................................d) District.............................................................

2.4 Age (years):  yrs 

2.5 Next of kin............................................... (Relationship).......................................................  

2.5 1. Marital status 1 MR= Married ;    2. SI= Single never married ;     3. S= Separated ;      

      4. W = Widowed ;    5. NK= Not known  

2.6.1 At time of admission i) Gravida  Para +  ii) Gestation (weeks)  

2.6.2 At time of death:  i) Gravida  Para  +  ii) Gestation (weeks)  

2.7 Days since delivery/ abortion (if not applicable enter 99)  
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SECTION 3: ADMISSION AT HEALTH FACILITY WHERE DEATH OCCURRED 
/ WAS REPORTED

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	(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 hrsmins

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 Spec i fy 	name..............................................................................................................

3.9 Condition	on	admission	(Tick appropriate response):

Category Stable Abnormal	vital	signs Unconscious Dead	on	arrival
1 Abortion
2 Ectopic	Pregnancy
3 Antenatal
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	minute	 2.			Not	recorded			

3.11 Reason	for	admission/	complaints	on	admission:

											

3.12 Diagnosis on admission:
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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 4.4

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

4.3  Type	of	health	facility	where	she	attended	ANC	(tick all applicable):

1.	National	Referral	Hospital				 	2.	Regional	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.	Fever	 	 	 
9.	Other,	
specify...........................................................................................................................

4.5   Med ica t ion 	received	during	ANC
1.		 IPT		 				2.TT												3.Ferrous			      4.de-	worming		   
5.		Other	specify	…………………

4.6 Investigations	done	during	ANC–

4.6.1	HIV	test	during	present	pregnancy:	1.	Yes				2.	No		 3.	Unknown	

4.6.2	HIV	test	results:	 1.	positive		 2.	Negative		 3.	Unknown			

4.6.3	If	HIV	positive;	Was	she	enrolled	on	care	?	1.		Yes		 2.	No		

4.6.4	If	HIV	Positive,	CD4	count	......................

4.6.5	Syphilis	test	during	pregnancy	 1.	Yes				2.	No			 3.	Unknown	

4.6.6	Syphilis	test	results	 1.	Positive			 2.Negative		 3.	Unknown	

4.6.7	Comment	on	other	investigations	done.....................................................................

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

............................................................................................................................................
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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?	1.	Yes		     2.	No		    
5.4 Duration	of	labour.	Enter	appropriate	code	below:	 	 	 	 	 	
5.4.1   Latent stage    5.4.2  Active labour           5.4.3  Second stage        5.4.4  Third stage 

1. Not	known				 	 2.  <	5	mins				 	 3.	5–30	mins		 	 	4.  31	–	60	mins	
5. >	60	mins			 	 6.	1-	4	Hrs		 	 7.  4-	6	hrs	 	 	8.	7-8	hrs	 	
9..	Above	8	hrs	 	 	        

5.5 Did	delivery	take	place	?			1.	Yes	 	 2.	No			
5.6 No	of	days	after		delivery/	abortion	(if not applicable enter 99)	

5.7 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	breech,	 
3.	Instrumental	vaginal	–vacuum	 
4.	Instrumental	vaginal	-forceps)	 
5.	Caesarean	Section	-Emergency	 
6.	Caesarean	section	Elective	 
7.	Destructive	operations	 

5.9 Main	Assistant	at	delivery	(tick	appropriate	box):
1.	Nursing	assistant	 
2.	Midwife	 
4.	TBA	 
5.	Member	of	the	family	 
6.	Self	 
7.	Doctor	 
8.	Other,	
specify...............................................................................................................

5.10 Outcome	of	pregnancy:
1.	Not	delivered																						 2.	Live	birth	 
3.	Fresh	still	birth		 	 4.		Macerated	still	birth	 
5.	Miscarriage	(<28	weeks’)		 6.	Termination	of	pregnancy	 
7.	Ectopic	pregnancy	 	 8.	Mole		 

5.10.1 If	delivered	baby’s	weight	in	grams..................
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5.11 Obstetric	complications	(tick all applicable):

1.	APH 

2.	PPH 

3.	Sepsis 

4.	Eclampsia 

5.	Ruptured	uterus 

6.	Shock/sudden	collapse 

7.	Other,	specify:

SECTION 6: INTERVENTIONS

6.1	Tick all applicable
Intervention Stage of  pregnancy

Early	Pregnancy Antenatal Intrapartum Postpartum
1 Evacuation
2 Transfusion
3 Anticonvulsants
4 Uterotonics
5 Manual	removal	of	placenta
6 Anaesthesia
7 Caesarean	section
8 Laparatomy
9 Hysterectomy
10 IV	fluids
11 Instrumental	delivery
12 Repair	of	uterus
13 Others	specify

SECTION 7: AUTOPSY/ POST MORTEM:
7.1 Performed:						1.	Yes									2.	No								3.Unknown	

7.2 If	performed	please	report	the	gross	findings
.................................................................................................................................................
.................................................................................................................................................
.................................................................................................................................................
.................................................................................................................................................
.................................................................................................................................................
.................................................................................................................................................
.................................................................................................................................................
.................................................................................................................................................
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SECTION 9:  AVOIDABLE FACTORS: 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: 14.	Specify:

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

9.3	 Quality	of	medical	records:
9.3.1	Comment	on	the	key	data	elements	missing	from	the	patient’s	file.
.........................................................................................................................................................................
.........................................................................................................................................................................
.........................................................................................................................................................................
.........................................................................................................................................................................

9.3.2	Legibility:	1.Good			 2.	Poor		

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

SECTION 11: RECOMMENDATIONS (Please	supply	a	short	summary	of	the	recommendations	and	
follow-up	actions	to	address	audit	findings)
.........................................................................................................................................................................
.........................................................................................................................................................................
.........................................................................................................................................................................
.........................................................................................................................................................................

SECTION 12: THIS FORM WAS COMPLETED BY:
Name:...................................................	Tel.....................................email:......................................................
Date: ...................................................	Signature of	person	completing	form:	.............................................
Other team members: ...................................................................................................................................
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Date of Audit………………………………………. 

1. SECTION ONE: Identification 
1.1 District………………………….................… 

1.2.1 Facility name .................................................... 1.2.2 Facility code..................... 

1.2.3.Type of Health Facility (tick) 

1.3 IPNO. (Mother): ………………… 1.3.2 IPNo. (Newborn) 

1.4 Mother’s initials ……1.4.2 Age: ....... (yrs) 1.4.3 Address village:…………1.4.4 District……….. 

1.5 Was baby/ pregnant mother referred? 1. Yes	      2. No	

1.6 If Yes; from? 1. Hospital	   2. HC	   3.VHT	   4.TBA	  

5. Others (specify)………………………… 

1.7 If referred from health facility, name of the facility …………………………………. 

2. SECTION TWO: Pregnancy progress and Care 

2.1 Mother’s Parity: Para	  + 	  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. IPT1	   2. IPT2	   3. IPT3	  

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

2.5.2 HIV test done 1. Yes	    2. No	  

2.5.3 HIV test results 1. -ve	  2. +ve	  2.5.4 If HIV positive: 1. On ARVs	  2. Not on ARVs	

2.5.3 Syphilis test done;1. Yes	  2. No  2.5.4 Syphilis test results 1. –ve	  2. +ve	  

National Referral 
Hospital 

Regional Referral 
Hospital 

General Hospital HC IV HC III Others (specify) 

HMIS Form 121: Newborn/ Perinatal Death Review Form 
A copy of this form should be sent to the Ministry of Health 

	THE	REPUBLIC	OF	UGANDA 
MINISTRY OF HEALTH 

CONFIDENTIAL 

Annex 7: 
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2.6 Medical conditions or infections in present pregnancy (tick all applicable)
1. Antepartum Hemorrhage      2. History of trauma  
3. Hypertension     4. Diabetes      

5. Pre-labour rupture of membranes  6. UTI       

7.	Malaria	 	 	 	 	   8.	Anaemia	 	 	 	 

9.	Multiple	pregnancy		 	 	 

10.	Others	(specify):	………………………………………………………………………

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	heart	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	
																																					4.	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	inspite	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											Don’t	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:		 		grams						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, reason for admission(Tick all applicable)
1.	Difficult	feeding	(baby)	 	 2.Difficult	feeding	(mother)		 					3.	Jaundice		 									
4.	Anaemia	 	 	 	 5.	Difficult	breathing		 	 					6.	Hypoglycaemia						
7.	Septicaemia		 	 	 8.	Hypothermia		 	 					9.	Bulging	fontanelle	 

10.	Fever	 	 	 	 11.	Convulsions	 	 					12.	Bleeding		 							
Other	conditions:	…………………………………………………………………………………..
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3.9 Probable cause of death:
1.	Birth	Asphyxia		 	 	 2.	Infections		 			 3.	Complications	of	prematurity	 

specify……………..
4.	Infections:	a).	Septicaemia			 b).	Pneumonia		 c).	Tetanus		 							d).	Meningitis	
e)	Others	(specify)	…………………………………………....	
5).	Congenital	anomalies		 		 6.	Haemorrhagic	disease	of	newborn	
7.	Hypothermia	 	 	 8.	Birth	trauma												9	Bleeding	accidents		 						
10.	Unexplained	MSBs		 

11.	Others	(specify):	……………...............................................

3.10 Avoidable factors/missed opportunities/substandard care. Using the information 
derived from the interview and review of case notes were any of these factors present?
1.	Delay	to	seek	health	care		 2.	Delay	to	reach	the	health	facility		
3.	Delay	to	providing	appropriate	intervention	at	the	health	facility		
				Specify	………………………………………
4.	Absence	of	critical	human	resources		 					5	Lack	of	resuscitation	equipment	
6	Lack	of	supplies	and	drugs	including	blood		 7.	Health	communication	breakdown	
8	Poor	documentation		 	 9.	Misdiagnosis		 			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:..................................
Notes: 1) Premature:	Born	after	28	weeks	but	before	37	weeks	of	gestation
	 2)	If	multiple	pregnancy,	indicate	birth	order	of	the	newborn.	N.B.	Fill	separate	form	for	each	

perinatal	death
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Annex 8: CONFIDENTIALITY AGREEMENT FORM

We, the members of the ____________________________________ MPDSR committee, 
agree	to	maintain	anonymity	and	confidentiality	for	all	the	cases	discussed	at	
this meeting, held on this day of ______/______/________[DATE]. 
We pledge not to talk to anyone outside this meeting about details of the events 
analyzed here, and will not disclose the names of any individuals involved, 
including family members or health care providers. 

Signatures of all the members,

1.	 __________________________________________________________________________

2.	 __________________________________________________________________________

3.	 __________________________________________________________________________

4.	 __________________________________________________________________________

5.	 __________________________________________________________________________

6.	 __________________________________________________________________________

7.	 __________________________________________________________________________

8.	 __________________________________________________________________________

9.	 __________________________________________________________________________

10	 __________________________________________________________________________
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Annex 9: Terms of Reference for MPDSR committees

Roles and responsibilities of the National MPDSR committee
•	 Develop TORs and action plan for the National committee
•	 Organize the overall MDSR system in the nation(e.g. Oversee the 

review process, identify /facilitate independent assessors to carry out 
confidential	inquiries	into	maternal	and	perinatal	deaths)

•	 Revise/develop national technical guidelines, tools and other relevant 
documents 

•	 Coordinate the involvement of stakeholders from planning to 
implementation of the MPDSR including advocacy.

•	 Advocacy and resource mobilization for systems strengthening and 
sustainability of MPDSR

•	 Compile quarterly and annual data and devise action points at the 
national level.

•	 Provide regular monitoring and supervision in the implementation of 
MPDSR in the country bi annually

•	 Work with stakeholders to set up a legal framework for the 
implementation of MPDSR for legal back up and data protection

•	 Evaluate the MPDSR system

Roles and responsibilities of the District/regional MPDSR committees
•	 Receive	and	analyze	notification	and	review	data	of	all	maternal	deaths	

from	the	Health	facilities	and	collate	review	findings	from	HSD/	health	
facilities to establish
a)	 Circumstances relating to maternal and perinatal deaths 
b)	 The magnitude of the problem.
c)	 The geographical areas where majority of cases occur.
d)	 The common causes leading to maternal and perinatal deaths.
e)	 The avoidable factors leading to deaths
f)	 Where the health system can be improved.
g)	 What else can be improved to save mothers and babies
h)	 Recommendations made from reviews

•	 Receive and review reports of lower committees
•	 Feed	synthesized	findings	back	into	the	national/	district/	facility	plans.
•	 Conduct routine follow-ups of maternal and death reviews to improve 

quality of services 
•	 Identify	and	Facilitate	Independent	assessors	to	carry	out	confidential	

enquiries into maternal and perinatal deaths
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•	 Compile	quarterly	and	annual	review	reports	with	specific	
recommendations and advocate for support for the implementation of 
recommendations. Take appropriate action based on recommendations.

•	 Disseminate	confidential	enquiry	and	review	reports	appropriately
•	 Use	findings	from	MPDR	to	advocate	for	maternal,	newborn	and	child	

health and mobilize resources for systems strengthening and MPDR

Roles and responsibilities of facility MPDSR committees
•	 Collect	data,	complete	notification	forms,	compile	lists	of	probable	

maternal deaths for investigation/reviews. 

•	 Ensure	timely	notification	of	all	maternal	deaths	from	the	Health	facility	

•	 Conduct maternal and perinatal death reviews

•	 Compile quarterly and annual audit reports. 

•	 Document experiences of MPDSR 

•	 Provide MDSR records to independent assessors when required

•	 Take appropriate action at the facility and within community; based on 
recommendations from the audit 

a)	 Identify	appropriate	departments/stakeholders	based	on	audit	findings	
and recommend to the Health Sub-district, district and National Committee 

b)	 Provide information to promote health within the communities
Encourage and support health care service providers and other stakeholders
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Annex 10: Goals and Ground rules for maternal Perinatal death reviews

GOAL: To learn from each maternal or perinatal death and take action to prevent 
future deaths.

After each death, the committee discusses the case and identifies avoidable 
factors (gaps) which may have contributed to the maternal or perinatal death. 
The committee develops recommendations and an action plan to address these 
gaps. The committee follows up on the implementation and effectiveness of 
recommendations.

GROUND RULES FOR MATERNAL PERINALTAL DEATH REVIEWS:
1)	 To arrive on time for MPDSR Committee Meetings.
2)	 To respect the statements and ideas of everyone.
3)	 To	respect	the	confidentiality	of	the	team	discussions.
4)	 To participate actively in the discussions.
5)	 To accept discussion and debate among participants without verbal violence
6)	 To refrain from hiding or falsifying information that could be useful in 
 understanding the case being audited.
7)	 Try as much as possible (because it is not easy) to accept question-

ing one’s own actions. 
8)	 To focus on how the committee can prevent future maternal and perinatal 

deaths.
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Annex 11: Agenda for maternal death review meetings
1) Review meeting goals and ground rules (Chair)
2) Assign roles for the meeting (Chair):

a) Chair:  Lead discussion
b)	 Secretary:		Take	meeting	minutes	and	attendance,	fill	out	“Recommendation	

Development and Action Plan Form”
c) Case Presenter:  Present case summary, complete MDR Audit Form
d) All others: Participate in case discussion and recommendation 

development
3) Follow-up past recommendations (Secretary):

a) Read aloud all recommendations from the previous MPDR Committee 
Meeting (refer to “Recommendation Development and Action Plan Form”).

b) Ask each “responsible person” to give a report of their progress toward 
recommendation implementation.

c) Make notes of each responsible person’s report in the meeting minutes.
d) Any recommendation not yet implemented should be discussed and if 

need be, a plan developed to address barriers to implementation. The 
committee may decide to develop a revised action plan, in which case a 
method, responsible person, and timeline for action should be determined 
and recorded in meeting minutes. 

4) Cases:
a) Read case summary aloud (Case Presenter)
b) Discuss the case (see Flowchart for MDR Recommendation Development)

i) Discuss aspects barriers to care this patient faced and aspects of 
care	that	could	have	been	improved.	Generate	a	list	of	these	specific	
problems.

ii) For each problem, consider whether it contributed to death.

iii)	 If	it	contributed	to	death,	identify	and	discuss	the	cause	of	the	specific	
problem.

iv) Discuss how the causes of the problems could be addresses.

v)	 If	the	committee	identifies	a	method	to	address	a	problem,	fill	out	the	
“Recommendation Development and Action Plan Form” (Led by Chair, 
documented	 by	 Secretary).	 Document	 the	 specific	 problem,	 cause	
of the problem the committee plans to address, method of action, 
responsible person and timeline for action.

5) Complete MDR Audit form, including cause of death, avoidable factors 
(specific	problems	relevant	to	death),	and	recommendations	developed	using	
the “Recommendation Development and Action Plan Form” (Case Presenter). 

6) Develop a plan for white (original) copy of MDR Audit Forms to be brought 
to the District Health Officer (Chair)
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Annex 12: Flowchart for Maternal & Perinatal Death Review
   Recommendation Development

BOX 2.
Consider CAUSES1 that may fall into the 

following categories:

Diagnosis, treatment, monitoring: lack of 
existence/ knowledge/ use of standards of 
good practice

Drugs, supplies, blood,equipment: 
availability, accessibility, functionality
Staff, human resources: skills, knowledge, 
attitude,communication

Care organization, management: 
structure,coordination, communication

Healthcare before admission: skills, 
knowledge, resources, attitude, 
communication

Individual and family: care accessibility, 
resources, understanding, beliefs
Transport: individual resources, 
infrastructure
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Annex 13: Action plan template following Facility review    
   committee meetings 

Consider the following topics when
generating a list of SPECIFIC PROBLEM:

Consider CAUSES that may fall into the following categories:

  Diagnosis, treatment, Monitoring   Lack of  existance/ knowledge/ use of standards of good practice

Drugs, supplies, blood, equipment   Availability, accessibility, functionality

Staff, human resources   Skills, knowledge, attitude, communication

  Care organisation management   Structure, coordination, communication

  Healthcare before admission   Skills, knowledge, resources, attitude, communication

  Personal and family   Care accesibility, resource, understanding, beliefs

  Transport   Individual resource, infrastructure

SPECIFIC PROBLEMS CONTRIBUTING TO DEATH AND THEIR CAUSES

RECOMMENDATIONS AND ACTION PLAN

List of case SPECIFIC PROBLEMS: CAUSES:
Contributed
to death?
(Yes/No)

Plan to
Address?
(Yes/No)

SPECIFIC PROBLEMS that
contributed to death

CAUSE of the problem.
(List the cause which the

committee plans to address)

HOW will the committee
address this problem and 
the cause of the problem?

WHO
will be

responsible?

WHEN
will action
be taken

FOLLOW-UP
(complete AT
next meeting)
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Annex 14:  Maternal Perinatal death review: Session summary report  
  form

Date of MPDR:                                                                         MPDR session No:

Duration of the session

Start time ______________      Duration ______________      Closing time ______________

Case synthesis

Positive aspects of case management

Dysfunctions in case management

Main	causes	of	identified	problems

Main problems prioritized

What can be learned from this case



86 Maternal and Perinatal Death Surveillance and Response Guidelines 2017 Maternal and Perinatal Death Surveillance and Response Guidelines 2017

Annex 15: Analysis plan for maternal death data

Characteristics for descriptive analysis

Person Age, education, marital status,

Place Locality where death occurred - 
Residence (village, sub county, District, place of delivery, death

Time Year, month, week day, date of the month, time of day

Reproductive 
characteristics 

-   Parity
-   Pregnancy outcome(live birth, still birth, induced or spontaneous
    abortion, ectopic pregnancy)
-   Gestational duration 
    Antenatal care - ANC attendance, No. of ANC visits
    Partograph use during labour
-   Type of delivery(vaginal/cesarean)
-   Attenadant at birth
-   Antepartum/intrapartum/ postpartum status
-   Interventions
-   Referral status - Whether referred or not Referred from
-   HIV Status -  HIV testing during ANC, HIV status
    Time interval between admission into hospital and death 
-   Medical cause of death

Medical cause 
of death

-    Direct obstetric – e.g. heamorrhage, obstructed labour, abortion, 
sepsis, pregnancy induced high blood pressure

-    Indirect obstetric – e.g. anaemia, malaria, HIV, TB, HIV, etc

Factors 
contributing to 
death

- Individual/Family – e.g. failure to recognise danger signs
- Community e.g. a broken brigde hindering access to a facility
- Health system e.g .lack of blood
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Annex 16: Analysis plan for perinatal death data

Variable Analysis 1 Suggested 
Presentation

 Cross 
Tabulation

Time period Report dates on audit forms 
e.g. 2012 deliveries, live 
births and perinatal deaths 
Number of audited deaths 
by Health facility
Number of districts 
conducting perinatal death 
audits 

Table

Deaths by 
place of 
residence

Deaths by sub counties of 
Residence

Sub counties 
with high 
perinatal deaths

Maternal 
character-
istics of the 
perinatal 
deaths 

Mother’s age;
Mother’s parity 
Number of living children
Type of pregnancy 
Times of ANC Attendance 
Core ANC interventions
These include: IPT, HIV and 
Tetanus toxoid, 

Table 

Conditions 
in present 
pregnancy 

Categorize conditions in 
relation to Perinatal deaths,
e.g  % of perinatal deaths 
that were secondary 
to Hypertension, APH, 
Prolonged rupture of 
membranes, etc

Table Comparing 
these conditions 
in relation 
to perinatal 
deaths. E,g 
versus fresh 
still births, 
MSB  and early 
neonatal deaths

Place of 
delivery 

 As per tool HF, on the way 
to HF, TBA or at home

Table Place of   birth 
Versus type of 
perinatal death

Mode of 
delivery 

Death by mode of delivery 
SVD, assisted VD or CS

Bar graph Mode of delivery 
per facility

Was 
partograph 
used? 

%   of deaths in partographs 
were used 

Table 
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Time be-
tween deci-
sions for C/
Section /
instrumental 
and actual 
delivery of 
the baby

%  of interventions done 
within 30 minutes, 30 
minutes to one hour, greater 
than one hour

Table  Compare 
between 
facilities and 
districts 

Did vaginal 
delivery 
occur in spite 
of decision to 
do C/S? 
1. Yes 2. No

% of vaginal deliveries 
that occurred in spite the 
decision to perform C/S  

table compare in 
facilities and 
districts

Was 
resuscitation 
Done? 
1. Yes  2. No

%  deaths  where  
resuscitation was done 
1. Suction and stimulation
	Bag and Mask

Bar graph

Type of 
perinatal 
death

bar graph  Compare in 
facilities and 
districts 

Neonatal 
death, 
reason for 
admission/ 
diagnosis at 
admission

 % As per Audit tool Table 

Probable 
cause of 
death

As per tool 
Such as prematurity 

Pie chart Cause of death 
by age
Cause of death 
by facility, 
cause of death 
by parity,
cause of 
death by ANC 
attendance 

Avoidable 
factors

As per table Table 

Recommen-
dations 

 Categorize
 Community,
 Facility 

Table 
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Annex 17: Reporting template for MPDSR data from district/region  
 to national level

Parameter Categories Quantity Remark

Age 
(number) 

< 19 years

20-29 years

30-39 years

>40 years
Marital 
status 

 

Single

Married

others
Address Urban

Rural
Educational 
status 

Illiterate

Primary school

Secondary school

Primary school

University/college
Parity I

II-IV

>V
Timing of 
death in 
relation to 

Antepartum
Intrapartum
Postpartum
Post abortion

Place of 
death 

Community
On the way to the facility
Health facility

Direct   obstetric (specify) 
     Ectopic pregnancy
     Abortion related
     Hemorrhage
     Pregnancy related sepsis
     Hypertensive disorder
     Anaesthetic

Indirect cause (Specify)
     Respiratory         
     Cardiac                  
     Infections              
     Others                    
     Other causes 

Contributo-
ry/Avoida-
ble factors 

Personal, family, 
community factors
Health system factors

Others
Preventable 
death: 

Yes

No

Number of deaths reviewed by regional 
MPDSR in last one month

 


